
HS&DR Project: 12/136/105 - Evaluating the impact of opiate substitution treatment on 

drug related deaths in the population: a natural experiment using primary care, other drug 

treatment databases & model projections: ISAC CPRD Protocol (Version 1 11/03/2014) 

Lay Summary  

People who inject drugs (PWID) such as heroin have a risk of death >10 times higher than 

the general population. Overdose is the most common cause of death among PWID. The 

most effective treatment for heroin injectors is the prescription of legal, non-injected 

substitute drugs, most commonly methadone or buprenorphine. This is called opiate 

substitution treatment (OST) and in the UK is delivered mainly in primary care. Several 

recent studies have highlighted that there is a period of very high mortality risk in the first 

few months immediately after treatment cessation.  In the UK OST prescription has 

expanded 5-fold in the last 10 years, but we have not observed any commensurate decrease 

in the number of drug related deaths in the population.  This apparent paradox motivates 

our research i.e could the benefits of drug treatment be outweighed or balanced out by 

other factors which increase the risk of drug related deaths during or after OST?  We will 

conduct a “natural experiment” and test our hypothesis by analysing data of people on OST 

and other drug treatments in the community and model how changes in the way drug 

treatment is delivered could reduce drug related deaths in the population.   

Background 

Opiate substitution treatment (OST) is the key treatment for heroin dependence and has 

been shown to have multiple benefits, including reductions in drug related crime, blood 

borne virus transmission, and improvements in social functioning(1-5). Prescribed OST in the 

community includes methadone, buprenorphine, and dihydrocodeine(1, 6). There are 

approximately 200,000 people who inject drugs (PWID), half exposed to drug treatment 

annually, mainly OST (75%) but also non-pharmacological treatments delivered in specialist 

drug agencies and residential units. OST is effective because it reduces heroin injection and 

is cost effective because of reductions in drug related crime and health harms(7). 

Observational studies have shown that the risk of mortality is reduced during opiate 

substitute treatment(8-12). Buprenorphine has been shown to be as good as methadone at 

treatment retention(13), and hypothetically is less likely to cause fatal overdose than 

methadone(14). In France, ecological analyses suggest that trends in overdose deaths are 

negatively associated with increases in buprenorphine prescription(15). However, direct 

comparative evidence on the risk of death during buprenorphine vs. methadone is yet to 

emerge.  

 

Several recent studies also have highlighted that there is a period of very high mortality risk 

(>8 times higher than mortality risk during treatment) in the first few months immediately 

after treatment cessation (9-11, 16). In the UK analyses of primary care information have 

suggested that the risk of death in those who receive OST is twice as high among men 

compared to women, and is raised at the beginning and end of treatment, and maybe higher 

in those co-prescribed benzodiazepines(11, 17). In Australia the risk of death at treatment 

onset was greater than in the UK, with some evidence to suggest that the mortality risk at 



treatment onset was lower among those initiated onto buprenorphine compared to 

methadone, but these benefits may be offset by a shorter duration of treatment for those 

on buprenorphine compared to methadone(9).  The evidence base on other drug treatments 

(residential rehabilitation, detoxification, and psychological treatments) is more limited; but 

studies also suggest that the risk of mortality is reduced during treatment and elevated after 

treatment (10, 18).  

 

In the UK OST has expanded 5-fold in the last 10 years to over 1800kg per year (roughly 

equivalent to 33.3 million doses per year)(19). The rate of methadone deaths per gram of 

methadone prescribed has fallen, coinciding and attributed to the issuing and 

implementation of clinical guidelines recommending greater supervised consumption(20), 

but trends in the overall number of opiate related deaths have not declined (21) (22). 

Therefore, we aim to examine in more detail the risk of death during and after OST and 

other drug treatment in order to assess how changing the delivery of drug treatment could 

reduce the number of drug related deaths in the population.  

 

Objective, specific aims and rationale 

Our over-arching hypotheses are that the impact of opiate substitution treatment (OST) and 

other drug treatments in reducing drug related death (DRD) is influenced by modifiable 

treatment related factors (such as treatment duration, co-prescription of other drugs, 

treatment modality and dose, and dispensing arrangements); and that currently the benefits 

of OST and other non-pharmacological treatments in reducing drug related deaths in the 

population maybe outweighed or balanced out by other factors which increase risk of 

mortality.   

