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Abstract
Background: To study mortality rate and causes of death among all hospitalized opioid addicts
treated for self-poisoning or admitted for voluntary detoxification in Oslo between 1980 and 1981,
and to compare their mortality to that of the general population.

Methods: A prospective cohort study was conducted on 185 opioid addicts from all medical
departments in Oslo who were treated for either self-poisoning (n = 93, 1980), voluntary
detoxification (n = 75, 1980/1981) or both (n = 17). Their median age was 24 years; with a range
from 16 to 41, and 53% were males. All deaths that had occurred by the end of 2000 were identified
from the Central Population Register. Causes of death were obtained from Statistics Norway.
Standardized mortality ratios (SMRs) were computed for mortality, in general, and in particular, for
different causes of death.

Results: During a period of 20 years, 70 opioid addicts died (37.8%), with a standardized mortality
ratio (SMR) equal to 23.6 (95% CI, 18.7–29.9). The SMR remained high during the whole period,
ranging from 32.4 in the first five-year period, to 13.4 in the last five-year period. There were no
significant differences in SMR between self-poisonings and those admitted for voluntarily
detoxification. The registered causes of death were accidents (11.4%), suicide (7.1%), cancer
(4.3%), cardiovascular disease (2.9%), other violent deaths (2.9%), other diseases (71.4%). Among
the 50 deaths classified as other diseases, the category "drug dependence" was listed in the vast
majority of cases (37 deaths, 52.9% of the total). SMRs increased significantly for all causes of death,
with the other diseases group having the highest SMR; 65.8 (95% CI, 49.9–86.9). The SMR was 5.4
(95% CI, 1.3–21.5) for cardiovascular diseases, and 4.3 (95% CI, 1.4–13.5) for cancer. The SMR was
13.2 (95% CI, 6.6–26.4) for accidents, 10.7 (95% CI, 4.5–25.8) for suicides, and 28.6 (95% CI, 7.1–
114.4) for other violent deaths.

Conclusion: The risk of death among opioid addicts was significantly higher for all causes of death
compared with the general population, implying a poor prognosis over a 20-year period for this
young patient group.

Published: 13 February 2008

BMC Psychiatry 2008, 8:8 doi:10.1186/1471-244X-8-8

Received: 1 June 2007
Accepted: 13 February 2008

This article is available from: http://www.biomedcentral.com/1471-244X/8/8

© 2008 Bjornaas et al; licensee BioMed Central Ltd. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
Page 1 of 8
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18271956
http://www.biomedcentral.com/1471-244X/8/8
http://creativecommons.org/licenses/by/2.0
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/about/charter/


BMC Psychiatry 2008, 8:8 http://www.biomedcentral.com/1471-244X/8/8
Background
Mortality rates among opioid addicts are higher than for
the general population, although there are differences
between countries and regions [1]. Standardized mortality
ratios (SMRs) vary between 15 and 28 in different studies
[2-4]. In spite of the increased mortality, and hence the
need for intervention, Cook et al. found that 67% of
patients who attended an emergency department because
of acute opioid overdose were not referred to any thera-
peutic programme for drug addiction [5]. During the last
few decades, studies have focused on abstinence versus
continued drug use following participation in various
treatment programmes, as an outcome measure [6], even
though there is still some doubt about whether such pro-
grammes have a long-term effect on mortality. In a 15-
year follow-up study, Sorensen et al. found that people
who had achieved stable abstinence from injectable nar-
cotics use were at lower risk of premature death when
compared with those who continued using drugs [7].
However, even in the presumed abstinence group, there
was a sevenfold increase in SMR. This raises the question
whether referral to a detoxification programme has a sat-
isfactory effect on long-term mortality.

Although the majority of deaths among opioid addicts are
from accidental poisonings [8], deaths from other unnat-
ural causes, such as suicide, have also increased [9,10].
The co-morbidity between drug dependence and suicide
has been described both as an association between drug
dependence and mental illness [11], and between known
risk factors for both drug dependence and suicide, such as
gender, living alone and unemployment [12]. In an
empirical review, Wilcox et al. estimated the SMR for sui-
cide associated with opioid dependence, but did not esti-
mate SMRs for other diseases [10]. In another empirical
review, Harris and Barraclough calculated SMRs for both
natural and unnatural causes of death associated with opi-
oid dependence [13].

