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Case study: Opioid substitution therapy  

 
 

What are opioids? 

Opioids are the class of drugs that include heroin, and synthetic opioids such as codeine and other 

prescription pain medications. Some opioids, such as heroin and heroin combinations (nyaope, sugars 

and woonga), are illegal. 

 

Opioid use disorder (OUD) is the health condition which people who have a problematic use of and / or 

dependencei on an opioid have. People with OUD: 

• have a physical craving to take the drug  

• find it difficult to control how much and how often they use the drug 

• continue to use the drug despite its harmful consequences 

• give a higher priority to using the drug than to other activities and responsibilities 

• have increased tolerance, which means that ever increasing doses are needed for the same 

effect, and in some cases a physical withdrawal state.1,2  

 

 
 
 

Treatment of OUD includes a set of pharmacological (medication) and psychosocial interventions     such 

as psychotherapy, social integration and group support. OUD aims to help the patient:  

• reduce or stop their use of opioids  

• prevent future harms associated with opioid use  

• improve their quality of life and wellbeing.3  

 

 
i The term “addiction” is no longer used for diagnosis due to its “uncertain definition and its potentially negative 
consequences,” per the Diagnostic and Statistical Manual of Mental Disorders (DSM–5). Although OUD includes dependence 
with varying levels of severity depending on the number of diagnostic criteria met, this report will use OUD and opioid 
dependence interchangeably. 

Health condition: opioid use disorder (OUD) / opioid dependence 
We use the terms opioid use disorder (OUD) and opioid dependence for the same health 
condition. We do not use the term addiction because it is vague. It can also have negative 
consequences, such as stigma and self-stigma for the user and their families and friends.  OUD 
is characterized by: 

→ a strong desire or compulsion to take the drug  

→ difficulties controlling the levels and frequency of use  

→ continuing to use the drug despite harmful consequences  

→ a higher priority given to drug use than to other activities and obligations  

→ increased tolerance  

→ and in some cases a physical withdrawal state.1,2 
 

Opioid substitution therapy (OST): a health intervention option for people who are dependent 

on opioids.  

 

Opioid withdrawal symptoms 
Opiate withdrawal symptoms can be very severe. Symptoms include muscle cramps, 
severe diarrohea and vomiting, bone and joint aches,  anxiety, restlessness and irritability, 
distrubed sleep, craving, and hot and cold flushes. 
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Opioid dependence treatment is usually long-term and possibly lifelong.3 However, when OUD is 

identified early, treatment usually requires less intense interventions.4  

 

Opioid substitution therapy (OST) and opioid agonists 
Opioid substitution therapy (OST) is a medical intervention that prescribes medicines called opioid 

agonists. Patients take them, instead of the opiate, in controlled amounts to: 

• prevent experiencing the euphoric effects (highs) of opioids 

• reduce cravings for the opioid 

• prevent withdrawal symptoms.5  

 

Opioid agonists: Methadone and buprenorphine 
Two of the most common opioid agonists used for OST are methadone and buprenorphine. OST aims 

to assist patients:  

• to adhere to treatment for the long-term 

• function normally  

• reduce the harm caused by their opioid use.6  

 

Although OST has been piloted at several sites in South Africa, it is not yet available as a treatment 

option in the public health sector.7 Currently in South Africa, methadone and buprenorphine: 

• are not included on the essential medicines list  

• are not available for patients with OUD in public health facilities. 

 

Government is currently considering whether to include OST as part of the health benefits package 

funded under National Health Insurance (NHI). 

 

Population target for opioid substitution therapy (OST) 
The primary population targeted for OST would be users of illegal opioids, particularly those dependent 

on heroin or heroin combinations. These include “sugars”, nyaope and woonga. People who use Illegal 

opioids make up the largest documented group of people with OUD.4 However, NHI coverage could 

also include people dependent on other classes of opioids, such as prescription pain killers. 

 

Your job as the Appraisal Committee 
The government has commissioned a Health Technology Assessment (HTA) to thoroughly evaluate the 

case for or against using public funds to cover the health intervention of OST for opioid use disorder.  

