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ABSTRACT

Background. Opioid use disorder is a public health concern in Australia. Opioid agonist treatment
(OAT) is effective at treating and minimising harm from opioid use disorder, yet is underused in
Australia due to client barriers. Although these barriers have been reported, the barriers that
are most important to clients is unclear. The aim of this paper was to determine the most
important OAT barriers to Australian clients. Methods. A cross-sectional, self-completed
survey was given to 204 opioid-dependent clients who attended needle and syringe sites in
Australia. Participants were given 15 OAT barrier statements, which they answered using a
5-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree and 5 = strongly
agree). The Likert scale data are presented using the count method and the mean Likert scores
(for the whole sample and for subgroups). Results. The two methods determined that the four
most important barriers to OAT were stigma, lack of support services, no flexibility and enjoy
using opioids. Furthermore, those who used prescription opioids (compared with heroin) were
female or non-binary (compared with male), were not currently using OAT (compared with
current OAT), were younger (compared with older) and had high dependence scores
(compared with low dependence scores) were impacted more by certain OAT barriers.
Conclusions. Policies around improving support services, reducing stigma and increasing
flexibility would be beneficial to reduce barriers to OAT in Australia. Second, certain groups
were more vulnerable to OAT barriers, emphasising the importance to better tailor opioid
treatment programs to these specific populations to increase treatment engagement.

Keywords: Australia, barriers to treatment, heroin dependence, Likert scale analysis, needle
syringe sites, opioid agonist treatment, opioid use disorder, prescription opioid dependence.

Introduction

Opioid use disorder (OUD) has reached epidemic levels worldwide (0.35%), in the USA 
(1.17%) and Australasia (0.41%) (Degenhardt et al. 2018). OUD increases mortality 
(Darke et al. 2011; Degenhardt and Hall 2012), blood-borne viruses (Mathers et al. 2008; 
Nelson et al. 2011), mental health comorbidities (Ross et al. 2005; Jones and McCance-Katz 
2019) and crime (Ross et al. 2005; Winkelman et al. 2018) compared with the general 
public and, therefore, contributes greatly to the global burden of disease (Degenhardt 
et al. 2018). In fact, the global burden of OUD in 2016 was comparable with the global 
burden of alcohol use disorder, which has a prevalence almost four times OUD 
(Degenhardt et al. 2018). 

Opioid agonist treatment (OAT) reduces illicit opioid use, mortality, crime and blood-
borne diseases (Tran and Nguyen 2013; Fullerton et al. 2014; Sordo et al. 2017), and, 
therefore, improves individual outcomes and reduces the global burden of disease. 
Despite this, treatment-seeking rates are low, with a 2009 study finding that OAT use in 
the OUD population was 8% globally and 23% in Australia (Mathers et al. 2010). 
Contributing to this are the negative perceptions those with heroin dependence have of 
OAT in Australia, which include high costs, a lack of flexibility with treatment, OAT as 
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an addiction itself and the stigma associated with OAT (Ezard 
et al. 1999; Gourlay et al. 2005; Madden et al. 2008). 

More broadly, a recent systematic review investigating 
barriers to OAT found that stigma, regulatory, logistical, 
attitudinal and social barrier themes were common (Hall 
et al. 2021). This review found that the most reported barrier 
subthemes were negative treatment perceptions, cost, stigma 
and lack of flexibility (Hall et al. 2021). However, although 
the barrier frequency was reported, overall client preferences 
and attitudes towards OAT barrier, including identifying the 
barrier items that were found to be the most important to the 
sample using Likert scale methods, are unclear. Presently, 
there are two studies, one from New Zealand (Deering et al. 
2011) and one from the USA (Muthulingam et al. 2019), 
which ranked the barriers to OAT using a Likert scale 
method. The New Zealand study found lack of flexibility 
and availability were the most important barriers (Deering 
et al. 2011), whereas the USA study found attitudinal 
barriers, lack of flexibility and stigma were the highest 
ranked barriers (Muthulingam et al. 2019). One Australian 
pilot study (Dean et al. 2011) reviewed the barriers to OAT; 
however, that study had a small sample size (n = 69) and 
could only identify the OAT barriers (without preferences 
and attitudes to OAT barriers being reported). It is evident 
that more research on ranking OAT barriers in an Australian 
context is required to better understand OAT perceptions of 
those who would benefit from OAT the most. Therefore, 
the aim of this paper was to determine the importance of 
OAT barriers in a group of Australian opioid-dependent 
clients. The results of which can be used to develop and 
improve OAT interventions accordingly. 

