
PERSONAL VIEW

Promoting abstinence for drug users is about saving
money not science
Despite overwhelming evidence that substitution therapy reduces harm, the UK government now
advocates abstinence. Jason Luty wonders if this is because it seems cheaper
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In Autumn 2009, Professor David Nutt publicly stated (more
or less) that alcohol and tobacco were just as damaging as
cannabis. Although he told the truth, he was immediately
dismissed as head of the UK Advisory Council on Misuse of
Drugs.1 Since then we have had two ministers of health, a new
government, and one reshuffle. Nevertheless, the message was
clear: any bolshie academic who speaks out of turn is likely to
get the chop.
In 2010 the new UK government announced that substance
misuse services should follow a recovery model.2Basically, this
means that patients receiving opioid substitution therapy are
encouraged to reduce and stop all addictive drugs, including
prescribed drug substitutes. (Opioid substitution therapy refers
to use of drugs such as methadone and buprenorphine for
treatment of heroin addiction; detoxification is the process of
reducing and stopping addictive drugs such as methadone; and
maintenance is the prescription of substitute drugs over years
with no requirement to stop.) Substancemisuse teams in England
now have an “aspiration” (a target) to discharge (and detoxify)
half of the 170 000 people probably receiving opioid substitution
treatment.3

Professor John Strang of the National Addiction Centre was
tasked to provide expert clinical guidance in response to the
new government’s favoured recovery model. This unenviable
task resulted in theMedications in Recovery report.4 However,
almost all the evidence base shows that abstinence is far less
effective thanmaintenance.5-7 Indeed, a recent report fromBritish
Columbia of more than 25 000 methadone treatment episodes
showed that only one in 40 episodes achieved a successful
recovery (abstinence from prescribed methadone with no
re-entry to treatment within 18 months).8 There are several
comparable research reports.7 9 Almost identical results were
sensationally reported from the UK in the press four years ago.10
By contrast, about half of patients who are maintained on
methadone can almost completely abstain from heroin.11-13
However, Strang’s committee produced a document that
spectacularly avoids stating the obvious: “the [vast] majority

of patients attempting to taper from methadone maintenance
treatment will not succeed.”8 To be brutally frank, any
suggestion that detoxification is as effective as maintenance is
poppycock. (This even applies to slow detoxification over one
year, and let us be clear: detoxification is an unavoidable part
of the recovery agenda.)
Of course, the government’s recovery agenda is not only about
recovery from substance misuse. It is also about recovery from
the economic global recession and the need to cut public
spending. Regardless of the evidence base, the UK government
cannot, or will not, continue to fund treatment for 170 000 opioid
users on indefinite prescriptions. It is not really that people are
dependent on methadone: the problem is they are dependent on
the health service to prescribe this. For example, substance
misuse services are required to provide medical reviews of all
patients taking methadone every three months. Consider a
typical service of 400 patients receiving prescriptions for
substitutes, and assume each review takes 30 minutes with a
(conservative) 25% rate of non-attendance. A drug treatment
service would have to employ a doctor full time just to do the
routine reviews.
So what’s to be done? Unless decades of international
experience are wrong, the vast majority of patients will relapse
back to heroin misuse before their methadone is stopped or
within a few months. Savings can be achieved by streamlining
the treatment process. There are reams of policies produced by
chief executives burdened with accountability for clinical
decisions that they are neither qualified nor competent to
perform themselves. Clinicians are trained to perform, and be
accountable, for their clinical practice. Even a casual visitor to
a community drug teamwill notice that clinical staff spendmore
than half their time with bureaucracy—completing forms,
management meetings, and maintaining written or electronic
notes.
It has been proved beyond all reasonable doubt that opioid
substitution reduces drug use and crime and improves physical
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and mental health and social functioning.5 9 11 Nevertheless,
commissioners demand that this is confirmed by means of the
mandatory treatment outcome profile interview every six weeks
in every patient in treatment—all 170 000. They also insist on
collecting a large amount of information recorded by interview
when people enter treatment with substance misuse services.
We should abolish this time wasting control freakery and
needless bureaucracy. The only function of this sort of nonsense
is to keep policy writers and bureaucrats in employment at
taxpayers’ expense.
Governments should focus on three or four targets to ensure
that treatment services function effectively, and one of these
should be to ensure that clinical staff spend at least half their
time in direct contact with patients. Similarly, we should be rid
of the armies of bureaucrats, data managers, and commissioners
that seem to have multiplied exponentially. Anyone who has
no patient contact has no place working in the health service.

