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Abstract

There have been recent calls from within both Scotland
and England for the wider prescription of heroin to heroin
addicts as a way of coping with our burgeoning drug
problem and as a route to reducing drug related
criminality. But how feasible is heroin prescribing in this
context? This paper considers some of the existing
research evidence relating to heroin prescribing and looks
also at the ethics and practicalities of prescribing heroin
to heroin addicts in Scotland. We conclude that whilst the
evidence on the benefits of heroin prescribing is far from
clear cut there is a case for mounting a Scottish trial of
heroin prescribing. Such a trial would need to be tightly
controlled and rigorously evaluated. It would need to show
that heroin prescribing was associated not only with a
comparable level of harm reduction, as methadone
prescribing, but that it was also an effective route towards
drug users’ eventual recovery and drug cessation.

Introduction

Since the early 1980s Scotland has had a growing heroin
problem. With over 51,000 adults estimated to be dependent
upon the drug that problem is thought to be proportionately
around one and a half times greater than in England. "2 The
approach to dealing with this problem is essentially the same in
Scotland as it is for the rest of the United Kingdom: a
combination of law enforcement to restrict supply, education
and information to discourage misuse and reduce harm, and
treatment for users, sometimes combined with court orders
when users have offended. The commonest form of treatment
in Scotland is methadone maintenance, with approaching half
of Scotland’s 51,000 users being prescribed the drug.®
However recent research has shown that many of those drug
users receiving methadone within Scotland are continuing to
use illegal drugs.*

In the light of the continued extent of the drug problem within
Scotland, the persistence of around 300 addict deaths each
year and continuing high levels of drug related crime there have
been recent calls, including from the previous drugs minister
(Dr Richard Simpson), for doctors to be allowed to prescribe
heroin for those addicts who are failing on existing treatment
programmes.® Such calls have also been made recently by
senior police officers in England,® for example, from the Deputy
Chief Constable of Nottinghamshire.

Whilst the various appeals to allow doctors to prescribe heroin
to addicts are often presented in the media as a radical
departure from current policy, in fact heroin prescribing has
been a long standing element of the “English system” of drug

treatment since the 1950s. Following the second Brain
Committee (1965), United Kingdom doctors were required to
obtain a licence to prescribe heroin to heroin addicts although
it appears that the number of doctors licensed to prescribe
heroin to addicts is very small in number. Metrebian for
example, identified a total of 70 doctors currently holding Home
Office licences allowing them to prescribe heroin to addicts;
none of these were based in Scotland. ”

Setting aside the question of how radical a shift in policy heroin
prescribing to addicts would be, there clearly are enormous
risks associated with any policy that involves providing
individuals with the very drug that they have become dependent
upon. But might those risks outweigh the potential benefits? To
answer that question needs a careful weighing of the risks, and
how they might be mitigated, against the potential benefits.
Before looking at the pros and cons of heroin prescribing it is
worth summarising the results of the small amount of research
which has been undertaken on this topic.

Previous Research

To date there have only been a few studies that have looked at
the impact of heroin prescribing. In London in the 1970s
Hartnoll and colleagues randomly allocated 96 heroin addicts to
receive either injectable heroin or methadone.® This study found
that addicts prescribed heroin tended to remain in treatment for
longer but they also tended to continue to use other drugs and
to continue to inject. In the case of those on methadone the
pattern tended to be one of either continuing to use a multitude
of drugs or ceasing their drug use entirely. This study was
enormously influential in making methadone rather than heroin
the drug of prescribing choice for doctors’ dealings with heroin
addicts. Meterbian and colleagues undertook a 12 month
follow-up study of 58 long term opiate addicts who were offered
either injectable methadone or injectable heroin.® Somewhat
surprisingly only two thirds of those offered heroin opted for this
treatment with the remaining choosing methadone - indicating
that by no means is it the case that all heroin addicts would even
wish to be prescribed heroin were this to be more widely
available. Atthe 21 month follow-up point the patients who were
receiving heroin were more likely to have remained in contact
with their treatment agency. There were, though no significant
differences between the two groups in the level of their drug use
and associated behaviours.