Method

Study design, setting, sample size and
participants

The study was an Australian cross-sectional study that 
recruited people with heroin or prescription opioid (PO) 
dependence. Recruitment occurred via six Needle Syringe 
Programs (NSP) sites situated within community health 
centres in Victoria and the medically supervised injecting 
room (MSIR) in Sydney. The data from the Sydney MSIR 
were included in the data analysis, even though only a 
small percentage (7%, 13 participants) were recruited from 
the Sydney MSIR, to increase the sample size, and because 
Melbourne and Sydney are similar cities both with NSP sites 
and MSIR sites. Data were also collected from a Bendigo 
health site (<5%), but these data were not included in the 
final sample due to the differences in city demographics 
between Bendigo and capital cities Melbourne and Sydney. 
A snowball technique was used, where participants who 
completed the survey were asked to recommend other 
eligible participants. Flyers advertising the survey were 

displayed at the NSP sites in Melbourne, the MSIR in 
Sydney and a health centre in Bendigo in 2021. The flyers 
had a QR code, which allowed access to the online survey 
using a mobile device. NSP staff members and the lead 
researcher, who attended the NSP sites in Melbourne for a 
period of 6 months in 2021, approached clients to discuss 
survey participation. The online survey was self-completed 
by participants either on their device or on the researcher’s 
iPad. All participants who completed the survey were given 
an A$10 voucher as compensation for their time. Ethical 
approval for the study was obtained from Deakin University 
Human Research Ethics Committee (approval reference: 
2020–350) and Cohealth Human Ethics Advisory Group. 

Participants were included in the study if they were aged 
between 16 and 75 years, reported opioids as their primary 
drug, were dependent on opioids and could self-complete the 
survey. Those who were visibly experiencing acute psychi-
atric conditions or acute intoxication were excluded from 
the study, as were those who could not read or understand 
English, or those who had a severe mental illness or mental 
disability, as assessed by the lead researcher. 

The minimum sample size for Likert scales is 10 
observations or participants per Likert group (Knapp 1990; 
Jamieson 2004). Therefore, as there were 15 dependent 
treatment barrier variables (Likert groups), the minimum 
sample size for these 15 variables was 150 participants. 

Survey development and measurement

The survey questions related to patient demographics, 
drug use, past treatment use and client OAT barriers. Two 
screening questions asked about the participant’s primary 
drug of concern, and either the OWLS (Overuse, Worrying 
about use, Losing interest in usual activities and feeling 
Slowed down) screening tool (Nielsen et al. 2020) or the 
Severity of Dependence Scale (SDS) screening tool (Gossop 
et al. 1995; González-Sáiz et al. 2009) were used. The OWLS 
is a validated screening tool to determine PO dependence 
(Nielsen et al. 2020), and the SDS is a validated screening 
tool to determine heroin dependence (Gossop et al. 1995; 
González-Sáiz et al. 2009). The demographic, drug use and 
treatment questions were adapted from the Australian 
Treatment Outcomes Study longitudinal study (Ross et al. 
2005). 

The Likert scale had 15 dependent client treatment barrier 
variables that were identified from a systematic review, 
which determine the most frequently reported barriers to 
OAT (Hall et al. 2021). Second, discussions occurred with 
key stakeholders (Cohealth, which is a group of community 
health centres in Melbourne, health professionals and five 
OAT clients) for appropriateness. Furthermore, pilot testing 
and discussion around appropriateness of the survey and 
the client barrier statements was completed with five 
participants, and minor adjustments to the survey were 

446



www.publish.csiro.au/py Australian Journal of Primary Health

made. The OAT barrier statements are described in detail in 
Supplementary Appendix 1. 

Participants were given the 15 statements related to 
treatment barriers in Supplementary Appendix 1 and asked 
to answer using a 5-point Likert scale – where 1 = strongly 
disagree, 2 = disagree, 3 = neutral, 4 = agree and 5 = strongly 
agree – indicating how these barriers had affected (or would 
affect in those not receiving treatment) their ability to 
seek OAT for their opioid or heroin use. The survey was 
administered using Qualtrics. 

