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Purpose: To assess the socioeconomic impact of increased uptake of long-acting injectable buprenorphine (LAIB) for opioid use 
disorder (OUD) in England.
Materials and Methods: A cost–benefit analysis was conducted from a societal perspective over a one-year time horizon. An 
economic model compared existing standard of care for OUD with a scenario in which a proportion of individuals switched to LAIB 
and additional individuals not currently in treatment initiated care with LAIB, based on uptake and retention assumptions. Areas of 
impact (e.g., crime, healthcare, and employment) were identified and quantified using a targeted literature review and published unit 
cost estimates.
Results: Assuming approximately 30,000 people could receive LAIB, the annual cost is estimated at £77 million, while the projected 
benefits total £236 million, resulting in a benefit–cost ratio of 3.1. The greatest savings are expected to be derived from reductions in 
crime and incarceration, followed by socioeconomic gains through increased employment, improved quality of life, prevented 
fatalities, decreased healthcare burden, and reduced social care costs.
Conclusion: Despite higher acquisition costs than current standard treatments, LAIB was estimated to be cost-beneficial, with 
potential to improve outcomes for individuals while generating substantial value for society.
Keywords: opioids, disorders due to use of opioids, long-acting injectable buprenorphine, methadone, sublingual buprenorphine

Introduction
Opioid use disorder (OUD) is a complex and chronic condition that is characterised by compulsive use of opioids, such 
as heroin, prescription medicines, and synthetic opioids.1 The condition is associated with a societal burden, as 
individuals with OUD experience disproportionately high rates of morbidity, mortality, and social harms, such as 
unemployment and having a housing related need.2,3 Family relationships may also suffer, with OUD associated with 
parental neglect, care orders, and intergenerational cycles of substance use.4 Furthermore, non-medical opioid use is 
controlled under the Misuse of Drugs Act,5 and associated acquisitive offences lead to criminal justice involvement.6,7 

The combined impact of these factors reinforces marginalisation and stigma, making recovery challenging.8,9

Pharmacological treatments, most prominently opioid agonist therapies (OAT) such as methadone and sublingual 
buprenorphine, have proven to be effective in managing OUD.1,10 These treatments differ in their pharmacological 
profiles, and access and prescriptions are covered by different regulatory requirements internationally. They require daily 
dosing, are often subject to restrictive dispensing arrangements, and may involve regular monitoring. In England, current 
guidance recommends daily supervised consumption for people entering treatment for a minimum of three months, after 
which the level of supervision is determined by individual clinical assessment.10,11 Some of these treatment practices, 
such as observed dosing, frequent attendance requirements, and urine drug screening, may be perceived as intrusive or 
burdensome by some individuals.12–14 This can create barriers to treatment entry or result in unplanned treatment 
exit.15,16 With an estimated unmet treatment need of 61% for opioid use, 45% for co-use of opioids and crack in England 
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(2023/24), and the proportion of unplanned treatment exits at 37% (2024/25),17 engaging and retaining people in 
treatment is a public health priority.

The UK government’s From Harm to Hope 10-year drugs strategy set out an ambition to rebuild treatment services, 
with the aim of supporting an additional 24,000 people into long-term recovery.18 The strategy also linked recovery to 
broader socioeconomic outcomes, including reduced crime, increased sustained employment, and access to secure 
housing, while aiming to prevent nearly 1000 drug-related deaths. It included an ambition to increase the provision of 
long-acting injectable buprenorphine (LAIB). Use of this medication can potentially overcome some of the challenges 
associated with existing OAT, such as daily medication management, and the risk of diversion.19–21 LAIB is administered 
once per week or month depending on the formulation, thereby reducing the treatment burden and potentially increasing 
retention. It was first made available in the UK in 2019,22 but uptake has remained limited; in 2022, approximately 2.1% 
of people receiving OAT in the UK were prescribed LAIB, with variation across UK nations,23 but precise figures for 
England specifically are not routinely reported. In other countries, however, greater uptake has been observed. The 
introduction of LAIB in Australia, alongside broader policy and service delivery changes, was associated with a steady 
increase in OAT uptake.24 Similar increases have been observed in Finland,25 suggesting that LAIB can reach individuals 
who might otherwise not engage with treatment services.

