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Medical prescription of heroin to treatment resistant
heroin addicts: two randomised controlled trials
Wim van den Brink, Vincent M Hendriks, Peter Blanken, Maarten W J Koeter,
Barbara J van Zwieten, Jan M van Ree

Abstract
Objective To determine whether supervised medical
prescription of heroin can successfully treat addicts
who do not sufficiently benefit from methadone
maintenance treatment.
Design Two open label randomised controlled trials.
Setting Methadone maintenance programmes in six
cities in the Netherlands.
Participants 549 heroin addicts.
Interventions Inhalable heroin (n = 375) or injectable
heroin (n = 174) prescribed over 12 months. Heroin
(maximum 1000 mg per day) plus methadone
(maximum 150 mg per day) compared with
methadone alone (maximum 150 mg per day).
Psychosocial treatment was offered throughout.
Main outcome measures Dichotomous, multidomain
response index, including validated indicators of
physical health, mental status, and social functioning.
Results Adherence was excellent with 12 month
outcome data available for 94% of the randomised
participants. With intention to treat analysis, 12
month treatment with heroin plus methadone was
significantly more effective than treatment with
methadone alone in the trial of inhalable heroin
(response rate 49.7% v 26.9%; difference 22.8%, 95%
confidence interval 11.0% to 34.6%) and in the trial of
injectable heroin (55.5% v 31.2%; difference 24.3%,
9.6% to 39.0%). Discontinuation of the coprescribed
heroin resulted in a rapid deterioration in 82%
(94/115) of those who responded to the coprescribed
heroin. The incidence of serious adverse events was
similar across treatment conditions.
Conclusions Supervised coprescription of heroin is
feasible, more effective, and probably as safe as
methadone alone in reducing the many physical,
mental, and social problems of treatment resistant
heroin addicts.

Introduction
An estimated 25 000 heroin addicts live in the Nether-
lands (population 16 000 000 inhabitants).1 Most users
(75-90%) inhale heroin (“chasing the dragon”).2 About
three quarters of these addicts are served by a compre-
hensive treatment system, including various kinds of
abstinence oriented treatment facilities and a wide
range of facilities focusing on stabilisation or

minimisation of harm.1 However, 5000-8000 people
on methadone maintenance treatment regularly use
illegal heroin, have serious physical and mental health
problems, and live in socially marginalised conditions,
characterised by illegal activities and a lack of social
contacts outside the drug scene.3–5

A large cohort study in Switzerland ascertained the
feasibility, safety, and efficacy of medical prescription of
injectable heroin to 1969 addicts. There were consider-
able improvements in physical and mental health, vari-
ous aspects of social integration, and illegal drug use in
237 patients who completed 18 months of heroin
treatment.6 Although this study indicated that heroin
assisted substitution treatment is feasible, the effective-
ness of treatment was difficult to judge because no
(random) controls were available, before and after
comparisons were restricted to those who completed
treatment, and participants were obliged to take part in
mandatory psychosocial counselling and care.7–9 In a
small randomised controlled trial (n = 51) in which
intravenous heroin was compared with some standard
treatment, functioning of the participants in the heroin
group was significantly better after six months.10 How-
ever, these positive effects could have been the result of
the additional, and mandatory, psychosocial interven-
tions in the group allocated to heroin.

We examined the effectiveness of medically co-
prescribed heroine in two open label randomised con-
trolled trials among heroin addicts who had responded
insufficiently to methadone maintenance treatment.

Methods
Design
Five hundred and forty nine participants took part in
two separate open label, multicentre (n = 6), randomised
controlled (inhaling n = 375; injecting n = 174) and five
treatment groups: three in the inhaling trial (A = control
group: 12 months of methadone alone; B = experimen-
tal group: 12 months of methadone plus heroin;
C = comparison group: six months of methadone alone
followed by six months of methadone plus heroin) and
two in the injecting trial (group A and group B) (fig 1).
At the end of the 12 months participants in the control
groups were offered six months of medically prescribed
methadone plus heroin. In all cases the medically
prescribed heroin was discontinued for at least two
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months after the end of the experimental treatment
period. All patients had full access to standard medical
and psychosocial services.

