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Key points 

 The ‘Old British System’ of injectable maintenance 

and the new supervised treatment are extremely 

different. 

 

 The evidence base for ‘Old British System’ is 

extremely weak scientifically (although not 

necessarily negative). 

 

 The evidence base for ‘Swiss-style’ supervised 

injectable maintenance (as used in all recent 

RCTs) is increasingly strong. 



Supervised vs unsupervised 

 ‘Old’ (unsupervised) 

 

 Long history 

 

 But minimal research 
evidence base 

 

 Internationally isolated 

 

 Mainly for the stable 

 ‘New’ (supervised) 

 

 Increasingly strong 
research evidence base 

 

 In line internationally 

 

 Public safety 

 

 Accords with Drug 
Strategy 2002 & 2008 

 

 For the repeatedly 
‘failing’ 



Sections 

 Long history 

 

 The extent of injectable prescribing 

 

 Any Randomised trials? 

 



Sir Humphry Davy Rolleston, 
(President of Royal College of Physicians, 1922-1936) 

 



Sir Humphry Davy Rolleston, 
(President of Royal College of Physicians, 1922-1936) 

 The legitimacy and authority of the medical 

versus law enforcement perspective 

 

 “maintenance” (not termed thus) with injectable 

morphine (or sometimes diamorphine (heroin)) 

recognised as legitimate medical practice 

 

 Sets UK apart from post-1920s US policy 



CHANGES IN THE UK IN THE 1970s 

 

  initial optimism for therapeutic power; 
growing disillusionment over the years 

 

 The growing status of oral methadone 

 

 The withering of injectable heroin 

 

 Intermediate years of injectable methadone 



sections 

 Long history 

 

 The extent of injectable prescribing 

 

 Any Randomised trials? 

 



Heroin prescribing in late 1990s in UK  
(Metrebian et al 2002)  

 ~160 Drs licensed but only ~70-90 prescribe 

 

 ~450 UK patients (? 1000 in mid-70’s) 

 

 generally low doses: between 90-350mg / day 

 

 Reasons for not prescribing heroin more often  
 Inadequate evidence / guidelines 

 Uncertainty of treatment adherence & diversion 

 Those most in need often have significant vein damage 

 Prolonging injecting & drug using careers 

 Cost of injectables 
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 The extent of injectable prescribing 

 

 Any Randomised trials? 



RANDOMISED TRIALS 

 

  Hartnoll et al (1980) – full RCT of 

heroin maintenance (Old BritSys 
unsupervised) 

 

  Strang et al (2000) – small pilot of 
supervised injectable methadone RCT 



IOT in the UK at turn of century 

 Diminishing treatment modality in UK 

 

 Calls from Government to increase heroin prescribing   

 Drugs Strategy 2002: prescribed heroin for ‘all in need’  

 Parliamentary Select Committee 2002 

 

 NTA Guidance Report May 2003 

 expert committee on injectable heroin/methadone prescribing 

 

 Influence of studies emerging from mainland Europe 



Supervised vs unsupervised 

 ‘Old’ (unsupervised) 

 

 Long history 

 

 But minimal research 
evidence base 

 

 Internationally isolated 

 

 Mainly for the stable 

 ‘New’ (supervised) 

 

 Increasingly strong 
research evidence base 

 

 In line internationally 

 

 Public safety 

 

 Accords with Drug 
Strategy 2002 & 2008 

 

 For the repeatedly 
‘failing’ 



Target population 

Entrenched heroin addicts who have 

repeatedly been found to fail to 

benefit from existing treatments 

 

(despite treatment, continuing to inject 

heroin on all/most days per month) 



Second-line use of injectable maintenance 

Rx-seeking 

dependent 

heroin user 

‘Optimisation box’ 

 still treatment 

‘failure’ 

Still poor benefit 

with oral 

Immersion in full 

‘RIOTT’ 
treatment 

Brief test trial of 

‘RIOTT’ 
treatment Good benefit 

Treat with oral 

good-quality 

maintenance 

 repeated 

treatment ‘failure’ 

Poor benefit with  

oral maintenance 

minimal 

benefit 





  

To complement the development of existing services, 

heroin should be available on prescription 
to all those who have a clinical need for it.  
The number of people receiving heroin will increase as 

overall numbers in treatment grow. 

The administration of prescribed heroin for 
those with a clinical need will take place in 
safe, medically supervised areas with clean 
needles.  Strict and verifiable measures will 

be in place to ensure there is no risk of 
seepage into the wider community.  

 

  UK Government Drug Strategy, 2002 



Accumulating body of evidence 

 Perneger et al, 1998, BMJ – Switzerland 

 

 Van den Brink et al, 2003, BMJ – Netherlands 

 

 March et al, 2006, JSAT – Spain 

 

 Haasen et al, 2007, B J Psych - Germany 

 

 Oviedo-Joekes et al (NAOMI), 2009, NEJM - Canada 

 

 Strang et al (RIOTT), 2010, Lancet; BJPsych 2013 – England 

 

 Overviews – EMCDDA Monograph 2012; meta-analysis and 
systematic review BJPsych 2015 



Characteristics of new clinics   

 
 

 7 days per week;  under supervision 

 

 no take-home injections / adequate daily doses 

 

 oral take-home supplements 

 

 flexible prescribing - oral take-home conversion on 
request 

 

 dedicated facility - specific function 





Oxygen saturation: IV versus IM 



(unpublished) 

Oxygen saturation: case study 



Thank you 


