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A B S T R A C T

Objectives: Opioid agonist therapy is the cornerstone of treatment of opioid use disorder. In Canada, bupre-
norphine/naloxone has recently been adopted as the first line agonist therapy given its comparable effectiveness
to methadone and superior safety profile. This study examines factors associated with willingness to take bu-
prenorphine/naloxone among opioid users.
Methods: Data were derived from two prospective cohorts of high-risk individuals who use drugs in Vancouver,
Canada. Multivariable logistic regression analyses were used to determine factors associated with willingness to
use buprenorphine/naloxone among people who use opioids and were not currently accessing this treatment
option. Participants who were unwilling to use buprenorphine/naloxone were invited to provide reason(s) and
their responses were examined in a sub-analysis.
Results: Between December 2014 and May 2018, 1103 participants were interviewed. Overall, 194 (17.6%)
respondents indicated that they would be willing to take buprenorphine/naloxone. Variables independently
associated with willingness were previous buprenorphine/naloxone treatment (adjusted odds ratio
[AOR]= 2.04), having ever used methadone treatment (AOR=1.87), and age (AOR=0.98, per year older) (all
p < 0.05). Satisfaction with current agonist therapy (25.4%), not knowing what buprenorphine/naloxone is
(25.1%), and wanting more information about buprenorphine/naloxone (15.1%) were the most commonly cited
reasons for unwillingness. A low rate of willingness to use buprenorphine/naloxone (15.1%) was also observed
among the sub-set of participants not using methadone.
Conclusions: While an overall low level of willingness to take buprenorphine/naloxone was observed, this ap-
peared to be largely driven by satisfaction with other agonists and a low prevalence of community knowledge
about buprenorphine/naloxone.

1. Introduction

Opioid use disorder (OUD) is a chronic relapsing disorder, asso-
ciated with substantial preventable morbidity and mortality (Schuckit,
2016). In 2017 alone, 4034 apparent opioid-related deaths (equal to
11.1 per 100,000 people) were reported in Canada (PHAC, 2019). The
unprecedented opioid crisis has underscored the importance of devel-
oping and delivering accessible, evidence-based treatments for sub-
stance use disorders.

Opioid agonist therapy (OAT) continues to be the mainstay of
treatment for OUD. Engagement of patients in OAT has been associated

with reduced rates of opioid-related harms including overdose, all-
cause mortality, and HIV and Hepatitis C infection (Grönbladh et al.,
1990; MacArthur et al., 2012; Schwartz et al., 2013; Tsui et al., 2014).
In Canada, buprenorphine/naloxone (trade name: Suboxone) has been
recently adopted as the first-line treatment for OUD (Bruneau et al.,
2018). Available evidence suggests that buprenorphine/naloxone has
comparable effectiveness to methadone when prescribed at appropriate
doses, but benefits from a superior safety profile (Luty et al., 2005;
Mattick et al., 2014). Specifically, the partial μ-opioid agonist proper-
ties of buprenorphine afford it a lower potential for respiratory de-
pression and overdose; indeed, a retrospective study from the UK found
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that buprenorphine is six-times safer than methadone with respect to
overdose risk (Marteau et al., 2015). In addition, buprenorphine/na-
loxone has fewer drug-drug interactions and a lower risk of cardiac
arrhythmias from QTc prolongation in comparison to methadone (Chou
et al., 2014; McCance-Katz et al., 2010).

Buprenorphine/naloxone also offers a greater degree of treatment
flexibility. Its improved safety profile allows for more routine take-
home dosing (Bruneau et al., 2018). In contrast, methadone treatment
guidelines generally recommend a period of daily witnessed ingestion
at pharmacies for new methadone users (Bruneau et al., 2018). This
disruption to patients’ daily activities may be required indefinitely for
individuals at higher risk of diversion or misuse, such as those with
unstable social situations or ongoing illicit opioid use (Bruneau et al.,
2018). However, such structural challenges associated with methadone
treatment are known to be contributors to low uptake and retention
rates (Nosyk et al., 2010; Reisinger et al., 2009). Buprenorphine/na-
loxone also benefits from greater flexibility in its initiation. In com-
parison to methadone, buprenorphine/naloxone doses can be more
rapidly uptitrated to a therapeutic level (Maremmani and Gerra, 2010).
Furthermore, successful inductions have been demonstrated in a variety
of settings, including primary care offices, emergency departments, and
even patient homes (D’Onofrio et al., 2015; Fatseas and Auriacombe,
2007; Lee et al., 2014). Nonetheless, it should be noted that bupre-
norphine/naloxone inductions can be challenging and less desirable for
some individuals, given that patients are typically required to be in
moderate opioid withdrawal prior to induction to prevent precipitated
withdrawal (Bruneau et al., 2018). Further, some patients prefer the
sedating properties of methadone whereas others view this as an un-
welcome side effect of methadone (Bishop et al., 2018).

