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A major expansion of opioid agonist treatment is needed to 
reduce overdose deaths in the USA

Over the past three years, the USA has had an 
unprecedented decline in life expectancy among 
middle-aged white adults.1,2 This decline has largely—
but not solely—been driven by drug poisoning deaths, 
initially due to pharmaceutical opioids but more recently 
caused by heroin and illicit fentanyl use as numbers of 
opioid prescriptions have declined.3

It is a popular misconception that drug poisoning 
deaths are concentrated among white people who live 
in rural areas with low socioeconomic status and high 
unemployment. In The Lancet Public Health, Meredith 
Shiels and colleagues’4 analysis of premature deaths in 
adults aged 25 to 64 years in the USA between 2000 and 
2015 challenges this narrative. They used data on deaths 
reported by the US National Center for Health Statistics 
to describe county-level trends in premature deaths, 
and in all-cause and drug poisoning deaths within three 
racial and ethnic groups (white, black, and Latino) in 
counties characterised by their socioeconomic status, 
education, income, and rurality.

Shiels and colleagues4 found a steep increase in 
drug poisoning mortality, as previously reported.3 
Interestingly, they also found that all-cause premature 
mortality in black and Latino people generally declined, 
whereas premature mortality increased among white 
men and women with low socioeconomic status. 
Premature deaths from drug poisonings increased in all 
three ethnic groups, but the rate of increase was steepest 
in white people. Opioid overdose deaths occurred at a 
higher rate in rural counties with populations of poor 
unemployed white people with low socioeconomic 
status. Nonetheless, most drug poisoning deaths (75%) 
occurred among white people with low socioeconomic 
status living in urban areas, simply because many more 
Americans live in urban than in rural areas.

A national public health response is needed to reduce 
drug overdose deaths, which are widely distributed in 
the US population.5 This response should include—but 
not be confined to—reduction of opioid prescribing. 
Reducing overdose deaths caused by heroin and fentanyl 
will require an expansion of opioid agonist treatment, 
using methadone and buprenorphine to get as many 
people with opioid use disorder into treatment across 

all socioeconomic and racial and ethnic strata. Removal 
of the burdensome requirement that clinicians obtain 
a waiver to prescribe buprenorphine to treat opioid 
dependence is a crucial step to improving treatment 
access; if this is not politically possible, health-care 
services need to increase the number of physicians, 
nurse practitioners, and physician assistants who are 
approved to prescribe buprenorphine.6

Expanded access to opioid agonist treatment will need 
to be accompanied by organised efforts to reduce stigma 
and educate the US public and health-care professionals 
about the benefits of this treatment in reducing 
overdose deaths and improving the lives of people 
who are dependent on opioids.5 Public information 
campaigns need to combat the misconception that 
opioid agonist treatment is merely substituting one 
opioid for another, that imprisonment is an effective 
response to opioid dependence, and that overdose 
deaths can be reduced by legally coercing people 
who are opioid dependent into entering Narcotics 
Anonymous and abstinence-oriented residential 
rehabilitation programmes. Increased imprisonment 
and enforced abstinence-only treatment are more likely 
to increase rather than decrease overdose deaths in the 
short term when opioid users leave prison or treatment 
and return to using opioids with reduced tolerance.7

Other public health measures should include 
increased access to naloxone among people using 
opioids and their contacts.8 Responses that are 
not yet legally available in the USA also need to be 
considered, such as supervised injection facilities and 
overdose prevention sites (in areas with the highest 
concentrations of overdose deaths), and heroin 
prescribing for people who do not respond to opioid 
agonist treatment.9

Although opioid overdose deaths have been seen 
as the major explanation for declining life expectancy 
in the USA, these deaths are just one of multiple so-
called diseases of despair that have contributed to the 
decline.2 Other contributory conditions include non-
opioid (including alcohol, methamphetamine, and 
cocaine) poisonings, alcohol-related liver disease, and 
suicide, all of which are strongly associated with low 
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education, unemployment, and poverty. A sustained 
reduction in the unconscionable toll produced by these 
diseases of despair in the USA will also require policies to 
address these structural drivers of social inequality and 
hopelessness.
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