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INTRODUCTION

1. Legal framework

Since the Belgian Federal Drug policy note in 2001, a legal framework
has been developed for the prescription and administration of OST. In
2002, the law of 22 August 2002 (B.S., 1 October 20021), provided a legal
basis for substitution treatment in Belgium, almost 10 years after the
consensus conference on methadone treatment of 1994.

Two Royal Decrees determine the conditions of substitution treatment
in Belgium. In 2004, a Royal Decree on substitution treatments was
adopted in order to implement the law of 2002.2 In 2006 a Royal Decree
was adopted, which modified the 2004 Royal Decree on substitution
treatment to a large extend.

Article 2 of the 2006 Royal Decree clearly states the essential conditions
for physicians who prescribe substitution medication. Any physician
who prescribes substitution treatment to at least two patients should be
registered in a specialised centre for drug treatment or should be part
of a network for the treatment of drug users. A physician who pre-
scribes OST is required to follow the scientific recommendations
regarding OST, should monitor the psychosocial support of OST clients
(which does not imply providing the support him- or herself). The phy-
sician needs to register the characteristics of the client and the medical
treatment in his client’s medical record. The prescribing physician
should follow specialised training or should prove his expertise regard-
ing OST in another way.3

In 2009, a workgroup under the guidance of the Federal Agency of
Medication and Health Products which was assigned to conduct an
evaluation of the different aspects of the Royal Decree, as well as to

1 Wet van 22 augustus 2002 strekkende tot de wettelijke regeling van behandelingen met vervan-
gingsmiddelen en tot wijziging van de wet van 24 februari 1921 betreffende het verhandelen
van de giftstoffen, slaapmiddelen en verdovende middelen, ontsmettingsstoffen en antiseptica,
B.S. 01 oktober 2002
In article 2 of this law it is being stated that a medical practitioner cannot be punished when
prescribing controlled substances for treatment.

2 Koninklijk Besluit van 19 maart 2004 tot reglementering van de behandeling van vervangings-
middelen, B.S. 3 april 2004

3 Koninklijk besluit van 6 oktober 2006 tot wijziging van het koninklijk besluit van 19 maart 2004
tot reglementering van de behandeling met vervangingsmiddelen, B.S. 01 december 2006.



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

2

develop recommendations for its improved implementation of OST. In
2010, the General Drugs Policy Cell stressed the importance of the
development of a registration system to avoid medical shopping as
well as to map the OST prescriptions and client characteristics.

In 2011, the current Minister of Public Health and Social Affairs, Minis-
ter Onkelinx, ordered the development of a new Royal Decree. The
Federal Agency for Medicines and Health Products and the Federal
Service of Public Health developed a proposal for this decree, taking
into account the preliminary findings of the SUBANOP-study.

In December 2012, the final proposal was submitted to the Belgian pri-
vacy commission,. The new Royal Decree is to be operational in July
2013.

In the beginning of 2010, the Inter-ministerial Conference on Drugs
approved the Communal Declaration on a global and integrated drug
policy, which was prepared by the General Drugs Policy Cell. With
regard to OST, the declaration states that substitution therapy is just
one element of harm reduction; medical and psychosocial support,
treatment and social reintegration are other essential elements as well.
In this respect, involving primary care workers in the treatment process
is important. The latter can be achieved through training and support
by MSSCs as well as through their inclusion in the current system of
registration for OST. Finally, the declaration stated that incarcerated
opiate dependent persons should have access to OST.

2. Goals of the study and methodology

In response to the emerging opiate use, substitution treatment first
appeared in the EU in the late 1960s (EMCDDA, 2000). Several interna-
tional studies show that substitution treatment is effective in reducing
crime (Schwarts et al., 2009), reducing risks (Keen, Oliver, Rowse, &
Mathers, 2003), reducing morbidity and mortality (Moller, Karym-
baeva, Subata & Kiaer, 2009) reducing heroin use (Amato, Davolia,
Peruccia, Ferria, Faggiano, & Mattick, 2005), reducing the use of other
illegal drugs (Masson et al., 2004), increasing treatment retention
(Amato et al., 2005) and increasing individual’s quality of life regarding
employment, housing status and education (Vanagas, Padaiga & Bag-
donas, 2010).
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Substitution treatment has been studied in several studies in Belgium
as well (Reggers, Somers & Richy, 2006; Ledoux, Brohée & Lagrain,
2004; Ledoux, et al., 2005; Pelc et al., 2004; De Maeyer et al., 2011). How-
ever, policymakers and fieldworkers point at various gaps in the
knowledge on substitution treatment in Belgium, in particular regard-
ing substitution treatment in settings outside MSSCs (e.g. in (psychiat-
ric) hospitals), on the characteristics of clients receiving substitution
therapy and on challenges and obstacles in the provision of this type of
treatment.

The full spectrum of pharmacological and psychosocial interventions
for the treatment of opiate dependent individuals was incorporated in
this study, except the use of alternative medicines (e.g. ibogaine) and
supervised/assisted heroin treatment. Since the focus of the study on
substitution treatment for opiate dependence, opiate pain management
was excluded as well.

The aim of the SUBANOP-research was to provide an extensive and
up-to-date overview of key elements of substitution treatment in Bel-
gium. Following research objectives can be distinguished:

1. A critical analyses of the available review studies and meta-analy-
ses on substitution treatment (chapter 1).

2. The development of an inventory of the current provision of sub-
stitution treatment in Belgium in terms of type, number, geograph-
ical spread, and organisation, as well as mapping out the current
provision of training, education and intervision for providers of
substitution treatment in Belgium (chapter 2).

3. Make an assessment of the psychosocial profile of clients in substi-
tution treatment through a secondary data-analyses of existing
data (chapter 3), as well as a measurement of treatment satisfaction
of clients in various types of substitution treatment (chapter 4).

4. Provide insight in the provision and application of psychosocial
support in OST in Belgium.

5. Develop a feasible, evidence-based guideline for the treatment and
support of opiate-dependent individuals in substitution treatment,
with particular attention for the operationalization of psychosocial
support and the available WHO guidelines.

6. Draw up an overview of obstacles related to the provision of OST
in Belgium (e.g. application of psychosocial support, hard-to-reach
populations, referral, follow-up).
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7. Develop policy and practice recommendations to overcome identi-
fied obstacles.

To answer these research objectives, the study applied a multi-method
research design. Methodological triangulation was realized by using
both qualitative and quantitative methods (Dale, 1995). The strength of
multi-method research is that it can overcome the weaknesses of one
method by the use of another method and that the scope of the research
can be expanded (Creswell, Plano Clark, Gutmann, & Hanson, 2003;
Johnson & Onwuegbuzie, 2004; Onwuegbuzie & Leech, 2005). Moreo-
ver, the research was executed by a multidisciplinary research team,
consisting of criminologists, social workers, orthopedagogues, psychol-
ogists, lawyers, medical doctors and sociologists.

The study was reviewed and approved by the Ethical Committee of the
Ghent University Hospital (Belgium), the Federal Government Service
of Public Health and the Belgian Privacy Commission. In addition, the
use of databases has been approved by the Belgian Commission for the
Protection of the Privacy and by the ethical committee of the Faculty of
Law of the Ghent University (coordinating university of this project).

Quantitative interviews were set up to get insight in the treatment char-
acteristics, substance use history, treatment satisfaction and quality of
life of opiate-dependent individuals in substitution treatment. Qualita-
tive in-depth interviews focused on participants’ experiences with psy-
chosocial support (e.g. availability, frequency, content) and substitution
treatment in general.

In order to adapt available guidelines on psychosocial support in sub-
stitution treatment to the Belgian context, a two-round electronic Del-
phi survey was organized. The Delphi-method is an interactive
research method, which involves a panel of experts who reply to ques-
tions/statements in several rounds (McIlrath, Keeney, McKenna &
McLaughlin, 2009; Skulmoski, Hartman & Krahn, 2007). The Delphi-
method is a useful consensus method and was used to identify and
obtain consensus on experts’ views on psychosocial support in substi-
tution treatment.

Finally three focus group were organized – one in each Belgian region
(Brussels, Flanders and Wallonia to formulate policy recommendations
and identify good practices, in order to optimize the organization of
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OST in Belgium. The topics of the focus groups were based upon the
results of research in the preceding work packages and were comple-
mented with the suggestions of the members of the guiding committee.
As a result, the following topics were discussed in each focus group:
the identification of various target groups in OST and the type of serv-
ice they can/should receive; the integration of primary care into OST;
the integration of OST in (general or psychiatric) hospitals; and the
optimization of the organization of the collaboration between sectors.

Given the scientific and policy relevance the 2009 WHO guidelines for
the Psychosocially Assisted Pharmacological Treatment of Opiate
Dependence (WHO, 2009), these guidelines formed the framework of
the SUBANOP-study and they were used as a benchmark for the for-
mulation of practice and policy recommendations.
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Chapter 1 SUBSTITUTION TREATMENT FOR 
OPIATE DEPENDENT INDIVIDUALS: 
A REVIEW OF INTERNATIONAL 
LITERATURE

Valérie Smet
Freya Vander Laenen

Margaux Buckinx

1.1. Background

Opiates are recognized as substances with an extremely high abuse
potential. Opiate dependence4 is often considered a chronic relapsing
disease, caused by a combination of genetic, drug-induced and envi-
ronmental factors (van den Brink & Haasen, 2006). This dependence is
associated with a multitude of health and social concerns for individual
users and society at large (van den Brink & Haasen, 2006; WHO, 2009;
Veilleux, Colvin, Anderson, York & Heinz, 2010; UNOCD, 2011). Physi-
cal, psychological and social harm such as (an increased risk for) HIV
and hepatitis C virus infections (HCV), delinquency, unemployment,
legal issues and interpersonal breakdowns are substantial (van den
Brink & Haasen, 2006; Vielleux et al., 2010). Furthermore opiates
account for the greatest share in drug related morbidity and mortality
in the European Union (EMCDDA, 2010a&b).

Even though the prevalence of opiate use is relatively low compared to
other drugs5, opiates dominate treatment with a disproportionately
high percentage of demand (EMCDDA, 2010a&b). Data suggest that in
European countries one in every four to five opiate users ends up in

4 “The Tenth Revision of the International Classification of Diseases and Health Problems (ICD-
10) defines the dependence syndrome as being a cluster of physiological, behavioral, and cog-
nitive phenomena in which the use of a substance or a class of substances takes on a much
higher priority for a given individual than other behaviours that once had greater value. A
central descriptive characteristic of the dependence syndrome is the desire (often strong, some-
times overpowering) to take the psychoactive drugs (which may or not have been medically
prescribed), alcohol, or tobacco.” (; The ICD-10 is the international standard diagnostic classi-
fication for all general epidemiological, many health management purposes and clinical use.
ICD-10 was endorsed by the Forty-third World Health Assembly in May 1990 and came into
use in WHO Member States as from 1994 (http://www.who.int/classifications/icd/en/).

5 Opiates are the third most widely used group of substances after cannabis and amphetamine-
type stimulants (ATS).
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treatment (EMCDDA, 2010a&b). Opiates (notably heroin) are also over-
represented in terms of problematic use. For 2008, estimates pointed to
1.2-1.5 million problem opiate users6 in the European Union (UNODC
2011; EMCDDA, 2010b). In most cases, long-term or even life-long
treatment will be required. The aim of treatment services in such
instances is not only to reduce or stop opiate use, but also to improve
health and social functioning (WHO, 2009).

Opiate substitution treatment (OST) first appeared in Europe in the late
1960s, in response to the emerging and later expanding opiate use. This
type of treatment was first introduced in Sweden, followed shortly by
the Netherlands, the United Kingdom and Denmark, though with lim-
ited provision and often in the context of abstinence-oriented programs
(Solberg, Burkhart & Nilson, 2002; Hedrich, Pirona & Wiessing, 2008;
EMCDDA, 2010). From the late 1980s on, the adoption of OST acceler-
ated (EMCDDA, 2000; Solberg, Burkhart & Nilson, 2002). The opinion
shift between 1985 and the early 1990s has been influenced by the
awareness of HIV and its links to injecting drug use (EMCDDA, 2010).
By 2001, 26 EU countries had introduced OST (Hedrich et al., 2008).

Although the reasons for introducing substitution treatment and the
relative emphasis may differ country-by-country, four general aims of
substitution treatment can be identified: namely (a) reducing infectious
diseases such as hepatitis and HIV/AIDS; (b) improving general health
of problem drug users; (c) reducing drug-related crime, public nuisance
and raising urban safety; and (d) complementing traditional addiction
care through the diversion of treatment options aimed at improving the
meeting of client’s needs (Solberg et al., 2002; van den Brink & Haasen,
2006).

OST has become part of European drug policies for reducing problems
related to drugs, injecting and HIV (EMCDDA, 2010a), and is generally
based on the principle of harm reduction (generally defined as ‘inter-
ventions, programs and policies that seek to reduce the health, social and eco-
nomic harms of substance use to individuals, communities and societies’,
EMCDDA, 2010a:79). The global acceptance of the harm reduction
approach has increased and it has become an integral part of most drug

6 Usually defined by countries as those that regularly use illicit substances and can be considered
dependent, and those who inject drugs. EMCDDA defines problem drug use as “injecting drug
use or long duration or regular use of opiates, cocaine and/or amphetamines”. 
http://www.emcdda.europa.eu/stats07/PDU/methods
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policies. By 2009, 31 European countries supported harm reduction
principles in policy or practice, all of which provided OST. Of the 1 mil-
lion people that received treatment for illicit drug use in the EU in 2007,
more than half received OST (EMCDDA, 2010b)7. The total number of
opiate users receiving substitution treatment in the EU is still growing.8

OST has been internationally recognized as the most effective and cost-
effective intervention to reduce the social, health and economic burden
associated with opiate dependence. (Stover, 2011). Benefits of substitu-
tion treatment are well-documented. Several international studies show
that substitution treatment is effective for the reduction of crime (Kin-
lock, Gordon, Schwartz, Fitzgerald & O’Grady, 2009), morbidity and
mortality (Moller, Karymbaeva, Subata & Kiaer, 2009), heroin use
(Amato, Davoli, Perucci, Ferri, Faggiano & Mattick, 2005) and the use of
other illegal drugs (Masson, Barnett, Sees, Delucchi, Rosen, Wong &
Hall et al., 2004). Further evidence exists on the positive impact on
treatment retention (Amato et al., 2005) and quality of life, more specif-
ically on the level of employment, housing status and education (Vana-
gas, Padaiga & Bagdonas, 2010).

One of the basic assumptions underlying OST seems to be that pharma-
cological interventions have to be accompanied by a minimum level of
psychosocial support. This psychosocial component in the treatment of
opiate dependent individuals is seen as an essential part of an inte-
grated holistic treatment approach (Amato, Minozzi, Davoli, Vecchi,
Ferri & Mayet, 2011a; Amato et al., 2011b; Soyka et al., 2011). The need
for (a minimal amount of) psychosocial support in addition to pharma-
cological treatment of opiate dependent individuals has been stressed
by the WHO (WHO, 2009) as well as by the Belgian Federal Health
Board (Hoge Gezondheidsraad, 2006)). Generally, OST is therefore
regarded as including a pharmacological as well as a psychosocial com-
ponent in which psychosocial support refers to “the many ways in which
professional and non-professional members of society can support the psycho-
logical health and the social environment of the opiate user, to help improve
both the quality and duration of life. Assistance can range from the simple (e.g.
provision of food and shelter) to the complex (e.g. structured psycho-
therapy)”(WHO, 2009, 7). Considering the fact that most opiate depend-

7 Coverage varies considerably between countries.
8 With an estimated 670 000 clients in 2008, 650 000 in 2007 and about 500 000 in 2003 (EMCDDA,

2010a).
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ents have a wide range of problems (not all of these are drug-related),
additional psychosocial support may generate more chances of success
in terms of harm reduction and the amelioration of individuals’ situa-
tion on various ‘life domains’ (McLellan, Arndt, Metzger, Woody &
O’Brien, 1993). Opinions differ as to which type of psychosocial treat-
ment should prevail.

1.2. Objectives

The aim of this literature review was to provide an up-to-date state of
the art on the available international scientific knowledge regarding
OST. Important key elements in substitution treatment for opiate
dependence were assessed and identified, as will possible knowledge
gaps. Further research in this matter might also benefit the practice of
OST, since a lack of systematic information on certain key elements can
be a significant barrier to progress in daily practice.

Furthermore (and in accordance with the objectives underlying the
SUBANOP-research), this study focused on the provision and applica-
tion of psychosocial interventions as a part of the treatment of opiate
dependent individuals, thereby emphasizing the differences in the
demarcation of the concept, its practical application, efficiency and pos-
sible standardization.

1.3. Methods: search strategies and databases

Relevant English, French and Dutch scientific literature on OST (lim-
ited to publication dates between 2000 and April 2012)9 was listed
through a database analysessearch and the consultation of the search
engine “Google scholar”. Reference lists of the selected studies and
grey literature10 were screened for additional studies.

9 Initially all databases were searched without time limitation. Due to the fact that older reviews
and important primary studies were systematically superseded by more recent ones, the
appraisal of reviews was restricted to publication dates between 2000 and (April) 2012. More-
over, OCT and corresponding literature have systematically developed further over the last few
years.

10 Grey Literature consists of multiple document types produced on all levels of government, aca-
demics, business organizations in electronic and print formats not controlled by commercial
publishing i.e. where publishing is not the primary activity of the producing body.
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Regarding the English literature following databases were screened:
Cochrane Database of Systematic Reviews, Web of Science, Pubmed
(Medline), PsycInfo, Drugscope, Archido and EDDRA.

For an inventory of the French Literature searches were conducted in
Medline, PsychInfo, Banque de données Santé Publique (BDSP), Biblio-
Drogues and Observatoire Français des Drogues et des Toxicomanies
(OFDT Toxibase).

Additionally, the VAD-library catalogue11 and the websites of research
institutes such as Trimbos-Institute12, Jellinek13 and IVO14 were
screened for relevant Dutch publications.

No restrictions were made in terms of specific subpopulations of opiate
dependent persons (e.g. minors, pregnant women and people with
additional psychological disorders).

Considering the vast amount of literature, the inventory was limited at
first to available meta-analyses, systematic reviews and overviews on
the treatment of opiate dependent individuals. Following search terms
were used: ‘Methadone’, ‘Buprenorphine’, ‘heroin’, ‘opioid, ‘opiate’, in
combination with the terms ‘meta-analyses’, ‘systematic review’, ‘liter-
ature review’ or ‘review’, as well as one or several of the following
search terms: ‘substitution’, ‘treatment’, ‘intervention’, ‘maintenance’,
‘detoxification’ and ‘psychosocial’.

Regarding the psychosocial part of the treatment of opiate dependent
individuals, the search was extended to primary studies as very few
meta-analyses, systematic reviews and overviews seem to exist on this
topic. The following search terms were added to the above-mentioned
criteria: ‘case management’, ‘social’, ‘housing’, ‘integr*’, ‘care’, ‘psych*’,
‘support’, ‘substance’, ‘drug’, ‘addict*’, ‘training’, ‘supervision’, and
‘barriers’.

11 ‘Vereniging voor Alcohol- en andere Drugproblemen vzw’, catalogue can be consulted on
http://vad-koha.osslabs.biz/

12 http://www.trimbos.nl/over-trimbos
13 http://www.jellinek.nl/
14 http://www.ivo.nl/?id=416
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1.4. Results

1.4.1. Review categories and scope of the studies

The available studies can be categorized as follows:

Meta-analyses (MA): refers to a statistical synthesis of the outcomes of
a group of studies. The relevance of each study is being defined by pre-
viously determined mathematical criteria. If executed correctly, this
method provides an objective and transparent approach which can be
repeated (Borenstein, Hedges, Higgins, & Rothstein, 2009).

Systematic Review (SR): consists of the systematic search, evaluation
and summary of findings from a large number of studies. Clear criteria
are being listed for inclusion and analyses. Even though the criteria
listed contain a subjective component, this method still remains very
transparent (Borenstein et al., 2009).

Cochrane Systematic Review (CSR): reviews executed by the Cochrane
Collaboration15, based on the principles of evidence-based medicine and
focusing on effect sizes. An inventory and critical analyses of all exist-
ing research on a certain topic is made, followed by a summary of
methodologically rigorous studies in order to provide a comparable
overview of outcomes in terms of the effectiveness of various treat-
ments (mainly using meta-analyses of controlled clinical studies, e.g.
randomized controlled trials (RCT)).

Overview Cochrane Systematic Review (OCSR): the collection and
analyses of all evidence resulting from CSRs on specific themes.

Literature Review (LR): conclusions drawn from a summary of data
from several studies on a specific theme. Three important limitations of
this method should be mentioned: (1) subjectivity: researchers might
use different criteria and focus to select studies; (2) lack of transpar-
ency: no insight in the decision-making process preceding analyses and
conclusions; (3) this method is hard to use in case of a limited number
of available studies (Borenstein et al., 2009).

To measure the effectiveness of psychosocial intervention, other meth-
ods than the above-listed can be used (Vanderplasschen, Wolf, Rapp &
Broeckaert, 2007). Controlled clinical studies and other primary studies

15 http://www.cochrane.org/about-us
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that are excluded from SRs and MAs can contain interesting and usable
findings, resulting in important knowledge accretion (Cleary, Hunt,
Matheson & Walter, 2009; Veilleux et al., 2010).

1.4.1.1. English literature

In total, 85 studies on OST were identified (see Appendix I for a list of
all selected studies).

1.4.1.2. French and Dutch literature

In the French literature one study including a meta-analyses as well as
one primary study was found, which appeared to be mainly based
upon the same data as the English literature (Reggers, et al. 2006). No
meta-analyses were found in the Dutch literature. Generally, most
meta-analyses and systematic reviews are published in English, result-
ing in a very low number of French and Dutch reviews. In addition, a
search of primary studies was conducted. For the French literature two
relevant primary studies from Belgium were identified (Pelc et al., 2005;
Ledoux, 2005). With regard to Dutch literature, 5 literature reviews and
5 primary studies were identified, all but one (PH) containing a combi-
nation of pharmacological and psychosocial treatment (see Appendix I
for a list of selected studies).

Table 1.1: English studies on OST

English studies on OST (N=85)
Type of study Orientation TOTAL

PH PH+PS PS
MA 8 1 5 14 16.7%

CSR 26 1 2 29 34.5%

OCSR 2 0 0 2 2.4%

SR 9 1 11 21 25%

LR 14 1 3 18 21.4%

Total 59 4 21 84 100%

MA Meta-analyses

CSR Cochrane Systematic Review

OCSR Cochrane Overview Systematic review

SR Systematic Review PH Pharmacological treatment

LR Literature Review PS Psychosocial treatment
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1.4.2. Intervention objectives and types of treatment

The results of our review can be presented according to the objectives
of the intervention and the corresponding type of treatment (van den
Brink, Goppel & van Ree, 2003; van den Brink & Haasen, 2006).

Table 1.2: Identified intervention objectives and types of treatment
Type of treatment Standard 

medication
Information*

* Rigter, van Gageldonk, Ketelaars & van Laar, 2004; Soyka et al., 2011; VAD, 2010.

1 Crisis intervention (intoxication 
and overdose)

Naloxone Naloxone is an opiate antagonist which 
binds to the opiate receptors but does not 
generate an effect of its own. An overdose 
of opiates can lead to suppression of the 
breathing system; the administration of 
Naloxone can restore this. 

2 Abstinence-oriented (treatment 
abstinence from all legal and illegal 
opiate agonists)

a Evaluation and motivational en-
hancement in terms of recovery 

No type of medica-
tion specified

b Detoxification Methadone
Buprenorphine
(Clonidine, lofexi-
dine) 

Methadone is an opiate agonist, buprenor-
phine a partial opiate agonist. For detoxi-
fication the short-acting opiate is being 
replaced by the equivalent dosage of the 
long-acting methadone or buprenorphine, 
with a gradual cut-back
Clonidine and lofexidine are ?2-adrenerge 
non-opiate agonists and can be used to 
reduce detoxification symptoms

c Relapse prevention Naltrexone Naltrexone is an opiate antagonist which 
binds onto the opiate receptors but does 
not generate an effect of its own thereby 
reducing craving. It is used for relapse pre-
vention in clients that have been detoxified 
and that are motivated for abstinence

3 Reducing or suspension of usage of 
all illegal opiate agonists and amel-
iorating health and social function-
ing

a Substitution therapy (mainte-
nance therapy)

Methadone
Buprenorphine 

Methadone is an opiate agonist, buprenor-
phine a partial opiate agonist. Both are 
long-acting opiates who remediate the 
craving for opiates. The effect of heroin 
consumption is being reduced or overruled 
by the occupation of the opiate receptors.

b Harm reduction/limitation of 
risks (e.g. syringe exchange)

No type of medica-
tion specified

c Rehabilitation/recovery No type of medica-
tion specified
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1.4.3. Studies with a focus on pharmacological 
treatment16

The core of pharmacologically oriented treatment is the administration
of medication. A recently published systematic review (Soyka et al.,2011)
resumes all relevant meta-analyses, systematic reviews, primary
studies and guidelines regarding the effectiveness of pharmacological
treatments for opiate dependence. This review concludes that there are
sufficient high-quality data for the formulation of evidence-based
guidelines and recommendations in terms of effectiveness of pharma-
cological treatment. Its effectiveness has mainly been assessed regard-
ing following variables (Clarck, 2002; Faggiano, Vigna-Taglianti, Vers-
ino & Lemma, 2003; Mattick, Kimber, Breen, Davoli, 2008; Mattick,
Breen, Kimber & Davoli, 2009; Ferri, Davoli & Perucci, 2011; Veilleux et
al., 2010; Minozzi, Amato, Vecchi, Davoli, Kirchmayer & Verster, 2011):
• Treatment retention
• (Illicit) drug use during treatment (self-reports or urine-analyses)
• Relapse after treatment was ended (measured by follow-up after

treatment)

Table 1.3 presents a summary of these guidelines and recommenda-
tions.

16 See Appendix I for a listing of all pharmacological studies.

Table 1.3: Guidelines and recommendations on intervention objectives and types of 
treatment

Type of treatment Recommendations Soyka et al. (2011)*

1 Crisis intervention (intoxication and over-
dose)

Naloxone seems a very effective and vital treatment for 
opiate overdose, though little controlled studies exist

2 Abstinence-oriented treatment (abstinence 
of all legal and illegal opiate agonists)

a Evaluation and motivational enhance-
ment in terms of recovery

No type of medication specified

b Detoxification Methadone and buprenorphine /naloxone are the stand-
ard and safe medicines for detoxification. Clonide and 
lofexidine seem less effective in reducing detoxification 
symptoms, but can be useful in combination with meth-
adone and possibly with buprenorphine in case of hyper-
tension or symptoms related to that

c Relapse prevention Naltrexone (opiate antagonist) can be effective for a 
small group of very motivated and well-integrated cli-
ents
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1.4.4. Studies with a focus on psychosocial support

Pharmacological treatments is usually embedded in a broader psycho-
social approach (Soyka et al., 2011). Twenty-five of the identified stud-
ies deal (in part) with psychosocial interventions. The following tables
provide an overview of the type of drug use studied (table 1.4) and of
the type of evaluation conducted (table 1.5).

3 Reducing or suspension of usage of all ille-
gal opiate agonists and ameliorating health 
and social functioning

a Substitution therapy (maintenance 
therapy)

Methadone, buprenorphine and buprenorphine /
naloxone are the standard medications. There is a need 
for an empirical validation as to whether the combina-
tion of buprenorphine and naloxone generates more ben-
efits than treatment with solely buprenorphine alone. 
The effectiveness of a methadone-treatment can be en-
hanced when combined with contingency management 
(CM). There are no indications for this type of enhance-
ment through combining buprenorphine and CM.
Evidence exists for the effectiveness of treatment of 
hard-to-treat opiate dependents with diacetylmorphine 
(medical heroin). Further research is required

b Harm reduction/limitation of risks 
(e.g. syringe exchange)

No type of medication specified
Evidence exists regarding positive outcomes on the re-
duction of HIV and HCV infections

c Rehabilitation No type of medication specified

* “It should be noted that the strength of recommendation is based on the level of efficacy, safety, tolerability
and feasibility, not necessarily on the treatment’s importance” (Soyka et al., 2011).

Table 1.4: Type of drug use studied

Studies with a (partial) psychosocial orientation
Opiates 9 36%

(legal and illegal) Drugs 16 64%

Total 25 100%

Table 1.3: Guidelines and recommendations on intervention objectives and types of 
treatment (continued)

Type of treatment Recommendations Soyka et al. (2011)*
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Studies on psychosocial interventions do not always define the term
‘psychosocial treatment’ clearly. Certain reviews refer to it as ‘all forms
of interventions and treatments excluding the administration of medi-
cation’ (Winhusen & Kropp, 2003; Mayet, Farrell, Ferri, Amato, & Dav-
oli, 2010; Hesse, Vanderplasschen, Rapp, Broekaert & Fridell, 2007;
Amato, Minozzi, Davoli, Vecchi, Ferri, Mayet, 2011b; Cleary, Hunt,
Matheson, Siegfried & Walter, 2008; Cleary et al., 2009; Veilleux et al.,
2010).

Psychosocial treatment is defined differently between countries, and
even within countries regional differences may exist when it comes to
the types of treatment and the setting.

Generally, a distinction is made between a standard form of psychosocial
support and additional more structured forms of psychosocial treatment. The
first one is being referred to as ‘treatment as usual’ or ‘standard of care’.
It involves pharmacological substitution treatment, combined with a
(minimal) amount of psychosocial support. This support can consist of
a wide range of psychosocial interventions since there is no consensus
as to what a basic psychosocial treatment should encompass. The term
is mainly used to distinguish between the existing support and addi-
tional structured psychosocial treatment.

Table 1.5: Type of evaluation conducted

Studies with a (partial) psychosocial orientation
n % Subject n % Subject n %

Effect evalua-
tions

24 96 Effect of PS in opiate de-
pendent individuals

8 33.3 PS general 6 26

PS specific 2 9

Effect of PS in drug depend-
ence

15 62.5 PS general 7 30

PS specific 8 34

Total 23 100

Effect of education and 
training for professional so-
cial workers on support and 
treatment of drug addicts

1 4.2

Total 24 100

Process  evalua-
tion

1 4 Role of nurses in methadone 
maintenance treatment

Total 25 100
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Examples of frequently studied structured psychosocial support
include ‘motivational interviewing’17 and different types of behav-
ioural interventions18 (such as ‘cognitive behavioural therapy’19, ‘com-
munity approach’20 and ‘contingency management’21).

Almost all identified studies on psychosocial support are effect evalua-
tions (24/25), focusing on the question whether additional psychosocial
treatment is superior to the opiate dependents more than ‘treatment as
usual’ (23/25) among opiate dependent individuals22. No systematic
reviews or meta-analyses have compared the effectiveness of ‘treat-
ment as usual’ with pure pharmacological treatment.

Generally, the same outcome variables are used as in pharmacological
effect evaluations, i.e. treatment retention, use of (illegal) drugs during
treatment (base on self-report or urine analyses) and relapse (measured
by follow-up after treatment).

Based on the available effect evaluations, various arguments can be
given in favour of adding psychosocial support to pharmacological

17 “A collaborative person-centered form of guiding to elicit and strengthen motivation for
change”

18 Operant conditioning is the process of behavioral change based on the consequences of the
behavior. The punishment of undesirable behavior versus the reward on desirable behavior are
the most common conditions used to change behavior.

19 The premise of cognitive behavioral therapy, developed by dr. A.T. Beck, is that changing mala-
daptive thinking leads to change in affect and in behavior. Patients are helped to overcome their
difficulties by changing the way they think, behave as well as their emotional responses.

20 The Community Reinforcement Approach (CRA) is a comprehensive behavioral program for
treating substance-abuse problems. It is based on the belief that environmental contingencies
can play a powerful role in encouraging or discouraging drinking or drug use. Consequently,
it utilizes social, recreational, familial, and vocational reinforcers to assist consumers in the
recovery process. Its goal is to make a sober lifestyle more rewarding than the use of substances
(Meyers & Squire, 2001:3).

21 In treatment of drug addiction abstinence can be rewarded by giving vouchers, awards or priv-
ileges which also is being referred to as ‘contingency management’.

22 An interesting study, though not very recent, is the McLellan, Arndt, Metzger, Woody &
O’Brien study (1993). This study examined whether the addition of counseling, medical care,
and psychosocial services improved the efficacy of Methadone maintenance therapy in terms
of rehabilitation of opiate-dependent patients. It involved the random assignment of clients of
a Methadone maintenance program in Philadelphia to one of three treatment groups for a 6-
month clinical trial: (1) minimum Methadone services (MMS)—Methadone alone (a minimum
of 60 mg/d) with no other services; (2) standard Methadone services (SMS)—same dose of
Methadone plus counseling; or (3) enhanced Methadone services (EMS)—same dose of Meth-
adone plus counseling and on-site medical/psychiatric, employment, and family therapy. The
main conclusion of the study was that Methadone alone (even in substantial doses) may only
be effective for a minority of eligible patients. The addition of basic counseling was associated
with major increases in efficacy; and the addition of on-site professional services was even more
effective. The latter is not consistent with later findings (Amato et al., 2011b).
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therapy, although no definitive conclusions can be drawn as to what
these psychosocial interventions should consist of specifically.

For the subpopulation of opiate dependents with co-occurring mental
disorders, evidence was found for the effectiveness of combining phar-
macological and psychosocial treatment in terms of substance use
reduction (Go, Dykeman, Santos & Muxlow, 2011). Certain specific psy-
chological conditions like depression and anxiety are being associated
with opiate dependence, resulting in opiate use as a form of self-medi-
cation in reaction to these conditions. Psychosocial support can help
opiate dependent persons in dealing with these disorders, leading to an
improvement in terms of future abstinence or a reduced craving symp-
toms (Amato et al., 2011b). Given the high relapse rates and the fact that
terminating the physiological opiate dependence does not automati-
cally imply the disappearance of client’s physiological, behavioural and
social problems, adequate psychosocial support may result in more
long-term benefits and effectiveness (Amato et al, 2011a). Moreover,
positive contacts with supportive caregivers seem to lead to stronger
maintenance and acceptance of connections with the health care system
(Wilson, MacIntosh & Getty, 2007). Less drop-out and longer treatment
retention may also create more and broader counselling opportunities
for practitioners, including attention for other drug-related ‘life
domains’ of opiate dependent (Amato et al., 2011a). Motivational inter-
viewing, which has been demonstrated to be effective for various vul-
nerable populations, has also been shown to affect clients with addi-
tional crack cocaine dependence who are already in methadone mainte-
nance treatment positively (Mitcheson et al., 2007).

One recent CSR shows that mere pharmacological treatment for opiate
detoxification is not effective. Combining pharmacological treatment
with psychosocial support generates significant positive effects in
terms of treatment retention and opiate abstinence (Amato et al.,
2011a).

For opiate maintenance treatment another CSR demonstrated that add-
ing more structured psychosocial interventions to ‘treatment as usual’
(consisting of minimal psychosocial interventions) did not improve
outcomes regarding treatment retention and opiate abstinence (Amato
et al., 2011b).
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A third CSR pointed out that mere psychosocial interventions (in other
words, lacking any form of pharmacological treatment) have proven
not to be effective in treating opiate abuse and dependence (Mayet et
al., 2010; van den Brink, van de Glind & Schippers, 2012); in this study,
treatment orientation (e.g. detoxification/maintenance) was not taken
into account.

One randomized clinical trial found that methadone maintenance ther-
apy provided to prisoners with a pre-incarceration history of heroin
addiction was effective for the interruption of the cycle of relapse recid-
ivism and re-incarceration, and that methadone maintenance therapy
initiated in prison was superior to counselling only (Kinlock, Gordon,
Schwartz, Fitzgerald & O’Grady, 2009).

Although theoretically 12 comparisons of treatment scenarios are possi-
ble (table 1.6), available meta-analyses and systematic reviews on opi-
ate dependence and psychosocial treatment have only focused on five
of these comparisons (marked with an * in table 1.6).

Only one effect evaluation (1/25) was found that has measured the role
of (additional) education and training for professional providers in
drug treatment. General effects are an increase in knowledge, improve-
ments in the attitudes towards clients and more confidence in working
with drug addicted clients. For a long-term adoption of these skills,
adequate follow-up, supervision and feedback have been proven to be
necessary. Institutional factors also influence the extent to which pro-
viders are willing to adopt new practices (Walters, Matson, Baer & Zie-
donis, 2005).

Table 1.6: Comparison scenarios/control groups regarding the evaluation of 
psychosocial treatment

Control group Test group
PH ⇔ PH + structured PS (Amato et al., 2011a) *

only PS (Mayet et al., 2010) *
treatment as usual + structured PS

Treatment as usual
(PH + minimal PS)

⇔ PH
only PS
PH + structured PS (Amato et al., 2011b) *
treatment as usual + structured PS
non-intervention

PS ⇔ treatment as usual + structured PS
other form of PS (Mayet et al., 2010) *
non-intervention (Mayet et al., 2010) *
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The only process evaluation of psychosocial treatment (1/25) that was
identified concerned the role of nurses in methadone maintenance
treatment. This study shows that specific attention should be given to
nurses’ knowledge and skills regarding addiction, methadone mainte-
nance treatment as well as client counselling, since insufficient knowl-
edge may result in insufficient care (Go, Dykeman, Santos & Muxlow,
2011).

1.5. Discussion and conclusion

Despite the availability of three Cochrane reviews (CSR) on psychoso-
cial interventions in opiate dependence, it remains impossible to draw
definitive conclusions as to which psychosocial intervention is pre-
ferred in terms of effectiveness. We observed several limitations
related to the identified studies on psychosocial interventions.

Only 9 of the 25 outcome studies focus specifically on psychosocial
interventions for opiate dependence, generating difficulties regarding
the interpretation and generalization of these results to persons with
opiate dependence. Different substances may also require different
psychosocial interventions (Mayet et al., 2010).

Furthermore, considerable heterogeneity was observed regarding the
study population, setting and length, type of intervention and the defi-
nition of psychosocial support.

The outcome variables measured varied as well, complicating a meta-
analysis on the effectiveness of psychosocial treatment, the comparison
of different types of psychosocial treatment and the possibility to rec-
ommend one interventions over another (Amato et al., 2011a&b; Mayet
et al., 2010).

The wide range of psychosocial interventions utilized further compli-
cate the evaluation of the effectiveness of various types of treatment.

Other evaluation obstacles include different benchmarks in various
studies, as well as the lack of a clear conceptualization of the psychoso-
cial treatment. Studies often compare the surplus value of additional
forms of psychosocial support with ‘substitution treatment as adminis-
tered’ while it is not mentioned whether the comparison group
received some type of psychosocial support (Griffith, Rowan-Szal,
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Roark & Simpson, 2000). Finally the treatment objective (detoxification/
maintenance) is not always specified, making it difficult to generalize
the findings regarding effectiveness to specific treatment settings.

An large part of the research on OST has been conducted in the United
States, which raises questions regarding the generalization of these
results to other (European) countries with varying contexts, culture,
health care systems and drug (treatment) policy.

The limitations listed above complicate the comparison of study out-
comes as well as the formulation of conclusions on the applicability of
these results.

Research on the pharmacological aspect of treatment of opiate depend-
ence is predominant in the literature on OST and generally adheres to
high quality standards. Its focus has mainly been on the role and effec-
tiveness of pharmacological treatment and the physiological aspects of
addiction (instead of psychosocial aspects). There is no discussion
about the effectiveness of pharmacological treatment of heroin depend-
ence. In particular, abundant evidence is available with regard to treat-
ment retention and opiate abstinence (Mattick et al., 2009).

Evidence has been found for adding (a minimal amount of) psychosocial
support to pharmacological treatment, generating positive effects on
treatment retention and opiate abstinence (Amato et al., 2011a&b; van
den Brink, van de Glind & Schippers, 2012). However, no answer can be
given as to which type of psychosocial support has proven to be the
most effective. Available research on psychosocial interventions seems
to be very heterogeneous, complicating the formulation of generalcon-
clusions. It mainly addresses the effectiveness of more structural forms
of psychosocial interventions like ‘contingency management’ and other
behavioural therapies. Little attention goes to the psychosocial compo-
nent in ‘treatment-as-usual’. In spite of the widespread occurrence of
different types of psychosocial interventions for treating opiate
dependence and the general consensus on the necessity of at least a
minimum amount of psychosocial support, limited research is available
on the definition and demarcation of the concept, its application and
effectiveness.

The outcome variables used when evaluating psychosocial interventions
correspond with the pharmacological ones: i.e. treatment retention, use
of (illegal) during treatment (self-report, urine-analysis, hair analysis)
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and relapse (measured after treatment). Questions arise whether these
outcomes variables are not too strict. A broader interpretation of effec-
tiveness should also take into account outcomes regarding other ‘life
domains’ an individuals’ subjective well-being or (Cleary et al., 2009;
De Wree, De Ruyver & Pauwels, 2009; De Maeyer, Vanderplasschen &
Broeckaert, 2010). A differentiation based on clients’ profiles could also
provide more insight into the underlying mechanisms of treatment
retention, opiate abstinence and relapse.