Although both buprenorphine/naloxone and methadone are main-
stays for OAT, methadone still represents the most widely prescribed
agonist in British Columbia, Canada; indeed, in 2015/2016, bupre-
norphine/naloxone was only used by 3445 of 19,057 (18%) patients
accessing OAT in the province (Office of the Provincial Health Officer,
2017). To mitigate financial barriers in accessing this treatment, bu-
prenorphine/naloxone was made eligible for coverage under several of
the province’s Pharmacare plans. Full coverage is provided for those on
income assistance, those enrolled in the psychiatric-mediation plan, and
those enrolled in the First Nations Health Benefit; for other patients,
buprenorphine/naloxone may be partially or fully subsidized through
the income-based Fair Pharmacare program (Government of British
Columbia, 2019).

The willingness of individuals who use opioids to take buprenor-
phine/naloxone has not been previously well described. In light of the
benefits associated with buprenorphine/naloxone as the first-line
treatment and the low levels of usage relative to methadone in the
province, we sought to examine the willingness to take buprenorphine/
naloxone and associated factors among a cohort of individuals who use
opioids in Vancouver, Canada.

2. Methods

2.1. Study participants

We utilized data from two prospective cohorts of people who use
drugs in Vancouver, Canada: the Vancouver Injection Drug Users Study
(VIDUS) and the AIDS Care Cohort to evaluate Exposure to Survival
Services (ACCESS). These cohorts have been described previously in
detail (Wood et al., 2001). Since May 1996, adult participants (18 years
of age or greater) have been recruited via street outreach and self-re-
ferral. VIDUS is a cohort of HIV-negative adults who report injecting
illicit drugs at least once in the month prior to recruitment. The ACCESS
cohort includes HIV-positive adults who used illicit drugs (other than or
in addition to cannabis, which was illicit during the study period) in the
month prior to study enrollment. VIDUS participants who seroconvert
are transferred to the ACCESS study. All participants provide informed

consent. Individuals who indicated that they were currently not using
opioids or were already taking buprenorphine/naloxone were excluded
from analysis. Both studies collect data and conduct follow-ups in a
harmonized manner to allow for combined analyses. At baseline and
follow-up visits every 6 months thereafter, questionnaires are ad-
ministered by trained interviewers and blood samples are collected by
nurses for serologic testing. Study questionnaires ask information about
sociodemographic characteristics, drug use behaviours, health-care and
treatment engagement, and a range of social-structural exposures.
Participants receive a $40 CAD stipend at each interview visit. Both
VIDUS and ACCESS were approved by the University of British Co-
lumbia/Providence Health Care Research Ethics Board.

2.2. Variables of interest

The primary outcomes of interest in this analysis was self-reported
willingness to use buprenorphine/naloxone. Specifically, participants
were asked “Would you like to go on Suboxone?” when discussing drug
treatment options in a research interview. This question was added to
the ACCESS and VIDUS questionnaires in December 2014. Participants’
first response during the study period (December 2014 to May 2018)
was used in the analysis. Individuals who responded “Yes” were com-
pared to those who answered “No” with regards to a variety of pre-
determined sociodemographic, drug-use, and treatment variables.

Sociodemographic variables included age, gender identity (female-
identified vs. other), ethnicity (white vs. other), HIV serostatus (positive
vs. negative), recent homelessness (yes vs. no), recent employment
(defined as regular work, temporary work, or self-employment) (yes vs.
no), and recent incarceration (yes vs. no). Drug use variables included
the following over the last 6 months: daily heroin injection (yes vs. no),
daily prescription opioid injection (yes vs. no), daily cocaine injection
(yes vs. no), daily non-injection crack use (yes vs. no), daily metham-
phetamine use (yes vs. no), and non-fatal overdose (yes vs. no).
Treatment variables included previous buprenorphine/naloxone treat-
ment (yes vs. no), having ever used methadone agonist treatment (yes
vs. no), and recent drug/alcohol treatment other than methadone (such
as counselling, peer support groups, residential treatment, and detox)
(yes vs. no). For all variables, “recent” was defined as having occurred
in the last 6 months.

