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Summary

Background: For more than three decades, the international diagnostic systems have used the term ‘opioids’, including 
opiates, yet research publications continue to use an older terminology. In 2010, new Codes of Statutes for “opiate re-
placement therapy” (ORT) was brought into effect in Sweden, stating that only those “dependent on opiates” – explicitly 
described as heroin, morphine or opium – were eligible. Those addicted to other opioids were then denied access. This 
study examines the relevance of the distinction of opiates vs. other opioids. Are there differences in the severity of opioid 
dependence or concerning other substance-related diagnoses? Methods: Ninety-nine individuals participated: 1) the opi-
ate group (n = 69), and 2) the other opioids group (n=30). Structured interviews covered the ICD-10 criteria of nine 
different types of addictive substances. For opioids, questions were asked separately in relation to opiates versus other 
opioids. Results: The two groups fulfilled the criteria for opioid dependence to the same extent, with most participants 
meeting all six criteria, so indicating a severe opioid dependence problem. Both opiates and other opioids had contributed 
to their development of opioid dependence, and both groups, to the same high degree, showed comorbidity affecting other 
dependence conditions. Conclusions: This study reveals that the two categories of opioids used contribute to the devel-
opment of opioid dependence and that the term ‘opioids’ can be suitably used to convey a unitary concept in diagnostic 
terms. There was no support for treating the two groups differently. The study calls for more stringent use of terminology 
in accordance with the international diagnostic systems.
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1. Introduction

Probably for as long as eight millennia opiates
have been used for their euphoric and pain-relieving 
effects [31], starting with opium and later followed 
by its derivatives, e.g. morphine and heroin [5]. The 
problems that arise from such use have likewise long 
been known, e.g. overdoses and a high risk of devel-
oping a serious dependence condition, with symp-
toms such as craving, tolerance, and withdrawal 
problems [4, 30, 45]. Other opioids were developed 
with similar effects, some of which, e.g. methadone 
and buprenorphine, were introduced for replacement 
treatment in the case of severe opioid dependence 
problems [17, 49]. Other opioids, however, can also 
be used for getting high, and they too may lead to 
dependence problems, regardless of whether the sub-

stance is a prescribed medication or bought on the il-
legal market [15, 25, 50]. 

The consumption of other opioids has increased 
like an avalanche worldwide [15, 18, 29, 32, 41, 50, 
51]. In 2014, the UN estimated the prevalence of 
opioid use, including opiates, i.e. substances pro-
duced from the opium poppy – opium alkaloids – 
particularly heroin, in the 15-64 age group, to be 33 
million individuals [50]. Of these, 17.4 million were 
estimated to primarily use opiates. There is a plethora 
of substances within the main group of opioids, and 
new ones are being introduced continuously [15]. In 
the USA, the misuse of “prescription opioids”, e.g. 
oxycodone and fentanyl, increased dramatically in 
the last few decades [7-9, 22]. In Finland, buprenor-
phine is the main opioid for which opioid dependence 
treatment is applied, and in Estonia, fentanyl is the 
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most common opioid which leads to Opioid Replace-
ment Therapy (ORT) [15, 50]. The UN – in the World 
Drug Report, 2016 – stated that: “opioids remain ma-
jor drugs of potential harm and health consequences” 
[50, p. X.].

There is some confusion concerning the con-
cepts of opioids and opiates. Opioids are the name of 
the substance group that induces a state of depend-
ence (F11.2 in the ICD-10 [53] and 304.00 in the 
DSM-IV [1]) according to both international diag-
nostic systems, regardless of which opioid substance 
is used. From a biological perspective, all opioids 
activate the opioid receptors in the brain [4, 45, 49], 
while opiates, i.e. opium alkaloids, constitute a sub-
group within opioids according to the ATC classifica-
tion (Anatomical Therapeutic Chemical classification 
system) [54]. Consequently, the previous diagnostic 
terminology opiate dependence was changed to the 
broader terminology opioid dependence in DSM-
III in 1980, and, since 1997, ICD-10 has adopted 
the same terminology. Later versions of the DSM 
(DSM-IV and DSM-5) continue to refer to opioids 
as the general term, although DSM-5 [2] changed the 
word “dependence” to “substance use disorder”. For 
two decades now, neither of the two global diagnostic 
systems have referred to “opiate dependence”, and yet 
that term is still common in research. A recent search 
in Google Scholar on “opiate dependence” produced 
17,500 hits from the last four years, and the correct 
term “opioid dependence” 18,900 hits. Even when we 
restrict our search to PubMed to concentrate on the 
papers of medical journals that should be more aware 
of the proper diagnostic terminology, we find about 
the same ratio between frequency of usage of the two 
terms: 4,159 hits for the last four years on “opiate de-
pendence” and 4,966 hits on the more proper “opioid 
dependence”. 

