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Introduction

Dependence to opioid painkillers is a serious problem that needs to be addressed 
as a matter of urgency. If a person using these medicines finds they have difficulty 
stopping, or starts to use them in higher doses than recommended, there are 
currently few places where they can seek help. 

Opioid painkillers are widely used across many disease areas. They may be prescribed by physicians or, at 
lower doses, bought over the counter without prescription. These medicines bring enormous relief to 
many people. This paper recognises the valuable role of opioid painkillers and does not set out to change 
access to them.

What is needed is a nationwide network of services that meet the needs of people who are having difficulty 
stopping or controlling their use of opioid painkillers. Patients need services that can easily be accessed
locally, without fear or stigma, and that provide effective support and treatment. Both patients and 
healthcare services need to be educated about the risks of dependence, and preventative measures that 
may be taken.

We know a great deal about dependence to opioid substances and in the context of illicit substance 
misuse, this dependence is widely treated. Yet we know very little about Opioid Painkiller Dependence 
(OPD), prevalence, its health and economic cost, or its impact on NHS services. And we have yet fully 
to understand the specific needs of people who are suffering from OPD. There is no doubt that more 
intelligence needs to be collected, but this must be done in tandem with the urgent provision of services, 
not as an alternative.

In tackling OPD, it is crucial that both the pain and the addiction communities come together in a collabora-
tive approach. Experience of treating opioid dependence related to illicit substance misuse should be 
combined with expertise in pain management taking into consideration the specific needs of people 
who have taken opioids for pain relief who need help to stop or manage their use. Therefore, OPD must 
be recognised as a health condition and existing treatment services must be carefully modified to meet the 
needs of people with OPD.

This is our challenge: 
• To encourage initiatives to raise general awareness of OPD, counter stigma associated with OPD for 
     patients and their families and build support for treatment services.
• To make health professionals and policymakers aware of the unmet need of people with OPD and to 
     encourage them to establish access to services that meet their specific needs.
• To foster UK-wide data collection on OPD, including prevalence.

1.

We invite you to join us in meeting this 
challenge by joining and supporting the 
Opioid Painkiller Dependence Alliance, 
which brings together organisations in the 
pain and addiction communities with the 
common aim of improving support and 
treatment for people with OPD.
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WE NEED A MUCH BETTER UNDERSTANDING 
OF HOW AND HOW FREQUENTLY PEOPLE 
WITH OPD ACCESS NHS SERVICES EITHER 
TO OBTAIN AN OPIOID PAINKILLER OR TO 
ADDRESS THE SIDE EFFECTS OF OPD. 
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Many people take opioid painkillers to relieve the pain associated with a wide range 
of underlying conditions and they derive enormous benefit from doing so. Opioid 
painkillers are available on prescription and, in addition, codeine is widely available 
over the counter in low doses in combined formulations with other analgesics, 
mainly paracetamol.

The sole intended use of opioid painkillers is for their analgesic, that is, pain relieving qualities. However, 
amongst the side effects of this group of medicines is a tendency to cause drowsiness and a false or unusual 
sense of wellbeing, which in some people may be factors in the early development of dependence, in addition 
to physical dependence.

Opioid painkillers are generally recommended for use over short periods. However, in some conditions, the 
need for effective analgesia means that long-term use is necessary. Such usage is generally carried out 
under the care of a physician. However, even where this is the case, some patients may find that they have 
become dependent.

A simple working definition of Opioid Painkiller Dependence or OPD is the continued use of an opioid 
painkiller beyond the need for analgesia or the dosage stated on the prescription or packet instructions, 
which may also be accompanied by drug withdrawal symptoms or other difficulties in stopping the medication 
or reducing the dosage.

Opioid Painkiller Dependence may include any or all of the following: 1

Dependence: when higher doses of the drug are required to produce the same effect because the body 
has developed a tolerance. The patient will experience withdrawal symptoms when they try to stop taking 
the drug.

Opioid abuse: the deliberate use of an opioid beyond the physician’s prescription or in spite of physician’s 
recommendations; or if purchased over the counter, beyond the stated use on the packet. Due to the effect 
opioids offer, this is commonly to relieve anxiety or to achieve a ‘high’. 

Drug addiction: a person’s dependence to a drug extends to a craving and compulsive desire for the drug.  
Patients will continue to use it despite negative consequences such as detrimental effects on their job or their 
family relationships.

Prescription drugs can be obtained for non-medical purposes by various means including:

•  obtaining prescriptions or prescription drugs from family and friends
•  overprescribing by physicians
•  multiple prescriptions through a doctor
•  forged prescriptions
•  illegal online pharmacies
•  theft and burglary (from hospitals, residences, pharmacies)
•  unscrupulous physicians selling drugs

What is Opioid Painkiller Dependence?
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The number of deaths relating to 
PRESCRIPTION opioids is just the tip of 
the iceberg. NoBody knows how big 
the problem is beneath the surface.
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There is significant stigma associated with OPD. 
This stigma can be present among the patient’s 
family and social circles, as well as from within 
the health services. This may result in patients 
presenting late or failing to do so at all. This 
underlines the need for clinicians to adopt a 
proactive approach to identifying patients who 
may be at risk of dependence.  