The aim of the study, therefore, is to corroborate or refute these hypotheses in order to 

inform robust, credible evidence based treatment guidelines that can underpin the effective 

reduction of population drug-related deaths through primary care based intervention. This 

project will focus on the analysis of OST delivered in primary care through the analysis data 

from the Clinical Practice Research Datalink (a parallel project will analyse non-

pharmacological treatments reported to National Drug Misuse Database held in the Drug 

Data Warehouse, DDW). These analyses from CPRD and DDW will be combined in a 

mathematical model of drug related mortality and drug treatment.  

 

We will determine the risk of OD and death by treatment exposure and modality, relate 

these effects to the number of OD deaths and coverage and duration of drug treatment in 

the community, and project what factors could reduce the number of drug related deaths in 

the population.  

Additional questions to be addressed include:- 

 Is there a difference in the risk of mortality between prescribed methadone or 

buprenorphine? 

 Is the risk of fatal overdose (OD) increased in people that are co-prescribed 

benzodiazepines? 



 Is the risk of OD and mortality during and after residential, detoxification and non-

pharmacological treatments similar to OST?   

 Is the risk of OD and drug related death at treatment onset and cessation reduced in 

patients with evidence of supervised consumption and planned discharge? 

 Is there evidence that delivery of OST in primary care has changed over time in terms of 

average dose, modality, duration, co-prescription of benzodiazepines, evidence of 

planned discharge and supervised consumption? 

 Is there evidence that delivery of OST in primary care has changed over time – 

specifically in terms of changes in:- average dose and % of patients receiving optimal 

OST dose; OST modality; number and % of patients undergoing a planned discharged 

over time; number and % receiving co-prescription of benzodiazepines; number and % 

with evidence of supervised consumption. 

Study Type 

The study is observational and hypothesis testing (see aims/objectives above).  

Study Design 

We are conducting an observational “natural experiment” study and developing a policy 

impact model.  The key intervention – Opiate Substitution Treatment (OST) can no longer be 

randomised with a placebo control, and no earlier trials of OST were large enough to assess 

mortality as the outcome(3).  Therefore, we are exploiting information (that was not 

collected specifically for research) on variation in exposure and outcome derived from 

administrative databases. We will extract and analyse an open observational cohort based 

on Clinical Practice Research Datalink (CPRD) primary care database. 

Sample size/power calculation  

The main analysis is on opiate substation treatment (OST) in primary care and risk of death 

and in particular the comparison of methadone and buprenorphine*.  

There will be at least 20,000 OST patients (extracted from CPRD  GOLD patients) from 1998 

to 2014 linked to NHS central registry and ONS mortality data, that will generate 67,000 

person years (pys) follow-up (~32,000 on treatment and ~35,000 off) if censored 12 months 

after last OST.  There will be over 700 deaths of which ~500 will be due to overdose. This will 

be the largest study in the UK with precise data on OST treatment exposure (including ~ 

12000 pys on buprenorphine and 30,000pys on methadone). In addition, there will be 

approximately 10,000 and 12,000 person years in treatments lasting less than 1 month or 

greater than 12 months, and 3000 and 1200 person years follow-up in the first 4 weeks 

treatment on or immediately after methadone or buprenorphine treatment respectively.  

Thus, there is sufficient power (> 90%) to determine whether:-  
i) there is at least a halving of the risk of death during treatment on burpenorphine 

compared to methadone (i.e. 0.35% vs. 0.69% respectively) – which requires a sample of 

at least 922 in each group compared to 12,000 and 20,000 on buprenorophine and 

methadone 



ii) and sufficient power (80%) to test if the risk of death is at least a 1/3 lower on 

buprenorphine at (0.006%) compared to methadone (0.016%) in the first 4 weeks of 

treatment (1200 and 3000 person years respectively) – as indicated by unpublished 

analyses by Degenhardt on Australian mortality cohort(9).  

