
R E S E A R C H Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​​o​n​s​.​​o​r​​g​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

Todd-Kvam et al. BMC Public Health         (2025) 25:1151 
https://doi.org/10.1186/s12889-025-22438-4

treatment services for older opioid users and older OAT 
patients [2, 3].

Norwegian OAT can be seen as a ‘critical case’ [4], with 
strategic importance for ageing and OAT, both because 
of its ageing cohort of OAT patients and because of the 
state’s capacity and will to help (and intervene with) its 
polity. In terms of capacity, Norway is topped only by 
Switzerland and Liechtenstein in healthcare expenditure 
per capita in Europe and is amongst the biggest spend-
ers on social protection as a percentage of GDP [5, 6]. 
Regarding will, the Norwegian state has been assessed as 
willing to intervene significantly in the lives of its polity 
to effect change/rehabilitation, including for example the 
use of indeterminate prison sentences [7, 8]. Norway’s 
ambitious welfare system is often a reference worldwide 
as an example of in-depth service provision. In this sense, 
efforts to continue promoting OAT patients’ quality of 
life as they age, and the knowledge acquired during this 

Background
Opioid Agonist Treatment (OAT) has prolonged lives 
of patients compared to those not in treatment, to the 
extent that 44% of Norwegian OAT patients are now 
over 50 [1]. This is both a success and a challenge, in that 
an ageing cohort of patients creates new needs in terms 
of research knowledge and its clinical application. We 
need to know more about these ageing patients’ health 
needs, quality of life, and the health care system’s capac-
ity to assess and meet these needs. Two recent reviews 
have identified a dearth of studies examining tailored 
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process, should also serve a broader array of patients 
globally.

Within a European context, Norway adopted OAT rela-
tively late. Upon its establishment as a national program 
in 1998, OAT was intended as the last treatment option 
for those who had exhausted other treatment options, 
all abstinence-based [9]. Initially restrictive inclusion 
criteria meant patients had to be at least 25 years old, 
dependent on heroin for “several” years and agree to 
aim for full abstinence of all illegal substances. OAT has 
been steadily becoming less restrictive since 2007 [10], 
and is now often the first, rather than the last, treatment 
option for opioid dependence [11], and the initial model 
has been replaced by a more harm reduction/low thresh-
old approach. It is intended as a long-term treatment, 
including up to lifetime, and while safety/control mecha-
nisms remain, treatment discharge shall not be used as a 
response to breaking treatment rules. The first national 
treatment guidelines were issued in 2010, and the new 
guidelines introduced in May 2022 focus on more indi-
vidually tailored treatment, more user participation 
and less formal control. Currently treatment coverage 
is estimated at over 70%, which is among the highest in 
Europe [12] and retention is high [13]. Overall, Norwe-
gian OAT aims for extensive treatment coverage, with a 
comprehensive model within one system that relies on 
collaboration between services to enable differentialized 
treatment.

OAT, quality of life and ageing
As OAT successfully prolongs life, and as opioid used 
disorder itself is increasingly recognized and treated 
within a chronic care model, patient-centred and 
patient-reported outcomes such as preservation of daily 
functioning and improved quality of life are important 
indicators of success in addition to reductions in opioid 
use and treatment retention [14].

Quality of life is a thoroughly operationalized term 
when measured quantitatively. A widely-used defini-
tion is “individuals’ perceptions of their position in life 
in the context of the culture and value systems in which 
they live and in relation to their goals, expectations, 
standards and concerns” [15]. Quality of life should, it is 
argued [16], be included as a standard outcome in stud-
ies of treatments for substance use disorders, given that 
subjective experiences of addiction and experiences of 
treatment (including potential iatrogenic effects) impact 
quality of life and that quality-of-life appraisals extend 
across multiple domains; this argument has also been 
made specifically for OAT [17].

Despite extensive psychometric development across 
multiple instruments, there are few consistent predictors, 
or even associations, of high quality of life among the 
general population or OAT patients beyond psychiatric 

comorbidities and overall mental health status [18–20]. 
As a subjective measure, quality of life is impacted by fac-
tors individuals deem important, and importance-assign-
ing is crafted in cultural contexts (including overarching 
expectations about ageing along with specific cultural 
contexts of being in OAT).

Among Norwegian OAT patients, developing absti-
nent social networks [21], participating in group exercise 
[22] and improvements in housing, leisure and finances 
[23] have all been associated with enhanced quality of 
life in relatively small samples when measured quantita-
tively. Reduced social contact appeared to reduce quality 
of life in one of these samples [24] – an important issue 
since patients are often encouraged to withdraw from 
substance-using networks. Some OAT patients (from 
a younger sample) also try to combine treatment with 
illicit drug use and might end up in a liminal position, 
both feeling controlled by OAT whilst “simultaneously 
trying to trick them” [25]. One of the few studies on the 
life-situation of older OAT patients in Norway [26]found 
patients experienced stigmatization, isolation and finan-
cial difficulties. Understanding more about how these 
issues are experienced as OAT patients age is important.

Knowledge gaps
Qualitative research has allowed OAT patients them-
selves to emphasize salient domains for their own quality 
of life [e.g. 19]. We are, though, aware of little research 
on the distinct experiences of older OAT patients´ qual-
ity of life. Selseng [27] describes how Norwegian welfare 
employee categorizations of clients needing substance 
use disorder treatment as young or old influenced recom-
mendations and referrals to treatment, expectations of 
behaviour and success, and even assumptions of agency 
and responsibility (Meyers [28] notes similar thinking 
about adolescence as a ‘critical window’ for treatment). 
Existing research also highlights that older OAT patients 
in Norway are a population with psychiatric and somatic 
comorbidities and diverse needs, whilst also highlight-
ing that “knowledge in this area is poorly developed and 
that the pilot study points therefore to a strong need for 
further research” [29]. Bartoszko [30, 31] notes that living 
with addiction and in OAT affects social and psychologi-
cal ageing too. Given we have some research evidence for 
negative attitudes towards ageing and older persons in 
need of treatment, we need then to explore further OAT 
patients’ experiences with ageing, including the specific 
intersections of ageing with domains relevant to quality 
of life. Intersectionality [e.g. 32] and life-course perspec-
tives [33] are as such important theoretical framing for 
our analysis. This is because intersectionality helps bring 
to light how membership of different categories (e.g. gen-
der, age, income/class, race, health status) will not act 
separately and in isolation from one another but rather 
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build upon and potentially reinforce one another [34]. 
For the purposes of our analysis, many of our informants 
experience an intersection of being female AND of being 
an OAT patient AND of being older. Regarding the life-
course perspective, this helps us understand and contex-
tualise how people experience different stages and phases 
of life (for example experiencing bereavement, becoming 
a grandparent). It is also useful when considering recom-
mendations for practice, in that treatment needs may 
evolve over the life-course, including regarding OAT.

Methods
Aim
Our aim is to explore how older Norwegian OAT patients 
narrate their quality of life as they age as OAT patients to 
improve knowledge for this specific group and to draw 
out implications for treatment services. We analyse the 
narratives of a small sample of patients to better under-
stand what they experience as important in enhancing or 
diminishing their quality of life. This article flows from 
a larger study aiming to improve understanding of age-
ing opioid and substance users to improve treatment and 
quality of life.

Data collection
To meet inclusion criteria, patients had to be more than 
50 years old, and with at least 4 years of experience in 
OAT. The informants were recruited purposively in coop-
eration with the user organisation proLAR Nett, who dis-
seminated information on the project to their network 
of OAT patients, answered questions on the study and 
then put prospective informants in touch with author 
one. proLAR Nett also contributed to the development of 
the interview guide. The interviews were conducted and 
coded in Norwegian before being translated for inclusion 
in the article. Both native English and Norwegian speak-
ers were involved in the analysis and writing up of the 
findings.

Author one interviewed 12 patients; 10 women and 
2 men. Despite ages ranging from 50 to 69, informants 
tended to have entered OAT at around 40 years old. 
Nobody withdrew or was excluded from the study. With 

all but one informant having over 15 years in OAT, there 
is also a cohort effect in that these patients carry with 
them experience of the earlier iteration of OAT which 
was more focused on safety measures. Table  1 displays 
brief aggregate characteristics:

Interviews lasted between 30 min and 1 h 45 min and 
were conducted over the telephone/Zoom. Informants 
were located in northern, mid and southern Norway and 
from urban and rural locations – important given geo-
graphic variation in OAT [35, 36]. The informed consent 
document was tested for accessibility and provided to 
prospective informants. It was submitted via an online 
form direct to an encrypted university server. The inter-
views were conducted with a ‘confluent’ interaction style 
[37], prioritizing rapport and positive atmosphere, but 
potentially avoiding confrontational or difficult ques-
tions. This approach was important for ethical reasons 
(patients may have experienced violence and trauma), 
and for methods reasons (avoiding fact-checking and 
allowing people to tell their stories).

The interviews started with an explanation of the 
project’s goals of understanding more about ageing and 
OAT, before asking an open question that gave infor-
mants the opportunity to share as much/little about their 
background and stories as they wanted. Further topics 
included:

 	• experiences with OAT (overall view of OAT, 
practicalities around treatment like collection and 
current dosage, positive/negative experiences, 
relationship with treatment personnel, unmet needs, 
thoughts about being older in OAT).

