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The use of methadone in the treatment of drug dependence has provoked a
good deal of controversy. However, it is clear that there is considerable
variation between methadone treatment programmes and relatively little detail
i available about the crganization and operation of these programmes. This
report examines the content and structure of methadone treatment pro-
grammes, and particularly methadone maintenance programmes, in six coun-
tries. The six countries wera Australia, Canada, France, the Netherlands,
Thailand and the UK. The report presents information about the extent of
national problems and about such issues as type of dispensing practices,
dose- and time-limits for prescribing methadone, programme entry criteria,
staffing, integration with other services, and urine testing. Developments and
trends during tha decade 1880-1830 are discussed andg implications for further
research and programme development are presented.
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1. Intreoduction ;

This report examines the content and structure of methadone treatment
programmes in six countries, As such, it forms part of a continuing line of work
within WHO's programme on the prevention and control of alecohol and drug abuse.
Over recent years, WHO has devoted considerable attention to activities related
to the treatment of drug dependence. These activities have included an analysis
of the nature and effectiveness of treatment policies, a review of legislation
relating to the treatment of drug- and alcohol-dependent persens, the development
of training materials for medical and other health personnel, and the preparation
of guidelines for assessing the quality of care in drug abuse treatment services.

Within this context, there has been a special focus on substitution drug
therapy and, in particular, on the use of wmethadone within drug dependence
treatment systems. A preliminary review, which is described in more detail below,
was undertaken in the mid-1980= by Arif and Westermeyer (1988) and some of the
conclusions of that review have alse been published independently (Arif ‘and
Westermeyer, 1990). Based upon this work, a WHO working group met in Genevd in
December 1988. The main product of that meeting was a WHO report entitled
"Options for the Use of Methadone in the Treatment of Drug Dependence” (WHO/MNH/
DAT/89.2), which was presented to the United Nations Commission on Narcotic Drugs
in February 1989. In addition, a subsequent WHO report "The Uses of Methadone in
the Treatment and Mapagement of Oploid Dependence" (WHO/MNH/DAT/89.1) was
developed by Gossop, Grant and Wodak, utilizing the background papers prepared for
that meeting. In their concluding observations, the editors note that:
"Insufficient attention has been given to the manner in which the effectiveness
of methadone as a substitution drug might be maximized, In general, any
considered analysis of the issues and procedures, and properly-controlled research
has been conspicuous only by its absence ... On this questiom, there remains
considerable confusion both about the identification of goals for the treatment
and management of opioid dependence and also about how such goals are related to
treatment methods " '

|

1t iz in part to attempt to reduce that confusion that it was decided’ te
undertake the present study. In doing so, it was fully recognized by WHO that
methadone has provoked a good deal of controversy, especially in its role as a
substitute for heroin in maintenance programmes. It is unfortunate that one facet
of the controversy has taken the form of an argument about whether or not
methadone maintenance is a "good" thing or a "bad" thing. A more productive basis
for discussion would be a consideration of the circumstances in which this form
of treatment might or might not be appropriate and what sorts of specific costs
and benefits might be associated with maintenance. One straightforward and useful
description of some of the benefits that mlght follow from maintenance has been
offered by Kaplan (1983):

"It places the addict under strong pressures to appear on a fixed
schedule for his dose, which in itself adds a degree of stability to his
often chaotic life. Moreover, at each appearance of the addict, the
programme staff may monitor his progress. They may question him about
his work status; subject him to urine-analysis to determine his non-
therapeutic drug use; talk to him about his problems; and help him in
securing employment" (p.216-217).

Within the last 10 years there have been several important developments
concerning the abuse of opiates, including an increased awareness of the health
risks associated with drug abuse. Hepatitis B infection is one example of a
serious health problem that is commonly associated with drug injection. In some
countries the majority of drug injectors become infected with the hepatitis B
virus within the first year of injecting. Septicaemia, endocarditis, abscesses
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and vascular injury are other health problems found among drug abusers. One of
the most worrying tecent developments, of course, has been the increaszing
incidence of HIV infection among drug injectors. In many countries, drug
injectors are now one of the high-risk groups most likely to contract and transmit
this infection and the recognition of this fact has contributed to the awareness
of the need to strengthen national preventive and treatment responses. One option
that is widely perceived as offering a potential preventive weapon againat health
ptoblems, including HIV infection, is methadone maintenance.