Review studies, which have proven useful in pointing out
the increased mortality in this patient group, have used
expected number of deaths based on WHO data, rather
than patient data. The analyses in Harris and Barra-
clough's review were based on 10 papers with a follow-up
period ranging from 1 to 28 years, and the SMRs for natu-
ral causes of death were based on only one study. Longer

prospective follow-up studies of opioid addicts show how
the overall mortality rate changes over time [14], it being
expected that cause-specific mortality would also differ
between long-term and short-term follow-up studies.
Although cause-specific mortality rates were measured in
one four-year prospective cohort study, no SMRs were
obtained [15]. Prospective cohort studies in the field are
relatively uncommon [15], and even rarer is the opportu-
nity to compare the cohort with a well-defined back-
ground population that includes a whole city. However,
long-term prospective studies of excess mortality among
opioid addicts, in particular, would be useful for obtain-
ing more specific information about opioid addictions as
a subgroup of substance use disorders.

During recent decades, the AIDS epidemic has had a
major effect on this group of patients [16]. Although mor-
tality among opioid addicts increased from 1980 to 1988
[17], this increase can only be partly explained by the
emergence of AIDS [18]. Cause-specific SMRs during
recent decades would be helpful in studying mortality in
this group of patients.

The aims of this study were to study the mortality rate and
causes of death among opioid addicts who had been
treated for self-poisoning or admitted to voluntary detoxi-
fication in 1980 and 1981 during a 20-year follow-up
investigation. The study compared this cohort with the
general population. The study's design allowed an investi-
gation of whether participation in a detoxification pro-
gramme can be protective.

Methods
Participants
The study included all opioid addicts hospitalized due to
self-poisoning in Oslo in 1980, as well as all opioid
addicts admitted for voluntary detoxification in 1980 and
1981 (Table 1). All patients who were discharged follow-
ing treatment for self-poisoning and classified as opioid
abusers in 1980 in Oslo (454,000 inhabitants) medical
departments, were included. This subgroup was obtained
from a larger prospective cohort study that included all
patients treated for self-poisoning in Oslo medical depart-
ments in 1980 [19,20]. Patients leaving directly from the
emergency room after treatment were also included in the
study. The first, or the most serious, admission (i.e.,

Table 1: Opioid addicts treated at medical departments in Oslo in 1980/1981

Self-poisonings n = 93 Voluntary detoxification n = 92 Total n = 185

Females 32 54 86 (46.5%)
Males 61 38 99 (53.5%)
Median age 24 23 24
Average number of admittances 1.4 1.4 1.4
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according to the toxic agent used and the amount taken)
was chosen as the index episode.

All opioid addicts admitted to Ullevaal University Hospi-
tal for voluntary detoxification during 1980 and 1981
were included in the study. During the late 1970s, the
number of opioid addicts increased rapidly in Oslo, par-
ticularly among young people. The treatment facilities
were rather poor. Therefore, from 1980, the Department
of Acute Medicine (previously Medical Department 7)
accepted the responsibility for treating up to three opioid
addicts simultaneously. These people were in need of
detoxification, either before further treatment in drug
addiction units, or due to their poor overall health, Ulle-
vaal University Hospital serving this function for the
whole city [21]. Before admittance, volunteer patients
were interviewed to obtain their agreement regarding the
ward's rules, and they were informed that no opioids or
benzodiazepines would be prescribed. They were offered
neuroleptics and medication, such as alimemazin, which
served as hypnotics. Their health contact person was usu-
ally present on admission. They had daily meetings with a
social worker or a psychiatrist for support and planning
further treatment. The staff at the units received regular
supervision. About 75% of those patients who were
detoxified were transferred for further planned treatment
programmes. About 50% of those in a bad physical con-
dition, left the unit before they were advised to do so. The
average length of stay for the total group was 3.5 days.
Although patients who had experienced an opioid drug
overdose were offered interviews with a social worker or a
psychiatrist, most of them were not interested in further
treatment and left the hospital when they were able to do
so.

The present cohort contained 185 opioid addicts treated
for either self-poisoning (n = 93), voluntary detoxification
(n = 75), or both (n = 17). Those who were admitted ini-
tially for self-poisoning and later for detoxification were
classified in further analyses as voluntarily detoxifica-
tions, to indicate their willingness to undergo further
treatment and rehabilitation. Some patients were hospi-
talized several times (Table 2). Since information about

the status of the patients at discharge was only available
for groups and not individuals, the statistical significance
of this variable was not investigated. There were 99
(53.5%) males and 86 (46.5%) females. Their median age
was 24 years (range 16–41), 72% of patients being in the
20–29 year age group (n = 133).

