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Abstract
Background  Little attention has been paid to the experiences of clinicians and health personnel who provide 
heroin-assisted treatment (HAT). This study provides the first empirical findings about the clinicians’ experiences of 
providing HAT in the Norwegian context.

Methods  23 qualitative interviews were conducted with 31 clinicians shortly after HAT clinics opened in Norway’s 
two largest cities: Oslo and Bergen. By inductive thematic analysis of interview transcripts, we identified what 
research participants experienced and viewed as the chief rewards and challenges of providing HAT. The study aimed 
to offer an overview of these key rewards and challenges, with insights potentially transferable to HAT programs 
internationally.

Results  Participants experienced three aspects of providing HAT as particularly rewarding, and three as most 
challenging. The rewarding aspects were observing harm reduction outcomes; providing holistic care; and having a 
positive clinic milieu and patient–clinician relationships. The challenging aspects were dosing and overdose risk; rule 
enforcement and aggression management; and the difficulty of initiating treatments beyond medication and harm 
reduction. The rewarding and challenging aspects of providing HAT overlapped and were at times contradictory, thus 
reflecting the duality and tensions in clinicians’ work to provide HAT. The challenges were reported to vary between 
patient subgroups, according to their degree of instability. The most unstable patients were seen as involving more 
difficulties as regards the challenging aspects of HAT. Participants expressed uncertainty about HAT’s utility for a small 
group of the most unstable patients.

Conclusion  While studies about clinical experiences of HAT have usually examined individual or limited aspects of 
treatment provision, this study provided an overview of the main aspects of the rewards and challenges of providing 
HAT. Importantly, it also showed the tensions between these overlapping and sometimes contradictory aspects 
of HAT provision. Because a positive patient–clinician relationship is crucial to patient satisfaction and treatment 
outcomes in HAT, the provision of training for clinicians on navigating the inherent tensions of HAT provision, 
nurturing therapeutic alliances with patients, and managing their role as gatekeepers to medical heroin and valuable 
services, seem particularly important for ensuring that care is patient-centered and staff are adequately supported.
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Background
Heroin-assisted treatment (HAT) is administered to 
patients with opioid use disorder (OUD), and primarily 
patients who have not benefited sufficiently from tra-
ditional opioid agonist treatment (OAT). HAT is con-
sidered an evidence-based treatment option for this 
vulnerable group of patients for whom the risk of fatal 
overdoses is substantial when out of treatment [1, 2]. 
HAT involves supervised self-administration of medical-
grade heroin (diacetylmorphine) in designated clinics, 
where psychosocial support is often available. Permanent 
HAT programs have been established in Switzerland, 
the Netherlands, Germany, Denmark and Canada, while 
temporary trials are ongoing in Scotland, Luxembourg 
and Norway [3]. This study was conducted by indepen-
dent scholars as part of a government-initiated evalua-
tion of the Norwegian five-year HAT trial project, which 
began in 2022 with clinics being opened in the country’s 
two largest cities: Oslo and Bergen. The aims of Norwe-
gian HAT and evaluations of it, together with patient 
characteristics in this country are reported elsewhere 
[3–5].

HAT seeks to meet patients’ medical needs, and the 
provision of medical heroin with a short half-life gener-
ally results in highly intensive and regulated treatment 
programs. While HAT exists in several countries, such 
programs have different configurations. In Norway, HAT 
is part of OAT in specialized health care services and is 
institutionally placed in hospitals. This contrasts with 
Danish HAT, which is positioned in the municipality, 
alongside social-care services. The Norwegian HAT trial 
project is funded through the national health-care bud-
get [6], while HAT in the United Kingdom (UK) has been 
funded by commissioning partners across the criminal 
justice and health-care sectors [7]. HAT in Canada dif-
fers from the European HAT context, as injectable hydro-
morphone is provided at some sites and the country is 
undergoing an opioid crisis [8]. The contextual specifics 
of Norwegian HAT are thus relevant to interpreting the 
results reported below and their transferability to other 
countries.

Randomized controlled trials and systematic reviews 
have found that HAT has desirable patient outcomes 
(e.g., reduced overdose risk, improved quality of life) 
and societal benefits (e.g., reduced burden on the crimi-
nal justice sector) [8–10]. Most HAT research has been 
quantitative, though some qualitative studies have inves-
tigated patients’ treatment experiences [11–15]. In con-
trast, limited attention has been paid to the roles and 
experiences of those who provide HAT [16]. This study 
seeks to help fill that gap.

Clinicians play a crucial role in both HAT and OAT, 
based on their abilities to form therapeutic alliances with 
patients, and in their attitudes toward patients, which 

may significantly impact patients’ experience of HAT and 
its outcome [17–19]. If clinicians believe that the treat-
ments they provide are important for patients, they are 
more likely to have higher levels of commitment to these 
patients [16, 20]. Research on the involvement of clini-
cians and health-care professionals in OATs like HAT has 
been limited, and scholars have thus called for greater 
investigation of this topic [21]. Evidence of HAT provi-
sion from the clinicians’ perspective is generally scarce 
[7, 22].