Training of providers in methadone maintenance (and in addiction
treatment in general) has been shown to be necessary and susceptible
to improvement (Go et al., 2001; Walters et al., 2005).

Psychosocial support is defined differently between countries, and
even within countries regional level differences may exist when it
comes to types of treatment and settings. Studies on psychosocial inter-
ventions do not always define the term psychosocial treatment or they
use different definitions. Some reviews refer to psychosocial support as
‘all forms of interventions and treatments excluding the administration
of medication’ (Winhusen & Kropp, 2003; Mayet, Farrell, Ferri, Amato,
& Davoli, 2010; Hesse, Vanderplasschen, Rapp, Broekaert & Fridell,
2007; Amato, Minozzi, Davoli, Vecchi, Ferri, Mayet, 2011b; Cleary,
Hunt, Matheson, Siegfried & Walter, 2008; Cleary et al., 2009; Veilleux
et al., 2010). This general definition will be used in this study as well.

Summarizing, it may be stated the knowledge gaps and limitations
mentioned above illustrate the additional value of the SUBANOP-
research with its specific focus on the psychosocial component of OST.
The next chapters will address these issues and present an inventory of
the state-of-the art of OST in Belgium, including education and training
needs.
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Chapter 2 OVERVIEW OF THE PROVISION OF 
OST IN BELGIUM

Valérie Smet
Margaux Buckinx

Leen Cappon
Freya Vander Laenen

2.1. Objectives

The main aim of this chapter is to generate an overview of the current
provision of substitution treatment in Belgium. This overview will
focus on nine specific domains: Mapping the geographical spread of
OST providers; Reasons for non-provision; Administration of OST
medication; Number of clients per provider (present and potential
number); Treatment orientation (detoxification/maintenance) and med-
ication prevalence (Methadone/Buprenorphine /Naltrexone); Referral
and networks; Psychosocial treatment; Provided education, training,
supervision and intervision; and OST in Belgian prisons.

2.2. Methods

Data were collected through a telephone (October-December 2011) and
online survey (November 2011-May 2012) of potential Belgian provid-
ers of OST: general practitioners (GPs), hospitals, specialized centres
(SC’s) and pharmacists23. The general aim of the phone survey was to
map out whether the GPs, hospitals, specialized centres and pharma-
cists provide OST (past and present). Furthermore, the respondents of
the phone survey were asked if they wanted to participate in the online
survey. Respondents with a positive reply were sent the online survey

23 Samples: GPs and hospitals based upon the lists of the FPS of Health; pharmacists based upon
the list of the National Institute for Health and Disability Insurance; specialised centres based
upon the list of the VAD (Flanders), Fedito BXL (BCR), Fedito Wallone (Wallonia). More details
on the consulted sources and data bases can be found in annex II of the publication Vander
Laenen et al. (2013). ‘Specialised centres’ include all centres specifically aimed at providing
drug treatment (day care centres, crisis intervention centres, therapeutic communities and
associations without lucrative purpose). The specialized departments of psychiatric hospitals
are included in the overview of the hospitals.For details on the consulted sources and databases
per provider see Appendix II.
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link (see: sample column online survey in table 2.1 for number of pro-
viders who wanted to participate).

All Belgian hospitals and all Belgian specialized centres were contacted
for the phone survey.24

For the phone survey of general practitioners and pharmacist we
selected a representative sample, which was based on the procedures of
the Belgian Health Interview Survey (ISP-WIV, 2005), using a stratified
random sampling.25 The selection process consists of the following
steps:

Regional stratification: Belgium consists of 3 regions: Flanders,
Wallonia (and German Community) and Brussels Capital Region,
for which the number of interviews was predetermined (100 for
both Flemish and Walloon region and 50 for the Brussels region).
The reason for this stratification was to ensure that for each region
inference was possible with nearly the same precision.

Provincial stratification: This second level of stratification was
done to improve the quality of the sample over a simple random
sample. In particular a balanced geographical spread was
achieved. For the base sample, the sample size within the provin-
cial stratification was proportional to the population size of the
province. Furthermore, the province of Liege is a special case, as
the sample size of the German Community (which is geographi-
cally located within the province of Liège) was predetermined
(One pharmacist, one GP and two hospitals). The province of
Liège has been split into two strata: the German community and
the rest of the province.

Municipalities/cities/urbanization: Within each stratum, cities and
municipalities were ranked according to their size (general practi-

24 The satellite centres of the MSSCs were not contacted separately, nevertheless, all MSSCs were
asked to report the number of clients for each satellite centre. Satellite centres are small urban
initiatives aimed at OST provision in smaller cities. They are provided by the general provincial
MSSC and generally consist of staff of the central MSSC being present once a week or a few
times a week in one of the antennas. An exception to this rule of the MSSC in the province of
Limburg: the MSCC services are spread throughout the province.

25 Random stratified sampling involves dividing the population into homogeneous subgroups
and then taking a simple random sample in each subgroup. In others words, the population is
divided into non-overlapping groups (i.e., strata) N1, N2, N3, … Ni, so N1 + N2 + N3 + … + Ni
= N. The framework used for this sampling is based on the Belgian Health Interview Survey: 
https://www.iph.fgov.be/epidemio/epien/crospen/hisen/his04en/protocol2004.pdf



OVERVIEW OF THE PROVISION OF OST IN BELGIUM

27

tioners or pharmacists/population). For the selection of the sample,
random starts (through the pseudo-random number generator)
and regular intervals (jumps) were used. By ‘jumping’ through the
list, one ensures that small, medium, and large units are all
present. Several studies established the link between urbanization
and the prevalence of drug abuse and other social problems (Ens-
minger, Anthony & McCord, 1997; Johnson, Williams, Dei & Sana-
bria, 1990; Seddon, 2006; De Ruyver et al., 2008) suggesting the use
of an urbanization variable in the ranking of cities. The addition of
the latter variable unfortunately generated face validity prob-
lems.26

Referral and networks of GPs, pharmacists, hospitals and specialized
centres were assessed, focusing on reasons not to refer clients with an
OST demand further, the (prevalence of) institutes or practitioners
being referred to, as well as the participation in a network. To check if
possible OST providers are aware of local existing OST provision, all
providers were asked if and if so, how many providing GPs or pharma-
cists they were aware of.

Although adding psychosocial treatment to pharmacological treatment
proves to be effective (Amato et al., 2011a&b) little is known about the
specific ways in which this part of OST treatment is provided in Bel-
gium. Therefore the survey aimed to map out the psychosocial support
that is being given to OST clients answering the questions whether the
different OST providers execute a psychosocial assessment of their cli-
ents, what psychological and social support entails and whether there
are differences in the prevalence of psychological or social support. The
Europ-Asi life domains were listed, to see if or which of these domains
proved dominant. As a general consensus seems to exist that psychoso-
cial support should not be mandatory (WHO, 2009), all respondents
were asked whether this support was obliged or not. Independent of
the fact whether the different groups do provide psychosocial support,
all OST providers were asked whether they referred their clients fur-
ther or not.

26 More specific: rather small municipalities with a wide spread of inhabitants scored high on the
urbanization scale. The term face validity implies the validity of results by testing at face value.
Essentially, researchers are simply taking the validity of the test at face value by looking at
whether a test appears to measure the target variable (http://psychology.about.com/od/findex/
g/face-validity.htm).
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As was pointed out in the first chapter of this report, training and edu-
cation of OST providers play an important role in the quality of treat-
ment (Walters, Matson, Baer, Ziedonis, 2005; Go, Dykeman, Santos &
Muxlow, 2011). The relevance of training and education is also stressed
by the WHO (WHO, 2009: 15-16) as well as in the recent EQUS-project
(Uchtenhagen & Schaub, 2011). The online survey therefore investi-
gated whether staff education or training is provided, its frequency, the
way it is organized (internal or external provision), as well as the ques-
tion whether training or education is compulsory. Furthermore, intervi-
sion and supervision were inquired.27

For prisons, additional information was provided by the Belgian
national registration of substitution therapy (Ledoux, Brohée, Lagrain,
Vermeire, Houben, Spago & Vansnick, 2008), the 2008 analyses of the
prison health care department of the Federal Public Service of Justice
(Todts, Glibert & Van Malderen, 2008) as well as a master thesis data-
base of a prison survey (Debehets, 2011) which was based upon the
study by Stover, Hennebel & Casselman (2004). The latter survey was
also executed for the Brussels Capital Region and Walloon prisons in
June 2012 by the research team.

2.3. Response rate

In table 2.1 an overview of the phone and online survey response on a
regional level, as well as the prevalence of OST providers per region is
presented. The geographical spread of OST providers will be discussed
under point 2.5.

The phone survey response was overall very good. On a national level,
specialized centres (79,3%) and pharmacists (74,2%) had the highest
response rate for the online survey. For the online survey Brussels Cap-
ital Region providers non-response was high for all providers (except
for the pharmacists) and in particular for the hospitals.

27 Intervision involves an inter-collegial group learning methodology focusing on teamwork and
care/service in terms of quality improvement, with questions of all participants being treated
in a structural way. All participants are equal and the group is led by a chairman.
Supervision is an individual learning method focused on improving personal functioning in the
working context of the professional. The process is led by a supervisor.
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The response of Flemish and Brussels Capital Region GPs providing OST
is too low to allow general conclusions. In reaction to the high non-
response in BCR, separate e-mails were sent to the BCR hospitals and
specialized centres, containing three questions: 1) whether they provide
OST, 2) whether they used to provide OST and 3) whether they wanted
to participate in an online survey. Two weeks later a reminder was sent
followed by the survey link to the non-responders. Nevertheless, non-
response of BCR hospitals remained very high, as only 2 hospitals com-
pleted the online survey (4.9%).

2.4. Provision and administration of OST

First of all, an overview of the different reasons why GPs, hospitals,
pharmacists and specialized centers do not provide OST is given. As to
the geographical spread of OST provision, a regional overview of cur-
rent OST providers is given, followed by a more detailed state of the
spread of OST provision in various provinces.

The specific professionals who administer the OST medication in hos-
pitals, specialized centers and pharmacies are being discussed.

As the sheer facts of geographical spread in itself do not provide a suffi-
cient overview of OST provision, the number of OST clients are pre-
sented as well. Furthermore, the type of medication used for detoxifica-
tion and maintenance are outlined.

2.4.1. Reasons for non-provision

In table 2.2, an overview is given of present and past OST provision.
Reasons for non-provision will be discussed here. Referral by non-pro-
viding GPs, hospitals, pharmacists or specialized centres of clients with
an OST demand to other providers will be treated under point 2.6.

2.4.1.1. General practitioners

The lack of demand is the main reason why Walloon and BCR GPs don’t
provide OST. Flemish GPs main reasons to not provide OST are a lack
of time for developing adequate expertise (N=14), a lack of demand
(N=12) and the presence of nearby GPs who already provide OST
(N=11). The fear of a negative impact on their reputation and exposure
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of clients or staff to opiate dependent persons do not seem to play a sig-
nificant role for Belgian GPs in their decision not to provide OST.

It seems that GPs who provided OST in the past generally had just one
client, with the detoxification of the client leading to the end of substi-
tution treatment. For Flemish GPs the main reasons for no longer pro-
viding OST (N=11) is the presence of other local GPs who provide OST,
lack of demand and limited capacities or means. The average number
of years of providing OST in the past reported in Wallonia (6 years) and
Flanders (3,2 years) is higher than in Brussels Capital Region (2 years).
However, the average in Wallonia is affected by a few outliers (1 GP
reporting 24 years, and two persons reporting 14 years of OST). When
these three respondents are not taken into account, the average number
of years of OST provision is 2,2.

To restart the provision of OST the general demands of Flemish GPs
involve more education/training, a proper legal framework and devel-
opment of better networks with specialized centres.28

2.4.1.2. Hospitals

For Walloon and BCR hospitals no response was given about the provi-
sion of OST in the past. All Flemish hospitals that participated in the
online survey provide OST.

2.4.1.3. Pharmacists

A lack of demand is the main reason for Belgian pharmacists to no longer
administer OST, the end of provision generally being caused by the
end of treatment (either because the clients have become abstinent,
stopped the treatment themselves or re-entered residential treatment).
The reported average number of years of OST is higher in Flanders (5,1
years) than in the Brussels Capital Region (4 years), and in Wallonia (3,8
years). As is the case for the GPs, fear for their reputation and exposure
of clients or staff to opiate dependent persons seem to play no signifi-
cant role in non-administration. Clients also know which pharmacies
are providing and tend to mainly frequent those pharmacies.

For a few pharmacists a higher financial compensation would convince
them to restart OST. The biggest obstacle seems to be the lack of client’s

28 Data for BCR are limited to GPs; data on Walloon GPs for this question are not available.
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strictness in terms of appointments, especially regarding pick-up times
(e.g. clients with a demand mainly turning up at weekends, nights and
evenings).

2.4.1.4. Specialized centres

All Flemish and Walloon centres in the online survey reported OST
provision. The response of BCR specialized centres remained too low to
draw general conclusions; the centres that did respond all provide sub-
stitution treatment.

2.4.2. Regional spread

Table 2.1 gives an overview of the regional spread of OST providers.

In general, the phone survey points out that in Belgium, OST is pro-
vided mainly through specialized centres followed by pharmacists.
Pharmacists take up a special position as they can be providers as well
as administrators of OST. Hospitals provide OST as well, be it that they
report less clients per week than the specialized centres; psychiatric
departments of general hospitals provide OST the most, although psy-
chiatric hospitals provide OST as well. General hospitals tend to be pro-
viding OST the least. General practitioners are much less involved in
OST practice.

As pointed out by the results of the phone survey presented in table 2.1,
the Walloon GPs provide OST more frequently in comparison to the
Flemish and BCR GPs. OST provision by hospitals is a lot more com-
mon in Flanders than it is in Wallonia and Brussels Capital Region,
whereas Walloon pharmacists report more OST than BCR pharmacists,
and certainly than the Flemish ones. This leads us to assume that OST
in Flanders is generally more executed by hospitals than by GPs. As the
Flemish specialized centres report more OST than the Walloon and
BCR ones, it seems that in Flanders OST is mainly provided by the spe-
cialized centres, and to a lesser degree by the hospitals. Differentiation
in the type of hospitals providing OST (see table 2.3) points out that this
provision is mainly executed by psychiatric hospitals and the psychiat-
ric department of hospitals in Flanders, whereas in Wallonia psychiat-
ric departments of general hospitals are the most prevalent providers in
hospitals. Even though general hospitals provide OST the least, the
practice is more established in Flanders than in Wallonia.
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2.4.3. Geographical spread at a provincial level

2.4.3.1. General practitioners

In table 2.2, GPs phone survey outcomes on current and past provision
of OST is being differentiated per province.

Of all Flemish provinces, Antwerp GPs provide OST the most. None of
the Limburg29, West-Flanders or Flemish Brabant GPs questioned in the
phone survey provided OST.

In Wallonia, the GPs in the province of Hainaut and Liège reported pro-
vision of OST the most. Provision by GPs seems to be more spread over
the different provinces in Wallonia than in Flanders, except for Brabant
Walloon and the German community. In Luxembourg a network of GPs
providing OST is active.

29 Notwithstanding this result, the province of Limburg works with a network of general practi-
tioners who provide OST in their private practice or deliver the service in a specialized centre
(once a week or more). In June 2012 this network consisted of 27 voluntary GPs.

Table 2.2: OST provision of general practitioners by province 
(source: phone survey)

GENERAL PRACTITIONERS
sample n Currently OST

FLANDERS
Antwerp 28 22 3 13.6%

East-Flanders 22 20 2 10%

Limburg 13 12 0 /

West-Flanders 17 16 0 /

Flemish Brabant 20 18 0 /

Total Flanders 100 88 5 5.7%
WALLONIA + GERMAN COMMUNITY
Hainaut 33 22 5 22.7%

Liège 32 28 5 18.8%

Namur 16 9 2 22.2%

Brabant Wallon 11 7 0 /

Luxembourg 7 5 1 20%

German community 1 0 0 /

Total Wallonia 100 71 13 18.3%
BRUSSELS CAPITAL REGION
TOTAL BCR 50 49 7 14.3%

TOTAL ALL BELGIAN GPS 250 208 25 12%
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2.4.3.2. Hospitals

Psychiatric departments in hospitals provide OST the most (38.1%), fol-
lowed by psychiatric hospitals (34.5%). 27.4% of the general hospitals
provide OST. In table 2.3 the specific types of OST providing hospitals
are listed per province showing regional differences in hospital OST
provision.

For Flanders, OST in hospitals is provided the most in East-Flanders
and West-Flanders, and the least in Flemish Brabant. In general, OST
provision is executed more by psychiatric hospitals and psychiatric
departments of general hospitals, except for Antwerp (where OST is
provided the most in general hospitals closely followed by the psychi-
atric departments of general hospitals).

In Wallonia, psychiatric departments of general hospitals are more
common providers of OST than the psychiatric hospitals. General hos-
pitals take up but a small amount of the OST provision. The province of
Hainaut has the most hospitals providing OST; the German Commu-
nity the least.

Table 2.3: OST provision of hospitals by province and type of hospital 
(source: phone survey)

HOSPITALS
OST

sample n Currently OST GH* GHPD† PH‡

FLANDERS
Antwerp 24 23 14 60.9% 6 5 3

East-Flanders 27 24 18 75% 4 5 9

Limburg 12 12 8 66.7% 3 2 3

West-Flanders 24 24 17 70.8% 5 8 4

Flemish Brabant 16 15 8 53% 0 3 5

TOTAL HOSPITALS FLANDERS 103 98 65 66.3% 18 23 24
27.7% 35.4% 36.9%

WALLONIA + GERMAN COMMUNITY
Hainaut 25 24 7 29.2% 1 4 2

Liège 17 12 5 41.7% 3 1 1

Namur 10 7 4 57.1% 0 3 1

Brabant Wallon 6 6 2 33.3% 1 1 0

Luxembourg 4 4 1 25% 0 0 1

German community 2 2 0 0 0 0

TOTAL HOSPITALS WALLIONIA 64 55 19 34.5% 5 9 5

26.3% 47.4% 26.3%
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2.4.3.3. Specialized centres

Table 2.4 reports the specialized centres that provide OST (satellite cen-
tres excluded), whether they are residential or outpatient, as well as the
number of satellite centres they have. In map 2.1 (p. 36) all Belgian spe-
cialized centres and satellite centres are marked. Maps 2.2 (p. 37) and
2.3 (p. 38) provide an overview of the spread of specialized centres
offering detoxification and/or maintenance30. It is important to note
that the maps provide an overview of the number of centres and not the
number of clients for each centre.

When the spread of OST detoxification and maintenance by specialized
centers is compared, no great differences can be found between most
Belgian provinces. In general there are less centers providing OST for
maintenance reasons, but in most provinces another center in the same
city will still be providing OST for maintenance. For the province of
Antwerp, Flemish Brabant, Brabant Walloon, Namur, Liege and Brus-
sels Capital Region the centres providing OST for detoxification all pro-
vide it for maintenance as well. Only the province of Hainaut counts
more specialized centres providing OST for maintenance than centres
who provide OST for detoxification.

The most visible difference is in the province of Luxemburg where the
center providing detoxification, does not provide OST for maintenance.
As in the nearby province of Namur one specialized center only seems
to provide detoxification, and maintenance treatment by specialized

BCR
TOTAL HOSPITALS BCR 41 36 11 30.5% . . .

TOTAL ALL BELGIAN HOSPITALS 208 189 95 50.2% 23 32 29
27.4% 38.1% 34.5%

* GH: General hospital
† GHPD: Psychiatric department of a general hospital
‡ PH: Psychiatric hospital

30 Including hospitals and GPs would have made these maps less organized, therefore only the
specialized centres offering detoxification and/or maintenance are being mapped out.

Table 2.3: OST provision of hospitals by province and type of hospital 
(source: phone survey) (continued)

HOSPITALS
OST

sample n Currently OST GH* GHPD† PH‡
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centers in the South of Wallonia could be spread better. Satellite centers
were not assessed in the online survey, which limits our view on the
provision of OST for maintenance reasons.

In Flanders, OST is spread in the province of East-Flanders, except for
the south of the province with only one specialised centre providing
OST for maintenance. As for West-Flanders, the specialized centre with
the most satellite centres (N=6) only provides detoxification. The other
centre which also provides maintenance only counts two satellite cen-
tres. Therefore, OST for maintenance purposes could be spread better
in this province, especially in the north and the west where no satellite
centres or centres providing maintenance are available.

In Antwerp, specialized centres are solely concentrated around the city
of Antwerp, although the specialized centre of Limburg has a satellite
centre in this province, which in turn has three satellite centres provid-

Map 2.1: OST provision by Belgian specialized centres and their satellite centres



OVERVIEW OF THE PROVISION OF OST IN BELGIUM

37

ing OST (both detox and maintenance) for the region of East-Antwerp
(De Kempen). In Limburg, OST is organized on a provincial level and
OST is spread over the province. In Brussels Central Region specialized
centres providing OST are spread out.

The specialized centres in Wallonia are concentrated around the main
cities. The province of Liège has the highest concentration of centres
(N=4); the German Community has none. The province of Luxemburg
counts one specialized centre.

In general, there are less specialized centres in Wallonia in comparison
to Flanders; Wallonia tends to have less centres as well as a smaller
number of satellite centres (the latter are only present in the province of
Hainaut).

Map 2.2: Detoxification by Belgian specialized centres excluding satellite centres 
(source: online survey)
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Map 2.3: OST treatment (goal: maintenance) provided by specialized centers in 
Belgium (source: online survey)

Table 2.4: OST provision by specialized centers per province 
(source: phone survey)

SPECIALIZED CENTRES (INCLUDING SATELLITE CENTERS)
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FLANDERS
Antwerp 4 4 4 100% 3 1 0*

East-Flanders 36 36 26 72.2% 4 1 20

Limburg 11 11 11 100% 1 1 12

West-Flanders 14 14 12 85.7% 3 1 10

Flemish Brabant 5 5 5 100% 2 0 3

TOTAL Flandres 70 70 58 82.8% 13 4 45
WALLONIA + GERMAN COMMUNITY
Hainaut 4 4 2 50% 2 3
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2.4.3.4. Pharmacists

In general, 73.3% of the Belgian pharmacists provide OST. The National
Institute for Health and Disability list of OST providing pharmacists31

shows that the majority of Flemish (81.9%) and Walloon (77.9%) munic-
ipalities have 1 to 10 pharmacists providing OST. In BCR, the number
of providing pharmacists is more diverse: 77.8% of the municipalities
have 1 to 30 pharmacists, and 31% have 1 to 10 pharmacists. 69.3% of
the BCR pharmacists currently deliver OST. In Wallonia 73.3% of the
inquired pharmacists deliver OST; in Flanders 75.4% delivers OST

Table 2.5 shows the provincial spread of OST providing pharmacists.
For Flanders, West-Flanders and Flemish Brabant have the least phar-
macists providing OST, Limburg the most. In Wallonia, the province of
Hainaut has the most providing pharmacist, Walloon Brabant and Lux-
emburg the least. The response rate of providing pharmacists in the
Brussels Capital Region was too low, not allowing drawing general
conclusions.

Liège 9 9 5 55.5% 3 1 0

Namur 4 4 3 75% 2 1 0

Brabant Wallon 1 1 1 100% 1 0

Luxembourg 1 1 1 100% 1 0

German community 0 0 0 0% 0 0

TOTAL Wallonia+Ger.com. 19 19 12 63.1% 9 1 1 3
BCR
TOTAL BCR 9 3 3 100% 2 1 . .

TOTAL BELGIAN SPECIALIZED 
CENTRES

98 92 73 79.3% 24 6 1 48

* Three satellite centers of MSSC Limburg

31 see appendix II

Table 2.4: OST provision by specialized centers per province 
(source: phone survey) (continued)
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2.4.4. Administration of OST medication

We did not find many regional differences regarding the administra-
tion of the OST medication. No data are present for the BCR hospitals
and specialized centres because of high non-response to this question
in the survey.

In all Flemish and Walloon hospitals the OST medication is adminis-
tered by nurses. Two Flemish hospitals also report cooperating with
pharmacies who provide the medication in their pharmacy. This is dif-
ferent from the specialized centers, which refer clients more regularly
to the pharmacist.

In the Flemish specialized centres the medication is administered by
pharmacists in their pharmacy (12/17) or by nurses in the centre (10/17).
Staff instructed by a medical practitioner (1/17), the psychosocial team
(1/17) or staff at the desk (1/17) are mentioned as well. In Wallonia the
medication is mainly administered by pharmacists (10/11), one centre
mentions the nurse in the centre as the administrator. As the satellite
centres were not inquired in the online survey we cannot draw conclu-
sion as to who administers the OST medication in the satellite centres.

Table 2.5: OST provision by pharmacists per province (source: phone survey)

PHARMACISTS
sample n Currently OST

FLANDERS
Antwerp 25 25 22 88%

East-Flanders 29 29 25 86.2%

Limburg 11 10 10 100%

West-Flanders 20 18 10 55.5%

Flemish Brabant 15 14 9 64.3%

Total Flanders 100 96 76 79.2%

WALLONIA + GERMAN COMMUNITY
Hainaut 41 41 33 80.5%

Liège 30 25 18 72%

Namur 14 10 6 60%

Brabant Wallon 7 7 4 57.1%

Luxembourg 7 7 4 57.1%

German community 1 1 1 100%

Total Wall+Ger.Com. 100 91 66 75.5%

BCR
50 13 9 69.3%

TOTAL BELGIAN PHARMACISTS 250 200 151 75.5%
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Most Flemish, Walloon and BCR pharmacists provide the treatment
themselves, or delegate the provision to an assisting pharmacist in the
pharmacy. Only one Flemish pharmacy reports a nurse as the adminis-
trator.

2.4.5. Number of clients

To develop a full-spectrum view on the OST provision the reported
number of clients has to be taken into account. Farmanet (the electronic
registration system of the National Institute for Health and Disability
Insurance) registers the number of extemporaneous mixtures delivered
by Belgian pharmacists. For the period of January 2010 to November
2010, 16.095 clients received at least one mixture of Methadone, and
2.169 persons received at least one packing of Buprenorphine. The
treatment goal (detox/maintenance) is not registered in these files.32

The files also contain clients who receive this medication for pain man-
agement, so the number ‘pure’ of substitution clients only is lower. In
sum, the current registration by Farmanet does not allow to generate
epidemiological data to monitor treatment demand and to optimize the
provision and administration of OST.

Table 2.6 gives an overview of the total number of clients per week for
the 4 different providers. Table 2.7 provides more detail on the regional
differences in the number of clients in each group.

When we compare the number of clients reported by the different pro-
viders in the online survey, specialized centres receive the most clients
per week, followed by the pharmacists. It has to be taken into account
that some of the clients reported by the pharmacists are being sent there
by specialized centres or GPs. GPs report the least number of clients per
week, although in Wallonia the GPs report receiving more clients than
the Walloon hospitals. Within the group of the specialized centres, the

32 Data provided by the National Institute For Health And Disability Insurance and personal
communication with Joos Tielemans and Marc De Falleur from National Institute For Health
And Disability Insurance (May-June 2012). Since these data were anonymous (containing no
national registration numbers but codes instead) and the registration is per package, the regis-
tration leads to many double counts of clients. Therefore it was not possible to answer the ques-
tion on regional differences in the workload of pharmacists and possible differences in
prescribing behaviour. The files for Methadone were very large (N= 271.153) and the codes used
contained letters and numbers making it impossible to analyse the data in spss. Processing
these data in spss would require a time-consuming recoding.
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MSSCs receive the majority of clients (table 2.8). The number of clients
per week that is treated in the hospitals lower than 50 clients for all hos-
pitals in Flanders participating in the online survey (N=12) and less
than 100 clients for all responding Walloon hospitals (N=11). Again,
regional differences exist, as hospitals in Wallonia report much more
clients than the ones in Flanders. As more Flemish hospitals report OST

Table 2.6: Total number of weekly clients per provider and per region 
(source: online survey)

Weekly n° of clients Feasible n° of clients
Total per provider
GP
Hospitals
SC
Pharmacists
Total

118,5
135,5
3073
460

3787

130,5
191
2950

1001,9
4273,4

Total per region
VL
BCR
Wall
Total

2222
371
1194
3787

2095
399

1779,4
4273,4

Table 2.7: Total and feasible number of clients per week reported 
(source: online survey)

provider Average weekly n° of clients Average feasible n° of clients
GENERAL PRACTITIONERS

Vl
BCR
Wall
TOTAL

1
22

95,5
118,5

1
30

99,5
130,5

HOSPITALS
Vl
Bcr
Wall
TOTAL

44
.

91,5
135,5

73
.

118
191

SPECIALIZED CENTRES
Vl
BCR
Wall
TOTAL

2026
290
757

3073

1688
265
997

2950
PHARMACISTS

Vl
BCR
Wall
TOTAL

151
59
250
460

333 
104

564,9
1001,9

TOTAL ALL BELGIAN PROVIDERS 3787 4273,4
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provision than Walloon hospitals, this might point to a concentration
of OST in certain Walloon hospitals.

When confronted with the reported number of feasible clients per
week, all Belgian providers but the specialized centres report a possibil-
ity to receive more clients per week. (table 2.7 and 2.8). For Flanders
and BCR, the MSSCs report a lower feasibility than the number of
clients they are receiving on a weekly base for the moment, in Wallonia
the feasible number is higher than the actual number. The range of fea-
sible number of clients of the non-MSSCs is not sufficient to compen-
sate for the overload of clients at the MSSCs (table 2.8). What becomes
clear from table 2.8, is that the MSCCs in Flanders have significantly
more OST clients on a weekly basis than the MSCC in Wallonia (2406
and 667 respectively).

As the number of clients reported by the MSSCs varied and the satellite
centres were not inquired in the online survey, all Belgian MSSCs were
asked to provide the number of clients per week for the MSSC as well
as for the satellite centres (table 2.9). Table 2.9. provides a general over-
view of all Belgian specialized centres per province, while table 2.10.
provides an overview of the number of clients reported by each centre.
The results of the online survey cannot be compared with the results of
the e-mail request, as the latter also involved the weekly number of cli-
ents of the satellite centres (which was not questioned in the online sur-
vey) and was inventoried at another date than the online survey. Never-
theless, the weekly number of clients reported in this e-mail request
turned out to be significantly higher for all MSCCs.

Table 2.8: Weekly number of clients and feasible number of clients in the specialized 
centres (source: online survey)

Specialized centres*

* No satellite centres

Weekly n° of clients Feasible n° of clients
MSSCs
Vl
BCR
Wall

1701
170
535

1260
140
570

Total MSSCs 2406 1970
Non-MSSCs
Vl
BCR
Wall

325
120
222

428
125
427

Total non-MSSCs 667 980
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Table 2.9: Weekly number of clients in the specialized centres 
(source: e-mail request)

MSSCS WEEKLY N° OF CLIENTS
Fl
BCR
Wall

2026
170
626

TOTAL N° OF CLIENTS MSSCS 2822

Table 2.10: Weekly number of clients per MSSC, including satellite centres 
(source: e-mail request)

Province MSSC N
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FLANDERS
ANTWERP MSSC Antwerp 294 Antwerp (females 

only)
18 312

EAST-FLANDERS MSSC Gent 570 Lokeren
Sint-Niklaas

20 (OST-service: 
one day a week)
12 (OST-service: 
one day a week)

602

LIMBURG MSSC Limburg Beringen
Bilzen
Genk
Hasselt
Heusden-Zolder
Maasmechelen
Noord-Limburg
St Truiden
Tongeren 

11
13
87
107
16
30
13
38
46

361

WEST-FLANDERS MSSC Oostende 250 Kortrijk
Roeselare

100
70

420

FLEMISH BRABANT MSSC Leuven 90 Diest
Tienen
Vilvoorde

98
81
62

331

TOTAL FLANDERS 1204 822 2026
WALLONIA
LIEGE MSSC Liège 180 180

HAINAUT MSSC Charleroi 180 Farciennes
Chapelle-lez-
Herlaimont

21
30

231

MSSC Mons 155 Hougend 60 215

TOTAL WALLONIA+GER.COM. 515 111 626
BRUSSELS CENTRAL REGION
TOTAL BCR MSSC Brussels 170 170
TOTAL N° OF CLIENTS 1889 933 2822
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The results of the e-mail request did raise discussion between the Flem-
ish MSCCs, as the number of clients reported could be distorted by
clients who receive their substitution therapy in pharmacies as well as
clients who receive other types of support than pharmacological substi-
tution therapy. This in turn led to a new formula in which the number
of revalidation weeks33 realized per MSSC per year is taken into
account. By dividing this number by 52 and subtracting the clients who
solely receive psychosocial support, the number of OST clients per
week per MSCC can be calculated (table 2.11.). The Walloon and Brus-
sels MSSCs were asked to provide data based on this new formula,
unfortunately no data were provided for these regions. This was also
the case for the Flemish Brabant MSCC. Table 2.11 provides an over-
view based on this formula of the weekly number of clients in the Flem-
ish MSSCs, proving the formula to result in fewer clients per week for
all centres. Nevertheless, this formula might fail to properly reflect the
actual weekly workload, as it does not take into account clients who
visit the centre several times a week.

Of all Belgian provinces, the MSSC of Limburg has the most satellite
centres (N=9). They do however only provide OST in these satellite cen-
tres or though their GP network. The Ghent MSSC has the highest
number of clients per week (N= 570), the MSSC of Leuven (Flemish Bra-

33 All revalidation centres (including MSSCs) have to report their ‘production capacity’ to
National Institute For Health And Disability Insurance once every trimester. It involves a reg-
istration of every contact with one client in one week (‘revalidation week’). These contacts can
also consist of purely psychosocial support, or involve clients with another drug dependence
than opiate dependence as well as alcohol dependence. So these data do not provide a general
view on the number of OST clients. They can however provide an insight in the number of
clients per week in specialized centres. As medication is registered as well, it also gives an
indication of the spread of clients who receive OST over the different specialized centres (phone
interview, dr. Tino Ruyters, director of Free Clinic Antwerp, 27/06/2012).

Table 2.11: Weekly number of clients based on the number of revalidation weeks for 
Flemish’ MSSCs (source: 2nd e-mail request)

Province MSSC N° of clients per 
week in MSSC

N° of clients per 
week in satellite 

centres

Total N° of clients 
per week

ANTWERP MSSC Antwerp 238 18 256

EAST-FLANDERS MSSC Gent 206 40 246

LIMBURG MSSC Limburg 150 150

WEST-FLANDERS MSSC Oostende 135 155 290

FLEMISH BRABANT MSSC Leuven No new data No new data No new data
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bant) has the least (N=90). Hainaut is the only Belgian province which
has two MSSCs. This province also reports the highest number of cli-
ents per week (N=446). Brussels Capital region’s MSSC has no satellite
centres.

In Flanders, the four specialized centres with the highest number of cli-
ents are located in Ghent (506), Oostend (400), Antwerp (300) and Lim-
burg (250). Of all Flemish provinces Flemish Brabant has the least
number of clients in specialized centres. The three Walloon specialized
centres with the most clients are located in Mons (155), Charleroi (180)
and Liège (200). The spread of clients in Liège could be organized better
as one centre indicates having reached its limits, while another centre
has capacity for an additional 72 clients per week.

Specialized centres in Brussels Capital Region report between 30 to 40
clients per week (1/3) and 50 clients (1/3) per week. The urban MSSC
has an average of 170 clients (1/3). When it comes to feasibility it seems
that two specialized centres are at their maximum weekly capacity. The
Brussels MSSC, however reports a weekly maximum that lies quite a
bit lower than the actual number indicating that a decrease in the
number of clients would be feasible. However, since only 3 of the 9 BCR
specialized centres responded to the survey general recommendations
for the optimization of the spread remain difficult to be made.

Considering the low response of GPs it is difficult to extrapolate the
results.

There are hardly any Belgian pharmacists indicating that they want a
decrease in the number of OST clients. The majority of the pharmacists
consider that a slight increase in the number of clients per week is feasi-
ble. Two Walloon pharmacies (Luxemburg and Liège) prefer less clients
(3-5 clients), possibly indicating that the spread of clients is not entirely
convenient. The numbers of clients per week is higher in Wallonia and
BCR than it is in Flanders.

In Flanders, the majority of the hospitals provide OST occasionally
(maximum 15 clients per year). Hospitals providing OST on a regular
basis are psychiatric hospitals or psychiatric departments of general
hospitals. In Wallonia the majority of hospitals provide OST on a regu-
lar base (14/19).
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2.4.6. Treatment goals and type of substitution 
medication

Table 2.12 gives an overview of the goals of treatment (detox/mainte-
nance) within the group of OST providers according to the regional.

Belgian GPs tend to provide more OST for maintenance reasons than
for detoxification. However Belgian hospitals and specialized centres
provide more OST for detoxification than they do for maintenance rea-
sons.

For the GPs and hospitals no regional differences in dominance of treat-
ment goal exist. As for specialized centres in Flemish centres detoxifica-
tion is more common than maintenance (with 13 out of the 17 centres
providing detoxification)), whereas in Walloon centres detox and main-
tenance are provided equally. Regarding treatment goals and medica-
tion use no answers were given by the BCR specialized centres.

As the question was asked if hospitals provide maintenance therapy, no
general conclusion can be drawn as to whether they actually start up
maintenance treatment or whether maintenance involves the continua-
tion of treatment for clients who started up maintenance treatment else-
where.

Table 2.12: Treatment goals of OST providers per region 
(source: online survey)

detox maintenance
N° of OST n % n %

GP
Fl
Wall+Ger
BCR
Total Belgian GPs

1
10
2
13

0
7
2
9

0
70
100
69.2

1
9
2
12

100
90
100
92.3

HOSPITALS
Fl
Wall+Ger
BCR
Total Belgian hospitals

12
11
2
25

11
9
.

20

91.7
81.8

.
80

10
8
.

18

83.3
72.7

.
72

SPECIALIZED CENTRES
Fl
WaLl+Ger
BCr
Total Belgian SC’s

17
11
3
31

17
8
.

25

100
72.7

.
80.6

13
8
.

21

76.5
72.7

.
67.7

Total all OST providers 69 54 78.3 51 73.9
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In Flanders, detoxification as well as maintenance is generally provided
in psychiatric hospitals, whereas in Wallonia the psychiatric depart-
ments of general hospitals are more dominant for detoxification and
maintenance.

Table 2.13 (detox) and table 2.14 (maintenance) provide an overview of
the types of medication that are used for detox and maintenance by the
different providers according to region. In general, the combination of
Methadone with Buprenorphine and Naloxone seems the most domi-
nant choice of medication for detoxification, followed by Methadone
and thirdly the combination of Methadone with Buprenorphine. The
most common medication for maintenance involves the combination of
Methadone with Naloxone and Buprenorphine, followed by Metha-
done and thirdly the combination of Buprenorphine with Naloxone.

Methadone seems to be the most common drug for detoxification and
maintenance among GPs. Since few of the Flemish GPs provide detoxi-
fication or maintenance, drawing general conclusions is impossible.

For detoxification, hospitals tend to equally combine Buprenorphine
with Naloxon (30%) or Methadone with Buprenorphine and Metha-
done (30%). For maintenance treatment, the combination of Buprenor-
phine with Methadone is most prevalent in hospitals. For detoxifica-
tion, the combination of Buprenorphine with Methadone and Naloxone
is used the most in Flemish hospitals, where in Walloon hospitals this is
Buprenorphine with Naloxone, leading to the conclusion that in Wallo-
nia Methadone is used less for this kind of treatment.

Specialized centres tend to use a combination of Methadone, Buprenor-
phine and Naloxone (53.8%) or Methadone with Buprenorphine for
detoxification. For maintenance treatment, the combinations of
Buprenorphine with Naloxone and of Methadone with Buprenorphine
are used most frequently (both 38.1%). In Flanders, Buprenorphine is
used more often for maintenance treatment than it is in Wallonia.

General conclusions regarding the absolute prevalence of Methadone
or Buprenorphine treatment cannot be drawn from these data as it is
not clear what percentage of each type of medication is prescribed in
combination with Naloxone and without Naloxone. These results
should be interpreted with caution, as they are based on small samples.
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Table 2.13: Substitution medication used for detoxification by OST providers per 
region (source: online survey)

PROVIDER DETOXIFICATION
N° of OST M B M + B B + NX M+B+NX O

GPS
FL
WALL+GER
BCR

0
7
2

0
7
1

0
3
0

0
.
1

0
2
0 

0
.
0

0
0

TOTAL
% of Belgian providingGPs

9 8
88.9

3
33.3

1
11.1

2
22.2

0 0

HOSPITALS
FL
WALL+GER
BCR

11
9
.

1
1
.

1
0
.

2
.
.

0
6
.

6
.
.

1
3
.