Like many treatment options that are used in the field of drug dependence,
"methadone maintenance" iz a term that is used without clear definition. Despite
the fact that maintenance treatments have been used in many countries for more
than 20 years, the precise manner in which this treatment is applied tends not to
be explicitly stated.

In the previous WHO study of the uses of methadone in 19 different countries
around the world, Arif and Westermeyer (1988) presented a general ovetrview of
methadone treatments. However, the Arif and Westermeyer report was not
specifically concerned with the content and structure of methadone treatment
programmes, not with the role of methadone maintenance in the prevention of health
problems. In addition, much of the data contained in the previous report was
collected between 1983-1985, and therefore relates to circumstances prior to the
Increased concerns in recent years about the prevention of health problems among
drug takers. In addition, many countries have experienced significant changes in
patterns of drug abuse since the earlier report, and the appearance and growth of
HIV infection has had a powerful impact upon service delivery,

In a study of a London drug dependence c¢linic, Love and Gossop (1985) observed
that: "There is surprisingly little detailed information about the operation of
the drug clinics." More recently, in a recent national study of treatment
effectiveness in the USA, Hubbard et al., (1989) made the same point - that:
"Although many studies of the effectiveness of drug abuse treatment have been
conducted, there is limited information available about the nature of therapy and
services delivered in drug abuse treatment programs": these authors alse comment
that "Variables in the "black box" that is drug abuse treatment need to be hetter
specified.” (p.43)., Senay and Uchtenhagen (1990) have drawn attention te the
variation that occurs hetween methadone programmes. This may relate to such
issues as programme demands for behavioural change, admission criteria, frequency
of urine-analysis, administrative and clinical response to illicit drug abuse,
programme requirements regarding behaviour inaside and outside c¢liniecs, and
pressure to attempt detoxification, Each of these, and other related issues may
have implications for outcome.

The present study provides information from six countries on:
(i} the content and structure of methadone treatment programmes;

(i1} the characteristics of people attending methadone treatment
programmes; and,

(11i) the manner in which methadone maintenance is currently uszed
in the treatment and management of drug problems.

In addition, the study presents data on the changes in practice which have
oceurred within the past 10 years. As such, it iz intended to go some way towards
clarifying issues which have for too long remained unnecessarily confused, Whilsc
it cammot, in itself, provide the full considered analysis which is required, it
is hoped that it will alsoc encourage others to undertake the properly-controlled
research, which is still so conspicucusly absent from this field.
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2. Methodoleogy of the study

2.1 Sample @

This study focuses upon six countries chosen from the sample of 19 countries
that had taken part in a previous WHO study of methadone treatment programmes
(Arif and Westermeyer, 1988). Australia, Canada, France, the Netherlaﬁds,
Thailand, and the UK were selected so as to contain at least one country from each
of the WHO regions in which methadone iz used as & treatment optiom. This sample
contains at least one representative from Furope, North America, Asia,:.:and
Oceania. Based upon the findings of the previous WHO study, the sample was :also
deliberately constructed in order to represent a spread of views and practices
concerning methadone. Countries were chosen that, at the time of the previous
report, were:

not uszing methadone maintenance (Thailand);

using maintenance on a very limited basis (France);
using maintenance but with inereasing reluctance (UK);
using methadone with variable national trends (Canada);
using methadone with increasing frequency (Australia);
using methadone with continued enthusiasm (Netherlands).

2.2 Instruments

A Methadone Update Form (MUF) was specially devised te expand and develop some
of the impertant issues raised by the previous Arif and Westermeyer report but
also to incorporate new themes and issues that have become prominent since the
original study. This questionnaire (MUF) contained 21 items. The general
structure of the MUF was to ask for estimates of the current situation with regard
to specific iszsues, to aszk about any changes that might have occurred within the
past 10 years, and to ask for estimates of the situation prier te any such
changes. The MUF contained many items requesting quantitative data and used
structured responsze options, (e.g. q.10. "To what extent is there a problem of
diversion of methadone from maintenance programmes on to the black market ?".
This required a response in terms of four categories - no problem, insignificant,
some problem, major problem). Some questions permitted open-ended responses
(notably those requesting information about changes that might have cccurred with
respect to a specific issue within the last 10 years): open-ended responses were
also requested for items asking for details of the content and structure of
treatment programmes, (e.g. 4q.l4. "Have there been any changes in practice
regarding upper dose limits within the last 10 years ? Describe briefly."). iThe
MUF was completed during QOctober and November 1989, so the 10-year period covers
the decade 1980-1990. A copy of the Methadone Update Form (MUF) used in this
study is annexed to this repoxt. :

