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1  Introduction and organization of the 
Proceedings

In June 2021, a multipart workshop was hosted to convene stakeholders and scientists from around 
the world to examine and showcase various practice-based approaches and public health policies 
that address opioid use disorder (OUD) and opioid-related overdoses and deaths. The workshop 
was held over five days. Day one was moderated by Scott Weiner, emergency physician and direc-
tor of Brigham Comprehensive Opioid Response and Education program at Brigham and Women’s 
Hospital. The panelists discussed current strategies for addressing OUD in the US and Canada, along 
with potential strategies that may be employed in the future. Day one is described in Chapter 2 of 
these proceedings. Day two was moderated by Joji Suzuki, addiction psychiatrist at, director of the 
division of addiction psychiatry, and program director for Brigham Addiction Medicine Fellowship at 
Brigham and Women’s Hospital; it included presentations on the use of opioid substitution treatment 
in Europe and the state of OUD in the United Arab Emirates. Day two is described in Chapter 3 of these 
proceedings. Day three of the workshop was moderated by Weiner, and it included presentations 
on the state of OUD in Australia and Malaysia. Day three is described in Chapter 4 of these proceed-
ings. Day four was moderated by Gloria Brand, program director of the Program in Opioid and Pain 
Innovation at Brigham and Women’s Hospital. Day four included panelist presentations about drug 
policy reform in Vietnam, and the events of day four are detailed in Chapter 5 of these proceedings. 
Day five was moderated by Suzuki; it included discussion of the impact of the COVID-19 pandemic 
on OUD, the state of drug use in South Africa, and a broader overview of the history, trends, and inno-
vations in OUD treatment and policy reform. Day five is described in Chapter 6 of these proceedings.

1.1 Opening remarks
Weiner explained that the opioid epidemic has 
been ongoing for over two decades, and it has 
been exacerbated – both in terms of mortality 
and disparities – by the COVID-19 pandemic. Still, 
many countries impacted by OUD have devel-
oped unique treatment and policy strategies. By 
highlighting innovative approaches from around 
the world, this workshop series is aimed at reveal-
ing the best innovations that can be brought to 
bear to address OUD. Suzuki shared that he has 

witnessed the impact of OUD in his communi-
ties. Despite advances in addressing OUD, there 
is still much work to be done. He expressed his 
hope that convening a diverse group of experts 
will generate new insights and offer opportuni-
ties to sharing learnings from around the world.
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2  Strategies for addressing opioid use 
disorder in North America

1 Speaker did not submit comments.
2 More information about 2019 National Survey of Drug Use and Health is available at https://www.samhsa.gov/data/

release/2019-national-survey-drug-use-and-health-nsduh-releases (accessed July 19, 2021).

2.1 Addressing the opioid crisis in 
the US
2.1.1 National Survey on Drug Use 
and Health
Deepa Avula1, chief of staff and chief financial 
officer at Substance Abuse and Mental Health 
Services Administration (SAMHSA), discussed 
how the opioid crisis in the United States is 
addressed. She explained that the National 
Survey on Drug Use and Health (NSDUH) is the 
primary source of information on the nature 

and extent of substance use and behavioral 
health in the US (see Box 2-1). She noted that 
due to a slight lag between data collection and 
reporting, the most current NSDUH report 
is from 2019—ie, there are not yet NSDUH 
data from the COVID-19 pandemic. Conse-
quently, the current NSDUH does not reflect 
substance use and behavioral health trends 
associated with the pandemic. Avula noted that 
substance use and behavioral health issues are 
expected to rise as a result of the pandemic.

Box 2-1. National Survey of Drug Use and Health

The National Survey on Drug Use and Health (NSDUH) provides up-to-date information 
on tobacco, alcohol, and drug use, mental health, and other health-related issues in the 
United States. It is a comprehensive household interview survey used to estimate preva-
lence and incidence of substance use, substance use disorders (SUD), and mental health 
disorders, as well as the receipt of treatment services for these disorders. The survey is 
collected face-to-face by field interviewers who read questions and record the respondent’s 
replies. The interviewers use a computer-assisted self-interviewing process to ask partic-
ipants more sensitive questions. The NSDUH sample is drawn to represent the civilian, 
noninstitutionalized population of the United States aged 12 years or older. Participants 
are randomly selected and include persons in households, college dorms, homeless in 
shelters, and civilians on military bases. As a household survey, NSDUH excludes active 
military, long-term hospital residents, prison populations, and homeless not in shelters. 
Thus, NSDUH estimates do not represent the total US population and can underestimate 
the extent of opioid use disorder. The data are collected year-round from all 50 states 
plus the District of Columbia, with approximately 67,500 persons interviewed annually. 

2.1.1.1 2019 National Survey on Drug 
Use and Health Report

2.1.1.1.1 Mental illness and 
substance use disorders in the US
Avula reviewed findings from the 2019 NSDUH 
report.2 Among adults aged 18 or older, 61.2 

million people had a mental illness and/or 
substance use disorder. Of these, 19.3 million 
(7.7%) adults had a substance use disorder, 
51.5 million (20.6%) had a mental illness, and 
9.5 million (3.8%) had both. Among those with 
a substance use disorder, 2 in 5 (38.5% or 7.4 
million) struggled with illicit drugs; 3 in 4 (73.1% 

https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
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or 14.1 million) struggled with alcohol use; and 
1 in 9 (11.5% or 2.2 million) struggled with illicit 
drugs and alcohol. An estimated 1.6 million 
people had an opioid use disorder in 2019. 
Among those with a mental illness, 1 in 4 (25.5% 
or 13.1 million) had a serious mental illness 
(SMI). Since 2018, rates of mental illness and/
or substance use disorder have increased 5.9%, 
primary driven by increases in mental illness.

2.1.1.1.2 Opioid misuse
An estimated 10.1 million Americans (3.7% of 
total population) misued opiods in the past 
year; the vast majority of people who misused 
opioids in the past year misused prescription 
pain relievers. Specifically, 9.7 million people 
(96.6% of opioid misusers) misused prescrip-
tion pain relievers in the past year compared 
with 745,000 people (7.4% of opioid misusers) 
who used heroin. An estimated 404,000 (4.0% 
of opioid misusers) have misused prescrip-
tion pain relievers and used heroin. In the US, 
hydrocodone products were the most commonly 
misused subtype of prescription pain relievers in 
2019, with an estimated 5.1 million people misus-
ing. An estimated 3.2 million people misused 
oxycodone and 269,000 misused prescription 
fentanyl products. Overall, a modest decline 
in misuse was reported in all opioid categories 
except prescribed fentanyl, which had no change.

2.1.1.1.3 Opioid misuse related to 
other substance use, major depres-
sive episodes, and serious mental 
illness
In the US, a major focus has been on address-
ing co-occurring disorders. Because NSDUH 
collects both mental health and substance 
use data, the NSDUH report anaylzes the 
association between opioid misuse and other 
substance use or mental illness. Regarding 
co-occuring SUD, results indicate a strong 
positive association between opioid misuse 
and use of marijuana, cocaine, methamphet-
amine, and heavy alcohol consumption. Opioid 
misuse is also associated with major depres-
sive episodes (MDE) and SMI. The survey also 
reports that those with substance use disor-

der have significantly higher rates of suicidality 
including suicidal ideation, plans, or attempts.

2.1.1.1.4 Sources of pain relievers
Among the 9.7 million people aged 12 or older 
who misused prescription pain relievers in the 
past year, the most common source for the last 
pain reliever they misused was from a friend or 
relative. More than half (50.8%) obtained pain 
relievers from a friend or relative in some way: 
37.0% of people obtained pain relievers from 
a friend or relative for free, 9.2% bought them 
from a friend or relative, and 4.6% took their pain 
reliever from a friend or relative without asking. 
Furthermore, of those who obtained pain reliev-
ers from a friend or relative for free, 83.8% of 
the friends or relatives had a prescription from 
a single doctor. Another 37.5% obtained pain 
relievers through prescription(s) or stole pain 
relievers from a health care provider, and 6.2% 
bought pain relievers which they misused from 
a drug dealer or other stranger. The finding that 
the vast majority of misused opioids come from 
a friend or family member who obtained the 
drug from a prescription from a single physician 
indicates the need to increase provider educa-
tion regarding careful prescribing practices.

2.1.1.1.5 Misuse among past year 
users of opioid products
Among those who used prescription pain reliev-
ers in 2019, most did not misuse them. Buprenor-
phine, an effective treatment for opioid use disor-
der, is the most commonly misused prescribed 
pain reliever. Among past year users of buprenor-
phine products, 27.8% (686,000 people) 
misused them. Buprenorphine is not benign and 
can be unsafely used, particularly when diverted. 
Thus, prescribers should be aware that buprenor-
phine is reported to be significantly misused.

2.1.2 Approach to addressing addic-
tion in the US
A whole health approach is used to address 
addiction in the US, stated Avula. A whole health 
approach to substance use recognizes the array 
of issues that substance use behavior creates 
for individuals. Drug use disorders are associ-
ated with life-threatening complications apart 
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from the risk of overdose death. Those with 
substance use disorders are more likely to be 
homeless, victims of crime, food insecure, have 
co-occurring physical or mental health prob-
lems, and have legal issues. Injectable drug users 
are also at risk for endocarditis, cellulitis, and 
abscesses. Although the number of opioid over-
dose deaths is an important indicator, it is not 
the sole measure of success for substance use 
programs. Effective treatment involves provid-
ing the supports and services to address all of 
the consequences of substance use. Apart from 
preventing opioid overdose deaths, the goal of 
treatment is to keep people living a healthy, 
productive, happy, and socially connected life. 
Therefore, the approach employs evidence-
based practices to address the many needs 
of individuals with substance use disorders. A 
continuum of community-level and individual 
services can be implemented to help prevent 
and treat substance use disorders and support 
individuals in recovery. For instance, communi-
ties across the US have implemented syringe 
exchanges to ensure the physical health of 
users; such programs are critical in mitigating 
the spread of infectious disease. Despite world-
wide interest, safe injection sites have been 
recently deemed a violation of the US Controlled 
Substances Act. Therefore, the strategy is not 
being pursued in the US. Other strategies include 
naloxone education and distribution programs 
and peer supports in emergency departments 
and on the streets. A focus has also been placed 
on making medication assisted treatment (MAT) 
widely available. The approach aims to meet 
the psychosocial needs of those affected, with 
particular attention paid to special populations 
such as the incarcerated, women and their chil-
dren, and those with serious mental illness. Youth 
have also been targeted for prevention efforts.

From 2017 to 2021, the major focus in the opioid 
crisis was on prevention and making treatment 
readily available. SAMHSA funded a series of 
programs on the conceptual framework of 
prevention, treatment and recovery, and many 
of the programs are currently ongoing. The State 
Opioid Response grant program recognized the 
varying needs across states and allowed each 
state to design and develop a strategy to address 

their local needs. These strategies were required 
to include prevention, treatment, and recovery 
services, but states were free to tailor programs 
to the needs of their communities. Set-asides 
were placed for tribal needs and states hard-
est hit by the epidemic. The programs also used 
evidence-based practices for substance abuse 
prevention strategies. The prevention programs 
include activities and services provided in a vari-
ety of settings and populations such as students 
and youth. One strength of the program is the 
use of community-based prevention messaging 
from faith leaders, teachers, and other commu-
nity members to lead awareness and develop a 
strong community coalition. SAMHSA requla-
tions require provider networks to offer MAT 
for patients in states receiving funding from 
the State Opioid Response grant program, 
although patients may choose other treatment 
options. This policy evinces the acceptance of 
MAT as a legitimate, effective, and evidence-
based treatment, and it made state imple-
mentation of MAT services easier by reduc-
ing the stigma for both patients and providers.

Avula explained that the Substance Abuse 
Prevention and Treatment Block Grant Program 
aims to help plan, implement, and evaluate activ-
ities that prevent and treat substance abuse. The 
Medication Assisted Treatment-Prescription 
Drug and Opioid Addiction (MAT PDOA) grant 
funded implementation of services related 
to MAT for OUD. Criminal justice programs 
support people with OUD or other substance 
issues involved in the criminal justice system 
by providing paths to treatment such as drug 
courts, pre-arrest diversion, and offender re-en-
try. SAMHSA also supports service provisions 
for pregnant and parenting women with OUD 
and their children in addition to programs that 
focus on individualized community needs and 
expanding capacity. The Overdose Reversal Drug 
Access program and First Responder Training 
programs focused on overdoses and reversal 
drugs. SAMHSA also funded a series of programs 
aimed at workforce development and training. 
Peer specialist training programs increased 
community outreach and recovery efforts. The 
Minority Fellowship Training program in addic-
tion psychiatry, addiction medicine, and psychol-
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ogy was funded to serve high need communi-
ties and encourage engagement. Training and 
technical assistance grants funded education 
on substance and opioid use disorders lacking 
in the mainstream medical school and health-
care curricula. The goal was to increase provider 
knowledge and confidence in providing care and 
treatment for OUD. In particular, State Targeted 
Response to Opioids team-based training and 
education is an innovative strategy address-
ing the crisis by federally funding local train-
ing teams in each state. Teams provided train-
ing and technical assistance in communities to 
help shape the local response. Other programs 
include Providers Clinical Support System 
(PCSS) for MAT, Addiction Technology Transfer 
Centers, Substance Abuse Prevention Technol-
ogy Transfer Centers, and PCSS-Universities.

2.1.2.1 Results
The programs demonstrated many posi-
tive impacts.3 From 2016-2019, opioid misuse 
and rates of opioid use disorder significantly 
decreased in all age groups: 12-17 years, 18-25 
years, ≥26 years, and ≥12 years. Prescription 
pain reliever misuse also significantly decreased 
among the age groups of 12-17 years, 18-25 
years, and ≥26 years. With regard to prevention 
efforts, heroin initiation decreased from 2016 
to 2019. Avula noted the importance of preven-
tion and early intervention to decrease rates 
of heroin use. Rates of treatment services also 
improved. The number of individuals receiv-
ing pharmacotherapy for opioid use disorder 
(MAT) increased overall and respectively for 
methadone, buprenorphine, and naltrexone.

2.1.2.2 Impact of COVID-19
Avula also discussed the impact of COVID-
19 on substance use. The Administration was 
pleased with the 2019 NSDUH results; however, 
the COVID-19 pandemic resulted in changes to 
life and routine which greatly affected millions 
of Americans. Changes included: loneliness 
and isolation; unemployment, business jeop-
ardy, and financial stressors; children out of 

3 Past year, 2016-2019 NSDUH, 12+
4 Czeisler et al 2020
5 CDC Health Advisory 2020

school and parents trying to home school; 
and loss of usual health and/or mental health 
services, particularly for those with special 
needs unable to access services. Overall, the 
pandemic resulted in stress, trauma, anxiety, 
depression, grief, and negative mental health 
effects4 which are risk factors for increased 
substance and opioid use. Mitigation strategies 
for the physical effects and viral containment 
of COVID-19—though necessary—resulted in 
unintended mental health consequences. Deci-
sion makers lacked an understanding of these 
sequelae and could have better addressed the 
spectrum of adverse effects of lockdowns and 
business closures, suggested Avula. For exam-
ple, discrepencies arose regarding standard 
social distancing requirements; the US required 
6 feet, while other countries required three. It 
remains unclear whether the 6-feet requirement 
was necessary and it made access to treatment 
services more difficult. Furthermore, the US 
social distancing requirements closed mental 
health treatment centers and made it harder 
to obtain methadone or attend group therapy. 
The Centers for Disease Control and Prevention 
(CDC) reports5 substantial increases in drug 
overdose deaths across the US; this was primar-
ily driven by rapid increases in overdose deaths 
involving synthetic opioids excluding methadone 
(likely illicitly manufactured fentanyl). A concern-
ing acceleration of the increase in drug over-
dose deaths, with the largest increase recorded 
from March 2020 to May 2020, coincided with 
the implementation of widespread mitigation 
measures from the COVID-19 pandemic. The 
geographic distribution of overdose deaths 
involving synthetic opioids changed with the 
largest percent increase occuring in states in 
the western US. Overdose deaths involving 
psychostimulants with abuse potential (eg, 
methamphetamine) also increased significantly.

The strategies implemented for COVID-19 
should have better addressed substance use 
and mental health along with physical health, 
said Avula. Furthermore, mental health should 
not be considered separate from physical 
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health. Mental health has a profound impact 
on an individual’s wellbeing and health strate-
gies should consider a person’s whole health.

2.1.2.3 Future plans
Future policies should keep in mind those most 
affected by the pandemic. Despite the develop-
ment and widespread availablity of COVID-19 
vaccines, the effects of the pandemic are not 
behind the millions of Americans who’ve either 
developed or exacerbated an existing substance 
use disorder. Therefore, future plans include 
increasing MAT, developing evidence-based 
practices, and caring for high-risk populations. 
Avula also noted the importance of addressing 
all substance use, rather than just opioids. A crit-
ical lesson learned during the opioid crisis is that 
focusing on one drug type will result in the rise of 
another. Therefore, substance use policy needs 
to align with the way that substance use works 
in communities and not just one drug at a time. 
Work should also continue on workforce develop-
ment and training as mainstreaming substance 
use disorder treatment improves results for both 
individuals and practitioners. Finally, individu-
als with opioid use disorder deserve the same 
type of care as individuals with any other type 
of chronic condition in the United States. The 
Substance Abuse and Mental Health Services 
Administration will continue to focus on reduc-
ing stigma to improve access to quality services.

2.2 Addressing opioid with a harm 
reduction perspective
Mark Tyndall6, professor at the University of Brit-
ish Columbia School of Population and Public 
Health, infectious disease specialist and epide-
miologist with a focus on urban health, drug use 
and harm reduction, former executive direc-
tor of the British Columbia Centre for Disease 
Control and the Deputy Provincial Health Offi-
cer, reviewed a harm reduction approach to 
opioid use disorder in Canada. He described 
how the rise in overdose deaths has unmasked 
drug policy issues as well as discussing policy 
interventions introduced in British Columbia.

