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Abstract 

Background  Deimplementation, the removal or reduction of potentially hazardous approaches to care, is key to 
progressing social equity in health. While the benefits of opioid agonist treatment (OAT) are well-evidenced, wide 
variability in the provision of treatment attenuates positive outcomes. During the COVID-19 pandemic, OAT services 
deimplemented aspects of provision which had long been central to treatment in Australia; supervised dosing, urine 
drug screening, and frequent in-person attendance for review. This analysis explored how providers considered social 
inequity in health of patients in the deimplementation of restrictive OAT provision during the COVID-19 pandemic.

Methods  Between August and December 2020, semi-structured interviews were conducted with 29 OAT provid-
ers in Australia. Codes relating to the social determinants of client retention in OAT were clustered according to how 
providers considered deimplementation in relation to social inequities. Normalisation Process Theory was then used 
to analyse the clusters in relation to how providers understood their work during the COVID-19 pandemic as respond-
ing to systemic issues that condition OAT access.

Results  We explored four overarching themes based on constructs from Normalisation Process Theory: adap-
tive execution, cognitive participation, normative restructuring, and sustainment. Accounts of adaptive execution 
demonstrated tensions between providers’ conceptions of equity and patient autonomy. Cognitive participation and 
normative restructuring were integral to the workability of rapid and drastic changes within the OAT services. Key 
transformative actors included communities of practice and “thought leaders” who had long supported deimplemen-
tation for more humane care. At this early stage of the pandemic, providers had already begun to consider how this 
period could inform sustainment of deimplementation. When considering a future, post-pandemic period, several 
providers expressed discomfort at operating with “evidence-enough” and called for narrowly defined types of data on 
adverse events (e.g. overdose) and expert consensus on takeaway doses.

Conclusions  The possibilities for achieving social equity in health are limited by the divergent treatment goals of 
providers and people receiving OAT. Sustained and equitable deimplementation of obtrusive aspects of OAT provision 
require co-created treatment goals, patient-centred monitoring and evaluation, and access to a supportive commu-
nity of practice for providers.
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Contributions to the literature

•	The removal of potentially hazardous approaches to 
healthcare is key to achieving social equity in health, 
yet deimplementation processes can risk widening 
inequities

•	This analysis demonstrates that constructs drawn from 
Normalisation Process Theory (adaptive execution, 
cognitive participation, normative restructuring, and 
sustainment) are useful to explore deimplementation 
work to understand how it can produce more equitable 
outcomes

•	The findings have implications for opioid agonist treat-
ment programs which have changed drastically across 
the world since the beginning of the COVID-19 pan-
demic, but also for other settings where rapid deimple-
mentation risks entrenching social inequities in health

Background
People who use illicit drugs are vulnerable to an unregu-
lated drug market and lack of safe supply [1]. Opioid ago-
nist treatment (OAT) can mitigate the harms associated 
with illicit opioids by reducing injecting risk behaviour, 
risk of HIV infection [2] and risk of hepatitis C infec-
tion [3]. OAT is also associated with reductions in all-
cause mortality and drug-related mortality [4]. OAT is 
often tightly controlled with requirements for treatment 
including supervised dosing, urine drug screening, and 
frequent, in-person attendance for review [5]. System-
atic reviews have attempted to assess the impact of urine 
drug screening [6] and supervised dosing [7] on various 
health outcomes, but these efforts have been hampered 
by a lack of studies. Restrictions on takeaways burden 
people by conditioning their daily routine and preventing 
feelings of “normality” [8], as well as presenting a barrier 
to adherence [9].

In Australia, there are significant variations in OAT 
provision between jurisdictions due to decentralised 
funding of health services and the varied historical 
contexts across the country [10]. In some jurisdictions, 
OAT is dispensed exclusively at community pharma-
cies, while others have a mix of community pharmacy 
and public clinics. New South Wales has the major-
ity of public OAT clinics in the country but patients 
must attend community pharmacies if they want to 
access unsupervised dosing (takeaways) [11]. Nation-
wide, the majority of dosing points (89%) are located in 

pharmacies [11]. Community pharmacies offer longer 
opening hours and more accessible locations than 
public clinics, yet the out-of-pocket dispensing fees at 
pharmacy can make OAT prohibitively expensive [12].
There are 2673 OAT prescribers of which 83% work in 
the private sector, such as private general practice [11].

