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Opioids (i.e. opium, heroin and pre-
scription pain relievers) rank third in 
the world among drug classes in terms of 
the number of users. Opioid dependence 
has a worldwide prevalence that ranges 
from 0.6 to 0.8% and opioid consump-
tion and the demand for treatment for 
dependence are highest in Europe and 
Asia.1 Opioid users are at particularly 
high risk of death from overdose. Those 
who inject opioids also face the risk of 
infection with the human immunodefi-
ciency virus (HIV) and the hepatitis C 
virus (HCV) as a result of unsafe inject-
ing behaviour.2,3 In this issue, Mathers et 
al. present the results of a meta-analysis 
of mortality rates among 67 cohorts 
of people who injected illicit drugs, 
including 14 from low- and middle-
income countries. Their results clearly 
show higher rates of death in low- and 
middle-income country cohorts and in 
HIV-positive people who use opioids, 
as well as during off-treatment periods.4 
There is good evidence that opioid ago-
nist maintenance treatment can greatly 
reduce harm by preventing HIV and 
HCV infection5 and reducing the risk 
of death from these infections and drug 
overdose.6 Thus, strategies for scaling up 
opioid agonist maintenance treatment 
in low- and middle-income countries 
should be prioritized. 

Shifting from punishment to 
treatment

Because opioid dependence has histori-
cally been attributed to low moral char-
acter and lack of willpower, many coun-
tries have tackled the problem through 
punitive measures such as incarceration 
and detoxification or rehabilitation in 
compulsory treatment centres.7 Evidence 
from a wide range of research disciplines 
has since advanced our understanding 
of the pathophysiology of opioid de-
pendence. Because we now know that it 

produces long-term changes in the brain’s 
neural circuits and follows a relapsing, 
remitting course that makes abstinence 
very difficult to achieve,7 many countries 
have shifted away from punishment and 
moved towards the medical treatment of 
people dependent on opioids. However, 
punitive approaches are still prevalent, 
particularly in low- and middle-income 
countries in Asia. As a result, various 
international organizations have de-
nounced human rights violations and 
drawn attention to the health risks and 
lack of efficacy of these punitive strate-
gies.8 The benefits of different approaches 
are still being debated,9–11 but continued 
movement towards therapeutic rather 
than punitive measures is clearly essential 
for the epidemic of opioid dependence to 
be successfully controlled.

Expanding integrated, 
comprehensive services 

According to guidelines issued by the 
World Health Organization (WHO), best 
practice in the “psychosocially-assisted 
pharmacological treatment” of opioid 
dependence consists of methadone 
maintenance treatment, combined with 
one or more of a broad range of ancillary 
support services, such as counselling 
or contingency management.7 Despite 
methadone’s proven effectiveness and 
affordability, methadone maintenance 
treatment is still unavailable in many low- 
and middle-income countries where it 
is desperately needed.12 Thus, expansion 
of treatment coverage to include more 
of the worlds’ opioid users should be 
prioritized. Although methadone is the 
recommended drug, other options, such 
as buprenorphine (an opioid agonist) 
for maintenance and naltrexone (an 
opioid antagonist) for relapse preven-
tion, should be made available to meet 
the individual needs of a higher frac-
tion of the people who use opioids.7 In 

addition, psychosocial support is critical 
to recovery because opioid dependence 
results in complex cognitive, behavioural 
and psychological dysfunction, including 
depression, anxiety and post-traumatic 
stress disorder.7 Similarly, since HIV 
and HCV infections and tuberculosis are 
common among people who use opioids, 
a growing body of evidence suggests 
that integrated care services for disease 
management will improve outcomes in 
a variety of settings,7 including China, 
as discussed by Zhao et al.6 Thus, the 
expansion of psychosocial services and 
infectious disease care services and their 
co-location and integration with treat-
ment for opioid dependence should be 
strongly encouraged. The rapidly growing 
epidemic of dependence on prescription 
opioids is largely confined to the United 
States of America but is predicted to 
spread to other high-income countries 
and to low- and middle-income countries 
as well.13 By anticipating the problem 
and being prepared to tackle it through 
effective treatment solutions, low- and 
middle-income countries will gain an 
important advantage in their fight against 
the epidemic of opioid dependence. In 
this issue, Gowing et al.14 underscore 
that good documentation and data col-
lection are also critical for promoting and 
implementing these strategies in low- and 
middle-income countries.

Low- and middle-income countries 
generally lack the resources to quickly 
implement and scale up treatment for 
opioid dependence. They need to make 
a strong political and financial commit-
ment to do so now. Scaling up treatment 
today can save millions of lives and 
billions of dollars that are being lost to 
opioid dependence every year.  ■
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