Increased engagement and sustained retention in treatment may, in turn, contribute to several broader health, social, 
and economic benefits. Receiving OAT has been associated with reductions in crime,26,27 foster care placements,28 and 
drug-related fatalities.29–32 Studies have also shown that receiving treatment for OUD leads to significant improvements 
in quality of life, reflected in the quality-adjusted life year (QALY) metric.33 When considering LAIB specifically in 
comparison to other OAT, it has been associated with higher QALY gains compared to methadone and sublingual 
buprenorphine (approximately 0.02 incremental QALYs over 24 weeks)34 and reduced healthcare utilisation.35 Benefits 
of LAIB have also been observed in correctional settings, with reports of reduced recidivism36 and lower staffing 
demands due to reduced dosing frequency, supervision requirements, and escorting.37–40 Furthermore, by removing the 
daily requirement of managing treatment, it may reduce time and logistical burdens, which could facilitate workforce 
participation for some individuals with OUD.19,41–45 Finally, LAIB has also been associated with more stable plasma 
concentrations,46 reduced risk related to managing take-home doses such as loss, misuse, or diversion,19–21 and greater 
dosing flexibility.41

Overall, these studies suggest that LAIB may generate a range of individual and societal benefits. However, LAIB has 
higher acquisition costs than daily oral OATs such as methadone or sublingual buprenorphine, which are the current 
standard of care. It is therefore important to evaluate whether these additional costs are justified by the benefits. This 
study presents a health and socioeconomic cost–benefit analysis of increased uptake of LAIB in England to address this 
question.

Method
Design and Model Overview
To estimate the costs and benefits of implementing LAIB in England, an analytic model was developed in Microsoft 
Excel. The analysis was structured as a cost–benefit analysis from a societal perspective. In line with economic 
evaluation practice,47,48 the analysis involved three steps: (a) identifying the areas in which LAIB could generate costs 
or benefits, (b) estimating the expected change in these outcomes associated with increased uptake of LAIB, drawing on 
published evidence; and (c) assigning monetary values to each outcome using unit costs from publicly available sources 
and academic literature in order to calculate total costs and benefits. The time horizon of the model was set to one year.

Target Population and Comparators
The model compared LAIB with the current standard of care in England, defined as existing OATs (predominantly 
methadone and sublingual buprenorphine) and their treatment pathways. For individuals currently not engaged in 
treatment, the comparison was between remaining untreated versus initiating LAIB.
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The target population who could receive LAIB was defined in three stages. First, prevalence rates of OUD, obtained 
from the literature, were applied to Office for National Statistics (ONS) population estimates for England49 to calculate 
the total number of people with OUD. Next, published data from the Office for Health Improvement & Disparities 
(OHID) on the number of individuals currently in treatment for OUD3 was used to divide the population into in-treatment 
and out-of-treatment groups.

Having determined the number of people receiving treatment and not receiving treatment, the next step was to 
determine how many individuals in each group could receive LAIB. Estimating this figure required several assumptions. 
Firstly, not all of those in the in-treatment group are expected to switch to LAIB. There are various reasons for this, 
including personal preference, clinical decision-making and need for clinical support.19,21 Based on real-world data from 
Australia, where approximately 25% of people in treatment were receiving LAIB in 2022,24 we assumed that 25% of 
people currently in OAT in England could switch to LAIB. It should be noted that this observed uptake reflects a policy 
and service delivery context specific to Australia. Uptake could potentially be higher, as illustrated by Finnish data, 
where reports suggest that 60–65% of people on OAT are receiving LAIB.23 We adopted the lower Australian estimate as 
a conservative assumption. To further avoid overstating the number of people likely to switch in the English context, we 
applied an additional adjustment using a retention rate of 70% at one year of LAIB treatment, which was derived from a 
mix of randomised controlled trials (RCT), open-label trials, and observational studies.35,44,50 Finally, to model the type 
of OAT from which individuals would switch, we used the current treatment distribution in England, where approxi
mately 70% of people in OAT receive methadone and 30% receive sublingual buprenorphine.10

To capture the potential engagement of people currently not in treatment, uptake estimates of LAIB were again 
derived from Bharat et al24 and applied to the English population (0.8 per 100,000 per month), yielding an estimate of 
new LAIB treatment initiations. The combined in-treatment switchers and out-of-treatment initiators formed the total 
estimated number of people receiving LAIB in a given year.