TOTAL
% of Belgian providing hospitals

20 2
10

1
5

2
10

6
30

6
30

4
20

SCS
FL
WALL+GER
BCR

17
8
.

1
1
.

0
0
.

6
2
.

0
0
.

9
5
.

0
0
.

TOTAL
% of Belgian providing SC’s

25 2
7.1

0 8
30.8

0 14
53.8

0

TOTAL
% of OST Belgian providers

54 12
22.2

4
7.4

11
20.3

8
14.8

20
37

4
7.4

M Methadone NX Naloxone

B Buprenorphine O Other

Table 2.14: Substitution medication used for maintenance by OST providers per 
region (source: online survey)

PROVIDER MAINTENANCE
N° of OST M B M + B B + NX M+B+NX O

GPS
FL
WALL+GER
BCR

1
9
2

1
8
1

0
3
0

0
.
1

0
2
0

0
.
0

0
2
0

TOTAL
% of Belgian providing GPs

12 10
83.3

3
25

1
8.3

2
16.7

0 2
16.7

HOSPITALS
FL
WALL+GER
BCR

10
8
.

3
2
.

0
.

1
1
.

0
.

6
5
.

0
.

TOTAL
% of Belgian providing hospitals

18 5
27.8

0
0

2
11.1

0 11
61.1

0
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2.5. Referral and networks

2.5.1. General practitioners

The group of providing GPs participating in the online survey is very
small for all regions (Flemish (1/42), BCR (2/13) and Wallonia (10/56)),
which complicates the drawing of general conclusions and does not
allow a comparison across regions.

Flemish and BCR GPs who provide OST report having the possibility
to refer clients to other services. The Flemish GP has no formal contacts
nor is part of network, whereas both BCR GPs report being in a network
with a specialized centre. One of these GPs also works in a specialized
centre from time to time. The two BCR GPs know other GPs who pro-
vide OST in their community (one reports knowing 3 GPs, the other 30
GPs).

Of the 10 providing Walloon GPs, 8 know other OST providing general
practitioners. Half of them mentioned knowing 1 to 4 other GPs, but a
few (N=3) mentioned 15 to 40 other GPs known, resulting in an average
number at 8,81 known GPs. These 8 GP also participate in a profes-
sional network. Their network is mainly composed of specialized cent-
ers, other GPs and the leagues of GPs.

Almost all non-providing Flemish (39/41) and BCR (10/11) GPs refer cli-
ents with a demand for OST to other providers. The most common

SC’S
FL
WALL+GER
BCR

13
8
.

2
0
.

0
0
.

3
0
.

8
0
.

0
8
.

0
0
.

TOTAL
% of Belgian providing SC’s

21 2
9.5

0
0

3
14.3

8
38.1

8
38.1

0

TOTAL
% of OST Belgian providers

51 17
33.3

3
5.9

6
11.8

10
19.6

19
37.2

2
3.9

M Methadone NX Naloxone

B Buprenorphine O Other

Table 2.14: Substitution medication used for maintenance by OST providers per 
region (source: online survey) (continued)

PROVIDER MAINTENANCE
N° of OST M B M + B B + NX M+B+NX O
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referral made is to specialized centers and psychiatric departments of
general hospitals (in order of importance: day care centres, specialized
centers other than the MSSC, psychiatric departments and the MSSC).
Referral to other GPs who do provide OST is rare.

Out of the 56 Walloon GPs who completed the survey, 81.8% (N=45)
refer the client with an OST-demand to other providers. Walloon GPs
who do not provide OST and refer their clients further (N=37) tend to
refer them mostly to other general practitioners who do provide OST
and to specialized centers. Referral to psychiatric hospitals and psychi-
atric department of general hospitals are also common. Referral to gen-
eral hospitals is rare.

One out of three of the non-providing Flemish or Brussels Central
Region GPs, know other GPs who do provide it. For Flanders the aver-
age number of known providing GPs lies at 1,45. For Brussels Capital
Region the average number of providing GPs known is 1,75. For Wallo-
nia, the average number of known GPs who provide OST lies at 3,81,
which is more than for Flanders and Brussels Capital Region.

Referral by Flemish and BCR GPs who do not provide OST seems to
follow the same pattern, with referral to specialized centres and psychi-
atric departments of general hospitals being most prevalent. Contrary
to non-providing Walloon GPs, referral by Flemish and BCR GPs to
other GPs with OST expertise remains rare. These experienced GPs
seem to be the main choice in Wallonia, together with the specialized
centre. A possible explanation might be the fact that these GPs report
knowing more GPs with OST expertise than the Flemish and BCR GPs.
Lack of demand is the main reason indicated by all Belgian non-provid-
ing GPs.

2.5.2. Hospitals

General conclusions can be drawn for Flemish and Walloon hospitals;
the response rate among Brussels Capital Region hospitals remained
too low to enable general conclusions. However, it should be noted
that, because of the limited response of the Flemish psychiatric depart-
ments of general hospitals and the general hospitals in the online sur-
vey, the results regarding networking for Flanders mainly apply to the
psychiatric hospitals.
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All Flemish hospitals (N=12) refer clients as well as most Walloon hos-
pitals (8/11). Both Flemish and Walloon hospitals refer most often to
GPs with OST expertise as well as to psychiatric hospitals34. Referral to
specialized centres seems to be more common in Wallonia. Contacts
with other professionals or networks are more common for the Flemish
hospitals (12/12), although they are also quite common in Wallonia (8/
10). Flemish hospitals seem to cooperate more with provincial net-
works of drug treatment organizations, whereas in Wallonia hospitals
prefer drug treatment networks at city level.

All the Flemish hospitals in the online survey report providing OST
(N=12). All but one Flemish hospital report being able to refer clients
further (11/12). The one hospital that does not refer clients is a psychiat-
ric hospital with a specific drug care department. The reason for not
referring clients is that their clients have relapsed several times before
admittance to the hospital and their admittance is considered to be a
last resort. In case of referral, hospitals mainly refer to a GP with OST
expertise operating in a private practice (11/11), psychiatric hospitals
(11/11) or a psychiatric department of general hospitals (10/11). Special-
ized centres such as a MSSC (4/11), day care centres (2/11) or other spe-
cialized centres (2/11) are referred to less often.

8 out of 11 Walloon hospitals providing OST refer clients to other pro-
fessionals. Referrals mainly involve GPs with OST expertise operating
in a private practice (8/8), specialized centers (8/8), psychiatric hospitals
(6/8) and MSSC (5/8). General and university hospitals are not fre-
quently referred to. The hospitals that do not refer did not indicate the
reason for non-referral.

All Flemish hospitals report having contacts with other professionals or
being part of a network. Drug care treatment organized at a provincial
level are most prevalent (6/11) followed by specialized centres (3/11)
and drug care networks at city level (2/11). For one hospital the latter
specifically involves a network on double diagnosis. 8 out of 10 Wal-
loon hospitals providing OST report having contacts with other profes-
sionals or being part of a professional network. Their network is com-
posed of various organizations notably drug care networks organized
at city level, but most are specialized centers.

34 All providers were asked to make a ranking in order of importance of the providers they refer
they clients to.
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In general, most Flemish hospitals report knowing 0 (4/10) to 1 (4/10)
pharmacist in the community providing OST; one hospital reports
being aware of 10 pharmacists and one of 4. Two hospitals report
knowing 10 local GPs who provide OST (one hospital in Flemish Bra-
bant and one hospital in Eastern Flanders), two other hospitals know
one. Four Walloon hospitals out of 10 report knowing 12 pharmacists
providing OST; four do not know any (and for one hospital there was
no response). Most Walloon hospitals (7/8) report knowing at least 10
GPs providing OST. Amongst them, one hospital knows around 100
general practitioners (a psychiatric hospital, located in the city of
Liège).

2.5.3. Specialized centres

All Belgian specialized centres refer clients, most of all to GPs with OST
expertise and to psychiatric hospitals. Walloon specialized centres are
more likely to refer to other specialized centers than the Flemish cen-
tres. All specialized centres are part of a network which consists of sev-
eral types of professionals and drug treatment organizations on an city,
provincial and regional level.

All Flemish specialized centres report having formal contacts with other
professionals and being part of a network. They intensively cooperate
with different types of professionals and organizations, involving med-
ical practitioners, hospitals, other specialized centres (in particular the
MSSC), and networks of drug treatment services/organized drug care
at the provincial level and regional level (VAD Forum Addiction Medi-
cine). Provincial networks are mentioned the most (7/17),35 local net-
works (such as the Steering Committee of the city of Ghent) and initia-
tives at a regional level (VAD Forum Addiction Medicine) are men-
tioned less frequently (three and two times respectively)

General practitioners and psychiatric hospitals are referred to the most
(17/17), followed by general hospitals (14/17) and psychiatric depart-
ments of general hospitals (12/17). Clients are being referred to other
specialized centres the least (5/17).

11 out of the 17 specialized centres report knowing 3 to 10 GPs in their

35 Netwerkcomité Drugs, Overlegplatform Centra West-Vlaanderen, Provinciaal Clientenover-
leg, Forum Verslavingsgeneeskunde, Provinciaal Substitutieoverleg



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

54

community who are prescribing substitution therapy.36 The range of
known providing pharmacists is quite wide, from zero to 527 with a
mean of 69,41 and the modus being 15. Three centres report not know-
ing any providing pharmacists.

The response for the Brussels’ Capital Region specialized centres was
limited and the centres that did respond did not answer all the ques-
tions, limiting the conclusions that can be drawn from the responses.
As to referral, none of the responding specialized centres filled in
where they refer clients to. On the network level, one specialized centre
reports cooperating with a psychiatric hospital. The number of known
GPs who provide OST in the same community lies in between 10 (1/2)
and 20 (1/2). Pharmacists known to administer OST in the same com-
munity are estimated between 5 (1/2) to 15 (1/2).

Almost all Walloon specialized centres refer to other professionals (10/
11). They mainly refer to GPs (9/10), psychiatric hospitals (9/10), spe-
cialized centres (8/10), MSSC (8/10), general hospitals (8/10) and psychi-
atric services in general hospitals (8/10). Referral to day care centers
scored lowest in the ranking (7/10). The reason for non-referral indi-
cated is that the client has little trust in GPs for dealing with OST.

Nine out of eleven specialized centres report knowing pharmacists pro-
viding OST, as well as OST providing GPs. Two report not knowing
either a pharmacist or a GP providing OST. The average number of
known providers lies at 17,8637 for pharmacists, and at 9,838 for GPs.

All specialized centers report that they participate in a professional net-
work. The network is composed of a variety of organizations and insti-
tutions.39 Fedito40 (6/11) is mentioned most frequently, followed by

36 Unfortunately, 6 out of 17 the specialized centres gave an inventory of how many GP providing
OST are registered on a provincial level instead of how many are part of their network.

37 5 of them mentioned from 15 to 50 pharmacists providing OST while 4 mentioned from 1 to 7
pharmacists known.

38 4 of them mentioned from 15 to 30 GPs providing OST. The same proportion mentioned from
1 to 6 GPs known. However, one report knowing “a lot” of GPs providing OST, without speci-
fication. This is a specialized center which is located in Liège, Province of Liège.

39 GPs, pharmacists, social workers, specialized centers, medical houses, hospitals, Fedito (feder-
ation of institutions for addictions), Relia (platform/network for addictions in liege), Alto (a
network composed by GPs), RAN (network for addictions in Namur), the PPL (pharmacies
populaires liègeoises) which is a network of pharmacies in the provinces of Liège, Namur and
Luxembourg, RAMBo (Network for addictions in Mons-Borinage), Rasanam (Network which
provide help and care on the field of addictions in Namur), etc.

40 FEDITO (la Fédération wallonne des Institutions pour Toxicomanes) focuses on informing, pre-
vention and risk reduction for substance abusers in general.
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Alto41 (4/11). Drug care networks organized at the provincial level seem
to dominate, although organizations at an urban level as well as profes-
sionals who are in a private practice are also mentioned.

2.5.4. Pharmacists

The response of non-providing Flemish and Brussels Capital region
pharmacists for this topic remained rather limited. Referral by non-pro-
viding pharmacists seems to be limited for all three regions. Not enough
insight is gained into the reasons for this non-referral though due to
high non-response.

Of the Belgian pharmacists who provide OST, Walloon pharmacists are
much more aware of other providing pharmacists then BCR pharma-
cists. Flemish providing pharmacists know other providing colleagues
the least.

As to knowing GPs who provide OST, for Flanders and Wallonia the
outcome is a lot lower than for knowing providing pharmacists; BCR
pharmacists report knowing more GPs.

When pharmacists participate in a network this mainly involves a spe-
cialized centre. In Wallonia these networks involve GPs with OST
expertise on a more regular base.

Of the Belgian pharmacists who do not provide OST (N=15) the non-
response for the topic of referral and networks in general was very high.

The BCR pharmacists report more referral of clients with a demand for
OST (1/4) than the Flemish ones (2/13). 22 out of 79 Walloon pharma-
cists are currently not providing OST. Only 5 of them refer clients to
(an) other pharmacist(s). 17 pharmacists do not administer OST, mostly
(N=15) because there is no demand for OST. Some of them (N=8) would
not refer even if there were a demand as they think it is part of a phar-
macist responsibility to take care of these clients themselves.42

41 ALTO (Alternative aux Toxicomanies) is a network of around 600 GPs of the French-speaking
community who provide support to drug users and their family as well as prevention cam-
paigns and providing training for other professionals (mainly other GPs). http://www.ssmg.be/
cellules-specifiques/toxicomanie-alto

42 The remaining (N=2) said that he was the only pharmacist in the village (N=1) another one
didn’t answer the question.
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About two thirds of the Flemish pharmacists who do not provide OST
know pharmacists in their community who do provide (9/15). Four of
them indicate not knowing the exact number due to a lack of contact.
The average number of known pharmacists is one (2/9) or two pharma-
cists (5/9) living in the same community. Most pharmacists do not
know any GP in their community who provide OST (12/15). Two phar-
macists report one GP; one reports two GPs providing OST in their
community. Half of the Walloon pharmacists who do not provide OST
(7/14) do not know any GPs who do provide OST. The other half has
reported knowing from 1 to 4 GPs who provide OST.

Half of the Brussels Capital Region pharmacists who do not provide
OST know other pharmacist in their community who do provide OST
(2/4). One of them reports 10 pharmacies, the other one knows just one
pharmacy. As to number of providing GPs known, 2 BCR pharmacists
report knowing 1 or 2 providing GPs.

Less than half of the Walloon pharmacists who do not provide OST
know other pharmacists in their community who provide OST (10/22).

The majority of the Flemish (N=46) and BCR pharmacists (N=13) provide
OST.

Of the providing Flemish pharmacists, only 45.7% (N=21) have contacts
with other drug treatment professionals or are part of a network. In half
of the cases those contacts involve specialized centres (N=10) (mostly
MSSCs, N=9), Four pharmacists in the province of Limburg report a
cooperation with general drug treatment service at the provincial level
(CAD) and three cooperate with the responsible medical practitioner.
One out of three providing Flemish pharmacists know no GP who pro-
vides in their community, another third knows one. 20% knows 2 or 3
GPs. The maximum number of known GPs is seven.

Two thirds of the Flemish providing pharmacists know up to three
pharmacists who are also providing in the same community.

57 out of 79 Walloon pharmacists currently provide OST. 70.1% (N=40)
of them do not have contact with other professionals or do not partici-
pate in a network within the framework of addiction/OST. 28.1% do
have contact or participate in a network (N=16)43. Within this frame-

43 1,7% non-response (N=1)
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work44, contacts with specialized centers or non-lucrative associations
were mentioned 10 times (8 pharmacists); contacts with GPs were men-
tioned 6 times (6 pharmacists). 3 of the latter and 2 other pharmacists
mentioned other contacts (pharmacists union, conferences/lectures,
prevention department). 12.5% (N=2) said that conferences were a way
to build their network. 76.2% of the providing pharmacists know up to
8 providing GPs; 91.2% know between 1 and 6 other providing phar-
macists.

One Brussels Capital Region pharmacist mentions the prescribing GP
as a formal contact.

Two thirds of the providing BCR pharmacists know 1 to 5 providing
GPs (6/9), two however report knowing of 20 GPs providing OST in the
same community. As to other local pharmacists who provide substitu-
tion treatment, two thirds of the respondents know 1 to 6 pharmacists,
although one pharmacist claims to know 65.

2.6. Psychosocial interventions

2.6.1. General practitioners

As mentioned before, the response of the Flemish and BCR GPs provid-
ing OST is too low to draw general conclusions.

Of the 10 providing Walloon GPs, 9 have a written agreement with their
clients. 5 GPs execute a detailed psychosocial assessment of the client
themselves. Amongst them, 4 provide psychosocial treatment them-
selves or they consult (in the following order) social workers, educa-
tors, psychologists or psychiatrists. The psychosocial support consists
of a combination of psychological and social support. Social support
consists of referral and help with housing issues, the psychological sup-
port also involves referral to the indicated care provider and listening
and talking to the clients, as well as motivating and encouraging clients
to take up therapy or contact a mental health care professional. Referrals
are made to either psychologists/psychiatrists or specific drug treat-
ment services. The 5 GPs not referring clients for psychosocial support

44 16 pharmacists with answers
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do not refer because there is no demand (N=2) or because they believe
the clients do not need care by multiple professionals (N=1).

2.6.2. Hospitals

The response rate of BCR hospitals was too low to allow general con-
clusions. We need to notice that, in view of the low response of the
Flemish (psychiatric departments of) general hospitals in the online
survey, the results regarding psychosocial support for Flanders mainly
apply to psychiatric hospitals.

The main difference in psychosocial treatment between Flemish and
Walloon hospitals is the aspect of written agreement, which is a lot more
common amongst Walloon hospitals.

When it comes to psychosocial assessment, in both regions this is a
multidisciplinary process, involving gathering information on all life
domains and including the assistance of nurses, psychologists and psy-
chiatrists. Psychosocial treatment consists of social and psychological
treatment, both focusing on all life domains. Psychosocial treatment is
mandatory in most Flemish hospitals whereas in Wallonia less than
half of the hospitals oblige clients to this kind of treatment. More Flem-
ish hospitals (9/12) refer clients than Walloon hospitals (4/7); the reason
for not referring in both regions is the sufficient in-house service. Refer-
ral by Flemish hospitals mainly involves specialized centres.

Most Flemish hospitals do not make written agreements with clients
regarding the psychosocial treatment. The two hospitals that do so are
situated in Limburg.

All Flemish hospitals but one (11/12) execute a detailed psychosocial
assessment of the client. The assessment is multidisciplinary, involving
cooperation between psychiatrists, nurses, social workers and psychol-
ogists. All life domains (cf. the Addiction Severity Index), are assessed
by a multidisciplinary team, collecting information on previous treat-
ment, medical and psychiatric antecedents, living conditions, legal
issues, social and environmental factors, clinical research and medical
tests.

All hospitals provide psychosocial treatment in combination with phar-
macological treatment of opiate dependence. This psychosocial support
is a shared multidisciplinary responsibility and is mainly provided by
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social workers, followed by psychiatrists, nurses and psychologists. In
all hospitals psychosocial treatment involves social as well as psycho-
logical support. The social support again refers to various life domains,
with a focus on social problems in terms of the family/social network
(87.5%), housing (50%) and financial problems (50%). Some hospitals
also refer clients to other institutions for social support (N=2) (table
2.15).

Only 7 of the 12 responding hospitals specified which types of psycho-
logical support they provide, mainly referring to their different provid-
ers of psychological support.

In the category psychotherapy, two hospitals refer to treatment of psy-
chiatric co-morbidity (N=1) and to a specific therapy program, namely
Cognitive Behavioural Therapy (N=1) as the type of psychological sup-
port. The therapy related to alcohol and drug use focuses overall on
relapse prevention (N=2). Some hospitals also seem to combine both
individual and group therapy sessions (N=4). The type of hospital (gen-
eral/psychiatric department/psychiatric hospital) does not seem to gen-
erate differences in the type of psychological support provided.

Flemish hospitals also name different types of psychological support.
Two hospitals refer to the combination of psychotherapy and therapy
focused on motivation. In addition to psychotherapy and motivation
related therapy, these hospitals also mention relapse prevention (N=1)
or family counselling (N=1).

Table 2.16 gives an overview of the different types of treatment men-
tioned, showing again the relation with various life domains in and
with psychological assessment.

Table 2.15: Types of social support mentioned by hospitals (N=8) Flanders (source: 
online survey)

Types of social support N (%)
Family and social network 7 (87.5)

Demographic aspects => housing 4 (50)

Work, education and income 4 (50)

Mental health 1 (12.5)
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Most hospitals (10/12) point out that psychosocial support is manda-
tory in their hospital, thereby explaining that provision of this treat-
ment is mainly provided by themselves instead of by other institutions
or practitioners.

The provision of social and psychological support is equally spread
over the different Flemish provinces.

75% of the Flemish hospitals refer clients for psychosocial treatment, the
ones who do not refer (N=3) consider the available in-house service to
be sufficient (these three are psychiatric hospitals). The referral is
mainly to specialized centres, referral to mental health institutions is
less common. Psychiatric hospitals are the only ones who refer to other
providers of psychosocial treatment than specialized centres. Table 2.17
gives an overview of referral by Flemish hospitals. Referral is rather
equally spread over the different Flemish provinces.

Table 2.16: Types of psychological support mentioned by hospitals (N=7) Flanders 
(source: online survey)

Types of social support N (%)
Psychotherapy 5 (71.4)

Alcohol and drug use 3 (42.9)

Therapy not specified 2 (28.6)

Motivation 1 (14.3)

Family and social network 1 (14.3)

Psychological assessment 1 (14.3)

Table 2.17: Flemish hospitals’ referral for psychosocial treatment by (N=9) 
(source: online survey)

Referral to N (%)
Specialised centres not specified 3 (33.3)

Medical Social Care Centre 2 (22.2)

Specialised centres not MSSC*

*  The question was phrased as an open-ended question. ‘Specialized centres not MSSC’ refers to
drug treatment centers OTHER THAN MSSCs, ‘Specialized centres not specified’ reflects the
respondent marking specialized centres without differentiating whether it involves an MSCC
or not.

2 (22.2)

Mental health institutions 2 (22.2)

CAW (General Welfare Centre) 2 (22.2)

Other 3 (33.3)
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8 Walloon hospitals answered this part of the questionnaire. 7 out of 8
hospitals have a written agreement with their clients.

All hospitals execute a detailed psychosocial assessment of the client.
Assessment involves past treatments, medical/psychiatric history, liv-
ing conditions, legal issues, work situation, social/cultural factors as
well as clinical tests and medical examination. This is mainly carried
out by psychiatrists, psychologists and nurses and concerns various life
domains.

All Walloon hospitals provide psychosocial support, which consists of
both psychological and social support. In three hospitals this treatment
is mandatory, in four it is not. This support is provided by social work-
ers, psychologists, nurses and occasionally psychiatrists. Social support
consists of housing, employment and legal issues or administrative
questions. Psychological support consists of referring the client to psy-
chologists or psychiatrists. 4 out of 7 hospitals refer to other profession-
als, the others do not since they consider the available in-house service
to be sufficient.

2.6.3. Specialized centres

As opposed to hospitals, written agreements in specialised centres are a
lot more common in Flanders (12/16) than in Wallonia (6/11). Psychoso-
cial assessment has the same prevalence in both regions and consists of
collecting information on different life domains, involving a multidisci-
plinary team. Psychosocial treatment contains both social and psycho-
logical support. For the Flemish centres the most common combination
is psychotherapy with motivational therapy. Where psychosocial treat-
ment is mandatory in most Flemish specialized centres (13/16) in Wal-
loon centres it is not (2/11). Flemish specialized centres tend to refer
clients to mental health centres, in Wallonia referral is more diverse,
also involving external psychological experts and public social centres.

The response from Brussels Capital Region specialized centres
remained too low to draw generalized conclusions as only 3 out of 9
centres responded, including many missing values in the question con-
cerning psychosocial interventions. In one centre, the assessment is exe-
cuted by all staff members, in the MSSC it is done by an educator. None
of the centers report referring clients for psychosocial support since the
available in-house services are usually sufficient. As to social support,
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specific individual support regarding social and juridical aspects are
mentioned (1/3) as well as life domains in general (2/3). Two centres
report psychological support consists of individual therapy for two cen-
tres, one specified it being ‘conversations’, cognitive behaviour therapy
and contingency management. One centre also adds group and family
therapy to individual therapy. The third centre only specified psycho-
logical support involving all life domains.

Most of the Flemish centres have a written agreement with the clients
(N=12, 70.6%). It is required in most of the day care centres and in the
outpatient drug treatment services.

Of the Flemish specialized centres (N=16), only one does not execute a
detailed psychosocial assessment of the clients. Assessment is spread
rather equally over the provinces. The psychosocial assessment consists
of a multidisciplinary approach as most centres appeal to different
types of professionals for the assessment of clients. Case managers are
only mentioned in East and West Flanders. Table 2.18 provides an over-
view of the executers of this assessment.

The content of this assessment is multidisciplinary and involves vari-
ous life domains, consisting of information on experiences with previ-
ous treatment, medical and psychiatric antecedents, living conditions,
clinical research and medical tests. Also legal issues, employment sta-
tus and social/cultural factors of the client are assessed. In addition one
day care centre investigates the expectations of the client and the pres-
ence of supportive family members.

All specialized centres provide psychosocial treatment next to OST. In
the great majority of the specialized centres this is taken care of by

Table 2.18: Flemish specialized centres (N=16) assessment executers 
(source: online survey)

Executers of assessment N (%)
GP/physician 14 (82.4)

Social worker 14 (82.4)

Psychologist 12 (75)

Psychotherapist 7 (43.6)

Psychiatrist 6 (37.5)

Nurse 5 (31.3)

Pedagogue 4 (25)

Case manager 2 (12.5)
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social workers (N=15) and psychologists (N=16). Overall, it seems that
in a specialized centre not just one person is responsible for the provi-
sion of psychosocial treatment; psychosocial treatment consists of a
combination of several professionals of multiple disciplines.

Both social and psychological support is provided by the specialized
centres. Social support consists once again of various life domains and
also involves referral. In sum, the combination of work, education and
income with housing/administration is the most frequent combination
of social support. On top of this some specialized centres also mention
adequate referral under social support (N=8). Table 2.19 gives an over-
view of the types of social support mentioned.

When it comes to psychological support once again the aspects
addressed concern various life domains and psychological assessment
(table 2.20). In the category of psychotherapy specific therapeutic pro-
grams are mentioned such as contingency management (N=1), Cogni-
tive Behavioural Therapy (N=4) and systemic therapy (N=2).45 The ther-
apy related to alcohol and drug use focuses overall on relapse preven-
tion (N=2). Two specialised centres seem to combine both individual
and group therapy sessions (N=2).

Table 2.19: Types of social support mentioned by Flemish specialized centres (N=14) 
(source: online survey)

Types of social support N (%)
Work, education and income 9 (64.3)

Demographic aspects (housing/administration) 8 (57.1)

Criminal justice and police 6 (42.9)

Family and social network 8 (57.1)

45 The systemic therapy uses family and social network as types of psychological support.

Table 2.20: Types of psychological support mentioned by Flemish specialized centres 
(N=13) (source: online survey)

Types of social support N (%)
Alcohol and drug use 3 (23.1)

Motivation 5 (38.4)

Psychotherapy 9 (69.2)

Family and social network 4 (30.8)

Therapy not specified 4 (30.8)

Psycho-diagnostics 1 (7.7)
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The day care centres (N=5) overall combine psychotherapy with ther-
apy related to the family and social network (N=4). In addition to these
types of psychological support, two day care centres also mention moti-
vation (N=1) and alcohol and drugs (N=2). A last combination of types
of psychological support for a day care centre is motivation related
therapy, therapy not specified and alcohol and drugs.

The other specialised centres (N=2) combine the following types of psy-
chological support: psychotherapy and motivation related therapy;
motivation related therapy, therapy not specified and diagnostic assess-
ment.

In sum, the combination of psychotherapy with motivation related therapy
seems to be the most frequent psychological support over the different
types of specialised centres (N=3).

Most of the Flemish specialised centres (N=13; 76.5%) state that psycho-
socially assisted treatment is obligatory.

They also refer clients who ask for psychosocial treatment (N=12,
70.6%). When they do not refer the main reason given is the sufficient
provision of psychosocial treatment in the specialized centres, although
one day care centre also points out that by not referring their clients,
they manage to keep an overall picture on the clients’ situation. Ten of
the twelve specialized centres that refer their clients for psychosocial
treatment specified to which service they refer. Overall, the specialized
centres seem to refer to mental health services (residential and ambu-
lant). Table 2.21 provides an overview of the institutions the specialized
centres refer to.

It is striking that twelve of the sixteen specialized centres that state that
they provide psychosocially assisted treatment themselves, also refer to
other providers of psychosocially assisted treatment. However, the pro-
viders they refer their clients to seem to be rather specialized in specific

Table 2.21: Referral by Flemish specialized centres (N=10) 
(source: online survey)

Referral to N (%)
Mental health services 8 (80)

CAW (General Welfare Centre) 4 (40)

Public Centre for Social Welfare 4 (40)

Other 2 (20)
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life domains of the client (such as mental health; work, education and
income). These specific life events can perhaps not be addressed ade-
quately by the multidisciplinary team of the specialized centre which
makes referral to other providers necessary. Generally, the specialized
centres mention more than one provider of psychosocial treatment.

Eleven specialized centres in Wallonia answered this part of the ques-
tionnaire. Six out of eleven centres have a written agreement with their
clients.

10 of the 11 responding centres execute a detailed psychosocial assess-
ment. Generally this is executed by social workers, GPs and psycholo-
gists and involves the medical and psychiatric history of the clients.
Further issues addressed in this assessment are past treatment, work
situation, social and cultural factors, and living conditions.

Psychosocial treatment is provided by all specialized centres. One centre
only provides psychological support; the remaining centres provide
both social and psychological support. For only two centres this sup-
port is mandatory. The main issues addressed are employment and
housing, followed by administrative and juridical problems. Psychologi-
cal interventions consist mainly of professional management of the cli-
ent, conversation and listening to the client.

Six out of eleven Walloon specialized centres also refer clients further
for psychosocial treatment. This referral is made to public social centers
(N=2), external psychologists and psychiatrists (N=4) as well as general
hospitals (N=1), day care centres (N=1) and mental health services
(N=1). The general reason not to refer is adequate in-house provision of
services.

2.6.4. Pharmacists

Combining OST with some form of psychosocial care by pharmacists
seems a lot more common in Flanders (67.5%) than it is in Wallonia
(21%) or in Brussels Capital Region (44.4%)46. In Flanders or BCR, the
pharmacists mainly provide care themselves by having conversations
with the clients (mainly involving motivation and monitoring the evo-

46 Pharmacists do not provide structural forms of psychosocial interventions; they have an impor-
tant role as listener and caregiver (Vogt & Finley, 2009).
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lution of the therapy) or by referring them. In BCR, this referral is
equally spread over psychological and social support, whereas in Flan-
ders psychological support dominates and Wallonia has a dominant
social focus. In all three regions, the combination of referring to special-
ized centres and physicians is the most common. When pharmacists do
not refer their clients it is mainly because of the lack of demand or the
clients are (thought to be) already receiving psychosocial treatment.

67.4% of the Flemish pharmacists provide psychosocial care with OST.
The majority of Walloon pharmacists on the contrary do not (78.98%,
N=45). 44.4% of the Brussels Capital Region pharmacists provide psy-
chosocial treatment.

Most of the Flemish and BCR pharmacists provide this care themselves.
Other providers mentioned are general practitioners and social work-
ers. Specialized providers are mentioned as well, namely psychiatrists,
psychologists and specialized centres. Only pharmacists in the BCR
refer to pedagogues (N=2). It seems that in West-Flanders and Limburg
this care is provided more frequently by specialized centres (although
the limited response warrants a cautious interpretation). Additionally,
pharmacists often refer to Public Centres for Social Welfare.

2.6.4.1. In-house support

Generally, in Flanders the provision of psychological support dominates.
28.6% of the Flemish pharmacists provide social support, mainly for
housing, work/education/income and family and social support. Phar-
macists often report other providers for psychological support. For
both social and psychological care, various life domains are stressed.
Conversations with the client to check on how therapy is evolving and
monitoring clients’ motivation are the most common interventions.

In Wallonia, the provision of psychosocial support by pharmacists is
very rare. However, social support seems to dominate. 15.8% (9/57) of
the responding pharmacists have reported providing social support,
while 10.5% provide a psychological support. Social support consists,
generally, in providing basic help with housing and employment. Psy-
chological support consists, for most pharmacists, in trying to have an
understanding and open attitude toward the clients, and listening and
talking to them. Some pharmacists mentioned also referring their cli-
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ents to more competent professionals for social as well as for psycho-
logical support.

In the Brussels Capital Region psychological and social support are
spread evenly.

Table 2.22 gives an overview of the regional spread of social and psy-
chological support provided by Belgian pharmacists.

2.6.4.2. Referral for support

In Brussels Capital Region pharmacists equally refer to social and psy-
chological support providers. In Flanders only Flemish Brabant and
Antwerp have an equal distribution in referring clients; the other prov-
inces refer more to psychological support providers than to social sup-
port providers. Different reasons are given for not referring clients for
psychosocial treatment, the majority marking a lack of demand thereof,
or the supposition that the client already receives some kind of psycho-
social treatment. Overall Flemish and BCR pharmacists seem to refer to

Table 2.22: Social and psychological support by Belgian pharmacists 
(source: online survey)

Region Provision of support (N=12)
Social (N=16) Psychological (N=34)

FLANDERS
Antwerp 4 5

East-Flanders 4 10

Limburg 3 6

West-Flanders 0 7

Flemish Brabant 1 2

Total
%

12
28.6

30
71.4

BRUSSELS CAPITAL REGION
Total
%

4
50

4
50

WALLONIA
Hainaut 2 4

Liege 4 1

Namur 3 1

Brabant Wallon 0 0

Luxembourg 0 0

German community 0 0

TOTAL
%

9
15.8

6
10.5
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specialized centres, mainly MSSC. They also refer more to physicians
than to mental health practitioners, leading to the assumption that they
are being consulted more for physical problems than mental ones.
Pharmacists seldom refer to only one type of provider, the most com-
mon combination being specialized centres and physicians. When com-
paring the question “who provides the psychosocially assisted treat-
ment” with the question to “who pharmacists refer their clients for psy-
chosocially assisted treatment”, no clear association between the
answers on these two questions is found. For example, pharmacists
who state that general practitioners provide psychosocially assisted
treatment do not refer more often to physicians for psychosocially
assisted treatment. So, there seems to be a discrepancy between the
ideas of pharmacists on who is providing the psychosocially assisted
treatment and to whom they refer their client for this type of treatment.

The pharmacists from the Brussels Capital Region refer their clients to
specialized centres (N=4) and also to mental health practitioners (N=4).
In Flanders the pharmacists often refer to specialized centres as well
(N=39), particularly in East-Flanders (N=16). The referral by pharma-
cists to mental health practitioners is rather rare (N=4). Again, the lim-
ited response warrants caution in the interpretation.

The Walloon pharmacist (N=11) who do provide psychosocial treat-
ment either do it themselves (N=5) or through a social worker (N=4).
The focus in psychosocial treatment lies generally more on the social
component, involving housing issues, employment issues and referral.
Psychological interventions mainly involve listening to the client and
having a ‘conversation’. Half of the Walloon pharmacists who provide
OST refer to other professionals for psychosocial support, mainly to
specialized centres (46.4%, N=13). 23.5% refers to general practitioners
(N=8). Reasons for not referring are no demand, not knowing where to
refer the client to and clients already receiving psychosocial support.
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2.7. Education, training, intervision and 
supervision

2.7.1. General practitioners

The response of OST providing Flemish and Brussels Capital Region
GPs was very low (3/55), making it impossible to draw general conclu-
sions.

Out of the 10 Walloon GPs who provide OST, 6 report receiving train-
ing.47 Training is not mandatory, and is mostly provided by specialized
centres. The frequency of training is diverse, varying from once a
month to less than once a year. It is difficult to draw conclusions
because the frequency is very disparate and the sample is too small.
With caution, it seems training is consisting of all aspects related to
drugs, as well as of specific training on OST and its pharmacological
aspects (5/6). Four respondents mentioned psychosocial trainings, three
of which involved education on clients’ lives (life domains), 1 mention-
ing specialized psychological training.

Only four GPs take part in intervisions (4/10), the intervisions are not
mandatory. three of the ten Walloon providing GPs report participating
in supervison, which tends to be at a voluntary base as well.

2.7.2. Hospitals

Both Flemish and Walloon hospitals organize training for their staff. We
do note that the results for Flanders mainly apply to the psychiatric
hospitals. Participation tends to be more on a voluntary basis in Wallo-
nia (5/6) than in Flanders (6/11). Frequency varies widely between once
a week and once a year. All hospitals provide internal training which is
reserved for staff only. Internal training accessible to outside profes-
sionals tends to be more common in Walloon (50%) than in Flemish
hospitals (25%). Training organized by external professional organiza-
tions on the other hand is more frequent in Flemish hospitals than in
Walloon hospitals. Where the provision of pharmacological training is
common for hospitals in both regions, psychosocial training seems to
be given more in Flanders.

47 The response is too low to allow provincial differentiation.
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Intervision and supervision is organized more in Wallonia than in Flan-
ders, and again tends to be less mandatory than in Flemish hospitals.

Of the Flemish hospitals that provide OST regularly, 11 indicate educa-
tion and training for staff being organized (11/12). In 6 of the eleven hos-
pitals this training is mandatory. If specified, this training consists of
conferences and lectures (5/11) and workshops (2/11). All hospitals pro-
vide internal training for hospital staff, which is organized by the gen-
eral department (4/11), psychiatrists (7/11), psychologists (4/11), nurses
and pharmacists (2/11) or an educator (1/11). Three hospitals also
organize training for external professionals. An external offer from
other institutions is reported 8 times, involving specialized services and
psychiatric centres. Both pharmacological and psychosocial training is
being provided, the first one involving addiction training in general as
well as OST, the latter one involving specific psychological interven-
tions, e.g. motivational interviewing (9/12), client assessment (7/11) and
specific life domains (7/11). The average frequency of training varies
considerably between hospitals, between weekly (3/12), to once a year
(3/11).

Eight hospitals report the organization of intervision (8/12), being man-
datory most of the time (6/8). Six hospitals also report supervison that is
organized (6/12), which is obligatory in 4 cases (4/6). All hospitals indi-
cating supervison also provide intervision.

Only 7 of the 11 OST providing hospitals in Wallonia answered this
part of the survey; six of them reporting training (6/7), with participa-
tion being generally on a voluntary base (5/6). The training’s frequency
varies from once a week (1/6) over once every trimester (3/6) to once a
year (1/6). Answers on the specific forms of this training were very
diverse, so no generalization can be made. Internal training is reserved
for hospital staff, although half of the hospitals also organize training
that is open to outsiders as well. External organizations also provide
training for 3 hospitals.

Training involves all aspects related to drugs, OST and further pharma-
cological issues. Assessment is mentioned 4 times, as are specific psy-
chological interventions (3/6) and life domains (3/6).

Participation in intervisions is reported for 6 hospitals (6/7) and is man-
datory in 3.
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Supervision is less common, as only 4 hospitals mention supervision
being organized, mostly on a voluntary base (3/4).

2.7.3. Specialized centres

All Belgian specialized centres report training, being organized inter-
nally as well as by external professionals. Internal training accessible
for outside professionals is more common in Flemish centers than in
Walloon centres. In Flanders this training is always mandatory,
whereas in Wallonia it is only the case in half of the centres. The content
of the training is very diverse in Flanders, whereas in Wallonia educa-
tion on life domains is most common. For all Belgian specialized cen-
tres, (mandatory) intervision turns out to be a more common practice
than supervision.

All respondents of Belgian specialized centers report training and edu-
cation being provided.

Training is provided for all Flemish specialized centres and is manda-
tory in almost all centres (15/17). In-house sessions are organized in all
centres; 11 centers also report internal sessions that are open to external
professionals, and which are mainly organized by the management and
sometimes by doctors as well. All specialized centers also get training
from external institutions, mainly being other specialized centres and
mental health care services. Training generally consists of psychosocial
education (life domains and specialized types of psychological inter-
ventions) as well as specific pharmacological education (13/17), client
assessment (11/17) and general education on drug use, addiction and
treatment.

Intervision is organized more (16/17) than supervison (12/17) and it is more
frequently mandatory (15/17 for intervision and 8/17 for supervision).

Conferences and lectures are the most common form of training (11/17),
followed by education (7/15) and workshop training (6/17). The fre-
quency varies from weekly (3/17), over monthly (2/17) to 4 times a year
or more (4/17).

