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Objective: Opioid use has reached an epidemic proportion in Canada and the United States that is
mostly attributed to excess availability of prescribed opioids for pain. This excess in opioid use led to
an increase in the prevalence of opioid use disorder (OUD) requiring treatment. The most common
treatment recommendations include medication-assisted treatment (MAT) combined with psychoso-
cial interventions. Clinical trials investigating the effectiveness of MAT, however, have a limited focus
on effectiveness measures that overlook patient-important outcomes. Despite MAT, patients with OUD
continue to suffer negative consequences of opioid use. Patient goals and personalized medicine are
overlooked in clinical trials and guidelines, thus missing an opportunity to improve prognosis of OUD
by considering precision medicine in addiction trials.
Methods: In this mixed-methods study, patients with OUD receiving MAT (n=2,031, mean age 39.1
years [SD 10.7], 44% female) were interviewed to identify patient goals for MAT.
Results: The most frequently reported patient-important outcomes were to stop treatment (39%) and
to avoid all drugs (25%).
Conclusion: These results are inconsistent with treatment recommendations and trial outcome
measures. We discuss theses inconsistencies and make recommendations to incorporate these
outcomes to achieve patient-centered and personalized treatment strategies.
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Introduction

Substance use disorder is a chronic and complex beha-
vior with multifaceted health and social consequences.
Prescription opioid misuse has become a public health
crisis in the United States and Canada, with its reach
spreading to other societies at a global level.1-3 The root
and progression of the opioid crisis in North America have
been covered in all types of media as the crisis has
touched the lives of many, and its detrimental effects are
seen daily in the form of increased mortality and health-
care utilization. In a recent outlook on the rationale for
opioid overprescription patterns that began in the 1980s
and have continued since, managing pain was found to be
the catalyst for the wide distribution of opioids, based on
weak evidence contained in a letter to the editor published
in the New England Journal of Medicine.4,5 Nonetheless,
the rate of opioid prescribing and use continues to rise,

leading to an increased incidence of opioid use disorder
(OUD). A report compiled by the Substance Abuse and
Mental Health Services Administration (SAMHSA) found
that over 2.1 million people in the United States are
suffering from an OUD related to prescription opioids.6

OUD is a chronic, relapsing disorder that effects all
aspects of an individual’s life – physical, social, and psy-
chological.7 A central feature of OUD are the withdrawal
symptoms that are experienced when opioids are abruptly
stopped, or their dose reduced. Examples of these symp-
toms are sweating, agitation, shakes, and muscle pains.7

Research has also suggested that the severity of withdrawal
symptoms experienced may be associated with why
patients who are receiving treatment for OUD relapse.8

There are various treatment options available for OUD,
which are usually a combination of psychological and phar-
macological interventions. The pharmacological interven-
tion includes medication-assisted treatment (MAT), which
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can include opioid agonists, partial agonists, and antago-
nists.9,10 One of the most common types of MAT is
methadone maintenance treatment (MMT). Methadone is
a synthetic opioid that can have long-lasting effects for up
to 24 hours9 and helps to alleviate withdrawal symptoms,
usually without the euphoric effects associated with
opioids.9 While studies have shown that MMT is effective,
there is still great variability in treatment response,11,12 and
outcome measures to assess the effectiveness of metha-
done are inconsistent.13

As OUD can affect people in multiple ways, including
physical and mental health, social impact, economic
burden, quality of life, and life expectancy, it is therefore
difficult to identify which of these aspects clinical trialists,
healthcare services, and providers should focus on when
developing treatment programs. There are many chal-
lenges to consider when deciding on an outcome measure
for a chronic disorder with multifaceted impact such as
OUD. There is also a need to consider what patients want
as a successful and desirable treatment outcome for them
to ensure better prognosis and implement a personali-
zed medicine approach. More specifically, the challenges
that need to be addressed include how a personalized
medicine approach impacts MAT clinical trials and guide-
line recommendations. Important questions to consider in
tackling this challenge include: what is an outcome of
treatment success, who selects the desired outcome? How
should treatment programs be evaluated? What is the best
use of limited healthcare and social-services resources in
managing OUD? How do personal characteristics affect
treatment outcomes? And finally, how might addressing
these challenges support incorporation of precision med-
icine into addiction clinical trials?