Stigma can also affect the way in which 
treatment is accessed, or if it is accessed at 
all. The profiles of OPD patients are often quite 
different from those taking illicit substances 
and the specific needs of the two groups are 
often different when accessing treatment. This 
must be an important consideration in planning 
treatment services.

OPD is a highly distressing medical 
need that requires early diagnosis and 
appropriate treatment. OPD can cause 
serious medical conditions and even 
death.2 A person with OPD can expe-
rience high levels of anxiety, signifi-
cant mood swings and may become 
depressed and withdrawn from family, 
friends and work colleagues. In some 
cases, their ability to function well at 
work and at home is significantly re-
duced.  

The family of a person with OPD may also be 
significantly affected by their loved one’s be-
haviour. The behavioural changes observed by 
family members, and the subsequent breakdown 
in relationships, can be distressing, and made 
even more so by inadequate levels of awareness 
and understanding of the patient’s needs and 
condition. 

Much in the way that a happy and supportive 
household can help to moderate a person’s ex-
perience of pain, or enable them to cope with it 
better, so too can the patient’s family play a role in 
helping them to manage their use of painkillers.  

Acknowledging the condition and understanding 
how it can be treated can help to reduce associated 
stigma and may enable family members to help 
patients avoid becoming dependent or cope when 
they do. 

If dependence remains undetected and untreated, 
patients may progress to a drug addiction, which 
may then escalate to acquiring opioids through 
non-legitimate circumstances or by accessing pre-
scriptions from a number of different channels, 
or to the use of more potent, illicit substances. 
The use of opioids under such circumstances can 
be fatal.  

What is the human impact of Opioid Painkiller Dependence?

“  My life became a circle 
of fear and shame. I would 
collect my prescription, 
binge on drugs, and go to my 
doctor and cry, then collect 
the next prescription. I hid 
away in my house, too 
ashamed to tell my boyfriend 
and family that I needed 
help. As my daily dosage 
exceeded 50 lozenges, I was 
in the kind of hell that only 
an addict or alcoholic
 understands. “
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One of the first papers to create widespread awareness of the need to tackle 
opioid painkiller dependence was written by Susan Okie MD and was published in 
the New England Journal of Medicine in 2010.3  This paper highlighted that in the U.S. 
between 1998 and 2008, prescription painkillers were the second most prevalent 
type of drug to be misused after marijuana.  At present, in the UK, we probably do not 
have the same prevalence of painkiller misuse as in the U.S., however, with so few 
data available, it is difficult to be certain.  

In the UK, the use of opioid painkillers is widespread. In England, the prescription cost analysis carried out 
by the Health and Social Care Information Centre indicates that in 2013, over 21 million items were dispensed 
in the BNF category opioid analgesics, including over 14 million items containing tramadol. In addition, 18 
million items containing codeine in combination with paracetamol, ibuprofen or similar drugs were dispensed 
on prescription.4 

Current data suggest that the prescribing of opioid analgesics is increasing, reflecting but outpacing, the 
year on year increase in the total of all prescription items dispensed in England.5 An NTA report highlights 
a year on year increase in the community prescribing of opioid analgesics from 228.3 million items in 1991 to 
1,384.6 million items in 2009.6 

In addition to prescribed opioid painkillers, many of the painkillers bought over the counter (OTC) contain low 
doses of opioids.  The full extent of OTC use is unknown.

The upward trend in the prescribing of opioid analgesics in the UK, is shown below; 7

Redrawn from the National Treatment Agency for Substance Misuse 2011 report: Addiction to Medicines

Estimated prevalence of OPD
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As can be seen, the number of prescrip-
tions for opioid analgesic medications 
has increased five-fold over the 19 year 
period, while the numbers of prescrip-
tions for hypnotics and anxiolytics have 
fluctuated since 1991.

Among the factors driving increased use of 
opioids are policy initiatives to increase access 
to opioids, our ageing population and calls for 
their use in management of for example cancer 
pain and arthritis.  

However, it has been recognised that for pa-
tients with chronic non-cancer pain, long-term 
opioids may not be as effective as previously 
thought, and the risks may outweigh the benefits. 
For this reason, many doctors are now more 
cautious in prescribing opioids. In the absence of 
alternative painkillers with equivalent effificacy, 
the risk of OPD does not represent a case for the 
curtailing or restriction of prescribing of opioid 
painkillers where clinically appropriate. Opioids 
are ingredients in only a proportion of painkillers 
prescribed or bought over-the-counter. In addi-
tion many people who experience effective pain 
relief with opioid painkillers do so without any 
ill effects. 

