Essential Drugs & Alcohol Services

Heroin and other opiates
This Information sheet has been designed to give you up to date information on the affects of using
Heroin.
Boy, brown, china white, dragon, gear, H, horse, junk, skag, smack, Diamorphine, morphine,
methadone, opium, codeine, pethidine, dihydrocodeine (DF118), palfium, Diconal, Temgesic,
physeptone

What is heroin?
Heroin (medical name diamorphine) is one of a group of drugs called
'opiates' which are derived from the opium poppy. Opium is the dried milk
of the opium poppy. It contains morphine and codeine, both effective
painkillers. Heroin is made from morphine and in its pure form is a white
powder.
The main source of street heroin in the UK is the Golden Crescent
countries of South West Asia, mainly Afghanistan, Iran and Pakistan.
Today street heroin usually comes as an off white or brown powder. For medical use heroin usually
comes as a tablets or an injectable liquid. A number of synthetic opiates (called opioids) are also
manufactured for medical use and have similar effects to heroin. These include Dihydrocodeine
(DF 118s), Pethidine (often used in childbirth), Diconal, Palfium, Temgesic and Methadone, a drug
which is often prescribed as a substitute drug in the treatment of heroin addiction.
Heroin can be smoked ('chasing the dragon'), snorted or prepared for injection. Opioids made for
medical use usually come in tablet or injectable form and may be used for non-medical reasons,
especially by heroin users who cannot get hold of heroin. Methadone is usually prescribed as syrup
which is drunk.

The UK situation
The street price of heroin was £50 per gram at June 2005 (source: Druglink survey, Sept 2005), and 75
per cent of Europe's heroin comes from Afghanistan, with UK-based Turkish groups behind 70 per cent
of heroin in the UK. Heroin / morphine remain the top-ranking substance implicated in death in the UK;
heroin / morphine accounted for just over 18% of drug related deaths where only one drug was indicated
but 38% where more than one drug was found between January and December 2003. [1]

Cultivation and production
The World Drug Report 2006(pdf) [2] states that the total area under opium poppy cultivation declined in
2005, as did global opium production. Global seizures of opiates (heroin, morphine and opium)
increased, particularly in South-East Europe, and global abuse of opiates appears to be stable.
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The report also states that, in 2005, the estimated area under illicit opium poppy cultivation in the world
decreased by 22 per cent (from 195,940 hectares to 151,500 hectares) due to lower cultivation in the
three main source countries of illicit opium in the world: Afghanistan, Myanmar and Lao People’s
Democratic Republic (Lao PDR).
Global opium production was estimated at 4,620 metric tons of which 4,100 metric tons (89 per cent)
were produced in Afghanistan.

Treatment and prevention
There are several schools of thought on treatment for heroin dependency ranging from abstinence to
maintenance. The National Treatment Agency (NTA) formulates policy for treatment in England. As part
of the national drug strategy their target is to double the numbers in treatment by 2008. [3] Methadone is
the leading drug for substitute prescribing and can be used to maintain or detox. It has a reputation
among users as being more difficult to detox from compared to heroin. From April 2001 Buprenorphine
can also be prescribed by GPs. This is marketed under the trade names Subutex and may be useful
when methadone is not the best choice, for example when a person is in the early stages of dependency.
Naltrexone implants can be used to block the effects of heroin as part of a treatment programme they are
not yet licensed in the UK but are available from private practitioners.
There is support for the idea that doctors should return to prescribing heroin as they did in the 1960s
rather than methadone because users prefer it and by prescribing heroin, the view is that the illicit market
would be undercut.
However, there is no government support for this policy; in fact, there are plans to tighten up on
prescribing to users.

Needle Exchange
Needle exchanges are a pragmatic response to the rise in blood borne diseases such as HIV and
hepatitis B/C. The first needle exchange opened around 1987. There is now 100% coverage across
England with every PCT having at least one [5]. Injecting drug user's hand in used needles and syringes
in return for sterile injecting equipment.

Dihydrocodeine
While methadone is the most frequently prescribed substitute for the management of heroin misuse,
GP’s seem to be increasing their prescribing of dihydrocodeine. Although not licensed for the
management of drug dependence, dihydrocodeine is used by some practitioners to reduce the severity of
withdrawal symptoms, usually at the end of a methadone reduction programme. However, the drug is
also used in cases where the dispensing of oral methadone is inappropriate, for example when a user is
going on holiday for a period longer than methadone storage will allow. The drug is usually dispensed in
tablet form.