 	• physical health (changes over time, untreated 
problems, worries about pain management).

 	• mental health (changes over time, untreated 
problems, issues with cognition or memory).

 	• what is important in life (social relations, position in 
today’s society, feeling of belonging).

 	• finances and housing.

Using narrative analysis
Our overarching aim is to bring out stories and experi-
ences that seemed to matter to our informants and their 
perceived quality of life. We see these stories as being 
constructed in the interaction between interviewer and 
interviewee, in the context of an interview about OAT, 
health and quality of life. As Frank [38] argues: “people’s 
stories report their reality as they need to hear it, as well 
as reporting what they believe their listeners are pre-
pared to hear”. Or, put another way, what we analyse are 
selected stories the informants chose to share in this par-
ticular context [39].

In terms of using narrative analysis, Riessmann 
[40] states it “allows for systematic study of personal 

Table 1  Descriptive characteristics of informants
N

Age
50–54 5
55–59 3
60–64 1
65–69 3
Time in OAT (years)
10–14 1
15–19 4
20+ 7



Page 4 of 15Todd-Kvam et al. BMC Public Health         (2025) 25:1151 

experience and meaning: how events have been con-
structed by active subjects.” Adding an extra dimension 
to this, De Fina [41] argues “when storytellers tell a story, 
particularly one in which they were participants, they are 
simultaneously building their own and others’ identities 
in the story world and their identity in the storytelling 
world.” That is, there can be two levels of identity-work 
being accomplished – who the informant is/was at the 
time of the story and who the informant wishes to be in 
relation to the interviewer. De Fina further argues infor-
mants may also reproduce and recirculate shared repre-
sentations (in this case potentially about OAT patients, 
particular medicines, OAT itself, and about ageing and 
old age). Frank [38] argues similarly that our sense of 
self is constrained by the resources available to us when 
we tell our stories, as well as the stories other people tell 
about people like us. In terms of our overarching analyti-
cal approach, we employed thematic narrative analysis 
[42]. In essence, this means that the first ordering prin-
ciple of our analysis is what is being said, as opposed 
to structural narrative analysis, which places primary 
emphasis on how stories are told, and to the broader 
dialogic narrative analysis, which focuses on stories as 
interactionally produced and performative [38, 42]. The 
approaches are not mutually exclusive [43], so we use 
insights from structural and dialogic approaches, albeit 
under an overarching thematic framework.

Coding
An initial set of codes was created by analysing relevant 
literature on OAT and ageing in NVivo, before being 
applied to patient interview transcripts. The codes were 
then further developed and refined (e.g., the addition of 
victimisation). The issues we interpreted as being of par-
ticular salience were then grouped into four overarch-
ing domains commonly explored when operationalizing 
quality of life: social relationships, physical and mental 
health, treatment experience and environmental/contex-
tual factors[e.g. 44, 45]. Under each of these domains, key 
themes are then explored.

Ethics
The project received ethical approval from the Regional 
Committee for Medical and Health Research Ethics 
South East C (ref. 28848). Given informants access a ser-
vice that can be experienced as stigmatising and as hav-
ing a control aspect, ensuring voluntary participation is 
both important and potentially challenging. Recruitment 
via user organisation, being clear participation/refusal 
would in no way be linked to treatment and the posi-
tionality of author one (who conducted the interviews) 
as working outside OAT and non-Norwegian may have 
been helpful in alleviating potential concerns, including 
of power asymmetry [46].

Research with vulnerable groups often involves diffi-
cult topics, including trauma, health problems and lack 
of hope. Consideration of participant distress is therefore 
important. We ensured each interview concluded with a 
‘de-brief ’, allowing the participant to air their reactions, 
listen to and empathise with any feelings of distress [47].

The sound files and subsequent transcripts are stored 
in encrypted form on the University of Oslo’s platform 
for sensitive data, and data protection approval was 
granted by SIKT, the Norwegian Agency for Shared Ser-
vices in Education and Research (ref. 420282).

Regarding the ethics of analysis/interpretation, Squire 
[48] highlights ethical problems regarding presenting 
large amounts of data, for example by presenting whole 
life-stories, because anonymity becomes difficult to guar-
antee. We therefore present only small excerpts from 
our interview data, editing identifiable details (e.g. using 
pseudonyms, removing highly specific health problems 
and locations).

Results and analysis
We structure this section across four domains (social 
relationships, physical and mental health, treatment 
experience, and environmental/contextual factors), ana-
lysing the links between those domains and ageing in 
OAT. The discourse on ageing among patients largely 
adheres to a biomedical viewpoint. This framework 
typically equates ageing with senescence, framing it as 
a series of issues and obstacles for individuals and the 
wider community. Patients contrasted their experiences 
with both ‘normal people’ and a perceived ‘normal age-
ing process,’ whilst also speaking of friends and acquain-
tances who had died young. At the same time, they 
engaged in conjecture about their own future as older 
adults, arguably indicating a hesitance to self-identify 
with this stage of life.

Social relationships
The positive influence of friends and family
Social relationships are key in understanding the indi-
vidual experience of ageing, marking new ‘life stages’ [49] 
whether it be through new relationships (e.g. becoming a 
grandparent) or losing old ones (e.g. becoming a widow, 
being advised to cut off drug-using friends). Our infor-
mants narrated positive experiences with friends and 
family, whilst others told stories of loss and loneliness. In 
terms of the positive:

Alice: I have children who are really good at get-
ting me out for a walk and also my daughter got 
me a little dog about a month ago. So, then I have 
some company and I get myself out for walks, I have 
some… some other things to do. (Woman, late 50s)
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This example is interesting in terms of its multidimen-
sionality – Alice frames relationships with family as 
positive in and of themselves, and as a source of other 
positive influences – in this case physical activity through 
walking together and being given a pet dog, that provides 
both company and a reason to get out of the house[see 
50 for more on this]. This small story is also a narra-
tive about how social connection supports agency and 
autonomy[see 51], in that the presence of a positive fam-
ily relationship helps Alice act agentically to take care 
of their new pet and to improve their own physical and 
mental health by ‘get[ting] myself out for walks’. Whilst 
this story might seem like a ‘normal’ narrative from 
someone who is getting older and have little to do with 
OAT, it is precisely this normalcy that is important to 
capture. We see both an ethical and practice-directed 
import in maintaining awareness that whilst OAT may 
remain an important aspect of older patients’ lives, their 
experiences are not necessarily defined by it, and indeed 
supporting positive social relationships will enhance their 
quality of life and potentially health-enhancing behav-
iours. This links to the treatment guidelines in Norway, 
which state that rehabilitation-related activity should 
start from the patient’s life situation and personal goals 
and how treatment services can support these [11].

Informants also told stories which included both ele-
ments linked to a history of addiction and universal 
child-rearing experiences:

Bex: She is mamma’s darling. She is doing really 
well, but she was also on her way into it and started 
to use drugs. So then I said to Children’s Protec-
tive Services “now, now I have to get involved and 
I have to pick the place she’ll be sent, because you 
don’t have the competence, this is my area”. And CPS 
actually listened to me, which I thought was pretty 
decent, and she stopped using afterwards. […] I have 
tried to be there for her, the whole time, but it is 
like I say, they grow up and get busy with their own 
things. So now I am sitting alone again in a way. Eh, 
and that makes my anxiety eh, run away with itself 
sometimes. (Woman, early 50s)

One aspect of Bex’s story is a familiar example of a par-
ent of older children, feeling bittersweet as their child 
succeeds but becomes independent. Bex was proud to 
share her daughter’s success, whilst also expressing relief 
that whilst she too had started to use drugs, she was now 
drug-free and with a good, stable job. So this is both a 
narrative of a daughter’s success and a disnarrative [52] of 
what could have happened but didn’t – of a daughter fol-
lowing a parent into addiction. Such narratives of ‘making 
a break’ and avoiding an intergenerational cycle of addic-
tion are likely to be important for all parents to whom 

such a narrative is available, but perhaps particularly for 
parents who are ageing and for whom generativity is of 
increasing importance [53]. Indeed, several informants 
told stories of children having done well and of having 
good contact with grandchildren; such narratives are, we 
contend, a positive opportunity for storytellers to exer-
cise agency and align with existing cultural norms about 
parenthood, helping them construct a new part of their 
identity less defined by their status as an OAT patient. 
Concurrently, such stories highlight the relational aspect 
of ageing: when children grow up and become more 
independent, it has an impact on the parent’s life, self-
perceived role and expectations with regards to their 
relationship, ushering in a different ‘life-stage’: awareness 
of this amongst OAT practitioners is important in main-
taining constructive relationships with patients.