ORT is an evidence-based treatment of opioid 
dependence that offers pharmacological treatment 
with methadone or buprenorphine, combined with 
offering psychosocial treatment and support inter-
ventions [46, 55]. In 2016, ORT was available in 80 
countries [25]. The Guidelines for the psychosocially 
assisted pharmacological treatment of opioid depend-
ence [50] address the premises of ORT and recom-
mend that it be based on the ICD-10 or DSM-IV diag-
noses, i.e. without differentiating between opiates and 
other opioids. There is a large body of research on 
ORT, summarized in a systematic review by Connock 
et al. in 2007 [11]. The studies included in the review 
reflect the above-mentioned terminological confusion 
on opioids/opiates. The review, however, contained 

studies on ORT provided to users of heroin and other 
opiates as well as to users of various other opioids, 
and concluded that treatment with methadone or bu-
prenorphine for opioid dependence is cost-effective, 
thus providing support for the WHO guidelines. 

Sweden is traditionally a restrictive country 
when it comes to drug policy. Although ORT was in-
troduced in Sweden in 1966 (the first country outside 
the USA) it has always been fenced by restrictions 
[24, 28]. The imposed rules concerning eligibility in 
the regulatory documents from the Swedish Board of 
Health and Welfare (NBHW) were originally strict, 
but gradually shifted until ORT became the recom-
mended treatment for “opiate dependence” in 2004. 
The term “opiate dependence” may have been used 
by the NBHW due to a mistake, since the term opioid 
was mistranslated into the term opiate in the Swedish 
versions of the DSM-III, DSM-IV and ICD-10 [26].

Based on reviews by Connock et al. [11] and 
Mattick et al. [34], the Swedish Agency for Health 
Technology Assessment (SBU) published a commen-
tary report that concluded that treatment of opioid de-
pendence with buprenorphine as well as methadone 
were cost-effective, making no differentiation be-
tween type of misused substance, i.e. opiates vs. other 
opioids [47].

In March 2010, a new and more restrictive reg-
ulation concerning all other opioids was introduced 
in Sweden. New Codes of Statues, authored by the 
NBHW, stated that only applicants with documenta-
tion proving they were “dependent on opiates” – here 
explicitly defined as heroin, morphine or opium – 
could be accepted for ORT [38]. The imposed regula-
tion did not regard opioid dependence as a criterion 
for eligibility. From that date, ORT programmes were 
only allowed to accept those with misuse of heroin, 
opium, or morphine, which had to be explicitly men-
tioned in acquired documents (e.g. from emergency 
departments concerning overdoses, or from the po-
lice concerning illegal possession) for at least the 
previous 12 months, and to deny those with similar 
documented misuse of other opioids (e.g. ketobemi-
done or fentanyl), regardless of health condition and 
hazardous situation. It was mentioned in the statutes 
that there was a lack of evidence about the effective-
ness of ORT for anyone other than those “depend-
ent on opiates” – thus ignoring the SBU commentary 
report. Concerning patients who had primarily mis-
used opioids other than heroin, morphine or opium, 
the NBHW (2009-08-14) instead argued that “these 
people addicted to pills should not be treated with the 
same substance” and that they “can be treated with 
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drugs without dependence potential”, as if the latter 
had a less severe dependence problem [39]. No refer-
ence in support of that statement was provided.

