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for psychiatric illness. Furthermore, our use
of random-effects regression models con-
trolled for further unmeasured individual
characteristics that are stable over time.
Our finding of a modest but robust effect
is meaningful and therefore clinically im-
portant, especially when combined with
other small effects. Further research into
determinants of quality of life will provide
other levers of change for improvement,
which are wunlikely to be staff-rated
symptomatology (Lasalvia et al, 2002).
We agree that interventions to improve
mental health will have an impact on
patient-rated unmet need, which in turn
(as we demonstrate) will improve quality
of life. However, the advantage of identify-
ing a modest but robust causal relationship
is that it highlights the importance of a
more comprehensive approach to meeting
needs. Mental healthcare that focuses ex-
clusively on treating psychiatric illness can
risk neglecting the importance of other
consequences of mental ill health, such as
discrimination in travel (Driver and Vehicle
Licensing  Agency, 2005),
(Association of British Insurers, 2003) and
debt (Meltzer et al, 2002). Mental health
services that also address a wide range of
health and social needs (as, for example,
assessed in our study by the Camberwell

insurance

Assessment of Need) are more likely to
improve quality of life.
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Abstinence-oriented treatment
for opiate addiction

Smyth et al (2005) reported outcomes of
abstinence-oriented
for opiate users at 2-3 years and found that
23% of patients were abstinent for the pre-
ceding 30 days according to self-report

in-patient treatment

without methadone maintenance. At the
start of the treatment 49% had injected
heroin. There was, however, a group of
patients who were truly abstinent: those
who had died.

Of the 109 patients who had been
located out of the original 149, 5 had died.
The total expected number of deaths from
the original sample would therefore be
closer to 7, but would perhaps be even
higher if we assume that those lost to
follow-up led more ‘chaotic’ lifestyles. The
rightly note that
oriented treatment is

authors abstinence-
associated with
accidental overdose (Strang et al, 2003).
In Glasgow, before the advent of super-
vised consumption, rates of methadone-
related overdose were around 2.5 per 100
treatment-years. This rate fell to less than
0.5 per 100 treatment-years (Advisory
Committee on the Misuse of Drugs, 2000)
after the supervised consumption of metha-
done was introduced. Supervised metha-
consumption is to be
effective in reducing the risk of overdose
and there is a dose-related effect in reducing

done known

mortality, with doses over 75mg being
more effective than doses below 55mg
(van Ameijden et al, 1999). Methadone
also reduces the risk of injecting; this in
turn reduces viral transmission, which is
the other significant risk of increased mor-
tality among drug users (Dolan et al, 1998).

However, the attitude of treatment
agencies towards extended maintenance is
changing in the direction of delineated
treatment episodes (National Treatment
Agency for Substance Misuse, 2005). In
these days of crack cocaine, the belief that
methadone treatment works (Gossop et al,
2003) and saves money (Godfrey et al,
2004) has diminished. This is despite
evidence for interventions such as
contingency management and cognitive—
therapy
prescribing (Rowan-Szal et al, 2004).

Of course, abstinence should be a
potential goal of drug treatment. Deciding
those
oriented treatment is appropriate, and the
risk of such treatment, is more difficult.
There is no reliable evidence for matching

behavioural using  substitute

patients for whom abstinence-
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patients to optimal treatments in addiction.
However, those who inject, isolated users
and alcohol/benzodiazepine co-users are
all over-represented in the morgue
(Warner-Smith et al, 2001). Risk awareness
might well be a reasonable first step and for
many abstinence might be more dangerous
than desirable.
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Author’s reply: I agree with Critchlow &
Nadeem that abstinence-based treatment
may only be appropriate for a minority of
opiate-dependent patients and that risk
awareness is an essential first step for both
patient and treatment provider. There is an
increased risk of accidental overdose in the
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