Data and statistical analysis

Statistical analysis was conducted using STATA SE 17.0 and 
Microsoft Excel. The Likert scale data were presented using 
the count method, Likert mean scores and linear regression. 
The count method reported the percentage of participants who 
chose each Likert scale response and, second, the percentage 
who reported they agreed or strongly agreed with the OAT 
barrier statements. Barrier items were considered important 
if at least 50% of the sample agreed or strongly agreed with 
the barrier item. Linear regression and mean Likert scores 
were used to analyse the Likert scale data, as recent studies 
and simulations have found that parametric statistics can be 
used appropriately without issue, error or restrictions, and 
can provide increased statistical power compared with non-
parametric approaches (Norman 2010; DeWees et al. 2020). 
Both t-tests (Supplementary Appendix 2) and linear regres-
sion were used to determine the difference between the 
means for the groups. T-tests, however, cannot control for 
confounders, whereas linear regression can control for 
confounding variables and, therefore, produces more robust 
results. Hence, linear regression results were used to 
determine the mean Likert score difference for key groups 
while controlling for confounders (age, primary drug, sex, 
dependence score and current or past treatment). The R2, 
F-statistic and root mean square error are presented alongside 
the linear regression to show model fit. Higher mean scores 
indicate higher importance of the barrier item. The 
independent variables included in the regression were: 

� Primary drug (heroin or PO) 
� Gender (male, female or non-binary) 
� OAT use (current OAT vs no current OAT) 
� History of OAT use (history of OAT vs no history of OAT) 
� Age (<40 years or ≥40 years) 
� Dependence score (low: SDS < 8 or OWLS < 7 vs high: 

SDS > 7 or OWLS > 6) 

Mean Likert scores were considered an important barrier if 
they were >3 (greater than neutral rating), and considered 
not a barrier if they were <3 (less than the neutral rating), 
which is consistent with other Likert difference of mean 
methodology (Saunders et al. 2006; Haffajee et al. 2020). 

Ethical statement

The authors assert that all procedures contributing to this work 
comply with the ethical standards of the relevant national and 
institutional committees on human experimentation, and with 
the Helsinki Declaration of 1975, as revised in 2008. Ethics 
approval was granted by Deakin University Human Research 
Ethics Committee (approval number: 2020–350). 

Results

Participant demographics

Over the 6-month data collection period, 224 participants 
agreed to take the survey, and of these, 20 were not eligible, 
as they were not dependent on opioids. This left a sample 
size of 204 eligible participants with 195 completing the full 
survey. The percentage of missing data in the sample 
was 3.5%, and according to Little’s missing completely at 
random test, the missing data could be considered missing 
completely at random (X2 = 510.13, P = 0.246). The completed 
case analysis was performed. Finally, no collinearity was 
observed between the six independent variables, as per the 
variance inflation factor, which was <10 for each variable 
(University of California, Los Angeles 2021). 

The mean age of participants was 39.3 years (s.d. 10.9), 
with over half of the sample being male and the majority 
unemployed. Most participants had a history of treatment for 
their opioid dependence (74.9%), and just under half were 
currently receiving heroin dependence treatment. Table 1 
provides further information on participant demographics. 

Table 1. Demographics, drug use and treatment history.

Demographics Dependent cohort % (n),
n = 195

Male gender 59.0 (115)

Currently employed 24.1 (47)

Opioid dependent 100.0 (195)

Heroin dependent 88.7 (173)

Prescription opioid dependent 11.3 (22)

Recruitment location – Victoria 93.3 (182)

Current heroin dependence treatment 47.2 (92)
(any treatment)

Has a history of heroin dependence 74.9 (146)
treatment (any treatment)

Number of times started treatment (s.d.) 5.8 (11.8)

Currently using OAT 45.6 (89)

Has history of OAT use 70.8 (138)

Living homeless/shelter/hostel 30.3 (59)

Born in Australia 80.0 (156)

Aboriginal or Torres Strait Islander 14.4 (28)
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Patient perceived barriers to OAT Percentage agree or strongly 

Stigma 

Lack of support services with OAT e.g. psychology 

No flexibility whilst on OAT 

Still enjoy using opioids 

Cost 

Treatment is hard to access e.g. lack of prescribers, long wait list 

Difficult and confusing registration 

OAT does not fit with the social model of using and requires many big lifestyle changes to be made at once 

Treatment is not my priority, I have other things to worry about presently (housing, job, family) 

Daily association with people who use drugs 

Negative perceptions of treatment 

Distance to clinic 

Feeling of worthlessness and being unworthy of treatment 

Fear of becoming a police target once in OAT 

OAT services not appropriate for my cultural needs 

Strongly disagree that this is a barrier Disagree that this is a barrier Neutral to this being a barrier 