Guidelines for the management of OUD make recom-
mendations for treatment based on findings from clinical
trials, expert opinions, and literature reviews. Guidelines
strongly recommend the use of MAT to reduce opioid use
and/or retain patients in treatment.14 These strong recom-
mendations and the selected outcomes do not consider
patient-important goals or the different sociodemographic
profiles of patients. Thus, these guidelines are based on
the notion that the same treatment is recommended for
every patient. Although these recommendations and
treatment outcomes are important and reduce harm for
many patients with OUD, there remains an important
aspect of patient-relevant treatment goals, such as a
focus on personalized treatment, that is not being consi-
dered in current evidence-based practice.

The overwhelming variation in the selection of MAT
outcomes in trials, as well as the lack of inclusion of
patient-important outcomes in current guidelines, demand
further research to establish a set of treatment out-
comes that considers patients’ goals and preferences.
This will allow future trials to measure the effectiveness of
MAT and tailor treatment recommendations based on
personalized profiles to improve OUD prognosis and
move toward precision medicine in clinical trials of addic-
tion treatment.

Within this context, the objectives of this study were: to
identify treatment goals of patients with OUD receiving
MAT; and to investigate if there are differences in patient-

reported treatment goals by age, sex, gender, ethnicity,
employment, treatment duration, and type of treatment
received.

Our ultimate purpose is to provide suggestions for the
inclusion of patients’ goals (patient-important outcomes)
in clinical trials as a way of promoting the use of precision
medicine in managing OUD.

Methods

This is a mixed-methods study, using qualitative and
quantitative data collection and analyses.

Eligibility criteria

Participants were eligible for this study if they were
16 years of age or older, if they fulfilled the DSM-5 criteria
for OUD, were receiving MAT for OUD at the time of
recruitment, and provided written informed consent.

Data collection

Data were part of a large research program designed to
investigate factors associated with OUD. The current
study is a primary study that was planned a priori within a
large program of OUD-related research. Participants were
recruited from community-based addiction treatment
centers in Canada and interviewed face-to-face at these
centers by research personnel. Data collection for this
study occurred between May 2018 and August 2019. The
data collected included sociodemographic details, current
and past substance use, and psychological and physical
health symptoms using structured questionnaires. Demo-
graphic information included age, gender (social con-
struct), sex (biological construct), ethnicity, marital status,
employment, education, and MAT. Urine drug screen
results for the past 3 months were collected at the time of
study enrollment. Study participants were also asked an
open-ended question: ‘‘What are your goals of treat-
ment?’’ Answers related to this question were written by
research personnel at the time of the interview in a free
text format, with no restrictions on text length or content.

Quantitative statistical methods

The participants’ demographic information was summar-
ized using descriptive summary measures, expressed as
mean (standard deviation) or median (minimum-max-
imum) for continuous variables and number (percent) for
categorical variables.

Patient-important outcomes were defined on the basis
of participants’ goals and were compared by six variables:
age, sex, gender, ethnicity, employment, and type of current
MAT. Age was trichotomized into age groups defined
by Statistics Canada15: ‘‘youth’’ (16-24 years), ‘‘adults’’
(25-64 years), and ‘‘senior’’ (65+). Sex was coded as male,
female, and intersex. Gender was coded as cisgender male,
cisgender female, and other (transgender male, transgender
female, two-spirit, non-binary, genderfluid, genderqueer,
and agender, as reported by participants in response to
the question ‘‘what gender do you most identify with?’’).
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Ethnicity was self-reported by participants and was
coded as European, East Asian (Chinese, Japanese,
Malaysian, Korea, Papua New Guinea, Thailand, Phi-
lippines, Indonesia, Vietnam, Cambodia, Laos, Myan-
mar/Burma, Bhutan, Singapore), Persian and Arab,
African, South Asian (Indian, Sri Lanka, Pakistan, Nepal,
Bangladesh), Indigenous (Native North American, Native
South or Latin American, Australian Aborigine), and other/
mixed. Employment was coded as currently working or
not working. Type of treatment was defined as metha-
done, buprenorphine/naloxone (Suboxone), or other.