The exclusion of persons dependent on opioids 
other than heroin, morphine and opium gave us rea-
son to initiate a research project on those applying for 
ORT, including those who had misused other opioids. 
A central topic of this project was whether the two 
groups defined according to the Swedish Code of 
Statutes of 2010 differed in needs and problem sever-
ity. 

There are several previous studies comparing 
different subgroups of misused opioids. Previous 
research uses various categorizations, e.g. heroin, 
opiates, opioid-analgesics, prescription opioids, non-
prescription opioids, oxycodone, to define subgroups, 
but these terms are given different meanings in differ-
ent publications and in different countries [7, 11, 13, 
44, 56]. In any case, no other study has been found 
defining the two groups as categorized in the Swedish 
Code of Statutes of 2010. 

A previous study by this team investigated dif-
ferences between these groups pertinent to needs for 
clinical and other services based on interviews using 
the Addiction Severity Index [35]. It concluded that 
there were great similarities in problem severity be-
tween the two groups. Members of the ‘opiate group’ 
more often had Hepatitis C and more often had to 
contend with legal problems related to financing their 
substance misuse. In both groups the great majority, 
90 and 75 per cent respectively, mostly injected the 
drugs, and nearly all those included in the two groups, 
96 and 91 per cent respectively, had misused most of 
the other types of drugs. Both groups, to a similar 
degree, had severe problems in all the other related 
areas investigated – physical and psychiatric health, 
economic provision, legal status, social relations and 
alcohol problems. Problem severity may, however, be 
interpreted differently, from a diagnostic perspective, 
i.e. the degree to which the two groups meet diagnos-
tic criteria.

Several questions then arise: Are there differenc-
es between the groups in how they meet the criteria of 
opioid dependence as defined in ICD-10? Do the two 
groups differ in the extent to which they also meet 
other substance dependence diagnoses? A broader 
question – not directly related to the group catego-
rization used in the Swedish Code of Statutes – is 
whether there is support for a need to continue using 
“opiate dependence” as a specific diagnostic entity, 
so separating it from the more general “opioid de-
pendence”? Are there differences in how the misuse 

of opiates vs. other opioids by patients seeking ORT 
results in fulfilling the criteria for opioid dependence? 
These questions are motivated by the continued use 
of such terminology in the rich international body of 
research. 

The aim of the present paper is therefore to 
study the diagnostic outcomes concerning substance 
use diagnoses according to ICD-10, using a validated 
structured instrument, and comparing two groups of 
patients seeking ORT, i.e. those who have problems 
with opiates as documented by police or emergency 
departments for more than 12 months, vs. those with 
similar documented problems with other opioids. 
More specifically, the following questions will be ad-
dressed:

1. Do the two groups meet the criteria for 
opioid dependence to the same extent?

2. Is there a difference in severity of opioid de-
pendence (number of criteria met)?

3. Do opiates and other opioids contribute in 
different ways to diagnoses of opioid de-
pendence?

4. What other substance dependence diagnoses 
do the two groups meet, and do the number 
of substance dependence diagnoses differ 
between the two groups?

2. Methods

In this study, the catchment area for ORT treat-
ment was Jönköping County in southern Sweden, 
with a total population of 340,000 inhabitants. This is 
a sub-study within a longitudinal study of persons as-
sessed for ORT during 2005-2011. A total of 99 indi-
viduals (19 women, 80 men) participated in this sub-
study. Their mean ages were 35.2 (sd=9.9) for women 
and 38.5 (sd=11.4) for men. They had all used drugs 
for more than 20 years. Eighty-seven per cent injected 
drugs and had done so for more than 13 years. In oth-
er words, this was a group with extensive and serious 
problems. Twenty-nine per cent had migrated from 
geographical areas in which heroin or opium were 
the main opioids misused. Jönköping County, how-
ever, had traditionally not been such an area, and the 
misuse of other opioids had been predominant (police 
information).

The population was divided into two groups, 
based on the terminology of the Code of Statutes of 
2010, and labelled: 1) the opiate group – those found 
in documentation such as medical or police records 
to have a confirmed addiction, lasting at least 12 
months, to "opiates" (n = 69), and 2) the other opioids 



- 42 -

Heroin Addiction and Related Clinical Problems 19(6): 39-48

group (n=30) – those found in similar documentation 
to have a confirmed addiction to other opioids. Thus, 
the categorization was made prior to the structured 
diagnostic interview that was part of this study. 