agree with barrier 
8% 16% 18% 33% 25% 58% 

6% 13% 24% 35% 23% 57% 
5% 21% 23% 36% 16% 52% 

9% 18% 22% 35% 15% 50% 
11% 22% 

6% 21% 

11% 24% 

9% 19% 

13% 15% 

11% 29% 

9% 27% 

15% 37% 

21% 

19% 

25% 

19% 33% 15% 48% 
26% 34% 13% 47% 

23% 30% 12% 47% 
30% 27% 15% 42% 
31% 28% 13% 41% 

26% 24% 10% 34% 
33% 23% 8% 30% 

23% 

37% 18% 

41% 23% 

39% 24% 

Agree that this is a barrier 

19% 6% 25% 
14% 10% 24% 

12% 5% 17% 
8% 4% 12% 

Strongly agree that this is a barrier 

N. Y. Hall et al. Australian Journal of Primary Health

Participants perceived barriers to OAT

The most common perceived barriers, which was determined 
by those who strongly agreed or agreed with the statement 
barriers, were ‘stigma (self-stigma and public stigma)’ (58%), 
‘lack of support services’ (57%), ‘lack of flexibility’ (52%), ‘I am  
not ready to start treatment because I still enjoy using opioids’ 
(50%) and ‘cost’ (48%). The least commonly observed barriers 
were ‘cultural issues’ (12%), ‘fear of police’ (17%), ‘feeling 
worthlessness’ (24%) and ‘distance to the clinic’ (25%). Fig. 1 
shows the percentage of participants that selected the five 
Likert options for each OAT barrier, and, furthermore, shows 
the percentage of participants agreeing or strongly agreeing 
with the OAT barrier. Supplementary Appendix 3 shows this 
same data for those currently on OAT and for those not 
currently on OAT. Most of the distribution was centred around 
the middle three responses, with 67% of participants selecting 
these responses for stigma, to 83% selecting these middle 
responses for negative perceptions of treatment. 

The mean Likert scores for the OAT barrier statements 
or items all fell between 2 and 4, with nine items being 
considered as barriers to OAT and six items not being 
considered OAT barriers. The OAT barriers with the highest 
mean Likert scores were ‘lack of support services’, ‘stigma’, 
‘lack of flexibility’, ‘enjoy using opioids’ and ‘treatment 
being hard to access’. Further details of the mean scores can 
be found in Table 2. 

Linear regression to compare mean Likert score
differences of the 15 OAT barriers between
subgroups

The mean Likert scores of the 15 different OAT barrier items 
were compared between subgroups for 186 participants 

Table 2. Mean Likert barrier score for the opioid-dependent sample.

Barriers Total sample
n = 195

Mean (s.d.)

Lack of support services 3.56 (1.14)

Stigma 3.52 (1.24)

No flexibility 3.37 (1.12)

Enjoy using opioids 3.28 (1.20)

Hard to access 3.26 (1.12)

OAT does not fit with social model of using 3.21 (1.18)

Cost 3.18 (1.25)

Treatment is not priority, chaotic lifestyle 3.14 (1.21)

Difficult registration 3.08 (1.22)

Daily association with drug users 2.93 (1.18)

Negative perception of OAT 2.92 (1.08)

Distance 2.64 (1.12)

Worthlessness 2.55 (1.24)

Fear of police 2.43 (1.07)

Cultural issues 2.27 (1.04)

(missing data meant that nine participants were not 
included in the regression analysis) and 195 participants for 
the t-test results (Supplementary Appendix 2). Supplementary 
Appendix 2 shows that the t-tests produced more items to be 
significant as barriers between the groups; however, when 
linear regression is used (Table 3) and the confounders are 
controlled, the number of significant barrier items reduces 
and the results become more robust. 

Table 3 shows the results of the differences in mean 
Likert scores for six subgroups: primary drug, gender, 

Fig. 1. Patient perceived barriers to OAT and the percentage that agree or strongly agree with OAT barrier.
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current OAT, history of OAT, age and dependence level. 
First, when comparing the means of the primary drug 
subgroup (POs compared with heroin), the barrier item 
‘lack of support services’ had a significantly larger mean 
value for people dependent on POs compared with heroin 
(mean difference between PO group and heroin group 
0.65, s.e. = 0.28), meaning that those with PO dependence 
found ‘lack of support services’ to be a more significant 
barrier to OAT than those with heroin dependence. When 
comparing the Likert mean differences between the gender 
subgroup, mean differences were found comparing female 
to male and female to non-binary. No significant differences 
were found between non-binary and male. The barrier item 
‘no flexibility’ had a significantly larger mean Likert value for 
females compared with males (0.35, s.e. = 0.18), which 
means that females experience ‘no flexibility’ as a more 
significant barrier to OAT than males. The mean Likert 
value for ‘cultural issues’ was greater for males compared 
with females (0.32, s.e. = 0.16), and larger for non-binary 
people compared with females (0.65, s.e. = 0.31), 
indicating that males and non-binary people find ‘cultural 
issues’ to be a more significant barrier to OAT compared 
with females. 

