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Abstract
It appears that the literature on agonist maintenance therapies for opioid dependence pays more attention to outcomes during,
rather than after, treatment. This review aims to (a) estimate to what extent opioid abstinence can be expected from former
maintenance patients, (b) examine possible relationships between patient and treatment characteristics and abstinence rates and
(c) assess the need for research in the field of abstinence-orientated maintenance treatment in general, and time-limited
buprenorphine maintenance treatment in particular. Database searches supplemented by cross-references resulted in 12 studies
included in the review. The studies were mostly naturalistic follow-up studies of former methadone maintenance patients,
authored by US researchers in the 1970s. Buprenorphine was used in only one of the studies, and then as a transition between
methadone and abstinence. There were considerable variations in definition and assessment of abstinence. Pooled abstinence
rates ranged from 22% to 86%. The single factor associated most frequently with abstinence was voluntary participation in
detoxification programmes with eligibility criteria (‘therapeutic detoxification’). When ‘therapeutic detoxification’ was
compared to ‘non-therapeutic detoxification’ the pooled abstinence rates were 48% and 22%, respectively. Abstinence-orientated
maintenance therapy may be suitable for a subgroup of patients, but there is a substantial need for research updates. [Kornør H,
Waal H. From opioid maintenance to abstinence: a literature review. Drug Alcohol Rev 2005;24:267 – 274]
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Introduction

Almost four decades after the introduction of Dole &

Nyswander’s high-dose, long-term methadone main-

tenance treatment model [1], agonist replacement

therapies have achieved a dominating position among

treatment options for opioid dependence. The effec-

tiveness in terms of reduction in illicit opioid use, crime

and transmission of infectious diseases has been amply

documented [2 – 8]. These are, however, in-treatment

outcomes in line with a ‘chronic disease’ perspective of

opioid dependence [9 – 12], as opposed to post-treat-

ment results, which would be needed to estimate the

effect of time-limited maintenance treatments.

In spite of the scientific support mainly for long-term

treatment, time-limited programmes are not uncom-

mon in many countries, such as the UK methadone

reduction programmes [13,14], the US 90- or 180-day

interventions [15,16] and the Australian abstinence-

orientated programmes [17,18].

Compared to the in-treatment research on substitu-

tion treatment, the number of publications addressing

post-treatment outcomes is modest. A follow-up study

where subjects were interviewed 22 years after admis-

sion to methadone maintenance programmes found an

increased risk of heroin use among subjects currently

not maintained on methadone than those still in, or

having returned to, treatment [19]. This trend was

supported in a 1-year follow-up of participants in the

Drug Abuse Treatment Outcome Study (DATOS)

[20]. On the other hand, Maddux & Desmond’s 10-

year follow-up showed that individuals who had spent

less than 1 cumulative year in methadone maintenance

were significantly more likely to have been in contin-

uous voluntary abstinence for 3 years or longer than

those who had spent at least 1 year in treatment [21].

When comparing post-treatment outcomes of five

methadone maintenance studies with those of six

drug-free treatment studies, the same authors observed
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that the two treatment modalities had very similar

abstinence rates [22].

In a 1988 review, Milby [23] assessed abstinence

rates up to more than 24 months after treatment

discontinuation. Studies were arranged according to

publication year into three separate 5-year eras. Milby’s

tables show that in the 1970 – 75 era, 137 of 332

patients completing detoxification (41%) were absti-

nent at 6 – 12-month follow-up. When patients were

categorized as either meeting or not meeting rehabilita-

tion criteria, the abstinence rates were 51% and 10%,

respectively. The tables for the 1976 – 80 and 1981 – 85

eras did not report corresponding abstinence rates.

Milby suggested that psychotherapy during detoxifica-

tion could enhance post-treatment outcomes, while no

such effect was observed for the use of drugs such as

naltrexone or clonidine to accelerate and/or ameliorate

the withdrawal process.

Thirteen years later, Magura [24] reviewed the

literature again, asking ‘What are the observed con-

sequences of patients leaving methadone

maintenance?’. Here, Milby was criticized for over-

estimating abstinence rates by too-liberal definitions

and calculations of abstinence. Magura reported lower

abstinence rates among examples of more recent

studies and concluded with warnings that a large

proportion of patients will relapse to illicit opioid use,

and death rates post-treatment are greatly increased.

