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ABSTRACT

In the mid 1990°s the UK government began to focus on problem heroin use mainly
as a drug related crime issue, and so attracting and retaining clients became a
treatment priority. The concept of flexible prescribing, matching individual clients to
treatment programmes appropriate to their drug using history and circumstances,
began to gain support amongst politicians and clinicians. As part of this shift in
emphasis, prescribing heroin to heroin addicts re emerged as a treatment optton.
Injectable (and smokable) diamorphine (pharmaceutical heroin) began to be
prescribed in a small number of drug dependency units under the direction of local
psychiatrists, including two in North West England.

One hundred and thirty three registered drug users were interviewed between August
1995 and February 1997 using a structured questionnaire. Three key areas and their
association with heroin substitution prescribing were addressed; levels of criminal
activity, levels of illicit drug use, and a range of client held perceptions and
attributions regarding coping/quality of life.

The mean age of the sample was 30 years, and 75% were male. 61% had used illicit
heroin in the past month, spending on average £638, on a habit of 4g per week.
Clients were subdivided on a number of variables and comparisons were made
between groups according to (IV) prescription type (which drug), and form
(injectable/smokable/oral mixture). Significant differences were found across each of
three key variables, including differing levels of illicit drug use according to
‘prescription form, and differing levels of specific criminal activity according to
prescription type. Significant effects included; Clients on prescriptions which
included ampoules were significantly more likely to report being able to cope with
life, and spent significantly less time on drug taking activities, than those clients
receiving other prescriptions, Clients on prescriptions which included ‘reefers’
(smokable) reported significantly less shop lifting than clients receiving other
prescriptions.

It was concluded that the available empirical evidence regarding heroin prescribing 1s
limited, and although some clinicians are yet to be convinced, it seems heroin does
have 1ts merits as a viable treatment option. Issues of cost and possible dispersion
remain, and are discussed in relation to the continuing development of substitution
treatment policy in the UK.
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Chapter One — REVIEW OF THE LITERATURE



Chapter One — REVIEW OF THE LITERATURE

1.1. Heroin and heroin use

1.1.1 Heroin

“Among the remedies which it has pleased Almighty God to give to man to

relieve his sufferings, none is so universal and so efficacious as opium”™
Thomas Sydenham (1624-1689)

Known as either “the Shakespeare of medicine” or “the English Hippocrates”,
Thomas Sydenham was the founder and first president of the Royal College of
Physicians. Sydenham was physician to the King and widely recognized as a founder
of clinical medicine and epidemiology, he was also one of opium’s’ earliest

supporters. (Encyclopaedia Britannica 2005)

Heroin (derived from ‘heroisch’ the German word for hero) was first synthesized in
1874 from morphine, the main psychoactive ingredient of opium (others include
codine). Morphine 1s reacted with vinegar (diacetic acid) producing diamorphine, or
heroin, which has similar pharmacological properties but greater potency. (Gossop et

. al 2005) Opium 1s a naturally occurring substance extracted from the seedpod of
certain varieties of poppy plants. It was first commercially marketed in 1898 as a new
pain remedy, and became widely used in medicine in the early 1900s until it became a
controlled substance following the 1917 Defence of the Realm Act. (It was observed
that soldiers fighting through the first world war had begun to use heroin and

politicians believed that this use could threaten its successful outcome).



When 1njected, heroin produces a feeling of intense euphoria and pleasure, often
followed by happiness and relaxation. Standard doses do not generally impair
intellectual or motor ability (after the first 45-60 minutes), although larger doses can
lead to light sleep or sedation. Smoking and sniffing heroin provides a milder ‘rush’,
whilst orally, heroin provides no ‘rush’, hence its unpopularity as a method of

consumption.