However, the prevalence of problematic opioid 
painkiller use, the number of deaths associated
with opioid painkillers and the upward trend 
of both, is a compelling case for better diagnosis 
and treatment services for people who are de-
pendent on them.

The Opioid Painkiller Dependence Alliance sup-
ports the proper use of opioid painkillers and 
does not seek to inhibit access to them. Yet, it is 
surprising that little progress has been made in 
providing treatment for OPD. The National Drug 
Treatment Monitoring Service statistics indicate 
that between April 2013 and March 2014 only 
886 patients in treatment stated their primary 
drug was a prescription drug.8  This was less than 
1% of all patients in treatment and indicates 
that only a tiny proportion of people with OPD 
currently access drug treatment services.

Anecdotal evidence from GPs support the view 
that a large number of people are dependent on 
opioid painkillers. It seems many patients would 

accept that they are dependent on them but are 
unwilling or unable to recognise the harm or ac-
knowledge any real risk to their health or wellbeing.

In common with most other countries, the preva-
lence of opioid dependence in the UK is not well 
defined. However, robust estimates of prescrip-
tion OPD have been made and show an alarming 
picture.  

A poster by Prof. Hannu Alho at the University 
of Helsinki, presented at the 15th International 
Society of Addiction Medicine in November 2013, 
estimates prevalence in the Nordic countries and 
in 5 major European countries, including the UK.9   

Expressed as prevalence rates (%/population), 
the study estimated the prevalence of pre-
scription opioid painkiller dependence in each 
country as shown in the following table: 9

The first obvious inference from these data is 
that the UK has a substantially higher prevalence 
rate than the other countries in the study. If 
the prevalence rate for the UK is applied to the 
2014 population of the UK of 64.1 million people 10, 
the estimated number of people with OPD in the 
UK is 192,300. Latest estimates indicate there 
are 9,832 GP practices in the UK; therefore, 
according to the estimates above, each practice 
could have an average of over 19 patients who 
are dependent on opioid painkillers. Note that 
these prevalence figures only cover prescribed 
opioids and do not include those bought over 
the counter.

There are no reliable data on the level of use of 
over-the-counter (OTC) opioid painkillers or on 
the incidence of OPD associated with their use. 
The already substantial problems associated 
with prescribed opioid painkillers may be the 
tip of the iceberg. It is widely known that people 
will use several different pharmacies in order to 
build up large quantities of OTC opioid painkillers. 
Since opioids such as codeine are used in combined 
formulations with paracetamol, patients using 
high quantities of codeine via OTC medication will 
frequently be taking dangerously high amounts 
of other drugs, thus exposing themselves to even 
greater risks.

     UK     France   Germany    Spain    Nordics     Italy

 0.30%   0.01%   0.13%        0.07%     0.15%        0.03%



The Office for National Statistics pro-
duces data on the annual number of 
drug-related deaths due to poisoning 
where selected substances were men-
tioned on the death certificate. The 
standard tables are presently subdi-
vided into various categories of drugs.11  
Please note that these figures do not 
include Scotland or Northern Ireland.

Whilst these data are by no means perfect 
(for example they do not indicate whether the 
death was due to a long term dependence or to a 
single use, possibly associated with a suicide), 
they indicate a significant number of deaths 
associated with the taking of opioid painkillers. 
The 757 deaths associated with opioid painkill-
ers compare with 1,194 deaths associated with 
heroin, morphine and methadone recorded in 
2013. Given that deaths associated with illicit 
opioids are a recognised problem, it is worrying 

that the number associated with prescription 
opioids is relatively close, yet has not received 
similar recognition.

Furthermore, the number of deaths associated 
with benzodiazepines, about which there has 
also been much recent concern, was 342 – ap-
proximately two thirds of the number of deaths 
associated with medications containing opioid 
painkillers. 11

It is clear that better data are required to identify 
deaths associated with OPD. In addition, it is 
unclear how the number of deaths attributed to 
OPD relates to prevalence of OPD more gen-
erally, but it is widely recognised that numbers 
of deaths are the most visible but only a small 
proportion of the total numbers of people with 
OPD. 

However, considering the estimated prevalence 
above, together with the deaths associated 
with medication related to OPD, there is a com-
pelling case urgently to address the need for 
earlier identification and improved treatment 
services for people with OPD.  Part of this work 
should also aim to improve patient monitoring, 
thereby improving the available data on this 
important health need.