 

In addition, there is sufficient power to corroborate that the risk of fatal overdose out of 

treatment at 0.8% is twice as high as the risk during treatment – which will require sample of 

at least 788 in and out of treatment compared to our sample of over 30,000 person years in 

each group; and that the risk of death in the 4 weeks after treatment at about 4.6% is 1/3 

lower (3.0%) for people treated for short duration of treatment (< 1 month) compared to 

those treated for 12 months or longer – which will require sample of at least 3123 in each 

group compared to over 3500 and 3850 person years among those exposed to short or 

prolonged treatment respectively;  

 
[In addition, the DDW linked mortality file has over 50,000 patients exposed to other 

structured non-pharmacological drug treatments, with around 44,000 pys of observation, 

from 2005 to 2009, and therefore also has sufficient power to test for differences in the risk 

of death in different periods during and after drug treatment.] 

Study population  

The study population comprise all patients aged 16-64 who have been prescribed 

methadone or buprenorphine as opiate substitution treatment (OST) in CPRD practices from 

1997 to 2014, including a sub-set of patients eligible for ONS linkage. opiate dependent 

people treated with opiate substitution drugs on CPRD.  The table shows the initial set of 

criteria. Prescription dose and diagnoses will be checked to confirm that prescription for OST 

and to exclude any patients prescribed for pain/analgesia.   

prodcode Productname 

3064 Buprenorphine 400microgram sublingual tablets sugar free 

3522 Temgesic 200microgram sublingual tablets (RB Pharmaceuticals Ltd) 

6056 Buprenorphine 8mg sublingual tablets sugar free 

6210 Subutex 8mg sublingual tablets (RB Pharmaceuticals Ltd) 

6547 Buprenorphine 2mg sublingual tablets sugar free 

7457 Temgesic 0.3mg/ml Injection (Reckitt Benckiser Healthcare (UK) Ltd) 

8017 Temgesic 400microgram sublingual tablets (RB Pharmaceuticals Ltd) 

10077 Subutex 2mg sublingual tablets (RB Pharmaceuticals Ltd) 

13031 Subutex 0.4mg sublingual tablets (RB Pharmaceuticals Ltd) 

35269 

Temgesic 300micrograms/1ml solution for injection ampoules (RB Pharmaceuticals 

Ltd) 

40211 Buprenorphine 2mg sublingual tablets sugar free (Teva UK Ltd) 

40212 Buprenorphine 8mg sublingual tablets sugar free (Teva UK Ltd) 

40473 Buprenorphine 300micrograms/1ml solution for injection ampoules 

35169 Suboxone 8mg/2mg sublingual tablets (RB Pharmaceuticals Ltd) 

35170 Suboxone 2mg/500microgram sublingual tablets (RB Pharmaceuticals Ltd) 

35681 Buprenorphine 2mg / Naloxone 500microgram sublingual tablets sugar free 

35682 Buprenorphine 8mg / Naloxone 2mg sublingual tablets sugar free 

38311 Naloxone hc 2mg + 8mg Tablet 



42074 Naloxone hc 500micrograms + 2mg Tablet 

2952 Methadone 1mg/ml oral solution 

5211 Methadone 2mg/5ml linctus 

5322 Physeptone 5mg tablets (Martindale Pharmaceuticals Ltd) 

6441 Methadone 5mg tablets 

9728 Methadone 1mg/ml oral solution sugar free 

11722 Methadone 10mg/ml oral solution sugar free 

14086 Methadone 10mg/ml Injection 

17671 Methadone 50mg/1ml solution for injection ampoules 

17896 Physeptone 10mg/ml Injection (Martindale Pharmaceuticals Ltd) 

21562 Physeptone 1mg/ml mixture sugar free (Martindale Pharmaceuticals Ltd) 

23158 Methadone 20mg/ml oral solution sugar free 

24343 Methadose 10mg/ml oral solution concentrate (Rosemont Pharmaceuticals Ltd) 

24361 Methadose 20mg/ml oral solution concentrate (Rosemont Pharmaceuticals Ltd) 

24440 Methodex 1mg/ml Mixture (Link Pharmaceuticals Ltd) 

24584 Methadone 50mg/2ml solution for injection ampoules 

26277 Physeptone 1mg/ml mixture (Martindale Pharmaceuticals Ltd) 

28328 Metharose 1mg/ml oral solution sugar free (Rosemont Pharmaceuticals Ltd) 

29304 

Physeptone 10mg/1ml solution for injection ampoules (Martindale Pharmaceuticals 

Ltd) 

