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Box start 
What you need to know 
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• Illicit opioid users have complex needs and require agencies to work collaboratively 
to help them access healthcare, education, employment, and housing  

 

• Illicit opioid users may have multiple health problems associated with premature 
disability and mortality 

• Adopt a consistent, proactive, and non-judgemental approach in all therapeutic 
contacts with opioid users to counter stigma and pessimism about effective 
treatment 

• Train patients and carers in the first response to opioid overdose, including the use 
of naloxone treatment kits 

• Length of time in treatment with opioid agonists is the strongest predictor of positive 
bio-psychosocial outcomes and reduces premature mortality 

Box end 

Use of illicit opioids, most commonly heroin, has a wide ranging impact on 

individuals and society.1 It may lead to dependence, which is best conceptualised 

using a “chronic disease” model: effective treatments are available, but illness is often 

characterised by relapses, remissions, and risk of premature death.2 3 

Across Europe, four trends are noteworthy: a decline in the use of intravenous 

heroin, a rise in the use of high potency synthetic opioids (for example, fentanyl), a 

rise in opioid related deaths, and an increase in the number of long term opioid users 

aged over 40.4 The widely reported “epidemic” of opioid associated deaths in the US 

and Canada is also of global concern and has been attributed to under-regulated 

medical prescribing of high potency synthetic opioids and a growth in internet supply 

chains.5-7 Concurrent use of other substances, for example, alcohol, cocaine, 

benzodiazepines, neuropathic agents, and novel drugs such as “spice,” increases the 

risk of adverse outcomes of opioid use in all settings.8-10 

In this review we describe an evidence based collaborative approach to caring for 

people who are dependent on illicit opioids (heroin or synthetic opioids) and related 

harms of use and who seek help for their dependence.11-13  

Approach to assessment and management 

The approach we describe consists of four phases: comprehensive assessment, 

decision making that is shared with the patient, keyworker-led psychosocial 

interventions, and peer-led support (“mutual aid”), to minimise harm to the individual 

and community (fig 1). Distilling the current evidence base is challenging, 

particularly for psychosocial interventions, because of the socio-political and cultural 

contexts of illicit opioid use and heterogeneity of study design, interventions, and 

outcomes.  
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Fig 1 A four phase approach to assessment and management[Please supply a caption/title for this 
figure.] 

Phase 1: assessment 
An initial assessment may take place in a specialist drug and alcohol service or in 

a general practice clinic as an integrated public health commissioned service. The 

approach is also helpful for a patient seeking help for their opioid use  in routine 

general practice settings and enables a GP to assess dependence, advise on harm 

minimisation interventions and refer onwards to access treatment including 

psychosocial interventions. . The initial assessment is best conducted as a semi-

structured consultation to identify nature and pattern of substance use.  

Assess whether the patient meets the criteria for opioid dependence (box 1). 

Explore their physical and psychosocial needs, and those of carers and children.16-18 

Offer a non-judgmental, supportive attitude towards the patient to build a trustworthy, 

respectful, and sustainable therapeutic relationship.19 

Older, long-term users of illicit opioids typically have life-limiting multimorbidity 

(box 2) and are high users of unscheduled care.56-58 Co-location of treatment services 

for blood borne viruses (BBV) can improve the rates of uptake and completion of 

treatment for the BBV. 59 

Box start 
Box 1 The ICD-10 diagnostic criteria for opioid dependence (adapted from 
current guidelines)15 
Opioid dependence does not develop without a period of regular use, although regular 
use alone may not induce dependence. A definitive diagnosis of dependence should 
usually be made only if three or more of the diagnostic criteria have been experienced 
or exhibited concurrently at some time during the previous 12 months 
1. A strong desire or sense of compulsion to take opioids. 

2. Difficulties in controlling opioid use behaviours in terms of the onset, termination, 
or levels of use. 

3. A physiological withdrawal state when opioid use has ceased or been reduced, as 
evidenced by one of the following: 

a) characteristic withdrawal syndrome (hot/cold sweats, abdominal cramps, etc.) 

b) use of opioids (or closely related substances) with the intention of relieving or 
avoiding withdrawal symptoms 

c) evidence of tolerance, such that increased doses of opioids are required to 
achieve effects originally produced by lower doses. 

4. Progressive neglect of alternative pleasures or interests because of opioid use; 
increased amounts of time spent obtaining opioids or recovering from their effects 

5. Persisting with opioid use despite clear evidence of overtly harmful consequences, 
such as depressive mood states consequent to periods of heavy substance use, or 
drug related impairment of cognitive functioning. 
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Box end 

History of substance use 
• Tell me why you’ve come today and what you expect from treatment? [Is this 

assuming they have come seeking treatment? What if they are in contemplative stage 

or have not confirmed their substance use?] Explore motivating factors, treatment 

goals, support networks (such as the Drug Rehabilitation Requirement mandated by 

the UK criminal justice system). 

• Tell me about the drugs that you currently use and how you prefer to take your 

drugs? This will help us work out the best care plan together. Ask about recent opioid 

use, current symptoms of withdrawal or intoxication, and duration of use. Assess the 

patient’s level of opioid dependence and ask about use of other substances and route 

of administration (intravenous drug use, inhalation, sharing of drug equipment). 

• Have you had treatment before for your drug problem? What did or didn’t 

work? 

• How much are you currently spending and how do you pay for your drugs? This 

may uncover criminality, abuse, trafficking, or forced sex work. 

• Have you any concerns about your sexual health? Do you need contraception? 

Are you planning pregnancy? 

Medical history 
• Are you taking any other medication? Do you have any health problems? Health 

disorders associated with illicit drug use are summarised in box 2. 

• Assess mental health, taking into account the person’s current mood and 

evidence of psychosis or confusion; assess risk of self-harm. 

