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Foreword

It gives me great pleasure to write the foreword for this latest edition of The RCGP Guide to The Management of Substance Misuse in Primary Care

Its publication coincides with a time of great expectation and excitement following the political commitment to invest in the care and treatment of people using drugs in a harmful way

The investment is much needed. Those of us committed to building recovery systems that are hopeful, responsive, empowering and wish to combat stigma and tackle inequalities amongst substance users know just how much our sector has been negatively impacted on by austerity and how that has translated in poor outcomes and some serious consequences for our patients and their loved ones

Dame Carol Black’s review of drugs (part 2) kickstarted coordinated efforts backed by investment to not only refresh the standards of commissioning of treatment services through the development of a national commissioning quality standard (CQS) for local authorities but also a comprehensive workforce review and accompanying competency framework and training standards covering the diverse roles and functions that underpin harm reduction, assessment, treatment access, outcomes and quality for people affected by problem alcohol and drug use.

Throughout the highs and lows and the challenges substance misuse practitioners have faced, including the sobering learning of the pandemic, we have and continue to invest in our training and development of effective recovery teams.

SLD Training and its network of trainers, subject matter experts and leaders in the field continues to be at the heart of ensuring individuals get the training they need, to the required standard and in so doing, are connected with peers from around the country.

This textbook which has been fully revised by specialist professionals overseen by an equally knowledgeable and excellent editorial team, reflects the hot topics in substance use and I hope becomes your ‘go to place’ if you want to deepen your understanding and consider areas in greater depth. Each individual chapter unpacks elements of high quality joined up care, supporting professionals to be great engagers, advocates, enablers of recovery oriented systems of care and capable of providing a full range of evidence based support.

I commend this book and the substance misuse certificate courses that it supports, for both new and existing graduates of our courses

This textbook is intended to contribute to nurturing professional curiosity and enhancing confidence in professionals, so they can continuously create the environments that are hopeful and enables them to secure successful outcomes for people experiencing substance misuse issues.

Dr Linda Harris
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Chapter 1

Historical overview of dependence, treatment and outcomes

Clare Gerada and Nat Wright


In this chapter

•Introduction

•Terminology

•Classification of substance misuse and dependence

•Natural history of substance misuse

•Principles of treatment

•Practical aspects of prescribing

•Improving the outcomes of treatment

•Conclusion





Introduction

Because drug users are a heterogeneous group of people there is no one-size-fits-all method of treatment. Treatment needs to be flexible enough to cater for the differences within this group while ensuring that any intervention is evidence based and effective. The treatment for substance misuse goes beyond the prescription of medication, although prescribing remains a powerful and effective intervention. The primary care team is well placed to deal with many of the physical, psychological, and social needs of the drug user.

Terminology

In the field of addiction there are a number of terms currently in use to describe the taking of both illicit and licit drugs; the terminology changes over time, often dictated by the prevailing mood of political correctness. For example, the term ‘addict’ was a medical term used to distinguish those who used drugs owing to a medically defined dependence as opposed to the criminal context of substance misuse. Since then, the term addict has developed derogatory connotations and has been replaced by various differing terms such as user, misuser, abuser, problem drug user, dependent user and so on, each meant to distinguish different consequences of use – from non-problematic ‘use’ through to problematic ‘misuse’ or dependence.

Throughout this book the authors have tried to be consistent: using the word ‘substance’ to describe licit (legal) or illicit (illegal) products, including alcohol and nicotine; using the term ‘drug’ to describe mainly illicit products such as opioids, cannabis and stimulants, though also included are benzodiazepines that are not prescribed; and using the term ‘medicines’ to describe any prescribed products.

Opioid vs. opiate

The term ‘opiate’ refers to natural substances that can be extracted from the flowering opium poppy plant, such as heroin, morphine, and codeine. The term ‘opioid’ indicates not only the naturally occurring opiates, which are derived from the opium poppy, but also their synthetic analogues such as methadone and pethidine. Therefore, ‘opioid’ is a broader term in that whilst all opiates are opioids, but not all opioids are opiates. It is also important to emphasise that naturally occurring opiates are no less harmful than synthetic opioids.

Patient, client, substance user

As with the terminology describing the behaviour of taking drugs, there has also been confusing and conflicting terminology describing the person entering drug and/or alcohol treatment services.

A study undertaken in a large treatment centre asked service users which name they preferred between ‘client’, ‘patient’ or ‘service user’. The majority preferred the term ‘patient’. They were also asked if they considered themselves to have mental health problems. The majority (59%) felt that ‘substance misuse’ was in the category of mental health problems, though paradoxically most did not consider themselves to have a mental health problem. Broadly similar results were found for those attending alcohol services, but not tobacco cessation services.1

Classification of substance misuse and dependence

As there are a variety of terms to describe substance use, so there is a spectrum of substance use behaviours, and over time clinicians and researchers have taken different approaches to understanding and describing them. The dependence syndrome was first proposed for alcohol use and is now incorporated in both the World Health Organization eleventh revision of the International Classification of Diseases (ICD)² and the US fifth edition of the Diagnostic and Statistical Manual (DSM)³ classification systems.

The latest versions of both these systems (ICD-11 and DSM-V) use the same approach to both alcohol and drugs of use (including nicotine), and both systems make a distinction between the dependence syndrome and other harmful patterns of substance use (see below for definitions and diagnostic criteria). The criteria for the dependence syndrome are similar in the two systems (though this has not always been the case). One key development in the ICD-11 edition from the ICD-10 predecessor has been the acknowledgement of the rapid development of new psychoactive substances. For example, a category of “Unknown or Unspecified Psychoactive substances” is highlighted alongside traditional drugs (see Box 1.1). Such a category acknowledges the rapid and ongoing development of new substances that are now available as a result of technological developments.

Box 1.1

Drugs recognised by icd-11


•Alcohol

•Cannabis

•Synthetic Cannabinoids

•Opioids

•Sedative, hypnotics, or anxiolytics

•Cocaine

•Other stimulants (including amphetamines, methamphetamine or methcathinone)

•Caffeine

•Hallucinogens

•Nicotine

•Volatile inhalants

•MDMA, or related drugs, including MDA

•Dissociative drugs, including Ketamine and Phencyclidine (PCP)

•Other Psychoactive substances, including medications

•Multiple specified Psychoactive substances, including medications

•Unknown or Unspecified Psychoactive substances

•Non-psychoactive substances.



Dependence, neuroadaptation, tolerance

The terms ‘addiction’ and ‘dependence’ are often used interchangeably to describe a constellation of behavioural, physical, and psychological factors associated with drug/alcohol use. Strictly speaking, the term dependence, when used alone, is a state of bodily adaptation to the presence of a particular psychoactive substance (tolerance) and manifests itself in physical disturbances or withdrawal symptoms when the drug is withdrawn. The term ‘neuroadaptation’ has been used to describe this phenomenon. Many, but not all, medicines cause neuroadaptation and, of those that do, not all are subject to misuse. Many people are treated for painful conditions with opioids; often they will exhibit tolerance and even experience withdrawal symptoms when stopping the drug. However, only a small proportion will become ‘addicted’ to the drug.

By ‘addiction’, or ‘dependence syndrome’, we mean a specific psychological state in which the drug takes up an overriding importance in the person’s life. When they do not have the drug, they crave it. They plan their days around ensuring a regular supply, sometimes spending many hours obtaining their drug of desire. Other personal goals and interests no longer seem important when the supply is threatened. If they manage to stop using the drug for any length of time, relapse is followed by a rapid return of the habit at the same intensity as before the period of abstinence (reinstatement).

A dependence syndrome can occur with activities other than drugs, for example gambling, playing computer games, or even shopping. Indeed, such addictive behaviours are recognised in ICD-11 under the term “Disorders due to Addictive Behaviours.” The potential of a drug to create addiction or dependence is determined by a number of factors: its potency (especially the strength of the hedonistic or pleasurable effects), the immediacy of the onset of its effect (not exclusively the property of the drug but also related to its route of use), the predictability of the effects of the drug, and its elimination half-life.

Of the illicit drugs, heroin is deemed to score highest in its addictive potential, with its most potent of opioid effects, its short elimination half-life of only a few hours and its rapid onset of action, especially after smoking or intravenous use. In comparison, methadone has a lower addictive potential, being less potent in its effect and having a slower onset of effect, particularly when taken by mouth. Not only does methadone have a lower addictive potential but it also directly reduces dependence on heroin, in so far as heroin use is often driven by the fear of, or experience of, withdrawal. Methadone reduces this fear and therefore removes the need for drug seeking.

Tolerance

Tolerance is a behavioural state: the way the body usually adapts to the repeated presence of a drug. Higher doses of the psychoactive substance are required to reproduce the original or similar effects. Tolerance may develop rapidly (to LSD, for example) or slowly (to alcohol or cannabis). The drug must be taken on a regular basis and in adequate quantities for tolerance to occur.

Tolerance can occur to different effects of the same drug. For example, a high degree of tolerance develops to the actions of opioids that cause analgesia and respiratory depression. Thus, the effects of opioids are not apparent even when the individual is consuming high daily amounts if that dose level has been reached gradually. Little or no tolerance develops to the action of opioids on the pupil size or bowel activity, however, so that the same individual usually displays a typically constricted pupil and suffers from constipation – the latter a troublesome and common complaint in patients on methadone maintenance programmes.

After a relatively short period of abstinence (for example typically two weeks in the case of opioids) tolerance is lost and the dose that was taken before this period of abstinence can now prove to be a fatal overdose. Tolerance is usually a feature of a dependence syndrome.

The clinical diagnostic criteria for dependence syndrome adopted by the World Health Organization (WHO) and contained in the ICD-11 and the DSM-V emphasise both the physical factors (such as tolerance) and psychological aspects (subjective awareness of compulsion to use, diminished capacity to control drug use and salience of drug-seeking behaviour) as important aspects of a dependence syndrome.

ICD-10

Whilst the WHO’S ICD-11 was published in May 2019, member states are not required to use if for health data reporting purposes until January 2022. Whilst the diagnostic categories and associated definitions are broadly similar between ICD 11 and 10, there are some important additions to the ICD-11 iteration. For example, there is a new inclusion pertaining to Gaming Disorder which is defined as:4

as a pattern of gaming behavior (“digital-gaming” or “video-gaming”) characterized by impaired control over gaming, increasing priority given to gaming over other activities to the extent that gaming takes precedence over other interests and daily activities, and continuation or escalation of gaming despite the occurrence of negative consequences.

However, at the time of writing, the ICD-10 definitions are still in common use and are discussed in more detail below as they relate to the phenomenon of substance use.

Harmful substance use

Actual damage should have been caused to the mental or physical health of the user in the absence of diagnosis of dependence syndrome.

Substance dependence (three or more in the past year)

•A strong desire or sense of compulsion to use

•Difficulties in controlling substance-taking behaviour in terms of its onset, termination, or levels of use

•A physiological withdrawal state when use has ceased or been reduced, as evidenced by the characteristic withdrawal syndrome, or use with the intention of relieving or avoiding withdrawal symptoms

•Evidence of tolerance, such that increased doses are required in order to achieve effects originally produced by lower doses (clear examples of this are found in alcohol-dependent individuals who may take daily doses sufficient to incapacitate or kill non-tolerant users)

•Progressive neglect of other pleasures or interests because of substance use, increased amount of time necessary to obtain or take substance, or to recover from its effects

•Persisting with use despite clear evidence of overtly harmful consequences.

DSM-V

Substance use disorder (two of the following 11 symptoms within a 12-month period)

•Consuming more alcohol or other substance than originally planned

•Worrying about stopping or consistently failed efforts to control one’s use

•Spending a large amount of time using drugs/alcohol, or doing whatever is needed to obtain them

•Use of the substance results in failure to “fulfil major role obligations” such as at home, work, or school

•“Craving” the substance (alcohol or drug)

•Continuing the use of a substance despite health problems caused or worsened by it. This can be in the domain of mental health (psychological problems may include depressed mood, sleep disturbance, anxiety, or “blackouts”) or physical health

•Continuing the use of a substance despite it having negative effects on relationships with others (for example, using even though it leads to fights or despite people’s objecting to it)

•Repeated use of the substance in a dangerous situation (for example, when having to operate heavy machinery or when driving a car).

•Giving up or reducing activities in a person’s life because of the drug/alcohol use

•Building up a tolerance to the alcohol or drug. Tolerance is defined by the DSM-5 as “either needing to use noticeably larger amounts over time to get the desired effect or noticing less of an effect over time after repeated use of the same amount”

•Experiencing withdrawal symptoms after stopping use. Withdrawal symptoms typically include, according to the DSM-5: “anxiety, irritability, fatigue, nausea/vomiting, hand tremor or seizure in the case of alcohol.”

Natural history of substance misuse

Getting started

The different definitions described in ICD and DSM classifications are designed to distinguish problematic from non-problematic use, as not everyone who uses drugs or alcohol goes on to develop problems, and even of those who do develop dependent problematic use, many may not have lifelong problems. Substance misuse, especially in adolescence, is in the main experimental and transient, seen by many as a ‘rite of passage’ between childhood and adulthood.

What factors therefore influence experimental use becoming problematic use? A prospective US study conducted a series of interviews on a sample of young people aged between 15 and 16 years. These adolescents were asked to describe patterns of initiation, persistence, and cessation in drug use, and were then followed up over a period of time spanning 19 years, from adolescence to adulthood. A school survey was administered at age 15–16 and further interviews with participants and school absentees were conducted at ages 24–25, 28–29 and 34–35. Retrospective continuous histories of 12 drug classes were obtained at each follow up.5

The results showed that there was no initiation into alcohol and cigarettes, and hardly any initiation into illicit drugs after the age of 29, the age at which most use ceased. The largest proportion of new users after this age was observed for prescribed psychoactive drugs, such as benzodiazepines. Among daily users, the proportion of heavy users of alcohol and cannabis declined but not of cigarettes. Cigarettes were the most persistent of any drug used.5

Factors that predicted cessation of use in adulthood paralleled those that predicted lack of initiation in adolescence: conventionality in social role (e.g. job, family responsibilities), social context unfavourable to the use of drugs (e.g. employment, communities where alcohol use was banned) and good health.

Peer influences were found to be the major predictor of experimental drug use and also likely to influence the evolution into more regular drug use (see Table 1.1). Initiation of use before the age of 15 is associated with more developmental disruption.6

Table 1.1

Predictors of drug initiation in adolescence








	Individual factors

	Prior delinquent behaviour

Peer group influences

Risk-taking behaviours




	Parental factors

	Poor quality of relationship

Inconsistent parenting




	Lack of participation in conventional activities

	Such as employment, education, and relationships






Continued use

Since cessation of substance misuse typically takes place at a different phase in the life cycle from initiation, that is in early adulthood rather than adolescence, factors important for persistence at a later phase of the life cycle may be equivalent to factors important for explaining initiation at a younger age. Whereas conformity to social roles in adolescence involves satisfactory academic performance, in adulthood the new social roles include being married or in a stable relationship and working. It is highly likely that adults’ roles such as marriage and stable employment are not compatible with illicit drug use.

The level of substance misuse is also a predictor of future drug use; the more used, the more likely problematic use is to develop. Once an individual is dependent, substance misuse is generally a chronic condition, interspersed by periods of relapse and remission; it takes many attempts to achieve permanent abstinence.

Just as there is no one path towards successful abstinence, so there is no single risk factor for problematic substance misuse. There are a number of complex social factors, including the influence of intimate partners, parents and friends, and work and other activities, that can significantly affect the pattern of substance misuse. The severely dependent, long-term heroin, or cocaine user is likely, after five to ten years of continuous use, to be less amenable to change and have less access to social support networks necessary to support changes in use. Repeated involvement with the criminal justice system, long-term unemployment and increasing social isolation further entrench their drug-using behaviour. Strategies needed for this group are likely to involve significant social, physical, and psychological interventions. If abstinence is going to occur, it is more likely to happen earlier than later in a drug user’s career.

Principles of treatment

Treatment aims

There are many possible aims of treatment. For those patients who meet criteria for harmful use (ICD-10), but who do not meet criteria for a dependence syndrome, psychosocial approaches are the mainstay of treatment.

Pharmacological interventions currently have limited application, except in treating coexisting conditions such as depression or anxiety, which may be inhibiting progress towards less harmful use. Pharmacological interventions aimed at treating the substance use disorder itself, many of which will be discussed in detail in this book, are of most value in patients who have developed the features of the dependence syndrome, and are targeted at the following areas of patient management:

•Management of withdrawal symptoms

•Reduction of physical, social and psychological harms to the individual and the public associated with illicit drug use by prescribing a substitute drug or drugs (for example, methadone maintenance treatment in which aims may include cessation of injecting, reduction or cessation of illicit heroin use, and reduction or cessation of other high-risk behaviours)

•Relapse prevention and maintenance of abstinence (for example, oral naltrexone, cognitive behavioural therapy)

•Prevention of complications of substance use (for example, hepatitis B immunisation, the use of thiamine to prevent Wernicke’s encephalopathy and Korsakoff’s syndrome).

General principles of treatment

•No single treatment is appropriate for all individuals

•Treatment needs to be readily available and begin where the user presents

•Treatment should over time address the multiple needs of the individual; physical, psychological, social, and educational

•Treatment modalities used will change over time and at different times during treatment

•Retention in treatment is most predictive of a good outcome

•Substitute medications, such as methadone and buprenorphine, are important elements of treatment for many patients, especially when combined with counselling and behavioural therapies

•Patients with coexisting problems, such as mental health problems, should have these dealt with alongside their drug misuse problems. Treatment does not need to be voluntary to be successful

•Recovery from drug addiction takes time, and addiction is a chronic relapsing condition often requiring multiple episodes of treatment

•Trained and competent clinicians should provide treatment.

Models of behaviour change

Prochaska and DiClemente developed a model of behavioural change that has become influential in the field of addiction (see Figure 1.1).7 The model hypothesis is that interventions are most effective when mapped to the state of readiness for change that the user is at. The model also helps to define the clinician’s expectations and helps to foster a more realistic relationship between the clinician and the patient, and views change as a process rather than an event – the change process being characterised by a series of stages of change. It may be helpful to explain these stages of change to less informed members of the primary care team, in the hope that they too will see the potentials for intervention even if the patient does not want to stop drug use. By engaging in harm reduction strategies, the clinician may be able to nudge the reluctant user gently into abstinence. The Prochaska and DiClemente model divide the individual state of readiness into the following states.

•Precontemplators do not want to stop and are not concerned enough about the associated risks to change their use. The interventions available are concentrated on harm reduction advice, information about needle exchange schemes, and provision of hepatitis B immunisation

•Contemplators are concerned about their drug use and are considering change but have not yet decided to stop. These individuals would benefit from motivational interviewing and other behaviour therapies, nudging them gently into the action stage

•The action stage is one in which people decide to stop and put their plan into action; substitution therapies are vital interventions during this phase

•Maintenance of the behavioural change: addictive behaviour involves cycles of change with efforts to stop being punctuated by relapse. Maintaining the effects of the treatment needs to involve a range of psychosocial and pharmacological interventions. Marlatt and Gordon described the cognitive behavioural approach called relapse prevention, which aims to develop coping strategies that can help to maintain the phase of change.8

Figure 1.1

Stages of change model


[image: image]



Source: Prochaska JO, DiClemente CC. Stages of change in the modification of problem behaviors.7

However, in utilising such a psychological model of behavioural change in consultations, it should not be forgotten that whilst an individual’s state of readiness is influenced in part by his or her own internal motivating factors, readiness can also be influenced by wider socioeconomic determinants of ill-health, such as poor housing or unemployment. It could be that such factors need to be addressed before an individual is able to make sustained positive changes to illicit drug-using behaviour.

The COM-B model of behaviour, developed by Michie et al.9 (see Figure 1.2), is more inclusive of these factors neglected by Prochaska and DiClemente’s stages of change model, but in comparison to the latter, has not yet been as influential in the field of addiction. The COM-B model proposes that behaviour, such as engaging in illicit drug use, is influenced by three interacting components: capability, opportunity and motivation, with behaviour in turn influencing each of these components. The model proposes that for a given behaviour to occur, individuals must have the psychological and physical capability to carry out the behaviour, be provided with physical and social opportunities to partake in the behaviour, and they must be motivated to engage in the behaviour. This latter motivation component includes both reflective motivation (based on rational and analytical choices) and automatic motivation (responses to emotional cues and habituation). The model posits that for behaviour change to occur, such as complete cessation of illicit drugs, changes are required to one or more of an individual’s capability, opportunity, and motivation. Therefore, the challenge for primary care is to work in partnership with other stakeholders to address deficits in wider “opportunity”, e.g. housing or employment opportunities to aid recovery.

Figure 1.2

com-b Model of Behaviour

[image: image]

Source: Michie et al. The behaviour change wheel: A new method for characterising and designing behaviour change interventions9

Harm reduction

The ultimate aim of treatment is to stop or reduce the use of illicit or harmful drugs and to prevent or reduce the harms resulting from drug use. The emphasis on harm reduction is a legacy of the response to the HIV problem: the establishment of needle exchange schemes, outreach clinics, and methadone maintenance programmes. The theme of harm reduction has continued now for over three decades and has been the backbone of UK treatment policy. As early as 1996, a Department of Health Task Force10 defined the outcomes of treatment into three main domains. These domains are as relevant today as when they were first produced and act as a guide to the harm minimisation steps that clinicians and commissioners can use when delivering or designing services (see Table 1.2).10 This will be discussed more fully in Chapter 15.

Table 1.2

Treatment outcome domains








	Outcome domain

	Measure




	Drug use

	Abstinence from drugs

Near abstinence from drugs

Reduction in the quantity of drugs consumed

Abstinence from street drugs

Reduced use of street drugs

Change in drug-taking behaviour from injecting to oral consumption

Reduction in the frequency of injecting




	Physical and physiological health

	Improvement in physical health

No deterioration in physical health

Improvement in psychological health

No deterioration in psychological health

Reduction in sharing injecting equipment

Reduction in sexual health risk taking




	Social functioning and life context

	Reduction in criminal activity

Improvement in employment status

Fewer working/school days missed

Improved family relationships

Improved personal relationships

Domiciliary stability/improvement






Source: Department of Health.10

From harm reduction to recovery

Over the last decade UK drug treatment and policy has shifted, and emphasis has shifted from ‘harm reduction’ to ‘recovery’. This has at times been a contentious debate, with some stakeholders seeing a recovery agenda as synonymous with ‘abstinence’. To many the concept of recovery has not been easy to define. In 2008, the UK Drug Policy Commission Recovery Consensus Group highlighted the key features of recovery from any problematic substance use as follows.11

•Recovery is about the accrual of positive benefits, not just reducing or removing harms caused by substance use

•Recovery requires the building of aspirations and hope from the individual drug user, their families and those providing services and support

•Recovery may be associated with a number of different types of support and interventions or may occur without any formal external help. No ‘one-size-fits-all’

•Recovery is a process, not a single event, and may take time to achieve and effort to maintain. The process and the time required will vary between individuals

•Recovery must be voluntarily sustained in order to be lasting, although it may sometimes be initiated or assisted by ‘coerced’ or ‘mandated’ interventions within the criminal justice system

•Recovery requires control over substance use (although it is not sufficient on its own). This means a comfortable and sustained freedom from compulsion to use. This is not the same as controlled use, which may still be harmful. Having control over one’s substance use means being able to make the choice to use a substance in a way that is not problematic for self, family, or society. For many people this will require abstinence from the problem substance or all substances, but for others it may mean abstinence supported by prescribed medication or consistently moderate use of some substances (for example, the occasional alcoholic drink)

•Recovery maximises health and wellbeing, encompassing both physical and mental good health as far as they may be attained for a person, as well as a satisfactory social environment. The term ‘maximises’ is used to reflect the need for high aspirations to ensure that users in treatment are enabled to move on and achieve lives that are as fulfilling as possible

•Recovery is about building a satisfying and meaningful life, as defined by the patient him or herself, and involves participation in the rights, roles, and responsibilities of society. The word ‘rights’ is included in recognition of the stigma that is often associated with problematic substance use and the discrimination that users may experience, and which may inhibit recovery. Recovery embraces inclusion, or a re-entry into society and the improved self-identity that comes with a productive and meaningful role. For many people this is likely to include being able to participate fully in family life and be able to undertake work in a paid or voluntary capacity.

Moving from the ‘British System’ to a system underpinned by clinical governance

Historically, the UK has been in the unique position of having minimal restrictions on how doctors manage drug users.12 Doctors had the freedom to prescribe almost any drug and restrictions apply only to the prescription of heroin, cocaine and diconal, which require a Home Office licence when used for the purpose of treating addiction.

This relative freedom has been referred to as the ‘British System’, the origins of which arose with the Rolleston Report in 1926. The report argued that addicts were patients and not criminals, and should receive drugs on prescription, contrasting sharply with the situation in the USA. The British System allowed practitioners the freedom to take account of possible social and criminal justice gains as part of their prescribing decisions. It hence gives doctors the flexibility to respond to the changing nature of drug problems. However, this flexibility does not negate the duty of care for the individual or the need to adhere to good-practice guidance and safe prescribing. Such safety concerns were given increased emphasis in the 2007 (second edition) Clinical Guidelines and emphasised the importance of practising within safe parameters of “clinical governance.” Such parameters curtailed many of the historic prescribing freedoms of the British System.

However, more recently the issue of “governance” has evolved in the 2017 Clinical Guidelines from the notion of “clinical governance” to “quality governance.” Whilst on the surface this shift appears subtle, it reflects a more seismic shift in acknowledging that clinicians practice within a wider integrated system which, in addition to service users, is influenced by commissioners, service managers and other stakeholders. As we shall find out below, quality is everyone’s responsibility, not just the responsibility of clinicians.

The 2017 clinical guidelines

The Department of Health’s Drug Misuse and Dependence: UK guidelines on clinical management (2017)13 is the authoritative publication for primary care practitioners on the treatment of substance misuse. Commonly referred to throughout both this textbook and the drug treatment field as the “Orange Guidelines, it is used as a reference source throughout this book. It is likely that the health professional reading this book is already familiar with the 2017 national clinical guidelines. Now published in their third edition, the first edition was written over two decades ago (1997). The initial publication had coincided with both a rapid increase in the number of drug users presenting for care and a predicted HIV crisis among injecting drug users with limited treatment options for such users. For example, in 1994, Gerada carried out a small local survey in South London and found that 50% of all drug users in the area were being treated by only 5% of GPS, most of whom were largely untrained and unsupported, a trend that was common in other parts of the country (Gerada, personal communications).

The current guidelines provide a framework from which to work safely and are relevant to any professional group working in the addiction field. They lay down the minimum responsibilities of clinicians, which are as follows:

•Local commissioners and providers need to work together to ensure drug treatment systems are available to meet the changing needs of local drug-misusing populations

•Joint working across health and social care and between hospital, prison, primary care and community drug services is a key feature of effective treatment partnerships. It is seldom the case that one clinician or provider will be able to meet these needs in isolation

•Clinicians working with drug users must be appropriately competent, trained and supervised

•Effective, safe and responsive services for drug misusers will usually involve clinicians working together and with others in teams in primary care, in secondary care or across both

•The setting in which health professionals work in treating drug users will affect the clinical governance mechanisms that need to be in place. Those working in relative isolation must ensure they have an opportunity to discuss and review their work with colleagues in the field, to maintain good and up-to-date practice

•Services should be provided consistent with national guidance and principles, and in line with the evidence base

•Policy and statutory frameworks for providing substance misuse treatment to those under 18 years of age are often different from adults and different approaches are required from clinicians

•The expansion of non-medical prescribing has implications for drug misuse treatment and care and clinical governance

•A timely and regular audit and review cycle should be in place

•Information governance policies and practice are critical, including confidentiality and information sharing. They should specifically include guidance for clinicians working with drug-misusing parents

•Patients must be involved in their own treatment and should be involved in planning, developing, designing and delivering local drug treatment services, as far as their competence and interests allow

•Families and carers of drug users are both an important resource in treating drug misusers and often in need of support for themselves

•Carers of adults can be involved in patients’ treatment, usually with the patients’ consent, although there may be an obligation to involve the carers of young people in their treatment.

Assessment

The guidelines emphasise that a good assessment is essential to the continuing care of the patient. Assessment skills are vital to all members of the primary care team. The diagnosis of substance misuse itself is of central importance. Before substitute treatment is initiated doctors should ensure that they have taken a history, carried out an examination, and undertaken relevant investigations. A good assessment should enable the practitioner to confirm the diagnosis of drug dependence through obtaining a history of drug misuse, examination of the signs of misuse, urine analysis, and other investigations where necessary.

All doctors must undertake assessment commensurate with the complexity of prescribing. Prescribing decisions (drug used, amount and duration of use) should, in most cases and as a tenet of good practice, be dependent on national clinical guidelines, the level of the doctor’s training and experience, and discussion with others involved in the care of the patient.

The assessment of a patient is a continuous process carried out at every consultation over many years. The first assessment should not be prolonged and should not delay the initiation of effective treatment. Before prescribing, it is important that the clinician remembers three golden rules:

•Confirm the diagnosis of dependence, through history taking, urine analysis and, where appropriate, corroboration with previous health professionals

•The responsibility for the prescription is always that of the prescribing doctor (or nurse practitioner, or non-medic prescriber) and this responsibility cannot be delegated

•If using substitute medication, start low and increase the dose slowly.

Essentials of a good assessment

History taking should elicit, as accurately as possible, information about the past and current drug-taking behaviour. It should include the reason for presentation, past and current drug use, history of injecting, risk of HIV and other blood-borne diseases, medical history, and psychiatric, forensic and social history. The history should also determine previous contact with treatment services.

Examination should include an assessment of motivation, general and mental health, and family and social situation.

Urine analysis should be regarded as an adjunct to the history taking and examination in confirming drug use. It should be obtained before the onset of prescribing and randomly throughout treatment. Alternatively, some services will use oral fluid samples, or less commonly hair samples. Hair analysis uses a single strand of hair and can yield information spanning a period of several weeks or months.

The patient should be reviewed in detail at least every three months.

Principles of prescribing

The British National Formulary (BNF), issued free to all GPS, contains a wealth of information concerning the overall management of addiction as well as laying out guiding principles when prescribing any medication in the UK. These principles are:14

•To avoid creating dependence caused by introducing drugs to patients without sufficient reason

•To see that the patient does not gradually increase the dose for a drug given for good medical reasons to the point where dependence becomes likely. The prescriber should keep a close eye on the amount prescribed to prevent patients from accumulating stocks that would enable them to arrange their own dosage or even supply their families and friends

•To avoid being used as an unwitting source of supply to addicts. Methods include visiting more than one doctor, fabricating stories, and forging prescriptions.

Practical aspects of prescribing

Prescribing substitute medication is a useful tool in changing the behaviour of some drug users towards abstinence or towards intermediate goals of reducing the harm to themselves or others. If opioids are prescribed, the 2017 clinical guidelines recommend liquid preparations such as methadone 1 mg/ml to avoid the risks associated with injecting crushed tablets or melted suppositories, for example, and to reduce the risk of potential sale on the black market. Drugs that are capable of being injected, such as tablets, carry a greater risk of being dangerously misused by the patient or sold on the black market. The clinical guidelines recommend that tablets should not be prescribed to drug users.

The most common source of problems when prescribing to drug users is the use of open-ended prescriptions of drugs without clearly defined and agreed goals. Prescribing too little leads to lies and manipulation, and too much can lead to drugs leaking onto the illicit market.

The prescribing doctor should, ideally, see the patient on each occasion that a prescription is issued. Other doctors, such as the patient’s GP, should be informed of any prescription. This is important to avoid duplication.

Working in private practice and providing treatment to drug users is an area that is fraught with potential pitfalls. Doctors working in such private sectors must ensure that their patients have sufficient legitimate sums to pay for the cost of treatment and the cost of the prescriptions. Doctors in this sector must be aware of the potential pitfalls of receiving payments for drug dependency treatment. A private prescription for controlled drugs must not be construed as a supply of drugs in exchange for money. There is a risk that patients may try to finance their consultations and prescriptions by selling higher-value controlled drugs on the black market. It is essential practice for doctors in the private sector to communicate with the patient’s NHS GP as there are examples of such doctors being subject to investigation by the General Medical Council (GMC) where such communication has been lacking (see Chapter 23 for more details).

Improving the outcomes of treatment

Inherent to successful treatment is its ability to help people overcome drug problems. Despite the growth in treatment services in the 1980s and 1990s treatment provision remained patchy across the country. This led the Audit Commission to conclude in its 2002 report, Changing Habits,15 that a significant number of drug users struggle to get the help they need. It identified that many treatment services had long waiting lists and limited treatment options that drove potential patients away. Care often failed to consider drug users’ wider social problems and some treatment was delivered inconsistently and not in line with good practice. For example, some clinicians offered fixed short-term detoxification only. In the context of such barriers to the availability and accessibility to drug treatment, the new Labour government oversaw the development of the National Treatment Agency, a special health authority tasked with increasing the numbers of drug users receiving effective drug treatment.

Factors associated with good outcomes are multifactorial, relating to the service itself, such as minimising barriers to entry, having well-trained staff, and having a commitment to providing high-quality medical and psychosocial services. Other factors identified as fostering improved outcomes were related to the actual treatment provided, in particular providing optimal daily doses of substitute medication.

Whereas the Audit Commission report looked predominately at secondary care services, it is likely that many of the factors that promote good outcome in specialist settings will be similar for primary care settings. Flexible appointment systems, with a mixture of advanced access (appointments on the day) and booked appointments, will attract, and maintain users in treatment. Informed staff, systems that allow for sharing of information about patients, the ability to discuss significant events, and reception and administrative staff who understand the ethos of care with drug users all smooth the sometimes turbulent early and relapse stages of the users’ treatment. Continuity and consistent care will also retain the user in treatment. It is the authors’ belief that a well-organised primary care practice should be able to accommodate even the most chaotic patients and provide for their primary healthcare needs.

Comparative rates for treatment compliance and relapse

It is perhaps surprising to many clinicians that the overall treatment of opioid addiction, as measured by compliance in treatment and rate of relapse, is as successful as treatment of other chronic diseases such as diabetes, hypertension and asthma. The outcome, in terms of abstinence at six months, is greater for opioid addiction than that for tobacco or alcohol addiction.16


Conclusion

Treating drug users is ripe with challenges, but it also provides clinical satisfaction. The very contact between a user and a health professional can bring about enormous changes. Treatment in its broadest sense can (and does) save many lives. There are many interventions available and a competent GP, primary care nurse practitioner, nurse or pharmacist can provide most of them. We trust this book will ensure that the most effective treatment is afforded to this vulnerable population.



References

1Keaney F, Strang J, Martinez-Raga J, Spektor D, Manning V, Kelleher M, Wilson Jones C, Wanagaratne S, Sabater A. Does anyone care about names? How attendees at substance misuse services like to be addressed by health professionals. European Addiction Research. 2004;10(2):75–9.



2World Health Organization. ICD-11 for Mortality and Morbidity Statistics (Version: 04/2019). https://icd.who.int/browse11/l-m/en [accessed 11/04/2020].



3American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American Psychiatric Association, 2013.



4World Health Organisation. Gaming Disorder. 2018. https://www.who.int/features/qa/gaming-disorder/en/ [accessed 12/04/2020].



5Chen K, Kandel DB. The natural history of drug use from adolescence to the mid-thirties in a general population sample. American Journal of Public Health. 1995;85(1):41–7.



6Kandel DB, Raveis VH. Cessation of illicit drug use in young adulthood. Archives of General Psychiatry. 1989;46(2):109–16.



7Prochaska JO, DiClemente CC. Stages of change in the modification of problem behaviors. Progress in Behavior Modification. 1992;28:183–218.



8Marlatt GA, Gordon JR (eds). Relapse Prevention: maintenance strategies in the treatment of addictive behaviours. New York: Guilford, 1985.



9Michie S, van Stralen MM West R. The behaviour change wheel: A new method for characterising and designing behaviour change interventions. Implementation Science. 2011;6(42).



10Department of Health. The Task Force Review of Services for Drug Misusers: report of an independent review of drug treatment services in England. London: HMSO, 1996.



11UK Drug Policy Commission Recovery Consensus Group. A Vision for Recovery. London: UK Drug Policy Commission, 2008.



12Strang J, Gossop M. The ‘British System’: visionary anticipation or masterly inactivity? In: J Strang, M Gossop (eds). Heroin Addiction and Drug Policy. Oxford: Oxford University Press, 1994.



13Clinical Guidelines on Drug Misuse and Dependence Update 2017 Independent Expert Working Group. Drug Misuse and Dependence: UK guidelines on clinical management. London: Department of Health, 2017.



14British Medical Association/Royal Pharmaceutical Society of Great Britain. British National Formulary 78 September 2019–March 2020. London: BMJ Group/RPS Publishing, 2019.



15Audit Commission. Changing Habits: the commissioning and management of community drug treatment services for adults. London: Audit Commission, 2002.



16O’Brien CP, McLellan AT. Myths about the treatment of addiction. Lancet. 1996; 347:237–40.




Chapter 2

Drug policy in the UK

Steve Taylor

(based on original text by Clare Gerada and Alex Laffan)


In this chapter

•Introduction

•UK drug policy today

•Law and enforcement

•Treatment

•Young people: interventions and education

•Changing landscape

•Conclusion





Introduction

The use of alcohol and psychoactive substances has been woven into every society since the start of the human race. Governments, monarchs and religious leaders have had to decide whether, and how, to sanction – or control – their use.

Attempts to prevent importation of drugs and restrict their use have a long history. In 100 BC, the Roman senate attempted to suppress alcoholic excesses and orgies connected with the worship of Bacchus. King James’ dislike of tobacco led him to write one of the earliest anti-tobacco publications in 1604 and to levy taxes on tobacco importation. In 1796, the Chinese government made opium smoking punishable by death in response to decades of excess and problematic smoking of the drug by its population.

Attempts to deal with addiction through both prevention and treatment have met with variable success. In the 1850s, the hypodermic syringe was introduced in the belief that morphine injected by a syringe was non-addictive because it did not ‘reach the stomach’. In 1878, cocaine was believed to be a treatment for morphine addiction, a belief that persisted for some decades. Cocaine became illegal in the USA in 1914, but not before many became addicted to the substance.

The past hundred years have seen, perhaps unsurprisingly in a modern world of greater government control, unprecedented levels of both national and international law-making regarding psychoactive substances. Since the Hague Convention of 1912, the international monitoring and control of the illicit drug supply has been increasingly better resourced. In the latter part of the twentieth century, treatment for those dependent upon either illicit or licit drugs received greater funding and attention, both in the UK and worldwide.

This chapter explores the UK’S current attitude to drugs regarding tackling supply and demand, providing treatment, and reducing harm to both individuals and communities. It will also analyse how these policies have developed over the twentieth and twenty-first centuries.

UK drug policy today

Government drug strategies since the first national drug strategy in 1985, have differed in their priorities and wording, but all have included:

•Reducing demand for drugs by prohibition and education

•Reducing the availability of drugs by tackling supply at home and abroad

•Reducing drug-related crime, including advancing treatment within the criminal justice system

•Reducing the risks of harm to those who take drugs through education, vaccination and needle (including syringe) provision

•Treating those for whom drug use has become a problem by providing support that enables them to reduce or stop their use and begin their recovery.

Regarding the notion of “recovery” highlighted in the final bullet point above, the notion has increasingly informed UK Drugs Policy. The UK Drugs Policy Commission consensus in 2008 stated that recovery is a process, characterised by voluntarily maintained control over substance use, leading towards health and well-being and participation in the responsibilities and benefits of society.1 The UK Drug Strategy 2010 defined recovery as having 3 components: well-being, citizenship, and freedom from dependence.

The 2017 UK Drug Strategy retained the notion of recovery but made no mention of well-being or citizenship but does emphasise meeting health, housing, employment, and family needs, in addition to reducing supply and demand through global action.2

It is difficult to see how a drug policy could operate without a combination of the building blocks outlined above. Without prohibition, the UK treatment system might face uncontainable demand and education would be undermined; without treatment and harm reduction, drug-related illness and deaths would rise; without education, young people might fail to associate drug use with danger.

Law and enforcement

Together, domestic enforcement of drug control and international supply reduction account for a substantial proportion of the UK’S budget for tackling drug misuse. Whilst the previous lengthy sentencing of some drug users has been reduced with increasing diversion to treatment, drug trafficking into the UK and drug dealing once inside the UK remain areas of criminal behaviour that are treated with little tolerance. Reducing the supply of illegal drugs is expensive and often seemingly impossible. It is further complicated by the ability of illicit laboratories to rapidly synthesise and market new drugs, the impracticality of controlling the internet, and ever-increasing postal deliveries.

The international nature of drug production and supply makes it difficult for a domestic government to control alone and the UK government is at the forefront of countries in the international community pushing for greater global cooperation.

With border seizures of drugs fluctuating but widely accepted as stopping only a small proportion of drugs coming into the country, the government continues to use the law as a deterrent, with those caught drug trafficking or dealing remaining subject to harsh penalties. Such penalties include a maximum of life imprisonment for Class A drugs, and 14 years for Class B and C drugs.

Targeting suppliers as distinct from the actual drug users has been cemented in British drug policy since the 1971 Misuse of Drugs Act, which distinguished between the two for the first time.3 Since then, sentences for dealers have been far more severe than for users.

Strategies for reducing production in foreign countries and tackling international supply are usually formed on the basis of international agreements. Therefore, Britain’s ability to enact its own policies is often subject to the cooperation of the international community. The Hague Convention of 1912 was the starting point for a century of international regulation of drug production and transportation. The Geneva Conference on Opium in 1924/5 further raised the barriers on importing and exporting drugs. In 1946, international drugs policy fell under United Nations jurisdiction and continued apace, with an international opium protocol agreed in 1953, which severely restricted poppy and coca production.

Yet it is the 1961 Single Convention that forms the real basis for international drug policy today, limiting cultivation, manufacture, importation, and possession of drugs, as well as introducing strict record keeping and prescriptive measures. While the Single Convention is perhaps not as rigid as it might seem, it has ensured that the UK has little room for manoeuvre when dealing with drug trafficking. Indeed, the UK is continually at the forefront of the United Nations in pushing for stricter international controls on drug production and supply. By investing personnel resources into seizing drugs, using the force of the law to deter potential dealers, and targeting specific areas where dealers are known to operate, the UK strategy seems to encompass all the available avenues for reducing drug supply in the UK. When this is combined with continuing international cooperation and enforcement in reducing the production of illegal drugs at source, and working to block key international trafficking routes, reducing supply clearly becomes a massive operation. The continued availability of drugs measured against the extent to which the UK has worked, domestically and internationally, to reduce supply raises questions about the Strategy’s limited success.