1.1.2 Heroin use: prevalence

Estimates of the prevalence of heroin are known to be imprecise for a number of
reasons including sampling and reporting problems, and clients’ reluctance to admit to
using ‘taboo’ drugs associated with more social unacceptability. According to the
Drug Misuse Database, which monitored numbers of new problem drug users known
to services in Britain from 1993 to 2001, in the six months ending September 1993,
7,700 ‘new’ clients (either presenting for the first time or following a minimum six
month break from treatment) reported that heroin was their main drug of use. In the
s1x months ending March 2001, this number had risen to 22,431. (Dept of Health,
2002a) According to the Home Office, the number of notified heroin addicts increased
from 14,447 in 1995, to 30,573 in 1996 (Home Office, 1995,1996)

(see Table 1.1 below) (the Addicts Index, which focused on opiate and cocaine

addicts known to doctors, was ended in 1996)



Table 1.1: Numbers of drug offenders and notified druge addicts in Britain, 1975-
2000

Drug offenders ~ Notified drug addicts

Cannabis Heroin Cocaine Amphet. LSD Ecstasy TOTAL Heroin TOTAL
1975 8987 393 379 1501 826 - 11846 812 1458
1980 14912 751 476 827 246 - 17158 1657 2441
19835 21337 3227 632 2946 539 - 26958 8090 3819
1990 42209 1605 860 2330 915 286 44922 14497 17755
1995 76694 4219 2073 10364 1268 3281 93631 24530* 37164*
2000 75985 12297 5451 6637 260 6630 104390
notes:

* There were 30,573 heroin and 43,372 in total addicts in 1996 (last year of Notified Addicts
Index)

Sources: Home Office (1997). Statistics of drug addicts notified to the Home Office, UK 1996.

London: Home Office
Home Office (2002). Drug seizure and offender statistics, UK, 2000. London: Home Office

The figures above 1llustrate the rapid rise in the number of heroin offenders 1n relation
to other drug users; from only 393 1in 1975 when heroin otfenders were amongst the

lowest number, to 12,297 in 2000, second only to cannabis.

In order to try and improve the accuracy of the figures, researchers have estimated the
total prevalence of opioid clients from the number of notified opioid clients, by
employing a multiplier of five (see Hartnoll et al., 1985, for the London-based study
which originally suggested this ﬁmltiplier). Applying this multiplier to the final count
of notified drug addicts in Britain in 1996 (43,372) produced an estimated total
prevalence of about 216,000 drug addicts — including about 200,000 addicts of heroin
and/or methadone.(Frischer et al. 2001). Estimates for the UK in 1998 put the total
number of heroin users at 299,000 (about 1% of the adult population) (Bramley-

Harker 2001).

In the case of heroin, prevalence may now (2005) be as high as 300,000, compared

with about 200,000 1n the m1d-1990°s, 50,000 in the mid-1980’s, 10,000 in the mid-



1970’s, less than 5,000 in the mid-1960°s and less than 1,000 in the mid-50’s.

(Newcombe 2006, in press).

1.1.3 Heroin use: consumption

Patterns of heroin consumption have changed considerably over the last 80 years, in
terms of users, drug, and form. In the first half of the 20™ century it was used mainly
by medics and 1atrogenic addicts, and by soldiers in the First World War. Heroin
developed through the ‘hippys’ of the 1960’s in the South East, into a drug associated
with poor/unemployed working class addicts around the country from the 1980’s.
Between 1960 and 1980 street heroin was most often injected or sniffed, and came in
the form of a pure white crystalline powder, known as ‘Chinese White’. The 1980°s
saw the arrival of a cheaper alternative, originating in Pakistan and Afghanistan, a
brown and often heavily adulterated product which could also be smoked — a factor
which increased its appeal to a wider audience. Dealers would “cut’ the heroin with a
variety of adulterants (to maximise profits) including lactose, glucose, chalk,
paracetamol and caffeine (for example, catfeine 1s added because it increases the
‘smokability’ of brown heroin). The levels of purity, and in particular the presence of
potentially harmful substances in unknown quantities, is a factor in the argument for
the controlled prescription of pure unadulterated heroin to reduce the risk of
accidental overdose and to address other health 1ssues. The purity of heroin over the
last 20 years is shown in Table 1.2. (The purity of ‘street’ deals is about half the

official rate, ie. 15-25%)



