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A very British treatment

Bill Nelles is the
General Secretary of
the Methadone
Alliance
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Like so many sports, Britain invented heroin prescribing,

but others do it better. Why is the UK lagging behind,

asks Bill Nelles.

he last few months have

seen another surge in interest

in the prescribing of heroin
to drug users; even Chief Constables
and Ministers are talking about the
issue in ways that would have been
unthinkable even a short time ago.

The Release conference on heroin

prescribing held in March, emphati-
cally showcased the evidence that is
accumulating about patient outcomes
from diamorphine treatment.
Whereas previous attempts by this
therapy to break out of its 1970’s-
imposed straight-jacket may have
floundered in the politics and
practice of drug treatment, this time
around, the ‘heroin’ debate is
sharpened by two impressive long-
term clinical trials in Switzerland and
the Netherlands. Here, unequivocal
evidence shows that providing clean
and legal diamorphine to drug users
(specifically long-term injecting users
deemed ‘treatment resistant’ to
methadone) is an effective and
valuable intervention with concur-
rent reductions in acquisitive crime.
Health Ministries in both countries
concluded that the clinical trials were

successful and they have committed

themselves to greatly extending the

treatment.

Not just ‘over there’.

But it isn't just in Europe where
heroin prescribing is proving
effective. In an echo of the time Dr
John Marks was prescribing heroin
in Liverpool in the 1980s, Trafford
Substance Misuse Service in Man-
chester feel they have more than
enough evidence of good outcomes
to ensure diamorphine prescribing is
an integral part of their service. And
they are not alone. At least two NHS
centres in London are routinely
prescribing diamorphine, albeit in
small numbers. However, as is often
the case with methadone, the doses

are often unacceptable for patients.

They are certainly much lower doses

than the continental protocols,
where the supervision built into
those programmes gave doctors the
confidence to use higher, and

therefore effective, doses.

Too expensive
Doctors at these UK centres tell me
they would very much like to

increase provision of this service,

because they are seeing acceptable
and positive outcomes for many
patients receiving diamorphine.
However, they feel they need specific
funding for it. This issue of cost is
particularly strong in deterring
provision of this treatment (see
panel). However, many argue there
are also commercial factors that
artificially inflate the cost of

diamorphine in the UK.

More evidence less ideology
Of course, we already have laws and
protocols that allow any NS
consultant in addiction to prescribe
heroin. So why do most NHS
consultants still choose not do so? It
appears that the case for providing
diamorphine - at least to some - has
been proven. But why do so many
still doubt its worth? It is important
for those of us who want to see more
heroin prescribing to recognise that
for many clinicians there are
complex issues to be resolved.
However, there is also such a thing
as refusing to accept logical argu-
ments and ignoring scientifically
reviewed evidence. We need to try
and look at these issues with a more
dispassionate and evidence-based
approach. Broadly, the current
concerns fall into four main

categories which often overlap.
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Diamorphine prescribing, like
methadone prescribing, is not
‘curative’ and, in any case, has
little value over methadone.

Some then go on to argue that it isn't
even ‘corrective’ for the condition
being treated; that those addicted can
all stop using opiates if they want to.
This group of clinicians can divide
into those who accept the value of
methadone prescribing, but not that
of diamorphine; and those who
reject any ‘maintenance’ or even
short-term prescribing approaches.

Back to the future

I find it particularly instructive to go
back to the Hartnoll and Mitcheson
study from the mid 1970’s - and look
at the clinical trials which were
widely taken to demonstrate the
superiority of methadone over
diamorphine. When one re-reads the
paper, it seems that the main reason
methadone was ‘preferred’” was that
its use led to a ‘polarisation’ of
treatment outcomes ~ a few patients
did better by the main outcome
measure of that time - coming off
opiates. The authors accepted that
some outcomes worsened for other
methadone patients.

On the other hand, heroin
prescribing had better retention, but
it was seen to keep people in their
‘status-quo’. The patients did not
change from being dependent drug
users. The authors accepted that
many of the heroin patients re-
mained well and stable

This is particularly impressive given
that the average amount of
diamorphine prescribed to many
patients in these trials was extremely
low: a milligram for milligram
equivalence for methadone and
diamorphine seems to have been the
accepted baseline.

In fact, the authors have often
stated that they did not mean their
work to be taken as evidence that
diamorphine prescribing had failed.

First fail

While the use of oral methadone as
the preferred treatment seems
eminently sensible when viewed
from one perspective, it isn't so good
when looked at from others. An
insistence that every injector must
first try oral methadone and then
‘fail’ before being considered for
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diamorphine treatment might,
perversely, cause more harm to some.
These people may be relatively
undamaged and causing a lot of
community problems through crime
~ 50 offering diamorphine to them
could help both improve health and
reduce offending.