An independent monitoring organisation centrally
carried out randomisation separately for the two trials
and the six cities and prestratified for sex and ethnicity.
Because different attrition rates were expected in the
different treatment conditions, participants within each
block were randomised to the treatment conditions
with a predetermined ratio of 135:115:125 for the con-
trol (A), experimental (B), and comparison (C) groups.

Participants and treatments
Included participants had regularly attended metha-
done maintenance programmes during the previous
six months, were at least 25 years old, and met
diagnostic criteria for heroin dependence during the
past five years according to the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition (DSM-IV).11

They had all used at least 50 mg (inhaling trial) or 60
mg (injecting trial) methadone a day for an
uninterrupted period of at least four weeks in the pre-
vious five years; used illicit heroin daily or nearly every
day; had poor physical or mental health or poor social
functioning; and had not voluntarily abstained from
heroin for longer than two months in the previous
year. None of the women who took part were pregnant
or breast feeding.

Participants were recruited from existing metha-
done maintenance programmes in six cities between
15 July 1998 and 1 October 2000. They were allocated
to either the inhaling or the injecting trial depending
on how they usually used the drug. Participants in the
control groups were reallocated to their methadone
programme of origin and received standard metha-
done maintenance treatment. Those in the experimen-
tal and comparison groups (group B for 12 months
and group C for the last six months) were allowed to
visit the newly established treatment units seven days a

week, three times a day. Methadone was delivered once
a day. Participants were allowed to use a maximum of
400 mg heroin each visit and a maximum of 1000 mg
a day. They were not allowed to take any home. An
aqueous solution of heroin hydrochloride was used in
the injecting trial and a 3:1 mixture of heroin base and
caffeine in the inhaling trial. Caffeine was added to
increase the bioavailability of heroin to 35-45%.12 13

Assessments
Independent research assistants assessed participants
before the trial and then every two months. They
assessed diagnosis and baseline characteristics using
the composite international diagnostic interview
(CIDI) and the European version of the addiction
severity index (EuropASI).14–16

To be eligible for the study, participants had to be
resistant to treatment as indicated by continued illegal
use of opiates and poor physical functioning, mental
health, and social integration. We defined poor
physical functioning as score ≥ 8 on the health
symptoms scale of the Maudsley addiction profile
(MAP-HSS),17 poor mental health as score ≥ 41 in men
and ≥ 60 in women on the symptom checklist
(SCL-90),18–20 and poor social integration as being
involved in criminal activities for at least six days
during the past month or at least six days without at
least 30 minutes’ personal contact a day with a
non-using person. We validated self reported data on
illicit cocaine against urinalysis (overall agreement
86%; � = 0.66, 95% confidence interval 0.58 to 0.75).
Self reported data on charges by the police showed
good agreement with data from the police register
(overall agreement 90%; � = 0.62, 0.43 to 0.82).

We used a prespecified dichotomous, multidomain
outcome index as the primary outcome parameter.
Patients were considered as responders if they showed
at least 40% improvement in at least one of the three
domains of inclusion (physical, mental, social) at the

Intake meeting (n=1500)

Initial screening for eligiblity (n=853)

Final screening for eligiblity inhalers (n=517) Final screening for eligiblity injectors (n=254)

Predominantly inhaling (n=375) Predominantly injecting (n=174)

Not eligible (n=61)

Not eligible/not motivated (n=142)

Randomisation Randomisation

Not eligible/not motivated (n=80)

Not motivated (n=21)

Group A (n=139)

Lost to follow up (n=11)
Treatment dropout (n=18)

Group B (n=117)

Lost to follow up (n=5)
Treatment dropout (n=37)

Group C (n=119)

Lost to follow up (n=7)
Treatment dropout (n=37)

Group A (n=98)

Lost to follow up (n=10)
Treatment dropout (n=15)

Group B (n=76)

Lost to follow up (n=2)
Treatment dropout (n=21)