In Britain today, users’ slang names for heroin include ‘gear’, ‘smack’, ‘skag’, and
‘brown’. Injecting heroin is called shooting up, cranking, digging and fixing — while

smoking heroin is called ‘chasing’ or ‘tooting’

Table 1.2: Purity of illicit powder drugs in England & Wales: Police seizures
1984-2003

HEROIN
1984 43-48%
1985 36-43%
1986 30-38%
1987 29-32%
1988 33-41%
1989 35-40%
1990 36-40%
1991 37-47%
1992 41-47%
1993 29-48%
1994 39-44%
1995 40-44%
1996 44-45%
1997 35-36%
1998 34-41%
1999 39-46%
2000 41-51%
2001 43-54%
2002 34-45%
2003 28-42%

Source: Mwenda L. et al (2005).Drug seizures in England & Wales 2003.London:Home

Office
(Figures from 1992 based on seizures in E & W only (prior to 1992, figures are for UK)

(figures are ranges for quarterly purity statistics)

Estimates of the average prices of standard retail units (a gram/dose/ounce) and
wholesale amounts (kilograms/thousand doses) of drugs are compiled by the National
Criminal Intelligence Service (NCIS) from figures provided by local police forces and
other experts. National averages are shown 1n Table 1.3 below. Prices in many cities

and towns fluctuate from the national average depending on supply and demand. For
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instance, the cheapest heroin can now be purchased in Liverpool and Manchester,

where a gram costs around £25-£30 in 2005. (anecdotal)

Table 1.3: Retail price (£) of illicit drugs, UK, 1997-2000

_ Cannabis

Skunk Resin Herbal Heroin Cocaine
1997 163 07 95 74 71
1998 154 93 91 74 77
1999 151 100 89 65 63
2000 145 85 82 70 65

Retail units: grams for heroin, cocaine; ounces for cannabis,
Source: Home Office (2002). Drug seizure and offender statistics. London: Home

Office.

1.2 The British System; Key changes/influences in the approach to substitution

treatment provision in the UK.

It continues to be the case that opioid dependency is an increasing issue in the United
Kingdom, with high individual, communal and societal costs. Heroin dependence is
perceived by clients, practitioners, researchers, policy makers and law enforcers alike
to present major health problems and costs to the individual and to the state. In 2001-
2002 the Audit Commission (2002) estimated that the treasury, on drug related
problems, spent between three and four billion pounds. Clearly the 1ssue of heroin
dependence has high medical, legal, individual, social and criminal costs, and the
debate concerning the impact of prescribing heroin and methadone substitution
treatments on these respective costs continues to be played out by researchers and

policy makers alike. In the often highly charged atmosphere of public health, the



notion of flexible prescribing, tailoring treatment options to the needs of the

individual rather than the policy of the service, continues to be a controversial one.

1.2.1 Substitution treatment 1920°s — 1960°’s

The last 80 years have seen the UK response to opioid dependency vary enormously,
reflecting changing perceptions regarding the notion of addiction, different political
and historical contexts, and power shifts between the legal and medical professions.
The option to discuss and implement the prescribing of heroin and other opiate drugs
seemed far from the minds of those pushing for the prohibition of opium, heroin,
morphine and cocaine in 1920’s Britain. (Dangerous Drugs Act). However it soon
became clear that rather than purely criminalise heroin dependency, as in the USA,
British policy makers and health care providers believed that there was a significant

medical aspect to the i1ssue which should be recognised in service delivery and

treatment options.

The UK remains distinct in the fact that it 1s one of the few countries, which
incorporates the prescription of pharmaceutical heroin r(diamorphine) in the range of
treatment options available to those dependant on opiates. In 1926 the government
accepted the advice of the Rolleston Committee (Departmental Committee on
Morphine and Heroin Addiction, 1926) who published a report establishing the right
of medical practitioners to prescribe opiates for the treatment of certain patients, and
from this report ‘the British System’ was born.