2.3. Statistical methods

Initially, we examined respondent baseline characteristics and used
bivariable analyses to identify factors associated with willingness to use
buprenorphine/naloxone. The bivariable analysis was performed using
maximum likelihood parameter estimates and a Wald chi-square test
statistic. Variables which were significant at p < 0.05 in the bivariable
analyses were included in the initial multivariable analysis. A final
multivariable logistic regression model was chosen by performing a
backward elimination process. We did this by dropping the variable
with the largest type III p-value from the model, one by one, until all
variables were dropped. From those models, we then chose the one with
the lowest AIC value. All p-values were two-sided. All statistical ana-
lyses were performed using SAS software version 9.4 (SAS, Cary, NC).

2.4. Secondary analyses

In a sub-analysis, individuals indicating they were not willing to
take buprenorphine/naloxone were invited to provide reason(s) for
their unwillingness in response to a follow-up question. Participants
could select multiple responses from the following: “Satisfied with
Methadose (methadone) program”; “Don’t want to go into withdrawal”;
“Unable to find a doctor to prescribe Suboxone”; “Would like to, but
cost is a barrier”; “Don’t know what Suboxone is”; “Need more in-
formation about Suboxone”; “Not interested in opioid maintenance
program”; and “Other” (other reasons were solicited and recorded in an
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open-ended fashion).
As our cohort had a high proportion of individuals using metha-

done, we conducted a sub-analysis to examine willingness to use bu-
prenorphine/naloxone amongst those not on methadone; after ex-
cluding participants with self-reported current methadone use, we
examined both levels of willingness and reported reasons for unwill-
ingness within this sub-group.

3. Results

Between December 2014 and May 2018, 1568 ACCESS and VIDUS
participants responded to the question “Would you like to go on
Suboxone?”. Of these, 450 (28.7%) responded they were not using
opioids and only 15 (1.0%) reported they were already on buprenor-
phine/naloxone; these individuals were excluded from further analysis.

Baseline characteristics of the remaining 1103 participants are dis-
played in Table 1. Of these participants, 408 were from the ACCESS
cohort and 695 were from the VIDUS cohort. Among the study sample,
the median age was 46 years (interquartile range [IQR]= 37–53); 446
(40.4%) participants were female-identified and 628 (56.9%) were
white. The cohort had a high prevalence of previous methadone use,
with 964 (87.4%) respondents indicating that they had used methadone
at least once before. Overall, 711 (64.5%) were taking methadone at the
time of the interview.

In total, 194 (17.6%) individuals indicated they would be willing to
use buprenorphine/naloxone for treatment of OUD. As shown in
Table 1, in bivariable analyses willingness to use buprenorphine/na-
loxone was associated with younger age (Odds Ratio [OR] 0.97 per year
older, 95% Confidence Interval [CI] 0.95–0.98), female gender identity
(OR 1.40, 95% CI 1.03–1.92), recent homelessness (OR 1.55, 95% CI
1.10–2.18), daily heroin injection (OR 1.80, 95% CI 1.30–2.48), daily
methamphetamine use (OR 1.58, 95% CI 1.05–2.33), recent non-fatal
overdose (OR 1.62, 95% CI 1.07–2.42), previous buprenorphine/na-
loxone treatment (OR 2.71, 95% CI 1.55–4.62), and having ever used
methadone treatment (OR 1.73, 95% CI 1.03–3.09).

In a multivariable logistic regression analysis (Table 2), willingness
to use buprenorphine/naloxone remained significantly associated with
previous buprenorphine/naloxone treatment (Adjusted Odds Ratio
[AOR] 2.04, 95% CI 1.15–3.63), having ever used methadone treatment
(AOR 1.87, 95% CI 1.06–3.30), and younger age (AOR 0.98 per year
older, 95% CI 0.96–0.999).