6 Speaker did not sumbit comments. 

In the domain of harm reduction and the treat-
ment of substance use disorders, a large propor-
tion of the most vulnerable people are left 
without care, said Tyndall. This is because the 
current strategy is primarily founded on absti-
nence-based recovery programs, which block 
treatment based on drug use. Tyndall suggested 
that the medical approach to drug use is back-
wards. From a harm reduction point of view, it 
is critical to provide services during all stages 
of recovery—even to active substance users. A 
harm reduction approach focuses on empow-
ering people with substance use disorders to 
choose to reduce or stop their drug use once 
they receive support. Abstinence-based recov-
ery programs are unsuccessful for the many 
people whose drug use is a tactic for living 
with physical, mental, and emotional injuries. 
For many, drugs are not their primary problem, 
but a mechanism for coping with their prob-
lems. Therefore, the approach to substance 
use should focus more on supporting the lives 
of those affected. To make an impact on the 
drug crisis, the approach to drug use needs a 
major overhaul. Drug prohibition and the war on 
drugs has led to increases in overdose deaths 
and the rise of fentanyl and synthetic opioids. In 
Canada, the rate of heroin use is decreasing as 
the illegal drug market switches to more potent 
synthetic drugs, such as fentanyl. The rise of 
fentanyl across North America is the direct result 
of prohibition. Overall, increases in synthetic 
drug use are leading to more overdose deaths.

2.2.1 Policy intervention
Most drug users are affected by trauma, stated 
Tyndall. Until properly addressed, many drug 
users will remain unable to obtain services 
and are vulnerable to death. For example, the 
aboriginal populations in Canada are greatly 
affected by deep-seated trauma (eg, residen-
tial schools) and are disproportionately repre-
sented in addiction programs. Stigma and 
trauma also arise from drug policies. In addi-
tion to a medical approach of offering medi-
cations and other services, strategies for 
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addressing drug crises should aim to reduce 
the harm caused by law enforcement policies.

Tyndall discussed several harm reduction inter-
ventions and his experience in the downtown 
east-side Vancouver community. An impover-
ished section in the middle of the wealthy city, 
the area has been a laboratory in harm reduc-
tion techniques and interventions. Described 
as a “prohibition police state,” the area has 
disproportionately high levels of drug use and 
repeat incarceration. Several harm reduction 
interventions have been implemented. Down-
town east side Vancouver was the home of one 
of the first needle exchanges in North America. 
In 2003, the supervised injection site, INSITE, 
opened. Tyndall lamented that supervised injec-
tion sites remain illegal under federal law in the 
United States, despite evidence from Canada 
and Australia demonstrating the successes 
of these programs. Supervised injection sites 
are a place to engage and show compassion 
for those who use drugs and have nowhere 
to go; as such, these types of sites are one of 
the most impactful drug-use interventions.

In 2016, the provincial government of British 
Columbia declared drug overdose a public health 
emergency, which led to the opening of over-
dose prevention and supervised injection sites. 
Currently, 20 sites are open across the province 
and remain well attended. Tyndall also noted 
that supervised injection sites have served to 
offset some of the isolation caused by COVID-
19. Additionally, an extensive community-based 
naloxone program has been implemented that 
has trained many people to carry naloxone kits 
and intervene in overdoses. However, inter-
vening in an overdose with a naloxone kit is a 
form of late intervention and, for many drug 
users, it comes too late. Among those who 
die of overdose in British Columbia, 80% die 
alone and are found long after they have died. 
He noted that people are incentivized to use 
drugs in isolation due to drug criminalization. 
So, although supervised injection sites reach 
a large proportion of people, others are still 
unable to obtain access to much needed care.

Furthermore, the approach in British Colum-
bia and across Canada aims to give a voice 

to people who use drugs. Medical systems 
frequently patronize drug users. Tyndall stated 
that terms such as “opioid use disorder” evinces 
the over-medicalization of an issue defined by 
people’s suffering and their attempts to cope 
by self-medicating. Often, drug users use what-
ever drug is most readily available, accessible, 
and cheap. For example, some areas of Canada 
have very little fentanyl use but high levels of 
crystal meth; these trends reflect the local avail-
ability of drugs that are cheap and long lasting. 
People who wish to use drugs to cope with their 
suffering will often use whatever drug is avail-
able to alleviate the pain they are experiencing.

2.2.1.1 Drug poisoning crisis
The overdose crisis is exacerbated by the prev-
alence of fentanyl and polysubstance use. Poly-
substance use increases the likelihood of inad-
vertently or periodically using opioids through 
adulteration. A potent opioid, fentanyl often 
overwhelms users and leads to drug poisoning. 
Public health practitioners should view the issue 
as a “drug poisoning crisis” rather than an over-
dose crisis. This terminology better reflects the 
unintentional nature of drug poisoning deaths, 
as victims of drug poisoning typically die after 
taking doses they believed to be safe. Moreover, 
North America has a drug poisoning epidemic 
caused by synthetic opioids. Tyndall indi-
cated three necessary responses to this crisis:

• Provide drug users with access to a safer, 
alternative supply of opioids to reduce drug 
poisonings.

• Decriminalize drug use to stop harmful 
cycles of drug user incarceration.

• Defund police or restructure police systems 
to shift focus away from punishing drug 
distribution, use, and possession.

Moreover, he suggested that resources should 
be reallocated to support drug users with 
services such as housing and trauma coun-
selling. Criminal punishment is an unsustain-
able and ineffectual solution for the crisis. 
Indeed, pursuing drug criminalization policies 
has led to the untimely deaths of many people.
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2.2.1.2 Crosstown Clinic
Canada has slowly started to adopt safe supply 
programs. For instance, the Crosstown Clinic7 
is a hydromorphone and medical-grade heroin 
injection program in Vancouver. The program 
was established as part of a large clinical trial 
and has operated for over a decade. About 200 
people attend the supervised clinical setting 
to inject heroin 2-3 times daily. Safe supply 
programs are gradually expanding in British 
Columbia. To quickly combat the overdose crisis, 
Tyndall called for substance use treatment to be 
“de-medicalized.” A safe pharmaceutical supply 
of drugs should be available for drug users, 
rather than allowing them to continue buying 
poison and unknown drugs on the black market.

2.2.1.3 MySafe project
Tyndall discussed the safe supply project called 
MySafe,8 which expands beyond structured 
medical models of providing injectable heroin or 
hydromorphone. Since January 2016, more than 
5,545 people in British Columbia have died of an 
overdose; this death toll amounts to an average 
of nearly 4 deaths per day. To combat the increas-
ing opioid-involved overdoses, the MySafe initia-
tive uses a vending machine to provide partici-
pants with a safer supply of opioids. Drug users 
have access to a prescribed amount of medical 
quality hydromorphone which are dispensed 
from vending machines in Downtown East Side 
Vancouver. Participant eligibility is based on 
their use of street fentanyl, which puts users 
at risk of drug-related death. Originally, partici-
pants could use the machine up to four times a 
day. With COVID-19, participants were allowed 
to receive their daily allotment through a single 
visit. Many drug users are putting themselves at 
risk by buying toxic street drugs; this program 
helps drug users have autonomy, reduce crime, 
and avoid illicitly produced, potentially contam-
inated drugs. In sum, the program is saving 
lives by providing dependable, medical qual-
ity hydromorphone. Although seemingly coun-
terintuitive, providing a safe supply of drugs 
is often the first step towards reducing or not 

7 More information about the Crosstown Clinic is available from https://www.providencehealthcare.org/hospitals-
residences/providence-crosstown-clinic (accessed July 19, 2021).

8 More information about the MySafe project is available from https://mysafe.org/ (accessed July 19, 2021).

using drugs. Thus, the MySafe project offers 
drug users an opportunity to start their recovery.

2.3 Discussion 1 (June 1, 2021)
2.3.1 Buprenorphine Treatment

2.3.1.1 Increasing accessibility by lift-
ing prescriber training requirement
Scott Weiner, emergency physician and director 
of Brigham Comprehensive Opioid Response 
and Education program at Brigham and Women’s 
Hospital, asked about recent changes in the US 
regarding healthcare practitioner training in the 
prescribing of buprenorphine. Prior to April 28, 
2021, physicians and other healthcare practi-
tioners in the US were required to receive 8 or 24 
hours of training, respectively, to be authorized 
to treat OUD patients with buprenorphine. The 
training requirements remain for practitioners 
wanting to treat more than 30 patients simul-
taneously. Avula commented that the purpose 
of the training requirement was to ensure that 
practitioners understood the complexity of 
treating OUD and the possible consequences 
of buprenorphine diversion or misuse. This 
change was intended to increase patient access 
to buprenorphine by increasing the number of 
providers who can prescribe it. However, prior 
to this repeal, there were already many providers 
who were able to treat individuals with buprenor-
phine, so the educational requirement may not 
have been the major barrier to access. Avula 
stated that she is hopeful that this change will 
make buprenorphine more accessible with-
out increasing diversion, but the outcomes 
of this change must be monitored and evalu-
ated. Tyndall added that drug diversion is the 
result of systemic issues that drive individuals 
to seek opioids through unregulated means.

2.3.1.2 Challenges to patient adoption 
of buprenorphine
Weiner asked how buprenorphine compares to 
other OUD medications, like methadone and 
hydromorphone. Tyndall pointed out that Subox-
one (the buprenorphine formulation in Canada) 

https://www.providencehealthcare.org/hospitals-residences/providence-crosstown-clinic
https://www.providencehealthcare.org/hospitals-residences/providence-crosstown-clinic
https://mysafe.org/
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has been readily available in recent years. 
However, despite being the first-line therapy for 
OUD patients seeking substitute opioids, Subox-
one has been less successful than methadone. 
Tyndall suggested that the lack of patient usage 
is due to the potency and limitations of buprenor-
phine. Methadone gives patients a mild high and 
it allows patients to continue using some alterna-
tive opioids, while buprenorphine “makes people 
feel very normal” and is less permissive to other 
opioid use. Tyndall added that opioid substitu-
tion therapies like buprenorphine and metha-
done are only appropriate for OUD patients at 
a certain point in their trajectory; many people 
are not ready to adopt or adhere to the strict 
regulations required by these treatments.

2.3.2 Addressing the risk of diversion
Weiner asked about the ethical challenge of 
making OUD medications like Suboxone avail-
able over the counter, specifically with regard to 
the risk of adolescent opioid exposure. Tyndall 
responded that the risks of not making opioid 
substitute treatments more accessible outweigh 
the risks of drug diversion. Tyndall noted that 
drugs are almost always given to friends or 
people experiencing withdrawal symptoms. It 
is highly unlikely, although possible, that some-
one may divert these drugs to children. Addi-
tionally, Tyndall pointed out that it is far more 
effective to put resources toward education 
and protecting people from the trauma that 
leads to drug use rather than prohibiting drug 
usage. Tyndall asserted that hundreds of thou-
sands of lives should not be jeopardized by 
the fear of drug diversion. Avula asserted that 
drug diversion is common and has real and 
significant impacts on young people and fami-
lies, and that the government has a responsi-
bility to ensure the safety of all of its citizens.

2.3.3 Addressing the psychological 
challenges of providing and seeking 
OUD treatment

2.3.3.1 Efforts to support addiction 
treatment workers
A participant asked the panelists to discuss 
initiatives to provide psychosocial support and 

improve working conditions for workers in addic-
tion treatment facilities, given the stressful and 
emotionally challenging aspects of these jobs. 
Avula acknowledged the high turnover and low 
salaries in the addiction treatment field and cited 
high burnout rates as a key concern. Avula noted 
that it is important to make sure that people 
entering these jobs receive adequate training 
and understand the challenges they will face 
in these roles. Additionally, Avula highlighted 
efforts to expand the workforce that treats OUD 
patients by training primary care practitioners 
to initiate interventions earlier and financially 
incentivizing addiction treatment careers—
for example, by providing higher compensa-
tion, loan forgiveness, and student repayment.

2.3.3.2 Efforts to improve patient care
Tyndall emphasized the patient experience and 
acknowledged that medical systems often do 
not engage individuals struggling with drug 
use with empathy and understanding. Tyndall 
strongly advocated for supervised injection 
sites for OUD patients because they offer the 
opportunity to make connections with commu-
nity and healthcare workers in a safe environ-
ment. Tyndall stated that patients often associ-
ate emergency departments and specialty clin-
ics with trauma; the discomfort people expe-
rience in these settings undermines their will-
ingness to access care in those types of facil-
ities. In response, Avula highlighted efforts to 
build Recovery Community Organizations that 
interface with local communities and medical 
institutions. These organizations are directed by 
individuals who are in recovery from substance 
use disorders. Avula pointed out that because 
of their lived experience, these people are 
more likely to be able to meet the needs of 
OUD patients than emergency room doctors.

2.3.4 Cost effectiveness of safe drug 
supply interventions
A participant asked about studies that have 
examined the relative financial costs of providing 
safe drug supplies versus the current systems 
used to manage drug use (eg, emergency depart-
ment visits, hospitalizations, criminal justice, 
economic costs of lives lost from overdose). The 
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participant also asked whether access to a safe 
drug supply reduces involvement in the more 
urgent and expensive present systems of care. 
Tyndall cited the NAOMI trial9, which provided 
supervised heroin and hydromorphone injec-
tions for OUD patients. He reported that the 
trial included a comprehensive costs evalua-
tion, which found that this intervention reduced 
time spent in the hospital as well as reducing the 
burden on the criminal justice system and the 
number of crimes committed. Tyndall also stated 
that his team is beginning an economic evalua-
tion of the MySafe program for publicly dispens-
ing opioids to OUD patients. Tyndall added 
that studies in Vancouver report that hospi-
talizations, criminal justice, and other intangi-
ble costs amount to $50-100,000 annually for 
the average person entrenched in poverty and 
street drug use. Tyndall concluded by empha-

9  Oviedo-Joekes et al 2014

sizing that maintaining the status quo is an 
expensive endeavor, but safe drug supply inter-
ventions appear to be extremely cost effective.

2.3.5 Implications of the COVID-19 
pandemic for OUD treatment
In closing, Weiner asked about how systemic 
changes in response to the COVID-19 crisis may 
lead to positive and lasting improvements for 
helping people struggling with drug use. Avula 
highlighted the improvements and expansion in 
the use of telehealth, which have made care more 
accessible for people that are unable to easily 
visit in-person clinics. Tyndall remarked that 
prior to COVID-19, there were no conversations 
about decriminalization of all drugs or imple-
menting regulated drug supply interventions, but 
now both are being discussed and considered.
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3  Opioid substitution treatment and the 
state of OUD in the European Union and 
United Arab Emirates

10 More information about Frankfurt University of Applied Sciences in Germany is available at www.frankfurt-university.
de/isff (accessed August 6, 2021).

11  Jürgens et al 2009
12 UNAIDS 2014

3.1 The state of opioid substitution 
treatment implementation in Euro-
pean prisons
Heino Stöver, professor of social scientific 
addiction research at the Frankfurt Univer-
sity of Applied Sciences in Germany10, direc-
tor of the Archive and Documentation Centre 
for Drug Literature and Research at the 
University of Bremen, president of akzept 
e.V. (national umbrella organization for harm 
reduction), and consultant for the Euro-
pean Commission, United Nations Office on 
Drugs and Crime, WHO, European Monitoring 
Centre for Drugs and Drug Addiction, Inter-
national Committee of the Red Cross, and 
Open Society Institute. In his presentation, he 
reviewed the implementation of opioid substi-
tution treatment (OST) in European prisons.

3.1.1 Introduction
The Nelson Mandela Rules are the guiding prin-
ciples for the treatment of prisoners world-
wide, and they include essential paragraphs 
that require healthcare delivery to prisoners, 
stated Stöver. The Rules started in 1955 and 
were originally known as the UN Standard Mini-
mum Rules for the Treatment of Prisoners. A 
revised version of the Rules was later adopted 
and renamed the “Nelson Mandela Rules” 
to honor the legacy of the late President of 
South Africa who spent many years in prison 
and became the most famous prisoner in the 
world. He highlighted Rule 24, which states:

• The provision of health care for prisoners is a 
State responsibility. Prisoners should enjoy 
the same standards of health care that are 
available in the community, and should have 

access to necessary health-care services 
free of charge without discrimination on the 
grounds of their legal status.

• Health-care services should be organized 
in close relationship to the general public 
health administration and in a way that 
ensures continuity of treatment and care, 
including for HIV, tuberculosis and other 
infectious diseases, as well as for drug 
dependence.

Prisoners are a target population partially 
because of their increased risk for infectious 
diseases. The prevalence of unprotected sex, 
multiple sexual partners, low and inconsistent 
condom use, intravenous drug use, sharing of 
injecting equipment (syringes, needles, and 
other drug paraphernalia), and prison tattooing 
and body piercing are among the principal driv-
ers of the global HIV epidemic.11 The prevalence of 
HIV, sexually transmitted infections, hepatitis B 
and C, and tuberculosis in prison populations has 
been estimated to be between 2-15 times higher 
than in the general population.12 HIV prevalence 
is higher among prisoners than in the general 
adult population in many countries including the 
Ukraine (15 times higher), Argentina (10 times 
higher), and South Africa and the USA (2 times 
higher). The incidence rate of tuberculosis is esti-
mated to be 23 times higher among prisoners.

The DRUCK Study funded by the Federal Minis-
try of Health, and conducted by the German 
central health monitoring institution, The Robert 
Koch Institute, also found that prisoners were 
more likely to inject drugs. The sero-behavioural 
survey aimed to collect biological and behavioral 
data among people who inject drugs. It sampled 

http://www.frankfurt-university.de/isff
http://www.frankfurt-university.de/isff
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2,077 people.13 Results indicated that 81% (CI: 
79.1-82.5) of participants had been incarcerated. 
The average duration in prison was 5 years with 
a median of 3.5 years and range of 1 month to 
30 years; participants were imprisoned an aver-
age of 5.6 times. The study found that 30% (CI: 
37.3-31.7) of those ever incarcerated injected 
while in prison. Of those ever incarcerated 
who injected while in prison, 11% (CI: 8.2-13.8) 
started their intravenous drug use in prison.

Thus, prisoners are more likely to inject drugs 
and are at increased risk for the associated 
infectious diseases like HIV. The United Nations 
Office on Drugs and Crime (UNODC) advo-
cates for opioid use disorder treatment among 
prisoners in their publication on HIV preven-
tion, treatment, and care in prisons and other 
closed settings.14 The comprehensive pack-
age is comprised of 15 key interventions. One 
critical intervention is drug dependence treat-
ment, including OST. Stöver maintained that 
OST is the most effective drug dependence 
treatment for people dependent on opiates 
and, therefore, should be accessible in prisons.

