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Plan

• Context - updating the OG4 (2007) Guideline
– What are the ‘Orange Guidelines’
– Differences in the 2014-17 process
– Medical treatments subgroup

• Priority areas for evidence based change (medical)
• What we said about HAT (and what we didn’t say…..)
• Conclusions and thoughts



“In those days in London [1963] it 
was simply a case of going to see 
one of a handful of known dodgy 
doctors, telling them you were 
already addicted and using X 
amount per day (when it was really 
X minus Y or even, in some cases, 
none at all), getting a week’s  
prescription for that amount and 
then selling on the surplus and 
starting the cycle for some other 
deluded sap.”

A “patient perspective”…Ginger Baker on  the British System



What are the ‘Orange 
Guidelines’?



...back in 1984…

95 
pages

13 
pages



Differences in development  
of 2017 Guideline254 pages!



2017 Guideline Process
• Context [socio-political; recovery debate; national 

divergence; austerity]
• Pressures in the process [resources; time]
• “Update” from 2007, based on new evidence

– Balance of “Expert Group” consensus and critical appraisal 
of the evidence [as in BAP Guideline, 2012]

• Use of structure/process to maintain objectivity
– Working groups but with group oversight/sign-off
– Inclusive consultation



BAP Guidelines 2012





Medical treatments subgroup

Members
• Ed Day
• Mike Flannagan [NMP]
• Emily Finch
• Billy Gregg
• Linda Harris [RCGP]
• Carole Hunter [SPSM]
• Brian Kidd (Chair)
• Christina Oretti
• Karen Peters [service user]
• Jenny Scott [SPISM]

Process
• Initial scoping of exercise
• Small group “leads”
• 2x meetings and emails to 

agree recommendations
• Presentation to main OG5 

Working Group 18/11/15
• Drafting process
• Consultation draft
• Feedback discussed 3/10/16
• Final draft & launch 2017



Priorities reviewed
• Choice of specific pharmaceutical agents:                             

Methadone or buprenorphine; HAT; Non-licensed drugs –
Physeptone/methadone tablets, DHC etc.

• Reducing risk – specifically diversion and 
supervision of OST

• Optimising outcomes - responding to “partial 
benefit”

• Maximising recovery
• Reducing  risk: responding to ↑QTc
• Specific settings  - hospitals & prisons



What did we say about HAT?



Choice of pharmaceutical agents
HEROIN ASSISTED TREATMENT - HAT
Only major change recommended by the group
• Category I evidence [A] – CHANGE - RECOMMEND AVAILABILITY – based 

on key reviews
[Ferri M, Davoli M, Perucci CA (2011) Heroin maintenance for chronic heroin-dependent individuals (Review) The Cochrane 
Library of Systematic Reviews
Strang J, Groshkova T, Uchtenhagen A, van den Brink W, Haasen C, Schecter MT, Lintzeris N, bell J, Pirona A, Oviedo-Joekes E, 
Simon R, metrebian N (2015) Heroin on trial: systematic review and meta-analysis of randomised trials of diamorphine 
prescribing as treatment for refractory heroin addiction British Journal of Psychiatry; 207: 5-14]

• Discussion re: costs/effectiveness in UK setting [i.e. if practical delivery in 
UK were progressed]

[Byford S, Barrett B, Metrebian N, Groshkova T, Cary M, Charles V, Lintzeris N, Strang J (2013) Cost-effectiveness of injectable 
opioid treatment v. oral methadone for chronic heroin addiction BJPsych; 203: 341-349
Nosyk, B., D. P. Guh, N. J. Bansback, E. Oviedo-Joekes, S. Brissette, D. C. Marsh, E. Meikleham, M. T. Schechter and A. H. Anis
(2012). The cost effectiveness of diacetylmorphine compared to methadone in chronic treatment refractory opioid dependent 
individuals. CMAJ 184: E317-328.
Dijkgraaf MGW et al (2005) Cost utility analysis of co-prescribed heroin compared with methadone maintenance treatment in 
heroin addicts in two randomised trials BMJ 330]



Systematic reviews
Ferri M, Davoli M, Perucci CA (2011) Heroin maintenance for chronic heroin-dependent 
individuals (Review) The Cochrane Library of Systematic Reviews
• The available evidence suggests an added value of heroin prescribed alongside flexible doses of 

methadone for long-term, treatment refractory, opioid users, to reach a decrease in the use of 
illicit substances, involvement in criminal activity and incarceration, a possible reduction in 
mortality; and an increase in retention in treatment

• Due to the higher rate of serious adverse events, heroin prescription should remain a treatment 
for people who are currently or have in the past failed maintenance treatment, and it should be 
provided in clinical settings where proper follow-up is ensured

Strang J, Groshkova T, Uchtenhagen A, Van den Brink W, Haasen C, Schecter MT, Lintzeris
N, Bell J, Pirona A, Oviedo-Joekes E, Simon R, Metrebian N (2015) Heroin on trial: 
systematic review and meta-analysis of randomised trials of diamorphine prescribing 
as treatment for refractory heroin addiction British Journal of Psychiatry; 207: 5-14
• SIH [supervised injectable heroin] is found to be an effective way of treating heroin  dependence 

refractory to standard treatment. SIH may be less safe than MMT and therefore requires more 
clinical attention to manage greater safety issues. This intensive intervention is for a patient 
population previously considered unresponsive to treatment. Inclusion of this low-volume, high-
intensity treatment can now improve the impact of comprehensive healthcare provision.



Choice of drug/managing risk:
OG5 summary



OG5 summary

• Injectors (poor outcomes aren’t always injectors)
• Optimised oral treatments (OST dose; counselling & support; 

co-morbidity; risk management)
• Delivered in high intensity specialist environment
• NOT harm reduction injecting rooms
• NOT the same as remaining  “British System” patients



What did we NOT say?



HAT or Injecting rooms?

Injecting rooms (OG5 section 6 “health  considerations”)



Advocates of Injection rooms/other lobby groups

(e) Hijack by campaigning groups
The encouraging findings from the randomised trials has been picked up by groups 
campaigning for major changes in the law and the trials have been described as if they 
were trials of legalisation (which they were not). These misrepresentations are not only 
misleading but also risk damaging the robustness of the conclusions and the integrity 
of the clinical procedures. This difficulty is not unique to the heroin trials, and it 
similarly interferes with objective discussion of harm reduction policies and practices; 
however, careful attention to accurate secondary reporting of the findings of the 
heroin trials is important so that they are properly understood and the potential for 
advancement properly identified.

Strang et al, 2015



Conclusions and 
thoughts



Conclusions
• Strong support for evidence-based 

progression of UK HAT in OG5
• As part of a managed care pathway
• High end intervention for those already 

“optimised” in terms of oral treatments with 
access to full psychosocial interventions

• NOT low end/access point to treatment or 
health promotion 

• Context may make this a challenge
• The field could easily blow it
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