
 

 
 

 
MOST RESIDENTIAL TREATMENT FOR OPIOID ADDICTION 

IS INEFFECTIVE  
 

 
Treatment of opioid use disorder (OUD) can be highly effective, but prohibitions are rampant for 
medications for OUD (MOUD) which makes ineffective treatment the norm in most residential 
treatment programs (“Rehab”). Treatment without maintenance MOUD is all that most U.S. 
residential treatment programs offer for opioid addiction: psychosocial treatment only, without 
medication. (1, 2) (See www.StopStigmaNow.org – Residential Treatment). Prohibiting these 
medications is also common in recovery services (3) and other settings.  
 
OUD is unique among substance use disorders in that medications are the primary treatment: 
essential for the great majority of those affected. Methadone or buprenorphine are the gold 
standard for moderate to severe OUD, combined wherever possible with social support & 
psychosocial treatment (counseling & groups). Injectable naltrexone is an important second-line 
treatment with a more limited role.  
 
When combined with medication treatment, published evidence for added benefit of psychosocial 
treatment is mixed. (4) Still, psychosocial treatment with MOUD should be strongly encouraged 
and available in all OUD treatment as a standard of care.  
 
However, the results of psychosocial treatments without MOUD are not mixed; they are clearly 
ineffective when used alone for moderate to severe OUD. Psychosocial treatments without MOUD 
may be appropriate for mild or recent onset OUD, or for those who are accurately informed of 
medication options but decline or are unable to use them.   
 
For those unwilling or unable to participate, psychosocial treatments should not be a 
condition of medication treatment for OUD according to the World Health Organization, (5)   
the American Society of Addiction Medicine, (6) the National Academies of Sciences, Engineering, 
and Medicine, (7) and the Substance Abuse and Mental Health Services Administration (SAMHSA) 
(8) because the barrier of mandated comprehensive treatment can be insurmountable for many. 
 
Methadone or buprenorphine treatment without counseling is known to be vastly superior to 
counseling alone. This was reiterated in a review by Dr. Nora Volkow, Director of the National 
Institute of Drug Abuse. (9) According to the Director of the National Institute of Drug Abuse 
(NIDA), “Decades of research have shown beyond doubt the overwhelming benefit of medication 
for opioid use disorder (or MOUD). Methadone and buprenorphine have proven to be life-savers,  
keeping patients from illicitly using opioids, enabling them to live healthy and successful lives, and  
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facilitating recovery. . . The efficacy of MOUD has been supported in clinical trial after clinical trial, 
and is the standard of care in treatment of OUD, whether or not it is accompanied by some form of 
behavioral therapy.”  (10) 
 
This ‘medication-first’ approach can be especially important for those who are ambivalent or 
unlikely to initiate treatment (potentially most people with OUD). It reduces the immense barriers 
to treatment that currently exclude most people from OUD treatment. This approach can reduce 
harms, saves lives, and typically leads to treatment with psychosocial interventions as people 
become more able and ready to engage over time. 
 
The notoriously low rates of participation and retention in treatment are largely due to 
misunderstanding about these medications (‘medication stigma’ or ‘MOUD stigma’), even in  
MOUD treatment settings where staff may encourage patients to come off of their medication.   
 
Unfortunately, patients and their families often believe that recovery does not begin until after 
medication, or that medication is “trading one addiction for another.” In reality, medications for 
OUD may be needed for a number of years, or indefinitely, and can allow people to feel and 
function completely normally.  
 
Medication stigma is related to the fact that methadone and buprenorphine are themselves 
opioids. However, they act very differently than illicit opioids or opioids for pain due to their very 
long half-life and the fact that they are delivered to the brain much more slowly than other opioids. 
This is why they almost never cause “addiction.” Drug ‘addiction’ is defined as a loss of control 
over a substance in spite of serious harms. These medications do not cause harms; they reduce 
harms by treating addiction. They do not cause people to feel “high” unless misused (e.g., injected 
or combined with drugs or alcohol). As with all opioids, the body develops “physical dependence,” 
which is not addiction. Similarly, nicotine patches are used to treat tobacco addiction. The nicotine 
in patches is delivered to the brain very slowly, so its effect is very different than nicotine in 
cigarettes. Nicotine patches are not very satisfying, do not cause cravings, and do not lead to 
addiction the way cigarettes do. Similarly, methadone and buprenorphine are not very 
satisfying, do not cause cravings, and do not lead to addiction. 
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Electronic and printable versions of this document are at  
www.StopStigmaNow.org – Resources – SSN Resources 

 
Stop Stigma Now is an independent 501c3 nonprofit organization.     
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