However, consistent with Milby’s review, he also found

that patients classified as having completed treatment

appeared to have a better prognosis than patients

detoxified prematurely or against their will.

Magura’s review mainly addressed negative conse-

quences of treatment discontinuation and the review by

Milby, published in 1988, excludes more recent

research. Also, the termination of buprenorphine

maintenance is not included. Buprenorphine has been

introduced as an alternative to methadone in most

western countries, and has been described as less

addictive than methadone, giving less protracted and

milder withdrawal symptoms [25 – 28]. An updated

review of the literature on the positive consequences of

detoxification, in terms of abstinence from illicit and

prescribed opioids, appears timely.

The aim of abstinence in replacement treatments can

be justified for several reasons. First, the ethics of

keeping people in treatment longer than necessary is

always questionable. Secondly, time-limited treatment

as opposed to indefinite maintenance would increase

patient turnover and the total number of patients

treated per year. Thirdly, a subgroup of treatment-

seeking people might find an indefinite treatment

perspective unattractive for different reasons. Some

might want to get rid of opioid dependence as such,

some might dislike enduring monitoring, and some

might experience conflict between self-fulfilment or

ambitions and ongoing therapy. Finally, it has been

demonstrated that selected individuals are able to

detoxify from methadone and achieve long-term

abstinence [23,24].

This review aims to (a) estimate to what extent opioid

abstinence can be expected from former maintenance

patients, (b) examine possible relationships between

patient and treatment characteristics and abstinence

rates and (c) assess the need for research in the field of

abstinence-orientated maintenance treatment in gen-

eral, and time-limited buprenorphine maintenance

treatment in particular.

Method

Two database (Medline, Pre-Medline and PsychInfo,

1966 – July 2003) searches were performed. The

purpose of the first search was to identify studies of

treatment programmes with time-limited or abstinence-

orientated policies, using every possible combination of

‘buprenorphine’ or ‘methadone’, and ‘short-term’,

‘intermediate’, ‘time-limited’ or ‘abstinence-orien-

tated’. In addition, key words ‘buprenorphine

reduction’ and ‘methadone reduction’ were used

separately. The second search objective was to identify

studies of successful withdrawal from programmes

without preset time limitation, this time combining

‘buprenorphine maintenance’ and ‘methadone main-

tenance’ with ‘detoxification’, ‘withdrawal’ and

‘abstinence’. The searches were supplemented with

cross-references from central publications, such as

overview articles and textbooks.

Studies of detoxification per se defined as pro-

grammes of less than 30 days’ duration were

excluded. Patients had to be aged at least 18 years

and studies were required to report post-treatment

abstinence rates and length of follow-up interval. There

were no methodological or design requirements. Article

titles, abstracts and full text papers were screened by

both authors independently. Key findings were sum-

marized by pooled averages. For continuous variables

pooled averages were calculated by multiplying sample

means with respective sample sizes, and dividing the

sum of these products by the sum of sample sizes. The

corresponding calculations for categorical variables

were to divide the sum of each study’s prevalence by

the sum of sample sizes.

Results

Literature search

The search for studies of time-limited, abstinence-

orientated agonist therapies resulted in 220 references

and that for terminated maintenance treatments in 110.

The combined search result contained 239 references
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after removal of 47 duplicates, 22 reviews or meta-

analyses and 22 articles published in non-English

languages. Seventy-nine were excluded as they ad-

dressed substance use or treatment in general, research

on animals, treatments other than the therapeutic use of

opioid agonists or various non-clinical aspects of opioid

dependence. Among the remaining 160 references, 25

reported on opioid-dependent neonates and 34 on

agonist-assisted detoxification of 30 days’ duration or

less. Another 83 contained in-treatment outcomes only.

After this selection stage 18 apparently relevant papers

remained. These were screened thoroughly in full text,

resulting in another 14 exclusions. Seven failed to

report post-detoxification abstinence rates, four lacked

information on post-detoxification follow-up time, one

was unavailable in full text and two were preliminary

research reports updated in later publications. One of

the four studies included originated from the search for

time-limited, abstinence-orientated treatment and the

remaining three from the search for terminated main-

tenance treatments. In addition, 31 relevant cross-

references were identified, from which 10 were

included. Thus a total of 14 studies were included in

the review.