Box start 
Box 2 Health disorders and social issues associated with dependent illicit opioid 
use 
Acute physical disorders 
• Overdose and fatality 

• Acute blood borne virus infection 

• Vascular: acute haemorrhage from arterial access and damage, venous 
thromboembolism, arterial embolism and aneurysm 

• Pulmonary embolus/venous thromboembolism 

• Sepsis 
• Violent injury/fractures 

• Acute asthma 
Chronic physical, sexual, and reproductive health disorders 
• Multiple comorbidities 
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• Vascular: recurrent venous thromboembolism, chronic venous ulceration, peripheral 
vascular disease 

• Amputation: secondary to arterial/venous insufficiency, infection, lack of self-care 

• Skin: chronic pruritus, wound infections, chronic lower limb ulceration 

• Gastrointestinal: chronic constipation, nausea 

• Chronic blood borne virus infection: hepatitis C, B, HIV/AIDS 

• Liver disease: blood borne virus infection associated chronic hepatitis, cirrhosis, 
hepatocellular carcinoma 

• Respiratory disease: early onset chronic obstructive pulmonary disease, uncontrolled 
asthma, pneumonia, TB20-22 

• Poor dental health: dental decay, abscesses, extractions 

• Sexual and reproductive health: sub-fertility, sexually transmitted infections, low 
testosterone in men, erectile dysfunction23 24 

• Poor pregnancy outcomes: unplanned pregnancy, poor nutrition, lack of 
periconceptual vitamins, late antenatal booking, missed influenza/pertussis 
vaccination, premature birth, intrauterine growth retardation, fetal addiction 
syndromes, maternal death 

Mental health 
• Depression, anxiety disorder, post-traumatic stress disorder 

• Self-injury or suicide 

• Severe mental illness: comorbid or substance induced psychoses, personality 
disorder, delusional disorder, bipolar disorder 

• Co-dependence on alcohol and/or other substances 
Social issues 
• Poverty: chronic disability and impact on employment and household income 

• Interrupted education and skills training 

• Domestic violence, family breakdown 

• Child safeguarding issues: “looked after” children; safeguarding registration; 
children’s access to drugs and accidental overdose; observing drug use behaviours 

• Adult safeguarding: exploitation, sex work, vulnerable adults, human trafficking 

• Criminality: drug related theft, violence, homicide 
Box end 

Social history 
• Where/who do you live with? Inquire about the person’s accommodation and 

whether they have a partner or anyone who can support them. Ask whether their 

partner or other household members use drugs or alcohol, and whether they feel safe. 

• Are there children at home or elsewhere? Children might be living with a 

relative or in a statutory care setting (“looked after” or adopted), in which case, ask 

about contact arrangements. Ask the ages and names of the children and explore the 

impact of drug use on parenting and social functioning (routines for children 
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including school attendance, physical or dental health checks), and safe storage of 

medication. Discuss safeguarding referral according to identified needs 18 

• What jobs, training, and education have you done since school? 

• How are you managing for money? Ask about employment, benefits, and debt. 

• Are you at risk of harm from anyone? This might include physical, emotional, or 

sexual abuse by a family member or intimate partner. Consider use of screening tools, 

such as HARK. 25 26 

Routine physical assessment and tests 
Observe the person for evidence of opioid use, which might include intoxication 

and withdrawal symptoms (for example, hot or cold sweats, abdominal cramps).27 

Examine injecting sites. Undertake urine or saliva tests for opioids and other 

substances (according to local protocols) to confirm the presence or absence of drugs 

before initiating opioid agonist treatment. Offer testing for hepatitis A, B, C, and HIV 

(pre-testing is not a barrier to immunisation for hepatitis A and B). Further physical 

assessment may be undertaken based on clinical judgement. 

Phase 2: agreeing a treatment plan 
The aim of care is to integrate pharmacological and psychosocial treatments to 

• build the person’s resilience, health, and wellbeing 

• stabilise their environment and 

• reduce the risk of relapse to illicit opioid use.28 

Identify the person’s goals, describe the treatments available, address concerns 

and expectations, and give them time to consider treatment options. Consider the 

person’s motivation to change. You may wish to apply a transtheoretical model of 

behaviour change (box 3).30 The “action” stage in this model,  

which includes engagement with a treatment plan (and re-engagement if relapse 

occurs), is key to effective care, as patient outcomes improve with length of time in 

treatment.14 

Box start 
Box 3 Stages of change—the transtheoretical model of behaviour change 
(adapted)29 
1. Precontemplation—has no intention to change behaviour, even when knowing that 

they have a problem (and thinks others are exaggerating their problem) 

2. Contemplation—is more consciously aware of the problem (pros and cons) and 
develops intentions to change over a period of time 
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3. Preparation—expresses intention and shows preparation to act, usually over the 
next month or more 

4. Action—Engages in a treatment plan and psychosocial support 

5. Maintenance—continues with health behaviour change over the next few years23 
Box end 

Drug treatment 
There are three usual treatment pathways: opioid agonist treatment, opioid 

assisted withdrawal treatment, and opioid antagonist maintenance. Opioid agonist 

treatment is considered first line treatment globally.  If taking this approach, the 

prescriber should ascertain the patient’s responses to previous medication, the level of 

physical dependence, opioid tolerance, and their personal preference.31-33  

Opioid agonist treatment 

Calculation and titration of opioid agonist treatment dosage is subject to local 

protocols, with the aim of assisting the person to stop the use of illicit opioids and 

safely initiate opioid agonist treatment. Using an adequate and responsive 

replacement dosage regimen substantially improves outcomes, facilitates recovery, 

and reduces risk of overdose.34 Conversely, starting at too low a replacement dose 