Design
Classification of abuse was based on patient interviews
and records. The basic criteria were information about
daily, or regular, use of the respective compounds, includ-
ing withdrawal symptoms if the compounds were not
administered.

The causes of death were classified according to the death
certificates provided by Statistics Norway and grouped
according to the appropriate standards. Thus, the same
classification was used for both the study population and
the general population. Death certificates were based on
forensic autopsy records for all cases that did not involve
natural causes [22]. Appropriate categories from the Inter-
national Classification of Diseases (ICD) were used for
deaths occurring before 1987 (ICD-8), for deaths from
1987 to 1996 (ICD-9), and for deaths from 1996 to 2000
(ICD-10). All deaths were categorized according to their
major cause: cardiovascular disease, cancer, other dis-
eases, suicide, accidents, and other violent deaths. The cat-
egory, other diseases, consisted of all diseases except for
cardiovascular diseases and cancer. Other violent deaths
consisted of all external causes of injury, except for sui-
cides and accidents. There was no specific cause of death
for four patients, three deaths being recorded as 799
unknown (ICD-9), and one being recorded as R999
unknown (ICD-10). These cases were all classified as
other diseases.

Mortality in the cohort was compared with that of the gen-
eral population of Norway. Reference rates were com-
puted in terms of five-year calendar periods and five-year
age groups (15–19, 20–24, etc.) for each gender. Patients
were followed to emigration, death or the end of 2000,
whichever occurred first. Dates of emigration and death
were obtained from the Central Population Registry. Per-
son-time under observation, categorized by five-year cal-
endar periods and five-year age groups (15–19, 20–24,
etc.), was obtained for each gender. Mortality rates in the
general population for the same cross-classification served
as reference rates. The expected number of deaths was
computed by multiplying the observed person-time in the
cohort by the reference rates for each cell in the cross-clas-
sification, and appropriately adding the results. SMRs
were computed by taking the ratio of observed to expected
deaths (i.e., the ratio of the number of deaths observed in
the study group to the number of deaths that would be

Table 2: Number of self-poisonings and voluntary detoxifications 
among the cohort of opioid addicts during 1980/1981

Group n %

1 self-poisoning 71 38.4
> 1 self-poisoning 22 11.9
self-poisoning and voluntary detoxification 17 9.2
1 voluntary detoxification 58 31.4
> 1 voluntary detoxification 17 9.2

Total 185 100.1
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expected if the study population had the same specific
rates as the standard population).

Data analyses
The 95% confidence interval (95% CI) was computed for
each SMR, based on the assumption that observed deaths
follow a Poisson distribution. Stata release 8.0 pro-
grammes were used for survival analysis (Stata Corpora-
tion). For other data analyses, SPSS version 14.0 was used
(SPSS Inc.). Comparisons between groups were per-
formed using chi-squared tests, P < 0.05 being considered
statistically significant.

Ethics
Permission for both the original cohort study and the fol-
low-up study was obtained from the National Data
Inspectorate and the Regional Ethics Committee, both of
which agreeing that informed consent was not necessary.
Asking the patients' permission in advance to check
whether they had committed suicide or had died from
other causes during a 20-year follow-up period was con-
sidered unethical. All data were stored anonymously by
substituting a number code for each patient's name, and
placing the data in the locked office of the head physician.

Results
Mortality rates
During the 20-year follow-up period, 70 of the patients
died (37.8%), including 23 females (31.4%) and 47
males (48.5%). Five patients (2.7%) had emigrated, and
110 patients (59.5%) were still alive. The overall SMR was
23.6 (95% CI, 18.7–29.6). The SMR was 23.4 (95% CI,
17.6–31.1) for males, and 24.2 (95% CI, 16.1–36.4) for
females, this difference between males and females being
non-significant. SMR was increased in each successive
five-year period following the initial self-poisoning (Table
3), the highest SMR occurring in the first five years, 32.4
(95% CI, 21.3–49.1). The median age at death was 34
years, with a range from 20 to 58.

Differences between patients treated for self-poisoning 
and those treated voluntarily for detoxification
Forty patients (43.0%) died among those solely dis-
charged after self-poisonings, and 30 patients (48.4%)
died among those treated voluntarily for detoxification
(Table 3). The SMR was 23.5 (95% CI, 17.2–32.0) for
those discharged after an episode of self-poisoning,
whereas the SMR was 23.8 (95% CI, 16.6–34.0) for those
who were admitted voluntarily for detoxification. The dif-
ference in SMR between groups was not statistically signif-
icant, nor were there any significant gender differences.
For both groups, mortality was highest during the first five
years after admittance, and remained high during the
whole period thereafter.