2.3 Procedure

The present study used a key informant approach. In each of the six
countries, a key informant was ildentified who was currently invelved with drug
abuse problems in his country, whe was in a sufficiently senior position to be
aware of natiomal developments in the country, and who had an active clinical
involvement with this field. Questionnaires were sent to a key informant inleach
of the countries., In addition the informant was requested to provide a repprt,
in which relevant background information about local and national developments,
or further information, could be presented to augment the data collected in; the
Methadone Update Form. Material contained in these supplementary reports has'been
incorperated in this paper. ;
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3. Extent of drug and drug-related problems

The considerable difficulties attendant upon obtaining accurate national
estimates of the number of people who are dependent upon opiates are well known.
This point was reiterated by most of the key respondents in thelr reports.
Different countries use different methods and different indicators to make such
estimates, and frequently there is considerable variation within any country in
the estimates that are available. This wvariation in estimates may relate Co
sampling and methodological differences, as well as "real" geographical variation
in the extent of drug problems. Beating in mind their awareness of the available
national data and the limitations of the data, and their knowledge of the national
situation, key informants were asked to provide their own best estimate of the
number of people dependent upon opilates.

The overall estimates for each country were:

Australia 30-50,000 Netherlands 15,000
Canada 10-20,000 Thailand 100,000
France 80,000 UK 75,000,

These figures may also be expressed in relation to the size of the national
populations (according to WHO, 1988). Overall national estimates and estimates
adjusted for the szize of natienal population are both shown in Figure 1. In the
latter case, the largest proportional opiate problem is reported by Australia,
followed by Thailand, with the European countries (France, the Netherlands and the
UK) reporting opiate problems at a similar sort of level, and Canada reporting the
smallest problem.

In Australia, the number of persons injecting herein "likely to come to the
attention of the authorities in a 12-month period" was estimated at 10-14,000 for
New South Wales (population 5.5 million) in 1987. As this estimate is essentially
based upon the number of persons recognized by the police and the Corrective
Services Depatrtment, it is believed to understate the number of persons whe inject
heroin without detection by law enforcement authorities. The technique of this
estimate was "capture-recapture". The Department of Community Services and Health
in March 1988 estimated that 30-50,000 individuals use heroin regularly and an
additional 60,000 use heroin occasionally (definitions and methodology unspeci-
fied).

The National Advisory Committee on AIDS commissioned a survey of HIV risk-
taking behaviour among almest 2,000 adults in capital cities in 1986. Just under
5% of adults stated that they had self-administered drugs intravenously during
their lifetime and almost 2% stated that intravenous self-administration had
occurred in the last 12 months. A Drug Indicators Project has been established
in the Australian Capital Territery, and it is intended to extend the technique
of estimation to cover the nation following a pilet phase of several years. There
are no current and reliable estimates of drug users in Australia based on sound
methodology, and only limited data is avallable on the number of persons Injecting
drugs, preferred drugs for injection, and extent of injection of moxe than one
drug. Amphetamine use is widely believed to be inecreasing and to imvelve intra-
venous administration, but good data is lacking.

Although heroin abuse in the Netherlands increased in the period between 1972
and 1985, during the past few years the abuse of heroin appears to have declined.
The number of heroin-dependent users in the Netherlands may be estimated to be
about 15,000 {perhaps between 15,000 and 20,000). Approximately half of the total
number of people dependent upon heroin may be found in the two largest cities in
the Netherlands. Amsterdam has about cne-third to one-half of the total number
of dependent heroin users in the Netherlands (about 7,700).
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In Rotterdam, there are approximately 2,500 people dependent upon heroin.
Most of these drug abusers use other drugs as well as heroin. About 30% of them
use amphetamines and/or cocaine regularly, and more than half of them are reported
to be dependent upon alcohel.

In Thailand, the largest known group of drug-dependent people is the clien-
tele of the drug treatment services. Between 1983 and 1987 the annual treatment
population gradually increased from 41,000 to almest 58,000 cases. This was ac-
companied by an increase in the number of treatment service units from 78 to 108
units., On a regional basis, the increase in the total annual treatment population
was most evident in the southern region. The largest drug dependence treatment
hespital in the country is located in the suburb of Bangkek. This hospital-based
sexvice provided in-patient treatment for about 5,000 to 8,000 caszes per year
between 1981 and 1984. However, the national proportion of clients from Bangkok
dropped from 60.4% in 1983 to 50.3% in 1987.