Estimated deaths associated with medicines containing 
opioid painkillers

‘ I would take eight in one 
day.  But then of course in 
increasing amounts. Till the 
point came when I was taking 
thirty two in a day.  Even on a 
really bad day, I would take 
a second lot of thirty two.’ * 
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Substance

Paracetamol & dextropropoxyphene 
compound formulation

Paracetamol & codeine compound 
formulation

Paracetamol & dihydrocodeine 
compound formulation

Codeine not from compound 
formulation

Dihydrocodeine not from 
compound formulation

Tramadol

Other opiate

Total

No. of 
recorded 
deaths in 
2013

6

52

10

130

102

220

237
757
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Since OPD usually develops from a 
legitimate health need that may be 
associated with a wide range of medi-
cal conditions, it affects people across 
gender, ethnic and social groups.

OPD patients typically have a different profile 
from illicit users. This is an important consideration 
in designing services and ensuring that OPD 
patients  will  engage  with  them.

Studies on risk factors for the prevalence of non
-medical use of prescription drugs seem to indicate 
that women and young girls are more likely to use 
prescription drugs for non-medical purposes. 12 

A recent study published in the British Medical 
Journal 13 indicated that participants perceived 
themselves as different from illicit substance users.
‘…Participants made explicit and sustained attempts 
to distinguish themselves from individuals with 
other addictions and particularly illicit substance 
users, who they viewed more negatively in both a 
behavioural and visual sense…’

In the same study 13, participants frequently cited 
a respectable appearance, good employment status 
and education as factors making them different 
from users of illicit substances. It is worth noting 
that, of the 25 subjects in this study, 17 were profes-
sionals or retired professionals.  

Other larger studies support the different back-
ground of the OPD patient. A 2011 American study 
of 653 people 14  showed that the mean age was 
32.2 years and 62.2% were in full-time employment. 
A 2014 American paper on the treatment of OPD 
in 113 people showed a mean age of 30 years 15. It 
also showed that 71 (more than half) were educated 
to a level beyond high school. The mean duration 
of  opioid  dependence  was  4.5 – 4.9  years.

Stigma has a substantial impact on OPD patients 
and their families.  Despite their dependence being 
a side effect of their pain relief medication, there 
is a tendency for the rest of society to perceive 
that the individual is at least partially to blame. It is 
crucial that this stigma be addressed and broken 
down as it adds to the pressure on patients and 

The impact of OPD across society

families and may inhibit the likelihood of patients 
presenting for diagnosis and treatment.

The impact on the individual is significant and in 
many cases catastrophic. However, the additional 
impact on the patient’s family must neither be 
overlooked nor underestimated. It is important 
to understand more about this aspect of OPD.

The following case studies give an indication 
of the personal experiences of patients who 
have been through opioid painkiller dependence 
and have received treatment. However, these do 
not represent the many other cases where the 
patient has not been able to access treatment or 
has  not  been  identified  by  a  clinician.

‘ Addicts are people 
on the street who 
haven’t got a job and 
I am sat here in a suit 
in an office with a 
very good career, 
senior management 
within a very large 
organisation and I 
can’t be an addict.  
I am. ’ *



A U.K. woman in her mid-20’s, initially prescribed codeine/paracetamol (30mg/500mg) 2 tablets 4 
times per day for possible myalgic encephalopathy. After 4 years, she was taking twice the recom-
mended dose and experiencing harmful use compulsion and obsessive thoughts about obtaining her 
supply of medication. Two years later, one of her parents died and she started using codeine on top 
of her prescription, obtained from family and friends and bought on the street. She would regularly 
present to her GP (including out of hours) and local emergency department (ED) seeking medication.  
At this point she started experiencing shivers and aches within 6-8 hours of not taking medication.

Ten years after her initial prescription, she started consulting a new GP with experience of patients 
with substance misuse. After building trust for 6 months, the patient was able to admit medication 
abuse.  She was referred to the local drug and alcohol abuse team and the GP changed her prescription 
to dihydrocodeine to reduce paracetamol consumption. At this point the patient was taking around 85 
tablets per day. Initially in a residential setting, the patient was given opioid substitution therapy 
(OST). Buprenorphine/naloxone was used because of the risk of overdose with the equivalent meth-
adone dose required to match her dihydrocodeine use. Assessed at 2 weeks, the patient was given 
psychological support, access to cognitive behavioural therapy and a range of diversionary activities.

In the on-going recovery plan, OST medication was maintained for at least 6 months. The patient re-
turned to work and OST was being gradually withdrawn at the time of writing.

Patient Case study 16
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The recovery pathway for an 
individual needs to take account 
of the medicine(s) to which a 
patient is addicted, any on-going 
physical or psychological 
health needs, the period of
ADdiction and the wider support 
needs of the patient. 



The potential cost to the NHS and beyond

An accurate assessment of the direct cost impact on NHS services depends on improved data on prevalence 
as well as a much better understanding of how, and how frequently, people with OPD access NHS services, 
either to obtain prescriptions for their opioid painkiller or to address side effects of OPD.