Supply reduction efforts have neither resulted in an increase in the price of drugs (in real terms), nor deterred use. Contrary to some popular literature, a rise in price is more likely to result in a fall in use, rather than a rise in crime. Such a trend is also seen regarding changes in the price of alcohol and tobacco, have had a significant downward effect upon consumption. A study conducted before the Second World War predicted that the prices paid for illicit drugs would increase. However, over 40 years, the price of heroin in the UK has remained relatively steady at between approximately £60–90 per gram, with no sustained reduction in purity. Over the past 10 years, prices have generally fallen whilst purity has increased. The same patterns are seen in the USA.

Without the serious deterrents in place to prohibit the production of drugs in source countries, and barriers to entry into consumer countries, drug supply would likely increase. However, in real terms, prices are still falling with these comprehensive measures in place and it is reasonable to ask whether large sums of money are being well spent, especially as production-reducing programmes such as crop substitution and crop destruction are unlikely to have any effect upon consumer countries and their retail drug prices.

Interdiction can be effective only if it covers all smuggling routes. Such measures are surely beyond the UK’S limited budget and will only eat into more cost-effective solutions, which include treatment and rehabilitation.

If supply reduction is not working then a legitimate question becomes: What about the other side of the prohibition coin, namely reducing recreational drug use? There are several notable aspects of the UK’S changing attitude towards the criminal status of the drug user, but the most important is the focus upon Class A drugs. The police continue to focus upon arresting, and referring to treatment, users of Class A drugs, which, as the government repeatedly stresses, cause most destruction to both individuals and wider communities. Nevertheless, despite increasing public, media and political voices in favour of at least revisiting the law on prohibition, the UK government remains dedicated to the continuing prohibition of all illegal drugs as a deterrent to uptake and continued use.

Another aspect of domestic enforcement was the noticeable shift in drug policy during the twentieth century away from health issues and towards criminal justice issues, evident in the increased responsibility of the Home Office, as opposed to the Department of Health. The UK politics of the twenty-first Century (Labour, Coalition and Conservative) have pushed policy based upon notions of public health and social justice. Such paradigms recognise the need to redress inequalities but expects individuals to take personal responsibility and make a fair contribution to society.

Other domestic developments have often been in response to popular pressure. The 1964 Drugs Act was the first post-war piece of drug legislation which led to controlling amphetamine use. The 1971 Misuse of Drugs Act remains the centrepiece of British drug law, with its categorisation of controlled drugs into classes according to their perceived harm and consequent punishment, and schedules according to their legitimate uses (or lack of them). Also, the 1961 Single Convention that has dictated British policy regarding trafficking has long been quoted by Home Secretaries as committing Britain to a policy of prohibition for drug possession. In fact, this has been obligatory only since 1988 and even then, as the Dutch have shown through policies of de-criminalisation of cannabis sale and possession for personal use, there is plenty of room for manoeuvre.

While successive governments have made their priority regarding class A drugs clear, some are not satisfied. Some see the government’s strategy as too focused upon the criminal justice system, while others see the government as being ‘soft’ on drugs and encouraging – or at least turning a blind eye to – cannabis use.

Meanwhile, supply of – and demand for – new psychoactive substances not covered by the Misuse of Drugs Act required the creation of a new law, the 2016 Psychoactive Substances Act, to control them. However, the number of young people, and also those from disadvantaged groups, taking these and more established drugs is a continuing problem. It suggests that law enforcement alone is not having the desired effect.

Treatment

There is good evidence that treatment works, reducing damage to communities and individuals, including crime. Spending upon drug treatment in England doubled from 2002 to 2010 and subsequently led to a doubling of the numbers in treatment (though both funding and numbers have subsequently fallen).4,5 Treatment services and the criminal justice system are designed to work alongside each other, one to deter and one to ensure that those who cannot stop using drugs are at least prevented from causing damage to both themselves and wider communities.

The first specialist clinic dispensing heroin to addicts was set up in 1964 by John Owens in Birmingham. This sparked off a considerable growth, throughout the 1960s and 1970s, of voluntary services and specialist drug and therapeutic residential communities. From 1968 to 1972 drug dependency units were established in major cities affected by drugs. Alongside the formation of these units was the implementation of the Second Brain Report recommendation of restricting prescribing rights of heroin to licensed doctors. This in effect restricted heroin prescribing to doctors who worked within drug units, and hence only psychiatrists were able to prescribe heroin.

Following the rapid increase of treatment services in the 1960s and 1970s, the decade of the 1980s saw central government funding for the development of a network of community services that defined the roles of specialist drug services and gave new responsibilities to GPS in treating drug misusers. This is an area that continues to develop.

The National Treatment Agency was set up in 2001 to oversee the expansion of drug treatment services in England. Government set ambitious targets aimed at bringing more drug users into treatment, making them wait less time to access that treatment, and retaining them in it for longer. The target to double the number of drug users in treatment between 1998 and 2008 was achieved two years early. Other goals included greater involvement of GPS, more referrals from the criminal justice system, and improving prison-based treatment.

HIV and harm reduction

The biggest influence upon increasing treatment in the late 1980s and early 1990s (and in particular treatment provided by general practitioners) was HIV/AIDS, with the Advisory Council on the Misuse of Drugs stating in 1988:

HIV is a greater threat to public and individual health than drug misuse. The first goal of work with drug misusers must therefore be to prevent them acquiring or transmitting the virus. In some cases, this will be achieved through abstinence. In others, abstinence will not be achievable for the time being and efforts will have to focus on risk reduction. Abstinence remains the ultimate goal but efforts to bring it about in individual cases must not jeopardise any reduction in HIV risk behaviour which has already been achieved.6

This report led to the development of community- and pharmacy-based needle and syringe programmes all over Britain. The report articulated the policy of directing treatment towards abstinence by achieving intermediate goals such as:

•Stopping injecting with unsterile equipment

•Taking drugs by mouth or inhalation

•Taking prescribed rather than illegal drugs.

The report advocated a comprehensive approach to the prevention of the spread of HIV, and the reversal of the then abstinence-oriented (detoxification) prescribing policy. Thus, it legitimised longer-term prescribing to enable users to stop injecting.

The arrival of HIV/AIDS meant that this harm reduction approach to treatment had taken on a new, arguably more important role. The essence of harm reduction has always been to protect the non-drug-taking community from the crimes committed by drug misusers, but for the first time, in the 1980s, the general public’s health was seen to be at risk from drug users’ injecting behaviour. With the spread of HIV from shared injecting equipment increasing rapidly across the world, it was suddenly demanded that British drug policy be changed. Drug users would be coaxed out of hiding and into needle exchange schemes where sterile equipment was available to be used only once and then discarded.

The creation of needle exchange schemes has been remarkably successful in containing HIV and reducing unsafe injecting and, as a successful public health intervention, can legitimately be placed alongside the action of John Snow removing the Broad Street pump handle in the nineteenth century to reduce the risk of cholera to London residents who were using the communal water-well. For drug users who cannot stop injecting, the government is prepared to endorse more controversial treatments such as injectable methadone and heroin, although these remain uncommon.

Harm reduction has been successful, reducing both crime and drug-related deaths, as well as diseases such as HIV and hepatitis contracted from sharing needles. However, its success has not been enough to prevent sustained attacks upon both policy and practice from those who believe such an approach is permissive of drug use and lacking in ambition for drug users’ recovery. They also argue that it has demonstrated a lack of effectiveness in current treatment.

Evidence for treatment

The evidence that treatment works has been vital to stem the continued diversion of funding into reducing supply, rather than prioritising reducing demand and providing treatment.

To ‘prove’ treatment works requires investment in long-term studies, such as the National Treatment Outcome Research Study (NTORS)7 and Drug Treatment Outcomes Research Study (DTORS).8 Both demonstrated that drug treatment reduced drug use and crime, and that for every £1 spent on treatment £2.50 or more was saved in criminal justice and other costs. Improvements were largely maintained after treatment.

The increasing comprehensiveness and sophistication of long-term data from national drug treatment monitoring systems across the UK have enabled more and better evidence to be put before governments that supports the effectiveness of treatment. Public Health England’s 2017 evidence review of the outcomes that can be expected of drug misuse treatment in England provided an objective assessment of the drug treatment outcomes being achieved.9

Therefore, treatment does work, though to work effectively it needs to be delivered by well-trained staff, delivering effective evidence-based interventions.

Whereas there is evidence regarding the effectiveness of treatment, and adequate budgets devoted to treating patients, there is a lack of detailed clinical research into different treatment methods and their effectiveness.

High-quality research in the UK is lacking, and research using primary care patients or clinicians virtually non-existent. Much of the evidence cited in this book is from the USA and Australia, which, although useful, can sometimes not be transferable to a UK setting. Dedicated programmes of drug research, and the funding to support them, have been developed in recent years. However, UK spending upon research is still dwarfed by that in the USA, which funds 85% of the world’s research on drug use and dependence.

Recovery

The drug strategies of recent years have promised a new approach to tackling drug misuse. They proposed an even greater emphasis upon abstinence as the end goal of treatment. The critique of the system was that treatment replaced drug misuse with ‘methadone, wine and welfare’ – a phrase coined in 1977.10 The way to get people out of their dependence and back to work was to rely upon benefits sanctions and the power of recovery, although the critique acknowledged that medically assisted recovery was offered. In response to this critique, the National Treatment Agency (NTA), which had championed the existing English treatment system, was abolished in 2013 and its functions transferred to the new Public Health England. Central Government’s fondness for recovery at that time led drug treatment services and commissioners to adopt the principles and ambitions of recovery, to change their programmes, to facilitate wider service user involvement, and offer support for recovery communities. Recovery communities appeared or grew in many parts of the country and set their own agendas for how recovery could best be supported, and whether and how treatment should be involved.

Positive developments in treatment and recovery have been stymied in recent years by dramatic reductions in funding for the sector, as local authorities took on responsibility for public health, amid austerity-led cuts. Public Health England has been focused upon protecting the sector as much as possible. It was a challenge before the impact of the Covid-19 global pandemic but will be even more difficult at the time of writing, although the aftermath of the pandemic may see an increase in drug and alcohol problems and a parallel increase in the need for treatment.

For many people, the major obstacle to long-term recovery is a continuing lack of access to employment and housing, some of it perpetuated by stigma towards those who have used drugs, including those still receiving treatment for their drug dependence.

Treatment models involving criminal justice

Long-term outcome studies such as NTORS and DTORS (see above) confirmed the findings of arrest referral and Drug Treatment and Testing Order (DTTO) evaluations, which showed significant reductions in offending when drug-misusing offenders were engaged in treatment. DTORS, a national, multi-site, longitudinal study with a cohort of 1796 adults in a range of structured treatment settings, showed a 50% reduction in self-reported offences for all patients between the start of treatment and first follow-up.

Doubts regarding the validity or accuracy of studies based upon self-report data have been largely dispelled. Research matching drug treatment and police databases provided an objective measure of changes in offending behaviour by drug users before and after treatment. A study matching data from the Police National Computer to England’s National Drug Treatment Monitoring System (NTDMS) database looked at a sample of opiate and crack users who had recently offended but had not been imprisoned and had started drug treatment (prescribing) in the community. The study showed an overall reduction of 46% across all crime types and all drug use profiles.11

The realisation that drug treatment exerts such a positive impact upon reducing crime, allied to the increased availability of community drug treatment, led to a concerted policy drive to ensure that drug-misusing offenders could access treatment at every point in the criminal justice system. Rather than offering separate criminal justice provision, the system that has been developed is based upon offenders accessing mainstream treatment. In this respect, the substantial investment at the beginning of the Millennium in creating a treatment sector that could deliver effective, evidence-based services with low waiting times probably reaped significant crime reduction dividends. The effectiveness of this approach is evidenced by a number of studies that consistently report clients who are referred into treatment via the criminal justice system achieve the same positive outcomes as those who enter treatment via mainstream referral routes.

A range of initiatives has been developed and implemented:

•Drug Interventions Programme (DIP) – provides a national network of criminal justice intervention teams that operate in all police custody suites and courts to identify, assess and case-manage drug-misusing offenders, and where required facilitate their engagement in structured treatment

•Drug Rehabilitation Requirements (DRR) – community sentences that divert offenders out of crime by requiring drug treatment, drug testing and court reviews of progress

•Prison-based treatment – each year, tens of thousands of opioid and/or crack users enter the prison system. The influential 2010 Patel Report recommended a more evidence-based, outcome-focused and locally commissioned approach to prison-based substance misuse services. Evidence-based clinical treatment is available across the adult prison estate. The transfer of responsibility to the Department of Health for all prison-based treatment in England in April 2011 brought together the commissioning of community and custody drug treatment services. However, the Health and Social Care Act changes of 2013 separated them again, with the responsibility for community drug treatment moving to local authorities, whilst responsibility for commissioning prison drug treatment moving to NHS England.

Young people: interventions and education

The final major aspect of drug policy in the UK is in relation to young people.

The propensity for young people to develop substance misuse problems is dependent upon ‘risk’ and ‘protective’ factors in their life. These factors are both “individual” (genetics, temperament, attitudes, self-esteem, self-efficacy, gender) and in their environment (family, socioeconomic status, neighbourhood and peer groups).

Risk and protective factors change, and it is important to regularly review them to ensure that appropriate support continues to be provided.

Alongside other ‘universal’ services, GPS have a role in identifying and responding to the substance misuse needs of children and young people, and in ensuring they can access specialist substance misuse interventions if needed.

They should offer early intervention to prevent young people developing risk factors that cause them harm. They can identify and address the underlying causes of issues and provide help early to prevent problems getting worse and to reduce future harm.

Specialist interventions for young people are very different to those provided for adults since, amongst the minority of young people for whom use of drugs and alcohol becomes a problem, few have been using long enough to become as typically severely dependent as adults. Drug and alcohol misuse among teenagers is usually a symptom of broader difficulties in their lives – family breakdown, inadequate housing, offending, truancy, antisocial behaviour, poor educational attainment, and mental ill-health (such as self-harm) – so specialist drug and alcohol interventions are usually part of a package of wider support.

The number of under-18s accessing specialist interventions for substance misuse in England (the vast majority for alcohol and cannabis) and the number being treated primarily for Class A drugs, such as heroin and cocaine, have both been falling recently.12

Education is mainly provided in schools and through public information campaigns. Public information is produced as part of the Talk to FRANK campaign, at the heart of which is a website and national drugs helpline driving home the risks of using drugs and encouraging young people and their parents to seek advice and help (www.talktofrank.com).

In the 1960s, school-based drug prevention programmes were focused upon the provision of factual information to scare young people away from drugs and their risks. By the 1970s, with information dissemination arousing as much curiosity as fear, there was a shift towards personal development. This included a focus upon decision making and values clarification. Instead of being drug-specific, it was intended to be applied by the students themselves to decisions such as whether to take drugs.

Since then more drug-specific policies have been reintroduced, complemented by disturbing images and high-profile case studies, such as that of Leah Betts whose death in 1995 from ecstasy received a great deal of publicity in the hope of warning other young people of the dangers of this drug.

Evidence that education works does exist but is very limited. Educational programmes have been evaluated far less fully and rigorously than treatment programmes, in part because of the complexities of carrying out longitudinal studies in this area and disentangling all the potential variables.

A long-awaited six-year, multi-million-pound research project to determine the most effective approach to delivering drug education in England ended with the disappointing conclusion in 2009 that:

‘The original design of the Blueprint evaluation was not sufficiently robust to allow an evaluation of impact and outcomes, and consequently the report cannot drawn any conclusions on the efficacy of Blueprint in comparison to existing drug education programmes.’11

The number of 11–15-year-olds smoking, drinking alcohol, and taking illegal drugs has been decreasing so it might be argued that education is succeeding. But it is hard to disentangle the relative contributions of legislation, school education, public information campaigns and fashion. Further, the apparent increasing popularity of ‘legal highs’ may be displacing illicit drug and alcohol use.

Changing landscape

As stated above, changes in 2013 to commissioning arrangements for health and care services brought about by the Health and Social Care Bill saw the responsibility for commissioning drug and alcohol treatment move from local partnerships and NHS primary care trusts to local authority public health teams. At the same time, Central Government created police and crime commissioners: elected officials accountable for how crime is tackled in their police force areas, with funding available to support such posts.

Since that time there has been a substantial disinvestment in proven drug treatments, but also increased attention to alcohol misuse. The potential for greater integration of health and social care, housing, employment and criminal justice to address local priorities was significant. However, implementation alongside austerity driven reduction in funding has meant that the reality has been greater fragmentation.


Conclusion

The use of criminal justice to prevent drug use and treat drug users has made good use of the wide scope to rehabilitate drug users within the criminal justice system, and the number of patients coming into treatment through (or within) the system has grown rapidly.

More research is needed into methods of treatment to refine the services available, but the general efficacy of treatment is proven. The prohibition of currently illicit drugs has seemed to be an obligation for any government when popular opinion and international agreements are taken into account. However, there may be early signs of a shift in public opinion, at least in relation to cannabis, whose medicinal and recreational use are increasingly accepted. In addition, enforcement and reducing supply are expensive, thus placing a burden upon the taxpayer. Although in-country enforcement can funnel users into treatment, there are questions to be asked regarding the relative cost-effectiveness of tackling international production and supply. Even with the large budget available, the problem cannot be solved without ever greater international funding.

The focus upon recovery from drug and alcohol dependence resulted in some big shifts in thinking and practice. Local communities of recovery in many parts of the country are increasingly taking responsibility for their own recovery. The challenge for treatment services is to demonstrate how they can work with these communities and more effectively contribute to people’s long-term recovery, whilst continuing to deliver the proven and protective harm reduction benefits of treatment.

The difficulty of demonstrating the effectiveness of substantial government investment in prevention suggests that drugs education programmes should also be subjected to serious scrutiny.

Drug use is not spiralling out of control in the UK. The use of the most problematic drugs, heroin and cocaine, is falling, as is the number of young people taking drugs, drinking and smoking. However new challenges are being presented, namely increasing drug deaths, dependence upon prescribed medicines, the ready availability of drugs and medicines both online and in the post, and the availability of new – often untested – psychoactive substances.



Further reading

Babor T, Caulkins J, Fischer B, et al. Drug Policy and the Public Good, Second Edition. Oxford: Oxford University Press, 2018.
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Introduction

How many people in Britain use illicit drugs? This question is deceptively easy to ask but difficult to answer. Reliable information on the extent and patterns of drug use, and age of first use in the general population and specific populations is difficult to obtain from surveys. This is especially the case because people differ in their willingness to disclose personal use of illegal substances, even when anonymity is promised. Additionally, more problematic drug users, such as those using heroin or crack cocaine, are unlikely to participate in household surveys covering drug use. So, to provide numbers of problematic drug users, epidemiologists use a range of estimation techniques that combine information drawn from different sources. By doing this, researchers are able to provide estimates of the number of individuals who use drugs problematically, which are not reliant on the responses to survey questions. These techniques rely on there being trustworthy data about individuals who receive drug treatment, and individuals with problematic drug use who come into contact with the criminal justice system.

National Drug Treatment Monitoring System

In England, figures for drug users receiving treatment are drawn directly from the National Drug Treatment Monitoring System (NDTMS). The number of drug users in treatment is thought to have increased substantially from around 2000/1, but the first year for which there is reliable data is 2004/5, in which 181,500 individuals were treated for substance misuse in England.1 By 2008/9, this peaked at 225,751, and decreased over the next decade. The most recent published figure for 2018/19 is that 192,696 individuals were treated in the year, the first stabilisation in numbers from the previous year. The increase in the number treated from 2001–2009 is consistent with the significant additional investment in the availability and accessibility of drug treatment in England over that period.

The monitoring system collects data on drug users presenting for treatment and those in treatment, and not on how many people are addicted to or having problems with drugs – the hidden population of users. To find this hidden population, it is important to devise measures that find out, first, how many people are in treatment as a whole and, second, how many people have drug-related problems but are not seeking help.

Estimating the number not in treatment

There are statistical tools that can be used to make intelligent estimates of hidden populations of drug users.

Capture–recapture

A statistical technique known as the capture–recapture method can be used to estimate hidden populations. The method was originally used to estimate population sizes, such as the number of salmon in a pool.

The method involves ‘tagging’ a captured population and then in given settings calculating the overlap between tagged and untagged populations. Used with drug users, these settings would include various treatment settings, including non-statutory sectors. The size of the overlap between samples allows a statistical model to be created, which can then be used to estimate the size of the wider drug-using population.

To estimate the size of the total drug population in England, two other sources of data about drug users from criminal justice are matched against the NDTMS. These are the National Probation Service Offender Assessments and the Police National Computer.

Multiple Indicator Method (MIM)

While the available data to support capture–recapture provides what are thought to be reliable estimates for a majority of the country, there are a number of areas where the technique does not fit the data so well, providing estimates that do not seem feasible given the known population or estimates for use of other drugs. In these cases, a better estimate may be obtained by using the capture–recapture estimates from areas where these are available and use these to anchor a stepwise regression to estimate prevalence in areas where there is no capture–recapture estimate.

Social survey data

Important data on the prevalence of substance misuse has been provided by a wide range of local and national surveys, measuring different aspects of a person’s use, such as:

•Any use during a person’s lifetime (lifetime prevalence), often called ‘lifetime use’

•Any use during the previous year (past 12 months prevalence), often called ‘last year use’

•Any use during the previous month (past 30 days prevalence), often called ‘last month use’.

The figures for lifetime use are always higher than for the other two groups, as this group includes everyone who has ever tried drugs, no matter when. Last year use figures are generally lower but reflect more accurately the current situation. A combination of lifetime experience and last year or last month use can provide insights into drug use patterns.

The national surveys used in the UK are the Crime Survey for England and Wales (CSEW), the Scottish Crime and Justice Survey, and the All Ireland Drug Prevalence Survey. All of these are based on representative samples of the households in the countries they represent.

There are also a number of surveys that focus on substance use among school children.2-4

Drug use in the UK

General population

Capture–recapture and MIM have been used together to produce prevalence estimates for substance misuse in England from 2004/5 to 2016/17, by Hay et al.5 The number of opioid and/or crack users decreased between 2005/6 and 2011/12, from about 332,000 to about 294,000 users. However, this number has since increased, with the most recent estimates putting the number of problem drug users at around 314,000 in England. An annual estimate of the prevalence of drug use in England and Wales is undertaken through the CSEW (previously the British Crime Survey (BCS)).6 The drug use-declared component of the survey has tracked the prevalence of use of different drugs since 1996.

Key findings include:

•Last-year use of any illicit drug fell from 11.2%, in the first BCS in 1996, to 8.2% in the 2012/13 CSEW. Last-year use has since risen to 9.4% in the 2018/19 CSEW. This represents about 3.2 million people who will admit to taking drugs in the past year. They include one in five 16–24-year-olds, who mostly used cannabis

•This decrease and subsequent increase in drug use have primarily been due to the trends in cannabis use

•Class A drug use among adults aged 16 to 59 in the 2018/19 CSEW was 3.7%, a significant increase when compared to the 1996 BCS (2.6%)

•As with all drug use, Class A drug use also reached a nadir in 2012/13, when prevalence was reported as 2.5% among 16-59-year-olds

•Last-year use of powder cocaine was more than four times as prevalent in 2018/19 (2.9%) than in 1996 (0.6%).

Young people

Information is available relating to the prevalence of drug use among young people from Smoking, Drinking and Drug Use among Young People in England in 2018,2 a survey carried out by NHS Digital. The survey interviews school pupils aged between 11 and 15 and has been in place since 2001. From 2016, pupils were asked about their use of new psychoactive substances, previously known as ‘legal highs’. Headlines for 2018 include:

•21% of pupils said they had ever used drugs (excluding psychoactive substances). This figure was 17% in 2011

•24% of pupils said they had ever used drugs, including psychoactive substances

•17% responded they had taken any drugs in the last year, and 15% had taken drugs excluding psychoactive substances (12% in 2011)

•9% had taken any drugs in the last month, and 8% had taken drugs excluding psychoactive substances (6% in 2011)

•38% of pupils said they had ever been offered any drugs, and 35% had been offered drugs excluding psychoactive substances (29% in 2011).

The NDTMS collects and publishes data on drug and alcohol treatment for young people (under 18).7 However, it should be noted that young people’s treatment figures are not comparable with statistics relating to adult drug treatment. This is because the screening and assessment process, and the definition of ‘problematic’ drug use, are different for young people.8 Headlines for under-18s for 2018/9 include:

•The number accessing drug and alcohol services in England during 2018/19 was 14,485. This is a reduction of 1,098 compared with 2017/18, and a 40% reduction from 2008/9 (24,053)

•Cannabis remains the most common substance that young people come to treatment for (12,702 patients)

•The number of young people reporting problematic benzodiazepine use has trebled from 2016/17 (483 patients in 2018/9).

Vulnerable groups

Drug use by care leavers is much higher than drug use by the general population. Ward et al., in 2003,9 surveyed care leavers aged between 14 and 24 years old and found that three-quarters of the sample responded positive to the question ‘had ever used a drug’ and over half ‘had used a drug in the past month’. Data from the Department for Education shows that in 2018/19, 11% of looked after children aged 16 and 17 in England had a drug or alcohol misuse problem.10

Levels of drug use among the homeless population are higher than in the general population. Bramley et al., in 2015,11 estimated that in 2010/11, approximately 186,000 individuals in England received services relating to homelessness, and that of these, 91,500 also received services for substance misuse. Wincup et al., in 2003,12 sampled 160 homeless 16–25-year-olds, and almost all (95%) had ever used drugs, and equally almost all (89%) had used drugs in the past year and past month (76%), many of them using cocaine, heroin and/or amphetamines together with cannabis. This means that when a young homeless person presents to primary care, substance misuse should be considered even if the patient does not volunteer this information.

Drug use in the offending population

Drug use by the offending population is common. Bramley et al. reported that of the 300,000 individuals in contact with offender services (covering the prison population, those on parole and those undertaking community services) in England in 2010/11, 157,000 were also in contact with substance misuse services.11 Drug misuse problems appear to be more common among female prisoners than males: in 2018/19, 28% of male and 42% of female prisoners in England and Wales stated that they had substance misuse needs on arrival at prison.13

Drug use in the UK compared with other European countries

The UK has often been portrayed in the media as the drug capital of Europe, and there is some evidence that drug use, particularly cocaine and ecstasy, is more common here than in other European countries. It is difficult, however, to make comparisons in use of illicit drugs across different nations. The tools used to measure prevalence will vary across each country and, hence, comparative analysis across different countries using different survey tools need to be made with caution, in particular where differences are small. Despite methodological limitations, however, some common patterns of drug use throughout the EU can be identified.

The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) produces an annual report on the state of drugs in Europe, attempting to bring coherence to the methods of collecting the data. Trends identified by the 2019 report14 are described below.

Cannabis

In all countries in the EU, cannabis is the most commonly used drug, with the EMCDDA estimating that 27.4% of adults in the EU aged between 15 and 64 have ever tried this drug. Data suggest that the prevalence of cannabis use has increased over the past decade.15

Prevalence of cannabis use varies considerably across Europe, with France, Denmark, Spain, Italy, and the UK all reporting over 30% for lifetime use. However, a different set of countries comprise those with the highest rates of last year use, with the Netherlands, Czechia, Croatia, Ireland, and the UK reporting the highest figures in the EU. In all countries, estimates of the prevalence of last year use among the adult population are below 10%.

When young adults are considered, rates of use rise considerably. Recent use prevalence peaks in the 15–25-year-old age group, with France, Italy, Spain, and the Netherlands all above 10% for last month use, and over 20% for last year use. Lifetime use estimates are higher, with most countries reporting lifetime prevalence estimates of between 20% and 50%. The UK lifetime use prevalence rate is about one-third of the population.

The number of people using cannabis on a regular basis (20 days or more out of every 30 days) is small in overall population terms (generally less than 1%), with Spain, Portugal, France, the Netherlands, and Italy reporting the highest proportion of regular users. Higher rates of regular use are found among young people, typically around double the prevalence seen among all adults.

Cocaine and crack cocaine

Cocaine is the second most used drug in Europe, after cannabis, with prevalence rates for lifetime use highest in the UK (11%), Spain (10%), Ireland (8%) and Italy (7%). Prevalence has increased in Europe in recent years, with lifetime prevalence across the continent estimated at 5.4%. Last year prevalence is lower, with most countries reporting less than 1%. The UK (2.7%), the Netherlands and Spain (2.2%) are the only countries to report last year prevalence of over 2%.

Problematic crack cocaine use estimates are not available for most European countries, but are available for England, which has traditionally had a greater problem with crack use than the other countries of the UK. The number of crack cocaine users has been estimated at 181,000 in 2016/17, the majority of whom are also heroin users.5 The number of crack cocaine users is estimated to have increased from a low of 166,640 in 2011/12.16 An inquiry undertaken in 2018 found that increased availability and affordability, aggressive marketing by dealers, reduced stigma associated with crack use and a lack of police focus on targeting drug dealing, all contributed to the increase in crack cocaine use.17

The trend in the UK and Spain was that last year prevalence of cocaine use increased throughout the 1990s and early 2000s, until a peak for both countries was reported in 2008. Prevalence has decreased in both countries since then, although last year use has increased in the UK since 2012. The Netherlands and France have seen increases in prevalence every year since the early 2000s (see Figure 3.1).

Figure 3.1

Trends in last-year prevalence of cocaine use among young adults in the uk, Netherlands, France and Spain
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Source: European Monitoring Centre for Drugs and Drug Addiction. Annual Report 2019: Trends and Developments. Lisbon: EMCDDA, 2019.

Treatment data from the UK indicates that the number of patients with a primary powder cocaine problem in treatment has increased from 8,595 in 2013, to 13,180 in 2017, and from 3,082 in 2014 to 7,110 in 2017 for crack cocaine.14 This reflects recent increases in prevalence of powder cocaine use reported in the CSEW, and the increases in crack cocaine prevalence as outlined above.

The prevalence of use of crack cocaine in the rest of Europe appears to be relatively low: in 2017, 65% of all treatment entrants in Europe for crack cocaine use presented in the UK. However, since 2014, there have been increases in the number of crack cocaine treatment patients in Belgium, Ireland, France, Italy and Portugal. The health impact of crack cocaine use is disproportionately greater than that caused by cocaine powder use so the impact on health and social care services, even with low prevalence use, is significant.

New or ‘designer’ drugs

The 2010s saw a large increase in new psychoactive substances (NPS) appearing on the market. In the UK, these substances were initially available in ‘head shops’, and online vendors, with the most common classes of NPS being cathinones (e.g., mephedrone), synthetic cannabinoids and phenethylamines. After classifying some NPS through the Misuse of Drugs Act 1971, the UK government placed all psychoactive substances under the control of the Psychoactive Substances Act 2016, which led to the closure of head shops throughout the UK, and the removal of NPS from online vendors on the surface web.

As of the end of 2018, the EMCDDA were monitoring 731 NPS that have been notified through the EU early warning system since 1997.18 The number of new substances notified to the EMCDDA peaked in 2014 (101). The rate of new substances detected has decreased since then, with 55 new substances being notified in 2018. While the overall number of new substances has decreased, in the past five years there has been an increase in the number of new benzodiazepines and opioids detected through the early warning system. New benzodiazepines (also called ‘street’ benzodiazepines) are used by the problem drug using population in Scotland and have been involved in a large number of deaths in this country. Of the 1,187 drug-related deaths registered in 2018, street benzodiazepines were implicated, or potentially contributed to, the cause of death in 675 cases, with etizolam being involved in 548 cases.19 These deaths generally involve other substances, particularly opioids.

New opioids also have the potential to cause great harm to drug users. While the UK does not have the same problem with fentanils as seen in North America, fentanyl analogues (mainly carfentanil) were associated with a spate of deaths that occurred in Yorkshire and the Humber when it was added into the local heroin supply.

Amphetamines and ecstasy (MDMA)

Europe remains an important area for the production and use of amphetamines and ecstasy, but less so for methamphetamine, the use of which is more significant to Australasia, Southeast Asia and the USA. In Europe, methamphetamine use has been most prevalent in Czechia and Slovakia; however, wastewater analysis suggests that there have been recent increases in Cyprus, the east of Germany, Spain, and northern Europe. Following some large seizures of precursors around ten years ago, global ecstasy availability decreased significantly. Production has now increased again, however, and ecstasy tablets in circulation in Europe in 2017 contained more than twice as much MDMA per tablet than in 2007.18

The UK has the highest rates of lifetime use of amphetamines in Europe, at 9.9%. However, data from England and Wales7 shows a statistically significant fall in last year amphetamine use, both between 1996 and 2018/19, and 2008/9 and 2018/19. This is reflected in the UK’S rate of last year amphetamine use at 0.5%, being fairly average compared with other European countries. In the past, prevalence of amphetamine use was generally higher than prevalence of ecstasy use, but ecstasy has now become the more widely used drug. Last year prevalence for use of amphetamines varies from 0.1% to 1.8%, whereas last year ecstasy use ranges from 0.1% to 3.3%. The UK had the third highest prevalence of ecstasy use, at 1.7%; the Netherlands had the highest prevalence for both amphetamine and ecstasy use. As with cannabis, the highest rates of lifetime and last year use are found in young adults.

The proportion of patients entering treatment for stimulant use in Europe varies widely. Czechia and Slovakia have the highest proportion of methamphetamine patients, with 48% and 37% of those entering treatment citing primary use of this substance. Poland (23%), Finland (19%) and Latvia (17%) have large proportions of treatment entrants reporting primary use of amphetamines. In the UK, 1.9% of treatment patients cited primary amphetamine use, with 0.2% citing methamphetamine.

A small number of deaths in Europe can be directly attributed to the use of ecstasy, but overall, the numbers remain very low in comparison with deaths related to opioids. However, the number of ecstasy-related deaths registered in the UK did increase to an all-time high in 2018.19,20,21

Heroin and other opioids, and injecting drug use

Although few in terms of overall numbers, heroin users are responsible for a disproportionate share of the health and social problems resulting from drug consumption; regular injecting of heroin has a far greater health and social care cost than any other drug. In most countries in the EU, problem drug use remains characterised by the use of opioids, often in combination with other drugs: so-called ‘polydrug use’.

Heroin use increased markedly in Europe after the 1970s, and its use became more prevalent until the late 1990s. Subsequently, the volume of new heroin users declined a little. The trend over this time has been similar in the UK, although the prevalence of use remains relatively high. In 2014/15, there were an estimated 8.4 opioid users per 1,000 population, against a European average of about 4 (see Figure 3.2 for a detailed breakdown of each country available). The estimated number of opioid users in England decreased from over 286,000 in 2005/6, to 256,000 in 2011/12; however, this figure rose in the most recent estimates to 261,000 in 2016/17.5 Treatment statistics show far fewer under 25s starting treatment in England than ten years ago, suggesting there has been marked decline in incidence.1

Injecting drug users have a higher risk of experiencing ill health as a result of their drug use, particularly an increased risk of contracting blood-borne viruses, and overdose fatalities. Injecting drug use is mainly associated with opioid use in Europe, although in some countries injecting is also associated with use of amphetamines, and more recently cathinones.

Drug-related deaths

The number of drug-related deaths in the UK rose throughout the 1990s and early 2000s, as it did in many other countries. At the end of the 2000s, the number of deaths fell, believed to be due to a decrease in global heroin availability. Since 2012, however, the number of deaths occurring in the UK, according to the EMCDDA definition of drug-related death, increased from 2,178 to 3,256 in 2016. This corresponds to a rate of about 74 deaths per million (15–64 years) for the UK, compared with a rate of about 23 per million for Europe as a whole.14 Within the UK, Scotland has the highest rate of drug-related deaths, which was 212 deaths per million population in 2016. However, it should be noted that data collection methods in some countries are not to the same standard as the UK’S.

Figure 3.2

Estimates of the annual prevalence of problem opioid use (among population aged 15–64)
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Source: European Monitoring Centre for Drugs and Drug Addiction. Annual Report 2019: Trends and Developments. Lisbon: EMCDDA, 2019.

The number of drug-related deaths in the UK is now at an all-time high. In 2016, Public Health England conducted an inquiry into the increasing number of deaths in England.22 While the reasons behind the increase were found to be multiple and complex, the key factors were the increase in availability of heroin seen after 2010, and the aging cohort of heroin users who were now experiencing cumulative physical and mental health conditions that make them susceptible to overdose.

Changing trends in drug use

Mephedrone

Introduction and pharmacology

Mephedrone (also called ‘meph’, ‘meow meow’, ‘4 MMC’, ‘miaow’, ‘bounce’, ‘bubble’, ‘M-cat’) is a synthetic stimulant that is chemically related to cathinone, the psychoactive substance found in the khat plant, which itself is related to the amphetamine group of compounds. Mephedrone was first synthesised in the 1920s, using cathinone extracted from khat as the initial substrate. Its potential for use as a stimulant remained untapped until the early part of this century when it hit drug markets amidst a flurry of free publicity in the popular press. Along with its new-found popularity, new techniques for mass synthesis were developed, including an oxidative process involving ephedrine analogues.

Mephedrone has similar neurochemical effects to its related synthetic stimulants. The reported stimulant effects of mephedrone are dose related and include euphoria, elevated mood and self-confidence, and increased energy and libido. In a similar way to ecstasy, mephedrone is reported as having an ‘empathogenic’ effect – inducing a strong sense of empathy and a temporary affection for those who may be around the user. Less welcomed effects are anxiety, sweating, headache, nausea, vomiting, teeth grinding, reduced appetite and tachycardia.

Patterns of mephedrone use

Mephedrone has seen a dramatic increase in use followed by a gradual reduction since 2009. Its initial popularity was thought to be due to the poor quality of cocaine and MDMA at the time along with mephedrone’s legal status and easy availability. Although controlled in 2010, by 2011, mephedrone had become the fourth most popular illicit drug in the UK.3 Since then mephedrone’s popularity has slowly declined, mirrored by reductions in treatment presentations and mephedrone-related deaths. In 2014, there were 44 deaths in which mephedrone was implicated, however this reduced to 2 deaths in 2018.45

Mephedrone is sold as a tablet or a fine white powder and is most commonly taken intranasally or orally. Mephedrone is less frequently injected or smoked.

Harmful effects of mephedrone use

Commonly reported negative effects of mephedrone use include anxiety and agitation, sweating, loss of appetite, sleep problems, palpitations and grinding of teeth. If snorted mephedrone is known to cause nose bleeds. Mephedrone may contribute to overheating, especially when taken with MDMA. Tolerance and dependence to mephedrone have been reported. As with amphetamines, the dependence syndrome appears to be largely driven by psychological rather than physiological symptoms.

Piperazines

Introduction and pharmacology

Piperazines (a.k.a. ‘A2’, ‘blast’, ‘bolts extra strength’, ‘BZP’, ‘cosmic kelly’, ‘ESP’, ‘euphoria’, ‘exodus’, ‘fast lane’, ‘frenzy’, ‘happy pills’, ‘legal E’, ‘legal X’, ‘nemesis’, ‘party pills’, ‘pep’, ‘pep love’, ‘pep stoned’, ‘pep twisted’, ‘rapture’, ‘silver bullet’, ‘smiley’s’, ‘the good stuff’) are members of a broad class of chemical compounds with a wide range of industrial applications, including the manufacture of plastics and brake fluid. Within medicine, they have been used for many years as an anthelmintic, or worming tablet. The best known piperazines are BZP (benzylpiperazine), TFMPP, DBZP and mCPP. Piperazines probably have a direct effect on serotonin receptors, and produce feelings of arousal, alertness, euphoria, wakefulness, and wellbeing. The effects can last for six to eight hours.

In around 2010, they were being used by a minority of young people to mimic the effects of ecstasy, but their use has dramatically declined since, such that the Crime Survey for England and Wales no longer measures its use.


Conclusion

Illicit drug use in the general population has been relatively stable over the past decade; however, prevalence in 2018/19 was at its highest point since 2008/9. Use among school age children has also increased in recent years but remains lower than it was around ten years ago.

Following a decrease in use, the number of people estimated to be using opioids in England (the majority of whom will be using heroin) increased between 2011/12 and 2016/17. The number of people using crack cocaine has also increased since 2011/12.

The total number of adults in treatment peaked at 226,000 in 2008/9 and has since fallen to 193,000 in 2018/19.

The number of drug-related deaths in the UK has increased to an all-time high in the most recent figures published. Opioids are involved in most cases; in England and Wales this is primarily heroin, but in Scotland there were more cases registered that involved methadone than heroin in 2018. Cocaine is involved in a large number of cases in all countries, with benzodiazepines implicated in the majority of deaths in Scotland and Northern Ireland.

The figures do suggest that the UK does have one of the higher rates of drug use within Europe.
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Introduction

Controlled drugs are an important part of the prescribing armoury for GPS. They are used for analgesia, epilepsy and attention deficit hyperactivity disorder (ADHD), and in the management of drug dependence. The actions of the convicted former GP, Harold Shipman, who used fraudulently obtained diamorphine to murder patients over a 23-year period, exposed the apparent freedom that doctors in the UK had in relation to the prescribing of controlled drugs. Lady Justice Janet Smith, chairwoman of the Shipman Inquiry,1 recommended practices and procedures to tighten the mechanisms for audit and monitoring, and the implementation of measures to identify potentially fraudulent or inappropriate prescribing. The Department of Health published guidance on the safer management of controlled drugs in June 2006.2 This included:

•arrangements for private schedule 2 and 3 prescriptions to mirror those for NHS prescriptions. All private prescribers of controlled drugs are required to have a unique identifier code, and to use FP10PCD forms, which are then submitted

•Outlining recommendations on monitoring the use of controlled drugs include the responsibilities for NHS England lead Controlled Drug Accountable Officers [CDAOS] and organisation’s CDAOS which includes monitoring levels of prescribing of controlled drugs by both NHS and private prescribers

•all prescriptions for schedule 2 and 3 controlled drugs, whether NHS or private, are required to include the NHS number of the patient

•the validity period for all controlled drug prescriptions is 28 days

•all prescribers are strongly advised to restrict volumes to no more than 30 days’ supply

•all details on prescriptions, except the signature of the prescriber, can be computer generated

•patients or other persons collecting medicines on their behalf are required to sign for them.