Qualitative research to date has shown that in the 
experiences of Canadian HAT clinicians, inappropriate 
clinic facilities are the greatest obstacle to providing qual-
ity treatment [16]. Clinicians in Switzerland, the Neth-
erlands, Germany, and the UK report concerns about 
overdose risks from intoxicated HAT patients receiving 
medical heroin [22]. Danish HAT staff expressed simi-
lar concerns [23]. Studies also show aspects of HAT that 
clinicians view positively. Spanish HAT nurses reported 
that offering physical care and guidance on injections 
created opportunities to discuss important patient issues, 
like the patient’s non-prescribed drug use [24]. UK cli-
nicians observed gradual changes in patients’ outlook 
and appearance after they entered HAT, providing reas-
surance about the treatment’s utility [1]. Clinicians have 
also emphasized that it is important to them that HAT 
involves more than providing medical heroin [7].

Several studies have documented efforts by HAT clini-
cians to remain flexible about patients’ needs to reduce 
the intensity of this treatment regime [7]. In attempts to 
provide patient-centered care, clinicians have sought to 
ensure that patients have “power and a more equitable 
relationship” with staff [16]. Clinicians have thus used 
creative means to foster patient autonomy by “advocating 
for more individualized care” in a setting which is often 
highly restrictive [25].

In both HAT and traditional OAT, there is an inherent 
tension between providing patient-centered care, which 
seeks to tailor the treatment to patients’ needs, and pro-
gram-centered care, which prioritizes program goals and 
protocol adherence [26]. Although OAT has tradition-
ally been program-centered, patient-centered approaches 
are becoming widespread [27, 28]. These involve prin-
ciples of collaboration with patients to develop flexible 
treatment goals, including orientation toward clinical 
and nonclinical outcomes and quality of life, rather than 
abstinence [27]. HAT involves elements of both patient- 
and program-centered care, a distinction that is useful 
for understanding clinicians’ experience regarding this 
treatment [see also 25].

The goal of this qualitative study was to investigate the 
clinicians’ experiences of providing HAT in Norway. By 
inductive thematic analysis of 23 transcribed interviews 
with 31 clinicians, we identified what clinicians saw as the 
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most important rewards of, and challenges involved in, 
providing this treatment. While previous studies examine 
singular or delimited aspects of the clinical experiences 
of HAT provision, this study aimed at providing an over-
view of what clinicians see as being most positive and 
most challenging about HAT.

Methods
Setting
Norwegian HAT provides supervised administration of 
medical heroin, with up to two doses per day by injec-
tion or tablets. Additionally, patients received methadone 
or 12-hour slow-release oral morphine (SROM) as bridge 
medication overnight. HAT clinics are sited in hospi-
tals, but their patients do not have greater access to spe-
cialized health care services compared with the general 
public. Patients are referred to other specialist health ser-
vices (i.e. for specific somatic or psychiatric needs) when 
relevant. The clinics also collaborate with community 
services.

During data collection, the number of patients was 
about 10–20 in Bergen and 20–40 in Oslo, and it had 
increased to 109 (34 in Bergen and 66 in Oslo) in Novem-
ber 2024, which is still significantly lower than the origi-
nal estimate of up to 300 patients [3]. Additionally, the 
number of staff has slightly increased since the data col-
lection period.

Participants and data collection
In-depth qualitative interviewing was seen as the best 
suited method to capture clinicians’ subjective experi-
ences and views. Research participants were recruited 
either by contacting clinicians individually or through 
open invitations to HAT staff to join a group interview. 
Between 80 and 90% of the Oslo and Bergen staff partici-
pated, following administration of informed consent. To 
protect participants’ privacy, their specific roles, profes-
sions and the clinics in which their interviews took place 
are not specified in the results below. All participant 
names used are pseudonyms.

Data were collected within the first 14 months of HAT 
operation in Norway. During this period clinicians were 
implementing a new type of treatment, which should 
be taken into account when interpreting the data and 
results. It is also important to note that in 2022, when 
HAT began in Norway, new national OAT regulations 
came into force, with greater emphasis on user involve-
ment and individually tailored treatment.

The data materials consist of 23 audio-recorded in-
depth interviews, which had a mean duration of 82 min. 
The interviewees were 31 clinicians: 21 nurses (includ-
ing two social educators with nursing tasks), four medi-
cal doctors, three social workers, a psychologist, and 
two clinic leaders. This multi-disciplinary composition 

resembles HAT internationally, with the majority of 
staff being nurses [9, 22, 25]. Nurses were interviewed in 
groups, and other professionals were interviewed indi-
vidually, except for two interviews with pairs of social 
workers and medical doctors.

Interviews were conducted separately with each type of 
profession to enable in-depth conversations, and to cover 
the specific roles and tasks of the main professionals 
involved in HAT. We aimed to identify experiences and 
views that were widespread across the different groups. 
The first interviews took place two to four months after 
the HAT program’s launch, and the second interviews 
occurred approximately one year later after the staff had 
adjusted to the new program. Most participants were 
interviewed twice to capture a broader set of experi-
ences but without any intent of longitudinal analysis. The 
second round of group interviews involved a few new 
nurses, while some nurses were unable to take part the 
second time. Interviews were conducted in the HAT clin-
ics by the first author, a social science researcher without 
clinical work experience.