Qualitative data analysis methods

Nvivo 12 qualitative data analysis software (QSR Interna-
tional) was used to perform a deep-level analysis of the
participants’ treatment goal response data.16 The data mana-
gement and analyses plans are described in steps 1-3.

Step 1: cleaning and importing the data

For qualitative analysis, data were first cleaned in Micro-
soft Excel to minimize typographical errors present in the
free-text responses to the question asking participants
about their treatment goals. The data were imported into
Nvivo, with the text pertaining to participant goals impor-
ted as an open-ended question while attribute-assigning
data, such as age and sex, were imported as closed-
ended questions. The latter are not codable in Nvivo, and
were not analyzed using this software.

Step 2: word frequency query and text search queries

The free-text data were run through a word frequency
query to logically arrange the information and determine
the most common four-letter words. The words that occur-
red most frequently were considered to be representative
of the participants’ perspectives, as it is assumed that
important and significant words are used more often.17

The word count query helped identify initial patterns in the
data, and there is evidence that this function improves
analytic accuracy when compared to manual qualitative
word frequency analyses.17 In order to avoid decontex-
tualization of the free-text answers, the minimum number
of letters permissible in the word frequency query was
four. Any word with a frequency weighting of greater than
0.5% was coded as a node. A node is a collection of
references found in the free-text data that corresponds
to a particular theme or word.18 Words with a word fre-
quency percentage above 0.5% that were related to a
similar theme were grouped in the same node. Words
with word frequency percentages above 0.20% were
scanned and included in existing nodes with which they
shared similarities.

The text search query allows words and their stemmed
variants to be identified as references found in the free-
text data responses. Text search queries were conducted
for words identified in the word frequency queries to iden-
tify related-stemmed words. Results from the text search
query were then coded into the appropriate nodes. Patterns
and coding strategies emerged as a result of grouping

similar words into nodes; these nodes were then labelled
as themes.

Step 3: matrix coding queries

Matrix coding queries help compare participant responses
across and between different demographic categories.18

Before comparing demographic categories, this query
was run between coded references (text that had already
been coded at a node) and participant responses, to iden-
tify any responses that had not been coded at a node. If a
participant had a free-text response but was missing a
corresponding coded reference at any of the different
nodes, the free-text response was reviewed, and a refe-
rence was added to the appropriate node. This process
brought forth new words and themes that were eventually
combined with existing nodes. Any new words that were
identified were also put through a text search query to
ensure all the stemmed words were identified and coded
into a node. The process of conducting a matrix query to
identify any missing references and new/stemmed words
was completed iteratively until all participant responses
had a coded reference(s).

Another matrix coding query was run between different
demographic categories and the nodes to identify the
attributes associated with each node. The demographic
categories included were age, sex, gender, employment,
ethnicity, and type of treatment. The output of a matrix
coding query is a chart that displays the number of refe-
rences coded at each node and the corresponding demo-
graphic attributes for each participant.

Quantitative data analyses methods

Univariate exploratory analyses were conducted to identify
statistical differences among the groups in their desired
treatment outcomes. The themes used in these analyses
were derived from the completed Nvivo analysis of the free
text goals. A chi-square analysis was completed for each
Nvivo identified treatment outcome (stop MAT, avoid illicit
drugs, live a ‘‘normal’’ life, manage pain, prevent OUD symp-
toms, taper off MAT, no changes in treatment) with age, sex,
gender, ethnicity, employment, type of treatment, and
source of first exposure to opioids (licit vs. illicit). An alpha
of 0.05 was used to establish significance. All analyses
had a degree of freedom (df) of 1 and created a 2 � 2
output. The associated phi value (j) was reported for
these analyses. Age had a df of 2. For these analyses,
Cramer’s V value was reported.