Thailand was the only country in this study to have a substantial problem with
opium dependence, and in 1987, just over 5,000 opium-dependent people entered
treatment services, Nearly all lived in provincial regions, especially 1in the
upper part of the northern and north-eastern regions. There were marked
differences between the patterns of drug abuse found in the cities and in the
rural areas of Thailand.

Indeed, within all countries there is considerable geopgraphical wvariation in
the extent (and type) of drug problems. In the UK, some parts of the country have
been found to have a sizeable heroin problem, whereas in other adjacent areas the
problem appears to be of negligible proportion. There are also regional
differences in the route of drug administration in the UK. During the late 1970s
and early 1980s the increased availability of south-west Asian heroin led te an
increase in heroin abuse, and the pattern of abusing heroin by “chasing the
dragon"* also became established. In some cities this pattern of chasing the
dragon has become a relatively common (and stable) pattern of taking heroin,
whereas in other cities intravenous use remains the predominant pattern.

Most drug abusers tend to take a range of different drugs and the term "heroin
abuser" should not be understood to imply that the person uszes only heroin., In
the UK (as in the other countries), poly-drug abuse is the predominant pattern of
drug taking. In some areas of the UK there is a worrying problem associated with
the abuse of amphetamines by injection. The abuse of amphetamines is a sizable
problem in some cities but is largely absent from others. This sort of regional
variation is also found in Canada, where there is a concentration of opiate
problems in British Columbia (more than 70% of cases in this state); and in the
Metherlands, opiate problems are concentrated in Amsterdam and Rotterdam. The
observation, that the abuse of heroin or other opieid drugs tended to be most
commenly found in large city areas, was made by all respondents.

3.1 Characteristics of patients in treatment

The basic demographic characteristics of patients receiving methadene
treatment were broadly similar in all six countries. Reports indicated that there
were more males than females, and average ages were reported to be about 23-20
years. In the UK, the majority of patients was reported to be aged between 23-35,
with more males than females (3:1). In Australia most patients were reported to
be aged between 25-30 years, and the sex ratio was 3:2 (males to females), though
the relative numbers of women in treatment has increased in recent years as a
result of the decision to offer priority to pregnant women with drug problems.

1 “Chasing the dragon” i3 # techoigue of administering hercin by inhalatien, Usually, an amount of powdered
heroin is placed on a pleca of tinfeil and a flame placed wnderneath, As the hercin heats up, it becomes
liquid end runs over the surface of the foil, A vapour is given off and the vapours are "chasnd” and
inhaled through a tube (¢f. Gessop, Griffiths & Strang, 1738).
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The same sex ratio of 3:2 was reported for the treatment services in Canada, where
patients were mostly under 40 years (about 602 aged between 20-30 years), with an
increasing number of younger users, About a third of methadone reecipients report
less than five years opioid dependence. Three-quarters of the people recelving
methadone treatment report heroin as their primary drug of abuse, but most also
use other drugs (including cocaine, sedative/hypnotic drugs and cannabis).

The age trends reported in Canada contrast with those in the Netherlands,
where the average age of people in treatment is rising. It also appears that the
age at which people use drugs for the first time in the Netherlands is rising.
The percentage of drug abusers in treatment aged under 22 is steadily declining
(in 1981 - 14.4%, in 1987 - only 4.8%). Men outnumber women by 3:1. The predomi-
nant pattern of hercin use is by "chasing", though there is also a problem of
intravenous injection. The mest common drug problem involves poly-drug abuse.
It is suggested that psychiatric co-morbidity is becoming more evident among drug
abusers in treatment.

It Thailand, opium and heroin are the principal drugs of abuse. These are
used on a daily basis by about 95% of all cases during the last 30 days before
admission to treatment. About 90% of clients from Bangkok, and the southern.and
central regions are found to be dependent upon heroin. The average age of the
heroin abusers is about 30 years in Bangkok; (average age was similar in all
regions). At least half received education above primary school (7 years} ‘and
about one-third were unemployed. Intravenous injection is extremely common. . For
the old cases that had been treated at least once in the past, about 80-95% were
found to be injecting intravenously. For the new cases that reported no previous
treatment experience, about 65-85% were injecting intrazvenously., 1In the north-
eastern and northern regions, opium use was more common than heroin use (e.g. in
1987 in the north-eastern region, it was found that the incidence of heroin'and
opium dependence waz 29% and 43% respectively). Opium abusers were often married
males, aged between 30 and 40 years, and most were employed (unemployment Tess
than 15%). More than half had received only primary education. A worrying
development since 1979 has been that some opium users have started injecting opium
intravenously. Opium is dissolved in water over an open fire and filtered by
sucking the solutiom through cotton wool, or the filter of a cigarette, into'the
syringe for the injection. This problem of intravenous opium injection is more
common in the city areas, and old cases also tend to inject Intravenously ‘more
than the new cases.