Loneliness, isolation and bereavement
Lack of social relationships was narrated as impacting 
negatively on quality of life. Loss and loneliness were 
highlighted as big challenges:

Bex: Why are you so unstable then? Well, because 
you may not have anyone to trust, and after my hus-
band died, I have become so alone. And I don’t have 
anyone - it’s not easy to build a network when you’re 
over 50. (Woman, early 50s)

Again, the end of important family links is a milestone 
in the ageing process [54], implying a different life-stage. 
Given previous findings that developing abstinent social 
networks may have improved quality of life for OAT 
patients [21], the narration of network-building being dif-
ficult over the age of 50 is concerning and of relevance 
for treatment services. Bex here seeks to account for her 
instability through lacking anyone to trust and being ‘so 
alone’ following the death of her husband. This makes 
some intuitive sense, in that lacking a ‘backstage’ in 
which to vent frustrations or sense-check one’s experi-
ences may lead to more volatile interactions when one 
finally does get to talk to someone (which may in turn 
increase isolation as OAT patients age). The use of the 
phrase ‘build a network’ is also interesting (as opposed to 
‘make friends’ or ‘meet new people’) and perhaps speaks 
to a long period in OAT and with that exposure to social 
work talk about topics like network-building.

Bereavement was a recurring theme, with more infor-
mants talking about losing friends, partners and even 
children:

Christina: To become so lonely - it’s the worst lone-
liness I’ve ever had - I have in fact many acquain-
tances, and friends, but I have pulled myself away 
completely. [later in the interview] There are so 
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many who have died, right, I have lost all, my whole 
gang from childhood and my youth, all my close con-
tacts. Those closest of the close. (Woman, 60+)
Bex: I have buried two children [I: that must have 
been hard] Yes, it was tough, much tougher than I 
thought. So, I have like lost both husband and chil-
dren, I have experienced that. Two different griefs, 
you know. (Woman, early 50s)

These events have a double impact, in that they create 
significant pain and grief whilst also increasing invol-
untary social isolation. Given connection with others 
may help cope with grief, the intersectional connection 
between ageing, loss and isolation for this group is of 
particular significance [55]. The notion of ‘pulling myself 
away completely’ chimes with Mayock and Butler’s [56] 
work with Irish OAT patients, who experience isolation 
and loneliness: “Among women in particular, negative 
self-regarding sentiments were frequently articulated 
and, while expressing a desire for friendship, compan-
ionship and intimacy, many appeared to have abandoned 
these aspirations.” (p. 146). In both the excerpts above, 
we see accumulation of loss over time, in that both infor-
mants talk about repeated experiences of bereavement. 
We know that living alone, poor health (including psy-
chological distress) and bereavement are associated with 
loneliness in older people [57–60]. The intersectional 
connection between ageing, poor health, loss and isola-
tion for this group is of particular significance, in that 
these factors are extra acute with OAT patients and may 
negatively reinforce one another. The problem of compli-
cated grief (i.e. intense grief that impairs functioning and 
lasts for prolonged periods) may be an overlooked issue 
with older OAT patients, not least because risk factors 
include a history of mood or anxiety disorders, alcohol or 
drug abuse, and multiple losses [61, 62].

Physical and mental health
Physical health comorbidities
This subsection focuses on descriptions of living with 
multiple physical health problems, with the biomedical 
perspective evident in this cultural context (i.e. a focus on 
somatic problems rather than, for example, having more 
time for hobbies/being a grandparent). Physical and men-
tal health problems were a common topic when patients 
were asked about ageing in OAT both in terms of current 
problems and reflections about the future:

Dina: I have a lot of pains in my body, a lot of 
somatic issues […] Because I had a malignant, 
aggressive tumour removed and received very strong 
chemotherapy, and had over 20 radiation treat-
ments after that. That did something to me after-
wards. When the treatment ceased completely, my 

body started to go weird. And there’s remembering 
things, but I have had a lot of UTIs, that’s of course 
something women of my age can get, a bit confused 
and forgetful and such, and that can be wrongly 
interpreted by OAT, because it is seen as using drugs 
instead of people thinking “you know, it could be 
somatic.” Because when I had lung problems, every-
one accused me of being high. I fell asleep while 
I sat and talked to people, like now when I am sit-
ting talking to you in the middle of a conversation, 
then I could fall asleep, and I think it was because 
my brain wasn’t getting enough oxygen at time. 
(Woman, early 50s)

This excerpt highlights the overlapping range of issues 
some older OAT patients might deal with, and how Dina 
attributed a knock-on impact on how they were met by 
treatment personnel. Dina narrates an experience of 
being suspected of drug use because of somatic problems 
(lung issues) and problems which she attributes to age-
ing (memory problems, UTIs). The intersection of gen-
der, age, and health status influences both provision of 
services and individual expectations and motivations. So, 
in addition to pain and uncertainty during and after can-
cer treatment, Dina narrates an additional problematic 
experience of assumptions of drug use from treatment 
personnel[chiming with 26]. The framing of OAT person-
nel as lacking trust is also explored in more detail in the 
specific section on treatment experience below.

Christina talked early in the interview about her child-
hood, noting sadly that:

Yeah, so really – really I have tried to escape all 
of my past my whole life. But I’ve caught up with 
myself, caught myself as I’m becoming old and sick, 
when I started to get old. (Woman, 60+)

This is a doubly ‘sad tale’ [63], in that not only does this 
person narrate a common story of fleeing from the past, 
but also reflects that this was ultimately unsuccessful. It is 
further noteworthy that this woman identifies herself as 
‘old and sick’ in her late 50s. Later in the interview, when 
discussing reducing their OAT dosage as they get older, 
she noted:

I don’t need so much because I’ve gotten this old - 
but also because I get so many other medicines: beta 
blockers, for high blood pressure, blood thinners, I 
take 12 different medicines every day. So they knock 
each other out, you know, […] lots of statins and stuff 
like that now.

This is a further example of living with comorbidities, 
but also a small story where Christina emphasises that 
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with increasing age comes an increasing scale of medi-
cation (‘12 different medicines a day’, ‘lots of statins and 
stuff’) – to the extent that they ‘knock each other on the 
head’. Separate interviews with treatment personnel also 
addressed this, with clinicians highlighting lack of knowl-
edge about how medicines interact in older patients [X].

Physical mobility as agency
Accounts about activity and mobility varied, with some 
relating problems that limited mobility and quality of life:

Erica: I am terrified of falling, because if I break 
my leg or ankle one more time, then there isn’t any-
thing that can be done, I’ll lose the leg. So I have that 
hanging over me the whole time. So therefore last 
winter we got it sorted that they would come and 
deliver my methadone one day a week, but you can’t 
trust the home nurses either. Like, I wake up at 6am 
in a bad state and I have to wait until maybe 11, 
11:30 before they come. I never know when they will 
come, right, […] and it’s the unpredictability I can’t 
manage. Then I can easily get aggressive when I am 
feeling bad, I get very, very nasty, well not nasty but 
I run my mouth off and am not easy to deal with, 
I get confrontational and behave inappropriately. 
(Woman, 60+)

This account is, again, interlinked – a story about mobil-
ity problems because of an injured leg is linked to ongo-
ing fear (of amputation), to being worried about leaving 
home when it is icy or snowy, and to becoming depen-
dent on home-delivery of methadone. Erica here links 
these uncertainties to confrontational behaviour with the 
nurse who delivers her methadone. Another example of 
mobility problems was described as follows: 

Alice: What’s a real shame is that I have osteoar-
thritis in both hips. So I have problems with mobility 
and that’s very tiresome. And then the methadone, I 
gained nearly 50 kg. So… I am a bit overweight still. 
(Woman, late 50s)

Here we can see how a combination of osteoarthritis and 
weight problems are attributed as impacting negatively 
on the Alice’s quality of life, albeit whilst asserting that 
she is taking steps to reduce her weight. There were also 
examples of comparison with other people of a similar 
age:

Bex: I look at other 50-somethings and I think they 
look sporty and fit, right. And it, yeah, and I feel as if 
I am, yeah, feel like I’m an old 80-year-old. (Woman, 
early 50s)

This is a narration of a sense of difference, of being less 
fit than others of a similar age (this may have extra reso-
nance in the Norwegian cultural context where being 
physically fit and active carries significant symbolic capi-
tal [64]). However, other informants were more positive 
about their mobility, describing enjoying activities like 
climbing mountains:

Frankie: For my 50th birthday, instead of a big 
party, because I don’t drink alcohol at all, I [com-
pleted an iconic mountain hike]. And now I have my 
60th, what shall I come up with now? […] I think for 
my 60th I want to do something just for myself, just 
like I did for my 50th. Something I’ll remember for 
the rest of my life. Something as a reward for myself! 
(Woman, late 50s)

Frankie’s story shows agency in both deciding against a 
large party and to engage in a strenuous but rewarding 
hike to celebrate a major milestone. This experience is 
related as having a positive impact, both through remem-
bering it and through using it as inspiration to continue 
to take agentic decisions that are good for her and good 
to her (i.e., she sees herself as worthy of rewarding). So, 
whilst for some older OAT patients, their physical mobil-
ity is narrated as being associated with dependency and 
pain, for others it is framed as a source of positive life 
quality. In particular, we can see that lack of physical 
mobility is narrated as a source of difference from ‘other 
50-somethings’ and narrated as a factor in negative inter-
actions with treatment personnel.