Ethics statement

The study was approved by the Hamilton integrative
Research Ethics Board (HiREB #4556). All patients pro-
vided written informed consent.

Results

Study participants’ characteristics

A total of 2,032 participants were recruited for this study.
One participant had treatment goal data missing, which
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resulted in a sample of 2,031 participants (1,135 males,
896 females, and one intersex) whose treatment goals
were analyzed qualitatively. The mean age was 39.1 years,
71.3% were of European ethnicity, and 66.2% were not
currently working. Demographic details are presented in
Table 1. Most participants had at least one positive urine
drug screen for illicit opioids while on MAT (68.2%), and
44.1% were first exposed to opioids through licit means
(i.e., they were prescribed opioids for medical reasons).

Objective 1: Qualitative patient important outcome data
results

Seven major themes were identified using Nvivo analysis,
in order of frequency:

1. Stop MAT (includes stop methadone or buprenorphine/
naloxone treatment completely or to not be dependent
on MAT);

2. Avoid illicit drugs (includes wanting to get clean, stay
clean, abstinence, or sobriety from a variety of drugs,
not just opioids);

3. Live a ‘‘normal’’ life (includes wanting a stable life,
normal life, education, job or work, good mental health,
or wanting to support their family or stay alive);

4. Manage pain (includes chronic pain or pain manage-
ment);

5. Prevent OUD symptoms (includes withdrawal and
craving);

6. Taper off MAT (includes wanting to taper off, wean off,
or reduce dose);

7. No changes in treatment (includes keep everything as
is, stabilize the dose, or nothing to add).

Participants were free to provide multiple desired treat-
ment outcomes; therefore, the total number of responses
exceeds the number of participants. Participants who had
goals corresponding to both the stop MAT treatment
and the taper off MAT treatment themes were grouped
under the stop MAT treatment theme and removed
from the taper off MAT treatment theme. These themes
were separated as one implies getting off the program
entirely (stop MAT), while the other theme implies, they
may stay on the program, but at a lower dose. This resul-
ted in the total number of responses decreasing from 3,310
to 3,020.

Figure 1 shows the distribution of the seven different
outcomes. The most desired goal was to stop MAT (39%
of responses), followed by avoiding illicit drugs (25%),
whereas the lowest percentage was for the goal to have
no changes in treatment (4% of responses).

Objective 2: Distribution of patient-important outcomes by
predefined groups

Patient responses were analyzed in comparison with age,
sex, gender, ethnicity, employment and treatment dura-
tion, and type. Results are shown below.

Age

There were 203 responses from youths, 2,780 from adult,
and 37 from seniors (Figure 2). The most common goal for
all three age groups was to stop treatment (youth, 39.9%;
adults, 38.6%; seniors, 32.4%). The least common goal for
the youth group was pain management (1.5%).

Sex

The most common goal for both female and male partici-
pants was to stop treatment (females, 39.6%; males,
37.8%) (Figure 3). To live a normal life was the one res-
ponse for intersex (100%).

Table 1 Demographic characteristics (n=2,031)

Characteristic
Age (years), mean (SD) 39.1 (10.7)
Sex (female) 44.0
Ethnicity (European) 71.3
Currently employed 33.8

Marital status
Never married 50.4
Currently married/common-law 28.9
Separated/divorced/widowed 20.7

Level of education
None/elementary school 28.3
High school 43.1
Trade school 2.5
College/university 25.7
Postgraduate 0.4

Details of opioid use
Age onset (years), mean (SD) 24.8 (9.25)
Treatment duration (months) (SD) 54.5 (63.1)
Methadone dose (mg/day), mean (SD) 70.4 (41.3)
Buprenorphine/naloxone dose (mg/day),
mean (SD) 12.0 (6.73)

Participants with at least one positive opioid urine
screen in past 3 months 68.2

Data presented as percentage, unless otherwise specified.
SD = standard deviation.