Outcomes and Cost Estimation
Evidence to inform model structure, parameter values and unit costs was obtained through a targeted review of the 
academic and grey literature. The following areas where LAIB could have an impact were identified: employment, 
criminal justice, social care, healthcare, fatalities, and quality of life (Table 1). The outcomes were costed by applying the 
appropriate unit costs, resulting in a total estimate of the costs (or costs saved) of each outcome. Where multiple 
estimates existed, conservative values were chosen. Costs were inflated to 2024 GBP if necessary, using the HM Treasury 
GDP deflator.51 Using the target population estimate, the potential impact of LAIB was assessed by mapping the relevant 
subpopulation to the identified outcomes. That is, not all benefits apply to the entire population; for example, some may 
relate specifically to people who are currently not receiving treatment.

Employment
To estimate the income that could be generated by individuals with OUD who become employed following LAIB 
treatment, several assumptions were required. It was assumed that the benefit of LAIB regarding employment applies to 
all individuals receiving LAIB treatment, because both out-of-treatment and in-treatment OUD cases may benefit from 
the removal of daily doses. Improved employment rates with LAIB were obtained from clinical trial evidence, including 
a Phase 3 randomised, double-blind, placebo-controlled trial42,44 and a subsequent open-label extension study without an 
active comparator.43 It should be noted that no studies to date, to our knowledge, have directly compared employment 
outcomes between LAIB and other OAT. The unit cost for employment was defined as gross income, which was assumed 
to be lower than average (60% of the median UK income) as many people with OUD are likely to have employment 
gaps, limited education or work experience, hold criminal records, and experience public and structural stigma.58

Criminal Justice
Treating OUD in prison with any buprenorphine formulation can help reduce recidivism.36,59 In a recent study, Mlilo 
et al36 found that 21% of inmates treated with LAIB were re-incarcerated, compared to 38% of those treated with 
sublingual buprenorphine. Based on this, the model assumed a 17% reduction in re-incarcerations associated with LAIB. 
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Table 1 Estimated Annual Benefits and Costs of LAIB

Benefits Target 
Populationa

Variables References Outcome Costs Saved 
per Year

Employment 29,794 ● 7% employment increase
● £21,278 annual income

[43] 2,086 additional people employed £44,377,359

Incarcerations 21,198 ● 49% of prisoners with OUD treated with LAIB
● 17% decrease in incarcerations
● £51,108 cost per prisoner

[36,38] 1,392 avoided imprisonments £71,248,893

Crime 5,538 ● £9,109 reduction in crime cost per person entering treatment [27] Overall reduction in crime £50,448,383

Foster care 5,538 ● 35% of children of people starting treatment receive social care
● 20% of these children are looked after
● 67% of children looked after are in foster care
● 25% is reunited with parent
● £24,500 per child in foster care

[3,52,53] 59 children reunited with parent £967,243

Child protection plans 5,538 ● 35% of children of people starting treatment receive social care
● 40% of these children have child protection plan
● £5,321 per child protection plan

[3,54] 471 children no longer need child protection plans £2,508,290

Healthcare 29,794 ● £539 reduction in healthcare costs when treated with buprenorphine [55] Overall reduction in hospital utilisation £16,059,102

Prevented deaths from entering treatment 5,538 ● Reduction in 0.0397 deaths per person-year when treated
● £51,429 per prevented fatality