29769 Methadone 2mg/5ml Oral solution (Martindale Pharmaceuticals Ltd) 

29911 Methadone 2mg/5ml linctus (Thornton & Ross Ltd) 

30531 Methadone 1mg/ml oral solution sugar free (Rosemont Pharmaceuticals Ltd) 

32237 Methex 1mg/ml Mixture (Generics (UK) Ltd) 

33068 Methadone 10mg/1ml solution for injection ampoules 

33475 Methadone 35mg/ml Injection 

33832 Methadone 1mg/ml oral solution (Martindale Pharmaceuticals Ltd) 

35506 Methadone 20mg/2ml solution for injection ampoules 

36436 Methadone 50mg/5ml solution for injection ampoules 

36994 Methadone 5mg/ml oral solution 

37507 

Physeptone 50mg/1ml solution for injection ampoules (Martindale Pharmaceuticals 

Ltd) 

37518 Methadone 35mg/3.5ml solution for injection ampoules 

39437 Eptadone 1mg/ml oral solution (Dee Pharmaceuticals Ltd) 

41608 Methadone 1mg/ml oral solution (Rosemont Pharmaceuticals Ltd) 

41720 Methadone 1mg/ml Mixture (Macarthy Medical Ltd) 

43260 Methadone Oral solution 

43766 Eptadone 5mg/ml oral solution (Dee Pharmaceuticals Ltd) 

 

Selection of comparison group(s) or controls 

Patients are their own comparison group/ controls – as we will be comparing risk of 

mortality at different periods during and after opiate substitution treatment. 

Exposures, outcomes and covariates 

Exposure:- OST includes methadone and buprenorphine and occasionally  dihydrocodeine(6, 
11). Intervention exposure is defined by prescribing data collected by primary care practices 
contributing information through their electronic health record systems to the Clinical 
Practice Research Datalink (CPRD). This will include information on all prescriptions in 
primary care plus other information on diagnoses and attendances at primary care and 
hospital.  We will extract information on patients on the basis that they have a drug misuse 
diagnosis and have been prescribed methadone or buprenorphine. Some patients also may 



have been prescribed dihydrocodeine as OST – and so we will include these treatment 
episodes as well. The information provided by CPRD will allow us to establish when OST 
started, changes in dose or type of OST, and when OST ceased. For each treatment period 
we will classify different periods “on”/during or “off”/after OST or other drug treatment e.g. 
1st 2 weeks of treatment, rest of time on treatment (baseline treatment period), 1st 4 weeks 
after treatment, and rest of time out of treatment (censored at 12 months after last 
prescription); as well as measure average OST duration and classify treatment duration (≤ 1 
month, 2-6 months, 7-12 months, 12+months).  
 
Main outcome: All and cause specific death (in particular drug poisoning/overdose) during 

drug treatment or follow-up period up to one year after date of last opiate substitution 

treatment (OST) prescription/treatment admission. Standard codes for drug related 

poisonings deaths will be used to define overdose deaths (23): ICD-10 codes: F11-16; F18-19; 

X40-44; X60-64; X85; Y10-14; as well as in terms of general and specific drugs mentioned on 

the death certificate (any opiate, heroin and Morphine, Methadone, buprenorphine, 

dihydrocodeine, other opiods, cocaine, all amphetamines and MDMA, GHB, GBL, all 

benzodiazepines, barbiturates, all antidepressants, paracetamol and other over the counter 

medicines). We will categorise deaths as “avoidable” and “preventable” based on ONS 

definitions (http://www.ons.gov.uk/ons/publications/re-reference-

tables.html?edition=tcm%3A77-262418). Other specific causes that will be investigated 

include suicide and other injury (non drug related poisoning), infectious diseases, cirrhosis 

and liver disease. All cause mortality will be expressed as a rate and as a Standardised 

Mortality Ratio (SMR) compared to standard age and sex death rates for England and Wales. 

Cause specific mortality will be expressed as rates – and SMRs also will be calculated for 

non-drug related poisonings. Follow-up of patients extracted from primary care database 

(Clinical Practice Research Datalink, CRPD) will be from date of first OST prescription within 

risk period beginning 1990 to end 2011. A patient’s follow up will cease either one year after 

the expiry of their last prescription for OST or the date of death or on the date of transfer 

out from the general practice or risk study period end (which ever date occurs first). [Follow-

up of patients extracted from Drug Data Warehouse (DDW) will be from 2005 to 2009 the 

period for which National Drug Treatment records are linked to the mortality register.] We 

are censoring follow-up twelve months after last prescription or specialist drug treatment 

date in order to reduce potential bias. 

