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Abstract 

Gives an overall view of the current options an opioid user has for treatment: Opioid 

maintenance (methadone, LAAM, buprenorphine), detoxification, and naltrexone 

maintenance. Examines some of the newer options such as ultrarapid naltrexone-assisted 

opiate detoxification under anesthesia, clonidine-assisted detoxification, and ibogaine 

treatment. 
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Introduction 

 One of the most important controversies in drug addiction treatment is how to 

treat opioid dependence. While addiction treatment in general is abstinence based, 

treatment of heroin and other injectable opiates through abstinence has been found to be 

largely ineffective (Panepinto, et al, 1977; Brown, et al, 1973). High relapse rates 

combined with the spread of HIV and hepatitis through shared needles have led to a 

harm-reduction model, generally using methadone maintenance treatment. 

 While such a therapy makes sense to treatment providers and the users 

themselves, lawmakers and the community at large have been resistant to this modality 

(Wodak, 2002; "Flap over Treatment", 1998). Arguments against this form of treatment 

have ranged from the ethics of substituting one addictive substance for another to the 

possibility of using other drugs while in treatment to the fear of selling methadone 

outside the agency to children and others.  

 NIMBY (Not In My Back Yard) issues also abound, as few communities are 

willing to host a methadone clinic in their area (Zoning Fight, 1998, discusses a very 

specific example). The daily dosing requirement of methadone, combined with the desire 

to meet with clients regularly for counseling and the problems associated with allowing 

clients to self-medicate insure that there will be a large number of drug addicts in the 

neighborhood on any given day, a problem that few, if any, neighborhoods want to deal 

with.  

 Consequently, there has been a major drive to find alternative forms of treatment, 

to abandon methadone maintenance entirely, to make methadone maintenance therapy 

more difficult to obtain, or to make a forced transition from maintenance to abstinence a 
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necessary goal. These needs have not been expressed by the addicts or the treatment 

providers, but by the politicians and the public at large, but this in no way makes the 

issue less important. If anything, this is the one unique issue in drug treatment where an 

effective treatment is facing elimination in favor of possibly less-effective measures. 

 This paper will endeavor to examine the benefits and detriments of methadone 

maintenance treatment and its alternatives, including other opiate substitutions, 

antagonist treatments, and detoxification and abstinence therapies. 

 

Opioid Maintenance 

Methadone 

 Methadone maintenance treatment began largely in response to the severe 

problem of heroin addiction in the 1950s and 1960s and reached its peak in the 1970s. 

New York, in particular, had a major epidemic of heroin addiction, as described by writer 

Claude Brown's observations (Brown, 1965) in which many of his childhood peers 

became enslaved to heroin. 

 New York City opened publicly funded methadone clinics and soon saw their 

heroin addiction problem cut by 70% (Flap over treatment, 1998). Heroin-related 

problems, such as crime, overdose hospitalizations and deaths, and needles left in the 

streets were accordingly reduced, and while people couldn't deny the impact was largely 

positive at the time, as time has passed, the impact has not been remembered. In line with 

the current political thinking, New York Mayor Rudolph Giuliani ordered the methadone 

clinics to require a shift from methadone treatment to abstinence, requiring patients to be 

completely drug-free within 90 days of admission into treatment. 
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 Rarely is it where a politician is given the authority to make medical decisions, 

but in the case of methadone treatment, this is common. There is still a frequent belief 

that drug addiction is a moral issue, not a medical one, and that methadone treatment is at 

best an admission by treatment providers are not willing to use the time and resources 

necessary to treat an addiction and would rather take the easier option of enslaving one to 

another drug. 

 Research does not support Giuliani's view, and neither does the physical reality of 

opiate addiction. While clinically, opiate withdrawal does not seem so serious and is in 

fact exaggerated greatly by the media (reference the film Christiane F. (Weigel, 1981), 

showing a heroin addict's detoxification as a life-threatening, horrible, bloody experience 

versus the reality of clinical manifestation resembling a case of the flu), the reality is that 

opiates make major changes to the pain receptors in the brain, causing a total lack of pain 

tolerance (Flap over treatment, 1998; Julien, 2001).  

 The essential result is that detoxification will leave the chronic opiate user in a 

chronic pain situation. Pain relief will be sought, either through legal means (opiate 

prescription--essentially maintenance, but unlikely due to the costs and inability to find a 

doctor and insurance company willing to maintain one on opiates outside a treatment 

setting) or through illicit means (a return to heroin use). Methadone acts as an effective 

analgesic, reducing pain while giving a far lesser sense of euphoria and acting as an 

antagonist to the euphoric effects of other opiates (Julien, 2001).  

 Reality is that, when methadone is removed, illicit use is most frequently the only 

option, or at least the only one used. Various studies show an abstinence rate of 15-40% 
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among addicts who are detoxified off methadone (Panepinto, et al, 1977; Flap over 

treatment, 1998; Alexandre, et al, 2002).  

 Of course, the drug addict is a member of society rarely considered by the 

population at large, a highly disenfranchised type who brought on his or her own 

problems and thus does not deserve access to tax funding, at least in the eyes of 

politicians and voters. This could be reasonable, perhaps, i f the addict was someone who 

existed silently on the fringes of society and had no impact on anybody. 