[32] 220 drug-related deaths prevented £11,307,014

Prevented deaths from switching treatment 16,979 ● Reduction in 0.0067 deaths per person-year when treated with buprenorphine
● £51,429 per prevented fatality

[32] 114 drug-related deaths prevented £5,850,478

Improved quality of life from entering treatment 5,538 ● 0.11 QALY per year when treated
● £20,000 per QALY

[33] Improved quality of life for those starting treatment £12,183,600

Improved quality of life from switching treatment 24,256 ● 0.043 QALY per year when switching to LAIB
● £20,000 per QALY

[34] Improved quality of life for those switching treatment £20,859,902

Total annual benefit £235,810,265

Costs

Treatment costs for those entering treatment 5,538 ● £3,101 yearly cost of LAIB [34,56] £17,173,560

Treatment costs for those switching treatment 24,256 ● £2,459 additional treatment cost when switching to LAIB [34,56,57] £59,645,737

Total annual cost £76,819,296

Net impact £158,990,969

BCR 3.07

Notes: All savings and costs are estimated on an annual basis. Presented values have been rounded for clarity, whereas the underlying model used exact values. aTarget population refers to the subgroup of people with OUD receiving 
LAIB from which the benefit is derived. For example, employment outcomes are estimated for the whole LAIB-receiving population, while incarceration outcomes apply only to those in prison.

https://doi.org/10.2147/C
EO

R
.S590462                                                                                                                                                                                                                                                                                                                                                                                                                                   

C
linicoEconom

ics and O
utcom

es Research 2026:18 
4 R

asche et al                                                                                                                                                                         

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Furthermore, data from Forth Valley Prisons in Scotland indicated that, with ready availability and system support, 49% 
of prisoners in OAT were treated with LAIB.38 A similar uptake was assumed for England. These figures were applied to 
the prison population currently receiving OAT, enabling an estimate of the number of prison sentences potentially 
avoided with wider LAIB implementation. For unit costs, a yearly average cost of £51,108 per prisoner was used in the 
calculation.60 Note that this does not consider sentence length or prison type due to lack of more granular data. Other 
potential benefits associated with LAIB in prison settings, such as staff resource savings,37–40 were not included.

To estimate the impact of LAIB on crime, only people entering treatment were considered, as the impact of LAIB on 
crime compared to other treatments is yet to be determined (see Marsden et al34 for preliminary findings). Casey et al27 

found a reduction in crime costs of £6,189 per individual with OUD in treatment for a year, which was used as the unit 
cost (after correcting for inflation). Similar figures (£5,132-£7,321) were estimated by Godfrey et al,61 which were used 
in the sensitivity analysis (Table S1). To test the reliability of the results, offence rates obtained from Lind et al26 were 
used; they reported reductions in robberies by 12%, domestic burglary by 57%, and vehicle theft by 56% among 
individuals receiving treatment compared to no treatment. These reduction rates were multiplied by the population 
entering treatment and the corresponding UK offence costs (£11,320 for robbery, £5,930 for burglary, £10,290 for vehicle 
theft, obtained from Heeks et al).62

Social Care
Receiving treatment for substance misuse has been associated with improved family dynamics and an increased 
likelihood of reunification of the family.63 The availability of LAIB, which is assumed to increase the number of people 
receiving treatment, may therefore help reduce the burden on child social care.28

First, the impact of LAIB on foster care was assessed. This benefit was assumed to be derived from out-of-treatment 
individuals who are brought into treatment with the availability of LAIB, as studies comparing the impact of different 
treatments on social care have yet to be conducted. Data on the parental status of people starting treatment and on 
children requiring help was obtained from OHID.3 The following rates were applied: 32% of individuals starting 
treatment were assumed to be parents, with an average of 1.9 children per parent. 35% of children of people starting 
treatment are in contact with social care; of these, 20% are children looked after, and 67% of children looked after are in 
foster care.3,52 These figures apply to all individuals in substance misuse treatment but are applied here to those with 
OUD due to the lack of more granular data. It was also assumed that 25% of people entering treatment are reunited with 
their child.53 Unit costs of £24,500 annually per child in foster care were used.64 Other types of placements were not 
costed.