Study characteristics

Seven studies were published in the 1970s [29 – 35],

three in the 1980s, two in the 1990s and two in this

millennium. Authors’ nationalities were US [29 – 39],

Australian [40,41] and Swedish [42,43]. Apart from

one study reporting from a time-limited, low-dose

methadone programme for young heroin-addicts [31],

and one study set in a general practice [41], all patient

samples were selected from methadone maintenance

treatment programmes. Buprenorphine was only used

in one study [40], and then merely as a transition

medication from methadone to abstinence. In general,

the study designs were naturalistic follow-up studies,

except in two cases [34,40], where study participants

were selected from methadone maintenance pro-

grammes and assigned randomly to various

detoxification conditions. In addition, one study was

set as a natural experiment, where the experimental

group comprised patients in a methadone maintenance

programme that was forced to close down. The

comparison group comprised patients in a continuing

programme [39]. One study was represented with two

articles describing complimentary features of the study

[42,43].

Assessments

Patient characteristics were assessed by clinical records

in all but two studies; one study [30] failed to report

patients’ age, gender and duration of opioid depen-

dence, and one [42] used the follow-up interview as

assessment instrument . In addition, one study failed to

present separate characteristics for patients who detox-

ified from methadone [44]. Patients’ age was reported

at entry to methadone maintenance treatment in six

studies [31,33,35,38,39,41], at initiation of detoxifica-

tion in three studies [29,34,40], at completion of

detoxification in one study [32], and at follow-up in

two studies [36,42]. Duration of opioid dependence or

regular use at entry to methadone maintenance treat-

ment was reported on the basis of clinical records in

eight studies [29,31,33 – 35,39 – 41], in a standardized

research interview in one case [36] and otherwise not

available.

Most studies used urine samples, clinical records,

official records and/or interviews as information sources

at follow-up.

Patient characteristics

The total study population counted 9718 individuals,

all methadone maintenance patients, from which

samples were drawn for detoxification and post-treat-

ment abstinence studies. Study samples totalled 1902

patients who initiated detoxification from methadone

and were subjects to post-treatment follow-up.

The cross-study average age was 30.0 (19.0 – 35.6)

years (Table 1). Seventy-nine per cent of the partici-

pants were male. The patients had been dependent on

or using illicit opioids regularly for an average of 7.4

(1.7 – 11.5) years prior to entering methadone treat-

ment, which had an average duration of 22.2 (1.0 –

48.1) months.

Treatment characteristics

Seven studies failed to describe maintenance or

detoxification characteristics at all [30,35 – 39,42].

Where reported, mean daily methadone maintenance

dose prior to detoxification was 20 mg [31], 30.2 mg

[40], 31 mg [34], 77 mg [33] and 87.2 mg [32],

respectively. In addition, Berger & Schwegler [29]

reported a dose range of 30 – 120 mg, and median dose

in Byrne was 50 mg [41].

Detoxification schemes were flexible in all studies

that accounted for them [29,31 – 34,40], meaning that

delays in dose reduction, temporary dose increases and

return to maintenance treatment were allowed. Patients

reached 0 mg in an average of 7 weeks [29,31] to 7

months [33], apparently dependent on original main-

tenance dose. Three studies distinguished themselves

with advanced detoxification protocols. In Berger &

Schwegler’s study, patients were unaware of their dose

during detoxification, which included a final month of

placebo dosing [29]. Senay and colleagues randomized

their detoxification patients into two double-blind
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conditions. In the rapid withdrawal condition, metha-

done doses were reduced by 10% per week for 10

weeks, and then placebo was given throughout the

following 20 weeks [34]. The gradual withdrawal

condition implied 3% weekly dose reductions for 30

weeks. Finally, in Breen and colleagues’ trial, patients

entering the detoxification programme on 30 mg or less

were directly transferred to buprenorphine, while

patients on higher doses (maximum 40 mg) were

randomized to two conditions [40]. In one condition,

methadone was replaced by buprenorphine when the

methadone dose had been reduced to 30 mg, while the

other group was transferred when ‘uncomfortable’.

After stabilization on buprenorphine, the dose was

gradually reduced.

Where psychosocial services were described, patients

were advised to report to the clinic for counselling after

completion of detoxification [29,31,32,40].