The semi-structured interview guide covered vari-
ous topics, such as views about the medication and 
questions like: “What is the most demanding part of 
everyday work in the clinic?” This study was limited to 
responses about the positive and negative aspects of 
HAT. No demographic data were gathered, apart from 
the participants’ profession.

Data analysis
We employed an interpretative phenomenological 
approach [29], oriented towards capturing individual 
lived experience [30]. After data collection, the first 
author conducted an inductive thematic analysis [31] of 
the verbatim transcribed interview data to identify what 
clinicians experienced and viewed as the main rewards 
and challenges of providing HAT. This involved a three-
step reflexive coding process using the NVivo software: 
first, reading and coding three selected interviews to 
develop a codebook; then the codebook was used to code 
all interviews; finally, these codes were organized and 
merged into overall themes that captured the most prev-
alent patterns in the data, as reported below.

Results
We identified three aspects of treatment provision that 
were seen as particularly rewarding and three that were 
experienced as the most challenging. This structure 
of identified themes is used below to report the results 
(Table 1).

Rewards of providing HAT
Three aspects of providing HAT were identified as 
the most rewarding to participants: observed harm 
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reduction, provision of holistic care, and the positive 
clinic milieu and patient–clinician relationships.

Observed harm reduction
Participants emphasized the treatment’s importance by 
describing the harm reduction outcomes they observed. 
This was important to clinicians, as HAT was new, and 
these observations were seen as evidence of the treat-
ment’s utility. When asked what HAT is, Daphne 
answered: “It is clearly harm reduction, and it’s an entry 
point into treatment.” Regarding whether HAT is mostly 
harm reduction or treatment, Richard said: “It’s prob-
ably like seventy-thirty now. 70% harm reduction.” Par-
ticipants, like Vicky, gave numerous examples of harm 
reduction outcomes: “We have observed positive tenden-
cies for those who made efforts to improve their health. 
Somatic health, primarily. We have seen some change 
from using intravenously to intramuscular injection, and 
we hope that maybe more will choose heroin in tablet 
form”. If patients were to remain in HAT for many years, 
clinicians saw it as important that they should offer less 
harmful administration routes.

Donovan, who had no previous experience in harm 
reduction initiatives, explained how her outlook changed 
after beginning HAT work:

It’s quite a different way of thinking when it comes to 
harm reduction and all that […] when we first heard 
about the [HAT] project, we were very skeptical. 
Like, ‘Oh my God, are we really going to start this?’ 
But I think it’s incredible how one’s perspective can 
change. That you feel we’re really helping the most 
hard-to-reach patients.

John described further harm reduction outcomes: “They 
say they can finally wake up and relax without stressing 
about having to do things to get drugs. For the first time, 
they could eat breakfast.” For Rebecka, these observations 
were moving: “I felt this warmth in my chest. It was so 
beautiful. […] you can clearly see that people are getting 
an increased quality of life.”

Clinicians also told ‘success stories’ of greater changes 
for patients, but basic harm reduction outcomes were 
seen as most widespread and important. Mike empha-
sized that even if some patients’ lives continue to be 
highly unstable and they “continue using street drugs”, 
HAT was still important for reducing harm: “We have 
received those who haven’t benefited from anything else, 
who haven’t been able to follow through with any treat-
ment, but they manage to do it here and achieve a bit 
more stability despite the chaos.” Observed harm reduc-
tion outcomes was the most mentioned reason for believ-
ing in HAT. It further influenced Richard’s view: “We 
are very much in agreement that it [HAT] was a much-
needed service and that it should continue.”

Consistent with previous findings [16, 7], the positive 
harm reduction outcomes they saw in patients validated 
and gave meaning to the participants’ work; the positive 
changes were described by some as both “reassuring” and 
“inspiring.” Similarly, clinicians in traditional OAT have 
expressed increased motivation to provide treatment 
after observing positive patient outcomes [32]. However, 
these harm reduction outcomes may seem to stand in 
contrast to the potential risk of harm from overdoses that 
are described as a challenge of HAT below.

Provision of holistic care
Participants described treatment provision as rewarding 
due to its holistic nature, which went beyond medication 
and addressed individual patient needs. Some clinicians 
viewed HAT as an anchor point for patients, providing a 
comprehensive framework of care that combined various 
forms of support within the program and facilitated con-
nections with psychosocial services outside the program.

While many of the reported harm reduction outcomes 
resulted from provision of medical heroin, participants 
repeatedly underlined the importance of providing holis-
tic treatment. Matilda was surprised by experiences that 
went beyond harm reduction: “I find it surprising that we 
already have a patient at Hekta på jobb [an individual job 
placement and support initiative], and that some patients 
are getting better as quickly as they are. Suddenly, they 

Table 1  Most rewarding and challenging aspects of providing HAT
Treatment aspect Involves Concerns

Rewarding Observed harm reduction Observed patient somatic, psychosocial, and behavioral improvements Treatment outcome
Rewarding Provision of holistic care More than medication, everyday meaning, possibility for flexible provi-

sion, having a positive impact on patients’ lives
Treatment content and 
outcome

Rewarding Positive clinic milieu and pa-
tient–clinician relationships

Rewarding therapeutic and informal interactions in a supportive clinical 
setting

Work conditions and in-
terpersonal relationships

Challenging Dosing and overdose risk Frequent enquiries for increased dosage, overdose risk because of con-
current non-prescribed drug use, securing a medically safe treatment

Medical considerations 
and safety

Challenging Rule enforcement and ag-
gression management

Negotiating frustration over rule enforcement, employment of sanctions, 
and handling aggressive behaviors

Program security and in-
terpersonal relationships

Challenging Treatment beyond medica-
tion and harm reduction

Difficult to achieve outcomes beyond harm reduction, uncertainty about 
treatment value for a small number of the most unstable patients

Treatment content and 
outcome
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start talking about things that matter in life, in just a few 
weeks.” Although patients who started job training were 
considered outliers by clinicians, these examples seem-
ingly demonstrated the treatment’s broader potential for 
contributing to patients’ social integration.