Beyond foster care, the burden on social care can also be decreased by reducing the need for child protection plans. 
Of the children receiving help (that is, 35% of children of people starting treatment), 40% have child protection plans, 
which are estimated to cost £5,321 per child.3,54 The assumption was made that protection plans are no longer needed 
when receiving LAIB treatment.

Healthcare
Acute healthcare utilisation is significantly reduced when treated with methadone, sublingual or long-acting 
buprenorphine.65,66 Buprenorphine has been associated with lower healthcare costs compared to methadone.35,55,67 It 
was therefore assumed that LAIB may lead to a reduced burden on healthcare and significant cost savings by (a) having 
more people enter treatment, and (b) by treating more people with LAIB instead of other treatments.

Unit costs were obtained from Domzaridou et al,55 who reported a £539 reduction in healthcare costs per person-year 
when treated with buprenorphine instead of methadone. However, since recent real-world evidence has shown even 
greater cost savings with LAIB specifically compared to other treatments,35 and entering treatment is also associated with 
reduced hospital utilisation,65,66 the unit cost was applied to the entire cohort treated with LAIB, rather than just those 
switching from methadone.

Drug-Related Deaths
Exact drug mortality rates differ per study; we therefore used estimates from a meta-analysis by Ma et al,32 who reported 
all-cause mortality rates of 0.92 per 100 person-years when receiving treatment, and 4.89 per 100 person-years when not 
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receiving treatment. The difference (0.0397 deaths per person-year) was applied to the number of people entering 
treatment to estimate the number of prevented fatalities. Mortality also depends on treatment type; deaths are signifi
cantly higher among methadone recipients than those receiving buprenorphine.68 Ma et al32 estimated all-cause mortality 
rates of 0.38 per 100 person-years for buprenorphine and 1.05 per 100 person-years for methadone. On this basis, 
switching from methadone to buprenorphine was assumed to reduce mortality by 0.0067 deaths per person-year. Unit 
costs were estimated using a “value of a prevented fatality” (VPF) of £1.8m, which is regarded as conservative.69 To 
obtain yearly figures, the VPF value was divided by the additional years lived when recovered (35 years), based on the 
average age of opioid-related fatalities (approximately 45 years70) and average life expectancy in the general population 
(80 years).

Quality of Life
Studies have shown that receiving treatment for OUD leads to significant improvements in quality of life, reflected in the 
QALY metric. Schackman et al33 found that receiving buprenorphine treatment resulted in 1.58 QALYs over a 24-month 
period, compared to 1.36 QALYs for those not receiving treatment. We therefore assumed a 0.11 QALY gain per year 
when entering treatment. More recently, Marsden et al34 found that LAIB specifically was associated with higher QALY 
gains (increase of 0.02) compared to other OAT in a 24-week period. This estimate was scaled up to a yearly value 
assuming linear gains; a QALY gain of 0.043 per year was used for those switching treatment. For unit costs, we applied 
the lower threshold of £20,000 per QALY.71

Treatment Costs
Treatment costs were calculated for (a) individuals entering treatment with LAIB and (b) individuals switching from 
existing OATs to LAIB, with incremental costs applied in the latter case. Based on the UK list price, the assumed 
monthly cost of LAIB was £239.70 plus £18.72 in associated administration costs, whereas current treatment options 
were estimated at £36.00 per month plus £17.50 monitoring costs, assuming a daily dose of 100 mL methadone or 16 mg 
sublingual buprenorphine.34,56,57 Note that these figures exclude supervised pick-up or pharmacy dispensing fees.

All quantified benefits were summed to calculate the total gross benefit. Having estimated the benefits and costs, a 
benefit–cost ratio (BCR) was calculated as:

A ratio lower than 1 indicates that costs exceed the benefits, while a ratio above 1 indicates that the intervention generates 
more value than costs. Finally, a sensitivity analysis was conducted to assess the robustness of the findings; parameters 
were varied within plausible ranges derived from the literature. This is shown in Table S1.