When comparing the mean Likert values of the current 
OAT subgroup (current OAT compared with no current 
OAT), the mean Likert score for ‘enjoy using opioids’, 
‘difficult registration’, ‘OAT does not fit with social model 
of using’, ‘treatment is not priority, chaotic lifestyle’ and 
‘cultural issues’ were all significantly higher for those not 
using OAT compared with those using OAT. This indicates 
that those who were not using OAT believed that ‘enjoy 
using opioids’, ‘difficult registration’, ‘OAT does not fit with 
social model of using’, ‘treatment is not priority, chaotic 
lifestyle’ and ‘cultural issues’ were more significant barriers 
to OAT compared with those using OAT. When comparing 
the mean Likert values for the age subgroup (<40 years 
compared with ≥40 years), ‘enjoy using opioids’ was a barrier 
item that had a significantly larger mean Likert score in 
younger participants compared with older participants 
(0.44, s.e. = 0.18), which indicates that the younger group 
experienced ‘enjoy using opioids’ as a barrier to OAT 
significantly more than the older group. 

Finally, when comparing the mean Likert values for the 
dependence subgroup (low dependence compared with 
high dependence), eight of the barrier items were found to 
have significantly greater mean Likert scores. These barrier 
items include ‘stigma’, ‘no flexibility’, ‘hard to access’, 
‘difficult registration’, ‘OAT does not fit with social model 
of using’, ‘treatment is not priority, chaotic lifestyle’, ‘daily 
association with people who use drugs’ and ‘distance’. This 
means that those in the high-dependence group believed 
the above eight barrier items were more significant barriers 
to OAT compared with the low-dependence group. Further 
details of the mean Likert differences can be seen in Table 3. 

Discussion

The count method and the mean Likert value method 
found that the OAT barrier items, ‘stigma’, ‘lack of support 
services’, ‘lack of flexibility’ and ‘still enjoy using opioids’, 
had the largest percentage of participants agreeing or 
strongly agreeing that these items were barriers and had 
larger mean Likert value (a larger mean Likert value 
indicates a more significant barrier to the group). The items 
that were not considered barriers according to the mean 
Likert score in our NSP sample were ‘daily association with 
other people who use drugs’, ‘negative perception of OAT’, 
‘distance to OAT service’, ‘feelings of worthlessness’, ‘fear of 
police’ and ‘cultural issues’. Changes in OAT service delivery 
in Australia in recent years, such as increased dosing points 
and reduced client-to-pharmacy ratios (in Victoria), have 
meant that the above six items may no longer be considered 
barriers to OAT in this population, indicating that treatment 
barriers can be reduced and removed. For example, ‘Distance 
to the OAT service’ was not identified as a barrier to OAT in 
this sample, which could be due to increased OAT services in 
Australia. The number of dosing points in Australia increased 
by 40% between 2010 and 2011 and 2019 and 2020, and 90% 
of OAT dosing points are accessible within pharmacies. 
Furthermore, most (64%) dosing points were located in 
major cities in 2021 (Australian Institute of Health and 
Welfare 2022) and, therefore, as the recruitment for this 
study was completed in Melbourne suburbs, this barrier 
item may be specific to urban populations only. 

‘Daily association with people who use drugs’ at the OAT 
site was a second item that was not identified as a barrier. 
This could be partly explained by decreasing client-to-OAT 
pharmacy ratio. From 2016 to 2021, the number of clients 
per OAT dosing point has reduced by 8% in Victoria. 

‘Fear of police’ when in OAT was a third item that was not 
seen as a barrier to OAT. Reasons for this include policy 
changes in Australia surrounding drug possession, where a 
‘treatment instead of incarceration initiative’ was introduced 
in 1999 (United Nations Office on Drugs and Crime 2008). 
Furthermore, the introduction of MSIR in Australia, which 
allow clients to carry a small amount of drugs for personal 
use with no harassment from police, may have further 
helped to reduce fear of police in the OAT setting (North 
Richmond Community Health 2022). Hence, increased OAT 
dosing points and the introduction of MSIR in Victoria may 
be a contributor to reduced OAT barriers, which shows that 
barrier items can be reduced by new delivery models, new 
interventionsand new initiatives. 

The barrier items, ‘stigma’, ‘lack of support services’ and 
‘lack of flexibility’, are factors that are amenable to treatment 
system changes, whereas the barrier item, ‘enjoy using 
opioids’, cannot be changed by treatment system changes. 
Therefore, new interventions/initiatives could be applied to 
the barrier items that were identified as those that could be 

449

www.publish.csiro.au/py


N. Y. Hall et al. Australian Journal of Primary Health

Table 3. Difference between the mean Likert barrier scores for the six subgroups.