 In fact, the costs of addiction to society are enormous, so enormous that the costs 

of maintaining one on methadone and a lifetime counseling regimen are lower than 

dealing with the costs of incarcerating addicts for drug-related crimes, hospitalizing them 

for overdoses, treating them for HIV and hepatitis, and burying them when they die 

prematurely (Alexandre, et al, 2002). Methadone maintenance has been consistently 

associated with a decrease in illicit opiate use (especially i f users are regularly tested), a 

decrease in criminal activity and associated reduction in incarcerations, a marked increase 

in employability and earnings (many people are able to hold jobs and indeed careers 

when under methadone maintenance), an improvement in general health, and an increase 

in prosocial behavior (Alexandre, et al, 2002). Families of people in methadone 

maintenance are far more stable than those experiencing active addiction, and indeed 

many patients are married and have families, beginning treatment as a result of family 

issues or pregnancy (Panepinto, et al, 1977). 

 Further complicating the issue with mandating detoxification is that methadone is 

a more difficult withdrawal than heroin or other opiates (Julien, 2001; Sievenwright & 

Iqbal, 2002). A user who is unable to detoxify from heroin is even more likely to be 
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unable to detoxify from methadone. Thus, even when the plan is for short-term 

maintenance, the reality is that methadone maintenance will continue over an extended 

period, several years up to a li fetime. 

 Wodak (2002) states that given the choice between heroin, given at questionable 

and impure doses and obtained from a variety of sources and under a variety of 

conditions, and methadone, pure, given daily at a central location but lacking the high of 

heroin, most users will choose the methadone. People addicted use largely to resist 

withdrawals, not to obtain the pleasurable effects.   

 A real issue with methadone maintenance is that practitioners of it may be so 

accustomed to that modality and so comfortable with it that they are loath to try any other 

form of therapy. Methadone is generally prescribed by specialized agencies that treat 

primarily opiate addicts, while those addicted to other substances are referred elsewhere. 

Yet Brown et al (1973) showed that many patients, particularly younger ones whose 

addiction histories are shorter may be able to detoxify successfully. They may not be 

given the chance, especially now that the risk of HIV and hepatitis is a very major 

concern. 

 Another issue with methadone treatment in the US is that doses are generally kept 

low in response to political pressure. Methadone is intended for consumption once daily, 

with the withdrawals averted so long as the addict appears every morning for his or her 

dose (generally given in liquid form to avoid illegally cheeking the medication, then 

selling it later, a common fear of those in the community). With the suboptimal dose 

mandated in most US agencies, withdrawal is not averted the full 24 hours in some severe 

addicts, leading to the drive to use illegal drugs to carry the addict to the next day. This 
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may in turn lead to the failure of a random drug test, thus leading to sanctions up to and 

including discharge from methadone treatment. The person who needs the therapy the 

most is thus excluded from it. 

 Funding of treatment programs in general and methadone programs in specific 

tends to be very poor. Fighting the war on drugs has meant that 93% of US drug-related 

funding has gone for law enforcement and corrections, while only 7% goes for treatment 

(Wodak, 2002). The treatment money, meanwhile, is further earmarked for politically 

acceptable means such as general treatment agencies, family reconciliation efforts, and 

adolescent agencies rather than politically sensitive areas such as methadone.  

 Consequently, some agencies have to fight yearly for their existence 

(Massachusetts lawmakers, 2003) and some fail in the fight (Alexandre, et al, 2002). 

 One alternative frequently considered is to have methadone administered by 

private physicians. While on the surface this sounds reasonable, there are many problems 

with this approach. Physicians do not have the ability or time to provide counseling, thus 

necessitating that the addict be connected to a treatment agency anyway to lessen the 

likelihood of use of other drugs. Physicians also do not have the ability to see patients 

daily, at least not without great cost, while distribution of large amounts of methadone 

leads frequently to the illicit sales and/or overdoses that the general community fears 

(Florida reports, 2002, discusses that methadone-overdose deaths are becoming common 

in Florida, causing many to call for the closure of methadone clinics. However, as the 

writers state, virtually all the deaths are chronic pain patients who are given methadone in 

quantity by their private physicians, not addicts visiting a clinic for a daily dose). 

Physicians often have the same biases that others in the general population have towards 
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drug addicts, possibly greater ones knowing that many people visit them for insignificant 

medical issues in an attempt to obtain prescriptions for narcotics. Finally, many, i f not 

most heroin addicts do not have adequate insurance coverage (though many methadone 

users, having reclaimed their lives and developed careers, do) and insurance companies 

are likely to restrict coverage of methadone treatments as a cost-control measure. 

 

Methadone Alternatives: 

 LAAM (Levo-alpha-acetyl-methadol) has been studied as a potential alternative 

to methadone maintenance and shows a great deal of promise. Since methadone lasts for 

only 24 hours (less in some), patients must either visit the methadone clinic daily or carry 

extra doses (allowed only in some jurisdictions, with long-term patients, and a target of 

much of the fear surrounding methadone--people may sell the extra doses). 

 LAAM, on the other hand, lasts for 48-72 hours, thus mandating only every-other 

day dosing. Patients may limit their visits to clinics to every two days or three times per 

week, thus allowing for the scheduling of more patients, the closure of agencies on 

weekends and holidays, or the planning of brief vacations by the patient. 

 LAAM is similar in action to methadone, but with a slower onset of action and 

more protracted withdrawal. Patients have reported they prefer the action of LAAM, in 

that the onset of effects is smoother, less intense than methadone (Marion, 1995). Like 

methadone, it works as both an agonist and antagonist, creating a cross-tolerance to 

opiates and blocking their effects while preventing withdrawal and craving and providing 

analgesia and sedation. 
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