The importance of OST accessibility is high-
lighted in the case of Wenner vs. Germany.15 A 
plaintiff with long-term dependence to opiates 
was denied drug substitution treatment while 
incarcerated in a Bavarian/German prison. The 
case was taken to the European Court of Human 
Rights in Strasbourg, France. The court found 
that the physical and mental strain that Wenner 
suffered as a result of his untreated or inade-
quately treated health condition could, in prin-
ciple, amount to inhuman or degrading treat-
ment. Furthermore, the failure to adequately 
assess Wenner’s treatment needs was a viola-
tion of the prohibition of inhuman or degrad-
ing treatment. The case also illustrates how 
law is more powerful than science. The law 

13 Zimmermann 2014
14 More information about UNODC’s policies is available from https://www.unodc.org/documents/hiv-aids/HIV_

comprehensive_package_prison_2013_eBook.pdf (accessed July 16, 2021).
15 European Court of Human Rights, Wenner v. Germany, no. 62303/13, § 59, ECHR 2016
16 Larney et al 2014
17 Harm Reduction International 2020 https://www.hri.global/global-state-of-harm-reduction-2020 (original bad link 

provided https://www.hri.global/files/2020/10/27/Global_State_of_Harm_Reduction_2020.pdf) 
18 More information available at https://www.emcdda.europa.eu/best-practice/evidence-summaries/opioid-

substitution-therapy-reduce-deaths-prison_pt (accessed June 28, 2021) 
19 European Monitoring Centre for Drugs and Drug Addiction 2021

was able to rule on the importance of OST long 
after the conclusion of scientific research.

3.1.2 Opioid substitution treatment: 
evidence, obstacles, and progress
Stöver then reviewed evidence regarding the 
use of OST in prisons. Accumulating evidence 
from the literature suggests that OST is an effec-
tive intervention. One cohort study16 enrolled 
16,715 opioid dependent people who were in 
prison between 2000 and 2012. Being in OST 
was associated with a 74% lower hazard of dying 
in prison (adjusted HR (AHR) 0.26; 95% CI 0.13 
to 0.50), compared to time not in OST. Being 
in OST was also associated with an 87% lower 
hazard of unnatural death (AHR 0.13; 95% CI 
0.05 to 0.35), a 94% lower all-cause mortal-
ity hazard during the first 4 weeks of incarcer-
ation (AHR 0.06; 95% CI 0.01 to 0.48), and a 
93% lower hazard of unnatural death during the 
first 4 weeks of incarceration (AHR 0.07; 95% 
CI 0.01 to 0.59), compared to time not in OST.

However, the global availability of OST in the 
communities and prisons varies (see Figure 
3-1).17 Most countries worldwide do not have 
OST in prisons. Even where OST is available, 
significant diversity exists in the accessibility of 
OST. Additionally, there is often a lag between 
the introduction of OST in the community and 
prisons.18 In general, there is a delay of 7-8 years 
in introducing OST in prisons compared with its 
implementation in the community. For exam-
ple, The Netherlands introduced OST in the 
community in the early 1960s and waited 20 
years to launch it into the prison setting. Other 
countries, like Germany, instituted both rela-
tively simultaneously. Largely, most European 
countries have at least some coverage of OST in 
prisons.19 Sweden, Germany, Hungary, Bulgaria, 
and Greece have OST available in some prisons. 

https://www.unodc.org/documents/hiv-aids/HIV_comprehensive_package_prison_2013_eBook.pdf
https://www.unodc.org/documents/hiv-aids/HIV_comprehensive_package_prison_2013_eBook.pdf
https://www.hri.global/global-state-of-harm-reduction-2020
https://www.hri.global/files/2020/10/27/Global_State_of_Harm_Reduction_2020.pdf
https://www.emcdda.europa.eu/best-practice/evidence-summaries/opioid-substitution-therapy-reduce-deaths-prison_pt
https://www.emcdda.europa.eu/best-practice/evidence-summaries/opioid-substitution-therapy-reduce-deaths-prison_pt
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In Poland, OST is officially available in all pris-
ons, but has low coverage due to the additional 
requirement for abstinence. Ukraine, Slova-
kia, Bosnia and Herzegovina, and Turkey have 
no coverage. A study20 was conducted on the 
European healthcare delivery in prisons and 
targeted opiate dependent people. In 2016, the 
number of inmates on OST was 52,000 within 
24 countries. The United Kingdom, France, and 

20 Stöver et al 2021
21 European Monitoring Centre for Drugs and Drug Addiction 2021

Germany had 24,877, 14,900, and 1700 inmates 
on OST, respectively. Results also indicated that 
the coverage rate of OST among prisoners is 
low. For example, the prevalence (%) of heroin 
use before imprisonment among prisoners in 
Slovenia is 20% and percentage of prisoners 
being on OST in 2016/2017 was 44.6%. The 
UK had rates of 16% and 29.2%, respectively.

Figure 3-1. Global availability of opioid agonist therapy in the community and in prisons

Note: OAT = opioid agonist therapy 
Source: Stöver presentation, https://www.hri.global/global-state-of-harm-reduction-2020

3.1.2.1 Governance of prison health-
care services
The framework for treatment of drug users in 
EU prisons involves various political documents, 

principles, national policies, and plans.21 Many 
European political documents recommend OST 
on a national and international level. Such docu-
ments include the 2002 Council Resolution on 
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drug treatment in prison, the 2004 European 
Parliament recommendation on the Rights of 
Prisoners in the EU, and the 2000-2012 and 
2013-2020 EU Drug Strategies as well as their 
corresponding EU Drugs Action Plans. Two 
principles provide the basis for providing health 
treatment for people in prison: equivalence of 
care and continuity of care. Based on the Nelson 
Mandela Rules, the two guiding principles are 
internationally recognized. Furthermore, the 
governance of prison health services in Europe, 
for the most part, rests with the ministry manag-
ing prison services overall, typically the minis-
try of justice. World Health Organization (WHO) 
recommends that ministries of health provide 
and be accountable for healthcare services 
in prisons. These recommendations have 
prompted some countries in Europe to trans-
fer the responsibility for healthcare in prison 
to the health ministry. In France, Italy, Slovenia, 
United Kingdom, Norway, Sweden, and Spain the 
governance of healthcare in prison rests with the 
health ministry. The move is an ongoing process. 
Some countries, such as Croatia, have a mixed 
model with supervision by the ministry of health. 
In Europe, 12 countries have prison health objec-
tives in a national drugs strategy, and 9 coun-
tries cover drugs in their prison health strategies.

3.1.2.2 Problems of implementation
Stöver reviewed the obstacles to implementing 
OST interventions in prison. Little information 
is available in most countries.22 Currently, OST 
is available in all countries except Greece and 
Slovakia, yet coverage of services has large vari-
ability and is not available in all prisons. In partic-
ular, Germany has large gaps in coverage and 
long waiting lists. Generally, OST provisions are 
increasing, however, coverage is low in prisons. 
The percent of prisoners receiving OST is greater 
than 10% in 7 countries, 3-10% in 9 countries, 
and less than 3% in the other countries. There 
are also issues regarding implementation of OST 
as maintenance treatment and detoxification. 
Those that do provide OST mainly use it as contin-
uation from community treatment. Only 8 coun-

22 Montanari et al 2017
23 Hedrich et al 2012
24 Stöver et al 2006

tries—Austria, Estonia, Finland, France, Greece, 
Luxembourg, Slovenia, and Spain—allowed the 
initiation of OST while in prison. Additionally, 
substance control barriers impede buprenor-
phine expansion. Presently, approximately 70% 
of OST programs use methadone and 30% use 
buprenorphine. Dosage of OST medication also 
varies. Most prison OST services in Europe are 
provided by external providers and rarely given 
with psychosocial interventions, although an 
exception is the Integrated Drug Treatment 
System in the United Kingdom. Lastly, he 
noted that there are large distinctions between 
formal guidelines and recommendations and 
actual implementation of OST interventions.

3.1.2.3 Systematic review of opioid 
substitution treatment in prisons
A systematic review23 on the impact of OST in 
prisons analyzed 21 studies, including 6 random-
ized control trials, and found that OST is effective 
among the prison population. OST was signifi-
cantly associated with reduced heroin use, 
injecting, and syringe-sharing in prison if doses 
were adequate. OST was also associated with 
increased treatment entry and retention after 
release and post-release reductions in heroin 
use. Pre-release OST saw reduced post-release 
deaths. Evidence regarding crime and re-in-
carceration was equivocal. There was insuffi-
cient evidence concerning HIV/hepatitis C virus 
(HCV) incidence. Finally, results indicated that 
disruption of OST continuity, especially due to 
brief periods of imprisonment, was associated 
with very significant increases in HCV incidence.

3.1.3 Conclusions
Stöver summarized the results from a study of 
OST policies and practices in European coun-
tries.24 In most countries, the coverage is still 
low. Considerable variation was also found in 
relation to detoxification models and mainte-
nance methods. OST as prevention of relapse 
is only functioning in a few countries. Moreover, 
the provision of OST in prisons varies from one 
country to another, from one region to another, 
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from one prison to another, and even from 
one doctor to another within the same prison.

The introduction of OST is progressing slowly 
due to several factors. Obstacles include the 
predominance of abstinence-only recovery poli-
cies, juridical concern, lack of knowledge, lack of 
infrastructure, confusing OST medications with 
street drugs by staff and medical doctors (eg, 
thinking methadone is a street drug), and polit-
ical barriers. Political factors include decision 
makers opposing OST in prisons. However, Stöver 
noted that physicians should recognize their role 
as an independent, primary provider to prison-
ers and their medical prerogative to offer OST.

Overall, prison-based OST is a highly effective 
means of treating OUD and has several advan-
tages. OST is a starting point and stable ther-
apy for treating other disorders and infec-
tious diseases such as HIV and HCV. It is 
highly effective at reducing the risk of death 
(75% reduction) among people in the first 4 
weeks after release from prison. Despite slight 
increases in OST capacity, OST lags behind 
the current needs with respect to opioid use 
treatment and infectious disease prevention.

3.2 Global Opioid Situation: a 
perspective from the United Arab 
Emirates
Hisham Elarabi, consultant at the National Reha-
bilitation Centre, Abu Dhabi, United Arab Emir-
ates (UAE), developer of the Suboxone Treat-
ment and Rehabilitation Trial in collaboration 
with the Institute of Psychiatry, and professor of 

25  UNODC 2008

26   G e h r i n g  a n d  S a e e d  2 0 1 7

27  UNODC 2018
28  UNODC 2021

psychology and neurosciences at King’s College 
London, reviewed opioid use in the UAE and the 
country’s innovative approaches to addressing it.

3.2.1 Burden of opioid use disorder 
in the UAE
Opiates represent the greatest problem in terms 
of substance use in and around the UAE.25 The 
increase in the prevalence of opioid use can 
be attributed to various factors, including the 
geographical location of the UAE. The country 
borders central Asia, positioning it close to the 
opioid production zones of Afghanistan, Paki-
stan, and Iran. For many years, it was thought 
that the UAE was primarily a transit country for 
illicit substances. However, the UAE has become 
a frequent destination country for opioids. 
Geographically, UAE is close to countries with 
high levels of opioid use26, major opiate traf-
ficking routes (see Figure 3-2)27, and areas with 
frequent drug seizures28. Real-time assessment 
of substance use in the UAE is limited by the 
rapidly changing landscape of substance use and 
the lack of comprehensive surveillance systems, 
he noted. Evidence suggests that opioids have 
remained a drug of choice in the country for 
more than 20 years, with primary opioid use 
representing 27-40% of total substance use. 
Before 2017, opioid use was a criminal offense 
subjected to an imprisonment sentence of 
up to 4 years, but no criminal proceedings 
were enacted when individuals sought treat-
ment voluntarily or on their first offense.

Figure 3-2. Major drug trafficking routes
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Source: Elarabi presentation, UNODC 2018

3.2.2 UAE’s National Rehabilitation 
Center
The National Rehabilitation Center was estab-
lished in 2002 as the UAE’s specialized addic-
tion treatment, care, and prevention facility. In 
2010, NRC became a comprehensive addic-
tion response center dedicated to treatment 
and care, rehabilitation, research and innova-
tion, prevention and early intervention, human 
capacity building, policy and legislative devel-
opment, advocacy, and surveillance. In 2017, the 
NRC became a WHO Collaborative Center. The 
headquarters is in the capital of the UAE, Abu 
Dhabi, and does not have additional locations. 
Service capacity is limited by the geograph-
ical distribution and spectrum of care of a 
single facility, stated Elarabi. It is also the only 
facility in the country able to provide medica-
tion assisted treatment for maintenance ther-
apy. The availability of medication assisted 
treatment (MAT) is also limited by increasing 
reports of diversion, non-adherence (abuse), 
and increased rates of polysubstance use. 
Social and structural stigma are also signifi-
cant challenges in opioid treatment in the UAE.

3.2.2.1 Epidemiology
Opioid use disorder (OUD) greatly impacts the 
UAE. An estimated 0.16%-0.28% of the popu-
lation are current opioid users. Of people aged 
15-64 with OUD, 15,000-28,000 are estimated 
to have used opioids in the past year. OUD 
has increased 526% from 1990 to 2010 and is 
associated with significant total mortality of 
0.23%. Most patients spend the best years of 
their lives and youth using drugs. The average 
patient starts using drugs young (17.74 years) 
and continues for 11.4 years before present-
ing for treatment. Almost 15% of patients with 
OUD have a positive family history of substance 
use. Almost 48% inject heroin/morphine, while 
about 30% use non-injecting heroin/morphine. 
Only 22% misuse prescription opioids, indi-
cating that most use illicit drugs. About 12% of 
patients have hepatitis B, C, or both; the prev-
alence of hepatitis C is higher than hepatitis B.

Polysubstance use is also common, with 73.7% of 
patients using 2 or more non-opioid substances 
in addition to the primary opioid use: pregaba-
lin (72.1%), benzodiazepines (40.5%), tetrahy-
drocannabinol (37.5%), carisoprodol (20.8%), 
captegon (19.2%), trihexphenidyl/procyclidine 
(22.1%), and alcohol (15.8%). Around one-quar-
ter of patients have had a non-fatal overdose. 
The proportional risk hazard of non-fatal opioid 
overdose is 3.8 times higher in polysubstance 
use, especially when using the muscle relaxer 
carisoprodol (odds ratio 5.31). Regarding comor-
bid mental illness, 60.5% have mixed anxiety and 
depression and 75% have poor sleep quality, 
which greatly impacts the number of psycho-
tropic drugs prescribed for patients. The aver-
age patient is prescribed 1.5 psychotropic drugs 
other than opioid substitution treatment, with 
the upper range being 4 psychotropic drugs. Elar-
abi stated that no information is currently avail-
able on medical outcomes of OUD or the associ-
ation between OUD and comorbidities, but those 
associations are currently being researched.

3.2.2.2 Disease burden
From an economic perspective, drug use disor-
ders cause significant burden. Substance use 
disorders represent 0.71% of total disabil-
ity-adjusted life years. A population-based 
economic assessment estimated that 
substance use disorders cost the UAE econ-
omy 5.4 billion USD or 1.4% of gross domes-
tic product. Of the $5.4 billion lost, 88% of the 
cost ($4.79 billion) is from productivity loss. 
Criminal justice system costs, excluding pros-
ecution, represented 12% ($0.65 billion ) of 
the loss. Finally, 0.4% ($0.023 billion) of the 
total loss was attributable to healthcare costs.

In 2015, the economic disease burden of OUD in 
the UAE was also assessed using psychometric 
methods. The analysis used one year as duration 
of imprisonment and did not account for down-
stream health care costs. The median history of 
imprisonment episode was 1.0 (0.0-3.0). That 
is, every patient included in the assessment 
was imprisoned at least once. The estimated 
median annual cost of OUD at the patient level 
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was 146,783.40 USD (IQR: 114,752 –234,318). 
The median annual cost of illicit drug purchase 
was 82,139.50 USD (IQR: 36,715-82,139.5) or 
56.2% of the total cost. Estimated productiv-
ity loss was significantly less than reported by 
the economic assessment. Productivity loss 
was assessed to have a median annual cost of 
34,656 USD (IQR: 28,055-25,992) or 23.6% of 
the total cost. The median annual criminal justice 
system cost excluding prosecution was 29,740 
USD (IQR: 0.00-6126) or 20.2% of total cost.

3.2.3 Policy intervention
The UAE’s response to increasing rates of OUD 
has been to enact legislative and policy amend-
ments, initiate harm reduction policy, and apply 
evidence-based medicine. The amendment to 
reduce imprisonment sentencing from 4 years 
to 2 years for illicit substance use has greatly 
increased the number of patients present-
ing for treatment. In the UAE, patients can be 
involuntarily submitted to treatment by drug 
enforcement authorities if a 1st or 2nd degree rela-
tive declares them as a disturbance and harm 
to their family. Another amendment facilitates 
voluntary treatment by expanding the descrip-
tion of ‘voluntary patients’ to those coerced to 
treatment upon request of 1st or 2nd degree rela-
tives. In addition, the rise of criminal cases for 
drug use has called for dedicated drug courts 
in the justice system. A legislative bill for the 
inception of drug courts is being considered. 
Other legislative and policy amendments include 
listing opioid use as a cause of death in cases 
positive for opioids on post-mortem testing. 
For cultural reasons, it was previously unneces-
sary to report opioid use as a cause of death in 
the UAE, stated Elarabi. Death certificates now 
note opioid use. For example, a death certificate 
might indicate cause of death as hemodynamic 
instability and opioid use. Amendments have 
also been introduced to cover substance use 
disorder treatment under basic health insur-
ance coverage and to pass Good Samaritan laws.

Harm reduction policies have also been imple-
mented in the UAE. For instance, naloxone emer-

29 Elarabi et al 2021
30  Al Ghafri et al 2020

gency kits are supplied to first responders. Addi-
tionally, naloxone autoinjectors are prescribed to 
individuals with a history of carisoprodol use due 
to the increased risk of non-fatal overdose when 
taken in combination with opioids. Those with 
polysubstance use who are on buprenorphine 
medication assisted therapy are closely moni-
tored. Surveillance reports are generated on 
hot spots to inform the implementation of early 
intervention and presentation programs. Finally, 
use of prescription opioids differ by geographic 
region. For example, 77% of tramadol use in the 
UAE occurs in Dubai and Northern Emirates. The 
remaining 23% of tramadol use occurs in Abu 
Dhabi. Such geographic differences also inform 
early intervention and prevention programs.