Abstinence definitions

Definitions of abstinence varied in substances in-

cluded, frequency of use and time perspective. Two

studies excluded any drug or alcohol use in their

abstinence definitions [32,42], two studies excluded

any illicit drug use [31,33], one study defined

abstinence as ‘not relapsed to intravenous use’ [36],

while the remaining studies included opioids only in

their definitions. In addition, six studies required that

patients should not have returned to methadone

maintenance or any other drug dependence treatment

after detoxification [33,34,37,39,40,42]. With respect

to time perspectives, the most frequent definition of

abstinence was based on no opioid use during the

entire follow-up period [30,31,33 – 36,40], while

sporadic post-detoxification use was accepted in one

definition [29]. In one study abstinence was defined

as at least 1 month during the follow-up period with

no intense use [38]. One defined abstinence as no

use the last 4 weeks prior to follow-up [39], one as

no post-detoxification opioid use for a minimum of 3

consecutive months [41]. Two studies required

abstinence the last year prior to follow-up in their

definition [37,42].

Abstinence rates

Across the studies, 611 of the former 1902 methadone

patients (33%) were abstinent (or had had extensive

periods of abstinence) from at least opioids for an

average of more than 2 years (1 – 103 months) after

completing detoxification from methadone (Table 2).

Abstinence rates ranged from 22% to 86%.

Eleven studies examined relationships between ab-

stinence and patient/treatment characteristics. Of these,

no statistical method was described in five [29,33,36 –

38]. The remaining six studies [30,34,35,38,39,43]

applied the concept of statistical significance, including

w2, t-test and Cox’s relative risk. Table 3 gives an

overview of studies observing various characteristics

and their respective findings in relation to abstinence

rates.

Abstinence rates and treatment characteristics

The term ‘therapeutic detoxification’ refers to special

detoxification programmes for methadone patients

regarded as treatment completers according to certain

criteria who detoxify according to their own decision.

In order to be eligible for these detoxification pro-

Table 1. Patient characteristics

Study no. First author (publication year) n Age Gender (males)

Dependence/

regular heroin

use (years)

Months in

maintenance

treatment

1 Berger (1973) 17 22.4 15 88% 4.9 1 – 11
2 DeAngelis (1973) 37 19.0 29 78% 1.7 2.8
3 Lowinson (1976) 63 27.8 50 79% 22.7
4 Riordan (1976) 38 31.4 8.6 30.1
5 Senay (1977) 63 33.0 55 87% 11.5 4 12
6 Cushman (1978) 225
7 Stimmel (1978) 429 29.7 6.5 19.7
8 Judson (1980)* 112 20.1
9 Des Jarlais (1981) 528 28.6 428 81% 25.2
10 McGlothlin (1981) 94 30.7 55 59% 5.5 21.4
11 Ball (1991) 105 35.6 105 100% 10.3 24.0
12 Eklund (1994/5) 50 40.1 38 76%
13 Byrne (2000) 86 29.2 62 72% 8.6
14 Breen (2003) 55 35.2 32 58% 9.5 48.1

Total 1902 30.0 869 79 % 7.4 22.2

* Patient characteristics for detoxification sample omitted in original article.
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grammes, patients were required to have been in

treatment for at least 6 months, compliant to pro-

gramme regulations and to be stable with respect to

various relevant problem areas. Eligibility criteria varied

somewhat from programme to programme, but were

basically comparable. The term ‘non-therapeutic de-

toxification’, then, includes all other circumstances for

termination. Such circumstances could be patients

wishing to detoxify against staff recommendation or

patients discharged from treatment against their will for

different reasons. As opposed to therapeutic detoxifica-

tions, non-therapeutic detoxifications often had

relatively fixed dose reduction plans.

Four studies addressed ‘therapeutic detoxification’,

all finding a positive relationship with post-treatment

abstinence [29,30,35,38]. When we divided the study

samples into two groups, ‘therapeutic’ and ‘non-

therapeutic’ detoxification, the pooled abstinence rates

were 47% (25 – 70%) and 23% (6 – 78%), respectively

(Table 4).

Other treatment characteristics examined were

methadone maintenance dose (four studies) and

psychosocial support (two studies). None of these were

found related to abstinence rates [31,34,39,43].

Abstinence rates and patients characteristics

Among patient characteristics, positive relationships

were found between abstinence rates and age [33,35],

time in treatment [31,35], ethnicity (African Amer-

ican) [33] and employment/educational level [29] in

some studies. However, these factors were unrelated

in other studies (i.e. age in three studies [30,31,39],

time in treatment in three studies [37,39,43] and the

remaining two characteristics in two studies each

[34,39]).

