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Since the Harrison Act of 1914, in
which physicians were essentially

outlawed from using opioids to treat
opioid-dependent patients, individuals
struggling with opioid addiction have
been treated differently from those
addicted to other substances. In 1919
the United States Treasury Depart-
ment created the Narcotics Division to
oversee efforts to stop physicians from
treating opioid-addicted individuals
with opioids if the patients had no
problem except addiction. As a result,
many physicians were arrested and, by
1925, all known “maintenance clinics”
had been closed. In the late 1960s
methadone treatment was limited to
specific, highly regulated clinics,
which only helped increase the stigma
of opioid addiction in the eyes of the
general public, the medical communi-
ty, and in many cases the addicted in-
dividuals themselves. Recent changes
in federal regulations governing
methadone clinics and the introduc-
tion of office-based treatment with
buprenorphine have helped to lessen
some of this stigma, but current wide-
ly used diagnostic schemes continue to
support a bias against patients with
opioid dependence who are being ef-
fectively treated.

DSM-IV-TR
DSM-IV-TR (1) is the major diagnostic
classification system used to diagnose
substance use disorders in the United
States. Compared with earlier versions,
such as DSM-III (2), in which either
tolerance or withdrawal was a neces-
sary criterion for the diagnosis of sub-
stance dependence, subsequent ver-
sions of DSM have placed a stronger
emphasis on the substance-related im-
pairment in functioning than on the
presence of tolerance or withdrawal.
This useful shift in thinking helped to
facilitate the identification and appro-
priate treatment of more individuals
with substance use problems.

Unfortunately, despite the positive
changes, later versions of DSM, such
as DSM-IV and DSM-IV-TR (1,3), in-
cluded “on agonist therapy” as an ad-
ditional course specifier, which ap-
pears to apply to a single class of sub-
stances, opioids. Although the wording
is somewhat unclear, DSM-IV-TR
does not appear to allow for persons
with a diagnosis of opioid dependence
who are receiving agonist therapy,
such as methadone, to be considered
to be in remission from their opioid
dependence until they have stopped
receiving the agonist therapy for at
least one month. This additional spec-
ifier also applies to partial agonists,
such as buprenorphine, but not, inter-
estingly, to antagonist therapies, such
as naltrexone. Earlier versions of DSM
differed because they allowed for all
individuals with a diagnosis of a sub-
stance dependence disorder to be in

remission if they no longer met the cri-
teria for the disorder. 

None of the descriptions of other
substance use disorders in DSM-IV-
TR mention whether or not a patient
is receiving medication. When nal-
trexone is used to treat alcohol de-
pendence, no qualifier, such as “on
anti-craving or reinforcing therapy,” is
used, nor is there a comparable quali-
fier when disulfiram is used. Similarly
for nicotine dependence, DSM-IV-TR
appears to allow for an individual to
be considered in full, sustained remis-
sion whether or not they are taking
bupropion. In fact, DSM-IV-TR does
not appear to apply the qualifier of
“on agonist therapy” to nicotine de-
pendence. A person could be using
nicotine gum or a patch and still be
considered to be in remission.

In addressing other psychiatric con-
ditions, DSM-IV-TR allows for the pa-
tient to be considered to be in remis-
sion as long as no symptoms are expe-
rienced for a specified amount of time.
With major depressive episode, for ex-
ample, “full remission” requires a peri-
od of at least two months in which the
patient has no significant symptoms of
depression. Both bipolar disorder and
schizophrenia allow for “partial remis-
sion” and “full remission.” Recurrent
major depression and bipolar disorder
also allow for the specifier of “full in-
terepisode recovery.” Schizophrenia
allows for the specifier of “with no in-
terepisode residual symptoms.” For
the single episode and chronic cate-
gories, the qualifiers are strictly based
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on the absence of specific symptoms of
the disorder, with no mention of
whether the patient is receiving phar-
macologic—or for that matter, psy-
chosocial—treatment. 

ICD-10
The other major system used interna-
tionally for the classification of sub-
stance use disorders is ICD-10 (4).
Rather than using the term “in remis-
sion,” ICD-10 uses the term “current-
ly abstinent” as a qualifier for persons
who are not exhibiting the signs and
symptoms of substance dependence.
Like DSM-IV-TR, ICD-10 provides a
separate, apparently mutually exclu-
sive, qualifier for persons receiving
methadone: “currently on a clinically
supervised maintenance or replace-
ment regime (controlled depend-
ence).” As with DSM-IV-TR, the per-
son is not considered to be currently
abstinent from the original substance
of abuse, such as heroin, if he or she is
taking methadone. In addition, the
term used in parenthesis, “controlled
dependence,” confuses the two pri-
mary meanings of the word “depend-
ence”: the definition used to describe
addiction—a behavioral syndrome—
and the definition used to describe
physical or physiologic dependence
with no impairment in functioning—
“neuroadaptation.” 