History
The earliest reference to use of opium is amongst Sumerian people in the Middle East 6,000 years ago.
It was used as a medicine and recreational drug amongst the Ancient Greeks and by the 7th or 8th
century AD commonly used in Chinese medicine.
Opium was used in the UK (and the rest of Europe) in medicines from the 1550s and by the 17th century
drugs like laudanum - a mixture of opium and alcohol - were used for all sorts of ailments including to kill
pain, aid sleep, for coughs, diarrhoea, period pains and for toothache and colic in babies. This trend
continued well into the 19th century with the availability of many opium-based medicines bought from
grocery stores and use of opium by many famous writers and poets. Concerns about the rising number of
infant deaths through opium overdose resulted in the first controls on sales of opium in 1868.
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Morphine was first synthesised from opium in 1805 by a German chemist and was advertised as a new
wonder medicine that was non-addictive and could even be used for the treatment of opium dependence.
About 1850, the hypodermic syringe came into use and at that time people believed that smoking opium,
rather than injecting opiates led to dependence. Thousands of soldiers in the American Civil War came
home addicted to morphine given to them to ease the pain of their injuries. In 1874, again in Germany,
heroin was first made from morphine - again it was advertised as non-addictive, this time as a substitute
for morphine.
Non-medical use of opiates was not an offence in the UK until after the First World War but doctors were
still allowed to prescribe them (mainly morphine) to people who had become dependent. Not many
people used morphine or heroin and most who did obtained it from doctors. Diversion of heroin from
doctors saw the number of users increase in the 1960s and all but a few specialist doctors were stopped
from prescribing it.
The mid 1970s saw the beginnings of a significant market in imported illegally manufactured 'chinese'
heroin from Hong Kong. In the mid 1980s the number of users of heroin and other opiates increased
dramatically, particularly in inner city deprived areas. This heroin came from the so called golden cresent
countries of Iran, Pakistan and Turkey. This type of heroin was originally produced for smoking rather
than injecting and followed the rise in Iranian refugees to the UK after the fall of the Shah in 1979. [4]
The government responded by developing new community based drug services and running anti- heroin
media campaigns as well as needle exchange schemes to reduce needle sharing and the incidence of
HIV.

The law
Heroin and other opiates are controlled under the Misuse of Drugs Act making it illegal to possess them
or to supply them to other people without a prescription. Heroin is treated as a Class A drug where the
maximum penalties are 7 years imprisonment and a fine for possession and life imprisonment and a fine
for supply.
Morphine, opium, methadone, pethidine and Diconal are also Class A drugs under the Act. Codeine and
dihydrocodeine (DF118) are Class B drugs and Temgesic and Distalgesic are Class C drugs. Only a very
few specially licensed doctors can prescribe heroin to maintain' a drug user.
Methadone is much more commonly prescribed. Heroin can, however, be prescribed by doctors to
relieve severe pain and has been found very effective with terminally ill cancer patients.
Methadone can be taken abroad in some circumstances, provided you have a prescription and
sometimes an export permit for the drug and the destination country permits import. See the Home Office
website for full details on what you can and can't take out the country.

