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Background

Long acting oral opioids meet the treatment needs of a majority of people with

Table 2. Communication Assessment Tool item scores

Communication Assessment Tool ltem Proportion of Average
opioid use disorder [1,2]. There is also substantial evidence to support the Excellent Scores
. QL e : : : Scores Mean + SD
effectiveness of treatment with injectable diacetylmorphine (pharmaceutical grade .
, , L 1. Greeted me in a way that made me feel comfortable 55 (45.5) 3.96 + 1.21
heroin: DAM) and hydromorphone (a recently licensed treatment for opioid use .
, , A , , 2. Treated me with respect 67 (55.4) 416+ 1.15
disorder in Canada: HDM) [3,4]. These medications are being expanded in . o
C d q hei dered f onin oth i 5 61 A q 3. Showed interest in my ideas about my health 59 (48.8) 3.91+1.33
ifr]]a aé an atre €ing f[x')(r)],SAITere ﬁOF ﬁxpansmE |nlo. ef COUF|1 FIGZ[ ’ ] 'me 4. Understood my main health concerns 53 (44.2) 3.86 +1.29
YVI eY' e,nce (f)] Support | f as € heC IVE, lemp _aSIS IS hOW p ace ,On . , 5. Paid attention to me (looked at me, listened carefully) 58 (47.9) 3.96 + 1.26
investigating other aspects of care t at couq pe |mportant.to improving patients 6. Let me talk without interruptions 58.(483)  4.00+1.22
treatment engagement such as patient-physician communication. 2 Gave me as much information as | wanted 54(446)  3.82+134
Ob j e ctives 8. Talked in terms | could understand 54 (44.6) 412 +0.98
9. Checked to be sure | understood everything 51 (42.5) 3.76 £ 1.35
1) To collect and report on patient ratings of communication with their physicians 10. Encouraged me to ask questions 43(354) 3524143
in I0AT; 11. Involved me in decisions as much as | wanted 47 (38.9) 3.70 + 1.38
2) To test the association of patient characteristics with ratings of physician 12. Discussed next steps, including any follow-up plans 49 (40.5)  3.74+1.35
communication. 13. Showed care and concern 57 (47.1) 3.95+1.28
Meth OdS 14. Spent the right amount of time with me 52 (43.3) 3.94+1.18

Footnote:
Response options for each CAT item range from 1-5, including poor (1), fair (2), good (3), very good (4), and excellent (5).
The denominator for Questions 4,6,9,14 is 120 (1 missing response for each item among 4 different participants)

Participants and setting: Participants (n=121) were patients receiving treatment
for opioid use disorder with hydromorphone (an opioid analgesic) or
diacetylmorphine (medical grade heroin) in an injectable opioid agonist clinic in the
Downtown Eastside of Vancouver, Canada.

Outcome Measure: Ratings of physician communication were collected using the
14-item Communication Assessment Tool.

Table 3. Multivariable logistic regression models for predictors of excellent
physician communication

