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The history of the treatment of heroin addiction has shown that it is one of the most 
addictive and destructive of drugs. It continues to be the drug that is most often injected, 
and has the highest mortality rates among young people who use drugs. The years of lives 
that are lost to heroin far exceed years lost due to alcohol or nicotine addiction. 
 
Developments in neuroscience have demonstrated that addiction goes far beyond self-
indulgence. It is a disease that leads to a person continuing to use drugs despite knowing 
the very serious negative consequences of this behaviour. It is a disease that often leads to 
premature death. While some individuals are genetically predisposed to develop an 
addiction we now know that addiction is very much an effect of the drug that is used. 
Drug use over time causes multiple changes in the brain structure and renders a person 
incapable of resisting the compulsion to use. A compulsion that can destroy their lives 
and the lives of those who love them. 
 
It therefore is incumbent on our community to actively discourage drug use particularly 
among our young people, to put in place deterrents to drug use, to ensure that the dangers 
of drug use are realistically portrayed, to reduce the availability and accessibility of 
drugs, and to provide treatment for those who become victims of addiction. It is also 
incumbent on us to use the latest advances, including pharamacotherapies, to treat them. 
 
The introduction of methadone was an attempt to reduce the harm associated with heroin 
addiction. Research has shown that methadone tends to reduce heroin use, improve health 
outcomes and to increase retention in treatment. However, it is also more addictive than 
heroin and has negative long-term consequences in terms of health and social outcomes. 
Moreover, many people on methadone continue to use heroin and to develop addictions 
to other drugs. They also often find it very difficult to find or retain employment, they 
find it difficult to be emotionally available to their partners or children and their freedom 
is compromised; retention in these programs is also poor with less than 50% staying in 
the programs at 6 months. The record for the use of buprenorphine is even worse, despite 
the claims that this drug is a superior alternative maintenance medication to methadone. It 
is poorly accepted by most addicts, it is often abused and sold to others to be injected and 
the consequences of injecting the drug are frightening. Suboxone is buprenorphine with 
naloxone (similar to naltrexone but shorter acting) added to prevent the drug from being 
injected. Its introduction is an admission of the failure of buprenorphine as a maintenance 
medication. It now means that those injecting the drug are at risk of going into life-
threatening withdrawal if they are currently using heroin or methadone. 
  
When methadone was introduced it was meant to provide a means by which people could 
be stabilised and then moved from addiction to abstinence. These aims have clearly not 
been met, with people now having been on these drugs for 30 years or more and a black 
market in them thriving, meaning that they are often more accessible than heroin. Most 



disturbing is the fact that health authorities have no idea how to get people off methadone 
or buprenorphine once its usefulness has expired. We now have around 47,000 people on 
agonist maintenance programs, which directly cost our community some $150m each 
year. As more people join these programs, albeit reluctantly given the lack of choice, one 
can only speculate what it will be like in 20 years time; “methadone on wheels” for the 
pensioners and tens of thousands of people condemned to a life of mundane routine and 
pointless existence? 
 
In marked contrast to this sorry tale there is an alternative treatment that offers addicted 
people a choice, and a way out, to lead a normal life. There is now abundant evidence 
that naltrexone can be highly effective in terms of detoxifying people from heroin, 
methadone and other opiates.  
 
Naltrexone is an opiate antagonist which can be used both for detoxification, and for long 
term recovery from heroin, methadone and other opiate addiction.  There is now 
abundant evidence of the effectiveness of Naltrexone for the treatment of Opiate 
addiction. Clinics in Sydney, Melbourne and Perth have successfully detoxified 
thousands of opiate addicts, and the use of Naltrexone implants has enabled many of 
these people to resume normal life. Despite this, minimal support from Governments, 
especially from the eastern states, has prevented many people from being able to access 
these programs.  
 
The NEPOD study conducted over 7 years and costing the Government some $3m was 
unequivocal in its findings that naltrexone used under sedation was not only highly 
effective, but cost effective in achieving detoxification. Recent research has also shown 
that in a setting with trained doctors and nurses it is also a safe procedure. The 
Commonwealth Government has published guidelines for the effective and safe use of 
naltrexone in this way and yet its use is very limited in favour of keeping people addicted 
to heroin and methadone. The number of people who complete traditional detoxification 
programs is very poor, especially for methadone with completion rates below 5%. 
Despite this Governments continue to fund these detoxification and maintenance 
programs that cannot be justified in terms of outcomes, either in terms of economics or 
the suffering it causes those who enter these futile programs. 
 
It is also clear from the evidence that detoxification is only the start of the process of 
recovery and that the form of detoxification does not predict long-term outcomes. 
Naltrexone in the form of implants has now been shown to be effective in promoting 
long-term recovery from opiate addiction, with outcomes that far exceed the 
achievements of any form of treatment to date. Moreover, a large and growing body of 
research has shown that naltrexone is a very safe drug, with no known interactions with 
other drugs, it has very few and no significant side-effects, it is non-addictive, it produces 
no euphoric effect with no potential to be abused or diverted to a black market. While 
further trials need to implemented, the clinical experience of those who have been 
conducting these programs for many years now suggests that naltrexone when coupled 
with counselling can provide hope and a realistic alternative treatment for those who 
want to cease drug use. 
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