Being stable on oral methadone is diamorphine...is
obviously a good place for long-term

: il - an effective
opiate users to end up, but to get this,
: . " and valuable
we must make this treatment
intervention

universally available in patient-
friendly ways, as this maximises
effectiveness and potential for
success.

IV methadone problems

The issue of injectable methadone is
also relevant here. For some, IV
methadone, with its reduced need for
injections, is an attractive middle-
ground option, and, for some
injectors, it is acceptable. Others
assert that, in contrast to IV
diamorphine, IV methadone
‘damages’ their veins, especially in
higher concentrations. Many
clinicians might suspect poor
injecting technique is to blame, but
such claims need investigation.
People receiving injectable metha-
done are sometimes ambivalent
about complaining ~ believing that it
is unlikely that anything will happen
except the loss of their amps.

Prolonging dependence
However, there are also counter-

Why then can’t
we also accept
that metha-

done may have

arguments that we may further
entrench a more problematic
addiction by putting people on long-

acting methadone rather than its limitations

shorter acting diamorphine, and that
using diamorphine might result in
greater take-up of detox because of
the absence of fears about the length
of methadone’s withdrawals.

Most agree that prescribing oral
methadone has an important place
in treating opiate dependency. Why
then can’t we also accept that
methadone may have its limitations,
and that relying on only one

relatively narrow approach is an

inadequate response?

Providing injectable drugs is
unacceptable in a treatment
context and causes harm rather
than reduces it. It is not acceptable
for people to keep injecting
This is a much more finely-balanced
issue. I can understand those
clinicians who regularly see users
presenting with ever-decreasing veins
and who try to treat the range of
injecting-related damage. But how
much of that damage comes from
injecting substances not intended for
IV administration? This remains the
lot of most users who cannot stop
injecting under our current system.
There are also concerns about
whether using diamorphine leads to
escalating tolerances and endless
increases in dose. This fear is still
common despite the fact that
experienced practitioners have
demonstrated that this does not
occur. Users reach a plateau.
However, as with methadone,
adequate dosage seems a key issue.
Perhaps the most important point
is that there are some people who
just cannot stop injecting, and if the
NHS provides them with no services
relevant to their needs, they are lost
in the wasteland. We seem to believe
it is acceptable to leave them there
until they decide to change to our
way of thinking. Can this really be
‘harm reduction’ in action?

Concerns about the

acceptability of expanding

heroin prescribing when many
people cannot get high-standard
methadone maintenance.

It is logical that people should start
with good oral methadone. From
another perspective, however, the
argument is more flawed as it takes
into account neither human nature
when thwarted nor the intricacies of
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opiate addiction. And given the
enormous returns that would come
from reducing criminal activity,
surely we can find a way to afford

both treatments?

It is dangerous to addicts and for
society as the users would get a
drug some of them prefer. There is
also a risk that the drug would be
diverted, creating more dependent
individuals.

The argument that we should not
provide heroin because it is what a
certain percentage of those addicted
actually want, seems to me to be valid
only if there are very serious and
obvious problems when the
diamorphine is provided. No one is
talking about making diamorphine
the only option that people can
receive — there will still be many
people who will choose methadone,
and other treatments like bupren-
orphine, because they actually want
these treatments. But factoring in the
personal preference of the patient
must play some part in the likely
success of the eventual treatment.

The issue of diversion of prescribed
heroin is one that cannot be ignored
— particularly given the role that
unrestricted and uncontrolled
prescribing played in increasing the
numbers of those addicted to
diamorphine in the early and mid-
1960’s. Because of this, it will always
be an ‘Achilles Heel’ for the advocates
of diamorphine, and any model of
care that wishes to be credible must
demonstrate that this does not occur
or is minimised.

In reality, however, there seems a
complete absence of an illicit market
in pharmaceutical diamorphine in
those areas that provide it. Could this
not be because those drug users
receiving it feel that they are getting
something of real value that they

need for themselves?

Need for controls

Commonsense tells us that there
need to be significant controls over
the prescribing of diamorphine. The how much
fear of diversion — whatever the damage

reality — mandates this. It is right to comes from
injecting
substances not
intended for IV

administration?

proceed with caution. However, to
assume that it will all end like it did
forty years ago in very different times
with very different rules is not

reasonable. There are user organisa-
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tions whose co-operation can add
weight to the importance of ensuring
minimal diversion.