Negative relationships were found in some studies in

relation to duration or severity of dependence

[29,31,33], detoxification difficulties or time to reduce

[33], pre-treatment social problem or polydrug use

[29,33,39], criminal behaviour/prison sentences

[29,39] and in-treatment substance use [29,36,39].

Again, other studies contradicted these findings. Two

studies found duration or severity of dependence

unrelated to post-treatment abstinence [34,39], detox-

ification difficulties or time to reduce in three studies

[34,39,43] and the remaining characteristics each in

one study [34,39]. Finally, only two studies examined

Table 3. Relationships between patient/treatment characteristics and abstinence rates

Number of studies observing the characteristic

Positively related Negatively related Unrelated Total

Patient characteristics
Age 2 0 3 5
Duration or severity of dependence 0 3 2 5
Time in treatment 2 0 3 5
Detoxification difficulties or time to reduce 0 1 3 4
Pre-treatment social problem or polydrug use 0 3 1 4
Ethnicity 1 0 2 3
Criminal behaviour/prison sentences 0 2 1 3
Employment/education level 1 0 2 3
Substance use during treatment 0 3 1 4
Gender 0 0 2 2

Treatment characteristics
Methadone maintenance dose 0 0 4 4
‘Therapeutic detoxification’ 4 0 0 4
Psychosocial support during detoxification 0 0 2 2

Table 2. Follow-up intervals and abstinence rates

Study n

Follow-up

interval

(months) Abstinence rates

Berger (1973) 17 6 – 11 9 53%
DeAngelis (1973) 37 3 29 78%
Lowinson (1976) 63 5.2 44 70%
Riordan (1976) 38 19.5 26 68%
Senay (1977) 63 1 16 25%
Cushman (1978) 225 32.4 49 22%
Stimmel (1978) 429 37.6 98 23%
Judson (1980) 112 4 12 37 33%
Des Jarlais (1981) 528 22.8 148 28%
McGlothlin (1981) 94 26 48 51%
Ball (1991) 105 7.2 54 51%
Eklund (1994/5) 50 7.5 25 50%
Byrne (2000) 86 103.2 31 86%*
Breen (2003) 55 1 17 31%
Total 1902 27.8 611 33 %

* The percentage represents 31 out of 36 patients who
completed detoxification.
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gender. None found this to influence post-treatment

outcomes [34,39].

Discussion

One of the aims of this review was to calculate the long-

term abstinence rate after discontinued maintenance

treatment.Wecalculatedapooledabstinencerateof33%,

which is lower thanMilby’s 41% [23].However,Magura

questioned Milby’s abstinence definitions (such as

‘staying off methadone’) as too liberal [24]. Despite the

variations of abstinence definitions across the studies in

our review,ourpooledabstinence rate appears tobemore

conservative than that of Milby. All the studies reviewed

here met a minimum requirement that the abstinence

definition should include both prescribed and illicit

opioids, and most of the studies also included other

substances in their definitions. In addition, the difference

between our and Milby’s abstinence rates may be

explained by factors such as the number of studies

included in the calculation (12 vs. seven) and the time

frame from which studies were selected (1965 – 2003

versus 1970 – 75). Magura also remarked that Milby’s

abstinence rates contained a selection bias, in that they

largely represented a selected subsample (estimated to

50%) of good treatment responders.

The pooled abstinence rate in the present review also

encounters the problem of selection bias, as it

represents a total sample of 1902 individuals selected

from a total of 9718 patients in methadone main-

tenance treatment. With the exception of one natural

experiment, where a clinic was closed down, the study

samples mainly included self-selected treatment re-

sponders, patients who were discharged for

administrative reasons and dropouts. Consequently,

there is no basis for generalization.

The results of the search for possible prognostic

factors were inconsistent, although we did find support

for Milby’s and Magura’s observations of improved

prognosis among rehabilitated patients selected for

participation in so-called therapeutic detoxification

programmes [23,24]. In this subgroup of patients, a

rough estimate for expected post-detoxification opioid

abstinence can be set to around 50%, which is in line

with Milby’s finding [23]. In comparison, the ‘non-

therapeutic’ detoxification group showed a 22% absti-

nence rate, which is considerably higher than Milby’s

corresponding 10%. The difference is probably best

explained by the fact that Milby’s ‘non-therapeutic’

detoxification group consisted of only 78 patients, while

our group counted 958 individuals. Meeting rehabilita-

tion criteria appears to be rather strongly associated

with post-detoxification success.