Among the 909 (82.4%) individuals who indicated they were not
willing to take buprenorphine/naloxone, 920 reasons were provided
(Fig. 1). The most common responses included the following: 231
(25.1%) stated that they did not know what buprenorphine/naloxone
(Suboxone) was; 234 (25.4%) were satisfied with methadone or other
agonist therapy; 139 (15.1%) said they needed more information about
buprenorphine/naloxone; 66 (7.2%) didn’t want to go into withdrawal;
69 (7.5%) were not interested in opioid agonist treatment; 34 (3.7%)
reported previous negative experiences with buprenorphine/naloxone;
and 19 (2.1%) felt that buprenorphine/naloxone would be not be suf-
ficient in addressing their pain or that other opioid medications were
needed for pain. There were 128 other responses which included the
following themes: perceiving buprenorphine/naloxone as an ineffective
treatment; not wanting to stop using opioids or take anything that
would block their effects; expressing concern about potential side ef-
fects; not using opioids frequently enough to warrant treatment; and
wanting to start a different agonist treatment. No participants indicated
that they were unable to find a doctor to prescribe it, and only one

Table 1
Baseline characteristics of a sample of people who use opioids, stratified by
willingness to take buprenorphine/naloxone (n= 1103).

Characteristic Willing
n= 194
(17.6%)

Not Willing
n= 909
(82.4%)

Odds Ratio (95%
CI)

p - value

Age
median 42.4 46.9 0.97 (0.95–0.98) <0.0001
(IQR) (34–49.8) (37.3–53.8)

Gender
female † 92 (47.4) 354 (38.9) 1.40 (1.03–1.92) 0.0340
other 100 (51.5) 540 (59.4)

Ethnicity
white 110 (56.7) 518 (57) 1.00 (0.73–1.37) 0.9981
other 82 (42.3) 386 (42.5)

Homeless*
yes 60 (30.9) 204 (22.4) 1.55 (1.10–2.18) 0.0121
no 133 (68.6) 701 (77.1)

Employment*
yes 40 (20.6) 224 (24.6) 0.79 (0.54–1.15) 0.2338
no 154 (79.4) 685 (75.4)

HIV serostatus
positive 70 (36.1) 338 (37.2) 0.95 (0.69–1.31) 0.7730
negative 124 (63.9) 571 (62.8)

Incarceration*
yes 18 (9.3) 68 (7.5) 1.27 (0.72–2.15) 0.3886
no 175 (90.2) 840 (92.4)

Daily heroin injection*
yes 80 (41.2) 255 (28.1) 1.80 (1.30–2.48) 0.0003
no 114 (58.8) 654 (71.9)

Daily prescription opioid injection*
yes 9 (4.6) 51 (5.6) 0.82 (0.37–1.61) 0.5887
no 185 (95.4) 858 (94.4)

Daily non-injection crack*
yes 22 (11.3) 115 (12.7) 0.88 (0.53–1.41) 0.6154
no 172 (88.7) 794 (87.3)

Daily injection cocaine*
yes 6 (3.1) 45 (5) 0.61 (0.23–1.35) 0.2678
no 188 (96.9) 864 (95)

Daily methamphetamine*
yes 39 (20.1) 125 (13.8) 1.58 (1.05–2.33) 0.0249
no 155 (79.9) 784 (86.2)

Non-fatal overdose*
yes 37 (19.1) 116 (12.8) 1.62 (1.07–2.42) 0.0202
no 156 (80.4) 793 (87.2)

Drug or alcohol treatment*,‡

yes 15 (7.7) 69 (7.6) 1.02 (0.55–1.78) 0.9463
no 179 (92.3) 840 (92.4)

Previous buprenorphine/naloxone treatment
yes 22 (11.3) 41 (4.5) 2.71 (1.55–4.62) 0.0003
no 172 (88.7) 868 (95.5)

Methadone treatment ever
yes 178 (91.8) 786 (86.5) 1.73 (1.03–3.09) 0.0499
no 16 (8.2) 122 (13.4)

* In the last 6 months.
† Includes participants who self-identified as female or as a trans woman.
‡ Excluding methadone treatment.

Table 2
Multivariable analysis of factors associated with willingness to take buprenor-
phine/naloxone (n=1103).