Figure 1 Percentage of responses per patient-important
outcome group. OUD = opioid use disorder.
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Gender

There were a total of 1,351 cisgender female respon-
ses, 1,646 cisgender male responses, and 23 other
responses. The most common goal for both cisgender
female and cisgender male participants was to stop
treatment (cisgender females, 39.7%; cisgender males,
37.7%). The most frequent goal identified by participants
grouped under the ‘‘other’’ category was to stop treatment
(39.1%).

Ethnicity

The majority of participants were European (n=2,154)
followed by ‘‘other’’ (n=437) and Indigenous (n=367)
(Figure S1, available as online-only supplementary mate-
rial). The most common goal for all ethnicities was to stop
treatment.

Employment

The highest reported outcome by both unemployed
and employed participants was to stop treatment

(unemployed, 36.6%; employed, 42.7%). (Figure 4). The
greatest difference in response by employment was seen
in the pain management theme (unemployed, 9.47%;
employed, 4.78%).

Type of treatment

There were 2,399 responses corresponding to metha-
done treatment, 616 responses relating to buprenorphine/
naloxone treatment, and four responses for other forms of
treatment (Figure 5). The most common goal for both
methadone and buprenorphine/naloxone treatment was
to stop treatment (methadone, 38.2%; buprenorphine/
naloxone, 40.1%).

Length of treatment

The most common goal at all lengths of treatment was to
stop treatment (1 year or less, 34.2%; 1-5 years, 40.5%;
5-10 years, 42.6%; 10-15 years, 36%; 15+ years, 41.4%)
(Figure S2, available as online-only supplementary
material).

Figure 2 Desired treatment outcomes by age group. OUD = opioid use disorder.

Figure 3 Sex differences in patient-important outcomes. OUD = opioid use disorder.
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First exposure to opioids: legitimately prescribed (licit) vs.
recreational exposure (illicit)

The most common goal, regardless of the source of first
exposure to opioids, was to stop treatment (licit, 37.9%;
illicit, 39.1%). Participants who were first exposed to
opioids through licit means had more responses listing
pain management as their goal compared to those who
were first exposed to opioids through illicit means (licit,
12.4%; illicit, 4.3%) (Figure S3, available as online-only
supplementary material).

Correlation analyses

Univariate exploratory analyses to identify statistical diffe-
rences among the groups in the outcomes they identified
as important showed that all groups had stop MAT and
avoid illicit drugs as the leading treatment goals. How-
ever, some differences among groups were also obser-
ved. Specifically, the following associations were found to
be significant: pain management and age (p p 0.001),
stop MAT and sex (p = 0.047), stop MAT and ethnicity

(p = 0.001), taper off MAT and ethnicity (p = 0.007), pain
management and employment (p p 0.001), stop MAT
and employment (p = 0.013), taper off MAT and employ-
ment (p = 0.008), live a ‘‘normal’’ life and type of treatment
(p = 0.030), pain management and type of treatment
(p = 0.005), pain management and source of first expo-
sure to opioids (p p 0.001), and live a ‘‘normal’’ life and
source of first exposure to opioids (p = 0.021) (for addi-
tional details, see Table S1, available as online-only
supplementary material).

Discussion

In this large study of 2,031 patients with OUD, we
identified that 39% of patients wanted to stop MAT and
25% wanted to stop all drugs, not just opioids. Yet, current
MAT programs are focused on treatment retention and
stopping or reducing illicit opioid use. This suggests that
64% of patients in this cohort are not meeting treatment
goals for traditional MAT programs. This may be an
important consideration when assessing MAT effective-
ness measures, as well as considering individual patient

Figure 4 Patient-important outcomes by employment status. OUD = opioid use disorder.