reinforces withdrawal challenges and fatalism.35 Drug treatment services usually 

monitor supervised opioid agonist treatment and pharmacies dispense the drug.36 

A systematic review reported a substantial reduction in the risk for all cause and 

overdose mortality in people dependent on opioids who were undergoing opioid 

agonist treatments. 37 Pooled all-cause mortality rates were 11.3 and 36.1 per 1000 

person years in and out of methadone treatment (unadjusted out-to-in ratio 3.20, 95% 

confidence interval 2.65 to 3.86), and were reduced to 4.3 and 9.5 in buprenorphine 

treatment (2.20, 1.34 to 3.61).37 Retention in opioid agonist treatment is the strongest 

predictor of positive bio-psychosocial outcomes, with buprenorphine treatment being 

associated with lower mortality rates than methadone treatment.14 

Methadone, a long-acting mu-receptor agonist, usually blocks opioid withdrawal 

for 24 hours, removing the drive to use drugs. An adequate daily dose increases 

tolerance, making illicit opioid use less reinforcing. Induction involves careful 

titration with intensive, frequent monitoring to minimise risk of overdose. Once the 

dose of oral methadone is stabilised within a therapeutic range, the prescriber 

maintains or gradually reduces the dosage according to the patient’s goal. As 

methadone has no ceiling effect, it can lead to overdoses when it is used at doses 
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above a patient’s tolerance or when it is combined with other central nervous system 

depressants (for example, alcohol, benzodiazepines, or other opioids). Perform an 

electrocardiogram if prescribing >100 mg oral methadone, if the patient’s history 

suggests arrhythmia, or there is a family history of prolonged QT interval.34 

Sublingual buprenorphine is a partial mu-receptor agonist that partially blocks 

the action of opioid agonists (for example, heroin) and so discourages illicit opioid 

use. Buprenorphine is titrated to a therapeutic dose and may be prescribed for short or 

long term opioid agonist treatment. To minimise the risk of diversion to injection use, 

buprenorphine can be prescribed in a formulation that includes naloxone 

(“suboxone”), a short acting opioid antagonist that has poor bioavailability when 

sublingually administered, but blocks buprenorphine effects if injected.12 35 

Buprenorphine has lower lethality than methadone but can still be lethal when 

combined with other central nervous system depressant substances.38 Methadone has 

been available for opioid agonist treatment much longer than buprenorphine or 

suboxone and has the most comprehensive evidence of efficacy. Flexible dose opioid 

agonist treatment with methadone leads to greater retention in treatment than does 

sublingual buprenorphine.39 

Opioid assisted withdrawal treatment 

Withdrawal treatment may be offered if the patient’s goal is abstinence from 

opioids. This regimen involves initial opioid agonist treatment and gradual reduction, 

followed by an out- or inpatient withdrawal programme according to local protocols 

and tailored to individual circumstances. Lofexidine, an Į 2a-adrenergic receptor 

agonist, may be used to suppress withdrawal symptoms for a patient making a 

clinically supported, informed decision not to use opioid agonist treatment for 

withdrawal or with mild dependence.40 

Opioid antagonist maintenance (naltrexone) 

Naltrexone is an opioid antagonist that blocks or reverses the action of opioid 

agonists and so discourages illicit opioid use. Immediate release naltrexone is cost 

effective but patients report poor adherence compared with the extended release 

formulation.41 

Phase 3: support for behaviour change 

Psychosocial interventions are widely used to support a change in drug-related 

behaviours, although uptake and availability varies with treatment setting.12 42 There 
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are two categories of intervention intensity: “standard” and “enhanced” care. Both 

care pathways utilise a multi-agency, multidisciplinary approach.42 

In standard care, interventions offered by a keyworker include motivational 

interviewing and brief interventions, relapse prevention, goal setting, problem 

solving, and recovery planning. Motivational interviewing is an approach to support 

behaviour change in productive, person centred consultations.43 “Relapse prevention 

strategies” aim to help the patient identify, avoid and manage triggers to drug use and 

build resilience. “Contingency management” is a controversial but effective 

intervention whereby rewards, such as vouchers, are provided for positive behaviour 

change.44-46 

Enhanced care should be offered if there is poor response to standard care or for 

patients with more complex needs. A residential rehabilitation programme involves 

living within a therapeutic community over several months and typically includes 

high intensity cognitive behavioural therapy and 12 step approaches. Psychiatric 

comorbidities in opioid dependent patients far exceed those in the general population, 

influence outcomes, and should be treated according to guidelines.47 48 Patients with 

dual diagnoses should be offered integrated mental illness and substance abuse 

treatments, long term follow-up, and tailored psychosocial interventions.49 50 

Harm reduction 
For many patients, change is slow, and continuing IVDU is a challenge [meaning 

that they continue to use IV drugs?]. The aim is to support change to healthier 

behaviours, for example, safer use (inhaled use, avoiding solitary intravenous use, 

correct disposal of drug use equipment) and safer sexual health practices. Education, 

convenient access to sterile drug paraphernalia, and free condoms can reduce the risk 

of sepsis, transmission of blood borne virus, and venous thromboembolism. Offer 

immunisation for hepatitis A and B.14 51 

Emergency care for opioid overdose 
• Offer all patients naloxone “take home” treatment kits and offer carers training 

in first response and administration.50-52 Those at highest risk are younger, male, older 

with physical/mental health comorbidities, users of intravenous drugs, or those 

recently discharged from prison.53 54 The “ABCDE” first response is essential, but 

where an overdose is suspected, administer naloxone (provided in two-dose injection 

kits) and repeat as necessary while awaiting emergency services. The patient should 
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be monitored in an urgent care facility for a minimum of four hours.52 55 Consider 

other causes of collapse, such as overdose with other drugs, benzodiazepines, alcohol, 

and medical conditions such as seizure, sepsis, and head trauma. 