Potential costs may be associated with the following:

•  Medication costs
•  Cost of consultation time with GPs or pharmacists
•  Emergency department visits
•  Costs associated with treating side effects of high use opioids or other drugs if opioids are obtained from 
    combined formulations (e.g. paracetamol/ibruprofen/codeine)
•  Wider costs associated with the impact on the patient’s social, family or work life (e.g. social services)
•  There may also be costs associated with criminal activity in patients who start to use illicit substances on top     
    of prescribed medication.

Obtaining an accurate assessment of the costs associated with OPD is an urgent requirement and an assess-
ment is needed of the data that already exist, which could be analysed to provide such a picture.

The following case study gives some indication of the potential impact on GP time. However, it also gives an 
indication of the risk of OPD patient non-engagement with services that do not meet their needs. OPD is 
a condition that not only has a traumatic impact on patients – it can also cause enormous stress for health 
care professionals who may have to cope with highly demanding patients with few or no alternatives to help them.
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Opioid painkiller 
dependence has a 
signiFIcant impact 
on NHS resources. 
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A 34-year old male with personality disorder symptoms and anxiety was taking multiple medications 
for his anxiety including diazepam, antidepressants and antipsychotics. He was also on long term 
ibuprofen for back pain and a self-recognised alcoholic.

Patient presented with abdominal pain and was referred to a gastroenterologist, where no cause was 
found.

Patient was slowly increasing his doses of codeine, tramadol and morphine to control pain, and he 
was buying diazepam over the Internet. He had at least one overdose of diazepam and alcohol for 
which emergency treatment was sought. He was regularly vomiting in his sleep and feeling very 
drowsy during the day.

I referred the patient to the local drug and alcohol service for multiple addictions to opioids, 
benzodiazepines and alcohol. He was discharged from the drug services, as a patient “not 
willing to engage”, as he did not want to quit drinking completely, but rather to cut down to 
safe levels.  

We agreed he would remain on the diazepam at my prescribed dose only and not to buy over the 
Internet. I managed a stepped reduction in opioid dosing by initially reducing his cocodamol, then 
morphine and finally tramadol. This was done in conjunction with weekly visits to me as well as often 
an additional weekly phone call, over the course of several months.

GP Case study, Male GP, Herts Valleys CCG, 2014/2015

People who are suffering from OPD also regularly access pharmacy services and can have a significant 
impact on pharmacy time. Patients may try to access medication via pharmacies or may seek advice from 
pharmacies.  As is often the case with GPs, consultations can be frequent and lengthy as OPD patients may 
be persistent in their attempts to obtain medication.

Patients may also access other services, such as Social Services.  In addition, they may suffer difficulties that 
could lead to the loss of their job and/or relationship breakdown. All of these are of course hugely traumatic 
for the patient and their family, but, in addition, they represent costs to public services. This is an area on 
which there has been no work in relation to OPD. However, we know that these costs can be a significant 
addition to the direct costs to the NHS. 

The above serves to illustrate that so little is known about OPD patients. However what little it has been 
possible to piece together and to estimate based on the most conservative assumptions, strongly suggests 
that improved services for OPD could result in some significant cost savings for the NHS, improved patient 
outcomes as well as further savings on a wider basis.  

In parallel with improving treatment services, there is an urgent requirement to collect data to accurately 
quantify these savings and to balance the likely cost of appropriate OPD services against their ability to 
reduce unnecessary costs. The impact of OPD on families and the associated costs should be fully integrated 
into such work.



The Addiction to Medicines 
Consensus Statement

 
Services currently available
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This consensus statement was published in January 
201317 and was signed by 17 national profession-
al bodies and charities. The document demon-
strates a significant level of concern amongst 
patients and professionals regarding dependence 
to medicines, of which OPD is an important part. 
The OPD Alliance supports the statement.

The following sections of the consensus are 
particularly important in OPD:

‘6. Care should be taken when reducing and 
  stopping any medication because this can 
     cause serious withdrawal symptoms in some 
     patients and requires suitable expert support. 

7. Patients should be supported to make 
  informed decisions about their treatment
   and this should include information on the    
   risk of dependence and withdrawal and how            
      this can be reduced. 

8.  Everyone needs to be aware of the risk of 
   dependence and be proactive to prevent it 
      and address it when it occurs. 

9.     Addiction to medicines is a serious issue that 
           is best addressed through collaborative action. 

12. Regardless of someone’s route into de  
pendence, there should be a clear pathway 

to support his or her individual recovery needs. 

13. Very many of those individuals affected by 
         dependence on prescription or over-the-
         counter medicines require expert treatment 
         and support to reduce their medication. 
         Withdrawal symptoms for some medicines 
         can be prolonged and some individuals 
         require a gradual reduction to achieve 
         success. The recovery pathway for an individual 
         needs to take account of the medicine(s) to 
         which a patient is addicted, any on-going 
         physical or psychological health needs, 
         the period of addiction and the wider support 
         needs of the patient. 

