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Heroin Addiction
Prevalence, Course and Outcome



Epidemiology
Opioid Dependence Treatment Demand

Opioid Tx Demand

Europe 62%

Asia 62%

Oceania         22%

Africa             16%

N America       9%

S America       2%
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Treatment model



Treatment Model
Reviews

2006
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Abstinence Oriented
Treatment
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Detoxification

Effective strategies:

• Methadone tapering

• Buprenorphine tapering

• Clonidone/Lofexidine treatment

• Rapid detox using naltrexone (with sedation/anesthesia)*

Detoxification without further treatment is no treatment!



Rapid Opiate Detox
with Anesthesia

No differences in 
craving and
withdrawal

AND 

No differences in
1 month post
detox drug use

Craving

Subj. Withdrawal

Obj. Withdrawal



Treatment Model
Relapse Prevention
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Relapse Prevention
Naltrexone SR

2007

2010



Content

Treatment retention Negative urine samples

2006

Injectable, sustained-release NTX



Content

Different implants

Blood levels NTX > 2ng/ml

1.1 gr:    95 days � 3 months

2.2 gr:  136 days � 4-5 months

3.3 gr:  145 days � 4-5 months



Efficacy NTX Implants

1%
3%

12%
21%

18%

27

Oral NTX
Implant placebo

N=62/N=35

6%
6%

0%Surgical AEs

45%
49%

12%Continuous 
abstinence 6 
months

54%13%Retention 6 
months

2828Mean age

Oral placebo
Implant NTX

N=66/N=35

Oral placebo
Implant placebo

N=62

Russia: Krupitsky et al, in press 

Australia: Hulse et al, 2009

(N.B. blood naltrexone levels >2ng/ml lasted a mean of 56 days only)



Naltrexone
Injection or Implant

Implant
• More invasive: surgery
• Few local problems
• Easy to remove (pain)
• Effect 3-4 months (???)

Injection (im/sc)
• Less invasive: just injection
• Local inflammations?
• Difficult to remove (pain)
• Effect 1-2 months



Substitution Treatment
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Methadone vs. Buprenorphine

2008

AUTHORS' CONCLUSIONS:

Buprenorphine is effective intervention for

use in the maintenance treatment of heroin

dependence, but it is less effective than

methadone delivered at adequate dosages.

What about side effects?

Buprenorphine no QTc elongation

Buprenorphine lower overdose risk

Buprenorphine less sleep problems?

Buprenorphine less cogntive problems?

What about drug interactions?

Buprenorphine less drug-drug interactions



Added Value of
Psychosocial Services

1997



Slow Release Oral Morphine

Maintenance treatment with SROM
appears to be a clinically useful
alternative treatment in subjects
not tolerating methadone or with

inadequate withdrawal suppression.



Heroin-Assisted Treatment
(CCBH 1996-2010)

66%

60%
72%

Physical problems (MAP-HSS >8)

Mental problems (SCL-90 > 41/60)
Social problems (> 6 days crime/no contact)

26 days/month

18 days/month

29 days/month
29 days/month

16 years

10 years

17 years
12 years

Duration heroin use (mean)

Duration cocaine use (mean) – 92%

Duration poly drug use (mean)
Duration methadone treatment (mean)

39 years

19%

86%

Age (mean)

Gender (% males)

Ethnicity (% Dutch/Western)



Results
Percentage responders
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Results
Cost-Effectiveness

12.793Difference

50.56037.767Total

34.99125.3749.617VictimsDamage

12.8854.1298.756Police, jail etc.Juridical

1.126341.160Other health care

1.25216.98218.234Drug treatmentMedical

MMTDifferenceHATType of Costs

Annual Costs (Euro) per person in MMT and HAT

2005



HAT Studies

Treatment without trial!



Conclusions



Conclusions (1)

• Heroin addiction is chronic relapsing and potentially fatal disease

• Stable abstinence from all opiates in less than 20% of all patients. 
Use of extended release opiate antagonists is promising. 

• Long-term treatment with oral opiate agonist is currently the most 
effective treatment with good QoL for 50-60% of all patients

• Substitution treatments should be combined with evidence based 
psychotherapy, housing, budgeting and work assistance

• Opiate substitution treatments are cost-effective (data not shown)

• Additional treatment options are needed for those not responding to 
methadone-, buprenorphine- and/or heroin-assisted treatment



Conclusions (2)

• A large variety of treatment options available for a broad 
range of treatment goals

• NTX ER for full abstinence of all opiate agonists 
• MMT, BMT, SROM for abstinence from opiates highs
• HAT for abstinence of illicit opiates
• User rooms for assistance and harm reduction

• Shared-decision making about treatment goals and 
choice of optimal treatment strategy



Discussion



Discussion

• HAT only for patients resistant to MMT?

• Further development of user rooms and safe injection sites?

• Further development and testing of new neuromodulation
techniques, e.g. Deep Brain Stimulation (DBS)



HAT in the Netherlands



Heroin-Assisted Treatment
in the Netherlands

Jan bedankt voor de fantastische samenwerking.
Het ga je heel erg goed!
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