Variable Adjusted Odds
Ratio (AOR)

95% Confidence
Interval (CI)

p - value

Age
(per one year older) 0.98 (0.96–0.999) 0.0385

Gender
(female-identified† vs.
other)

1.22 (0.88–1.70) 0.2412

Homeless*
(yes vs. no) 1.16 (0.79–1.72) 0.4476

Daily heroin injection*
(yes vs. no) 1.41 (0.99–2.00) 0.0561

Overdose*
(yes vs. no) 1.27 (0.81–2.00) 0.2887

Previous buprenorphine/naloxone treatment
(yes vs. no) 2.04 (1.15–3.63) 0.0150

Methadone treatment ever
(yes vs. no) 1.87 (1.06–3.30) 0.0301

* In the last 6 months.
† includes participants who self-identified as female or as a trans woman.
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person reported that cost was a barrier.
Given the high prevalence of individuals on methadone within our

cohort and the large number of participants indicating that they were
satisfied with their current agonist therapy, we sought to examine
willingness to take buprenorphine/naloxone among participants not on
methadone. In a sub-analysis, we excluded 711 individuals taking
methadone. Of the remaining 392 participants, 59 (15.1%) reported
willingness to use buprenorphine/naloxone. There were 322 reasons
provided for unwillingness within this sub-group (Fig. 1). The most
common responses included the following: 70 (21.7%) did not what
buprenorphine/naloxone was; 58 (18.0%) were not interested in OAT;
45 (14.0%) wanted more information about buprenorphine/naloxone;
26 (8.1%) were satisfied with other agonist therapies (including sus-
tained-release oral morphine and injectable hydromorphone); and 23
(7.1%) did not want to go into withdrawal.

4. Discussion

In this study, a low level of willingness (17.6%) to take buprenor-
phine/naloxone was observed among a cohort of people who use
opioids in Vancouver, Canada. We found that previous buprenorphine/
naloxone treatment and having ever used methadone treatment were
positively associated with willingness, while age was negatively asso-
ciated. The most commonly reported reasons for unwillingness included
satisfaction with other OAT regimens and a lack of knowledge about
buprenorphine/naloxone. To our knowledge, this is the first study to
specifically examine the willingness of individuals with OUD to take
buprenorphine/naloxone in a Canadian setting. Prior studies have ex-
amined factors influencing provider willingness to prescribe bupre-
norphine (Huhn and Dunn, 2017; Netherland et al., 2009), and patient-
focused analyses have explored willingness to take OAT among opioid
users in Ukraine (Makarenko et al., 2016), willingness to use IV bu-
prenorphine in individuals refractory to oral treatment in France (Roux
et al., 2017), and OUD treatment preferences among people who en-
gage in non-medical prescription opioid use in the U.S. (Huhn et al.,
2017).

In our multivariable analysis, having ever used methadone was as-
sociated with willingness to use buprenorphine/naloxone. We hy-
pothesize that this association may be attributable to two reasons.
Firstly, we expect that opioid users who have previously used agonist
therapy may be more comfortable engaging with the healthcare system
and accepting pharmacologic treatment. Secondly, participants who
have previously used methadone may be seeking treatment alternatives
which afford them more flexibility in their daily activities (i.e. without
the requirement of witnessed ingestion) (McNeil et al., 2015; Reisinger
et al., 2009). Of note, at the time of data collection, Canadian physi-
cians were required to have a federal exemption to prescribe metha-
done. As this created barriers for many patients, the need for the

exemption was removed in 2018, and methadone treatment was in-
creasingly made available via various low-threshold (i.e. primary care-
based) venues (Ahamad et al., 2015). Following this policy change, the
impacts on physician willingness to prescribe methadone and, conse-
quently, ease of accessing methadone treatment are not fully known.

Previous treatment with buprenorphine/naloxone was the char-
acteristic most strongly associated with willingness to use buprenor-
phine/naloxone in multivariable analysis. While there are likely un-
measured confounding variables at play, this finding may also be
reflective of individuals who previously had success in treating their
OUD with this management option. Additionally, prior exposure to
buprenorphine/naloxone would likely afford these participants a
greater degree of familiarity with this treatment option relative to other
respondents.

Interestingly, in our sub-analysis, we found that lack of education
and knowledge about buprenorphine/naloxone are important con-
tributors to unwillingness; common reasons provided for unwillingness
to use buprenorphine/naloxone included “Don’t know what Suboxone
is” and “Need more information” (together accounting for 40.2% of
responses). These findings suggest a need for targeted interventions to
increase awareness and knowledge of buprenorphine/naloxone.
Benefits of educational interventions have previously been demon-
strated in studies examining willingness to accept treatment for
Hepatitis C; indeed, patients who had received educational interven-
tions were more likely to report willingness to access treatment (Gupta
et al., 2007; Zeremski et al., 2014). Furthermore, given the well-de-
scribed impacts of peer-based educational programming, future inter-
ventions focused on increasing knowledge regarding buprenorphine/
naloxone should likely involve peer educators (Callon et al., 2013;
Sherman et al., 2009). Interest in using this treatment option could be
fostered through explanations about the safety profile of buprenor-
phine/naloxone as well as the potential for greater treatment flexibility
and take-home dosing.

