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with such a story and his wishes are met gross overprescribing
will continue. Such a person can be offered admission for treat-
ment and supervision.

2. It is essential that careful records should be kept and that
close liaison with the Home Office in relation to records, notifica-
tion, etc., should take place.

3. Adequate procedures must be evolved to cope with the addict
who has moved out of his area.

General Considerations.-The question " Who is fit to treat
the addict ? " is relevant here. There are few persons-either
doctors, nurses, or social workers-who have knowledge or
experience in this rapidly developing field. It will be important,
therefore, that training is provided at the outpatient and
inpatient centres. Clearly, to set up many outpatient services
staffed by people who have little basic knowledge or little basic
interest in the problems of addiction may well be disastrous.
This conflicts with the need to spread the outpatient case load
to many hospitals, and one compromise would be to select
hospitals suitably situated geographically and to concentrate the
available resources on these, also training staff there to set up
other clinics.
The question of the place of voluntary bodies and interested

persons in such fields as education, the Church, and so on is
a difficult one. That there may be a place cannot be denied,
and possibly such people have a major contribution to make.
Nevertheless, ability to be reasonably objective is particularly
important in the field of drug addiction, and the drug addict
is often a past master at manipulating those who are emotionally
involved.
A factor which is often underemphasized is the need for

supporting laboratory services. This is particularly important
in relation to the supervision of the patient by regular estima-
tions of blood or urine or both to demonstrate the presence
or absence of drugs. Without such backing the clinician may
be misled or confused as to the real situation.
The Brain Committee's second report dealt only with drugs

covered by the Dangerous Drugs Act, though it stepped out-

side its terms of reference to mention concern about other
drugs, particularly amphetamine and amphetamine-barbiturate
mixtures. It is a fact that many adolescents who have
taken amphetamines for two or three years are now moving
on to heroin. To limit services to narcotic addicts and neglect
the non-narcotic-takers, who are larger in numbers and who
may well later go on to heroin, would be a grave mistake,
and I would therefore urge that provision is made for non-
narcotic users as a direct treatment endeavour and as a contri-
bution to preventing the spread of heroin-taking. It would
be academically and practically sound if this field could be
regarded as the field of drug dependency, and from the research
point of view such an approach would have considerable
advantages.
The Brain Committee accentuated the need for research,

and I agree fully with this emphasis. Research needs staff
at all levels, but perhaps the most urgently needed research
is the biochemical research into the development of tests which
would quantify not only levels of drug in biological fluids
but also would indicate a dose range the patient may have taken.
Without such objective measures the hospital doctor will be
in the same position as the general practitioner when facing
a heroin addict who claims to be taking 8 grains of heroin.
Urgent support to laboratories in university, hospital, or services
such as the Poisons Reference Services will be necessary.

Finally, in the effort to prevent excess heroin reaching free
circulation through addicts, it must not be forgotten that many
addicts obtain money from the sale of the heroin additional
to their requirements and buy their food, pay rent, etc., with
this money. If excess heroin distribution is cut down to a
minimum it will be necessary to ensure that the Ministry
of Social Security and other agencies are sympathetic to the
needs of the addict, recognizing that many are quite unable
to obtain their own living in competition in the open market.
Failure to show sympathy in this way may well lead to
unfortunate consequences.

P. H. CONNELL.

Treatment in the Community
From Dr. P. A. L. Chapple, General Practitioner, London S.W.3

Institutional treatment of addiction has been an almost com-
plete failure' (except for a few special units still on trial)
throughout the world, because it has created a situation where
the patient finds himself in conflict with his doctors-often
being forced to relinquish drugs against his will-but also

because it fails to face the real problem, which is that of teach-
ing the addicted patient to live in society without using drugs,
or, if he must use some drugs, to use those which are as lightly
addicting as possible, and to use the oral route in preference to

the intravenous route.
Since setting up the Chelsea Addiction and Research Centre,

we have dealt with 120 patients, all of whom were initially
taking heroin. Of those at present under treatment (61) after
three months 38 are no longer using heroin, and cocaine is
rarely prescribed by us. They are all treated within the frame-
work of the National Health Service, and there are no private
patients in addiction. About 20 patients are seen every day;
between five and ten attend our occupational centre (which is
run in conjunction with the Salvation Army) ; and 20 patients
who are no longer taking drugs are being followed up. All
our patients reside in the community, and, following a modi-
fied form of the treatment of Dole and Nyswander,2 it has been
shown that it may well be possible to treat addicts in the com-
munity without prolonged stay in hospital. This is essential if

the present number of addicts are to be treated satisfactorily.
For this it is necessary to have a high ratio of staff to patients,
frequent biochemical checks both to assess progress objectively3
and to assist in diagnosis,4 a continuity of experienced practi-
tioners, and a human and friendly therapeutic atmosphere.

Because of the nature of general practice, which involves day-
long attendance, we are much more accessible to our patients
than would be a bi-weekly clinic. Private practice in addiction
is open to abuse, both because the addict has to raise money for
his drugs and because the doctor may be persuaded to give
longer than daily prescriptions for financial reasons.