Phase 4: early recovery 
The key principle of early recovery is to promote stability by addressing health 

and social needs, recognising that the social determinants and bio-psychosocial 

outcomes of opioid dependence are interdependent.11 12 Stability is enhanced by 

adherence to opioid agonist treatment, regular contact with a keyworker, and 

addressing other needs, such as healthcare, housing, and safeguarding of children.12 18 

Aftercare programmes include mutual aid groups, education, training, and 

employment support to enhance self-esteem and self-efficacy. Independent support 

networks include “SMART” groups and “Narcotics Anonymous,” which offer peer 

support and build social capital to sustain recovery.12 

Box start 
Education into practice 
• How might using the chronic condition model of care for patients who use illicit 

opioids affect how you consult? 

• How might you increase patient, carer, and community level uptake of education 
and training in the management of overdose, including how to administer 
naloxone? 

Box end 

Box start 
How patients were involved in the creation of this article 
Neil Dolan has lived experience of enhanced care for opioid use and works in drug 
and alcohol services in primary care. 
Box end 

Box start 
Sources and selection criteria 
We reviewed national and international English language clinical management 
guidelines from the World Health Organization, the UK, the European Union, 
Canada, and the United States of America. In addition, we used the Cochrane 
database to identify relevant systematic reviews, undertook a PubMed search for 
relevant systematic reviews, and hand searched the guideline references for original 
research relevant to the clinical management approach to illicit opioid use. 
Box end 

Box start 
Areas for future research 
Would novel research methodologies (for example use of incentives or experience 

based co-design) optimise recruitment and address high attrition rates in 
intervention and cohort studies? 
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Which interventions improve outcomes of healthcare for physical-mental 
multimorbidity in the illicit opioid user and where should these interventions be 
provided? 

Are diversified opioid agonist treatment regimens (such as slow or immediate-release 
oral diacetylmorphine, inhaled opioid agonist treatment, or supervised injected 
heroin assisted treatment) cost effective and generalisable interventions? 

Box end 

Box start 
Online resources for patients who use illicit opioids and/or other substances 
Alcohol and drug misuse prevention and treatment guidance. www.gov.uk 

WHO—Treatment of opioid dependence. www.who.int 

Get help with problematic substance use. www.canada.ca 

Addiction and dependency. www.mind.org.uk 

Substance abuse and addiction—the essentials. www.militaryonesource.mil 

Choice of OAT: 
https://www.choiceandmedication.org/sabp/generate/handyfactsheetmethadonevs
buprenorphine.pdf 

Box end 

Box start 
Continuing medical education resources for healthcare professionals 
Principles of drug addiction treatment: a research-based guide (third edition). 

www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-
based-guide-third-edition/resources 

American Society of Addiction Medicine—resource links. 
www.asam.org/resources/public-resources/resource-links 

Opioid dependence. www.cks.nice.org.uk/opioid-dependence 

Standards and guidelines for practices. www.emcdda.europa.eu/best-
practice/standards/treatment 

Guidelines for the psychosocially assisted pharmacological treatment of opioid 
dependence. 
www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf 

Box end 

Contributorship I, Caroline Mitchell, the lead author (the manuscript’s guarantor) 
affirm that the manuscript is an honest, accurate, and transparent account of the 
review being reported; that no important aspects of the review have been omitted; and 
that any discrepancies from the review as planned (and, if relevant, registered) have 
been explained. 

Competing interests The BMJ has judged that there are no disqualifying financial 
ties to commercial companies. The authors declare the following other interests: none. 

Further details of The BMJ policy on financial interests are here: 
https://www.bmj.com/about-bmj/resources-authors/forms-policies-and-
checklists/declaration-competing-interests 

Provenance and peer review: commissioned; externally peer reviewed. 

<jrn>1 Degenhardt L, Peacock A, Colledge S, et al. Global prevalence of injecting 
drug use and sociodemographic characteristics and prevalence of HIV, HBV, and 

http://www.gov.uk/
http://www.who.int/
http://www.canada.ca/
http://www.mind.org.uk/
http://www.militaryonesource.mil/
https://www.choiceandmedication.org/sabp/generate/handyfactsheetmethadonevsbuprenorphine.pdf
https://www.choiceandmedication.org/sabp/generate/handyfactsheetmethadonevsbuprenorphine.pdf
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/resources
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/resources
http://www.asam.org/resources/public-resources/resource-links
http://www.cks.nice.org.uk/opioid-dependence
http://www.emcdda.europa.eu/best-practice/standards/treatment
http://www.emcdda.europa.eu/best-practice/standards/treatment
http://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
https://www.bmj.com/about-bmj/resources-authors/forms-policies-and-checklists/declaration-competing-interests
https://www.bmj.com/about-bmj/resources-authors/forms-policies-and-checklists/declaration-competing-interests


Item: BMJ-UK; Article ID: mitc050733; 
Article Type: Standard article; TOC Heading: Practice; DOI: 10.1136/bmj.m710 