 

As the Appraisal Committee, your job is to review the evidence, discuss the pros and cons across the 

criteria, and provide a recommendation to the government. Here are the main recommendation 

options for the health condition OUD: 

 

 
Recommend 

coverage for all 
medically 

indicated cases. 
 

 
Recommend coverage 

for an optimised subset 
(e.g. key populations, 

illegal users, prisoners). 
 

 
Recommend only in 

the context of 
research or pilot 

studies. 
 

 
Reconsider after 
improvements in 
service delivery. 

 
 
 
 

 
Do not 

recommend 
coverage. 

 

 



Case study: Opioid substitution therapy       November 2019 

 

4 
 

The 12 domains for making ethical decisions 

 
What follows is a summary of the available evidence, and what we need to consider regarding of opioid 

substitution therapy (OST) across the 12 domains in the Framework for making ethical decisions: what 

to include under National Health Insurance. The 12 domains are: 

 

1) What is the burden of the health condition for the country? 

2) What health benefits or harms can we expect of the intervention? 

3) Will the intervention be good value for money? 

4) How might systems factors affect the delivery and use of the intervention? 

5) What will the budget impact and benefits of the intervention be?  

6) Will the intervention promote equity?   

7) Will the intervention promote respect and dignity? 

8) Will the intervention affect how people form and maintain important social relationships? 

9) Will the intervention affect people’s personal financial situation? 

10) Will the intervention ease people’s suffering?  

11) How might the intervention affect people’s safety and security? 

12) Will the intervention affect social cohesion?   
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 1. What is the burden of the health condition for the country?  
 
Heroin use has risen steadily in South Africa since 1994 across all provinces.8 Heroin is the most 

commonly used illegal opioid in South Africa.6 It is the third most commonly used drug, according to 

treatment admission rates, after alcohol and cannabis.9,10  

 

The South African context: opioid use disorder 
During a 2012 study, participants were asked if they had used opioid 

drugs, such as heroin, in recent months. Three out of every 1,000 

participants responded “Yes”. From this, the estimate for opioid use 

prevalence in South Africa is 0.3% (see Box 1).11,12   

South Africa has a population of over 58 million. Our 0.3% prevalence 

would be about 176,000 opioid users.  

 

Table 1 gives more details from a 2012 survey on the characteristics 

of opioid drug users. Opioid use disorder (OUD) was highest among 

people: 

• classified Coloured  

• living in rural formal and urban formal areas 

• between 15–35 years old 

• living in the Free State and Northern Cape.12 

 

In 2015 research to map the number of people who inject drugs such as heroin estimated the number 

of people injecting opioids to be approximately 75,000 (42,000 men; 33,000 women).13 The research 

estimates the number of opiate users who were injecting heroin at approximately 75,000 (42,000 men; 

33,000 women). There is not enough data to estimate dependence on over-the-counter and 

prescription opioids.6   

 

Many experts believe that, because of the challenges of gathering data on illegal drug use and because 

some data is missing, the actual number of people with OUD is much higher than 0.3%. They believe 

the use of opioids has grown a great deal in the five years since the most recent survey.14,15  

 

Mortality rate: the number of people who died out of every 100,000 people.  

Morbidity: the health complications of a condition that do not result in death  

Quality-adjusted life year (QALY): is a measure of disease burden, including both the quality 

and the quantity of life lived. 1 QALY is equal to one year of life in perfect health.  

Chronic health condition: a long-lasting illness, such as diabetes. 

 

OUD has high mortality rates and high morbidity.6 We do not have specific South African data on 

mortality, or disability-adjusted life years (QALYs) for opioid users. Regional data for Southern Africa 

(including data from SA) estimates the following:16,17 

• Mortality rate: 1.5 deaths for every 100,000 people using opioids 

• QALYs lost: 20,200 years of life in perfect health lost as a result of OUD  

 

 

Box 1 Opioid users in Southern 

Africa 
A 2012 study estimated the 

number of people aged 15–64 

using opioids in Southern Africa to 

be between 210,000–280,000, 

with a 0.3% prevalence estimate 

(based on 2009 data from South 

Africa, Mauritius, and Kenya). 11  

 