Short-term memory problems
One of the key experiences from a health perspective was 
of losing short-term memory, with ten of twelve infor-
mants connecting memory problems in varying degrees 
to ageing, OAT, polypharmacy, and social situations:

Frankie: I don’t know if it is to do with low metabo-
lism or if it is time or if it is the OAT-medicine or 
what it is, but I struggle with my memory and so 
on… just the short-term thing, the long-term thing is 
totally fine. (Woman, late 50s)
Erica: I don’t know if it’s memory, at least I’m at a 
loss for words and fall out of things out a bit quickly. 
I don’t know if it has anything to do with the metha-
done - then maybe it’s for them to say “no, it’s your 
other medications as well.” Yeah, there are things like 
that I’m afraid to bring up, you know, because then 
it’s not just about, like, methadone anymore, then it’s 
the other medicines that do that. And I don’t want to 
be part of that. No, the medicines I have now, I will 
have them until I die, plain and simple. […] No, I 
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just want it to be as good as possible until I am done 
with this life, I am tired. (Woman, 60+)

Informants highlight the direct negative impact on qual-
ity of life, via narrations of not being able to remember 
what one has done that day (which could lead to harm-
ful management of medicines) or falling out of conver-
sations. Whilst we cannot make any firm conclusions 
regarding the veracity of our informants’ attributions 
here regarding long-term OAT and memory problems, 
that ageing OAT patients report short-term memory 
problems as impacting their quality of life is nonetheless 
important, even if iatrogenicity plays a limited role. There 
is also the potential that memory problems impinge upon 
agentic, quality of life-improving behaviours like socialis-
ing and being out in the world, as well as no longer being 
able to live independently:

Erica: I’m terrified that one day, in not too long, 
I might have to move into a care home because 
I’m starting to get quite forgetful, I mess up a lot, I 
have to write down what I’m going to do and stuff 
like that […] So I write little notes then, just to try 
to remember. […] But I think it’s gotten better after I 
started training, now I’ve only been training for three 
months, but I notice a big difference. (Woman, 60+)

This imagined future raises fears about independent 
living (commonly and sometimes exaggeratedly held 
beyond OAT patients), but Erica relates how starting to 
do more physical activity has helped with her memory 
problems. So, whilst there is the potential for short-
term memory problems to isolate, there are alternative 
responses available, at least for some. Overall, though, 
this finding about short-term memory problems and the 
concerns they raise about loss of independence amongst 
older Norwegian OAT patients is important given the 
direct implications for quality of life (e.g. living with fear 
for the future, experiencing conversations as difficult to 
maintain) and for patients’ ability to manage increasingly 
complex prescription regimes.

Treatment experience
There is a complex, two-way relationship between expe-
rience of OAT and quality of life (for example, dissatis-
faction with medications or OAT in general has been 
reported as partly explaining reports of side effects [65]). 
Informants narrated a broad range of treatment experi-
ences across often significant time in OAT:

When it works
OAT in Norway is based on cooperation between spe-
cialist health services, primary healthcare (mainly GPs) 
and municipal services (e.g., municipal substance use 

teams, home nursing care). For some, this cooperation 
has worked well:

Greta: When my partner and I started in OAT we 
got a lot of good help and support, but I don’t know 
if it was the OAT system or if it was the [municipal-
ity’s] substance abuse team or if it was our GP, like it 
was the totality, but I have to say it saved us, it did. 
(Woman, early 50s)

The experience of being ‘saved’ by OAT through an expe-
rience of seamless help and support is a textbook exam-
ple of how such cooperation should work within OAT, 
and the narrator here making an evaluative affirmation 
that OAT added years to their lives (‘it saved us’). Oth-
ers related experiences of having little contact with OAT, 
with treatment having been transferred to primary care 
services:

Harry: I have very little to do with OAT (often 
referred to as the specialist health services part of 
the cooperation in OAT). You know, I was trans-
ferred over to my GP after only a few years. So the 
only thing I have with OAT is that once a year they 
ring me for one of those interviews – that is the only 
thing I have with OAT. All decisions are taken by my 
GP, he writes the prescriptions. So for me it works 
very well. (Man, 60+)

This light-touch approach is narrated as working well for 
Harry, who has a good relationship with their GP and 
does not feel a need for regular contact with OAT (spe-
cialist health services). This story is as such an indication 
of the potential for a specific age-informed treatment 
model for older, more stable OAT patients that is lighter 
touch and helps support agency.

Too much turnover too little trust
Breaches in existing relationships with treatment per-
sonnel was narrated as a challenge by a number of infor-
mants. For example, Christina described her experience 
following two breakdowns in relationships with psychol-
ogists who changed jobs:

Twice I have been left alone with my history, in 
a way, without getting any help to resolve it or to 
move on. To finish certain chapters. Do you under-
stand what I mean? That - because they quit, I have 
never got anything - it’s just something that has been 
stirred up again and again, it’s like standing and 
stomping in molasses. (Woman, 60+)
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Similarly, Frankie discussed the difficulty of having to 
bring up painful, traumatic memories and experiences 
with new personnel:

Like for me you have your story that you can’t bear 
to start explaining again and again. […] I can’t 
stand ripping all that up again. (Woman, late 50s)

These experiences of retelling painful stories without 
being helped are particularly acute consequences of staff 
turnover, in that they risk re-traumatizing already vul-
nerable patients. There is also a temporal aspect to this, 
in that over half of our informants had been in OAT for 
over 20 years (and 4 of the remaining 5 over 15 years). 
Several informants narrate experiences of being let down 
as they age by staff that changed job. Frankie narrates 
such breaches as tiring as well as painful:

I have had group meetings which gave me a sense of 
security. But then I had five different doctors in two 
years, and I lost my drive. It’s about trust again - 
build it again and again and again, and it is so… it’s 
so difficult. I feel I gave gone backwards a bit, so I 
have to roll up my sleeves and work. It’s tiring, I am 
starting to get exhausted by it. (Woman, late 50s)

Informants here narrate a painful experience of re-telling 
stories and re-building relationships: treatment provid-
ers should carefully consider the therapeutic value of 
such conversations, particularly when long-term follow-
up may be challenging. OAT treatment providers should 
manage change of staff better for this group, who may 
find it more difficult to rebuild trust and retell their sto-
ries, particularly if they have already felt required to do 
so multiple times already[see also 66]. This is important 
given OAT patients often have strongly negative rela-
tional experiences and because lack of trust is described 
as impacting how patients navigate their treatment (it 
also acts as a threshold to overcome in accessing services 
[67]).

The issue of trust was relatively varied. Whilst some 
informants explained they had solid relationships with 
primary treatment providers in OAT, and some empha-
sised their visiting nurse as a key trusted contact, others 
complained about a lack of trust:

I: Can you say a bit more about relationships with 
OAT staff? Are there people there you trust?
Alice: No, nobody! [Okay, mmm] Not… none at all, 
because my experience is that every time I’ve asked 
them about something it has only made trouble. 
(Woman, late 50s)

I: [After mentioning struggles with anxiety] Are you 
getting any follow-up, or someone you can talk to 
about the anxiety?
Bex: No, there is really nobody in the system I trust 
enough to open my heart to. Because there have been 
too many disappointments, and a bit too many, how 
should I describe it, experiences of stigma. (Woman, 
early 50s)

Informants here narrate experiences of mistrust that 
have built up over significant time in OAT and that cre-
ate barriers to receiving the full potential of help from the 
treatment. Larsen and Sagvaag [68] have observed simi-
lar challenges regarding Norwegian OAT. Age was also 
used to make a point about lack of trust:

Frankie: I seriously got more trust when I was 10 
than now that I’m over 60. It’s a struggle. That there, 
that is really what tires me out most, that impacts 
my body, and it impacts eh. my psyche even more. 
(Woman, late 50s)
Isla: It is so tiresome to all the time be disbelieved, 
never be believed, everything is seen with nega-
tive eyes, so I have to say that I am terrified of the 
thought ‘what happens to me when I start to get old 
and start to need more help?’ I can barely do normal 
housework today.

Once again, perceived lack of trust is narrated as tir-
ing, both physically and mentally. Treatment providers 
should bear in mind older patients may have undergone 
what they experience as multiple breaches of trust both 
in other aspects of their lives and during earlier, more 
restrictive treatment approaches.