Intention to treat analysis (n=76)
Completers analysis (n=55)

Intention to treat analysis (n=98)
Completers analysis (n=83)

Intention to treat analysis (n=119)
Completers analysis (n=82)

Intention to treat analysis (n=117)
Completers analysis (n=80)

Intention to treat analysis (n=139)
Completers analysis (n=121)

Fig 1 Progress of participants through stages of trials (A=control group—methadone only; B=experimental group—methadone plus heroin; C=comparison
group—methadone alone then methadone plus heroin)
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end of the treatment compared with baseline; if this
improvement was not at the expense of a serious
( ≥ 40%) deterioration in functioning in any of the
other outcome domains; and if the improvement was
not accompanied by a substantial ( ≥ 20%) increase in
use of cocaine or amphetamines.

Additional outcome parameters were completion of
treatment and sustained response. We defined comple-
tion of treatment as the percentage of patients still in the
intended treatment at the end of the trial. Sustained
responders were participants who became a responder
before the 12 month assessment and remained
responders during the course of the trial. The effect of
discontinuation was described in terms of the percent-
age of completers and responders who showed substan-
tial deterioration ( ≥ 20% of baseline score) two months
after discontinuation on at least one of the outcome
domains on which they responded at 12 months.

The treating physician continuously documented
all clinically significant adverse events and all serious
and unexpected adverse events in the medical file and
in the case record form at each assessment.21

Statistical analysis
To test the primary hypothesis we performed an inten-
tion to treat analysis separately for each trial and
included all patients who were notified about the result
of the randomisation. The magnitude of the difference
between treatment conditions was calculated as a
difference in the percentage of responders (RD). In
addition, for the primary outcome variable we have
provided an estimate of the number of people who
would need to be treated to produce one additional
responder (NNT = 1/RD). We used a multiple imputa-
tion procedure to estimate missing data for the 12
month assessment (Solas version 3.2; predictive model
based method with five imputed datasets). Other
analyses were performed with the same procedure. A
clinically relevant effect was predefined as a percentage
of responders of 20% or more. Based on two tailed
testing with � = 0.05 and � = 0.20 we estimated that we
needed 108 participants per condition. Statistical
analyses were performed with SAS version 8.0 (SAS
Institute, Cary, NC).

Table 1 Baseline characteristics of 549 heroin addicts who participated in study, according to prescribed treatment

Inhaling Injecting

A* (n=139) B† (n=117) C‡ (n=119) A* (n=98) B† (n=76)

Age (years) 39.6 40.0 39.1 38.0 39.2

Male (%) 79.1 78.6 81.5 81.6 82.9

Ethnic Dutch (%) 82.7 80.2 80.5 94.9 96.1

Employed (%) 6.5 5.2 12.1 8.2 8.1

Stable housing (%) 90.6 89.7 86.4 84.7 77.6

Regular drug use (years):

Heroin 16.7 16.9 16.4 15.4 16.6

Methadone 12.4 12.9 11.9 11.7 12.6

Cocaine 8.0 9.3 7.8 10.1 9.6

Amphetamines 1.5 1.4 1.8 3.0 3.1

Drug use in past month (days):

Heroin 25.9 25.9 25.5 25.9 25.2

Methadone 28.7 28.9 29.1 29.1 29.1

Cocaine 15.2 15.2 13.4 18.0 15.5

Amphetamines 0.1 0.1 0.7 1.2 0.9

Previous drug free treatment (%) 59.4 54.7 58.8 67.0 65.8

Ever overdosed (%) 30.9 28.2 29.4 49.0 47.4

Additional need for addiction treatment (%)§ 66.9 65.8 72.9 63.3 57.9

Physical health:

Mean MAP-HSS 11.6 10.6 11.8 11.1 12.1

HIV positive (%) 9.9 3.9 5.6 13.3 13.3

Somatic medication (%) 28.8 21.4 24.4 22.5 19.7

Additional need for somatic treatment (%)§ 29.2 24.8 36.4 39.8 35.5

Mental health:

Mean SCL-90 70.7 68.4 79.4 72.7 76.3

Ever attempted suicide (%) 17.3 25.6 26.9 40.2 35.5

Psychiatric medication (%) 33.1 32.5 38.7 35.7 34.7

Any current DSM-IV diagnosis (%) 27.7 28.2 36.1 34.0 31.6

Additional need for psychiatric treatment (%)§ 26.6 26.5 31.9 32.7 39.6

Social functioning:

Illegal activities in past month (days) 11.2 11.4 8.4 11.5 12.9

Contact with non-users in past month (days) 16.3 15.8 14.1 13.7 12.1

Median No of charges for theft 10.0 6.0 8.0 10.0 15.0

Median time incarcerated (months) 12.0 12.0 10.0 19.0 13.0

MAP-HSS=Maudsley addiction profile-health symptoms score17; SCL-90=symptom checklist-90 item version18-20; DSM-IV=Diagnostic and Statistical Manual of Mental
Disorders, fourth edition.
*12 months of methadone alone.
†12 months of methadone plus heroin.
‡6 months of methadone alone, followed by 6 months of methadone plus heroin.
§Based on ASI severity rating ≥5.
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Results
Table 1 shows details of the participants recruited.
There were no significant differences between the
groups.

Twelve month follow up data were available for
93-94% of the randomised participants (fig 1).
Completion rates were high in all treatment groups,
but somewhat higher in the group allocated to metha-
done alone than in the group allocated to heroin plus
methadone (table 2). However, 7% (13) of the intention
to treat population in the experimental condition
never started the heroin treatment, and 6% (11) were
expelled from heroin treatment because of (repeated)
violation of the house rules. On average, participants
who completed treatment visited the heroin dispens-
ing units 2.1 times a day, used 260 mg heroin a visit,
and used 548 mg a day. The mean dose of methadone
ranged from 67 mg a day in the inhaling protocol to 71
mg a day in the injecting protocol in the control
groups and from 57 mg to 60 mg a day in the experi-
mental and comparison groups.

The experimental treatment with 12 months of
methadone plus heroin was significantly more effective
than 12 months of methadone alone, both in the
inhaling trial (difference = 22.8%, 95% confidence
interval 11.0% to 34.6%; number needed to treat =
4.4, 2.9 to 9.1) and in the injecting trial (difference =
24.3%, 9.6% to 39.0%; number needed to treat = 4.1,
2.6 to 10.4) (table 2). Treatment centre and the interac-
tion between centre and condition were not signifi-
cantly related to outcome. Similar effects were
observed for the participants treated for six months
(data not presented).

Results for those who completed the study were
similar to those from the intention to treat analysis
(table 2). Sustained response rates were of course lower
than simple response rates, but the difference between
the treatment conditions remained significant (table 2).
The difference in the rate of sustained response
increased during the course of the study (fig 2).

Treatment responders showed clinically relevant
improvements in all outcome domains. These changes
were absent in non-responders, with the exception of a
reduction in illegal activities in the participants who
received heroin in addition to methadone

Table 2 Selected outcome measures in heroin addicts according to prescribed treatment. Figures are numbers (percentage) of
participants

Inhaling Injecting

A* (n=139) B† (n=117) Difference‡ (95% CI) A* (n=98) B† (n=76) Difference (B−A) (95% CI)

Completed 12 months’
treatment (%)

121 (87) 80 (68) 18.7 (8.8 to 28.6) 83 (85) 55 (72) 12.3 (0.2 to 24.5)

Response at 12 months’ (%):

ITT/MI 37 (27) 58 (50) 22.8 (11.0 to 34.6) 31 (31) 42 (56) 24.3 (9.6 to 39.0)

CA/MI 34 (28) 41 (51) 23.5 (9.8 to 37.2) 32 (39) 32 (58) 19.4 (2.5 to 36.3)

Sustained response at 12
months (%) (ITT/MI)

6 (4) 26 (22) 17.9 (9.7 to 26.1) 11 (12) 19 (25) 13.1 (1.5 to 24.7)

ITT=intention to treat (all patients who were notified about result of randomisation); MI=multiple imputation for missing values; CA=completers’ analysis.
*12 months of methadone alone.
†12 months of methadone plus heroin.