A more recent national study 

using data from a 2012 

representative household survey 

of 26,453 people also found a 

0.3% three-month prevalence of 

opioid use. 12 
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Table 1: Past 3-month prevalence of drug use. Source: Peltzer and Phaswana-Mafuya (2018)  

OUD is a chronic health condition. It can have devastating health and social consequences. People with OUD 
may face: 
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Health and social consequences for users 
OUD is a chronic health condition. It can have devastating health and social consequences. People with 

OUD may face: 

• the risk of relapse  

• the risk of death by overdose or injury 

• clinical symptoms of prolonged opioid use. This can include extreme sensitivity to pain, called 

opioid-induced hyperalgesia.18,19,20  

 

There are also significant concerns related to infection, such as increased risk of HIV and hepatitis C 

transmission, particularly among people who inject drugs (PWID) such as heroin. A recent study in South 

Africa found that among PWID, HIV prevalence is 21% and hepatitis C prevalence is 43%.21  

 

Although smoking heroin is the most common usage in South Africa, the prevalence of injecting is 

showing an increasing trend in most regions.4  

 

Opioid use disorders are also associated with multiple social harms, including:  

• violence 

• crime 

• unemployment 

• homelessness 

• negative impacts on relationships and families.  

 

For more about these social harms, also refer to these domains in the case study: 

→ Will the intervention affect how people form and maintain important social relationships?  

→ Will the health intervention affect people’s personal financial situation?  

→ How might the intervention affect people’s safety and security?                                   

 
 
 

 2. What health benefits or harms can we expect of the intervention? 
 

There is a great deal of evidence that, compared to no medically assisted treatment, OST has been 

consistently effective. OST has reduced mortality and improved other wellbeing outcomes for the 

patients. This includes reducing:  

• illegal opioid use 

• risks of blood-borne infections 

• risk of overdose.3,22,23,24,25,26,27,28  

 

One systematic review suggests that the mortality rate among those on OST was less than a third of the 

deaths experienced by those not in treatment. The greatest reduction was from reduced overdoses.24  

 

A meta-analysis of observational studies showed that people who were not taking methadone, or were 

discharged from treatment, were four times more likely to die than those on treatment.29 

Additionally, observational and randomised controlled studies have shown that opioid substitution 

therapy (OST) can support improvements in people’s physical and mental health.25,30  
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Studies have shown a marked reduction in risk behaviours among patients in OST programmes.22,25 This 

includes HIV risk behaviours, drug injecting, and self-reported opioid use.22,25 A Cochrane Review found 

that OST could reduce the risk of patients getting hepatitis C by as much as 50%.31 Pregnant women 

who use OST have improved maternal and foetal outcomes.23  

 

 

Although many individuals with OUD may never be able to achieve complete abstinence or remission, 

OST has shown its potential to offer significant improvements in patients’ health and quality of life.  The 

World Health Organisation (WHO) reports that most patients who receive OST will significantly reduce 

their use of heroin if not stop using it completely.3 OST programmes have had better retention in 

treatment compared to standard care, which aims at total abstinence through either inpatient or 

outpatient detoxification and relapse prevention.3,4 

Many of the findings on the benefits of OST have also been demonstrated in low-and middle-income 

countries.22 A study evaluating the effectiveness of publicly funded OST in South Africa showed that, 

individuals receiving OST were significantly more likely to complete the treatment programme (65.7%) 

than people not receiving OST (44.1%).5 People receiving OST also had lower rates of positive drug tests 

(16.8%) than those not getting OST (23.3%). Across the sites where OST has been piloted in South Africa, 

there have been high rates – between 67% and 85% – of retention in treatment.32 

 

Potential side-effects of medications used in OST programmes 

Like all medications, there are some potential side-effects with the two most common medications, 

methadone and buprenorphine. Some of the common side-effects are the same as those associated 

with all opioids, such as: 

• arrhythmias (irregular heartbeat) 

• constipation 

• dizziness 

• headaches 

Specific safety concerns for common OST medications include: 

• cardiac risk (risk of heart attack) 

• liver abnormalities that may require monitoring of liver function 

• serious breathing problems in the first two weeks of treatment, particularly if patients are still 

using other respiratory depressants such as alcohol.3,4  

Generally speaking, the safety profile of OST medications is favourable when compared to the risks of 

continued heroin use as well as withdrawal. Other safety concerns include:  

• the potential risks of people other than the patients using these drugs, including family members 

and children, who are not tolerant to opioids and could face higher risks of toxicity 

• the diversion of the medications to the black market.4  

 

 
 

Abstinence: not doing something. In this case, people who stop using opioids. 