Towards the end of the first year of the COVID-19 
pandemic, at the end of 2020, Australia was maintain-
ing a rate of around 0.5 cases per million people per day 
while countries in Europe experienced new peaks (371 
and 580 cases per million people per day in the UK and 
Italy, respectively) [13]. Within Australia, states and 
jurisdictions mandated restrictions: the city of Mel-
bourne was in lockdown from July to October 2020, 
while Adelaide had a lockdown of 6  days in Novem-
ber 2020 [14]. In spite of the comparatively low case 
numbers, measures to prevent COVID-19 transmis-
sion in the healthcare setting were put in place across 
Australia.

Studies investigating increased flexibilities in OAT 
provision during the COVID-19 pandemic period have 
not found an associated increase in opioid overdose 
[15–17]; therefore these flexibilities could be a cata-
lyst for long-term change in the system. Understanding 
the mechanisms which facilitated these flexibilities will 
help identify pathways to sustained change.

Deimplementation is the “removal or reduction of 
costly or potentially hazardous approaches to care” 
[18], aiming to improve public health [19]. Deimple-
mentation is distinct from implementation, in part 
because the work involved is contingent on the com-
plexity of the intervention already in place [19]. While 
prior literature argues the merits of deimplementing 
healthcare overuse to achieve equity, such as reducing 
use of preventive care and screening which delivers 
no benefits [20], less attention has been paid to deim-
plementation of burdensome healthcare or health-
care involving intrusive surveillance that creates or 
perpetuates inequity. In relation to opioids and OAT, 
deimplementation has historically been carried out as 
reductions in prescribing rates [21] yet evidence indi-
cates that this decreased access to prescribed opioids 
may increase harms by increasing use of unregulated, 
illicit drugs [22, 23]. Assessments of psychosocial sta-
bility and comorbidity have not been found to have a 
clear association with patients’ adherence to treat-
ment [24] and assessments based on arbitrary criteria 
may exacerbate social inequities in health by allowing 
prejudices to be perpetuated. Deimplementation of 
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practices including removal of supervised dosing, urine 
drug screening, and frequent in-person attendance for 
review, could move services towards more equitable, 
patient-centred OAT provision.

Inadequate access to health services is an important 
determinant of social inequity in health. Social inequities 
in health are “differences in health that are avoidable and 
also considered unfair or unjust” [25]. For people who 
inject drugs, previous studies have found characteristics 
such as gender, rurality, and ethnicity to be associated 
with inequitable retention in OAT [26]. Health services 
which ignore issues of geographic, economic, and cul-
tural access to healthcare [27], risk perpetuating social 
inequities in health. A person’s built environment, social 
environment, and the healthcare infrastructure can con-
dition ability to negotiate complex health services [28], 
amplifying the importance of simplified pathways in 
care. The restrictions prevalent in OAT programs work 
in tandem with societal inequalities to produce inequita-
ble access to healthcare, resulting in potentially harmful 
events such as premature discharge from OAT programs 
[29]. On-demand, flexible, and destigmatising drug 
treatment has been proposed as a way to deliver equita-
ble care in an unequal society [30]. Literature on health 
equity in implementation has focused on context and sys-
tem factors while less attention has been paid to the clini-
cal encounter [31]. The numerous competing priorities 
within health services mean an equity lens is not always 
integrated in the planning stage of an intervention [32], 
especially in times of rapid change such as the COVID-
19 pandemic. Although equity was not embedded in 
changes to OAT services, using an equity lens to inves-
tigate the work of providers and their clinical encounters 
during the COVID-19 pandemic can generate evidence 
to sustain deimplementation.

Normalisation Process Theory has been employed 
extensively in primary care settings [33] and, to a lesser 
extent, in healthcare interventions related to substance 
use [34] to understand and evaluate processes of “adop-
tion, implementation, and sustainment of socio-technical 
and organisational innovations” [35]. Normalisation Pro-
cess Theory is pertinent to the systems of OAT provi-
sion which have long been considered complex because 
of their strict regulatory oversight and the varied inter-
pretation of guidelines among OAT prescribers [36]. The 
theory extends the understanding of complex health-
care interventions by investigating an intervention as an 
assemblage of beliefs, behaviours and practices, whose 
outcomes are contingent on its context [35]. Normali-
sation Process Theory has previously been employed to 
investigate the reduction of low-value healthcare, pre-
dominantly around prescribing practices, i.e. reducing 
inappropriate antibiotic use [37]. Using concepts from 

Normalising Process Theory, this analysis investigated 
how providers considered social inequity in health of 
patients in the deimplementation of restrictive OAT pro-
vision during the COVID-19 pandemic.