3.2.4 Solutions: innovations
Elarabi discussed the innovative interventions 
being implemented in the UAE. A public relations 
campaign expanded treatment accessibility by 
demonstrating the economic harm of opioid use 
and cost-benefit of treatment to the commu-
nity. The demonstration of effective novel inter-
ventions also expanded treatment accessibility. 
For example, researchers found that the only 
behavioral management approach to impact 
substance use was a novel intervention which 
incentivized medication adherence and absti-
nence with contingent access to unsupervised 
doses of buprenorphine.29 Typically, patients 
had to receive their medication under super-
vision. The study found that therapeutic drug 
monitoring enabled contingent access of up 
to a 28-day supply of take-home medication.

Research is also being conducted to optimize 
outcomes of substance use disorder treatment. 
Family engagement in treatment is an important 
predictor of success.30 Evidence indicates that 
family engagement in treatment increases the 
chances of retention by 3-fold. However, family 
engagement is hampered by multiple barriers 
including social stigma, logistics, and family 
stress and strain. In response, a family-cen-
tered program is being developed to address 
family needs and patient management. The 
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family programs are being developed and deliv-
ered using digitized platforms and technology 
to circumvent identified barriers. He added 
that the COVID-19 pandemic has increased the 
acceptance of virtual communications methods.

3.2.5 Successes and failures
Elarabi concluded by examining the successes 
and failures in their approach to opioid treat-
ment. The UAE has been successful in providing 
ambulatory care instead of extended residen-
tial programs or institutionalization. Evidence 
also indicates that medication assisted treat-
ment should not be limited to detox or short-
term treatment but extended to mainte-
nance therapy. Additionally, recovery-oriented 
systems of care have been found to be more 
realistic than abstinence-based approaches.

Several recommendations and future plans 
regarding opioid use treatment were also 
presented. First, treatment outcomes should be 
redefined. Opioid use should not be the sole treat-
ment outcome. Rather, aspects such as reten-
tion, social recovery, impairments, etc. should 
also be considered. Second, the development of 
a prototype, point-of-care buprenorphine quan-
titation is expected to help establish medica-
tion assisted therapy as mainstream treatment. 
Third, pre- and post-release prison programs 
are currently being considered. Finally, more 
research should examine the impact of social 
and individual stigma on treatment, demand for 
treatment, and social recovery and reintegration.

3.3 Discussion 2 (June 8, 2021)
3.3.1 Use and stigma against opioid 
substitution medications in prisons
Joji Suzuki, addiction psychiatrist at, director of 
the division of addiction psychiatry, and program 
director for Brigham Addiction Medicine Fellow-
ship at Brigham and Women’s Hospital, asked 
the panelists to address OUD treatment in pris-
ons. He remarked than in the United States, it can 
be difficult to gain buy-in from prisons because 
of stigma against OUD substitution medications. 
Suzuki acknowledged the expansion of opioid 
addiction medications in Massachusetts prisons, 
but recognized that this acceptance was fairly 

recent and has not been widespread through-
out the country. Suzuki asked Stöver and Elarabi 
to describe the medications being used in pris-
ons in Germany and the UAE, respectively, and 
their strategies for overcoming the stigma that 
impedes adoption of opioid substitution therapy.

In Stöver’s response, he acknowledged the 
stigma and discrimination not just in prison 
settings, but throughout the healthcare system. 
Stöver described witnessing stigmatization 
many times while visiting over 100 prisons 
in Europe during a 2006-07 inquiry into OUD 
and medication assisted treatment (MAT). 
One example Stöver provided was the inclu-
sion of signs on the cell doors of prisoners with 
substance use disorders that identified them 
as “addicted persons.” To Stöver, these signs 
were “the ultimate form of stigmatization for 
people in MAT.” Stöver pointed out that, fortu-
nately, many countries have since changed their 
policies to be sensitive to MAT stigmatization. 
Stöver described the suggestions he gives pris-
ons he works with: (1) treat MAT as any other 
medical treatment; (2) keep the reasons for 
medical visits confidential from other prisoners 
and staff members; and (3) provide long-last-
ing depot injections (eg, buprenorphine) that 
allow prisoners to receive medication once 
per week or per month and thereby reduce the 
frequency of medical unit visits. Stöver high-
lighted the importance of MAT acceptance not 
only by the prison system, but also by prison 
staff and other prisoners. Stöver said that this 
can be easily accomplished through education 
on the basics of MAT, either formally or at the 
peer level—for example, prisoner to prisoner 
or staff member to staff member. Stöver also 
stated that prison physicians must play a pivotal 
role in combating stigmatization by commu-
nicating that MAT is a medical treatment just 
like any other and should be accepted as read-
ily as medication for hypertension or diabetes.

Elarabi added that many prisons are chal-
lenged by overcrowding due to the increas-
ing number of prisoners with substance use 
disorders who relapse and are reincarcerated. 
Elarabi stated that this has created a need for 
OUD treatments in prison systems, and fram-
ing medications as solutions to overcrowding 
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may increase their adoption. However, Elarabi 
also emphasized that more work needs to be 
done to introduce MAT treatments in prisons.

3.3.2 Non-opioid drug offenses and 
UAE drug offense demographics
A participant asked Elarabi to clarify the 
substances that people are arrested for using in 
the UAE, given the claim in Elarabi’s presenta-
tion that up to forty percent of patients attend-
ing treatment for substance use disorders in 
the UAE are for opioid use. The participant also 
asked about the citizen status and gender demo-
graphics of people imprisoned for substance use.

Elarabi responded by mentioning that the 
National Rehabilitation Center (NRC) and UAE 
law state that all people have access to medi-
cal treatment, regardless of immigrant or resi-
dent status. Elarabi reported that the drug 
cases in the UAE involve a mix of citizens and 
non-citizens. In terms of the non-opioid impris-
onments, Elarabi stated that the percentages 
are always changing, but prescription drugs 
were high in 2015, followed by stimulants, 
Captagon (fenethylline; a codrug of amphet-
amine and theophylline), and alcohol. Elarabi 
also mentioned that there is very low expo-
sure to cocaine in the UAE. Suzuki commented 
on the difference in the patterns of substance 
use in the UAE and the US—where alcohol and 
cannabis are the major causes of incarcer-
ation—compared to the UAE, where opioids 
accounts for up to 40 percent of substance use.

3.3.3 Transitioning away from 
imprisonment for drug offenses
Stöver responded to a participant’s question 
regarding the shortening of mandatory mini-
mum sentencing for drug offenses from 4 years 
to 2 years, and whether this change would 
impact prisoner outcomes. Stöver identified 
this change as a major step forward because 
prisons are not ideal locations for OUD treat-
ment. He noted that the UNODC and WHO 
have suggested alternatives to imprison-
ment for drug offenses. Stöver expressed his 
opinion that seeking and using drugs to treat 
dependence does not justify imprisonment: 

only a small minority of people’s lives benefit 
from being in prison. Stöver reaffirmed Elara-
bi’s earlier comment that drug offense prison-
ers tend to be reincarcerated multiple times; he 
concluded by emphasizing that “prison does 
not really bring [people] away from drug use.”

3.3.4 Adoption and opposition to 
harm reduction services in Germany 
and the UAE
Suzuki asked the panelists to comment on 
harm reduction services (eg, safe consumption 
rooms) in their respective countries. Stöver 
highlighted the fact that 8 out of 16 German 
states have installed safe consumption rooms, 
but also emphasized that 8 states denied 
the judicial basis for this intervention. Stöver 
mentioned that this is largely a north-south gap. 
In Frankfurt, where Stöver is based, he reported 
approximately 200,000 annual drug consump-
tion events at 4 drug consumption rooms and 
emphasized the success of these interventions 
for saving lives. Stöver also commented on the 
“structural contradiction” in Germany, where 
there are policies for harm reduction in place and, 
simultaneously, very active law enforcement that 
targets drug use and related offenses for financ-
ing drug use. Stöver stated optimism for emer-
gence of a middle left coalition in the September 
general elections that would be able to “harmo-
nize” this contradiction. Elarabi reported that in 
the UAE, there are no current harm reduction 
services by name, as this may create cultural and 
political barriers to acceptance of these services. 
However, Elarabi did state that every action that 
endorses a recovery system of care is by nature 
a form of harm reduction. Suzuki commented 
that the US faces similar struggles to the UAE.

3.3.5 Synthetic opioid usage in 
Europe and the UAE
Suzuki asked the panelists why addiction to 
synthetic opioids (eg, fentanyl) has not become 
as prevalent in their respective countries as 
it has in North America. Stöver mentioned 
current participation in a European research 
project entitled “Are We Prepared?” focused 
on synthetic opioids. He said that despite a 
fentanyl epidemic in the early 2010s, when 
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fentanyl was coming from Russia and primar-
ily affecting eastern European countries like 
Estonia, synthetic opioids have not been wide-
spread in Europe. Elarabi commented that early 
warning centers in the UAE have identified 
traces of fentanyl in illicit heroin and morphine, 
but there is not a demand for fentanyl on its 
own. Suzuki added that in Boston, fentanyl has 
completely displaced heroin, highlighting the 
dramatic rise in fentanyl prevalence in the US.

3.3.6 Support of drug use by criminal 
activity
A participant stated that drug use in the US is 
financed by criminal activity and asked how 

drug habits are supported in Germany and the 
UAE. Stöver replied that crimes like sex work, 
burglary, betrayal, drug dealing, and smug-
gling are the major ways drug use is supported.

After addressing the question on crime, Stöver 
added that out of an estimated 160,000 
opioid-dependent persons, half are on opioid 
substitution drugs and MAT treatment, and this 
has substantially reduced the negative socie-
tal costs of drug usage. Stöver concluded by 
advocating for the continued expansion of MAT 
to treat additional substance use disorders.
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4  The state of OUD in Australia  
and Malaysia

31 Sources: https://ndarc.med.unsw.edu.au/program/drug-trends; NDARC
32 Roxburgh et al 2019
33  Lam et al 2020

4.1 Opioid use disorder and 
responses in Australia
Paul Dietze, alcohol and other drug epidemi-
ologist, program director of Behaviours and 
Health Risks Program at Burnet Institute , 
professor and program leader at National Drug 
Research Institute, Curtin University , recipient 
of the National Health and Medical Research 
Council Senior Research Fellowship, reviewed 
opioid use disorder and responses in Australia .

4.1.1 Burden of OUD in Australia: 
epidemiology and impact 
Dietze discussed the impact and burden of 
opioid use disorder in Australia. Australia 
is approximately the size of the contiguous 
United States but has a significantly smaller 
population of about 25 million people, largely 
concentrated in major cities on the coastal 
perimeter. Around 70% of people live in capi-
tal cities. Approximately 40% of Australians 
live within the two largest cities, Sydney and 
Melbourne. Sydney is Australia’s most popu-
lated city with an estimated population of 5.4 
million people; Melbourne has about 5.2 million 
people. Moreover, different regions of the coun-
try have different patterns of drug use and 
drug-related harm. For example, rates of heroin 
and illicit opioid use are highest in Sydney and 
Melbourne; methamphetamine and prescrip-
tion opioids are more frequently used elsewhere.

Heroin use in Australia sharply increased during 
the mid-to-late 1990s, which some term the 
Australian heroin glut (see Figure 4-1). This crisis 
was accompanied by a surge of heroin-induced 
deaths in the country, but in the early 2000s, 

there was a rapid decline in heroin use and 
deaths. The causes of the heroin decline have 
been disputed. Some attribute the sharp drop 
in heroin users to successful law enforcement 
in the late 2000s, however, there is no complete 
explanation, stated Dietze. At its height, the rate 
of heroin-induced deaths was 6 per 100,000. The 
highest peak in mortality rate was still consid-
erably less than rates observed in Vancou-
ver or North America. Since the early 2000s, 
opioid-related fatalities have slowly increased 
to levels not seen since the mid-1990s. Opioid 
deaths are primarily driven by pharmaceutical 
opioid use rather than use of heroin or other 
illicit opioids.31 However, from 2007 to 2017, 
there was an increase in deaths related to exclu-
sive illicit opioid use. Since 2000, characteris-
tics of people who died from opioid overdose 
have generally remained stable. Approximately 
70% of total opioid deaths are male, about 53% 
engage in injecting drug use, and two-thirds 
are aged 35 years or older.32 Similar patterns 
are seen for non-fatal outcomes of opioid use, 
such as ambulance attendance and emergency 
department (ED) presentations.33 Australia 
has established a comprehensive ambulance 
attendance database which has collected data 
for approximately 20 years. Recently, there has 
been a significant increase in rates of hero-
in-related ambulance and ED attendances. 
In contrast, ambulance and ED attendances 
rates for any opioid are generally decreasing. 
Rates of death from exclusive illicit opioid use, 
ambulance attendance, and ED presentations 
are still below rates seen in the late 1990s.

https://ndarc.med.unsw.edu.au/program/drug-trends
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Figure 4-1. Rates of drug-induced deaths in Australia

Sources: https://ndarc.med.unsw.edu.au/program/drug-trends; NDARC

4.1.2 Policy interventions
Australia has universal health care and many 
harm reduction policies. Major innovations in 
harm reduction have been particularly effec-
tive at preventing blood borne viral infec-
tions. Australia is one of the world’s success 
stories in HIV prevention, stated Dietze. The 
extensive needle and syringe program has 
prevented an HIV outbreak amongst people 
who inject drugs. Hepatitis C treatment is also 
free for those who continue to inject drugs.

4.1.2.1 National Drug Strategy: harm 
minimization
Australia’s National Drug Strategy is under-
pinned by the objective of harm minimiza-
tion. Dietze noted that the nuance of the term 
harm minimization (versus harm reduction) is 
often lost on people from outside of Australia. 
Furthermore, the commitment to harm mini-
mization is based on a balanced adoption of 

effective demand, supply, and harm reduc-
tion strategies. Demand reduction involves 
treatment-related initiatives such as prevent-
ing uptake and/or delaying the onset of use 
of drugs, reducing misuse in the community, 
and supporting people to recover from depen-
dence through evidence-informed treatment. 
Supply reduction includes preventing, stopping, 
disrupting, or otherwise reducing the produc-
tion and supply of illegal drugs. Supply reduc-
tion also entails controlling, managing, and/
or regulating the availability of legal drugs. 
Finally, harm reduction aims to reduce the 
adverse health, social, and economic conse-
quences of drug use for users, their families, 
and the wider community. Since its first iter-
ation in 1985, the harm minimization strategy 
has remained largely unchanged, but does get 
regular upgrades and reiterations. Additionally, 
a national overdose strategy has not been imple-
mented since the end of the heroin glut in 2001.
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Figure 4-2. Australia’s National Drug Strategy – Harm Minimisation

Source: Dietze presentation

34 Kerr et al 2008; Kerr et al 2009; Lenton et al 2009a; Lenton et al 2009b; Lenton and Hargreaves 2000

4.1.2.2 Overdose prevention: available 
interventions
Dietze then discussed overdose interventions 
available in Australia. Overdose prevention 
interventions include drug and other treatment 
options. A comprehensive opioid agonist treat-
ment (OAT) system primarily based on meth-
adone and buprenorphine/naloxone has been 
established, but injectable opioid agonist treat-
ments such as prescription heroin or hydromor-
phone are not available in Australia. Injectable 
opioid programs were considered in the early 
1990s, but were abandoned for various political 
reasons. Additionally, opioid antagonist treat-
ment options are not widely utilized. Naltrex-
one is only available orally and the naltrexone 
implant has not been approved in Australia.

Australia’s comprehensive first responder 
system includes ambulance paramedics and fire 

brigades that are trained to respond to overdoses. 
For example, they are equipped to resuscitate 
people who overdose with various mechanisms 
of artificial respiration. Additionally, law enforce-
ment can exercise discretion when attending to 
drug overdoses and are not required to pros-
ecute offences. Peer-led education courses 
have also been sponsored. Specifically, Austra-
lia has focused on educating those who inject 
drugs on overdose recognition and response. An 
extensive primary care system has been estab-
lished for key populations such as sex workers 
and people who inject drugs. Specific primary 
care centers focus on those key populations. 
Other interventions include take-home nalox-
one (THN) and supervised injection facilities.

4.1.2.3 Take-home naloxone
Dietze provided an overview of the THN strat-
egy in Australia.34 The strategy was originally 
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proposed in Melbourne, Australia in 1992,35 but 
little happened thereafter. From 1999-2000, 
a feasibility study was conducted that was 
linked to the pioneering naloxone programs in 
Berlin (Germany), Jersey, and Chicago (US). 
The study concluded that a national trial was 
needed. However, the study finished at the end 
of the heroin glut, when interest in drug-re-
lated death prevention initiatives was declin-
ing, although research did continue on intra-
nasal naloxone development. In fact, Australia 
conducted the original intranasal versus intra-
muscular head-to-head trials. In 2009, publi-
cations in the Medical Journal of Australia and 
Drug and Alcohol Review called for increased 
naloxone access for peer administration. It was 
subsequently concluded that a controlled trial 
was no longer necessary for the implementa-
tion of take-home naloxone. Evidence called for 
increased availability with careful monitoring, 
Good Samaritan legislation, and support by 
key stakeholders for rescheduling of naloxone.

The first THN program was conducted in the 
Australian Capital Territory (ACT).36 The pilot 
program trained over 200 participants includ-
ing 18 inmates at the Alexander Maconochie 
Centre (AMC) to use naloxone. Participants 
performed 57 reversals using program-issued 
naloxone . All reversals were successful, and no 
serious adverse events were reported . Training 
has resulted in higher levels of knowledge in 
the management of overdose, and the program 
had positive emotional impacts for partici-
pants . From such positive results, the inter-
vention was expected to have a major rollout.

Dietze then discussed the current state of THN 
in Australia.37 New South Wales, South Austra-
lia, and Western Australia are participating in 
a federally funded pilot which provides free, 
over-the-counter intranasal or intramuscular 
naloxone for peer distribution. The Common-
wealth PBS National Pilot is Australia’s largest 
THN investment, costing $10 million Australian 
dollars. Furthermore, peer naloxone training is 
available in all states/territories except Tasma-

35  Strang 1992
36  Olsen et al 2015 
37  More information on THN available at https://creidu.edu.au/naloxone (accessed July 12, 2021). 

nia, with some online training also available. He 
noted that Australia does not have consistent 
Good Samaritan legislation. For example, in one 
territory an intoxicated person can be prose-
cuted for trying to administer aid if the attempt 
goes awry. Good Samaritan protections for those 
who are intoxicated are only available in the 
ACT. Despite conducting the original intranasal 
versus intramuscular head-to-head trial, Austra-
lia took many years to approve intranasal nalox-
one, but it is now widely available. Additionally, 
THN lacks funding or substantial national coor-
dination, and more research is needed to deter-
mine distribution targets. Australia has no stan-
dard/universal access to THN through health 
services such as ambulances, EDs, Needle and 
Syringe Programs (NSP), and drug treatment 
services. Moreover, first responders have incom-
plete naloxone access. For example, some ambu-
lances in rural areas are not supplied with nalox-
one, but larger states, such as Victoria and New 
South Wales, are typically equipped. Despite the 
increased risk of overdose after release from 
prison, Australia has very limited point-of-cus-
todial-release distribution of naloxone. New 
South Wales is the only territory to have such a 
program widely implemented but other jurisdic-
tions are starting to ramp up supply. Finally, there 
are no consistent programs for pharmacists 
or primary care providers across the country.