ICD-10 also has a separate qualifier
code for “currently abstinent, but re-
ceiving treatment with aversive or
blocking drugs,” which might be used
for an individual with heroin depend-
ence who is taking naltrexone or, pre-
sumably, for a person with alcohol de-
pendence taking disulfiram. This qual-
ifier appears to take a somewhat inter-
mediate position in which there is ac-
knowledgment that the individual is
currently not using the drug of choice
and is presumably not experiencing
negative consequences from it. How-
ever, “currently abstinent” is instantly
qualified and partially negated with
the term “but receiving treatment with
aversive or blocking drugs.” This qual-
ifier implies that somehow the treat-
ment is inferior to other treatments
and that the individual’s abstinence is
inferior to that of the individual who is
not taking a medication to treat their
substance dependence. 

In a separate but related discrepan-

cy, it is not clear whether this qualifier
would be used to describe the individ-
ual with alcohol dependence who is
taking naltrexone. In this case, it is not
clear that the relevant mechanism of
action for the medication is directly re-
lated to its mu-opioid receptor block-
ade. Does the opioid-dependent indi-
vidual taking naltrexone have a differ-
ent type of “current abstinence” than
the alcohol-dependent individual tak-
ing the same medication? 

As with DSM-IV-TR, ICD-10 does
not mention the absence of medica-
tion when qualifying remission in any
psychiatric disorders other than opioid
dependence. In fact, for both recur-
rent depressive disorder and bipolar
affective disorder, the remission crite-
rion specifically states that “the patient
may, however, be receiving treatment
to reduce the risk of future episodes.”

In other areas of medicine, ICD-10
also allows for a diagnosis of “in re-
mission” with no requirement for the
person to be free of medication or
other treatment. Leukemia, both
acute and chronic, can be diagnosed
as being in remission, as can multiple
myeloma. As with schizophrenia, ma-
nia, and depression, the specifier for
being in remission from leukemia
does not mention whether or not the
patient is taking medication. 

A need to change our 
thinking and our terminology
There may be some reluctance to say
that a person with a history of opioid
dependence is in remission while re-
ceiving agonist therapy, because he or
she continues to have physiologic de-
pendence. This viewpoint finds itself
on the other side of the slippery slope
on which many patients with pain syn-
dromes that require treatment with
opioids find themselves, confusing the
term “dependence” as applied to phys-
iologic dependence with the term “de-
pendence” as applied to addiction. Pa-
tients, health care professionals, and
the general public who are already
confused and ambivalent about this is-
sue are not helped by the current fail-
ure of our diagnostic schema to allow a
patient who is receiving agonist thera-
py to also be considered in remission.

Besides the potential message that
the current diagnostic standards
send—that opioid dependence is dif-

ferent from all other substance de-
pendence disorders, as well as from
other psychiatric disorders and med-
ical disorders—these standards can
also affect individual patients in a neg-
ative way. When filling out social serv-
ices forms for a patient with a history of
opioid dependence who is doing very
well on a methadone program, a physi-
cian has the choice of writing “on ago-
nist therapy,” which the patient may or
may not want disclosed, or nothing at
all, with the possible implication that
the illicit opioid use is still problematic.
The fact that a patient receiving agonist
therapy is doing well and is no longer
exhibiting symptoms of opioid depend-
ence, per DSM-IV-TR or ICD-10, can-
not be documented with the clear “in
sustained full remission” as it can be
with any of the other substance de-
pendence disorders.

With the increasing number of opi-
oid-dependent patients receiving ago-
nist and partial agonist therapies for
their addiction, it is time that we re-
think the unique position that opioid
dependence appears to hold in our di-
agnostic schemes. No matter what
treatment a patient uses, the patient
who is doing well and meets no criteria
for dependence, except for tolerance
and withdrawal, as defined by DSM-
IV-TR or ICD-10, should be allowed to
be considered to be “in remission.”
The qualifiers for the diagnosis, as with
all other diagnoses, should be based on
the patient’s behavior and not on the
treatment. Persons with a diagnosis of
opioid dependence already tend to be
viewed differently from individuals
with other substance dependence dis-
orders. As health care professionals,
the least we can do is try to minimize
the stigma that is conveyed in such a
basic thing as our diagnoses. ♦
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