Methods
The CHOICE Study aimed to evaluate the impact of the 
COVID-19 pandemic and related restrictions on the 
delivery of drug treatment services in Australia from the 
perspectives of people receiving and providing OAT [38, 
39]. Semi-structured interviews were completed between 
August and December 2020 via telephone and videocall. 
People receiving OAT were recruited via study dissemi-
nation through members of the community reference 
panel in their capacity as staff in eight peer-led organisa-
tions in seven Australian jurisdictions. Doctors, nurses, 
and service managers who provide OAT were recruited 
via a study flyer disseminated through existing research 
networks and additional providers were recruited by 
study flyer to staff at two drug treatment clinics. The 
sample was recruited to reflect a range of jurisdictions.

All participants were reimbursed AUD$50 cash trans-
fer or gift voucher (according to their preference) for 
their time and expertise. Participants provided verbal 
consent prior to the interview. Audio recordings of the 
interviews were transcribed verbatim by a transcriber 
working under a confidentiality agreement. Transcripts 
were deidentified and checked for accuracy by AC. Par-
ticipant numbers are provided but no other further infor-
mation to avoid inadvertent identification.

This analysis draws on the interviews carried out with 
OAT providers in the CHOICE Study. We employed an 
abductive approach, beginning with careful methodo-
logical analysis to identify unexpected findings in the 
data and inform an explanatory hypothesis [40]. This 
was done by clustering codes related to the determinants 
of retention in OAT to explore variation in providers’ 
descriptions of the relationship between deimplementa-
tion and social inequities in health. The determinants of 
retention in OAT were identified in prior literature: sex 
[41], age [42, 43], arrest/incarceration history [41, 43], 
comorbidities [42], stigma [44], and regulations govern-
ing OAT [45]. Analysis of the resulting code clusters 
engages with constructs from Normalising Process The-
ory [35] (1) Adaptive execution: How do contexts affect 
the ways in which OAT service staff can adapt to make an 
intervention and its components a workable proposition 
in practice? (2) Cognitive participation: How do prescrib-
ers and colleagues work together to create networks of 
participation and communities of practice around inter-
ventions and their components? (3) Normative restruc-
turing: How has working with interventions and their 
components changed the norms, rules and resources that 
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govern how people work?, and (4) Sustainment: How 
have interventions and their components become incor-
porated in practice?. This allows an exploration of how 
providers understood their work during the COVID-19 
pandemic as explicitly or implicitly responding to struc-
tural determinants which conditioned OAT access. AC 
led the coding, data summary and analysis processes and 
the research team met regularly to review developing 
interpretations, including drawing on co-authors’ exper-
tise of receiving (SC) and providing (JH) OAT.

Consistent with other countries [17, 46–48], OAT 
services in Australia adapted to reduce possibilities of 
COVID-19 transmission. For our analysis, deimple-
mentation refers to changes described in the “Interim 
guidance for the delivery of medication assisted treat-
ment of opioid dependence in response to COVID-19: 
a national response” [49], including reducing supervised 
dosing, reducing in-person appointments (via initia-
tion onto depot buprenorphine or transfer to telehealth), 
and reducing biological monitoring such as urine drug 
screening.

Results
This analysis explores variation in how OAT provid-
ers relate their work in deimplementation to concepts 
of social inequity in health during the COVID-19 pan-
demic. Interviews were conducted with 29 OAT provid-
ers in New South Wales, Victoria, Queensland, Western 
Australia and Australian Capital Territory (59% doctors, 
31% nurses, 10% service managers; average number of 
years working in OAT was 11).

Adaptive execution: how do contexts affect the ways 
in which OAT service staff can adapt to make 
an intervention and its components a workable 
proposition in practice?
Providers suggested that “one size fits all” deimplemen-
tation would be harmful to some patients, and adaptive 
execution was evident in several accounts. Such adaptive 
execution allowed providers to tailor the deimplementa-
tion to what they perceived were the needs of subpopu-
lations. P01 described overcoming the challenges of 
reducing in-person appointments for people for whom 
telehealth was not appropriate. The adaptive execution 
of deimplementation allowed more equitable care to be 
provided to people with comorbidities.