14. Local areas should ensure that there are 
         services to respond to the range of local need.‘

Care should be taken when reducing and 
stopping any medication because this can 
cause serious withdrawal symptoms in some 
patients and requires suitable expert support. 

Patients should be supported to make 
informed decisions about their treatment
and this should include information on the    
risk of dependence and withdrawal and how            
this can be reduced. 

Everyone needs to be aware of the risk of 
dependence and be proactive to prevent it 
and address it when it occurs. 

Addiction to medicines is a serious issue 
that is best addressed through collaborative 
action. 

Regardless of someone’s route into de-  
pendence, there should be a clear pathway 
to support his or her individual recovery needs. 

Very many of those individuals affected by 
dependence on prescription or over-the-
counter medicines require expert treatment 
and support to reduce their medication. 
Withdrawal symptoms for some medicines 
can be prolonged and some individuals 
require a gradual reduction to achieve 
success. The recovery pathway for an individual 
needs to take account of the medicine(s) to 
which a patient is addicted, any on-going 
physical or psychological health needs, 
the period of addiction and the wider support 
needs of the patient. 

Local areas should ensure that there are 
services to respond to the range of local 
need.‘

An unpublished survey 18 of 23 GPs in Oxfordshire 
who manage patients prescribed opioids for chronic 
non-cancer pain showed that 13 (56%) had more 
than 6 patients in their practice with issues of 
opioid tolerance, dependence or misuse. Of the 23 
respondents, 22 (95%) said they would find specialist 
opioid management clinics useful.

Providing treatment for OPD is included in the Na-
tional Drug Strategy 19 and Public Health England 
has published commissioning guidelines 20. Yet the 
level of access to services treating OPD is extremely 
low and non-existent in many parts of the country. 
The OPD Alliance believes that the National Drug 
Strategy must be fully implemented for OPD patients 
and is working to achieve this.

There may be a number of factors associated 
with this situation, including:

•  

• 

•  

•  

There are new and promising initiatives being 
developed in some parts of the country, but these 
are generally at an early stage. Without urgent 
action, this situation will not change. We need to 
understand more about the nature and extent of 
OPD, but the number of deaths associated with 
opioid painkillers means that we cannot wait for 
this understanding to develop: the Opioid Painkiller 
Dependence Alliance has been set up to tackle the 
urgent need to improve access to services that 
meet the needs of people with OPD.

‘ I have mentioned it to the doctor and 
he sort of said, well it’s something 
you handle yourself ’ *

 

A low level of knowledge and awareness amongst 
health care professionals of how to manage OPD 
and if there are any local services that are able 
to help.

A low level of knowledge amongst health care 
professionals of ways to identify patients who 
may be at risk of OPD.

Local treatment services that are not configured 
in a way that meet the needs of OPD patients.  
This may discourage referral and may mean that 
  OPD patients do not engage with services.

High levels of stigma, making it very hard for OPD 
patients to ask for help and a lack of awareness 
amongst patients at risk of the availability of 
services that could help them.



Treatment 

Effective treatments for opioid dependence 
are available and used throughout the UK in 
the treatment of illicit substance abuse and 
dependence.

However, whilst effective treatments are avail-
able, the design and configuration of services 
through which they are currently provided may 
not be appropriate for OPD patients. 

OPD patients tend to have a very different  profile 
from those taking illicit substances. Whilst 
treatment strategies for OPD will naturally be 
orientated towards recovery in the same way 
as those for illicit substance dependence, the 
way, and the setting, in which treatment is 
accessed and provided will be different for the 
two groups. Among the factors demanding that 
treatment is looked at differently, is the stigma 
associated with OPD, as well as the reluctance 
or inability of a whole new, and relatively unknown 
patient population.

Stigma is a significant issue as regards OPD 
patients and the use of inappropriate terms or 
services that are not configured in an appro-
priate way could discourage their engagement 
with treatment services. For example many of 
the questions in the initial assessment of 
patients with illicit substance misuse problems 
will be inappropriate for OPD patients and may 
actively discourage them from further engage-
ment with services.

Patients want access to services for the diagnosis 
and treatment of OPD that are sensitive to the 
needs of the OPD patient population. It is crucial 
that we understand more about these needs and 
that services are designed appropriately.

Identification and diagnosis

Patients who have OPD must be identified at 
the earliest possible stage to minimise further 
worsening of the situation and to be able to offer 
effective treatment. Ideally, at risk patients 
should be identified in advance of the manifes-
tation of any signs of OPD. Early routine risk 
assessment of all patients taking opioid painkillers 
may be a suitable approach.