The diagnostic interview was based on AD-
DIS (Alcohol and Drug Diagnostic Instrument) [52], 
which is a Swedish translation of the American in-
strument Substance Use Disorder Diagnostic Sched-
ule (SUDDS) [12]. ADDIS is a structured instrument 
designed to collect information through the diagnostic 
assessment of alcohol and drug problems by trained 
and certified interviewers, and it provides the tools 
to supply this information in a structured format for 
formulating diagnoses according to the system that 
is preferred, i.e. ICD-10, DSM-IV or (in a coming 
version) DSM-5. ADDIS showed substantial to per-
fect sensitivity and specificity when compared with 
a LEAD golden standard (Longitudinal, Expert, All 
Data) for alcohol and drugs [21], while global con-
sistency (test-retest reliability) showed almost perfect 
systematic correlations on the criteria level in iden-
tifying specified drug categories as well as excellent 
overall internal consistency [20].

ADDIS consists of 75 basic questions posed to 
patients/clients, of which 47 symptom questions are 
directed to the person's use, experience and perceived 
consequences of alcohol and drugs. These 47 ques-
tions are asked in relation to each of the following 
substance groups if used by the interviewee: alcohol, 
sedatives, analgesics, cannabinoids, amphetamines, 
cocaine, opiates, hallucinogens, inhalants and mixed 
polydrug use. The instrument comes with two diag-
nostic checklists for assessing dependence and harm-
ful use according to ICD-10. The time required for its 
implementation was scheduled to be 90 minutes, but 
the interviews actually took between 1 and 3 hours 
for the population examined in this study, due to the 
number of substances they had used. 

ADDIS includes a substance list of suggested 
substances in various types of drug groups. This list 
proved to be inadequate for this research project be-
cause it did not include all relevant substances, and 
was not based on the categorization of opioids in line 
with the ATC (Anatomic Therapeutic Chemical) clas-
sification system [54]. Within the framework of the 
research project, it was therefore necessary to develop 
a substance list based on the categorization: opiates 
vs. other opioids, following the substance classes de-
fined in the ATC registry, i.e. with opium alkaloids 
defined as opiates. Different kinds of drugs within the 
opiate group were specified, e.g. heroin, morphine, 
opium, Dolcontin, and Oxycodone; in the same way, 

all other opioids were specified too, e.g. Tramadol 
and fentanyl. The development of the drug list – along 
with its function, validity, and the distribution of spe-
cific substances ¬– has been described in detail by 
Monwell et al. [36].

ADDIS provides specific diagnoses according 
to both ICD and DSM for specific substance catego-
ries under each scheme, in terms of both lifetime and 
of the previous 12 months [20]. The interviews were 
carried out to investigate the situation prior to ORT as-
sessment. Since this is a retrospective approach, with 
the possibility of errors in recollection, the interviews 
were corroborated by checking against all available 
documentation from the inquiry conducted for ORT 
assessment, finding no grounds for questioning the 
validity of the interviews. The ORT assessment – us-
ing previous documents instead of structured diag-
nostic interviews with the limited purpose of confirm-
ing an opiate addiction according to the statutes – was 
too narrow in its scope to allow detailed diagnostic 
evaluation. The data could, however, be compared lat-
er with data from the more detailed ADDIS interview. 
All the ORT assessment data pertinent to dependence 
criteria arising from the misuse of opiates and other 
opioids, respectively, were confirmed in the ADDIS.

In this study, the main focus has been on lifetime 
diagnoses based on ADDIS, and the main compari-
son has looked for possible distinctions between the 
opiates group and the other opioids group, as catego-
rized by drawing on the documentation collected for 
the ORT assessment.

Statistical analysis was done in SPSS. The sig-
nificance of differences was tested using the Chi-
squared test for categorical variables (diagnoses) and 
the Mann-Whitney U-test for the number of addition-
al substance use diagnoses, the latter being a skewed 
distribution from 0-8. The conventional significance 
level of p <0.05 was applied.