Causes of death
The main causes of death were categorized as accidents (n
= 8, 11.4%), suicide (n = 5, 7.1%), cancer (n = 3, 4.3%),
other violent deaths (n = 2, 2.9%), cardiovascular disease
(n = 2, 2.9%), and other diseases (n = 50, 71.4%). The
other diseases category compromised the vast majority of
deaths. In 37 cases (52.9% of the total), the cause of death
was classified in ICD-8 and ICD-9 as category 304, Drug
dependence (Table 4), and listed according to ICD-9 as a
natural cause of death.

SMRs were significantly increased for all causes of death
(Table 5). The other diseases category had the highest
SMR, 65.8 (95% CI, 49.9–86.9). Accidental poisonings,
that is overdoses, were included in the accidents category,
with an SMR equal to 13.2 (95% CI, 6.6–26.4). There
were five suicides among the deaths, the SMR for suicide
being 10.7 (95% CI, 4.5–25.8).

HIV/AIDS caused one death among the patients in this
study (Table 4), and three deaths that occurred in 1990,
1992 and 1994 were classified as immune system disor-
ders. Additional causes of death were bronchopneumo-
nia, Hodgkin's disease and unspecified infectious or
parasitic disease.

Table 3: Deaths and standardized mortality ratios (SMRs) for opioid addicts for each five-year period

Self-poisonings Voluntary detoxification Total

Deaths SMR (95% CI) Deaths SMR (95% CI) Deaths SMR (95% CI)

Period 1 12 28.8 (16.3–50.7) 10 38.0 (20.5–70.7) 22 32.4 (21.3–49.1)
Period 2 11 28.2 (15.6–51.0) 9 31.1 (16.2–59.7) 20 29.5 (19.0–45.7)
Period 3 11 27.5 (15.5–49.7) 5 16.0 (6.7–38.4) 16 22.5 (13.8–36.7)
Period 4 6 12.1 (5.4–26.9) 6 15.1 (7.0–33.7) 12 13.4 (7.6–23.7)

Total 40 23.5 (17.2–32.0) 30 23.8 (16.6–40.0) 70 23.6 (18.7–29.9)
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For the 37 deaths classified as drug dependence, an addi-
tional cause of death was mainly category 965, poisoning
by analgesics, antipyretics and antirheumatics (ICD-9)
accounting for 28 of the cases. For the rest of the group,
acute or subacute endocarditis, unspecified bronchopneu-
monia, accidental poisoning by alcohol, accidental poi-
soning by barbiturates, and poisoning by other
unspecified drugs or medicinal substances were listed.

In ICD-10, the drug dependence category per se does not
exist. However, one death was classified as F11.0, psychi-
atric diseases and behavioural diseases caused by opiate
dependence, and Hepatitis C and HIV were stated as addi-
tional causes of death. One death was classified as F19.0,
psychiatric diseases and behavioural diseases caused by
multiple drug dependence, with no additional cause of
death listed. One death was classified as F12.0, mental
and behavioural disorders due to use of cannabinoids,
whereas chronic viral hepatitis B was an additional cause
of death.

The numbers of deaths in each five-year period were too
small to obtain cause-specific SMRs. However, causes of
death were distributed evenly throughout the study
period.

Discussion
This prospective study followed all hospital-treated opi-
oid addicts from the same large city, up to as long as 20
years. All patients were traced during this period, thus
minimizing selection bias. Causes of death were obtained
for all patients, enabling cause-specific mortality ratios to
be determined so that they could be compared with those
of the general population.

This study's main finding was the high mortality rate of
37.8%. One-third of females and almost half of males
died. This high mortality rate was observed in a young
patient group, for which the median age during 1980 and
1981 was 24 years. When corrected for the expected
number versus the observed number of deaths, SMRs
showed no statistically significant gender differences.
Although in absolute numbers males had a higher mortal-
ity ratio than females, the expected number of deaths
among males was higher as well. Therefore, the SMRs for
males and females were almost identical, there being a 23-
fold increase in mortality. In this study, the effect of opi-
oid addiction seemed to overrule the effects of age and
gender on mortality.

The SMR of 23.6, found for this cohort, is similar to SMRs
obtained in other long-term European studies [1],
although there were differences in the inclusion criteria
for these studies. SMRs were 15 times higher for male drug

Table 4: Deaths during follow-up that were classified as other diseases. The deaths are further specified according to the ICD systems.