“Prescribing opium for addicts is reasonable if: the patient could not be

withdrawn without serious withdrawal symptoms; if the patient was
undergoing a gradual withdrawal; and if the patient needed the drug to lead a

useful and normal life” Rolleston Committee 1926



The treatment for opioid dependency was now (1920°s — 1960°s) seen as the domain
of the medical practitioner, and if that practitioner felt that with a prescription for an
opioid drug the patient would be more able to lead a “useful and fairly normal life”,
not otherwise possible, then the prescription protocol was met and the drug/s were
prescribed. As the quote above detailed, this protocol was broadly divided into three
categories; those who could not lead a ‘normal’ life unless a certain minimum dose of
an oploid drug was administered; those who would experience unsafe and significant
withdrawal symptoms should the opioids be discontinued; and those requesting a

managed supervised withdrawal scheme.

Strang (1989) highlighted the fact that one of the main features of ‘the British System’
was its distinct /ack of any central system, as in practice, the vast majority of
prescribing doctors were community based general practitioners. These practitioners
were essentially autonomous individuals charged with the development of treatment
prescribing programs in accordance with their own professional experience and
perceptions of the client needs. Stimson and Metrebian (2003) concluded that on the
whole this approach worked well with those clients presenting at the time, most of
whom were ‘middle class’ professionals having become dependant through the
prescription of opiates for medical treatment (“known as therapeutic or iatrogenic
addicts™), or directly because of their exposure to opiates as a result of their position
1n the medical/nursing profession. The main feature of ‘the British system’ continued
to be maintenance and management of the addiction in a medically controlled manner

delivered by general practitioners.



Historical commentators would be keen to point out to future policy makers that this
system was born at a time when the extent of the opiate dependency issue was
minimal 1n the UK. Praise has been offered to the ‘British System’ with the fact that
there were relatively few dependent users being offered as a indicator of its success.
However, others (eg. Strang 1989) believed that the system, (operating at a time when
few individuals were dependent on morphine and even fewer on heroin) only worked

because there were so few dependent users.

In the 1960’s the ‘British System’ began to be challenged because heroin dependence
in young people began to be seen as a significant issue. A very different group of
clients was formed who initially obtained their drugs from private general
practitioners, mainly in London. It was becoming increasingly clear that a ‘black
market’ was being created, made possible by a small number of private practitioners
over prescribing (Spear 1994). It was suspected that the ‘system’ was actually
encouraging the rise of the problem, making supplies readily available to those who
could afford them, and drug dependency was seen as a socially transferable ‘illness’
which required treatment. As a direct result of the increasing level of concern
regarding the rise of a potential black market, the Brain Committee was first convened
in 1961 (Interdepartmental Committee on Drug Addiction, 1961). Although this initial
committee concluded that the overall problem was still relatively too small to warrant

large scale changes to the policies and practices already in place, it was soon to

reconvene in the light of a global increase in recreational drug use and hedonism as
the 1960’s got into full swing. Stimson and Metrebian (2003) concluded that those

doctors who thought they were helping to contain and prevent any illicit heroin

-/
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matrket were in fact fuelling it, by over prescribing to individuals who would then sell

part of their “script’ to those seeking (initially) to use heroin for recreational pleasure. |