The study has been subjected to ethical review 
and was approved by the Regional Ethical Review 
Board in Linköping, 2011-06-15 (2011/214-31). The 
interviewees consented to participating after being 
informed that the objective of the study was to assess 
substance use disorder diagnoses for research, and 
that the findings would not affect their participation 
in ORT in any way, neither positively, nor negatively.

3. Results

First, in Table 1, the two groups – called the opi-
ate group and the other opioids group – are compared 
on the issue of whether the criteria for opioid depend-
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ence diagnoses (ICD-10: F11.2) were met, and to es-
tablish whether the number of fulfilled dependence 
criteria differed between the groups.

In comparing F11.2-diagnosis in the opiate 
group vs. the other opioids group, all or practically 
all participants in these two groups fulfilled the crite-
ria for opioid dependence both in a lifetime perspec-
tive and in the last 12 months preceding the ORT as-
sessment. Most interviewees in both groups met all 
six criteria, i.e. 97 per cent in the opiate group and 
87 per cent in the other opioids group. These results 
established that, in diagnostic terms, the two groups 
showed opioid dependence of about the same sever-
ity, i.e. both were shown to have a very serious opioid 
substance use disorder. 

A related problem was whether or not both sub-
stance groups had an impact on their development of 
dependence. Did those in the ‘opiate group’ meet the 
criteria mainly based on problems incurred from opi-
ate use, and did those in the ‘other opioid group’ meet 
criteria primarily from their problematic use of other 
opioids? Or was the development of dependence a 
process in which both groups of substances played 
similar roles in the two groups? Table 2 was therefore 
designed to show, in both groups, the number of cri-
teria for opioid dependence related to problematic use 
of opiates, versus the number of criteria associated 
with problematic use of other opioids. 

There was an expected difference between the 
groups, i.e. the criteria were most often developed in 
relation to the individual’s favourite drug. We note, 

however, that the two groups overlapped to a high 
degree; 87 per cent and 88 per cent, respectively, of 
the criteria were met in relation to the other group’s 
favourite substance, indicating that the categorization 
in the two groups seemed to be irrelevant to their de-
velopment of opioid dependence. Most of those in the 
two groups developed opioid dependence in relation 
both to opiates and other opioids.

Since polydrug use is common, dependence di-
agnoses involving substances other than opioids were 
studied to find out whether one of the two groups had 
more severe problems of this kind than the other. Ta-
ble 3 presents other substance dependence diagnoses 
delivered to members of the two groups, and shows 
to what extent the dependence diagnoses differed be-
tween the two groups.

No differences were detected between the two 
groups on the issue of lifetime fulfilment of substance 
dependence in relation to alcohol, sedatives, canna-
bis, cocaine, amphetamines, hallucinogens, inhalants 
and polydrug use. It should also be noted that no one 
in the population received a diagnosis of harmful use 
for any of these substances. They had either devel-
oped a dependence diagnosis or had received no diag-
nosis at all in relation to that substance.

There were no significant differences between 
the two groups in terms of the number of other sub-
stance dependence diagnoses. Eight dependence 
diagnoses in addition to opioids were counted – al-
cohol, sedatives, cannabis, cocaine, amphetamines, 
hallucinogens, inhalants and polydrug use (thereby 

Table 1: Comparison between the opiate group and the ‘other opioids’ group regarding fulfilled opioid depend-
ence diagnosis and severity of such diagnosis, i.e. number of lifetime criteria fulfilled

Opiate group
n=69

Other opioids group
n=30

Opioid dependence ICD-10 (F11.2), Lifetime 100 % 100 %
Last 12 months, preceding ORT assessment 99 % 100 %
Severity of opioid dependence, lifetime
 4 criteria
 5 criteria
 6 criteria

0.0 %
2.9 %
97.1 %

3.3 %
10.0 %
86.7 %

Table 2. Comparison between the opiate group vs. the other opioids group regarding lifetime opioid depend-
ence criteria related to opiates and/or to other opioids

Opiate group
n=69

Other opioids group
n=30

Opioid dependence criteria in relation to opiates mis-
used

100 % 86.7 %

Opioid dependence criteria in relation to other opioids 
misused 88.4 % 100 %
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ignoring dependence on caffeine and nicotine). The 
opiate group had a mean of 4.41 and a median of 5, 
while the ‘other opioids’ group had a mean of 4.07 
and a median of 4. The differences were tested with 
the Mann-Whitney U-test, but proved not to be sig-
nificant. 