P01: The number of people who can’t manage tel-
ephone consultations—don’t have access to a tel-
ephone—is much smaller but there’s a cohort of 
clients who are homeless or have significant psy-
chiatric comorbidities like schizophrenia or intel-
lectual disability. So, those who tend not to come 

into appointments in general and [don’t] turn 
up in the right week at the right time for their 
appointments. Who also don’t have a telephone. 
So there’s some clients that need sort of fairly flex-
ible care who we’re seeing in person, essentially, 
when they turn up.

For people who were isolating with a COVID-19 
diagnosis or isolating because of comorbidities which 
increased vulnerability to COVID-19 transmission, home 
delivery was offered at some sites. P08 described the 
adaptive execution when home delivery was not feasible, 
through flexible OAT pick-up practices to ensure conti-
nuity of care.

P08: We would never have been in a position where 
we had anywhere near the staffing capacity to actu-
ally [deliver OAT to homes]. Plus, we felt that the 
alternative, which was get mum or uncle, or brother, 
or somebody to go and pick it up for you, we felt that 
was an appropriate way around that.

Accounts of adaptive execution demonstrated the ten-
sions between providers’ treatment goals and the equi-
table provision of care, particularly when other services 
were being provided alongside OAT. P21 reported that 
in-person reviews allowed for people with “mild or mod-
erate psychotic symptoms… to be scheduled or encour-
aged to voluntarily go into the mental health unit”. In 
P20’s clinic, increased flexibilities in OAT provision were 
withheld to achieve hepatitis C treatment completion.

P20: Sometimes patients who are having hepati-
tis treatment provided at the clinic were kept a bit 
longer [on supervised dosing] as well, to make sure 
that they could continue the hepatitis treatment, 
knowing that some of those patients weren’t taking 
their dose, if they weren’t at the clinic, being super-
vised and helped by taking that. So … I think they 
were the primary patients that were kept at the 
clinic.

One nurse felt the workarounds risked damaging 
patient-practitioner relationships. The different treat-
ment of patients which is inherent in equitable care was 
seen as problematic when treating a relatively closed 
community of people attending the service.

P14: I understand why [the service] had to stick to 
generalised rules for everyone because otherwise the 
lines get a bit grey. I sometimes wish [the rules] were 
a bit more black and white because you do find, 
looking after 60 clients, one person will say, “Well, 
how come Dave got this?” And you’re like, “Well, 
because of the situation.” They’re like, “That doesn’t 
feel a bit fair.”
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Cognitive participation: how do prescribers and colleagues 
work together to create networks of participation 
and communities of practice around interventions 
and their components?
The entrenched rigidity of OAT restrictions in Australia 
was a challenge to deimplementation. Communities of 
practice to support deimplementation, were more easily 
formed when providers within a service deemed deim-
plementation to be coherent with the existing organisa-
tion ethos. This sense-making process was most visible 
where providers situated their work within the principles 
of harm reduction, indicating the service’s prioritisation 
of equitable provision of care over abstinence and treat-
ment cessation.

P15: I mean, if someone had had a one-off use of 
[methamphetamine] and had told you about it, 
that’s not really going to affect the take-away status. 
So you’ve got to look at things in their entirety. And 
[our service] is a harm minimisation program. We 
don’t promise a cure. So some people will use occa-
sionally and that’s a reality. But the program has 
helped them limit their use and improve their life, so 
you’ve got to look at all things, not just one thing in 
isolation.

Where deimplementation was carried out without evi-
dent support from a community of practice, the provid-
ers expressed confidence in their own decision-making. 
Although P03 acknowledged the limits of the setting 
(public clinic vs private), they also felt assured in ground-
ing their decisions in “clinical rationale”.

P03: As a public clinic, we probably always err on 
the side of caution with takeaways and we’re much, 
much more likely to stick to the state guidelines than 
many of the private prescribers. But I think as long 
as you’ve got a good clinical rationale for what you’re 
doing we can really sort of push for ourselves to be a 
little bit more flexible. So, in that regard, it’s a real 
positive I think.

In some instances, the common experience of the 
COVID-19 pandemic encouraged the establishment of 
a community of practice, which some providers used to 
mobilise efforts towards sustained deimplementation. 
Communities of practice are an opportunity for the cli-
nicians who are driving deimplementation to support 
others who are lagging behind. P23 reported using the 
period of rapid change to gain the support of hospital 
staff, by providing education on the benefits of flexible 
OAT provision based on their own experience. Providers 
who extolled deimplementation to achieve social equity 
in health were previously advocating to individual clini-
cians but found that COVID-19 had broadened interest 

to a wider community of clinicians. For P27, who had 
long been advocating for more flexibility in OAT provi-
sion, deimplementation during COVID-19 was an oppor-
tunity to change from incremental change to a more 
drastic shift towards “humane” care that P27 had long 
supported.