Figure 5 Differences in type of treatment seen in patient-important outcomes. OUD = opioid use disorder.
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preferences based on sociodemographic factors and
personalized medicine.

Patients of all ages wanted to stop MAT and avoid illicit
drugs. While older adults had pain management as their
second most frequent goal, the majority of patients –
regardless of their sociodemographic variables – wanted
to stop or taper off MAT.

Current OUD management guidelines recommend the
use of MAT to manage OUD; however, these guidelines
do not include patient-related goals and do not specify the
length of time for which MAT should be considered.19

In this study, patients’ most frequently reported goal of
OUD treatment was to stop MAT (39%). However, in the
absence of recommendations based on evidence from
clinical trials on the duration of MAT and the desire
of patients to stop MAT, treatment adherence and the
prognosis of OUD are unlikely to be favorable.

Guidelines also strongly recommended that withdrawal
management only without transition to a MAT should not
be used in managing OUD,19 as this is suggested to be
associated with relapse, overdose, and risk of unsafe
substance use compared to no treatment at all, while
patient-important goals identified in our study stated that
only 8% of responses were related to OUD symptoms
management. Most participants in this study had at least
one positive urine drug screen for opioid while on MAT
(68.2%) during the preceding 3 months, despite being on
MAT for an average of 4.5 years. The risk of relapse and
overdose are real challenges in OUD, but many trials use
short-term, narrowly focused outcome measures, such as
urine drug screens, to determine treatment effectiveness.
If efficacy of MAT is based on opioid-negative urine drug
screens, then MAT is ineffective in 68% of patients in this
study. The use of urine drug screens to measure the
effectiveness of MAT in clinical trials fails to capture
important outcomes associated with the chronicity of
OUD, which limits the scope of treatment.

A frequently mentioned treatment goal (25%) was to
avoid all illicit drugs, not just opioids. We previously
reported that comorbid substance use in this population is
common, with 42% having a comorbid substance use
disorder.20 Despite this, clinical trials of MAT for OUD
exclude patients with co-substance use.14 This exclusion
is leaving a significant proportion of patients with OUD
with unmet needs and unmeasured treatment outcomes.

Another factor we explored that may influence patients’
treatment goals is the type of MAT prescribed. In this
study, we reported patient-important goals by the type of
MAT they are receiving. Patients’ desire to be off treatment
may be explained by the stigma attached to methadone.21

However, the results of this study showed that patients on
other MAT also wanted to be off treatment. Therefore,
stigma alone may not explain why the most frequent
patient-important outcome is to stop treatment.

Our findings also suggest that patients who were first
exposed to opioids through licit vs. illicit means may have
different goals to achieve out of MAT. We found that
those who were exposed to opioids through licit means
were significantly more likely to have pain management
as a goal, perhaps because their first exposure to opioids
was probably for pain management. In addition, MAT,

including methadone, is used for pain management;
therefore, it is expected that patients with chronic pain
conditions may wish to continue using MAT to relieve
pain. Additionally, those that were introduced to opioids
through illicit means were likely to list ‘‘live a normal life’’
as a goal. Previous research that has looked into the
sources of introduction to opioids has found differences in
substance use and demographic characteristics in those
introduced to opioids by prescription vs. other means.22,23

This suggests that participants who were introduced to
opioids through illicit means may have vulnerability factors
for substance use disorder, such as novelty-seeking and
risk-taking behavior, compared to people with pain who
were prescribed opioids to manage it and would be more
likely to have treatment goals pertaining to stability/living a
normal life.23

Although the reasons why patients wanted to be off
MAT cannot be explained in this study, a treatment plan
that includes patient-important goals and evidence-
based, informed precision medicine is needed to improve
treatment outcomes in OUD. While it may seem challen-
ging to achieve a consensus between patients and treat-
ment programs on what constitutes a good treatment
outcome, previous studies showed that it is possible to
obtain such agreement.24 Nevertheless, there is a lack of
patient-important and patient-identified outcome sets in
clinical research and practice.25 No previous work on
patient-important outcomes in OUD to inform clinical trials
has been completed, despite the ongoing opioid crisis.

