
In July 2005, the World Health Organization added methadone and buprenorphine 

to its Model List of Essential Medicines.1 Methadone and buprenorphine are two 

of the best studied and most effective treatments for opiate addiction. Regular use 

of these medications, sometimes referred to as medication-assisted or substitution 

treatment, has been associated with decreased injecting drug use,2 decreased crimi-

nal activity,3 increased retention in treatment for chemical dependence,4 increased 

adherence to HIV medication,5 improved family relations,6 and successful return to 

employment.7

In developed countries, medication-assisted treatment is a 
standard option for people who are dependent on opiates, 
with more than 800,000 patients prescribed buprenorphine 
or methadone as of 2005: 237,000 patients in the United 
States,8 an estimated 530,000 patients in Western Europe,9 
39,000 patients in Australia,10 and 4,000 in New Zealand.11 

Many European countries facing growing HIV epidemics 
among injecting drug users (IDUs) have rapidly scaled up 
treatment. Germany, for example, legalized methadone 
treatment in 1987; by 2005, the country had about 60,000 
patients on treatment. In France, 85,000 people had received 
buprenorphine treatment as of November 2006, with 
medication prescribed by general practitioners and available 
in pharmacies.12

In developing and transitional countries with injection-
driven HIV epidemics, methadone and buprenorphine 
remain largely unavailable or inaccessible. With injection 
drug use accounting for ever greater numbers of HIV 
infections—UNAIDS estimates that nearly one-third 

of new infections outside Africa are among IDUs—the 
implications of failure to provide treatment are striking. 
As of 2007, less than 2 percent of IDUs in countries with 
injection-driven HIV epidemics were accessing metha-
done or buprenorphine treatment in government clinics.13 
The greatest share of patients were in China, where 320 
clinics provided services to 36,000 people as of March 
2007,14 and in Iran, where about 60,000 people received 
methadone and between 5,000-8,000 received buprenor-
phine through government clinics or private physicians.15 

In Eastern Europe and Central Asia, access to metha-
done or buprenorphine is similarly low; less than 2 per-
cent of estimated IDUs receive treatment. Some progress 
is being made, however. The Global Fund to Fight AIDS, 
Tuberculosis and Malaria has supported methadone or 
buprenorphine treatment scale-up or pilot projects in 
countries with injection-driven epidemics, including 
Azerbaijan, Belarus, China, Estonia, Georgia, Indonesia, 
Kyrgyzstan, Moldova, Ukraine, and Uzbekistan. China, 
Iran, Malaysia, and Ukraine all plan to increase the scale 
of methadone or buprenorphine programs sharply in the 
coming years, while other countries—including Vietnam, 
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Kazakhstan, and Tajikistan—have received grants from 
international donors and pledged to start pilot projects. 

Even in countries where methadone and buprenorphine 
are technically available, access to treatment for patients 
in need is limited by many factors, including the high 
costs and low supply of medication, restrictive entry 
criteria for treatment programs, and lack of government 
commitment to scale up pilot projects.  

Prices for buprenorphine and methadone vary widely 
around the world, and in some cases differ within coun-
tries depending on supplier, import fees, and local health 
care regulations and practice. In China, for example, 
where methadone is locally manufactured, the price 
of an average dose of the medication to patients varies 
between 5-10 Yuan a day (US$0.66-1.30).16 Iran makes 
methadone available for approximately US$0.25 for 100 
milligrams, and generic buprenorphine for US$1.30 for 
8 milligrams. In other countries with injection-driven 
epidemics, governments pay higher prices for medica-
tion by agreement with pharmaceutical manufacturers. 
In Indonesia, for example, an average dose of methadone 
costs between US$0.54 and US$1.62, depending on loca-
tion.17 Governments have occasionally exercised their abil-
ity to renegotiate the pricing structure; in Malaysia, the 
price of methadone started at US$10 for 40 milligrams, 
but government negotiations with suppliers brought the 
price down to approximately US$0.80 per 40 milligrams 
in 2007.18

Methadone is generally cheaper than buprenor-
phine. In Ukraine, for example, methadone had not 
been dispensed as of December 2007, but  govern-
ment plans called for treatment with the medication at 
a price of approximately US$9 per patient per month. 
Buprenorphine has been available since 2005 and as of 
late 2007 was prescribed to approximately 500 patients, 
but at about 10 times the cost expected for methadone.19 

Health care providers sometimes find other ways to 
pass costs on to patients. In Azerbaijan, for example, 
informal reports indicate that people are being asked 

to pay costs as high as US$500 for treatment that was 
meant to be free. In Georgia, where only 225 patients had 
access to free treatment in 2007, the government is con-
sidering opening fee-for-service clinics where treatment 
would cost around 150 GEL (US$95) per month. At more 
than half the average monthly salary,20 these fees would 
be prohibitive. 

Supply interruptions, or the threat of them, have resulted 
in discontinuation of treatment or sudden reductions in 
dosages. In Simferopol, Ukraine, in late April 2007, clients 
reportedly received their doses “only every other day” for 
about two weeks.21 In Azerbaijan, methadone treatment 
was discontinued in 2005 when clinics did not receive 
new supplies. In Kyrgyzstan, patients had their methadone 
doses sharply reduced or were urged to stop treatment in 
2005 due to delays in procurement and distribution.  

The costs of receiving methadone or buprenorphine treat-
ment often include harassment from law enforcement. 
In Kyrgyzstan, police have stationed themselves outside 
methadone clinics, often arresting patients or threatening 
to plant drugs on them unless they pay bribes. In Odessa, 
Ukraine, buprenorphine patients report that police offi-
cers regularly extort money and threaten to plant drugs 
on them.22 Although the Malaysian government endorsed 
the establishment of methadone treatment programs in 
2005, laws and policies criminalizing drug users result 
in police raids and arrests at methadone programs.23 
Methadone patients undergoing treatment in community 
clinics have their names added to the government regis-
tries of drug users. In Indonesia, organizations report that 
police are not well informed about methadone treatment’s 
legality and do not know that they are forbidden to make 
arrests in the clinic area; as a result, some patients report 
that they have become targets for the police because they 
use other drugs in addition to methadone.24

Injecting drug users are often discouraged from enter-
ing treatment programs because of long waiting lists. In 
Ukraine, 300 people are reportedly on waiting lists. In 
Poland, the number of people receiving treatment has not 
risen above 1,000, or 2.5 percent of estimated IDUs, since 
treatment began in 1992. Waiting lists in several cities in 
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