For Wallonia, training is mandatory in half of the specialized centres (5/
10). Individual training and conferences/lectures are cited the most,
although the response is rather diverse. Life domains are the most com-
mon topic of trainings (9/10). Further issues addressed in training are
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pharmacological education (4/10), client assessment (3/10) and special-
ized psychological interventions (3/10). All specialized centres receive
training by external institutions. six out of ten report internal trainings
that are only accessible for staff and 2 mention internal training open to
external professionals.

8 out of 10 of the centers have intervisions, all of them mandatory and
are being organized on a weekly or monthly basis. Supervision is pro-
vided as well (6/10) and is mainly mandatory (5/6) although its fre-
quency is lower (3 centres reported monthly supervisions, 1 every tri-
mester and one yearly supervisions).

Again, the response of the specialized centres from the Brussels Capital
Region is too limited to allow general conclusions (2/9). The MSSC
reports mandatory training for new employees, further training and
education seems to be mainly based upon staff’s demand. The other
specialized centre has training once or twice a month.

One centre gives extra attention to training on psychosis and drugs, the
MSSC reports a focus on specific groups like minors, double diagnose
and people of foreign origin.

Training can be given by in-house experts (e.g. a managing medical
practitioner) as well as by external experts as for instance other special-
ized centres.

2.7.4. Pharmacists

Training is not very common amongst Belgian pharmacists, and if
organized, it is on a voluntary basis. Training for Walloon pharmacists
tends to be organized more by specialized centres, whereas in Flanders
professional pharmacist organizations are the main organizers of train-
ing. Lecturers, conferences and courses are the most common forms of
training. In general training seems to be organized on a yearly base.
Flemish and BCR pharmacist seldom receive psychosocial training,
which seems to be provided more in Wallonia. Finally, intervision and
supervision are not common practices for Belgian pharmacists.

The majority of Belgian pharmacists indicate there is no education,
training, intervison or supervision organized. One fifth of the Belgian
pharmacists report training. Intervision and supervision are very rare.
The number of BCR pharmacists receiving training is very low (2/9).
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For the pharmacists indicating training is organized, courses and lec-
tures are the most common form of training in Flanders (10/47) and
BCR (2/9). They consist of aspects of OST, general addiction issues and
specific pharmacological training. Psychosocial training seems rather
rare. Training is mostly organized by professional pharmacist associa-
tions (11) although specialized centres are also regular providers of
training (5). The frequency of training ranges between once a year (for
half of the Flemish and half of the BCR pharmacists) to several times a
year. Intervision and supervison are very rare in both Flanders and
BCR.

In Wallonia one in four pharmacist report receiving training (13/57),
mostly organized by specialized centres and with an average of once a
year. Conferences and lectures are mentioned most, although the types
of training are very diverse. Training in pharmacological treatment is
dominant, including training on drug use in general and specific infor-
mation on OST as well. Four out of thirteen Walloon pharmacists also
report receiving psychosocial training, generally consisting of educa-
tion on life domains and specific psychological intervention, as well as
legislation issues (2/4). Intervision is very rare (N=1) and no supervisions
were mentioned.

2.8. OST in Belgian prisons

2.8.1. Method

The data on substitution therapy in Flemish prisons were collected
through an online survey by Jolien Debehets in January 2011, in cooper-
ation with Sarah Van Malderen (coordinator of the drug policy in pris-
ons in Flanders) in the context of a master thesis (Debehets, 2011). The
same survey was executed for the BCR and Walloon prisons in June-July
2012. The results will only be reported at a provincial level, no results
are given for specific prisons. The questions of the survey were based on
an EMCDDA-study on substitution treatment in European prisons
(Stover, Hennebel & Casselman, 2004; Stöver & Michels, 2010).48.

48 Additionally, data on the use of opiates inside prison and the continuation of (previously
started) OST inside prison were collected from the analyses of the prison health care depart-
ment federal public service of justice, in 2008 (Todts, Glibert & Van Malderen, 2008) (Sample:
389, total prison population 25th of February 2008: 9804.)
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2.8.2. Response rate

The medical departments and the psychosocial departments of all
Flemish prisons (N=15) and all Walloon prisons (N=14) were contacted.
Each of the Flemish prisons responded to the survey and 11 of the Wal-
loon prisons. All 3 Brussels Capital Regions prisons were contacted;
two responded to the survey.

The survey showed that all responding prisons provide OST.

2.8.3. Number of clients

In 2008, the national registration showed that 234 clients were using
Methadone and 60 Buprenorphine in Belgian prisons (Ledoux, Brohée,
Lagrain, Vermeire, Houben, Spago & Vansnick, 2008:14).

Table 2.23 provides an overview of the average population of Belgian
prisons and the average number of OST clients reported in the online
survey.

The number of OST clients was inquired as the number of OST clients
present in that prison at the time of the survey (January 2011). However
the number of reported clients did vary amongst different respondents
in the same prisons. Therefore the survey data do not enable the report-
ing of the total number of clients the Flemish prisons provided OST
for.49

For Flemish prisons the average number of OST clients reported in Jan-
uary 2011 is the highest in the province of Limburg (N=48) and the low-
est in Flemish-Brabant (N=2). Prisons in the three remaining provinces
report OST provision for 11 to 12 clients on average. All Flemish pris-
ons report a stagnation of OST, apart from prisons in the province of
Antwerp, for which respondents indicate that substitution therapy is
expanding. None of the prisons report a decline of OST.

49 In case of prisons reporting different numbers of clients it was decided to take into account the
number of clients reported by the medical departments, as they tend to have a better view on
the exact number of OST clients in the prison. For certain prisons in the province of Antwerp
and West-Flanders that still resulted in differences. For these prisons only the overall average
number reported by the medical department staff was taken. In case of differences in reported
numbers of clients and no response of medical staff, the average number of clients noted by the
psychosocial department staff is given.
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In Wallonia, 10 prisons responded to this part of the survey. The aver-
age number for the province of Liège is at 17,66 and for the province of
Namur at 17,25. For the province of Hainaut and Luxembourg, the
number is the same and lies at 10,5 OST clients. The average number for
the province of Walloon Brabant lies at 7,5. Therefore, provincial aver-
age numbers are only based on one to three prisons due to the small
sample. The maximum and the minimum numbers can be found in the
province of Liège, with one prison with 40 OST clients and another one
with only 1 OST client. Four prisons, three of which are located in the
province of Liège and one in the province of Luxembourg, report stag-
nation. Three others, in the province of Liège, Hainaut and Namur,
report an increase of the number of OST clients. None of the Walloon
prisons, except for the province of Walloon Brabant, report a decrease.

Table 2.23: Average number of OST clients in prisons in January 2011 
(source: Directoraat-generaal Penitentiaire Inrichtingen for 2011)

Average number of OST clients in prisons
FLANDERS (JANUARY 2011)

Antwerp* 11.7

East-Flanders† 11

Limburg 48

West-Flanders‡ 7.85

Flemish Brabant 2

TOTAL 16.11

WALLONIA (JUNE-JULY 2012)
Hainaut 10.5

Liège 17.66

Namur 17.25

Luxembourg 10.5

Walloon Brabant 7.5

Total 12,68

BRUSSELS CAPITAL REGION (JUNE-JULY 2012)
20

* One Antwerp prison only reported the number of OST clients to be varying. The medical
department staff of another Antwerp prison reported a different number of clients (2-7), there-
fore the average of the numbers the two respondents of that prison reported is given.

† One East-Flanders prison only reported the number of OST clients to be varying. For another
East-Flanders prison only staff from the psychosocial department answered.

‡ One prison in West-Flanders provided no data on number of clients, another prison had only
psychosocial department staff responding. Still, one other prison had the three different mem-
bers of the medical service all reporting a different number of clients (8-13-23), therefor the
average of their response was taken.
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Only one prison located in Brussels Capital Region has reported their
number of OST clients. It mentioned 20 OST clients. This prison reports
an increase of OST clients.

Compared to the numbers collected in the national survey in 2008
(Todts, Van Malderen & Glibert, 2008), the number of OST clients
reported in the online survey seems too low. Based on the study of
Todts, Van Malderen and Gilbert (2008), the self-reported number of cli-
ents receiving OST is 71 (18.25%) which might be the result of a selec-
tion bias in the self-report survey.

In table 2.24 an overview is given of self-reported opiate use in prison,
the use of black market Buprenorphine as well as the proportion of cli-
ents in OST. Of the 2008 sample, 32.1% (N=125) of the Belgian prisoners
incarcerated in 2008 reported to have used heroin during detention.
8.7% (N=34) reported intravenous opiate use inside prison, 13.1%
(N=51) reported the use of black market Methadone or Buprenorphine.
15.7% of the Belgian prisoners reported to have initiated heroin us
inside the prison (N=61) (Todts, Glibert & Van Malderen, 2008).

2.8.4. OST treatment goals and medication used

All Flemish prisons provide OST for detoxification; OST for mainte-
nance treatment is provided by two third of the prisons (10/15). Lim-
burg is the only province in which prisons do not provide OST for
maintenance (Debehets, 2011).

An overview of the medication used for OST inside prison is presented
in the following table (table 2.25).

Table 2.24: Self-reported opiate use and OST in Belgian prisons in 2008 (source: 
Todts, Glibert & Van Malderen, 2008)

Opiate use n %
% opiate use inside prison 125 32.1

% intravenous opiate use inside prison 34 8.7

% of use black market Methadone or Buprenorphine 51 13.1

% OST in Belgian prisons 71 18.25 

Heroin initiation in prison 61 15.7

Total sample 389 100
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All Flemish prisons start OST in prison and continue OST started
before detention, except for one prison reporting only continuation.
Most Walloon prisons do detoxification (N=10) and maintenance
(N=10). One prison did not respond to this question. Most Walloon
prisons start and continue (if started before imprisonment) the OST
treatment (N=6). Four prisons, located in the province of Hainaut,
Liège, Walloon Brabant and Luxembourg, report only continuation.

One prison in Brussels Capital Region reports providing OST for main-
tenance only. Also, this prison only starts OST when requested by a cli-
ent and it is not continuing a treatment that was started already before
imprisonment.50 The second prison provides both maintenance and
detoxification and allows clients to start or continue OST.

In 2008, 15.3% of the sample of Belgian prisoners reported receiving
OST upon time of arrest (Buprenorphine or Methadone) (N=108)
(Todts, Glibert & Van Malderen, 2008). Of this group 14.8% (N=16)
stopped OST at their own request, 18.5% stopped on request of the
prison’s medical staff (N=20). 65.7% continued OST, 24.1% of which

Table 2.25: Medication used for OST in Flemish prisons 
(source: survey Debehets, 2011)*

Medication N° of prisons %
FLANDERS
Methadone 12 36.4

Methadone+Buprenorphine 14 42.4

Methadone+Buprenorphine+Naloxone 5 15.2

No medication reported 2 6.1

WALLONIA
Methadone 1 10

Buprenorphine 1 10

Methadone+Buprenorphine 6 60

Methadone+Suboxone 2 20

BRUSSELS CAPITAL REGION
Methadone 1 50

Methadone+Buprenorphine 1 50

* As the question on type of medication used had been formulated in terms of substitution in
general (instead of a differentiation according to treatment orientation), no specific results can
be given for medication used per treatment orientation.

50 However, the respondent for this prison was part of the Psycho social department and did not
seem to be able to provide adequate detail on the medical treatment.
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with the goals to detoxify (N=26) and 41.7% (N=45) with maintenance
as a goal (Todts, Glibert & Van Malderen, 2008).

2.8.5. Psychosocial interventions

Six of the fifteen Flemish prisons did not indicate which type of psycho-
social interventions they provide for clients in OST. Of the 9 prisons
that did specify the psychosocial interventions, these interventions con-
sist mainly of treatment-as-usual, described as ‘conversations’ and
‘guidance’. All prisons report a written agreement between prison doc-
tors and clients. The interventions are executed most of the time by staff
from the medical department (N=4) or by the psychosocial department
(N=5). Referral to external services providing treatment in prison is rare
(4/15) (involving the outpatient mental health care centres and judicial
welfare services (JWW)) and it is always combined with internal inter-
ventions.

More than half of the Walloon prisons (N=6) report providing psycho-
social support. Only 3 amongst them mentioned the types of interven-
tions albeit not in detail. In the province of Liège, 2 prisons report social
and psychological support, discussion with the clients and an evalua-
tion of the treatment. This evaluation of treatment is also mentioned by
one prison in Walloon Brabant. One prison in the province of Namur
only mentioned psychological support in the form of individual inter-
views. 4 prisons report that psychosocial support is provided by the
prisoners help service, social workers, psychologists, GPs or educators
and, most of the time, when the client makes a demand or when the
psychosocial professionals are available. The psychosocial support is,
therefore, not mandatory. However, one prison in the province of Wal-
loon Brabant mentioned that the psychosocial support is mandatory.

Five Walloon prisons report that they are not collaborating with profes-
sionals outside the prison while 4 do so. They mentioned specialized
centers’ staff and prescribing GPs who become involved at the time of
imprisonment and at the time the release of the client. One prison in the
province of Walloon Brabant also mentioned pharmacists. Help groups
for OST does not exist in most prisons (N=9), except for one prison
located in the province of Liège, in which clients can attend groups 4
times a week.
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One prison from Brussels Capital Region reports that they are not pro-
viding psychosocial support, except in case of an emergency crisis. The
other one did not answer this question. One prison reports collabora-
tion with professionals outside the prison51.

Most Walloon prisons also report making a written agreement with cli-
ents (7/9). One BCR prison reports not they do not have a written agree-
ment with OST clients (the other prison did not answer the question).

2.8.6. Training

Only half of the Flemish prisons provide training for staff involved in
OST (7 of the 15 Flemish prisons) and, if provided, this training gener-
ally remains rather limited. Basic training for new staff is the only
example given. No further or more detailed information was given
regarding the content of this training (Debehets, 2011).

Most Walloon prisons (N=7) report that they are not providing training
for their staff, only four do so. No further details about these trainings
were provided.

In Brussels Capital Region, the 2 prisons interrogated report not pro-
viding any training for their staff either.

Although only provided in half of the prisons, training seems more
common in Flemish prisons than in BCR or Walloon prisons.

2.9. Conclusions and discussion

In this chapter we presented the survey results which certainly have its
limitations. First of all, the information that was provided was struc-
tured by the questions, not always allowing detailed answers regarding
each topic (e.g. prelisted choices). To anticipate this problem, for each
topic the respondents were also given the opportunity to add remarks.
Second, the survey involves self-report by the various providers, there-
fore limiting the validity of the response only to the specific respond-
ents and not presenting an objective truth. The fact that the SUBANOP-
research also consisted of focus groups with representatives of the dif-
ferent types of OST providers from the three Belgian regions (chapter

51 CAP-ITI, Solbosch, Enaden, Transit for follow-up after the release, GP and psychiatrist.
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6), as well as the use of a Delphi-method (chapter 5), allowed a reality
check for the response as well as more in-depth assessment of certain
topics. Third, the responses for the GPs and for the Brussels Capital
Region (for the GP, the hospitals and the specialised centres) was too
low to allow general conclusions. Due to the limited response rate of
Flemish (psychiatric departments of) general hospitals in the online
survey, conclusions on networking, training and psychosocial support
mainly apply to the psychiatric hospitals. The response of non-providing
Flemish and Brussels Capital region pharmacists for the topic of refer-
ral and networks remained rather limited. Finally, the survey of Flem-
ish prisons was executed in January 2011, whereas the Brussels Capital
Region and Walloon prisons were inquired in June-July 2012.

The abovementioned limitations urge for a more systematic registra-
tion of OST provision, allowing a more adequate monitoring than is the
case at present.

2.9.1. Type of providers and number of clients

On the basis of the phone survey, OST is mainly provided through spe-
cialized centres in Belgium. Hospitals provide OST as well, but they
report fewer clients per week than the specialized centres. Pharmacists
take up a special position as they can be providers as well as adminis-
trators of OST. Psychiatric departments of general hospitals are domi-
nant for OST in hospitals, although psychiatric hospitals are also very
common. General hospitals tend to be providing OST the least. General
practitioners are much less involved in OST practice, in particular in
Flanders.

To develop a full-spectrum view on the OST provision the reported
number of clients has to be taken into account, demonstrating that the
Belgian specialized centres receive the highest number of clients, fol-
lowed by pharmacists.

When we compare the number of clients reported by the different pro-
viders in the online survey, the specialized centres in Belgium receive
the highest number of clients per week, followed by the pharmacists.
We do note that there is a chance that part of the clients reported by
pharmacists have been referred by specialized centres. GPs report the
least clients per week, although in Wallonia the GPs report receiving
more clients than the hospitals. Specialized centres have the highest
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number of clients per week, and for this type of provider the MSSCs
receive the majority of the clients.

The number of clients per week that is treated in the hospitals is limited
to less than 50 clients for all hospitals in Flanders participating in the
online survey (N=12) and less than 100 clients for all responding Wal-
loon hospitals (N=11).

The MSCCs in Flanders have significantly more OST clients on a
weekly basis than the MSCC in Wallonia (2406 and 667 respectively).
This confirms that in Flanders, opiate substitution treatment is mostly
supplied by specific, low-threshold services for drug users (Lamkad-
dem & Roelands, 2010).

2.9.2. Geographical spread of OST provision

When we look at the geographical spread of OST, we find a limited pro-
vision of OST in some areas. This is the case for West-Flanders, where
only a few pharmacists and specialized centres provide OST and the
inquired GPs do not seem to be providing OST. In Flanders, in the
provinces of West-Flanders and Flemish Brabant, few pharmacists pro-
vide OST. In Wallonia, the German community and the Walloon Bra-
bant have the least providing pharmacists and GPs.

There are more specialized centres in Flanders than in Wallonia and
they tend to be geographically spread out more. In Flanders, 45 satellite
centres provide OST in regions where there would otherwise have been
no OST provision. In the Walloon part of the country, the number of
satellite centres is limited to 4.

The geographical spread of centres indicates that this spread might be
organized better in certain (parts of) provinces of Flanders and Wallo-
nia. In order to develop recommendations on the optimal spread of
OST, the provision of OST should be in accordance with (trends in) the
opiate substance use and with the characteristics of opiate users in the
general population.

For both detoxification and maintenance the online survey pointed
out that specialized centres are the predominant providers followed by
hospitals. General practitioners provide detoxification and mainte-
nance the least. In general, for Belgium not all specialized centres pro-
vide OST for maintenance reasons, but in most provinces another cen-
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tre in the same city will still be providing OST for maintenance. OST for
maintenance purposes could be spread better in the province of West-
Flanders, especially in the north and the west; in the south of the prov-
ince of East-Flanders and in the south of the Namur province and Lux-
emburg.

2.9.3. Psychosocial support

In general, Belgian OST providers pay attention to psychosocial sup-
port. Even providing GPs and pharmacists, who have limited time and
means, seem to take into account these needs, by either providing psy-
chosocial support themselves and/or by referring clients further.

Psychosocial support consists of both social and psychological treat-
ment, including attention for various life domains. All specialized cen-
tres and hospitals provide psychosocial support. Combining OST with
psychosocial support by pharmacists seems a lot more common in
Flanders (67.5%) than in Wallonia (21%) or the Brussels Capital Region
(44.4%).

When it comes to psychosocial assessment, this is considered to be a
multidisciplinary process in hospitals and specialized centres, involv-
ing the collection of information regarding various life domains and a
cooperation between nurses, social workers, psychologists and psychi-
atrists.

The main difference in psychosocial treatment between Flemish and
Walloon hospitals is the aspect of written agreement, which is a lot more
common in the Walloon hospitals. As opposed to hospitals, written
agreements are a lot more common in specialized centres in Flanders
than in Wallonia.

In Flanders, however, psychosocial support in hospitals and specialized
centres is a lot more mandatory than it is in Wallonia.

More Flemish hospitals refer clients for psychosocial treatment than
Walloon hospitals. The reason for non-referral in both regions is mostly
sufficient service provision at the hospital itself. Referral by Flemish
hospitals mainly involves referral to specialized centres.

In Brussels, pharmacists’ referral for psychosocial support is equally
spread over psychological and social support, whereas in Flanders,
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referral for psychological support dominates, while in Wallonia refer-
rals primarily have a social focus. In all three regions, the combination
of referring clients to specialized centres and physicians for psychoso-
cial support is the most common. When pharmacists do not refer their
clients it is mainly because of the lack of demand or the fact that clients
(are thought to be) already receiving psychosocial treatment.

Although specialized centres provide psychosocial treatment them-
selves, they tend to refer clients quite often to other providers of psy-
chosocially assisted treatment. The providers they refer their clients to
seem to be rather specialized in specific life domains of the client (such
as mental health, work, education and income). These specific life
events can perhaps not be addressed adequately by the multidiscipli-
nary team of the specialized centre which makes referral to other pro-
viders necessary. Generally, the specialized centres mention more than
one provider of psychosocial treatment. Flemish specialized centres
tend to refer clients to mental health centres, in Wallonia referral is
more diverse, also involving external psychological experts and public
social centres.

2.9.4. Networking and cooperation

All specialized centres are part of a network which consists of several
types of professionals and drug treatment services. Their network is the
most diverse of all. All Flemish and 80% of the Walloon hospitals have
contacts with other professionals or are part of a network. It mainly
involves a network of drug treatment services’ and specialized centres.
Flemish hospitals seem to cooperate more with drug treatment organi-
zations on a provincial level, whereas Walloon hospitals prefer drug
care networks at city level (which is not surprising in view of the urban
concentration of specialized centres in the Walloon part of the coun-
try).52

Pharmacists very often do not have contacts with other professionals,
nor are they part of a network. When providing pharmacists participate
in a network this mainly involves a specialized centre. In Wallonia,

52 The survey response contained too little GPs who provide OST so no general conclusion can be
drawn. In this context, it should be noted that, because of the limited response of the psychiatric
departments of general hospitals and the general hospitals in the online survey, the results
regarding networking mainly apply for the psychiatric hospitals.
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these networks involve more often GPs with OST expertise. Networks
are more common for Flemish pharmacist (45.7%) then for Walloon
pharmacists (30.0%).

Although specialized centres provide psychosocial support themselves,
they tend to refer clients further quite often to other providers of psy-
chosocially assisted treatment. The providers they refer their clients to
seem to be rather specialized in specific life domains of the client such
as mental health, work, education and income. These specific life events
can perhaps not be addressed adequately by the multidisciplinary team
of the specialized centre, which makes referral to other providers neces-
sary. Generally, the specialized centres mention referral to more than
one type of psychosocial support provider.

2.9.5. Training

All Belgian specialized centres and hospitals report training and educa-
tion. For all Belgian specialized centres, intervision turns out to be a
more common practice than supervision, whereas for hospitals super-
vision is less common than intervision. All Belgian specialized centres
report training. Regional differences exist, since training is mandatory
in all Flemish specialized centres, but only in half of the Walloon cen-
tres. In Flanders, the training’s content is very diverse (training gener-
ally consists of psychosocial education (life domains and specialized
types of psychological interventions) as well as specific pharmacologi-
cal education (13/17) client assessment (11/17) and general education on
drug use, addiction and treatment; in Wallonia education on life
domains is most common.

Training seems to be a regular practice in Belgian hospitals too. In Wal-
lonia it seems to be less mandatory than in Flanders.

However, training is not very common amongst Belgian pharmacists,
and (if organized) it tends to be on a voluntary base. Intervision and
supervision are not common practices for Belgian pharmacists either.53

Training for prison staff involved in OST seems rather limited in Flem-
ish (7/15), Walloon (3/10) and Brussels Central region (0/2). Only half of

53 The survey response contained too few GPs who provide OST, so no general conclusion can be
drawn with regard to GPs.
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the prisons provide training for staff involved in OST (7 of the 15 Flem-
ish prisons) and, if provided, this training generally remains rather lim-
ited. Basic training for new staff is the only example given. No further
or more detailed information was given on the content of this training
(Debehets, 2011). Most Walloon prisons (N=7) report that they do not
provide training for their staff, three only do so. No further details
about these trainings were provided. In Brussels Capital Region, the 2
prisons that were interrogated reported not providing any training for
their staff either. Although only available in half of the prisons, training
seems more common in Flemish prisons than in BCR or Walloon pris-
ons.

2.9.6. OST in Belgian prisons

When we compare the prison data of the self-report survey by Todts et
al. (2008) regarding the prevalence of (injecting) opiate use in Belgian
prisons with the number of OST clients in prisons, in particular in
maintenance therapy and more specifically in particular in some pris-
ons, it is obvious that one can question the provision of OST in prisons.

It is fair to say that this is not in line with the Belgian law. The Belgian
Prison Act of 2005 on the rights of prisoners provides a judicial basis for
the right of health care that is equal to the health care in society and that
is adapted to the specific needs of prisoners (art. 88). Moreover, art. 89
states explicitly that a prisoner has the right of continuity of health care,
again on an equal basis as in the society. This principle is made explicit
with regard to OST in a technical protocol added to the ministerial cir-
cular of 2006 (Ministerial Circular nr. 1785 of 18 July 18th 2006 on the
drug problem in prisons). When it concerns psycho-social drug treat-
ment in general, it is recognized that in practice, the current treatment
offer is insufficient to guarantee the actual implementation of these
prisoners’ rights (Van Malderen, 2012).
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Chapter 3 CHARACTERISTICS OF OST CLIENTS 
IN BELGIUM. 
A SECONDARY ANALYSES OF TWO 
BELGIAN DATABASES

Yves Ledoux54

3.1. Presentation of sample, data and method

3.1.1. Data base: national registration and extension of 
the 2003 Belspo study

This chapter consists of a secondary data-analyses of two databases: a
Belspo-study and the extension thereof (Ledoux, 2005 and new data
collection in 2006), and a national registration of prescriptions of substi-
tution medication (Ledoux, Brohée, Lagrain, Vermeire, Houben, Spago
& Vansnick, 2010; Ledoux, 2012).

In 2003, the Belgian Pharmacists Association conducted a study55

(called here the Belspo study) using a sample of Methadone substitu-
tion clients (Ledoux, 2005). More than 130 pharmacists participated and
evaluated each of their OST clients. In 2006, this sample was extended
to the Medical-Social Specialized Centres in Flanders to improve the
representativeness of the sample of OST patients. The final sample has
494 Belgian clients (311 clients from Wallonia and Brussels and 183
from Flanders). Although the original study also analysed the pharma-
cists’ evaluation of Methadone clients, the present chapter will refer
only to the client’s reports.

The national registration of substitution treatments consisted of an epi-
demiological analyses of the number, gender and age of OST clients
and the area of dispensation, the amount of medical practitioners/phar-
macists providing OST and medication used (Methadone or Buprenor-
phine-Subutex© or Suboxone©). The database consisted of all (coded)
clients who were prescribed Methadone or Buprenorphine between the

54 Sociologist. RUG. Former head of Substitution National Register (Institute for Pharmaco epide-
miology).

55 Sponsored by BELSPO/Politique Scientifique Fédéral
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last trimester of 2006 and the second trimester of 2009. Patients and
professionals were identified with a unique coding and could thus be
“followed” during the total period of registration. It was the result of an
endeavour of all Belgian community pharmacies through their 29 self-
financed tarification Offices. All prescriptions were pulled together at
the Belgian Institute for Pharmaco-epidemiology and processed in due
respect of privacy laws. The program had been launched through a
financial support of R. Demotte, the former Minister of Health. It
stopped at the end of 2009 to be hopefully replaced by a similar effort
by the Health Ministry.

3.1.2. Method

The data collected in the National Registration of substitution treat-
ment are used as well as the extended BELSPO-study.

The chosen approach for the BELSPO-study consists of different multi-
variate analyses56.

As a standard approach, forward conditional logistic regression was
systematically performed. Since the dependent variables have to be
binary, some scales were dichotomized. A higher or lower quartile
dichotomization has been made to express low or high scale values. In
models where some factors are found to measure dimensions close to
the dependent variable it is worth the effort to present different models
not selecting some variables. Global satisfaction was measured by the
addition of 5 point Likert scales of satisfaction from life in general, work
situation, housing, neighbourhood, friends, personal look, drug use,
and health. The total was divided by the number of dimensions. The
Cronbach alpha value of the scale reached the excellent value of .80.

The well-being scale was built with an inversion of “depressive experi-
ence scale” items with 5 levels (never, sometimes, most of the time,
more than most of the time, all the time): I feel happy, calm, full of
strength, fresh and my life is full of interest … Cronbach’s Alpha has a
very strong value of .89. High and low values were selected according
to the higher or lower quartile of the scale. This method was used for all
scales to allow binary analyses (direct odds or risk analyses through
logistic regression).

56 All data analyses were performed with a recent version of SPSS.
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Improvement of mental health with substitution was built as a factorial
score (first factor) with the following 5 levels items: Substitution ena-
bled me to feel less depressed; to have a better opinion of myself; not to
be so anxious anymore; to make projects; to be dynamic again; to be
more open for activities; to take a step back from the drug “milieu”; to
succeed in not being so much dependent on others; to find a job; to find
more freedom from drugs; to succeed in completely stopping heroin
use; to put my things in order with the judicial system; to avoid incar-
ceration; not to “hustle” to find money for drugs; to stop dealing drugs.
The first factor after Varimax rotation is clearly oriented toward mental
health improvement. Each patient received a score on this factor subse-
quently dichotomized according to higher or lower quartile.

Therapeutic alliance with MD or any therapist can be defined as the qual-
ity of the therapeutic relation, an emotional bond between the therapist
and the client, the level of agreement between the two parties on the
therapeutic tasks, and/or the level of agreement between the two par-
ties on the expectations and goals of therapy (Abrishami, 2009, Bick-
man et al. 2004, Bordin, 1979). It has been used for the study of many
types of pathologies from schizophrenia (Frank & Gunderson, 1990) to
epilepsy (Glueckauf et al., 2002). Therapeutic Alliance was constructed
on a model proposed by the Institute for the study of Therapeutic
change (Chicago) (Miller & Duncan, 2004). There are many different
scales and items used in the scientific literature (Alexander, & Lubor-
sky, 1986; Gaston, & Marmar, 1994). Here we felt that some specific
items related to substitution treatment should be added: My doctor is
more than a simple prescriber, I trust my doctor for Methadone’s dosage or I
have more to thank my doctor than Methadone for my improvement … It
appears, however, in the following factorial analyses that these substi-
tution oriented items did not come to the forefront in the first factor,
but are more weighing on the last or third one. One possibility was to
build a classical scale by adding the item values (and dividing them by
their total number: N=16). The reliability analyses shows indeed an
impressive Cronbach Alpha value of .92. We have chosen to use the fac-
torial score obtained by Principal Component Analyses after Varimax
rotation. The mean of the factor has a value of zero. This provides more
specific measures by detailing three factors in which some items have
more weight than others. The same approach was used to build the
Working Alliance with the pharmacist. Factors are built through 30 items
that reflect the relationship with the pharmacist: “I receive good
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advice”, “I can talk about anything with my pharmacist”, “I trust him”,
“The pharmacist respects me”, “The pharmacist plays a role in my
treatment”,…. Details of the factorial construction of the scale can be
found in Ledoux (2005, 219-227).

3.2. Number of clients and OST medication 
used

First of all, an overview of the number of OST clients is given, followed
by the number of clients per type of medication (Methadone or
Buprenorphine) and geographical spread of clients and medication
used. Some clients used Methadone as well as Buprenorphine during a
one year period. In the latest yearly recording from mid 2008 till mid
2009, a total of 16 974 OST clients were identified, with Methadone
being the most dominant drug (Table 3.1).

The prevalence of OST clients (measured for the year 2008 among per-
sons between 20 and 64 years old) is the highest in Wallonia, where the
districts of Liège and Charleroi are dominant (distribution of clients:
46.4% of the total Walloon clients). In Flanders, the districts of Antwerp,
Ghent and Aalst represent 43.8% of the Flemish OST clients. Table 3.3
details the prevalence of clients in the general population.

Table 3.1: Number of OST clients per medication in mid 2008-mid 2009 (source: 
national registration, Ledoux et al., 2010)

OST medication N° of clients % of total n° of OST-clients (16275)
Methadone only 15.093 88.9

Buprenorphine+ Methadone  618  3.6

Buprenorphine only  1.263  7.4

TOTAL OST CLIENTS 16.974 100

Table 3.2: Number of OST clients per district and region in mid 2008-mid 2009 
(source: national registration, Ledoux et al., 2010)

Region N % of total OST clients 
Wallonia 9.335 55

Flanders 4.848 28.6

BCR 2.791 16.4

TOTAL 16.974 100
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Most OST clients use Methadone. Buprenorphine was prescribed to
1.560 clients in 2008-2009 and seems to be prescribed more regularly in
Flanders than in BCR and Wallonia (Table 3.5). Table 3.4 and Table 3.5
overlap with some 618 clients being prescribed both medications dur-
ing the period.

Table 3.3: Prevalence of OST clients per province and highest prevalence district in 
2008 (source: national registration, Ledoux et al., 2010)

Region /10.000 inhabitants highest prevalence 
district

Highest prevalence 
district (/10.000 

inhabitants)
FLANDERS
Antwerp 10.08 Antwerp 15.2

West-Flanders 13.42 Oostende 29.95

East-Flanders 17.23 Aalst 25.57

Limburg 10.41 Hasselt 14

Flemish Brabant 5.76 Leuven 6.12

WALLONIA
Brabant Wallon 15.3 Nivelles (B-W) 15.3

Namur 35.57 Namur 40.75

Liége 53.15 Liège 73.57

Hainaut 52.4 Charleroi 73.78

Luxemburg 33.71 Arlon 67.86

Table 3.4: Total yearly number of OST clients who have been prescribed/delivered 
Methadone in 2008-2009 (source: national registration, Ledoux et al., 2010; Ledoux, 
2012)

Region N % of total OST clients with any 
Methadone prescription

Wallonia 8.865 56.4

Flanders 4.225 26.9

BCR 2.621 16.7

TOTAL 15711 100

Table 3.5: Total yearly number of OST clients with any Buprenorphine in 2008-2009 
(source: national registration, Ledoux et al., 2010; Ledoux, 2012)

Region n % of Total OST clients with any 
Buprenorphine prescription 

Flanders 902 48

Wallonia 744 39.5

BCR 235 12.5

TOTAL 1.881 100



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

92

Expressed in odds ratios, there is an odds of 2.6 (or a 160% increased
chance) of Buprenorphine being prescribed/delivered in Flanders com-
pared to the rest of the country (Ledoux, 2012).

The National registration indicates that Buprenorphine might be used
more for opiate detoxification, since the treatment seems to stop much
earlier than Methadone treatment. There are also more clients who stop
the use of Buprenorphine for a certain period and start again with
Methadone than the reverse (Ledoux, Brohée, Lagrain, Vermeire,
Houben, Spago & Vansnick, 2010; Ledoux, 2012).

3.3. Regional spread of providers: GPs and 
pharmacists

In total, 2937 medical practitioners prescribed OST during a one year
period (2008-2009) to at least one client. General practitioners (N=2489)
represent 84.7% of the OST prescribing medical practitioners with GPs
working in specialized centres also included in this percentage. An
important specificity of the Belgian situation is that about half of medi-
cal practitioners (47.5%) have only one OST patient during an annual
period and many would not even keep this patient the whole year.
61.9% of medical practitioners have only up to 2 OST patients a year. At
the other extreme, there are 24 medical practitioners who have more
than 120 different patients in a year but these medical practitioners are
active in specialized treatment centres (Ledoux, 2012). Walloon GPs
constitute the majority of OST prescribers. According to the total
number of GPs per region, OST has the greatest impact on practitioners
in the Brussels Central Region (table 3.6).

Table 3.6: GPs providing OST in 2008-2009 (source: national registration, Ledoux, 
2012)

Region N° of GPs 
providing OST

% of n° GPs 
providing OST

% of total GPs per 
region

% of Belgian GPs 
(N=15161)

Flanders 806 27.4 15.4 (N=5248) 5.3

Wallonia 1590 54.1 19.1 (N=8326) 10.5

BCR 541 18.5 34.1 (N=1587) 3.6

TOTAL 2937 100 19.4
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In total, 3390 Belgian pharmacists provided OST in the annual period
2008-2009. This represents just a little less than two thirds of all phar-
macists. There are almost ¾ of all Walloon and 71.6% of BCR pharma-
cists providing OST and just above 55% among Flemish ones (table 3.7).

3.4. Clients’ basic demographic characteristics: 
Gender, Age, Nationality and Region

3.4.1. Gender

In the year 2008, there were 24.6% women among annual OST clients,
or a total of 4095 women and 12.518 men. Regional differences in gen-
der distribution are not spectacular (p=.05) with Brussels presenting
26.3% of women, 24.9% for Flanders and 24% for Wallonia (Ledoux,
2012). In Wallonia, the analyses of the national registration in 2008
pointed to the highest female prevalence among 20-64 year old in the
province of Luxemburg: Arlon (42,1/10.000 citizens), the province of
Liège (37,5/10.000) and the province of Hainaut: Mons and Charleroi
(both 30/10.000). Brussels Capital Region has a prevalence of 22,6
female clients/10.000. In West-Flanders, Ostend shows the highest prev-
alence of female OST clients (20,6/10.000).

The BELSPO sample confirms a constant observation: women represent
about one fourth of the population (here 26%). Table 3.8 shows what
differentiates women in OST. Women have had less incarceration in the
past. However, they did experience more mental health hospitalizations.
Furthermore, women have lower family support (odds: 1.96). Also, much
more than men, women were more likely to have a partner in substitu-
tion treatment (odds: 5.18). Finally, contrary to what we expected,
women are treated less in a private practice. No gender difference was

Table 3.7: Pharmacists providing OST in 2008-2009 (source: national registration, 
Ledoux, 2012)

Region N° of OST 
providing 

pharmacists

% of total OST 
providing 

pharmacists

% of total n° 
pharmacists in 

region

% of Belgian 
pharmacists 
(N=5268)

Flanders 1501 44.3 55.3 (N=2715) 28.5

Wallonia 1425 42 74.8 (N=1905) 27.1

BCR 464 13.7 71.6 (N=648) 8.8

TOTAL 3390 100 5268 64.4 (5268)
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found regarding any psychological scales (Satisfaction, Well-being,
Mental Health improvement during OST, Therapeutic Alliance, Work-
ing Alliance with pharmacist).

3.4.2. Age

The Belspo sample (with a mean age of 32.4 years) reflects a younger
sample than what we would expect in 2012.57 For the latest registry’s
period of the 2nd quarter of 2009, mean age of all OST patients was 36.8
years. Compared to the previous Belspo sample, the national registra-
tion showed in 2009 that in all Belgian regions (Flanders, Brussels Cen-
tral Region and Wallonia) OST clients are indeed getting older. The age
group distribution of OST clients (mid 2008-mid 2009 period, see table
3.9) is as follows: younger than 25, 11.2%; 26-30 years, 15.1%; 31-35
years, 18%; 36-40 years, 22.2%; 41-45 years, 18.1%; 46-50 years, 9.2%; 51-
55 years, 3.5% and finally 56 years and above, 2.9%. Flanders has the
youngest clients with 16.3% being less than 25 year old; for Wallonia,
this is 10.7% and only 4% in BCR.

Table 3.8: Characteristics of female clients. Forward conditional logistic regression of 
Women (N=432; Man N=317/ Woman N=115); 79.2% of cases correctly classified; 
Nagelkerke R²=.35

57 Age has a normal distribution with SD=7,22 and a low skewness.

,673 ,261 6,667 ,010 1,961 1,176 3,269
1,401 ,330 17,997 ,000 4,061 2,125 7,758
-,722 ,268 7,271 ,007 ,486 ,287 ,821
-,584 ,265 4,857 ,028 ,558 ,332 ,937
-,773 ,293 6,940 ,008 ,462 ,260 ,821
-,684 ,270 6,398 ,011 ,504 ,297 ,857
1,645 ,300 30,118 ,000 5,183 2,880 9,329

-1,7 ,302 31,863 ,000 ,182 ,100 ,328
1,691 ,504 11,281 ,001 5,426

Low Family support
Mental Health Hospitalization
Feels able to work
Recent Cannabis misuse
Delinquency before Addiction
Present treatment: Private Practice
Partner in substitution treatment
Prison experience
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds
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In certain districts, however, very young clients are found. In East-Flan-
ders these are: Aalst with the youngest ones in Belgium: 44.3% of OST
clients are below 25, Oudenaarde (32.1%) and Dendermonde (31.2%).
For West-Flanders, young clients are overrepresented in Roeselare
(30.6%). In Wallonia, the youngest clients are in Luxembourg province
with Bastogne (31,6%), Arlon (31.2%) or Virton (25.8%). Tournai in the
Hainaut province has also a sizeable proportion of young clients
(25.9%). All other districts have proportions below 20% for the young-
est age group, with the following cities including less than 10% of the
OST population below the age of 25 years: Liège (3.9%), Brussels (4%),
Antwerp (4.7%), Tongeren (5.1%), Charleroi (5.8%), Hasselt (6.2%), and
Mechelen (7.9%). One will notice that two of the districts with the high-
est prevalence of OST patients, Liège and Charleroi, have the lowest
group of young patients. On the other hand, Arlon and Aalst (which
has the highest prevalence in Flanders), have also their highest share of
young patients.