Comparisons of treatment plans and goals vary greatly
across clinical care settings, patients’ expectations, and
services delivered.26 For example, the duration of treat-
ment may have an impact on patient engagement in
services whose patients perceive these services as more
helpful than short-term treatment.27 Furthermore, patients’
suggestions on their treatment goals often differ from their
clinicians’ opinions. One study found that patients with
addiction saw physical health as a goal more often than
their clinicians did.28 Thus, patient and clinician commu-
nication about the goals and expectations of treatment may
be beneficial to translate patients’ opinions and choi-
ces of what constitutes a relevant outcome for them into
the course of treatment. Communication may also help
patients’ positive opinions on long-term goals become a
part of their service plan, potentially leading to achievable
goals. This concept was summarized by stating that limi-
ting discrepancies between patients’ and clinicians’ goals
of addiction service might lead to convergence, which is
likely necessary for positive treatment goals and better
care of patients with addiction.28

Discrepancies are often related to the concept
that existing treatments and clinical trials in OUD have
used convenience outcomes that are objectively measu-
rable (such as urine drug screens) without considera-
tion for patient-important outcomes, sociodemographic
differences, and patients’ goals or group differences.
Additionally, guidelines also indicate that there is little
consistent evidence to evaluate the effectiveness of OUD
treatment.29 Reviews evaluating OUD treatment effec-
tiveness have found great variability in the selected goals
between studies,30-32 leading to difficulty in establishing a
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real treatment effect. Each study measures a different
set of goals that define success in arbitrary or acces-
sible terms, limiting cross-study comparisons. This is an
important limitation in addiction research that must be
overcome if a consensus on what works for OUD mana-
gement and how to assign a treatment goal is to be
achieved.

Despite being the largest study to date and including
unrestricted responses from patients receiving active
treatment, some limitations of our work should be con-
sidered. The study cohort may not be representative of all
patients with OUD, as there is an expected self-selection
bias in voluntary participation in research compared to
those who do not participate. The study findings may not
be generalizable to the entire Canadian population, as our
study sample was recruited from community clinics
in the province of Ontario. It is important to note that
our mean age and sex distribution resembles data collec-
ted by Public Health Ontario in 2018, where age groups
and sex distribution were similar to those of the study
participants.33

Other limitations to consider are other variables that
may play a role in determining patient-oriented goals and
which are not measured in this study, such as personality
type. Previous research suggests that there may be a
relationship between specific traits and chronic substance
use.34 There is also the possibility that patients who no
longer attend treatment programs and achieved sustain-
able recovery may have a different outlook on treatment
goals compared to patients in the active phase of sub-
stance use disorder. Despite these limitations, the res-
ponses provided by 2,031 patients in active treatment are
important findings that at least will apply to a similar
population in the active phase of the disorder.

In conclusion, in this mixed-methods study, we ana-
lyzed answers to an open-ended question – letting
participants express their opinions without any constraints
on the type, length, or direction of the answer – on what
participants wanted out of treatment for OUD. We
identified patient-important outcomes for OUD that may
inform future trials of MAT for OUD. Despite implementa-
tion of many different measures, opioid use has not
seen adequate control. Therefore, identifying effective
ways to manage OUD remains both urgent and timely.
Treatment guidelines and programs rely on well-con-
ducted clinical trials; when these begin to include patient-
important outcomes, their results may lead to a para-
digm shift in what treatments outcomes should be consi-
dered, what medications are truly effective, for what
goal these results apply and to what patients, and how
treatment programs should be evaluated when it comes
to resource allocations and policy making. We need a
shift in how these treatments are tested for effectiveness
to incorporate patient-important outcomes and provide
a precision medicine approach to managing the OUD
epidemic.
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