OPD develops gradually and many patients may 
be unaware that they are affected. Therefore 
the identification of patients must be proactive. 
However, the approach to patients who are 
not aware they are at risk or who deny it must 
be sensitive. The identification and grouping 
of all patients into various levels of dependen-
cy risk at an early stage as part of their routine 
pain management may be beneficial and this 
approach might warrant further investigation.

It is not only GPs and emergency departments 
that have a role here: pharmacists have a sig-
nificant potential role in identifying patients at 
risk and in directing them towards appropriate 
treatment and support services. Pharmacists 
often represent the first line contact with OTC 
patients – and this may be particularly true 
where patients are using OTC medication and 
might not have had contact with a GP, pain 
specialist or emergency department.

Patient needs

‘ To be honest, I can’t 
discuss it with my family. 
They simply wouldn’t 
understand.  It would be 
a horror for them. And 
they don’t deal with things 
like that very well at all. ’  *

‘ I was turning up to [THE 
local] drug unit for my daily 
dose of methadone as though 
I was a heroin addict.’  *
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OPD is a condition that links two previously un-
connected medical specialities. Its identification and 
risk assessment relates to pain management, but 
the vast majority of experience in relevant treat-
ment is held in addiction medicine. Added to 
this, many patients will be managed by GPs, with 
pharmacists playing an important role, and the 
sensitivity to stigma in the patient population 
means that conventional services for opioid 
dependency will be mostly inappropriate.

Therefore, it is essential that the pain and the 
addiction communities unite in providing an appro-
priate and effective option for the identification and 
treatment of OPD. It is also important that such 
an identification and treatment option does not 
impede access to effective analgesia, including 
opioid painkillers where indicated.

At present, adequate and appropriate services 
for OPD are very rare and its identification hap-
pens generally too late – if at all. Collaboration 
and dialogue will be essential in moving forwards 
and engagement with policy makers to formulate 
a suitable policy and guidance framework will 
depend on this.

For these reasons, the bodies and individuals 
listed as Core Members have decided to collaborate 
on the formation of an alliance to address the 
need for appropriate OPD services. The Opioid 
Painkiller Dependence Alliance (OPD Alliance) 
will bring together clinical experts, patients and 
policymakers.  

One of its aims will be to reach and form links 
with as many relevant organisations in both 
communities as possible, thus providing a unique 
combination of expertise to tackle the issue 
of OPD.

The OPD Alliance is therefore calling on every 
charity and professional body with an interest 
in pain management or the treatment of opioid 
dependency to become affiliate members of 
this organisation and to play an active role in the 
OPD Alliance’s main objectives, which are listed 
under the next heading.

Formation of the Opioid Painkiller Dependence Alliance

‘ The Government’s 2010 
Drug Strategy highlighted 
the need to tackle all drugs 
of dependence, including 
prescription drugs.’
Government response to the Home 
Affairs Committee report, 
Drugs: Breaking the Cycle 2013.
 

‘ The geographical spread
and the scale of the 
problem (OPD) must be 
definitively established.’
Home Affairs Committee report: 
Drugs: new psychoactive substances 
and prescription drugs 2013 

‘ It is vitally important to 
identify drug misuse as soon 
as possible as it is easier to 
tackle early on before 
dependence and more serious 
associated problems develop.’
RCGP Substance Misuse and 
Associated Health: 
Factsheet 1- The Problem. 2014
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The OPD Alliance will prioritise the availability 
of, and appropriate access to, diagnosis and 
treatment for OPD, coupled with a broader 
aim of generating awareness and understanding 
of OPD, its causes and its effects on patients 
and their families; particularly tackling associ-
ated stigma.

 

The OPD Alliance’s long- 
term objectives

Recommendations for 
immediate action

The Alliance’s fundamental objectives are as 
follows:

To ensure programmes are in place to screen 
and identify patients taking opioid painkillers 
who may be at risk of developing dependence.

To ensure early access to effective treatment 
in a suitable environment is available across 
the UK.

To campaign for the establishing of support 
and information services for OPD patients 
and for their families, carers and friends who 
may be affected by OPD.

To encourage more informed communications 
on OPD to sectors of  the public and healthcare 
services to reduce the stigma associated with it.

To support robust pain assessment and man-
agement, including access to appropriate opioid 
painkillers where clinically indicated.
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OPD is a serious and 
sometimes fatal medical 
condition that can have 
a devastating impact on 
the lives of many patients 
and their families. 

We share a common aim of 
improving services for the 
identification and treatment 
of people who have become 
addicted to opioid painkillers, 
prescribed or bought, as part of 
their treatment for pain relief.
   

We believe that much more needs 
to be understood about OPD and its
consequences, we want to see rapid 
action taken across several areas:

•

•  

• 

• 

• 

 

Proactive identification of patients 
at risk of developing OPD. (By health 
care professionals involved in initiat-
ing and managing people taking 
opioid painkillers). 