Table 3.9: Mean age of substitution patients by quarter from end 2006 till mid 2009 by 
region
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3.4.3. Nationality and ethnic origin

In the Belspo sample, 87.6% of clients have a Belgian nationality (5.3%
of these acquired the Belgian nationality).58

There are only few specific characteristics related with having a non-
Belgian nationality (table 3.11). This is in itself an interesting result: no
differences were found regarding mental health problems or on social
or drug misuse related dimensions. Clients from foreign origin have a
higher probability to be living in Brussels Capital Region or Wallonia.
This follows the geographic distribution in the general population. In
our sample these clients were older. The remaining characteristics
retained were: 1. A greater probability of 80.3% (Odds: 1,803) to be of
foreign origin when the partner is abstinent from drugs. 2. Clients from
foreign origin are more likely (78.3%) to receive family support.

Table 3.10: Present nationality of OST clients

Present nationality
N % Valid %

Belgian 422 85.4 87.6

French 7 1.4 1.5

Italian 22 4.5 4.6

Portuguese 3 .6 .6

Greek 2 .4 .4

Moroccan 12 2.4 2.5

Turkish 5 1.0 1.0

Algerian 1 .2 .2

Spanish 4 .8 .8

Swiss 1 .2 .2

British 1 .2 .2

Total 482 97.6 100.0

Missing 12 2.4

Full Total 494 100.0

58 The nationality of clients (present and former one), as well as both parents’ nationality was
recorded. This allowed to accurately detail the type of foreign origin of each client. If only the
mother had a foreign nationality, the client who had a Belgian nationality was considered of
Belgian origin.
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3.4.4. Regional differences: Analyses of Flemish clients 
(compared to others in Belgium)

The BELSPO-study covers the Flanders region and compares 176 Flem-
ish clients with 287 Brussels-Walloon clients. Unfortunately, in the Bel-
spo-study, no distinction was made in the analyses between BCR and
Walloon-clients.

Few factors were retained59 in the Stepwise Logistic regression (SLR)
(table 3.12). The difference in past treatment experiences shows that
hospital detoxifications are more prevalent among Flemish clients. This
indicates a different pathway through treatment in the two regions.
Positive factors are Satisfaction, Therapeutic Alliance and High support

Table 3.11: Factors related to non-Belgian origin. Forward conditional logistic 
regression (N=433; No foreign origin N=352/ Foreign origin N=81); 81.3% of cases 
correctly classified; Nagelkerke R²=.08

Table 3.12: Forward conditional logistic regression of Flemish clients: Total N=463; 
Brussels-Wallonia N=287/ Flanders N=176; 68.9% of cases correctly classified; 
Nagelkerke R²=.20

59 We have excluded the type of present treatment (due to the high specificity of one type of ori-
entation in Flanders: the Medical Social Specialized centre).

,054 ,018 8,817 ,003 1,055 1,018 1,093
,578 ,278 4,312 ,038 1,783 1,033 3,078
,589 ,296 3,970 ,046 1,803 1,010 3,219
,694 ,283 5,990 ,014 2,001 1,148 3,488

-4,006 ,696 33,173 ,000 ,018

Age
High Family support
Partner is clean from drugs
Region: Brussels-Wallonia
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds

,570 ,210 7,356 ,007 1,768 1,171 2,670
,282 ,117 5,833 ,016 1,325 1,055 1,665

,755 ,268 7,945 ,005 2,127 1,258 3,594

,593 ,282 4,435 ,035 1,809 1,042 3,141

,608 ,159 14,682 ,000 1,836 1,346 2,506
,680 ,229 8,788 ,003 1,973 1,259 3,092

-3,421 ,561 37,132 ,000 ,033

Hospital detoxification
Therapeutic Alliance (MD)
Recent Heroin misuse                            
(past 3 months)
Recent Heroin misuse                                 
more than once a week (past 3 months)
Satisfaction scale
High support from Family
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds

Variable(s) entered on step 1: High support from family.a. 

Variable(s) entered on step 2: Heroin misuseb. 

Variable(s) entered on step 3: Satisfactionc. 
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from family. In all these dimensions, Flemish clients evaluate them-
selves better than BCR and Walloon clients. However, there is a strong
indication of recent heroin use among Flemish clients compared to
BCR-Wallonia clients. The observed higher satisfaction among Flemish
clients is a powerful factor in the Stepwise Logistic regression. Belgian
surveys generally show lower satisfaction is more prevalent in BCR-
Wallonia’s general population than in Flanders.

3.5. Clients’ illicit drug use during OST

3.5.1. Type of illicit substances abused

Recent (defined as misuse during the past 3 months) illicit drug use is
still high among OST clients: 50% used heroin, one third used cocaine,
almost two thirds used cannabis and about 8% used XTC or ampheta-
mines (new secondary analyses of the 2003 Belspo sample extended in
2006).

The only significant difference found between the regions is for heroin
use: 60% in Flanders, versus 44% in BCR-Wallonia (odds: 1.95). More
than one fourth (26.5%) of all clients have used heroin and cocaine dur-
ing the last 3 months; for Flemish clients it concerns one third of them.

3.5.2. Factors associated with heroin use during OST

Table 3.13 provides an overview of the main characteristics of OST cli-
ents reporting the use of heroin during treatment in the last three
months. The four most significant factors are: being a Flemish resident
(Odds: 2.49), not living with their children (Odds: 2.12), having a more
negative attitude towards the role of pharmacists in substitution treat-
ment (Odds 0.731) and feelings of low social acceptance. No interfer-
ence analyses was executed for the different significant variables.

The higher probability for heroin use if the client doesn’t live with all
their child(ren) can be interpreted in two ways: clients who have been
separated from their child(ren) are negatively impacted and alleviate
their distress by continuing heroin use, or the separation helps them to
use heroin more freely.

The psychosocial dimension of social recognition with the feeling of
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being completely socially accepted is strongly negative in clients who
use heroin during OST (Odds 0.488).

The next model focuses on clients with regular (more than weekly) her-
oin abuse (N=123; 27.8% of all clients). Several factors present in the
“any heroin” model have disappeared in the “more than weekly”
model (see: table 3.14; new secondary analyses of the 2003 Belspo sam-
ple extended in 2006).

Clients who still abuse heroin more than once a week tend to be treated
more in Medical Social Specialized Centres (Odds 2.42). The proportion of
Flemish clients in MSSC is high and it means that the regional factor
(Flanders) in the previous model is here replaced by MSSC. Frequent
heroin abuse is strongly linked to being treated in a MSSC. Results are
somewhat paradoxical, because we also find that clients in these cen-
tres have an increased therapeutic alliance compared to other treatment
approaches. More research should be done on possible explanatory cli-
ent features as to why clients treated in an MSSC are more likely to use
heroin during substitution treatment.

Three psychological dimensions are retained in the model: Satisfaction,
Therapeutic and working Alliance with doctors and pharmacists.

Clients who still use heroin more than once a week do feel less global
satisfaction (Odds 0.32). Reversely, the risk of frequent heroin use is
increased with decreasing alliances with the pharmacist (Odds 0,5).

Table 3.13: Factors associated with any Heroin use (past 3 months) during OST. 
Forward conditional logistic regression. (N=415; Other N=202 / Heroin use N=213; 
Cases correctly classified: 69.6%; Nagelkerke R²=.25)

,913 ,234 15,255 ,000 2,491 1,576 3,939
-,804 ,351 5,234 ,022 ,448 ,225 ,891
,597 ,253 5,559 ,018 1,816 1,106 2,983
,607 ,249 5,925 ,015 1,834 1,125 2,989

-,653 ,333 3,848 ,050 ,521 ,271 ,999
-,717 ,275 6,825 ,009 ,488 ,285 ,836

-1,056 ,432 5,983 ,014 ,348 ,149 ,811

-,278 ,126 4,863 ,027 ,757 ,591 ,970

-,313 ,113 7,604 ,006 ,731 ,586 ,914

,752 ,260 8,381 ,004 2,120 1,275 3,527
,615 ,289 4,538 ,033 1,849 1,050 3,256

-,700 ,267 6,863 ,009 ,496

Region: Flanders
Ressources: Welfare Low
Interuption of treatment with present MD
Feels able to work
High satisfaction
Feels socially completely accepted as any other citizen
Treatment is too long (open question)
Mental Health improvement.                                           
First Factor of benefit from substitution scale
Working Alliance with pharmacist.                                  
First Factor: Positive attitude toward pharmacist's role
Doesn't live with own child(ren)
Partner in substitution treatment
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds
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One factor that was not retained in the previous model of any heroin
use is presented here: the client’s agreement with the therapeutic
method of their medical practitioners; in other words, the main factor
of the therapeutic Alliance (Odds 0,78). A deficit in the working alliance
with the pharmacist is thus more predictive of frequent heroin use than
the therapeutic Alliance with the medical practitioner. This reveals an
important role of the pharmacist that many of these professionals might
not be aware of. It could be hypothesized that pharmacists have more
inclination than medical practitioners to discuss this problem with the
patient or that patients feel more free towards pharmacists to disclose
this information (for example, if they need to buy some syringes).
Maybe, this discussion leads to a better understanding or empathy and
also to an effective prevention on the part of the pharmacist. Or, it
could just indicate that patients with frequent heroin use are less
accepting any professional supervision.

3.5.3. Clients’ alcohol use

More than two thirds of the clients (67.1%) consume alcohol occasion-
ally at most; 18.4% are abstinent. Still, one out of ten clients has a mas-
sive consumption of 9 glasses or more per day. Table 3.15 provides an
overview of the factors in problematic60 alcohol usage during OST (new
secondary analyses of the 2003 Belspo sample extended in 2006).

Table 3.14: Factors associated with more than weekly Heroin use during OST. 
Forward conditional logistic regression. (N=443; Other N=305 / more than weekly 
heroin N=123; Cases correctly classified: 74.1%; Nagelkerke R²=.15)

60 Although the lower limit of a safe alcohol consumption is difficult to determine, we have cho-
sen to set the problematic limit at 6 or more glasses per day (some argue it starts lower at 3-4
glasses per day), resulting in an alcohol abuse rate of 19.7% of all clients.

-,932 ,414 5,064 ,024 ,394 ,175 ,887

,888 ,242 13,495 ,000 2,429 1,513 3,901

-1,15 ,389 8,777 ,003 ,316 ,147 ,677

-,243 ,114 4,558 ,033 ,784 ,627 ,980

-,692 ,296 5,452 ,020 ,501 ,280 ,895

-,867 ,175 24,456 ,000 ,420

Ressources: Wellfare low
Present treatment: Medical social
specialized centre
High satisfaction
Therapeutic Alliance with MD. First Factor:
Agreement with therapeutic method
Working alliance with pharmacist:               
High positive attitude toward pharmacist
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds
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Social, personal relations and types of drug types used were selected in
the model.

The present situation of problematic alcohol users is characterized by a
partner who uses drugs (Odds: 3.40). Not only the partners’ substance
use increases the likelihood of personal alcohol misuse, but results con-
firm cross-dependence between licit and illicit substances for OST cli-
ents. Problematic alcohol use is more probable when other licit and
illicit substances are used: Cannabis (Odds: 2.30) or Benzodiazepines
(Odds: 2.23). In the latter case, it is obviously difficult to distinguish use
from legitimate medical use. Clients with problematic alcohol use often
have sleeping difficulties, alleviated with benzodiazepines. However,
the profile of excessive alcohol users is also one of poly-drug use, but
without heroin or cocaine use. A low educational level is also dominant
amongst clients with problematic alcohol use (Odds: 2.03).

There is a link between problematic alcohol use and clients’ well-being:
there is an increased probability (Odds: 1.94) when the client manifests
low personal well-being (lowest quartile of the scale).

A new factor found was unexpected: the use of Methadone from the
black market or the non-medical use of Methadone. Problematic alco-
hol consumption is more probable for clients who have used Metha-
done from the black market (Odds: 1.84). Non-medical use of Metha-
done has a negative impact on the excessive consumption of alcohol
during treatment, but not on other substances used.

Table 3.15: Factors associated with problematic alcohol use (≥ 6 glasses/day). Forward 
conditional logistic regression: (N=425; N=84 problematic alcohol use N=381 other); 
81,6% of cases correctly classified; Nagelkerke R²=.19

1,222 ,383 10,184 ,001 3,395 1,603 7,193
,609 ,268 5,169 ,023 1,839 1,088 3,110
,800 ,271 8,745 ,003 2,226 1,310 3,783
,707 ,286 6,101 ,014 2,027 1,157 3,552
,833 ,311 7,148 ,008 2,299 1,249 4,233
,660 ,265 6,199 ,013 1,935 1,151 3,254

-,713 ,330 4,657 ,031 ,490 ,256 ,937
-3,023 ,356 72,080 ,000 ,049

Partner misuses drugs
Has misused "black" methadone
Benzodiazepines misuse
Education: Primary level only
Cannabis misuse
Low Well being
Gender: Woman
Constant

B S.E. Wald Sig. Odds Lower Upper
95,0% C.I.for Odds
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3.6. Conclusion and discussion

Based on the national registration study of the period between mid
2008 and mid 2009, an overview was given of the number of OST clients
in Belgium, the medication used (Methadone is dominant) and the
regional spread of both clients and professionals involved (GPs and
pharmacists). The prevalence of OST clients is the highest in Wallonia
and in districts such as Liège and Charleroi. Brussels Central region
GPs provide OST the most compared to other Belgian GPs. Pharmacists
of Wallonia and Brussels also dispense more substitution medication.

Women represent about one fourth of the population of OST clients.
For both gender and age, regional differences exist. The prevalence of
women in OST treatment is somewhat higher in BCR.

There is some clear evolution towards an older population of OST cli-
ents. Two major exceptions are East-Flanders and Luxembourg prov-
inces, where many districts have a high proportion of young OST cli-
ents. The national proportion of young OST clients was 11.2% of the
total population of OST clients. It remains to be seen if the aging proc-
ess will go on in the future or if new young clients will start treatment.

According to the 2003-2006 sample, Flemish clients are more likely to
have had a hospital detoxification than Walloon or BCR clients. They
are also much more likely to be treated in specialized centres. In Wallo-
nia, most OST patients are treated by a GP.

In the 2003-2006 sample, OST patients were mainly of Belgian origin.
We could not observe any overrepresentation of persons from ethnic
minority groups compared to the demographic situation in the general
population.

Recent illicit drug use is still quite high amongst OST clients. About
half of these clients continue to use heroin and one third continues to
use cocaine. Clients who use heroin more than once a week are more
likely to be in treatment in a Medical Social Specialized Centre (MSSC).
Clients in Flanders are more likely to continue heroin use during OST,
but they score better on satisfaction, therapeutic alliance and family
support than Walloon and BCR clients. One must not forget that OST
clients do not only belong to a “drug” culture, but also like any other
citizen to their socio-cultural community. Walloon and BCR citizens
score higher on depression and on lower feelings of wellbeing than in
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Flanders. We may not be surprised to observe the same among OST cli-
ents. The difference in drug misuse during substitution is more prob-
lematic and should be taken into account by Flemish professionals.

In general, there is a higher chance for relapse when the client doesn’t
live with (all of) their children; reunification with children might
induce some change in behaviour. Clients using heroin during OST
have a more negative relationship with the pharmacist. In terms of pre-
venting clients’ heroin use during OST, the alliance with the pharma-
cists cannot be overlooked.

Alcohol use is also problematic during treatment: 10% of the OST cli-
ents consume 9 or more glasses of alcohol a day. These results confirm
cross-dependence between licit and illicit substances for OST clients.
Such a combined use of substances should be taken into account by
therapists.

The analyses that was presented has some limitations. First of all, the
BELSPO sample is somehow dated. Second, the National registry con-
tains some (1%) non-illicit drug users who use this medication for pain
treatment. A third limitation is the lack of interference analyses
between the different variables. Nevertheless, this contribution pro-
vides an insight into the different characteristics of OST clients in Bel-
gium.
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Chapter 4 TREATMENT SATISFACTION AND 
CURRENT QUALITY OF LIFE OF 
OPIATE-DEPENDENT INDIVIDUALS 
IN OUTPATIENT SUBSTITUTION 
TREATMENT

Jessica De Maeyer
Wouter Vanderplasschen

4.1. Introduction

In the fifth Drug Action Plan of the European Union (2009-2012), exten-
sive attention is given to the reduction of harm caused by the use of
drugs. Harm reduction is characterized by a humanistic, non-judgmen-
tal treatment approach, with respect for the autonomy of individuals
using drugs and their rights for qualitative health care (Brocato & Wag-
ner, 2003; Denning, 2001). Outpatient substitution treatment – mainly
Methadone – is one of the pillars of the harm reduction approach
(EMCDDA, 2009). The main goals of substitution treatment are the
reduction of illicit opiate use, preventing harm caused by the use of
opiates and improving individuals’ well-being (Amato et al., 2005).
Estimations of the number of opiate-dependent individuals following
treatment in the European Union show that 40% of all problematic opi-
ate users are involved in some form of substitution treatment, mostly
Methadone substitution (70%) (EMCDDA, 2009). Substitution treat-
ment is one of the most effective forms of treatment for opiate-depend-
ent individuals, for whom abstinence is not feasible from a short-term
perspective (Mattick, Breen, Kimber & Davoli, 2009). This approach is
further stimulated by the chronic and relapsing character of opiate
dependence, urging for a long-term treatment approach (Van den Brink
& Haasen, 2006). Furthermore, in addition to the medical provision of a
substitute drug for opiates (e.g. Methadone, Buprenorphine), (volun-
tary) psychosocial support is an essential component of substitution
treatment (Amato et al., 2004; WHO, 2009; De Ruyver, Bosman, Bullens
& Vander Laenen, 2001).

Until today, most outcome studies on the effects of substitution treat-
ment have been characterised by a focus on objective and socially desir-
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able outcomes such as the termination of drug use, reduction of health
risks involved with drug use and the absence of criminal involvement,
with limited attention to outcomes important for opiate-dependent
individuals themselves (Fischer, Rehm, Kim & Kirst, 2005; Ruefli &
Rogers, 2004; Barnett & Hui, 2000). In contrast with other fields of
research (e.g. cancer research), drug users are seldom seen as important
sources of information and their personal perspectives about substance
abuse treatment and their life in general are not widely reported in the
literature (Drumm et al., 2003; Kolind, 2007; Montagne, 2002; Fischer,
Rehm & Kim, 2001a, b), even though such studies present a different
perspective as compared with counsellors’ views or ‘objective’ outcome
measurements (Vanderplasschen & De Maeyer, 2007; Brun & Rapp,
2001). Furthermore, information on the impact of treatment and disease
on the daily life of individuals suffering from chronic illnesses is often
more revealing than ‘hard’ outcome measures or information on their
functional status, including symptom reduction (Wiklund, 2004).
Therefore, in this chapter a shift in focus is made to person-centred out-
comes – starting from opiate-dependent individuals’ personal perspec-
tives – such as quality of life and satisfaction with treatment. Specific
attention is given to the provision of psychosocial support, in addition
to the pharmaceutical provision of substitution treatment and to chal-
lenges and obstacles in the organization and delivery of substitution
treatment.

The following objectives will be addressed in this chapter:
• Explore the availability, intensity and desirability of psychosocial

support
• Measure the treatment satisfaction of clients in various types of

substitution treatment
• Measure the current quality of life of clients in various types of

substitution treatment

4.2. Methods

4.2.1. Context, sample and data collection

The legalisation and development of substitution treatment in Belgium
has known an enormous increase since the end of the eighties till today.
Consequently, enormous regional differences can be identified in the
organisation, prescription and distribution of opiate substitution treat-
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ment (Lamkaddem & Roelands, 2010; Pelc et al., 2005). In the Flemish
community, opiate substitution treatment is mostly supplied by spe-
cific, low-threshold services for drug users while only a small percent-
age of substitute drugs is prescribed by general practitioners. This is in
contrast with the French community, where substitution treatment is
mainly offered by general practitioners (Lamkaddem & Roelands,
2010). Between mid 2008 and mid 2009 14861 general practitioners were
active in Belgium and only a proportion of 16.8% has prescribed an opi-
ate substitute during that year. The Flemish region has only 9.1% of
general practitioners prescribing a substitute drug for 22.4% of Brussels
and 26.1% of general practitioners in the Walloon region (Ledoux,
2012). The majority of individuals following opiate substitution treat-
ment in Belgium are primarily in Methadone maintenance treatment,
with only a small minority of individuals following substitution treat-
ment with Buprenorphine. Between January 2010 and November 2010
16 095 different clients have received at least one preparation of Metha-
done, while in the same period 2 169 clients received at least one pack-
ing of Buprenorphine (Farmanet, 2010; J. Tielemans, personal commu-
nication, May 24, 2012).

The study that is reported in this chapter, was set up as a multi-center,
cross-sectional study of 77 opiate-dependent individuals receiving
Methadone (93.5%) or Buprenorphine (6.5%) maintenance treatment.
Inclusion criteria for the study were being over 18 years, having a diag-
nosis of opiate dependence at the start of treatment and currently being
involved in an outpatient substitution treatment for at least three
months. Table 1 presents the characteristics of the study sample. Partic-
ipants were recruited by snowball sampling and the use of flyers dis-
tributed by pharmacists, staff members in outpatient substitution pro-
grams and general practitioners. Interviews took place between Octo-
ber 2011 and January 2012 in the following regions: Antwerp (N=20),
Ghent (N=12), Limburg (N=15), Brussels (N=10), Charleroi (N=10) and
Liège (N=10) and lasted between 25 and 120 minutes. Individuals
received 20€ for participation in the study. A written informed consent
was obtained from all participants before the start of the study. Partici-
pation was entirely voluntary and confidentiality was assured.

In order to answer the objectives of this study, a mixed methods
approach was chosen (Fountain & Griffiths, 1999; Cowman, 1993). Con-
sequently, limitations of individual methods were counterbalanced and
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the effects of researcher bias were reduced. Methodological triangula-
tion was applied by using both, qualitative and quantitative methods
(Dale, 1995). By the use of a mixed method approach, the goal was not
only to confirm results by using both quantitative and qualitative meth-
ods, but also to gain more insight and in-depth understanding of opi-
ate-dependent individuals’ personal perspectives about substitution
treatment (Camfield, Crivello & Woodhead, 2009; Dunning, Williams,
Abonyi & Crooks, 2008; Neale, Allen & Coombes, 2005). Data were col-
lected during face-to-face interviews in a setting chosen in consultation
with the participant (e.g. at the Methadone clinic, in the person’s house,
in a public place). The semi-structured interviews were conducted by
two female researchers, employed at the department of Orthopedagog-
ics of Ghent University. The quantitative phase of the interview focused
on treatment characteristics, substance abuse history, satisfaction with
treatment and quality of life. In the qualitative phase of the study, key
thematic questions focused on participants’ experiences with psychoso-
cial support (e.g. availability, frequency, content) and substitution treat-
ment in general. The study was reviewed and approved by the Ethical
Committee of the University Hospital, Ghent (Belgium).

4.2.2. Instruments

Manchester short assessment for quality of life (MANSA)

In order to measure clients’ quality of life the Manchester short assess-
ment for quality of life, a shortened version of the Lancashire Quality of
Life Profile, was used (Priebe, Knight & Evans, 1999). The MANSA is a
self-report scale, measuring satisfaction with life in general and with 11
different life domains: ‘work’, ‘financial situation’, ‘social relations’,
‘leisure activities’, ‘housing situation’, ‘safety’, ‘people one lives with’,
‘sexual relations’, ‘family relations’, ‘physical’ and ‘mental health’.
Quality of life (QoL) on each domain is rated on a 7-point Likert scale,
ranging from ‘1. Life cannot be worse’ to ‘7. Life cannot be better’. Low
QoL has been defined as ‘a score below 4’. The reliability and validity
have been demonstrated in several studies (Priebe et al., 2010).

Verona service satisfaction scale for Methadone treatment (VSSS-MT)

In order to measure clients’ satisfaction with treatment, the Verona
Service Satisfaction Scale for Methadone treatment (VSSS-MT), a self-
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report scale specifically developed to assess satisfaction with Metha-
done maintenance treatment was used (de los Cobos et al., 2002). The
VSSS-MT consists of 27 items and is a multidimensional measure which
assesses satisfaction with treatment services in the previous three
months on four domains: basic interventions, specific interventions,
social worker skills and psychologist skills. Satisfaction with services is
rated on a 5-point Likert scale, ranging from ‘1. Terrible’ to ‘5. Excel-
lent’, which results in a satisfaction score for each domain and in an
overall score for satisfaction with treatment. For the domain specific
interventions, clients are asked if they received a specific intervention
(provision) and in case they did, they rate their satisfaction about this
specific intervention in the same way as for the other domains. If clients
did not receive a specific intervention, they are asked if they would
have liked to receive this intervention (desirability) and they are able to
answer with no; do not know; not applicable; yes (de los Cobos et al.,
2002). The range of clinical significance for the VSSS-MT scores are: 1-2
(very dissatisfied), > 2-3 (slightly dissatisfied), > 3-4 (slightly satisfied),
and > 4-5 (very satisfied) (de los Cobos et al., 2004). The psychometric
properties of the questionnaire are satisfactory (de los Cobos et al.,
2002).

4.2.3. Data analyses

The characteristics of the sample were assessed using descriptive statis-
tics. Domain and overall mean treatment satisfaction scores were calcu-
lated for each participant. Domain-based QoL scores and a global well-
being score were calculated. A profile was determined, including the
number of respondents with low QoL on each domain and low global
well-being. Since there is abundant evidence that higher doses of Meth-
adone (> 60mg) are more effective than lower doses of Methadone for
reducing illicit heroin use and prolonging treatment retention (Bao et
al., 2009; WHO, 2009), we compared the group of clients with a current
Methadone dose of less than 60mg (N=36) with the group of clients
with a Methadone dose of 60mg or more (N=36) for treatment satisfac-
tion and QoL. Furthermore, the impact of current heroin use and the
provision of psychosocial support in the last three months on treatment
satisfaction and QoL was assessed. To test statistically significant group
differences, chi2-tests were applied in case of categorical variables and a
t-tests for continuous variables. All statistical analyses were conducted
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using SPSS 19.0. The statistical significance level was set at α=0.05. For
the qualitative data analyses, all interviews were audio-taped and tran-
scribed verbatim. The transcripts were read several times by both
authors of this chapter. Data were coded in MAXQDA – a statistical
program for content analyses – in order to identify the most important
themes discussed by the participants (Kuckartz, 1998).

4.3. Results

4.3.1. Results of the quantitative study

4.3.1.1. Study sample characteristics

Study participants were predominantly male (79.2%), with an average
age of 41.6 years (SD=8.56) (see Table 4.1). Thirty-eight percent did not
complete any form of secondary education and less than one fifth of the

Table 4.1: Socio-demographic and drug-related characteristics of opiate-
dependent individuals following substitution treatment in Belgium (N=77)

Characteristics Sample
Age [(M SD)] 41.58 (8.56)

Male (%) 79.2

Nationality (%)
Belgian
Moroccan
Italian
Portuguese
Other

75.3
7.8
3.9
2.6
10.4

Employment situation (%)
Paid job
Sheltered work
Unemployed
Education
Retired

16.9
5.2
71.4
5.2
1.3

Type of welfare benefit (%)
Social security benefit
Disability benefit
Unemployment benefit
Other
Not applicable

15.8
39.5
15.8
5.2
23.7

Substance use in the last 30 days (%)
Alcohol
Cannabis
Benzodiazepines
Heroin
Cocaine 

46.4
53.0
66.2
51.9
29.9
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participants (16.9%) currently had a paid job. The largest group of sub-
jects lived alone (37.7%) and about half of the participants had children
(55.4%). About half of the participants (51.9%) reported recent heroin
use.

The mean age of onset of substitution treatment was 28.7 years
(SD=8.52). On average, they had been taking Methadone/Buprenor-
phine during 7.6 years (SD=4.4) and the mean number of treatment epi-
sodes was 3.4 (SD=3.38). The majority of the participants got their sub-
stitute drug prescribed by a specialised centre (81.8%) and provided by
a pharmacist (63.6%). More than half of the participants in Liège got
their substitute drug prescribed by a general practitioner (60.0%), fol-
lowed by 30.0% in Charleroi, 10.0% in Brussels and 5.0% in Antwerp. In
the remaining regions (Ghent and Limburg), all participants got their
substitute drug prescribed by a specialised treatment centre. In Brus-
sels, 20.0% of the participants received their prescriptions through a
psychiatrist and one person through Médecins sans Frontières. All par-
ticipants in Brussels, Charleroi and Liège got their substitute drug pro-
vided by a pharmacist, while this was only the case for 83.3% in Ghent,
40.0% in Antwerp and 6.67% in Limburg. The mean current dose of
substitute was 57.9 mg (SD=28.15) for Methadone and 11.4 mg
(SD=6.31) for Buprenorphine. The majority of the participants were sat-
isfied with their current dose of substitution medication (78.9%).
Eighty-five percent of the participants had been in substitution treat-
ment for longer than one year.

About half of the participants (55.8%) received some form of psychoso-
cial support in the last three months. Three quarters of them (74.4%)
thought this psychosocial support was sufficient. Psychosocial support
was mostly provided by social workers (51.2%), followed by psycholo-
gists (34.9%) and physicians in specialised centres (27.9%). The fre-
quency of contact was limited to once a month or less for 44.2% of the
participants. Table 4.3 gives an overview of the frequency of the con-
tacts and the different providers of psychosocial support.
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Table 4.2: Treatment-related characteristics of opiate-dependent individuals 
following substitution treatment in Belgium (N=77)

Characteristics Sample
Substitute drug (%)
Methadone
Buprenorphine

93.5
6.5

Prescriber (%)
General practitioner
Specialised centre
Psychiatrist
Others

14.3
81.8
2.6
1.3

Provider (%)
Pharmacist
Specialised centre

63.6
36.4

Daily use of substitute drug (%)
Yes
No

94.8
5.2

Frequency of collecting (%)
Daily
More than once weekly
Weekly
Two weekly
Monthly

39.0
16.9
9.1
20.8
14.3

Treatment duration (%)
Between 3 and 6 months
Between 6 and 12 months

 12 months

5.0
10.0
85.0

Received substitution treatment during residential treatment (%) 44.2

Received substitution treatment during imprisonment (%) 57.1

Illegal use of substitute drugs (%) 9.1

Table 4.3: Frequency of contact and providers of psychosocial support 
(N=43)

Frequency of contact (%)
More than once a week
Weekly
2 or 3 times a month
Monthly
Less than monthly

11.6
16.3
27.9
37.2
7.0

Provider (%)
Psychiatrist
Street corner work
Pharmacist
Nursing staff
General practitioner
Physician in a specialized centre
Psychologist
Social Worker

9.3
4.7
9.3
4.7
4.7
27.9
34.9
51.2
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4.3.1.2. Satisfaction with substitution treatment

The overall mean score of the VSSS-MT was 3.68 (SD=.46) and the spe-
cific domain scores were 3.73 (SD=.60) for basic interventions and 3.40
(SD=.51) for specific interventions, indicating ‘slight satisfaction’ based
on the ranges for clinical significance. The domain scores for psycholo-
gist skills (M=4.02; SD=0.87) and social worker skills (M=4.13; SD=0.87)
were both in the clinical range of ‘very satisfied’, but the number of par-
ticipants who had experience with those services was limited to 26 for
the psychologist skills and 47 for the social worker skills.

Table 4.4 shows the categorical analyses of the VSSS-MT scores, based
on the clinical ranges of the VSSS-MT. These results give a more bal-
anced overview of treatment satisfaction and demonstrate the percent-
age of participants in each satisfaction category for the various
domains. Only 7.8% of the participants was slightly dissatisfied about
their substitution treatment in general, but almost a third of the partici-
pants was slightly dissatisfied with the domain ‘specific interventions’
and more than one fifth of the participants were (slightly) dissatisfied
about the psychologist skills.

Table 4.5 demonstrates in the left column the percentage of participants
that received a specific intervention, and in the right column the per-
centage of the participants that did not receive a specific intervention,
but that would have liked to receive this intervention. The results of
this table illustrate the high percentage of participants who wish to get
support in different life domains, especially help at home, employment
and recreational activities and who do not receive this kind of social
support at the moment.

Table 4.4: Categorical analyses of the VSSS-MT overall and domain scores

Very dissatisfied 
(%)

Slightly 
dissatisfied (%)

Slightly 
satisfied (%)

Very satisfied 
(%)

VSSS-MT, overall (N=51) / 7.8 70.6 21.6

Basic interventions (N=77) 1.4 8.5 59.2 31.0

Specific interventions 
(N=67) 

/ 28.4 64.2 7.5

Social worker skills (N=47) 6.4 8.5 38.3 46.8

Psychologist skills (N=26) 3.8 19.2 26.9 50.0
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No impact was found of current heroin use (N=77), current Methadone
dose (N=72) and the provision of psychosocial support in the last three
months (N=77) on treatment satisfaction.

4.3.1.3. Quality of life

Individuals in opiate substitution treatment appeared to be most satis-
fied at the moment with the domains ‘safety’, ‘people one lives with’
and ‘housing situation’. Respondents were least satisfied with their
‘financial situation’, ‘work’ and ‘leisure activities’ (cf. Table 4.6).

While the mean scores provide an overall picture for the total sample,
Fig. 4.1 shows the number of individuals reporting a low QoL (score

Table 4.5: Provision and desirability of specific interventions (N=67)

Provision of services (%) Desirability of services (%) 
Family psychotherapy 5.3 19.4

Legal situation 14.3 21.2

Group psychotherapy 3.9 30.4

Individual psychotherapy 35.1 33.3

Social and work situation 40.3 41.0

Recreational activities outside the centre 15.6 40.0

Housing 9.1 40.6

Recreational activities at the centre 10.4 42.9

Sheltered work 10.4 45.3

Help at home 2.6 49.2

Table 4.6: Mean scores (range 1-7) for the 11 domains and satisfaction with 
life in general of the MANSA (N=77)

Life domains [M(SD)]
Satisfaction with life in general 3.66 (1.68)

Work 3.56 (1.84)

Financial situation 3.03 (1.81)

Social relations 3.78 (1.71)

Leisure activities 3.65 (1.67)

Housing situation 4.22 (1.77)

Safety 4.77 (1.64)

People one lives with 4.73 (1.65)

Sexual relations 4.08 (1.86)

Family relations 4.20 (1.79)

Physical health 3.78 (1.67)

Mental health 4.16 (1.73)
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< 4) on the various domains. The results are divergent between the
domains, with in particular a large number of subjects with a low QoL
score for ‘financial situation’ (61.0%), work (55.8%), leisure activities
(46.8%), physical health (42.9%) and social relationships (41.6%). Over-
all, almost half of the participants appear to be dissatisfied with their
current QoL in general (46.8%).

Clients with a Methadone dose of less than 60mg were significantly
more satisfied with the amount and the quality of their social relations,
the people they lived with, their sexual relations, their family relations
and their psychological health. These results might be influenced,
among other things, by the social integration of the participants. Partic-
ipants with a Methadone dose of less than 60mg had significantly more
often a good friend than participants with a Methadone dose of 60mg
or more (p=.023). The number of participants taking antidepressants in
the last month was also significantly lower in the group with a Metha-
done dose of less than 60mg (p=.029). Furthermore, 75.0% of the partic-
ipants with a Methadone dose of less than 60mg got their Methadone
provided by a pharmacist, compared with 52.8% of the participants
with a Methadone dose of 60mg or more (p=.050). More than half of the
participants (51.4%) had used heroin in the last month. Significantly

Figure 4.1: Proportion of participants with low QoL scores on each domain and life in 
general (N=77)
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higher scores on the domains ‘sexual relations, mental health’ and the
current satisfaction with life in general were reported in the group of
clients that did not report heroin use in the previous month. No signifi-
cant impact of the provision of psychosocial support in the last three
months on QoL was found.

4.3.2. Results of the qualitative study

4.3.2.1. Provision of substitute drug and the role of the 
pharmacist

Almost two thirds of the participants got their substitute provided by a
local pharmacist and, therefore, specific attention was given in the
interviews to the relationship and the experiences participants had
with their pharmacist and their expectations towards the provider of
their substitute drug.

The majority of the participants had a good relationship with their
pharmacist. Personal commitment of the pharmacist and a friendly
relationship were most frequently mentioned as important components
of this relationship. For a number of clients, their pharmacist is a real
confidential advisor and not seldom one of the few people clients in
substitution treatment have contact with. The possibility of having a
small chat when picking up their substitute is often of great value for
people in substitution treatment.

‘The relationship with my pharmacist is very good, I never had prob-
lems. She is like a mum to all of us. She is really nice. It’s not only: ‘Here
are your drugs’, but ‘How are you doing?’. Whenever I have a problem,
I can always go and talk to her about it. When I lost my boyfriend nine
months ago she was very supportive. She even came to the funeral. It is
not only a pharmacist, but a real mother figure.’ (Woman, Brussels)

Having the possibility to go to a pharmacist for the provision of their
substitute, was appreciated mostly because this limited the contact
with other drug users since they did not have to go to the treatment
centre, the flexibility of the collecting hours and the fact that they got
their medication for a couple of days and could take it home with them.
Participants appreciated the fact that their pharmacist was very
involved in their treatment, the discrete provision of their medication
(e.g. behind the counter) and that now and then the pharmacist did that
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little something extra (e.g. helping someone out when he had a lack of
money, give their medication with someone else, flexibility in openings
hours).

‘To give you an example, the pharmacy only opens at 8:30 a.m., but I
need to take my train at 8:30 to go to my training. She gave me the per-
mission to pick up my medication at 8:15 and I could just walk in the
pharmacy, while all the medication was there, she trusted me on that.
That was really pleasant.’ (Man, Limburg)

However, a number of participants mentioned some negative experi-
ences when looking for a pharmacist to provide them with their substi-
tute drug. One of the barriers was first of all trying to find a pharmacist
who was willing to provide their substitute drug. Now and then, clients
were also referred to a specific pharmacist out of their neighbourhood,
resulting in problems with accessibility. A few participants also men-
tioned stories when they were treated disrespectfully and where they
had the feeling their pharmacist had a great distrust of people in substi-
tution treatment.

‘She puts my Methadone right at the counter in front of everyone, to
say: ‘This is my junk, craving for his daily dose of Methadone’. And
that’s sometimes really tough.’ (Man, Ghent).

When talking about expectations towards their pharmacist the major
concern of participants was that pharmacists gave them accurate infor-
mation about the type of medication they had to take and provided
their medication correctly. They also expect their pharmacist to trust
them and be flexible when they lack for example a prescription, that
they help them out for the day. Another important expectation was
mutual respect and understanding, being treated as a ‘normal’ cus-
tomer.

‘I expect my pharmacist to be friendly, not to treat me like a junk. To the
other customers they always say: ‘good morning, how are you?’, but
they never say that to me. It is not necessary for me that he becomes my
best friend, but it would be nice if they would at least say: ‘hello’’
(Woman, Ghent).
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4.3.2.2. Prescription of substitute drug and the role of the doctor

More than half of the participants mentioned to have a relationship
based on mutual trust and personal commitment with the doctor who
is prescribing their substitute drug, for them their doctor has a central
role in their treatment process. The role of their doctor is broader than
only providing medical support and they experience a lot of moral sup-
port and involvement from their doctor in keeping up their treatment.

‘We almost never talk about Methadone, unless my dose is no longer ok.
If I have problems, in whatever area of my life, we talk about that, how
everything is going. That’s really of fundamental importance to me.’
(Man, Antwerp)
‘It’s not only prescribing medication, but she really follows me. I have
the feeling I can be open and put all my cards on the table. She starts
from a broad perspective, how things are going in my family, all life
domains. Also looking for ways to reduce my drug use, things that can
replace it, that can make me feel good. (Woman, Ghent)
‘He supports me in everything, my kids, everything. He was there when
my children were born. He has seen me in good and bad times, and when
I am doing well, he is also satisfied. He respects me and looks me in the
eyes.’ (Man, 45 Ghent)

A number of participants also saw more than one doctor in their substi-
tution treatment and mentioned different relationships with different
doctors.

‘There is only one doctor who really listens to me, who tries to under-
stand me. The other ones, it’s just entering, getting a prescription and
off you go again as soon as possible.’ (Man, Charleroi)

About a third of the participants had a pure professional and formal
relationship with their doctor, and saw their doctor only in function of
their prescriptions or additional medical complaints. For them it is less
important to have the same doctor, they can rely on, since their contacts
are limited to medical support. Few participants also mentioned that
some doctors were very loose in prescribing medication, without con-
cern for the people using it.

‘I can ask my doctor whatever I want, whatever I want, antibiotics, ben-
zodiazepines, tranquilizers, and she will give it to me, without asking
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any further question. It really bothers me. I think that’s unacceptable.
Because then everyone can just go to a pharmacy for whatever kind of
medication and screw themselves with it.’ (Man, Charleroi)

Clients with a rather formal relationship with their doctor do not expect
much of their doctor, except for prescribing their substitute drug and a
medical follow-up of their substitution treatment. The first group, with
a personal relationship with their doctor, puts a lot of emphasis on
being able to have a talk and get personal advice of their doctor on dif-
ferent life domains.

