Drug Misuse – a Primary Care perspective

I in 10 adults have tried illicit drugs within the last 12 months. In 2001 heroin was still the most frequently reported main drug of use, accounting for 67%. The next most frequently reported main drugs of misuse were cannabis (9%), methadone (8%), cocaine (7%) and amphetamines (3%). The ratio of males to females was 3:13.
Some of the common complications of drug misuse include:

· Financial problems

· Relationship problems

· Criminality

· Injury due to intoxication

· Time lost from work

· Accidents at work

· Increasing self neglect

· Medical and Psychological complications

Aims of assessment 

· To treat any emergency or acute problem 

· Confirm patient is taking drugs (history, examination and urine analysis) 

· Assess degree of dependence 

· Identify complications of drug misuse and assess risk behaviour 

· Identify other medical, social and mental health problems 

· Give advice on minimising harm, including, access to sterile needles and syringes, testing for hepatitis, HIV and immunisation against hepatitis B 

· Determine the patient's expectations of treatment and the degree of motivation to change 

· Refer and liase appropriately with local substance misuse services 

· Determine the need for substitute medication 
History & referral letters should include: 

Details of drug use

What they have used and how?
What are they currently using and  how?

How much expressed at a quantity and daily cost.

History of injecting and potential risk of HIV and hepatitis? 
Safe injecting & safe sex practices?
Medical aspects

Medical (especially Hepatitis or HIV exposure & immunisation)

Psychiatric history 

Social aspects

Financial problems?

Criminal history? 

Outstanding criminal issues?

Relationship issues (Partner, family etc)
Work problems?

Drug and alcohol misuse in partner, spouse and other family members 

Alcohol misuse?

Investigations 
Haemoglobin, creatinine, liver function tests 

Hepatitis B, Hepatitis C, HIV antibody 

Management 

Referral to an appropriate multidisciplinary service geared specifically to supporting them and their partner & family. The service should also offer appropriate detoxification & advice with a view to harm reduction and potential drug misuse cessation.
As a GP you can ensure that all physical and mental health as well as social problems are properly evaluated and addressed by yourself or other support agencies.
Drug management

Drug treatment for drug dependence must be given as part of a multidisciplinary support programme to help the person manage their drug dependence. It should only be prescribed by agencies or doctors with appropriate experience and competence.
Dose reduction regimes should be shaped by a realistic appraisal of jointly agreed treatment goals and outcomes between the patient, the doctor and other members involved in the patient's care. 
Maintenance prescribing: while some patients can achieve abstinence rapidly, others require the support of the prescribed drugs for longer than just a few months. Longer-term prescribing should be reviewed at regular intervals (at least 3-monthly) and should be part of a broader programme of social and psychological support. It should not be a treatment of first choice in a patient presenting for the first time, where other options have not initially been explored and tried. 

Preventing relapse
Withdrawal and detoxification regimens have a high failure rate unless linked to long-term rehabilitation. 

Non-pharmacological approaches e.g. behavioural techniques, rehabilitation and therapeutic communities, self-help groups, such as Narcotics Anonymous (NA). 

Community Care Assessment can be accessed through local Social Service Departments. Such services have some funding to purchase residential or day programmes for individuals, after appropriate assessment.
Opiate dependence

Opiate overdose is the commonest cause for the 10 x excess mortality in opiate misusers. In the long term opiate detoxification significantly decreases mortality and morbidity. 

Methadone and buprenorphine are recommended as treatment options for people who are opioid dependent. Unless there are any particular individual reasons to prescribe buprenorphine, methadone should be given as the first choice. The methadone or buprenorphine should be taken daily in the presence of their doctor, nurse or community pharmacist for at least the first 3 months of treatment and until they are able to continue their treatment correctly without supervision.
Methadone: opioid agonist. Can be substituted for opioids, preventing the onset of withdrawal symptoms. Ii is itself addictive and should only be prescribed for those who are physically dependent on opioids. It is administered in a single daily dose usually as methadone oral solution 1 mg/ml. The dose is adjusted according to the degree of dependence with the aim of gradual reduction. Slow tapering with temporary substitution of long acting opioids such as methadone, accompanied by medical supervision and ancillary medications can reduce withdrawal severity but the majority of patients relapse to heroin use.
Buprenorphine: an opioid partial agonist. It also has abuse and dependence potential. It is effective in maintenance treatment and can be used as substitution therapy for patients with moderate opioid dependence. Buprenorphine is more effective than clonidine and there is no significant difference between buprenorphine and methadone for the management of opioid withdrawal.
Naltrexone: recommended as a treatment option for people who have been opioid dependent but who have stopped using opioids, and who are highly motivated to stay free from the drugs in an abstinence programme.
The alpha-adrenergic agents clonidine and lofexidine have been used to aid withdrawal from opiates, but have not been shown to be more effective than the use of methadone or buprenorphine. 
Psychosocial treatments offered in addition to pharmacological detoxification treatments are effective in terms of completion of treatment, results at follow-up and compliance.
Family-couples therapy has been shown to be more effective than individual-based therapies. 
Hypnotic or anxiolytic dependence

Diazepam is known to be much less addictive than lorazepam and other short-acting drugs; therefore, the first step in withdrawal is to change the drug to diazepam. 

Aim for the lowest dosage of diazepam that will prevent withdrawal symptoms. 

The dosage of diazepam should then be reduced in fortnightly or monthly steps.
Adult Treatment / Alcohol Treatment services
Lifeline Kirklees
12, Station Street
Huddersfield, 
HD1 1LZ

Telephone: 01484 353333
Drug Action Team
The Deighton Centre,
Deighton Centre,
Deighton,
Huddersfield,
HD2 1JP

Tel: 01484 414933
Lifeline Halifax

9 Ferguson Street
Halifax HX1 2EE 

Telephone: 01422 258800

The Drug and Alcohol Action Team (DAAT) Calderdale 

School House
Hopwood Lane
Halifax HX1 5ER.

Andy Fox, DAAT Manager Telephone: 01422 397379
Piccadilly Project
1st Floor Auburn House
8 Upper Piccadilly
Bradford, 
BD1 3NU
Telephone: 01274 735 775
one: 01274 7357Phone: 01274 735775
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