4.1.2.4 Medically supervised injecting 
center s
Medically supervised injection centers (MSIC) 
are legally sanctioned indoor facilities where 
people inject drugs under the supervision of 
medical staff and health professionals. The 
centers aim to address street-based, public 
injected drug use by supplying sterile injecting 
equipment and providing a safer environment 
for people to inject drugs. The injected drugs are 
procured by consumers from outside the facil-
ity. The centers improved access by providing 
referrals to appropriate services such as treat-
ment, material aid, advocacy, and employment. 
In 2001, Australia opened the first MSIC in the 

https://creidu.edu.au/naloxone
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English-speaking world in Sydney, although 
the opening was controversial. The facility is 
located in Sydney’s ‘red light’ district and has 
an innocuous shopfront. Clients of the MSIC 
have access to basic hand hygiene stations, 
supervised and clean injection booths, sharps 
disposal containers, and injection advice. Once 
a client has safely injected, they proceed to a 
recovery room where they can stay with the 
support of staff until they feel ready to return to 
the public through the back exit. An evaluation38 
of Sydney’s MSIC determined its impact on the 
community. It found no increase in drug use, 
increased referrals, and a reduction in ambu-
lance callouts, overdose deaths, public inject-
ing, and discarded injecting equipment . Over-
all, the center is clearly cost-effective. Despite 
overwhelming positive evidence of the benefit 
of MSIC, Sydney only has a single facility. Dietze 
discussed the reasons why more MSIC have not 
been opened. First, the Sydney center ran on 
a trial status for many years. Additionally, the 
sense of emergency to address injected drug use 
partly dissipated after the end of the Australian 
heroin epidemic. The MSIC also has continued 
vocal opposition with a sustained campaign in 
the tabloid newspapers. Dietze also suggested 
that the program had poor planning. The initia-
tive had overwhelmingly positive findings, yet 
was not widely implemented; he attributed this, 
in part, to changes in governments and policies.

In 1999, Melbourne planned to establish five 
supervised injection sites. Despite the success 
in Sydney, the first facility, the Melbourne Medi-
cally Supervised Injecting Room (MSIR) did not 
open until June 30, 2018. The opening came 
after a coroner’s recommendation. The center 
is in North Richmond, a suburb of Melbourne, in 
the vicinity of the largest public housing estate 
in Australia. The MSIR was initially located in a 

38  MSIC Evaluation Committee 2003; Salmon et al 2010
39  Van Den Boom et al 2021

room in the North Richmond Community Health 
Center before an adjacent purpose-built facil-
ity was completed. The center is also equipped 
with other healthcare provisions. Since its open-
ing, the MSIR has been well utilized. The initial 
facility inside the North Richmond Community 
Health Center had an average of approximately 
200 visits a day. Since the opening of the new 
facility, the average increased to approximately 
330 visits—roughly equivalent to the Insite facil-
ity in Vancouver. The MSIR is also serving the 
most vulnerable people.39 The site attracted the 
most at-risk people who inject drugs including 
the unemployed, homeless, those living alone, 
First Nation Australians, those that engage in 
public injecting, and those who have been incar-
cerated in the last 12 months. Supervised injec-
tion facilities are associated with many posi-
tive impacts. The opening of the Melbourne 
facility influenced overdose ambulance atten-
dances (see Figure 4-3). People who used the 
MSIC had a significant reduction in ambu-
lance attendances with naloxone administra-
tion compared with those who had not visited 
the MSIR. This association is particularly signif-
icant for those who injected more than half 
of their injections at the MSIR. An analysis of 
the number of ambulance attendances where 
naloxone was administered within 1 km of the 
MSIR and for the rest of Victoria showed that the 
MSIR opening was associated with decreased 
ambulance attendances within 1 km of the MSIR 
(see Figure 4-4). The number of attendances 
for the rest of Victoria did not change substan-
tially. One of the biggest impacts from the 
success of the Melbourne MSIR is the proposal 
to open a second facility. The idea is proving 
to be incredibly controversial despite propos-
ing to open the second facility in an area with 
high levels of injecting drug use, noted Dietze.
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Figure 4-3. Average number of ambulance attendances with naloxone administration per year 
by medically supervised injection room frequency of use  (2006–07 to 2018–19) 

Source: Medically Supervised Injecting Room Review Panel 2020

Figure 4-4. Number of ambulance attendances where naloxone was administered by paramedics

Within 1 km of the medically supervised injection room and for the rest of Victoria (Q3, 2014–15 to Q2, 
2019–20) 
Source: Medically Supervised Injecting Room Review Panel 2020
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4.1.2.5 Other initiatives
Australia has a range of other initiatives under-
way. National initiatives include drug diversion 
programs operating across jurisdictions  and 
drug consumer group representation . The ACT 
has a current enquiry into drug law reform includ-
ing the decriminalization of possession/use  for 
personal use. The movement for drug decrimi-
nalization in Victoria and New South Wales is not 
yet supported, however. The ACT also has tightly 
regulated  legal cannabis and is undertaking a 
feasibility study on supervised injection facilities.

4.1.3 Recommendations
Dietze stated that overdose prevention initia-
tives, such as THN and supervised injection 
facilities, urgently need to be scaled up. The 
approach should also focus more on those who 
inject drugs at home, those who use alone, and 
those that use drugs in other ways. Other recom-
mendations include the development and imple-
mentation of scaled response systems. Addition-
ally, all interventions and mix of interventions 
should have targets and models. Australia also 
needs national leadership, a national overdose 
strategy, and new and improved interventions.

4.2 Opioid use disorder in Malaysia
Vicknasingam Kasinather, director of the Center 
for Drug Research at the Universiti Sains Malay-
sia, discussed OUD in Malaysia, beginning with a 
brief overview of the history of opioid use in the 
country. He explained that Malaysia is a federal 
constitutional monarchy in Southeast Asia with 
a relatively small population of 32 million people. 
Islam is the country’s official religion, prac-
ticed by approximately 61% of the population. 
Historically, opium was the primary drug used 

40  Chawarski et al 2012

by Malaysians, but in the 1970s, heroin became 
the most popular drug. The heroin epidemic was 
spurred by Malaysia’s proximity to the “Golden 
Triangle,” a large opium-producing region over-
lapping the borders of Thailand, Myanmar, and 
Laos. Since the 2000s, amphetamine-type stim-
ulants (ATS) have emerged as a major problem in 
Malaysia and also in the Southeast Asia region.

A series of surveys of people who use drugs 
showed the timeline of heroin and ATS use 
onset in Malaysia (see Figure 4-5).40 Heroin use 
increased steadily beginning in the late 1960s 
and has continued to rise since. ATS use was 
negligible in the 1980s and increased slowly in 
the early 1990s and then began rising rapidly 
after 1997. In the past, Malaysia’s drug policy 
relied solely on prohibition, an approach that 
is common in many Southeast Asian coun-
tries, such as Vietnam and China. In Malaysia, 
drug use was illegal, and persons suspected of 
using drugs could be detained and subjected 
to random drug testing. Physicians were 
prohibited from providing treatment and were 
required by law to report people who used 
drugs to enforcement agencies. Treatment 
and rehabilitation approaches for drug users 
were limited to abstinence-based institutional 
programs. Most treatment services were peni-
tentiary-based and had poor outcomes. In the 
early 2000s, the United Nations Millennium 
Development Goals Report highlighted Malay-
sia’s growing problem with HIV. In response to 
the HIV epidemic, which particularly affected 
those who injected drugs, Malaysia intro-
duced and disseminated medical treatments 
and supportive services for people with OUD.
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Figure 4-5. Timeline of onset of heroin and amphetamine-type stimulant use in Malaysia 
(1968-2008)

Source: Chawarski et al 2012

41  Ministry of Health Malaysia 2020

4.2.1 Introduction of medication 
assisted treatment and supportive 
services in Malaysia 
Malaysia’s drug policy still largely relies upon 
prohibition, said Kasinather. However, MAT was 
introduced in the early 2000s to address the 
interrelated problems of OUD, injection drug 
use, and HIV. Buprenorphine and methadone 
were approved in 2002 and 2003, respectively. 
Currently, approximately 380 private general 
medical practices provide buprenorphine treat-
ment to an estimated 10,000 patients with OUD. 
Patients receiving these treatments are respon-
sible for the cost of buprenorphine medication. 
Approximately 100,000 patients are treated 
with methadone in one of 369 general practices 
and 520 government run centers that provide 
methadone maintenance treatment (MMT). 

Methadone is provided for free in government 
clinics and subsidized in private practices. 
Thus, MMT is widely and easily available in 
Malaysia. For people who inject drugs (PWID ), 
coverage for OUD medications (mostly meth-
adone) has increased from about 30% in 2016 
to almost 90% in 2019.41 Furthermore, needle 
and syringe exchange programs (NSP) began in 
2006. Currently, approximately 20,000 people 
participate in an NSP. Those in NSPs are often 
encouraged to move into methadone programs.

4.2.2 Poor outcome of incarcera-
tion-based rehabilitation in Malaysia
Vicknasingam discussed the poor outcomes of 
penitentiary-based rehabilitation programs in 
Malaysia. Malaysia has 23 institutions where 
incarcerated drug users can be mandated by 
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the courts to attend a two-year drug treat-
ment program. MAT is not available to those in 
compulsory drug detention institutions. Only 
psychosocial interventions are offered due to 
the dated belief that drug use is a social prob-
lem and security threat that must managed with 
discipline. One study examined the outcomes of 
patients in penitentiary-based rehabilitation in 
Malaysia.42 Researchers compared the timing 
and occurrence of relapse between compul-
sory drug detention center and voluntary drug 
treatment center participants. Compulsory 
drug detention center participants had signifi-
cantly more rapid relapse to opioid use post-re-
lease compared with voluntary drug treatment 
center participants: median time to relapse 
was 31 days among compulsory drug deten-
tion center participants, versus 352 days for 
voluntary drug treatment participants. Volun-
tary participants had an 81% lower chance of 
opioid relapse compared to compulsory partic-
ipants. These findings strongly support the use 
of evidence-based opioid agonist therapies.

4.2.3 Current drug use practices
Vicknasingam described drug use practices 
in Malaysia. Most heroin users in Malaysia 
use multiple substances. For example, heroin 
is frequently used with benzodiazepines and 
ATS. The most-used substances in Malaysia 
are heroin and illicit opioids. Rates of prescrip-
tion opioid abuse are low in Malaysia. Heroin or 
opioid overdose data are not routinely collected  
in Malaysia, but fatal heroin overdoses are 
thought to be rare. This can be explained by the 
rise in heroin adulteration with substances such 
as caffeine. A review on heroin composition in 
Malaysia determined that the most significant 
change in the composition of street heroin is the 
decrease in its purity from between 30%-50% 
in the 1980s to between 3%-5% in the 2010s.43 
Low purity of street heroin may have also led 
to increased drug injecting practices. Drug 
users tend to start by smoking heroin before 
converting to injection drug use. The average 
time to switch from smoking to injecting heroin 
has shortened as heroin purity has decreased.

42  Wegman et al 2017
43  Sulaiman et al 2018

4.2.4 Laws concerning people who 
use drugs
Vicknasingam discussed three key laws that 
are used to prosecute drug users in Malaysia. 
The first law is the Drug Dependants (Treat-
ment and Rehabilitation) Act 1983 (DDTR 1983). 
Section 3(1) allows an enforcement officer to 
detain any person reasonably suspected to be 
drug dependent. Under subsequent section 
6(1), the detained should then be evaluated 
by a government medical officer to be certi-
fied as drug dependent. Based on the recom-
mendation, the criminal justice court system 
can order the detained individual to either a) 
be sent to an institutional rehabilitation center 
for two years before undergoing community 
supervision for another two years, or b) receive 
community supervision by the National Anti-
Drugs Agency, consisting of counselling and 
random urine drug tests, for two to three years. 

The second law is section 15(1) of the Danger-
ous Drug Act 1952 (DDA 1952). This law does 
not offer drug users treatment or rehabilita-
tion, and it is often used to bypass the required 
evaluation by a medical officer in section 6(1) 
of DDTR 1983. Under section 15(1) of DDA 
1952, consuming, taking, or self-administer-
ing any dangerous drugs is punishable by a fine 
not exceeding $5,000 MYR (approximately 
$1,240 USD) or imprisonment not exceeding 
two years. Thus, under this section, the enforce-
ment agency does not have to take the individ-
ual before a medical officer to be certified as a 
drug dependent. A positive urine drug test could 
classify as consuming, taking, or self-adminis-
tering any dangerous drugs and be used to bring 
about a penalty of prison time or a fine. Most 
of those convicted under this law are unable to 
pay their fine and are thus sentenced to prison.

Finally, enforcement agencies have recently 
started enforcing section 39C of DDA 1952. 
This section imposes increased penalties for 
drug users with prior admissions or convic-
tions. Specifically, two previous admissions 
and/or convictions under section 15(1)(a) 
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can extend the prison term to between five 
to seven years and result in between three 
to nine whipping strokes. Additional previ-
ous convictions increase the years of impris-
onment and the number of whipping strokes.

Vicknasingam noted that enforcement agen-
cies are detaining more individuals under 
section 15(1) of DDA 1952 than section 6(1) of 
DDTR 1983.44 From 2015 to 2020, the average 
number of drug users detained under section 
6(1) of DDTR 1983 was approximately 8,000-
10,000 people. Those detained under this 
section are sent to an institutional rehabilita-
tion center or receive community treatment 
and rehabilitation. In contrast, the average 
number of drug users detained under section 
15(1) of DDA 1952 was approximately 80,000 
people. The number of arrests under this 
section decreased to 62,318 people in 2020, 
likely due to the COVID-19 pandemic. Never-
theless, the number of charges under section 
15(1) of DDA 1952 is 8-fold higher than section 
6(1) of DDTR 1983. Hence, many people are 
being sentenced to prison without treatment 
and without dependency being assessed by a 
medical professional. There is also an increas-
ing trend among enforcement agencies to 
charge drug users under section 39C of DDA 
1952, leading to extended prison sentences.43 
From 2016 to 2019, the number of drug users 
detained under this section has increased 
six-fold from 430 to 2552. Advocates are urging 
the government to re-examine the high number 
of drug users being sent to prison in Malaysia.

4.2.5 HIV among people who inject 
drugs
Vicknasingam presented HIV-related data for 
key populations, including PWIDs.45 An esti-
mated 75,000 people inject drugs in Malay-
sia. Before 2000, PWIDs were the main driver 
of the HIV epidemic in Malaysia with a HIV 
prevalence of 80% in the population. With 
the introduction of MAT and NSPs, HIV preva-

44  Vicknasingam et al 2021
45  Ministry of Health Malaysia 2020

lence among PWIDs significantly decreased to 
13.5%. Still, only 34.6% participate in antiretro-
viral therapy (ART). Of those surveyed, 38.9% 
of PWIDs knew their HIV status, and 25.7% 
reported using a condom during their last sexual 
encounter. Research is ongoing regarding how 
to increase HIV testing and ART participation.

4.2.6 Conclusions
Vicknasingam concluded by summarizing the 
status of OUD management in Malaysia and 
offering recommendations for improvement. The 
existing laws concerning drug users, particu-
larly DDA 1952, are not aligned with the current 
medical conceptualization of substance use 
disorders . Therefore, the laws and the ways 
they are applied need to be revised . For exam-
ple, a urine sample is not sufficient to deter-
mine a person’s substance use. The current 
laws also contribute to the high number of drug 
users being detained rather than offered volun-
tary treatment . Furthermore, detention-based 
institutional rehabilitation programs are costly 
and ineffective. It costs an estimated $15 USD 
per day to incarcerate an inmate whereas MMT 
costs less than or equal to $1 USD per day. Thus, 
detention-based institutional rehabilitation 
programs should be replaced with voluntary, 
evidence-based treatment programs. Malaysia 
also needs further expansion of MAT. People who 
use drugs and are in prison need more access 
to MAT, besides the already available metha-
done. For example, psychosocial interventions 
could be strengthened to improve treatment 
outcomes among methadone patients. Inter-
ventions should also be implemented to increase 
participation in HIV testing for the drug using 
population. Finally, significant institutional 
and systemic barriers bar ART participation 
among drug users with HIV. Infectious disease 
and psychiatry clinics should be better coordi-
nated to increase patient enrollment in drug use 
treatment programs. Barriers need to be elimi-
nated to significantly increase ART participation 
rates among drug users with HIV in Malaysia .
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4.3 Discussion 3 (June 15, 2021)
4.3.1 Fentanyl use in Australia and 
Malaysia
Scott Weiner, emergency physician and director 
of Brigham Comprehensive Opioid Response 
and Education program at Brigham and 
Women’s Hospital, asked the panelists why 
Australia and Malaysia have not experienced the 
rise in fentanyl prevalence seen in North Amer-
ica, and specifically asked them to comment on 
the role of drug supply chains. Dietze responded 
that currently there is no adequate explana-
tion for why illicit fentanyl has not infiltrated 
Australia, but he did expect fentanyl to become 
more prevalent in the future. Dietze expressed 
skepticism that customs officials were doing 
a more efficient job detecting fentanyl being 
smuggled into the country. Dietze added that 
though illicit fentanyl is not entering Australia, 
diversion of pharmaceutical fentanyl is a prom-
inent cause of opioid-related deaths. Vicknas-
ingam expressed similar puzzlement regard-
ing the absence of fentanyl reports in Malaysia.