Significant legislative changes have also been introduced to the Misuse of Drugs Act 1971 to strengthen the governance arrangements for controlled drugs.3

Electronic prescribing of controlled drugs is now allowed except for oral liquid methadone and instalment prescriptions.

Additional changes to the legislation in April 2012, allow independent non-medical prescribers to prescribe controlled drugs.4

General trends in controlled drug prescribing in 2017

Using data from Prescription Services, a division of the NHS Business Services Authority (NHSBSA), it is possible to examine the prescribing patterns of controlled drugs. The data are for prescriptions dispensed in the community (by pharmacists, appliance contractors, dispensing doctors and items personally administered by practices) in England. While most of the data will relate to prescriptions issued in primary care by GPS and other primary care prescribers, hospital-generated items dispensed in the community and prescribing by dentists are also included.5 Prescriptions issued in private practice are not included.

The prescription indicates nothing about the condition being treated. Therefore, the classification of medicines that can be used for several purposes (e.g. methadone) is based on strength or formulation and not on any record of the indication. This means that drugs reported as being for one purpose (e.g. analgesia) may be used for another (e.g. substance dependence).

Figure 4.1 below shows the number of items of controlled drugs prescribed in Primary Care from 2016 to 2018. Controlled drugs are divided into five schedules under the Misuse of Drugs regulations. Schedule 1 relates to such drugs as synthetic cannabinoids and lysergide, which are not normally used medicinally. Medicines derived from cannabis have now been introduced and these are now classified under schedule 2. Schedule 2 includes diamorphine, morphine and cocaine, and these are subject to the full controlled drug regulations. Schedule 3 includes barbiturates, buprenorphine and gabapentin and pregabalin these drugs have less stringent regulations. Schedule 4 includes benzodiazepines (although some, such as temazepam, are in schedule 3) and zolpidem, and these are subject to minimal control. Schedule 5 includes those preparations that, because of their low strength, are exempt from virtually all requirements. Separate lines show the trend for each schedule. The drugs are classified here using the schedule to which they belonged in 2018, rather than the schedule to which they may have belonged at the time. There are no prescriptions recorded for schedule 1.

Figure 4.1 shows that the use of schedule 2 medicines has been stable and Schedule 5 drugs are the most commonly prescribed.

The cost for all controlled drugs in Primary Care over the time period has decreased by 11% whilst the number of items has stayed stable over the period.

Over 59.9 million prescriptions for controlled drugs were dispensed in 2018 for Primary Care. This was a decrease in the number of prescription items for controlled drugs by 2.0% on the previous year. Hospital prescribing (on FP10HP prescription forms that can be dispensed in a community pharmacy) was also broadly in line with that for previous year (1,039), 934 controlled drug items using an FP10(HNC) or FP10SS form. Note that these figures relate to all five schedules of controlled drugs as defined by the Misuse of Drugs Regulations 2011. Table 4.1 shows the number of items for each of the schedules.

Only schedules 1 and 2 are subject to the full controlled drug requirements and subsequent analysis will focus only on medicines in schedules 1 and 2.

Items for schedule 2 decreased by 1.0% compared to 2017, schedule 3 increased by 1% whilst the other schedules remained the same.

Figure 4.1

Number of prescription items for controlled drugs dispensed in primary care in England 2016 to 2018, by schedule


[image: image]



Source: adapted from NHS Digital Data.5

Table 4.1

Number of items and percentage for each schedule for 2018, dispensed in primary care in England









	Schedule

	Prescription items

	Share of all controlled drugs (%)




	2

	8,784,479

	15%




	3

	10,784,517

	18%




	4

	14,323,964

	24%




	5

	26,574,519

	43%






Source: adapted from NHS Digital Data.5

Analgesics (British National Formulary [BNF] 4.7) accounted for 63.3% of schedule 1 and 2 controlled drug prescriptions. The most prescribed analgesic of all schedules 1 and 2 controlled drug items prescribed was morphine (29.6%). Methadone solution (22.7%) was the second most prescribed controlled drug of all schedules 1 and 2 for the treatment of substance dependence (BNF 4.10.3). See Table 4.2 and Figure 4.2 for further detail.

Although morphine is the most frequently prescribed drug, followed by methadone, fentanyl and oxycodone account for the highest costs.

Over 9.5 million items were prescribed were for 15 different analgesic drugs. Five drugs (methadone hydrochloride for substance dependence, morphine sulfate, fentanyl, oxycodone hydrochloride and methylphenidate hydrochloride) dominate controlled drug prescribing, and account for over 94% of total schedule 1 and 2 controlled items. Of these, three are analgesics (morphine, diamorphine and oxycodone).

Analgesics

Opioid analgesics are used to relieve moderate to severe pain, both acute and chronic, particularly of visceral origin.

Morphine sulfate

Morphine has been commercially available since 1827 and is the opioid of choice for oral treatment of severe pain in palliative care. It is available in a range of formulations, including tablets, capsules, liquids, modified-release tablets, suppositories and injections. Morphine is available in several different salts and some low strength preparations are classified as schedule 5. Use of schedule 2 morphine sulfate has gr§own by 168% in terms of the number of items and 44.9% in terms of cost over the period 2008 and 2018. The number of items grew by 0.67% between 2017 and 2018 and the costs reduced by 3.98%.

Table 4.2

Items and net ingredient cost (nic) of medicines in schedules 1 and 2 in 2011









	 

	NIC

	Items






	Morphine sulfate

	9.39%

	29.6%




	Methadone Hydrochloride

	5.50%

	22.73%




	Oxycodone Hydrochloride

	19.00%

	18.08%




	Methylphenidate hydrochloride

	16.27%

	12.03%




	Fentanyl

	19.23%

	11.74%




	Tapentadol hydrochloride

	2.90%

	1.57%




	Lisdexamfetamine dimesylate

	3.99%

	1.46%




	Diamorphine hydrochloride (systemic)

	1.26%

	0.89%




	Oxycodone HCl/Naloxone HCl

	19.00%

	0.56%




	Methadone Hydrochloride

	0.22%

	0.51%




	Dexafetamine sulfate

	1.83%

	0.45%




	Pethidine hydrochloride

	0.60%

	0.24%




	Hydromorphone hydrochloride

	0.12%

	0.09%




	Dipipanone hydrochloride

	0.63%

	0.03%




	Secobarbital sodium

	0.06%

	0.02%






Source: adapted from NHS Digital Data.6

Clinical Commissioning Groups and General Practices across England are reviewing opioid analgesia prescribing in their areas which should result in a reduction of the number of items prescribed over the next few years.

Figure 4.2

Number of prescription items for the leading controlled drugs, by chemical substance, dispensed in primary care in England 2007 to 2018
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Source: adapted from NHS Digital Data.5

Fentanyl

Fentanyl was developed in the 1960s as an anaesthetic and became widely used in palliative care following the development of patch formulations for transdermal administration in the 1990s.

Tablet and nasal spray formulations are available and are licensed for breakthrough pain in patients receiving opioid therapy for chronic cancer pain. Between 2008 and 2018, the number of items increased by 40% and the cost has reduced by 24%. In 2018, the number of items decreased by 7% compared to 2017.

Diamorphine

The UK is one of the few countries in the world that recommends the use of diamorphine as a medicine. It has greater solubility than other opioids, which allows effective doses to be administered in smaller volumes, which is of value in palliative care. Between 2008 and 2018, the number of items decreased by 13.8% and the cost by 54.2%. In 2018, the number of items decreased by 18.7% overuse in 2017. Figure 4.3 shows the annual figures for systemic diamorphine classed as schedule 2. It shows a decline in use of diamorphine from 2015.

Oxycodone

Oxycodone is also available in a range of oral and injectable formulations. It was initially introduced to the market as a better tolerated alternative to morphine, though this remains debatable. Prescribing of oxycodone in England increased by 4.5% from 2017 to 2018 but has increased by 176.5% since 2008.

Drugs used in the treatment of opioid dependence

The National Institute for Health and Clinical Excellence (NICE) has published guidance on the management of opioid dependence. Both methadone and buprenorphine (controlled drugs schedule 3) are recommended for maintenance therapy alongside a supportive care programme.

Figure 4.3

Number of prescription items for diamorphine dispensed in primary care in England 2001 to 2011
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Source: adapted from NHS Digital Data.6

Methadone

Overall methadone prescribing decreased by 1.87% between 2017 and 2018, and prescribing for methadone solution, classified by the British National Formulary as a drug for the treatment of substance dependence, also decreased by 18.4%. Methadone prescribing has decreased by 19.1% since 2008 whilst buprenorphine prescribing has increased by 44.0% over the same period.

Buprenorphine

Buprenorphine is a semi-synthetic opioid that is used to treat opioid addiction in higher dosages and to control pain in lower dosages. For treatment of opioid dependence there is a combination formulation with naloxone and a depot preparation is now available. As noted earlier, the classification of prescriptions is based on an assumption about strengths and not information about actual use. This means that some of the use classified by the BSA as for analgesia may actually be for dependence and vice versa. However, Table 4.3 highlights recent upward trends in buprenorphine prescribing.

Table 4.3

Buprenorphine prescription changes










	Drug

	Items in 2018

	Change from 2008

	Change from 2017






	Buprenorphine for analgesia

	2,228,149

	191.08%

	1.9%




	Buprenorphine for opioid dependence (including combination with naloxone)

	954,910

	44.03%

	1.55%






Source: adapted from NHS Digital data.5

Stimulants

Methylphenidate and dexamfetamine are licensed for use for ADHD and are also used for narcolepsy. In 2018, there was a growth of around 4% in items for methylphenidate and dexamfetamine. Lisdexamfetamine is licensed for use for children, adolescents and adults in ADHD and shows an increase of 43% in prescribing in 2018 compared to 2017. Table 4.4 shows their relative use.

Table 4.4

Recent trends in stimulant prescribing









	Drug

	Items in 2018

	Change from 2017






	Dexamfetamine sulphate

	0.04

	4.38%




	Lisdexamfetamine dimesylate

	0.14

	33.56%




	Methylphenidate hydrochloride

	1.15

	4.78%






Source: adapted from NHS Digital data.5

Other drugs for the treatment of ADHD are not controlled drugs. NICE recommends that treatment should only be initiated by a healthcare professional with training and expertise in diagnosing and managing ADHD, but responsibility for continued prescribing and monitoring may be passed to GPS under shared-care arrangements.

Private prescribing

Following the Shipman Inquiry, details of all private prescriptions for schedules 1, 2 and 3 controlled drugs dispensed in the community were required to be submitted to the Prescription Services division of the NHSBSA. This allows monitoring by the CCG and the Care Quality Commission.

In 2017, there were 39,439 private controlled drugs prescriptions recorded in the system. Private prescribing of controlled drugs is much lower than prescribing rates in the NHS, accounting for less than 0.1% of all controlled drug prescribing. Note that this data excludes controlled drugs prescribed within private hospitals.

Methylphenidate was the most frequently prescribed chemical, comprising 27% of all items. Table 4.5 below shows the top drugs by number of items and the figure for all other drugs.

Table 4.5

Private prescribing of controlled drugs for 2017 in England









	BNF name

	Items

	Percentage of total






	Methylphenidate hydrochloride

	10688

	27%




	Lisdexamfetamine Dimesylate

	6745

	17%




	Methadone hydrochloride

	5378

	14%




	Dexamfetamine sulphate

	3437

	9%




	Morphine sulfate

	2722

	7%




	Buprenorphine hydrochloride

	2694

	7%




	Oxycodone hydrochloride

	2314

	6%




	Temazepam

	1367

	3%




	Fentanyl

	881

	2%




	Midazolam

	627

	2%




	Others

	2586

	6%






Source: adapted from NHS Digital data.7


Conclusion

Medicines classified as controlled drugs have a range of therapeutic uses. Schedule 5 controlled drugs, which have the lowest level of control, are the most frequently prescribed. Schedule 2 medicines, which are subject to the greatest control, account for the highest costs in primary care in England. Morphine sulfate is now the most frequently prescribed controlled drug. Methadone, used for the management of opioid dependence, is the second most frequently prescribed controlled drug. However, use of methadone continues to decline year on year, while the use of buprenorphine for opioid dependence and analgesia has increased. This trend may continue as new buprenorphine products such as the depot start to be more widely used.

Following the Shipman Inquiry, there have been significant changes to the legislation relating to controlled drugs. There are now tighter processes in place for monitoring the prescribing of controlled drugs, including closer scrutiny of private prescriptions. Additional changes enacted in 2012 mean that independent non-medical prescribers are permitted to prescribe controlled drugs.



Further reading

The BNF is a useful resource. Under the ‘Guidance on prescribing’ at the start of the book are sections on: ‘Controlled drugs and dependence’ and ‘Prescribing in palliative care’. The BNF also contains information on individual drugs and preparations.
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Introduction: the current role of GPS in providing care to those who misuse drugs

Across the country GPS are playing a central role in dealing with the impact of substance misuse. A survey of English GPS, conducted by the National Addiction Centre, showed that about half of GPS had seen a drug user in the preceding month, with half of these GPS prescribing substitute medication.1 Current Public Health England (PHE) data does not include primary care drug treatment activity.2

For GPS assessing drug users, many will only provide core services, in partnership with local specialist services. Some are GPS with a special clinical interest, who are able to provide an intermediate level of support to their colleagues, and the General Medical Services contract for GPS has opened up further opportunities for practices to be engaged with drug users.3

GPS have one of the highest public satisfaction ratings of any public service, at over 85%,4 and they are therefore well placed to continue to play an important role in both preventing and dealing with substance misuse. A key strength of general practice is the ability of GPS to form strong interpersonal bonds within professionally appropriate limits. Medical generalists are able to deal with health issues that require delicate discussions about emotional vulnerability, lifestyle and behavioural choice, such as substance misuse. Systems for tackling substance misuse must look to build on and maximise the potential of these strengths to achieve the best outcomes for patients. NHS England have stated that general practice is undeniably the bedrock of the NHS care. General practice provides over 300 million patient consultations each year, compared to 23 million A&E visits, yet a year’s worth of GP care per patient costs less than two A&E visits, and less is spent on general practice than on hospital outpatients. Indeed, for the past decade funding for hospitals has been growing around twice as fast as for general practice services.5 Therefore, at the time of writing, general practice is facing a crisis in recruitment, and patients, despite rating primary care services highly, state improving access to primary care services as a top priority for patients.6 In the following section an overview is provided of the recent challenges facing primary care and policy and practice responses.

Primary care: rising to the healthcare challenges of the future and the changing landscape of care

Major progress has been made in improving the performance of the NHS, and in so doing the care and experience of patients. General practice and the specialist realms within it, including substance misuse treatment and care, have been major contributors to this success. Primary care has traditionally been a passionate advocate for those from vulnerable groups who face the burden of inequity of care.7

Notwithstanding this progress, there is robust evidence that the current health and social care delivery system is failing to keep pace with the needs of an ageing population, the changing burden of disease, and rising patient and public expectations.8 This is no different for primary care substance misuse treatment and care, which is now competing with other priorities in public health and wellbeing, and adapting to the changing presentation and impact of substance misuse amongst an ageing population and new drugs.9

The GP, now and even more so in the future, will need to be an active contributor to some of the most fundamental changes to the ways in which care is organised and delivered. In 2012, the Kings Fund highlighted the significant challenges to primary care and suggested there needed to be a greater emphasis upon:

•Preventing illness and tackling risk factors, such as obesity, smoking and substance abuse, to help people remain in good health

•Supporting people to live in their own homes and offering a wider range of housing options in the community

•Providing high standards of primary care across all practices to enable more services to be delivered in primary care, where appropriate

•Making more effective use of community health services and related social care, and ensuring these services are available 24/7 when needed

•Using acute hospitals and care homes only for those people who cannot be treated or cared for more appropriately in other settings

•Integrating care around the needs of people and populations.10

Such a vision started to be realised with the publication of the General Practice Forward View in 2016.11 Published by NHS England in partnership with both the Royal College of General Practitioners and Health Education England, the strategy set out a detailed, costed five-year package of investment and reform for primary care with an emphasis upon more convenient access to care, a stronger focus on population health and prevention, more GPS and a wider range of practice staff, operating in more modern buildings, and better integrated with community and preventive services, hospital specialists and mental health care. To support such developments, Primary Care Networks (PCNS) were formed in England as a key building block of the NHS long-term plan. The aim of such networks is to bring general practices together to work at scale to enhance the ability of practices to recruit and retain staff; to manage financial and estates pressures; to provide a wider range of services to patients and to more easily integrate with the wider health and care system. Since 1 July 2019, all except a handful of GP practices in England have come together in around 1,300 geographical networks covering populations of approximately 30–50,000 patients. Whilst around 50 networks, usually in very rural areas, will cover a population of less than 30,000, most are bigger than 50,000.12

Development of such networks has facilitated growth in the multidisciplinary primary care team in recent years with an increase in the number of clinical pharmacists, and mental health therapists placed in GP practices. Health Education England has also supported universities in training up to 1000 physician associates nationally to work in primary care.5

Such developments in the primary care workforce were in addition to an objective in the General Practice Forward View to support an extra 5000 doctors working in general practice by 2020. However, at the time of writing, NHS Digital highlight 27,605 full-time equivalent, fully qualified GPS (i.e. excluding GP registrars), which is 2.3% (651) fewer than in June 2019.13 Therefore, in the face of significant GP workforce issues, provision of primary care based drug treatment remains an ongoing challenge.

The continuing need for the GP champion

In spite of the huge upheaval and uncertainty created by a reform agenda that is affecting almost every part of every public service, the role and responsibility of the clinical leader or champion remains critical to the successful implementation of effective, evidence-based care.

Effective clinical leaders understand the importance of relationships across primary and secondary care, and the need to be able both to understand and effectively articulate the evidence that underpins clinically effective treatment.14

Effective clinical leaders understand too the importance of keeping abreast of the evidence, to challenge where resources are at risk or inequitable, and to adopt innovation early where relevant and safe to do so. They serve as ‘beacons of good practice’ in a local area always on the lookout for ways to effect the best results for their patients.

The effective clinical leader is committed to education and training, and makes time to develop the skills of others, such as fellow professionals or peers. Education and training needs to be flexible, accessible and offered through a variety of different means, be that through clinical attachments, the facilitation of action learning, tutoring and mentoring or didactic presentations.

The effective clinical leader is known within the locality as an enthusiastic advocate whose leadership is visible through his or her representation at the meetings that matter. Particularly important are strategic commissioning and service development meetings, where clinical leaders can be found making a contribution and owning actions to ensure that managed change takes place.

Complex patients whose lives are blighted by stigma and discrimination require care that is “better than the best” in view of the legacy that health inequality leaves in terms of quality of life and morbidity and mortality. Cuts in services often lead to the most vulnerable being hit the hardest due to the deterioration of partnership working and the fragmentation of care.

A cohort of effective clinical leaders will be needed to maintain and improve the outcomes of patients with substance misuse. These leaders must be equipped with skill, enthusiasm and resilience to work to raise standards, challenge inequitable care and promote the holistic needs of those with hepatitis, bearing in mind the competing priorities within the public health pool of resources.

RCGP Substance Misuse and Associated Health Courses: developing and supporting clinical champions in primary care substance misuse

The RCGP Substance Misuse and Associated Health’s (SMAH) suite of training15 is designed to increase confidence through skills acquisition and enthuse participants to become the effective clinical champions of the future. Since 2018, this RCGP training has been delivered by Spectrum Learn and Develop LTD (SLD Training). The training supports leadership development and encourages participants to maintain a strong clinical network as a means of sharing good practice and garnering support for the prioritisation of drug treatment and care as an area for targeted investment.

In addition, primary care practitioners can gain specialist advice and signposting to the latest workforce development programmes by joining and engaging with Substance Misuse Management in General Practice16 which now collaborates with the industry-wide body The Federation of Drug & Alcohol Practitioners (FDAP).17 The latter works collaboratively with the voluntary-sector providers to promote support for drugs workers providing care in drug treatment services.

The future, whilst challenging, provides opportunities for the well-organised and systematic clinical leader. Leaders must be capable of rising to the challenge posed by unprecedented funding pressures that will not only affect health and social care but also the body of primary care professionals. Clinical leaders should welcome the opportunities provided by this major shift in the location of care delivery and the ways in which patients and service users relate to health and social care professionals.

Drug policy, primary care, and public health

Investment in drug treatment services has been a significant element in successive drug strategies since the first needle and syringe exchanges were piloted in 1986 by Margaret Thatcher’s administration. Drug treatment in Britain is by and large a success story. Primary care and the growth and spread of shared-care schemes means that treatment is now available to anyone who needs it in England. Ninety-six per cent of clients start treatment within three weeks and the average wait for treatment fell from nine weeks in 2002 to five days.18

Since then treatment services have expanded to include protecting the public and drug users from blood-borne viruses and injecting risks, preventing overdose death by promoting safer practices among users, and stabilising troubled families to protect children and vulnerable adults. Such developments have been underpinned by clinical guidelines to support best practice.

The evidence base for drug treatment was evaluated by the National Institute for Health and Clinical Excellence (NICE) and its recommendations are enshrined in NICE guidance and UK clinical guidelines.19-23 These promote a range of therapeutic interventions – involving psychosocial, pharmacological and social approaches – to help people overcome addiction and reduce the physical and psychological harms it causes. Since then, the Strang Report Reorienting Drug Treatment has been published, which argues that recovery status is best defined by factors other than medication status.24 Neither medication-assisted treatment of opioid addiction nor the cessation of treatment by itself constitutes recovery. Recovery status instead hinges on broader achievements in health and social functioning – with or without medication support.

Rather than seeing addiction treatments with and without medication as philosophically incompatible, the Expert Group that contributed to the report suggested it is more useful to consider medications and all other therapeutic components of contemporary care as a menu of medical and non-medical recovery support options. These can be combined, separated and sequenced to meet individual or family needs over the course of the recovery process.

As stated in Chapter 2, the 2017 UK Drug Strategy25 retained the notion of recovery and emphasises meeting health, housing, employment and family needs. Primary care treatment and recovery services are well placed to contribute both directly and indirectly to these objectives. As stated earlier in this chapter, national figures are not available pertaining to numbers of users accessing primary care based drug treatment. Anecdotally, less GPS are taking part in shared care schemes. However, many community drug services are clinically led by GPS or wider primary care clinicians. Also, whilst the proportion of users accessing primary care-based drug treatment is not available, overall statistics regarding numbers in treatment for substance misuse highlights that in December 2019 there were 179,032 adult drug users who had been in ‘effective’ treatment over the previous year. This represented an increase of 2,107 compared to the same month of the preceding year (December 2018). In March 2020 there were 127,534 clients over the age of 18 who had started treatment within the previous year. This is a decrease of 935 compared to the same month last year. In March 2020, there were 5,275 young people (<18) who received substance misuse treatment, of whom 688 had started treatment that month. This figure represented a decrease of 344 compared to the same month last year. The proportion of adult clients (aged 18 or over) who were treated for opiate use and recorded a successful completion of treatment in the 12 months ending September 2019, and did not represent within 6 months, was 5.69%. This compares to 5.96% in the same period in the previous year.

The proportion of adult clients treated for non-opiate use and recorded a successful completion of treatment in the 12 months ending September 2019, and did not represent within 6 months, was 34.24%. This compares to 35.16% in the same period in the previous year. The proportion of adult clients treated for alcohol use and recorded a successful completion of treatment in the 12 months ending September 2019, and did not represent within 6 months, was 37.92%. This compares to 37.85% in the same period in the previous year.26

Shift in commissioning of substance misuse treatment

From April 2013, full responsibility for commissioning drug and alcohol treatment and recovery services moved from existing partnerships to local authorities, as part of a new duty upon councils to promote the health of their local populations. This role was supported by PHE. However, at the time of writing, the Central Government in England has plans to replace PHE in Spring 2021 with a soon to be formed National Institute for Health Protection.27

The stated objectives of the new Institute are:

•to focus on rigorous science-led approach to public health protection

•to boost the UK’S ability to deal with and recover from COVID-19 and meet health challenges associated with winter pressures.

Whilst the organisation will be formalised and be operating from spring 2021, the National Institute for Health Protection (NIHP) started work immediately following the Secretary of State’s announcement on 18 August 2020 of a single command structure to advance the country’s response to the COVID-19 pandemic. On 18 August 2020, it brought together Public Health England (PHE) and NHS Test and Trace, as well as the analytical capability of the Joint Biosecurity Centre (JBC) under a single leadership team. The new organisation will support local directors of public health and local authorities on the frontline of the COVID-19 response. Such local authorities also have responsibilities for the commissioning of drug treatment services.

Maintaining primary care based drug treatment in a pandemic

At the time of writing, the COVID-19 pandemic, also known as the coronavirus pandemic, is an ongoing pandemic of coronavirus disease 2019 (COVID-19) caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), first identified in December 2019 in Wuhan, China. The World Health Organisation declared the outbreak a Public Health Emergency of International Concern in January 2020 and a pandemic in March 2020).28 Globally, as of 3:33pm CET, 17 November 2020, there have been almost 55 million cases of COVID-19, including almost 1.33 million deaths reported to the WHO.29 It was impossible to predict such a global crisis to both international health and economic stability. Primary care services had no alternative but to rapidly reconfigure to offer the majority of consultations as either telephone or online and this significantly increased the stress amongst GPS and the wider care teams. In response, the RCGP produced training materials to support GPS working under such constraints. A summary of RCGP top tips regarding how to conduct telephone consultations safely is highlighted in Box 5.1.30

Box 5.1

Top 10 tips for covid-19 telephone consultations


Pre-planning

1.Choose a good time for making the calls.

•Calls under these circumstances can be stressful. For everyone’s sake, try not to squeeze them in at a time during the day when you are already under more than usual pressure

•Consider using a checklist of questions or a template to guide and record your conversation.

Beginning the conversation

2.Establish early on who you are talking to and what the purpose of the call is.

•Are you talking to the patient, or to a relative or carer? (If it’s not the patient, remember there may be issues of confidentiality.) You could say something like:

“Let me see if I have got this right – you are worried that you may have Coronavirus? … OK, in that case I’ll need ask you for a bit more information”

•Try not to let the call sound routine or a chore. Patients are more likely to accept reassurance or follow advice if the conversation feels ‘personal’.

Information needed

3.Check where the patient is at the moment.

•They may not be at the address you think they are, and this could be important if they need to be seen or are acutely unwell

4.What are the symptoms?

•Are they consistent with Coronavirus?

•Does the patient have any pre-existing conditions such as COPD or asthma that could be causing the symptoms, or that could place the patient at increased risk of deterioration?

•Do they have any facilities for taking temperature, measuring pulse, peak flow, blood sugar or other relevant physiology?

5.Actively ask about specific signs of deterioration.

•Is the patient able to go about their normal activities? Have they stopped doing anything they usually do? Or are they well enough to do most of their usual daily activities?

•When talking, does the patient sound breathless or unable to complete sentences without pausing for breath?

•Take the concerns of parents or family seriously. They are in the best position to know if a child or loved one is behaving ‘uncharacteristically unwell’, i.e. not in the way they usually do when they’re ill.

Decide if telephone management is appropriate

6.Telephone management is appropriate if, and only if:

•the diagnosis is fairly clear;

•the duration of illness is short (Most patients should show some improvement over a 7-day period);

•there are no ‘red flags’, and the patient seems in reasonable condition, and

•the caller is willing to accept reassurance and advice.

7.Give clear advice about staying at home

•It is worth having in front of you an up-to-date print-out of the Government’s ‘stay at home’ guidance. You could also offer to send this link to the patient by text or email.

In summary, the advice is:

•Stay at home for 7 days

•As far as possible, keep a distance from other people in the house.

•Wash hands regularly with soap and water for 20 seconds, or use hand sanitiser

•Take symptomatic remedies such as paracetamol.

Read RCGP information for home carers of patients with COVID-19

8.Check what other medications the patient is currently taking

•This is in case any might need to be altered or suspended during a period of fever and possible dehydration e.g. metformin, ACE inhibitors, NSAIDS, diuretics or steroids. Familiarise yourself with the Sick Day Rules and offer to call the patient back later if you need to double-check your advice.

Safety Netting

9.Always give clear safety netting advice, explaining what would be signs that it was getting worse, and what to do in that event. You could say something like:

•Let me tell you what signs to look out for, that might indicate things were getting worse. If you start to:


•become significantly breathless

•or develop pains in your chest

•or become pale and clammy ‘like someone who is about to vomit”

•or seem muddled or confused



‘then you should seek urgent medical advice.’

Finally, ask ‘Do you have any questions about what I’ve told you?’

Face to Face consultations.

10.These should be used where there is diagnostic uncertainty either about the cause or the severity of the symptoms.

•Make sure you know what the arrangements are for doing this in your practice or service, and how patients are to be segregated or isolated. If the patient needs to be seen face to face, tell them what to expect.



In addition to providing advice regarding telephone consultations, the RCGP have also produced principles pertaining to safely assessing patients via video consultations and these are outlined in Box 5.2 below.31

Box 5.2

Key principles for safely assessing patients using a video consultation


•Facilitate effective communication using translation services, where possible, but their availability should not preclude a video consultation if deemed appropriate based on clinical judgement

•Seek feedback from patients and staff to improve the service

•Complete a clinical safety risk assessment (DCB0160). Where a video consultation solution has been procured by the CCG this should be carried out by the CCG on behalf of their practices, with individual practices working collaboratively with the local clinical safety officer

•As a consequence of the response to COVID-19, patients may not be accessing health services when they need to, so presentations may be more serious at first contact. Be aware of more vulnerable characteristics where engagement may be delayed

•As a consequence of the response to COVID-19, patients may not be accessing health services when they need to, so presentations may be more serious at first contact. Be aware of more vulnerable characteristics where engagement may be delayed

•Apply your current skills and clinical acumen when consulting remotely. Use the boundaries and thresholds you already use and apply these. The approach to video consulting, should be the same as it would be for face to face interactions

•A good history and functional assessment are vital. Consider non-COVID-19 differentials, and the context. Are these new symptoms and signs, or a follow on relating to an established long-term health condition, or wellbeing problem?

•Tools can assist in decision-making but must not overshadow a holistic assessment of the patient

•Look at trends and for signs of deterioration

•Remain professionally curious and vigilant. Consider safeguarding issues and whether you can explore these fully via a remote consultation. If you have safeguarding concerns at any stage, you should convert a remote consultation to a face-to-face assessment, unless there are compelling reasons why that cannot happen, and follow existing child and adult protection referral pathways. Update your safeguarding and chaperone policies to cover remote consultations

•Consider how your actions will change your clinical management, e.g. will the patient need escalation regardless of whether they have a face-to-face examination?

•Explicit safety-netting is essential. Consider if the patient requires remote monitoring

•Use colleagues for support, for example, to discuss clinical issues and peer-review decision making

•Signpost patients to patient information to support self-management and safety netting on the NHS website (including access using a virtual assistant or similar devices)

•Non-digital users can be supported to use video technology by the carer, where available, with implied patient consent

•If a patient requires a face-to-face review, e.g. they need a physical examination or are unable to use the technology, this should be arranged at an appropriate healthcare setting and time.



In addition to providing advice regarding telephone consultations, the RCGP have also produced principles pertaining to safely assessing patients via video consultations and these are outlined in Box 5.2 above.31

Face-face consultations during COVID-19

At the time of writing, the first wave of COVID-19 vaccines are in production having past safety checks and shown to be over 90% effective in reducing the incidence of COVID-19.32 Key points for services are that patients can receive both a COVID vaccine and influenza vaccine. Also, some patients will still be in trials evaluating the effectiveness of medications in either preventing (e.g. monoclonal antibodies to confer passive immunity) or treating (e.g. antivirals) COVID-19 infection. Such participants can still receive the influenza vaccine. It would appear from trial protocols that they are also able to receive the COVID-19 vaccine when available, although receipt of such would need to be recorded on the trial database so that receipt can be accounted for in the analysis of trial data.

Payment by results

Outcome-focused “payment by results” is not a new concept for primary care,33 but until 2012 payment for primary care drug and alcohol treatment was typically based upon numbers in treatment and not results. In April 2012, eight commissioning areas initiated a pilot scheme whereby a proportion of provider payments were linked to achievement of specified outcomes representing recovery from problems relating to drugs and alcohol misuse by service users. The purpose of the Payment by Results Pilots was to both develop and test this new approach to the commissioning and delivery of drugs and alcohol services. Twenty per cent of the central pooled budget for drug treatment (approximately £400m) was allocated to local partnerships on the basis of their rate of completion and non-return, in order to incentivise them to further improve recovery outcomes. However, the pilot returned mixed findings. Compared to non-pilot sites, the performance of the pilot sites was:

•Worse in relation to the proportion of primary drug clients who were assessed but failed to start treatment (but better for primary alcohol clients)

•Worse in relation to the proportion of primary drug clients who waited over three weeks to start treatment (but better for primary alcohol clients)

•Worse in relation to the proportion of clients (both primary drug and primary alcohol) who successfully completed treatment (including completion without subsequent re-presentation to treatment)

•Worse in relation to the proportion of clients (both primary drug and alcohol) with an unplanned discharge from treatment

•Better in relation to the proportion of primary drug clients who reported becoming abstinent whilst in treatment

•Better in relation to the proportion of primary drug clients who injected whilst in treatment

•Better in relation to the proportion of those primary drug clients who had successfully completed treatment who did not subsequently re-present for treatment

•Better in relation to the proportion of primary drug clients who were recorded as committing acquisitive offences

•Treatment costs per client increased significantly in pilot compared to non-pilot sites

•Hospital admissions for substance-related behavioural problems increased in the pilot areas

•There was a decrease in the estimated costs associated with A&E attendances for poisonings.34

Following this evaluation, “payment by results” ceased in drug services and at the time of writing there are no plans to reintroduce.

Delivering recovery-oriented treatment in primary care

The 2017 Drug Strategy25 reinforced the emphasis in the earlier 2010 Drug Strategy on building recovery in communities – not just tackling the symptoms and causes of dependence but enabling former addicts to become abstinent and successfully reintegrate into society. One vital aspect of this agenda is the recognition that, to sustain recovery and form positive relationships, people need something to do and have somewhere to live. The other aspect of the recovery agenda was a drive to transform the treatment system into a recovery system, so individuals became free of dependence, no longer needed to offend, stopped harming themselves and their communities, and contributed to society.

Local systems are already reconfiguring to deliver recovery-oriented treatment, with greater emphasis put on enabling individuals to overcome dependency and on working with the support services needed to achieve full recovery. Providers who deliver recovery outcomes are gaining market share and primary care services need to be a part of this transformation. This will only be achieved by forging new relationships with mutual-aid networks like Narcotics Anonymous and establishing new pathways between treatment and recovery support. New models of intervention should be used such as SMART recovery, which delivers peer-led support in partnership with conventional treatment providers.

Key themes of recovery-oriented treatment applicable to primary care

Below is a series of key themes followed by a checklist of how a practice or GP-led community service can provide evidence that services are working towards these themes. In so doing, provide evidence to commissioners that they are working in a recovery-focused way.

Good quality opioid substitute treatment: a positive role in recovery

Entering and staying in treatment, coming off opioid substitution treatment (OST) and exiting structured treatment are all important indicators of an individual’s recovery progress, but they do not in themselves constitute recovery. Coming off OST or exiting treatment prematurely can harm individuals, especially if it leads to relapse, which is also harmful to society. Recovery is a broader and more complex journey that incorporates overcoming dependence, reducing risk-taking behaviour and offending, improving health, functioning as a productive member of society and becoming personally fulfilled. These recovery outcomes are often mutually reinforcing.24

The 2010 drug strategy and the 2012 Strang Report make clear that recovery is not an end state (e.g. abstinence) but rather a journey of improvements and that there remains an important role for OST within this. However, the report also highlights the importance of having a balanced and ambitious system that encourages patients to consider a full range of options, including detoxification. Primary care is able to deliver a full range of effective OST interventions, including detoxification.

Practice/service checklist

•Have the clinicians completed appropriate training (RCGP Certificate in the Management of Drugs/Alcohol Part 1) to provide treatment in a primary care setting?

•Do clinicians access regular opportunities for continuing professional development (e.g. local training, meetings of the multidisciplinary team)?

•Are clinicians undertaking the RCGP Part 1 plus: be revalidation ready update course at least every five years and so fulfil the knowledge requirements of revalidation?

•Are patients able to receive a full range of clinical services from primary care (titration, detoxification, blood-borne virus services, long-term conditions management)? If not, are there accessible care pathways to these parts of the system?

•Do regular audits of clinical practice take place and are results fed back to clinicians, with action plans for improvements where appropriate?

•Is mentoring/clinical support for clinicians available?

•Are there mechanisms for dealing with poor performance?

•Are caseloads audited to ensure that there is a balance of harm reduction and overcoming dependence?

•Do individual clinicians apply a personalised assessment for each patient, repeat it regularly and based upon its findings readjust the treatment plan with the patient?

•Is data accurately recorded for all patients in primary care on the National Drug Treatment Monitoring System?

Drug treatment should integrate with and benefit from other support

An integrated recovery-orientated system of care should be commissioned in each locality that includes other health and social care services with drug treatment to provide recovery support, including mental health, employment, housing, mutual aid and recovery communities.

Primary care is able to deliver a range of services from a community base, from clinical services for substance use, to General Medical Services and also a range of psychosocial services. An enormous range of diverse services is available from primary care including interpreter services, Citizens Advice clinics, the Improving Access to Psychological Therapies programme, help to quit, quick access to dental services, midwifery services, counselling, the list is endless. Primary care is also expert at signposting individuals to services when they are not available ‘on site’ and working with care pathways between agencies. Primary care includes community pharmacy and dentistry, and GP surgeries often have strong links with their colleagues.

Practice/service check list

•Are clinicians/keyworkers aware of the range of services available, such as housing or employment support, to families and carers?

•Are GPS/clinicians involved in care planning with the keyworker and patient? Is the regular communication between the keyworker and GP about patient care? Does the GP see patients regularly (at least every three months)? Are patients offered a full range of recovery-oriented services?

•Do effective care pathways exist between all parts of the treatment system? Are they monitored and is there a forum to troubleshoot problems?

•Are clinicians/keyworkers trained to deliver recovery-focused care planning?

•Are commissioners aware of the full range of services available from primary care?

Improvement in health is an essential element of recovery

For some people – especially as the treatment population ages – physical health problems may be a persistent barrier to recovery. The provision and organisation of physical (as well as mental) healthcare for those in drug treatment needs to reflect the problems of access and stigmatisation commonly faced by drug users. Support may be needed for them to effectively use health and care services. Primary healthcare services can play a pivotal role in providing for the physical health needs of drug users but may need support from drug services.24

Drug treatment from primary care allows people’s general health needs to be addressed as well as their substance use issues from a non-stigmatising community base. This is a unique and important characteristic of primary care treatment in light of the general poor health of this group, together with the co-morbidity issues of an ageing population of opioid users.

Practice/service checklist

•Are patients’ general health needs reviewed on a regular basis?

•Is primary care evidencing the general health services and outcomes people are achieving (e.g. contraception, blood-borne virus immunisation and testing, help to quit, mental health interventions), and is this audited on a regular basis? Can Read codes/templates be used to evidence the interventions that are being carried out with this group?

Active promotion of mutual aid networks will be essential

“Mutual Aid” refers to the social, emotional and informational support provided by, and to, members of a group at every stage of recovery. Groups often include people who are abstinent and want help to remain so – these people are actively changing their behaviour using a programme of mutual aid. They also include people who are thinking about stopping and/or actively trying to stop their drug and alcohol use. Groups also exist to support families, children and friends affected by substance misuse. The most common mutual aid groups in England include 12-step fellowships and SMART Recovery. The fellowships (e.g. Alcoholics Anonymous (AA), Narcotics Anonymous (NA), Cocaine Anonymous (CA) and Al-Anon) are based on a 12-step self-help philosophy developed in the 1930s. SMART Recovery applies cognitive behavioural techniques and therapeutic lifestyle change to its mutual aid groups to help people manage their recovery.35

There is a growing evidence base for mutual aid. Evidence also suggests that people do better when they access mutual aid while in treatment and that drug treatment staff should consider facilitating the person’s initial contact with the group, for example by making the appointment, arranging transport, accompanying him or her to the first session and dealing with any concerns.36 Primary care is used to signposting and can develop links with local community groups. The 2012 Strang Report suggests that recovery is made visible to people at all stages of their treatment journey.

Practice/service checklist

•Are keyworkers/clinicians aware of the full range of mutual aid meetings in their area? Are they aware of the benefits of patients’ attendance at these groups? Are they assertively encouraging people to attend?

•Do patients have access to recovery champions throughout their treatment journey?

•Do they have access to people who will take service users to meetings? Have clinicians been to a mutual aid meeting themselves?

•Could mutual aid meetings be held at the surgery?

Treatment is more likely to be effective, and recovery to be sustained, where families, partners and carers are closely involved

Patients’ families or partners tend to be known in primary care, and it is more likely that they will be seen and involved in recovery planning with the patients (when appropriate). There is evidence that primary care can also provide effective support to families and carers of people who use drugs and alcohol in their own right.37 As the age of people on OST rises, a number of service users are becoming carers of their parents, and primary care can also support this.

Primary care tends to build up relationships with local schools/children’s services and provides invaluable support from health visitors. It is well placed to provide support for parenting and safeguarding of children.

Practice/service checklist

•Do clinicians/keyworkers involve and record the involvement of other family members in the care of patients?

•Do clinicians/keyworkers record independent interventions with families and carers of drug users?

•Do clinicians/keyworkers record the multiagency work that takes place with children’s services/health visitor interventions?

Substance misuse treatment should be widening the focus to consider dependence on all drugs and alcohol (2017 drug strategy)

Primary care is perfectly positioned to provide recovery-oriented treatment for people who use drugs and alcohol. The reasons for this include, first, that primary care can act as a discrete beginning-to-end service in a patient’s community. It can deal with a range of drug and alcohol problems, including new trends such as over-the-counter medication misuse, misuse of prescribed medications and legal highs.