Patient involvement in their own treatment decisions 
was also mentioned as a difference from traditional OAT. 
The level of user involvement in HAT contributed to the 
clinicians’ sense of delivering a holistic patient-centered 
treatment. Eira explained that: “I feel that the job is very 
valuable. For the patients, you know. Allowing them to 
be so actively involved in decisions, as they are here, feels 
extremely rewarding.”

Vicky, who had significant clinical experience with 
traditional OAT, said it was rewarding to hear patients’ 
positive feelings about HAT: “It’s the overall satisfaction 
that the patients convey. Many have said: ‘Now… I have 
a new life. Finally, I can relax. Finally, I can feel normal.’ 
We hear that constantly. We rarely hear this in traditional 
OAT.” Several participants described HAT as better than 
traditional OAT. This type of patient feedback apparently 
demonstrated HAT’s wider impact and difference from 
traditional treatment options, which gave the clinicians 
reason to believe in HAT.

For many participants, like John, belief in HAT was 
reinforced by the fact that they provided services and 
support beyond medication, addressing: “other needs 
that the patients have, such as social needs, NAV [a pub-
lic social service], and dental care.” Charlie described 
the benefits of the support services they offered: “There 
are changes going on for many, I think. And, of course, 
things don’t happen overnight. But surprisingly, many 
are undergoing a change in terms of both health, social 
situation, and hygiene.” He further added: “It seems like 
they have gotten more future-oriented plans, like, ‘This 
is something I might be able to achieve someday.’ Instead 
of going downtown and engaging in all the activities they 
used to do there.”

Participants, like Nicola, gave various examples of 
encouraging patient changes related to the psychosocial 
support they offered: “They are taking the initiative and 
asking, ‘Can you call NAV and the general practitioner, 
and can you arrange this or that.’ They simply want pre-
dictability. So, things are happening.”

Mike emphasized the importance of psychosocial assis-
tance as regards believing in HAT: “We may have man-
aged to get a little closer to patients and help them a little 
more on their way than if they were at other places that 
perhaps lack the support we have.” Clinicians also helped 
patients to remember and follow up on various appoint-
ments with health, social, and housing services. Richard 
described the HAT role for patients as an “anchor point” 
in many patients’ lives. The psychosocial support and 

care that clinicians provide include coordination with 
external services.

Providing holistic care was seen as rewarding because 
it allowed clinicians to better meet patients’ individual 
needs beyond medication and provided them with room 
for agency in treatment provision. This aligns with find-
ings from other studies [16]. These qualities of HAT 
seemingly contributed to clinicians’ support for the treat-
ment. This is important, as treatment outcomes are likely 
to improve when clinicians believe in the treatment they 
provide [1]. Seeing positive outcomes of holistic care 
has been reported to be a particularly gratifying aspect 
of HAT work [32]. However, contrasting experiences 
emerge in the challenges described below, particularly in 
achieving care that extends beyond medication and basic 
harm reduction.

Positive clinic milieu and patient–clinician relationships
The participants emphasized that positive relationships 
with patients and good clinic atmospheres were impor-
tant to their work experiences. They described patient–
clinician interactions as positive and a crucial component 
of their everyday treatment provision. Many expressed 
being surprised that HAT was operating better, and with 
less patient conflict, than they had initially expected.

Positive patient interactions were clearly important, as 
Denise explained: “Overall, I have been very satisfied. It’s 
nice to work with satisfied clients. From the beginning, 
there was quite a positive atmosphere”. In a group inter-
view, clinicians were eager to describe their relationships 
with patients:

Nicola: Overall, I find it very pleasant with the 
patients.
John: We have developed quite close relationships 
with many. Many of them sit down, open up, and 
want to talk.
Donovan: We laugh and joke a lot, too.

After injecting their medication, patients are required 
to remain in the clinic’s observation room for at least 
20  min, where they have access to newspapers, maga-
zines, and hot drinks. The Oslo clinic also served simple 
meals. This space was described as important for build-
ing rapport with patients. Ruby described these elements 
as important to the clinic milieu: “In terms of the atmo-
sphere here, it makes sense to have some small rituals. 
They can have a coffee and read the newspaper, which 
makes it sensible to spend half an hour here.” Olivia said: 
“I find the atmosphere in the observation room quite sur-
prising”, then explained that the patient–clinician inter-
actions which took place there: “could almost become a 
form of milieu therapy.”