4. Discussion

The results show that all the members of the two 
groups fulfilled the criteria for severe opioid depend-
ence, both from lifetime and current perspectives. 
Although the criteria had been developed mainly in 
relation to dependents’ favorite opioid, both opiates 
and other opioids had substantially contributed to 
the development of dependence in both groups. Both 
groups, to the same high degree, also showed that co-
morbidity in other conditions of substance depend-
ence, including polydrug use, needed to be considered 
in treatment. None of the participants had received a 
diagnosis of harmful use for any substance, implying 
that they either received a diagnosis of dependence or 
else had received no diagnosis at all in relation to the 
specific substance.

From a previous study [35] on the same popu-
lation, the two groups examined here also showed 
similar severity when it came to problems related to 
overall areas of life. The groups, to the same degree, 
had major problems in all the areas assessed, which 
supports the finding that the addictive process was the 
same in both groups. Many studies, published over 
time [11, 23, 24, 43, 45] have determined the seri-
ousness of the opioid dependence state; however, no 
previous study that applied the same categorization 

used by the Swedish NBHW (2010) could be found. 
Other countries include opioid-dependent persons in 
ORT, regardless of what type of opioid caused the de-
pendence, since all opioids affect the opioid receptors 
[3, 18, 23, 55].

The World Drug Report [50, 51] as well as other 
reports [15, 16] and studies [8, 18, 19, 33, 57] note 
that the use of all types of opioids has increased inter-
nationally in the last few decades although there are 
geographic differences in their distribution patterns 
[10, 50]. In some of the Swedish cities, e.g. Malmö, 
Stockholm and Norrköping, heroin is the dominant 
opioid that is misused [6]. Individuals who as adults 
moved to Jönköping County from those areas – or 
from other countries where heroin or opium are more 
commonly misused – used “opiates” to a higher ex-
tent. As shown, however, they also used other kinds of 
opioids at significant levels. 

This study has found no evidence in favour of 
the dichotomic categorization of “opiates” vs. “other 
opioids”, even as a way of defining the severity of 
opioid dependence. Specialists in pharmacokinetics 
are familiar with differences between opioids [14], 
but these differences are not based on that categoriza-
tion.

When DSM-III was translated into Swedish 
in 1983, the term ‘opioid’ was mistranslated by us-
ing the Swedish word for opiates, and this mistake 
was repeated in the later translations of ICD-10 and 
DSM-IV [37]. These mistakes, and possibly the lack 
of terminological consistency in international pub-
lications, may have contributed to the problematic 
NBHW statutes in 2010, although this does not ex-
plain why the SBU-commented review on the evi-

Table 3. Comparison between the opiate group vs. the other opioids group concerning lifetime dependence 
diagnosis fulfilled in relation to other drugs

Opiate group
n=69

Other opioids group
n=30 P

Dependence diagnoses:
 Alcohol, %
 Sedatives, %
 Cannabis, %
 Cocaine, %
 Amphetamines, %
 Hallucinogens, %
 Inhalants, %
 Polydrug, % 

68.1 
84.1 
65.2 
27.5 
87.0 
23.2 
21.7 
63.8 

76.7 
90.0 
46.7 
16.7 
83.3 
13.3 
6.7 
73.3 

(a)
0.390
0.436
0.084
0.246
0.634
0.262
0.068
0.353

Number of dependence diagnoses fulfilled 
with substances other than opioids (of eight 
possible), 
 m (sd)
 md (qd)

4.41 (2.3)
5 (2)

4.07 (1.8)
4 (1) 0.415 (b) 

M (sd) = Mean (standard deviation); Md (qd) = Median (quartile deviation). 
Significance tested by: a) Chi-2, b) Mann-Whitney U-test.
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