Accessible treatment services through-
out the country that are  designed to 
meet the needs of the OPD patient 
population.

An accurate assessment of the costs 
of OPD to the NHS and wider health 
services.

Investment in research to understand 
better the needs of OPD patients 
and their families.

An information programme to tackle     
stigma and to improve awareness and     
understanding of OPD and its impact 
on patients and families.



  
*  Asterisked quotes are taken from Cooper RJ. ‘I can’t be an addict.  I am.’ Over-the-counter medicine abuse: a qualitative 
     study. BMJ Open 2013;3:e002913. Doi:10.1136/bmjopen-2013-002913

1      WebMD: Painkillers, Narcotic Abuse, and Addiction accessible at http://www.webmd.com/mental-health/addiction/
         painkillers-and-addiction-narcotic-abuse 

 2     Drug-related deaths where selected substances were mentioned on the death certificate, England and Wales, deaths 
        registered between1993–2013.  Office for National Statistics.

 3     Okie. S. A flood of opioids, a rising tide of deaths. N Engl J Med 2010 1981-1985

 4     Prescription cost analysis – England 2013 data table, Prescription Cost Analysis England 2013, Health and Social Care 
         Information Centre accessed at http://www.hscic.gov.uk/searchcatalogue?productid=14494&q=title%3a%22prescrip
         tion+cost+analysis%22&sort=Relevance&size=10&page=1#top  

5      National Treatment Agency for Substance Misuse 2011 report: Addiction to Medicines

6      ibid

7      The data covers all dispensing in primary care in England and is taken from the National Treatment Agency for Substance 
         Misuse 2011 report: Addiction to Medicines. Graph re-drawn for clarity, could not find further data from 2009 onwards.

8      Adult Drug Statistics from the National Drug Treatment Monitoring System (NDTMS) 1 April 2013 to 31 March 2014. 
         Public Health England.  Accessed at file:///Users/andrewgreavesmbp/Documents/2015%20files/Clients/Indivior/Mile  
         stones%20to%20recovery/statisticsfromndtms201314.pdf 

9      Hannu. A; Prevalence of prescription opioid-dependency in Europe and risk factors for abuse. Poster presented at the 
         15th International Society of Addiction Medicine in November 2013.

10   UK Compendium of Statistics.  Office for National Statistics http://www.ons.gov.uk/ons/guide-method/compendiums/
         compendium-of-uk-statistics/population-and-migration/index.html

11   Table 6a Number of drug-related deaths where selected substances were mentioned on the death certificate, England 
         and Wales, deaths registered between1993–2013.  Office for National Statistics.

12   Simoni-Wastila et al., 2004a; ESPAD, 2007

13   Cooper RJ. ‘I can’t be an addict. I am.’ Over-the-counter medicine abuse: a qualitative study. BMJ Open 2013;3:e002913. 
         doi:10.1136/bmjopen-2013-002913

14   Weiss RD et al. Adjunctive Counseling During Brief and Extended Buprenorphine-Naloxone Treatment for Prescription 
         Opioid Dependence. A 2-Phase Randomized Controlled Trial.Arch Gen Psychiatry. Published Online: November 7, 2011. 
         doi:10.1001 /archgenpsychiatry.2011.121

15   Fiellin DA. Primary Care–Based Buprenorphine Taper vs Maintenance Therapy for Prescription Opioid Dependence A 
         Randomized Clinical Trial. JAMA Intern Med. doi:10.1001/jamainternmed.2014.5302 Published online October 20, 2014.

16   Hard B. Management of opioid painkiller dependence in primary care: ongoing recovery with buprenorphine/naloxone. 
         BMJ Case Rep 2014. Doi:10.1136/bcr-2014-207308

17   Royal College of General Practitioners and others, 2013. Addiction to Medicines Consensus Statement.  Accessible at 
         http://www.rcgp.org.uk/news/2013/january/~/media/Files/News/RCGP-Addiction-to-Medicine-consensus-statement.
         ashx

18   Oxfordshire GP Survey conducted in 2014 by Dr Jane Quinlan, Churchill Hospital, Oxford. (Unpublished).

19   HM Government. 2010. Drug strategy 2010 Reducing Demand, Restricting Supply, Building Recovery: Supporting People 
         to Live a Drug Free Life.  

20   Public Health England, 2013. Commissioning treatment for dependence on prescription and over-the-counter drugs – 
         A guide for NHS and Local Authority commissioners.

A current status report by the OPD Alliance    18.    

Footnotes



Further information on the Opioid Painkiller Dependence Alliance 
may be obtained by contacting the OPDA Secretariat.  

The Secretariat, OPD Alliance
Niddry Lodge
51 Holland Street
London W8 7JB

+44 20 7368 1611
info@opdalliance.org

 @opdalliance

www.opdalliance.org