The early 1960°s saw another key development with the resurgence 1n the use and
popularity of methadone, a synthetic opiate drug originally invented by the Nazi’s
during World War Two. According to popular legend in Germany, methadone,
invented as a substitute for heroin, was initially christened Dolophine in honour of
Adolf Hitler. In reality, the name comes from the Latin dolor, meaning, "pain", and
fin, meaning, "end": hence "end of pain". The Allies had managed to stop supplies of
heroin reaching the German troops, without effective pain relief the German war
effort would soon be over. German scientists were charged with inventing a
replacement, and methadone was created. Following the defeat of the Germans,
methadone became a largely forgotten drug until 1965 when 1t was ‘rediscovered’ by
two American doctors, Dole and Nyswander who hailed 1t as an 1deal maintenance
treatment option for those individuals presenting with an addiction to heroin, and
‘substitute prescribing’ was born..(Dole and Nyswander 1965). They highlighted two
key advantages methadone held over heroin; the first that it was dispensed in syrup
form and therefore able to be administered orally (and not amenable to injecting), and
secondly, that it was long lasting (up to 30 hours as compared to up to eight for
heroin) and clients could therefore be given single daily doses. A third advantage was
that it was far less ‘pleasureable’ than heroin, though it did stop withdrawals. When it

did reconvene, the Brain Committee encouraged practitioners to consider methadone,

not just as a form of maintenance, but also increasingly as a drug of withdrawal.
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The second Brain report in 1965 also recommended the development of a compulsory
notification system for drug clients, the establishment of specialist drug dependency
clinics, and maybe most significantly the restriction of heroin prescription to clients to
a smaller number of licensed doctors — generally psychiatrists. (Interdepartmental
Committee on Drug Addiction, 1965). Drug treatment began moving from GPs to
specialist multi-disciplinary drug clinics, and from maintenance on various drugs to
maintenance on methadone only — and later toward methadone detoxification only.
The Brain report directly resulted in several significant developments leading to the
demise of ‘the British system’ and changes in legislation, most notably the Dangerous
Drugs Act of 1967, and the establishment of Drug Dependency clinics in 1968.
Following the Dangerous Drugs Act (1967) Home Office approval, by way of a
specific license, had to be gained by any doctor wishing to prescribe either heroin or
cocaine to clients. The establishment of the Drug Dependency clinics represented an
important shift in emphasis relating to the response of healthcare professionals. In
their first year of operation [mostly in London], Strang (1989) reports that 1,306
clients were registered at the clinics, mostly dependent on heroin. The emphasis was
now one of dual aims; to treat the addict with appropriate medical intervention, and to
treat the ‘problem’ 1n terms of the spread/social costs of increased heroin availability.
“The tension between treatment and care on the one hand and social control on the

other has since been a continuing feature of drug policy and medicine’s involvement

In this field” (Stimson and Metrebian 2003, p6)

1.2.2 Substitution treatment 1970°s — 1980’s

In the early 1970’s drug dependency units began moving away from prescribing

heroin, favouring oral (and sometimes injectable) methadone. In effect, drug

12



dependency units were pushing for detoxification and withdrawal regimes, with
abstinence rather than maintenance, being the treatment goal. This was echoed in the
law enforcement arena, with the introduction of the 1971 Misuse of Drugs Act, which
extended prohibition to many more drugs and increased associated penalties. In short,
drug services were now there for one purpose: to help people ‘get off” drugs, as the
sole alternative to being criminalized for them. This new abstinence-only policy lasted
for almost two decades. Those who favoured this change in treatment cited two major
issues; a generally improving regard for the use and effectiveness of methadone, and
the continuing concerns about ‘black market’ leakage of prescribed heroin. Ashton
(1981) supported this latter beliet, concluding that maintenance prescribing was not
stabilising many users, and that there was evidence of continued criminal activity and

‘topping-up’ prescriptions with 1llicit heroin.

It 1s certainly true to say that some argue this shift in emphasis was neither prompted
nor widely supported by research findings. Fazey (1989) stated that the changes in
policy, far from being based on sound empirical findings, were in fact the result of a
small but influential group of (mainly) psychiatrists who adopted the moral high
ground and declared that drug users should not be prescribed drugs of their own
choice. In a sense this represented a medical/professional ‘fashion’; imposed upon
those who were expected to follow. Fazey (1989) pointed out “There is no tradition,
in the UK at least, of evaluation of treatments. Research has always been done on the
effects of particular drugs and their effectiveness in bringing about physical changes

and controlling disease, but not evaluations which look at other variables”.