The potentially abnormalizing aspects of control
OAT in Norway may, for some, involve a significant ele-
ment of control/safety measures, including supervised 
administration, urine testing, and limited ability to take 
medicine home. These can be demanding routines with 
an impact on patient´s lives. However, for others the 
system is more light-touch, without testing and with 
approval to take home up to two weeks’ worth of medi-
cine. In terms of the lighter-touch approach:

Harry: Yeah, I collect once a week and if I want to, I 
can get medicine for two or three weeks and it isn’t a 
problem. I take my medicine under supervision once 
a month. I take two urine tests a year, I decide myself 
when I take them. I’ve got it pretty good. (Man, 60+)

For Harry, the ability to experience a significant amount 
of agency over how his treatment is managed is nar-
rated as positive: both in terms of control over how 
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often he collects his medicine but also when he delivers 
urine tests. Others narrate a more ambivalent relation to 
testing:

Frankie: I have given morning-tests for 17 years and 
in these 17 years I have had zero problems. Sooo… 
then… I had decided that because of the mistrust 
from OAT that I would never ask to stop the urine 
tests myself. [Note: requests to stop urine tests risk 
interpretation by some OAT personnel as imply-
ing interest in substance use] […] Imagine if words 
were enough, but at the same time I’ve seen again 
and again that with a history of drug use you get 
mistrust. You can be accused of things you haven’t 
done; I have had kids through all this, and Child 
Protective Services have received reports of concern 
– I don’t know how many messages they’ve received 
– but every case has been dropped within a week. 
Because they know, they know. They have checked 
my urine tests, and they were ok. So, in a way the 
urine tests have been positive in that I can relax 
and not think about it. But then I can’t of course say 
that I wanted to continue the tests for over 17 years. 
(Woman, late 50s)

This theme of urine tests providing a kind of security for 
those with children was reported by several informants 
and in separate interviews with treatment personnel. This 
is an example of how welfare help and control intersect, 
in that clean tests were narrated as crucial for managing 
the relationship with Child Protective Services and to 
enable continued care responsibility for children. Frankie 
went on to say:

I said like to the OAT-woman (treatment provider) 
when she was collecting the urine test “Tell me some-
thing”, I said “are you planning to continue like this 
when I’m lying in a care home and… and use nap-
pies and you squeeze out the pee from the nappy as 
well?”, I said to her. She got very strange after that. 
[laughs] Of course it was just a picture of us as 
elderly people. We will surely end up with nappies 
at some point as well. Are we really going to have the 
same mistrust our whole lives? Is it necessary? Is it 
necessary to put us through that?

Frankie frames care homes and incontinence as nega-
tive and unavoidable features of old age (these are hardly 
OAT-specific fears, rather reproductions of broadly held 
ideas about ageing and old age). This story can be inter-
preted as a story about resistance against control and as 
an attempt by Frankie to normalise herself, putting her-
self in the same position as a stereotyped version of an 
older people. It is also a colourful way to make a point in 

the context of the interview situation about mistrust and 
whether urine testing is necessary for this older, gener-
ally more stable patient group. A similar point was made 
by Alice, who uses her age to reinforce a point about her 
experience of urine testing:

I was awfully fed up with surveillance and arbitrary 
punishments, like restricted collection after a posi-
tive test for alcohol. Ehmm… monitored urine tests. 
Nearly 60 years old… why continue with it? I haven’t 
had a dirty test for anything other than occasion-
ally for alcohol. Ehmm…. my husband was really 
sick, incredible amounts of pain, his [internal organ] 
burst, yeah, lots of pain. He was refused painkillers 
because he was in OAT. So, the final few weeks of his 
life he got pain management with 1000 mg dolcon-
tin per day. Something he should have had many 
years before. So… that is my experience with OAT. 
(Woman, late 50s)

This story contains different negative narrations of con-
trol – of continued urine testing as the person ages, of 
restricted take-home arrangements following a positive 
urine-test for alcohol, and the conflict with adequate 
palliative care of a husband in pain because of restricted 
access to painkillers while in OAT. This latter experience 
is an important reminder that appropriate pain manage-
ment is required for older people including those in OAT. 
The following excerpt brings back in the theme of ambiv-
alence, in that whilst testing and control were experi-
enced as unfair and unnecessary, this was tempered later 
in the interview by a recognition that some people sell 
their OAT medicine:

Erica: Those of us who have been in OAT for so many 
years and live a life of peace and quiet and are just 
interested in avoiding… in just living a normal life 
and being allowed our medicines when we wake up 
in the morning, like everyone else who has medicine, 
we have after all patient status and – imagine the 
fuss if a diabetes patient was told “no no, you have 
to come down to the pharmacy once a week and 
show us that you take your insulin” (Woman, 60+).

This story narrates a desire for ‘a normal life’ after ‘so 
many years’ in OAT contrasted with the experience of 
supervised intake of prescription opioids. There is a sig-
nificant challenge here. On an individual level, control 
and testing can be experienced as restrictive and abnor-
malising, yet the systemic perspective in Norwegian OAT 
guidelines [11] affirms that the risks of diversion and of 
overdose still need to be managed (see also [69]). Indeed, 
Erica herself acknowledged later in the interview that she 
knew about a few people selling their buprenorphine, 



Page 11 of 15Todd-Kvam et al. BMC Public Health         (2025) 25:1151 

earning about 9000NOK a month. There are indications 
that, within a prison setting, increased emphasis on con-
trol may lead to a form of collective resistance and stories 
of increased diversion [70].

Control was also discussed in the context of age-related 
somatic problems, including after a diagnosis of severe 
COPD (chronic obstructive lung disease, a disease which 
increases in prevalence with age [71]):

Julia: That phase, when I started to get really sick, 
then OAT did a bad job. My GP called a meeting 
and said, “XXX needs peace now. There can’t be any-
thing more now. She has to be allowed to be just a 
patient now. A normal patient.” But… OAT really 
didn’t want to back off, you know. They nagged, 
but… then my GP banged the table and said, ‘XXX 
must have peace!’ […] So I ended up in there, it was 
a really tough period with oxygen and a wheelchair 
and. it was really tough to be both an OAT patient 
and a normal patient. I wish that I was a patient 
treated holistically. (Woman, 60+)

This story has many aspects. Julia does some boundary 
work [72] here, positioning herself and her GP as work-
ing together against OAT to achieve treatment as a ‘nor-
mal patient’. Even so, Julia evaluates the experience as 
tough, in part because of experiencing being two types of 
patient, ‘normal’ and ‘OAT’. This kind of role-splitting is 
likely to impact more heavily on older OAT patients, in 
part because of the increased likelihood of comorbidities 
that come with age, but also because the tension between 
roles like ‘OAT patient’ and ‘care home inhabitant’ may 
create additional challenges for older patients should 
the treatment apparatus not handle such developments 
appropriately.

Environmental/contextual factors
Housing
Informants had achieved stable independent housing, 
with some owning outright and others in social housing 
from the local municipality. Most expressed some satis-
faction with their living arrangements, albeit with con-
cerns about the long-term security of renting from the 
local municipality and the availability of more supported 
types of accommodation in the future:

Erica: I am terrified I will like get old and end up in 
an old people’s home, and not get the medical treat-
ment I need. And I think many are the same as time 
goes on. (Woman, 60+)
Greta: I rent from the local municipality, a house, 
and that’s partly my own fault, because I struggled 
with my finances when I was using and afterwards. 

I like it here, it’s not that, but you want something 
more secure and your own like. (Woman, late 50s)

Overall, stable housing seemed to contribute positively to 
informants’ quality of life, albeit with concern about the 
future, including a specific concern about access to medi-
cation. Such concern is not without foundation: “suit-
able housing with adequate follow-up was essential in 
order to provide assistance to nearly every other problem 
area […] However, there was a lack of such housing for 
OMT patients in high demand areas in particular” [73]. 
The excerpt from Greta also mentions financial strug-
gles – we know 83% of opioid patients in Norway are 
not in education or employment, and 70% have disabil-
ity or old-age pension as their source of income [74]. The 
socioeconomic status of OAT patients has the potential 
to intersect negatively with housing opportunities along 
with other quality of life domains.

Victimisation is not a young person´s problem
We know that, prior to starting OAT, both men and 
women with opioid use disorders experience victimisa-
tion [75, 76]. Even whilst having been in treatment for 
significant time, female informants told stories of contin-
ued victimisation from both physical and sexual violence 
– as well as the ongoing impact of past traumatic experi-
ences. Regarding the impact of physical violence on cur-
rent quality of life:

Erica: I was really badly abused by a partner I had, 
seriously like, he tried to kill me. And [pause] yeah, 
it has destroyed my life completely, I’m left here now 
and am totally dependent on assistance to walk 
and I’ve been in and out of hospital I don’t know 
how many times, it is an incredible number of times 
[describes specific injuries that create long-term 
mobility issues]. So I am 100% disabled, and I walk 
with a rollator and crutches and now I have to have 
a new major operation as well. (Woman, 60+)

This excerpt is a stark reminder of the impact of intimate 
partner violence and the ongoing effects such violence 
has on quality of life – even as people age. The impact 
is described mainly in terms of consequences for health 
and mobility, but such events also lead to experiences of 
stigmatisation:

Frankie: I am very traumatised because of a lot of 
very violent relationships, but there is no talk of 
someone like me getting a diagnosis, like. No, we 
don’t get that. We aren’t like normal people. We’re 
apparently something totally different, I don’t know. 
We are treated differently from other people at least.
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[later in the same interview] I experienced a rape 
eight months ago and… and then I had a group 
meeting right afterwards and the, the only thing the 
psychologist, she is trained as a psychologist her that 
I have [as a contact] in OAT, the only thing she was 
concerned about was that I had to begin with urine 
testing again. Yeah, because she thought that: well, 
you have experienced something painful, so then 
you’ll relapse. (Woman, late 50s)

These stories are important in not only the experiences 
of sexual and physical violence they recount but also the 
negative experiences informants relate regarding their 
treatment afterwards. The first excerpt explicitly engages 
in boundary-work [72], framing OAT patients as being 
treated as unlike ‘normal people’ and the second narrates 
a painful experience of increased control as a response 
to a traumatic incidence of sexual violence. We see age-
ing as important here for two reasons. The first is that 
these stories serve as an important reminder that victi-
misation can occur at all ages and that treatment person-
nel should maintain awareness of this possibility when 
engaging with older patients. Second, and linked to this, 
is the risk that treatment personnel become desensitized 
for the stories of violence among patients, perhaps par-
ticularly when related by older patients who have been in 
treatment for a long time. So, treatment personnel need 
to maintain both awareness of and empathy for such vic-
timisation even as patients age to ensure all who experi-
ence traumatic events like sexual violence are met with 
empathy and support.