More widely reported than this London study are the various
heroin prescribing studies undertaken in Switzerland and the
Netherlands. In Switzerland, Uchtenhagen and colleagues
carried out a series of studies in the mid to late 1990s
comparing samples of drug users who were prescribed either
smokable or injectable heroin, injectable methadone or
injectable morphine. At the 18 month follow-up point those who
were prescribed heroin had reduced levels of criminal behaviour
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and illegal drug use and improved social functioning. This study
did not have a control group, nor were patients randomly
assigned to receive heroin. As a result it is not possible to
attribute the positive changes in drug users behaviour to the
provision of prescribed heroin.'®'"'2 From the Netherlands, van
den Brink and colleagues undertook a heroin trial and found
that those drug users who were prescribed heroin were slightly
less likely to be retained in treatment compared to those on
methadone although the health of those addicts who received
prescribed heroin was better than that of those addicts
prescribed methadone. ™

It is evident on the basis of the studies that have been carried
out that heroin prescribing is a good deal more costly than
methadone prescribing. According to the Center for Addiction
and Mental Health, methadone prescribing is thought to cost
between £1320 and £3550 per patient. Within the Swiss trial the
costs of heroin prescribing were estimated at £8030,° whilst in
the Dutch trial the costs of heroin prescribing varied between
£9,775 to £17,109." Whilst heroin prescribing to addicts is
considerably more expensive than methadone prescribing the
greatest element of that additional cost does not relate to the
cost of the drug itself but to the administrative and support
services required to safely provide heroin to addicts on a daily
basis. Clearly these costs are going to vary considerably
depending upon the numbers of individuals to whom heroin
would be being prescribed and the circumstances within which
such prescribing were occurring.

Having reviewed the existing global literature on heroin
prescribing Stimson and Metrebian concluded that: “The
evidence base (in relation to heroin prescribing) is relatively
weak - with only a few studies and only four with control groups
for comparison... A cautious assessment of the evidence
suggests that heroin is potentially an effective treatment for
some patients, but that this has not yet been conclusively
proven.”'* In the remainder of this paper we consider the ethics
and practicalities of prescribing heroin to heroin addicts in
Scotland.

The Ethics and Practicalities of Prescribing Heroin
to Heroin Addicts

Providing a powerful narcotic on a regular basis to addicts
inevitably gives rise to concerns that doctors are not so much
treating addicts as becoming their drug supplier. In doing so
there is the fear that the doctor may actually be continuing rather
than treating the individual’s addiction. Whilst there will be clear
fears in any system which results in doctors effectively
supporting drug users’ long term addiction it is also the case
that in relation to methadone the case for long term prescribing
has largely been accepted. There are though other risks
associated with a policy of heroin prescribing. One of those risks
has to do with the pressure that doctors may be placed under
to provide, or to continue to provide, the drug by individuals who
are motivated first and foremost by their own need to assuage
their craving. At the moment we know relatively little about
whether addicts have a ceiling in terms of the maximum amount
of heroin they feel they need. As a result the pressures medical
practitioners could be put under to prescribe ever larger
amounts of the drug could be considerable. Given this risk and
our lack of knowledge of the amounts of heroin that might be
demanded, it might be wise to set firm and possibly arbitrary
limits to the amount of heroin a doctor is able to prescribe to
patients who are dependent upon the drug. A further concern
in relation to heroin prescribing is the fear that such a strategy
may undermine other treatment efforts with those who are

dependent upon the drug. If an individual sees failure on these
other programmes as a route to prescribed heroin there is a real
possibility that this may strongly de-incentivise their commitment
to these other treatment programmes.

So is the answer to eschew the provision of heroin to addicts?
Not everyone thinks so. Recent reporting of apparently
successful heroin trials in Switzerland, amongst other countries,
suggests there might nevertheless be some carefully controlled
scope for heroin prescribing.'® The one thing we know that
addicts want is heroin, and the state has access to heroin, which
is of proper quality — pure, safe (to the extent that any powerful
narcotic can ever be safe) and capable of being safely
administered. Can these facts be used to meet the needs of
drug users and the wider society?

In considering this issue the first question to ask is what would
be the purpose of such a prescribing regime. It is an obvious,
but sometimes overlooked, aim of drug policy that existing
addicts should be helped to become free of drugs: regular drug
use ruins health directly and through associated infections,
makes daily life miserable, damages children and others in
addict families, and adversely affects the wider community
through crime and other anti social behaviour. But policy also
aims to reduce the harm to the individual caused by their
continued drug use, for example through the supply of clean
injecting equipment, through information which explains the
risks of different behaviours, or through stabilising addict lives
and reducing the damage they do others.