Primary drug GenderA Current OAT History OAT Tx Age (years) Dependence R2, F-statistic RMSE
Heroin Male (n = 108) Tx Yes (n = 133) <40 (n = 92) High (n = 102) Adj R2

(n = 167) Female (n = 65) Yes (n = 83) No (n = 53) >40 (n = 94) Low (n = 84)
PO (n = 19) Non-binary (n = 13) No (n = 103)

Mean Mean difference Mean difference Mean difference Mean difference Mean difference Mean difference lower
difference PO female to male female to non- no OAT to no OAT Hx to older to dependence to higher
to heroin (s.e.) (s.e.) binary (s.e.) OAT (s.e.) OAT Hx (s.e.) younger (s.e.) dependence (s.e.)

Stigma −0.11 (0.30) 0.22 (0.19) −0.45 (0.37) 0.03 (0.20) 0.08 (0.22) −0.12 (0.18) −0.75*** (0.18) 0.14, 0.10 F(7,178) = 3.98, 1.19
P < 0.01

Lack of support 0.65* (0.28) −0.11 (0.18) −0.04 (0.35) 0.21 (0.19) −0.19 (0.21) 0.21 (0.17) −0.33 (0.17) 0.05, 0.02 F(7,178) = 1.43, 1.14
services P = 0.20

No flexibility 0.25 (0.27) 0.35* (0.18) −0.07 (0.34) 0.38* (0.19) −0.21 (0.20) 0.26 (0.17) −0.36* (0.17) 0.09, 0.05 F(7,178) = 2.41, 1.10
P < 0.05

Enjoy using 0.07 (0.29) −0.18 (0.19) 0.14 (0.36) 0.46* (0.20) −0.15 (0.22) −0.44* (0.18) 0.18 (0.18) 0.09, 0.05 F(7,178) = 2.49, 1.18
opioids P < 0.05

Cost 0.30 (0.31) 0.03 (0.20) 0.08 (0.39) 0.07 (0.21) 0.29 (0.23) 0.12 (0.19) −0.36 (0.19) 0.04, 0.001 F(7,178) = 1.03, 1.26
P = 0.41

Hard to access 0.19 (0.28) 0.14 (0.18) −0.18 (0.34) 0.12 (0.19) 0.04 (0.21) 0.07 (0.17) −0.43* (0.17) 0.05, 0.02 F(7,178) = 1.46, 1.12
P = 0.18

Difficult 0.60* (0.28) 0.04 (0.18) −0.34 (0.34) 0.68*** (0.19) −0.07 (0.21) 0.29 (0.17) −0.75*** (0.17) 0.19, 0.16 F(7,178) = 5.87, 1.12
registration P < 0.01

OAT does not 0.23 (0.29) −0.16 (0.18) 0.18 (0.35) 0.55** (0.19) −0.18 (0.21) −0.03 (0.18) −0.53** (0.18) 0.09, 0.05 F(7,178) = 2.52, 1.15
fit with social P < 0.05
model of using

Treatment is not 0.14 (0.30) 0.10 (0.19) 0.10 (0.37) 0.49* (0.20) −0.18 (0.22) 0.10 (0.18) −0.48** (0.18) 0.07, 0.03 F(7,178) = 1.93, 1.19
priority, chaotic P = 0.07
lifestyle

Daily association 0.14 (0.29) 0.14 (0.19) −0.28 (0.36) 0.25 (0.20) −0.05 (0.21) 0.13 (0.18) −0.42* (0.18) 0.06, 0.02 F(7,178) = 1.53, 1.17
with people who P = 0.16
use drugs

Negative 0.34 (0.27) −0.10 (0.17) −0.35 (0.33) 0.21 (0.18) −0.09 (0.20) −0.30 (0.16) −0.11 (0.16) 0.06, 0.02 F(7,178) = 1.48, 1.07
perception of P = 0.18
OAT

Distance 0.19 (0.26) 0.29 (0.17) −0.15 (0.33) 0.33 (0.18) 0.10 (0.19) 0.28 (0.16) −0.41* (0.16) 0.10, 0.06 F(7,178) = 2.80, 1.06
P < 0.01

Worthlessness 0.001 (0.30) 0.09 (0.19) −0.25 (0.37) 0.39 (0.20) 0.31 (0.22) −0.24 (0.18) −0.28 (0.18) 0.10, 0.06 F(7,178) = 2.79, 1.20
P < 0.01

Fear of police 0.22 (0.27) −0.12 (0.17) −0.36 (0.33) 0.31 (0.18) 0.06 (0.20) 0.09 (0.16) −0.38 (0.16) 0.06, 0.03 F(7,178) = 1.69, 1.07
P = 0.11