The time left
A number of informants narrated a sense of having a 
defined, and often limited, amount of time left:

Erica: And I know there is one thing that is very 
important to me, which is that I don’t know anyone 
who is older than – the oldest OAT patient I know 
is in their early seventies, I think. Most die too early. 
If it isn’t medicines or overdoses and such, then it is 
that the body says stop, and therefore it’s like – they 
say I have gallows humour – now I am in my early 
60s and okay, then I have ten years left so I have to 
live as well as I can those ten years, and therefore I 
want it to be as easy as possible. (Woman, 60+)
Frankie: I have a sort of goal to live until I am over 
80, but… I think that then I have 20 years left and if 
it’s going to be like it is now regarding [OAT], then I 
will get tired out earlier. I will. But if I can get trust 
and help, without having to battle all the time, then 
I can get 20 years, get 20 good years. (Woman, late 
50s)

Harry: I hope that my partner and I can live 5, 6, 7 
8 more years, but I assume that within the next 4–5 
years we will have to move into a nursing home or 
get visits from a home nurse and so on. You notice 
that when you hit 65 then you start to struggle, you 
know. It isn’t exactly something I’m looking forward 
to, but I’m pretty sure that in a few years we’ll need 
more help. (Man, 60+)

These accounts all include informants narrating aware-
ness that they only have a certain amount of time left. 
There is an element of boundary work here, with the 
informants framing OAT patients as having shorter 
life expectancy both explicitly (‘most die too early’) 
and implicitly (in terms of imposing an expected time 
limit). The first and second account also position OAT 
as (potentially) making these final years more difficult – 
Erica’s reference to ‘as easy as possible’ is in part a point 
about a desire for reduced control/safety measures from 
OAT, whilst Frankie explicitly frames OAT as both a 
negative influence on her quality of life and as potentially 
shortening her life. These narratives though also show 
the informants seeking to create meaning by affirming 
that they want to make the best of the time they have left, 
albeit that some make a bleaker point:

Bex: As I get older, I understand why people commit 
suicide. (Woman, early 50s)

Concluding discussion
The goal of this article was to explore how older Nor-
wegian OAT patients narrate and make sense of quality 
of life as they grow older. In starting to address the lack 
of research on the distinct experiences of older OAT 
patients and their quality of life, we sought to shed light 
on the diversity of life experiences and trajectories. Our 
analysis encompasses both what factors our informants 
narrated as enhancing or diminishing their quality of life 
and how these factors impact on quality of life. This is an 
important contribution of this kind of fine-grained quali-
tative analysis. Key factors narrated as enhancing qual-
ity of life for our informants were: positive relationships 
with family and friends, physical activity, overarching and 
specific help from OAT and stable housing (reinforcing 
[21, 26]). Factors narrated as diminishing quality of life 
were loneliness, isolation and bereavement, comorbidi-
ties, short-term memory problems, staff turnover, experi-
enced lack of trust and excessive control/safety measures 
in OAT, and victimisation. Regarding how these factors 
affect life quality, they can impact in a direct manner 
(e.g. bereavement), in a mutually reinforcing manner (e.g. 
good family relationships being a source of physical activ-
ity, or isolation and a lack of ‘backstage’ leading to vola-
tile interactions with treatment personnel), or they can 
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act to expand or constrain the identity narratives OAT 
patients experience as more or less available (e.g. wanting 
to be treated as a ‘normal’ hospital patient but relating 
an experience of being both a ‘normal’ and ‘OAT’ patient 
simultaneously). Whilst some informants described 
OAT as having the capacity to respond with individual-
ised approaches, there is room for improvement here as 
patients engage with multiple, intersectional challenges 
that play out across dimensions of age, gender, victimisa-
tion, health status and socioeconomic status.

Regarding limitations, the small sample size and single-
country geographical focus implies any generalization of 
findings will necessarily be analytical. Recruiting via user 
organisations has advantages in helping manage consent 
and accessing potentially hard-to-reach people, but it also 
means little control over who volunteers outside the ini-
tial inclusion criteria. So, this means the sample could be 
skewed towards those with particularly positive/negative 
views of OAT. Nonetheless, the range of views expressed 
in the interviews suggests those who volunteered reflect 
the range of OAT-experiences we see in survey data (e.g 
[35]). We should also acknowledge the experiences of our 
informants here include time in OAT when it was much 
more restrictive and controlling – people carry with 
them such experiences. Regarding gender, the under-
representation of female SUD patients in research has 
been long recognized. As set out above, women are in 
fact over-represented in our sample. Whilst we have used 
intersectionality to shed light on how multiple factors 
have a compound effect on quality of life, we lack data on 
race/ethnicity both specifically in this study and regard-
ing the Norwegian OAT population more broadly. This is 
a potential avenue for future research, as is taking a spe-
cifically gendered approach to understanding how OAT 
is experienced in Norway.

Returning to our introductory comments on Norway 
as a critical case, the state’s high capacity and will to 
help and intervene with its polity has helped keep OAT 
patients alive (Europe-wide, 28% of OAT patients are 
aged 50 and over [77], whilst in Norway 44% are aged 
50+ [1]). These results do though appear to have come as 
a result of balancing the needs for safety measures and 
quality of care that, from one perspective may preserve 
life, and thus be the prerequisite for the ageing OAT 
population, but from the individual patient’s perspective 
may be experienced as a lack of trust, as sometimes act-
ing to marginalise them, and as negatively impacting on 
their quality of life. Their advancing age and expressed 
desires for both calm and dignity highlights the need for 
exploring a new but explicit phase of OAT specifically 
tailored towards later life stages. Harnessing and direct-
ing the state’s capacity towards enhancing dignity for this 
ageing, often marginalised and increasingly vulnerable 
group will be increasingly important to enable them to 

make the most of what they describe as their ‘time left’. In 
our analysis we showed how issues our informants asso-
ciated with getting older (e.g. UTIs, drowsiness, memory 
issues) can be misinterpreted by treatment personnel as 
symptoms of drug use. In addition, the intersection of 
isolation and mobility problems creates an experience 
of lacking agency and of dependence on others – which 
can in turn lead to experiences of difference from other 
types of patients and to negative interactions with health 
personnel.

We see therefore three important, intersecting the-
matic implications for practice and further research, and 
one overarching recommendation for an age-informed 
treatment model. The three thematic implications 
address memory issues, victimisation and network-
building. Memory issues appear particularly important 
given the narrated impact on people’s lives, including on 
agentic, quality-of-life-improving behaviours like social-
ising. Such issues may also impinge on the effectiveness 
of standardised treatment approaches (e.g. CBT). Treat-
ment personnel also need awareness of potential victi-
misation amongst older patients and ought to respond in 
constructive, empathic ways should such violence occur 
(e.g. via reflective listening – see [78]). Network-building 
is also a significant issue because of the challenges flow-
ing from bereavement, cutting off drug-using friends/
acquaintances and the experience of finding it difficult 
to build new networks at an older age. These three issues 
also have the potential to intersect in a negatively rein-
forcing manner and as such should be prioritised in treat-
ment of older OAT patients. Building on this, we also see 
potential for the development and introduction of a treat-
ment model/phase specifically for older OAT patients. 
Such a model should take an age-informed approach to 
(1) the additional complexity older OAT patients face, 
(2) the nature of the help and support offered by OAT, 
and (3) appropriate, ideally lighter-touch safety measures 
in this final stage of OAT. Such a treatment model would 
decrease the risk of prolonging of patients’ lives at a too 
high cost in terms of dignity and life quality. Here there is 
the potential to further mobilise the experience of older 
OAT patients to reinforce the possibility of—and deliver 
on the public sector duty to support—the enhancement 
of people’s intrinsic capacity across the entire life course.

Acknowledgements
The authors wish to thank Ronny Bjørnestad and Vivian Helmersen from 
proLAR Nett for their advice and support.

Author contributions
Data collection (the interviews) and initial structuring of the analysis was 
carried out by John Todd-Kvam. Gustavo Sugahara, Ashley Elizabeth Muller 
and Thomas Clausen contributed to further analysis and drawing out of 
implications. The first draft of the manuscript was written by JTK, after which 
all authors revised and enhanced the text. All the authors read and approved 
the manuscript. Applications for funding were put in place by AEM and TC.



Page 14 of 15Todd-Kvam et al. BMC Public Health         (2025) 25:1151 

Funding
Open access funding provided by University of Oslo (incl Oslo University 
Hospital)
The project received funding from South-Eastern Norway Regional Health 
Authority.

Data availability
The interview data used in this study contain sensitive personal information 
including health data. As such, the transcripts are not publicly available. All 
excerpts used in the study have been de-identified. For queries on this please 
contact John Todd-Kvam, the corresponding author.