Code Title n %

304 Drug dependence 37 74.0
305 Non-dependent abuse of drugs 2 4.0
279 Disorders involving the immune mechanism 3 6.0
B20.1 HIV 1 2.0
F11.0 Psychiatric diseases and behavioural diseases caused by opiate dependence 1 2.0
F12.0 Mental and behavioural disorders due to use of cannabinoids 1 2.0
F19.0 Psychiatric diseases and behavioural diseases caused by multiple drug dependence 1 2.0
799 Unknown 3 6.0
R999 Unknown 1 2.0

Total 50 100

Table 5: Causes of death during a 20-year follow-up of opioid addicts

Cause of death Females SMR (95% CI) Males SMR (95% CI) Total SMR (95% CI)

Cardiovascular disease 0 - 2 7.1 (1.8–28.4) 2 5.4 (1.3–21.5)
Cancer 2 5.1 (1.3–20.5) 1 3.3 (0.5–23.6) 3 4.3 (1.4–13.5)
Other diseases 15 63.8 (38.5–105.9) 35 66.7 (47.9–92.9) 50 65.8 (49.9–86.9)
Accidents 2 20.8 (5.2–83.2) 6 11.8 (5.3–26.2) 8 13.2 (6.6–26.4)
Suicide 3 25.9(8.3–80.2) 2 5.7 (1.4–22.9) 5 10.7 (4.5–25.8)
Other violent deaths 1 43.2 (6.1–306.7) 1 21.4 (3.0–151.8) 2 28.6(7.16–114.4)

Total 23 24.2 (16.1–36.4) 47 23.4 (17.6–31.1) 70 23.6 (18.7–29.9)
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users in Rome compared with the general population [2],
22 times higher for drug injectors in Glasgow [3], and
28.5 times higher for heroin addicts in Catalonia, Spain
[4].

The lack of gender differences has also been observed in
other studies, such as those conducted with homeless peo-
ple who had a drug addiction [23]. However, other studies
have found higher SMRs for either males [8,15] or females
[2,13]. This diversity of findings may be due to different
inclusion criteria. Gender differences have been observed
when notified addicts or drug users, who were recruited
from drug treatment centres, were included whereas the
present study included hospital-treated opioid addicts.
Therefore, this subject sample may have been more prone
to accidental poisoning, such incidents being less corre-
lated to gender perhaps than to behavioural traits, such as
the pattern of drug use. Irrespective of toxic compound,
the SMR for hospital-treated opioid addicts was much
higher than that for hospital-treated self-poisonings. In a
20-year follow-up study of all self-poisonings treated in
Oslo hospitals in 1980, the SMR was 4.6 (95% CI, 4.1–
5.1), compared with 23.6 in the present cohort [24]. Opi-
oid addicts are therefore at special risk. There were a
higher number of deaths in the first five-year period of the
study, and a decrease in SMR from 32.4 in the first five-
year period to 13.4 in the last five-year period. It is sug-
gested that those who take the highest risks will probably
die early, leading to a decrease in mortality for the cohort
as a whole. It has been shown that the number of active
drug addicts declines mainly from death, rather than from
long-term abstinence [25]. The decrease in SMR may also
be due partly to increased mortality in the general popu-
lation over time, leading to a relative reduction in the
ratio.

There was an increased mortality for all causes of death
among opioid addicts when compared with the general
population, including both natural and unnatural causes
of death. This was consistent with what is known about
substance abusers in general [13]. The causes of death
were mainly drug-related, as has been observed in other
studies [3,15]. Five suicides occurred in the cohort. The
increased risk of suicide among opioid addicts accords
with other studies [9,10]. There has been controversy
about the possible existence of a substantial number of
hidden suicides among accidental poisonings. So far, the
results support the hypothesis that most deliberate poi-
sonings are accidental [26,27]. In the present study, the
causes of death were obtained from Statistics Norway, and
our group reported on the validity of these data in 1985
[28]. Since then, autopsy rates have been declining in Nor-
way, and the reliability of death certificates has been ques-
tioned [29]. Therefore, the suicide numbers may well be
too low. Mortality in the study population was compared

with mortality rates from the whole country. Although the
expected lifespan is lower in Oslo than the average for the
country as a whole, it is less than one year below the aver-
age. Although SMR values found in the current study may
be somewhat high, this will not change the study's major
findings.

Only five deaths were registered as specific natural causes
of death, three being cancer and two being cardiovascular
diseases. The SMRs increased significantly, possibly due to
confounding factors such as lower socio-economic status
or tobacco use. Nevertheless, opioid addicts represent a
group that is at high risk for excess mortality, not only
from drug-related deaths, but also because of their
increased risk of death from cancer and cardiovascular dis-
eases. The increased risk of death, even from natural
causes, is consistent with the increased mortality associ-
ated with other mental disorders [13].