Results
Population
Using mortality data, Jones et al72 estimated an overall OUD prevalence of 0.82% among 15–64-year-olds in England. 
Applying this rate to the current 15–64-year-olds population (N = 36,964,892),49 resulted in an estimate of 303,112 cases 
of OUD in England (Figure 1). Other studies have found similar, though slightly lower, estimates of OUD in 2016/201773 

and 2018/2019.74 The latter source also suggests that opioid use in England is increasing over time, supporting the 
plausibility of our estimate. Furthermore, based on data indicating that 138,604 people are currently receiving treatment 
for OUD in England,3 it was estimated that approximately 54% of individuals with OUD (N = 164,508) are currently not 
engaged in treatment (Figure 1).

Next, we estimated that 24,256 people currently in treatment could switch to LAIB over the course of a year 
(Figure 1), which was derived from an assumed uptake rate of 25%24 and a retention rate of 70%,35,44,50 applied to the 
current treated population (N = 138,604).3 Finally, it was calculated that 5,538 additional people per year are expected to 
be treated with LAIB from the OUD population who are currently out of treatment (Figure 1). This was based on figures 
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obtained from Bharat et al;24 in line with how the rate is reported in the Australian population, the rate was applied to the 
whole population of England (N = 57,690,300).49

By combining the number of people in treatment switching to LAIB and those out of treatment starting LAIB 
treatment, the total number of people who could be treated with LAIB in a year was estimated to be 29,794 in England 
(Figure 1).

Impact and Cost Estimates of Identified Outcomes
After determining the population who could potentially be treated with LAIB, areas where benefits and costs may arise 
were identified. These included employment, crime and incarceration, child social care, healthcare, drug-related deaths, 
quality of life, and treatment costs.

Impact on Employment
Based on a single-arm study by Ling et al,43 an increase of 7% in employment with LAIB was assumed; this was applied 
to the entire treatment cohort (N = 29,794) at an income of £21,278 per year, resulting in an estimated £44.4m in gross 
income generated by employment (Table 1).

Impact on the Justice System
With 21,198 people treated for OUD in prison, and 78.5% receiving pharmacological treatment, it was estimated that 
8,200 prisoners could be treated with LAIB (21,198 × 0.785×0.492).38,75 Using the reduction rate of 17% in re- 
incarcerations with LAIB,36 a cost saving of £71.2m in avoided prison sentences was estimated (Table 1).

The expectation that the availability of LAIB increases the number of people with OUD entering treatment (N = 
5,538) leads to significant cost savings through the acknowledged positive impact of treatment on crime costs; using the 
estimate of Casey et al27 suggests cost savings of £50.4m after correcting for inflation (£6189 × 1.47 = £9,109 saved per 
person entering treatment) (Table 1). The alternative estimation approach, based on crime reduction rates obtained from 
rates from Lind et al,26 resulted in a comparable estimate of savings (£58.2m).

Impact on Social Care
Among the people newly entering treatment (N = 5,538), the model estimated that they have 3,367 children, of whom 
1,178 require support. Of these, 236 children were estimated to be in state care, with 158 in foster care. Applying the 
reunification rate of 25%53 suggests that 59 children could be reunited with a parent, 39 of whom are currently in foster 
care. This corresponds to an estimated annual saving of £1.0m due to reduced foster care use with the availability of 
LAIB. Furthermore, an estimated 471 children would no longer require child protection plans, resulting in £2.5m costs 
saved. Taken together, £4.6m could potentially be saved in child social care when increasing the engagement with LAIB 
treatment (Table 1).

Impact on Hospitalisations
Using the estimated per-person cost saving of £539,55 and applying this to the 29,794 individuals who could be treated 
with LAIB, the model estimated an annual healthcare cost reduction of £16.1m (Table 1).