Declarations

Ethical approval and consent to participate
The project received ethical approval from the Regional Committee for 
Medical and Health Research Ethics South East C (ref. 28848). Informants gave 
informed consent prior to participation in the study. All methods were carried 
out in accordance with relevant guidelines and regulations.

Consent to publication
Not Applicable.

Competing interests
The authors declare no competing interests.

Received: 2 February 2024 / Accepted: 21 March 2025

References
1.	 Nesse L, Lobmaier P, Skeie I, Lillevold PH, Clausen T. Statusrapport 2023: Tjue-

fem år med Legemiddelassisert rehabilitering (LAR). SERAF RAPPORT. Volume 
2/2024. Senter for rus- og avhengighetsforskning, SERAF; 2024. p. 124.

2.	 Zolopa C, Høj SB, Minoyan N, Bruneau J, Makarenko I, Larney S. Ageing and 
older people who use illicit opioids, cocaine or methamphetamine: a scoping 
review and literature map. Addiction; 2022;117:2168–88.

3.	 Carew AM, Comiskey C. Treatment for opioid use and outcomes in older 
adults: a systematic literature review. Drug Alcohol Depend. 2018;182:48–57.

4.	 Flyvbjerg B. Five misunderstandings about Case-Study research. SAGE Quali-
tative Res Methods. 2010;12(2):219–45.

5.	 Healthcare. expenditure statistics [​h​t​t​p​​s​:​/​​/​e​c​.​​e​u​​r​o​p​​a​.​e​​u​/​e​u​​r​o​​s​t​a​​t​/​s​​t​a​t​i​​s​t​​i​c​s​​-​e​x​​
p​l​a​i​​n​e​​d​/​i​​n​d​e​​x​.​p​h​​p​?​​t​i​t​​l​e​=​​H​e​a​l​​t​h​​c​a​r​​e​_​e​​x​p​e​n​​d​i​​t​u​r​​e​_​s​​t​a​t​i​​s​t​​i​c​s​#​H​e​a​l​t​h​c​a​r​e​_​e​x​p​e​
n​d​i​t​u​r​e​]

6.	 Government expenditure on social protection. [​h​t​t​p​​s​:​/​​/​e​c​.​​e​u​​r​o​p​​a​.​e​​u​/​e​u​​r​o​​s​t​a​​t​
/​s​​t​a​t​i​​s​t​​i​c​s​​-​e​x​​p​l​a​i​​n​e​​d​/​i​​n​d​e​​x​.​p​h​​p​?​​t​i​t​​l​e​=​​G​o​v​e​​r​n​​m​e​n​​t​_​e​​x​p​e​n​​d​i​​t​u​r​e​_​o​n​_​s​o​c​i​a​l​_​p​
r​o​t​e​c​t​i​o​n]

7.	 Smith PS, Ugelvik T. Scandinavian penal history, culture and prison practice: 
embraced by the welfare State? London: Palgrave Macmillan; 2017.

8.	 Todd-Kvam J. Penal welfarism and rehabilitation in Norway: ambitions, 
strengths and challenges. The Palgrave handbook of global rehabilitation in 
criminal justice. edn.: Springer; 2022. pp. 467–83.

9.	 Waal H. Merits and problems in high-threshold methadone maintenance 
treatment. Evaluation of medication-assisted rehabilitation in Norway 
1998–2004. Eur Addict Res. 2007;13(2):66–73.

10.	 Bukten A, Stavseth MR, Clasuen T. From restrictive to more Liberal: variations 
in moratlity among patients in opioid maintenance Treament over a 12-year 
period. BMC Health Serv Res. 2019;19(1):553.

11.	 Nasjonal faglig retningslinje for legemiddelassistert rehabilitering (LAR). ved 
opioidavhengighet [nettdokument] [​h​t​t​p​s​:​​​/​​/​w​w​​w​.​​h​e​l​​s​e​d​i​​r​e​k​​t​o​​r​a​t​​e​​t​.​​​n​o​/​​r​e​​t​n​i​​n​
g​s​l​​i​n​j​​​e​r​​/​b​e​​h​a​n​​d​l​​i​​n​g​​-​​v​e​d​-​o​p​i​o​i​d​a​v​h​e​n​g​i​g​h​e​t]

12.	 European Monitoring Centre for Drugs and Drug Addiction. European drug 
report 2021: trends and developments. In. Luxembourg: Publications Office 
of the European Union; 2021.

13.	 Bukten A, Skurtveit S, Waal H, Clausen T. Factors associated with dropout 
among patients in opioid maintenance treatment (OMT) and predictors of 
re-entry. A National registry-based study. Addict Behav. 2014;39(10):1504–9.

14.	 Laudet AB. The case for considering quality of life in addiction research and 
clinical practice. Addict Sci Clin Pract. 2011;6(1):44–55.

15.	 WHOQOL Group. The world health organization quality of life assessment 
(WHOQOL): position paper from the world health organization. Soc Sci Med. 
1995;41(10):1403–9.

16.	 Tiffany ST, Friedman L, Greenfield SF, Hasin DS, Jackson R. Beyond drug use: a 
systematic consideration of other outcomes in evaluations of treatments for 
substance use disorders. Addiction. 2012;107(4):709–18.

17.	 Feelemyer JP, Jarlais DCD, Arasteh K, Phillips BW, Hagan H. Changes in quality 
of life (WHOQOL-BREF) and addiction severity index (ASI) among participants 
in opioid substitution treatment (OST) in low and middle income countries: 
an international systematic review. Drug Alcohol Depend. 2014;134:251–8.

18.	 Armoon B, Bayat A-H, Bayani A, Mohammadi R, Ahounbar E, Fakhri Y. Quality 
of life and its associated factors among patients with substance use disor-
ders: A systematic review and meta-analysis. J Subst Use 2022;28(4):479–88.

19.	 Strada L, Vanderplasschen W, Buchholz A, Schulte B, Muller AE, Verthein U, 
Reimer J. Measuring quality of life in opioid-dependent people: a systematic 
review of assessment instruments. Qual Life Res. 2017;26(12):3187–200.

20.	 De Maeyer J, Vanderplasschen W, Broekaert E. Quality of life among 
opiate-dependent individuals: A review of the literature. Int J Drug Policy. 
2010;21(5):364–80.

21.	 Muller AE, Skurtveit S, Clausen T. Building abstinent networks is an important 
resource in improving quality of life. Drug Alcohol Depend. 2017;180:431–8.

22.	 Muller AE, Clausen T. Group exercise to improve quality of life among sub-
stance use disorder patients. Scand J Public Health. 2015;43(2):146–52.

23.	 Carlsen S-EL, Lunde L-H, Torsheim T, Costa S. Predictors of quality of life of 
patients in opioid maintenance treatment in the first year in treatment. 
Cogent Psychol 2019, 6(1).

24.	 Muller AE, Skurtveit S, Clausen T. Performance of the WHOQOL-BREF among 
Norwegian substance use disorder patients. BMC Med Res Methodol. 
2019;19(1):44.

25.	 Gronnestad TE, Sagvaag H. Stuck in limbo: illicit drug users’ experiences with 
opioid maintenance treatment and the relation to recovery. Int J Qual Stud 
Health Well-being. 2016;11(1).

26.	 Carlsen S-EL, Gaulen Z, Alpers SE, Fjaereide M. Beyond medication: life situ-
ation of older patients in opioid maintenance treatment. Addict Res Theory. 
2019;27(4):305–13.

27.	 Selseng LB. Formula stories of the substance-using client addicted, unreli-
able, deteriorating, and stigmatized. Contemp Drug Probl. 2017;44(2):87–104.

28.	 Meyers T. The clinic and elsewhere: addiction, adolescents, and the afterlife of 
therapy. University of Washington; 2013.

29.	 Nyhagen HT, Waal H. Den Aldrende LAR Pasienten. Nordisk Alkohol Nark. 
2017;34(1):72–9.

30.	 Bartoszko A. The lethal burden of survival: making new subjects at risk and 
the paradoxes of opioid substitution treatment in Norway. Contemp Drug 
Probl. 2018;45(3):208–26.

31.	 Bartoszko A. Treating heroin addiction in Norway: the pharmaceutical other. 
Routledge; 2021.

32.	 Abrams JA, Tabaac A, Jung S, Else-Quest NM. Considerations for employing 
intersectionality in qualitative health research. Soc Sci Med. 2020;258:113138.

33.	 Biggs S, Estes C, Phillipson C. Social theory, social policy and ageing: A critical 
introduction: Critical perspectives. 2003.

34.	 Collins PH, Bilge S. Intersectionality, 2nd edition. edn. Cambridge, 
UK,Medford, MA: Polity Press; 2020.

35.	 SERAF: Statusrapport 2021 - Siste år med gamle LAR-retningslinjer. In: SERAF 
RAPPORT. vol. 2/2022: Senter for rus- og avhengighetsforskning, SERAF. 2022: 
106.

36.	 Gjersing L, Waal H, Caplehorn JR, Gossop M, Clausen T. Staff attitudes and the 
associations with treatment organisation, clinical practices and outcomes in 
opioid maintenance treatment. BMC Health Serv Res. 2010;10(194).

37.	 Neumann CB, Neumann IB. Power, Culture and Situated Research Methodol-
ogy: Autobiography, Field, Text. In., 1st ed. 2018. edn: Springer; 2018.