4.3.2 Stimulant addition and psycho-
social treatments
Weiner asked the panelists how their coun-
tries have treated stimulant epidemics, given 
the fact that, unlike opioids, there are no anal-
ogous medications that can be used for treat-
ing stimulant addiction. Kasinather responded 
that psychosocial interventions are the primary 
treatment. Kasinather added that psychoso-
cial treatments need to be emphasized in other 
treatment programs, specifically methadone 
and amphetamine type stimulant (ATS) treat-
ment programs, which are primarily medi-
cation-based. Kasinather pointed out that 
when stable patients on methadone start to 
use amphetamines, they have poorer treat-
ment outcomes. This is where psychoso-
cial interventions can play an important role.

4.3.3 Overdose in Australian injec-
tion facilities
A participant asked Dietze about the rate of 
overdose in Australian injection facilities. Dietze 
estimated a rate of 2.2% based on 2,700 over-

doses out of 120,000 injections during the 
first 18 months of operation at the Melbourne 
facility. However, of the 2,700, Dietze added 
that only about 10% required administration 
of Naloxone to reverse the overdose, which 
was around 0.2% of total injections. Dietze 
also added that, given the support staff and 
resuscitation resources, injection facilities are 
preferable locations for overdoses to occur.

4.3.4 Progression of drug use poli-
cies and laws
A participant asked Kasinather to comment on 
the role of scientific evidence in the advance-
ment of government drug policies and laws. To 
contextualize the question, Weiner described 
the data-driven progression that occurs in many 
societies, beginning with treatment of OUD 
patients with methadone and buprenorphine, 
followed by provision of Narcan, then provision 
of safe injection equipment, then creation of 
safe and legal injection facilities, and finally the 
provision of full opioid agonists like hydromor-
phone. Weiner stated that with each advance-
ment, societies learn more about the safety 
of that step and become more accepting of it.

Kasinather responded that it can be challeng-
ing to change drug policy because enforce-
ment agencies and the scientific community 
approach data with different perspectives. 
Kasinather emphasized the necessity of long-
term, continuous efforts to advocate to numer-
ous stakeholders (e.g., individual policymakers, 
Malaysian parliament) for shifts in drug policy. 
Kasinather added that the adoption of medi-
cations (he did not clarify which) and needles 
in Malaysia was driven by the HIV epidemic in 
the early 2000s. However, these advancements 
were the result of policy changes, not changes to 
drug laws. Kasinather pointed out that enforce-
ment agencies still rely upon drug use laws 
from the 1950s to incarcerate drug users. He 
described how opioid dependence was certified 
by medical practitioners during heroin epidem-
ics because signs of physical withdrawal were 
visible. However, because amphetamines induce 
psychological rather than physical depen-
dence, the lack of withdrawal certification by 
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healthcare professionals could not be used to 
protect amphetamine users from incarceration.

Dietze added that policy does not develop inde-
pendently of the broader context in which it 
is created and is a nonlinear process. Dietze 
provided the example of the Australian prime 
minister creating a national drug strategy 
in 1985. Dietze said that the prime minister’s 
emotional television announcement regarding 
his daughter’s struggles with heroin human-
ized drug use, and this shaped the Australian 
strategy to be oriented toward public health. 
Emphasizing the nonlinear nature of policy 
change, Dietze pointed out that there was a 
17-year period between the establishment of the 
first and second supervised injection centers. 

Similarly, despite discussion of Naloxone begin-
ning in 1992, it was not implemented until 2012.

4.3.5 Success of safe injection facili-
ties in Australia
Weiner asked Dietze if there have been differ-
ences in the number of overdose deaths 
between Sydney and Melbourne, given that 
Sydney approved safe injection sites much 
earlier than Melbourne. Dietze responded that 
there has not been a noticeable change because 
Sydney only has a single injection facility, which 
cannot adequately serve a population of five 
million. Dietze referenced Vancouver, which 
has created multiple facilities to accommo-
date the large population of at-risk individuals.
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5  Delivering effective OUD treatment  
in Vietnam

46  Heimer remarked that, much like in the US, Vietnam’s Assembly delegates do not work full time on drafting legislation. 
It is the permanent staff who work full time on policy development and draft candidate policies. These staff deliver 
new policies to Congressional delegates, making them the best target for OUD treatment advocacy in Vietnam. 

5.1 Bringing medication-based 
opioid use disorder treatment to 
drug users in need: experiences from 
Vietnam
Robert Heimer, professor in the department 
of epidemiology of microbial diseases at Yale 
University School of Public Health and a profes-
sor of pharmacology at Yale University School 
of Medicine, discussed his personal experience 
that led to his involvement in bringing medica-
tion-based treatment to patients with opioid 
use disorder. This experience began in 2005 
when he met Khuất Thấ Hấi Oanh, a partic-
ipant in Yale’s World AIDS Fellows program. 
Oanh and Heimer connected over their inter-
est in HIV, drug use, needle-exchange programs, 
and the value of substitution treatment for 
OUD. At the time, Vietnam offered no medica-
tion-based OUD treatment, although they did 
offer needle exchange services. Oanh’s orga-
nization worked to empower drug users to 
run OUD treatment organizations themselves. 
When Oanh returned to Vietnam, she encour-
aged the government to consider implement-
ing medication-based OUD treatment. Medica-
tion-based OUD treatment in Vietnam began 
with methadone, and Heimer was struck by 
her success in demonstrating to non-clinician, 
non-public-health policy makers that OUD is 
a chronic relapsing condition for which absti-
nence-based treatments most often fail within 
6 months. He emphasized that Oanh had helped 
policy makers to appreciate that persons with 
OUD are not weak-willed, hedonistic, or devi-
ant. These individuals are people with medical 
problems who need treatment—and currently, 
the best available treatment is medication.

5.1.1 Transformation of Vietnam’s 
opioid use disorder treatment policy
Heimer explained how Oanh brought about 
this transformation of Vietnam’s OUD treat-
ment policy. In 2006, she arranged for a series 
of lectures to be presented to the permanent 
staff46 of Vietnam’s National Assembly in Hanoi, 
Vietnam. Heimer participated in these efforts by 
presenting briefings about the effects of OUD, 
the chronic nature of OUD, and available OUD 
treatments. He also discussed other OUD and 
addiction-related topics with Vietnamese jour-
nalists and media. He noted the importance of 
media engagement, as the media ultimately 
shapes the public narrative by choosing which 
stories to cover. Heimer also met with physi-
cians and public health officials in Vietnam’s 
medical university. Ultimately, these advo-
cacy efforts resulted in the production of a bill 
that was delivered to the desks of Vietnam’s 
Assembly delegates. The bill, titled “Benefits 
of Harm Reduction Interventions in the Treat-
ment for Drug Users,” (English translation), was 
approved in 2006 shortly after Heimer’s visit.

In 2005, methadone treatment began in Viet-
nam, said Heimer. This transformation did not 
occur in isolation or due solely to the efforts of 
Oanh and Heimer, however. This transformation 
was congruent with other changes in OUD treat-
ment policy taking place throughout Asia. At that 
time, methadone-based OUD treatment scale-up 
had begun in Malaysia and China. Notably, China 
had no methadone clinics in the post-Soviet era, 
but within 5 years, China had established 1,000 
methadone clinics. During 2005, Oanh had 
arranged for delegates from these Asian coun-
tries to visit Vietnam and discuss their use of 
methadone-based OUD treatments. Vietnam’s 
OUD policy transformation required engage-
ment with numerous policy makers and officials, 
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including education officials, local governments, 
the national congress, and corrections officials.

5.1.2 Implications of Vietnam’s 
incarceration system
Vietnam’s multi-tiered incarceration system has 
particular implications for persons with OUD. The 
country has an incarceration system that detains 
convicted criminals in prisons; this system 
is similar to the US’s incarceration system. 
Vietnam also has a re-education system that 
comprises involuntary detention of drug users 
in detention centers. Heimer noted that similar 
detention systems have begun to be tested in the 
US,47 and he characterized these detention facil-
ities as “prison camps.” In Vietnam, drug users 
are typically sent to these detention centers by 
concerned family members; however, the only 
“treatment” offered in these facilities is absti-
nence from drugs for the duration of detention. 
Upon completing their stay at these detention 
centers, drug users are released without any 
effective OUD treatment. In order to reform Viet-
nam’s OUD treatment policies, it was necessary 
to show that these detention centers were not 
effective, as evinced by the fact that the same 
drug users returned to these facilities on a recur-
ring basis. However, this proved to be a compli-
cated matter, as these detention centers served 
as a source of low-cost labor for the operators of 
the facilities. Drug users in these facilities would 
be required to perform manual labor or piece-
work for the benefit of the facility owners without 
fair remuneration. Because the owners of these 
facilities were profiting from the labor of drug 
users, there was little interest in changing their 
approach. However, government interventions 
prevailed, and the complexities of the drug user 
detention system did not impede the legalization 
of methadone-based OUD treatment in Vietnam.

5.1.3 Implementation of metha-
done-based OUD treatment
Heimer explained that the legalization of meth-
adone-based OUD treatment in Vietnam did 

47  For example, the Federal Narcotic Farms in Lexington, KY and Fort Worth, TX operated between 1930 and 1974. More 
information is available at https://www.forbes.com/sites/claryestes/2019/11/18/the-narcotic-farm-and-the-little-
known-history-americas-first-prison-for-drug-addicts/?sh=632b6377b3b4 (accessed August 6, 2021).

not bring about immediate implementation 
and scale-up. In fact, the process was rather 
slow. The first methadone-based OUD treat-
ment pilot program was planned for 2007 but 
opened in 2008 in Haiphong, a large Vietnam-
ese port city with a substantial opioid use prob-
lem. However, the pilot program in Haiphong 
was small, and its success was threatened by 
what Heimer called “death-by-pilot” – that is, 
the pilot was not capable of producing the kind of 
evidence and acceptance that would be required 
to justify larger scale-up. Still, Oanh and John 
Hamilton were persistent in working with drug 
user communities and promoting awareness of 
the need for effective OUD treatment. By 2015, 
methadone-based OUD treatment was being 
expanded from urban centers to lower-popu-
lation areas with underserved communities. 
In closing, Heimer expressed his gratitude for 
having been a part of the work to bring meth-
adone-based OUD treatment to Vietnam.

5.2 Vietnam’s drug treatment policy 
transformation
John Hamilton, president and CEO of Libera-
tion Programs, discussed Vietnam’s drug treat-
ment policy transformation. He noted that the 
doctors and drug user associations in Viet-
nam were receptive and gracious through-
out the transformation. Still, Vietnam’s policy 
change did not bring about immediate change 
in implementation, and the transformation has 
been slow. For instance, take-home privileges 
for methadone-based OUD treatment were 
only granted in Vietnam in 2021, even though 
take-home privileges are generally considered 
a standard of care for methadone-based OUD 
treatment. He explained that heroin addiction 
is pervasive throughout Vietnam, and meth-
amphetamine use has become a significant 
issue among young adults in Ho Chi Minh City.

5.2.1 Transitioning from compulsory 
detainment treatment model
The greatest challenge for Vietnam’s drug policy 
transformation has been the prevailing view in 

https://www.forbes.com/sites/claryestes/2019/11/18/the-narcotic-farm-and-the-little-known-history-americas-first-prison-for-drug-addicts/?sh=632b6377b3b4
https://www.forbes.com/sites/claryestes/2019/11/18/the-narcotic-farm-and-the-little-known-history-americas-first-prison-for-drug-addicts/?sh=632b6377b3b4
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Vietnam that drug addiction is a moral failing, 
rather than a chronic illness that requires treat-
ment. Hamilton noted that shifting this philos-
ophy of care has been the central challenge in 
changing Vietnam’s OUD policies. Compulsory 
drug treatment work camps, as described by 
Heimer, often detained people with drug addic-
tion for up to 4 years. Hamilton’s investigation 
of these camps revealed that they were initially 
inspired by addiction therapy approaches used 
in the US48 and other countries. These outdated 
therapeutic models rely upon confrontation 
and shame-based interventions. These include 
degrading detainees upon arrival and then instill-
ing in them a work ethic, supported by their 
peers in the work community and the long work 
hours required of detainees. This approach was 
employed throughout Vietnam, often requiring 
detainees to work 16 hours per day. Hamilton 
reiterated that the low-cost labor provided to the 
owners of these workcamps served as a disin-
centive for changes in OUD treatment policy in 
Vietnam. WHO and the UN encouraged Vietnam 
to recognize that the use of compulsory work 
camps to treat OUD was not an evidence-based 
practice. Oanh was able to implement a plan 
to convert 130 of Vietnam’s compulsory drug 
rehabilitation workcamps into a voluntary drug 
treatment system. This shift impacted the lives 
of over 130,000 Vietnamese individuals who 
were struggling with OUD during that time. The 
Center for Supporting Community Development 
Initiatives (SCDI), of which Oanh is the execu-
tive director, was at the center of this effort.

SCDI worked in partnership with Vietnamese 
government agencies, Hamilton explained. 
Vietnam’s Department of Social Evil Prevention 
and Control—comparable to the US Substance 
Abuse and Mental Health Services Administra-
tion (SAMHSA)—was a key government part-
ner. Hamilton remarked that the name of this 
agency demonstrates the extent to which drug 
abuse is seen as a moral failure in Vietnamese 
culture. Hamilton described the experience of 

48  In the US, this approach is employed by Treatment Communities of America (more information about Treatment 
Communities of America is available at https://www.treatmentcommunitiesofamerica.org/ (accessed July 6, 2021)). 
Hamilton pointed out that this organization was formerly called “Therapeutic Communities of America”. More 
information about Therapeutic Communities of America is available at http://www.tcanet.org/ (accessed July 6, 
2021)), and the organization rebranded due to stigma around their approach to drug use treatment. 

Vietnamese government officials who visited 
Connecticut (US), to observe how drug treat-
ment was provided there. One of these officials 
realized the importance of treating persons with 
drug abuse problems with dignity and respect. 
One year later, that official had changed the 
name of the Department of Social Evil Preven-
tion and Control to the Department of Social Vice 
Prevention and Control. Hamilton said that this 
is a sign of slow, but steady progress in Vietnam. 
The Ministry of Labor, War Invalids, and Social 
Affairs was another key government partner.

Hamilton explained that his work in Vietnam 
was supported by numerous international enti-
ties, including the Open Society Foundation, 
SAMHSA, SCDI, Connecticut Communities of 
Addiction Recovery (CCAR), and colleagues 
from the University of Pittsburgh, France, and 
Australia. Notably, Hamilton worked with Jay 
Jordans, who was involved in the creation 
of community courts for drug offenses in 
Australia. Through this collaboration, simi-
lar drug courts were established in Vietnam 
so that drug users could avoid incarceration.

Training was conducted in Vietnam to help 
reshape the understanding of drug use, Hamilton 
explained. Motivational interviewing techniques 
were used to help foster an attitude of dignity and 
respect for drug users. Cognitive behavioral ther-
apy training was provided as an evidence-based 
practice. Staff and medical school trainings were 
provided on topics related to the biology of 
addiction, and much time was spent discussing 
best practices along the continuum of addiction 
treatment. These trainings included a particular 
focus on the use of medication-assisted treat-
ment – eg, methadone-based OUD treatment.

5.2.2 Implementing a voluntary 
treatment system
Hamilton discussed the voluntary treatment 
system established in Vietnam. In addition to 
methadone-based OUD treatment, Vietnam 

https://www.treatmentcommunitiesofamerica.org/
http://www.tcanet.org/
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began offering “detoxification” services – often 
called “withdrawal management” in the US, as 
“detoxification” is a somewhat pejorative term. 
Outpatient services and community-based 
care were provided. Additionally, residential 
and respite care were provided in place of the 
compulsory workcamp facilities that were previ-
ously used in much of Vietnam. Still, the largest 
component of Vietnam’s efforts to transform its 
OUD treatment policies was the national scale-up 
of methadone treatment for OUD patients. 
This transformation required targeted training 
programs, which were implemented through-
out Vietnam. Trainings were provided at Hanoi 
Medical School, and a combined OUD, drug, and 
alcohol training was provided at Vietnam’s Social 
Worker School. This training infused the content 
provided to trainees for International Counsel-
ing Standards for Alcohol and Drug Training.49 It 
was also critical to provide training and educa-
tion to the staff of compulsory work camps, 
said Hamilton. These workers were often aware 
that most workcamp participants returned to 
their drug of choice after being released from 
the workcamp, and these workers were eager to 
improve the quality and efficiency of the treat-
ment they provided. Hamilton has presented 
updates to Vietnam’s National Congress on 
numerous occasions throughout Vietnam’s 
OUD treatment policy transformation. The Viet-
namese drug users’ association Vietnam Civil 
Society Partnership Platform on AIDS has been 
engaged as well, and its members are interested 
in learning about drug use treatment options.

5.2.2.1 Implementation challenges
Hamilton discussed some of the implementa-
tion challenges faced during Vietnam’s drug 
treatment policy transformation. The philoso-
phy of care was a key implementation challenge. 
Drug use is often seen as a moral failure in Viet-
nam. In order to provide the best care to drug 
users, however, drug use must be understood 
as a relapsing illness that requires treatment. 
Workforce availability was another implemen-
tation challenge. At the time of Vietnam’s tran-

49  Hamilton explained that International Counseling Standards for Alcohol and Drug Training is a 360-hour training that 
takes 3 years. Due to workforce challenges, it was difficult to provide this training in Vietnam; however, much of the 
content from this training was integrated into Vietnam’s drug policy trainings. 

sition to a voluntary treatment system, there 
was no drug treatment workforce. To address 
this challenge, drug using individuals who were 
already working to help other drug users were 
engaged as an initial cohort of drug treatment 
and education workers and recovery coaches.

Vietnam’s new drug treatment policies were 
implemented through various strategies, Hamil-
ton explained. Best practices in implementa-
tion science were used throughout the process. 
Engaging champions of the project, such as 
provincial health leaders, was key to implement-
ing the new policies across the country. Project 
champions who had brought about successful 
implementation in their provinces were invited 
to other provinces to assist in implementation. 
Hamilton pointed out that two such provincial 
champions had previously been the director 
and co-director of drug treatment workcamps. 
Because there were no existing voluntary drug 
treatment systems in Vietnam, key stakeholders 
were invited to visit successful drug treatment 
centers in the US. These visits afforded stake-
holders the opportunity to translate successful 
policies into Vietnamese, adopt existing strat-
egies, talk to healthcare professionals working 
within US systems, and observe counselors work-
ing with patients. The implementation utilized 
a recovery coach model, which was developed 
with Sara Evans, Phil Valentine, and Courtney 
Lavelle. Vietnam’s new drug treatment policies 
were implemented using harm reduction princi-
ples rather than an abstinence-based approach.