13



(It should be noted that from the early 1990’s there was a sharp increase in the amount
of research in most areas of the drugs field, and the conclusions of some of the

treatment focused work will be discussed 1n later chapters).

Those who had not favoured this change in focus argued that by the mid 1970°s there
was a growing level of disillusionment with this shift in emphasis and its resulting
treatment ‘options’ with medically administered heroin maintenance programs
replaced by methadone treatment/reduction programmes, administered through Drug

Dependency Units.(Marks 1990)

There was no formal change in policy to support the move away from prescribing
heroin, and the findings of the first (and to date, only) randomised control trial
comparing oral methadone to injectable diamorphine, proved inconclusive. (Hartnoll
et al 1980). This study is presented in more detail in section 1.4.1, however it seems
fair to suggest that those who elected to use Hartnoll et als’ findings to justify a
change in reverting back to methadone and away from heroin were doing so against
the aims of the authors;
“It (the Hartnoll and Mitcheson study) has been widely credited with
changing treatment policies in the newly established Drug Dependency Units
away from heroin maintenance to policies focused on short-term methadone
prescribing, and towards abstinence as a goal. It formed the basis of
guidelines on good clinical practice issued in 1984. This was certainly not the

aim of the researchers. Despite the author’s reservations about the results, the
research was taken to show that oral methadone maintenance treatment was

preferable.” (Berridge & Thom 1996, p25)

In 1982 the ACMD produced its report ‘Treatment and Rehabilitation’ which resulted

in many of the mainly methadone detoxification centred Drug Dependency Units
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being gradually transformed into Community Drugs Teams. The multi-disciplinary

CDT’s involved a wide range of professionals including social workers, probation

officers and youth workers, alongside the traditional nurses and psychiatrists. In

essence the policy of harm reduction was beginning to emerge (mainly from 1988),

and detoxification/abstinence, whilst still on the agenda, were placed firmly behind

attracting clients and maintenance in terms of treatment emphasis.

In a landmark article in The Lancet, a prominent psychiatrist and supporter of the

prescription of heroin to clients, Dr John Marks, set out his views on the debate

surrounding such a treatment option. (Marks 1985) They have remained central to the

ongoing and controversial area of prescribing heroin to heroin addicts, and are

summarised in the table below;

Table 1.4: The arguments concerning the prescription of heroin.

Against

I For

1. It maintains the condition of addiction;

The addict will remain 1n the condition
anyway,

2. It was a public health exercise to
protect people from the black market;
3. It 1s not a doctors job to control the
illicit use of drugs;

4. Barbiturates and alcohol are not
prescribed because they are damaging —
why opium?

A stable supply benefits the addict and
provides pure, clean drugs;

Doctors are obliged, like anyone e¢lse, to
help society combat the breaking of the
law;

If alcohol were prohibited, i1t would be
more humane to prescribe a daily dram of
whisky than to see someone sell their last
possessions for methelated spirits;

5. The illegal use of drugs is not curbed
| by prescriptions;

6. Addicts tratfic their prescriptions;
/. Addicts supplement their prescriptions

There are still insufficient properly
controlled clinics;
Prescribe less:

Prescribe more;

8. The efficacy of maintenance is not
proven;

The contrast between the USA and
England between 1920-1960 suggests
otherwise.
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Both sides of the argument have been developed over the past twenty years and now

include the following three areas of debate in addition to Marks (1985) initial

thoughts;

Treatment. In terms of treatment those against prescribing heroin fear that this may
dissuade clients from even considering alternatives such as methadone, and encourage
them to maintain their addiction longe; by making it easier for them to inject their
(now free) drug of choice. They also argue that the cost of maintaining large numbers
of clients on relatively expensive (as compared to methadone) prescriptions will
restrict the number of clients who could be treated, given the fact that any treatment
service has finite resources. Those in favour of prescribing argue that offering heroin
as a tréatment option would attract more clients, and would see them remain in
treatment longer, receiving a range of health related and social/educational
interventions, thus reducing demands on other areas such as hospital admissions and

law enforcement agencies. (Gossop 2000)