Remission: periods of time when people with OUD are no longer dependent on opioids. 

Retention: when a patient continues with or completes a health intervention programme. 

Inpatient: when patients stay overnight in a health facility while getting treatment. 

Outpatient: when patients go to clinics or health facilities without staying there overnight. 
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 3. Will the intervention be good value for money?  
 

There have been different approaches to assess the value for money and cost-effectiveness of opioid 

substitution therapy (OST). Some approaches focus only on the direct medical benefits from treatment 

in relation to costs. Others include more indirect and societal benefits.33  

 

In many cases and in many settings, OST has been found to be cost-effective. In some instances, it has 

shown to be cost saving when compared to other approaches that do not include medically assisted 

therapy. 

 

Cost of medicines 
In South Africa, it currently costs around: 

• R3,000 a month for a daily dose of 100mg of methadone34  

Some researchers have noted that this price is significantly higher than the cost of methadone in other 

low and middle-income countries (LMIC).35,36  

Additional costs of providing OST, such as personnel and supply costs, are estimated to be R120 per 

person per month.  

This brings the total annual cost for the programme to R37 200 per person on methadone.  

Due to uncertainty surrounding the duration of treatment required, as a result of potential relapse or 

continued need for OST, it is estimated that most people need to receive OST for 12 months.   

 

To understand value for money, we look at how much health benefits we can buy for R37 200 per 

person. These benefits are measured in quality adjusted life years (QALYs). Compared to no 

intervention, we expect to gain 0.85 QALYs per person using methadone.  

 

We then divide the additional costs of treatment (R37 200) by the expected health benefits (0.85 

QALYs) to get the cost per QALY (i.e. the ICER). The ICER for methadone is R43 765 per QALY. This means 

that it costs R43 765 for each additional year of life in perfect health bought with OST. 

 

To determine if this is good value for money, there is usually a threshold established, above which the 

number of Rands paid per QALY gained is no longer considered good value. South Africa does not yet 

have an established threshold. Currently, the threshold estimate is at R38 280/QALY 

 

Figure 1 shows how the ICER for methadone compares to the threshold estimates, as well as how it 

compares to the threshold. The ICER for methadone falls just above the threshold for cost-effective 

interventions.  

 

▪ Quality-Adjusted Life Years (QALYs): 1 QALY equals 1 year of life in perfect health. 

▪ Incremental cost-effectiveness ratio (ICER): the total difference in cost, comparing OST 

to no intervention, divided by the difference in clinical outcomes – or the cost per QALY 
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Figure 1. Cost Effectiveness Reference Guide 

i Kohli-Lynch CN FH, Hofman KJ, Edoka IP. Effectiveness and Cost-Effectiveness of Implanon in South Africa. In 

Press. 2019. 

 
 

 4. How might systems constraints affect the delivery and use of the 
intervention?  

 

In addition to considering effectiveness and cost-effectiveness, we need to consider some of the 

systems factors and constraints that may affect the delivery and uptake of OST.  

 

Integration into primary health care settings and practices 
Ideally, OST should be integrated into primary care settings. This may require training primary care 

providers. It may also require other inputs to strengthen the screening and management of patients 

who may benefit from OST. 