The data-analyses revealed a number of specific expectations partici-
pants have towards their doctor. Most frequently mentioned expecta-
tions were medical support, sincere commitment and interest of their
personal doctor and being treated with respect and confidence (with-
out prejudices). Especially for this last expectation, clients expressed
the desire not to be all put in the same box and urged for more differen-
tiation in substitution treatment.

‘What I find negative, is that in the substitution program, they treat
everyone in the same way. I can understand it is difficult to be flexible,
when you have 300 clients, and 180 of them are manipulating or abus-
ing your service. But they should try to work more goal-oriented with
persons who are doing well and reward them for that. Sometimes I am
really pissed off, because they don’t realize who is trying to keep up.’
(Man, Antwerp)

One of the clients made the suggestion to split up clients who just want
a prescription when they come to see their doctor and clients who want
to have a more comprehensive treatment offer, asking for more time
and flexibility.

“It would be a good idea to have different consultations, separate office
hours for people who just want to get their prescriptions and a different
moment for those of us who have the need to ask some questions and
have a little talk with the doctor.” (Man, Limburg)
‘I have been in treatment with different doctors, but with doctor X you
always have to wait long time, but he takes time for his clients. I have
known doctors who did 30 patients in one hour. Then I rather have to
wait a bit longer and have a doctor that takes his time to listen. It’s
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annoying for the patients in the waiting room, but for me that’s very
important.’ (Man, Antwerp)

4.3.2.3. Need for a central key worker in substitution treatment

The participants were asked to name their key worker, that was most
important to them in their substitution treatment and the results were
rather divergent. Almost half of the participants (N=35) mentioned
their doctor as the most important person in their substitution treat-
ment, followed by their social worker (N=18), their psychologist (N=7),
the nurses (N=6), street corner work (N=3) and their pharmacist (N=3).

‘It’s my doctor, because I can talk with her. There is nobody else to whom
I can tell my story and there is nobody else who knows me. I only talk
with her, every two weeks.’ (Man, Antwerp)

Twelve participants reported they had nobody that was of great impor-
tance to them in their substitution treatment.

‘I only come here once every two weeks, but normally we don’t talk a lot,
it’s only for my prescriptions and afterwards I go to the pharmacy. They
don’t ask me how I am doing, because now I have a wife and a kid and all
that, so we don’t talk about my private life anymore.’ (Man, Brussels)

When participants were asked about the reason to choose this specific
person they mentioned the fact that the key worker worked in their
world by the use of outreach activities (N=8), practical support (N=7),
medical support (N=7), but the most frequently mentioned reasons
were giving information and advice (N=22) and emotional support and
engagement (N=34).

‘When I have a problem, I always ask my social worker how he would
solve that and how he looks at the situation. He tries to give me some
advice and then I decide which side to go. And then I can still choose to
go his way or mine, but then you have some different options in mind.
Because sometimes you only look straight ahead, without attention for
the side-roads.’ (Man, Limburg)
‘This might sound crazy, but I remember that I was crying and X (the
psychologist) was sitting next to me, I only knew her for 2 months, and
she just moved her chair closer to me and told me: ‘We will solve this
together’ and I have always remembered those words.’ (Man, Limburg)
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4.3.2.4. Type of psychosocial support received

Based on the qualitative interviews, about a quarter of the participants
stated they had received some kind of practical or emotional support.
This psychosocial support was almost non-existent or unknown in the
region of Liège and Charleroi. A number of participants mentioned that
this lack of psychosocial support was not a problem, since they were
not interested in receiving psychosocial support, while others men-
tioned the need for support with regard to their social reintegration and
practical issues.

‘There are a lot of services in the centre, that we don’t even know they
exist. It would be good if we would be a bit more aware of those opportu-
nities.’ (Man, Charleroi)
‘I got out of prison in 1995, they literally kicked me out and dropped me
on the street. From that time I did not receive any support of anybody.
They talk about reintegration, but that was zero, I had to do everything
by myself, without any help.’ (Man, Charleroi)
‘I almost come here every day, and they help me with everything that’s
going on in my life. I had problems with my teeth and they solved that
for me. They helped me when I was in the hospital as well, they even
came to visit.’ (Man, Brussels)

Furthermore, a small number of participants in the Dutch speaking
region mentioned the provision of psychological support in the form of
therapeutic sessions, but the opinions about the usefulness of these
therapeutic sessions was divided.

‘I really had some hard times, a lot of things happened in my life, and
then when I had those talks and they were listening, but I did not have
the feeling they were helping me, they could not give me any advice.’
(Woman, Ghent)
‘My best experience, I am paranoia and I lived with a woman and I
thought there were people there who wanted to kill me. I thought some-
body was spying on me from behind the wall. I did not dare to talk about
it with someone. But then I started talking with my psychologist and I
began to understand that I had a problem. She explained me everything
and now I can understand my disease.’ (Man, Antwerp)
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4.3.2.5. Desired types of psychosocial support

When talking about the ideal psychosocial support clients in substitu-
tion treatment would like to receive, a distinction can be made between
the role and form of the support.

4.3.2.5.1. Role of psychosocial support

When talking about the desired psychosocial support, the respondents
most frequently mentioned the need to tell their story to someone, with
whom they feel connected.

‘It should be like talking with a girlfriend, to whom I can say whatever I
want and that I can trust. Because sometimes I want to talk about girl-
stuff and that’s something I can’t talk about with a man.’ (Woman,
Ghent)

Besides emotional support, the respondents stated the importance of
practical support in substitution treatment, because they sometimes
experience a lot of problems in different areas in their life.

‘It should not be limited to listening, but sometimes they should do the
effort to pick up the phone and to call to certain institutions, such as the
Social Service Department. A lot of the people working there, they will
only do the strict minimum and when somebody calls them now and
then, things go much easier. When I call myself, it’s like I am talking to
the walls. So that’s important for me, that they sometimes not only lis-
ten, but are also willing to help.’ (Man, Antwerp)
‘My girlfriend has an alcohol problem, and she had to go to the hospital.
I mentioned this at the centre, and instead of suggesting to bring her by
car, they just told me to call a cab?! They know my situation, they know
I am not able to afford a cab. This is not the answer I would expect of the
people working here.’ (Man, Limburg)
‘I think practical support is the basis, especially when you are a heavy
drug user, with financial problems, problems with the courts, etc. At
that time, it’s important to look: has that person clothes, housing, food.
That’s most important, because at that time you just spend all your
money on drugs. (Woman, Ghent)

More than a third of the participants stated the need to have something
to do, to be occupied with something to help them deal with the some-
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times experienced emptiness of their everyday life and to replace their
drug use.

‘As long as you have something to do, it is not a problem, but that’s very
important, that you have something on your mind. It’s a big difference
when you wake up in the morning to go to your job. It has a large impact
on my emotional well-being. What do I do now? I go and sit somewhere
in the park with some people I know, drink a couple of beers and smoke a
joint and make sure the day passes by. That’s my daily life, but that’s
unbearable. If they would say to me tomorrow: ‘You can start to work as
a garbage collector and clean the channels, I will be there day after day
and the major part of my problems would already be solved.’ (Man,
Ghent)
‘I think if we were able to follow some form of education, we are inter-
ested in, the chances to get people out of all this misery would be much
bigger than how they are dealing with it now.’ (Man, Liège)
‘You wake up, and there’s nothing to do. You go outside and there are
always people in the street waiting for you. And since you have nothing
to do, off you go again and you spend 10 Euros on drugs and your day is
ruined and the next day it is the same story again. (Man, Brussels)

Participants also mentioned the need for a place where they could
‘hang around’, where they feel safe and can spend the day. Participants
often stated that the opening hours of specialized centers were often
restricted to week days and a few hours a day, urging for a place with
flexible opening hours, adapted to their life situation.

‘When we were in Brussels, we stayed the whole day at the centre. We
could cook there and do all kind of activities. And here it is only picking
up your Methadone and off you go again, like a dog, back on the street.’
(Man, Limburg)

This meeting place was also strongly linked to the desire for a support-
ing, personal network.

‘It’s really though. I have nothing to do, nothing that replaces my drug
use, no job, no friends, no hobbies. And I don’t have the courage and the
strength to deal with all that by myself.’ (Man, Antwerp)

When discussing the desired form of psychosocial support, 12 partici-
pants stated the need for a comprehensive treatment offer, with atten-
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tion for different life domains, instead of the often experienced forms of
fragmented care.

‘When it is not comprehensive, not focused on all aspects in your life,
then it won’t matter. Maybe at certain moments it can help a little bit,
but other moments it won’t help at all. And when you have all those
problems, as a result you will not be able to cut back your Methadone
use. I experienced it a year ago, when I have financial problems, then I
start using drugs again. In that situation, the psychosocial support
doesn’t help you a lot, and when you go to the Social Services Depart-
ment, there they consider you a junk, so that doesn’t help a lot either.
(Man, Antwerp)

Finally, an important theme regarding psychosocial support is the atti-
tude when working with opiate-dependent individuals.

Participants put a lot of importance on the way they are approached in
psychosocial treatment and expressed the wish to be seen as normal
people, rather than unreliable individuals. A lot of clients are ashamed
of asking help or do suggestions, because they are afraid they will be
rejected. Some participants even have the feeling that (after years in
treatment) the staff no longer believed in them and they were no longer
willing to invest time in them. Based on these experiences a number of
respondents made the suggestion to involve ex-drug users in substitu-
tion treatment, since they know what they are going through and they
can motivate them and be an example of the possibility to change.

‘That they don’t judge us and that they stop seeing us as drug users, but
as normal people, with a particular disease. That they don’t have preju-
dices.’ (Woman, Brussels)
‘To somebody who is addicted, you need to let them know that they still
mean something in this society. That they are not lost. Let them know
there is still hope’ (Man, Ghent)

Furthermore, they stated the need to talk about the current situation
and the future, rather than keep on digging in the past and telling that
same old story again, why they started using drugs in the first place.
Rather than starting from a problem-oriented focus, participants really
appreciated if staff focused on what went well in their life and the
things they were good at.
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‘It’s always drug use, drug use, drug use they want to talk about. But
let us for once not talk about my drug use. I would appreciate it if they
would have attention for what went well in my life and not always eve-
rything bad.’ (Woman, Ghent)
‘Now and then I get a pat on the back from my social assistant and that’s
something that doesn’t happen a lot. He gives me the feeling, that I am
also a human being. You have to go a long way, before somebody will say
‘well done’. Because in our lives it goes step by step, sometimes forward,
but sometimes backward to. And maybe that little step forward seems
very negligible, but we had to work really hard to get there. (Man,
Ghent)

4.3.2.5.2. Form of psychosocial support

The importance of the voluntary character of psychosocial support is
frequently cited in the interviews. The participants also expressed the
desire of psychosocial support when they need it and not with strict
appointments within a strict time-limit. Their stories revealed that their
life is sometimes very unpredictable, urging for flexibility in the provi-
sion of psychosocial support and not strictly planned in advance. Par-
ticipants repeatedly mentioned the importance of a relationship with
someone of the staff, apart from weekly psychosocial ‘talks’. The exist-
ence of this relationship will result in the possibility to ask for help
when needed. Clients sometimes gave more importance to a spontane-
ous chat with someone of the staff in the waiting room to find out how
they were doing, rather than the availability of structured support/ther-
apy sessions.

‘In the beginning of my Methadone treatment I also had talks. And I had
a lot of difficulties with those conversations. They always lasted for an
hour and they kept droning on about the past. I couldn’t stand it and
after each session I went out to use drugs.’ (Man, Antwerp)
‘If you force someone, that’s like telling a junk to stop using drugs. But
you should keep on motivating people to keep in contact, even if it is
only to talk about the weather.’ (Man, Limburg)

However, a few clients mentioned the need for structure (e.g. daily vis-
its to the specialized centre) in order to deal with the multiple problems
in their life.
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‘It is better for me to come here every day, because then I can have a
small chat with someone, even if it is only at the counter. If I don’t feel
well, I can talk to them.’ (Ghent, Man)

One of the themes frequently cited when talking about the form of psy-
chosocial support was the importance of continuity in staff. Participants
put a lot of importance on having a single case worker, they can rely on.
Not seldom participants already experienced a lot of staff turnover in
their treatment program, which hampers building trustful relation-
ships and now and then results in clients who are no longer willing to
share their story with a professional in substitution treatment. The need
for continuity was not only expressed for social workers and psycholo-
gists, but also when talking about their prescribing doctor, respondents
expressed the desire for a permanent doctor, who is familiar with their
situation, to avoid misunderstandings and develop a personal relation-
ship.

‘I have three or four different doctors, but the problem is, each time it is a
different doctor. And that’s not easy, because they all have a file in the
computer, but each person interprets this differently.’ (Man, Charleroi)

A number of clients also expressed the desire for more outreach activi-
ties, so staff of treatment centres would get more insight in their daily
life and the struggles they are facing.

‘I don’t know if these people have studied sociology, but none of them has
ever come to my house to see how the situation was and how I was
doing, none of them! Then, I sometimes ask myself what these people are
doing the whole day.’ (Man, Limburg)
‘I think it would be very useful if they come to people’s houses. Because
people who are addicted are sometimes very isolated and they feel embar-
rassed to come outside and will not make it to the conversation room’
(Woman, Ghent)

About a quarter of the participants did not want additional psychoso-
cial support, since they hold the opinion that in the end they have to do
it themselves, since they had no other problems except for their opiate
dependence or since they had a direct social network (e.g. family, part-
ner) they could rely on.
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4.3.2.6. Experiences with the treatment program

4.3.2.6.1. General aspects of substitution treatment

Apart from the psychosocial support that was delivered, participants
were asked about their general experiences, both negative and positive,
with the organization prescribing their substitute drug.

What participants appreciated mostly was the low-threshold character
of the specialized treatment centers and the fact the staff working there
was flexible and respectful.

‘They try to help everyone, even when you are still using drugs. They
will not say ‘there is the door’. But when I need to go to the doctor, I
always try to be sober.’ (Man, Antwerp)
‘You can always rely on them. Like now, I only have an appointment
next month, but if something happens in the meantime, I can always
come over to the centre and talk with my assistant. That’s really impor-
tant for me.’ (Man, Limburg)
‘Whenever I had a problem, I could go over to my doctor and then we
talked. Sometimes, I stayed an hour or even longer. She always takes her
time, she is not occupied by her paperwork, but she is really interested in
people. It’s not like other people, that just say: ‘Yes,yes’, but they say
‘Yes’ and then they slam the door in your face.’ (Man, Liège)

On the other hand, the most frequently mentioned negative experi-
ences with the services prescribing participants’ substitute drug were
the lack of control (e.g. prescribing medication without further ques-
tions), the limited ‘pressure’ to change things and the contact with
other drug users, sometimes ruining the atmosphere.

‘When I see my doctor later on today and I ask for 20 mg extra, I will get
it. That’s not a solution. (Man, Ghent).
‘For the people who want it, there is the possibility to ask for talks, or to
call for a residential treatment or whatever, but they don’t shout it from
the rooftops, you have to ask it yourself and that’s ok, but some people
are so easily influenced, that they never get there and they never get the
chance to change something.’ (Man, Antwerp)
‘My previous doctor, he gave me everything I wanted. He gave me
Captagon, a very strong amphetamine and Vesparax, that had the oppo-
site effect. I took this combination, and the next morning you wake up,
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you have nothing left, everything is taken away from you and you can’t
remember anything. So I went to my doctor, completely overdosed and I
could not even speak anymore, I tried to say the name of my friend: ‘Vé,
Vé, Vé (her name was Véronique) and he said: ‘I guess you come for
Vesparax’. When they found me half an hour later, 10 meters from his
office, he did not even call an ambulance, it was one of the clients who
saw it happen and he called the ambulance, while I was lying there, with
my prescriptions of Vesparax in my pocket.’ (Woman, Liège)
‘It all happens in front of the treatment centre, dealing, selling Metha-
done, it is very easy to relapse, because you are constantly faced with
reality.’ (Man, Antwerp)

A number of participants also have the feeling that in the treatment
centres their attention mostly goes to the clients who are in really bad
conditions (e.g. still using heavily, marginalized living conditions),
with limited attention for those clients who are trying to do well.

‘They only deal with the worst cases here in the centre, I really think that
is a drastic mistake. People who are trying to cope and do well, they
don’t get the support they need.’ (Man, Antwerp)

In general, the most positive effects of following a substitution treat-
ment for the participants were: being able to function again (e.g.
employment), having control over their life (e.g. financial), no longer
being sick, being able to control or stop their heroin use. Less fre-
quently mentioned positive effects were the fact that their substitute
drug was legal and that it prevented them from doing illegal activities
and the fact they achieved psychological stability by taking their substi-
tute drug.

‘The reason I started with Methadone was to become normal again, to be
no longer sick, because that’s really tough, when you have craving and
you have no heroin available. It was definitely not for the high, because
Methadone doesn’t make you high. Now I feel normal again, and I am
able to function normally.’ (Man, Antwerp)

The most frequently cited negative consequences of following a substi-
tution treatment were: being dependent on their substitute drug (e.g.
daily pick-up of their substitute drug, not being able to travel), side
effects of substitution treatment (e.g. tiredness, heavy sweating), the
long treatment duration, stigmatization and discrimination as a result
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of their substitution treatment and the persistent need for another drug
(e.g. alcohol, cannabis) to replace their heroin use.

‘People who are using Methadone are always seen as an unreliable popu-
lation group, but there are a lot of people who are using Methadone who
have a lot to offer and who are able to get there, because they are taking
Methadone.’ (Man, Ghent)

4.3.2.6.2. Pharmacological aspects of substitution treatment

A number of statements referred to the pharmacological part of substi-
tution treatment.

About a fifth of the participants mentioned the involvement in deter-
mining their current dose of their substitute drug and the trust they
received (e.g. to take their substitute drug home with them) as positive
aspects of their treatment, while a number of participants explicitly
mentioned the fact that they got Methadone as one of the most positive
experiences with the service providing their substitute drug.

‘When I talk with my doctor, he is never directive. He will never say:
‘you have to decrease your dose’ or ‘next month you will do that’, he
always asks my opinion. It’s more my doctor who asks me what we
should do, he trusts me on that.’ (Man, Brussels)

However, when talking about negative experiences with the organiza-
tion that prescribes their substitute drug about the same number of par-
ticipants mentioned the lack of involvement in determining their cur-
rent dose of their substitute drug and limited possibilities to reduce
their substitute drug. This mentality sometimes gave participants the
feeling they were hooked to their substitute drug for the rest of their life
and that there was no more hope to ever live a life without taking that
drug.

‘If it depends on my doctor, he will just increase my Methadone dose
from 50mg to 80mg when I am not feeling well, without further ques-
tions. But I also want some involvement in that. If I can make it with a
increase of 10mg, there is no need to raise my dose like that. It is still my
goal to get rid of that Methadone, I don’t want to take it for the rest of
my life.’ (Man, Ghent)

On the one hand, participants experienced a lot of resistance from their
doctors to decline the dose of their substitute drugs, while on the other
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hand they expressed a lot of difficulties to get other medication pre-
scribed, such as benzodiazepines. Recently, a number of specialised
treatment centres stopped the prescription of benzodiazepines to their
clients in substitution treatment, but this often resulted in shopping
behaviour of clients (e.g. trying to get benzodiazepines through their
general practitioners, buying medication on the street).

‘I am able to buy my benzo’s on the street, without prescription, 10
Euros for a package, that’s not the problem, but when I have them with
me, I feel tempted to use more of them. When I got them from doctor X
in the centre, I got 6 benzo’s a day with my pharmacist and that was it,
so there was some more control.’ (Man, Limburg)

Another negative experience some participants had, were waiting lists
to start their substitution treatment and long waiting times when they
went to see their doctor. A few participants also mentioned the lack of
information when they started their substitution treatment (e.g. long
treatment duration, side effects).

4.3.2.6.3. Expectations with substitution treatment

When participants were asked how they saw their substitution treat-
ment evolve further in the future, almost all participants expressed the
desire to decrease their current treatment dose (often from a long term
perspective) and at the end to be no longer dependent of their substi-
tute drug. Only a small minority saw their substitution treatment as a
lifelong necessity to be able to deal with their life.

‘My goal is to stop with my Methadone treatment, but slowly, because I
have seen dozens, hundreds of clients who relapsed again after a few
days and that’s not my goal. I have been in treatment for four years now
and once I stop, I don’t want to start over again a couple of months
later.’ (Man, Liège)
‘One day I would like to stop with everything, but I realize that I will
have to take Methadone for the rest of my life in order to live a good and
peaceful life, and that does no longer bother me. (Man, Liège)
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4.4. Discussion

The primary aim of this study was to get insight in the provision of psy-
chosocial support of opiate-dependent individuals following substitu-
tion treatment and their personal experiences and expectations regard-
ing psychosocial support. About half of the participants (55.8%)
received some form of psychosocial support in the last three months
and around three quarters of them (74.4%) thought this psychosocial
support was sufficient. This means that – starting from clients’ perspec-
tives – 44.2% of the participants did not receive any form of psychoso-
cial support in the last three months. However, when looking at the
results of the VSSS-MT for specific psychosocial interventions, a large
majority of the participants (ranging from 49.2% to 19.4%) who did not
receive these specific interventions in the last three months expressed
the desire to receive psychosocial support in different domains (e.g.
help at home, recreational activities). Also, in the qualitative interviews
the number of participants that cited the wish to get some form of psy-
chosocial support was higher than the number of participants that actu-
ally received some form of psychosocial support.

During the qualitative interviews, in-depth information was gathered
on the role of psychosocial support in substitution treatment. One of
the most important findings of the qualitative interviews was the prom-
inent role of a positive working alliance in substitution treatment,
which can be developed with different people (e.g. pharmacist, doctor,
nurses, social worker, …), with different forms of education and train-
ing. Besides the psychosocial staff, pharmacists and doctors are often of
great importance to clients in substitution treatment and a source of
emotional support. Pharmacists involved in dispensing substitution
treatment and doctors prescribing substitution treatment should have
completed training relevant to their role (broader than only medical
support) in opiate substitution treatment (Ministry of Health, 2008).
They need to have insight in the chronic character of opiate dependence
and in the experiences of stigmatization and discrimination that clients
might experience in their daily life. Specific attention should be given
to the development of this therapeutic relationship from the moment
clients come in contact with a professional as part of their substitution
treatment, because clients often experience this therapeutic relationship
as something stable, which does not change a lot during the treatment
process (Martin, Garske & Davis, 2000). A positive work relationship is



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

132

characterized (by both clients and the scientific literature) by the fol-
lowing qualities: the collaborative nature of the relationship, based on a
high involvement and interest of the case worker, an affective and
equal relationship between the client and the worker and a shared deci-
sion making about the treatment goals (Martin et al., 2000). The thera-
peutic relationship is at least as important as the specific treatment
method that is used in psychotherapy or the type of treatment pro-
vided (Norcross & Wampold, 2011; Martin et al., 2000; Lilly, Quirk,
Rhodes & Stimson, 2000). As a result of a good therapeutic reliance, the
client will experience a therapeutic effect, regardless of the type of
treatment provided. It will be of vital importance to integrate this treat-
ment aspect, when talking about evidence-based treatment, since it is a
key factor in the realization of treatment outcomes (Norcross &
Wampold, 2011). There is a positive relation between the fact that cli-
ents feel understood by their therapist (=empathy) and the outcomes of
psychotherapy (Elliott, Watson, Bohart & Greenberg, 2011). This again
illustrates the importance to focus on clients’ subjective perspectives
and their perceptions about the followed treatment, since clients’ obser-
vational perspectives predict outcomes better than therapists’ observa-
tional perspectives (Norcross & Wampold, 2011). In training of staff in
substitution treatment, attention should not only be given to specific
treatment methods and techniques, but to attention for how to the
establishment of a solid therapeutic relation with clients.

In accordance with these findings, participants frequently mentioned
the desire of a central key worker (e.g. a permanent doctor or social
worker) they could rely on. Often participants have experienced a lot of
staff turn-over in substitution treatment, hampering their willingness
to develop a trustful relationship with a professional in their treatment
program. Research has demonstrated that staff burn out has a negative
effect on clients’ satisfaction with treatment (Leiter,Harvie & Frizzel,
1998). Consequently, as well from the clients’ perspective as from the
perspective of staff working with opiate-dependent individuals, atten-
tion should be given to create a caring and safe working environment
and a good organizational structure in substitution treatment programs
to increase the availability of a continuous support staff who can build
out a positive working relationship with clients (Lilly et al, 2000).

When talking about the form of psychosocial support, participants fre-
quently mentioned the need for flexibility, among other things, through
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voluntary treatment participation, but also by a flexible treatment offer
in time and place, clients could appeal to when they feel the need
(based on a trustful relationship as a constant), rather than structured
weekly sessions. Strict appointment systems requiring people to attend
a particular place at a specific time are likely to incur high levels of non-
engagement and often do not correspond to the daily living situations
of vulnerable groups (Dixon-Woods et al., 2005).

The needs for psychosocial support expressed by the participants are
diverse and a number of respondents also mentioned the necessity to
differentiate between the group of people following substitution treat-
ment. Participants expressed the need to tell their story to someone
they can trust and who treats them with respect, get practical support
(e.g. with paperwork), have something to do and a place and people
they feel welcome with. Opiate-dependent individuals often experience
high rates of unemployment and a lack of structured daily activities,
resulting in feelings of emptiness, low self-esteem and social isolation
(National Collaborating Centre for Mental Health, 2008). These find-
ings again illustrate the need for an integrated treatment approach,
with attention for different life domains and adequate support to pro-
mote the social inclusion and belonging of opiate-dependent individu-
als in society (De Maeyer et al., 2011a).

A second aim of this study was to gain insight in the current treatment
satisfaction and QoL of opiate-dependent individuals in substitution
treatment. The overall score on the VSSS-MT was 3.68 (SD=.46), which
is comparable to the mean satisfaction rating of 3.5 reported among
Methadone clients in Spain (de los Cobos et al., 2004). The scores on the
VSST-MT demonstrate that opiate-dependent individuals are rather
satisfied about their substitution treatment in general, but almost a
third of the participants was slightly dissatisfied for the domains spe-
cific interventions, including a number of psychosocial interventions
(e.g. housing support, individual psychotherapy). Further analyses
revealed that the group of clients who received these specific interven-
tions were rather satisfied about this support, but it also illustrated the
high percentage of participants who desired to get support in different
life domains and who did not receive this kind of social support at the
moment (unmet service needs) (cf. Supra). Comparable findings were
retrieved in an Australian study on clients in opiate substitution treat-
ment, where apart from the pharmacological support, additional psy-
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chosocial support was often lacking, despite the broad treatment needs
of clients regarding various life domains (Madden, Lea, Bathi & Win-
stock, 2008). These findings correspond with the results on the current
QoL of opiate-dependent individuals in substitution treatment, illus-
trating various support needs on different life domains. The current
overall QoL was below the cut-off score of a high QoL (≥ 4). Also, on
five of the 11 domain scores (work, financial situation, social relations,
leisure activities and physical health) clients reported a low QoL, urg-
ing for an holistic treatment approach when working with opiate-
dependent individuals (WHO, 2009).

Research has demonstrated that the perceptions of improvement by cli-
ents are not always consistent with the perspectives of professional
staff with regard to the effectiveness of substitution treatment (Trujols
et al., 2011). These findings illustrate the importance of goal setting
with clients in substitution treatment, because not seldom the goals of
an individual client might not correspond with the expectations and
objectives of staff working in substitution treatment programs. Absti-
nence of illegal drugs is not always the primary reason or motivation
why individuals seek help or enter treatment. Not seldom, problems in
other life domains (e.g. family relations, legal problems) are deemed
more important. Therefore, we urge for an expansion of the objective
indicators (e.g. retention in treatment, abstinence of illegal drugs) in
studies on treatment effectiveness (e.g. of psychosocial support) by
including patient-reported outcomes, such as QoL and treatment satis-
faction in the assessment and the monitoring process, in order to strive
for a more client-centered treatment offer, based on an individual’s
needs and expectations (Trujols et al., 2011, De Maeyer et al., 2011b).

Finally, this study confirms a number of regional differences in the pro-
vision of substitution treatment in Belgium, especially between the
Flemish and the Walloon region. Substitution treatment in Flanders
was mostly prescribed by a doctor in a specialized treatment centre,
while the role of general practitioners was more prominent in the Wal-
loon region, especially in Liège. However, the results of this study
should be regarded in the perspective of some limitations. First, the
sample size is limited (N=77) and consisted of an older group of opiate-
dependent individuals (M=41.6 years; SD=8.56) in maintenance treat-
ment and is not fully representative for the group of opiate-dependent
individuals following substitution treatment in Belgium (cf. Chapter 4).
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Findings may therefore not be generalized to other groups of opiate
users. Second, clients who had been in substitution treatment for less
than three months were not included in the study. Third, the sample
consisted predominantly of individuals following substitution treat-
ment in rather large cities, which will give an insight in the urbaniza-
tion of substitution treatment, but provides limited information on the
provision and distribution of substitution treatment in rural areas.
These restricted regions and contextual differences might limit the gen-
eralisation of our data to other regions (in Belgium), with possibly dif-
ferent treatment populations. Fourth, the majority of the participants
got their substitute drug prescribed through a specialized treatment
centre, so no specific statements can be made about clients following
substitution treatment in a private practice. Fifth, QoL was measured
by the MANSA, a self-report scale, based on 12 items, so contextual
information that influenced the QoL of the participants is limited. Sixth,
the analyses of the qualitative data can be influenced by personal opin-
ions while coding and structuring the data. We tried to minimize this
potential bias by working with various coders to increase the reliability.
In future research efforts should be made to get more insight in the
group of opiate-dependent individuals following substitution treat-
ment in rural areas and through general practitioners and primary
health care in general. Furthermore, it is advisable to explore the rea-
sons for not entering substitution treatment with the group of opiate-
dependent individuals who are not yet or no longer in treatment (Peter-
son et al., 2010). This might give insight in limitations of the current
treatment offer and possible protective factors that influence the recov-
ery process of opiate-dependent individuals.
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Chapter 5 THE ROLE OF PSYCHOSOCIAL SUPPORT 
IN SUBSTITUTION TREATMENT 
IN BELGIUM

Jessica De Maeyer
Wouter Vanderplasschen

5.1. Introduction

The application of evidence-based guidelines in substance abuse treat-
ment in Belgium is relatively limited, among others, due to the lack of
availability of Dutch/French guidelines and the restricted applicability
of these guidelines in the Belgian context (Autrique, Vanderplasschen,
Broekaert & Sabbe, 2009). Besides some general principles included in
the legal framework, no specific guidelines are available for the phar-
macological and psychosocial aspects of opiate substitution treatment
in Belgium. At the moment, a new Royal Decree with guidelines for the
treatment with substitute drugs is under development, which will
replace the Royal Decrees of 2004 and 2006. The comprehensive and
internationally approved ‘Guidelines for the Psychosocially Assisted
Pharmacological Treatment of Opioid Dependence’ edited by the WHO
(2009) offer a useful clinical guideline with regard to the pharmacologi-
cal treatment of opiate dependent individuals and point out the impor-
tance of the availability of psychosocial support to respond to the mul-
tiple and complex treatment needs of opiate dependent individuals.
However, specific guidelines on the content and provision of psychoso-
cial support are limited and findings on the effects of psychosocial
treatment for substance use disorders are not always consistent (Dutra
et al., 2008). Nevertheless, psychosocial support in addition to the phar-
macological aspects of substitution treatment appears to be an essential
component of substitution treatment (Amato et al., 2011a; Amato et al.,
2011b; WHO, 2004; De Ruyver, Bosman, Bullens & Vander Laenen,
2001; McLellan, Arndt, Metzger, Woody & O’Brien, 1993). The available
WHO guideline (2009) is very limited and rather vaguely described
with regard to psychosocial support, which hampers the application of
these guidelines in clinical practice. Therefore, part of the Subanop-
study was dedicated to the development and adaptation of specific
guidelines with regard to psychosocial support in substitution treat-
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ment based on the WHO-guideline (2009) and other available guide-
lines on substitution treatment (e.g. NICE clinical guidelines for psy-
chosocial interventions).

5.2. Methods

In order to adapt and concretize the few available guidelines on psy-
chosocial support in substitution treatment to the Belgian context, a
two-round electronic Delphi survey was set up including an expert
panel (12 Flemish and 2 Brussels experts) consisting of various profes-
sional disciplines (general practitioners, doctors in specialized treat-
ment centres, social workers, case managers, psychologists, pharma-
cists and network coordinators) (N=14). The Delphi-method is an inter-
active research method, which involves a panel of experts who reply to
questions/statements in several rounds (McIlrath, Keeney, McKenna &
McLaughlin, 2009; Skulmoski, Hartman & Krahn, 2007). The input for
the first round of the Delphi study was based on the findings from a
focus group on psychosocial support in substitution treatment with
experts from Flanders, Brussels and Wallonia (N=8) (Hasson, Keeney &
McKenna, 2000). The text of the WHO-guideline was the starting point
for this focus group, which was expanded with a number of themes
that were raised by clients following opiate substitution treatment dur-
ing the qualitative interviews (cf. Chapter 4). Based on the findings
from this focus group, a number of statements related to the provision,
content and accessibility of psychosocial support for opiate-dependent
individuals were posted on an online discussion forum. The client per-
spective was integrated in these statements and in the online discus-
sions (e.g. by formulating a statement on the role of ex-drug users in
substitution treatment), starting from the qualitative interviews. The
input from the first round of the Delphi study was used by the
researchers to write a draft guideline on psychosocial treatment in sub-
stitution treatment and was submitted for feedback, comments and
final approval to the study participants in a second round of the Delphi
study. Afterwards, the draft was once more revised, based on the input
of the second round of the Delphi study. The consensus findings from
the focus groups, complemented with references to the international lit-
erature, are presented in the result section of this chapter.
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5.3. Results

5.3.1. Availability of psychosocial support

Given the complex nature of opiate dependence, the prescription of
substitute drugs for opiate dependence should never be seen as an iso-
lated intervention, but as part of an integrated and holistic approach,
with attention for various aspects of clients’ quality of life (e.g. daily
activities, life meaning, health, …) (De Maeyer et al., 2011; Ministry of
Health, 2008). As a result, psychosocial interventions will be an impor-
tant cornerstone in the treatment and support of opiate-dependent
individuals and people who are dependent on drugs in general
(National Institute for Health and Clinical Excellence, 2007).

Availability of services is one of the main parameters of accessible treat-
ment and support (De Bie, 2005; Sels, Goubin, Meulemans & Sanne,
2009; Stöver, 2011). Therefore, psychosocial support should be available
for and known by all clients in opiate substitution treatment. Clients
should be informed about the availability and content of this treatment
offer throughout the treatment process, even when they are not inter-
ested in starting psychosocial support at the beginning of their substi-
tution treatment. Consequently, the provision of psychosocial support
should not be restricted to clients following substitution treatment in
specialized treatment centers (e.g. medical social care centres or day
care centres), but it should be one of the main pillars of substitution
treatment in general.

5.3.1.1. The availability of psychosocial support for clients 
treated by a general practitioner

When clients receive substitution treatment through a general practi-
tioner – whether this person is linked or not with a specialized treat-
ment centre – psychosocial treatment should be provided, if requested
or needed. Often the general practitioner is the main caregiver for cli-
ents in substitution treatment and he should be able to provide, facili-
tate or refer to other services to respond to the support needs of clients
in substitution treatment. General practitioners should have received
training in the potential benefits of OST and the chronic and complex
character of opiate dependence (e.g. impact of stigmatization), in order
to have insight in the treatment needs of their clients (Stöver, 2011).
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This means, among others, that general practitioners need to be famil-
iar with the available network of (psychosocial) support for opiate-
dependent individuals, so they can develop a close collaboration with
specialized treatment centres and primary health care services, when
additional support or advice is needed (Ministry of Health, 2008;
Stöver, 2011). When general practitioners have a formal agreement with
a specialized treatment centre or a multidisciplinary network and can
rely on this centre or network for advice and consultation, a shared
treatment network can be set up. Such a shared treatment network will
reduce the risk that general practitioners prescribing substitution oper-
ate solely and will increase the chance of continuous care when a spe-
cific general practitioner is no longer available. By doing so, clients fol-
lowing treatment with a general practitioner, should have access to the
same level of psychosocial support and the same standards of treat-
ment as clients following treatment in specialized treatment centres.

Since some clients choose to follow substitution treatment through a
general practitioner in order to limit contacts with other drug users in
specialized centers and to restrict feelings of stigmatization and dis-
crimination, closer collaboration with primary health care and social
services can be an alternative to offer the desirable services with regard
to psychosocial support. To optimize this collaboration, attention
should be given to existing stereotypical ideas in general health care
and in alcohol and drug treatment about individuals with substance
dependence, which may increase feelings of stigmatization and may
affect medical decisions negatively (Brener, Von Hippel, Kippax &
Preacher, 2010; Lovi & Barr, 2009). Therefore, professionals need to
have insight in central concepts and theories of drug dependence,
including the role of personal and social determinants. Nevertheless,
psychosocial support should be available for those who want to benefit
from these services, but should not be made obligatory. Moreover,
research has illustrated that the provision of substitution treatment
alone (without psychosocial support) has positive effects on the reduc-
tion of illegal activities and use of illicit drugs (Schwartz, Kelly,
O’Grady, Gandhi & Jaffe, 2011).
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5.3.2. Provision of psychosocial support and the 
therapeutic relationship

5.3.2.1. The importance of the therapeutic relationship and the 
central role of the doctor

Interviews with clients in substitution treatment (Cf. Chapter 4)
showed that all staff involved in the substitution treatment regardless
their function (e.g. nurse, doctor, psychologist, pharmacist), may influ-
ence treatment adherence and are capable of developing a positive rela-
tionship with the client. Another important finding is that clients
mostly select one person in substitution treatment – not seldom their
doctor – with whom they are willing to develop a relationship of trust.
Their doctor is often the first and only person that clients in substitu-
tion treatment have contact with and who they trust. Therefore, doctors
who start from a broad, not strictly medical approach by giving atten-
tion to the different life domains that might be influenced or have an
impact on opiate dependence, will be able to provide sufficient psycho-
social support to some of their clients, who are reluctant to start psy-
chosocial support with a psychologist or social worker. Moreover, doc-
tors have the possibility to investigate the needs for psychosocial sup-
port with their clients and set up a collaboration between doctor, client
and, for example, social worker (e.g. joint sessions/ sharing the princi-
pal responsibility with the specialized centre). Giving primary atten-
tion to the personal perceptions of clients and making them active par-
ticipants in their treatment process, will have a positive impact on the
effectiveness of the treatment delivered (Stewart et al., 2000). The doc-
tor will be the central link between his client and the social worker and
is further responsible for the development of the treatment plan in col-
laboration with his client and treatment staff (‘shared’ expertise). This
calls for a holistic perspective of care and support (of a fragmented
approach) for persons in opiate substitution treatment, supported by
all various disciplines (WHO, 2009).

5.3.2.2. Who should provide psychosocial support?

In specialized treatment settings psychosocial support is mostly offered
by social workers and psychologists, but this does not always needs to
be the case. Besides the potential function of doctors, the role of nurses
is often underestimated in the provision of psychosocial support in
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substitution treatment. Nurses often provide on-going (psychosocial)
support to clients in substitution treatment and have a large impact on
their treatment process. During the daily provision of the substitute
drug (e.g. Methadone/Buprenorphine), nurses have the opportunity to
chat and to develop a positive, trustful relationship with clients. Unfor-
tunately, the distribution of substitute drugs is often limited to a few
hours a day in specialized treatment centres, which limits the opportu-
nity for clients to hang around for a while in the centre and to make
contact with the staff organizing the distribution and urges for a higher
accessibility of services. For some clients, who are reluctant to the struc-
tured provision of psychosocial support by a social worker or a psy-
chologist, nurses can fulfil an important role in providing psychosocial
support. The role of nurses in substitution treatment should not be
restricted to the distribution of the substitute drug, but should also
leave space for psychosocial support and positive interactions with cli-
ents (Lilly, Quirk, Rhodes & Stimson, 2000; Go, Dykeman, Santos &
Muxlow, 2011).

5.3.2.3. The need for a multidisciplinary team

The availability of multidisciplinary teams in specialized services
where nurses, social workers and other professionals can rely on for
advice and feedback and where they can refer clients to when they lack
expertise on a specific topic, is a necessary condition. Former drug
users, who have followed specific training in the field of addiction can
be a surplus value in such a multidisciplinary team to illustrate clients’
experiences and needs and can be of great importance in substitution
treatment. Their past experiences may lower the threshold for clients in
substitution treatment and may enable the establishment of relation-
ship of trust. Furthermore, former drug users can be useful as role
models in specific psychosocial interventions (e.g. activation projects)
and educational sessions (e.g. psycho-education regarding hepatitis C
treatment) to illustrate hope and positive treatment outcomes. Another
possibility to increase the accessibility of psychosocial support, is by
making different team members (e.g. social workers, psychologists,
nurses) responsible for specific aspects of the substitution program (e.g.
substitution distribution, intakes, reception). Once clients already have
a relationship based on mutual trust with one of the staff members,
they may rather be inclined to ask for psychosocial support.