Page 12 of 16 

HCV in people who inject drugs: a multistage systematic review. Lancet Glob Health 
2017;5:e1192-207. doi:10.1016/S2214-109X(17)30375-3. PubMed</jrn> 
<eref>2 Adult substance misuse statistics from the National Drug Treatment 
Monitoring System (NDTMS) 1 April 2017 to 31 March 2018. Public Health 
England. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/752993/AdultSubstanceMisuseStatisticsfromNDTMS2017-18.pdf</eref> 
<jrn>3 Mathers BM, Degenhardt L, Bucello C, Lemon J, Wiessing L, Hickman M. 
Mortality among people who inject drugs: a systematic review and meta-analysis. 
Bull World Health Organ 2013;91:102-23. PubMed 
doi:10.2471/BLT.12.108282</jrn> 
<eref>4 European Monitoring Centre for Drugs and Drug Addiction. European 
Drug Report 2017: trends and developments, Publications Office of the European 
Union, Luxembourg. 2017. http://www.emcdda.europa.eu/edr2017</eref> 
<jrn>5 Banerjee G, Edelman EJ, Barry DT, et al. Non-medical use of prescription 
opioids is associated with heroin initiation among US veterans: a prospective cohort 
study. Addiction 2016;111:2021-31. PubMed doi:10.1111/add.13491</jrn> 
<jrn>6 Rudd RA, Seth P, David F, Scholl L. Increases in drug and opioid-involved 
overdose deaths—United States, 2010-2015. MMWR Morb Mortal Wkly Rep 
2016;65:1445-52. PubMed doi:10.15585/mmwr.mm655051e1</jrn> 
<eref>7 Public Health Agency of Canada. National report: apparent opioid-
related deaths in Canada (Jan 2016-March 2017). https://www.canada.ca/en/public-
health/services/publications/healthy-living/apparent-opioid-related-deaths-report-
2016.html.</eref> 
<eref>8 European Drug Report 2017—EMCDDA highlights growing threats 
posed by new and established substances Lisbon. 2019. 
http://www.emcdda.europa.eu/news/2017/6/european-drug-report-2017-
highlights.</eref> 
<eref>9 Oliver P, Forrest R, Keen J. Benzodiazepines and cocaine as risk 
factors in fatal opioid overdoses. National Treatment Agency for Substance Misuse, 
England April 2007. 
https://pdfs.semanticscholar.org/0e5f/e51181891cb99309cbb731417447f65f9d33.pdf
</eref> 
<bok>10 Roxburgh A, Dobbins T, Degenhardt L, Peacock A. Opioid-, 
amphetamine-, and cocaine-induced deaths in Australia: August 2018. National Drug 
and Alcohol Research Centre, 2018.</bok> 
<eref>11 Guidelines for the psychosocially assisted pharmacological treatment 
of opioid dependence. 1. Opioid-related disorders—drug therapy. 2. Opioid-related 
disorders—psychology. 3. Substance abuse—prevention and control. 4. Guidelines. I. 
World Health Organization. Dept. of Mental Health and Substance Abuse. 
https://apps.who.int/iris/bitstream/handle/10665/43948/9789241547543_eng.pdf;seq
uence=1</eref> 
<eref>12 Clinical Guidelines on Drug Misuse and Dependence Update. 2017. 
Independent Expert Working Group (2017). Drug misuse and dependence: UK 
guidelines on clinical management. London: Department of Health. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/673978/clinical_guidelines_2017.pdf</eref> 

https://doi.org/10.1016/S2214-109X(17)30375-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29074409&dopt=Abstract
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/752993/AdultSubstanceMisuseStatisticsfromNDTMS2017-18.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/752993/AdultSubstanceMisuseStatisticsfromNDTMS2017-18.pdf
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23554523&dopt=Abstract
https://doi.org/10.2471/BLT.12.108282
http://www.emcdda.europa.eu/edr2017
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27552496&dopt=Abstract
https://doi.org/10.1111/add.13491
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28033313&dopt=Abstract
https://doi.org/10.15585/mmwr.mm655051e1
https://www.canada.ca/en/public-health/services/publications/healthy-living/apparent-opioid-related-deaths-report-2016.html
https://www.canada.ca/en/public-health/services/publications/healthy-living/apparent-opioid-related-deaths-report-2016.html
https://www.canada.ca/en/public-health/services/publications/healthy-living/apparent-opioid-related-deaths-report-2016.html
http://www.emcdda.europa.eu/news/2017/6/european-drug-report-2017-highlights
http://www.emcdda.europa.eu/news/2017/6/european-drug-report-2017-highlights
https://pdfs.semanticscholar.org/0e5f/e51181891cb99309cbb731417447f65f9d33.pdf
https://pdfs.semanticscholar.org/0e5f/e51181891cb99309cbb731417447f65f9d33.pdf
https://apps.who.int/iris/bitstream/handle/10665/43948/9789241547543_eng.pdf;sequence=1
https://apps.who.int/iris/bitstream/handle/10665/43948/9789241547543_eng.pdf;sequence=1
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/673978/clinical_guidelines_2017.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/673978/clinical_guidelines_2017.pdf


Item: BMJ-UK; Article ID: mitc050733; 
Article Type: Standard article; TOC Heading: Practice; DOI: 10.1136/bmj.m710 