Page 6 of 11Ellefsen et al. Harm Reduction Journal          (2024) 21:230 

Patients’ twice-daily visits to the clinic involved a 
unique opportunity to build patient–clinician relation-
ships through frequent interaction, in contrast with tra-
ditional OAT, according to Denise:

Compared to [traditional OAT], I feel that they get 
to know us differently here. There, patients primar-
ily interact with one clinician, right? Whereas here, 
we are all actively involved, and they encounter 
every staff member twice a day, so I feel that every-
one forms relationships with everyone else, albeit in 
a different way.

When asked whether HAT differs from other addiction 
treatments, Vicky responded: “HAT is different.  I find 
that we have much closer contact with the patients. We 
talk to almost all of them, every single day. We can fol-
low up much more closely.” Matilda further explained the 
advantages and importance of this close relationship: “I 
see the positive aspect of us being able to be so closely 
involved. We can notice any changes or if there is some-
thing we are worried about, whether it’s somatic or if they 
are feeling unwell. I believe that can be somewhat crucial 
for this group.” These close relationships were described 
as crucial to the clinicians’ ability to provide the holistic, 
patient-centered care described above.

Many participants had expected to face more interper-
sonal conflicts with patients before starting HAT work. 
Several compared HAT with traditional OAT: Vicky, for 
example, said: “I haven’t experienced as much… how 
should I put it? The trouble, anger and agitated patients 
that are often observed in traditional OAT clinics”. Clo-
ver commented regarding her work with HAT patients, 
“I think the collaboration with the patients is beyond my 
expectations.”

Participants saw the positive clinic milieu and patient–
clinician relationships as rewarding. This was strongly 
related to their working conditions, and not primarily 
about treatment content and outcomes, as described in 
the sections above. Previous studies have also found that 
HAT staff emphasize their relationships with patients 
as making their work valuable, and a reason why they 
remain in this type of work [16]. The opportunity to build 
therapeutic alliances with patients may further inspire 
positive attitudes toward HAT among clinicians [26]. But 
along with these positive interactions there were also dif-
ficult and unpleasant ones, as described in the section 
below on rule enforcement and aggression management.

The three rewarding aspects of providing HAT 
described here all seemingly added positive meaning to 
participants’ clinical work and created enthusiasm about 
HAT.

Challenges of HAT provision
Three aspects of providing HAT were identified as being 
particularly challenging: dosing and overdose risk, rule 
enforcement and aggression management, and treatment 
beyond medication and harm reduction.

Dosing and overdose risk
A core challenge was safely providing medical heroin, 
particularly because concurrent use of non-prescribed 
drugs heightened patients’ overdose risks. Dosing and 
dose adjustments were also complicated.

Participants found patients’ frequent requests for 
increased dosages of medical heroin to involve a difficult 
balancing act between accommodating patient prefer-
ences and ensuring medically safe treatment. Vicky said: 
“They know they can always discuss their dose, and we 
hear that constantly. The thing is that most discussions 
are about the dose… and the patients may want a slightly 
higher level of effect than we allow”. Clinicians use a 
standardized observational scoring tool to assess medi-
cal effects, Vicky continued, but: “the patient’s subjective 
experience of the effect is a bit different. And that’s where 
some conflicts or disagreements arise”.

Darcy explained how the dosage a patient had been 
receiving for some time could also suddenly become too 
much: “We expected that a dose that has been tolerated 
just fine for several weeks suddenly may not be tolerated 
as well. Then we assume it’s due to the use of other sub-
stances simultaneously”. Regarding dosing challenges, 
George described wide variation in how patients were 
affected: “Some are abstinent when they arrive, they enter 
to get their injection, and they nod off for a few minutes, 
and then they are back. Others are really on their knees, 
and I am really worried: ‘Is the dose right? Should it have 
been lower?’”.

Differences in medical effects were partially related 
to dosage differences, which were adapted to patients’ 
individual situations and needs. However, their non-pre-
scribed drug use was equally concerning, said George: “It 
has to do with what they have taken before coming here. I 
sometimes wonder if this is being investigated thoroughly 
enough before they get the injection.” Isla gave a related 
example: “Sometimes you don’t see it [non-prescribed 
drug use] until they suddenly overdose. We’ve had one 
or two cases in the last few weeks.” Patients’ use of non-
prescribed drugs was contingent, sometimes increasing 
the challenge, according to Mike: “Especially when they 
have received their paycheck, they may engage in more 
substance use than usual”.

Many participants, like Vicky, said: “We have different 
groups of patients. Some are not using substances other 
than heroin, and they are completely fine and stable. They 
use the same dose over time, are not seeking to be heavily 
influenced, and just want to get well.” However, another 
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group of patients presented more challenges. She con-
tinued, “We also have patients who use additional drugs. 
[…] They may have a period when they use more amphet-
amines. During these times, we see that they cannot tol-
erate their usual heroin dose. So we have to reduce it.”

Non-prescribed drug use was seen as the major chal-
lenge to safe dosing and preventing overdoses. These 
challenges were particularly acute with the most unsta-
ble patients. A specific dilemma was highlighted for this 
group by Daphne:

What we’re experiencing and hearing a lot is that 
they are dissatisfied because their doses are too 
slowly raised after we reduced them. They feel they 
don’t get enough [in HAT], which leads them to buy 
street heroin, and at the same time, they are too 
influenced by the street heroin for us to increase 
their dose because they score too heavily after an 
injection. It’s a delicate balance.