So let us look at the issue with an
open mind. Even the Liverpool
police were apparently clear about
the lack of diversion of the
diamorphine prescribed by John
Marks in the 80's, clear about the
reductions in criminal activity by
users in his programme and the
benefits of a greatly-reduced local
black market. It is also important to
remember that Stimson, Shanahan,
and Metrebian, when evaluating UK
diamorphine prescribing in the
1990’s, successfully used simple,
common-sense measures to elimi-
nate diversion of prescribed drugs in
their trial. These still allowed patients
to lead relatively normal lives without
excessive supervision.

These broad strands endlessly fold
into each other when the arguments
about diamorphine treatment are
rehearsed. Then, because there is no
one clear answer to all these
concerns, we deem the problem

insoluble.

Where there’s a will

[ do not believe that it is out of some
innate cruelty on the part of doctors
that suitable prospective patients are
being denied access to pharmaceuti-
cal diamorphine. It is more because
there is a deep ambivalence among
many of the specialist psychiatrists
who run treatment centres, as well as
other key players in the treatment
field, about whether or not providing
heroin to those addicted to it is
‘proper.

We seem to have already agreed
that there cannot be one ‘golden’
treatment to fit all. If specialists did
agree that more diamorphine
prescribing should happen, politi-
cians would fund it - especially if it
does ' pay for itself " in social returns.
What seems to be happening now is
that the politicians are starting to
question whether the UK treatment
specialists are correct in their
concerns. ls their cautious disposi-
tion, in fact, destructive to really
‘tackling drugs together?

Hartnoll, et al. (1980) Evaluation of heroin
maintenance in controlled trial. Archives of
General Psychiatry: 37, p.877-884
* Metrebian, et al (1996) Diamorphine

prescribing in the UK: an overview. European
Addiction Research, 2, 194-200.

The cost of diamorphine

Home Office concerns about drug diversion appear
to lay at the heart of why diamorphine is so
expensive to prescribe for heroin users.
Depending on the relative doses, prescribing
diamorphine can be up to seventeen times the cost
of oral methadone.

Backin 1979, diamorphine tablets were
withdrawn and replaced by freeze dried ampoules.
Dr David Marjot was prescribing heroin to users at
the time; *heroin was cheap, a 5mg tablet cost the
equivalent of 2p.The freeze-dried ampoules of
herain cost around £1each. This ‘bust’ our drug
budget and forced us to prescribe mainly oral
methadone. Only a handful stayed on heroin’,
Freeze-dried ampoules are specifically formulated
to discourage diversion. The slightest moisture,
even condensation from carrying in a pocket
dissolves the ampoule.

To produce diamorphine you need a Home
Office licence. And to guard against diversion, just
one company, McFarlan Smith, has got one. But
the real money is made by the companies like
Celltech and Hillcross who formulate the drug into
amps.

In the early nineties, another company tried to
muscle in, but was rejected an the grounds that
under the Single Convention on Narcotic ngs,
Britain was obliged to restrict narcotic imports to
the minimum required to ensure a regular legal
supplies. The company sued in the European Court
claiming this contravened European Treaty
regulations governing the free movement of goods.
From a complex ruling, beth sides claimed victory,
but still today only one company has the licence.

Yet some feel the risks of diversion are over-
stated. Trafford Substance Misuse Services
prescribe diamorphine for 28 users at a cost of
over £175,000. Best estimates for Manchester
show the city has 2000 heroin users in treats
out of a total user population of about 10,000. If 10%
of those in treatment received an average daily
dose of 500 mg of diamorphine, you would have
200 people consuming 100 grams of diamorphine
every day. How does that compare with the
amount of heroin available on the street? If, for
argurments sake, the 8000 users not in treatment
are consuming at least haif a gram a day, that's
4000 grams or 4 kilos of heroin. At around 40%
purity, this equates to 1.6 kilos of pure heroin on
the street every day. To which you would only be
adding another 100 grams from those receiving
scripts, assuming the whole lot is diverted. If
heroin was more readily available on the NHS,
then more of those 8000 users might coma
forward and perhaps more legal heroin would be
diverted. But even so, heroin maintenance would
only ever be provided for relatively few users.

As it stands, the Home Office is able to restrict
production and takes a dim view of anybody
wanting to prescribe other than expensive freeze
dried ampoules. This in tum maintains profit
margins for the pharmaceutical companies
(although amp prices did fall after the court case
exposed excessive profits). And the doctors who
are ideologically against diamorphine can simply
point te the high costs. Everyone’s a winner —
except the users who, as the European research
shows, could benefit from more flexibility.

Harry Shapiro
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