Page 13 of 16 

<eref>13 Strang J, Drummond C, McNeil A, Lader M, Marsden J. Annual 
Report of the Chief Medical Officer 2013. Public mental health priorities: investing in 
the evidence Ch. 16: Addictions, dependence, and substance use. 
https://www.kcl.ac.uk/ioppn/depts/addictions/news/CMO-report-Addictions-
Strangetal-chapter16-2014.pdf.</eref> 
<jrn>14 Parmenter J, Mitchell C, Keen J, et al. Predicting biopsychosocial 
outcomes for heroin users in primary care treatment: a prospective longitudinal cohort 
study. Br J Gen Pract 2013;63:e499-505. PubMed doi:10.3399/bjgp13X669220</jrn> 
<eref>15 Guidelines for the Psychosocially Assisted Pharmacological Treatment 
of Opioid Dependence. Annex 3 ICD-10 codes for conditions covered in these 
guidelines. https://www.ncbi.nlm.nih.gov/books/NBK143174/</eref> 
<eref>16 The ICD-10 Classification of Mental and Behavioural Disorders. 
Clinical descriptions and diagnostic guidelines. World Health Organization. 
https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=
</eref> 
<eref>17 Opioid Dependence Clinical Knowledge Summary, National Institute 
for Health and Care Excellence. Revised April 2017. https://cks.nice.org.uk/opioid-
dependence</eref> 
<eref>18 Advisory Council on the Misuse of Drugs. Hidden harm: report on 
children of drug users. 2011. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/120620/hidden-harm-full.pdf</eref> 
<jrn>19 Livingston JD, Milne T, Fang ML, Amari E. The effectiveness of 
interventions for reducing stigma related to substance use disorders: a systematic 
review. Addiction 2012;107:39-50. PubMed doi:10.1111/j.1360-
0443.2011.03601.x</jrn> 
<jrn>20 Hulin J, Brodie A, Stevens J, Mitchell C. Prevalence of respiratory 
conditions among people who use illicit opioids: a systematic review. Addiction 2019. 
doi:10.1111/add.14870. PubMed</jrn> 
<jrn>21 Grischott T, Falcato L, Senn O, Puhan MA, Bruggmann P. Chronic 
obstructive pulmonary disease (COPD) among opioid-dependent patients in agonist 
treatment. A diagnostic study. Addiction 2019;114:868-76. PubMed 
doi:10.1111/add.14559</jrn> 
<unknown>22. Mitchell CA, Pitt A, Hulin J, et al. Respiratory health screening for 
opiate misusers in a specialist community clinic: a mixed-methods pilot study, with 
integrated staff and service user feedback. BMJ Open 2016;1:e012823.</unknown> 
<jrn>23 Bawor M, Bami H, Dennis BB, et al. Testosterone suppression in 
opioid users: a systematic review and meta-analysis. Drug Alcohol Depend 
2015;149:1-9. 
https://www.sciencedirect.com/science/article/pii/S0376871615000733. PubMed 
doi:10.1016/j.drugalcdep.2015.01.038</jrn> 
<jrn>24 Hallinan R, Byrne A, Agho K, McMahon C, Tynan P, Attia J. Erectile 
dysfunction in men receiving methadone and buprenorphine maintenance treatment. J 
Sex Med 2008;5:684-92. PubMed doi:10.1111/j.1743-6109.2007.00702.x</jrn> 
<jrn>25 Sohal H, Eldridge S, Feder G. The sensitivity and specificity of four 
questions (HARK) to identify intimate partner violence: a diagnostic accuracy study 
in general practice. BMC Fam Pract 2007;8:49. PubMed doi:10.1186/1471-2296-8-
49</jrn> 

https://www.kcl.ac.uk/ioppn/depts/addictions/news/CMO-report-Addictions-Strangetal-chapter16-2014.pdf
https://www.kcl.ac.uk/ioppn/depts/addictions/news/CMO-report-Addictions-Strangetal-chapter16-2014.pdf
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23834887&dopt=Abstract
https://doi.org/10.3399/bjgp13X669220
https://www.ncbi.nlm.nih.gov/books/NBK143174/
https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=
https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=
https://cks.nice.org.uk/opioid-dependence
https://cks.nice.org.uk/opioid-dependence
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/120620/hidden-harm-full.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/120620/hidden-harm-full.pdf
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21815959&dopt=Abstract
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31692109&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30675957&dopt=Abstract
https://doi.org/10.1111/add.14559
https://www.sciencedirect.com/science/article/pii/S0376871615000733
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25702934&dopt=Abstract
https://doi.org/10.1016/j.drugalcdep.2015.01.038
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18093096&dopt=Abstract
https://doi.org/10.1111/j.1743-6109.2007.00702.x
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17727730&dopt=Abstract
https://doi.org/10.1186/1471-2296-8-49
https://doi.org/10.1186/1471-2296-8-49


Item: BMJ-UK; Article ID: mitc050733; 
Article Type: Standard article; TOC Heading: Practice; DOI: 10.1136/bmj.m710 

Page 14 of 16 

<unknown>26. Taft A, O’Doherty L, Hegarty K, Ramsay J, Davidson L, Feder G. 
Screening women for intimate partner violence in healthcare settings. Cochrane 
Database Syst Rev 2013(4). Accessed 18th December 2019.</unknown> 
<eref>27 The ICD-10 Classification of Mental and Behavioural Disorders. 
Clinical descriptions and diagnostic guidelines. World Health Organization. F10-F19 
Mental and behavioural disorders due to psychoactive substance use. 
https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=
1</eref> 
<eref>28 Portugal CDR. 2017. 
http://www.emcdda.europa.eu/system/files/publications/4508/TD0116918ENN.pdf</
eref> 
<bok>29 McConnaughy E, Prochaska J, Velicer W. Health Behavior: theory, 
research, and practice. eds. Glanz K, Rimer BK, Viswanath K, 1983, 5th ed.; 
20:3.</bok> 
<jrn>30 Prochaska JO, Velicer WF. The transtheoretical model of health 
behavior change. Am J Health Promot 1997;12:38-48. PubMed doi:10.4278/0890-
1171-12.1.38</jrn> 
<jrn>31 Nordt C, Vogel M, Dey M, et al. One size does not fit all-evolution of 
opioid agonist treatments in a naturalistic setting over 23 years. Addiction 
2019;114:103-11. https://onlinelibrary.wiley.com/doi/full/10.1111/add.14442. 
PubMed doi:10.1111/add.14442</jrn> 
<eref>32 National Institute for Health and Care Excellence. Methadone and 
buprenorphine for the management of opioid dependence. Technology Appraisal 
Guidance TA114. 2007. www.nice.org.uk/guidance/TA114.</eref> 
<jrn>33 Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine 
maintenance versus placebo or methadone maintenance for opioid dependence. 
Cochrane Database Syst Rev 2014;2:CD002207. PubMed 
doi:10.1002/14651858.CD002207.pub4</jrn> 
<jrn>34 Amato L, Davoli M, Minozzi S, Ferroni E, Ali R, Ferri M. Methadone 
at tapered doses for the management of opioid withdrawal. Cochrane Database Syst 
Rev 2013;2:CD003409. PubMed doi:10.1002/14651858.CD003409.pub4</jrn> 
<unknown>35. Strang J, Hall W, Hickman M, Bird SM. Impact of supervision of 
methadone consumption on deaths related to methadone overdose (1993-2008): 
analyses using OD4 index in England and Scotland. BMJ 
2010;16;341:c4851.</unknown> 
<eref>36 National Institute for Health and Care Excellence. Naltrexone for the 
management of opioid dependence. Technology Appraisal Guidance TA115. 2007. 
www.nice.org.uk/guidance/ta115</eref> 
<jrn>37 Sordo L, Barrio G, Bravo MJ, et al. Mortality risk during and after 
opioid substitution treatment: systematic review and meta-analysis of cohort studies. 
BMJ 2017;357:j1550. PubMed doi:10.1136/bmj.j1550</jrn> 
<jrn>38 Collins FS, Koroshetz WJ, Volkow ND. Helping to end addiction over 
the long-term: the research plan for the NIH HEAL initiative. JAMA 2018;320:129-
30. PubMed doi:10.1001/jama.2018.8826</jrn> 
<jrn>39 Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine 
maintenance versus placebo or methadone maintenance for opioid dependence. 
Cochrane Database Syst Rev 2014;2:CD002207. PubMed 
doi:10.1002/14651858.CD002207.pub4</jrn> 