Second, primary care is accessible because it exists in the patient’s community. Appointments can usually be made on the day and primary care understands and is able to deal with the full range of diversity of its community. Primary care is designed to work with people with disabilities and people from a range of ethnic backgrounds, sensitive to the specific needs of its community. It is a non-stigmatising community service.

Practice/service checklist

•Are your clinicians/keyworkers trained to deal with a range of drug and alcohol problems?

•Are your care pathways fit for purpose to deal with ‘non opioid’ substance use from a primary care base?

Quality of care for drug users: the role and competency of doctors

In 2012, the RCGP and the Royal College of Psychiatrists published Quality Care for Substance Misusers, their revised competency framework for all doctors involved in caring for those recovering from drugs and alcohol.38

The guidance document acknowledges that doctors working to support recovery come from a variety of backgrounds (usually psychiatry and general practice) and have a range of different qualifications and specialist competencies. In order to satisfy regulatory requirements from the Care Quality Commission39 and the General Medical Council (GMC), and achieve the best outcomes for patients, doctors’ competencies need to match their roles.

The Working Group that produced the guidance identified three levels of competency: generalist, e.g. doctors in emergency departments, GPS working in general practice; intermediate, e.g. GPS with a special clinical interest (GPWSIS); and specialist, e.g. addiction psychiatrists. The competencies at each level are described in detail and there is support in the document for a proposal by the RCGP whereby doctors following an agreed programme of qualifications and experience, and who reach the competencies associated with addiction specialist, can be approved by the RCGP as ‘Primary Care Specialists in Substance Misuse’. The document has been well received by the field and highlights the extensive range of certificated, quality-assured training provided by the RCGP, leading to competencies in a range of areas up to and including the intermediate practitioner.

Investing in general practice to achieve improved outcomes in relation to substance misuse

Strategies to tackle substance misuse should look to build on the strengths of general practice. The role of the GP is becoming more complex and demanding, linked to demographic change and the movement of more care into primary care settings. GPS also have an important role in reducing health inequalities as they have unrivalled access to the heart of communities and can influence the health inequalities agenda as practitioners, commissioners and community leaders.

The RCGP believes there is a need more GPS, spending more time with patients and with access to a longer postgraduate education, because there is evidence that this leads to safer, more effective care.

The College is calling for longer consultation times in order to help GPS uncover hidden health problems, including time to identify underlying issues that may not be the first and most obvious reason for a patient presenting to the GP. It must be looked into how to recruit more doctors into general practice in order to achieve this and to encourage more to consider working with vulnerable patients, such as those with substance misuse problems, or delivering care in secure and forensic environments. Recent reports published by the Centre for Workforce Intelligence have recommended an increase in the GP workforce to reflect the growing demands on primary care and the increasingly complex GP role.

There is a particular need to increase the number of GPS in deprived areas as the relationships between deprivation and illegal drug use have been highlighted in a number of research studies including the 2018 Advisory Council for the Misuse of Drugs report Vulnerabilities and Substance Use. The report stressed that deprivation is associated with the problematic use of particular drugs such as heroin and crack cocaine.40 Groups highlighted as at particular high risk of drug-related harms include:

•Vulnerable young people (including those not in education, employment or training [NEETS], those in care, young offenders)

•Offenders

•Families (including those with parents dependent on substances, and those involved with the ‘troubled families’ programmes)

•Perpetrators and victims of intimate partner violence and abuse

•Sex workers

•People who are homeless

•Veterans

•Older people.

The approval of extended training for general practice from three years to four will equip the GPS of the future with increased skills to identify substance misuse early and provide effective interventions in primary care to tackle harmful drinking. All GP registrars will receive training to enable them to deliver targeted alcohol screening and harm reduction strategies, and there will be greater opportunity for trainees to gain direct experience of working with specialist services providing treatment for substance misuse. This will compliment undergraduate training in the area of the safeguarding risks posed by addiction to drugs or alcohol. The General Medical Council mandates in its Outcomes for Graduates document that newly qualified doctors must be able to recognise where addiction (to drugs, alcohol, smoking or other substances), poor nutrition, self-neglect, environmental exposure, or financial or social deprivation are contributing to ill health. They also recommend that such doctors must know how to take action by seeking advice from colleagues and making appropriate referrals.41

RCGP 2030 Vision

The RCGP’S Fit for the Future: a vision for general practice publication is a ten-year strategic initiative that, subject to Council approval, will protect and develop primary care so that GPS can continue to develop and deliver excellent care for our patients and our communities.42 Primary care is ‘mission critical’ to the NHS but rising patient needs and consequent costs need to be addressed within a restricted cash envelope. Investing in more GPS who will be able to spend longer with their patients and communities is a crucial ambition. This ambition is underpinned by an aspiration of fifteen-minute appointment times by 2030, with the length of consultations flexed according to the needs and preferences of patients. A further aspiration is for GPS to have the tools and skills to deliver a much larger proportion of their consultations remotely, i.e. by video, phone or online. Further, the GP-patient relationship will also change with patients treated as equal partners in their own care through shared decision making and medication will not be the default option. The RCGP strategy also has an ambition for the skills of the GP as an expert medical generalist to be more highly valued than ever before. The strategy recommends there will be more time and better support for training and professional development, and GPS will be able to take on extended roles and develop additional areas of expertise. Whilst expertise in the management of substance misuse is not specifically mentioned within the strategy document, clearly there is RCGP strategic support for the involvement of GPS in the treatment of drug users.

There is strong international evidence that effective primary care improves the quality of patient care, contains costs and is associated with reduced health inequalities and better disease prevention.43 The role of general practice in contributing to these outcomes is crucial.

The RCGP’S report Fit for the Future: a vision for general practice examines in detail the role of GPS’ generalist skills in delivering these benefits. It explores how generalist models of care can be developed to enable general practice to deliver the best possible care to patients in future.42

Changes in the nature and delivery of health care means that the NHS faces a number of major challenges over the coming years. Key factors include:

•An increase in the volume and complexity of health and social care needs, as more people live for longer with long-term and often multiple conditions

•Financial constraints as a result of the economic situation and the resultant need to find ways of transforming services to reduce costs while maintaining and increasing quality

•The shift of care out of the hospital and into the community, both as a means of bringing it closer to patients and their families, and of reducing costs, as well as barriers to better integration with community and social care

•Major structural changes, particularly in England

•The potential for service fragmentation as a result of competition and the use of multiple providers

•Growing health inequalities

•The challenge of engaging patients more in their own care and of promoting healthy lifestyles and behaviours.


Conclusion

So, what does the future hold for primary care drug misuse treatment? In the view of the author, it is most definitely positive and exciting. Many GPS remain willing to be involved in providing general medical care to drug users and are seen as an experienced and trusted resource.

With appropriate support and funding, many of the remaining ‘dormant’ GPS might be stimulated into action. Also, through the development of federated models of care, GPS can become affiliated to an associated practice where they can refer their own registered patients with problems to get treatment in a primary care setting.

Unfortunately, there is now real evidence of service users suffering the impact of years of health neglect coupled with the inevitable increased risk of long-term conditions. In this context the general practice setting becomes a compelling and cost-efficient area where these issues of health and social care can be targeted and managed.

In addition, iatrogenic problems associated with addiction to medications, and over-the-counter medicine abuse have grown. There is a need for ongoing vigilance against the tide of ‘new psychoactive drugs’ coming in via new sources and spreading through the new social media spawned by the World Wide Web.

The GMC’S Outcomes for Graduates document41 along with the RCGP’S Fit for the Future vision42 now give medical students and GPS in training many opportunities to extend their training into the substance misuse field. Today’s GP champions and clinical leaders need to support and coach the leaders of tomorrow to ensure as many of tomorrow’s doctors will take up the challenge. This can be done by providing shadowing opportunities, observerships, contributing on a regular basis to VTS training sessions and proactively seeking funding for innovative modular attachments.

As with all patient groups the substance misuse population will be better served and make progress towards their recovery goals if the GPS caring for them are well trained, alert to new initiatives and grounded in the delivery of evidence-based, personalised care.

Care should be delivered in treatment systems where:

•Service users are co-productive partners in their care

•Service users are cared for by staff teams working flexibly where full use is made of the range of skills available

•Service users are cared for in the right place at the right time and where every effort is made to reduce the over-reliance of the care of the most complex and challenging on hospitals and institutions

•Information and communication technologies are being used to revolutionise service users’ experiences

•There is the potential for new medical technologies being used more effectively

•There is intelligent use of data and information to empower the service users and to supporting professionals in delivering high-quality care.

Finally, with the recovery agenda comes a reversal in years of trying to increase numbers in treatment. There is now a move to concentrate on consolidating quality and providing better-coordinated services for drug users, which match their needs and promotes their assets. To a large degree, GPS are already embedded in the response to the challenge of the management of drug users. Collectively, they are undoubtedly the backbone of substance misuse treatment services, including the provision of substitute medication. However, this is not the time to sit back and wait on the changes and meet them half way. Rather, GPS should build on their well-earned and trusted platform of expertise and talk up the compelling case for the paradigm shift in drug treatment to be led from primary care.
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Introduction

Nursing has changed over the past three decades and the modern nurse now is often a practitioner in his or her own right, developing treatment plans based on a clinical diagnosis and seeing treatment packages through to completion. The aim of this chapter is to offer the reader an overview of the role of the modern nurse in the clinical setting, and a summary of the role of the nurse in prescribing for patients who are coping with an addiction.

In modern healthcare there is a wide range of nurses working in primary care, ranging from the practice nurse based in the surgery, to the district nurse, health visitor, community psychiatric nurse working in patients’ homes, to the school nurse and the occupational health nurse based in places of work. All of these nurses often have an input into the life of a drug user and increasingly their family and friends.

In 2017, Public Health England re-stated the importance of the role of the nurse in responding effectively to co-existing needs, enabling the individual to recover from alcohol and drug misuse and reducing alcohol and drug-related harm.1 Nurses need to be at the forefront of the process and be able to provide a myriad of roles for their patients. The skills they develop, be they in substance misuse, mental health, care of the elderly, physical healthcare or any of the aspects of modern healthcare, will be of paramount importance not only to the patient but also to their colleagues in the wider primary care team. Nurses will play a pivotal role in the care and management of people addressing their addictive behaviour, whether drugs, alcohol, gambling or any of the more modern addictions, for example, computer gaming.

Identifying the pivotal role of the nurse in addiction provides a window of opportunity for nurses. Nursing roles have expanded and changed over the past decade. In many areas of healthcare, nurses are now taking the lead in patient care. To assist nurses in this there are accredited training programmes and modular packages in a range of fields, wherever the nurse may be working.

Royal College of Nursing define the specialist nurse as a nurse who holds specialist knowledge, skills, competencies and experience. Practising at an advanced level, they often have sole responsibility for a care episode or defined client group.2 However, in modern nursing many of the elements of specialist nursing present themselves to the nurse on a regular if not daily basis, substance misuse being one of them. As a result, managing people with addictive illnesses brings into play many of the core components of nursing and these will be addressed in this chapter.

As Parrott et al. note, drug dependence is not a twentieth-century disease but can be traced back thousands of years.3 Circe (in Homer’s Odysseus) was a practised chemist able to drug Odysseus’s crew, while the Mesopotamians had laws to control alcohol use. Today, with the relaxation of gambling laws and the development of interactive computer games, new forms of addiction are developing. Consequently, within this chapter the reader should read for substance, a wider gambit of addictive behaviours including drugs (both licit and illicit), alcohol, solvents, gambling, pornography, computer games, and arguably any other behaviour that can control part of the person’s life. The authors will use the word ‘substance’ to denote this wide panoply of products.

Role of the nurse

Modern nurses working in primary care have a variety of roles that they have to address in their daily practice. Depending on their main clinical area these will vary, but for all nurses the basic tenet of nursing remains the same, whichever model of nursing they follow, from Henderson to Tidal. Ultimately, the role of the nurse is “is to assist the individual, sick or well, in the performance of those activities contributing to health or its recovery … that he would perform unaided if he had the necessary strength, will or knowledge”.4 Nurses working in primary care have to address the issues raised by addictive behaviour and to achieve this will need to understand their patient and their attitude towards the substance that is causing the variant behaviour. It is important to understand that some ‘substances’ are described as habituating and others as addictive. Also, one individual might be considered addicted to a substance whereas another merely habituated to the same substance.5 A nurse will need to understand the patient’s view on his or her substance to enable the nurse to plan the appropriate treatment package and in some cases even address the issue.

Nurses perform a number of roles within their field of care, including:

•formation of a clinical diagnosis

•treatment planner – provider of care

•advocate

•counsellor/therapist

•educator

•resource director

•consultant

•promoter of health

•supervisor/leader

•researcher

•monitor.

Rassool defined addiction nursing as “a clinical specialty concerned with the care and treatment interventions aimed at those individuals whose health problems are directly related to the use and misuse of psychoactive substances and to other addictive behaviour such as eating disorders and gambling”.6 It is clear that in modern society nurses and nursing have moved on from this basic position to include the provision of treatment for any element that can lead to a disablement of a person’s life or family. It is now recognised that ‘substance’ misuse does not just affect the patient but also has a wider effect on his or her family, carers and friends. The problems of, for example, binge drinking now spill out onto the streets many nights a week and the end results come into contact with nurses in a wide range of settings.

The practice nurse

The 2017 Clinical Guidelines (often referred to as the orange book) have progressed the management of individual with drug using problems from the GP, towards specialist services, but advocate that the GP is pivotal in providing general medical care for the individual. Nursing has advanced to the point where now practice nurses are using their skills and knowledge to develop and then provide treatment packages for patients. Increasingly, GPS are struggling to meet the demands on them, and a skilled practice nurse is an invaluable asset to a health centre, with nurses now providing many of the roles and resources that once were the sole domain of the GP.

The practice nurse is the first point of clinical contact users have when they register with the surgery. The new patient screening session is a good place to ask about drug and alcohol use once a rapport has been established. Nurses use screening tools to determine substance use, notably smoking and drinking. Nurses may need to consider also looking at drug use and associated risk behaviours. History taking needs to extend beyond the fundamentals of blood pressure, urinalysis and blood sugar level, with the nurse considering what effect the patient’s actions/health are having on themselves and their wider social network. In the modern NHS, social care is as much a part of the integrated care delivery as is healthcare. The Treatment Outcomes Profile (TOP) was first developed by the National Treatment Agency. This questionnaire covers substance use, injecting, crime and health, and social functioning, as well as giving an indication of potential problems. TOP should be used at first contact, review and discharge. If possible, it should also be used post-discharge for lifestyle monitoring and health improvement. Nurses have an important role in health promotion and should bear this in mind when completing a new patient screening session. It has been shown that simple advice from nurses during routine care is effective in smoking cessation. Often this can be extended to computer gaming, gambling and other non-chemical addictive behaviours.

All nurses working in primary care should have a foundation level of knowledge regarding substance misuse. The RCGP’S National Drug Misuse Training Programme Certificate Part 1 can provide any nurse working in primary care with the necessary general knowledge and skills to work with this patient population. Practice nurses will increasingly find themselves having to address the issues around substance use and misuse not only with their patients directly but also in supporting patients who are affected by a family member’s usage. This latter effect is more than likely to draw the practice nurse into the realms of social care and away from his or her comfort zone of healthcare. There is one group of nurses who can support the practice nurse in this area – the community psychiatric nurse (CPN).

The community psychiatric nurse

Many CPNS will have the theoretical knowledge on how to work with the person who is facing an addictive behaviour. For many, though, their contact with such patients has been limited to people drinking hazardously or where drugs are secondary to the presenting mental health condition. The CPN should consider how he or she can support patients as they move their life through the stages of being unaware of or unable to address their ‘substance’ use to a point where they can either maintain a socially acceptable level of usage or be abstinent. Prof. Strang, speaking at the RCGP conference on 11 May 2012, noted that, ‘the relationship between recovery and abstinence is an area that needs careful attention’. This highlights the need for nurses to become active within the recovery process, which means different things to different people.

For many CPNS this will require them to start working with practice nurses directly in health centres or GPS’ surgeries: working with patients to empower them to come to terms with why they are using the ‘substance’ and how it is affecting their lives and the lives of their families. Many CPNS will recognise this as the Recovery Model. For some CPNS their contact will be in non-health-based centres, for example Salvation Army or YMCA hostels, in local cafés or on the streets.

The stigma of mental health and the association of substance use to psychiatry will present a barrier that the CPN is skilled in knowing how to overcome. In working with patients to address the issues behind their substance use, the CPN can start the lengthy process of life change that is necessary to enable patients to make the changes to their life and so be able to function with abusing their substance of choice.

The Nurse with a Special Interest

Nurses who develop enhanced skills, having a special interest in substance misuse, are increasingly becoming the lead within a healthcare team or GP surgery. They often start the process of developing a local service within a surgery. Nurses who decided to take on this role should in the first instance ensure that they have gained more than basic knowledge about substance misuse. With the developments within society many more activities and chemicals are falling into the remit of the nurse working with substance misuse.

Nurses with a Special Interest can develop early practice interventions, for example, health promotion for safer injecting, brief interventions for alcohol overuse, groups for people addicted to gambling, or completing more complex assessments using recognised assessment tools.7,8 Nurses working at this level can also be instrumental in developing in-house support for users, for example, immunisation of users’ children or production of a leaflet providing information about local services. The nurse will also probably have a working relationship with the local secondary drugs/alcohol teams. They are in the best position to refer patients to the most appropriate local service.

Nurses with a Special Interest can also provide other functions, including:

•Improving the skills of GPS and primary care nurses in identifying and managing patients with substance-related problems, by training and the development of written material that can be made locally available

•Enabling substance misusers to access the full range of primary healthcare services

•Improving the quality of care these patients receive by supporting the implementation of the clinical guidelines

•Redistributing the care of specific substance users – for example, drug users – more equitably across primary care group teams.

The specialist nurse

There are a number of nurses who have extended their knowledge beyond the basic level to become specialists in their chosen field. These nurses have developed their interest in substance misuse beyond the provision of localised care in their surgery or clinical team and most are now developing their service to a whole locality. These nurses, often consultant nurses or clinical nurse specialists, can be found in the substance misuse fields, notably drugs, alcohol and smoking. Increasingly they are also developing these skills within hospital settings, for example, A&E and liver specialists.

While nurses working in primary care are ideally placed to respond quickly and meet the needs of GPS and primary care staff, the consultant nurse is drawing on previous experience from specialist services, relevant post-registration training, and continuous clinical supervision to provide a service to the wider health community. Such nurses are essential independent practitioners supporting and developing shared care often across wide geographical and clinical areas.

There are a number of models where specialist nurses can support the integrated care of substance misusers in the primary care setting. Addiction nurses may work within a liaison and consultancy model where the nurse meets the primary care team to discuss and agree the management plan of their patients. This aims to support the GPS in the management of their patients rather than the nurses taking over the care themselves. The nurse here is the person with specialist clinical knowledge. The nurse can also facilitate linking the patient and GP with an appropriate agency for continuing psychosocial interventions. Specialist nurses with advanced training can take over the clinical care of the patient, with the surgery providing facilities and the nurse addressing the treatment plan and following the package through support by a community support worker (CSW).

Table 6.1

Responsibilities of different nursing roles











	Nursing Process

	Assessing

	Planning

	Implementing

	Evaluation






	Practice nurse (primary tier)

	New patient screening, identification of problems, brief interventions, family liaison

	Health screening and referral for specialist services.

	Viral screening, vaccination, wound care management, family planning. Referring to secondary services. Relapse prevention

	Monitoring audit trails, feedback on outcomes




	Community psychiatric nurse (secondary tier)

	Assessments of mental health, capacity and Wellness Recovery Action Plan (WRAP) or similar, family liaison

	Develop individual care plan taking into account biopsychosocial needs

	Personal budgets, social care, mental health care pathways, referral to tertiary services. Relapse prevention

	Monitoring care pathways and personal budgets, feedback on outcomes




	Nurse with Special Interest (secondary tier)

	Harm reduction assessment, assess suitability for primary care treatment

	Liaison with specialist agencies, community pharmacists and other members of primary care team

	Goal setting, support, stabilisation, referral to tertiary services, working with prescribers. Relapse prevention

	Regular monitoring of treatment and achievement goals with patient and GP team, feedback on outcomes




	Consultant nurse, clinical nurse specialist (tertiary tier)

	In-depth assessment, Formation of clinical diagnosis, developing complex treatment plans, working with complex cases

	Patient contracts, medication concordance, develop clinical management plans, independent prescriber

	Regular patient contact, re-assessing and changing treatment packages where necessary, liaison with professionals. Relapse prevention

	Audit treatment packages, satisfaction surveys – patient and other staff, implementing changes to protocols, attending monitoring meetings, publishing outcomes






Jacksley et al. described a clinical nurse specialist service in one London borough, which consisted of a five-point model for the role of the specialist nurse in primary care.9 While it remains a good standard, it is no longer the sole preserve of the specialist nurse. A Nurse with a Special Interest in the health centre or GP practice should be able to meet the five points. These are:

•One-off expert substance misuse/health assessment with recommendations for treatment

•Shared care – formal therapeutic package, leading to stabilisation or abstinence, with referral to specialist services (detoxification or rehabilitation if necessary)

•Continuous support – reviews monthly, two-monthly and stabilised at three-monthly intervals; rapid response if the GP feels the client needs to be seen in the interval between review meetings

•On-site and immediate information exchange and advice while in treatment at the practice

•Fast tracking into specialist treatment services for clients who have encountered a crisis.

In addition to the nursing roles set out above, for those practices that are providing either a local or a nationally enhanced service for substance users, this provides the opportunity for primary care practitioners, including nurses, to develop a variety of models to provide seamless care to patients within their surgeries.

All nurses, at whatever levels they are practising at, have a duty of care and this includes addressing harm minimisation issues. In substance misuse these present in a wide variety of ways and the nurse has to be mindful of them, from both a health and social care aspect.

Social care

The advent of personal budgets and the drive by the government for people to take more responsibility for their care has resulted in an increasing number of nurses becoming involved with social care. Many may argue that this is the role of the social worker but increasingly the nurse addressing a patient’s substance misuse problems will also have to address the social elements of his or her healthcare. It is well known that drug and alcohol misuse lead to family problems, whether that be lack of money, criminal activity or child protection issues. There is evidence that gambling is also becoming problematic from the social care viewpoint and this has the knock-on effect on people’s health for the same reasons as with drugs and alcohol.

With rising unemployment, the substance user is at greater risk of finding him or herself out of work. There is a definite role for nurses working in mental health and Nurses with a Special Interest in a health centre to become involved in the social care of patients. The creative use of personal budgets will enable service users to develop the skills they require to keep or gain employment. Nurses need to develop links with their local Jobcentre Plus, where financial support to assist patients in keeping or gaining a job is available (www.dwp.gov.uk/healthcare-professional).

All nurses working in primary care need to take a holistic approach to patient care and in the case of people presenting with substance problems, this includes the family of the user. Nurses are often the first point of contact a user has with the system and if the family is suffering because of the user’s use the nurse needs to consider how the family can be supported. This can range from signposting the family to food banks, for example the Trussell Trust (www.trusselltrust.org), to making contact with local social services to enable psychosocial interventions to be developed. The provision of a holistic package for a patient will in the long term provide wider benefits.

Young people

Young people are increasingly looking to be independent for as much of their life as they can. This often leads them into difficult situations, which they are unable to escape from without support from a professional. Drug and alcohol use in the young homeless is so prevalent that it should be considered to be present until proven otherwise. The practice nurse plays a vital role in encouraging the young person to seek specialist help, while providing some elements of care that can assist the young person in making any needed or wanted adjustments to be able to move forward. Additionally, with young people the risks from excessive computer gaming should not be overlooked. Health visitors, school nurses, midwives and other nursing colleagues will come into contact with young teenagers in a wide range of settings.

Health practitioners working with children between the ages of 10 and 16 need to be mindful that they have to be able answer yes to all the questions below:

1The child will understand the advice being offered

2The nurse cannot persuade the child to inform its parents or allow the nurse to inform the patents about the issue

3That the child is likely to begin or continue the activity with or without protection

4That without protection the child’s physical or mental health or both are likely to suffer

5That it is in the child’s best interest to provide advice, treatment or both without the parental consent.

Relapse prevention

The art of relapse prevention has been taken up by nurses, in particular mental health nurses, and now has to be part of the treatment package offered to all patients using a substance. Prochaska and DiClemente’s cycle of change,10 highlighted in Figure 1.1 in Chapter 1, shows that relapse prevention takes place in the maintenance phase. Successful relapse prevention requires a care package to be developed that enables the user to maintain his or her abstinence or reduced use and address the issues that lead to the substance misuse. Relapse occurs when the person moves from the maintenance or action phase back to the contemplation phase. A person may be in the relapse phase for a few minutes or many days. The role of any nurse at this point is to support the person back into the contemplation phase and assist him or her to move into the action phase.

For a relapse prevention package to be effective the nurse needs to address all elements of the biopsychosocial-physical needs of the patient. It is here that lateral thinking with the patient’s personal budget can be most effective. There is an argument that, for a patient to maintain abstinence, a new addiction or life issue needs to be addressed or introduced. The use of a personal budget can enable this to take place. The nurse needs to have a holistic approach to the provision of care and follow the patient through the process. Nurses are well placed to provide the clinical and social support people need in modern society to maintain a positive lifestyle. Alternatively, nurses working directly in the GP practice or health centre can maintain working contact with the service user and support him or her and the rest of the primary care team in maintaining the patient’s wellbeing.

An overview of the development of nurse prescribing and wider non-medical prescribing

History and background

This has been a fascinating and complex area of continual change over the past 20 years, resulting in opportunities and challenges for nurses to extend their role. It is recommended that any nurse interested in becoming a nurse prescriber or who is already prescribing should seek additional information.

In 1992, legislation changes enabled nurses to prescribe but were not implemented until 1998, and then restrictions were such that, after completing appropriate accredited training, nurses could only prescribe from a very basic, limited formulary.

The Crown Report of 1999 reviewed “prescribing, supply and administration of medicines” and since then there have been regular legal and policy changes. These have extended prescribing responsibilities to professionals allied to medicine who have received additional specialist training.

The founding principles of non-medical prescribing are to:

•Make more effective use of the skills and expertise of groups of professionals

•Improve patients’ access to treatment and advice

•Improve patient choice and convenience

•Contribute to more flexible team working across the NHS.11

Since 1999, training specifically related to prescribing of medicines has been included in all training for district nurses and health visitors. This is now integral to all district nurse and health visitor training, and for some practice nurses. Their prescribing status is noted on the professional register. Legislation changed on 4 April 2003 to enable nurses and pharmacists who had completed an approved programme of training and preparation to prescribe prescription-only medicines, pharmacy medicines and general sale list medicines. In 2004, the formulary was revised to include certain controlled drugs for which additional training was required. Now this has extended to include optometrists, physiotherapists, podiatrists and radiographers.

There are various terms and sets of competencies attached to types of prescribing by nurses, including 1) the Extended Nurse Formulary, 2) Patient Group Directions, 3) Supplementary and 4) Independent Nurse Prescribing. Nurses working in the field of substance misuse need to be familiar with these.

In 2015, The Nursing and Midwifery Council (NMC) recognised the advanced role of the independent prescriber within the revised code of conduct of nurses which states:

prescribe, advise on, or provide medicines or treatment, including repeat prescriptions (only if you are suitably qualified) if you have enough knowledge of that person’s health and are satisfied that the medicines or treatment serve that person’s health needs12.

Scope of practice

The UK Central Council for Nursing Midwifery and Health Visiting (now the NMC) defined the scope of nursing practice as:

The range of responsibilities which fall to individual nurses, midwives and health visitors … related to their personal experience and skill.13

Individual organisations or employers may require nurses to complete an ‘Intention to Prescribe’ document. Typically, this will detail the following clinical domains:

•medicine type (and BNF paragraph)

•evidence of competency such as training and work experience

•evidence of recent continuing professional development

•any local or nationally recognised guidelines or protocols

This document may then be presented to the local Medicines Management Committee, Non-Medical Prescribing Lead or equivalent for sign-off and then reviewed at least annually.

Supplementary prescribing

The Department of Health described supplementary prescribing as: “A voluntary partnership between an independent prescriber (a doctor or a dentist) and a supplementary prescriber, to implement an agreed patient-specific clinical management plan, with the patient’s agreement.”14

Supplementary prescribing is not restricted to specific medical conditions but to an agreed treatment plan for an individual patient. Legislation details the particulars to be contained in the clinical management plan and requires supplementary prescribers to have access to the patient’s medical records. The clinical management plan must be devised in agreement with the patient.

Independent prescribing

The former Nurse Prescribers’ Extended Formulary was discontinued in May 2006. The National Prescribing Centre (NPC) stated that: “qualified Nurse Independent Prescribers, formerly known as Extended Formulary Nurse Prescribers, can prescribe any medicine for any medical condition…[including] Schedule 2, 3, 4 and 5 Controlled Drugs”.15

Expanding prescribing rights to nurses seems to be a move in a sensible direction and changes to controlled drug legislation came into force on 23 April 2012. These changes affect nurse and pharmacist independent prescribers.

Amendments to the Misuse of Drugs Regulations were put before parliament on 30 March 2012 and came into effect on 23 April 2012. They concern nurse and pharmacist independent prescribing, and the mixing of controlled drugs.

The changes allow:

•Nurse independent prescribers to prescribe any schedule 2–5 controlled drug within their clinical competency, removing the previous limitations

•Pharmacist independent prescribers to prescribe any schedule 2–5 controlled drug within their clinical competency

•Nurse and pharmacist independent prescribers, and supplementary prescribers when within the terms of a clinical management plan, to mix schedule 2–5 controlled drugs for administration to a patient and provide written directions for others to do so

•Nurse and pharmacist independent prescribers to possess, supply, offer to supply, administer and give directions for the administration of any controlled drug specified in schedule 2–5

•Registered nurses and pharmacists to supply or offer to supply morphine or diamorphine under a PGD for the immediate and necessary treatment of a sick and injured person in any setting.

These changes do not apply to the prescribing of cocaine, diamorphine or dipipanone for the treatment of addiction (which is restricted to Home Office-licensed doctors).

Competency Framework for all Prescribers

A competency is a quality or characteristic of a person that is related to effective performance. Competencies can be described as a combination of knowledge, skills, motives and personal traits. If acquired and maintained, the prescribing competencies in this framework, will help healthcare professionals to be safe, effective prescribers who are able to support patients to get the best outcomes from their medicines.16

The framework in Figure 6.3 outlines the domains in which a nurse (any prescribing practitioner) has to be competent. They are:

•the consultation

•prescribing governance

Figure 6.3

Competency framework domains
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Source: Used with permission from the Royal Pharmacutical Society: A competency framework for all prescribers, 2016.

From a patient persepective, timely access to a competent practitioner is probably the most important priority.

To assist the prescriber there are a number of websites providing information, including updates and support for nurses:

•www.rpharms.com

•www.smmgp.org.uk/ – includes a NMP forum section – National Substance Misuse Non-Medical Prescribing Forum (NSMNMPF).

Accountability and professional responsibility

All nurses are accountable for their actions and must be able to provide clinical evidence for their actions. The NMC (2015) Code of Conduct17 states that nurses “must deliver care based on the best available evidence or best practice”. In the modern age, with technology and practice evolving rapidly, it can be difficult for nurses to keep abreast of the current practice. Any nurse working in the field of substance misuse needs to be sure that his or her practice is based on the ‘best available evidence’. This may not of necessity be the latest.

Independent nurse prescribers, whether operating within or outside the NHS, are clinically responsible and professionally accountable for the care of their patients and their own actions. Where a nurse is appropriately trained and qualified as an independent prescriber and prescribes as part of his or her nursing duties with the consent of the employer, the employer may also be held vicariously responsible for the nurse’s actions. The Department of Health’s 2004 guide to implementation of independent nurse prescribing advised all nurse prescribers to ensure that they have professional indemnity insurance for their prescribing activities,18 for example, through membership of a professional organisation or trade union.

Support for nurses

How can nurses protect themselves as nursing roles advances? Many nurses shy away from clinical supervision, fearful that it will lead to them into conflict with management. The contrary is the case. Nurses who undertake regular review of their own practice by engaging in reflection, critical examination and evaluation, as well as seeking peer review, will find that their practice improves, and management will be less likely to ‘be on their back’.

It is a sad fact that, as a Royal College of Nursing steward, one of the original authors has seen first-hand the problems that nurses bring upon themselves by failing to maintain their clinical knowledge. Equally nurses need to be mindful of modern technology. The social network sites like Facebook, Twitter or Instagram can easily lead nurses into trouble. Nurses should remember that while they may be putting something on Facebook to a friend it can almost instantly be bouncing around the globe and, somewhere along the line, a friend of a friend may be the friend of their manager. Using modern technology to access information is an excellent way of getting up-to-date information. However, nurses or indeed any clinician should never put patient information or even how their day at work was on social network sites.

As practitioner, nurses are in an exceptional position of being able to identify and support colleagues who find themselves facing difficulties with ‘substance’ misuse and/or mental health. Being able to provide a basic service to a colleague will assist him or her in their recovery pathway.

The RCGP provides nurses with a range of substance misuse-specific courses that address the risk issues nurses face within their clinical practice.


Conclusion

Nurses have been a major component of the alcohol and drug addiction workforce for the past 5 decades. Now nurses need to be able to address the wider problems of substance misuse. With an ageing population accessing drug and alcohol services1 often presenting with complex co-morbidities and social care needs.2 Nurses are well placed to take the lead in the care of the patient with a substance misuse problem.

The basic qualities of any nurse, that of empathy and kindness, form the foundation of any care plan being set out for a patient. Nurses should ensure that they maintain their professionalism in whatever situation they find themselves, whether at work or off duty. The NMC Code of Conduct requires all nurses to be mindful of their peers and to work as a member of the team, supporting colleagues and sharing their expertise.

Modern nursing covers a multitude of facets and ‘substance’ misuse is just one of them. No nurse is expected to be able to provide 100% of the care for a patient. However, nurses should be mindful of their requirement to be able to signpost patients to appropriate professionals, who can address the element of that patient’s care the nurse recognises require healthcare input.

Nurses are member of a multidisciplinary team that provides integrated care packages to the people of their community.



Further reading

Rassool GH. Alcohol and Drug Misuse: A Guide for Health and Social Care Professionals (2nd ed) Oxford: Routledge, 2017
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Exploring the role of pharmacy
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Introduction

This chapter aims to explore roles of pharmacy professionals, and in particular, community pharmacists who provide services for drug users. These roles go beyond simply dispensing opioid substitution therapies (OST) and needle syringe provision (NSP). Community pharmacies, like GPS, can provide brief interventions. Their more frequent contact with patients, however, lends itself to multiple staged interventions. Pharmacies are often a first point of contact and, therefore, have a key role to play in the signposting to other healthcare services. Pharmacists are also able to prescribe and effectively manage a range of healthcare issues, from minor ailments to chronic conditions. Pharmacies, like GPS, can be paid according to the type of care they provide, and pharmacy professionals are able to develop special interest areas to provide local pharmaceutical services to specific populations of patients. The challenge for community pharmacy is the re-engineering of everyday practice to incorporate the many elements of the extended role against a background of increasing prescription volumes and patient expectation.1

This chapter has a mainly UK focus in terms of the law, regulations and examples.

Pharmacy and the management of drug users

Pharmacists are able to delegate some tasks to the wider pharmacy team, which in community pharmacy typically includes pharmacy technicians (who are registered healthcare professionals in their own right), as well as dispensing and/or counter assistants.

UK clinical guidelines2 highlight the role of pharmacy professionals, particularly noting the importance that pharmacists can have in the care and treatment of people who have problems with substances. Traditionally, the dispensing and selling of medicines has dominated the role of community pharmacy, and for people who use drugs, their role has included dispensing OST prescriptions, providing NSP and health promotion literature. Research suggests that up to 75% of community pharmacists are involved in the provision of pharmacotherapies, such as methadone and buprenorphine for opioid-dependent patients.3,4 In more recent years, the pharmacy team has expanded on their more traditional roles to include the management of a wider range of health issues relating to problem substance misuse. This is because they have multiple opportunities for the delivery of extended healthcare due to their frequent (often daily) contact with drug users. However, one of the challenges they face is that this contact, although frequent, is not always very long.

Pharmacists are trained to take a holistic approach when dealing with patients. They are in a position to respond to requests for medications which can be sold over the counter (without a prescription), as well as providing any necessary advice. They are also in a prime position to signpost to alternative sources of help and advice, including the GP, dentist, A&E department and specialist drug treatment service. Additionally, because they are situated in the community and have contact with people when they are well, as well as when they are ill, they have the opportunity to follow up and due to their accessibility (including no need to make an appointment), they may therefore be a valuable initial contact point when a relapse occurs.

In practice, people with chronic long-term disorders probably have as good a relationship with their local pharmacy, as they do with their GP. The extent to which pharmacists can effectively intervene in patient care, however, even to alter or suggest alterations to treatment regimens, is limited by lack of access to patients’ medical records, and access to the details of patients’ involvement with other relevant agencies. Pharmacists may, therefore, be limited in their ability to recognise events and conditions that require referral to or from other agencies or treatment providers. However, even considering these potential barriers, there is ongoing innovative practice. Often, the success of extending the role of pharmacy depends upon having sufficient resources, a proactive approach, good communication and appropriate training.

The rest of this chapter will consider a number of innovative ways in which community pharmacy’s input into the management of substance misuse can be optimised.

Areas of healthcare where pharmacy can have an impact

Selling and dispensing of medication

Some medicines may be sold from a pharmacy without a prescription, under the supervision of the Responsible Pharmacist. When providing such services, the pharmacy team undertake appropriate assessments to reduce the risk of diversion, and to minimise the risk of adverse events such as drug interactions between medication that is sold and/or prescribed and illicit substances.

Management of minor ailments schemes

Minor ailment schemes have been operational for many years. Within a robust clinical governance framework, they allow pharmacists to supply selected medication over the counter for self-limiting conditions for free, in specified circumstances. Such services have demonstrated that community pharmacists can help to shift the management of minor ailments from the care of the GP to the community pharmacy and hence reduce the GP’S workload.5

As with any other patient, pharmacists can provide medication that may be needed by people on OST and/or accessing NSP, as they may also experience concurrent self-limiting diseases or minor ailments. Research indicates that people who are prescribed OST want help for primary healthcare problems such as headache (17%) and constipation (22%),6 and that 24% have suffered from a cold, 56% from headache and 23% from indigestion in the previous three months.7 It would therefore be beneficial for such conditions to be clinically and cost-effectively treated by the pharmacist supplying the OST, rather than that the person seeking such medication elsewhere, where an alternative supplier may not be aware of the patient’s medication history for example.

Research indicates, however, that people who are prescribed OST may be refused over the counter treatment for self-limiting conditions such as coughs, colds, headaches or sleep disturbances because it is assumed that their requests for antihistamines, decongestants or analgesics are not genuine.5,8 It is therefore essential that patients who are receiving support for substance misuse are not inappropriately excluded from such developments and it is important to remember that requests for the supply of medicines to treat such conditions may be genuine rather than a ploy to obtain substances which in some cases may be misused. This also highlights the need for minor ailment schemes to be set up in collaboration with the local drug treatment service.

Prevention of overdose

Accidental overdose is a risk for drug users and a common occurrence: in England and Wales in 2018, drug related deaths were the highest since records began9. Most drug users have witnessed overdose in a friend, family member or drug-using peer. The National Treatment Agency and the Department of Health have responded to the Advisory Council on the Misuse of Drugs (ACMD) report on drug-related deaths in many ways.10 Pharmacists can support these endeavours, for example by providing information and harm reduction advice to those receiving OST and accessing NSP, such as overdose awareness and management, including the risks associated with polypharmacy, ‘on-top use’, injecting and using substances after a period of abstinence.

It is also important to ensure that all medicines, illicit substances and associated paraphernalia are stored safely so that accidental poisoning of children and vulnerable adults is prevented. The provision of both oral and written advice/information by pharmacies can be helpful in reinforcing safety messages, as can the addition of special warning labels on dispensed OST containers. The local substance misuse treatment service should provide free lockable storage boxes, which may also be stocked by pharmacies.

Naloxone reverses the effects of opioids such as heroin, this includes respiratory depression, which can be fatal in the case of opioid overdose. For many years, the importance of having availability widened so that more people have access to this life saving medication has been highlighted11,12. Currently in the UK, naloxone in both injectable and intranasal form, can be provided for people to ‘take home’ with them, and without the need for a prescription, by organisations who provide services to people accessing help and support for substance misuse, as well as their friends, family members and others who may respond to cases of overdose, such as hostel staff and the police. Pharmacists can have a key role to play in ensuring that the correct supply mechanisms are in place to support adequate naloxone provision, as well as supplying to individuals directly and providing training and education in how to use naloxone.

Nutrition

Drug users may not eat a balanced diet and may often miss out on meals and consume high levels of sugary foods.14,15 Concurrent alcohol dependency can increase their risks of developing nutritional deficiencies, including anaemia. Pharmacists can provide advice on healthy eating and may refer patients to a prescriber or a dietician for the provision of prescribed vitamin supplementation or advice on nutritional products.

Drug users may ask for dietary supplements, such as high-calorie drinks. There is no empirical evidence to guide the clinician in either prescribing or selling these products, and they are probably best avoided except in the most nutritionally deprived individuals. Even in the homeless population, in otherwise healthy, non-debilitated individuals, dietary supplements are not advocated unless there is a specific clinical indication as they are no substitute for a balanced diet.16 Community pharmacists should have access to a pathway for referring to specialist local dietetic services when needed.

Constipation

One of the most common and uncomfortable adverse effects of opioids (prescribed or otherwise) is constipation. Research indicates that 45% of people prescribed OST report this problem and 22% would like help for it.6,7 Unlike some of the opioid effects, tolerance to this side-effect does not always occur, and given the increased likelihood of constipation occurring in older age, asking patients about their bowel habits could be something routinely undertaken by the pharmacy, regardless of how long the person has been taking opioids. Patients should be told early on in treatment that constipation is likely to be a problem. To reduce the risk of occurrence, pharmacists can proactively highlight where this may be more likely to occur due to additive constipating side-effects which may occur with other medicines, such as anticholinergics. Dietary advice (such as ensuring adequate fibre intake) and laxative treatment where appropriate can also be provided by the pharmacy team. Laxatives that work by softening stools will be more helpful than those that act on muscle tone. Bulking laxatives are not usually recommended as they can lead to bowel impaction in combination with reduced bowel tone caused by opioids.

