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In effect, Dr Crown defines psychotherapy by cri
teria which limit it to what he calls â€˜¿�dynamicpsycho
therapy', or â€˜¿�insight-orientedpsychotherapy' in the
terminology I use. Surely, all modes of the â€œ¿�treat
ment ofdisease by â€˜¿�psychic'methodsâ€•(the OED defi
nition) must be characterised as psychotherapy,
including such disparate treatments as hypnosis,
cognitive therapy, behavioural modification, and
psychoanalysis. What distinguishes different forms
of treatment are their theoretical bases, their goals,
and the technical interventions they utilise. Accord
ingly, I believe that supportive psychotherapy (SP)
and dynamic psychotherapy (DP) both rest on an
â€˜¿�overallunifying theory' but differ principally in their
goals and techniques. Both therapies are based on
psychoanalytical concepts; the goal of DP is the dim
inution of neurotic conflict and maladaptive charac
ter traits through the development, in the patient, of
an understanding into the ways in which his or her
mind works. In contrast, the goal of supportive
psychotherapy is to enhance more or less deficient
ego functions. SP tends to deal with the derivatives of
disturbances that occurred in the early, pre-oedipal
phases of development, such as have been described
by A. Freud and Mahler; it thus can be regarded as a
treatment of substitution, enhancement, and main
tenance.

However, Dr Crown's dichotomisation of SP and
DP does not accord well with clinical practice;
although both modalities exist in â€˜¿�pureculture',
admixtures are more common, and, in any treatment
process, the emphasis from one to the other may shift
at any time. Supportive interventions may be indi
cated, at times, in psychoanalysis when the analy
sand's ego functioning is momentarily overwhelmed
by a traumatic experience. At the other end of the
spectrum, patients in SPare not invariably unable to
achieve some insight into themselves.

Dr Crown argues that because the transference
(the â€œ¿�therapist-patientrelationshipâ€•)in DP may be
intense, the therapist should have personal therapy, a
need that â€œ¿�doesnot arise with SPâ€•since the relation
ship with the patient is â€œ¿�farlessemotionally demand
ingâ€•.In contrast, I believe that SP often places a
considerable emotional strain on the therapist
because these patients tend to use more primitive
defences (projecton, denial and splitting), tolerate
frustration poorly, and are more given to destructive
behaviour. The resultant intense countertransfer
ences are only too well-known. Successful SP, no less
than DP, requires a strong relationship with the
patient even though the nature of that relationship is
quite different from that which is beneficial in DP.

Despite my disagreements with Dr Crown, I am
pleased that he has added his voice to those of us who

have been drawing attention to supportive psycho
therapy, a form of treatment which I believe is indi
cated for most psychiatric patients.

DAVIDS. WERMAN
Duke University Medical Center
Durham, North Carolina 27710
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Naloxone in Heroin Withdrawal

SIR: I was interested to read the paper by Vlissides et
a! (Journal, April 1988, 152, 565â€”567)on the effects
of naloxone during heroin withdrawal, but not sur
prised by their results. During the past 6 months I
have, following an initial naloxone challenge, with
drawn over 50 opiate addicts, mainly from heroin but
about a quarter from methadone, and established
them on a full dose of naltrexone. This is a modifi
cation of the technique described by Kleber et a!
(1987), and it has enabled us to withdraw heroin
addicts in an average of less than 24 hours.

In nearly all cases, an intramuscular injection
of naloxone (0.8 mg) does indeed precipitate
withdrawal symptoms or aggravates established
withdrawal, even when patients are premedicated
with clonidine (0.3â€”0.4mg). However, when about
45 minutes later we give a relatively large dose of oral
naltrexone, the subsequent withdrawal symptoms
appear to be considerably less than has been our
experience with rapid detoxification and naltrexone
induction by gradually increasing the dose of naltrex
one over a period of two or three days from an initial
level of 1mg (Brewer et al, 1988).

Furthermore, despite the increased speed of this
withdrawal technique, the total amounts of clonidine
and, where necessary, lorazepam needed to control
withdrawal symptoms are actually less than with the
slower methods. A paper describing this technique
has been submitted for publication.

StapkfordAddictionCentre
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London Wil 3PH

References

COLIN Biu@wim

Blutwlnt,C., REz.ka,H. & BAIUtY,C. (1988) Opioid withdrawal and
naltrexone induction in 48â€”72hours with minimal drop-out using
a modification of the naltrexone-clonidine technique. British
Journal of Psychiatry (in press).

Kununt, H. D., TOPAZIN,M. & GAsPARI,J. (1987) Clonidine and
naltrexone in the out-patient treatment of heroin withdrawal.
American Journal of Drug and Akohol Abuse. 13,1-17.

https://doi.org/10.1192/bjp.153.1.120 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.153.1.120