In closing, Hamilton described one of the cultural 
challenges faced when implementing a volun-
tary drug treatment system in Vietnam. A year 
after implementation, one doctor reported to 
Hamilton that his treatment facility’s 5-day 
detoxification protocol had been facing poor 
retention rates; patients were frequently leav-
ing the detoxification after only 3 days. The 
doctor reported to Hamilton that they had 
remedied this challenge by locking patients in 
their rooms so that they could not leave until 
the detoxification protocol was complete. Hamil-
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ton explained that this adaptation violated the 
principle of voluntary participation. Cultural 
and nuanced considerations such as these 
must be kept in mind when implementing 
harm reduction and voluntary drug treatment.

5.3 Discussion 4 (June 22, 2021)
5.3.1 Methadone regulation and 
provision in Vietnam
A participant asked the panelists how metha-
done is regulated, prescribed, and provided in 
Vietnam. Hamilton responded that Vietnam-
ese prescribers have more flexibility than those 
in the US because there are fewer regulatory 
bodies. In Vietnam, methadone is adminis-
tered at community health centers. However, 
Hamilton explained that there is less flexibility 
for individuals to receive methadone because 
take-home privileges are limited and adminis-
tration is restricted to standard business hours 
that may conflict with inflexible work sched-
ules. In his response, Hamilton also described 
how requirements in the US for take-home 
methadone supplies were loosened because 
of COVID-19, allowing stable OUD patients to 
receive more medication and visit clinics less 
frequently. Hamilton emphasized that this relax-
ation has not increased relapse rates, and he 
was hopeful that these changes would last.

5.3.2 Family involvement in OUD 
Solutions
A participant asked the panelists if there are 
aspects of Vietnamese culture and history 
that have been leveraged or could be leveraged 
to increase family involvement in OUD solu-
tions. Heimer responded that the SCDI in Viet-
nam involves families in their programs aimed 
at giving drug users social status. Heimer 
described an instance where two drug users in 
Hanoi were given the opportunity to work in a 
metal shop as welders; this gave them social 
capital and created acceptance in their commu-
nities. Hamilton provided an example where 
a drug user’s recovery inspired their family 
to bring individuals struggling with drug use 
into their home to provide recovery support.

5.3.3 Emergent OUD interventions in 
Vietnam

5.3.3.1 Buprenorphine
A participant asked about the prospect of sublin-
gual buprenorphine for OUD treatment in Viet-
nam. Hamilton responded that this would be 
unlikely in the near future due to the cost-prohib-
itive nature of buprenorphine. Hamilton stated 
that methadone costs $3 per week on average, 
while the average price for buprenorphine is 
$80 per week. Heimer added that buprenor-
phine treatment is even cost-prohibitive in parts 
of the US that have not expanded Medicaid.

5.3.3.2 Safe injection facilities
A participant asked about the prospect of safe 
injection sites in Vietnam. Hamilton responded 
that Vietnam has a greater likelihood of adopt-
ing safe injection facilities than the US, but there 
has not yet been formal adoption. He added 
that the founder of Vancouver’s first safe injec-
tion site, Liz Evans, visited Vietnam with Hamil-
ton and believed the Vietnamese Drug Users 
Association would embrace this intervention.

5.3.4 Harm reduction efforts

5.3.4.1 Harm reduction in Vietnam
Brand asked the panelists to elaborate on the 
adoption of harm reduction in Vietnam. Hamil-
ton described the creation of safe places for indi-
viduals who attended methamphetamine train-
ings while actively using methamphetamines 
which would protect them without requiring 
drug use reduction. Hamilton remarked that 
drug detoxification on its own is rarely effective; 
individuals need to be able to join communities 
of people in recovery that can help support strat-
egies for safer drug use. Heimer responded by 
pointing out that harm reduction is an umbrella 
term and there are policies in Vietnam that have 
supported (eg, syringe exchange programs) and 
opposed harm reduction (eg, detention centers, 
drug-use criminalization). Heimer stated that 
harm reduction efforts should target not just 
individual users, but also their families and 
communities. Heimer also added that a century 
of criminalization and international precedent 
for viewing drug use through a criminal justice 
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lens has made it challenging to transition to a 
medicalized lens, especially since many users 
do not develop medical problems. Hamilton 
implied that because of these factors, it has 
been very challenging for any country to develop 
comprehensive harm reduction strategies.

5.3.4.2 Harm reduction in Other Asian 
countries
A participant asked the panelists how the adop-
tion of harm reduction in Vietnam compares 
to other countries in Asia. Heimer responded 
that it is challenging to compare harm reduc-
tion approaches, especially given contradictions 
within countries. He pointed to Iran, which has 
had integrated HIV care, methadone adminis-
tration, and needle exchanges at facilities for 
drug users for twenty years, despite having a 
repressive government regime that still enforces 
a law that calls for the execution of drug deal-
ers.50 Heimer contrasted Iran with Singapore, 
which has a generally liberal government but 
a “tremendously draconian” response to drug 
use. Heimer added that “you have to meet insti-
tutions where they’re at” because, like people, 
they are not always readily amenable to change.

5.3.5 Policy advancement in the 
United States
A participant asked about the most import-
ant operational OUD research questions that, 
by being answered, could move US policy 
forward toward acceptance of safe injec-
tion sites, widespread use of buprenorphine, 
and cessation of involuntary treatment.

5.3.6 The necessity of activism
Heimer described how policies for needle and 
syringe access in the US were driven not by 
government, but by activists and drug user 
groups who created needle exchanges. Hamil-
ton reported that these individuals often faced 
legal consequences, including imprisonment, 
but many were able to get their sentences 
lifted or minimized in court. Heimer said that 

50  Heimer explained that this law was amended in 2017, increasing the amount of drug needed to pursue a death 
sentence. Under the previous law, possession of 5kg of opium or 30g of heroin were capital offenses. More information 
about Iran’s easing of drug laws and execution policies is available at https://www.theguardian.com/world/2018/
jan/10/iran-ease-drug-laws-could-halt-execution-5000-prisoners-death-row (accessed August 6, 2021).

he expected a similar path to acceptance of 
safe injection sites, given their tendency to 
attract strong political contention. Heimer 
advised activists to collaborate with the public 
health community so that they may gain 
protection in court using expert testimonies.

5.3.7 Law enforcement and judicial 
reform
Hamilton commented on local support for 
safe injection facilities in Connecticut (US) 
and expressed optimism based on recent 
developments toward increased allocation of 
state resources to local municipalities. Hamil-
ton added that Connecticut has made prog-
ress toward alcohol and drug use policies that 
are consistent with harm reduction. Hamil-
ton mentioned focusing on police reform and 
training. In his experience, law enforcement 
has been receptive to harm reduction actions 
because they are aware of the failure of the 
current system. Hamilton emphasized creating 
interventions that keep people out of the crim-
inal justice system, such as law enforcement 
assisted diversion (LEAD) programs and special 
prosecutors that give drug offenders options for 
treatment instead of criminal charges. Hamil-
ton highlighted the New England Drug Courts 
change of name to the New England Recovery 
Courts, symbolizing a shift in attitudes toward 
drug users and the role of the court system.

5.3.8 Successes in Vietnam and 
future aims
Brand asked the panelists about their greatest 
successes in their work, particularly their work 
together in Vietnam, and their primary focus for 
the future. Heimer responded that his great-
est success was getting the National Assem-
bly of Vietnam to legalize methadone. Hamil-
ton responded that his greatest success was 
liberating nearly 100,000 people from abusive 
work camps. His aim going forward is to liberate 
the remaining 30,000 that are still imprisoned.

https://www.theguardian.com/world/2018/jan/10/iran-ease-drug-laws-could-halt-execution-5000-prisoners-death-row
https://www.theguardian.com/world/2018/jan/10/iran-ease-drug-laws-could-halt-execution-5000-prisoners-death-row
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6  COVID-19 and OUD, the state of drug use 
in South Africa, and a global perspective 
on the past, present, and future of OUD

51  Scheibe et al 2019

6.1 COVID-19 as an opportunity: 
local response to Durban’s most 
vulnerable
Michael Wilson, executive director of AA&D 
South Africa and the global harm reduction 
lead for AA&D, explored how COVID-19 can 
serve as an opportunity to strengthen local-
level approaches to support people with OUD.

6.1.1 Landscape of drug use in South 
Africa
Wilson opened by describing the history and 
landscape of drug use in South Africa. Drug 
trafficking routes for opioids, cocaine, and 
amphetamines converge on South Africa, and 
the city of Durban is a major drug traffick-
ing hub on the Eastern coast. As global heroin 
production increased, heroin (also referred 
to as ‘Nyaope’, ‘whoonga’, and ‘sugars’) infil-
trated South African drug markets in the early 
1990s. Heroin injection was first reported in the 
early 2000s, with current estimates suggest-

ing that approximately 20% of heroin users in 
South Africa are injectors. More broadly, it is 
estimated that there are 300,000-400,000 
South Africans who use opioids. The current 
prevalence of fentanyl use in South Africa in not 
known, but does not appear to be widespread.

6.1.2 HIV, hepatitis C, and tuberculo-
sis among PWID in South Africa
A study from 2017-18 examining rates of HIV 
and hepatitis C in 941 PWID from Cape Town, 
Durban, and Pretoria, found that that 21% of 
participants tested positive for HIV and 45% 
tested positive for hepatitis C.51 Rates of HIV 
and hepatitis C for five major South African 
cities are shown below in Table 6-1. Though 
there is currently no empirical data on tuber-
culosis in PWID, program data and rates of 
tuberculosis among homeless individuals in 
South Africa suggest rates greater than 20%.

Table 6-1. Rates of hepatitis C and HIV and availability of harm reduction services in major 
cities in South Africa

City PWID (n) HIV Preva-
lence

HCV Preva-
lence

Harm Reduction 
Services

Cape Town 1,500 7-8% 34-63% NSP, OST

Durban 1,000 17% 29% NSP, OST

Johannesburg 4,500 46% No data NSP, OST

Pretoria 4,500 38-56% 73-93% NSP, OST

Port Elizabeth 500 15% No data NSP
Notes: PWID = people who inject drugs; NSP = needle and syringe program; OST = opioid substitution 
therapy 
Sources: Wilson presentation, Osmand et al 2018



Opioid Use Disorder Around the Globe

48

6.1.3 Opioid overdose in South Africa
In addition to high rates of transmissible diseases 
among PWID, overdoses are also common. 
Unpublished results from a 2018 pilot study 
with 66 participants from Durban, Cape Town, 
and Pretoria found that 63% of participants 
reported having experienced an opioid over-
dose within the last year and 76% knew at least 
one person who had experienced an overdose 
in the last year. Among the 76% of participants 
who had been using drugs for more than five 
years, heroin was the most frequently reported 
drug used. Highlighting the lack of visibility for 
OUD solutions, this study also found that 63% 
of participants had never heard of Naloxone.

6.1.4 Harm reduction in South Africa
Wilson provided an overview of harm reduction 
in South Africa. To date, there are limited harm 
reduction services available for PWID in the 
country. Needle and syringe programs are avail-
able in Cape Town, Durban, Johannesburg, Port 
Elizabeth, Pretoria, and four other cities in east-
ern South Africa (though they were suspended 
in Durban from July 2018-2020). Opioid substi-
tution therapy (OST) is the recommended treat-
ment for OUD in South Africa; it has been shown 
to enhance quality of life and reduce mortality 
and morbidity. However, OST is only available in 
Cape Town, Durban, Johannesburg, and Pretoria.

6.1.4.1 Past, present, and emerging 
government strategies
Policies to initiate harm reduction services were 
first proposed in 2011 as part of the National 
Drug Master Plan, but harsh opposition to 
needle and syringe services caused harm reduc-
tion to be left out of national health and social 
development strategies for most of the 2010s. 
However, a new National Drug Master Plan was 
released in 2019—though its release was stalled 
for 2 years—and will run for the next five years. 
Wilson expressed optimism for the progressive 
nature of this plan, given the inclusion of goals 
to measure enrollment in needle and syringe 
programs and OST. Additional strategies recently 

52  Magidson et al 2017

developed to address drug use in South Africa 
include the Health Sector Master Plan (2019-
2024), the South African National HIV, TB, and 
STI Strategic Plan (2017-2022), and the National 
Hepatitis Action Plan (2017-2021). The National 
Department of Health is also planning to present 
an OST implementation plan and clinical guide-
lines to the National Health Council by the end of 
2021. Additionally, the National Essential Medi-
cines List Committee is considering designating 
methadone as an essential medication for OST 
maintenance at the primary care level. The cost 
of methadone in South Africa is currently 23-fold 
higher than the global average and 60-fold 
higher than the price paid by countries receiv-
ing methadone subsidies through the global 
fund program (eg, Kenya, Ukraine). Reclassify-
ing methadone as an essential medication may 
help reduce its exorbitant cost in South Africa.

6.1.4.2 Government-funded and 
community-based treatment 
programs
Additionally, there has been political progress 
to protect the rights of drug users by provid-
ing dedicated funds to programs that demon-
strate impact. Currently, the majority of govern-
ment funding is allocated to abstinence-based 
programs. Funded OST programs are largely 
oriented toward stimulant use, but there are 
some oriented toward heroin. Unfortunately, 
these programs are limited to a maximum of 
three months of drug treatment and have poor 
retention rates: only 22% of stimulant users and 
7% of heroin users were still retained after two 
months.52 In the last three years, there have also 
been community-based treatment programs 
that have been developed in collaboration with 
universities, non-profit organizations, and the 
South African government. Wilson highlighted 
programs in Tshwane and Durban that have 
generated quantitative evidence for successful 
retention (77% after one year), heroin use reduc-
tion, mental health improvement, and mitigation 
of HIV infection, as well as qualitative evidence for 
improved wellbeing, personal hygiene, income 
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generation, social cohesion, family reintegra-
tion, and interactions with law enforcement.53

6.1.5 Durban response to COVID-19 
lockdown

6.1.5.1 Pre-lockdown
A 2016 study by the Human Sciences Research 
Council determined that Durban had approx-
imately 4,000 homeless individuals, 60% of 
whom had a self-declared substance use prob-
lem.54 Prior to the national COVID-19 lockdown, 
the Durban city council was slow to respond to 
the needs of homeless individuals and reports 
of human rights violations by police, viewed 
homeless individuals as anti-social, and had a 
prohibitionist stance on drug use. In 2018, the 
council closed Durban’s only needle and syringe 
program. It was not reopened for 18 months. 
However, in October 2019, Belinda Scott was 
appointed deputy mayor and implemented a 
homelessness task force with representatives 
from local non-profit organizations, law enforce-
ment, the local university, and the Parks and 
Recreation department. Scott also hosted repre-
sentatives from Seattle’s LEAD National Support 
Bureau in February 2019 to educate law enforce-
ment on diversion and harm reduction programs.

6.1.5.2 Comprehensive homeless 
support during lockdown
South Africa entered a national lockdown on 
March 27, 2020. The platform established by 
Scott expedited the ability to mobilize programs 
for protecting and upholding the rights of home-
less individuals and drug users during the lock-
down. The responses emphasized harm reduc-
tion, evidence-based interventions, public health 
and public safety, and ensuring human rights in 
the context of rights limitations. When the lock-
down began, 2,200 homeless individuals were 
registered in a central system and assigned to 
one of 12 government-run sites that provided a 
place to sleep, eat, shower, and receive compre-
hensive medical care and clinical supervision 

53  Marks et al 2020a; Scheibe et al 2019
54  More information about Homelessness in Durban is available at http://ecommons.hsrc.ac.za/bitstream/

handle/20.500.11910/10039/9353.pdf?sequence=1&isAllowed=y#:~:text=A%20total%20of%203933%20
street,(see%20Figure%203%20below) (accessed August 6, 2021). 

by a team of nurses. However, many individuals 
housed in these shelters would leave the sites 
to purchase drugs to combat withdrawal symp-
toms; Wilson remarked that 40-50% were expe-
riencing moderate to severe symptoms early-on 
in the lockdown. In order to mitigate the risk of 
SARS-CoV-2 entering these shelters, drug with-
drawal programs were established at two shel-
ters. Individuals who had been clinically assessed 
for opioid withdrawal were voluntarily relocated 
to these sites to receive daily methadone treat-
ment; those who did not want methadone treat-
ment instead received supplies for symptom 
relief (termed ‘whoonga’ packs). In addition to 
OUD treatment, healthcare teams addressed 
other health concerns facing drug users by 
performing over 1,100 X-ray screens for tuber-
culosis, re-initiating patients on chronic medica-
tions, providing on-site HIV testing, supporting 
wound care, providing medicines for tuberculo-
sis and HIV, and offering psychiatric treatments 
and referrals to on-call providers. Nurses were 
on site every day at each of the twelve shelters.

6.1.5.3 COVID-19 as a catalyst
Wilson described the positive consequences 
of COVID-19 in Durban, and the implications of 
the city’s response to lockdown. The situation 
underscored the value of local governments 
acting proactively: the multidisciplinary and 
rapid response to such an urgent and complex 
crisis was only possible because of conceptual-
ization of safe sleeping spaces and the creation 
of a homelessness task force prior to lockdown. 
Additionally, COVID-19 accelerated political 
processes that had been stalled, such as reopen-
ing the needle and syringe program in order to 
prevent further public health strains from the 
consequences of needle sharing. Addressing 
the pandemic also prompted collaboration 
between public safety officials, public health 
officials, universities, and the private sector to 
address the needs of homeless individuals and 
people who use drugs. Most importantly, COVID-
19 provided an opportunity to raise awareness 
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among municipal and provincial government 
officials and deepen their understanding of 
evidence-based harm reduction interventions, 
especially with regard to forced withdrawal 
programs. It also highlighted the ability of harm 
reduction approaches to achieve government 
aims quickly and effectively—such as lockdown 
compliance—while simultaneously respecting 
the human rights of vulnerable populations.