Among other possible prognostic factors we observed

a negative relationship between severity of dependence

and abstinence in three of five studies. Further, single

studies indicate that younger patients with less severe

dependence and better pre-treatment psychological and

social functioning could be associated with improved

prognoses. The heterogeneity of the studies makes it

difficult to provide a reasonable conclusion about these

prognostic factors.

If this review were to have any implications for

practice, we have three recommendations. First, and

most importantly, patients should not be detoxified

against their will or too early. It should also be seen as

problematic to close down maintenance programmes

without treatment alternatives. Secondly, patients in

indefinite maintenance who have achieved sufficient

stabilization should be given the opportunity to make

an informed choice on the continuation or discontinua-

tion of treatment. If discontinuation is chosen, a flexible

Table 4. ‘Therapeutic’ vs. ‘non-therapeutic’ detoxification

‘Therapeutic’ ‘Non-therapeutic’

Study N n Abstinence n Abstinence

Berger (1973) 17 17 100% 9 53%
DeAngelis (1973) 37 37 100% 29 78%
Lowinson (1976) 63 63 100% 44 70%
Riordan (1976) 38 38 100% 26 68%
Senay (1977) 63 63 100% 16 25%
Cushman (1978) 225 89 40% 41 46% 136 60% 8 6%
Stimmel (1978) 429 88 21% 50 57% 341 79% 48 14%
Des Jarlais (1981) 516 202 39% 88 44% 314 61% 56 18%
McGlothlin (1981) 94 94 100% 48 51%
Ball (1991) 105 23 22% 7 30% 82 78% 27 34%
Eklund (1994/5) 50 50 100% 25 50%
Byrne (2000) 36 36 100% 21 58%
Breen (2003) 55 55 100% 17 31%
Total 1728 688 40% 323 47% 1040 60% 237 23%

One study [36], which did not indicate whether detoxification was ‘therapeutic’ or ‘non-therapeutic’, was omitted from this table.
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detoxification scheme should be employed and patients

should have the option of returning to maintenance.

Thirdly, time-limited treatment programmes may be

the right option for carefully selected patients. Again,

flexible dose reduction protocols and the possibility to

transfer to long-term maintenance treatment appear to

be the most ethical treatment philosophy.

Our observed abstinence rates and suggested prog-

nostic factors should, however, along with these

recommendations, be seen in the light of several

limitations. The selection bias has already been men-

tioned. More importantly, our study selection criteria

did not prevent the inclusion of poor quality studies.

Finally, the included studies represent great variations

in patient characteristics, treatment practice, assess-

ments, abstinence definitions, follow-up intervals and

methodology. Our findings should therefore only be

interpreted as indicators.

A striking feature of this review is the modest number

of identified published empirical findings on absti-

nence-orientated or discontinued maintenance

therapies. There is a widespread practice for such

treatments and solid reasons to attempt this route, but

in spite of a search strategy with liberal requirements to

study design and methodology, the number of studies

of post-treatment abstinence that could be located is

remarkably low.

Moreover, the research literature has barely been

updated the last 20 – 30 years and is probably not

representative for current patient populations and

treatment practices. For instance, changes over time

is described in a US study showing that the percentage

of patients receiving daily methadone doses of 60 mg or

less decreased from 79.5% in 1988 to 35.5% in 2000.

This considerable change in treatment practice is likely

to influence retention rates, which again will presum-

ably contribute to an increase in the number of

rehabilitated patients eligible for detoxification.

With regard to research needs within the field of

abstinence-orientated maintenance treatments, there is

a particularly large void in the literature on buprenor-

phine. This partial agonist is regarded as less addictive

than full agonists such as methadone [25,26] and may

thus be more appropriate for an abstinence-orientated

treatment approach. Future comparisons of the long-

term outcomes of discontinued methadone versus

buprenorphine treatment are necessary. Factors asso-

ciated with abstinence do also represent research

needs. There is every reason to elaborate the concept

of patient selection and therapeutic detoxification.

Finally, time-limited maintenance therapy as early

intervention would be of great interest. In such

studies, we suggest a comparison between less and

more severely opioid-dependent patients with regard

to detoxification completion rates and long-term

outcomes.
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