P27: I had my sort of resistance movement in the 
corner just to the extent that I could as a [senior staff 
member]. I write my own rule book. You’d convince a 
few people along the way that this was better medi-
cine and more humane whereas now you’ve got an 
axe that’s gone right through the whole thing, and 
everybody realises, “Oh, you can give people all these 
take-aways and you don’t have a rash of overdoses. 
And we may be even improving the outcomes.”

There was a recognised need for communities of prac-
tice which incorporated health services beyond drug 
treatment, but these were stymied by siloed healthcare 
systems. P08 felt deimplementation processes could be 
smoothed through collaboration between addiction med-
icine and mental health. Consistent with prior literature 
[50, 51], breaking down siloed healthcare was deemed 
to be an important facet of delivering equitable care that 
addresses multiple needs beyond OAT. The belief that 
OAT was not part of core business in mental healthcare 
was identified as a barrier to optimising implementation.

P08: Mental health services are set up quite nicely 
around the regions [and there is potential for them 
to deliver] depot buprenorphine which we think will 
be a simpler way of delivering pharmacotherapy, but 
people aren’t terribly interested. The response, gener-
ally, is, “Look, we’re really busy. We’re just not going 
to take that on”.

Normative restructuring: how has working 
with interventions and their components changed 
the norms, rules and resources that govern how people 
work?
After decades of OAT provision with little innovation or 
change, the normative restructuring required for deim-
plementation is a key area to address in the normalisa-
tion process. The work involved in deimplementation for 
the COVID-19 period provoked reflection on the norms 
around OAT provision and caused providers to question 
their own motivations as well as wider treatment moti-
vations. The tasks that were involved in deimplementa-
tion challenged P30 to consider their identity as a health 
worker, despite being initially scared of an increased 
threat of COVID-19 and changes to the handling of 
methadone and buprenorphine.
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P30: For example, home dosing [could be a possi-
bility] not just for things like COVID but for people 
that are maybe very, very ill or terminally ill, you 
know, that can now be [considered]. Initially, as 
a health professional, I was very scared. So, if I’m 
very honest, home dosing wasn’t something that I 
wanted to do, initially. I have pre-existing condi-
tions myself so [I was thinking about] whether […] 
I would be more impacted if I got infected [with 
COVID]. And also […] we are delivering an S8 
drug [drugs that are subject to tight restrictions] 
and sometimes to homes that are in suburbs or 
areas that are not very safe.

Strategies to meet the needs of certain groups of 
patients included forming communities of practice 
across other services or with clinic staff who were not 
OAT providers. P13 described their service’s successes 
in “bridging the gap” to more equitable care for Abo-
riginal people through sessions at an Indigenous Health 
Service. P26 highlighted the increased importance of 
case managers during the COVID-19 pandemic which 
improved care coordination but also supported the 
transition from a “medical”, “pharmacotherapy-based 
service” to one which could support people’s broader 
needs. Although there is no standard definition of a 
case manager (it does not preclude being an OAT pro-
vider), they broadly work with the patient on issues 
beyond treatment which may impact a person’s ability 
to engage in OAT.

P26: The caseworkers, you know, nurses, social 
workers, psychologists, are probably a bit more 
instrumental in delivering care or being responsi-
ble for organising and co-ordinating care. I think 
previously, because we’ve got a predominantly 
pharmacotherapy-based service, it became quite 
medical. And there was [previously] a lot of oppor-
tunity for clients to circumvent their case-man-
agement processes because, really, all they want 
is a script. So, if all I want is a script, all I need 
to do is go and see the doctor for my script review. 
So there’s been a slight shift in focus towards case 
management.

While community pharmacies constitute the major-
ity of dosing points in Australia, the COVID-19 pan-
demic saw their increased use in OAT delivery as OAT 
clinics moved people to pharmacy in order to receive 
takeaways. P18 indicates normative restructuring was 
required among people receiving OAT, to allow phar-
macies to perform this role in deimplementation. P18 
highlights that established relationships with a provider 
in the clinic could make people receiving OAT, who 

often experience stigma, reticent to attend pharmacy. 
Ensuring that all health services, including pharmacy, 
provide non-stigmatising care is paramount to achiev-
ing deimplementation and equitable care.

