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Withdrawal from heroin and methadone

SIR: Psychological and social factors are very import
ant in the institution and maintenance of addictive
behaviour. Complex issues arise when methadone is
used inconjunctionwith prescribedor abused drugs
(Zweben & Payte, 1990). Gossop & Strang (Journal,
May 1991, 158, 697â€”699)caution us that methadone
addicts report more severe withdrawal responses
than heroin addicts during an in-patient gradual
methadone reduction programme. However, we are
not provided with any patient profiles, or details of
length of drug abuse and other drugs abused, and no
indication of the mental state of the patients included
is offered. Hence, no acknowledgement of moti
vational factors or coping strategies employed in
withdrawal is allowed (Murphy eta!, 1989). Further
more, it would appear that the ten-day methadone
reduction schedule was chosen arbitrarily, even
though the authors themselves recently highlighted
the benefits and handicaps of various withdrawal
schedules (Gossop eta!, 1989). Withdrawal responses
were only measured with the self-rating short opiate
withdrawal scale (SOWS). However, a lack of corre
lation has been found between patients' subjective
ratings, objective nurse ratings and physiological
parameters of withdrawal severity (Turkington &
Drummond, 1989).Itisveryimportant inthistypeof
research that subjective and objective dimensions of
withdrawal be considered and measured separately.

The authors state that there was no difference
between the heroin and methadone subjects in terms
of either detoxification completion rates or total
lengthofstayon theunit. Thispromptsme to question
the relevance of the differences noted on the SOWS,
since the outcomes in both groups were comparable.
We are told of special difficulties that may arise during
the withdrawal phase as a result of the prior substi
tution of methadone for heroin. I wonder what is
meant by this? The literature suggests that use pre
dicts treatment outcome, not opiate dependence or
withdrawal (Kosten eta!, 1989).

Notwithstanding the above criticisms, the results
showing differences between the two groups are in
triguing. Most theories of drug tolerance emphasise
the physiological consequences of repeated pharma
cological stimulation; they postulate some systemic
change within the organism, as a result of early
administrations, that either modifies receptor sensi
tivity to the drug, induces neurochemical changes, or
alters the metabolism of the drug. However, a com
plete account of tolerance requires an appreciation of
environmental influences. In this study, the group
with the most severe withdrawal was the group that
was already established on methadone. The heroin
group differed in that they had to accept that before
entry, a condition of treatment would be substituting
their heroin for methadone. The latter group were
aware that their drug cues would be different, the
former experienced their old cues (i.e. methadone)
but in a different context. Could it be that the differ
ences in severity of withdrawals observed reflect an
appreciation of environmental alterations?
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more general point: for too long the treatment of
addicts has muddled along, driven by chemical whim,
with insufficient investment in the systematic study of
the treatment being delivered.
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Cerebralventricularsizeanddyskinesia

SIR: McClelland and colleagues (Journal, May 1991,
158, 691â€”696) report an interesting association
between cerebral ventricular size, at the end of 16-
years follow-up and the development of facial dys
kinesia during the period in a group of 23 patients
with functional psychosis. This data adds to 12 pre
vious studies, the results of which divide evenly
between supporting and refuting an association
between current ventricle:brain ratio (VBR) and
current dyskinesia. A smaller group of studies are
divided over the importance of cortical atrophy. A
confounding problem in McClelland et al's findings
may be the effect of ageing on brain structure. While
the 18 years from first assessment for dyskinesia to
computerised tomography (CT) scan would be
accompanied by some ventricular changes, it would
also be accompanied by some development of corti
cal atrophy. This is particularly likely in those
patients who converted from dyskinesia negative to
positive as their mean age at first assessment was
53 years. Thus it may be equally possible that the
development of dyskinesia in this group could be
associated with cortical atrophy.

Recent findings of our own would support this
view (Cooper et al, 1991).We have found no relation
ship between VBR and the presence or absence of
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RAYMOND TRAVERS

AUTHORS'REPLY:Dr Travers raises questions but
offers few solutions. He is ofcourse correct that there
are many influences on the opiate withdrawal syn
drome in addition to that described in our paper
(Journal, May 1991, 158, 697â€”699). However, while
clinical practice might necessarily involve juggling
with all ofthese simultaneously, the systematic study
of these possible modifying factors requires a differ
ent strategy. We have previously reported on the
differences between 10-day and 21-day withdrawal
regimens (Gossop et a!, 1989) and on the influences
of different reduction curves (Strang & Gossop,
1988). Dr Travers rightly draws attention to the diffi
culty in identifying the relevant measures for the
study of the opiate withdrawal syndrome. We are of
the view that the SOWS (for development and vali
dation see Gossop, 1990) and the actual measure of
completion rates provide two differing and valuable
perspectives. When all the criticism is said and done,
what does Dr Travers actually suggest?

The most interesting points of the criticism are in
the last paragraph where consideration is given to the
possible different influence of methadone on heroin
or methadone addicts. As we explained in the paper,
virtually all of our subjects had originally been using
heroin, and were assigned to the two groups accord
ing to their most recent opiate of use before admission.
Thus if drug cues are being considered, it is unlikely
that they would be substantially different across the
two groups. Perhaps itis being suggested that the drug
cues may relate to the preparation being used â€”¿�the
linctus â€”¿�but this is unlikely as we use a differently
coloured and specially prepared linctus on our in
patient programme. There are also important cogni
tive cues that influence withdrawal responses. Some of
these have been considered by Wikler(l980)as well as
in our own previous research.

Finally, Dr Travers questions whether the findings
are of any relevancein view of the similardischarge
rates.From a clinicalmanagement perspectivethere
may be some legitimacy to this point of view, although
we would have thought that reducing the levels of
within-treatment distress remained a legitimate clini
cal goal, notwithstanding the similar completion
rates. However, we would also draw attention to a

https://doi.org/10.1192/bjp.159.4.582 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.159.4.582