Figure 1 Projected uptake of LAIB in England. This figure illustrates the estimated OUD population in England and, based on the presented model, the expected annual 
uptake of LAIB in England. Bold text denotes the total estimated annual LAIB treatment population.
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Impact on Drug-Related Deaths
Applying a rate of 0.0397 deaths per person-year32 to 5,538 individuals entering treatment suggests that approximately 
220 deaths could be avoided annually, corresponding to savings of £11.3m. Moreover, applying the reduced mortality 
rate related to switching from methadone treatment (0.0067 deaths per person-year32) to 16,979 people equated to 114 
deaths prevented annually, with associated cost savings of £5.9m. Taken together, LAIB could potentially prevent 334 
drug-related deaths in one year, with cost savings of £17.2m (Table 1).

Improved Quality of Life Due to Treatment
A QALY gain of 0.11 was used to estimate quality of life improvements related to entering treatment (N = 5,538),33 

resulting in £12.2m. Assuming a 0.043 QALY gain per year for those switching treatment,34 a benefit of 20.9m was 
found for the switching cohort (N = 24,256). Taken together, the estimated QALY gains associated with LAIB translated 
into annual savings of £33.0m (Table 1).

Additional Treatment Costs
As the number of people receiving treatment is expected to increase with LAIB, so too does the overall cost of treatment. 
The yearly cost of LAIB was estimated at £3,101 (including administration costs), resulting in a total treatment cost of 
£17.2m per year for new entrants (N = 5,538). In addition, LAIB was found to have a higher medicine acquisition cost 
than methadone or sublingual buprenorphine. For those switching treatment (N = 24,256), the average annual cost for 
current treatments of methadone or sublingual buprenorphine was estimated at £642 (including administration costs); 
hence a cost difference of £2,444 between LAIB and current regimens resulted in a total cost of £59.6m for those 
switching treatment. Taken together, the additional treatment costs associated with LAIB were estimated at £76.8m 
(Table 1).

Benefit–Cost Ratio
The overall BCR was calculated by dividing total benefits of £235.8m by total costs of £76.8m, yielding a BCR of 3.1. 
This indicates that increased LAIB uptake in England could deliver substantial socioeconomic benefits while improving 
treatment outcomes, representing a cost-beneficial strategy.

Assumptions were based on what appeared most reasonable given the current emerging evidence base. However, it is 
valuable to explore how the BCR might vary under different assumptions. Therefore, a sensitivity analysis was conducted 
(Table S1), which showed a BCR ranging from 2.8 to 3.6 showing that LAIB was cost-beneficial under more strict 
scenarios as well as a potential for greater benefit.

Discussion
This study estimated the socioeconomic and health impact of increasing the uptake of LAIB as a treatment for OUD in 
England. Despite higher treatment costs compared with traditional therapies such as methadone or sublingual buprenor
phine, LAIB was associated with substantial potential benefits, including reduced crime and incarcerations, increased 
employment, fewer fatalities and hospitalisations, reduced burden on social care, and improved quality of life. The 
annual cost of implementing LAIB was estimated at £76.8m, while the projected assumed annual benefits amounted to 
£235.8m, resulting in a net annual benefit of £159.0m and a BCR of 3.1. These findings suggest that LAIB may represent 
an economically viable public health investment in England while improving outcomes for individuals.

Among the various domains evaluated, the most substantial benefits stem from reduced criminal justice costs. These 
were estimated based on reductions in recidivism and crime, but such outcomes can also lead to fewer police 
interventions, court appearances, and imprisonments, which are particularly relevant given the current pressures on the 
justice system.76 While LAIB may not directly influence imprisonment rates (which are largely determined by sentencing 
and justice policy), it can contribute to broader criminal justice savings by reducing reoffending and the burden on staff 
in correctional settings.36–40

By reducing the need for frequent supervised dosing and regular attendance at treatment services, LAIB may enable 
individuals to engage more easily in structured activities,19,21 including employment,42–44 which was estimated to 
contribute the second largest share of economic benefit. LAIB may also facilitate the fulfilment of family responsibilities 
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by reducing disruption to daily routines, potentially supporting greater stability in caregiving and family functioning, 
which may in turn influence the need for child welfare interventions.28,63 Another interesting consideration with reduced 
service contact through LAIB are changes in the nature of the therapeutic relationship. While some healthcare staff have 
expressed concerns that reduced frequency of treatment attendance with LAIB could lead to fewer opportunities for 
social support,20 this could enable a greater emphasis on supplementary psychosocial and recovery interventions.77 In 
addition, less frequent attendance and supervised dosing may help reduce treatment-related stigma.19,78