Although less prevalent than anticipated, the desire to avoid opioid
withdrawal was another reason cited for unwillingness to use bupre-
norphine/naloxone (accounting for 7.2% of responses). Most bupre-
norphine/naloxone induction protocols require patients to be in mod-
erate withdrawal, as determined by a clinical opioid withdrawal score
(COWS) of greater than 12 (BC Centre on Substance Use (BCCSU,
2017). This is done to minimize the risk of precipitated withdrawal – a
more severe, rapid onset opioid withdrawal caused displacement of
weaker binding opioids (such as heroin) by the partial agonist bupre-
norphine. Given that our cohort reported low levels of knowledge about
buprenorphine/naloxone, fear of withdrawal may become a more pre-
valent concern as individuals gain familiarity with the buprenorphine/
naloxone induction process. Recently, alternative inductions protocols
such as micro-dosing and the use of fentanyl bridges have been em-
ployed to address this patient concern (Azar et al., 2018; Hammig et al.,

Fig. 1. Reasons provided by respondents who indicated that they were unwilling to use buprenorphine/naloxone (Suboxone).
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2016; Klaire et al., 2019). While not widely used now, these protocols
represent promising methods of mitigating withdrawal symptoms and
may be more broadly applied in the future. Other reasons for unwill-
ingness expressed by our participants, such as prior negative experi-
ences with buprenorphine/naloxone and fear of untreated pain, were
consistent with those previously described; a qualitative study from the
United States similarly identified that prior experiences with agonist
therapy (positive or negative), fear of withdrawal, and desire for pain
control were key factors in influencing patient treatment preference
(Yarborough et al., 2016).

Given that satisfaction with current agonist therapy was a fre-
quently cited reason for unwillingness (accounting for 25.4% of re-
sponses), we sought to examine willingness to take buprenorphine/
naloxone among participants not currently taking methadone.
Interestingly, a low rate of willingness to use buprenorphine/naloxone
was also observed among this sub-set of participants. Overall, 15.1% of
individuals not using methadone reported willingness, which was
comparable to the levels within the entire cohort (17.6%). Again, low
levels of knowledge seemed to be a major contributor to unwillingness,
with “Don’t know what Suboxone is” and “Need more information”
together accounting for 35.7% of reasons provided. While fewer re-
sponses indicated satisfaction with current agonist therapy, this was
accompanied by a concomitant increase in the number of individuals
indicating they were uninterested in OAT. This cohort sub-set likely
represents a heterogeneous mixture of participants, including in-
dividuals not yet engaged in OAT, people with more complex or re-
fractory OUD using third- and fourth-line treatments (such as sustained-
release oral morphine and injectable agonists), as well as individuals
with low levels of opioid use. Future research should seek to determine
how willingness to use buprenorphine/naloxone may differ between
individuals newly starting or re-initiating OAT versus those switching
from one agonist treatment to another.

Our research has limitations. Our study sample was not random and
was derived from two cohorts of high-risk individuals; thus, our sample
cannot be presumed to be representative of the entire population of
individuals with opioid use disorder within Vancouver. The data used
in this study were self-reported by participants (with the exception of
serologic data) and are subject to response bias. Lastly, the respondent
data were collected over a period of 3.5 years; as a consequence, par-
ticipant attitudes and knowledge of buprenorphine/naloxone may have
evolved since the start of the study and impact current-day levels of
willingness.

In summary, we identified low rates of willingness to use bupre-
norphine/naloxone among a cohort of opioid users in Vancouver,
Canada. Previous treatment with buprenorphine/naloxone and having
ever used methadone were positively associated with willingness,
whereas age was negatively associated. The most common reasons for
unwillingness were satisfaction with other agonists and insufficient
knowledge about buprenorphine/naloxone. Fear of withdrawal was
also identified as a barrier, although less frequently than anticipated.
Additional research is needed to further identify and address the bar-
riers to buprenorphine/naloxone treatment, in particular exploring the
impact of educational interventions on patient willingness.
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