 

Current screening situation 

Currently, the Prevention and Treatment of Substance Abuse Act (2008) mandates routine screening 

for substance misuse. This is to help early detection and appropriate interventions.37 However, 

screening and management of common mental disorders, including substance use disorders, has not 

been routinely integrated into our primary health care practices.38 This may negatively affect a full 

uptake of OST. Inputs such as training may be needed to improve routine screening of patients with 

opioid use disorders who would be eligible for OST. 
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Inter-departmental collaboration required 
The current models for treating drug use disorders in South Africa may present some challenges. Social 

workers under the Department of Social Development (DSD) currently provide mainly abstinence-based 

methods. They provide this with support services by medical practitioners and psychologists under the 

Department of Health (DoH).5,39 The historical separation of mental health services means we would 

have to bring together staff from these two departments and manage different funding mechanisms 

when adopting an OST approach.8  

 

Capacity building and training 
Because of the risk of misuse or diversion to the black market of these substitute opioids, providing OST 

has to be tightly regulated and closely supervised.4 Additional investments in capacity building and 

training would be needed to do this. The requirement that methadone only be provided in daily doses 

would also place extra demands on the system. In addition, South African guidelines for OST 

recommend that:  

• health professionals who prescribe OST should attend accredited training courses 

• an impartial trained professional, such as a pharmacist or nurse, supervise and manage patient’s 

daily doses4  

• a patient register be established because of the risk of patients doctor- or pharmacy-hopping to 

divert extra OST medication.4  

These additional regulatory and monitoring mechanisms would, however, come at additional costs. See 

the next section: What will the budget impact and benefits of the intervention be?  

 

Other systems challenges to OST as a health intervention 

• There have been suggestions of resistance among healthcare workers to provide OST. This is 

because of: 

→ negative attitudes towards people with opioid use disorder (OUD)  

→ suspicion about substitution therapy.8,40,41 
 

• Also, the fact that many opioids are illegal to use and distribute may prevent people with OUD 
requesting assistance. 

 

 5. What will the budget impact of the intervention be? 

The total health budget in 2018 year was R227 bn.  

As noted under ‘Burden of the Health Condition,’ there are approximately 176 000 people in South 
Africa who use opioids. We assume that 10% of those in need will access OST, so 17 600 will receive 
treatment. And as stated under ‘Value for Money,’ the annual cost per person is R37 200. 

Thus, the annual cost of the whole programme would be R654million (0.288% of the total health budget 
in 2018). 

While these figures do not tell us how much we will gain from investing this money, they do give us an 
indication of affordability within the health budget. 

 

R
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 6. Will the intervention promote equity?               
 

Socioeconomic groups 
Individuals with opioid use disorders tend to come from already socioeconomically disadvantaged and 

vulnerable groups. For people with OUD, their situation is worsened by their drug dependence.14,35   

Additionally, people with OUD in South Africa generally have “poor access to services, as a result of 

neglect, marginalisation and deliberate policies.” 14 See Table 1 and under What is the burden of the 

health condition for the country? 

 

Most services for people with OUD are only available through the private sector.8 The cost of getting 

OST through the private sector has meant that most poorer patients are unable to afford treatment. 

• Opioid substitution therapy (OST) would give people who are disadvantaged/ have been neglected 

an opportunity to access a relatively effective treatment for their OUD.  

• OST is a way to promote broader access to other health care and social services among a population 

that often suffers multiple types of disadvantage and marginalisation. 

 

Including OST as part of the NHI covered package of services has the potential to reduce inequality in 

financial access to health care between the poor and rich.  

 

Rural and urban divide 
There is not very good data on opioid use in rural areas and townships. But the prevalence data we do 

have shows that opioid use rates may be similar between rural and urban formal settings.12 More recent 

reports highlight the widespread use of heroin, including in small towns and rural areas.14,42  There is 

much for us to learn about opioid dependence in major townships and towns located along major 

heroin routes in the country.  
 

If OST were to be included under NHI, it is likely that less resourced and rural settings would face greater 

barriers to access. This is because: 

• There is a high level of training and monitoring required to oversee the treatment. Other countries 

that have introduced OST into their national insurance packages have documented the problems 

related to lack of access in rural areas.43 

• Patients have to visit the clinic every day to receive their treatment. The costs and time of travel 

may limit access to treatment. This could widen the inequalities experienced by people in rural 

areas. Although this may be less disruptive than opioid dependence itself. 