Secondary outcomes concern the practice and delivery of OST including:- annual number of 
people in OST; modality/specific OST drug; duration of OST; dose; evidence of reaching 
optimal dosage, tapering OST dose towards planned discharge, and supervised 
consumption; and co-prescription of benzodiazepines. 
 
Covariates/confounders:- Additional exposures (benzodiazepines, treatment 
performance/quality) and confounders (age, gender, co-morbidity as defined by Charlson 
Index(24), alcohol and mental health problems, treatment episode number, calendar year, 
other prescription drugs) all of which have been shown to influence mortality risk(11) (9). 
Supervised prescription will need to be coded through analysis of free-text – which will be 
piloted and developed with CPRD.  A sample of records with full free text will be used to 
identify key words and search terms that can define the variable “evidence of supervised 
consumption”. The key words and search terms can then be used across the whole database 
to record the covariate.  

http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-262418
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-262418


 
Use of linked data  

We will use link to ONS mortality file for our outcome measures.  Data/ Statistical Analysis 

Plan 

1) We expect that overdose and drug related mortality risk differs by period of treatment 

exposure (1-4 weeks treatment start, rest of treatment duration, 1-4 weeks treatment end, 

5-52 weeks out of treatment). The main analysis will test whether there is evidence of a 

difference in mortality risk by modality of OST (methadone vs. buprenorphine) at different 

periods on and off treatment – and will investigate also mortality risk in relation to 

additional exposures (co-prescription of benzodiazepines, measures of treatment 

performance/quality) and confounders (age, gender, co-morbidity as defined by Charlson 

Index(24), alcohol and mental health problems, treatment episode number, calendar year) 

all of which have been shown to influence mortality risk(11) (9).  However, other potential 

confounders or factors relating to injecting risk may be missing or incompletely measured in 

CRPD (such as crack-cocaine use).  

We will undertake a series of analyses that aim to incorporate and adjust for confounding.  

First, we will use Poisson regression incorporating time varying covariates (such as co-

prescription of benzodiazepines, episode and duration of treatment) to describe mortality 

risks and compare these at different periods on and off treatment and by modality of OST. 

These analyses will generate incidence rate ratios (IRR) that compare mortality risk for 

patients on methadone (from week 4 to end of treatment as baseline) to other periods and 

other forms of OST; will compare mortality rate for key confounders (above); adjust IRR by 

period on or off treatment for these confounders; and examine specifically whether co-

prescription of benzodiazpeines increases the risk of mortality during and after treatment.  

Second, we will undertake analyses of patient characteristics in order to develop and use 

propensity scores that can be used to balance buprenorphine and methadone exposure 

groups and test for differences in mortality risk between the groups(25-27).  The primary 

care databases hold a substantial amount of information on the patients’ diagnoses and 

treatment history as well as information on the practices – too much data to fit as individual 

covariates. Therefore, we can use these data to generate propensity score matching in order 

to use the score to reduce selection bias and match the patients exposed either to 

buprenorphine or methadone or to short or long term treatment(27).  

Third, the problem of confounding (known and unknown) also will be addressed using self-

controlled case-series (SCCS) methodology in which patients act as their own controls(28), as 

has been used in other studies of primary care databases(29, 30). In this method the number 

of events are classified according to the length of the exposure (in period; in and out of 

treatment) and an estimate of the hazard or incidence rate ratio is derived by conditioning 

on the number of events over the exposure history(28).   Since there is missing information 

on risk of death prior to exposure only cases that have been exposed are included in the 

analysis. In addition, time invariant confounders (such as sex, age, underlying health 

problems) are controlled for implicitly; and time variant confounders can be fitted within the 



model.  Prof Farrington and Dr Whitaker are extending the SCCS method to deal with finite 

outcomes such as drug related/overdose death, and exposures that may persist (such as 

opiate substitution treatment) and this study will be a case study on how SCCS can be used 

with such exposures and outcomes.  SCCS has been used for censored events – such as 

death previously (31, 32) – but classifying the exposure will require methodological 

development. 