Sleep problems

Psychoactive substances and/or discontinuation of them can interfere with sleep patterns. The most common causes include stimulants such as caffeine, cocaine/crack and amphetamines. They can interfere with normal sleep, especially following a reduction of dose, such as during detoxification. Sleep disturbance after detoxification can be a major contributor to relapse and is a major feature of benzodiazepine withdrawal. Although the prescribing of medication to aid sleep may be inappropriate for some drug users, especially long term, advice on sleep hygiene (such as avoiding stimulants close to bedtime) and the use of sleep diaries are all useful interventions that can be provided by pharmacists.

Sweating

Spontaneous sweating is a common long-term problem in methadone patients with 70% reporting suffering it in the last three months;7 histamine release may be a partial cause of this phenomenon.17 Sweating can be severe and is often present in the absence of other histamine-related effects, which suggests that other mechanisms may be involved. Whereas sedating antihistamines may be helpful in both inducing sleep and in countering the sweating caused by histamine release, they can cause sedation and are known to potentiate the effects of methadone and other opioids, so have been specifically sought by drug users for this purpose and therefore should be avoided.18 In addition antihistamines can be associated with QTC prolongation which can also occur with methadone, (and particularly at higher doses), highlighting the need for this combination to be avoided. Pharmacists have a role in identifying and providing advice on the management of such drug interactions and practical advice for managing sweating, especially since excessive sweating can be a cause of severe distress to patients. It can be more common for those on high doses of opioids such as methadone. Wearing loose cotton clothing, avoiding coffee and strong tea or soft drinks that contain high amounts of caffeine, and cold baths can sometimes be helpful. Taking doses early in the day rather than later may also be helpful in reducing night sweats.

Smoking cessation

A high proportion of drug users smoke. Studies of people prescribed OST indicate that more than 90% of the patients smoked cigarettes and many others also smoked cannabis.19,20 Research has indicated that many patients receiving OST are interested in quitting smoking21 and are interested in smoking cessation services being offered in treatment programmes.

Community pharmacists have been shown to be effective in enhancing smoking cessation22 and are knowledgeable about smoking cessation products. Therefore, pharmacists should work in collaboration with their local smoking cessation and drug treatment services to help optimise access to help and support for this. It may, however, be inappropriate to promote smoking cessation as a high-priority goal at a time when the person has many other more immediate problems to deal with. For example, it may be more appropriate to discuss smoking cessation options once a successful drug detoxification has been completed, or once the client is stabilised on their dose of OST. There is evidence that suggests that addressing smoking does not have an adverse effect on recovery from alcohol or other drug dependence.23,24 It is important not to minimise significant health gains from cessation of smoking, highlighting an opportunity for intervention by the pharmacy team on this issue.

Blood borne viruses

The incidence of blood borne viruses such as HI, hepatitis B and C, among injecting drug users is of concern, as the viruses can be transmitted through the sharing of contaminated drug-taking paraphernalia, such as injecting equipment. Co-infection with hepatitis A may lead to serious consequences for those who already have liver damage. Whereas no vaccination is available against hepatitis C, both hepatitis A and B are preventable conditions and HIV can also be managed with improving medical developments.

Pharmacists can give practical advice about how to minimise the spread of blood borne viruses in order to reduce the risk of infection. Vaccination against hepatitis A and B is possible for those not already infected and pharmacists may have a role in providing such vaccinations. They can also provide advice and support to ensuring that the correct supply mechanisms are in place to enable adequate vaccination provision, as well as providing education and training in their use. Many people who use substances have not been vaccinated or are aware of their blood borne virus status. Pharmacists should be encouraged to ask whether the person has ever been tested and/or vaccinated and make the appropriate referral for testing and immunisation. If the pharmacy has adequate consulting room space, it may be possible to allow the room to be used for a nurse- or pharmacist-based vaccination facility using patient group directions25,26. Furthermore, research indicates a role for blood borne virus testing in the community, and community pharmacy may be an excellent location for this as such pilot services have demonstrated feasibility and acceptability27 Pharmacists can also play an important role in encouraging or supporting clients to seek treatment for hepatitis C and HIV and may also offer provision of the medication used to treat these conditions.

Dental health

Community pharmacies are able to identify dental problems when the user enquires about over-the-counter remedies and can encourage the person to seek dental treatment and in some cases, also make direct referrals for drug users to NHS dental care.28,29

Research has shown that drug users suffer numerous problems with their teeth yet they often have trouble accessing dental care owing to fear of pain, fear of stigmatisation, previous bad experiences and cost of treatment.28,30 Dental problems may result as a consequence of drug use, for example bruxism caused by stimulant use, or as a result of a lifestyle that is often associated with problematic substance misuse, or from eating high-calorific sugary foods, or having poor general diet, bad dental hygiene and poor access to health care when problems arise, such as dental abscesses or cavities31. Furthermore, opioids may mask dental pain, something that becomes apparent only when the patient stops using opioids for whatever reason. Methadone is often cited as a cause of dental problems and the pharmacy may receive requests for sugar-free methadone solution. Methadone solution has the potential to provide an environment in which tooth decay occurs, as the solution is acidic and has high sugar content, and because opioids reduce saliva flow, a risk factor for dental decay. However, both sugar-free and sugar-based solutions of methadone are acidic, can cause erosion of dentine and reduce saliva.

It is important that patients are aware that they need to practise good dental hygiene whichever formulation they are taking. Giving the advice to suck the methadone solution through a straw and to rinse the mouth with plenty of water after the dose is swallowed, or to chew sugar-free gum, can all minimise the risks of tooth decay. Other problems may be associated with the use of sugar-free formulations, not the least being the ease with which it can be injected, and that some of the sweetening agents used in sugar-free preparations have laxative effects. The latter can be severe where large doses result in a considerable volume of mixture being consumed daily. The community pharmacy team are able to raise awareness of dental hygiene issues and provide products such as toothpastes and toothbrushes which can be used to support individuals with this.

Children of problem drug users

It is important that pharmacists, like all professionals who work with the drug-using population, recognise that the wellbeing of children is of paramount importance and overrides the duty of confidentiality to their parents or other patients. The Advisory Council on the Misuse of Drugs in their report, Hidden Harm,32 considered the particular problems faced by the children of drug users. Although the role of pharmacists was not specifically mentioned in the report, there are nevertheless a number of ways in which pharmacists could assist both the parents and their children. These include:

•Contributing positively to the stabilisation of the parent’s drug use through the provision of OST and NSP

•Alerting the GP/prescriber of OST when the patient is not well or is behaving abnormally

•Asking about the home situation

•Observing the condition of any children brought into the pharmacy

•Advising that children are registered with a GP

•Advising on safe storage of medicines, illicit substances and associated paraphernalia

•Providing contraception advice

•Providing advice on blood borne virus testing and immunisation for both parent and children

•Ensuring suitability of medication which is dispensed or sold

•Referring pregnant drug users to antenatal services

•Monitoring of pregnant drug users.

Pharmacists should receive appropriate training and report childcare concerns to GPS, social workers or substance misuse services, or in exceptional cases directly to the police in line with local protocols.

Delivering services to drug users

Pharmacists are remunerated for providing OST and NSP. They can also be commissioned to deliver brief interventions as well as other services as outlined earlier in this chapter and as part of a ‘shared care’ delivery treatment model.33 It is essential that such services and interventions are developed in collaboration with key stakeholders.

The privacy and dignity of people who need support and advice must also be ensured and a suitable environment is essential to enable such discussions. Pharmacies should have a private consultation room to enable this to take place. Additionally, it is essential that pharmacists ensure that they have optimum levels of security to protect themselves, their staff and the premises. Pharmacists should also check whether their indemnity insurance covers the provision of all services that they offer.

Patient group directions

A patient group direction (PGD) is a written direction relating to the supply and administration, or administration only, of a prescription-only medicine to persons generally (subject to specified exclusions). Over recent years pharmacists have demonstrated their ability to supply prescription-only medicines under such directions, for example for the supply of emergency hormonal contraception.34 In the context of substance misuse, pharmacists may be involved in the writing of PGDS and delivery of services using them, for example for vaccinations for hepatitis A and B or antibiotics for injection-site infections.

Medication reviews

Pharmacists can undertake targeted medicines reviews for individuals and there is no reason why consideration should not be given to providing this for people who are prescribed OST. Some of these patients may be receiving concurrent medications that interact with the OST or they may develop problems that necessitate the administration of additional medications or the pharmacist may be able to advise on how polypharmacy can be minimised, and medication can be optimised. In such cases, for instance patients receiving medication to treat HIV, tuberculosis, epilepsy, hepatitis C or liver disease, it is important to monitor the patient to reduce the possibility of adverse drug reactions. Furthermore, there is evidence of an ageing OST treatment population, who are likely being prescribed medications for cardiovascular and other age-related conditions.35,36

Pharmacist prescribing

In 2006, legislation was introduced in the UK to allow appropriately qualified pharmacists to act as prescribers. Since 2012, they have been able to prescribe controlled drugs independently and in 2019, became able to train others to become prescribers37. One of the areas where pharmacists have made a significant contribution as prescribers is in the management of substance misuse. In practice, the importance of pharmacists working in teams with other professionals including doctors and nurses remains. Many drug treatment services now use independent/non-medical prescribers (IP/NMPS) to lead the prescribing, especially in cases which may be perceived as more ‘routine’, enabling medical prescribers to focus on the more clinically complex, and therefore using resources cost-effectively. The unique contribution that pharmacists can make is in the management of cases where pharmacotherapy presents a particular challenge. Examples include where the use of over the counter or prescribed medicines is a notable issue, managing drug interactions, adverse effects and liaising with other healthcare teams that may be involved in the person’s care, e.g. HIV clinicians, neurologists or psychiatrists.

Computer-generated prescriptions and electronic record keeping

The introduction of computer-generated prescriptions and record keeping for controlled drugs and the electronic transfer of prescriptions should release time to allow the pharmacy team to take an even more proactive clinical role in the care of all patients, including those who need help and support with the use of substances. Pharmacists can also correct minor technical errors on prescriptions for controlled drugs without having to return the prescription to the prescriber. For example, the pharmacist can add the total quantity in words or figures when one or the other is missing.

Extending the role of pharmacy professionals

Pharmacy professionals with particular expertise in substance misuse can provide valuable support and information to local treatment services. As a consequence, increasingly, specialist roles for pharmacy professions are being created within such services. As well as advising about dose optimisation, providing education and training, pharmacists will often absorb responsibility for the use of controlled drugs and stationary (e.g. prescriptions), Home Office licences, prescribing analyses, managing incidents and supply shortages, implementing audits and producing documents such as prescribing guidelines and managing formulary requests. They can also support the delivery of innovative services such as supervised consumption in different settings and drug checking of substances38.

What is needed to facilitate these developments? In the first place, a willingness and acceptance of these roles among the pharmacy profession is essential. Appropriate levels of competence and training must be put in place to enable the whole pharmacy team to achieve and maintain them. Evidence exists that some pharmacy staff are keen to be involved in these services, although many have negative attitudes,39 and such attitudes can jeopardise new services.

Pharmacies should be proactive in forming partnerships with local drug treatment service providers. In its report on the commissioning and management of community drug treatment services for adults, the Audit Commission (UK) reported that pharmacists can play an important role in the management of substance misuse, but noted that research has shown that many are an underused point of contact and would benefit from a closer working relationship with prescribing services.40 The only way those services can become more aware of the important role that pharmacists have in the treatment and care of drug users is if the pharmacists themselves take the initiative and contact services with a description of what they can offer.
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Introduction

Whilst Chapter 9 describes the practical treatment in the management of opioid addiction, this chapter deals with more general issues around opioid treatment, including the evidence-base for the various options. An awareness of the reasoning behind each treatment promotes effective practice. There is, however, a lack of sound evidence on which to base some of our prescribing decisions. Even where a body of evidence exists, it seldom includes primary care patients or practitioners as part of the research methodology.

Prevalence of opioid users in general practice

The number of high-risk illicit opioid users in the UK is generally estimated at just over 340,000,1 and over 50% of GPS will have seen a known heroin user in the past month. The number of patients using illicit drugs registered with a practice varies with location and with the interest that practice has in working with this population. It would be unusual for a practice to have heroin users comprise more than 1–2% of its registered list. Equally, it would be unusual for a practice to have none, such is the ubiquitous nature of this problem.

Opioid treatment options

There are a variety of treatment options available for treating opioid dependency, both in the pharmaceutical agents available and the regimes used. (see Table 8.1).

The treatment of opioid dependency has often been subjected to political imperative, and the drug strategies in many countries are rarely devised purely on the evidence base. It is only by having an understanding of all the treatment options, and the evidence that underpins these, that a clinician can work with the individual patient to decide on an appropriate management for him or her.

Methadone is the best-known treatment used as opioid substitution therapy. It is a synthetic opioid and was originally synthesised in Germany as a substitute for morphine when supplies of this became unobtainable during the Second World War. It is a full agonist in terms of its activity on the opioid receptors in the brain. There are many decades of research and evaluation of methadone and its use in treating opioid dependency, and it has been described as the most researched medication in the world. Where correctly implemented, it is a treatment that has been shown to produce remarkable improvements in patients who have been highly dysfunctional as a consequence of their heroin use. Where treatment is provided for a long period, there are improvements in not just physical and mental health, but also social functioning, allowing patients to resume what would be recognised as a normal life by non-opioid users.

Before the work of Dole and Nyswander in 1965 looking at methadone as a long-term maintenance therapy,2 it was previously used as a detoxification agent to facilitate withdrawal from heroin. The evidence base garnered since the 1960s informed previous drug strategies to promote long-term maintenance. However, the 2010 drug strategy3 shifted the emphasis to ‘recovery’ and, despite the fact that this makes it clear that this is an individually defined concept, there is some ideological pressure that this should be categorised as abstinence from both illicit and prescribed medication. This may be achievable for some, but the evidence base still provides ample justification for the use of long-term opioid substitution therapy for those who are not yet ready or able to become abstinent.

Table 8.1

Summary of treatment options for opioid dependence








	Stage of treatment

	Options






	Withdrawal/detoxification

	The opioid-dependent individual is taken off the drug, either abruptly or gradually, so as to eliminate physical dependence with the minimum of discomfort from withdrawal. Detoxification alone cannot be expected to achieve long-term abstinence and it is best considered as either a precursor to treatment or a bridging gap between maintenance and relapse prevention.

Options available include tapered doses of methadone or buprenorphine, or an α2-adrenergic agonist, such as lofexidine. Other medications are antiemetics for nausea and vomiting, antidiarrheals, and analgesics for muscle cramps.




	Maintenance

	There is a wealth of evidence for the effectiveness of high-dose methadone or buprenorphine in combination with psychosocial support in a number of outcomes.




	Relapse prevention

	Naltrexone treatment is a useful adjunct to other psychosocial interventions to prevent relapse.






Buprenorphine is another man-made opioid, first synthesised in the 1960s. It differs from methadone in its effects, as it is only a partial agonist of the opioid receptors. Numerous preparations of buprenorphine have been developed and are licensed for use in the management of opioid dependency, including sublingual tablets, dissolving oral films and long-acting injectable forms of the drug. There is a growing body of evidence for its use, both in long-term substitution therapy and detoxification. Both buprenorphine and methadone have been the subject of National Institute for Health and Clinical Excellence (NICE) technical appraisals.4

Buprenorphine is also available in a combined preparation with naloxone. Naloxone is a short-acting opiate antagonist that is inactive if taken sublingually. However, if injected or snorted, it has the effect of blocking the effect of the buprenorphine. This has led to its use where diversion and illicit use of buprenorphine can be a problem, such as in prison settings. Naloxone is not only used in combination with buprenorphine as an opioid substitution therapy, it can also be used alone in emergency situations to reverse the effects of opioid overdose. Many substance misuse services within the UK now issue ‘take-home naloxone’ packs to service users so that they have access to this life-saving drug.

Lofexidine is an α2-adrenergic agent licensed for use in opioid detoxification. It is a non-opiate and used to reduce the severity of withdrawal symptoms. It may also be used in combination with other common medications for symptomatic relief, such as anti-diarrheals, anti-emetics and non-opioid analgesics.

Naltrexone is a long-acting opiate antagonist that, taken orally once a day, produces opioid receptor blockade, thus preventing any effects of opioid use. It can therefore be of use in well-motivated patients after detoxification as an aid to relapse prevention.

Opioid withdrawal/detoxification

Detoxification should be seen as a brief (although an important), technical step between maintenance and relapse prevention in the treatment of opiate addiction, and not as a treatment for dependence by itself. The main objectives of opiate detoxification treatment are to;

•Relieve the symptoms of withdrawal experienced when the patient discontinues use of opiates

•Ensure patients complete the detoxification process without experiencing adverse effects.

As opposed to focussing on long-term abstinence from opiates as an effective outcome of detoxification, the criteria for assessing effectiveness of detoxification programmes focus on rates of completion, severity of withdrawal symptoms experienced, and medical complications.5 The duration of detoxification programmes will vary according to the individual patient, generally lasting approximately 28-days as an inpatient, or up to 12-weeks as an outpatient.6 The three main pharmacotherapies used in detoxification are methadone, buprenorphine and α2-adrenergic agonists, and each have been evaluated by high quality Cochrane systematic reviews.7-9

Methadone at gradually tapering doses

Methadone detoxification typically involves doses of methadone being reduced at a rate which will result in zero in around 12 weeks. Generally, this is a reduction of around 5 mg every one or two weeks. A systematic review of 23 trials involving 2,467 participants found evidence to suggest that methadone at tapered doses is an effective opiate detoxification treatment; there were significantly less severe withdrawal symptoms experienced by and treatment completers among the participants receiving methadone detoxification compared with placebo medication.7

The results of the review also indicated that the main medications used in detoxification treatment are comparable in their efficacy. For example, when comparing tapered doses of methadone to any other pharmacological detoxification treatment (including buprenorphine and α2-adrenergic agonists), there were no significant differences in treatment completion nor the proportion of participants abstinent from opiates at follow-up. Whilst the results pertaining to withdrawal severity and adverse events could not be pooled, the results of the review indicated that there were similarly no differences between the two groups in severity of withdrawal symptoms experienced or adverse events.

Buprenorphine for treatment of withdrawal

Buprenorphine doses can be reduced initially by 2 mg every two weeks or so, with final reductions being around 400 micrograms. It has been reported that patients are able to reduce buprenorphine doses more quickly than methadone. A systematic review conducted by Gowing et al. specifically compared the efficacy of buprenorphine against methadone and α2-adrenergic agonists in opiate detoxification.9 The resulting meta-analyses of the randomised controlled trials reviewed highlighted that both methadone and buprenorphine had similar efficacy with regards to those completing the detoxification treatment as planned. Whilst meta-analyses of the results pertaining to intensity of withdrawals and adverse events was not possible, the results of the individual randomised trials were indicative of buprenorphine and methadone being comparable in helping to supress withdrawal symptoms in the absence of adverse events.

Compared with α2-adrenergic agonists (i.e. clonidine and lofexidine), buprenorphine was superior in supressing withdrawal symptoms during detoxification treatment, retaining participants in treatment for longer and leading participants to complete the detoxification treatment as intended. Whilst there were no significant differences between buprenorphine and α2-adrenergic agonists with regards to adverse events, drop-out from treatment due to adverse events was more likely in patients treated with the α2-adrenergic agonist clonidine.

α2-adrenergic agonists

Numerous randomised controlled trials have been conducted exploring the use of the α2-adrenergic agonists clonidine and lofexidine in the detoxification of opiate dependent individuals. A systematic review of the trials evaluating the efficacy of α2-adrenergic agonists as a detoxification treatment found that they appear to be an effective medication for opioid detoxification, as significantly more participants administered α2-adrenergic agonists experienced supressed severe withdrawal symptoms and completed treatment as intended than their counterparts administered placebo medication.8

The authors of the review additionally found that when comparing α2-adrenergic agonists to tapering doses of methadone, there were no significant differences between the two types of medication in the suppression of withdrawal symptoms nor treatment completion, but the duration of treatment was longer when using methadone. However, it was found that hypotensive and other adverse events were more likely to occur when using α2-adrenergic agonists to detoxify patients than compared with methadone.

In terms of the different α2-adrenergic agonists used in opiate detoxification treatment (i.e. clonidine and lofexidine), the review found evidence to suggest that lofexidine has a better safety profile than clonidine with regards to its impact on blood pressure. Due to this greater side effect profile of clonidine, its use in routine detoxification is not recommended; instead, only lofexidine is recommended for use.6,10 With regards to treatment regimens for lofexidine, the programme is usually between 7–10 days, with doses starting at 800 micrograms daily and rising to a maximum of 2.4 mg in divided doses. The dose is then reduced over subsequent days.

What to choose for detoxification?

Given their comparable efficacy as opiate detoxification treatments, NICE guidelines10 and the most current substance misuse guidelines6 recommend that methadone and buprenorphine should be offered to patients as first-line treatments in opioid detoxification. Clinicians should take into account the following considerations when making the decision as whether to use methadone or buprenorphine in detoxification treatment;

•If the patient has been prescribed methadone or buprenorphine as maintenance treatment prior to detoxification. If this is the case, the patient’s detoxification treatment should use the same medication as what they have been stabilised on

•Does the patient have a preference as to which medication they would like to use in their detoxification treatment?

There are also a number of scenarios in which a clinician may decide that it would be more appropriate to utilise the α2-adrenergic agonist lofexidine as opposed to methadone or buprenorphine in detoxification treatment.11 Such scenarios include;

•In patients who have expressed a desire for a very short detoxification treatment duration

•In cases where there is mild or uncertain dependency on opioids

•Where patients have made an informed and clinically appropriate decision not to use either methadone or buprenorphine.

Regardless of which medication is chosen, psychosocial treatments should be provided alongside the formal pharmacological detoxification treatment. This is because there is increasing evidence to suggest that the addition of psychosocial interventions to pharmacological detoxification programmes can help to reduce the number of patients dropping out of detoxification treatment and in the suppression of illicit opioids both during treatment and at follow-up.12

Maintenance treatment for opioid dependence

The objectives of maintenance treatment are to:

•Suppress signs and symptoms of opioid withdrawal

•Extinguish opioid drug craving

•Block the reinforcing effects of illicit opioid ‘blockade’.

Methadone maintenance

There are a number of treatment options available for maintenance treatment. The use of methadone is the most researched treatment for heroin dependence, was the first widely used opioid replacement therapy designed to treat heroin dependence and is used in many countries. There are Cochrane reviews comparing the effectiveness of methadone maintenance therapy with no opioid replacement therapy, the most recent published in 2009.13

Numerous randomised controlled studies, several with double-blind placebo designs, clearly demonstrate that long-term treatment with methadone is an effective treatment for opioid dependence, as not only has it been found to help retain individuals in treatment programmes, it also been shown to help reduce illicit opioid use.13 Additionally, results from observational cohort studies have evidenced that methadone maintenance treatment can have wider benefits with regards to reduced mortality,14,15 reduced risk of acquiring blood borne viruses such as HIV and hepatitis C,16,17 and reduced participation in criminal activity.18,19

Studies of the effectiveness of methadone maintenance programmes, however, vary widely in terms of the nature and quantity of psychosocial support delivered in addition to the medication. Nevertheless, in broad terms, the prescribing of opioid substitution therapy with good-quality psychosocial interventions is superior to just a prescription, although this on its own is of some benefit.

Adequate dose methadone

Although the original work by Dole and Nyswander2 recognised the need for adequate dosing in opiate substitution therapy, it is only over recent decades that this has been a key component of UK treatment regimes. Flexible dosing determined by the individual patient, not only reduces the increased mortality and morbidity in this group, but it also reduces the amount of illicit opioids used.

Over the years there have been many clinical trials comparing various doses of methadone for maintenance treatment. The results of these trials have consistently reported that patients receiving a higher dose of methadone exhibit better outcomes with regards to retention in treatment and illicit opioid use compared with those given lower doses of the drug.20-22 These studies have demonstrated that an adequate dose of methadone is typically 60–100 mg/ml. Many methadone maintenance treatment programmes, however, prescribe low dosages of methadone for political, psychological, philosophical or moral reasons.

Another point of disagreement amongst prescribers is the use of dosages of over 100 mg/day. A review of methadone dosages strongly suggests that methadone dosages higher than, and sometimes greatly higher than, 100 mg/day may be beneficial in some patients; for instance, those that continue to use illicit opiates despite being prescribed methadone in the adequate dosing range.21 Current guidance to treatment providers emphasise the greater benefits associated with daily methadone doses of 60–120 mg (and higher doses in exceptional cases).6

For GPS, there has always been an anxiety about increasing doses of methadone and many GPS have placed an arbitrary ceiling of 40–60 mg/day. Methadone maintenance treatment is a worthless exercise if individuals, who need high doses of methadone to keep away from crime and illicit drugs, are denied this because of a general unwillingness to prescribe over a certain amount. This does not mean indiscriminately placing a patient on high starting doses of methadone. The dose increase should be incremental and safeguards such as supervised ingestion and daily dispensing should reduce the fear of diversion.

In a primary care setting, there may be anxiety about higher doses of methadone relating to worries about diversion and also evidence regarding prolongation of the QT interval in patients, particularly those on high doses of methadone.23-25 However, there is a positive correlation between a higher prescribed dose and a reduction in the use of ‘on top heroin’ (see Figure 8.1). While higher doses should be provided for those who need them in terms of helping to reduce on-top heroin use and/or stopping criminal behaviour, it is still important that doses are increased incrementally and that the use of supervised consumption and daily dispensing are employed to reduce the risk of diversion.

Figure 8.1

Illicit heroin use and methadone dose
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While it has been shown that methadone does prolong the QT interval, especially at higher doses, there have been no recorded fatalities from Torsades de Pointes in the UK in this treatment population. Current guidelines do suggest that clinicians prescribing methadone to patients carefully monitor those already at risk of QT prolongation, such as those with heart or liver disease, electrolyte abnormalities, concomitant treatment with CYP 3A4 inhibitors and those prescribed medicines with the potential to cause QT interval prolongation.6,25 Additionally, these guidelines also advocate careful monitoring of patients prescribed over 100 mg of methadone per day in light of the evidence suggesting that higher doses of methadone pose a greater risk of developing the condition.

Although overall the evidence suggests higher doses of methadone leads to better patient outcomes, there is no consensus on ceiling dose. Individuals vary in their metabolism and so-called ‘fast metabolisers’ may require higher doses. Some commonly prescribed medications enhance methadone metabolism. At very high doses it is advisable that the primary care practitioner works closely with the specialist service that may have the facilities to admit patients for dose titration. Therapeutic plasma level monitoring may provide additional guidance, though this form of monitoring is rarely used and impractical in those patients with poor venous access.

Methadone tablets

UK guidelines pertaining to the treatment of drug dependence advise that methadone tablets should not normally be prescribed as a form of opioid substitution therapy given their liability to be abused by being crushed and injected.6 Methadone tablets are only licenced as an analgesic for the clinical management of pain. There are, however, some exceptional circumstances that the guidelines do acknowledge tablets may be used for in the treatment of opioid dependency, specifically the following; to reduce nausea and vomiting during pregnancy, to reduce nausea when also in receipt of chemotherapy, during holidays abroad, and where there is adequate evidence of intolerance to methadone solution. Only clinicians with the appropriate competencies and experience should prescribe methadone tablets in these circumstances.

Buprenorphine for opioid maintenance

There is a growing body of evidence for buprenorphine for maintenance treatment of opioid dependence and buprenorphine should now be considered a well-researched, evidence-based addition to the range of pharmacological maintenance treatments. The goals of treatment are the same as those of methadone maintenance treatment: the reduction of illicit drug use and the associated risks and harms.

The effectiveness of buprenorphine maintenance treatment has been examined in a Cochrane review.26 The authors of this review found that low, moderate and high fixed doses of buprenorphine were superior to placebo medication in retaining participants in treatment. With regards to illicit opioid use, the review demonstrated that only high fixed doses were superior to placebo in supressing illicit opioid use. As with methadone maintenance, there is also evidence that buprenorphine maintenance has wider benefits with regards to reduced mortality27 and crime levels.28

In order to reduce the potential for precipitated withdrawal, it is advisable to delay the first dose of buprenorphine until the patient is experiencing features of opioid withdrawal (this typically means at least six to twelve hours after last heroin use, or 24–48 hours after last methadone use). A cautious approach to buprenorphine initiation usually involves starting the patient on a low dose of 4 mg on day one, then 8–16 mg on day two and thereafter according to clinical response. Daily increases of up to 4–8 mg/day are possible up to a maximum dose of 32 mg/day.

Transition to buprenorphine from heroin or low-dose methadone (30 mg or below) can usually be accomplished with minimum complications, although restlessness, insomnia and diarrhoea are commonly reported in the first one to three days. Some patients experience problems for up to two weeks.

Patients wishing to transfer from higher-dose methadone (over 30 mg) straight onto buprenorphine risk precipitated withdrawal. This can occur one to three hours after the first buprenorphine dose, peaking in severity over three to six hours and then gradually subsiding. Lofexidine can be used to alleviate symptoms. Induction from methadone doses over 30 mg should, ideally, be undertaken only in specialist settings by a clinician with the relevant experience.

The UK clinical guidelines for substance misuse suggest that effective buprenorphine maintenance treatment typically involves dosing in the region of 12–16 mg/day for most patients dependent on heroin, with some needing up to 32 mg/day.6 As is the case with methadone however, there is evidence to suggest that higher doses of buprenorphine are more effective in supressing illicit opioid use than lower doses of the drug.26 Specifically, results of randomised controlled trials suggest that daily doses ≥16 mg are more effective at reducing illicit opioid use than buprenorphine doses <16 mg, a factor that clinicians should consider when prescribing buprenorphine to maintenance patients.

Choosing between buprenorphine and methadone

There is insufficient evidence to recommend either methadone or buprenorphine over the other when choosing which opioid substitution treatment to maintain patients on. As evidenced in preceding sections of this chapter, both forms of maintenance treatment have been found to lead to positive outcomes for patients. A Cochrane review that directly compared methadone and buprenorphine maintenance treatments found that there was no significant difference between methadone and buprenorphine with regards to retaining patients in treatment or reducing illicit opioid use when medium or high fixed doses of the drugs were being compared.26 The only aspect in which methadone showed slight superiority over buprenorphine was in the retention of patients in treatment when low fixed doses or flexible doses were used; however, this did not lead to significant differences in suppression of illicit opioid use among those participants retained.

Additionally, while there is evidence to suggest that buprenorphine has a better safety profile than methadone in reducing the risk of death in the first four weeks of treatment,29 the finding that methadone is slightly superior in retaining patients at low and fixed doses may indirectly reduce risk of death in these patients over the long term.

Due to the lack of convincing evidence to support the use of buprenorphine or methadone over the other, there is no standard formula that clinicians can use to determine which maintenance medication to initiate heroin dependent patients on. The UK clinical guidelines recommend that the decision on which medication to use should be based upon the patient’s own preference, with clinicians on hand to provide informed advice based upon the current evidence base.6 The guidelines further highlight that others factors, such as the following, may play a role in the decision making process; a patient’s pre-existing preference, clinical benefits the patient may have experienced previously when prescribed these drugs, specific safety concerns, potential drug interactions if the patient is already prescribed other medications and local pragmatic factors.

Duration of maintenance treatment

A common question posed by clinicians treating drug users with methadone or buprenorphine maintenance is how long treatment should continue. Rigorous research is generally lacking, and many longitudinal studies suffer from selection bias. Here, the more problematic patients tend to leave early, meaning that the performance of the remaining patients appears to improve when in fact the reported outcome measures, such as continued heroin use, are diminishing owing to changes in the composition of the group rather than the accumulated impact of the treatment provided.

Some studies attempt to control for this and overall, the finding is that the longer patients spend in maintenance treatment, the more likely they are to benefit. The conclusion reached by Ward et al.30 is that only a small number of patients will benefit from relatively short periods of methadone maintenance; these patients tend to have a short history of heroin use and significant social and psychological resources at their disposal, which can be deployed in the recovery process. For the majority of entrants into treatment, it is more appropriate to have maintenance as a goal and to maximise retention rates so that the benefits of treatment are realised for both the individual and the community. There is no specifiable, optimal duration for methadone or buprenorphine maintenance treatment. The duration of maintenance should therefore be dictated by the needs of the patient rather than an artificially created end date.

Maintenance treatment involving injectable preparations

The very first drug dependency clinics prescribed injectable heroin, but over time methadone and subsequently buprenorphine became the treatments of choice, based on their easier administration, once-daily dosing and minimal, if any, euphoriant effect. Studies, however, have shown that up to 10–15% of injecting opioid users continue to inject regular illicit heroin despite optimised oral substitution therapy. For this hard-to-treat group, for whom first-line treatments prove to be ineffective, it has been suggested that injectable formulations of opiate treatment (IOT) may be suitable. There are three types of IOT; diamorphine (heroin), methadone and buprenorphine, with injectable heroin the formulation that has been most studied.

Strang et al.,31 in their systematic review of the effectiveness of supervised injectable heroin found clear evidence for its effectiveness in treating refractory heroin dependence, as there was a greater reduction in illicit opioid use among those that had been prescribed supervised injectable heroin versus controls who primarily received methadone maintenance therapy. One of the ground-breaking studies that comprised this systematic review was the 2006 Randomised Injectable Opiate Therapy Trial (RIOTT) undertaken in the UK.32 This was a multicentre randomised controlled trial comparing supervised injectable heroin with supervised injectable methadone and optimised oral methadone in heroin users unresponsive to standard treatment. It reported a significant reduction in illicit heroin and other drug use (confirmed by drug testing, not just self-reports), and a reduction in risky injecting practice. This study is important as it compared supervised injectable heroin and methadone with oral methadone at adequate dose levels, with additional psychosocial support and sufficient duration, thus addressing the prior criticism that previous studies had only compared injectable treatments with inadequate alternative treatment options.

Prescribed injectable heroin should only be considered for the small proportion of opiate dependent patients who continue to use illicit opioids despite optimised dosing of first-line opiate treatments. Additionally, it should only be prescribed by clinicians with the appropriate competencies and a special licence to prescribe the drug for substance misuse treatment, as while any medical practitioner can prescribe it as an analgesic for acute pain, in order to use it in the treatment of substance misuse, a licence from the Home Office is required.

While there is an evidence base for injectable heroin for hard to treat groups, it is a treatment that is not without its controversy, with numerous arguments for and against injectable heroin prescribing put forth. Opponents to injectable heroin as a treatment option have argued that it is substantially more expensive than other treatments available (such as oral methadone), it perpetuates injecting behaviour and may postpone by years eventual abstinence from heroin use, and that it runs contrary to the duty of doctors to improve or maintain the physical health of their patients.33,34 Proponents for injectable heroin prescribing have mainly centred on the harm reduction benefits it fosters: it decreases crime, provides a drug that is free from contaminants, helps encourage retention in treatment and potentially promotes a reduction in risky injecting practices and therefore may reduce the risk of acquiring blood borne viruses.34

Injectable methadone treatment is very different from oral methadone treatment. Whereas the drug itself is the same, the differences far exceed the similarities. These differences include the euphoric effect that results from intravenous methadone (in contrast to oral methadone). When prescribing injectable opioids in clinical practice in the UK, a typical experience was described by Strang and Gossop:35

“The committed injector seeking a prescribed supply of injectable drugs would usually be quite amenable to moves between heroin and methadone in injectable form – in sharp contrast to the determined opposition which may be encountered to suggestions of moving from injectable methadone to its oral form.”

Compared with injectable heroin, injectable methadone in the treatment of opioid dependence has been far less studied. Only one randomised controlled trial, the RIOTT study, conducted by Strang et al.32 has explored this. Unlike injectable heroin, the trial authors found no evidence to suggest that injectable methadone was superior to oral methadone, as following the provision of study treatments, there was no significant difference in illicit opioid use among the study participants randomised to the injectable methadone versus the oral methadone trial arms.

A more recent form of IOT has been licenced for the treatment of opioid dependency in the UK in recent years; an injectable form of buprenorphine with the brand name ‘Buvidal®’. It is a prolonged-release injection of buprenorphine delivered subcutaneously and is available in both weekly and monthly formulations. Given the relative recent introduction of this preparation, there are very few studies that have explored its impact, particularly ones that are methodologically robust.

Of the few studies that have been conducted so far, one was a randomised trial that has shown potential efficacy of injectable buprenorphine in treating opioid misuse. Lofwall et al.,36 through a double-blind, double-dummy randomised controlled trial conducted in the US, compared the mean proportion of opioid-negative urine samples for 24 weeks in a sample of participants randomised to receive either injectable buprenorphine or sublingual buprenorphine-naloxone tablets. The researchers found that compared with sublingual buprenorphine-naloxone tablets, injectable buprenorphine did not result in an inferior likelihood of having urine test results negative for opioids, suggesting that injectable preparations lead to no worse outcomes that sublingual ones. However, one major limitation of this study for the UK context is that the comparator intervention to which injectable buprenorphine was being compared (i.e. sublingual buprenorphine-naloxone), is not the standard buprenorphine treatment commonly prescribed by clinicians in the UK, with mono-buprenorphine the standard treatment. Thus, trials comparing injectable buprenorphine with the more commonly prescribed sublingual mono-buprenorphine are needed.

In summary, a small number of patients might require prescriptions of injectable medications to keep them in treatment and/or ease the change from injecting the drug of dependence to taking a substitute orally. However, this decision should only be taken after taking specialist advice.

Other pharmacotherapies

There are a number of other pharmacotherapies that have been used for opioid treatment, though none of them have been as well researched as methadone and buprenorphine.

Dihydrocodeine

Dihydrocodeine (DHC) is a short acting, semi-synthetic opioid that has been licenced in numerous countries for the pharmacological management of moderate/severe pain.37 Although not licenced for the management of substance misuse in the UK, DHC has historically been found to have been prescribed by GPS in England and Wales for the treatment of opiate addiction.38 Additionally, in some settings, such as police custody suites, DHC is still commonly prescribed for such.

The evidence regarding DHC for the management of opiate addiction is very limited. The most recent systematic review conducted in 2020 found only three randomised controlled trials that had explored its use, with the authors of the review concluding that DHC was no more effective than the more commonly prescribed OST medications (i.e. methadone and buprenorphine) in encouraging abstinence from opioid use.39 Moreover, significant safety concerns have been raised regarding the safety of DHC in the management of opiate use due to its apparent implications in overdose deaths. A review of drug-related deaths in the UK between 1997 and 2007 found DHC, alone or in combination, was implicated in 584 deaths; specifically, DHC was attributed as the leading cause in 44% of these deaths.37 For the total deaths for which prescription data had been made available (450 participants), DHC had been regularly prescribed to the deceased in approximately 45% of cases.

The UK clinical guidelines for the management of substance misuse highlight other caveats with DHC; namely that frequent dosing is required due to it being a drug that is short-acting, the difficulty with supervising DHC, and that it is a drug that is easily diverted and therefore open to potential abuse by patients.6 Given these caveats, along with the limited evidence discussed previously for using DHC in the management of opioid misuse, the current UK guidelines caution against clinicians using DHC as a pharmacological treatment to manage their patients presenting with problem opioid use.

Morphine

Slow-release oral morphine (SROM) has historically been used in the management of pain but has also been suggested to be of clinical utility as a maintenance treatment in opioid dependency.40-42 It was first registered for use as an opioid maintenance treatment in Austria in 1998,43 and is currently used in some European countries, such as Switzerland, France and Slovenia. In the UK, consideration of the use of SROM for opiate maintenance treatment is made on a case-by-case basis, dependent upon an individual patient’s needs. Specifically, SROM has suggested to be of clinical utility in cases where patients are intolerant to methadone/buprenorphine and when methadone/buprenorphine maintenance treatment has led to inadequate suppression of withdrawal symptoms.44

This is well documented in a study conducted by Kastelic et al.,45 who examined several outcomes among participants switched from methadone to once-daily SROM, due to either intolerance or insufficient alleviation of withdrawal symptoms. Among the participants intolerant to methadone, switching to SROM led to significant improvements in methadone-related side-effects; the average number of side-effects experienced was significantly lower, as was the number of participants reporting to experiencing more than five methadone-related side-effects. For the group of participants reporting inadequate alleviation of withdrawal symptoms on methadone, after switching to SROM, signs and symptoms of withdrawal significantly reduced by two-thirds. Additionally, self-reported cravings for heroin among participants reduced by 75%. Switching treatment from methadone to SROM was also reported to be relatively problem free, with doses converted at a 1:8 ratio; similar ratios have been reported in other studies.43,46

Whilst of potential benefit for patient groups who do not respond well to traditional lines of opiate substitution treatment, there is a distinct lack of evidence to support the use of SROM instead of methadone and buprenorphine more generally. Systematic reviews conducted by Jegu et al.47 and Ferri et al.44 both point to the lack of robust randomised controlled trials exploring the use of SROM versus methadone and buprenorphine in opioid maintenance treatment. Thus, current UK clinical guidelines recommend SROM only in cases where first line opiate substitution treatments have been carefully considered by clinicians and have been found to be inappropriate for the treated patient.6 Moreover, where SROM is considered, prescription should only be undertaken by specialist, competent clinicians with access to appropriate monitoring and support services.

Relapse prevention

Naltrexone is a long-acting competitive opioid antagonist which is effective when taken orally. It can be used to precipitate withdrawal in accelerated detoxification from opiates, but its main use is for relapse prevention. The goal of naltrexone treatment is maintenance of abstinence from opioid drugs in previously dependent patients following detoxification. It is prescribed for oral use as a 50 mg tablet.

The current UK clinical guidelines advise that when initiating naltrexone, clinicians should administer a first dose of 25 mg, ensuring there are no signs of opiate withdrawal following administration of this first dose.6 If there are no signs of withdrawal, the clinician can then commence the patient on 50 mg of naltrexone. The principle of this treatment is that, on establishing a dose of 50 mg per day, any ordinary amounts of opiates that are then taken are completely ineffective. The medication subsequently acting as a strong deterrent to further use. This resembles disulfiram in alcohol abuse; however, it doesn’t produce any adverse physical effects if opiates are taken. Interestingly, there is now some crossover with naltrexone being used post-detoxification in alcohol-dependent patients.