Cultural issues −0.09 (0.25) −0.32* (0.16) −0.65* (0.31) 0.35* (0.17) 0.05 (0.18) 0.18 (0.15) −0.09 (0.15) 0.07, 0.04 F(7,178) = 2.02, 0.99
P = 0.05

RMSE, root mean square error.
*P < 0.05; **P < 0.01; ***P < 0.001.
ANon-binary to male non-significant for all barrier items.
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reduced by system changes. This includes, increasing 
support services (especially psychological services; Nielsen 
et al. 2015), reducing stigma via community education 
and involvement (Gidman and Coomber 2014), increasing 
flexibility in the form of take away doses (Treloar et al. 
2007), providing free treatment (Kwiatkowski et al. 2000; 
Booth et al. 2003) and reducing wait list time for OAT 
through increased prescribers (Fatseas and Auriacombe 
2007), which are all ways in which treatment uptake has 
been improved, and drug use reduced internationally and 
in treatment trials. Moreover, broader prescribing of the 
long-acting weekly or monthly buprenorphine injection 
in Australia, which has been listed on the pharmaceutical 
benefits scheme since 2020 (Pharmaceutical Benefits 
Scheme 2022) will help improve the flexibility and cost 
barriers, as a daily pick up and daily dispensing fee for 
medication will not be required (Barnett et al. 2021). In 
Australia, a 2017 study found that in New South Wales, the 
top 20% of prescribers treated 87% of OAT clients (Jones 
et al. 2021). This high-volume prescribing occurs at similar 
rates in other Australian states (Australian Institute of Health 
and Welfare 2021b), and creates questions surrounding 
psychological and social support that are given alongside 
OAT (Jones et al. 2021). Increasing the number of mid-
volume OAT prescribers would help to improve the 
robustness of OAT prescribing, and reduce the ‘lack of 
psychological services’ barrier in Australia (Jones et al. 2021). 

In terms of the regression analyses, when females were 
compared with males, two barrier items had significantly 
different mean values. These were ‘lack of flexibility’ and 
‘lack of culturally appropriate services’. ‘Lack of flexibility’ 
was identified as a more significant OAT issue in females 
compared with males. Although there is no direct evidence 
that females are required to attend doctors and pharmacies 
more often than males for their check-ups and OAT doses, 
the evidence suggests that opioid-dependent females may 
experience more severe mental (Back et al. 2011; McHugh 
et al. 2013; Parlier-Ahmad et al. 2021) and physical health 
compared with males (Ross et al. 2005; Back et al. 2011). 
Furthermore, the literature demonstrates that females may 
experience more severe cravings than males, and are 
impacted more significant in family, employment and social 
functional addiction domains when compared with males 
(Back et al. 2011; McHugh et al. 2013). The implications 
of this are that females are likely to require increased 
monitoring and assessment compared with males, and may 
be given less OAT take home doses, which would lead to 
‘lack of flexibility’ being a more significant barrier in 
females versus males. Opioid-dependent women were also 
less likely to be employed than opioid-dependent males 
(Back et al. 2011; Bawor et al. 2015; Parlier-Ahmad et al. 
2021), which could further add to the ‘lack of flexibility’ 
barrier, as employed people receive increased take home 
doses (Health and Human Services Victoria 2020) and, 
therefore, attend the OAT site less frequently. Treatment 

barriers for females may be better addressed if social, family, 
employment and comorbidity factors are considered. Female-
only group counselling sessions that focus not only on 
substance use, but also co-occurring psychological illness, 
family relationships, self-care, employment support and 
physical health had greater reduction in substance use 
(Cummings et al. 2010; Prendergast et al. 2011), greater 
satisfaction with treatment (Greenfield et al. 2007) and 
reduced crime (Niv and Hser 2007; Prendergast et al. 2011) 
compared with mixed gender approaches. 

When comparing Likert scores of high opioid dependence 
versus low opioid dependence, there were seven barrier items 
that had larger mean Likert scores, indicating that these 
barrier items more significantly impact OAT uptake in 
those with high opioid dependence compared with low 
opioid dependence. The first of these was ‘stigma’. This is 
consistent with the literature, where stigma was found to 
be greater in those with higher SDS scores and with past 
month depression (Cama et al. 2016). Furthermore, stigma 
has been linked to greater levels of psychological distress 
(Chang et al. 2019; Cheng et al. 2019). Therefore, OUD 
treatments that address psychological distress are likely to 
improve stigma and, therefore, reduce stigma as a treatment 
barrier in the high opioid dependence group. ‘Lack of 
flexibility’ was the second item were the Likert mean value 
was larger in those with high dependence compared with 
those with low dependence. Greater dependence means 
more monitoring by health staff and less take away doses 
due to client instability and higher risk of OAT misuse 
(Health and Human Services Victoria 2020). Once stability 
is achieved, increasing flexibility by increasing take 
away doses improves treatment compliance, retention and 
treatment uptake (Fatseas and Auriacombe 2007; Treloar 
et al. 2007). Reasons cited are feelings of normality, being 
trusted by healthcare providers, less travel, lower costs and 
improved work capacity (Treloar et al. 2007). ‘Treatment 
being hard to access’, ‘distance’ and ‘difficult registration 
requirements’ were all seen as barriers to OAT by those 
with higher dependence, but not by those with lower 
dependence. 