https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=1
https://www.who.int/substance_abuse/terminology/ICD10ClinicalDiagnosis.pdf?ua=1
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10170434&dopt=Abstract
https://doi.org/10.4278/0890-1171-12.1.38
https://doi.org/10.4278/0890-1171-12.1.38
https://onlinelibrary.wiley.com/doi/full/10.1111/add.14442
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30209840&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30209840&dopt=Abstract
https://doi.org/10.1111/add.14442
http://www.nice.org.uk/guidance/TA114
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24500948&dopt=Abstract
https://doi.org/10.1002/14651858.CD002207.pub4
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23450540&dopt=Abstract
https://doi.org/10.1002/14651858.CD003409.pub4
http://www.nice.org.uk/guidance/ta115
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28446428&dopt=Abstract
https://doi.org/10.1136/bmj.j1550
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29896636&dopt=Abstract
https://doi.org/10.1001/jama.2018.8826
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24500948&dopt=Abstract
https://doi.org/10.1002/14651858.CD002207.pub4


Item: BMJ-UK; Article ID: mitc050733; 
Article Type: Standard article; TOC Heading: Practice; DOI: 10.1136/bmj.m710 

Page 15 of 16 

<eref>40 National Institute for Health and Care Excellence. Drug misuse in over 
16s: opioid detoxification. Clinical Guideline CG52. 2007. 
www.nice.org.uk/guidance/cg52</eref> 
<jrn>41 Blanco C, Volkow ND. Management of opioid use disorder in the 
USA: present status and future directions. Lancet 2019;393:1760-72. PubMed 
doi:10.1016/S0140-6736(18)33078-2</jrn> 
<eref>42 National Institute for Health and Care Excellence. Drug misuse in over 
16s: psychosocial interventions. Clinical Guideline CG51. 2007. 
www.nice.org.uk/guidance/cg51</eref> 
<jrn>43 Rollnick S, Butler CC, Kinnersley P, Gregory J, Mash B. Motivational 
interviewing. BMJ 2010;340:c1900. PubMed doi:10.1136/bmj.c1900</jrn> 
<eref>44 Public Health England. Drugs commissioning support pack 2019-20: 
principles and indicators. Planning for drug prevention, treatment and recovery in 
adults. 2018. https://www.gov.uk/government/publications/alcohol-drugs-and-
tobacco-commissioning-support-pack/drugs-commissioning-support-pack-2019-to-
20-principles-and-indicators</eref> 
<jrn>45 Dunn C, Deroo L, Rivara FP. The use of brief interventions adapted 
from motivational interviewing across behavioral domains: a systematic review. 
Addiction 2001;96:1725-42. PubMed doi:10.1046/j.1360-
0443.2001.961217253.x</jrn> 
<eref>46 World Health Organization. Department of Mental Health, Substance 
Abuse, World Health Organization, International Narcotics Control Board, United 
Nations Office on Drugs, Crime. Guidelines for the psychosocially assisted 
pharmacological treatment of opioid dependence. World Health Organization; 2009. 
https://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
</eref> 
<jrn>47 Rosic T, Naji L, Bawor M, et al. The impact of comorbid psychiatric 
disorders on methadone maintenance treatment in opioid use disorder: a prospective 
cohort study. Neuropsychiatr Dis Treat 2017;13:1399-408. PubMed 
doi:10.2147/NDT.S129480</jrn> 
<jrn>48 Drake RE, Mercer-McFadden C, Mueser KT, McHugo GJ, Bond GR. 
Review of integrated mental health and substance abuse treatment for patients with 
dual disorders. Schizophr Bull 1998;24:589-608. PubMed 
doi:10.1093/oxfordjournals.schbul.a033351</jrn> 
<eref>49 Advisory Council on the Misuse of Drugs. Consideration of the use of 
foil, as an intervention, to reduce the harms of injecting heroin. 2010. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/119107/foil-report.pdf</eref> 
<jrn>50 McDonald R, Strang J. Are take-home naloxone programmes 
effective? Systematic review utilizing application of the Bradford Hill criteria. 
Addiction 2016;111:1177-87. PubMed doi:10.1111/add.13326</jrn> 
<jrn>51 Beletsky L, Rich JD, Walley AY. Prevention of fatal opioid overdose. 
JAMA 2012;308:1863-4. PubMed doi:10.1001/jama.2012.14205</jrn> 
<eref>52 Substance abuse and mental health services administration. SAMHSA 
opioid overdose prevention toolkit. HHS Publication No. (SMA) 16-4742. Rockville, 
MD: Substance Abuse and Mental Health Services Administration, 2016. 
https://store.samhsa.gov/system/files/five-essential-steps-for-first-
responders.pdf</eref> 