38.	 Frank AW. Practicing dialogical narrative analysis. In: Varieties of narrative 
analysis. edn. Edited by Holstein JA, Gubrium JF: Sage; 2012: 33–52.

39.	 Sandberg S. What can Lies tell Us about life?? Notes towards a framework of 
narrative criminology. J Criminal Justice Educ. 2010;21(4):447–65.

40.	 Riessman CK. Narrative analysis. Newbury Park: Sage; 1993.
41.	 De Fina A. Narrative and identities. Handb Narrative Anal 2015:351–68.
42.	 Riessman CK. Narrative methods for the human sciences. Sage; 2008.
43.	 Bengtsson TT, Andersen D. Narrative analysis: Thematic, structural and per-

formative. In: Qualitative Analysis: Eight Approaches for the Social Sciences. edn. 
Edited by Mik-Meyer N, Järvinen M. London: SAGE Publications Ltd; 2020: 
265–282.

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure]
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure]
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure]
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Government_expenditure_on_social_protection
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Government_expenditure_on_social_protection
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Government_expenditure_on_social_protection
https://www.helsedirektoratet.no/retningslinjer/behandling-ved-opioidavhengighet
https://www.helsedirektoratet.no/retningslinjer/behandling-ved-opioidavhengighet


Page 15 of 15Todd-Kvam et al. BMC Public Health         (2025) 25:1151 

44.	 Skevington SM, Lotfy M, O’Connell KA, Group W. The world health organiza-
tion’s WHOQOL-BREF quality of life assessment: psychometric properties and 
results of the international field trial. A report from the WHOQOL group. Qual 
Life Res. 2004;13(2):299–310.

45.	 Strada L, Franke GH, Schulte B, Reimer J, Verthein U. Development of OSTQOL: 
a measure of quality of life for patients in opioid substitution treatment. Eur 
Addict Res. 2017;23(5):238–48.

46.	 Muller AE, Gubrium E. Researcher linguistic vulnerability:a note on method-
ological implications. Qual Health Res. 2016;26(1):141–4.

47.	 Healy D. Ethics and criminological research: charting a way forward. Ir Probat 
J. 2009;6:171–81.

48.	 Squire C. From experience-centred to socioculturally-oriented approaches 
to narrative. In: Doing narrative research. edn. Edited by Andrews M, Squire C, 
Tamboukou M: Sage; 2013: 47–71.

49.	 Katz J, Peace S, Spurr S. Adult lives: A life course perspective. Policy; 2011.
50.	 Hatlo C, Clausen T, Muller A, Sugahara G. Pet ownership, physical activity and 

mental health among people in opioid maintenance treatment: a prospec-
tive, observational study. submitted.

51.	 Todd-Kvam J, Todd-Kvam M. Talking good: analysing narratives of desistance 
in Norway. Br J Criminol 2021;62(4):914–30.

52.	 Prince G. The disnarrated. Style 1988:1–8.
53.	 Villar F. Successful ageing and development: the contribution of generativity 

in older age. Ageing Soc. 2012;32(7):1087–105.
54.	 Sauter J, Widmer E, Kliegel M. Changes in family composition and their effects 

on social capital in old age: evidence from a longitudinal study conducted in 
Switzerland. Ageing Soc. 2023;43(3):724–42.

55.	 Medina-Perucha L, Scott J, Chapman S, Barnett J, Dack C, Family H. A qualita-
tive study on intersectional stigma and sexual health among women on 
opioid substitution treatment in England: implications for research, policy 
and practice. Soc Sci Med. 2019;222:315–22.

56.	 Mayock P, Butler S. I’m always hiding and ducking and diving: the stigma of 
growing older on methadone. Drugs: Educ Prev Policy 2021;29(4):139–49.

57.	 Aunsmo RH, Langballe EM, Hansen T, Selbæk G, Strand BH. Time trends in 
loneliness from 1984 to 2019 among 27,032 older adults in Norway: A HUNT 
study. Prev Med. 2023;175.

58.	 Dahlberg L, Agahi N, Lennartsson C. Lonelier than ever? Loneliness of older 
people over two decades. Arch Gerontol Geriatr. 2018;75:96–103.

59.	 Eloranta S, Arve S, Isoaho H, Lehtonen A, Viitanen M. Loneliness of older 
people aged 70: A comparison of two Finnish cohorts born 20 years apart. 
Arch Gerontol Geriatr. 2015;61(2):254–60.

60.	 Nicolaisen M, Pripp AH, Thorsen K. Why not lonely?? A longitudinal study 
of factors related to lonely?iness and Non-Loneliness in different age 
groups among people in the second part of life. Int J Aging Hum Dev. 
2023;97(2):157–87.

61.	 Mason TM, Tofthagen CS, Buck HG. Complicated grief: risk factors, 
protective factors, and interventions. J Soc Work End-of-Life Palliat Care. 
2020;16(2):151–74.

62.	 Shear MK. Complicated grief. N Engl J Med. 2015;372(2):153–60.
63.	 Goffman E. The moral career of the mental patient. Psychiatry. 

1959;22(2):123–42.

64.	 Røset L, Green K, Cale L, Sigurjónsson T, Tjomsland H, Thurston M. ‘Not to 
judge by the looks but you can tell by the looks!’ Physical capital as symbolic 
capital in the individualization of health among young Norwegians. Sport 
Educ Soc. 2024;29(4):437–50.

65.	 Muller AE, Bjornestad R, Clausen T. Dissatisfaction with opioid maintenance 
treatment partly explains reported side effects of medications. Drug Alcohol 
Depend. 2018;187:22–8.

66.	 Nordfjaern T, Rundmo T, Hole R. Treatment and recovery as perceived 
by patients with substance addiction. J Psychiatr Ment Health Nurs. 
2010;17(1):46–64.

67.	 Edland-Gryt M, Skatvedt AH. Thresholds in a low-threshold setting: an empiri-
cal study of barriers in a centre for people with drug problems and mental 
health disorders. Int J Drug Policy. 2013;24(3):257–64.

68.	 Larsen T, Sagvaag H. Empowerment and pathologization: A case study in 
Norwegian mental health and substance abuse services. Health Expect. 
2018;21(6):1231–40.

69.	 Harris S. To be free and normal: addiction, governance, and the therapeutics 
of buprenorphine. Med Anthropol Q. 2015;29(4):512–30.

70.	 Mjåland K. The paradox of control: an ethnographic analysis of opiate mainte-
nance treatment in a Norwegian prison. Int J Drug Policy. 2015;26(8):781–9.

71.	 Melbye H, Helgeland J, Karlstad Ø, Ariansen I, Langhammer A, Wisløff T, 
Nafstad P, Nystad W. Is the disease burden from COPD in Norway falling off? A 
study of time trends in three different data sources. Int J Chronic Obstr Pulm 
Dis 2020:323–34.

72.	 Lamont M, Molnár V. The study of boundaries in the social sciences. Ann Rev 
Sociol. 2002;28(1):167–95.

73.	 Gaulen Z, Alpers SE, Carlsen SL, Nesvag S. Health and social issues among 
older patients in opioid maintenance treatment in Norway. Nordisk Alkohol 
Nark. 2017;34(1):80–90.

74.	 Nesse L, Lobmaier P, Skeie I, Lillevold PH, Clausen T. Statusrapport 2023: Tjue-
fem år med legemiddelassisert rehabilitering (LAR). In., vol. 2/2024: Senter for 
rus- og avhengighetsforskning, SERAF; 2024.

75.	 Skjærvø I, Clausen T, Skurtveit S, Abel KF, Bukten A. Similarities and differences 
in victimization risk factors for nonoffending and offending substance users. 
Victims Offenders. 2017;13(4):526–41.

76.	 Stevens A, Berto D, Frick U, Kerschl V, McSweeney T, Schaaf S, Tartari M, Turn-
bull P, Trinkl B, Uchtenhagen A, et al. The victimization of dependent drug 
users. Eur J Criminol. 2016;4(4):385–408.

77.	 European Monitoring Centre for Drugs and Drug Addiction. European Drug 
Report 2023: Trends and Developments. 2023.

78.	 Moyers TB, Miller WR. Is low therapist empathy toxic? Psychol Addict Behav. 
2013;27(3):878.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Quality of life whilst ageing in opioid agonist treatment: a narrative analysis
	﻿Abstract
	﻿Background
	﻿OAT, quality of life and ageing
	﻿Knowledge gaps

	﻿Methods
	﻿Aim
	﻿Data collection
	﻿Using narrative analysis
	﻿Coding
	﻿Ethics

	﻿Results and analysis
	﻿Social relationships
	﻿The positive influence of friends and family
	﻿Loneliness, isolation and bereavement


	﻿Physical and mental health
	﻿Physical health comorbidities
	﻿Physical mobility as agency
	﻿Short-term memory problems

	﻿Treatment experience
	﻿When it works
	﻿Too much turnover too little trust
	﻿The potentially abnormalizing aspects of control

	﻿Environmental/contextual factors
	﻿Housing
	﻿Victimisation is not a young person´s problem
	﻿The time left

	﻿Concluding discussion
	﻿References


