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Is Methadone Substitution the Best Treatment of  

Choice for Opioid Dependence? 
 

Since the 19th century, opium has been produced and consumed in the areas of Asia, 
currently referred to as the Golden Crescent and the Golden Triangle (1). The Golden 
Crescent lies in South and Southwest Asia, including districts in the Northwest Frontier 
Province of Pakistan, the adjacent Badakhshan area of Afghanistan and the Baluchistan 
area of Iran. The area has been the scene of traditional opium poppy cultivation since the 
19th century. The opium produced was for indigenous use, including smoking and eating, 
in practically all countries in the region. The traditional pattern of indigenous opium use 
remained fairly untouched by drug injecting throughout the 1960s (2-4). 

The dependence liability and abuse potential of opioid has long been recognized. 
Opiates, especially smoked or ingested indigenous opium have been the dominant 
substance of abuse in Iran for decades (5). The past decade has witnessed a radical change 
in the pattern of drug abuse in this country. Within a short time increasing number of 
people were using synthetic opioids, especially heroin. The misuse and dependence of these 
kinds of opioid drugs is far more common than usually recognized. However, smoking or 
ingestion of indigenous opium continues to be the primary mode of opioid use similar to 
many developing and transitional economic countries (6-8). All opioids potentially may be 
abused, but their abuse potential and other side effects, along with health related problems 
are different from each other. In other words, two different forms of opioid abuse afflict 
Iran; a highly problematic and risky heroin injection and a less burdensome but more 
prevalent opium smoking and ingestion. Indigenous opium abusers are less stigmatized and 
more functional. They have fewer histories of incarceration, criminal behavior, HIV-related 
risky behavior and co-morbid mental disorders including personality disorders (6). 

Understanding drug abuse in Iran is greatly influenced by the emphasis on this kind of 
opioid as the most common illicit drug of abuse. While many studies examined synthetic 
opioid users worldwide, characterizing their demographics, drug use, psychiatric co-
morbidity, life styles, treatment and long term prognosis (9), surprisingly few studies have 
attempted to determine the characteristics of individuals abusing or dependent on 
indigenous opium (10), which accounts for 69% to 94.6% of total opioid use in Iran 
(11,12). 

Although it has been documented that only a minority of chronic oral opioid users 
developed dependence on these drugs, “addiction” is rarely an issue (13); thus, studies 
suggest that a substantial percentage of chronic traditional opium and oral opioid users 
describe “problems” directly related to continuous drug use, particularly chronic 
constipation, somnolence, cognitive impairment, depression and headaches (13-15). It 
appears there is no substantial impairment of functioning within these “problematic users”; 
employment is continued without interruption in this group (6). 
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Surprisingly, there are no clear guidelines on how to treat patients dependent on 
indigenous opium. Each patient is individually evaluated and usually, a combination of 
pharmacological and non-pharmacological interventions is used (16, 17). The most 
common practice is to slowly taper the opium under careful monitoring (16). Clonidine or 
herbal adjuvant prescription and applying acupuncture are other feasible methods of 
detoxification (6). Symptomatic treatment of opium withdrawal (e.g. antidiarrheal, antacid, 
bismuth, sedative and hypnotic agents) is also common (18). This approach seems to be 
adequate for most individuals. However, in severe cases a long-acting opioid such as 
methadone can be used to minimize withdrawal symptoms for certain patient populations, 
including those who have experienced multiple treatment failures (18). Although utilized 
stealthily in private clinics, opioid agonists were not officially available for detoxification 
till 2001 in Iran (6). In recent years, an attempt to detoxify with methadone and 
buprenorphine was performed with promising results for severe opioid dependent patients 
in this country. However, clinical experience shows that many “problematic users” of 
traditional opium are prescribed high doses of methadone by inexperienced physicians, 
especially general practitioners, which create additional problems for users. There exist 
high risks of addiction and promotion of drug seeking behavior after prescription of 
methadone for some groups, especially adolescents (18) Also, it seems that methadone 
detoxification is much more difficult than traditional opium detoxification. In some 
countries, however, the cost of methadone and especially buprenorphine is a barrier to their 
widespread use. One response to this has been the use of tincture of opium as a substitute 
treatment. It appears to be a more culturally acceptable alternative to drugs such as 
methadone in some parts of Southeast Asia, as it is perceived a traditional medicine (19). In 
comparison for Iran, it appears that methadone aided detoxification and especially 
methadone maintenance treatment for mild indigenous opium users should be prohibited. 
As a culturally acceptable alternative to methadone, tincture of opium may be a useful and 
possibly more cost-effective drug in the traditional opium users, but only after dose size 
and dosing frequency have been adequately investigated (19). 
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