Because medical heroin is the main component of HAT, 
it is unsurprising that participants had significant prob-
lems ensuring medically safe, secure treatment for 
patients who also use street drugs. The challenge of this 
“delicate balance” and related concerns have also been 
reported in previous studies of HAT clinicians [22, 23]. 
A key part of the dilemma for clinicians is balancing and 
negotiating considerations of patients’ needs versus a 
medically safe treatment program [7]. The diverse levels 
of clinical challenges directly related to patients’ degree 
of stability/instability are not, to our knowledge, identi-
fied in previous studies on clinical experiences with HAT.

Rule enforcement and aggression management
Enforcement of rules governing the treatment program 
and patients’ behavior in the clinics was reported as a 
recurrent source of frustration and aggressive outbursts 
among patients. This also included the employment of 
sanctions when rules were violated. Rule enforcement 
and aggression management were seen as core challenges 
of providing HAT.

Darcy gave an example: “We just had a case, only about 
an hour ago, where the patient arrived heavily intoxicated 
and with what we considered an uncomfortable appear-
ance, leading us to have a discussion and then ultimately 
deciding not to administer the dose.” A breach of rules 
led to the denial of medical heroin. The clinicians then 
took steps to prepare for an aggressive response, he con-
tinued: “We chose to call security as a precaution because 
we thought there could be aggressive behavior. It turned 
out fine, but at that moment, you feel a bit like, ‘Oh, this 
could…’. It’s a bit tense.” Even if this kind of serious inci-
dent was described as relatively rare, it featured as a key 
challenge for clinicians.

To the question about how they had handled acting 
out incidents, Richard replied: “It has turned out fine so 
far. But of course, it’s fragile. And I am always waiting for 
something to happen.” Rebecka described an unpleas-
ant incident: “Last week, I felt a bit… not scared, but it 
felt a bit unsafe because it was so turbulent here. Many 
were intoxicated and angry.” The level of intoxication 
and instability could correspond with the level of chal-
lenge with certain patients. She added further negative 
experiences: “I thought: ‘Now I’ve reached my limit’. I 
maybe should have slammed the door shut and locked 
it, because that wasn’t acceptable. Having someone in 
your face angry and almost spitting at you.” Several clini-
cians described discussions of such incidents, as well as 
other security issues and aggression management, in staff 
meetings and during training. A known history of violent 
behavior was also an exclusion criterion when clinicians 
considered who was eligible for HAT.

While different forms of patient aggression and frustra-
tion were described, there were no experiences of seri-
ous interpersonal violence. Anger could also be triggered 
by events outside of HAT, said Mike: “I do experience 
a bit of acting out, but usually, it’s not directed toward 
me, as there’s usually someone out there involved”. Out-
bursts were often directed at social services or could be a 
response to negative events, like having been robbed.

Participants mentioned disagreement among clini-
cians about what amounts to risk and aggression. Some 
described open doors inside the clinic as a sign of trust 
between patients and clinicians, while others like Clover 
emphasized the risk it posed: “If something happens, we 
have ourselves to blame because we have all the doors 
open”.

Clinicians described discontent among patients due to 
perceived differences in how staff behaved toward them. 
Patients could feel they were treated unfairly or dis-
criminated against. Responding to this frustration was 
challenging, as clinicians had differing views on what 
constituted acceptable and tolerable patient behavior. For 
example, Ruby described how clinicians might enforce 
rules differently: “Regarding the injection room, it is 
likely that different approaches have been taken. Some 
[clinicians] may turn their backs and let them [patients] 
do their thing, while others may monitor and actively 
keep an eye on things”. Rebecka spoke of how different 
interpretations of rules could reinforce patients’ feelings 
that they are being treated differently: “It can potentially 
be a problem if patients feel that we are very different, 
that ‘She is nice, but he is not.’ We need to have a com-
mon approach to avoid these experiences for patients”. 
This issue may have become less pressing as clinical 
routines have become more streamlined, but with close 
interactions and individualized treatment, the challenge 
is likely to endure.
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Participants described varied challenges with rule 
enforcement and management of patient aggression. Dif-
ferences in clinicians’ rule and sanction enforcement, and 
how they understood and reacted to incidents of aggres-
sion, added to these challenges. Similar challenges have 
appeared among HAT staff in other studies [25]. The 
enforcement of rules and sanctions can sometimes also 
negatively impact the therapeutic alliance between clini-
cians and patients [32]. This contrasts with the positive 
clinic milieu and relationships between clinicians and 
patients, described above as rewarding.

Treatment beyond medication and basic harm reduction
Participants faced significant challenges with achieving 
treatment outcomes extending beyond basic harm reduc-
tion. While they emphasized the importance of holistic 
care, they experienced barriers that limited their ability 
to offer more than medication.

These challenges were influenced by the varying 
degrees of patient engagement with psychosocial assis-
tance. According to Mike: “One can already see that some 
are able to engage more in activities, while others are 
here primarily for the sake of their medication.” Becom-
ing too affected by medication could even conflict with 
clinicians’ opportunities to establish a dialogue about 
further psychosocial support. Mike said: “The obstacle 
can be that, at certain times, they can be very intoxicated, 
and then it’s difficult to establish a good connection with 
them.” As with the two challenges above, participants 
referred to different categories of patients, from the most 
stable to the most unstable, giving examples of how the 
degree of challenge increased according to the level of 
instability.