Only one death could be classified as being caused by
AIDS, although three deaths were stated as "disorders
involving the immune mechanism". In other studies,
AIDS has accounted for a majority of the deaths among
opioid addicts [4]. A study of HIV-positive opioid addicts
in Oslo found that drug overdose was a major cause of
death, thus overriding the effect of AIDS on mortality
[30].

The major cause of death was drug dependence, as regis-
tered in the other diseases category. In order to compare
this cohort with the general population, we used the same
categories as Statistics Norway. Although the SMR for this
single cause of death was not calculated, this value would
have provided minimal additional information. If drug
dependence is a chronic disease, a symptom of which is
opioid addiction, one would expect that only those suffer-
ing from the disease would die from it; that is, there would
be a low number of deaths in the background population.
Even when all other diseases were considered in the gen-
eral population, death from drug dependence outnum-
bers the total number of deaths from all other diseases. As
the classification of drug-related deaths is problematic in
the ICD system, the term "drug-related deaths", used in
mortality statistics, is currently being developed by the
European Monitoring Centre for Drugs and Drug Addic-
tion.

The category, drug dependence, is not equivalent literally
to any category in ICD-10. Chapter X4 can be used for
accidental poisonings, whereas F10 to F19 cover psychiat-
ric and behavioural disorders caused by drug dependence.
The incongruence of these classification systems makes it
difficult to know if the categories cover the same spectrum
of patients.
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In this study, mortality did not change from referral to
voluntarily detoxification. Our hypothesis was that those
treated solely for self-poisonings would have a poorer
prognosis, since such people were not sent to drug addic-
tion units on a regular basis. Sorensen et al. found a sig-
nificant decrease in mortality for those who achieved
abstinence [7], but in the present study, it was not known
whether patients completed or discontinued the detoxifi-
cation programme. Those who joined the programme vol-
untarily may have also been in a poorer physical
condition, since this was one of the criteria for admit-
tance. Some of the patients admitted for detoxification
were transferred to other units specialising in the treat-
ment of addicts, whereas others were admitted for a few
days of detoxification in the medical department because
of their extremely poor medical and physical state. Gener-
ally, these patients were not motivated to partake in treat-
ment required to achieve abstinence, and were among
those with the most serious drug addiction problems. In
addition, we did not have information about the comple-
tion rate for those transferred for further treatment.

Unfortunately, in retrospect, we were unable to trace the
status of each patient at discharge, but could only do so
for the group as a whole. However, the high level of mor-
tality in both subgroups supports the hypothesis that
referral to a detoxification programme alone is not suffi-
ciently effective to prevent the excess mortality for this
group. Patients probably need a longer and more closely
supervised follow-up, both to improve their physical
health and to achieve abstinence.

Since the relatively small numbers of deaths in each cate-
gory did not make it meaningful to obtain cause-specific
SMRs for each time period, it was not possible to investi-
gate how cause-specific mortality ratios change over time.
Subgroups might have been used in the statistical analyses
to evaluate the effect of repeated treatments on mortality.
However, the resulting groups would be too small to
reveal any statistically significant differences. It might be
worthwhile investigating in larger studies whether there
could still be a difference between patients seeking
repeated treatments and other patients.

The fact that mortality in this group was quite high when
compared with the general population is a great challenge
to our society. It is worth emphasizing that not all drug
addicts die early. More research is needed to discover what
makes those patients who survive different from those
who die. This information would be helpful both for
choosing therapy and for identifying those at special risk.

Conclusion
The mortality rate was much higher among opioid addicts
than in the general population, and most deaths were

related to drug dependence. The risk of death was highest
in the first five-year period, but the risk of death remained
high throughout the whole 20-year follow-up period.
There were no differences between those admitted for vol-
untary detoxification and those admitted solely for self-
poisonings. Opioid addiction also seemed to override the
effects of age and gender on mortality.

Competing interests
The author(s) declare that they have no competing inter-
ests.

Authors' contributions
MAB helped obtain information on each patient's status
and their cause of death, participated in the design of the
study, and drafted the manuscript. ASB helped obtain
information on each patient's status and their cause of
death, and helped draft the manuscript. AO helped obtain
information on each patient's status and their cause of
death, and helped draft the manuscript. TH performed the
statistical analyses. DJ obtained the cohort of hospitalized
opioid addicts admitted for self-poisoning and partici-
pated in the design of the study. MR obtained the cohort
of patients admitted for voluntarily detoxification. OE
conceived of the study, participated in its design and coor-
dination, and helped draft the manuscript. All authors
read and approved the final version of the manuscript.