Table 3 Mean changes in status in participants allocated to methadone plus heroin who deteriorated in the two months after
discontinuation of heroin treatment

Inhaling (n=34) Injecting (n=27)

Baseline Month 12 Month 14 Baseline Month 12 Month 14

MAP-HSS (score range 0-40) 10.9 5.4 13.0 12.0 4.3 13.2

SCL-90 (score range 0-360) 70.0 22.3 75.6 74.2 30.6 62.1

Days of illegal activities (range
0-30 days)*

11.1 0.4 15.7 13.5 0.3 16.0

Days with no personal contact
(range 0-30 days)*

15.2 11.2 21.2 17.3 11.9 19.5

Days of cocaine use (range 0-30
days)*

11.5 8.6 11.3 12.6 8.1 12.8

Days in controlled environment
(range 0-30 days)†

— 0 0.1 — 0.1 0.1

MAP-HSS=Maudsley addiction profile-health symptoms score; SCL-90=symptom checklist-90 item version.
*Days in past month without at least 30 minutes’ personal contact per day with people not using heroin.
†No baseline data presented because participants who spent >7 days in controlled environment excluded from baseline assessment.
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Fig 2 Sustained response to treatment during 12 months of trials of
prescribed heroin (inhaling and injecting)
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Many (82%, 94) of the treatment responders in the
experimental group deteriorated substantially in the
two months after the planned discontinuation of the
coprescribed heroin. Two months after discontinuation
the mean scores on the constituent scales of the multi-
domain outcome index had returned to the scores
seen just before the start of the intervention (table 3).

Table 4 shows that the incidence of serious adverse
events (almost 10% of the intention to treat
population) was similar in all groups. Only two events
were probably or definitely related to the study
medication: one serious (but not fatal) heroin overdose
and one non-fatal car crash in someone using heroin
and cocaine. There were three deaths (one in group A,
one in group B, and one in group C (in the first phase
before heroin was prescribed)), one of which was prob-
ably related to the coprescribed heroin.

Discussion
In our two trials supervised medical coprescription of
heroin to treatment resistant heroin addicts was more
effective than and probably just as safe as methadone
alone. We saw considerable improvements in physical
and mental condition and social functioning and few
serious adverse events. The observed positive effects
were not dependent on the route of administration of
the coprescribed heroin. Our results also indicate that
medical coprescription of heroin should be long
lasting to obtain stable positive outcomes. However,
depending which response criterion we used, 45-88%
of the participants did not respond to the medical
coprescription of heroin, and additional interventions
must be developed and implemented.

Our findings generally agree with those from the
small randomised controlled trial of Perneger et al10

and those from the large uncontrolled study of Rehm
et al.6 The most important advantage of our study is
that the observed effects of the coprescription of
heroin could not be attributed to a difference in the
offer of psychosocial treatment between the experi-
mental and the control groups.

Limitations
There were, however, some methodological limitations.
Given the nature of the medication under study we
could not use a double blind design.22 We also
exclusively used self reported outcome data. However,
research has shown that self reported data collected by
researchers is generally truthful, reliable, and valid in
this kind of population, provided that confidentiality is
ensured and that no sanctions are connected to the
content of the answers.23 Our study met these criteria.
In addition, the self reported data on police charges
and use of cocaine corresponded well with data from

the police register and from urinalysis. Finally, there
was a difference in settings between the treatment
groups. Methadone prescription and dispensing took
place in existing treatment locations with existing
treatment staff, whereas the combined prescription of
methadone and heroin took place in newly established
locations with specially recruited staff members.
Despite these limitations, however, we consider that
our study provides strong evidence of the efficacy of
prescribed heroin for addicts who are resistant to other
forms of treatment.
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Fibroid embolisation
Bilateral uterine artery embolisation (fibroid embolisation) is a
new technique that has gained some favour in the treatment of
fibroids. However, relatively few successful pregnancies have
been reported, and there is a risk of hysterectomy because of
sepsis of necrotic fibroids. The joint report of the Royal College
of Obstetricians and Gynaecologists and the Royal College of
Radiologists does not recommend fibroid embolisation for
infertile women until more is known about outcome.7