THE ROLE OF PSYCHOSOCIAL SUPPORT IN SUBSTITUTION TREATMENT IN BELGIUM

143

5.3.2.4. A positive working relationship: something you can 
work on

As mentioned above, the positive relationship between a client and his
case worker is the cornerstone for realizing clients’ treatment objec-
tives. A client-centred and non-judgmental attitude, including a high
level of empathy, is an important aspect of a bonding relationship with
a client. Staff can be trained in these skills by teaching them client-cen-
tred communication strategies, such as specific conversation skills,
active and empathic conversation techniques, which will be experi-
enced by clients as empathic and showing interest (Stewart et al., 2000).
The establishment of such an alliance with the client – which demands
time – will ideally result in a solid basis from which the case worker can
start working with the client on his personal treatment plan. When cli-
ents are not willing/capable to take up ‘traditional psychosocial sup-
port’ (e.g. weekly talks with a psychologist), it will still be important to
invest in the development and further growth of a relationship based
on mutual trust, since this can result in a growing willingness to start
with psychosocial support (in a later treatment stage) or will increase
the chance that clients will ask for this support, when they need it.
However, given the high turnover among staff working in the field of
addiction treatment and to guarantee the continuity of care, it will be
important to expand clients’ positive treatment experiences to other
staff members involved in the treatment process to avoid feelings of
being left to fend for themselves. Outreach activities (e.g. accompany-
ing clients to various services, home visits) can be an important tool to
get insight in the social world of clients, their strengths and needs and
to develop a positive relationship with them. In the light of the recent
evolution towards more community-based mental health care in Bel-
gium (~art. 107) which promotes, among others, the integration of opi-
ate-dependent individuals in society, outreach activities are used to
support individuals in their direct environment and to reduce the
number of hospitalizations. Outreach services are also a way to provide
psychosocial support and to counterbalance a number of potential bar-
riers that hinder clients to ask for psychosocial support (e.g. feelings of
shame to come to the treatment centre, contact with other drug users,
transportation problems …).
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5.3.3. Psychosocial support: what’s in a name?

5.3.3.1. Psychosocial support, more than planned conversations

According to the expert panel, psychosocial support should not be
restricted to structured, planned conversations at fixed points in time,
but also other moments during the treatment process can be opportuni-
ties to get in contact with clients – especially when working with
socially marginalized populations –, to develop a positive working
relationship and to provide psychosocial support (e.g. in the waiting
room, during the daily distribution moments, when taking a cup of cof-
fee). These are important moments from which formal, structured con-
versations can take place. For a number of clients who are rather reluc-
tant toward the provision of psychosocial support, such informal talks
are important to build a connection between with the treatment setting
and, therefore, such low-threshold encounters should not be underesti-
mated. Offering staff in substitution treatment the necessary time to
invest in these moments to get in contact with clients and to create a
warm and positive atmosphere for welcoming clients are deemed inval-
uable. These contacts may also result in a better connection between the
client and the treatment setting. Flexibility in the way psychosocial sup-
port is offered, is necessary to answer the various treatment needs of
opiate dependent persons. When psychosocial support is only available
by appointment, this often does not correspond to the daily living situ-
ations of opiate-dependent individuals, in which their need for psycho-
social support is often influenced by crisis moments or acute experi-
ences. Working with a of permanence system for psychosocial support,
is a good way to enhance the availability and accessibility of this type of
support.

5.3.3.2. Social and psychological interventions

When talking about psychosocial support, a distinction should be made
between interventions with a focus at the social level (e.g. basic needs,
employment) and interventions at a psychological level (e.g. motiva-
tional interviewing, contingency management) (WHO, 2009). In gen-
eral, when clients ask for psychosocial support, their primary needs ask
for social interventions (e.g. financial support, housing) that enable
them to get their daily life back on track. Such social interventions, and
the changes/stabilization it may bring on various life domains, can trig-
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ger clients and motivate them to deal with their drug use. A stable
socio-economic situation is desirable, before clients can engage in
behaviour therapy or other psychological interventions. During the ini-
tial treatment phase, a trustful relationship and openness to talk about
emotional life events – that may require a therapeutic intervention –
can be established. Therapeutic interventions should be integrated in
the global treatment offer and should be adapted to the capabilities of a
client, rather than referring clients to a specific – often high-threshold –
treatment service, which is restricted for ‘the happy few’. Often these
therapeutic interventions are only necessary during a specific part of
the treatment process, and not during the whole treatment program.
The necessity of psychological interventions will of course depend on
the specific treatment goals that clients want and can achieve (e.g. intro-
spection, no financial problems caused by heroin use, …). However,
given the high levels of co-morbidity, psychological interventions
should always be available for clients in opiate substitution treatment.
These psychological interventions can also be organized in another
service (e.g. primary health care), but often referral of clients with
addiction problems is hampered by waiting lists, prejudices, and poor
monitoring. Therefore, these interventions should also be integrated in
the treatment offer of specialized treatment centres (Deering et al.,
2011). Besides ‘talking therapies’, ‘learning by doing’ is an effective way
of working with clients in opiate substitution treatment (especially with
clients with limited cognitive abilities). The organization of low-thresh-
old activities (e.g. cooking activities, art workshops) are very useful to
develop a positive relationship with clients and to increase their self-
confidence and often result in small success stories. Clients in substitu-
tion treatment are often socially excluded and express a high desire for
so-called ‘normalcy’ and ‘feelings of belonging’ (De Maeyer et al.,
2011). Therefore, there is a high need for activities and low-threshold
projects (e.g. drop-in-centres, day activities) in society at large, to
enhance opiate users’ social identity and their feeling of belonging to
mainstream society, and which are not restricted to activities organized
by specialized treatment centers. Drop-in centres, a place where clients
can ‘hang around’, have a cup of coffee or a meal, play some music, but
most of all feel welcome, are very important to fill the gap of emptiness
in these persons’ lives and are a perfect place for staff to get in touch
and build up a relationship with clients.
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5.3.4. Collaboration: an absolute necessity

When the goal is to offer psychosocial support tailored to the needs of
the clients, collaboration with other (low-threshold) services – both spe-
cialized settings and primary health care – will be inevitable in order to
improve accessibility of care. Opiate-dependent individuals often
encounter multiple problems, urging for intensive support in various
life domains (e.g. practical help at home, taking care of the children,
…), not seldom over long periods of time. It will not always be attaina-
ble for the primary care giver (e.g. general practitioner, specialized
treatment centre) to do this all by themselves and the need for shared
support (not passing the buck to someone else) in collaboration with
other appropriate services is stressed. Among others, more intensive
collaboration between specialized centers and primary health care may
have a positive impact on the social reintegration of opiate-dependent
individuals and enhance their feelings of belonging to society. There-
fore, staff working in specialized settings, but also the staff involved in
primary health care need to be aware of each other’s treatment offer
and need to develop inter-professional treatment networks. Knowing
each other services is one thing, but cooperating closely and making
agreements between services will be necessary to set up integrated
treatment services. It is one of the tasks of staff in addiction treatment
to advocate for their clients and stand up for the realization of their
social rights. Clients often encounter a lot of barriers (e.g. discrimina-
tion) when trying to appeal to different services and fine-tuning serv-
ices can remove barriers and reduce prejudices. The often difficult
referrals to mental health care centres are an example of the rather frag-
mented organisation of care, where clients are not seldom excluded
because they are following substitution treatment. This way of thinking
is at odds with striving for an integrated care and support system for
people with opiate dependence. In some cases, co-ordination of serv-
ices might be required to avoid fragmented care, loss of contact and
improve the accessibility of services. A case manager can be involved as
a linking person to co-ordinate, link and attune the various organiza-
tions involved (e.g. professionals, pharmacists, self-help groups).
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5.3.5. Differentiated treatment interventions

5.3.5.1. Heterogeneity among MMT-clients

People suffering from opiate dependence are a heterogeneous group of
individuals with different treatment needs, possibilities and expecta-
tions, so the ‘one size fits all’ principle – not seldom still persisting in
various treatment settings – is no longer tenable (Brooner & Kidorf,
2002). On the one hand, generic interventions are useful to make deci-
sions with regard to evidence-based treatment, but on the other hand,
they may also hamper the introduction of tailored services in substance
abuse treatment, based on the specific needs and capabilities of clients
(Marsden, 2012). It is impossible and undesirable to develop a standard
treatment offer that should be completed in a unilateral way by all cli-
ents in substitution treatment, given the strong heterogeneity among
clients. Every client is different and will have different support needs.
Some clients do not need (e.g. when they have a strong informal net-
work to rely on) or want additional psychosocial support, while other
clients might need psychosocial support in one phase of their recovery
process, but will no longer need this support later. A minority of them
(e.g. poly drug users with psychological problems and intellectual disa-
bilities) might need lifelong psychosocial support (even after pharma-
cological treatment has stopped), starting from a continuing care per-
spective with attention for aftercare. This differentiated approach will
be much more cost-effective and adapted to the specific treatment
needs and capacities of a client compared to the standard offer of psy-
chosocial support (Brooner & Kidorf, 2002). However, this small group
of clients with lifelong support needs often has a large impact on the
workload of the staff, which sometimes results in limited attention for
preventive strategies among clients with less extensive support needs
(e.g. young drug users, socially integrated clients, single drug users).

5.3.5.2. Individualized psychosocial support

Taken into consideration the complex character of opiate dependence,
an individualized treatment approach, starting from clients’ personal
perspectives, in which pharmacological treatment is interconnected
with personalized psychosocial support (according clients’ needs), is
one of the main challenges to optimize substitution treatment. This
process should be developed with the client in partnership with their



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

148

case worker and/or doctor. In clinical practice, drawing up an individu-
alized treatment plan – based on both strengths and difficulties – to
realize clients’ treatment goals, is an inevitable first step towards more
personalized support and the quality of life of opiate dependent indi-
viduals (United Nations Office on Drugs and Crime, 2008). A detailed
psycho-social assessment, with attention for different life domains
should be the starting point. Considering the chronic character of opi-
ate dependence (McLellan, 2002), adaptive and recovery-based treat-
ment strategies that start from a continuing care approach, in which the
support offered (e.g. intensity) is adapted to clients’ progress, charac-
teristics and treatment outcomes and offers some future perspective,
might be useful (Murphy, 2007; Brooner & Kidorf, 2002). Specific psy-
chosocial interventions (e.g. motivational interviewing, contingency
management, cognitive behavioral therapy) should be attuned to the
specific features of clients. Certain therapies will not work for the total
group of opiate-dependent individuals in substitution treatment, but
will be very successful when they are used with specific (groups of) cli-
ents. These specific psychosocial interventions can be used in addition
to the ‘standard psychosocial support’ and should be delivered by staff
trained in these specific interventions (National Treatment Agency for
Substance Misuse, 2010). Contingency management is an effective
intervention to engage clients in opiate substitution treatment by offer-
ing incentives for positive behavioural change (e.g. reduction of illicit
drug use) (National Institute for Health and Clinical Excellence, 2007),
but staff should be trained and should dispose of the necessary compe-
tences to implement this intervention in their treatment setting
(National Treatment Agency for Substance Misuse, 2010). A distinction
should be made between low-intensity interventions (e.g. motivational
interventions, contingency management), delivered by case workers
and focusing on treatment engagement, the achievement of specific
harm reduction goals and supporting behavioural change with regard
to drug use, while high-intensity interventions (e.g. cognitive behav-
ioural therapy), so-called psychological therapies should be reserved
for relatively stable clients with sufficient cognitive skills (Aharonovich
et al,, 2006). However, in individualized recovery-oriented treatment
plans a combination of low- and high intensity interventions will often
be necessary, starting from a long-term and continuing care approach
(National Treatment Agency for Substance Misuse, 2010). Such a per-
sonalized treatment approach asks for flexibility of professionals work-
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ing with opiate-dependent individuals in order to serve clients with
different treatment needs and demands which might change over time
(Deering et al., 2011).

5.4. Limitations of the study

This results of the Delphi-study provides a framework for the provision
of psychosocial support in substitution treatment. However, a number
of limitations should be taken into account. The Delphi-method is a
useful consensus method and was used to identify and obtain consen-
sus on experts’ views on psychosocial support in substitution treat-
ment. Still, participants might have been influenced by the responses of
other group members or gave socially desirable responses. Since the
Delphi process results in consensus on a certain topic, this is also
regarded as one of the strengths of this method (Hasson et al., 2000).
Another limitation of the study was that the judgments and opinions
were not strictly anonymous, since the first name of the participants
was displayed on the discussion forum. Moreover, participants were
not randomly, but purposively, selected, because of their expertise in
opiate substitution treatment. Therefore, representativeness is not
assured. Finally, the number of study participants was limited (N=14),
including an overrepresentation of Flemish experts, which has affected
the input and answers on the discussion forum. Still, we send email
reminder and called participants in order to increase the response rate
(Hasson et al., 2000). The restricted time period, the use of an online
communication platform and potential language barriers may further
have had a negative impact on the number of experts participating in
the Delphi method.

5.5. Conclusion

The often chronic and complex character of opiate dependence, which
affects functioning on various life domains, urges for a paradigm shift
based on a continuing care and support model, involving specialist
services, general practitioners and primary health care services (Deer-
ing et al., 2011). Client-centered psychosocial support (including an
active role of the client), which is tailored to an individual’s needs,
expectations, capacities and long-term treatment goals is an important
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element of the overall treatment offer. Psychosocial interventions
encompass a wide range of interventions from ‘talking therapies’ (e.g.
chat sessions), over practical support (e.g. financial support) and psy-
chotherapy (e.g. cognitive behavioural therapy) to sharing moments
together (e.g. outreaching activities) and maintaining a trustful and
respectful relationship with clients (RIOB, 2012). Psychosocial support
should be regularly reviewed and may be delivered alongside – or as
part of – a pharmacological treatment. Training and continuing super-
vision should be available for staff working with persons in opiate sub-
stitution treatment in order to deliver competence-based psychosocial
interventions which are integrated in the overall treatment offer
(National Treatment Agency for Substance Misuse, 2010).
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Chapter 6 POLICY RECOMMENDATIONS FOR 
OPTIMIZING THE QUALITY OF 
OST-PROVISION IN BELGIUM

Sharon Van Audenhove
Freya Vander Laenen

Margaux Buckinx

6.1. Introduction

This chapter is aimed at making an inventory of policy recommenda-
tions and to identify good practices based upon the points of view and
the experiences of OST experts by means of focus groups. In view of the
importance of the 2009 WHO guidelines on OST (WHO, 2009), the
results from the focus groups are systematically compared to the rec-
ommendations in the WHO-guidelines throughout this chapter. Since
the results from each of the preceding chapters and the results from this
chapter will be integrated into one global chapter aimed at overall pol-
icy recommendations, we will not distil specific conclusions regarding
this specific chapter.

6.2. Methodology

Three focus groups were organized – one in each region – to formulate
policy recommendations and identify good practices. The topics of the
focus groups were based upon the results of research in the preceding
work packages and complemented with the suggestions of the mem-
bers of the guiding committee. As a result, the following topics were
discussed in each focus group: the identification of the different target
groups within OST and the type of service they can/should be referred
to; the integration of primary care into OST; the integration of (general
or psychiatric) hospitals into OST; and the optimization of the organiza-
tion of the collaboration between sectors.

The provision of OST in prisons was a topic in the focus group of Wal-
lonia and Brussels, but it was not discussed in the focus group in Flan-
ders, due to time constraints in the focus group in Flanders.
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In total, 21 respondents participated in the three focus groups (8 in Wal-
lonia, 7 in Flanders and 6 in Brussels). For the three focus groups, a
maximum diversity in its members (both with regard to geographical
spread and to the type of providers) was strived for (Polkinghorne,
2005). The three focus groups each lasted two hours.

In the focus group in Wallonia, a pharmacist, three specialized centers
(two social workers and a coordinator), one street corner worker, one
GP and two hospitals participated (a psychologist from a psychiatric
hospital and two nurses). In the focus group in Flanders, a pharmacist,
four specialized centers (two directors and two nurses), a staff member
from a primary care center, and a staff member from an education and
training center participated. In the focus group in Brussels, five special-
ized centers (a GP, a psychiatrist, a coordinator and two social workers)
and the coordinator of one low threshold service for drug users (not
providing OST) participated.

In the focus group in Flanders, every province was represented, except
for the province of Limburg. In the focus group in Wallonia, there is a
predominance of participants from the province of Liège.

To make full use of the rich information provided, each item was struc-
tured and analyzed. All focus groups were recorded and transcribed
verbatim. For the analyses of the focus groups, we started from the
research material, from the concepts and categories used by the
research participants (Ryan & Bernard, 2003; Vander Laenen, 2011).

The results are illustrated by quotations from the focus groups. The
quotes are translated from Dutch and French and are made anony-
mous.

6.3. Results

6.3.1. The treatment and societal context complicates 
the development of the OST-policy

In general, the participants in the three focus groups indicate the diffi-
culty to formulate policy recommendations to optimize the organiza-
tion of OST, because of the complexity of the way in which drug treat-
ment is organized.
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“Don’t ask me to formulate a policy towards a reorganized drug care,
I’m not able to. The organization of drug treatment is too complex and
too diverse.” (specialized centre, Flanders)

There is consensus that substance dependence is a health problem, not
a legal problem. This focus on health is in accordance with the WHO
guidelines (2009: 8), stating: “Given the multiple medical problems associ-
ated with opioid dependence and the nature of pharmacological treatment, pro-
vision of pharmacological treatment for opioid dependence should be a health-
care priority”.

Drug dependence can have implications for the physical, mental and
social well-being of the drug user, his social network and the society.
Drug dependence cannot be considered an isolated phenomenon,
rather is should be considered a health and social problem and as such
it should be dealt with by society. Additionally, the Flemish partici-
pants regret the increasing focus in society on security issues. They
indicate that although a repressive policy might lead to a sense of secu-
rity, for the most vulnerable people, it will produce predominantly neg-
ative consequences. The participants fear that this societal evolution
will impact unfavourably upon the organization of care. The partici-
pants emphasize that social support should not function as a control-,
protection- and defence strategy against delinquent behaviour. In the
focus groups in Wallonia and Brussels, these issues were not raised by
the participants.

“Usually, one spark is enough, one incident can cause the whole focus to
change.” (primary care centre, Flanders)

In the focus group in Flanders, the participants discussed in detail
potential ways to optimize the organization of OST. In the focus group
in Wallonia and Brussels, this was only touched upon. To optimize OST
in Flanders, two approaches were put forward by the participants: a
bottom-up and a top-down approach. The bottom-up approach was
advocated by the specialized centres, the general practitioners and
other primary care workers. The pharmacist proposed a top-down
approach.

Specialized centres, the general practitioners and other primary care
workers advocate for a bottom-up approach to optimize OST. A bottom-
up approach starts at micro-level and is inspired by local initiatives that
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have been successful. A network, consisting of specialized centres and
primary (health) care, is necessary to share best practices of OST,
according to the Flemish participants. During the focus group one good
practice was discussed, the case of Limburg, where a system of author-
ized GPs and a central electronic file is used. These participants recom-
mend that a close cooperation should be developed at local level, rather
than at provincial level. After all, clients do not always stay within the
frontiers of a province when they make an appeal to care centres. Sug-
gestions on how to demarcate the geographic boundaries of this local
level in practice are hard to give, state the participants. However, there
is a consensus that within each local level at least one actor of the pri-
mary, secondary and tertiary care level should be represented. The
development of such a regional network could be established by a local
care or drug coordinator.

The pharmacist advocates a top-down approach, referring to the Nether-
lands, with the government developing the structure of the drug treat-
ment system and adopting the structure nationwide. In line with the
proponents of a bottom-up approach, a top-down approach should be
inspired by best practices in the drug treatment field.

The specialized centres stress that a top-down approach would not
work if it is lacking support from the people in the field. However, all
Flemish participants do agree that the government should define the
pathways for support of each client (starting from the treatment needs,
the expectations and preferences of the individual patient).

Registration of provision and demand is essential

There was no agreement between the participants in the focus groups
in Flanders, Wallonia and Brussels regarding an electronic central reg-
istration system of patients.

In the focus groups in Flanders, all the professionals working in special-
ized centres are in favour of an electronic central registration system of
patients. A central registration system of patients has advantages, e.g.
to prevent that clients receive Methadone or Buprenorphine from more
than one source and to avoiding shopping among various providers. In
Brussels, there was no consensus about an electronic central registration
system of patients because of its potential negative effects. The GPs in
the focus group in BCR, state that the registration might negatively



POLICY RECOMMENDATIONS FOR OPTIMIZING THE QUALITY OF OST-PROVISION IN BELGIUM

155

impact upon their status. In the focus group in Wallonia, all the partici-
pants recognized that an electronic central registration system of clients
could be very useful, although most (including specialized centres)
mistrust it also because of its potential negative effects. In fact, the Wal-
loon participants prefer no electronic data registration to avoid
excesses; they would prefer a reference person to gather these data and
pass them along. They also propose that it would be (more) interesting
to create a repertory to identify institutions, organizations and profes-
sionals active in the field of OST. This could lead to more clarity for pro-
fessionals and to more visibility for patients. In the focus group in Flan-
ders, the participating pharmacist was also not convinced that the cen-
tral registration of patients will have an additional value because
disadvantaged populations (such as illegal immigrants without a
National Social Security Office-number) will be missing in this central
registration, a point of criticism also stated by the GP in the Brussels
focus group.

The above-mentioned advantages of a central registration system are in
accordance with the WHO guidelines (2009: 10), stating that such a reg-
ister “prevents patients from receiving Methadone or Buprenorphine from
more than one source; can be used to limit access to other controlled medicines
requiring central approval, such as other opioids; can provide more accurate
data on treatment numbers than situations where central registration is not
used.”

Overall the main fear of the participants opposing an electronic central
registration system of patients is that this system could be liable to
issues of privacy and professional secrecy. The element of privacy also
makes the WHO hesitant towards a central registration system: “How-
ever, central registration can facilitate breaches of privacy, and this may deter
some patients from entering treatment. It can also delay the commencement of
treatment.” (WHO, 2009: 10)

In the Flemish focus groups, all the participants see an additional value
of this registration to optimize the organization of OST.61 To this end,
reliable data are required at two levels: at the level of the providers and
at the level of the clients, including data on: (1) (the spread of) OST pro-
viders, and (2) the number of opiate-dependent people in substitution

61 The topic of registration for planning and organizing OST structurally was not discussed in the
focus groups of Wallonia and BCR.
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treatment. The participants indicate that in Belgium in particular, epi-
demiological data about the treatment demand and the provision side
of treatment are practically non-existent. Therefore, efforts should be
made to systematically collect adequate data on both provision and
demand.

“If they could follow-up all OST clients, we could gain insight into the
regions in which OST are underrepresented, as I do think that there are
gaps” (primary care centre, Flanders)

These preconditions are in accordance with the WHO-guidelines: “The
policy should outline the approach to preventing and treating the problems of
opioid dependence. It should be based on epidemiological data, the evidence for
effectiveness of interventions, the resources of the country and the values of the
society.” (WHO, 2009:. 8-9)

6.3.2. Substitution medication: Prescription and 
administration should remain the physician’s 
responsibility

All the participants of the three focus groups agree that medical staff is
required for the treatment of opiate dependence, both for clinical
assessment and for the prescription of Methadone and Buprenorphine.

When it comes to the role of other members of staff in the pharmacolog-
ical provision of OST, slight differences were found in the opinion
between the Flemish and the BCR and Walloon participants.

In Flanders, the participants are not in favour of social workers dispens-
ing substitution medication. To them, one decisive argument against
this is that the distinction between the medical support and the psycho-
logical support must be maintained.

“Our social workers are happy with the present regulation, with the
medical part of OST being the sole responsibility of the medical staff.
Social workers who take care of clients’ budget or administrative prob-
lems also administering Methadone would be considered detrimental for
the care relation they have with their client.” (primary care centre,
Flanders)

In BCR and Wallonia, in some settings such as residential settings and
specialized centres medical staff may delegate the administration of
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substitution medication to nurses and other health-care staff or to social
workers, be it under the supervision of a physician or psychiatrist.

Dispensing substitution medication by medical and nursing staff is in
accordance with the WHO-guidelines, albeit under two additional con-
ditions: “Staff dispensing Methadone and Buprenorphine are generally phar-
macists, although (…) nursing staff may also be able to dispense medication,
depending on national laws. Staff dispensing Methadone and Buprenorphine
should have specific training in opioid-dependence treatment”. (WHO, 2009:
15-16)

6.3.3. Psychosocial support: a surplus value, but no 
obligation

All participants of the three focus groups agree with the principle of
autonomy: clients should be free to choose psychosocial support. The
motivation of the client is the most important condition to make this
support a success.

“There’s no use in trying to force someone into psychosocial support. If
he doesn’t want to talk, then that’s just the way it is.” (specialized cen-
tre, Flanders)

The psychosocial support should be available to all opiate-dependents
clients, according to the WHO-guidelines, although indeed it “should
not be compulsory”. (WHO, 2009: 9-10)

Some of the participants in the focus group in Wallonia, added to this
that the “initial goal of OST is to couple the medication to a relation” (gen-
eral practitioner in specialized centre). They agree that patients don’t
have to be forced into a formalized psychosocial support. However, it is
the responsibility of professionals to be available and to try to maintain
a relationship with their patients anyway. This relation can be rather
labelled as informal psychosocial support.

All participants of the three focus groups agree that clients whose prob-
lems on the different life domains are sufficiently stabilized are not in
need of psychosocial support, unless they themselves indicate that they
would benefit from it.

“A client with a stable life, I mean with a stable relationship and a
steady job doesn’t, in my opinion, need psychosocial support.” (phar-
macist, Flanders)
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The participants in the three focus groups indicated a range of argu-
ments in favour of adding psychosocial interventions to a pharmaco-
logical treatment, especially for clients experiencing many difficulties
on the different life domains (such as housing, income and well-being).
For these clients, a pharmacological treatment is not sufficient. More-
over, a long-term intervention may also create more and broader coun-
selling opportunities for practitioners, allowing providing medication
and simultaneously working on the different life domains of the
patient.

All participants in the three focus groups state the importance of pro-
viding individualized psychosocial support, depending on the psycho-
social needs of the client: demand-driven health care and individualized
care are of vital importance. By doing so, caregivers empower their
clients in that way taking charge of his/her life first of all with regard to
his/her health. Integrated holistic care is an opportunity since problems
on each of the life domains can be taken under consideration and are
not limited to the health problems.

The advantages of integrated holistic care are emphasized in the WHO-
guidelines as well: “The optimal approach is to provide integrated holistic
care to address current problems and prevent further problems. In practice,
this means being able to detect medical, psychiatric and social issues in the
assessment process, and having the means onsite to attend to the issues simul-
taneously.” (WHO, 2009: 19)

6.3.4. Referral and networking: essential parts in the 
treatment of persons with complex needs

Integrated holistic care emphasizes the merging of all the elements
related to treatment and support. In that respect, the acquirement of
new skills and training are essential for every care giver. In particular
pharmacists and general practitioners report a lack of time and skills to
support their clients on a personal, efficient and effective manner. Espe-
cially clients with complex problems are in need of active and long
term support, in accordance with their treatment needs.

“I cannot provide support on other life domains. (…) As a pharmacist
you need knowledge and time for it, something I really don’t have.”
(pharmacist, Flanders)
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“It’s important to make time to raise GPs and pharmacists’ awareness of
addiction and addicted patients’ particularities.” (specialized centre,
BCR)
“Understanding the matter and its population is probably going to lead
to less mistrust towards the OST patients from general practitioners,
hospitals and pharmacists.” (specialized centre, Wallonia)

According to the participants of the three focus groups, networking
across the different levels of care is a necessary condition for active sup-
port: general practitioners, pharmacists and other primary care work-
ers should refer clients with complex problems to other, more special-
ized, centres such as specialized drug centres or primary care centres
with a low threshold and expertise in reaching marginalized popula-
tions (General Welfare Centre (CAW)/MSSC). In this respect, the partic-
ipants in the three focus groups stress that networking with different
(health) care services is an essential part of the treatment process.

“The general practitioner is the first one to listen to the client. It’s his
task to refer the client to other providers at the right time when he
notices the client has a need for it and he can’t provide a solution. Every-
thing should be centred on an adequate cooperation between specialized
centres and non-specialized providers.” (specialized drug centre,
Flanders)

The WHO-guidelines emphasize the importance of networking with
the diverse specializes and non-specialized, health and other services as
well: “Access to and networking with medical, psychiatric, social and harm-
reduction services is desirable, and should be developed when possible.”
(WHO, 2009: 17)

However, the participants in the focus groups indicate that networking
should not be a synonym for the merging of all services. The adage
‘The whole is greater than the sum of its parts’ certainly applies to net-
working, according to the participants. Networking will be only suc-
cessful on one condition that is when the priorities and aspirations of
each service for the major decision-making areas are acknowledged as
well as the existing tensions between services.
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6.3.5. Cooperation is essential for a successful 
treatment system

6.3.5.1. Training/education and consultation between primary 
care and specialized treatment services are key factors to 
improve cooperation

The participants of the three focus groups all agree that it is important
that various primary care agents and specialized centres involved in
OST get to know each other, at a structural-organizational level as well
as with regard to the actual content and (treatment) methods applied.
Knowing each other has several important advantages, on a patient
level as well as on a structural level. The actors involved can develop a
relationship of trust and it can lead to a clear-cut cooperation. Moreo-
ver, the interaction between professionals is essential to avoid misun-
derstandings and double prescriptions. Finally, it can help to optimize
the spread of patients.

“Every organization has its own vision which complicates the coopera-
tion too. Therefore, if we want to cooperate we have to get to know each
other. And that starts off with discussing frustrations and granting each
other trust; a 5-year dating period before getting married.” (specialized
centre, Flanders)

According to the participants in the three focus groups, participation in
conferences and in informal and formal meetings is the most suitable
way of getting to know each other. In the Flemish focus group the par-
ticipants added that this takes time and money, which is problematic
for pharmacists and general practitioners. Therefore, the participating
pharmacists and general practitioners in the Flemish focus group pro-
pose a financial compensation.

“You can only mobilize general practitioners and pharmacists by offer-
ing them money.” (pharmacist, Flanders)

Second, the consultation between primary and specialized – ambulant
and residential – services, is considered to be a ‘golden triangle’. Partic-
ipants of the three focus groups all agree that this type of consultation
is a simple and effective way to induce the cooperation on a client-level
as well as on an organizational level. To realize this, consultation meet-
ings should take place on a regular basis, e.g. every three months.
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“A: We don’t have to re-invent the wheel. We can all learn from each
other, so consultation between different providers on a regular base is
required.” (specialized centre, Flanders)
B: I agree, but these meetings should be organized on a regular base, oth-
erwise it is pointless. Yearly meetings only are not sufficient.” (special-
ized centre, Flanders)

The participants of the Flemish focus group added one recommenda-
tion, regarding rules and regulations, to stimulate cooperation. All
agree that Ministerial circulars urgently need to be linked to the Royal
Decrees of 2004 and 2006. These Ministerial circulars are regarded as
the foundations of the OST-policy. The Ministerial circulars should clar-
ify the goals and modules of each OST-service.62 The knowledge of
these goals and modules would provide the OST-services with a basis
for collaboration and communication. Moreover, it is a necessary condi-
tion to increase the support of pharmacists, general practitioners and
other primary care workers. Participants are not in favour of rigid Min-
isterial circulars though.

6.3.5.2. Obstacles hampering cooperation

The participants agree that the cooperation between the different serv-
ices is only possible if all the services approve of substitution treatment.
Furthermore, a lack of knowledge of opiate dependence and substitu-
tion treatment can be a reason for rejecting OST-patients.

In Wallonia and BCR, the participants identified the mistrust of some
hospitals, general practitioners and pharmacists towards the OST
patients as an obstacle. More awareness and sensitization through
trainings and education could improve the willingness to provide OST,
they state.

Besides the lack of acceptance of OST and the lack of knowledge of OST
indicated in the three focus groups, the Flemish focus group discussed
exclusion criteria as important obstacles.

The Flemish participants of the specialized drug centres indicate that
quite a lot of pharmacists and general practitioners are annoyed by the

62 In the focus group, no concrete proposals or recommendations of the modules and the respon-
sibilities that come with it were provided.
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exclusion criteria or time-out criteria (such as not speaking Dutch,
aggression or psychiatric problems (co morbidity), a lack of motivation
of the clients) of some of the specialized drug centres.

“The terrible thing is that some centres discharge clients for small rea-
sons; they have to go to ambulant centre as punishment. I don’t under-
stand that. (…) It’s not a solution to say: you have made a mistake in
our centre, you are not welcome here.” (pharmacist, Flanders)

The participants who are employed in these specialized drug centres
acknowledge this criticism, although they emphasize the necessity of
working with exclusion criteria to preserve the efficiency of the centre.

“I see your point, but a centre has to take disciplinary actions. Other-
wise, a centre can’t work efficiently. It’s like a child: you also have to
punish a child when he does something wrong.” (specialized centre,
Flanders)

In addition to the specialized drug centres, some primary care centres
(such as General Welfare Centre (CAW)-shelters) also apply exclusion
criteria. The participant from the CAW indicates that not every CAW-
shelter will admit clients dependent on drugs because of resistance
from other clients.

Some general hospitals and psychiatric hospitals – psychiatric depart-
ments of general hospitals included – exclude patients with substitu-
tion treatment as well. Two reasons for this are given by the partici-
pants; first, the fear of nuisance caused by OST-patients and second, the
impossibility of verifying the Methadone or Buprenorphine dose indi-
cated by a patient they don’t know.

The pharmacists understand the need for criteria. However, they expect
that all services – taking into account the implications for the client –
apply inclusion- and exclusion criteria and house rules consistently and
transparently, and that they communicate these rules and criteria
openly with other professionals (be it specialized, or non-specialized
centres).

“Patients do not always know the real reason for their discharge. (…) I
knew a client who had been discharged from a residential centre because
of noncompliance with the programme rules. Transparency and clear-
ness are necessary.” (pharmacist, Flanders)
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The primary care practitioners state that pharmacists also have rules
and limits: the limited opening hours is inconvenient for clients who
hold a job.

Exclusion- and time-out criteria, and accessibility problems, are not
acceptable in principle. According to the WHO-guidelines, they should
be limited as much as possible and they should be revised as soon as
the staff and other clients are no longer in danger. Noncompliance with
program rules and house rules alone should not merely be a reason for
involuntary discharge, unless “Involuntary discharge from treatment is
justified to ensure the safety of staff and other patients.” (WHO, 2009: 17)

6.3.6. Education and training are priorities

According to the participants of the three focus groups, one of the most
important obstacles for the quality of OST-provision is the lack of support
and training for all providers and not only for primary health care serv-
ices.

Especially pharmacists, general practitioners, other primary care work-
ers, and general and psychiatric hospitals are in need of education and
training regarding substitution treatment.

“There are a lot of colleague-pharmacists losing their motivation because of
pharmacists get too little support and education.” (pharmacist, Flanders)

Medical as well as psychosocial aspects of substitution treatment are
important parts of education and training. The participants state that
such initiatives should be organized by independent organizations
(such as VAD in Flanders and the Fedito in Wallonia and Brussels) and
not by pharmaceutical companies that market Methadone and/or
Buprenorphine. Following training sessions and attending conferences
requires a lot of time though. Participants in the Flemish focus group
agreed that a financial compensation is desirable to motivate pharma-
cists and general practitioners.

The WHO-guidelines also highlight the necessity for education and
training: “The support and training of health-care personnel requires a con-
tinuous effort (…). These requirements may include postgraduate training and
certification, continuing education and licensing and the setting aside of fund-
ing for monitoring and evaluation.” (WHO, 2009: 15)
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In the focus group in Flanders and BCR, the organization of a large-
scale conference regarding substitution treatment in Belgium is a neces-
sary first step to fill the gap in training.

“I think that the whole drug care – and I mean each person, each centre
engaging substitution treatment – is in need of education and training.
Yet, there have been no conferences with the theme “substitution”. How-
ever, conferences could be very important for the education and training
of general practitioners, psychiatrics, pharmacists, ….” (specialized
centre, Flanders)

In Wallonia, the participants stress the importance of training on practi-
cal aspects. To them, using the experience of people who work on a
daily basis with OST patients is by far the most useful training formula.
This could have an impact on students’ and professionals’ stereotypes
regarding addiction or OST patients. Specialized centres could be
places for students’ internships, as part of their basic training and for
professional immersion.

“Practical aspects are essential and should be the objects of transmission
to other professionals.” (specialized centre, Wallonia).

6.3.7. OST in prisons

In Wallonia and Brussels, the specific case of OST in prisons was dis-
cussed and all participants agree with the following WHO-guideline:
“Pharmacological treatment of opiate dependence should be accessible to all
those in need, including those in prison and other closed settings.” (WHO,
2009:11)

The participants indicate that investing in prison care to continue treat-
ment is very useful because, when patients leave the prison, they often
relapse. Professionals should be able to follow their patients when they
are imprisoned for a long period of time and keep seeing them after
their release. The continuity of the treatment is primordial and the day
of release an important turning point. On that last matter, the profes-
sionals’ opinions again are consistent with the WHO guidelines: “Policy
makers and prison administrators should ensure appropriate links between
prison health services and agonist maintenance treatment outside prison. Even
small gaps in the continuity of treatment are distressing for the patient and
may cause relapse into illicit opiate use. Therefore, opiate agonist maintenance
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treatment should be continuous on leaving prison. This means coordinating
the day of discharge from prison with the day of commencement of opiate ago-
nist treatment outside prison.” (WHO, 2009: 12)

The participants are critical of the current situation regarding OST in
prisons. In the experience of the participants, in most of the cases, the
pharmacological detoxification treatments are maintained in prison.
However, this is seldom the case for maintenance treatment and even
less for the psychosocial support. The participants criticize the lack of
social workers and specialized staff, like general practitioners and psy-
chosocial professionals. The lack of OST implicates that, once a
detainee is released from prison, the treatment services have to restart
treatment. The participants recommended that prisoners should be able
to keep their mutual insurance/mutuality because the state does not
pay for substitution treatment.

Moreover, the participants criticize that the provision of OST is
depending on the person who is in charge. Surprisingly, the partici-
pants are unaware of the technical protocol added to the ministerial cir-
cular of 2006 regarding OST in prisons (Ministerial Circular nr. 1785 of
18 July 18th 2006 on the drug problem in prisons), since they recom-
mend the legal regulation of OST in prison. In the focus group in BCR,
the participants added a plea for the improvement of prevention and
the provision of harm reduction (needle and syringe exchange) to the
plea for OST.

6.4. Discussion

The focus group technique has some limitations. The disadvantages
mentioned most frequently are linked to the group dynamic. Group
discussions may be dominated by one or more individuals (Macphail,
2001). Participants may feel pressured to conform to peers and/or dom-
inant individuals in the group. The group dynamic may influence the
attitudes of participating individuals (Bristol & Fern, 2003). Qualitative
group techniques can also suffer from an inhibition of idea generation
leading to focusing on a single idea early on in the discussion or it
might be that one idea is elaborated on extensively in one group and
only partially touched upon in another (Vander Laenen, 2009). Finally,
since a focus group is a qualitative technique, it does not allow to gen-



ANALYSIS AND OPTIMIZATION OF SUBSTITUTION TREATMENT IN BELGIUM

166

eralise the results to a wider population (of in this case every provider
of OST in Belgium). However, the report and its conclusions and rec-
ommendations will be discussed with the guidance committee as well,
allowing for validating its results.
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Chapter 7 CONCLUSIONS AND 
RECOMMENDATIONS

Freya Vander Laenen
Valérie Smet

Wouter Vanderplasschen

The aim of the SUBANOP-research was to provide an extensive and
up-to-date overview of key elements of substitution treatment in Bel-
gium. The study applied a multi-method research design, more spe-
cific, a combination of quantitative and qualitative methods.

7.1. OST in international literature

Research on the pharmacological part of treatment of opiate dependence
is dominant in the literature on OST and generally seems to maintain
high quality standards. Its focus mainly lies on the role and effective-
ness of pharmacological interventions and the physiological aspects of
addiction (instead of the psychosocial aspects).

In the literature, there is agreement about the effectiveness of pharma-
cological treatment, sufficient evidence exists with regard to the benefi-
cial effects of MMT on treatment retention and heroin abstinence (Mat-
tick et al., 2009), although these outcomes appeared to be dose-related.