HIV/AIDS. Those against prescribing argue that increasing the regularity, with which
clients inject, even if they are injecting prescription drugs, still increases the
likelihood that they may suffer adverse consequences, including the transmission of
HIV and other infectious diseases (eg HBV, HCV). Those in favour argue that the
education and advice on injecting techniques and safe practice received by those
clients on injectable scripts will in fact reduce the risks associated with injecting.
They also argue that levels of purity can be assured by prescribing, and that once
attracted and stabilised, clients may be more inclined/empowered to move away from

injecting and onto oral methods.
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Crime. This involves two areas of crime: acquisitive and drug dealing. First, those in
favour of prescribing heroin argue that drug related acquisitive crime would reduce
significantly, with the associated positive effects on the criminal justice system from
police on the streets right through to the prison service. (Marks 1985) Clearly clients
would not have to rely on acquisitive crime to support their drug habit, and this may
in tern lead to improved job prospects and family stability. Those against focus their
arguments on two key issues; firstly, the potential for leakage/diversion of surplus
(high quality) drugs onto the streets, creating new users; and secondly, the relatively
small amount of scientific evidence to support the prescribing of heroin (see 1.4.1) as
compared to the wealth of evidence surrounding the effectiveness of methadone.
Second, Marks (1985) also argued that heroin prescribing would reduce pyramid
selling, including street level dealing, and this would reduce the prevalence of heroin

use by making heroin harder to obtain.

1.2.3 Substitution treatment; the impact of HIV/AIDS

The Advisory Council on the Misuse of Drugs reviewed the evidence in ‘AIDS and
Drug Misuse’ (1988), which advised the government to prioritise a HIV prevention
policy based on risk/harm reduction. The government accepted most of the advice in
the report, leading to the setting up of a national network of new and revamped
services - notably needle exchange schemes and more flexible methadone prescribing

services (though Scotland was slower to respond). The government’s official response
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to the ACMD report again clearly indicated that harm reduction was to be prioritised
over abstinence. It was now a public health priority to attract heroin users into
treatment and to keep them in treatment long enough to positively impact on a' range
of risk behaviours. This policy continued until 1994, when the government announced
that abstinence was now the primary goal of drug services, with harm reduction

becoming a secondary aim. (Task Force 1994)

1.2.3.1 Flexible prescribing

Flexible prescribing refers to the philosophy and practice of offering a range of

treatment options, services and types of prescription, dependant on the individual

nature of each client who presents to a service.

In the context of 1llicit drug use and harm reduction, the option of flexible prescribing
was given new 1mpetus in the late 1980°s and early 1990’s by the rising threat of HIV.
In 1988 the Advisory Council on the Misuse of Drugs (ACMD), (established by the
Government), highlighted a need to increase awareness of the problems associated
with HIV infection, particularly among injecting drug users. The ACMD had firmly
moved the focus of service provision for drug users away from abstinence and toward
Inclusion to treatment and the reduction of HIV related risk behaviour:

“The spread of HIV is a greater threat to public health than

drug misuse. Accordingly, we believe that services which

aim to minimise HIV risk behaviour by all available means

should take precedence in development plans”
(ACMD, “AIDS and Drug Misuse Part 17,1988 2.1)
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Endorsing a much more flexible approach to drug service provision, the ACMD led
the push to encourage service providers to make and maintain contact with those drug
users (making up the vast majority) who had previously not been attracted by

detoxification / abstention focused services.

Flexible prescribing would (it was hoped) attract those drug users who wanted to
continue to use drugs. Service staff would then be in a position to work with clients on
a ‘behaviour-change’ hierarchy of goals, ranging from the cessation of sharing
injecting equi<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>