The SDS and OWLS scores indicate dependence levels 
in individuals and, therefore, higher scores indicate higher 
dependence. One theory why those with higher opioid 
dependence scores may experience more barriers to OAT is 
because they may experience more fear that entering 
treatment may not adequately prevent withdrawal (Pergolizzi 
et al. 2020). Furthermore, individual withdrawal response is 
impacted by the opioid type, dosage, duration of use, physical 
health and psychological health (Gossop et al. 1987). The 
SDS score and OWLS evaluate opioid dependence by asking 
questions about drug use, and include questions, such 
as worry about opioid use and anxiety around missing 
doses (Supplementary Appendix 4; Gossop et al. 1995; 
González-Sáiz et al. 2009; Nielsen et al. 2020), meaning that 
a higher SDS score may contribute to higher withdrawal due 
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to worry, anxiety and worse psychological health when it 
comes to drug use (as measured by the SDS and OWLS; 
compared with lower dependence scores). This could 
potentially mean that people with higher dependence 
scores may experience more difficulty completing certain 
tasks or activities, including healthcare navigation, compared 
with lower dependence groups. Therefore, although it 
may not actually be harder to access, further to travel or 
more difficult to register for OAT in those with higher 
dependence, high levels of addiction and daily withdrawal 
worries can make everything harder. Hence, support 
networks, case managers and treatment centres that help 
with the logistical aspects of starting OAT are important, 
and need to be incorporated into opioid treatment systems. 

This study had several limitations. First, the ranking 
method used was a Likert scale. Likert scales are simple to 
use and can give an idea of individual preference; however, 
no trade-off between choices needs to be made. This 
gives rise to several limitations and biases, such as social 
desirability bias, acquiescence bias and extreme response 
bias (Baumgartner and Steenkamp 2001; Lee et al. 2008), 
which may be present in our paper. Some of these biases 
could be resolved by using alternative techniques, such as 
the Best Worst Scaling technique (Lee et al. 2008; Louviere 
et al. 2015). Second, most of the survey participants lived 
in metropolitan Melbourne and, therefore, the results cannot 
be generalised to other parts of Australia, especially those 
living in rural regional areas. Third, this sample was an 
opportunistic sample with participants recruited via NSP sites 
and discussing a stigmatising issue, which means participa-
tion bias and responder bias may be present. Furthermore, 
the NSP sample does not reach people who do not engage 
with health services and, therefore, barriers may be signifi-
cantly different in this population. Finally, although significant 
results were found when comparing barrier importance 
between females and non-binary and PO compared with 
heroin, the small sample size of these subgroups (non-
binary = 13 and PO = 19) means caution is required when 
interpreting these results. Important future research to better 
understand the barriers to OAT in Australia would include 
mixed methods research, qualitative work to explore 
individuals’ experiences and insights into OAT, and further 
quantitative analysis examining the effects that new 
treatments, such as OAT injectables, have on client barriers. 

Conclusion

This paper identified barriers to OAT in an Australian 
population using two methods: the percentage of participants 
identifying the item as a barrier and the mean Likert score 
method. The barrier items with the largest mean Likert values 
and the highest percentage of participants in agreement that 
they were barriers were ‘lack of support services’, ‘stigma’ and 

‘lack of flexibility’. The barrier items with the smallest mean 
scores and the lowest percentage of participants in agreement 
that they were barriers were ‘feelings of worthlessness’, ‘fear 
of police’ and ‘lack of culturally appropriate services’. Policies 
around improving support services, reducing stigma and 
increasing flexibility would be beneficial to further reduce 
barriers to OAT in an Australian context. Furthermore, this 
paper compared OAT barriers between various subgroups, and 
found that certain groups were more vulnerable to treatment 
barriers. These groups included females, high opioid depen-
dence scores, age <40 years and those not currently on OAT. 
Better tailoring of opioid treatment programs, in particular 
OAT, to these specific populations is likely to encourage 
treatment uptake and treatment sustainability, and, therefore, 
improve functioning in these groups. 

Supplementary material

Supplementary material is available online. 
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