Evidence has been found for adding (a minimal amount of) psychosocial
care to pharmacological treatment, generating positive effects on treat-
ment retention and opiate abstinence (Amato et al., 2011a&b; van den
Brink, van de Glind & Schippers, 2012).

No answer can be given as to which type of psychosocial support proves
to be the most effective. The existing research on psychosocial interven-
tions seems to be very heterogeneous, and as a result, the conclusions
for one type of intervention cannot be generalized to each type of psy-
chosocial intervention. It mainly addresses the effectiveness of more
structural forms of psychosocial interventions like ‘contingency man-
agement’ and other behavioral therapies. Little attention goes to the
psychosocial component in ‘treatment-as-usual’. In spite of the wide-
spread occurrence of different types of psychosocial interventions for
treating opiate dependence and the general consensus on the necessity
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of at least a minimum amount of psychosocial support, limited research
seems to exist on the definition and demarcation of the concept, its
application and effectiveness.

With regard to training, literature shows that training of providers in
methadone maintenance (and in addiction treatment at large) proves to
be necessary as well as susceptible to improvement (Go et al., 2001;
Walters et al., 2005).

7.2. General principles for the organisation 
of substitution treatment in Belgium

First of all, the general approach of opiate dependence and substitution
therapy should be to focus on improvements in well-being and quality
of life of clients, rather than based on the reduction of crime and the
restriction of nuisance, especially as keeping client’s confidence proves
a very important success factor for substitution treatment. This basic
principle was stressed in particular in the focus group in Flanders. The
positive working relationship between a client and his key worker is
the keystone to achieve the final treatment goals of the client and is,
among other things, characterized by an affective and equal relation-
ship between the client and the worker and shared decision-making
about the treatment goals. Case management and a focus on clients’
strengths and assets can help to realize this bond between client and
caregivers (Vanderplasschen, Rapp, Wolf & Broekaert, 2004; RIOB,
2012). Goal setting with clients in substitution treatment will further
be of major importance, because not seldom the goals of an individual
client do not correspond with the expectations and objectives of staff
working in substitution treatment programs. A personal treatment
plan, based on an individual’s needs, capabilities and expectations, will
contribute to a client-centred treatment offer. In accordance with this
focus, consensus exists that OST should involve a comprehensive and
holistic approach, with attention for different life domains (Cleary et
al., 2009; De Wree, De Ruyver & Pauwels, 2009; De Maeyer, Vander-
plasschen & Broekaert, 2010), which is also being proposed by the
World Health Organisation (WHO, 2009).

Outreach activities (e.g. accompanying clients to different organiza-
tions, visits at home) can be an important tool to get insight in the social
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world of clients, their strengths and needs and to develop a positive
relationship with them. Moreover, it is recommended by WHO,
UNODC and UNAIDS (2009: 8) as “an extraordinarily effective method of
accessing intravenous drug users” in particular, an often difficult group to
access. In the light of the recent evolution towards more community-
based mental health care in Belgium (art. 107 of the Hospital law),
which promotes, among others, the integration of persons with mental
health problems in society, outreach strategies are applied to support
individuals in their direct environment and to reduce hospitalizations.
Outreach activities are also a way to provide psychosocial support and
to counterbalance potential barriers that hinder clients to ask for psy-
chosocial support (e.g. feelings of shame to come to the treatment
center, contacts with other drug users, mobility problems, …).

Second, substitution therapy should consist of diverse client-centered
approaches which are in accordance with clients’ demands (Trujols et
al., 2011; De Maeyer et al., 2011b). The needs for psychosocial support
are diverse and can range from being able to have a small chat, to the
provision of practical support (e.g. having a daily occupation) or spe-
cific therapeutic sessions. Also during their treatment process specific
treatment needs will vary and the focus may shift between different life
domains. People suffering from opiate dependence are a heterogeneous
group of individuals with different treatment needs, possibilities and
expectations, illustrating the need for personalized psychosocial sup-
port, tailored to the specific capacities of a person. For clients, psycho-
social support was not only restricted to structured, planned conversa-
tions, but also informal talks, resulting in an emotional commitment
with the treatment setting, had a positive impact on their treatment
process. Attention should also be paid to clients’ features (a principle
also put forward in the Delphi and the focus group). Therefore, differ-
entiation of substitution therapy in accordance with these features and
clients’ demands should be established. An example of good practice
seems to exist in Vancouver, where the concept of stepped care allows
to differentiate between clients’ needs (Parkes & Reist, 2010). More sta-
ble clients (stability on other Europ-ASI life domains) are being taken
care of by GPs, whereas clients with more complex mental and social
needs tend to be taken care of by hospitals (Vancouver has no system of
specialized centres as is the case in Belgium). This differentiation is also
important when it comes to additional psychosocial support (this is
being discussed further under point 3). In terms of good practice, the
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MSCC of Ghent refers stabilized clients to a GP, in close cooperation
with a psychologist from the MSCC, who remains available for the psy-
chosocial support of the client after referral.

On a legal level, the focus groups and the online survey of OST provid-
ers pointed out that there is a need for a solid legal framework for sub-
stitution therapy, in order to optimize the current Royal Decrees on the
regulation of substitution treatment of 2004 and 2006. In this respect,
the participants of the focus group in Flanders suggested linking a Min-
isterial Circular to the Royal Decrees, thereby establishing the tasks and
responsibilities of the different providers.

The current Minister of Public Health and Social Affairs, Minister
Onkelinx, ordered in 2011 the development of a new Royal Decree. The
Federal Agency for Medicines and Health Products and the Federal
Public Health Service developed a proposal for this decree, taking into
account the preliminary outcomes of the SUBANOP-research. In
December of 2012, the proposal was submitted to the privacy commis-
sion. The new Royal Decree is to be operational in July 2013.

7.3. The spread of OST provision

7.3.1. Type of providers and number of clients

On the basis of the phone survey, it appears that OST is mainly exe-
cuted through specialized centres in Belgium. Hospitals provide OST
as well, be it that they report less clients per week than the specialized
centres. Pharmacists take up a special position as they can be both pro-
viders as well as administrators of OST. Psychiatric departments of
general hospitals are dominant for OST in hospitals, although psychi-
atric hospitals are also very common. General hospitals tend to be pro-
viding OST the least. General practitioners are much less involved in
the practice, in particular in Flanders.

Moreover, the participants in the focus groups indicated a lack of
acceptance of OST clients and a lack of knowledge of OST by some
(general and psychiatric) hospitals, general practitioners and pharma-
cists (Deering et al., 2011). More awareness and sensitization through
trainings and education could improve the willingness to provide OST,
they state. In the Flemish focus group, two reasons for this are given by
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the participants; firstly the fear of nuisance caused by OST-clients and
secondly, the impossibility of verifying the methadone or buprenor-
phine dose indicated by a client that was not treated by the provider
before.

To develop a full-spectrum view on the OST provision the reported
number of clients has to be taken into account, showing that the Bel-
gian specialized centres receive the most clients, followed by pharma-
cists.

When we compare the number of clients reported by the different pro-
viders in the online survey, in Belgium the specialized centres receive
the most clients per week, followed by the pharmacists. We do note that
there is a chance that part of the clients reported by the pharmacists are
being sent there by specialized centres. GPs report the lowest number
of clients per week, although in Wallonia the GPs report receiving more
clients than the Walloon hospitals. Specialized centres have the high-
est number of clients per week, and for this type of provider the
MSSC’s receive the majority of clients.

The number of clients per week that is treated in the hospitals is limited
to less than 50 clients for all hospitals in Flanders participating in the
online survey (N=12), and less than 100 clients for all responding Wal-
loon hospitals (N=11). Presumably, the lack of acceptance of OST clients
and the lack of knowledge with regard to opioid dependence and with
regard to substitution in some (general and psychiatric) hospitals, GP
and pharmacists discussed during the focus groups can explain the
limited number of clients for these providers. The limited number of
patients that is receiving OST in Flemish (on average less than 2 clients per
week) and in Walloon hospitals (on average less than 4 clients per week) is a
remarkable result. In view of the limited number of clients treated in the (psy-
chiatric) hospitals, improvement with regard to the provision of OST in (psy-
chiatric) hospitals in Belgium seems indicated.

The MSCC’s in Flanders have significantly more OST clients on a
weekly basis than the MSCC in Wallonia (2406 and 667 respectively).
This confirms that in Flanders, opiate substitution treatment is mostly
supplied by specific, low-threshold services for drug users (Lamkad-
dem & Roelands, 2010). However, some clients choose to follow substi-
tution treatment through a general practitioner in order to limit contact
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with other drug users in specialized centers and to restrict feelings of
stigmatization and discrimination.

7.3.2. Geographical spread of OST provision

When we look at the geographical spread of OST, we find a limited pro-
vision of OST in specific areas. This is the case for West-Flanders, where
only a few pharmacists and specialized centres provide OST and the
inquired GPs don’t seem to be providing OST. In Flanders, in the prov-
inces of West-Flanders and Flemish Brabant, few pharmacists provide
OST. In Wallonia, the German community and the Walloon Brabant
have the least providing pharmacists and GPs.

There are more specialized centres in Flanders than in Wallonia and
they tend to be geographically spread out more. In Flanders, 45 satellite
centres provide OST in regions where there would otherwise have been
no OST provision. In the Walloon part of the country, the number of
satellite centres is limited to 3.

The geographical spread of centres indicates that this spread might be organ-
ized better in certain (parts of) provinces of Flanders and Wallonia. In order
to develop recommendations on the optimal spread of OST, the provi-
sion of OST should be in accordance with (trends in) opiate substance
use and with the characteristics of opiate users in the general popula-
tion.

Belgian GPs tend to provide more OST for maintenance reasons than
for detoxification. However, Belgian hospitals and specialized centres
provide more OST for detoxification than they do for maintenance rea-
sons.

Generally, not all specialized centres in Belgium provide OST for main-
tenance reasons, but in most provinces another centre in the same city
will still be providing OST for maintenance. OST for maintenance pur-
poses could be spread better in the province of West-Flanders, especially in
the north and the west; in the south of the province of East-Flanders
and in the south of the Namur province and Luxemburg.
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7.3.2.1. Networking and cooperation

Networking and cooperation are thought to be essential elements of
OST…

All specialized centres are part of a network which consists of several
types of professionals and drug treatment services. Their network is the
most diverse of all. All Flemish and 80% of the Walloon hospitals have
contacts with other professionals or are part of a network. It mainly
involves a network of drug treatment services. Flemish hospitals seem
to cooperate more with drug treatment organizations on a provincial
level, whereas Walloon hospitals prefer urban level drug care networks
(which is not surprising in view of the urban concentration of special-
ized centres in the Walloon part of the country).63

Pharmacists very often do not have contacts with other professionals
nor are they part of a network. When providing pharmacists participate
in a network this mainly involves a specialized centre. In Wallonia,
these networks involve GPs with OST expertise more often. Networks
are more common for Flemish pharmacists (45.7%) than for Walloon
pharmacists (30.0%). Based on the results, it is fair to say that there is room
for improvement of the current networks on OST: pharmacists should be part
of a network on a systematic basis, in particular in view of the importance of
pharmacists for (stabilized) OST clients. This importance was stressed fur-
ther in the interviews with OST clients in our study. From the inter-
views with clients, it became clear that clients who are referred to a
pharmacist for the provision of their substitute drug, instead of daily
collection in the specialized centres, were very positive about this evo-
lution. Having the possibility to go to a pharmacist for the provision of
their substitute, was appreciated mostly because this limited the con-
tact with other drug users since they did not have to go to the treatment
centre, the flexibility of the collecting hours and the fact that they got
their medication for a couple of days and could take it home with them.
The fact that clients had the opportunity to go to a local, anonymous
pharmacist also reduces feelings of stigmatization. Finally, they are a
source of emotional support.

63 The survey response contained too little GPs who provide OST so no general conclusion can be
drawn. In this context, it should be noted that, because of the limited response of the Flemish
psychiatric departments of general hospitals and the general hospitals in the online survey, the
results regarding networking for Flanders mainly apply for the psychiatric hospitals.
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Although specialized centres provide psychosocial support themselves,
they tend to refer clients further quite often to other providers of psy-
chosocially assisted treatment. The providers they refer their clients to
seem to be rather specialized in specific life domains of the client such
as mental health, work, education and income. These specific life events
can perhaps not be addressed adequately by the multidisciplinary team
of the specialized centre which make referral to other providers neces-
sary. Generally, the specialized centres mention referral to more than
one type of provider of psychosocial support.

… although obstacles still hamper referral networking and coopera-
tion

In the Delphi study and the focus groups, a number of experts men-
tioned that referral of clients with addiction problems is often ham-
pered by waiting lists, prejudices in general health care and in the alco-
hol and drug field regarding individuals with dependency problems,
co-morbidity etc. Furthermore, there is a high need for activities and
low-threshold projects (e.g. drop-in-centre, day activities) in the
broader society to enhance opiate-dependent individuals’ social iden-
tity and their feeling of belonging to mainstream society, which should
not purely be restricted to activities organized by specialized treatment
centres, but these initiatives are rather limited in the current treatment
offer.

7.3.3. OST in Belgian prisons

When we compare the prison data of the self-report from Todts et al.
(2008) on the prevalence of (injecting) opiate users in Belgian prisons
with the number of OST clients in prisons one can question the provi-
sion of OST in prisons.64 This is in particular the case for maintenance
therapy, in particular in some prisons. All prisons provide OST in Bel-
gium, but not all provide maintenance. This is particularly the case in
Flanders. In Flanders, 5 prisons report only providing detoxification (5/
15). In the province of Limburg, prisons do not provide OST for mainte-
nance. The two Brussels Central region prisons that responded to the
survey both provide detoxification and maintenance. In Wallonia, one

64 As a different methodology was used to inquire the Belgian prisons on substitution treatment
(online survey only), the data on OST in prison are discussed separately.
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of the ten prisons who answered the survey only provides OST for
detoxification.

It is fair to say that this is not in line with the provisions of the Belgian
law. The Belgian Prison Act of 2005 on the rights of prisoners provides
a judicial basis for the right of health care that is equal to the health care
in society and that is adapted to the specific needs of prisoners (art. 88).
Moreover, art. 89 explicitly states that a prisoner has the right of conti-
nuity of health care, again on an equal basis as in society. This principle
is made explicit with regard to OST in a technical protocol added to the
ministerial circular of 2006 (Ministerial Circular nr. 1785 of 18 July 18th

2006 on the drug problem in prisons). As regards the psycho-social
drug treatment in general, it is recognized that in practice, the current
treatment offer is insufficient to guarantee the actual implementation of
these rights (Van Malderen, 2012).

Maintenance treatment is provided less often than detoxification in
Flemish prisons, although scientific evidence is available that mainte-
nance results in lower opiate use inside prisons (Stallwitz & Stöver,
2007; Stevens, Stöver & Brentari, 2010). Also, maintenance therapy pro-
vided to prisoners with pre-incarceration histories of heroin addiction
proved effective for the interruption of the cycle of relapse recidivism
and re-incarceration, and methadone maintenance treatment initiated
in prison was superior to counselling only (Kinlock, Gordon, Schwartz,
Fitzgerald & O’Grady, 2009). In Wallonia and BCR, OST for mainte-
nance and detoxification seemed to be distributed evenly.

Based on the legal principle of equality (in health care) and on scientific
evidence proving the positive outcomes of substitution treatment in
prison, we strongly recommend to expand the provision of mainte-
nance to all Belgian prisons (Council of the European Union, 2012). In
order to guarantee the continuity of care (at the time of entering prison
and to guarantee optimal post-release follow-up), a case manager could
be appointed (Vanderplasschen, Bloor & McKeganey, 2010).

7.3.4. Characteristics of OST-clients

The national registration reported 16974 OST clients between mid 2008
and mid 2009 (Ledoux et al., 2010). Farmanet (the electronic registration
system of the National Institute for Health and Disability Insurance
registering the number of extemporaneous mixtures delivered by Bel-
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gian pharmacists) reported that 16 095 clients received at least one
preparation of Methadone, and 2169 received at least one packing of
Buprenorphine in the period from January 2010 to November 2010.

In total, women represent about one fourth of the population of OST
clients (24.6%) (Ledoux et al., 2010). Moreover, in certain districts a con-
siderable percentage of OST clients is younger than 25. For Flanders,
this is the case in Aalst (44.3%), Oudenaarde (32.1%), Dendermonde
(31.2%) and Roeselare (30.6%). In Wallonia, the youngest clients are
most often found in Bastogne (31.6%), Arlon (31.2%), Tournai (25.9%)
and Virton (25.8%).

Recent illicit drug use is still quite high amongst OST clients. About
half of these clients continue to use heroin and one third continues to
use cocaine. Clients who use heroin more than once a week are more
likely to be in treatment in a Medical Social Specialized Centre (MSSC).
Frequent alcohol use is much less common than illicit drug use during
treatment, although 10% of the OST clients consume 9 or more glasses
of alcohol a day (Ledoux, 2005). The problematic alcohol use by some OST
clients should be taken into account by therapists during treatment. With
regard to treatment satisfaction, the majority of the participants (70.6%)
were slightly satisfied, while only 7.8% of the participants was slightly
dissatisfied about their substitution treatment in general. However,
almost a third of the participants was slightly dissatisfied with the spe-
cific interventions (e.g. support with their social and work situation)
and more than one fifth of the participants were (slightly) dissatisfied
about the psychologists’ skills. In this context, a remark needs to be
made that only a limited number of the participants (N=26) had experi-
ences with psychologists during their substitution treatment. Further-
more, the results of this study demonstrate a high percentage of partici-
pants who wish to get support in different life domains, especially help
at home, employment and recreational activities and who do not
receive this kind of social support at the moment.

7.4. Prescription of medication

General conclusions regarding the absolute prevalence of Methadone
or Buprenorphine prescription are hard to draw as too many possible
combinations of medication were given by the respondents in the
online survey.
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In Belgium, in general, the combination of Methadone with Buprenor-
phine and Naloxon seems the dominant choice of medication for
detoxification, followed by Methadone only and thirdly the combina-
tion of Methadone with Buprenorphine. The most common medication
for maintenance seems to involve the combination of Methadone with
Naloxon and Buprenorphine (37.2%), followed by Methadone (33.3%)
and thirdly the combination of Buprenorphine with Naloxon (11.8%).

The review of the literature suggests that Methadone and Buprenor-
phine/Naloxon are the standard and safe medication for detoxification.
For maintenance treatment, Methadone, Buprenorphine and Buprenor-
phine/Naloxon are the standard medications (van den Brink, Goppel &
van Ree, 2003; van den Brink & Haasen, 2006; Soyka et al., 2011). In the
WHO guidelines, Methadone is recommended over Buprenorphine,
because it is more cost-effective. However, Buprenorphine has a
slightly different pharmacological action; consequently, making both
medications available may even attract greater numbers of people to
treatment and may improve client-treatment matching (WHO,
2009:11).

Specialized centres, hospitals and GPs also report clients being referred
to pharmacists for the administration of their OST medication. In the
focus group in Flanders, participants stressed that the administration of
medication should remain the responsibility of the medical staff, as the
administration by non-medical staff, especially staff providing psycho-
social support could jeopardize the relation with the client.

A distinction between Flanders and Wallonia was found in the way
hospitals and specialized centres manage the provision of OST treat-
ments. The majority of the responding Walloon institutions (5 hospitals
and 5 specialized centres) do provide the substitution treatment under
supervision only. However, more hospitals and specialized centres tend
to provide take-home doses than is the case in Flanders. This could
indicate why the grey market in Wallonia was identified as a challeng-
ing issue in the Walloon focus group and not in the Flemish or Brussels
focus group.

The daily distribution of substitution medication often provide oppor-
tunities for treatment services to get in contact with clients, who are
rather reluctant to the provision of a structured form of psychosocial
support, and it is important to build up a positive work relationship
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with the clients. Interviews with clients in substitution treatment
showed that regardless of their profession (e.g. nurse, doctor, psychologist,
pharmacist), all staff involved in the substitution treatment of a client
might influence the treatment process of a client and is capable of
developing a positive relationship with the client. Therefore, the provi-
sion of psychosocial support should not be restricted to psychologists
and social workers.

7.5. Psychosocial support65

Recent reviews prove that the psychosocial component in the treatment
of opiate dependent individuals is seen as an essential part of an inte-
grated holistic treatment (Amato, Minozzi, Davoli, Vecchi, Ferri &
Mayet, 2011a; Amato et al., 2011b; Mayet et al., 2010; Soyka et al., 2011).

In general, Belgian OST providers pay attention to this aspect. Psycho-
social support consists of both social and psychosocial treatment, with
the social support mainly focusing on various life domains (e.g. family,
housing, health). Even providing GPs and pharmacists, who have lim-
ited time and means, seem to take into account these needs, by either
providing psychosocial support themselves and/or by referring clients
further. In this respect, more Flemish pharmacists provide psychosocial
support (67.4%), than their colleagues in the BCR (44.4%) or Wallonia
(21.0%).66 Moreover, the secondary analyses of the Belspo-study
(Ledoux, 2012) showed the important role of the pharmacist (difficul-
ties in the working alliance with the pharmacist is more predictive of
frequent heroin use than the therapeutic relationship with the medical
practitioner). From the interviews with clients, the role of pharmacists
as a source of emotional support became apparent as well.

However, both the quantitative study of clients and the qualitative
interviews with clients showed that the number of participants that
cited the wish to get some form of psychosocial support was higher
than the number of participants that actually received some form of
psychosocial support. Moreover, only 9 of the 15 Flemish prisons report

65 In this context as well, we need to remark that, in view of the low response of the Flemish
(psychiatric departments of) general hospitals in the online survey, the results regarding psy-
chosocial support for Flanders mainly apply to the psychiatric hospitals.

66 Pharmacists do not provide structural forms of psychosocial interventions; they have an impor-
tant role as listener and caregiver (Vogt & Finley, 2009).
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providing psychosocial support. In Wallonia (5/10) and Brussels Cen-
tral Region (1/2), only half of the responding prisons provide psychoso-
cial support. The interviews with clients also show that, in their experi-
ences, limited attention is given to client-reported outcomes, starting
from clients’ own expectations and experiences (e.g. quality of life) and
the focus is mainly on socially desirable outcomes (e.g. no illegal drug
use, no criminal offences, employment) (De Maeyer, Vanderplasschen
& Broekaert, 2009).

7.5.1. Psychosocial support is essential, with a focus 
on social support

The review of the literature has highlighted that there is no consensus
as to what a basic psychosocial treatment should consist of (Griffith,
Rowan-Szal, Roark & Simpson, 2000). Therefore, a lot of different types
of interventions can be provided by professionals. This wide range of
interventions could be explained by one of the recommendations par-
ticipants of the focus groups have made. They, argue that it is important
to give psychosocial support a specific individualized interpretation,
depending on the psychosocial needs of the client. The Flemish and
Walloon focus group also stressed the importance of client’s stability to
be taken into account for the determination of how and which support
should be provided. The psychosocial support in substitution therapy
should be client-centred and should differentiate between different groups of
clients. Psychosocial treatment consists of both social and psychological
treatment. The social support focuses on various life domains with an
emphasis on the provision of solutions for housing and employment,
the referral of clients to more specialized professionals and the provi-
sion of help with legal and administrative problems. The psychological
support involves mostly trying to have an open and comprehensive
attitude towards their clients or the referral of clients to psychiatrists or
psychologists. In addition, it remains important to mark that the cli-
ents’ satisfaction survey pointed out that clients seem to consider the
provision of social support to be more important than psychological
support. These results illustrated the high percentage of participants
who wish to get support in different life domains, especially help at
home, employment and recreational activities and who do not receive
this kind of social support at the moment. The results regarding quality
of life also illustrated the diverse support needs on different life
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domains (e.g. leisure activities, social relations, financial situation). In
the qualitative interviews, clients also expressed the desire to talk about
the current situation and the future, rather than keep on digging in the
past and telling that same old story again, why they started using drugs
in the first place. The psychosocial support of OST clients should consist of
support on different life domains. Clients expect more social support, in partic-
ular help at home, employment and recreational activities, than is the case
today.

7.5.2. Support on a voluntary basis

The results of the focus groups and the interviews with clients pointed
out that psychosocial support, valuable as it is, should always be pro-
vided on a voluntary base (WHO, 2009), especially since clients’ moti-
vation determines substitution treatment’s success. In Flanders, psy-
chosocial treatment in hospitals and specialized centres is much more
mandatory than it is in Wallonia. In the focus group with Walloon OST
providers, the principle of autonomy of the client was deemed of cen-
tral importance.

7.5.3. The importance of cooperation and referral for 
psychosocial support

According to various participants of the three focus groups, network-
ing and high quality referral of clients across the different levels of
care is a necessary condition for active support (WHO, 2009).

Another important argument for high standard referral is the value
OST clients attribute to the relationship with their caregiver (cfr. Infra).
Optimal referral to the right channels in the appropriate service could
avoid that clients treatment drop out out of frustration. Optimized
referral is important as the clients satisfaction survey proved it seems to
be an obstacle for OST, if clients are referred to different services, since
it involves them having to start telling their story all over each time.
Also in the qualitative interviews clients frequently mentioned the
desire of a case manager (e.g. a central person or key social worker)
they could rely on. Often participants have experienced a lot of turn-
over of staff in their substitution treatment, hampering their willing-
ness to develop a trustful relationship with a professional in their treat-
ment program or in other treatment services.
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7.6. Prerequisites for improving (the quality 
of) OST

7.6.1. Registration of OST demand and provision

To allow monitoring and to optimize OST treatment, there is an urgent
need for a systematic registration of the OST demand and provision. To
meet this end, reliable data are required at two levels, on a structural
level and on the level of clients.

7.6.1.1. Registration on a structural level

Registration on a structural level is aimed at generating epidemiologi-
cal data to monitor and optimize the demand, provision and adminis-
tration of OST which will favour both clients and providers. Two avail-
able databases could be used for this: Farmanet (National Institute for
Health and Disability Insurance) and the Treatment Demand Indicator
protocol. It is clear from the registration by Farmanet that the purpose
of this data collection is oriented toward the financial management of
substitution medication. However, with a minimum of extra work, the
Farmanet database could provide valuable information for the moni-
toring of OST, as it already registers the OST medication delivered by
pharmacists (with separate files for Methadone and Buprenorphine),
the postal code of the pharmacist, the category of (medical) profession
prescribing the medication (medical specialization), as well as the age
of the client. Clients are registered anonymously with a unique code
and every delivered prescription is registered separately, resulting in a
very large file. Combining the files on the different types of substitution med-
ication in a central database, distinguishing between the use of these medica-
tions for pain management and for substitution reasons and between the use
for detoxification and for maintenance purposes could allow a better insight
into OST provision and administration. Collecting the identification of the
prescriber could be used to detect possible fraud on a client and prescriber level.
In case of the identification of the prescriber, the geographical spread of the pro-
viders could be inventoried. If this database would also contain the clients’
place of residency, a comparison is possible between the geographical spread of
demand/needs and the provision. However, changing the unique code into a
numeric code67 could allow the generation of epidemiological data regarding

67 At the moment, this unique code consists of both letters and numbers making it not accessible
for spss-analysis; therefore a numeric coding is being suggested.
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dosage, age of clients, prevalence of Methadone and Buprenorphine prescrip-
tion and administering pharmacists. Furthermore, this database could allow
the analysis of the workload of pharmacists with regard to OST. The National
Institute for Health and Disability Insurance gathers information on the
number of ‘revalidation weeks’ per client for specialized centres as
well, which could provide an insight in (the evolution of) the number
of OST clients treated in specialized centres. The contacts during these
revalidation weeks can also consist of purely psychosocial support, or
may involve clients with other types of substance dependence (non-
opioid or alcohol). As medication is registered as well, it gives an indi-
cation of the spread of clients who receive OST over the different spe-
cialized centres (phone interview, director MSSC Antwerp, 27/06/2012).

Currently, anonymous registration on a client level exists and is being
developed further by means of the Treatment Demand Indicator proto-
col, developed by the EMCDDA and coordinated for Belgium by the
Scientific Institute for Public Health (BMCDDA). The Treatment
Demand Indicator (TDI)68, which has to be filled in by all treatment
centres that are registered with the National Institute for Health and
Disability Insurance, provides anonymous information on clients enter-
ing addiction care (age, gender, address of residence, frequency of use,
receiving substitution treatment, etc.). This database is a key to moni-
toring client’s characteristics, involving information on specific life
domains (cf. EuropASI), as well as treatment demand and will in the
future be able to provide information on evolutions in substitution cli-
ent profiles. As to OST, this list should be completed with specific treatment
orientation (detoxification /maintenance). Since the database only contains cli-
ents who start up treatment, no information is present as to whether clients
continue substitution treatment, which leaves a knowledge gap concerning cli-
ents who continue substitution treatment.

68 In 2012, TDI involves the data of a pilot phase in 25 general and psychiatric hospitals for the
period August 2011 until August 2012 and for 42 general and psychiatric hospitals for the
period August 2012 – December 2013, and to all Flemish and Walloon providers with a
National Institute for Health and Disability Insurance (RIZIV)-registration, all Flemish Centres
of Mental Health care (CGG), all Walloon providers with a drug care registration of the Walloon
government, the Brussels Capital Region drug care centres who have no RIZIV-registration
(who are part of the ADDIBRU-network) and the centres for drug care of the Walloon Commu-
nity who have no RIZIV-registration or Walloon government registration (who are part of the
Eurotox-network). The TDI registration will, after the evaluation of the pilot phase and the
advice of the services involved in the project, be put into operation in each hospitals in 2014.
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Currently the TDI is not registered by treatment departments in pris-
ons, independent GPs and group practices of GPs, independent psychi-
atrists and pharmacists, and it is only registered by a sample of general
and psychiatric hospitals. We therefore recommend to include all these pro-
viders in the TDI-registration in the future to allow for a full view on OST
providers.

7.6.1.2. Registration on the level of the client

The main purpose of a registration on a client level is to guarantee con-
tinuation of OST treatment in case of changes in treatment setting (hos-
pitalisation, arrest and incarceration), as well as for monitoring clients
in contact with various care providers. Another goal is the avoidance of
interference between different types of medication (e.g. benzodi-
azepines and opiates, etc.). Furthermore, this registration could reduce
the resistance of other providers than the specialized centres (e.g. hos-
pitals, prisons) regarding the provision of OST treatment, as it could
provide data on whether a client is already receiving OST treatment,
treatment goal, dosage and medication used. The fourth main goal of
registration on a client level involves the detection of potential abuse by
clients (medical shopping) and by providers (prescription behaviour).
For the latter purpose, the database of Farmanet could be used as an
additional information source. The advantages of a central registration
system on client level are mentioned in the WHO guidelines (2009:10).
However, there is some hesitance to implement a central registration
system including identifiable client codes, which was also discussed
during the different focus groups. There was no agreement between the
participants in the focus groups in Flanders, Wallonia and Brussels
regarding an (electronic) central registration system of clients. Overall,
the main fear of the participants in the focus group opposing an elec-
tronic central registration system of clients is that this system could be
liable to issues of privacy and professional secrecy. The element of pri-
vacy also makes the WHO hesitant towards a central registration sys-
tem (WHO, 2009: 10). All in all, it is clear that a central registration has
important advantages. However, in view of the privacy concerns mir-
rored in literature and in practice, this issue warrants further discus-
sion.

If a central registration is implemented, it should contain following
data on a client level: information on the prescribing practitioner
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(including contact details), treatment goals, dosage, other medication
being used (in terms of interference with the substitution medication,
as is for instance the case for benzodiazepines), and development as
well as lowering of tolerance (Strang, Copenhagen, June 2012).

7.6.2. Training and education

The results of the providers’ survey, the focus groups and the partici-
pants of the Delphi method as well as international scientific literature
(Walters, Matson, Baer & Ziedonis, 2005) prove that, to guarantee opti-
mal OST provision, training and education should be the highest prior-
ity. However, the results of the survey and of the focus groups show
that there are still improvements to be made.

As was noted earlier, the relationship the client has with his or her car-
egiver is very valuable. Participants in the Delphi-study noted that staff
can be trained in these skills by teaching them client-centred commu-
nication strategies, such as specific conversation skills, active and
empathic conversation techniques, which will be experienced by clients
as interested and empathic (Stewart et al., 2000). Training should be
organized for all providers and all medical and non-medical staff
involved in OST practice, including prison staff, especially as insufficient
knowledge can result in insufficient care (Go, Dykeman, Santos & Muxlow,
2011) or in rejection of OST clients. Training should consist of all different
aspects of opiate dependence (pharmacological as well as psychosocial sup-
port, referral and the available network of (psychosocial) support for opiate-
dependent individuals, present provision, etc.) (Stöver, 2011). Thus, in train-
ing of staff in substitution treatment there should not only be given attention
to specific treatment methods and techniques, but also to how a solid, trustful
therapeutic relation with clients can be established. Especially pharmacists,
nurses, general practitioners, other primary care workers, and staff in gen-
eral and psychiatric hospitals are in need of education and training on sub-
stitution treatment. According to the participants of the three focus
groups, one of the most important obstacles for the quality of OST-pro-
vision, is the lack of support for and training of all treatment providers.
They have reported that pharmacists, general practitioners, other pri-
mary care workers, and hospitals are in need of education and training.
Quite some arguments can be given in favour of training and educa-
tion. First of all, 33.3% of the non-providing Flemish GPs in the online
survey noted that a lack of expertise may be an obstacle to provide OST
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or to restart providing it, while training for GPs and pharmacists does
not seem to be organized on a frequent basis. Second, the organization
of training and education, or maybe even better the adoption of train-
ing on opiate dependence in general in the university’s curriculum,
may result in less resistance against OST and OST clients, as well as in
pathways to more accessible and tailored support for these groups. A
system of trainee posts in specialized centres or specific psychiatric
hospitals written into the university’s curriculum was also suggested by
the Walloon focus group. To optimize knowledge on OST, the integration of
courses (including training on all aspects of problem drug use and opiate
dependence) in the basic curriculum of medical practitioners, psychologists,
nurses, social workers and pharmacists is suggested, potentially even includ-
ing apprenticeships for future providers (e.g. in specialized centres).

Still, there are certain prerequisites for this education and training.
First, training should be organized on a regular base and also needs to be
repeated, as the effects of training seem to fade away. These conditions were
stated in the focus groups in Flanders and Wallonia and it is stressed in inter-
national literature (Walters, Matson, Baer & Ziedonis, 2005). Second, a
financial compensation or the development of an e-learning tool could
respond to the GPs’ and pharmacists’ needs (e.g. lack of means and time).
Moreover, the evaluation of online training for the provision of opioid substitu-
tion treatment by community pharmacists showed that online training is an
appropriate and economical method of improving pharmacists’ clinical skills
with respect to this client group, and has the potential to reach a wider audi-
ence of pharmacists (Walters, Raymont, Galea & Wheeler, 2012). Third, the
organisation of training and education should be provided by independent
organisations. Networks of specialised and non-specialised services could serve
as networks for training and education as well.

7.7. Recommendations for further research

The SUBANOP-study started with the aim to gain more insight in and
optimize current practices of opiate substitution treatment in Belgium.
Unfortunately, it soon appeared that available databases included sev-
eral limitations, as they are often fragmented and not comprehensive.
Although substitution treatment has been applied on a large scale for
more than 15 years now, research on this topic has been limited. Based
on het SUBANOP-study, several recommendations can be formulated
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for further research. As described above, there is a clear need for a cen-
tralized and comprehensive database which allows to map the provid-
ers of substitution treatment and to monitor evolutions in treatment
demand and practices over time. Such a registration should include
specialized treatment centres, as well as (psychiatric wards in) general
hospitals, general practitioners and pharmacists. Besides quantitative
and longitudinal analyses of available services, it is recommended to
explore these aspects further during in-depth qualitative research. This
may include research among treatment providers who are rather reluc-
tant to provide substitution treatment or (to refer to) psychosocial sup-
port. This may allow to identify existing concerns and thresholds
among service providers and to look for solutions to take these obstruc-
tions away (Deering et al., 2012). Moreover, it will be important to
explore the perspectives of (potential) service users in this type of
research.

Besides centralized information on OST providers and the substitution
treatment that is provided, it is necessary to collect more information
on the characteristics and support needs of individuals participating in
OST. Based on the registration of Farmanet, only limited information is
available regarding these issues for the moment, but a number of regis-
tered variables need to be further refined and complemented with
socio-demographic data (educational level, cultural background, …)
and information regarding persons’ living situation (e.g. daily activi-
ties, housing). Consequently, profiles of service users can be derived
which allow to attune treatment – and psychosocial support in particu-
lar – to the needs of the target population. A recently published Belgian
study regarding the quality of life of opiate dependent persons (N=159)
5 to 10 years after starting opiate substitution treatment (De Maeyer et
al., in press) demonstrated that persons in long-term OST can be con-
sidered a very heterogeneous population with varying support needs,
including three typical profiles: socially included individuals who have
a job or structured day activity and who have some clear goals in life
(N=95); socially excluded, but stabilized persons who often depend on
welfare benefits, who have limited social relations and a rather poor
quality of life (N=41); the third group consists of opiate dependent per-
sons who live in rather marginalized situations, characterized by active
and excessive drug use, low quality of life and feelings of insecurity
(N=23).
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The combination of treatment-related data (e.g. dosage, type of medica-
tion and treatment regimen) with client data may provide important
information regarding the question which clients benefit most from, for
example, treatment with Buprenorphine and which are their support
needs. It is further important that such a registration is not limited to
the situation at the start of treatment, but that the registration is
updated regularly, in order that clients’ changing needs and demands
can be monitored, given the often long length of substitution treatment.

Besides a quantitative and longitudinal analyses of support needs and
profiles of persons in substitution treatment, it is necessary to assess
these and other aspects in greater detail based on qualitative research.
This may reveal information on emerging treatment issues like the spe-
cific needs of older opiate dependent individuals who are considered
‘elderly’ at a much younger age than their non-opioid misusing peers.
Also, few information is available on the needs of young, homeless
poly substance users who are opiate dependent and often fall through
the cracks of the social welfare and health care system. Other questions
relate to the specific provision and organisation of OST, like dealing
with aggressive behaviour, gender issues or the desirability of separate
counters or agencies for stabilized persons who are no longer using
excessively or do not longer live in marginalized situations. It is recom-
mended to map the perspectives of service users, providers, treatment
coordinators as well as policy makers in this discussion. Finally, addi-
tional research is advised regarding the nature and type of psychoso-
cial support that opiate dependent persons need. The SUBANOP-study
revealed that psychosocial support often takes diverse forms. Research
regarding the effectiveness of specific forms of psychosocial support for
persons treated in specialized outpatient centres, as well as for persons
who receive their methadone through pharmacies is recommended.
Moreover, given the strong association between treatment retention
and outcomes, additional research is needed regarding treatment
adherence and compliance of opiate dependent individuals and how
these aspects can be enhanced. The client-provider relationship and
how this supporting relation can be strengthened, deserves specific
attention. Research needs to start from a view on opiate dependence as
a complex and lasting problem, including attention for changing sup-
port needs and a focus on recovery. In the UK, but also in the US and
Australia, the recovery movement is currently growing (Best, 2012),
among others as a reaction toward the extremely low abstinence rates
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after methadone treatment (Berridge, 2012). Recovery starts from a cli-
ent-centred approach aimed at giving individuals’ more control over
their lives and having a good quality of life, despite the disabilities and
limitations that are associated with drug dependence (Slade, Amering
& Oades, 2008).
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APPENDIX II .  
PHONE AND ONLINE SURVEY.  METHODS AND 
DATABASES PER PROVIDER

provider population database methodology
GPs Sample List FPS Health 

(see website + 
mail Friday 26/
08 with URL)

Quantitative data collection // provision mapping (repre-
sentative => purely objective/scientific)

1) Sampling method
2) Phone call: participation yes/no

Option: interview online (send URL Lime survey) 
or by telephone (now or later)

Pharmacist Sample RIZIV/INAMI Quantitative data collection // provision mapping (repre-
sentative => purely objective/scientific)

1) Sampling method
2) Phone call: participation yes/no

Option: interview online (send URL Lime survey) 
or by telephone (now or later)

Special-
ized cent-
ers

all Dependent on 
the region
VL/BXL/WAL
List VAD
List Fedito BXL
List Fedito Wal-
lone

1) Contact MSOC/MASS
Face to face interview (with director and/or mem-
ber of the steering committee) in order to a) fill 
in the questionnaire for the center and b) map the 
situation in the province (by showing the inventory 
of the other specialized centers, of the hospitals, by 
asking other questions on networking etc.) (b = 
bottom-up / qualitative data collection on the pro-
vision in the province => to compare with quantita-
tive data collection)

2) Other specialized centers (providing OST)
Face to face interview (with director and/or mem-
ber of the steering committee)

Hospitals all List FPS Health 
(see mail Friday 
26/08 => excel 
doc)

1) Starting point: hospitals that provide OST (cf. inter-
view with MSOC/MASS)

face to face – interview (target number = all // cf. 
feasibility => in combination with telephone in-
terview

2) Call other hospitals on the list to ensure they do not 
provide OST


