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IMAGINE A medical condition for which there is an
effective and reliable treatment. This treatment does
not cure the condition, but is very successful at reduc-

ing the harm that the disorder causes to the body. As an
added benefit, it also saves society a great deal of money by
reducing the costs that this condition causes to others. 

However, the treatment is controversial and can provoke
tension between medical colleagues. Patients moving from
one part of the country to another are often unable to
obtain the treatment in their new locality, and many experi-
ence a return to their untreated condition with consequent
damage to themselves, their family and their community.

I am writing about the use of methadone as a maintenance
drug in the treatment of opiate dependency. It would be fair
to describe methadone as a ‘cinderella’ of a drug. This is a
great pity, as well-managed methadone treatment pro-
grammes demonstrate an extraordinary ability to lessen the
long-term damage of active opiate addiction.1

Opiate dependence
Addiction to opiate drugs is a complex condition to man-
age. Although some people who become dependent are able
to free themselves from their drug use with significant
effort, many people find it extremely difficult or impossible
to break the shackles of long-term dependent opiate use.

It is the current professional consensus that fast access serv-
ices offering a wide range of interventions and tailored to
the needs of the individual, produce the best treatment out-
comes. An individual who wants to stop using drugs can get
appropriate care; those for whom abstinence is not realistic
or possible can receive treatment that aims for stabilisation
and harm reduction.

Opiate dependence has always aroused strong and passion-
ate views. For many years it was viewed as a problem of
character and motivation, in fact, it is a chronic medical
condition. Dependence may initially start with ‘wilful’
behaviour on the part of the patient concerned (i.e. the tak-
ing of drugs), but this is also true for many conditions that
we treat without question. 

The evidence for the existence of biological determinants is
unequivocal,2 particularly in those who continue their drug
use after initial exposure. Depending on the drug involved,
considerable changes occur in the brain chemistry of drug
users. For opiate users, the changes that take place in the
endorphin system and at receptor level are particularly
i m p o rtant. Unless these changes are understood and
addressed, it is a great deal more difficult to intervene and
successfully manage this condition. 

Opiate dependence remains consistent in terms of physical
symptoms and clinical course, and the re l a t i ve success of dif-
f e rent treatments is broadly similar, despite cultural
variances. T h e re is a strong tendency for those who have
been dependent to relapse, and even the presence of seve re l y
n e g a t i ve social consequences does not appear to act as a
d e t e r rent to opiate use. 

Methadone
maintenance
treatment
Methadone is a proven and reliable tre a t m e n t
for opiate dependence, although provision in
the UK is still patchy. Bill Ne l l e s discusses the
origins of methadone treatment and the need
for cooperation and advocacy in the prov i s i o n
of maintenance thera py. 
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The development of treatment
From the earliest days of the Rolleston Committee,3 which
validated the British system of controlled prescribing during
the 1920s, it has been recognised in the UK that it is better
not to treat addicts as criminals, but as patients. It has long
been demonstrated that some people can manage chronic
opiate dependency through controlled access to the drugs
themselves. The focus of such treatment is to teach the
addict to manage their appetite for opiates, and ingest them
in the least harmful manner.

At one time diamorphine was much more widely available
for maintenance prescriptions in the UK; there are several
reasons why it is now much less used. The main problem is
the management of tolerance and the dose escalations
required. There is also a problem of being perceived not to
have changed the drug user’s circumstances. Methadone,
with its orally effective single dose, is more acceptable –
although whether or not it is the best strategy for managing
long-term opiate addicts is still contentious. 

Methadone is one of the most widely researched medica-
tions in the world. Its long-term effects are well documented
and there are literally hundreds of medical studies that 
attest to its ability to lessen the harm of active addiction to 
illicit heroin. 

The original research for methadone treatment was under-
taken in the late 1950s and early 1960s by Vince Dole, a
physician in New York specialising in metabolic research,
and Marie Nyswander, a psychiatrist and addiction special-
ist. Their 1965 paper entitled A medical treatment for
diacetyl morphine (heroin) addiction: a clinical trial of
methadone hydrochloride4 gave hope to both professionals
and addicts that there were alternatives to the punitive treat-
ments offered at most facilities in the United States (US). At
the time, relapse rates of more than 90% of patients were
commonplace in US treatment facilities and it became clear
that a more pragmatic approach was required. The concept
of methadone maintenance was developed.

Dole was fascinated by the metabolic process that under-
pinned addiction to the morphine class of narcotics. He
theorised that long-term use of narcotics brought about a
metabolic change in the brain chemistry of some drug users.
This physiological process explained, at least in part, the
high rate of relapse following detoxification. Dole recog-
nised that many of the addicts who relapsed once detoxified
wanted to stop using heroin, but were unable to put this
into practice. Without an understanding of the metabolic
condition that develops in habitual opiate users, dependen-
cy is very hard to treat.

Methadone maintenance treatment (MMT)
Dole and Nyswander showed that methadone, by virtue of
its long duration of action, was capable of normalising opi-
ate receptor activity when given in sufficient dose once-daily.
Most import a n t l y, methadone re l i e ved the intolerable
hunger for narcotics experienced by so many intractable opi-
ate addicts, thus enabling addicts to stabilise their condition
and focus on activities other than seeking drugs. 

One of the criticisms sometimes made of methadone treat-
ment is that patients are not drug-free. Therefore, it is
argued, no real change has taken place in the patient’s situ-
ation. However, the purpose and value of methadone
treatment is in the acute phase of opiate dependency, at the
time when a person is not able to stop their use of opiates.
Methadone can enable a dependent drug-user to stop, or
greatly reduce, their use of illicit opioid drugs. It can also
assist in reducing and sometimes eliminating injecting drug
behaviour. Achieving this goal alone has considerable value
in terms of harm reduction to the individual.