P18: Many of our patients experience stigma and 
discrimination but sometimes they fear stigma and 
discrimination. And, and I think a lot of them found 
that, when they did go to the pharmacy, the stigma 
and discrimination that they might have been 
expecting didn’t, in fact, occur or occurred to a lesser 
degree. And, you know, the, the comfort that they 
had with our nurses was then transferred into com-
fort that they had with their community pharma-
cies. And so, having sort of made the leap, they then 
realised that some of the fears that they had about it 
previously were not so founded and became comfort-
able in their new environment.

Some norms relating to OAT restrictiveness 
remained unchallenged and could present a barrier to 
deimplementation. Drug treatment is notable because 
the evaluation of a patient’s success based on “good 
behaviour” or compliance with an explicit or implicit 
set of rules. P23 reported that in-person attendance 
was necessary to assess if the person was “drowsy”, 
“dishevelled’, or “well-kempt”, underscoring the 
breadth of criteria beyond the official guidelines which 
providers apply when assessing a patient’s engagement 
in treatment. P22 reported that looking for signs of 
ongoing drug use such as “hobbling in because they 
have an infection in their groin”, was part of a risk 
management strategy and stated that using “that lever-
age to bring them back in [for more frequent in-person 
dosing] is all about safety; nothing else”. These crite-
ria based on appearance, of which the person receiving 
treatment may not be aware of, creates a “black box” of 
clinical decision-making and prevents people engaged 
in treatment from advocating for their own care. The 
tacit criteria described above highlight the many ways 
by which a provider might consider somebody “unsuc-
cessful” in treatment. Basing treatment decision-mak-
ing on superficial or non-clinical indicators, without 
first discussing needs and a corresponding treatment 
plan with the person who is in treatment, risks exacer-
bating the social and structural determinants of poor 
health.

Sustainment (normalisation): how have interventions 
and their components become incorporated in practice?
Despite the study taking place during the first year 
of the COVID-19 pandemic, providers were already 
beginning to reflect on the service in a “post-COVID-19 
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world” and they highlighted several barriers to nor-
malisation. There was a sense that reduced in-person 
appointments were not suitable for everyone and would 
inherently result in inequities in provision of care. P02 
felt that the service was not equipped to offer telehealth 
to people who had lower levels of English, excluding 
them from more flexible care.

P02: [I would recommend that people attend in 
person if ] their English language skills aren’t that 
good. That’s nearly impossible to do on the phone 
or by telehealth. So, I ask them to come in because 
I think anything on the phone would be so cur-
sory and superficial it would be a waste of time. 
At least face-to-face when there’s a language bar-
rier… I can use Google Translate and there’s all 
sorts of things I can do which I can’t do otherwise.

Providers were concerned that COVID-19 exception-
alism would not last long and any adverse events (such 
as overdose) that might be attributed to increased 
access to OAT takeaways could provoke legal conse-
quences. In P16’s view, this limited the possibilities for 
sustained deimplementation, despite being generally 
supportive of the process during the pandemic.

P16: I like to be able to sit down with the patient 
and negotiate an acceptable number of take-
aways based on their current situation, and what 
I perceive to be the safe, safeness of the situation 
according to the guidelines. But I don’t feel that 
a formal documentation helps me particularly… 
I’d like to go back to the more restrictive practice 
mainly to protect myself more than anything else. 
From the medico-legal point of view.

P11 highlighted the ongoing issue that jurisdictions 
differ in their OAT guidelines and regulations. P11 
calls for different types of evidence to be drawn upon 
in order to shape sustained deimplementation, sug-
gesting that “expert consensus” could play a key role 
given the perceived lack of other evidence.

P11: My simple understanding of that is that, 
when there’s that sort of disparity between two 
jurisdictions for something that is medically 
supervised, the evidence probably is limited as 
to what works and what doesn’t work. Otherwise, 
we’d be following whatever evidence was avail-
able, I would have thought. And, in the absence of 
evidence, my understanding is that the next step 
to look at in terms of guidance about an issue 
in medicine is expert consensus. The difference 
is quite marked in terms of supervision of OAT 
between those two jurisdictions [in Australia].