Prescribing heroin can be ethically justified if it is a route to
becoming drug free. This is not a self-evident proposition as
heroin is a perniciously addictive drug: but after all, we already
prescribe methadone for prolonged periods. This is a drug that
is at least as addictive as heroin but whose main effect is
surcease from craving symptoms. But the intention (and
potential effect) differs in that the aim of methadone
maintenance is to stabilise the addict so that the harms of his or
her continuing drug use can be reduced. In relation to
prescribing heroin there is likely to be greater public and
professional acceptance of this strategy where it is seen as a
route to drug users’ eventual abstinence rather than a road of
long term prescribing. In this sense there is likely to be greater
acceptance of the strategy of methadone maintenance
prescribing than there is likely to be for a strategy of long term
heroin maintenance prescribing. There is some evidence that
heroin prescribing may be an effective route to enable drug
users to become drug free. However if this is not found to be the
case more widely and the argument for prescribing heroin is
principally made in terms of reducing the harm associated with
the individual’s continued drug use there is likely to be rather
less support for a programme of long term heroin prescribing.

What sort of system might be devised to obtain these benefits
but avoid the risks? Trials ought to have two aims: harm
reduction and eventual cessation. Both should be addressed
together. Unlike methadone maintenance, heroin administration
should not be regarded as a pharmacological assistance to
stabilise life while other programmes of support separately
address underlying needs. Rather heroin prescribing would
need to be seen as an integral part of a planned programme of
reducing drug use and behaviour change. The powerful
incentive to the individual of accessing a legal supply of the drug
should be used to encourage positive behaviour. The
programme should be wholly integrated, probably legally
regulated, and time and use limited: it might have a strict limit
of three years; it might be restricted to one attempt only and
access to the drug of choice will limited to those who meet




strict behavioural criteria: no alternative drug use, greater order
in their lives and (perhaps in time) employment or training as
well as stable personal lives. Administration would be expensive
but highly regulated, physically and legally, involving close
cooperation of enforcement, medical and support agencies,
with the availability of the drug determined by compliance with
programme conditions rather than just apparent clinical need.
The most difficult challenge would be one of identifying which
addicts will (and will not) gain access to the programme. For
that reason some form of strict procedure, quite possibly
supervised by a court, though not necessarily after a criminal
conviction, may be needed. In the first instance heroin should
only be prescribed in circumstances where other treatments
have manifestly failed.

The risk would have to be accepted that either during or after
failure of such a programme addicts would return to the illegal
market without their problem solved, but having had their habit
satisfied for a period at public expense; conversely, if properly
managed they will have had some element of stability in their
lives and should have had health and other risks of harm to
themselves and others reduced for that period.

In any programme of heroin prescribing, however, there is going
to be a risk of individuals suffering a fatal drug overdose. At
present we do not know enough about the mechanisms of drug
overdose to be entirely confident about our ability either to
predict those drug users at greatest risk of overdosing, or to
entirely prevent such occurrences. Any programme of heroin
prescribing is going to require the capacity to respond rapidly
to a possible overdose. However it is almost inevitable that at
some point an individual will die as a result of being prescribed
the drug. In that event attention will inevitably come to be
focussed upon the level of care exercised by those involved in
the heroin prescribing programme with the question being
asked whether those staff exercised an appropriate level of care
in the way in which they made the drug available to the
individual. Heroin prescribing, even where it may be associated
with a clear reduction in individual’s drug use, may still carry a
significant risk for both the individual and any staff involved.

Conclusion

In the circumstances that Scotland faces today a case can be
made for running a heroin prescribing trial: highly and perhaps
legally constrained (the mechanism of the Drug Treatment and
Testing Orders might offer a template), with a narrow gateway
for access, heavily managed and wholly integrated (and by no
means heroin maintenance by medical prescription). Any such
trial would need to be rigorously evaluated in view of the very
real dangers associated with prescribing heroin to known heroin
addicts. The criteria for success would be that it offered at least
as much harm reduction as methadone maintenance and a
greater likelihood of eventual cessation. Such success might
justify the substantial cost involved, and might point the way to
a wider programme at a later stage.
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