 

Gender equity 
With regard to gender equity, there are indicators showing that opioid dependence tends to be more 

common among males than females.12,27,32 However, there are still many women who struggle with 

OUD.7,32 Even though more men have OUD, women with OUD may experience distinct disadvantages 

in accessing services. This is because of differential gender and power norms in society, childcare, a 

high prevalence of violence, and poverty.44  

 

Therefore, it should not be concluded that opioid use disorders exclusively impact men. OST can have 

direct impacts on women’s health, as well as indirect benefits for women who have partners with OUD.  
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The existing data about patients who use the service does suggest that, overall, OST would provide 

greater benefits to men than women. However, there may be some gendered aspects related to a NHI 

coverage decision, or implementing any OST services, to ensure women who are directly or indirectly 

affected by OUDs can benefit from any publicly offered treatment programme.44 

 

Harm reduction and equity 
OST, as a type of harm reduction for opioid use disorders, has generally been described as a pro-equity 

approach. This is especially when it is compared with alternative approaches to OUD treatment that 

rely on criminalisation or ineffective, expensive abstinence programs.45  

 

 

      7. Will the intervention promote respect and dignity?  
 
Opioid substitution therapy (OST) has the potential to impact the respect and dignity for patients who 

receive it, in both positive and negative ways.  

 

Drug use and stigma 
The first set of considerations has to do with the social bases of respect for people with opioid use 

disorders (OUD) and their experience of stigma. Drug dependence and substance use disorders are 

often highly stigmatised conditions. This stigma has been perpetuated by:  

• The labels society has given drug users has reinforced stigma.46  

• Historical approaches that criminalise substance use adds to the stigma. Critics have commented 

on how these approaches to drug users “undermines their right to dignity, privacy and service 

access.”45  

• The historical separation of substance and drug use disorders from the rest of the health care 

system in South Africa could be argued to be discriminatory. This may contribute to the social 

perception that people with OUD are criminal or have moral failures, rather than as people with 

health conditions.  

 

Evidence shows that stigma is associated with poor health outcomes. This includes negatively affecting 

help and treatment seeking behaviours.47  

 

OST and impact on stigma: considerations 

• Including OST as a medical intervention for a health condition under NHI may decrease stigma and 

discrimination by changing perceptions – both by self and others – towards drug users. However, 

• Patients on OST may experience greater exposure to stigma because OST does not require them to 

stop taking drugs, so it is not considered true abstinence.48 People using OST, instead of abstinence 

methods, could be seen have a moral failing, and this could be internalised by patients as self-

stigma.49,50   

• There is also a risk of OST patients being ostracised by people who believe in abstinence-based 

rehabilitation. This would be due to the belief that opioid-based medications are simply a means of 

substituting one drug for another. People might say OST patients should not define themselves as 

‘in recovery.’50  
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Public awareness around OST  
As mentioned in the health system factors discussion, including OST in NHI coverage may require public 

awareness raising campaigns to: 

• counteract negative or misinformed perceptions about OST 

• inform how and where OST is provided.49  

 

Individual autonomy and self determination 
Opioid substitution therapy (OST) has implications for patients’ experience of individual autonomy and 

self-determination. By definition, those affected by substance use disorders face significant challenges 

to exercising autonomous choice consistent with their interests because of their drug dependence.51,52 

Consider the following points: 

 

• Opioid users are caught up in a rapidly fluctuating cycle between intoxication and withdrawal. Drug 

dependent individuals’ lives tend to be governed by attempts to avoid withdrawal, usually through 

activities that will enable them to obtain the next fix.53  

 

• Opioid dependence can undermine individuals’ agency. It interferes with their ability to pursue 

their conception of a good life. Dependence also poses challenges to those who are unable to 

abstain from opioid use despite multiple attempts to quit.52,54  

 

• Because OST can help curb the cravings to use illegal opioids and does not produce the intoxicating 

effects, it can enable those on treatment to resume many activities that align more closely with 

their self-determination interests. OST has been noted to help those with drug use disorders 

“improve self-reliance, and empower the individual to seek and effect changes in their life; it can 

even confer self-esteem and give hope.”3 So, in many ways, OST could be viewed as promoting 

individual autonomy and self-respect.  

