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The United Nations Office of Drugs and 
Crime in its 2012 World drug report 
estimates that 0.6% of the world’s adult 
population – some 27 million people – 
are problem users of illicit drugs.1 This 
represents about 10% of all people who 
used illicit drugs in 2011 and suggests 
that most people can use drugs recre-
ationally without becoming dependent. 
What makes these 10% different is the 
subject of active research and remains 
poorly understood, but whatever the 
reason, drug dependency frequently 
has damaging effects to the user and 
society and is therefore stigmatized both 
socially and legally.

Opioids (heroin, morphine and 
prescription opioids) may be the most 
harmful of the illicit drugs used.2 For-
tunately, treatment is available and has 
been for some decades. In the late 1940s 
methadone was tested as an abstinence 
treatment for opioid dependence and 
later as a maintenance treatment3 under 
the hypothesis that at high, sustained 
doses methadone could block both the 
euphoric and adverse effects of opioids 
to a sufficient level that patients could 
stabilize their lives, find employment 
and reintegrate into society.4 Worldwide, 
its use has increased considerably since 
the onset of the HIV epidemic5 and it is 
now recognized as an important com-
ponent of any strategy to control HIV 
infection among injecting drug users. 
Among 120 countries that report HIV 
transmission among people who inject 
drugs, 97 countries support a harm re-
duction approach and 78 have a metha-
done programme or are piloting one.6

The worldwide scale-up of metha-
done maintenance treatment has been 
largely facilitated by the generosity of 
programmes such as the Global Fund 
to Fight AIDS, Tuberculosis and Malaria 
as well as through bilateral foreign aid 
agreements. However, in the current 
economic climate, the stability of these 
sources of funding is precarious. The 
Global Fund has already announced 
reductions in its funding capacity and 
without financial support from their 
own governments, many low- and 

middle-income countries may not be 
able to continue to support methadone 
maintenance programmes. Few coun-
tries are in the same position as China 
where the shortfall in Global Fund 
support was, commendably, met by the 
central government.

While methadone maintenance 
has been repeatedly shown to be an 
effective intervention for reducing 
drug-associated harms, no programme 
is without its problems. Chief among 
these is client retention. By definition, 
methadone maintenance is a long-term 
treatment typically requiring at least 
one year to achieve positive outcomes.7 
Retention is strongly predicted by the 
methadone dose administered,8 but 
most programmes routinely under-dose 
their clients, ignoring evidence from the 
initial methadone maintenance trials 
which used 100 mg/day4 and even ignor-
ing later recommendations to maintain 
clients on 60 mg/day.9 But under-dosing 
is not the only reason clients leave treat-
ment. Many may never have intended 
to stay in treatment for the long term. 
To satisfy policy-makers, programmes 
may attempt to enrol as many clients as 
possible, disregarding screening criteria 
that might have ensured the client was 
ready for long-term therapy. The fre-
quent enrolment of short-term clients 
or re-enrolment of prior clients is at 
enormous cost to the clinics in terms of 
staff members’ time.

Similarly, staff retention is a prob-
lem for many programmes. Limited job 
satisfaction as well as stigma contribute 
to high staff turnover, adversely affect-
ing client retention and therefore pro-
gramme effectiveness. Drug dependency 
is not an illness which can be cured 
with pharmaceuticals alone. It requires 
a comprehensive package of services, of 
which methadone maintenance is just 
one. As such, clinics require staff who 
are able to provide quality services not 
only in dispensing but skills in train-
ing and psychosocial support, which 
can be difficult to achieve in low- and 
middle-income countries. While many 
programmes claim to provide such 

services, their quality may be too poor 
to be effective. Thus the cost–benefits of 
investing in staff development also need 
greater appreciation.

This special issue of the Bulletin 
includes a range of papers describing 
various aspects of methadone mainte-
nance programmes from around the 
world. While methadone maintenance 
may be the most effective treatment 
currently available, in a precarious 
funding environment, programmes 
will need to explore options for in-
creasing the cost-efficiency of service 
delivery while improving client out-
comes. ■
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