Richard described HAT outcomes for patients: “We 
haven’t come too far in thinking about, like, perhaps 
rehabilitation for those who want it. Some are still at a 
point where they want to use the substance they need to 
feel well, but HAT could perhaps be a step toward fur-
ther rehabilitation.” While participants observed positive 
treatment outcomes, Richard and others said: “I observed 
quite a quick, positive change in their lifestyle, how they 
presented themselves, and their overall wellbeing. […] 
However, I’ve noticed that some of them seem to have 
come to a standstill after that.”

On the issue of staffing and the opportunity for addi-
tional treatment beyond medication, Daphne insisted: 
“I think that if we had more staffing, we could probably 
do more. […] but it takes time, and we shouldn’t expect 
our patients to immediately, once they are stabilized on 
a heroin dose, to think, ‘Now I’m ready to do something 
more’.”

Limited staffing could restrict what clinicians were able 
to provide and the time they had available for patient fol-
low-up. Nurses described how limited staffing restricted 

their efforts beyond the medication, which was priori-
tized. Ruby said: “Everyday nursing becomes routine with 
the administration of medications, and it takes a lot of 
capacity”. Olivia elaborated the challenge: “Because we 
see them so often, we get to know them well. We want 
to be available for them, and this is the only treatment 
option they have… but it is very limited what we can 
actually do for them.”

Reflecting on how they assisted patients in finding new 
organized activities, Daphne said: “It’s going a bit slow; 
it’s difficult to motivate patients for it. So, it’s a chal-
lenge, but we know that it takes time to change a life. […] 
I do see that something has changed. But we don’t have 
a lot of patients in regular activity.” Barriers to assist-
ing patients beyond medication were sometimes caused 
by actors external to HAT, like public services, housing, 
or third-sector initiatives. Daphne described what they 
missed: “It’s not HAT alone that can change a life. Other 
agencies need to get involved as well, and… I believe that 
if someone is to have a better life, we must think a bit big-
ger and think more in collaboration with others.”

Initiating treatment beyond medication and achiev-
ing outcomes beyond basic harm reduction was seen as 
challenging. Relatedly, clinicians spoke of ongoing inse-
curities and discussions about the aims of HAT, and 
whether it should be primarily harm reduction or some-
thing more. Setting aims would also become a criterion 
for deciding whether what they achieved with patients 
was in line with their aims. Discussions about the speci-
fication and operation of HAT goals and whether those 
goals should primarily be harm reduction or encompass 
broader objectices have also been pressing issues for 
HAT staff in other countries [23].

Discussion
The findings outline aspects of HAT provision that par-
ticipants found personally rewarding and important for 
patients. At the same time, their work involved continu-
ous negotiation of challenges. Providing HAT involved 
a combination of positive and challenging experiences, 
and the tensions between them. The challenges clini-
cians faced when providing HAT varied according to the 
patient group involved: patients differed in the instabil-
ity of their everyday lives. Participants said that while 
most patients rarely caused major workday challenges, a 
minority took up significant time and energy. They strug-
gled most with a small subgroup of the most unstable 
patients, for whom they were also uncertain about the 
treatment’s utility. The most unstable patients were gen-
erally viewed as presenting the most difficulties across all 
the challenging aspects of HAT provision.

The different rewards and challenges we found may 
seem contradictory, and they involve tensions between 
overlapping positive and negative experiences. First, the 
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rewards of providing holistic care seemingly conflict with 
the described challenges of achieving outcomes that go 
beyond medication and basic harm reduction. As regards 
the rewards of providing holistic care, the early trial sta-
tus of Norwegian HAT and the unconsolidated aims of 
HAT among participants, may have contributed to them 
setting over-ambitious goals for HAT and on behalf of 
patients. The treatment outcomes they observed, how-
ever, seemingly fell short of these. This tension may per-
haps reflect a discrepancy between participants’ early 
treatment ambitions and the actual outcomes. This high-
lights the need for setting clearer and prioritized aims for 
HAT, configuring treatment to align with those aims, and 
assessing results in the light of them.

A second tension existed between descriptions of a 
good atmosphere in the clinic and positive relationships 
with patients, as against the challenges of managing 
aggression. While these two sides of HAT are contra-
dictory, such a situation is common in relationships and 
social life generally. Aggression issues were mainly 
related to the enforcement of clinic rules and disagree-
ments over dosing, while other types of interaction were 
described as positive. It is, therefore, unsurprising that 
clinicians experienced both rewarding and challenging 
interactions with patients. However, it does underline the 
importance of efforts to reduce conflicts related to rule 
enforcement and dosing.

Third, there is an apparent tension between the harm 
reduction outcomes valued by participants and the 
potential risk of harm from overdoses when providing 
medical heroin to poly-substance-using patients. This 
illustrates the delicate balance of benefits and risks that 
clinicians constantly have to navigate, similar also to 
other types of OAT [33].