Fibroids and in vitro fertilisation
In women about to begin a course of in vitro fertilisation
treatment, there is evidence that intramural fibroids reduce the
chance of treatment success because they decrease the
implantation potential of an embryo. Evidence also exists that
the incidence of miscarriage may be increased in women with
an intramural fibroid having in vitro fertilisation treatment.
However, no randomised trials show whether myomectomy
done on these women will increase their chances of conception.
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Fibroid embolisation—both uterine arteries are occluded using a
transfemoral approach. Small polyvinyl alcohol beads obstruct the blood
supply to the fibroids, causing necrosis and shrinkage

Practice points
x Couples should be referred for assessment of their subfertility if

they have failed to conceive after one year of frequent unprotected
intercourse

x Unexplained infertility should be treated initially with
superovulation and intrauterine insemination except if a couple
has more than three years of subfertility or if the woman is aged
>38 years (in which case early recourse to in vitro fertilisation is
recommended)

x Women with endometriosis who fail to conceive should have
surgical ablation of their deposits except in severe disease, when in
vitro fertilisation is recommended after treatment of
endometriomas

x Fibroids are a cause of subfertility. Surgery should always be
considered if no other explanation for subfertility is found and is
essential if the fibroid is intracavity

Further reading
x Buttram VC, Reiter RC. Uterine leiomyomata: etiology,

symptomology and management. Fertil Steril 1981;30:644-7
x Philips Z, Barraza-Llorens M, Posnett J. Evaluation of the relative

cost-effectiveness of treatments for infertility in the UK. Hum
Reprod 2000;15:95-106

x Templeton A, Cooke I, O’Brien PMS, eds. Evidence based fertility
treatment. London: RCOG, 1998

The photograph of a couple in bed is from Elinor Carucci/Photonica.
The figure showing the cumulative birth rate and prognostic influence of
history uses data from Collins JA et al. Fertil Steril 1995;64:22-8. The
photograph of an endometrioic cyst taken at laparoscopy is reproduced
with permission of Dr D A Hill, Florida hospital family practice residency,
Orlando, Florida. The magnetic resonance scan showing the bright
endometrioma is reproduced with permission of B Cooper, St Paul’s
Hospital, Vancouver, British Columbia. The figures showing fibroid
embolisation are adapted courtesy of Dr J Spies, Georgetown University
Medical Center, Maryland.

Corrections and clarifications

Medical prescription of heroin to treatment resistant heroin addicts: two
randomised controlled trials
Three errors occurred in the paper by Wim van den Brink and
colleagues (9 August, pp 310-2). In the last sentence of the results
section the authors’ original word “none” inexplicably lost its first
“n” in the editing process and ended up as “one.” The sentence
should read: “There were three deaths (one in group A, one in
group B, and one in group C (in the first phase before heroin was
prescribed)), none of which were related to the coprescribed
heroin.” In the last sentence of the first paragraph of the discussion
in the full version of the paper (on bmj.com), the proportion of
participants who did not respond to the coprescribed heroin was
45-78% [not 45-88%]. Finally, in the abridged version, an electronic

glitch led to the name and position of the last author (Jan M van
Ree, professor) “dropping off.”

Chiropractic causes leak of CSF
The BMJ Family Highlights page in the issue of 21 June (p 1353)
got its terminology confused. In the picture story we used the
term chiropractor, whereas the paper in the Journal of Neurology,
Neurosurgery and Psychiatry stated that a chiropractitioner did the
treatment. Chiropractors undergo prolonged training and
supervision; almost anyone, however, can set up as a
chiropractitioner after a brief training, and the methods they use
are not those that would be accepted as chiropractic in Germany
(where the case report originated) or elsewhere.
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