Fourth, even in the absence of unmeasured confounding, conventional methods (eg 

regression models that control for baseline or time-dependent confounders) will provide 

estimates that may fail to have a causal interpretation when (i) there is a measured time-

dependent risk factor for survival that also predicts subsequent treatment, and (ii) past 

treatment history predicts the subsequent level of this risk factor. We will use inverse 

probability (IP) weighted estimation of marginal structural models, which avoids 

conditioning on time-dependent confounders(33, 34). Instead, we estimate the inverse of 

each patient’s probability of their observed treatment history at each time. By weighting a 

marginal model according to the reciprocal of these probabilities, we mimic a situation in 

which the assignment to treatment is at random (or unrelated to the time-varying 

covariates). 

By examining the intervention effects between exposure and outcome and how they vary 

across multiple methods which adjust for confounding in different ways we will be able to 

assess the likelihood that residual/time-varying confounding remains a significant problem, 

and to contribute stronger evidence on the impact of treatment on drug related 

mortality(35, 36).  Similar analyses will be conducted on the risk of mortality during and after 

exposure to non-pharmacological treatments(18).  

2) The secondary analysis of clinical databases will test whether there have been changes 

over time in the number of patients treated over time and specifically in the delivery of OST 

in primary care (e.g. the mean dose, treatment duration, modality and evidence of 

supervised consumption).  Segmented regression techniques will be used for time trend 

analyses of these treatment indicators in order to test whether there have been changes 

over time, and whether the timing of the change is consistent with issuing of new treatment 

guidelines(20, 37). 

3) The estimates of the effect of different drug treatments on mortality risk for different 

periods on or off treatment derived from analyses of Clinical Practice Research Datalink 

(CPRD) and Drug Data Warehouse (DDW) will be used in differential equation or individual 

based models that consider the flow of people into and out of drug treatment fitted against 

estimates of the annual number of drug related deaths in the population.  The models will 

incorporate treatment coverage and extend previous models(11) by including additional 

factors that may affect the risk of overdose death or duration maintained on treatment in 

this analysis. This will be decided through consultation with other researchers on the grant 

and key stakeholders (Public Health England, Bristol Health Integration Team on Addiction) 

and may include:- modality of treatment, combination of treatments, age, gender, 

treatment history, benzodiazepine prescription, alcohol abuse, other psychosocial and 

family therapy (if data on intervention effect are available).  An individual based model will 



be used if it is deemed important to incorporate the full heterogeneity in treatment duration 

and/or if an individual’s past treatment episodes are shown to effect the duration that they 

remain on treatment or the mortality rate while on treatment. The model will be 

parameterized with data from this study, and key uncertainties will be varied in a Bayesian 

framework to obtain multiple possible model fits to the annual number of drug related 

deaths in the population at certain times points in the past(38). Model fits will be weighted 

by their goodness of fit using likelihood measures (39, 39).  

 

The model fits for each time point will be used to firstly evaluate the impact of current and 

past levels of drug treatment on decreasing drug related deaths in the population (11, 22), 

with model fits being used to test hypotheses for why the yearly number of overdose deaths 

has not decreased over the last 10 years while the rate of methadone deaths per gram has 

decreased. The hypotheses will be incorporated into the model fitting process through 

assumptions made about the uncertainty ranges or values assumed for specific parameters, 

and then the likelihood of specific hypotheses will be evaluated through the relative degree 

to which the model fits the data with that parameter assumption(40, 41).  

 

More importantly the models will then be used to project the likely impact of varying 

specific current characteristics of drug treatment on the incidence of drug related deaths in 

the population, such as: combining different treatment modalities, changing treatment 

duration, controlling concomitant prescription, and introducing interventions to reduce 

treatment drop-out or relapse following treatment cessation(11, 22). These projections will 

increase our understanding of the role of different factors in effecting the impact of OST, 

and the possible impact of future strategies that may attempt to reduce overdose death by 

altering certain characteristics of drug treatment in the UK. The relative efficiency of these 

strategies will also be assessed with efficiency being defined in terms of the number of 

deaths averted per person year on OST. This will help us to assess the likely optimum 

strategies for reducing the frequency of overdose deaths for specific coverage levels of drug 

treatment in terms of grams distributed per year. 

