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by Mike Ashton of

In London 58 long-term heroin injectors starting treatment could
choose either injectable heroin or injectable methadone; two-thirds
chose heroin. A year later 57% were still in treatment but few of the
remainder had simply dropped out; most were discharged for
disciplinary reasons  violating the treatment protocol. Major
reductions in illicit drug use/injecting and crime, and improvements
in social functioning, health and psychological adjustment, were
evident early in treatment and sustained in the follow-up year. Nighttime withdrawals led nearly three-quarters of the heroin patients to
be prescribed additional oral methadone.
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