Competing interests: JL is a (rather wobbly) member of the English
Conservative Party. There has been no support from any organisation
for the submitted work; no financial relationships with any organisations
that might have an interest in the submitted work in the previous three
years; no other relationships or activities that could appear to have
influenced the submitted work.

Provenance and peer review: Not commissioned; not externally peer
reviewed.

1 Cannabis row drugs adviser sacked. BBC News 2009 Oct 30. http://news.bbc.co.uk/1/hi/
8334774.stm.

2 HM Government. Drug strategy 2010: reducing demand, restricting supply, building
recovery: supporting people to live a drug free life . Home Office, 2010.

3 Public Health England. National Treatment Agency for Substance Misuse (NTA). www.
nta.nhs.uk/.

4 National Treatment Agency for Substance Misuse.Medications in recovery: re-orientating
drug dependence treatment . NTA, 2012

5 National Consensus Development Panel. Effective medical treatment of opiate addiction.
JAMA 1998;280:1936-43.

6 Sees KL, Delucchi KL, Masson C, Rosen A, Clark HW, Robillard H, et al. Methadone
maintenance vs 180-day psychosocially enriched detoxification for treatment of opioid
dependence: a randomized controlled trial. JAMA 2000;283:1303-10.

7 Amato L, Davoli M, Ferri M, Ali R. Methadone at tapered doses for the management of
opioid withdrawal. Cochrane Database Syst Rev 2003;(3):CD003409.

8 Nosyk B, Sun H, Evans E, Marsh DC, Anglin MD, Hser YI, et al. Defining dosing pattern
characteristics of successful tapers following methadone maintenance treatment: results
from a population-based retrospective cohort study. Addiction 2012;107:1621-9.

9 Amato L, Minozzi S, Davoli M, Vecchi S. Psychosocial and pharmacological treatments
versus pharmacological treatments for opioid detoxification. Cochrane Database Syst
Rev 2011;(9):CD005031.

10 Easton M. Drug treatment—success or failure? BBC News 2008 Oct 3. www.bbc.co.uk/
blogs/thereporters/markeaston/2008/10/drug_treatment_officials_were.html.

11 Ward J, Hall W, Mattick RP. Role of maintenance treatment in opioid dependence. Lancet
1999;353:221-6.

12 GossopM,Marden J, Stewart D. The national treatment outcome research study; outcomes
at five years . National Addiction Centre, 2001.

13 Simpson DD, Joe GW, Rowan-Szal GA. Drug abuse treatment retention and process
effects on follow-up outcomes. Drug Alcohol Depend 1997;47:227-35.

Cite this as: BMJ 2013;346:f1481
© BMJ Publishing Group Ltd 2013

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2013;346:f1481 doi: 10.1136/bmj.f1481 (Published 21 March 2013) Page 2 of 2

VIEWS & REVIEWS

http://news.bbc.co.uk/1/hi/8334774.stm
http://news.bbc.co.uk/1/hi/8334774.stm
http://www.nta.nhs.uk/
http://www.nta.nhs.uk/
http://www.bbc.co.uk/blogs/thereporters/markeaston/2008/10/drug_treatment_officials_were.html
http://www.bbc.co.uk/blogs/thereporters/markeaston/2008/10/drug_treatment_officials_were.html
http://www.bmj.com/permissions
http://www.bmj.com/subscribe