CAT Item Gender ® Age ®) Ethnicity “/| Physical Drug
Health Liking
3.04 1 0.44

1.21

0.74

Analysis: ltems were dichotomized and associations were explored using

. . . . o . : 1. Greeted me in a way that made me feel comfortable (1.14-8.13) (0.88-141) (0.16-1.22) (0.61-0.89) (1.02-1.44)
univariate and multivariable logistic regression models for each of the 14 items. 2.2 122 093 0.73 119
2. Treated me with respect (0.88-5-85] {0.%4 54] {0.36°2-44] (0.61-0.88) (1.01-1 .40)
Patients’ ratings of physician communication were lower than reported in other 3. Showsd intarest i my ideas aboul y healt S T T
165 1.14 0.65 0.80 1.27
populatlon§ (Table 2). In nearly all of t.he 14 multivariable models, part|0|p.apts with &, Understond my main heatih concerns 0054207 || 00145 || 2e1zmy]| josrasey| | fiseam
more physical health problems and with lower scores for treatment drug liking had 169 120 0.86 0.79 147
lower odds of rating physician communication as excellent (Table 3). S Padslienion b e (foned carly) B B ey R
Table 1. Participant demographic, health, substance use, and treatment profiles 0. Lok me ik withot iten ons (1'0; 36'45) {0'911_;47) {0'3:_ '72;9] (0’5:'::6) (104149
Participant Characteristic N=121 7. Gave me as much information as | wanted (0.84-5.05) (1.01-1.64) (0.30-2.06) (0.66-0.95)
Mean +SD/ N(%) 167 1.19 0.78 0.72 —
8. Talked in terms | could understand {(0.68-4.14) (0.93-1.51) (0.29-2.09) (0.59-0.86)
Demographics 1.70 1.15 1.05 0.74 1.28
9. Checked to be sure | undersiood everything (066-4.37) (0.90-146) (0.39-2.84) (0.61-0.89) (1.07-1.54)
Age 48.40 £9.12 | 2.92 1.26 0.68 0.74 1.25
Ethnicity (Indigenous) (a) 35(28.93) T e (1.07-7.97) (097-163) (0.23-200) (0.61-0.90) (1.03-1.51)
Gender (Woman) 37(3058) 3.36 1.17 0.57 0.76 1.29
Health status 11. Involved me in decisions as much as | wanted (1.23-9.06) (0.92-1.50) {0.20-165) (0.63-0.91) (1.06-1.55)
2.77 1.15 0.63 0.82 1.38
iy ol Zool 12. Discussed next steps, including any follow-up plans (1.04-7.35) (0.91-147) (0.22-1.77) (0.68-0.98) (1.12-1.68)
Mental health Score (d) 8.99 + 8.14 2.41 1.00 0.52 0.80 1.40
Health related quality of life score (e) 83.64+18.34 13. Showed care and concern (0.91-6.38) (0.79-1.27) {0.19-143) (0.66-0.96) (1.15-1.70)
1.98 1.09 0.49 0.79 1.26
Street substance use
_ o . 14. Spent the right amount of time with me (077-5.12) {(0.86-1.38) {0.18-1.35) (0.66-0.94) (1.05-1.50)
Lifetime years injecting heroin (f) 1493 £8.73 Footaote: CATs commurication sssssanent tod
Presented data are odds ratios and 95% confcdencs marvals; Bolded cdds ratios and confidencs intarvals indicate significance p<0.05
Days of street opioid use in prior month 528 £9.19 Gender, age, and efnkity were foroed into each model e ’
Omg lb;nrg SCOrE Was no_l'szr?';?c:t;t \:‘z:e”n'zz?r}'s ‘3; ne-'r;?n 2 : reflected by -—
Days of street stimulant use in prior month (g) 10.52 £ 12.12 :: (T?:-jn:r’:‘ﬁ::fest; ?‘i—r:‘-(r:.;elf;;::}of findings. agfaawai rescaled. Every cne-unit increase in age represants a S-year increase in age.
(c) Odas ratios for ethnicity reder to Indigencus compared 1o non-Indigenous paricipant
Days injecting street drugs in prior month 8.02 £ 10.84
Treatment access and experience D iSC uss | on
Lifetime number of oral OAT attempts (f)(h) 4.75%£3.19 o . o . o .
Average prescribed iOAT dose in prior month () 162,75 + 80.16 Findings reinforce the role physicians can play in communicating with
Average prescribed total daily dose in prior month (i 595.004277 77 patients about their comorbid conditions and about medication preferences.
o [ e T 7575 4 95 15 In the patient-physician interaction efforts to meet patients’ evolving treatment
Number of days with a missed IOAT session in prior month () 9.12 £ 9.66 needs and preferences can be made by Oﬁe”ng patlents access to a range of

Footnote:

SD= standerd deviation; OAT= opioid agonist treatmant; 10AT= njeciable opicid agonist treatment; DAM= diacetylmorphine

(a) Indigenous ancestry refers self-raported First Nations, Inuit or Meatis ancestry.

{b) Non-stable housing is single resident oocupancy hotel rooms with restrictions or couch surfing. Street housing is defined as outdoor, vehicles or in public placsas.

{c) Phiysical health scara is derivad from the Opiate Treatment Indax (OTI), a 51-item scale of prior month health symptoms from 8 domains, with a higher score indicating peorer haalth. The gynaecological items (n=2)
were axciuded given this domain was not appicabla to men and thus tha score ranges from 0-49.

{d) The psychalogical health score is derived from the Maudsley Addiction Prodle, a 10-tam scale of prior manth psychological health symptoms, with a highar score indicating poorar health.
(e) Quality of life was measured using the Euro-quol (EQ-5D) with Canadian weights scores range from 0 to 1; higher scores are indicative of better haalth status.

{f) Lifatime years injecting hercin and treatment attempts ware reportad at basaling in the SALOME clinical tnal, prior to raceiving any treatment with iOAT

{g) Straet stmulant use refers to prior month use of cocaine (injected cocaine powder or smoked crack cocane), or usa of crystal methamphetaming (ingected or smoked)

(h) Lifetima number of attempts at oral methadone and oral syboxone were salf-reported. These vaniables ware combined to sum up total oral QAT attempts prior to receiving 10AT.

evidence-based treatments.
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injectable opioid treatment among Australia's responses to opioid misuse? Int J Drug Policy, 2019.

(i) Dose is presented in dacatylmorphing equivalents, with & ratio of 2:1 of DAM to HDM.
(k) Perceived "good” effects are darived from the Visual Anglog Scale. Participants are asked to rate the good effects from their most recent dosa from O to 100, 100 baing the best and 0 baing the worst.
(1) Number of days with missed i0AT session rafers to number of days in prior 30 that particpants angaged in treatmant missad any treatment session.
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