It is the long-sustained, fluctuating, prolonged battle with his
illness and himself that calls forth the support, sympathy, and
treatment by the doctor of his patient. Addicts are often ini-
tially paranoid, have difficulty in telling the truth about them-
selves, and equate all people with authority figures, and there-
fore view them with hostility. To break down these ingrained
habits takes time ; we are attempting to do this in the atmo-
sphere of a therapeutic community.
The setting up of treatment centres requires a team of experi-

enced workers and takes considerable time to achieve. In

calling for the setting up of such centres the Second Inter-
departmental Committee Report was flying in the face of estab-
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lished medical opinion in this country, which regarded the pre-
scribing of narcotic drugs as incorrect for the treatment of
addiction. This dilemma is still present-namely, that the
majority of doctors question prescribing as a policy in this treat-
ment. Experience has shown, however, that greater disasters
occur when these drugs are available only illegally. Moreover,
from the initial contact the doctor is able to limit other illness,
by making available sterile needles, syringes, and water to people
who are going to give themselves intravenous injections what-
ever the doctor may feel about it.

Nevertheless, the disease itself still remains an unsolved and
serious socio-medical problem, which needs every experienced
or interested doctor to help solve it. From the start, therefore,
we have built up a team of two doctors, a social worker, an
occupational therapist, a psychologist, a chaplain, a probation
officer, biochemists, and a clinical pathologist, together with an
independent clinical evaluator to assess our successes and
failures.

Treatment centres of varying kinds could and should be
piloted. Only after various types of treatment have been tried
shall we be able to decide whether any amendments in the
law are necessary.

I wish to make a very strong plea that all new treatment
programmes for narcotic addiction should be approached ex-
perimentally. " Legislation establishing such programmes
should be broadly framed and sufficiently flexible to permit
testing of a variety of approaches, and to permit changes based
on on-going experience."5

P. A. L. CHAPPLE.
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Integrated Approach
From Dr. 7ohn Owens, Consultant Psychiatrist, All Saints' Hospital, Birmingham

There are, I believe, two fundamental errors in current thought
with regard to narcotic addiction in the U.K. Both are derived
from the terms of reference of the Brain Committee in the first
instance-from the exclusively medical composition and from
its two reports. Firstly, there is the implicit assumption that
heroin addiction is an entity in itself-in pure culture as it
were uncontaminated by other drug-taking-and, secondly,
there is the notion that narcotic addiction is exclusively a
medical matter. These two misconceptions dominate and thus
distort all thinking and planning about this phenomenon-this
contagious disease of adolescence. They cause, I believe, clini-
cians to take up a denervating position and to indulge in sterile
controversy. Much of the uncritical comment of treatment
centres, for example, seems more concerned with fighting col-
leagues in medical administration than with sitting down and
making a determined effort to study the local problem and
consider how the treatment centre idea or the concept of treat-
ment centres can be modified and applied in terms of local
circumstances. One has fears for treatment centres-for
example, one dreads that they will merely become prescribing
centres rather than as envisaged in the Second Report of the
Interdepartmental Committee. We would then merely be trans-
ferring the prescribing from a few general practitioners to a
large number of unskilled hospital staff, possibly junior
medical staff delegated to this chore and possibly poorly moti-
vated. Such a situation will certainly not reduce the amount
of heroin available.

Narcotic addiction must be regarded primarily as a problem
of community mental health, the prime objectives of treatment
being firstly the treatment of the individual addict, and
secondly the containment of the number of established addicts
to narcotics. This can be achieved through the creation of a
therapeutic team which will aim at a long-term continuous
sympathetic contact with the individual patient, to establish
motivation and to protect and guide through rehabilitation.
Such a programme of long-term care should be directed from
an addiction unit which is (a) interested in the treatment of all
manner of addictions, and concerned to build up a body of
knowledge about such states, and (b) would attempt to develop
a centre for the treatment of heroin addiction within such a
setting.

I consider that it is essential that any such addiction unit
should develop an association with general psychiatric facilities

of all kinds, including day care, industrial rehabilitation re-
sources, and access to long-stay psychiatric beds. In view of the
frequency of physical complications of addiction, closest co-
operation with a general physician is paramount, while col-
laboration and continuity of care should be ensured through
joint junior medical-staff appointments. It seems to me that
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any treatment centre being newly created to deal with an estab-
lished heroin problem would require the following: (a) a well-
defined catchment area; (b) a system of registration of addicts
for that area; and (c) a system of identification of addicts-
this may require to be in the nature of identity cards, and such
a centre must refuse to deal with addicts from any other areas
unless they are formally transferred. Further (d) a number of
pharmacists in that area should be asked to co-operate in the
scheme and should have an allocation of addicts to a certain
number; (e) there should be created within each area a drug
squad which would see its job in terms which one would call
therapeutic, to identify cases of drug-takers and to prevent drug
abuse; (I) such a unit would require a number of assessment
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