Patient/ user group involvement 

Members of Bristol Drug Project (BDP) will be on our project advisory group and contribute 

to the interpretation, reporting and dissemination of the research.  The Bristol Drug Project 

(BDP) is a user led organization which provides advocacy, training and helpline services to 

those currently in drug or alcohol treatment, those who have accessed treatment in the past 

and those who may access treatment in the future (http://www.bdp.org.uk). The Bristol 

Drug Project (BDP) has an ongoing interest in improving access to effective drug treatment, 

especially opiate substitution treatment (OST), for those that would benefit from treatment.  

Key policy statements recently by the Bristol Drug Project (BDP) have raised concern over 

the potential impact of shortening the duration of treatment (such as 

http://www.ukhra.org/putting_public_health_first/); and highlighted the importance of 

strengthening the evidence base on the benefits of treatment. Our previous analyses of the 

risk of drug related death during and after OST(11) were of interest and discussed with the 

Bristol Drug Project (BDP) who were keen to see these analyses extended and repeated. In 

particular there is a common interest in assessing the comparative effectiveness of 



methadone and buprenorphine – and sharing the findings with other users and drug 

workers. Financial support for members of the Alliance to participate in project meetings will 

be provided through the project grant. It is unlikely that Bristol Drug Project (BDP) 

participants will require training as we will be benefiting from their expertise, however, we 

will consult with NIHR PPI leads to provide advice at the beginning of the study.  The Alliance 

will support research dissemination through summaries provided to their user fora, and 

through presentation to users and clinical practitioners at conferences such as the UK Harm 

Reduction Alliance conference on injecting.  

Limitations of the study design, data sources and analytic methods 

The key limitation is confounding – which we discuss and seek to address in our analysis plan 

above.  Multiple analyses will be undertaken running the risk of “statistical multiplicity” and 

we will guard against over-interpretation of single statistical tests(42).  The key hypothesis to 

be tested is whether there is evidence that buprenorphine is a safer substitution drug (in 

relation to mortality risk) than methadone. In addition, we will corroborate earlier analyses 

that hypothesised that mortality risk was elevated compared to other periods immediately 

after treatment cessation. Several analytic approaches will be presented in order to consider 

the extent of confounding and to aid interpretation of the analyses.  

There are missing prescription data which may lead to misclassification of periods on and off 

(e.g. missing amount prescribed or daily dose in order to determine last date of prescription) 

– which we will subject to sensitivity analysis – including using different definitions/criteria 

for when a patient is on/off OST and using only the last prescription.  Some patients maybe 

treated in specialist drug treatment clinics as well as primary care, which may introduce a 

potential bias if the information on other periods on OST is unrecorded.  We will undertake 

analyses to estimate the frequency of this occurrence and how CPRD can be used to identify 

these periods.  Periods in prison are unlikely to be recorded which also may introduce bias 

and confer additional risks (e.g. the period in prison will be at lower mortality risk but the 

period immediately following prison release is a period of high risk(43)).  We can estimate 

the likely frequency and proportion of these events from other analyses to assess potential 

bias, and take these biases into account in the interpretation of our findings.  

The analysis of CPRD will describe mortality risk for different periods on and off treatment 

for further mathematical models – which include other information – such as proportion of 

opiate dependent people in treatment.  These also are subject to uncertainty and will be 

explored in sensitivity analyses.  

Plans for disseminating and communicating study results 

The study and findings will be discussed with key stakeholders at Public Health England 

(National Treatment Agency (NTA)), Department of Health, and Home Office (Drug and 

Alcohol Policy) with an interest in drug treatment and policy.  We have presented earlier 

work on drug related mortality to NTA, and Advisory Council on Misuse of Drugs (ACMD), 

European Monitoring Centre on Drugs and Drug Addiction (EMCDDA), and meetings and 

conferences organised by US National Institute of Drugs and Addiction (NIDA). We will 

present the new information at invited meetings at PHE/NTA, ACMD and EMCDDA. In 



addition, we will also present the data to Bristol drug strategy team and local health 

partners which are developing a Health Integration Team (HIT) on Addiction in order better 

to support commissioning of local services. We will develop a relevant summary report and 

overheads that can be offered to other local agencies (public health in local government, 

CCGs and Health and Wellbeing Boards). 

The research output will be presented in peer review publications and presented at national 

and international scientific meetings. 

We will produce a lay summary of the findings and pod-cast developed in conjunction with 

Bristol Drug Project (BDP) and Exchange supplies.  The summary and pod-cast will be 

distributed to peers and user networks. 
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