Discussion
By investigating change in the provision of OAT dur-
ing COVID-19, this analysis from the CHOICE Study 
provides useful insights for future work around deim-
plementation and equity beyond the OAT setting. 
Deimplementation in OAT provision presents an oppor-
tunity to reduce burden of treatment for patients, reduce 
resource outlay in clinics, and improve patient and pro-
vider satisfaction. Deimplementation which prioritises 
equity in health and maximises efficient use of resources 
[19] is vital, particularly following the COVID-19 pan-
demic in a landscape of increasing pressure on health 
services in terms of finances and staffing. This analysis 
demonstrates that the constructs from Normalisation 
Process Theory can advance understandings of social 
equity in health in the work that is done by OAT provid-
ers in processes of deimplementation.

The typical decision-making processes of health-
care providers were disrupted by the pandemic, where 
the quickly evolving situation challenged evidence-
based medicine paradigms [52]. Providers who under-
stood the need for responsive healthcare enacted an 
“evidence-enough” approach situated in the local con-
text [53]. Nevertheless, when considering normalisa-
tion, providers expressed fears and assumptions about 
legal repercussions for themselves which outweighed 
the need for treatment flexibility. Providers sought to 
inform decisions with specific types of evidence rang-
ing from expert consensus to jurisdiction-level monitor-
ing of overdose. In other countries, investigations of the 
impact of increased flexibilities in OAT provision during 
COVID-19 have so far found no evidence of an associ-
ated increase in opioid-related mortality [15–17, 54]. 
Limited notions of evidence proposed by OAT providers 
in our analysis left little room to incorporate the experi-
ences or metrics deemed important to the people that 
use the service. Prior research from this study has high-
lighted the need to evaluate services through a wider set 
of measures, beyond just medication-related outcomes 
[39]. By primarily focusing on jurisdiction-level moni-
toring of overdose to inform decisions on OAT provi-
sion, providers create a hierarchy of evidence, detracting 
from other patient-centred measures of treatment suc-
cess such as shared decision-making and individualised 
care [55]. The hierarchy is not conducive to developing 
nuanced understandings of the treatment experience 
which are necessary to cultivate change [56]. While some 
people receiving OAT value reduced in-person attend-
ance because it allows for feelings of “normality” and 
flexibility in daily life patterns [8], these are outcomes 
rarely reflected in evaluation of OAT services. To achieve 
equitable health outcomes for people receiving OAT, dis-
cussions with patients about treatment goals to establish 
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treatment provision must become the norm. The co-
creation of indicators to monitor OAT services is an 
important step to ensuring relevant outcomes are being 
measured and equitable health is being achieved. Existing 
research on patient-centred outcomes provides a baseline 
for key indicators of interest at the service level (e.g. pro-
vision of empathetic and non-judgemental care, shared 
decision-making [55]) and patient level (e.g. avoidance of 
withdrawal, improvement of familial/social relationships 
[57]). Integrating these indicators into OAT guidelines 
with the goal of improving the patient experience could 
support the normative restructuring needed within the 
service to sustain change.

To reduce social inequities in health, deimplementation 
needs appropriate, non-stigmatising healthcare outside 
of the OAT setting. One participant noted that people 
may be reticent to change dosing point, supporting litera-
ture on potential stigma produced through negotiating 
treatment in unfamiliar territory [58]. There is poten-
tial in delivering other health services in the drug treat-
ment setting [51], but this should not negate the rights 
of people who use drugs to use mainstream health ser-
vices without discrimination. Several providers saw a key 
role for mental health services in deimplementation but 
noted that addiction and mental health remain siloed in 
many regions, as previously reported in Australia [59]. 
Deimplementation could make space for drug treatment 
clinics to become “drug user health hubs”, which integrate 
voluntary care for hepatitis C treatment, harm reduction 
services, and culturally competent mental health treat-
ment [60]. Centring patient choice in decisions about 
how and where people receive healthcare is fundamental 
to the success of deimplementation in the drug treatment 
setting [8], both for OAT and other healthcare frequently 
utilised by people who use opioids. Collaboration across 
health services could improve OAT access as well as 
complement the rollback of frequent in-person reviews 
which patients may use to address wider health concerns.