Attitudes to treatment
Despite this ability to assist addicts in making positive
changes, methadone treatment can carry an enormous stig-
ma and few patients want others to know that they receive
it. Patients who are taking methadone are often reminded
that they are not drug-free,
despite the fact that many
patients take no narcotics
other than the methadone
they are prescribed. T h e y
receive little validation from
society for their effort s ,
although many of them
h a ve struggled hard to
escape from the cycle of
illicit heroin use, and now
live productively.

T h e re are problems with
methadone treatment in the
UK: it is supplied from a
patchwork of clinics which
lack a clear consensus on the
nature of opiate addiction and the best way to treat it. As a
result, opiate-dependent individuals often find it impossible
to move from one part of the UK to another, or risk the pos-
sibility of being unable to access methadone treatment, no
matter how successful they have been in their response to
this treatment. They often face something of an obstacle
course when seeking treatment and may encounter a treat-
ment ideology which is resistant to the use of methadone. 

Because methadone patients are considered by some not to
be genuine patients, they remain vulnerable to sudden
changes in their treatment, particularly if they are unable to
attend their regular clinic for some reason. Methadone
treatment is more likely to be stopped suddenly than any
other long-term treatment and it is not surprising that
patients, no matter how stable and socially productive,
greatly fear this possibility.

There is no other field of medicine in which professionals
would disregard a long-term treatment provided by a med-
ical colleague and capriciously end it, but methadone
patients know this happens every day. The peculiarly British
practice of stopping sometimes high doses of methadone on
entry to prison has led not only to reports of psychotic panic
reactions, but also suicides amongst withdrawing patients
held in custody.

Because methadone

patients are considered

by some not to be

genuine patients, they

remain vulnerable to

sudden changes in

their treatment…



In fact, the likelihood of a patient achieving stability with
methadone can be enhanced by a number of factors. An
open relationship between doctor and patient is essential
and there is a compelling argument for general practitioners
(GPs) to be involved at some stage in providing this treat-
ment. Many patients have known their GP for years and as
a result a degree of trust has developed. However, trust is of
little value if the physiological issues are neglected. An ade-
quate dose of methadone is a prerequisite for success in
terms of abstinence from illicit street opiates.

Certainly, methadone treatment is sometimes provided in
ways that do not optimise its potential to promote change;
The Methadone Alliance is actively working with health
care providers and government to help remedy this.

The 1999 De p a rtment of Health Gu i d e l i n e s5 attempt to
a d d ress some of these problems, in part i c u l a r, the lack of
consensus about MMT and the problem of inadequate
training and support of doctors. These compre h e n s i ve
guidelines re p resent a fresh approach and emphasise the
value of methadone treatment as a part of package of sup-
p o rt for individuals addicted to opiates. They contrast
sharply with clinical guidelines issued over the past two
decades, which advised against methadone maintenance in
general and certainly if outside a specialist setting. 

The Methadone Alliance
Drug use can certainly cloud the perceptions on an individ-
ual and make it difficult to appreciate the reasons why a
clinical decision has been made. However, most users, par-
ticularly long-term opiate users, are rational and reasonable
people. Clinics must start to recognise this and bring clients
into a close partnership so that both sides, beleaguered as
they sometimes feel, can find strength from each other in a
shared purpose. 

It is to provide such support that The Methadone Alliance
was founded in the UK last ye a r. Emulating the successful
American methadone advocacy programmes, the Alliance is
an organisation that brings together patients with extensive
and positive experiences of methadone treatment, and some
of the most experienced doctors and professionals working in
the field of drug tre a t m e n t .

The latest Department of Health Guidelines5 give unequi-
vocal support for the oral methadone maintenance as an
ethical response to opiate addiction, particularly for those
unresponsive to other approaches: 

Methadone Maintenance treatment, incorporating
psychosocial interventions, can enable patients to achieve
stability, reduce their drug misuse and criminal activity,
and improve health. For these reasons, such treatment
should form an important part of drug treatment services.

The use of methadone has a strong evidence base.
Methadone is one of the most re s e a rched of the ava i l a b l e
t reatment modalities.5

The United States National Institute of Medicine recently
concluded: 

The effectiveness of methadone treatment of opiate addicts
has been established in many studies conducted over three
decades. Methadone-maintained patients show
improvement in a number of outcomes... Consumption of
all illicit drugs, especially heroin, declines. Crime is
reduced, fewer individuals become HIV positive, and
individual functioning is improved.6

It is my view that methadone does have specific pharma-
cological pro p e rties that make it an effective treatment for
the long-term management of opiate dependency. Its long
duration of action avoids the peaks and troughs of the
s h o rter acting opiate drugs, and it greatly reduces and
often eliminates injecting behaviour when it is adequately
p rescribed in oral form. ■

Methadone maintenance treatment  Nelles  

16 The Journal of Primary Care Mental Health Volume 5 Number 1  2001

References
1 Rhoades HM, Creson D, Elk R et al. Retention, HIV risk,

and illicit drug use during treatment: methadone dose

and visit frequency. Am J Public Health 1988;88:3439

2 Stimmel B, Kreek M. Neurobiology of addictive behaviors

and its relationship to methadone maintenance. Mt Sinai J

Med 2000;67(5&6):375-80 

3.  Berridge V, Edwards G. Opium and the people. London:

Allen Lane, 1987;253-5.

4. Dole VP, Nyswander ME. A medical treatment for

diacetyl-morphine (heroin) addiction: a clinical trial of

methadone hydrochloride. JAMA 1965;193:646

5. Drug misuse and dependence - guidelines on clinical

management. London: HMSO, 1999

6. Institute of Medicine, Federal Regulation of Methadone

Treatment. Washington DC: National Academy Press,

1999