GPS and non-medical prescribers can prescribe naltrexone, although it is recommended first to ensure that there are no opioids in the patient’s system (which usually means commencing treatment 7–10 days after last opiate use). Verification should be sought through obtaining a negative drugs test; if for whatever reason it cannot be verified that a patient is opioid free, a naloxone dose challenge (400 micrograms given intramuscularly or subcutaneously) could be undertaken to ensure that the patient does not experience any withdrawal symptoms. Additionally, due to the potentially hepatotoxic nature of naltrexone, clinicians should ensure that there is normal liver function prior to commencing a patient on naltrexone. There is little to guide the clinician as to the length of treatment on naltrexone and, therefore, until the evidence is clear, it is probably wise to tailor the length of treatment on the outcome in individual patients.

The evidence pertaining to oral naltrexone promoting abstinence from opioid use is limited. The most recent systematic review of oral naltrexone found no significant difference in opioid use at follow-up between participants offered naltrexone versus placebo or no pharmacological treatment.48 However, the authors of the review concluded that the available evidence did not allow for an objective evaluation of naltrexone due to poor adherence to the treatment regimen. Thus, this would suggest that oral naltrexone may be more efficacious where patients are highly motivated and therefore more willing to adhere the treatment plan.

Other formulations of naltrexone (i.e. extended release injections and surgical implants) have been developed and are currently used in countries outside of the UK (such as in Australia, Russia and the USA), however these formulations are not licenced for use in the UK at the time of writing. The evidence pertaining to these newer formulations of naltrexone is somewhat limited though, with very few rigorous randomised controlled trials conducted to explore their effect in supressing opioid use among opiate dependent individuals. Two recent systematic reviews, conducted by Larney et al.49 and Jarvis et al.50 that explored naltrexone implants and injections respectively, concluded that there was some evidence that these formulations may help to supress opioid use, however the authors of each acknowledged the lack of experimental trials that had explored such, highlighting the need for more well designed experimental studies before firm conclusions regarding their efficacy can be drawn.

Overdose and Naloxone

Mortality rates among drug users, particularly opiate users, are much higher than the general population,51 with the main cause of early death among this population being drug overdose. Eight thousand, two hundred and thirty-eight drugs overdose deaths were estimated to have occurred within the European Union in 2017, with the UK accounting for just over one-third of this total.52 Opiates, particularly heroin, are the drugs most often implicated in overdose deaths.

Opioid overdose deaths are preventable however, through timely administration of the drug naloxone. Naloxone, an opioid agonist, works through reversing the effects of opioids in cases where an individual has used a sufficient amount of opioids to lead to respiratory depression. Indeed, it is naloxone that is administered by emergency responders when an ambulance is called to a suspected opioid overdose. However, it is sometimes the case that ambulance crews do not arrive in sufficient time to save the overdosed individual, and in some cases, ambulances may not be called at all, as most bystanders are opiate users themselves and thus reluctant to call for help due to fear of the potential legal consequences.53

In light of these problems, numerous studies have explored the use of ‘take-home’ naloxone programmes. These typically involve the distribution of naloxone to opiate users at risk of overdose and to those who may likely witness an overdose (i.e. an opiate user’s family member or their friends, individuals within services in which opiate use is common). The programmes also usually involve training on how to recognise and manage an overdose situation, along with how to administer naloxone whilst waiting for the emergency services to arrive. McDonald and Strang undertook a systematic review of take-home naloxone services in 2016,54 finding a strong association between take-home naloxone programmes and survival rates; across 17 studies, there were 2,249 successful overdose reversals out of the 2,336 instances in which naloxone was administered.

Prisoners who have just been released from custody have been identified as a group particularly at risk of drug-related death, as studies have shown a three to eightfold increased risk of drug-related death in the first two weeks of release from prison compared to the subsequent ten weeks.55 This elevated risk is suggested to be a result of reduced tolerance to drugs, primarily due to enforced abstinence whilst prisoners serve their sentence in custody. Due to this increased risk of overdose death among recently released prisoners, some studies have specifically explored the effectiveness of the provision of naloxone to prisoners being released from custody. In Scotland, Bird et al.56 (2015) evaluated Scotland’s National Naloxone programme, implemented in 2011, in which prisoners being released from custody were offered emergency naloxone kits to use in cases of opioid overdose. The implementation of this national programme was found to be associated with a 36% reduction in opioid-related deaths occurring in the first four weeks following prison release, further adding to the evidence base for naloxone’s effectiveness in decreasing opioid overdoes in those at risk.

In light of the evidence base, Public Health England has strongly recommended all local authorities widen the availability of take-home naloxone kits in efforts to reduce the prevalence of opioid-related overdose.57 In terms of preparations, both ampoules and pre-filled syringes are available in take-home naloxone kits. However, UKMI suggest that pre-filled syringes are the preferable preparation for non-medical settings, given their greater ease of use compared to ampoules.58 In terms of naloxone dose, the recommended intramuscular dose is 400 micrograms initially, with further 400 microgram doses given incrementally every 2–3 minutes until an effect is noted or the ambulance arrives.6 Total available naloxone in a community overdose situation before an ambulance arrives is unlikely to exceed 2 mg (five 400 microgram doses), which is the amount at which the BNF recommends the diagnosis of opiate overdose should be reviewed.


Conclusion

There are several options available to the practitioner when prescribing treatment for opioid dependence. Practitioners would be well advised to start with treatments that are well used and supported by a substantial evidence base. Detoxification and long-term abstinence should be a primary goal for all opioid addicts, but practitioners should be aware that longer-term treatment stands the best chance of keeping many individuals away from crime and illicit drugs. All patients on opioid substitution therapy should be regularly assessed to determine with them whether a move towards detoxification is appropriate. More controversial and less common treatments, such as injectable methadone or dihydrocodeine, should not be prescribed in primary care without serious consideration of their suitability.

It is essential that practitioners read Chapter 9 on the practicalities of opioid treatment prescribing. Even when a method of treatment is decided upon, there are many issues that need to be addressed in order to tailor the treatment to an individual patient. Whatever treatment is chosen, prescribing should be tailored to the needs of the individual, and prescribing practices should reflect the evidence base that currently exists; this evidence base should also be expanded through the evaluation and research of other interventions.
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Introduction

This chapter will explore the practical issues associated with methadone in order to avoid potentially dangerous consequences, whilst ensuring adequate dose optimisation.

How does methadone work?

Methadone was first synthesised in 1939 and, as a long-acting synthetic opioid, has been the mainstay of opioid substitute treatment for many decades.1

Methadone reaches peak plasma concentration at four hours (range 2–6) after oral administration and can take 4–5 days for levels to stabilise in tissue and plasma when initiated, finally reaching a steady state after about ten days.2 The plasma half-life varies, with a single-dose half-life lasting 12–18 hours, and a mean half-life of 37 hours in the first few days of daily dosing.2

Methadone works predominantly by binding itself to opioid receptors in the brain, so prevents the unpleasant side effects of withdrawal and the relatively long half-life enables once daily dosing. It is well absorbed across the gastrointestinal tract with a bioavailability of more than 80%. Methadone is stored extensively in the liver and secondarily in other body tissues, but not ‘in the bones’ – a common urban myth.³ The amount in the bloodstream is kept relatively constant by the slow release of methadone from tissues, which helps account for its long half-life.4 It is metabolised through the liver via cytochrome P450 enzymes, so is susceptible to interactions with drugs that affect the cytochrome P450 system. It is also worth noting that its metabolism varies significantly, contributing to the fact that people can require different doses to achieve satisfactory clinical responses.

Potential benefits and problems with methadone

Methadone has a robust evidence base, supporting its use as an opioid substitute to manage dependency; however, it is associated with withdrawal symptoms which may continue for weeks after stopping.

In summary, the potential benefits associated with methadone include:5

•Its clinical effectiveness is supported by extensive research

•It alleviates opioid withdrawal symptoms

•It is taken orally, and the formulation and strength of the liquid that should be used, reduces the risk of diversion by injection

•It has a long half-life, which means only a single daily dose is required for most people

•The dose can be carefully titrated to the optimal level

•Blood levels can be kept stable, thus eliminating post-dose euphoria and pre-dose withdrawal

•The long duration of action avoids the need for regular ‘topping up’ (unlike shorter-acting opioids such as heroin).

The potential problems are predominantly ones that are shared with all opioids. These include:5,6

•Constipation which may lead to bowel obstruction

•Sedation and confusion which may contribute to falls/accidents

•Respiratory depression, which is of particular concern in overdose/underlying respiratory issues

•Lethargy and depression

•Loss of libido, reduced fertility, erectile dysfunction/menstrual disturbances

•Weight gain, more likely to be related to increased wellbeing rather than the calories in methadone itself

•Dental problems, even with sugar-free preparations – thought to be related to reduction in salivary flow and a high-sugar diet, rather than to the methadone itself

•Nausea/vomiting

•Sweating

•Dependency and withdrawal symptoms.

The importance of tolerance

Despite its advantages, like all opioids, methadone can be dangerous to anyone who is opioid naïve, and a single dose of around 30–40 mg (or even lower for children or someone who is taking other medication which can cause respiratory depression), can be fatal.7,8 An opioid-tolerant person, however, can function ‘normally’ at doses that can be fatal to an opioid naïve person. Opioid tolerance is a complex process of neuroadaptation and even experienced opioid users can be at risk of toxic methadone effects.9 It is essential, therefore, to robustly assess an individual’s opioid dependence and level of tolerance before starting methadone treatment, and again after a period of abstinence lasting more than a few days.

Tolerance can develop quickly to the euphoric effects of opioids, but less so to the sedating and respiratory depressive effects, which increases the risk of fatality if users ingest increasingly greater amounts of opioids for euphoric effects. The additive respiratory depressant effects of other agents such as alcohol, benzodiazepines and other opioids further increases this risk, even if a person is stabilised on methadone maintenance doses.

Assessing tolerance in primary care

Observing a patient after a first dose of methadone may not be sufficient to establish a level of tolerance. Often it can be inferred only that the dose given is not a significant overdose. Careful dose induction, starting with a low dose and increasing gradually over the course of several days, is preferable and should provide reasonably confident grounds for identifying non-tolerant patients and adjusting their dose (or even reviewing the appropriateness of methadone treatment) accordingly (see Box 9.1 and Table 9.1).9,10

Box 9.1

Risk factors associated with methadone


•Unconfirmed recent substance use/opioid naivety or where there is a potential loss in opioid tolerance

•Initial dose over 30 mg.

•Concomitant use of other drugs, especially benzodiazepines and alcohol

•General health of the patient, especially impaired liver function and also respiratory disease

•Safeguarding/other risk issues which may impact on adherence/safe storage/diversion.



Table 9.1

Signs and symptoms of methadone








	Overdose symptoms

	Respiratory depression e.g. snoring giving way to shallow respirations/no breathing, pinpoint pupils unreactive to light, bradycardia and hypotension, varying degrees of reduced/lack of consciousness




	Comfort range

	Comfortable, (typically 60–120 mg/day) with no withdrawal symptoms/cravings or intoxicated




	Withdrawal symptoms

	Craving, anxiety, dysphoria, irritability, fatigue, insomnia, myalgia, anorexia, restlessness, dilated pupils, sweating, gooseflesh, muscle twitching, stomach cramps, diarrhoea, nausea and vomiting, running nose and eyes, sneezing, yawning, fever, tachycardia, high blood pressure






Clinical assessment using history taking and examination

Robust clinical assessment of tolerance involves observing the effects of methadone and is the most direct and least ambiguous way of assessing methadone tolerance. Such observation can be confirmed by questionnaires and obtaining corroborative evidence from other people who may be involved in the persons’ care, such as other prescribers or their pharmacy who dispenses their dose.

Methadone deaths

Increases in methadone-related deaths over recent years have led to evaluation of the safety of the drug and guidance on its use.5,8,9 Early research with methadone-maintained patients revealed that methadone-related deaths were predominantly due to respiratory depression, usually in the induction phase, and often against a background of polysubstance use.11,12 Methadone can also cause dose-related QTC prolongation which may induce Torsades de Pointes, a potentially fatal ventricular arrhythmia.13

Respiratory depression

Methadone accumulation can lead to fatal respiratory depression in doses as low as 30 mg in non-tolerant patients,14 and these effects can also occur in those tolerant to opioids, albeit at higher doses. The risk of death during methadone induction has been calculated as nearly seven-fold greater than the patient’s risk of death prior to entering methadone treatment,12 and nearly 98 times higher than those who have been safely receiving methadone for more than two weeks.15 Prescribing too high a dose too soon seems to be implicated in this, and this risk – while statistically low – reiterates the need for caution in induction.

A significant proportion of methadone-related deaths involve individuals who are in poor health and have other diseases, particularly respiratory disease, HIV, hepatitis and other infections, which may have also contributed to their deaths.

Prolonged QTc interval and Torsades de Pointes

In addition to its respiratory depressive effect, methadone is associated with QTC prolongation. The QTC interval is an ECG measure of the electrical depolarisation (Q wave) and repolarisation (T wave) of the myocardium. Prolongation of the QT interval is associated with Torsades de Pointes, a distinct pattern of ventricular tachycardia manifested by syncope or sudden death. The association of Torsades de Pointes with high-dose methadone was first noted in 2002 and a review of the literature in 2006 found 40 cases of Torsades de Pointes associated with methadone, though none were fatal and 85% had an additional factor predisposing to the arrhythmia.16

A Norwegian study17 estimated that the maximum attributable mortality risk was in the region of 0.06 deaths caused by methadone induced QTC prolongation for every 100 patients on methadone per year. The Medicines and Healthcare products Regulatory Agency has stated that patients with risk factors for QTC prolongation should be carefully monitored while taking methadone18 and the 2017 Department of Health guidelines reiterate this.9

There is a dose-dependent response between methadone and QTC prolongation. Additionally, there are a number of other drugs that are known to cause QTC prolongation, including lithium, many antidepressants/antipsychotics, macrolides and stimulants such as cocaine.19,20

If a patient is felt to be at risk, ECG should be undertaken, and the risks discussed. If ECG is normal, then consideration of repeat ECG at 6–12-month intervals should be undertaken if risks of QTC prolongation remain high. If QTC is prolonged (especially if more than 500 ms), alternative medications should be considered, and advice given on use of other factors which may increase risk, such as the use of stimulants. Further investigations and/or referral to cardiology should be considered. Consideration should also be made regarding possible detoxification, reduction in the dose of methadone or switch to buprenorphine. This should however be undertaken with consideration of the risks of destabilisation.

Methadone induction and dose optimisation

The initial dose must be carefully titrated to consider steady-state plasma methadone levels. Prior to steady state, it is important to understand that methadone accumulates, producing rising serum methadone levels even without any increase in dose.21 Until steady state is reached, which is usually about 5–7 days, any dose increase should be made with caution (see Figure 9.1 and Box 9.2).

Figure 9.1

Serum methadone levels take on average 4–5 days to reach steady state half-lives


[image: image]



Source: reproduced with permission of J. Thomas Payte in Addiction Treatment Forum. Methadone Dosing and Safety in the Treatment of Opioid Addiction. September 2003. https://atforum.com/documents/DosingandSafetyWP.pdf

Box 9.2

Summary of methadone induction


•Death can occur owing to lack of tolerance

•Levels of methadone in the body can take a week to reach a steady state

•The use of other central nervous system depressant drugs, for example heroin, benzodiazepines, alcohol, pregabalin etc., can reduce the quantity of methadone needed for a fatal dose

•The presence of co-morbidities such as hepatic impairment can increase the toxic potential of methadone.



Since there is no exact formula to guide the clinician in calculating opioid tolerance, the recommendation for methadone induction is to ‘start low, go slow’. The purpose of titration is to establish the patient, in a safe manner and as quickly as possible, on a dose of methadone that prevents opioid withdrawal, reduces the need to take additional illicit opioids and keeps side effects to a minimum.9 During methadone induction, patients are likely to experience withdrawal symptoms, which may result in them using illicit opioids ‘on top’. Patients must be advised to avoid doing so, and harm reduction advice must be given, for example, to ensure that they do not use the same amount as they would have done previously and not to use alone so someone can provide help in case of overdose. (see Table 9.2).

Table 9.2

Improving safety during induction








	Good clinical assessment

	Use of corroborative evidence such as drug tests and physical examination of evidence of injecting drug use




	Contact previous prescribers




	Contact previous dispensing pharmacist




	Dose with caution: ‘start low, go slow’

	Review regularly in the early stages of dose induction and titrate as soon as it is safe to do so, taking into account the risk of accumulation






The starting dose should be between 10 mg and 30 mg (though starting as low as 10 mg is very rare in clinical practice), based on assessment of the person’s opioid tolerance, route of administration (e.g. injecting) and the use of other drugs such as benzodiazepines or alcohol. Methadone should be increased no quicker than 30 mg per week for the first two weeks, and each dose increase should be undertaken after careful clinical review.

It normally takes about 5–7 days for plasma levels of methadone to stabilise. The patient should be warned of this ‘increasing effect’ and – if using illicit opioids on top of the prescribed methadone – needs to be aware of the increasing risk of this as the methadone effect accumulates.

The optimal dose of methadone for most people is 60–120 mg, though some will need more or less to provide an adequate clinical response.9 Doses of between 60–120 mg will normally exert a clinical effect for 24–36 hours. Methadone can be used for maintenance prescribing and for detoxification from opioids.

Factors affecting response to methadone

Body weight, age, sex, individual differences in metabolism and excretion rate, certain physiological or pathological states, and other drugs, in particular enzyme inducers/inhibitors, can all influence the rate of methadone metabolism. Flexibility in dosing is required to stabilise patients in whom methadone’s effects can be so variably altered.

The most notable physiological state associated with changes in methadone metabolism is pregnancy, and doses may need to be increased as the pregnancy develops, and then promptly reviewed post-partum. Additionally, liver disease can commonly occur, for example due to hepatitis infection or alcohol dependency. Liver disease may impair methadone metabolism, requiring lower doses and to avoid toxicity.22

Some drugs have been shown to influence the amount of methadone present in blood plasma by speeding up the elimination of methadone from the body. Rifampicin, phenytoin, benzodiazepines and carbamazepine have all been associated with lowering of plasma methadone levels and onset of withdrawal symptoms in methadone-maintained patients Conversely, when the concomitant medication which induces methadone’s metabolism is stopped, (for example in the case of rifampicin, where the course of treatment may appropriately come to an end), levels of methadone can notably increase. To avoid serious clinical effects, doses must be carefully initiated, and clinical review undertaken accompanied by prompt dose changes when needed.23

Therapeutic drug monitoring

Measuring plasma levels of methadone to determine peaks and troughs may be used in clinical practice, though in practice rarely is, since careful clinical follow-up of objective signs and subjective symptoms is usually sufficient. The clinician might find monitoring useful, however, in selected situations, for example when dosages much in excess of 100 mg/day are prescribed and it is feared that such dosages might lead to very high methadone concentrations and cardiac toxicity.

Injectable preparations

There is a recognised cohort of the treatment population who seem to be resistant to treatment with standard opioid substitution therapy (OST), and who either disengage with treatment altogether or do not make adequate progress (e.g. continue to use high levels of illicit drugs or continue with risk-taking behaviour). Some of these patients would benefit from review and, for example, correction of sub-optimal dosing. However, for others there may be a role for the trial of an alternative such as oral long acting morphine or injectable substitute treatment. The RIOTT trial,24 demonstrated the clinical effectiveness of the use of prescribed and supervised injectable opioids to treat opioid-dependent patients who appeared to be resistant to more traditional forms of treatment. Due to operational challenges including the cost of implementing such services, at the time of writing, supervised injectable opioid treatment, (Heroin Assisted Treatment, HAT), is not available in all specialist services or in all parts of the country.

Most injectable opioids are prescribed as methadone or diamorphine (pharmaceutical heroin) and prescribed by a specialist who has obtained a Home Office licence. Prescribing should be against a background of a long and persistent history of injecting drug use, and with clear goals that are continuously reassessed.

In the absence of demonstrated significant superior outcomes from this form of treatment, and in the recognition of the greater inherent risks, such as diversion and the cost burden of such prescriptions, the prescribing of injectable opioids must be monitored. Injectable drugs should be considered only as a possible ‘second line’ treatment where optimised oral treatment has been unsuccessful.9

Prescribing issues

Supervised consumption

The self-administration of initial methadone doses should usually be supervised by a pharmacist and may be reinstated if clinically indicated once treatment is established, for example if there are significant concerns about diversion.9 The period of supervision may be reduced if there are good reasons to stop, such as childcare, travel difficulties, work or the fact that the patient is adequately and safely stabilised on a stable treatment dose.

The advantages of supervised consumption include:

•Introduction of a routine as a result of the requirement for daily, personal attendance at the pharmacy

•Assistance in adherence and avoidance of exceeding a daily dose

•Daily contact with a health professional and an opportunity to monitor progress and provide additional communication

•The person does not need to worry about safe storage on days the pharmacy is open, for example in case of safeguarding concerns

•Reduction in diversion onto illicit market, including where patients are coerced into selling their drug soon after leaving the pharmacist.

However, supervised consumption is associated with cost due to having to pay the pharmacy for providing the service. It can also be inconvenient for the patient and may impair their recovery journey and increase stigma: strict supervision programmes can discourage people from staying in treatment so treatment plans must be tailored to meet the patients’ needs rather than adopting a uniform approach for all. It is essential that before taking a patient off supervision, a clinical review should be undertaken to ensure suitability and home checks may be undertaken.

Missed doses

Missed doses of methadone will lead to withdrawal symptoms, and (if three successive doses are missed) a potential loss of tolerance that may lead to a requirement for reinstating with a lower dose of methadone. A clinical review must then be undertaken in order to assess the best approach. If a patient has lapsed back to illicit opioid use following missed doses, then the safest approach may be to begin induction with typical methadone initiation doses.

Split doses for methadone

There is evidence that some people taking methadone settle better on split doses,25 for example, during the third trimester of pregnancy. Patients on low doses of methadone may also benefit from splitting the dose (though dose adjustment should be considered first). Split dosing may also be indicated in patients where pain management is an issue. Generally, however, there is usually no clinical benefit derived from splitting the dose. In most cases when a patient is splitting the dose to attempt to counteract withdrawal symptoms, dose increases are usually the most appropriate solution.

Storage and safety at home

It is crucial that a discussion takes place about the safe storage of methadone and must form part of the assessment prior to the removal of supervised consumption. It must be considered from the outset of treatment, particularly if the chosen pharmacy does not offer seven-day dispensing, or if there are known safeguarding issues or vulnerable people/children in the home. Methadone can be fatal to children and opioid-naïve adults in small doses, and the importance of this cannot be overstated.

Tests of adherence/screening

Urine testing

Urine drug testing provides a snapshot of recent drug use and is an essential adjunct for initial assessment. It can also have a useful role in monitoring treatment as it provides an objective means of confirming ongoing methadone use (as well as identifying ongoing illicit use). The recommended frequency of ongoing testing should be dictated by clinical progress and the level of stability, and one would expect more frequent testing during induction and periods of instability. It does, however, have the potential to suggest to the patient from the outset that they cannot be trusted; it can be expensive and subject to manipulation including sample substitution. Once stable, random testing is recommended about twice a year,5 and this approach may be helpful, though is not felt to be cost-effective when a patient has declared illicit use. Research studies have shown that – when there is no threat to the ongoing provision of treatment – there is good concordance between declared drug use and confirmatory urine tests.

Mouth swabs

Mouth swab tests provide the same information as urine screens but are less invasive, more convenient and less susceptible to manipulation. However, they have a shorter detection window than urine and cannot always test to the same level.

Hair analysis

Hair testing can provide a longer-term picture of drug use, but is expensive, takes longer to obtain results, and is primarily used in criminal justice or child custody cases rather than in routine clinical practice.

Using on top

For many patients, opioid use does not come to a complete stop when they commence methadone maintenance treatment. Many may use ‘on top’ of their prescription, for example with heroin or additional methadone acquired through the illicit market. For example, just over half of a sample of young patients accessing opiate treatment in Dublin reported to taking non-prescribed methadone during their treatment programme.26

So, what influences the individual to continue with illicit drug use, and what should be the response of the primary care practitioner in the further management of the patient? Perhaps the most important factor that determines the frequency and amount of additional use is the dose of methadone being prescribed. Studies have shown a dose-related association, with increasing doses of methadone associated with reducing additional heroin use. Dose, however, is not the whole story; some researchers have failed to find a clear association between methadone dose and reduced heroin use.27 Factors other than methadone dose are important. Patients who receive psychosocial and behavioural therapies, often as adjunctive treatment to pharmacological treatment, show markedly greater improvements in retention and outcome than those who received methadone alone;28,29 therefore medication should not be provided without concomitant psychosocial interventions.

The important message is that successful treatment should not be seen as exclusively related to prescribing a biological substitute, but that its impact on continued illicit opioid use is modified significantly by psychosocial factors such as individual motivation, treatment affiliation, commitment, additional support, education and opportunities for employment.

Given the relatively high prevalence of non-prescribed methadone use and the associated risks, it may be necessary for prescribers to review polices regarding methadone-dispensing management to ensure that patients are neither tempted to sell their prescriptions nor to supplement their prescribed dose through the ‘grey’ market of diverted methadone.

Drug interactions

The main drug interactions of methadone are associated with its central nervous system depressant effect and liver metabolism.

As outlined above, hepatic cytochrome P450 inducing/inhibiting drugs can affect methadone levels, requiring doses to be carefully initiated, reviewed and promptly changed when needed.

Additionally, care must also be taken with other drugs that can prolong the QTC interval, which can increase the risk of cardiac arrhythmia and resultant clinical issues, including possible sudden death.

Alcohol

Concurrent use of opioids and alcohol is common, and alcohol dependence is more common amongst people who use drugs than the general population. Alcohol use can become a more prevalent problem as patients stabilise their problematic opioid use. Prevalence rates for the incidence of alcohol abuse in methadone treatment populations have been reported to be approximately 30%.30

Concurrent use of methadone and alcohol provides increased risk as it can negatively affect the process of recovery and increases the risk of serious morbidity and mortality. These patients also have increased levels of anxiety and depression and are more likely to continue to abuse a range of illicit drugs compared with those without a drinking problem.

Alcohol intake may also increase the central nervous system depression of methadone and may result in respiratory depression and, due to increased sedation, increased risk of falls. Additionally, in alcohol-related liver disease, metabolism of methadone may be affected, and this may necessitate a reduction in dose.

Crack-cocaine

The use of crack-cocaine in this patient group is common: they are often used together to either enhance the effect or to manage the ‘come down’ effects of the other. Patients who use crack-cocaine are more likely to have a negative outcome, are more likely to leave treatment early and are more likely to take part in criminal activities; however, individuals who are optimised on methadone are likely to use crack-cocaine less frequently.

The best predictors of reduced cocaine use following methadone treatment initiation are reduced heroin use and reduced injecting. Methadone patients who also use crack-cocaine often have greater treatment needs and the treatment objectives may need to be amended to deal with this additional drug problem. At the very least it is important to discuss the negative impact of crack-cocaine on future progress with the patient and to try to reduce this use as much as possible. Harm reduction advice is also essential, and the person must be made aware of the increased risks of cardiac problems, especially with repeated/higher doses.

Benzodiazepines

Benzodiazepines potentiate the effect of methadone, and may cause central nervous system depression, significantly increasing the risk of sedation and death. Large numbers of opioid users also use benzodiazepines, and their use is often implicated in methadone-related deaths.

HIV medications

The concurrent use of HIV medications and methadone may necessitate the adjustment of dose levels, though such adjustments are likely to be minor.32


Conclusion

Alongside buprenorphine, methadone is considered the gold-standard pharmacological treatment for opioid dependence, based on its clinical effectiveness and significant evidence base.

Its primary function is to reduce illicit opioid use and facilitate a reduction in harm along with improved psychological, physical and social wellbeing. Its dose must be optimised and used in conjunction with a holistic package of care that includes psychosocial interventions.
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Russell Leigh


In this chapter

•Introduction

•Benzodiazepine misuse: why people use benzodiazepines

•Dose and route

•Problems associated with benzodiazepine use

•Management of benzodiazepine misuse in illicit drug users

•Future developments in the management of benzodiazepine dependence

•Conclusion





Introduction

Benzodiazepine (BZD) dependence has been widely recognised for over 40 years.1,2 In 2017 to 2018, 1.4 million adults in England received, and had dispensed, one or more prescriptions for benzodiazepines and 1.0 million for Z drugs.3 The number of people dependent on benzodiazepines in the UK is unknown, but estimates suggest as many as 0.5 to 1.0 million people may be affected.4 Despite many years of justified concern regarding the long-term adverse effects, and National Institute for Health and Care Excellence (NICE) guidance5 that reinforces the need to limit prescribing to four weeks, they remain widely prescribed on a recurrent basis, principally for the treatment of insomnia and anxiety. They are also prescribed for the treatment of seizures, skeletal muscle spasticity, alcohol withdrawal, as a pre-med for surgery, and an adjunctive treatment during chemotherapy.

Illicit use of BZDS in the UK and worldwide is common among opiate dependent drug users. Studies have shown that between 30% (probably an underestimate) and 90% of patients attending opioid substitute programmes have a history of BZD misuse.4,6,7 BZDS are widely available. Historically, prescriptions, mainly by GPS, were diverted to form the bulk of illicit supplies, but today BZDS are readily available on the internet, and it is likely this is now the primary source. Internet BZDS are pharmacologically unreliable, but some pirate preparations are indistinguishable from the legally produced version.

Although pharmacologically distinct, the so called ‘Z’ drugs (zopiclone and zolpidem) have a similar action to BZDS. They have achieved widespread acceptance in primary care, with many GPS viewing them as safer than BZDS. This is not supported by NICE guidance which advises that there is a lack of compelling evidence to distinguish between Z drugs and shorter acting BZDS.8 In practice, the Z drugs are abused as much as BZDS, principally for euphoric effect, particularly the short-acting zolpidem.

This chapter will focus on the aetiology and management of illicit BZD use, including indications for prescribing, detoxification and the case for maintenance prescribing. There is some crossover with prescribed groups, as patients develop iatrogenic dependence and may move into the illicit market to manage their symptoms.

Benzodiazepine misuse: why people use benzodiazepines

There are three reasons why people use BZDS: for symptom control, to prevent withdrawal symptoms once dependent, and for euphoric effect.

In 2005, Ashton9 defined three distinct scenarios of dependent BZD use which remain relevant to current drug treatment practice:

1Therapeutic dose dependence – long-term prescribed users developing dependence

2Prescribed high-dose dependence – long-term users, initially prescribed, escalating their dose, eventually via illicit sources

3Recreational BZD abuse, leading to dependence for some patients.

Different interpretations of the terms addiction and dependence continue to confuse the literature. The ICD-1010 definition of dependence, used in this book (see Chapter 1), includes evidence of behaviour change as well as the development of tolerance and withdrawal:

•Ashton’s Group 1 are not considered further in this chapter, although morbidity associated with long-term use applies to this cohort too.

•Group 2 are often managed by their GPS but may also be referred to specialist addiction services.

•Group 3 behaviour is common, but it is important to note that not all illicit BZD use is recreational; some is therapeutic.

‘Simple’ use of BZDS, for insomnia or anxiety (with no evidence of abuse or dependence), can occur in illicit drug users just as in the general population. In terms of stability and mental health indicators, this group is no different from non-BZD-using illicit drug users.11 However, dependent BZD use (characterised by dependence or misuse) has been associated with a range of mental health problems including anxiety, depression, mood swings, disinhibition, depersonalisation and possible suicide risk.12-14 Patients who have been prescribed or use illicit BZDS for anxiety symptoms are at risk of developing problematic BZD use.

Patients with co-morbidity of illicit drug use and severe mental illness (dual diagnosis) are more likely than those with severe mental illness alone to be prescribed BZDS. This is found across the full range of diagnoses (schizophrenia, bipolar disorder, major depression).15 The association between BZD use and mental health symptoms is complex. It is often difficult to establish how much BZDS have exacerbated pre-existing problems or are being used in an attempt at symptom relief.

Patients using other illicit drugs may use BZDS to counteract the negative effect of the other drugs,16 principally to minimise withdrawal symptoms from opioids, or to ‘come down following stimulant use’.

Methadone treatment may trigger BZD misuse as an attempt to increase stability for patients prescribed an inadequate dose of opioid substitute treatment.17 BZD consumption within a methadone maintenance treatment (MMT) programme is often part of a polydrug consumption pattern and is associated with poorer treatment retention.18

It is not only illicit drug users who misuse BZDS; between 12 and 30% of problematic drinkers report that they also misused BZDS at some time, often to moderate intoxication or withdrawal effects.19

BZDS are also widely used for recreational use. Within the illicit drug user population, BZDS are the drugs most frequently used in combination with opioids and are rarely their sole drug of misuse; a potentiated euphoric effect occurs when heroin and BZDS are used together.20 Recreational use often leads to problematic use and can hamper attempts to stabilise opiate treatment.

Current street intelligence states that heroin is frequently contaminated with BZDS. However, it must be recognised that this postulate allows for ongoing illicit BZD use to be obscured behind an explanation that may or may not be valid, should the patient wish to conceal his or her intentional ongoing BZD use from the prescriber.

Table 10.1

Why people misuse benzodiazepines








	To manage symptoms

	As part of polysubstance use






	
•Low mood or depression

•Insomnia

•Anxiety

•Perceived or real BZD withdrawal


	
•Increased ‘high’, e.g. with alcohol, antihistamines, opioids, particularly methadone

•To ‘come down’ from stimulants, e.g. crack cocaine, amphetamines

•To manage alcohol withdrawal symptoms







In practice, these categories often merge and indications for use in the substance-misusing population is likely to be multifactorial. However, understanding why a patient is using BZDS is important, for clinician, patient and keyworker, in helping the patient move towards reduction and cessation of use.

The literature paints a picture of patients using illicit BZD as part of polysubstance use doing less well than their non-BZD using counterparts.13,19, 21,22

Patients using illicit BZDS are more likely to have the following characteristics:

•Chaotic lifestyle, poor quality of life and precariousness

•Pre-existing anxiety, depression, somatisation and psychotic disorders

•More overdoses

•Childhood trauma

•Longer years of opioid use

•Polydrug use

•Concomitant high-risk/dependent alcohol use

•Low capacity for introspection, maladaptive coping skills

•Higher-risk injecting behaviour.

BZDS are used increasingly by younger people as part of a polysubstance use pattern that does not include opiates. Alprazolam (Xanax), a potent BZD widely available on the internet, is increasingly available in the UK.23 Further, as will be considered in the following section, “new benzodiazepines” are being sold as fake versions of such potent traditional BZDS.

New Benzodiazepines

The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) highlighted the problem of new benzodiazepines in its 2019 European Drug Report pertaining to trends and developments in illicit drugs.7 It stated:

Over the last few years there appears to have been an increase in the number, type and availability of new psychoactive substances belonging to the benzodiazepine class, which are not controlled under international drug control laws. Some of these are sold as fake versions of commonly prescribed anti-anxiety medicines such as alprazolam (Xanax) and diazepam, making use of existing distribution networks in the illicit drug market. Others are sold online, sometimes under their own names, marketed as ‘legal’ versions of authorised medicines. The EMCDDA is currently monitoring 28 new benzodiazepines – 23 of which were first detected in Europe in the last 5 years. In 2017, close to 3500 seizures of new benzodiazepines were reported to the EU Early Warning System. Most of these seizures were of tablets, amounting to more than 2.4 million units, which represents a large increase from the around half a million tablets reported in 2016. This increase can be attributed to large seizures of etizolam – a substance first reported to the Early Warning System in 2011 – in one country. In addition, around 27 kilograms of powders, 1.4 litres of liquids and 2400 blotters containing new benzodiazepines were reported to have been seized in 2017.

Therefore, such new benzodiazepines are likely to remain on the market. As with traditional benzodiazepines they are likely to be used by many as part of poly drug using behaviour. European based research analysing residue from syringes discarded by injecting drug users found that where benzodiazepines were present, they were most often found in syringes with opioids.

Dose and route

For recreational use, an initial oral dose equivalent to diazepam 10–20 mg can produce a euphoric effect. Extremely high doses for recreational purposes have been reported – up to 500 mg daily dose, with plasma concentrations of up to 800% that expected with a therapeutic dose.24 However, most recreational users will report an illicit daily dose of 20–100 mg.

Most BZDS (apart from midazolam) are poorly water soluble, therefore injecting carries significant risk. There is no up-to-date published information regarding UK BZD injecting habits. An Australian administered convenience survey completed by over 250 injecting drug users highlighted most had used BZDS in the preceding six months and over one third of the cohort had injected benzodiazepines.25 Strang et al.’s survey26 identified the injecting potential of temazepam capsules, which were subsequently removed from the market, and clinical practice suggests a decline in BZD injecting use since. Such a decline in injecting, following removal of temazepam capsules, also concurs with Australian-based research which found a similar decline in injecting practice once the capsule preparation was removed.27 Risks associated with BZD use include overdose, thromboembolism, amputation and organ damage, in addition to those usually associated with injecting drug use. BZD users are more likely to share needles, additionally exposing themselves to the usual risks of blood-borne infection.18 Interestingly, Seivewright28 reported BZD withdrawal least likely in BZD injectors, possibly due to the more intermittent nature of injecting misuse.

Some patients have reported a preferred sublingual route (using lorazepam and triazolam) for more rapid effect; others have disclosed increased effectiveness with nasal insufflation (snorting).29

Pharmacodynamics

A brief exploration of the pharmacodynamics of BZDS assists understanding of their use and misuse. BZDS have several pharmacodynamics. The principle mechanism of action of BZDS is through their interference with the GABA pathway. GABA (γ-aminobutyric acid) is the most common neurotransmitter in the central nervous system (CNS), it is inhibitory in nature, acting by modifying the excitability of neurones. BZDS bind to a subset of GABA-a receptors in the CNS, locking them into a formation that is more receptive to the GABA neurotransmitter, thus the inhibitory effect of GABA is increased, leading to hypnotic and anxiolytic effects. There are a number of variants of BZD receptors accounting for the other effects of BZDS such as muscle relaxation and anticonvulsive effect.30 These different modes of activity are reflected by the different therapeutic indications for BZDS, and explain paradoxical effects such as disinhibition, and the phenomenon that tolerance develops at different rates for different pharmacological effects.31

BZDS exhibit cross-tolerance with alcohol, hence their utility in alcohol withdrawal. Cross-tolerance has benefits and disadvantages. Short-term maintenance on a BZD can help stabilise a patient post-alcohol withdrawal, but continued BZD use can act as a positive reinforcer, increasing cravings for alcohol.

The Z drugs – zolpidem and zopiclone – are chemically distinct from BZDS, but pharmacologically similar, acting at a subset of the GABA-a receptors.

As potential drugs of abuse, rapid-onset, short-acting BZDS are preferred by illicit drug users (see Table 10.2). Non-generic forms and most concentrated formulations tend to have higher street value than generic forms. High-dose formulations are readily available on the internet, including some spurious preparations that are marketed as high-dose BZDS.

Table 10.2

Equivalence, rates of onset and duration of action for common benzodiazepines and benzodiazepine-like drugs











	Drug

	Equivalent dose (mg)

	Rate of onset

	Duration of clinical action (hours)

	Half-life (hours)






	Zolpidem, flunitrazepam

	20

1

	Very rapid

	2

6–8

	2

26–8




	Diazepam,
nitrazepam,
zopiclone,
lormetazepam,
clonazepam

	10

10

15

1–2

0.5

	Rapid

	4–6

6–8

4

6–8

10–12

	20–100

15–38

4–6

10–12

18–50




	Temazepam, lorazepam, chlordiazepoxide, promethazine

	20

1

25

25

	Intermediate

	5–6

4–6

6–8

4–6

	8–22

10–20

5–30

6–12




	Oxazepam, loprazolam

	20–30

1

	Slow

	4–6

6–10

	4–15

6–12






The duration of clinical action is often considerably shorter than the elimination half-life, due to the high fat solubility of most BZDS and consequent rapid re-distribution into fatty tissue. However, the drug and its metabolites continue to exert some effect long after the duration of apparent action, as metabolites leak out of the fatty tissue. This characteristic can be exploited therapeutically, with BZDS with a long half-life, such as diazepam, producing constant plasma levels, thus minimising withdrawal symptoms.

The half-life also increases significantly with increasing age and impaired liver function.

Problems associated with benzodiazepine use

When used alone, BZDS carry a low risk of acute toxicity. However, they are commonly used as part of a habit of polydrug use and are thought to interact synergistically with other CNS depressants, including alcohol and opioids. Patients using these drugs are at high risk of life-threatening and multiple accidental drug overdose and fatal overdoses involving BZDS are all too frequent.

Oliver et al.32 found that BZD use was associated with a 2.4 times increase in risk of fatal heroin overdose in a group of current heroin users, and a near ten times increase in risk of fatal methadone overdose for methadone users. In investigating causality, they concluded that BZDS have the potential to increase the respiratory depressant effect of opioids, but that the behavioural effects of BZDS, or the characteristics of those using BZDS, may also be relevant.

Due to tolerance, doses tend to escalate rapidly. Paradoxical disinhibition may occur in high-dose BZD use, with characteristics of overconfidence, aggression and a sense of invincibility, leading to increased risk taking. Illicit BZD use is linked to a wide range of other increased risk behaviours: needle sharing, higher levels of polydrug use, an increased chance of injecting during methadone maintenance, and higher levels of criminality.33

Illicit BZD users have been shown to have more chaotic, precarious lifestyles.13 This, together with high risk taking, also increases the risk of non-overdose-related death.

Depression and emotional blunting can occur with longer-term BZD use.9 Persistent BZD use to manage stressful situations can result in a decreased capacity to cope and increased anxiety, as normal psychological adjustment processes are interrupted.

The high prevalence of mental health disorders discussed earlier is reflected by the association of BZD use with suicide. De la Vega Sanchez et al.34 reported that 38% of suicides within a cohort of substance-misusing patients were associated with BZD use.

Barker et al.35 conducted a meta-analysis of 13 studies and have reported significant deficits in all twelve cognitive domains tested in long-term BZD users.

Long-term and high-dose BZD use are associated with negative outcomes. Relapses are more likely and are often characterised by intense cravings.36-38

It has been suggested that BZD misuse is an indicator of generally more problematic substance misuse,39 and as such is a useful proxy indicator to identify the more complex, challenging patients. Common complications of problematic benzodiazepine use can be found in Box 10.1.

