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Methamphetamine use has rapidly increased 

among people who use opioids  

The United States is in the midst of an opioid overdose 

crisis—it is estimated that over two million U.S. residents 

have opioid use disorder (OUD),1 and 47,600 people died 

of opioid overdose in the U.S. in 2017.2 While most 

policymakers and healthcare leaders are aware of this 

crisis, they may not know that methamphetamine use 

has rapidly increased among people who use opioids 

(including heroin, prescription opioids, and synthetic 

opioids such as fentanyl) and/or have OUD.  Multiple 

nationally-representative studies have documented this 

striking upsurge—one study of people entering OUD  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

treatment found that methamphetamine use nearly 

doubled from 2011 to 2018,3 and another found a nearly 

6-fold increase from 2008 to 2017.4 Similarly, an analysis 

of the National Survey on 

Drug Use and Health found 

that methamphetamine 

use tripled among people 

who used heroin from 2015 

to 2017 (Figure 1).5 It is 

essential for decision-

makers to understand how 

a sharp rise in 

methamphetamine use may be impacting efforts to 

combat the opioid overdose crisis in order to effectively 

respond to this shift in the drug use landscape. 

Methamphetamine use has been found to 

decrease initiation of and retention in lifesaving 

treatment for opioid use disorder 

Evidence demonstrates that opioid agonist medications 

used to treat OUD (methadone and buprenorphine) are 

effective and lifesaving—they significantly reduce risk of 

opioid overdose compared to treatment without 

medications,6,7 and increasing access to medication 

treatment for OUD is a national public health priority.8 
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• Methamphetamine use has rapidly increased among people who 
use opioids and/or have opioid use disorder (OUD).  
 

• Research suggests that people with OUD who also use 
methamphetamine are less likely to start and remain in lifesaving 
medication treatment for OUD.  
 

• Recommendations include revising policies that restrict access to 
OUD treatment for people who use other substances, providing 

OUD treatment in varied low-barrier settings, and maintaining and 

expanding harm reduction services that prevent overdose death. 

Key Points 

It is essential for 

decision-makers to 

understand how a 

sharp rise in 

methamphetamine 

use may be impacting 

efforts to combat the 

opioid overdose crisis. 

Figure 1. Methamphetamine use among people who use opioids 

from 2015 to 2017, National Survey on Drug Use and Health  

 

Source: Strickland et al., Drug Alcohol Depend, 2019 
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Unfortunately, research suggests that people who use 

methamphetamine are less likely to start and remain in 

medication treatment for OUD.  One study of 

hospitalized patients with OUD found that those who 

also had methamphetamine use disorder were less likely 

to initiate any OUD 

medication treatment,9 and 

two community surveys of 

people who use opioids 

found that those who also 

used methamphetamine 

were less likely to initiate 

methadone treatment.10,11 

Several studies have found 

that methamphetamine use lowers likelihood of 

retention in methadone and buprenorphine treatment 

programs.12-17 By reducing engagement in lifesaving 

treatment for OUD, increased methamphetamine use 

may worsen the opioid overdose crisis. 

Multiple factors likely contribute to the 

relationship between methamphetamine use  

and opioid use disorder treatment 

There are probably several factors underlying the 

negative impact of methamphetamine use on receipt of 

medication treatment for OUD. Policies and clinical 

practices related to patients’ use of substances before 

and during treatment likely play an important role. One 

study found that eliminating a requirement that patients 

be abstinent from stimulants (methamphetamine or 

cocaine) in order to receive buprenorphine in primary 

care resulted in greater likelihood of initiation, but also 

lower likelihood of retention, 

among people with recent 

stimulant use.18 

Additionally, research 

examining the perspectives of 

people who use both opioids 

and methamphetamine 

suggests that this group may 

be less likely to seek substance use treatment. A survey 

of syringe services program clients who use opioids 

found that those who also reported methamphetamine 

use were less likely to report interest in receiving help to 

reduce or stop substance use.19 In a qualitative study, 

people entering OUD treatment discussed benefits they 

experienced from concurrent use of opioids and 

methamphetamine, such as feeling that the “balancing” 

effect of the two drugs made them more productive and 

functional.20 Methamphetamine use may impact 

people’s perceptions of their ability to start OUD 

treatment and/or the need to change their substance 

use, and some who use methamphetamine may still be 

less likely to seek OUD treatment even if it is accessible.  

Recommendations 

Revise policies and guidelines that restrict 

access to opioid use disorder treatment 

medications for people who use other 

substances. Clinic policies and guidelines that 

instruct clinicians to withhold or discontinue OUD 

medications for people who use other substances 

are common. Current evidence supports the 

provision of these lifesaving medications 

regardless of ongoing use of most other 

substances, including methamphetamine.21 

Provide opioid use disorder treatment 

medications in varied settings to lower barriers 

to access.  People who use methamphetamine 

may be less likely to access care in traditional 

clinical settings, as they may be more prone to 

barriers such as low income and homelessness.22,23 

In addition to primary and specialty care, OUD 

treatment medications should be provided in 

other settings to increase access. This treatment 

has been successfully implemented in varied low-

barrier settings including syringe services 

programs and “street medicine” models.24,25 

Maintain and expand harm reduction strategies 

to prevent overdose death. In addition to making 

treatment more accessible, it is essential to 

maintain and expand harm reduction strategies 

known to reduce risk of overdose death. Evidence-

based strategies include widespread distribution 

of the overdose-reversal drug naloxone to 

community members (including those who do and 

who do not use drugs),26 and establishing facilities 

where people can safely use drugs under medical 

supervision.27 Harm reduction will likely play an 

increasingly crucial role in preventing overdose 

death if methamphetamine use continues to rise. 

By reducing 

engagement in 

lifesaving treatment 

for OUD, increased 

methamphetamine 

use may worsen the 

opioid overdose crisis. 

Both clinical 

policies and patient 

perspectives may 

play a role in how 

methamphetamine 

use impacts receipt 

of OUD treatment. 
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