References
1. Bargagli AM, Hickman M, Davoli M, Perucci CA, Schifano P, Buster M,

Brugal T, Vicente J: Drug-related mortality and its impact on
adult mortality in eight European countries.  Eur J Public Health
2006, 16:198-202.

2. Bargagli AM, Sperati A, Davoli M, Forastiere F, Perucci CA: Mortality
among problem drug users in Rome: an 18-year follow-up
study, 1980–97.  Addiction 2001, 96:1455-1463.

3. Frischer M, Goldberg D, Rahman M, Berney L: Mortality and sur-
vival among a cohort of drug injectors in Glasgow, 1982–
1994.  Addiction 1997, 92:419-427.

4. Sanchez-Carbonell X, Seus L: Ten-year survival analysis of a
cohort of heroin addicts in Catalonia: the EMETYST project.
Addiction 2000, 95:941-948.

5. Cook S, Moeschler O, Michaud K, Yersin B: Acute opiate over-
dose: characteristics of 190 consecutive cases.  Addiction 1998,
93:1559-1565.

6. Rathod NH, Addenbrooke WM, Rosenbach AF: Heroin depend-
ence in an English town: 33-year follow-up.  Br J Psychiatry 2005,
187:421-425.

7. Sorensen HJ, Jepsen PW, Haastrup S, Juel K: Drug-use pattern,
comorbid psychosis and mortality in people with a history of
opioid addiction.  Acta Psychiatr Scand 2005, 111:244-249.

8. Oyefeso A, Ghodse H, Clancy C, Corkery J, Goldfinch R: Drug
abuse-related mortality: a study of teenage addicts over a
20-year period.  Soc Psychiatry Psychiatr Epidemiol 1999, 34:437-441.

9. Oyefeso A, Ghodse H, Clancy C, Corkery JM: Suicide among drug
addicts in the UK.  Br J Psychiatry 1999, 175:277-282.

10. Wilcox HC, Conner KR, Caine ED: Association of alcohol and
drug use disorders and completed suicide: an empirical
review of cohort studies.  Drug Alcohol Depend 2004,
76(Suppl):S11-S19.

11. Harris EC, Barraclough B: Suicide as an outcome for mental dis-
orders. A meta-analysis.  Br J Psychiatry 1997, 170:205-228.

12. Hawton K, Simkin S, Fagg J: Deliberate self-harm in alcohol and
drug misusers: patient characteristics and patterns of clinical
care.  Drug Alcohol Rev 1997, 16:123-129.
Page 7 of 8
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16157612
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16157612
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11571064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11571064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11571064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9177063
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9177063
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9177063
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10946442
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10946442
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9926561
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9926561
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16260816
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16260816
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15701109
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15701109
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15701109
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10501714
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10501714
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10501714
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10645331
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10645331
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15555812
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15555812
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15555812
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9229027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9229027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16203418
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16203418
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16203418


BMC Psychiatry 2008, 8:8 http://www.biomedcentral.com/1471-244X/8/8
Publish with BioMed Central   and  every 
scientist can read your work free of charge

"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."

Sir Paul Nurse, Cancer Research UK

Your research papers will be:

available free of charge to the entire biomedical community

peer reviewed and published immediately upon acceptance

cited in PubMed and archived on PubMed Central 

yours — you keep the copyright

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

BioMedcentral

13. Harris EC, Barraclough B: Excess mortality of mental disorder.
Br J Psychiatry 1998, 173:11-53.

14. Ghodse H, Oyefeso A, Kilpatrick B: Mortality of drug addicts in
the United Kingdom 1967–1993.  Int J Epidemiol 1998,
27:473-478.

15. Gossop M, Stewart D, Treacy S, Marsden J: A prospective study of
mortality among drug misusers during a 4-year period after
seeking treatment.  Addiction 2002, 97:39-47.

16. Quaglio G, Talamini G, Lechi A, Venturini L, Lugoboni F, Mezzelani P:
Study of 2708 heroin-related deaths in north-eastern Italy
1985–98 to establish the main causes of death.  Addiction 2001,
96:1127-1137.

17. Davoli M, Perucci CA, Rapiti E, Bargagli AM, D'Ippoliti D, Forastiere
F, Abeni D: A persistent rise in mortality among injection
drug users in Rome, 1980 through 1992.  Am J Public Health 1997,
87:851-853.