Box 10.1

Complications of problematic benzodiazepine use


Complications relating to long-term use

•Cognitive impairment

•Dependence

•Tolerance

•Withdrawal (including convulsions)

•Personality changes: emotional blunting

•Anxiety, depression and suicide

•Abnormal liver function.

Complications relating to intermittent high-dose use (‘bingeing’)

•Memory impairment

•Paradoxical inhibition

•Overdose (frequently fatal if used with other CNS depressants, e.g. methadone and/or alcohol)

•Psychomotor retardation.

Increased risks of BZD use

•Road traffic accidents

•Falls

•Polypharmacy complications.



Dependence

The ICD-1010 defines dependence as a maladaptive state characterised by at least three of the following, occurring together for at least one month, or if present for less than one month, have occurred together repeatedly during the previous 12 months:

1A strong desire or sense of compulsion to take the substance

2Difficulties in controlling substance-taking behaviour in terms of its onset, termination or levels of use

3A physiological withdrawal state when substance use has ceased or has been reduced, as evidenced by the characteristic withdrawal syndrome for the substance or use of the same (or closely related) substance with the intention of relieving or avoiding withdrawal symptoms

4Evidence of tolerance, such that increased doses of the psychoactive substance are required in order to achieve effects originally produced by lower doses

5Progressive neglect of alternative pleasures or interests because of psychoactive substance use, increased amount of time necessary to obtain or take the substance, or to recover from its effects

6Persisting with substance use despite clear evidence of overtly harmful consequences.

BZD dependence in the opioid-using population is often overestimated. Williams et al.40 found, in a detoxification unit, that BZD withdrawal symptoms emerged in only half of opioid-dependent patients using concurrent BZDS. In other reports, prevalence of dependence ranges from 13% to 25%.41,42 Dependence on BZDS occurs more rapidly with short-acting, high-potency drugs, such as lorazepam.

Tolerance

Tolerance to the different actions of BZDS develops at variable rates and to different degrees. Tolerance to the hypnotic effects tends to develop rapidly, within days or weeks of regular use. Anxiolytic effects will persist for a few months, although without careful monitoring dose escalation does happen in this group, and there is some evidence long-term use may aggravate anxiety.9 When used to alleviate anxiety, stopping BZDS may exacerbate pre-existing symptoms,43 however, tolerance does not develop with respect to cognitive impairment.

Withdrawal

The withdrawal syndrome from the abrupt stopping of high-dose use can be severe, including life-threatening fits and delirium.44 The time frame of the emergence of acute withdrawal symptoms correlates loosely to the half-life of the particular drug taken (there is wide individual variation), and the severity of the withdrawal symptoms increases with dose and length of time that the patient has been taking the medication. Withdrawal symptoms are likely to be more severe if the reduction regimen is rapid, and with long-term use. Assessing withdrawal may be difficult, as withdrawal symptoms from therapeutic dosages of BZDS are similar to anxiety symptoms, which may have pre-dated BZD use and re-emerge as the suppressant effect of BZDS is removed.

Table 10.3 categorises symptoms into those common to all anxiety states, and those relatively specific to BZD withdrawal, as a guide to differentiating anxiety symptoms from BZD withdrawal.

A protracted withdrawal syndrome has been described by Ashton,45 possibly caused by slow reversal of tolerance, and relating to the uneven development of tolerance to the different effects of BZDS. Persistent symptoms last beyond the period expected by the drug’s pharmacological activity, into many months, but most are resolved over 6–12 months. Symptoms of the protracted withdrawal syndrome include anxiety, depression, paraesthesia, tinnitus, muscle twitching and diarrhoea.

Management of benzodiazepine misuse in illicit drug users

The evidence base

Adverse effects of long-term use, principally relating to cognitive impairment, are undisputed35 but literature reviews recurrently identify the lack of published evidence regarding BZD use and dependence in opioid-using patients.16 In the midst of this paucity of evidence regarding effective treatments, the practice of maintenance BZD remains widespread, as clinicians struggle to stabilise this very challenging patient group.

Consensus opinion is that for the majority of patients misusing BZDS reduction and abstinence are advised.4 There is a lack of evidence to inform the most effective detoxification regimes.46 Consensus opinion suggests that BZD reduction/detox programmes are most effective when the dose is gradually reduced over a period of time (months or even years) rather than rapidly over days or weeks. Gradual dose reduction plus psychological treatment is superior in outcome to gradual dose reduction alone.9,47,48

Table 10.3

Benzodiazepine withdrawal symptoms









	Symptoms common to anxiety states and BZD withdrawal

	Symptoms relating to distorted perception, usually specific to BZD withdrawal

	Major symptoms, rare and usually secondary to abrupt cessation of high dose of BZD





	Anxiety, panic attacks, agoraphobia

Insomnia, nightmares

Depression, dysphoria

Excitability, restlessness

Poor memory and concentration

Dizziness, light-headedness

Muscle weakness, tremor

Muscle pain, stiffness

Sweating, night sweats

Palpitations

Blurred or double vision

Diarrhoea, constipation

Rashes

	Perceptual distortions, sense of movement

Depersonalisation, derealisation.

Distortion of body image

Tingling, numbness, altered sensation

Sensory hypersensitivity (light, sound, taste, smell)

Muscle twitches, jerks, fasciculation

Tinnitus

Psychotic symptoms

Confusion, delirium

Convulsions

	Fits

Delirium

Transient hallucinations

Psychosis.






Most of the literature on the management of BZD dependence relates to patients prescribed these drugs for psychiatric disorders (mainly anxiety and depression) who tend not to have concurrent drug misuse problems. The advisability of applying standard BZD withdrawal guidelines to illicit drug users is affected not only by clinical criteria but also by the need to avoid abuse and diversion potential of the prescribed medication.

Current management of benzodiazepine prescribing for illicit drug users

In the absence of controlled studies to guide the clinician regarding the co-prescribing of BZDS alongside opioid substitute treatment (OST), the following section summarises the broad consensus of current management from experienced clinicians in the field. Box 10.2 outlines the principles underlying treatment.

Box 10.2

Principles for managing benzodiazepine misuse in illicit drug users


Drug use

•Abstinence is the aim in managing patients seeking treatment for BZD use

•Only a minority of patients using illicit BZDS are dependent

•‘Bingeing’ on BZDS for psychotropic effect is high-risk behaviour and is not evidence of dependence, therefore a prescription is likely to increase, not reduce, harm

•BZDS should not be initiated for the management of illicit drug use-related symptoms, e.g. insomnia, agitation secondary to stimulant

•Evidence of ongoing illicit opioid or other drugs suggests that the patient is in ongoing contact with a supplier of illicit drugs, and therefore likely to use any prescribed BZDS to enhance psychotropic effect or manage drug-related symptoms

Before prescribing BZDS

•Establish why the patient is using BZDS (e.g. symptomatic use, recreational abuse, managing negative effects of other drugs) and establish the presence or absence of dependence, in order to inform the patient’s management plan

•If the indication for prescribing is to prevent withdrawal, dependence must be established before a prescription is initiated

•Patient, prescriber and keyworker need to understand and agree expectations and time scales of prescribing, and agree measurable outcomes

•Ensure underlying mental health issues are addressed, e.g. CBT for anxiety disorders.

Prescribing guidance

•Long-term prescribing is unlikely to promote stability amongst drug users, particularly those who continue to use illicit opioids and other drugs ‘on top’ of their prescribed OST. It has adverse consequences

•For managing BZD withdrawal in dependent patients, a regime of gradual dose reduction over weeks or months is advised, alongside structured psychosocial intervention.



For non-dependent patients, supported phased reduction of BZD use without a prescription may be appropriate. For dependent patients exhibiting progress towards stability of illicit drug use, and motivation to stop using BZDS, a reducing prescription of BZDS is possibly indicated. Only in a minority will it be appropriate to consider maintenance prescribing. It is often assumed that this client group will not wish to stop BZDS, but in one study only 19% of those asked said they would not consider stopping if offered effective help.49

Phases of treatment

The management of BZD dependence, like other addictions, is best considered in discrete phases. For BZDS these phases are:

1Assessment

2Preparation

3Conversion

4Dose induction

5Detoxification

6Follow-up

7Maintenance.

Assessment

There is a significant risk that adding a BZD prescription to opiate substitute treatment may increase harm if the patient is not sufficiently stable, motivated or if dependence is not demonstrated. Rigorous assessment of the patient maximizes appropriate selection and minimizes possibilities for increased harm.

First, the clinician needs to establish the absence of ongoing drug or high-risk alcohol use. Ongoing stimulant use is a contraindication for BZD prescribing, as the patient is likely to use the BZDS to manage stimulant-induced anxiety and paranoia.41 Prescribing BZDS to a patient with high-risk alcohol use increases the risk of over-sedation and accidental overdose, and at best is unlikely to have a favourable outcome while alcohol use continues uncontrolled.

Ongoing illicit opiate use ‘on top’ of an opiate substitute prescription raises the likelihood of ongoing BZD abuse, either to manage withdrawal or to increase the euphoriant effect, so initiating a BZD prescription is not advised.

Diversion is a particular risk in the non-dependent patient, and an assessment of the risk of diversion is part of the process prior to initiating a BZD prescription.

Dependence must be established prior to prescribing BZDS, using ICD-10 criteria. A history of daily BZD use for less than three months is unlikely to produce dependence.40 Where there is doubt about the diagnosis of dependence it may be appropriate to suggest the patient attends for assessment after 48 hours BZD abstinence, in order to identify presence of BZD withdrawal symptoms. Toxicology tests can be used to confirm ongoing use. Usually two positive toxicology tests within the previous two months is sufficient. If the patient has provided a negative BZD toxicology result within the last four months dependence is unlikely. Some services ask the patient to record BZD use over a two-week period. This process has several purposes: to encourage patients to monitor their intake, take control of the process, and start to regularise their intake.

The clinician must explore previous attempts to stop BZDS, any previous withdrawal symptoms (including fits), underlying or pre-existing symptoms of anxiety, depression or insomnia, and the patient’s ability to engage with alternative treatment options for managing these symptoms. Before prescribed BZDS are added, other prescribed medication (usually opiate substitute treatment) must be stabilised.

Prior to commencing a prescription, it is vital that the patient and anyone working with the patient understand why he or she is using illicit BZDS and explore alternative treatment strategies for symptom control. The patient needs to understand the purpose of the prescription: to assist stabilisation, reduction and detoxification from BZDS.

Detoxification preparation

As with any detoxification process, adequate preparation increases the chances of success.

If the client is on opiate substitute treatment, this must be stabilised prior to commencing BZD prescribing, and should stay at a constant dose during BZD reduction and detoxification.50

BZD reduction is likely to be accompanied by an emergence of any pre-existing symptoms of anxiety, therefore, an important aspect of detoxification preparation is to identify alternative treatment strategies. Cognitive Behavioural Therapy (CBT), selective serotonin reuptake inhibitors and beta-blockers are possible options, and can be instigated prior to BZD reduction.

Education regarding the nature of BZDS is reported as improving outcomes in managing BZD dependence in non-drug-using populations.51 Also, a GP individualised, computer-generated, tailored patient education intervention was more effective than a standard GP letter in helping patients successfully discontinue from BZDS.52

Clinicians need to be aware that, once started, the patient may feel uncomfortable with reductions and express a desire to delay reduction, or move to maintenance, as circumstances or health needs change. Understanding withdrawal symptoms that the patient may encounter is the final piece of preparation that may help the transfer and subsequent reduction of BZDS go well. It is particularly important to discuss insomnia, and ensure the patient has alternative strategies in place for managing insomnia.

Psychological support before, during and after withdrawal enhances self-efficacy, supporting the patient in developing alternative coping strategies.9 Cognitive behavioural interventions, or relaxation therapies, have the best evidence for improving detoxification outcomes.48,51,52,53 Returning regularly to the benefits of reduction and detoxification will be necessary to support the patient through the process.

Conversion

Department of Health guidelines (the Orange Book)50 recommend that diazepam is used as the preferred substitute BZD; it has the advantage of being available on an FP10 (MDA) and thus can be readily prescribed for daily pick-up. However, due to its rapid onset of action it remains widely abused. If there is any concern about diversion a clinician may choose a BZD with a slow onset, such as oxazepam or chlordiazepoxide, that has a low street value. Conversion can be made in one step and should include Z drugs if they are also being used.

Induction

The dose of diazepam required to stabilise patients who do exhibit withdrawal symptoms is often much lower than claimed use.25,40 It is not necessary or desirable to match the patient’s reported intake with prescribed BZDS. Even patients reporting extremely high doses have been safely transferred to moderate-dose diazepam. Most patients will report current use of between 20 mg and 100 mg diazepam equivalent daily, and conversion to 10–30 mg daily dose is effective for the majority of cases (see Box 10.3). Even if reported intake is between 100 mg and 200 mg, daily amounts of 30–60 mg are likely to be sufficient.

For high-dose users (between 60 mg and 200 mg) some clinicians advocate an induction phase to a higher dose for stabilisation followed by a two-part reduction: initially reducing to 30 mg, then addressing other issues before recommencing reduction and detoxifying completely from BZDS.

For exceptionally high users, for example over 300 mg per day, initial inpatient treatment may be required.

Box 10.3

Dose induction


1The aim of dose induction is that the patient should be comfortable, but not intoxicated or drowsy during the day

2Aim at the lowest dose possible

3Start at 10–30mg daily of diazepam

4Higher doses are rarely required, though if illicit use is very high (e.g. 100–200mg diazepam/day) it may be necessary to prescribe 2 × 10mg three times/day (60mg) and reduce to 10mg three times/day within six weeks

5It may be advisable, whatever the daily dose, to suggest the patient takes it in two instalments, reserving a dose for night-time use.



Patients should be reviewed after one or two weeks prescribing, to assess withdrawal symptoms and distinguish from the emergence of pre-existing anxiety prior to medicating with BZDS. If the patient is experiencing withdrawal symptoms then the dose can be increased by increments of 5–10 mg, but it is rarely necessary to go above 30 mg.

Detoxification from benzodiazepines

Gradual dose reduction, or tapering, regimes are widely referred to in the literature,9,47,48 although most are within non-drug-using populations. However, clinical practice supports this approach for illicit drug users. The optimal speed or duration of dose reduction is unknown, but consideration should be given to both the avoidance of withdrawal symptoms, including fits, and minimisation of illicit use.

Patients who do not fit the criteria for prescribed BZDS should be supported intensively in reducing and stopping their BZD use, using the usual tactics: drug diaries, gradual dose reduction, delaying the first dose, and extending periods between doses.

If criteria for initiating prescribed BZDS have been met, reduction can begin as soon as the patient is stabilised on the medication, unless there are indications for maintenance, as addressed in a later section.

Most published regimes support a reduction by 5–15% per fortnight. Box 10.4 contains a suggested regime recommended by the Royal College of General Practitioners.

Box 10.4

Suggested benzodiazepine reduction regime


Reduction by approximately eighth of the daily dose per fortnight, e.g.:








	Prescribed daily diazepam dose

	Diazepam reduction per fortnight






	60–80 mg

	10 mg




	30–60 mg

	5 mg




	20–30 mg

	4 mg (2 × 2 mg tablets)




	0–20 mg

	2 mg






1Reduction can be quicker if shorter duration of dependence

2When the patient reaches a dose of 20 mg or less, reduce by 2 mg every 1–2 weeks

3Many patients will complete the final 4 mg reductions without any withdrawal symptoms

4For those experiencing genuine withdrawal once reduced to 4 mg, reductions can be as gradual as 0.5mg every two weeks, if necessary. (Use a half or quarter of 2 mg tablet or oral solution of diazepam 2 mg/5 L or 5 mg/5 ml.)

5Slow down reduction if withdrawal symptoms experienced.

6Ensure patient is engaging with psychosocial interventions for the entirety of the BZD detoxification.

7Continue support and relapse prevention after completing detoxification.



Dispensing

Diazepam is the only BZD eligible to be written on an FP10 (MDA) for instalment dispensing. Prescribers should prescribe for daily dispensing at the start of treatment, during the period of stabilisation, and continue daily if on daily prescribing of other substitute medication.

If a slow-onset BZD is prescribed instead of diazepam, an FP10 (MDA) cannot be used. Only two days should be issued on any single prescription. Subsequent prescriptions can be post-dated to avoid early use. It is not necessary to review the patient for each prescription. Several can be issued in one consultation.

If prescriptions have been lost or the drugs have been used before the next prescription is due, they should not be repeated. The risk of fits is small, and it is likely that the prescription has been misused or diverted.

Managing symptoms relating to benzodiazepine withdrawal

The literature largely refers to the use of adjunctive medication used by the general population to support BZD withdrawal. A wide range of adjunctive treatments have been investigated including melatonin, tricyclic antidepressants, selective serotonin reuptake inhibitors, beta-blockers, anti-epileptics and non-benzodiazepine anxiolytics. Current evidence is insufficient to support the use of any adjunctive medication and though some treatments may have promise, more robust evidence is required before they can be recommended for clinical practice.47,48

Sedating antidepressants should be used only if there is underlying depression and not to treat insomnia and must be used with extreme care as they frequently feature as part of a polysubstance profile in drug-related deaths.

A withdrawal symptoms questionnaire, such as the CIWA-B,55 is useful to benchmark symptoms and monitor progress, and may help distinguish between withdrawal and emerging anxiety. Reduction rates can be reduced to alleviate withdrawal symptoms. However, it is important to understand that since populating the CIWA-B requires self-report of subjective symptoms, there is a possibility of bias in the results. Therefore, such a questionnaire should only be used as an adjunct to, and not support for, clinical judgement.

Follow-up

As with other drugs of addiction, BZD dependence has a high risk of relapse.38,56 The National Treatment Outcome Research Study57 examined the risk of relapse of BZD use in patients on a methadone prescription and found that the rate of use had decreased substantially at four to five years follow-up. Rates of relapse can be reduced by ensuring that any other addiction problem is optimally managed.

Protracted withdrawal symptoms may occur, especially if high doses are used and/or there is pre-existing co-morbidity. Patients need to be reassured that these symptoms will resolve in time (anecdotally, symptoms are reported to continue for ‘one month per year’ [of BZD use]) and be actively supported through this time.

Maintenance

Three scenarios face the clinician with respect to BZD maintenance:

1Indications for short-term maintenance

2Indications for long-term maintenance

3Managing patients already maintained on a BZD prescription.

Some patients will move straight to reduction and detoxification once the induction phase is completed and the patient is stabilised; this is the preferred option for patients with no complex needs. However, for many patients a short period of maintenance may be indicated, and for a few patients long-term maintenance.

Maintenance BZD prescribing by default is not uncommon and clinicians will be faced with the dilemma of managing patients who have been prescribed maintenance BZDS for many years. The evidence base for BZD maintenance prescribing in illicit drug users is scanty and mixed. Greenwood58 published results from her clinical treatment service in Edinburgh where dramatic reductions in illicit opioid use and risk behaviour were accomplished by a treatment regime that included maintenance BZD prescribing to methadone-maintained patients. Liebrenz59 calls for evaluation of the widely practised ‘agonist substitution’ as a valid treatment for high-dose BZD-dependent patients, citing poor success rates of detoxification regimes, and postulating improved health outcomes for patients maintained on BZDS.

However, others observe that maintenance prescribing of BZDS has not been shown to have any definite medical value (unlike methadone) and in view of the recognised adverse effects (cognitive impairment) is rarely justified.60,61 Furthermore, there are significant concerns regarding misuse and diversion of any prescribed BZD medication.

The clinician should consider maintenance prescribing only if the goals of such prescribing are agreed and measurable, i.e. stabilisation of lifestyle, stabilisation of drug use, and evidence of the patient having removed him or herself from the illicit drug market.

Short-term maintenance

Short-term maintenance (usually less than six months) may be considered to allow time to address underlying anxiety issues, e.g. with CBT, or following an alcohol detoxification. Alcohol and BZDS are cross-tolerant, acting at the same GABA-a receptor sites, and therefore maintaining a dose of BZDS following a medically assisted alcohol withdrawal is likely to stabilise the patient and lessen the risk of relapse. The clinician will need to assess the benefits of consolidating abstinence from alcohol against the likely outcome of increasing the severity of BZD dependence by prolonging the BZD prescription. Additional risk factors such as hepatitis C status also need to be considered, tipping the balance in favour of BZD maintenance for patients who are hepatitis C positive. Oxazepam may be the BZD of choice for these patients as it is not metabolised in the liver; it has the additional advantage of slow onset and thus, low abuse potential. Lorazepam, although not hepatotoxic, has high abuse liability and should be avoided. BZD prescribing should be stopped if any evidence of alcohol use relapse is observed.

Long-term maintenance

This is only indicated in an extremely small minority of patients, for example those with co-morbid severe enduring illness who have been receiving prescribed benzodiazepines long-term. There is no evidence base to support long-term BZD prescribing, but clinical experience suggests that for very few patients the option of long-term prescribing taking into account the adverse effects, is preferable to the alternative. A minority of patients with long-term opioid and BZD use do not stabilise on opioid substitution medication alone62 and are unable to withdraw successfully from BZDS. Additionally, on rare occasions, patients who have identified improved coping skills on regular BZDS may be prescribed BZDS to prevent illicit use.63 A slow-onset, long-acting BZD is likely to maximise stability and minimise diversion or abuse.

Managing patients already maintained on benzodiazepine prescription

Historically, BZDS have been widely prescribed within drug services for a range of reasons. Principally to improve stabilisation on OST, reduce illicit opioid use, and to assist the patient in avoiding contact with illicit sources.

The adverse consequences of long-term BZD use are considerable:

•Significant impairment of cognitive function

•Diversion of prescribed medication

•Abuse of prescribed medication for psychotropic effect

•Increased risk of accidental overdose

•Increased severity of dependence and risk of protracted withdrawal syndrome.

For most patients already prescribed BZDS, long-term maintenance prescribing of BZDS is inadvisable. Today, it is part of our clinical responsibility to raise with the patient the concerns of long-term maintenance and support the patient in moving towards detoxification. As these prescriptions are now long-term for many patients, detoxification may be best achieved by withdrawal over many months or even years.

Future developments in the management of benzodiazepine dependence

The case for more research into the management of BZD dependence amongst illicit drug users has been extensively made. The management of long-term illicit users and indications for BZD maintenance are particularly needed.

Effective adjunctive medication for use in withdrawal. A 2018 published Cochrane review explored the effectiveness of different interventions reported the following outcomes:

•Benzodiazepine discontinuation: valproate or tricyclic antidepressants (very low-quality evidence)

•Benzodiazepine withdrawal symptoms: pregabalin, captodiame, paroxetine, tricyclic antidepressants, flumazenil (very low-quality evidence),

•Reduced symptoms of anxiety at end of intervention: carbamazepine, pregabalin, captodiame, paroxetine and flumazenil (very low-quality evidence).

•Relapse to benzodiazepine use: valproate and cyamemazine (very low-quality evidence


Alpidem, and also magnesium, were compared to placebo for outcomes of proportion of participants with benzodiazepine discontinuation and occurrence of withdrawal syndrome. Both interventions had worse outcomes than placebo.

Therefore, as regards relevance from primary care or community drug treatment services, many of the above medications are not routinely prescribed in such settings. However, it would appear that valproate, tricyclic antidepressants, carbamazepine or paroxetine merit further investigation as adjuncts to support BZD withdrawal.46

A major problem with current regimes is the reliance on diazepam as the preferred substitute medication, supported by FP10 (MDA). We know that significant quantities of prescribed diazepam are diverted. Greater exploration of the use of low abuse liability BZDS for substitution and detoxification is needed.

As the drug-using cohort ages, our attention must turn to the different challenges and health concerns of managing BZD misuse in an aging population. Mortality rates in drug users are 10 or more times that of the general population64 with older illicit drug users being at significantly greater risk of somatic and traumatic (non-overdose) causes of death than younger drug users.65,66 However, there are grounds for optimism – in the only published study, by Firoz and Carlson,67 older people do better than their younger counterparts, and may improve still more if services respond to their needs, and society to their marginalisation.

Use of a self-reporting questionnaire68 may be useful in determining a more differentiated treatment approach for polysubstance use and dependence.


Conclusion

BZD use is a large problem in the illicit drug-using population. Virtually all patients who use BZDS do so as part of a polysubstance use pattern. BZDS are used to reduce anxiety, help sleep, counter the negative effects of other drugs, and are also used for enhanced psychotropic effect as part of a polysubstance use pattern. Dependence can and does develop in a minority, but much use is intermittent as part of ‘bingeing’, and BZDS are commonly subject to abuse and diversion.

Clinicians need to be clear with the patient from the outset as to the indications for prescribed treatment. Treatment goals need to be agreed by patient, clinician and keyworker, with necessary motivational work completed prior to initiating prescribing. Only patients with proven dependence and a motivation to change their lifestyle should be commenced on prescribed BZDS. Assessment and adequate preparation for detoxification are crucial in improving outcomes and achieving abstinence.

Short-term maintenance on BZDS may be appropriate for patients with recent successful alcohol detoxification or with underlying anxiety disorders. Long-term maintenance has significant adverse effects but may be suitable for a small minority of patients who do not stabilise on opioid substitute treatment alone.

Services need to address mental health symptoms (particularly anxiety and depression, and behaviours relating to personality disorder) alongside drug use in order to improve rates of successful detoxification.
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Introduction

The term ‘stimulant’ relates to a diverse group of psychoactive drugs that cause a temporary increase in mental alertness, wakefulness and physical energy, together with improvement in mood, self-confidence, sexual arousal and a sense of emotional wellbeing and euphoria. Because of their effects, stimulants are sometimes referred to as ‘uppers’. Stimulant use is associated with a range of short- and long-term harmful effects.

Stimulants are widely used throughout the world. Some occur naturally in plants and have been used locally in unprocessed forms for centuries. Purified, and subsequently synthesised, naturally occurring stimulants such as cocaine, and novel compounds such as amphetamine, have formed a major part of worldwide drug cultures since the beginning of the twentieth century.

A development in recent years has been the introduction of a wide range of ‘designer’ stimulant drugs, sometimes known as ‘club drugs’. Many of these substances were initially called ‘legal highs’ as they did not fall under national or international drug conventions, however, in 2016 the UK passed the Psychoactive Substances Act bringing under control (with some exemptions) all substances with psychoactive properties. The preferred term for this group of new drugs is new psychoactive substances (NPS) and several hundred have been detected on European drug markets in the last decade1. Although this chapter will largely focus on stimulant drugs, NPS can also have sedative and hallucinogenic properties.

In the UK, commonly used stimulant drugs include ecstasy, piperazines and cathinones such as mephedrone. Some have been entirely newly synthesised compounds, while others have been derivatives or modifications of known psychoactive drugs or plant extracts. They have become part of a powerful, popular and lucrative recreational youth culture, often with innovative means of sale and distribution such as marketing on the internet or social media with delivery next day by post.

Currently in the UK, powder and crack cocaine, ecstasy, 4-methylamphetamine and methamphetamine are regulated as Class A drugs. Amphetamine sulphate and mephedrone are Class B drugs. Piperazines, GHB/GBL and Khat are Class C drugs.2 Current patterns and trends of use of stimulant drugs in the UK are explored in Figure 11.1.

Table 11.1

Proportion of 16–59 and 16–24-year-olds reporting use of drugs in England and Wales










	 

	Ever taken in lifetime (CSEW 2018/19)

	Taken in last year (CSEW 2017/18)

	Taken in last year (CSEW 2018/19)






	Any cocaine

	10.8

	2.7

	2.9




	Powder cocaine

	10.7

	2.7

	2.9




	Crack cocaine

	0.8

	0.1

	0.1




	Ecstasy

	9.9

	1.7

	1.6




	Any amphetamine

	8.9

	0.5

	0.6




	Amphetamine

	8.8

	0.5

	0.6




	Methamphetamine

	0.5

	0.0

	0.0




	GBL/GHB

	 

	 

	0.0




	Mephedrone

	1.7

	0.1

	0.0















	 

	Ever taken in lifetime CSEW 2018/19)

	Taken in last year (CSEW 2017/18)

	Taken in last year (CSEW 2018/19)




	Any cocaine

	11.3

	6.0

	6.2




	Powder cocaine

	11.2

	6.0

	6.2




	Crack cocaine

	0.2

	0.1

	0.0




	Ecstasy

	10.6

	5.0

	4.7




	Any amphetamine

	5.4

	1.5

	1.0




	Amphetamine

	5.3

	1.5

	1.0




	Methamphetamine

	0.2

	0.1

	0.0




	GBL/GHB

	 

	 

	0.1




	Mephedrone

	1.7

	0.2

	0.0






Source: Crime Survey England and Wales3

Cocaine

Introduction and pharmacology

Cocaine is a powerful central nervous system (CNS) stimulant. It is an alkaloid obtained originally from the leaves of the coca plant, family Erythroxylaceae, which is native to western South America.

The Inca people revered the coca bush as a plant of divine origin, chewing the leaves to increase their endurance and capacity for work, a cultural practice that persists among Andean Indians. Cocaine hydrochloride was first extracted from coca leaves in pure form in the 1850s, while its chemical structure was identified, and the drug first synthesised in the 1890s. Cocaine first appeared on the commercial market in the late nineteenth century in the form of extracts of coca leaf. The best known of these extracts was Vin Mariani, a coca-wine product that was manufactured in France from around 1870. This beverage was closely followed by the development of other products, one of which evolved to become Coca-Cola (originally containing extracts from the caffeine-containing kola nut and coca leaf, the product has not contained cocaine since 1906). By the early 1900s cocaine was the primary stimulant drug used in many commercial tonics and elixirs, and notable users included Sigmund Freud, Robert Louis Stevenson and the fictional detective Sherlock Holmes.

Pharmacologically, once in the CNS, cocaine causes a blockade of the dopamine transporter protein, causing dopamine accumulation in the synaptic cleft and prolonged dopaminergic signalling at the receiving neuron. Cocaine also affects serotonin metabolism by inhibiting the re-uptake of 5-HT3. Potentiation of dopaminergic and serotonergic systems are responsible for the stimulation and euphoria associated with cocaine use. Habitual cocaine use results in down-regulation of dopamine receptors, which may contribute to the reinforcement of cocaine use to counteract this effect, and also to the depressive mood change when cocaine use is stopped.

Cocaine has a direct action on peripheral nerves, blocking sodium channels and inhibiting normal impulse transmission, resulting in local anaesthesia. Cocaine has an additional effect on the noradrenergic system, causing vasoconstriction both locally and systemically together, with an increase in blood pressure and pulse rate. Cocaine is metabolised by the liver.

Though the non-medical possession, distribution and sale of cocaine was first made illegal in the UK in the Defence of the Realm Act 1916, cocaine is still available for legal medicinal use and is indicated as a local anaesthetic for some eye, ear and throat procedures.

Cocaine is well absorbed via a number of routes, and may be insufflated into the nose, rubbed directly onto the buccal mucosa (both typically powder cocaine), vaporised and inhaled, or dissolved and injected (typically crack cocaine). After injection or inhalation, peak concentrations are reached within seconds or minutes (see Table 11.2). This is delayed to around 60 minutes when cocaine is taken intranasally or via the buccal mucosa. Crack, therefore, produces a faster onset and shorter lasting ‘high’ than powder cocaine. The stimulant effect of both diminishes after as little as one hour after use, often leading to frequent re-dosing to maintain the stimulant effect.

Table 11.2

Effects of cocaine use









	 

	Desired effects

	Harms




	Immediate effects (within a few hours of consumption)

	Euphoria

Increased energy

Mental alertness

Decreased appetite

Increased sociability, talkativeness and self-confidence

	Increased blood pressure, pulse rate and core body temperature.

Dilated pupils

Tremor

Agitation and irritability

Headache

Chest pain and rarely cardiac arrest

Confusion

Rarely acute psychosis including hallucinosis




	Later effects (over next 24–72 hours)

	None

	Irritability, restlessness, anxiety, low or labile mood, insomnia or hypersomnia.

Drug craving, particularly in dependent users.

Persecutory ideas, hallucinations in any modality including tactile (formication).

Suicidal ideation




	Effects of repeated use

	None

	Psychological harms Dependence syndrome including tolerance, craving, neglect of other interests. Continued use despite harmful effects

Physical harms

Damage to nasal septum (insufflators).

Damage to lung (smokers).

Damage to local tissues and DVT (injectors)






Patterns of cocaine use

Starting in the US, cocaine became a very widespread recreational drug in the 1980s, with the development of ‘crack’ cocaine in the mid-1980s introducing the substance to a generally poorer, more inner-city market. Within the UK, the Crime Survey for England and Wales has shown the estimated proportion of 16–59-year olds reporting ‘ever’ use of cocaine (any type) in their lifetime increasing from 3.1% in 1996, 10.8% in 2018/19. People who use powder (31,510; 12%) and crack cocaine (6,365; 2% without opiate use, but 66,47; 25% with concurrent opiate use) remain a smaller percentage of the overall treatment population, compared to heroin users.3

Within illicit drug use cultures, cocaine is used in a variety of forms. In its original powdered form (cocaine hydrochloride, street names ‘coke’, ‘charlie’), cocaine is most commonly used intranasally (‘snorting’ or ‘sniffing’), when it is absorbed through the nasal mucosa. The powder is placed on a flat surface, such as a mirror, chopped with a razor blade to disperse any lumps, cut into ‘lines’, then insufflate via a straw. In some cocaine-using subcultures, the straw may be a rolled-up high-denomination bank note. Powder cocaine may alternatively be rubbed directly onto the gums for direct absorption. ‘Freebase’ is an alkaline powder preparation of cocaine prepared for smoking.

Crack cocaine (also known as ‘rock’, ‘stone’, ‘white’) is a low-purity form of freebase cocaine that is usually produced by neutralisation of cocaine hydrochloride with a solution of baking soda and water, to form a brittle, off-white, waxy rock-like material that has a very low point of vaporisation (around 90°C). The name ‘crack’ refers to the noise made when the ‘rocks’ are heated in order to be smoked via a crack pipe. To smoke, the rock is typically placed on a bed of cigarette ash on a crack pipe, which may be purpose made or improvised from a tin can or a plastic bottle. Direct heat is then applied to the volatile rock, usually by holding a lighter flame to it, and the vapour is then inhaled through the pipe. Crack cocaine can also be dissolved and injected, often in combination with heroin (see Table 11.3).

Table 11.3

Routes of cocaine use








	Nasal insufflation (‘sniffing’ or ‘snorting’)

	Most common with powder cocaine






	Piping

	Most common with crack cocaine where direct heat is applied to a rock and the vapour inhaled via a pipe




	Injecting

	Cocaine powder or crack is dissolved and then injected




	Chasing

	Like heroin, crack cocaine can be heated on tinfoil and the vapour ‘chased’ and inhaled




	Smoking/chipping

	This involves flaking small amounts of cocaine, freebase or crack into the top of a tobacco cigarette to form a ‘joint’. Typically, less cocaine is absorbed through this route






The pattern of cocaine use varies considerably (see Table 11.4). ‘Recreational’ use is relatively common, with individuals taking the drug only occasionally. This is often in association with social activities or parties and includes regular weekend use. Patterns of regular daily use occur, as does heavy and intermittent use or ‘bingeing’. Binges take the form of rapidly repeated dosing of the drug as the intensity of each ‘high’ decreases, often in escalating amounts over a period of hours or days, terminating in a ‘crash’ with exhaustion and depressive symptoms.

Table 11.4

Patterns of cocaine use








	Recreational user

	Infrequent user; shares with friends and tends not to have a regular pattern of use. May have short-term negative effects after using, but this user tends to only develop problems if use escalates




	Binge user

	Actively seeks powder or crack cocaine, will re-dose frequently during a session and may use large quantities in one session. Probably experiences several physical or psychological problems including ‘come down’ or withdrawal phenomena. This person may identify their use as problematic and present for help




	Chronic high-dose user (may be associated with psychological dependence)

	Likely to consume most days, and sometimes several times daily and potentially in high quantities. Some users demonstrate life-threatening use. Daily activities and values may centre heavily on acquisition of money, purchase of cocaine and using the drug. Other relationships, activities and work are likely to be affected by cocaine use. The user is very likely to experience significant psychological, social and physical problems relating to cocaine use






Cocaine may be used in association with other drugs such as amphetamine, alcohol, benzodiazepines or heroin, either to intensify the effect of cocaine, or to manage the symptoms of ‘coming down’ following use. The injecting of heroin, together with cocaine in powder or crack form (‘speedballing’ or ‘snowballing’), is a high-risk practice that has become prevalent in the UK and elsewhere.

To get from the leaf produced in the highlands of the coca-producing countries to the user in a processed and purified form, cocaine passes through many hands, and is diluted at each stage to increase profit margins. For that reason, the average gram ‘wrap’ of powder cocaine in the UK is typically between 40 and 60% actual cocaine.3 The rest is a mixture of bulking agents or other stimulants, including caffeine, glucose, mannitol, corn-starch, vitamin C powder, sugar, talcum powder, baby milk powder and possibly local anaesthetic (to simulate the numbing effect of cocaine). Crack cocaine is typically 60–70% pure, and the purity has fallen considerably in recent years.3

Over the last decade, the powder cocaine market has diversified in some parts of the UK, with broadly two strengths of cocaine being available. The first is relatively low purity cocaine often selling at around £50/gm, while cocaine of higher purity is sold at around £100/gm. It is thought that this is an attempt by serious organised crime groups to engage a broader range of users. A typical recreational powder cocaine user may use 0.5–1 g in a session. A single dose of crack is typically one rock, while a heavy crack user on a binge may use tens of rocks over a short period of time.

Harmful effects of cocaine use

Cocaine use has a number of negative physical and mental health effects, some of which can be serious and life threatening.

Because of cocaine’s stimulant effects on the noradrenergic system, heavy use carries significant risks of cardiovascular complications, including angina, myocardial infarction and stroke.4

Sudden death can occur on the first use of cocaine or unexpectedly thereafter, even with low doses. Deaths may be the result of cardiac arrest or seizures.

Physical effects from smoking cocaine (with inhalation not only of the drug, but also of elements from the crack pipe including tobacco ash and products of burning paint and plastics when homemade pipes are used) include breathlessness and haemoptysis, chest pain and hoarse voice. The lips may be burnt when a flame is applied to a crack pipe, and this may be potentiated by the local numbing effect of the drug.

Regular intranasal use causes vasoconstriction in the blood supply to the nasal mucosa, which may lead to septal ulceration and perforation.

Heavy cocaine use causes tachycardia and can result in the development of tachyarrhythmias. Cocaine is a constrictor of blood vessels and leads to a significant rise in blood pressure soon after the drug is taken, with a risk of stroke. In long-term users, surges in blood pressure can contribute to the development of arterial disease, so that a regular cocaine user as young as 25–30 years without any other risk factor may develop coronary artery disease as a result of cocaine use. Reports from the US suggest that as many as one in four myocardial infarctions in people aged 18–45 are linked to cocaine use and one study has shown that the risk of a heart attack is increased 23-fold in the hour following cocaine use. Dissection of the aorta has also been reported in cocaine users, as has mesenteric ischaemia and infarction.5,6

As with all psychostimulants, cocaine may cause seizures. Brain perfusion deficits and associated neuropsychological compromise (such as problems with attention, concentration, new learning, visual and verbal memory, and word production) may be persistent. Cocaine use can lead to impairments in cognitive function through decreased perfusion and multiple small ischaemic infarcts. Tics, stereotypes of speech or movement, ataxia, and disturbed gait may occur, and may disappear after cocaine use is stopped. Some regular users develop tactile hallucinations, likened to the feeling of ants crawling under the skin (formication).

Mental health effects of cocaine use are common. Because of cocaine’s direct effects on brain neurotransmitter chemistry, dysphoria, bad dreams, anxiety and depression may follow use. Depression may be severe in heavy users and become associated with suicidal ideation and behaviour. A psychotic episode, especially involving paranoid delusions together with an increase in aggressive and violent behaviour, is a risk of heavy binge use. In some psychotic episodes confusion and aggressive behaviour have developed, and the individual has required restraint prior to treatment. During such restraint, however, sudden deaths have been reported.

The majority of mental health symptoms usually resolve over hours or days after stopping cocaine use, but some may be more persistent. Cognitive impairment may be permanent and may affect the ability of the individual to take part in treatment successfully.

Cocaine use is associated with increased risk of autoimmune diseases such as Goodpasture’s syndrome and glomerulonephritis.

Cocaine use appears to increase the risk of the transmission of HIV, not only through the potential vectors of shared needles and smoking or snorting paraphernalia, but also through increased sexual activity, loss of sexual inhibition and increased at-risk sexual behaviour while using. Injecting use of cocaine exposes the user to a further range of health effects including local tissue damage (compounded by the local anaesthetic effect and repeated re-dosing) and, for groin injectors, deep-vein thrombosis (DVT).7

Crack cocaine has for some time been associated in the press with violent behaviour relating to its marketing and use. However, it is likely that the same sociodemographic characteristics, psychiatric variables and non-cocaine substance use disorders that make some individuals more likely to use crack cocaine, are responsible for the increased prevalence of violence observed among crack users, rather than crack itself.8

Cocaine use and pregnancy

Miscarriage, premature birth, stillbirth, placental abruption and low birth weight are reported consequences of maternal cocaine use during pregnancy. The mediator for many of these effects is thought to be primarily the vasoconstrictor effects of cocaine on placental vessels.

Many cocaine-using women do not maintain adequate nutrition, do not attend antenatal appointments, and use other drugs that could themselves be harmful to the foetus, including alcohol and tobacco. Supporting pregnant women, and cocaine-exposed children and their families, is an important task for all health professionals.

With respect to fears of teratogenic effects on the foetus, numbers of studies over the past decade have indicated that the primary contribution of cocaine has been greatly exaggerated, and that other factors are responsible for many of the long-term effects found in the infants of heavy cocaine users.9

Cocaine dependence

The most recent version of the World Health Organisation’s International Classification of Diseases (ICD-11)10 suggest that a diagnosis of dependence can only be made if two of the following three criteria are met.

•Impaired control over substance use in terms of onset, level and termination of use. This is often accompanied by a strong use or craving to use the substance

•Use of the drug becomes an increasing priority in life and takes precedence over other interests. Use often continues despite occurrence of problems

•Evidence of physiological features indicating neuroadaptation to the substance. Examples include tolerance, physiological withdrawal symptoms on cessation or reduction in use, and repeated use to prevent withdrawals.

