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WHAT IS OPIOID AGONIST THERAPY?

• Opioid agonist therapy (OAT) is a cost-effective 

treatment for people who inject drugs

• Historically, OAT is an oral therapy

• OAT involving methadone and buprenorphine have a 

large evidence base demonstrating their 

effectiveness in reducing opioid use and related 

mortality

• An estimated 5-10% of people who use opioids 

are not attracted to, or do not benefit from current 

OAT therapies



WHAT TO DO FOR THOSE REFRACTORY TO OAT?

• Injectable OAT (iOAT), typically involving self-

administration of short-acting opioids such as 

diacetylmorphine and hydromorphone

• Has proven to be effective in treating those opioid-

dependent people who inject drugs who do not 

respond to treatment with conventional OAT

• iOAT may provide increased treatment coverage for 

people who inject drugs 



SUPERVISED IOAT DOESN’T SOLVE EVERYTHING

• iOAT carries a greater risk relative to oral/sublingual 
OAT

• Provided in a highly structured way with 
supervised administration requiring dedicated 
infrastructure and oversight by medical and nursing 
staff

• Those receiving iOAT must come to a dedicated 
service to self-administer supervised injections 2-
3 times a day

• Not all at-risk clients who might benefit from iOAT 
are willing to enter this form of treatment



WHAT ABOUT UNSUPERVISED IOAT THEN?

• An alternative to supervised iOAT has been 

proposed where clients are given iOAT without

the need the administer on site 

• Increases treatment access for clients who do not 

respond to conventional OAT and are unable or 

unwilling to enroll in current supervised iOAT 

settings

• We currently don’t know the risks vs benefits 

or cost effectiveness of unsupervised iOAT vs 

existing treatments

What are the risks and benefits for unsupervised iOAT in the context on overdoses and overdose deaths?



METHODS

• We used a decision tree model 

to model the impacts of different 

unsupervised iOAT coverage 

scenarios to estimate overdoses 

(fatal and non-fatal) and treatment 

costs per 10,000 people per 

annum

• In our simulated population of 

10,000 people in Australia we had 

7 groups



METHODS

• Each group had an associated 

parameter of risks of OD which 

led to 3 end outcomes

• Overdose (OD) & OD 
mortality depends on a 
sequence of probabilities:

• The probability of overdose

• Being witnessed when 
overdose

• Naloxone available when 
being witnessed

• Fatal overdose when 
naloxone administered



• Parameters identified through PubMed with 

keywords (injectable opioid agonist therapy, 

methadone, buprenorphine, naloxone, maintenance 

therapy, hydromorphone, diacetylmorphine) and 

search from the reference list of key systematic 

reviews

• Our measurements

• Overdose

• Overdose mortality

• Cost to lives ratio

METHODS

Scenarios

1) OAT only (status-quo)

2) Investment in supervised iOAT only (5% supervised 
iOAT)

3) A mix of supervised iOAT and unsupervised iOAT 
based on willingness to enter supervised versus 
unsupervised treatment (OAT + 5% supervised 
iOAT + 5.69% unsupervised iOAT)

4) The same resource allocation as scenario 2 but 
with a mix of supervised and unsupervised iOAT 
(OAT + 1.2% supervised iOAT + 10% unsupervised 
iOAT)



LET’S TAKE SUPERVISED IOAT FOR EXAMPLE

10,000 people 

who inject drugs

500 people

5%
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RESULTS

• Within a population of 10,000 
people over a 1-year period…

• Scenario 1 had 52.0% of population on 
treatment with an average cost of A$ 
4,488 per person on treatment per annum

• Scenario 2 had 57.0% of population on 
treatment with an average cost of A$ 
6,692 per person on treatment per annum

• Scenario 3 had 63.0% of population on 
treatment with an average cost of A$ 
7,106 per person on treatment per annum

• Scenario 4 had 63.2% of population on 
treatment with an average cost of A$ 
6,035 per person on treatment per annum



RESULTS

• Scenario 1 had 1655 overdoses and 

19 overdose deaths per 10,000 

people per annum

• Scenario 2 had 1534 overdoses and 

17 overdose deaths per 10,000 

people per annum

• Scenario 3 had 1384 overdoses and 

15 overdose deaths per 10,000 

people per annum

• Scenario 4 had 1349 overdoses and 

15 overdose deaths per 10,000 

people per annum



RESULTS

• Key findings:

• Scenario 3 and 4 demonstrated the 

most additional overdoses and 

additional deaths averted per 

10,000 people per annum as there 

were no significant differences 

between the two scenarios

• Scenario 4 had the lowest cost per 

life saved per annum



RESULTS

• SA for scenarios 3 and 4 

determined that the parameters 

with the greatest influence on the 

main outcomes (deaths averted 

and cost per death averted) were:

• Probability of overdose with 

co-use

• Probability of a fatal non-

witnessed overdose with co-

use 

• Cost of iOAT



There are several limitations to consider…

• Unable to identify reliable parameters of co-use for 

benzos and EtOH for overdose risk 

• Prioritize those with polysubstance dependence for 

supervised treatment places

• Clinic attendance model was most applicable to 

metropolitan settings

• Model does not consider additional benefits that 

treating opioid dependence

• Crime, long term health outcomes, psychosocial  

impacts

LIMITATIONS



IMPLICATIONS

• The lowest average cost per person on iOAT treatment, excluding the status quo, was seen 

with the greatest use of unsupervised iOAT without any negative impact on overdoses and 

overdose deaths

• While supervision may be adding more safety for clients compared to no supervision, the benefit 

from cost and coverage suggests upscaling unsupervised iOAT at a greater capacity may be more 

cost effective and represent no greater risk at the population level

• The introduction of supervised and unsupervised iOAT and subsequent increased treatment 

coverage to have a greater impact on mortality for countries like the United States and 

Canada that have much higher mortality rates compared to Australia

• Bottom line: Placing most resources in upscaling unsupervised iOAT may demonstrate the 

greatest overall benefit without additional cost
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