Effects/risks
Heroin and other opiates are sedative drugs that depress the nervous system. They slow down body
functioning and are able to combat both physical and emotional pain. The effect is usually to give a
feeling of warmth, relaxation and detachment with a lessening of anxiety. Effects start quickly and can
last several hours but this varies with how much is taken and how the drug is taken.
Initial use can result in nausea and vomiting but these unpleasant reactions fade with regular use. With
high doses sedation takes over and people become drowsy. Excessive doses can produce stupor and
coma and even death from respiratory failure.
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With regular use tolerance develops so that more is needed to get the same effect. Physical dependence
can also result from regular use. Withdrawal after regular use can produce unpleasant flu like symptoms
and may include aches, tremor, sweating and chills and muscular spasms. These fade after 7- 10 days
but feelings of weakness and feeling ill may last longer. Whilst many people do successfully give up long
term heroin use, coming off and staying off heroin can be very difficult. .
Fatal overdoses can happen, especially when users take their initial dose after a break during which
tolerance has faded, or when opiate use is combined with use of other depressant drugs such as an
alcohol, tranquillisers or other opiates. Many regular heroin users will use other opiates or depressant
drugs when they cannot get hold of heroin.
It is often difficult to know exactly what is being taken because the purity of street heroin varies and it is
often mixed with adulterants. Injecting increases these risks and also puts users at risk of a range of
infections including hepatitis and HIV if injecting equipment is shared. The physical effects of long term
heroin use are rarely serious in themselves but may include chronic constipation, irregular periods for
women and possibly pneumonia and decreased resistance to infection. This can be made worse by poor
nutrition, self neglect and bad housing. Regular injectors may suffer more health problems including
damaged veins, heart and lung disorders.
Opiate use during pregnancy tends to result in smaller babies who may suffer withdrawal symptoms after
birth. These can usually be managed with good medical care. Opiate withdrawal during pregnancy can
be dangerous for the baby, so the preferred option is often to maintain the mother on low doses until birth
of the child.
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Other Sources of information
Local organisations that offer
Assessment & Treatment
options for people with
addictions:
SMART- Substance Misuse
Assessment & Referral Team
Poole - 01202 735777
BAT – Bournemouth Assessment
Team 01202 294888
YADAS – Tel 01202 741414
www.edasuk.org/which-area-doyou-live-in/poole/poole-yadas/
ShADOWS – Tel 01258 488486
www.edasuk.org/which-area-doyou-live-in/dorset/shadows/
ADDACTION – Tel; 01202 558855
www.addaction.org.uk
SPS - Specialist Prevention
Service Tel: 01305 228200
www.dorsetforyou.com/specialistpr
evention

Local organisations who offer treatment,
advice, information & support for people
with addictions:
PACT
(Poole Addictions Community Team)
Tel:01202 633875
Steven James Project
Tel: 01202 740044 - www.sjcounselling.co.uk
Tom Smith Counselling
Tel: 07738 380146
email:tom@tiscounselling.co.uk
EDP –Tel: 01392 666710- email info@edp.org.uk

National organisations
that offer treatment, advice,
information & support for
people with addictions:
Alcohol Concern
Tel: 020 7264 0510
www.alcoholconcern.org.uk
FRANK-0800 77 66 00
www.talktofrank.com
NTA – Tel:020 79721999

www.nta.nhs.uk/

CADAS - Community Alcohol and Drug Advisory
Service Tel:01305 265635
www.dorset.nhs.uk/localservices/alcohol-anddrugs.htm
CRI –Tel:01202 203101 www.cri.org.uk/bit_bournemouth
SHARP – Tel:08451234130
www.actiononaddiction.org.uk/treatment/sharp_bo
urnemouth/
YADAS – Tel 01202 741414
www.edasuk.org/which-area-do-you-livein/poole/poole-yadas/
ShADOWS – Tel 01258 488486
www.edasuk.org/which-area-do-you-livein/dorset/shadows/
ADDACTION – Tel; 01202 558855
www.addaction.org.uk

- Tel: 01305 228200
www.dorsetforyou.com/specialistprevention
SPS

Contact us: Help lines 01202 733322/311600 (Weekdays 8.30am to 4.30pm, 24-hour answer phone)
Email: admin@edasuk.org
EDAS Head Office - 2 West Hill Road, Bournemouth, Dorset BH2 5PG
Statement
Our information and research is designed to help you make informed choices about the services that we provide. From time to time, for
illustrative purposes, we may make reference to commonly available products (such as relaxation CDs and popular self-help books). We
do not endorse or advertise the use of any specific product.
Disclaimer:
While we make every effort to use up-to-date and reliable sources, we cannot accept liability for errors in the sources that we use and
also cannot guarantee to find all the information relevant to your enquiry or request. All responsibility for interpretation of and action
upon that information rests with you. This information and advice is offered on the understanding that if you intend to support your
treatment with complementary or alternative approaches then it is advisable to consult your GP to ensure that they have a complete
understanding of your situation and the complementary or alternative approach that you are considering .
ID: ED-DS-11112011 v3
Literature search completed: October 2012
Sheet published: October 2012
Review Date: October 2013

www.edasuk.org

Registered Charity No. 900565

admin@edasuk.org