18. Degenhardt L, Hall W, Warner-Smith M: Using cohort studies to
estimate mortality among injecting drug users that is not
attributable to AIDS.  Sex Transm Infect 2006, 82(Suppl
3):iii56-iii63.

19. Jacobsen D, Frederichsen PS, Knutsen KM, Sorum Y, Talseth T, Ode-
gaard OR: A prospective study of 1212 cases of acute poison-
ing: general epidemiology.  Hum Toxicol 1984, 3:93-106.

20. Jacobsen D, Frederichsen PS, Knutsen KM, Sorum Y, Talseth T, Ode-
gaard OR: Clinical course in acute self-poisonings: a prospec-
tive study of 1125 consecutively hospitalised adults.  Hum
Toxicol 1984, 3:107-116.

21. Ekeberg O, Rostrup M, Aass G: [Treatment of drug abusers in a
medical department].  Tidssk Nor Lægeforen 1984, 104:1795-1799.

22. Statistics Norway – Death by different causes of death,
month by month   [http://statbank.ssb.no/
statistikkbankeDefault_FR.asp?Maintable=DodsArsakMaane&PLan
guage=1&nvl=true&PXSid=0&tilside=selectvarval/
define.asp&direkte=1]

23. Cheung AM, Hwang SW: Risk of death among homeless
women: a cohort study and review of the literature.  CMAJ
2004, 13:1243-1247.

24. Bjornaas MA, Jacobsen D, Haldorsen T, Ekeberg O: Mortality and
causes of death after hospital-treated self-poisonings in Oslo:
a 20-year follow-up study.  Clinical Toxicology  in press.

25. Haastrup S, Jepsen PW: Eleven year follow-up of 300 young opi-
oid addicts.  Acta Psychiatr Scand 1988, 77:22-26.

26. Pfab R, Eyer F, Jetzinger E, Zilker T: Cause and motivation in
cases of non-fatal drug overdoses in opiate addicts.  Clin Toxicol
(Phila) 2006, 44:255-259.

27. Kjelsberg E, Winther M, Dahl AA: Overdose deaths in young sub-
stance abusers: accidents or hidden suicides?  Acta Psychiatr
Scand 1995, 91:236-242.

28. Ekeberg O, Jacobsen D, Enger E, Frederichsen P, Holan L: [The reli-
ability of suicide statistics in Norway].  Tidsskr Nor Laegeforen
1985, 105:123-127.

29. Sundar T: [Hospital autopsies – strong tradition under pres-
sure].  Tidsskr Nor Laegeforen 2003, 123:2746-2749.

30. Eskild A, Magnus P, Samuelsen SO, Sohlberg C, Kittelsen P: Differ-
ences in mortality rates and causes of death between HIV
positive and HIV negative intravenous drug users.  Int J Epide-
miol 1993, 22:315-320.

Pre-publication history
The pre-publication history for this paper can be accessed
here:

http://www.biomedcentral.com/1471-244X/8/8/prepub
Page 8 of 8
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9850203
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9698138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9698138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11895269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11895269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11895269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11487419
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11487419
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11487419
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9184520
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9184520
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16735295
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16735295
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16735295
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6724595
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6724595
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6724591
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6724591
http://statbank.ssb.no/statistikkbanken/Default_FR.asp?Maintable=DodsArsakMaane&PLanguage=1&nvl=true&PXSid=0&tilside=selectvarval/define.asp&direkte=1
http://statbank.ssb.no/statistikkbanken/Default_FR.asp?Maintable=DodsArsakMaane&PLanguage=1&nvl=true&PXSid=0&tilside=selectvarval/define.asp&direkte=1
http://statbank.ssb.no/statistikkbanken/Default_FR.asp?Maintable=DodsArsakMaane&PLanguage=1&nvl=true&PXSid=0&tilside=selectvarval/define.asp&direkte=1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3348092
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3348092
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16749542
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16749542
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7625204
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7625204
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3975879
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3975879
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14600753
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14600753
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8505190
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8505190
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8505190
http://www.biomedcentral.com/1471-244X/8/8/prepub
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/publishing_adv.asp
http://www.biomedcentral.com/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Participants
	Design
	Data analyses
	Ethics

	Results
	Mortality rates
	Differences between patients treated for self-poisoning and those treated voluntarily for detoxification
	Causes of death

	Discussion
	Conclusion
	Competing interests
	Authors' contributions
	References
	Pre-publication history