Finally, healthcare benefits contributed significantly to the economic model. In line with the UK government’s From 
Harm to Hope 10-year drugs strategy to reduce drug-related deaths,18 recent UK policy has expanded access to naloxone, 
an emergency antidote for opioid overdoses,79 and introduced a “synthetic opioid preparedness plan” to address the 
growing threat from novel synthetic opioids.80 LAIB has the potential to complement these strategies; the model 
estimated that over 300 deaths could be prevented annually by increasing the number of people in treatment and by 
switching from methadone to buprenorphine. This aligns with previous research demonstrating that engagement with 
opioid agonist therapy significantly reduces all-cause and overdose mortality.29–32 In addition to prevented fatalities, 
reduced healthcare utilisation and an improved quality of life were significant contributors to the overall benefit.

Costs beyond additional treatment costs associated with LAIB that could be quantified were not identified. It is, 
however, important to recognise that this does not mean that there are none; although counselling costs are expected to 
remain the same, system-level investments may be needed to scale up LAIB delivery, such as infrastructure development, 
workforce training, obtaining UK Home Office licenses for drug storage, and service redesign.23 LAIB requires 
administration by trained healthcare professionals, and inappropriate administration carries potential risks, which in 
some settings may lead to additional regulatory controls and could introduce logistical challenges. Nevertheless, these 
system-level changes should only be applicable in the initial phase of treatment rollout, and may, perhaps, lead to long- 
term cost savings. It should also be noted that daily sublingual buprenorphine or methadone incur their own ongoing 
costs related to supervised dosing, daily dispensing, and staff time.34,81,82

Although made on reasonable assumptions, the results of this evaluation are consistent with previous costing models 
of LAIB; other studies similarly reported positive benefit–cost relationships, particularly through reductions in healthcare 
utilisation,35 efficiencies in prison-based settings,37–40 and lower overall treatment delivery costs despite higher drug 
acquisition prices.81,82 Taken together, this suggests that the present model aligns with a growing literature supporting 
LAIB as a cost-beneficial addition to opioid dependence treatment services.

The findings should be interpreted in the context of the approach taken with this work. The modelling relies on a 
range of transparent assumptions, an emerging evidence base, and limited data in some areas. For example, there is 
limited availability of real-world evidence on LAIB use. As a result, many estimates were derived from clinical trial data, 
which may not fully capture the complexity of real-world settings. Another limitation is the model’s time coverage, 
which is set to one year. This means that long-term costs and benefits, and the impact of changes over time such as future 
developments in drug treatment, justice, or health and social care policy, are not captured. Finally, it is important to note 
that a proportion of the estimated benefits arises from increased treatment uptake among individuals not currently 
engaged in care, for whom engagement in any effective OAT would be expected to improve outcomes.

Conclusion
The findings of this study suggest that LAIB is a cost-beneficial intervention that has the potential to improve outcomes 
for individuals with OUD while delivering significant value to society. Increasing access to LAIB could therefore be 
considered as part of a broader strategy to enhance treatment engagement and reduce the wider health, social, and 
economic burden associated with opioid dependence in England.

Implementation will, however, require consideration of system-level factors that may influence the pace and extent of 
uptake, including potential shifts in the wider delivery of treatment, such as greater integration of psychosocial and 
mental health support alongside pharmacological interventions.

Further research is needed to strengthen the evidence base, particularly through real-world studies evaluating long- 
term outcomes, comparative effectiveness with other OAT treatments, and impacts across different population subgroups. 
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In addition, more robust evidence on outcomes such as employment and social functioning would help to refine future 
economic evaluations. Nevertheless, these findings support LAIB as a valuable addition to OUD treatment services.
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