http://www.nice.org.uk/guidance/cg52
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30878228&dopt=Abstract
https://doi.org/10.1016/S0140-6736(18)33078-2
http://www.nice.org.uk/guidance/cg51
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20423957&dopt=Abstract
https://doi.org/10.1136/bmj.c1900
https://www.gov.uk/government/publications/alcohol-drugs-and-tobacco-commissioning-support-pack/drugs-commissioning-support-pack-2019-to-20-principles-and-indicators
https://www.gov.uk/government/publications/alcohol-drugs-and-tobacco-commissioning-support-pack/drugs-commissioning-support-pack-2019-to-20-principles-and-indicators
https://www.gov.uk/government/publications/alcohol-drugs-and-tobacco-commissioning-support-pack/drugs-commissioning-support-pack-2019-to-20-principles-and-indicators
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11784466&dopt=Abstract
https://doi.org/10.1046/j.1360-0443.2001.961217253.x
https://doi.org/10.1046/j.1360-0443.2001.961217253.x
https://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
https://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28579787&dopt=Abstract
https://doi.org/10.2147/NDT.S129480
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9853791&dopt=Abstract
https://doi.org/10.1093/oxfordjournals.schbul.a033351
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/119107/foil-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/119107/foil-report.pdf
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27028542&dopt=Abstract
https://doi.org/10.1111/add.13326
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23150005&dopt=Abstract
https://doi.org/10.1001/jama.2012.14205
https://store.samhsa.gov/system/files/five-essential-steps-for-first-responders.pdf
https://store.samhsa.gov/system/files/five-essential-steps-for-first-responders.pdf


Item: BMJ-UK; Article ID: mitc050733; 
Article Type: Standard article; TOC Heading: Practice; DOI: 10.1136/bmj.m710 

Page 16 of 16 

<jrn>53 Cornish R, Macleod J, Strang J, Vickerman P, Hickman M. Risk of 
death during and after opiate substitution treatment in primary care: prospective 
observational study in UK General Practice Research Database. BMJ 
2010;341:c5475. PubMed doi:10.1136/bmj.c5475</jrn> 
<jrn>54 Merrall EL, Kariminia A, Binswanger IA, et al. Meta-analysis of drug-
related deaths soon after release from prison. Addiction 2010;105:1545-54. 
doi:10.1111/j.1360-0443.2010.02990.x. PubMed</jrn> 
<eref>55 The UK Resuscitation Council ABCDE Guidance. 
https://www.resus.org.uk/resuscitation-guidelines/abcde-approach</eref> 
<jrn>56 O’Donnell P, Lawson E. Managing physical health problems in people 
who inject drugs. Br J Gen Pract 2016;66:48-9. PubMed 
doi:10.3399/bjgp16X683365</jrn> 
<jrn>57 Han B, Gfroerer JC, Colliver JD. Associations between duration of 
illicit drug use and health conditions: results from the 2005-2007 national surveys on 
drug use and health. Ann Epidemiol 2010;20:289-97. PubMed 
doi:10.1016/j.annepidem.2010.01.003</jrn> 
<jrn>58 De Alba I, Samet JH, Saitz R. Burden of medical illness in drug- and 
alcohol-dependent persons without primary care. Am J Addict 2004;13:33-45. 
PubMed doi:10.1080/10550490490265307</jrn> 
<jrn>59 Larney S, Peacock A, Leung J, et al. Global, regional, and country-
level coverage of interventions to prevent and manage HIV and hepatitis C among 
people who inject drugs: a systematic review. Lancet Glob Health 2017;5:e1208-20. 
PubMed doi:10.1016/S2214-109X(17)30373-X</jrn> 
<eref>60 Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M. Fair 
society, healthy lives. Marmot Rev 2010. http://www.alpbach.org/wp-
content/uploads/2013/04/Marmot-Michael.pdf</eref> 
<jrn>61 Rhodes T. The ‘risk environment’: a framework for understanding and 
reducing drug-related harm. Int J Drug Policy 2002;13:85-94. 
https://www.ijdp.org/article/S0955-3959(02)00007 doi:10.1016/S0955-
3959(02)00007-5.</jrn> 

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20978062&dopt=Abstract
https://doi.org/10.1136/bmj.c5475
https://doi.org/10.1111/j.1360-0443.2010.02990.x
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20579009&dopt=Abstract
https://www.resus.org.uk/resuscitation-guidelines/abcde-approach
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26719479&dopt=Abstract
https://doi.org/10.3399/bjgp16X683365
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20171900&dopt=Abstract
https://doi.org/10.1016/j.annepidem.2010.01.003
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14766436&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14766436&dopt=Abstract
https://doi.org/10.1080/10550490490265307
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29074410&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29074410&dopt=Abstract
https://doi.org/10.1016/S2214-109X(17)30373-X
http://www.alpbach.org/wp-content/uploads/2013/04/Marmot-Michael.pdf
http://www.alpbach.org/wp-content/uploads/2013/04/Marmot-Michael.pdf
https://www.ijdp.org/article/S0955-3959(02)00007
https://doi.org/10.1016/S0955-3959(02)00007-5
https://doi.org/10.1016/S0955-3959(02)00007-5