There were concerns raised about the unequal treat-
ment of patients, which is inherent to equitable health-
care, and its impact on patient-practitioner relationships. 
Community dynamics give people the information and 
tools to advocate for their own access to OAT using the 
knowledge and experiences shared with peers. This may 
benefit people who have stronger social networks or are 
linked to community organisations, possibly producing 
inequities with people outside of these networks. While 
there is evidence on the importance of social networks 
in OAT outcomes [61], there is less investigation on 
the influence of social networks on treatment encoun-
ters. Groups that may not benefit from those social net-
works include people from culturally and linguistically 
diverse backgrounds. There are few studies on treatment 

practices for people from culturally and linguistically 
diverse backgrounds [62], and our analysis demonstrates 
people who do not speak English as their first language 
could be excluded from changes to OAT services when 
providers assume they are unsuitable candidates for tel-
ehealth. A participant also suggested that flexibilities 
were more readily available for people attending private 
clinics over public, which could reproduce social inequi-
ties in health caused by income disparities. Additionally, 
although people in rural areas would be primary benefi-
ciaries of deimplementation [63], they may be less con-
nected to peer-led organisations which may limit their 
involvement in patient advocacy for deimplementation. 
In several jurisdictions in Australia, peer-led organisa-
tions lead groups which provide helplines with support 
and advocacy for people having issues in their opioid 
treatment program. These organisations are well-posi-
tioned to report issues of treatment access for people in 
regional areas and improve equitable deimplementation.

Normalisation of deimplementation requires “thought 
leaders” and communities of practice to disrupt self-
identities of prescribers who are more reticent to adopt. 
Diffusion of innovation theory [64] has been used to 
investigate drug treatment practitioner experiences of 
providing hepatitis C treatment [50] and is helpful to 
explore how different groups have different needs to shift 
perspective and enact change. Some participants indi-
cated that doing the work required for deimplementation 
had changed their own professional identity, showing 
promise for providers being willing to adapt to sustain 
deimplementation [65]. Services varied in the extent to 
which staff were united in driving forward deimplemen-
tation, but this revealed the importance of those few key 
“thought leaders” who report advocating for flexibilities 
in OAT provision for many years. Linking practice to 
providers’ peer and reference group behaviours can sup-
port sustained deimplementation [66]. More research is 
needed to understand how the “thought leaders” have 
impact within different clinic structures, i.e. understand-
ing if prescribers influence case managers in the same 
way they influence other prescribers.

There are several limitations to the study. The ini-
tial OAT providers who participated in the study were 
contacted because they currently or previously partici-
pated in research, which could result in a sample already 
interested in patient-centred care. Participants were 
recruited via public clinics which limited the opportuni-
ties of reaching providers working in the private sector. 
There were two jurisdictions (Northern Territory and 
Australian Capital Territory) where providers were not 
recruited. The interviews took place over a period of four 
months at the end of 2020 and given the rapidly chang-
ing COVID-19 case numbers, restrictions and differences 
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in state response, the time of enrolment and location of 
participant may have influenced participants’ responses.

The findings from this analysis indicate a number of 
key areas for policy change. Deimplementation has the 
potential to improve equitable outcomes in health, but 
only if the patients’ treatment goals are centred in the 
provision of OAT without compromising access to flex-
ible care. Discussions with the person receiving OAT 
about their treatment goals should inform treatment ini-
tiation and any ongoing reviews of treatment. Models of 
“open access”, which prioritise the removal of barriers to 
care to ensure rapid initiation onto OAT, can help guide 
service planning [67]. Globally, there are many examples 
of peer-led harm reduction and hepatitis C services [68, 
69] yet few examples of peer-led OAT services. Involv-
ing peer-based organisations in the design and delivery of 
OAT programs can help compensate for inequities that 
are being produced by the clinical encounter. Deimple-
mentation will reduce contact with an OAT program for 
the majority of people, so it is increasingly important that 
other health services are providing non-stigmatising care 
to people receiving OAT. Clinicians can be supported 
to equitably implement deimplementation with support 
from “thought leaders”. Clinicians with experience deliv-
ering healthcare in peer-led organisations likely have the 
appropriate experience to support colleagues.

Conclusions
In this account of deimplementation, providers linked 
social equity in health to their work despite equity not 
being embedded in the planning stage. Provider norms 
and OAT regulations prevent an equitable, flexible, sys-
tem of OAT provision from being actualised. The flex-
ibilities introduced during COVID-19 provoked OAT 
providers to consider the cost of overly restrictive treat-
ment programs. The providers reflected on their under-
standing of the balance between hazard and safety, in 
the context of peripheral threats to health and wellbeing 
generated from restrictive OAT provision. This analysis 
demonstrates the importance of centring social equity 
in health in the planning of deimplementation strategies. 
Normalisation Process Theory is useful to explore poten-
tial problems in the deimplementation process which 
could prevent normalisation.
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