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Recent trends in opiate dependence
When drug dependence clinics were established in 1968 they
were seen as having a dual purpose: the treatment of drug
addicts and the control of prescribing of opiate drugs, so
helping to prevent the spread of dependence. How far have
they succeeded in achieving these objectives ?
The clinics were an experiment and their methods of

treatment evolved in response to the immediate pressures. The
hope was that patients would be gradually withdrawn from
drugs, and that only a few might require more long-term
maintenance treatment with opiates. The philosophy of
maintenance prescribing dated back to the Rolleston Report
of 1926,1 when in effect opiate dependence had been limited
to therapeutic addicts and to the medical and allied
professions.2 Over 40 years later this approach proved difficult
to adapt to the new addicts of the 1960s, whose characteristics
were quite different.3 4 A further influence on British treatment
policies was the American approach of methadone main-
tenance5; but the version adopted in Britain had fewer strict
controls and relied on injectable rather than on oral methadone.
What is the outcome of clinic treatment ? A recent study6

has reviewed 575 addicts treated at two London clinics
between 1968 and 1975. Just over half (520o) were still on an
opiate prescription, 2800 had left treatment, 11°0 had died,
and 600 were in prison. Each year only 7-800 of patients left
treatment and 2-30 0 died. Stimson et al7 followed up a sample
of heroin addicts treated at London clinics in 1969; seven
years later 4100 had stopped attending and at interview most
were found not to be using opiates and had not become
dependent on other drugs or alcohol. Nevertheless, 4300
were still at the clinics and nearly all this group were still
using injections. These studies suggest that, while a minority
of patients achieve abstinence, the clinics tend to accumulate
a population of addicts continuing to inject themselves and
persisting on indefinite maintenance.

Other measures of outcome also raise doubts about the
efficacy of the prescribing policy. Clinic attenders continue
to use illicit drugs8 and to obtain drugs from general practi-
tioners.9 More liberal prescribing of opiates does not appear
to diminish the misuse of barbiturates.10 Clinic treatment
does not reduce criminal activity-indeed, paradoxically,
addicts commit more drug offences during treatment." In an
important recent review of British drug policies Dr Griffith
Edwards'2 concluded that after 10 years it is far from certain
that the prescribing element in treatment materially improves

the careers of a considerable proportion of addicts, and even
the assumption that abstinence is causally related to treatment
remains open to question. One salutary effect of these
accumulating doubts has been a change in prescribing policies.
There is now an increasing trend towards prescribing oral
methadone rather than injectable drugs, particularly to new
patients; support for this change has come from a controlled
trial'3 comparing treatment with oral methadone to injectable
heroin.

In considering whether the clinics have succeeded in their
preventive role one indication is provided by the Home Office
statistics. The number of notified addicts increased from
2881 in 1969 (the first complete year of compulsory notifica-
tion) to 3611 in 1977. The number of new cases has increased
each year, with 1112 new cases coming to light in 1977.
Nevertheless, these are largely offset by the number of cases
removed from notification. There has also been a definite
decrease in the number of addicts aged under 20. The figures
suggest that the epidemic of the 1960s is under control, but
inevitably it will be asked how reliable are the official statistics.
Many addicts rely on blackmarket sources and do not come
into contact with treatment agencies,14 or do so only after
considerable delay.6 ' There is also evidence'6-'8 that some
doctors are still unaware of their obligation to notify. The
DHSS has issued a guide'9 to the Misuse of Drugs Act 1971
which contains useful advice on the notification procedure.