3.2 HIV seropositivity rates among injecting drug takexs

HIV infection is transmitted between injecting drug takers primarily, but net
exclusively, when the equipment used to inject drugs is shared, Many studies. have
emphazized the geographical variation In seropesitivity rates among drug
injectors. However, the seroprevalence of HIV infection ameng 1n33cting§drug
takers has been found generally to inecrease over time and HIV/AIDS among drug
injectors is a serious public health problem. One of the highest servoprevalence
estimates among drug injectors has been reported by the Centre for Communicable
Disease Control in Thailand, which suggested that intravenous drug injectors. made
up 86% of the 8,592 HIV seropositive cases reported between 1984 and July 1989.

In the present study, the overall rates of HIV infection among drug injectors
varied considerably. These were estimated to be less than 2% (Australia), less
than 5% (Toronto and Montreal, Canada), about 35% (France), about 31% (Amsterdam,
Netherlands), about 45% (Thailand), and about 5% (UK). These national estimates,
however, should be treated with some caution, since all countries again drew
attention to the regional variatien that exists within countries. In the UK, for
instance, there is a great difference between HIV rates among drug injectors in
London (10%) and those in Edinburgh (60%). Similarly, in the Netherlands, 31% of
the intravenous drug users in Amsterdam are seropositive, whereas outside
Amsterdam the seroprevalence is lower in Arnhem (3.6%) and in Rotterdam (9.7%).
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Figure 2 shows these data and compares them with the estimates made ofi the
percentage of the opiate-dependent population who are attending methadone
treatment programmes. Lt can be seen that the countries reporting the highest
seropositivity rates are France, the Netherlands and Thailand. The country with
by far the highest percentage of opiate abusers in methadone programmes is the
Netherlands, followed by Australia. The presentation of these two sets of data
in the same figure, however, does not permit simple conclusionz to be drawn,
regarding possible relationships between availability of methadone treatment and
the risk of HIV infection (reflected in seroprevalence). A multiplicity of
factors operate to influence the risk of HIV infection. In these data, there
appears to be no consistent relationship between the proportion of opiate addicts
in methadone treatment, and the national HIV infection rates among drug abusers,

4. Uses of methadone

The two major uses of methadene in the treatment and management of opiate
dependence are in detoxification and within maintenance programmes.

In several of the six countries in the study there bas been a marked division
of opinion among drug dependence experts about the merits of methadone as a
treatment option. For example, in Canada some experts have arpued that methadone
has no value and should only be used in exceptional cases. Such cases might
include the treatment of opiate dependence among pregnant users or the treatment
of chronic, long-term dependents, for whom all other options have failed. Others
have recommended that, provided that appropriate and careful assessment procedures
have been carried out, methadone may have some value as a treatment option. This
would include the prescribing of methadone to patients other than "“hard-core”
abusers. Those who see some role for methadone, tend to see this treatment within
the range of responses required to contain the epidemic of HIV infection and to
deal with its consegquences, Of the six countries in this study, methadone i=
least-favourably regarded in France, where for many years methadone was seen as
having been diszeredited as a useful form of treatment, and where it haz been
rejected by most clinicians. However, this view appears to have moderated in
recent years.

France first authorized the use of methadone for the treatment of drug
problems in 1973. At this time a commission of experts was convened te provide
guidelines about the manmer in which this drug might be used, In practice, the
clinical application of this treatment was extremely cautious. Only four hospital
services were authorized to prescribe methadone, and in addition other restrie-
tions were placed upon the type of patients to whom the drug might be given, and
the manner in which the drug could be prescribed. Of the four hospitals
authorized to use methadone for the treatment of drug problems, only two took the
opportunity to try the drug. Both of these hospitals (the Sainte-Anne and the
Fernant-Widal Hospital) were in Paris, and each had the capacity to treat 20
patients. There continues to be a national reluctance to expand the basis upon
whiech methadone is used in the treatment of drug problems.