6.1.5.4 The Bellhaven Harm Reduction 
Centre
On June 1, 2020, South Africa entered level-three 
lockdown and the Bellhaven Harm Reduction 
Centre was opened in Durban. The Centre oper-
ates 7 days per week and represents a unique 
partnership between non-governmental orga-
nizations, the local university, and the city. The 
Centre provides supervised methadone use, 
though funding constraints limit administra-
tion to 15 milliliters per day. 180-200 individu-
als are served by Bellhaven per day, and Wilson 
reported that 60-70% are having their needs 
met by this dosage. The Centre has high reten-
tion rates, and appears to be positively impact-
ing the transition from smoking to injecting 
heroin. Bellhaven also provides needle and 
syringe exchanges twice per week for PWID. 
Basic medical services from two general prac-
titioners are also available. To address tuber-
culosis and HIV, which affect roughly 20% of 
the client population, the Centre offers test-
ing, referral, and provision of medications for 
tuberculosis and HIV. A peer-based street deliv-
ery program is also available, which involves 
the delivery of medications for tuberculosis 
and HIV to individuals unable to visit the Centre 
by other Bellhaven clients. Additionally, the 
Centre provides voluntary individual and group 
psycho-social services and women-focused 
services including Pap smears, STI testing and 
treatment, and pregnancy monitoring. Wilson 
emphasized that the Centre aims to be very 
low threshold with almost no barriers to access 
and an overall mission to improve wellness.

Bellhaven has received national publicity as the 
featured ‘Good Hood’ story by the South Afri-
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can Cities Network, the Durban University of 
Technology 2020 award for Most Outstanding 
Community Engagement Project, the HSRC/
USAF Inaugural 2020 Team Award for Excel-
lence in the Humanities and Social Science for 
Responding to COVID-19, has been referenced 
in global talks around harm reduction during the 
COVID-19 lockdowns, and has received signif-
icant press coverage in media, radio, and tele-
vision (including an insert in Carte Blanche).

6.1.5.4.1 Cooperation with Govern-
ment and law enforcement
The Bellhaven Centre has received government 
support including the provision of the build-
ing premises, exemption from rates, an invest-
ment of 800,000 Rand, and 24/7 security 
provision. The Centre has been recognized by 
the Executive Council of eThekwini to be used 
for the purposes of a harm reduction centre. 
The Department of Social Development has 
also provided support to formally register Bell-
haven as a community-based treatment centre.

Bellhaven has also positively shifted the role 
of law enforcement in Durban. The Centre 
provided a training on drug overdose for Metro 
police. Additionally, diversion from the crim-
inal justice system is taking place as drug 
offenders are now receiving referrals for Bell-
haven instead of arrests. Interviews with law 
enforcement members who worked at the 
lockdown shelters revealed that interactions 
with drug users shifted their views from being 
prohibitionist and punitive to being support-
ive and seeking bi-directional relationships.55

6.1.5.4.2 Beyond health services
Wilson emphasized Bellhaven’s efforts to meet 
individuals where they are and to provide flex-
ible services. As an example, he referenced 
accommodations during Ramadan to provide 
methadone doses in the evening along with a 
meal. The Centre has also hosted many commu-
nity forums, including with family members, to 
discuss drug use and harm reduction. There 
have also been engagement events like hosting 
an overdose vigil on World Overdose Awareness 
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Day. Furthermore, the Centre has begun engag-
ing with local businesses to promote program 
sustainability and connect clients with oppor-
tunities to develop skills. Wilson referenced an 
example with a manufacturing company, Life-
style Republic, which provided ten Bellhaven 
clients with a three-month training on print-
making, business development, and other skills.

6.1.6 Key insights from Durban
Wilson highlighted six lessons learned from 
the Durban lockdown response (see Box 6-1) 
and concluded by emphasizing that the Durban 
response to COVID-19 presented a tremen-
dous opportunity to showcase the highest 
standards of care and support for people who 
use drugs and to engage the government, 
local community, and businesses in solutions.

Box 6-1. Lessons learned from the Durban experience

• When circumstances are difficult, develop strong partnerships with government. Working 
with government officials to demonstrate harm reduction is incremental and effective.

• Always work alongside law enforcement. They are the greatest advocates of harm reduc-
tion.

• In eThekwini, members of law enforcement had very positive views on the needle syringe 
program, OST program, and overdose prevention space provided by the harm reduction 
center.

• Harm reduction is key to inner city and tourism renewal. It is important to receive invest-
ment from the business sector.

• It is important to mobilize capacities, resources, and skills from all state and non-state 
actors, including working with universities to develop a sustainable model for a harm 
reduction program.

• It is important for the government to invest in harm reduction at a municipal level to 
promote ownership and support of these services. 

6.2 Opioid policy history, trends, and 
innovations
Steve Rolles is senior policy analyst for 
Transform Drug Policy Foundation, a UK 
based charity focused on drug policy and 
law reform analysis and advocacy. In his 
presentation, he discussed history, trends, 
and innovations in opioid policy in Europe.

6.2.1 History of opioid policy and use 
in the United Kingdom from 1868 to 
the present

Rolles provided an overview of opioid 
policy in the UK, beginning with the 1868 
Pharmacy Act, which required recordkeep-
ing for all opium sales. Forty years later, 

the 1908 Pharmacy Act classified opium/
morphine as a poison. In 1912, the Hague 
Opium Convention established the first 
international controls of opium, which was 
translated into UK law in the 1920 Danger-
ous Drugs Act. This act established a narra-
tive that drugs posed a threat to society 
that must be addressed by a punitive crim-
inal justice response. At the same time, a 
1920 report from the Rolleston Committee 
formalized the practice of doctors prescrib-
ing morphine and heroin to people with 
addictions, particularly injured World War I 
veterans. This medical approach within the 
penal framework became known interna-
tionally as the “British system.”
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Heroin use continued at a low level in the 
United Kingdom for the next 40 years, 
primarily by adults who were aged >30 years, 
middle class, and/or veterans. In the 1960s, 
however, heroin use began to increase and 
expand to other demographics, and broader 
drug use became more common due to the 
youth counterculture movement. In 1961, 
the United Nations Single Convention on 
Drugs formalized the global paradigm of 
punitive enforcement to prevent drug use. 
Throughout the 1960s, political concerns 
regarding use, over-prescription, and illegal 
selling of heroin began to grow.

By the late 1960s and early 1970s, the Brit-
ish system was heavily restricted, reducing 
the number of people prescribed heroin from 
5,000 to a few hundred. In 1971, the UK passed 
the Misuse of Drugs Act, which was echoed in 
the US by the declaration of the ‘War on Drugs’ 
by President Richard Nixon. Rolles pointed out 
that in the US heroin is currently classified as a 
schedule I drug that is completely illegal, even for 
medical use; however, in the UK heroin is medi-
cally available in injectable forms, as pills, and 
as a nasal spray for pediatric use. He added that 
heroin is an effective drug when used sensibly in 
a medically controlled environment.

Despite the sanctions on heroin under the 
Misuse of Drugs Act, heroin use gradually 
increased in the UK during the 1970s and 
increased by over 20-fold in the subsequent 
decades, reaching a quarter of a million 
users by the early 2000s. During the 1980s, 
the HIV crisis spurred rapid innovation in 
harm reduction initiatives like condom 
distribution, safe sex programs, and initia-
tives that specifically targeted the grow-
ing population of people who inject drugs 

(PWID)—for instance, through methadone 
prescriptions and needle syringe programs. 
The UK pioneered the implementation of 
harm reduction programs, and today the UK 
has low levels of bloodborne viruses among 
PWID compared to countries that initiated 
these harm reduction programs later, or 
have yet to initiate them.

In the late 1990s, crack cocaine pene-
trated the UK heroin supply networks and 
became popular among heroin users, Rolles 
explained. Among heroin and crack users, 
approximately 80 percent of individuals who 
use one of these drugs also uses the other. 
Mirroring the response to the HIV crisis in 
the 1980s, in the early 2000s there was 
major investment in treatment and harm 
reduction services. Rolles pointed out that 
reducing crime and criminal justice costs 
were the primary motivations for these 
initiatives, rather than compassion for drug 
users or public health improvement (beyond 
control of the HIV epidemic).

Today, opioid use in the UK remains high 
compared to historical levels and to other coun-
tries in the European region, though there have 
been marginal reductions in opioid use aligned 
with broader EU trends. Still, Rolles character-
ized the upward trend in opioid-related deaths 
since 2012 in England and Wales as alarming 
(see Figure 6-1). This trend may be driven by 
higher rates of death among older users who 
have multiple health vulnerabilities, though 
Rolles suggested a key contributor the trend was 
increasing polydrug use of opioids with stim-
ulants, cocaine, and benzodiazepines. He also 
noted the low prevalence of fentanyl in the UK, 
which is a major cause of rising opioid mortality 
in North America.
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Figure 6-1. Age-standardized mortality rates for registered deaths by all opiates, heroin, 
morphine, and methadone in England and Wales (1993-2019)

Source: Rolles presentation

6.2.2 Drug trends in Scotland
Within the UK, the worsening of drug-related 
deaths has been concentrated in Scotland, which 
has seen an increase from 244 deaths in 1996 to 
1,264 in 2019. Notably, the major demographic 
associated with this increase was adults aged 
35-54 years. Sweden and the UK follow Scot-
land in drug-induced deaths. The rate of drug-in-
duced mortality in Scotland alone exceeds all 
other European countries by four- to five-fold 
(see Figure 6-2). This is largely due to increased 
polydrug use with heroin and methadone. Rolles 
noted that methadone is frequently diverted in 
the UK and is a major cause of opioid-related 
death. Much of the increase in drug-induced 
deaths in Scotland is related to combined use 
of benzodiazepines, primarily etizolam, and 
gabapentanoids. Since 2014, there has been a 
significant increase in the number of depres-
sant-related deaths involving any benzo-type 

drug. For instance, etizolam is a drug trafficked 
from China that is incredibly inexpensive (less 
than $1 per pill). This drug has long-lasting 
effects and caters to the psychosocial needs of 
many opioid-users who are seeking to escape 
or struggling with feelings of despair. However, 
etizolam is particularly dangerous when used 
with alcohol or opioids, as the combined depres-
sant effect on the central nervous system 
leads to a very high acute mortality risk. The 
US does not currently face the same trend of 
increased availability of cheap benzodiaze-
pines, but Rolles warned that they could easily 
penetrate US markets due to their availabil-
ity and low price. In addition to a rise in the 
use of depressants, there has been a dramatic 
increase in cocaine-related deaths in Scot-
land since 2015. This is attributable to cocaine 
becoming purer and less expensive, facilitat-
ing combined use with heroin and other drugs.
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Figure 6-2. Drug-induced deaths in European countries among people aged 15-64 years, per 
million population (2017-2019)

Source: Rolles presentation

56  More information about drug decriminalization in Portugal is available at https://transformdrugs.org/blog/drug-

6.2.3 Obstacles and progress toward 
solutions in the UK

There have been a mix of negative and 
positive developments impacting drug use 
policies and outcomes in the UK in recent 
years. Rising national debt and associated 
austerity measures have reduced fund-
ing for drug services by 25 percent in the 
last five years. Rolles also pointed out an 
ideological focus on abstinence and recov-
ery by the UK government and an ideo-
logical hostility to harm reduction solu-
tions. However, there have been localized 
decriminalization efforts (called “diver-
sion”) to intervene prior to arrest and 
divert drug users away from the criminal 
justice system toward other interventions. 
Some supervised drug consumption facil-

ities have opened, although these facilities 
are technically illegal and not government 
endorsed. Clinics have opened that provide 
heroin-assisted treatments and there has 
also been an expansion in Naloxone provi-
sion. Discussions have also focused on the 
prescription of benzodiazepines and stim-
ulants to address drug use issues in Scot-
land. However, these treatment modalities 
are less developed than opioid treatments. 
Drug checking services that evaluate drug 
content and purity for individuals have also 
been pioneered in the UK.

6.2.4 Decriminalization of drug use 
in Portugal
In 2001, Portugal decriminalized personal 
possession of all drugs.56 Though Spain, Italy, 

https://transformdrugs.org/blog/drug-decriminalisation-in-portugal-setting-the-record-straight
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and several other European countries have also 
taken this step, Portugal has received signifi-
cant attention because its legislation included 
the reallocation of funds away from criminal 
justice and toward treatment and harm reduc-
tion initiatives. This aspect of Portugal’s policy 
is a critical enabler of reorienting policy toward 
a health-based approach. Despite initial hostil-
ity, there has been broad political and public 
support for this change and many outcomes 
on key metrics have been positive. Decriminal-

decriminalisation-in-portugal-setting-the-record-straight (accessed August 11, 2021). 

ization prompted a rapid decrease in drug-re-
lated deaths in Portugal and, despite an increase 
during the 2010s, drug mortality remains well 
below the European average (see Figure 6-3). 
Moreover, the number of drug-related offenders 
in Portuguese prisons has dropped dramatically 
and the level of drug use in 2020 was well below 
other European countries. Additionally, new HIV 
diagnoses among PWID in Portugal has dropped 
from 40 percent of the EU total to virtually zero.

Figure 6-3. Drug deaths in Portugal and EU (excluding Portugal) per 100,000 population 
(2000-2015)

Note: Not age adjusted 
Sources: Rolles presentation, EMCDDA, Eurostat 2020

6.2.5 Beyond decriminalization

As of 2019, decriminalization of drug use is 
supported by the WHO, UN Office on Drugs 
and Crime, UNICEF, and all other UN agen-
cies. Leading UK medical authorities like the 
Royal College of Physicians and the Royal 
Society of Public Health have also called 
for decriminalization. Removing treatment 

obstacles and liberating resources for 
other uses have been two major reasons for 
unambiguous global support of decriminal-
ization. However, Rolles emphasized that 
in order to see positive change, policymak-
ers must go beyond decriminalization and 
provide holistic support—such as housing, 
employment, and mental health services—
for individuals utilizing drug services. He 

https://transformdrugs.org/blog/drug-decriminalisation-in-portugal-setting-the-record-straight
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also noted the ongoing discussions related 
to decriminalization, such as the thresh-
old between personal use and supply and 
whether to repeal all noncriminal drug sanc-
tions. Rolles conveyed the Transform Drug 
Policy Foundation’s stance that there should 
not be any sanctions for drug possession.57 
He highlighted the importance of involving 
drug users in policy design and expunging 
drug-related criminal records as part of the 
decriminalization process. He concluded by 
emphasizing that reform does not stop at 
decriminalization. Much of the harm done 
to drug users is driven by illegal drug supply, 
underscoring the need for wider discourse 
about safe drug supplies and the regulation 
of all drugs.

6.3 Discussion 5 (June 29, 2021)
6.3.1 Impacts of COVID-19 on OUD 
in the United Kingdom and South 
Africa
Joji Suzuki, addiction psychiatrist at, direc-
tor of the division of addiction psychiatry, and 
program director for Brigham Addiction Medi-
cine Fellowship at Brigham and Women’s Hospi-
tal, described how, in the US, COVID-19 caused 
a worsening of overdose-related deaths and 
substance use while simultaneously prompting 
policies to improve access to care. Suzuki asked 
the panelists to comment on how the COVID-19 
pandemic impacted OUD outcomes and policies 
in their respective countries. Rolles replied that 
in the UK, the government responded to COVID-
19 by spending GBP £100 million on a program 
to end street homelessness, which was expected 
to be a major vector for SARS-CoV-2 trans-
mission. He reported that, as a consequence 
of this initiative, there was a shift in drug use 
management approaches in government-sup-
ported housing because zero-tolerance policies 
were not compatible with the goal to get people 
off the streets. Additionally, Rolles stated that 
in response to COVID-19, methadone regula-
tion was relaxed such that users could receive 
take-home supplies instead of requiring daily 

57  More insight and analysis from Transform Drug Policy Foundation is available at https://transformdrugs.org/
publications (accessed August 11, 2021). 

supervised consumption in clinics. However, 
the impact of this change on mortality rates has 
yet to be determined. Rolles also remarked that 
the COVID-19 pandemic increased demand for 
and access to treatment services, which has 
created challenges for funding these services. 
Wilson responded that COVID-19 prompted 
South African city officials and law enforcement 
to create harm reduction programs, which had 
previously been operated solely by nonprofit 
organizations and businesses. Additionally, 
Wilson commented that the emergency within 
the healthcare system prompted a shift from 
deliberation to immediate action, such as the 
reinstatement of needle and syringe programs. 
Suzuki expressed optimism that the posi-
tive changes in the UK and South Africa would 
persist, given that many of the emergency decla-
rations in the US have now been rescinded.

6.3.2 Methadone provision by 
Advance Access & Delivery
A participant asked Wilson if his program for 
methadone provision involved online services 
for drug users unable to receive doses in person. 
Wilson responded that all his clients must 
receive their medication in person, though 
they have taken steps to improve access by 
providing take-home doses for individuals 
who live with a person who can provide treat-
ment support. Wilson also commented that 
Advance Access & Delivery has services for 
delivering medications to homeless individuals.

6.3.3 Fentanyl use in the United 
States, United Kingdom, and South 
Africa
Suzuki asked the panelists why illicit fentanyl has 
not penetrated the drug markets in their coun-
tries, given its takeover of the illicit opioid supply 
in the northeast US. Suzuki also asked if illicit 
fentanyl is anticipated to become more preva-
lent in the UK and South Africa. Rolles identified 
economic differences between drug markets as 
the major cause of the dissimilarities in fentanyl 
prevalence between the UK and US. The US 

https://transformdrugs.org/publications
https://transformdrugs.org/publications
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receives the majority of its drug supply from 
cartels in Mexico and Latin America, while heroin 
in the UK originates in Afghanistan. Rolles stated 
that efforts by the US to prevent drug trafficking 
pressured cartels to shift to fentanyl, which is 
more potent, profitable, and easier to create than 
heroin. Given its popularity with opioid users in 
the US, Rolles concluded that “simple econom-
ics” promoted the widespread use of fentanyl. 
He predicted that fentanyl could become more 
prevalent in the UK if market factors drove 
heroin suppliers to switch to fentanyl. Wilson 
responded that the reporting systems for drug 
overdose in South Africa are not well-devel-
oped, making it difficult to assess fentanyl use.

6.3.4 Benzodiazepine use in the 
United Kingdom
Rolles commented that the use of benzodi-
azepines in the UK mirrors fentanyl in the US, 
as these synthetic drugs are extremely inex-
pensive—costing less than GBP £1 per unit—
and provides similar benefits for vulnerable 
individuals seeking an escape from trauma.

6.3.5 Scanning the horizon: etizolam 
and gabapentinoids
Suzuki referenced a graph in Rolles’ presentation 
showing that etizolam and gabapentinoids have 
become the major contributors to depressant-re-
lated deaths in Scotland, and he commented that 
there is minor but increasing misuse of both in 
the US. He emphasized that though these drugs 
may not currently be significant, a fentanyl short-
age could dramatically increase their usage.
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