These dualities found in clinicians’ experiences are 
also reflective of an overarching tension in HAT globally: 
while holistic and patient-centered care calls for individ-
ual adjustments and flexibility to tailor treatment to each 
patient’s needs and preferences, the risk of overdosing 
and diversion of medical heroin necessitates precautions 
and consistent rule enforcement to ensure program secu-
rity and patient safety [see also 26]. This duality, of con-
sideration for patient-centered care on one hand, and of 
program-centered care on the other, is inherent to HAT 
[28].

The participants, while implementing the new treat-
ment program, emphasized the importance of estab-
lishing clinic rules and making them clear to patients to 
facilitate enforcement. At the same time, these clinicians 
valued flexibility and individual consideration to tai-
lor treatment to patients’ needs. Efforts to reduce rigid 
enforcement and enhance flexibility for patients also fig-
ure in other addiction treatments, and such ‘negotiated 

flexibility’ seeking to provide patient-centered care is a 
feature of other HAT programs [7, 34].

The overarching tension in HAT, between providing 
patient-centered care and upholding program security 
and safety, involves difficult considerations and deci-
sion-making [see also 35]. It is, therefore, a core issue 
that needs to be acknowledged and attended to by HAT 
clinicians and leaders both in Norway and worldwide. 
Measures should be developed to support clinicians’ 
negotiation of these tensions. This may be particularly 
important for newly established HAT programs or trial 
projects, like the Norwegian one, where clinical proce-
dures, rules and aims are potentially more contingent and 
negotiable.

Unlike permanent programs, Norwegian HAT is still a 
trial project. The trial period lasts until the end of 2026, 
and a government decision about its future is expected 
earlier in 2026. The uncertainty created by the program’s 
temporary status may have negatively influenced clini-
cians by creating an atmosphere of uncertainty [36]. 
Differences in HAT’s status, configuration and funding 
across countries determine what treatment clinicians can 
provide. Such key factors impact treatment scope, con-
tent, and quality [35, 37]. For example, limited state fund-
ing at times restricted the number of patients that could 
be enrolled in Norwegian HAT clinics. Even so, several 
participants still described HAT as “better” than tradi-
tional OAT, seemingly partly because HAT was better 
resourced, with more staff per patient and better oppor-
tunities for follow-up on site by daily encounters with 
patients [see also 11].

Differing national configuration, funding, and legal 
regulation of HAT programs seem particularly important 
to examine in future studies to help identify and explain 
the factors that lead to differences in the content, quality, 
and outcomes of HAT across countries, a topic which has 
been given little scholarly attention [but see 38].

Prior experience of providing addiction treatment var-
ied widely among the Norwegian HAT staff. Structured 
training and opportunities for specialization appear 
important for ensuring the quality of HAT [25]. The 
patient–clinician relationship in addiction treatment 
is crucial to patient satisfaction with treatment and its 
outcomes [17, 39]. Clinical task and skills training does 
not guarantee that clinicians can engage with patients 
therapeutically or in ways that help establish trusting 
relationships [40]. The fact that HAT staff hold the role 
as  ‘gatekeepers’ to medication and services in HAT may 
create barriers to therapeutic alliances, for example if 
patients perceive restrictions as unfair sanctions [32, 
41]. Training clinicians to manage this role could include 
ongoing self-evaluations of their practices regarding 
restricting patient access to the services provided, and 
awareness-raising about how they manage their power as 
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gatekeepers [see also 21, 42]. It also appears important to 
train clinicians to apply more streamlined enforcement 
of clinic rules and sanctions, in order to avoid unequal 
patient treatment on issues unrelated to medical consid-
erations or individual treatment adjustments.

This study was not without limitations. Data were 
unavailable to distinguish between experiences among 
different professional groups, or their backgrounds and 
experiences related to addiction and addiction treat-
ment before HAT work. Emphasizing these factors might 
provide insights into the relations between professional 
background and/or work experience and different HAT-
related experiences. It is further important to note that 
Norway’s HAT was in its early phase throughout the 
study, likely impacting the data and results.

Despite these limitations, the results shown here are 
the first published on clinicians’ roles in, and experi-
ences of, providing HAT in Norway. The participants in 
this study were further representative of the professions 
typically working in HAT internationally, with the major-
ity being nurses [9]. Results provide important knowl-
edge relevant to the international administration of HAT 
generally.

Conclusions
The study makes clear how and why clinicians believe 
in HAT’s feasibility and utility, as well as the chal-
lenges of running the program itself and achieving out-
comes beyond harm reduction and basic medication for 
patients. While studies about clinical experiences of HAT 
have usually examined individual or limited aspects of 
treatment provision, this study provided an overview of 
the main aspects of the rewards and challenges of pro-
viding HAT. Importantly, it also showed the tensions 
between these overlapping and sometimes contradictory 
aspects of HAT provision. This included the “delicate 
balance” involved in frequently having to weigh consid-
erations of patient needs and preferences against their 
safety and program security – a dilemma inherent to 
HAT. Our results both confirm and expand on the find-
ings of previous studies, suggesting that the rewards and 
challenges identified here, together with some of the ten-
sions between them, are likely transferrable to HAT pro-
grams in other countries. The outlined clinical rewards 
and challenges of HAT could serve as a foundation for 
comparative studies investigating the same dimensions of 
HAT provision across countries. Based on the findings, 
we have also suggested measures for current and future 
HAT programs to support clinicians in navigating the 
potentially contradictory considerations inherent in their 
daily work and decision-making.
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