4.1 Detoxification

There iz a marked difference between the six countries in the extent to which
methadone is used in the detoxification of opiate-dependent patients. In the UK,
methadone is regarded as the "treatment of choice” in most centres, and it is the
mozt widely-used option in detoxification. In Canada, the Netherlands and Thal-
land, methadone is also widely used, but is not the dominant dervoxification treat-
ment option that it is in the UK. In the Netherlands and Thailand, mecthadene is
uzed in most centres. In Thailand, for example, methadone was introduced in 1960,
subsequent to the identification of the country’s first heroin epidemic, Since
then it has been extensively applied as the prime drug for detoxification in the
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TABLE 1

USES OF METHADONE FOR DETOXIFICATION AND/OR

MAINTENANCE PURPOSES

UUSES
DETOX. MAINT.
COUNTRIES ;
AUSTRALIA Occasionally/ | All/virtually
some centres all centres
Common in Occasionally in
CANADA some centres some centres
FRANCE NotUsed | COMMORI
some centres
Used in Used in
NETHERLANDS most centres most centres
THAILAND Used in Not Used
‘ most centres
UK Alljvirtually Occasionally/

all centres

some centres
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majority of treatment services., The application of methadone is confined solely
to short-texm detoxification for opiate dependence, which generally extended
over a period of two to six weeks., There are 134 treatment units which have been
licensed for service delivery. Of these, 111 were open in 1988, and the majority
were using methadone as a detoxification agent. Thailand was the only country in
the study to use tincture of opium (in conjunction with other medications) as a
detoxification agent. Other countriez have alszo used tincture of opium for this
purpese, either because of savings in costs, or because of the unavailability of
methadone. In Ganada, methadone is also "commonly used in some centras" for
detoxification. “

In contrast, the use of methadone for detoxification in Australia has de-
clined, and in France this practice has been abandoned in favour of alpha adroner-
gic agonists, such as clonidine (most often in a hospital setting), minor analge-
sles and benzodiazepines. In Australia, there has been a increasing tendency
during the past 10 years for detoxification centresz to prefer other forms of drug
cover (such as clonidine), or non-medical detoxification options to the use of
methadone, though methadome is still "occasionally used in some centres", In
France, whereas methadone was occaglonally ugsed in some centres between: about
1973-76, it has since been abandoned,

4.2 Maintenance prescribing

There was considerable variation between the six countries in the extént to
which methadone is prescribed for maintenance purposes. Except for a number of
limited clinical trials, no maintenance prescribing occurs as part of routine
clinical practice in Thailand. About 10 years ago, methadone maintenance treat-
ment was first tried out in two official drug dependence treatment units. There
was very little interest among the treatment persomnel, Furthermore, the Treat-
ment Regulation of the Ministry of Public Health, which limited the detoxification
period to 45 days, questioned the legitimacy of providing szervices beyond this
period, since methadone was generally considered as a detoxification agent. One
important factor associated with the trial of methadone at this time, was the lack
of interest and negative attitudes of the profeszsional therapists, as well as
policy makers; it was widely believed that the substitution of methadone for!other
opiates was not acceptable philosophically. For the majority of policy makers and
service persommel, the desirable treatment goal was complete abstinence, despite
the evidence that multiple relapses were the most likely outcome, after drug
abusers had been through the existing treatment services. At the time of prepara-
tion of the previous WHO report on methadone (Arif and Westermeyer, 1988), the
chapter on Thailand noted that: "There is no methadone maintenance system” (p.32).

Since the identification of the RIV epidemic among drug abusers in Bangkok
at the begimming of 1988, there has been a widespread sense of urgency directed
towards the contrel and prevention of the transmission of HIV infectlon. This has
led to a renewed interest in methadone maintenance as a preventive measure for HIV
transmission. Around the end of 1988, two well known drug dependence treatment
units launched c¢linical trials of maintenance prescribing. Early outcome data
indicated that there was some reduction of drug use during the first six weéks of
methadone maintenance. However, occasional intravenous administration of heroin
was still evident in practically all cases, and retention in treatment heyond
three months was lower than 10%. The consequent impact on prevention of HIV
transmission is as yet unclear. In August 1989, the Ministry of Public Health
decided to proceed with a national clinical trial of methadone maintenance. At
the time of preparing the present report, this trial is in the final stages of
design.

In Ganada, although maintenance is occasionally used, this is less frequent
than 10 years ago. This is related to the reduction in the number of government-
sponsored methadone clinics in the province of British Columbia from 1987. The
availability of methadone treatment, as well as other forms of drug treatment in