However, 

• Some patients have found aspects of OST to be harmful to their sense of autonomy and dignity. 

Because of tight regulation and monitoring of OST, which may include supervised doses and urine 

testing, some patients have described the experience as demeaning and degrading.55  

 

• It has been reported that the oversight aspects of OST programmes decrease patients’ sense of 

self-determination and puts them in a disempowered position with the healthcare service provider. 

The term “liquid handcuffs” has been used to describe it.56,57  

 

Experts have therefore called for OST approaches that can help drug treatment clients exercise agency 

within the constraints of treatment. They say there is a need to explore an appropriate balance between 

the restrictiveness of OST programmes and respect for patients accessing the therapy.58,59 
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  8.  Will the intervention affect how people form and maintain 
important social relationships? 

 

Opioid use disorders are a significant social problem. They affect the individual and their family, 

community, and society in general.60 Impaired social functioning is one of the most debilitating features 

of substance use disorders. People with the health condition struggle to meet important responsibilities 

at work, school and home. This leads to their reduced integration in society and, as a result, decreased 

social support.61  

Opioid substitution therapy (OST), compared to other interventions, reduces the risk of relapse 

associated with withdrawal. This enables patients to become more stable, helps their social functioning 

and therefore their relationships with their families and other significant others.3  

 “Substance abuse can be constructed as a social pathology, an action harmful to others as well as the 

individual.”62 Interventions such as OST can alleviate this negative social impact. However, heroin use 

in South Africa is driven, in part, by people having to live in economically depressed, socially fractured 

communities.14 It is in such communities where a decline in social relationships and family structure is 

identified as one of the key contributors to South Africa’s rising drug use, with people using drugs as a 

way of coping with these circumstances.62 The breakdown of social relationships, then, may be as much 

a cause of opioid use disorders as a consequence.  

Impact of opioid use disorder on families 

Illegal drug use threatens family structures and intensifies interpersonal conflict.47,63,64, This may occur 

in several ways:  

• Female caregivers  

The burden of caring for a family member with an opioid use disorder (OUD) tends to fall on 

women, as they are generally the primary caregiver in many households.63  This affects other 

children and family members.64 

• Family relationships 

There may be conflict between family members about what approach to take towards the person 

with OUD. There is often anger and resentment among siblings and other family members.63,64  

• Financial toll on families 

Opioid dependence takes a significant financial toll on families, many of whom make significant 

sacrifices to try to help their loved one.  

Emotional toll on families 

Because of stigma around drug use, many families try to cope in isolation. This makes their sense 

of marginalisation worse.65,66   

• ‘Tough love’ approach 

Some parents take a tough love approach and children with OUD end up on the streets. This 

deepens social exclusion and exposes them to greater risk of violence and abuse.63  

 

With evidence that OST can provide the stability needed to improve social functioning, improve 

employment rates, and improve family relations,67 there may be positive benefits on affected 

individuals’ ability to build and maintain relationships.  

 

However, many people with OUD are part of a drug using community and leaving this community may 

cause the individual to become isolated and lonely. 
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9. Will the intervention affect people’s personal financial situation?  
 

Opioid dependence has high costs for individuals and families.68 One estimate of the direct 

costs of drug use for drug-dependent individuals, or the cost of buying the drugs themselves, notes that 

heroin and other opioid users may be spending as much as R32 850 (US$2 374) a year on heroin. This 

is based on average use patterns and street drug prices in Cape Town and Tshwane.42  

In addition, opioid use has been associated with unemployment and an inability to hold down a formal 

job. This can drive affected individuals and families further into poverty.12,42 At the same time, 

treatment options can also be expensive.  

Although there is budget line item for substance use disorder treatment services in South Africa, the 

most significant financing method for treatment services is out-of-pocket payment for specialised 

treatment services.69  

An estimated 60% of drug-dependent patients are treated in the private sector using medical aid and 

out-of-pocket payments.69 As none of the medications used for opioid substitution therapy (OST) are 

currently listed on South Africa’s Essential Drug List,35 the cost (R3000 per month) remains unaffordable 

for the majority of patients who rely on public provision of health services.35,70  

Under any OST programme, public or private, there are often additional out-of-pocket costs to patients. 