Despite its deficiencies, the Home Office Index does seem
useful in monitoring trends in opiate dependence. For example,
it alerted doctors to the considerable increase in the use of
dipipanone (Diconal) since 1975. It is also of practical value
in preventing "double scripting." Nevertheless, the index
counts only opiate and cocaine addicts, and the apparently
reassuring figures for opiates conceals an underlying trend
towards the use of other hazardous drugs, particularly
barbiturates.20 21 NHS treatment facilities have not coped
adequately with the needs of multiple drug users,'8 whose care
is left largely to the voluntary agencies. Another disquieting
feature is the extent to which the penal system has become
the ultimate source of treatment for many patients. Each
year about 3000 of opiate addicts who are removed from
notification are removed because of admission to a penal
institution. Wiepert et a16 found that a quarter of patients
who left the clinics did so because of imprisonment-a higher
proportion than those who left as a result of treatment.
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Griffith Edwards has rightly observed that alongside our
declared medical approach to drug dependence is a penal
response to the problem-to a considerable but hidden
extent. Both the size and the desirability of this development
need examination and debate.
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Yaws or syphilis?
Yaws occurs in those parts of the world between the tropics of
Cancer and Capricorn, especially in the hot, humid environ-
ment of rain forests. It is found in some of the Caribbean
islands and in West Africa, areas which have sent many
immigrants to Britain. Active yaws is rarely seen in immigrants,
though there have been isolated reports of early yaws in
newly arrived immigrant children and of late bone lesions in
adults.'-5 The most common mode of presentation is a latent
infection brought to light by routine serological tests for
syphilis. In the first half of 1976 no fewer than 540 new patients
attending venereal disease clinics in England were diagnosed as
having "other treponemal disease" compared with 1860 with
acquired syphilis,6 so that imported yaws is not rare. The
increasing use of sensitive screening procedures such as the
Treponema pallidum haemagglutination test has detected many
old cases, often treated in the past, which would have been
missed by less sensitive tests.

Syphilis and yaws have much in common. The causative
agents, T pallidum and T pertenue, are morphologically indis-
tinguishable. When freshly isolated they produce slightly
different lesions in animals, but with repeated passage the
behaviour of yaws strains approximates to that of T pallidum.
The serological response to infection with the two organisms is
identical, and no serological test will differentiate yaws from
syphilis. Yaws is contracted in childhood and spreads by direct
contact, perhaps aided by insect vectors. The primary lesion
at the site of inoculation is usually on the legs and is followed by
exuberant secondary lesions, especially at mucocutaneous
junctions and in moist areas. Eventually the disease becomes

latent, but there may be late destructive lesions of the skin
and bones. The cardiovascular and central nervous systems are
spared, and congenital transmission is thought not to occur,
though Englehart has questioned this.7

Faced with a symptomless patient born in an area where
yaws has been endemic and whose serological tests for syphilis
have been found positive, how can one tell whether the diag-
nosis should be syphilis or yaws ? The problem is made more
complicated by the possibility that both diseases may be
present in one patient. Though yaws provides some immunity
against syphilis, this may wane with time. Patients with a
history or signs of old yaws may contract syphilis,8 and the
birth of a child with frank congenital syphilis to a mother with
old yaws has been reported.9 Nevertheless, a history of yaws
is helpful, particularly if childhood was spent in a rural rather
than an urban area, and presence of tissue paper scarring at
the site of early lesions is suggestive. The patient's sexual
partner should be examined and serological tests performed,
and in women found to be seropositive tests should be carried
out on their children as well. Seroreactivity in these relatives
favours a diagnosis of syphilis, as does the presence of cardio-
vascular or neurological signs or abnormalities in the cerebro-
spinal fluid. Though serological tests provide no absolute
distinction, high titres in the reagin tests (VDRL>1 in 8) are
rather more likely to be due to syphilis than to old yaws.
A diagnosis may be possible from consideration of these

factors, but uncertainty often remains. Even though there may
be a history of treatment for yaws, patients-and especially
pregnant women-should be treated again with a course of
600 000 units of procaine penicillin daily for 10 days. If they
have old yaws, no harm will be done; if they have syphilis, this
treatment should prevent the development of potential late
manifestations of the more serious disease.
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Malnutrition and cancer
American politicians are persuading their National Cancer
Institute to spend more on studying the cause and treatment of
malnutrition in patients with cancer.' This campaign seems to
be based more on claims by activist clinicians than on any
breakthrough in basic research on the pathophysiology of
cachexia. The first wave of published reports has been made
up of largely anecdotal data; controlled trials and the fashion-
able backlash in opinion have yet to make an appearance.
What iE being claimed by the enthusiasts is that nutritional

support improves the clinical outcome of treatment-whether
by resection of the tumour, by chemotherapy, or by radio-
therapy. This idea is not new nor is the objection to it-that
the tumour will be fed rather than the host. Conflicting
evidence from experiments on rodents (where the tumour may
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