These include transport to and from clinic for the required daily visits.8,68 

Public provision of OST through NHI could help address many direct and indirect costs to households 

and individuals. OST has been shown to have a positive impact on personal productivity. There has been 

shown to be an associated reduction in unemployment, absenteeism and premature mortality. This, in 

turn, may increase the potential for individual earnings3,4 and offset some of the additional personal 

costs of receiving the treatment. 

 

 10. Will the intervention ease people’s suffering?  
  
Compared with other interventions to treat opioid dependence, opioid substitution therapy (OST) has 

the potential to significantly reduce suffering associated with withdrawal. Although opioid withdrawal 

is rarely life threatening, the suffering experienced is substantial.4  

 

Withdrawal symptoms include: 3, 4   

• abdominal cramps  

• headache  

• vomiting 

• diarrhoea 

• severe muscle and joint pain  

• profuse sweating, anxiety 

• irritability and agitation 

• difficulty sleeping  

• delirium  

• seizures 

• elevated respiratory rate, blood 

pressure and pulse.  

 

With abstinence-based approaches, these symptoms can persist for several days or until the patient 

relapses. OST offers an alternative way to stop using illegal opioids without experiencing withdrawal.4  
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11. How might the intervention affect people’s safety and security?  
 

Opioid dependence is associated with emotional instability and significant harmful behaviours towards 

self and others. For example, because they are criminalised, people who are dependent on heroin 

become marginalised. They may end up living on the street, where they face assault or extortion by 

police.14  

Although there is limited data on the prevalence of drugged driving and associated road accidents in 

SA, there are indications that this may be a problem that goes undetected. This is due to lack of routine 

drug screening on drivers during roadblocks and inadequate drug testing on those who have been 

involved in accidents.64,71 OST has been shown to be effective in reducing both the dependence and the 

harms associated with OUD. Offering OST in South Africa as part of the NHI coverage may have a 

positive impact on the safety and security of both patients and those around them.  

There is evidence, for example, that one of the long-term outcomes of OST interventions is a significant 

reduction in crime.25,67 This could also be expected to decrease the domestic abuse and gender-based 

harm associated with drug use, impacting on the safety of women and families.64  

Making OST available through the public health system has also been shown to lead to a “radical decline 

in the interface between people who use heroin and the criminal justice system.”45 Patients on OST are 

also likely to stabilise without the effects of withdrawal. The effects of withdrawal result in further risk 

behaviours, which threaten the safety of drug users and others. 

On the other hand, recent South African research suggests that “heroin has become a key commodity 

underpinning the criminal economy in South Africa. The trade has a corrupting effect on police, who 

have interdependent relationships with gangs, drug dealers, and users.”14 There may be some negative 

effects for safety and security of introducing OST in this context. For example, without close supervision 

and monitoring, opioid substitution medications can be diverted to the black market. There is a risk of 

increased corruption and criminality.30  

The diverted opioids could be combined with other drugs and potential contaminants or crushed and 

injected. This means they may not be taken in the correct dosage, which can exacerbate the withdrawal 

cycle because too low a dose is ineffective.4  

Diversion and misuse of OST also has consequences for personal safety, as it increases the risk of 

accidental exposure and intoxication and, potentially, fatalities from misuse.3,4,30  

 

     12. Will the intervention affect social cohesion?  
 
It is not clear how OST will affect Social Cohesion. There is a possibility that it might fracture social 
cohesion as OUD is sometimes thought of as self-inflicted. Therefore, providing treatment for people 
with OUD may cause resentment in a context where there is a general lack of resources. 
  
OST does also have the potential to improve Social Cohesion if it leads to reduced illegal activity. 
Additionally, it may help change how people with OUD are viewed. Seeing people with OUD as having 
a health condition, rather than as criminals or having moral failures, may improve Social Cohesion.  
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