Considering cocaine, there is strong evidence to support the development of the first two criteria. In terms of physiological features, tolerance is frequently described although there is debate about whether physiological withdrawals occur. Despite this, it is clear that using the ICD-11 approach, that cocaine can cause dependence.

Concomitant cocaine and other drug/alcohol use

Cocaine users frequently use cocaine in conjunction with sedatives, in order to enhance the euphoriant effect in reducing the unwanted direct effects of cocaine use, such as agitation and alleviate ‘come down’ effects. These additional drugs are typically cannabis, alcohol, benzodiazepines and heroin. There is evidence that alcohol and cocaine combine synergistically to cause more harm for the user than the combined effects of either drug taken separately, and thus increase the overall morbidity and mortality associated with cocaine use. The combination increases the euphoriant effects of cocaine through the production in the liver of cocaethylene, a long-acting ethyl homologue of cocaine, which may increase the risk of sudden death.

Treatment for cocaine users

Given the diversity of the cocaine-using population, patterns of use and the differing needs of each user, treatment interventions are ideally provided at a range of levels. Key principles of good service provision include:

•Easy access to services (including opening times, location and timeliness)

•Multiple points of entry to treatment

•Person-centred and simple assessment procedures

•Information, advice and support services

•Pharmacological and psychosocial interventions when required

•Effective referral procedures and an integrated approach to providing treatment and care (including specialist mental health and blood-borne virus care)

•Support for families and children of psychostimulant users when needed

•Access to social care and accommodation.11

Within primary care, potential roles include: identification of problematic cocaine use; brief interventions and other psychosocial interventions designed to help the user control, reduce and stop use; harm reduction advice; mental health and risk assessment; and signposting and referral. They may be most successful if associated with non-judgemental and positive attitudes to working with stimulant users.

Pharmacological approaches

Though the subject of much study, no proven pharmacological treatment for cocaine misuse exists. There is little evidence to support any prescribed treatment, either to provide symptomatic relief during withdrawal or detoxification or as a substitute medication.

One review of the use of psychostimulant drugs in cocaine use (including drugs metabolised to a psychostimulant) included 16 studies using various drugs, including bupropion, dexamphetamine, methylphenidate, modafinil, mazindol, methamphetamine and selegiline. Overall, the review found that psychostimulants did not improve levels of cocaine use, had an unclear beneficial effect in maintaining cocaine abstinence, and were not associated with higher retention in treatment.12

Another review included 37 studies of antidepressant therapy, namely desipramine, fluoxetine and bupropion, in cocaine use. The review found that any positive results obtained with antidepressants on mood-related outcomes were consistent simply with the primary effect of the antidepressants. Antidepressant treatment was not associated with any positive effect on direct indicators of cocaine misuse or dependence. The study concluded that current evidence from randomised controlled trials does not support the use of antidepressants in the treatment of cocaine use.13

Pani et al. conducted a review of seven studies that used disulfiram in the treatment of cocaine use. They found a low level of evidence to support the clinical use of disulfiram for the treatment of cocaine use, for example an increased number of weeks of consecutive abstinence when disulfiram was compared with placebo. The authors concluded that larger, randomised investigations are needed to confirm these outcomes.14

In another review, authors identified 17 randomised controlled trials involving the use of anticonvulsant medication to treat cocaine use. The anticonvulsant drugs studied were carbamazepine, gabapentin, lamotrigine, phenytoin, tiagabine, topiramate and valproate. No significant differences were found between any anticonvulsant and placebo in reducing the number of dropouts from treatment, use of cocaine, craving or severity of dependence, depression or anxiety. The conclusion was there is no current evidence to support the clinical use of anticonvulsant medication in the treatment of cocaine dependence.15

A further review considered 23 studies of dopamine agonists (dopamine and amantadine) in the treatment of cocaine use. The authors concluded that current evidence from randomised controlled trials does not support the use of dopamine agonists for treating cocaine dependence.16

Naltrexone, in combination with relapse prevention therapy, has been shown to be of potential help in reducing relapse for cocaine-dependent clients.17

Cocaine-related mood problems may require treatment, though the use of antidepressant pharmacotherapies in a client who continues to use cocaine may be relatively ineffective owing to the neurotransmitter effects of the drug and may increase the risk of serotonin syndrome. MAOI use in conjunction with cocaine may have severe and dangerous complications. Users may request prescribed benzodiazepines or other sedative drugs to manage the symptoms of the withdrawal phase following heavy use, and any consideration of this must be seen in the context of prescribing for short-term and self-limiting symptoms in a known misuser of drugs. There is the potential for even short courses of benzodiazepines to result in worse anxiety when the treatment is stopped, and this may prompt the user to seek out ongoing supplies of benzodiazepines, whether licit or illicit. Cocaine-induced psychosis may require assessment by mental health services and the short-term use of antipsychotic medication.

Pharmacological approaches to cocaine use in opioid dependence

In routine substance misuse treatment, adequate maintenance treatment in clients with opioid dependence, in addition to cocaine use, is associated with reduced cocaine use.18

Psychosocial interventions

Simple information and advice is helpful at all stages of the management of the cocaine user. In particular, reassurance during any withdrawal phase that symptoms are self-limiting and short in duration is useful. Brief interventions focused on changing behaviour may be of value19 and have a potential role in the primary care setting.

Studies have found that an abstinence-based psychotherapeutic approach, which incorporates counselling, formal psychosocial intervention and social support, has the greatest impact on cocaine use.18 Contingency management, where clients are given rewards such as financial incentives for achieving goals, has been found to be successful in promoting abstinence from cocaine,20 though has not been widely adopted in the UK. Relaxation and stress-reducing techniques may be useful when patients experience anxiety.

Patients with multiple substance misuse problems may benefit from intensive residential rehabilitation and can potentially have better outcomes than with community-based drug counselling and treatment approaches.21 However, intensive rehabilitation programmes may potentially be provided equally effectively on a day-care basis.

In 1999, the results from the National Institute on Drug Abuse’s Collaborative Cocaine Treatment study were published.22 This US study aimed to determine the most effective psychosocial therapy for cocaine dependence and compared individual drug counselling therapy plus group drug counselling (GDC), cognitive therapy plus GDC, supportive–expressive counselling plus GDC, and GDC alone over six months. Individual drug counselling plus GDC, which incorporated a 12-step philosophy, was the most effective in reducing cocaine use. The authors proposed that the success of the individual therapy might have been because it focused most strongly on stopping current drug use.

Current national guidance within the UK is that cognitive behavioural therapy and psychodynamic therapy should not be offered routinely to people presenting for treatment of cocaine or other stimulant use. However, cognitive behavioural therapy should be considered for the treatment of co-morbid depression and anxiety disorders in people who misuse stimulants.20

Behavioural couples therapy should be considered for people who have a non-drug-misusing partner and who present for treatment of cocaine use.20

Mutual aid

Cocaine Anonymous is a mutual self-help group based on the 12-step tradition in which cocaine users are able to share their experiences and hopes and receive support with the aim of addressing cocaine use (www.cauk.org.uk).

Harm reduction approaches

There are a number of principles of safer drug use that can be discussed with the drug user to reduce the harm associated with powder and crack cocaine use.

For the powder cocaine user, advice may include using a nasal spray or water to clean the nostrils after use to reduce the risk of damage or perforation of the nasal septum. Shared straws or rolled up bank notes may be a transmission vector for HCV or other blood-borne virus (BBV) infection. Users may be advised to avoid bingeing – cocaine users can find themselves taking the drug multiple times in one session. Multiple re-dosing increases the risk of overdose and increases the severity of the ‘crash’ after a session. A simple measure may be to limit the money taken on a night out, and to leave all ATM cards behind. Similarly, using more cocaine to self-medicate the ‘come down’ will increase the intensity of the withdrawal symptoms in the long run. Good advice is to stop using for as long as possible to allow the body to recover.

Those with more severe depression and/or anxiety associated with use should be advised to cease use. A simple explanation of the neurobiological effects of cocaine use may help the user to make an informed choice about the risks of continued use. Users should be aware of the danger of precipitating acute mental health problems including acute psychosis while using cocaine.

Recreational users should be given safer sex advice and encouraged to take condoms with them when planning to use cocaine. Users should be given information about the harmful effects of using cocaine with other drugs, including alcohol.

Harm reduction advice for crack users includes the above. In addition, crack users need to be careful not to burn their face when using crack pipes, and to hold lighters as far away as possible. Sharing pipes is a known vector for transmission of HCV and other BBV infections and should be avoided. Use of Pyrex pipes is safer than glass pipes, and the use of home-made crack pipes made from drink cans or plastic bottles is particularly dangerous because of the inhalation of various products of combustion when the pipe is heated. To make a pipe safer, a screen can protect from inhalation of particles such as cigarette ash and wrapping the pipe end in paper can reduce burning of the lips.

Injecting users need to be aware of the increased risks of BBV transmission, and the dangers of deep vein thrombosis if groin injecting. BBV testing may be an appropriate harm reduction intervention.

Female cocaine and crack users should be advised about the risks of using during pregnancy.

Liaison with social agencies may reduce harm for families and dependent children in highly problematic users.

Complementary therapy approaches

A number of complementary approaches have been suggested, though most have not been subject to study. Seven studies were included in a review of auricular acupuncture for cocaine dependence. All were of generally low methodological quality. No differences between acupuncture and sham acupuncture or acupuncture and no acupuncture were found for any measure of cocaine or other drug use. The authors concluded there is currently no evidence that auricular acupuncture is effective for the treatment of cocaine dependence.23

Cocaine vaccine

A ‘cocaine vaccine’ could be a promising immunotherapeutic approach to managing cocaine use. It induces the immune system to form antibodies that prevent cocaine from crossing the blood–brain barrier to act on receptor sites in the brain. Preliminary studies in rats have shown that cocaine antibodies can block cocaine from reaching the brain and prevent reinstatement of cocaine self-administration. A successful phase 1 trial of a human cocaine vaccine has been reported.24 The most promising application of a vaccine may be to prevent relapse to use or dependence in abstinent users who voluntarily enter treatment. Any potential use of a vaccine to treat cocaine addicts under legal coercion raises major ethical issues.25

Amphetamine

Introduction and pharmacology

The term amphetamine is used for a range of stimulant drugs including amphetamine sulphate (a racemic mixture of both levoamphetamine and dextroamphetamine, street names ‘billy’, ‘whiz’, ‘speed’, ‘bennies’, and trade name Benzedrine) and dextroamphetamine (or dexamphetamine, also known as ‘dexies’, trade name Dexedrine). Both the above types of amphetamine may be marketed as a paste, a crystalline white powder or in tablet form, and are taken orally, nasally or injected. As with other psychostimulants, amphetamine consumption boosts energy, increases alertness and wakefulness, improves mood and decreases appetite in the short term. The related compound methamphetamine, another crystalline white powder, has stronger and longer-lasting effects than amphetamine, and is most commonly smoked as larger crystals known as ‘crystal meth’, ‘ice’ or ‘glass’. Crystal meth may also be used orally, intranasally or by injection, and produces a particularly intense high lasting 4–12 hours. Along with a more marked stimulant effect, methamphetamine is associated with a greater tendency to produce tolerance and escalating use, a more severe ‘crash’ after use and a greater prevalence of mood disturbance with regular use.

Amphetamine was first synthesised in the 1880s as a derivative of ephedrine, a naturally occurring adrenergic and stimulant compound that is found in a variety of plant sources. However, it wasn’t until the 1930s that amphetamine was marketed as a medical product under the trade name Benzedrine, initially as an inhaler to relieve bronchospasm and nasal congestion, and later in tablet form in the management of narcolepsy and a range of other conditions. Amphetamines have more recently been used in the treatment of attention deficit disorder in children, where it can produce a paradoxical reduction in hyperactivity. Amphetamine derivatives have for many years been used, and misused, as ‘diet pills’ because of their appetite-suppressant effects.

Soon recognised as a potent stimulant, amphetamine was given to soldiers to combat fatigue and improve alertness during the Second World War, and by the 1950s, amphetamine was being used outside the forces as a recreational stimulant. From the 1960s, amphetamine use has been popular within a number of youth subcultures in Britain, including mods and punks, and is used to increase energy at parties and all-night dances. Amphetamines have been used within sports, particularly cycling, to improve performance, where their use has been associated with sudden death.26 They may be used on a ‘one-off’ basis by those wanting to stay awake for prolonged periods, for example cramming for exams or driving through the night.

Amphetamine exerts its central stimulant effects by modulating neurotransmitter activity in specific areas of the brain, in particular dopamine- and serotonin-based systems. Amphetamine has been shown to increase the concentrations of both these transmitters in the synaptic cleft, primarily by triggering pre-synaptic release, thereby heightening the response of the post-synaptic neuron, and producing a stimulant effect.

In the rest of the body amphetamine has a sympathomimetic effect, causing tachycardia, arrhythmias, vasoconstriction and raised blood pressure. Amphetamine may increase intraocular pressure and aggravate glaucoma.

Amphetamines may have a serious harmful reaction if used together with MAOI antidepressant tablets.

Patterns of amphetamine use

Amphetamines have been misused almost continually since their introduction into medical practice. The ease of synthesis from inexpensive and readily available chemicals makes widespread illicit amphetamine production possible. Of 180 million people worldwide consuming illicit drugs in the late 1990s, 29 million were taking amphetamine-type stimulants.27 This figure was larger than the number of people consuming cocaine and opioids combined. An Australian multi-city study, looking at injecting drug users, found that amphetamines were the drugs most commonly first injected (45.8%) and almost half of the 872 study sample had used amphetamines in the month prior to the interview (94.4% of whom had injected).28 More recent figures from the UK estimate that almost 9% of adults and around 5% of young adults have used amphetamine at some time during their lifetime (see Table 11.1).3 The last decade has seen a weakening demand for amphetamine, as cocaine use has increased in prevalence. For people in drug treatment in England in 2018/19, amphetamine (excluding MDMA) was an identified problem for 8,871 people, around 3% of the total treatment population. The majority of those entering treatment with problems related to amphetamine use were also experiencing problems with other substances, most commonly opiates.34

Routes and patterns of amphetamine use are complex and changeable, and vary between users, geographical regions and socioeconomic groups. Amphetamine can be taken orally (as tablets or a paste or powder wrapped in a cigarette paper and swallowed, or the powder added to a soft drink), injected (dissolved powder, crushed tablets or methamphetamine crystals), intranasally (as a powder that is prepared in a similar way to powder cocaine) or smoked (as amphetamine base or crystal methamphetamine).

A number of regular amphetamine users make the transition from oral or intranasal to injecting use, and for many this occurs after about two years of use.30 Once users begin injecting, they may be reluctant to return to snorting or swallowing. Taken intravenously, the abuse potential of amphetamines has been said to be comparable to that of heroin or cocaine.31 Injecting amphetamine use is associated with more frequent use, higher risk of tolerance, poorer social function and greater psychological morbidity.

The purity of amphetamine powder seizures has remained fairly stable over the years at around 10%, with common adulterants including caffeine and glucose.32 Other substances found in marketed amphetamine include methamphetamine, MDMA, cocaine, ketamine, ephedrine, phenacetin and selegiline.33,34

Harmful effects of amphetamine use

The World Health Organisation International Classification of Diseases (ICD-11)10 describes the following diagnostic categories for mental and behavioural disorders related to stimulants including amphetamine, methamphetamine and methcathinone.

•Harmful use

•Dependence

•Intoxication

•Withdrawal

•Stimulant induced psychotic disorder

•Certain specific stimulant-induced mental or behavioural disorders.

Common negative effects associated with amphetamine use include headache, hyperactivity and short-term difficulty sleeping. Users may experience palpitations and tremor. Bruxism (teeth grinding) may occur in users of amphetamines and related stimulants.

Following a period of amphetamine use, the ‘come down’ can last several days, with subjective feelings of tiredness, lethargy, excessive sleep and poor concentration. Regular users may be predisposed to catching viral illnesses and colds. In the longer term, regular amphetamine use can lead to chronic anxiety and depression. Short- and long-term heavy use is associated with irritability, aggression and potentially suicidal behaviour, and may result in persecutory ideas, irrational fear and acute psychosis with visual, auditory and tactile hallucinations. These symptoms are short lived and resolve over a short number of days when use of the drug is stopped. Injecting use may be associated with damage to veins and skin ulceration, and with viral hepatitis and HIV infection.

Death in amphetamine users is rare but, where it has occurred, it is usually attributable to accidents, cerebrovascular haemorrhages, acute cardiac failure and suicide.35

Dependence

The potential for an amphetamine dependence syndrome has been the subject of debate.

There is no doubt that some users crave the drug, feel compelled to use it, and continue to use it despite the presence of harm. Tolerance to the stimulant effect is clear for some users, but not all. For the regular user, stopping use may result in an unpleasant rebound effect, characterised by nocturnal insomnia and paradoxical daytime drowsiness, lethargy, low mood, irritability, and anxiety. These features are likely to be due to the neurotransmitter depletion caused by regular amphetamine use and do not represent a true physical withdrawal state or syndrome. Thus, a psychological dependence to amphetamine may be a feature for some heavy and regular users, though this is likely to represent a small minority, and a physical dependence syndrome does not tend to occur.

Treatment for amphetamine users

Despite the prevalence of its use, information from the Crime Survey for England and Wales and Public Health England annual reports show that amphetamine users in the UK infrequently access formal treatment services3,29 Three-quarters of amphetamine users surveyed in an Australian study had tried to reduce their use without professional assistance. Of these, 93% successfully reduced their amphetamine use and 83% were satisfied with the outcome.36

The management of amphetamine use has similarities to that of cocaine, with a focus on harm reduction, psychosocial treatments and the management of complications of use. Pharmacological treatments have generally not been shown to be effective in the management of amphetamine use, and therefore psychosocial interventions form the mainstay of treatment.

Pharmacological approaches

Although the number of amphetamine users worldwide is large, very few controlled trials in the pharmacological management of amphetamine use have been conducted. The limited evidence available suggests that no treatment has been demonstrated to be effective in the treatment of amphetamine misuse.

One review study focused on potential pharmacological treatment modalities for amphetamine use including fluoxetine, amlodipine, imipramine and desipramine. Four trials were considered. The authors concluded that the studied medications have limited benefits in the treatment of amphetamine dependence and abuse. Fluoxetine may decrease craving in short-term treatment and imipramine may increase the duration of adherence to treatment in medium-term treatment. However, apart from these, no other benefits were found.37

Shoptaw et al. reviewed four randomised controlled trials that studied the management of amphetamine withdrawal supported with amineptine or mirtazapine.38 Amineptine significantly reduced treatment drop-out rates and improved overall clinical presentation but did not reduce withdrawal symptoms or craving compared with placebo. Amineptine is not available for use due to concerns over abuse potential. The benefits of mirtazapine over placebo for reducing amphetamine withdrawal symptoms were not clear. One study suggested that mirtazapine may reduce the hyperarousal and anxiety symptoms associated with amphetamine withdrawal, but a second study failed to find any benefit of mirtazapine over placebo on rates of retention in treatment or on the severity of amphetamine withdrawal symptoms. The authors concluded that there is no medication that has been shown to be effective for the treatment of amphetamine withdrawal.

Another review considered the management of amphetamine-related psychosis but found only one eligible study. Outcomes from this trial indicated that antipsychotic medications effectively reduced the symptoms of amphetamine psychosis. The newer generation antipsychotic medication, olanzapine, demonstrated significantly better tolerability than haloperidol.39

Health professionals may be asked to prescribe for depressive symptoms related to amphetamine use. Prescribers must balance the likely limited effectiveness of antidepressant treatment, and the risk of causing serotonin syndrome as long as amphetamine use continues, against the client’s need for assistance. Additionally, withdrawal from amphetamines may be accompanied by requests for benzodiazepines or other hypnotics to help manage resultant sleeplessness or anxiety. Again, the potential benefits for the patient must be seen against the risks of diversion of prescribed medication and the addition of a potential benzodiazepine misuse problem on top of an already complicated situation.

Amphetamine substitute treatment

Dextroamphetamine sulphate (trade name Dexedrine) is the most frequently studied substitute drug for amphetamine users and is currently prescribed in England and Wales for the treatment of primary amphetamine use and dependence. It was estimated in 1995 that there were between 900 and 1000 people in the UK being prescribed amphetamine.40

Proponents of oral amphetamine substitution therapy argue that:

1There is a need for an appropriate and effective intervention for amphetamine users, and that current treatment modalities for illicit drug users are irrelevant to their needs, in that they are oriented primarily to opioid users or to symptomatic relief on abrupt amphetamine withdrawal41

2Oral amphetamine substitution can allow patients to stabilise on a dose of prescribed medication that causes neither withdrawal nor craving, and thereafter facilitate a subsequent gradual dose reduction and eventual cessation of amphetamine use

3Needle sharing by amphetamine users makes substitute amphetamine prescribing an important public health and harm reduction approach in the prevention of BBV transmission, a potential for good that may outweigh the risks associated with prescribing.

However, there are a number of counter-arguments why amphetamines should not be prescribed, including risks of toxicity of prescribed dextroamphetamine, the risk of precipitating acute psychosis, the potential for diversion of prescribed medication, difficulties with monitoring illicit use, and the lack of a strong evidence base for its effectiveness. In addition, many amphetamine users are not regular or dependent users, and therefore there is a significant risk of increasing drug use, tolerance, psychological dependence and contributing to further instability when prescribing substitute medication.

The 2017 UK guidelines on clinical management of drug misuse and dependence sum up:

‘Even though there may be individual patients for whom existing treatment should be continued for the time being, substitute stimulant prescribing does not have demonstrated effectiveness and, accordingly, should not ordinarily be provided.’18

Psychosocial interventions

As in the management of cocaine use, simple information and advice is helpful at all stages of the management of the amphetamine user. Brief interventions that focus on changing behaviour may be of value in helping clients to reduce use.42

Current UK guidance is that cognitive behavioural therapy and psychodynamic therapy should not be offered routinely to people presenting for treatment of amphetamine or other stimulant use, but cognitive behavioural therapy should be considered for the treatment of co-morbid depression and anxiety disorders for people who misuse stimulants.18

Behavioural couples therapy should be considered for people who have a non-drug-misusing partner and who present for treatment of amphetamine use.18

Contingency management has been shown to be effective in facilitating the short-term achievement of abstinence or reduction of amphetamine use in a number of studies.18

Reassurance during any withdrawal phase that symptoms are self-limiting and short in duration is useful. However, in a small percentage of cases amphetamine use and withdrawal may precipitate significant psychological symptoms such as anxiety, low mood, depression, self-harm and suicide, violence, agitation and depression, and these may require a full mental health assessment, treatment (which may include short-term antipsychotic medication) and careful monitoring. For younger users this may include close liaison with suitable child and adolescent mental health teams.

Harm reduction approaches

Amphetamine users are at risk of harm from their drug-using behaviour, and brief interventions focusing on information and advice may be of value in reducing harm to the individual.

Harm reduction advice to the amphetamine user may include advising on the low purity and presence of contaminants in all street drugs, and the particular risks of toxicity with injecting use. If injecting, advice should be given on safer injecting practices to reduce the physical harm and BBV transmission associated with injecting.

If the user has problems with difficult come downs following amphetamine use, then support should be offered to use less, and less often. This advice may be supported by an explanation of the neurotransmitter effects of amphetamine use and the symptoms of dopamine depletion, which may help the user to make an informed choice about continued use.

It is also important to advise the user to stop if pregnant or breast feeding. Also, the user should be advised to stop or use less if there are any signs of cardiovascular problems.

If the user is sexually active while using amphetamine, safer-sex advice should be offered regarding protection from sexually transmitted diseases and unintended pregnancy.

Khat

Introduction and pharmacology

Khat (sometimes known as chat or qat) has been known and used as a stimulant plant drug for centuries across the Horn of Africa and the Arabian Peninsula. The chewing of fresh khat leaf remains a cultural tradition in Ethiopia, Somalia and Yemen. Often done in large social groups, generally consisting of adult males, khat is chewed while topics of interest are discussed, local music and poetry are performed, and disputes or conflicts resolved. Sometimes dried khat leaves are infused to make a tea, though khat’s potency is partially lost in the drying process.

The development of air transportation has increased the availability of fresh khat leaves outside its indigenous area, and within the UK khat is used within North/East African immigrant communities. Its use is becoming more common outside its traditional domains.

The khat plant contains the psychotropic substances cathine and cathinone, which are chemically similar to ephedrine and amphetamines. When absorbed from chewed leaves, these substances have stimulating properties, acting as releasing agents for dopamine and other neurotransmitters. The effects are similar to, but less powerful than, those of amphetamine. Increased alertness, a sense of wellbeing, appetite suppression and euphoria are all features of khat use.

As a plant drug, khat is subjected legal control in some countries. In the UK, khat is controlled as a class C drug under the Misuse of Drugs Act 1971.

Patterns of khat use

Elderly khat users may adhere to and observe traditional patterns of use following migration to the UK. New trends and patterns of khat use are developing among both women and younger male users within immigrant communities, and this may be associated with the social problems associated with migrant status, including unemployment, poverty, boredom, isolation and cultural alienation, though for some women it may represent greater social freedom.43

Harmful effects of khat use

Heavier and more regular khat use is associated with sleeplessness, loss of appetite, short-term confusion, raised blood pressure, palpitations, inflammation and soreness of the oral mucosa, anxiety, irritability, loss of libido and panic attacks. Khat chewing is not thought to be physically addictive, but, similar to other drugs of the amphetamine family, psychological dependence may be a potential risk. Excessive and prolonged chewing use may lead to more serious health risks including oral cancer.44

As with other stimulants, khat users may encounter problems through the use of sleeping pills or alcohol to help sleep at the end of a session.

Treatment for khat use

Treatment follows the principles given above of harm reduction advice and motivational approaches to support the user to reduce or stop use.

Ecstasy

Introduction and pharmacology

Though first synthesised in the 1910s, and largely forgotten for 70 years, ecstasy may be considered the original ‘designer dance drug’, with high-profile links to the music culture of the late 1980s and early 1990s. Ecstasy (also known as 3,4-methylenedioxymethamphetamine, MDMA, ‘brownies’, ‘crystal’, ‘E’, ‘mandy’, ‘pills’, ‘XTC’) produces the subjective effects of increased energy, alertness and wakefulness, and is used by clubbers to help them dance for extended periods. It may have mild hallucinogenic effects and users report experiencing colours and sounds as intensified. Ecstasy is a so-called ‘empathogen’, a group of stimulant drugs supposed to have distinct emotional and social effects. The mild sense of euphoria and lowered levels of anxiety associated with ecstasy use are claimed to result in a sense of greater intimacy, love and empathy for others. Effects start around 30–60 minutes after taking ecstasy, plateau for 2–3 hours, and some hours later there may be a ‘come down’ accompanied by fatigue, depression and irritability.

Chemically, ecstasy is an amphetamine derivative synthesised from safrole, an oil that is extracted from parts of the sassafras tree. MDMA exerts its stimulant effect through its action as a CNS releasing agent for serotonin, noradrenaline and dopamine.

Patterns of ecstasy use

MDMA was being used recreationally in the US by 1970 and by the 1980s its use was prevalent in the UK dance/rave scene. It rapidly became notorious through newspaper coverage of a number of high-profile deaths which were possibly related to its use. Ecstasy use in the UK has remained stable over the last decade, with 1.6% of adults reporting use of the drug in the last year in the 2017/19 Crime Survey of England and Wales (see Table 11.1). The number of people entering treatment for problematic MDMA use remains small at around 0.6% of the total treatment population.29

Ecstasy is typically taken in tablet form, or less commonly powder, and is used orally. It is commonly taken in combination with a range of other drugs, including amphetamine, LSD and cannabis.

Harmful effects of ecstasy use

Immediate negative effects of use can include raised body temperature, dehydration, excessive thirst, and tachycardia, with all of these potentially complicated by prolonged, energetic dancing in hot environments. Other short-term effects, particularly when ‘coming down’, include anxiety, panic attacks, problems with concentration, confusion and disorientation, and problems with paranoid and suspicious thoughts. A slang term given to the period of low mood following weekend MDMA consumption is ‘Tuesday Blues’, most likely related to depleted CNS serotonin levels. More serious consequences of ecstasy overdose include the potentially serious serotonin syndrome, stimulant-related psychosis and/or hypertensive crisis. Like amphetamine, problematic bruxism (teeth grinding) can occur in ecstasy users.

The last five year of available data show a steady increase in the number of deaths where MDMA was implicated. The annual number of deaths since 2014 are 50, 57, 63, 56 and 92. The increase in deaths has correlated with an increase in strength per dose available on illicit markets.45

Treatment for ecstasy users

Treatment of ecstasy use includes harm reduction advice, brief interventions and motivational approaches to support reducing, controlling, and stopping use, together with the management of uncommon although serious mental health effects, and the potentially fatal physical health complications of dehydration and hyperpyrexia.

Harm reduction approaches

Harm reduction advice to a user may include the following.

Be careful what you take and how much you take. When taking an illicit drug, it is impossible to be certain of the actual content or the dose. Many ecstasy tablets contain potentially dangerous mixtures of drugs. Limiting the number of tablets taken and increasing the interval between tablets reduces a wide variety of risks.

In particular, be aware of the relatively long interval between taking a tablet and the onset of stimulant effects (up to 60 minutes) and avoid taking a second or third tablet because the first ‘hasn’t worked’. This can result in overdose. Because of the development of tolerance, taking fewer tablets and having gaps between sessions may actually maximise the quality of each individual experience.

Reduce the risks of overheating, dehydration and over-hydration. Dancers should take regular breaks to ‘cool off’ when using ecstasy. Drinking too much or too fast can be as dangerous as drinking too little. Good advice is to sip between half and one pint of water or other non-alcoholic drink every hour while taking a rest from dancing.

Those with heart problems, hypertension, epilepsy, or asthma should avoid using ecstasy.

Those experiencing prolonged or deep depression or anxiety following use should be advised to take a long break or stop using the drug. An explanation of the cause and effects of serotonin depletion may be helpful for the user and may motivate change in drug-using behaviour.

γ-hydroxybutyrate (GHB) and γ-butyrolactone (GBL)

Introduction and pharmacology

GHB (a.k.a. ‘liquid ecstasy’, ‘liquid X’) is a naturally occurring substance found in small quantities in the human CNS, as well as in wine, beef and some citrus fruits. GBL is a synthetic compound with a number of industrial uses, for example as a solvent. GBL acts as a precursor for GHB, being rapidly converted in the body into GHB by lactonase enzymes found in the blood. GHB has a short half-life (approximately 30 minutes), with effects peaking at between 30 and 60 minutes. Patterns of use that include frequent re-dosing are common.

GHB has a complex mixture of direct and indirect CNS actions leading to both stimulatory and sedative effects. The results of taking GHB (and GBL) include euphoria, reduction of social inhibitions and increased sexual arousal, and both GHB and GBL are used as stimulants to enhance the experience of clubs and parties. At higher doses GHB can cause acute intoxication, amnesia and unconsciousness, and it is these properties that have led to the compound being used in the medical setting as a general anaesthetic, and illegally as a ‘date rape’ drug. There is a narrow margin between euphoria and overdose, particularly when GHB is consumed with alcohol46 and significant overdose is associated with the rapid onset of respiratory depression, and profound unconsciousness. Overdose is most often self-limiting, though deaths have been reported.

GHB and GBL have also been used by body builders to improve sleep and in the belief that they develop body mass. There is no evidence that either drug builds muscle mass, but it is regularly used by patients to self-medicate against insomnia.

Patterns of GHB/GBL use

GHB usually appears as an odourless, colourless, tasteless liquid, but can also be found as a powder or capsule. GBL is a colourless liquid. Both are taken orally and, when liquid preparations are taken, doses are measured by volume. Insecurity about the potency of liquid preparations contributes to the risk of overdose.

Though seemingly prevalent in the rave party scene, the Crime Survey of England and Wales 2018/19 shows GHB/GBL use to be relatively uncommon in the UK. GHB/GBL use is most prevalent in young adults (see Table 11.1). It is possible that the national statistics underestimate GHB/GBL use, and ‘hide’ pockets of much more prevalent use.

Most users take the drug on an occasional and recreational basis, though some become regular and frequent users.

Harmful effects of GHB/GBL use

Even at low doses the use of GHB or GBL has been associated with high-risk sexual behaviour, agitation, accidents and injury. At higher doses, GHB may cause nausea, dizziness, drowsiness, agitation, visual disturbances, depressed breathing, amnesia, unconsciousness and ultimately death. Consuming GHB with alcohol is thought to be particularly dangerous as it may lead to vomiting together with unrousable sleep, a potentially fatal combination.

Tolerance to the euphoric effects, loss of control of use and craving may be features for some heavy and regular users, and some may re-dose up to hourly through the day.47 Physical dependence and documented withdrawal syndromes have been described. The symptoms of acute withdrawal are unpredictable, may be complicated by confusion, delirium and fits, and can be life-threatening.48,49 Withdrawal may be followed by insomnia, anxiety and depression that may last for several weeks.

Tolerance to the effects of overdose does not occur.

Treatment for GBL/GHB users

As with other stimulants, treatment of GBL/GHB use includes harm reduction advice, brief interventions and motivational approaches to support reducing and stopping use.

Both intoxication and withdrawal may be potentially fatal, and must be treated as medical emergencies, with the likely need for hospital assessment and admission.

Pharmacological approaches

In some areas, very heavy and dependent use has been managed with formal medically assisted withdrawal as an inpatient. Benzodiazepine medication has been prescribed along lines similar to medically assisted alcohol withdrawal to limit symptoms and reduce the risk of withdrawal fits.47,49

Baclofen, a GABAB agonist, has been successfully used in isolated cases of life-threatening acute GHB withdrawal in addition to benzodiazepines to reduce the risk of delirium and fits.50

Within the context of GHB dependence, one study has explored the approach of tapering GHB doses in an inpatient setting to facilitate withdrawal.48

Harm reduction approaches

Because of their association with disinhibited sexual behaviour, users should be given advice about the associated risks of sexually transmitted diseases and unplanned pregnancy.

Due to the small gap between euphoria and intoxication, users must take extreme care with dosing, and in particular with early re-dosing. Users should be made aware of the risk of potentially fatal intoxication, and that, if a friend shows signs of intoxication or impaired consciousness following GHB/GBL use, medical advice should be sought. They must not be left simply to ‘sleep it off’.

Users should be alerted to the risk of dependence in heavy and regular use.

Looking to the future and new stimulant drugs

It is almost certain that as the 21st century progresses new stimulants will be introduced into drug markets. It is probable that these new drugs will be derivatives or modifications of current ones, though there may be some entirely new compounds. In the UK, the Psychoactive Substance Act 2016 places all of these emerging psychoactive substances under legal control with respect to supply. As with the majority of currently available stimulant drugs, full physical dependence syndromes are less common, although this may occur with some new drugs. Treatment approaches are likely to focus on harm reduction advice, brief and more in-depth psychosocial approaches to help users to control and stop use, and the management of any complications of use. Some new stimulants will assume a regular place within drug use repertoires. Others will fall by the wayside, and either not be used, or be used by small minorities.

Health professionals, through their contact with users, can play a role in the identification of new stimulant drugs and patterns of use, can contribute to a measured debate on the risks associated with use, and can assist in the development of a rational approach to the management of new stimulant use and users.
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Introduction

Alcohol is a major cause of illness and death in the UK and throughout the world. The cost to the economy is enormous. There is much we can do in general practice to identify and help problem drinkers, their families, and communities.

Alcohol is part of our culture and forms the basis of much of our social life. Most adults in England will drink alcohol either regularly or at some time of the year. There is some evidence that moderate consumption of alcohol can reduce the risk of heart and kidney disease. However, there is lack of clarity over what “moderate” drinking is and which groups of people are likely to benefit. There is far more and much stronger evidence that excessive drinking is harmful to us as individuals, families, communities and society and there is an exponential increase in health and social harm the more we drink as individuals and society. Excessive and dependent drinking is not only a cause of illness, but of premature death. Longitudinal studies over many years have found a death rate in dependent drinkers of over 30%, this is comparable to untreated diabetes.1–4

Problem drinking is common. Around one in five patients attending general practice will drink above recommended limits. Every general practitioner, practice nurse and pharmacist will encounter at least two patients per day who drink sufficient amounts of alcohol that affects, or is likely to affect, their health. Excessive drinkers are at least twice as likely to see their general practitioner.

Many health professionals do not feel confident or sufficiently trained in recognising or managing problem drinking and its consequences. They may believe that it is a topic for specialists and there is little that they can do to help problem drinkers and their families. We hope this chapter will change this view and convince health professionals that identifying problem drinking is worthwhile and that much can be done to help reduce the consequences of problem drinking.

We believe there is much general practice staff can do to help. We can effectively identify patients with excessive, potentially problematic, drinking. We can advise and support patients to reduce their excessive drinking. We can assess and treat associated health problems. Where appropriate, we can refer them to specialist alcohol services and other health and social services and support the referral and the specialist treatment that is provided. We can assess, monitor, and take any appropriate action to help children and other vulnerable people in the household. We have a responsibility to protect our patients and road users by advising and, if necessary, reporting patients to the DVLA if they are driving, or likely to drive, with excessive amounts of alcohol in their systems.

There are national and local strategies and guidelines which address identifying and managing excessive drinking and alcohol problems to help health professionals in general practice.5-9

Alcohol problems in society

Many theories have been postulated regarding why some people develop compulsive drinking and others not, and why some people are more prone to the harmful effects of alcohol whilst others are readily able to stop drinking when they develop problems and others do not. No single explanation has been satisfactory. What is striking is the marked variation of alcohol-related problems in different places, people and time. It is most likely that there are genetic, biological, psychological, and social factors that interact in a complex way leading to starting, continuing and stopping drinking and the extent to which alcohol harms the person, group and society.

There is considerable variation in the amount, frequency and duration people drink alcohol and the effect alcohol has on their social and health wellbeing. Defining excessive and problematic drinking is difficult. Since alcohol comes in all shapes, sizes, and potencies, it is also difficult to assess alcohol consumption. The United Kingdom Chief Medical Officers’ have advised on “safer” drinking limits, as shown in Figure 12.1 below.10

Box 12.1

Chief Medical Officer’s low risk drink guideline


Weekly drinking guideline for both men and women:

•To keep health risks from alcohol to a low level it is safest not to drink more than 14 units a week on a regular basis

•If you regularly drink as much as 14 units per week, it is best to spread your drinking evenly over 3 or more days. If you have one or two heavy drinking episodes a week, you increase your risks of death from long term illness and from accidents and injuries

•The risk of developing a range of health problems (including cancers of the mouth, throat, and breast) increases the more you drink on a regular basis

•If you wish to cut down the amount you drink, a good way to help achieve this is to have several drink-free days each week.

Single occasion drinking guideline for both men and women:

•Limiting the total amount of alcohol, you drink on any single occasion

•Drinking more slowly, drinking with food, and alternating with water

•Planning ahead to avoid problems, e.g., by making sure you can get home safely or that you have people you trust with you.

Drinking and pregnancy guideline:

•If you are pregnant or think you could become pregnant, the safest approach is not to drink alcohol at all, to keep risks to your baby to a minimum

•Drinking in pregnancy can lead to long-term harm to the baby, with the more you drink the greater the risk.



Is any level of alcohol consumption safe? A range of early studies suggested that drinking alcohol at moderate levels does not appear to cause significant harm, and possibly has minor benefits; for example, reducing the long-term risk of ischaemic heart disease, ischaemic stroke, haemorrhagic stroke, hypertensive disease, and Type II diabetes.11 This was described as the J-shaped curve, in that health risk declines with a small amount of alcohol before rising as alcohol intake increases. However, more recent studies have challenged this notion of a protective effect from low alcohol consumption by highlighting that even low levels of alcohol consumption can increase the risk of either cognitive decline, or cancers.12 Such research challenges the long-standing theory of the J-shaped curve by asserting the curve has been “flattened”, even at low dose.

However, with increasing consumption there is an exponential increase in harm. This applies to both individuals and to society. Large studies examining national alcohol consumption data find a close correlation between per capita consumption and prevalence of a range of disease and mortality rates. Increases in alcohol consumption, such as in the former Soviet Union, was followed rapidly by a large increase in cardiovascular deaths.13 On the other hand, in France, the decline in per capita alcohol consumption has been followed by a large fall in liver disease deaths.14

Current drinking levels

Regular statistics about the amount we drink, drinking patterns and consequences of problem drinking are published on the NHS Information Centre for Health and Social Care (www.ic.nhs.uk, search on ‘alcohol’). Alcohol consumption is estimated from two main sources. First, the amount of alcohol consumed in the country, based on duty paid divided by the adult population, gives the per capita consumption level. Household expenditure survey estimates how much individuals and families spend on alcoholic drinks and what types of beverages they drink. There are also special surveys looking at particular aspects of alcohol and its consequences. Figure 12.2 summarises data from the Health Survey for England 2018 regarding alcohol intake in the previous year. As evident from the figure, higher proportions of men than women drank in the last year across all ages. Additionally, the proportion of non-drinkers was highest in the youngest and oldest age groups.

Figure 12.1

Proportion of adults who drank in the last year by age and gender


[image: image]



Source: NHS Digital15 (used with permission)

Health Survey for England 2018 data showing the proportion of adults drinking at increased or higher risk is displayed below in Figure 12.3. Across all ages, males were more likely than females to drink at increasing and higher risk levels.

Figure 12.2

Proportion of 16+ drinking at increasing and higher risk levels
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Source: Copyright © NHS Digital15 (used with permission)

Historical trends

Although there has been an increase in alcohol consumption in this country since the 1950s, as a nation this is at lower levels than during the eighteenth and nineteenth centuries. During this time, relatively cheap alcohol was widely available to a large proportion of the population, was unregulated and there was a culture of accepting excessive drinking. Figure 12.4 shows the trends in cumulative consumption of different types of alcohol from 1981 to 2013.11,16

Figure 12.3

Cumulative consumption of alcohol in hectolitres in England and Wales by alcohol type [i]
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Source: Crown Copyright © Public Health England11 (used with permission)

International comparisons

There are marked variations in alcohol consumption between different countries and changes in prevalence over time. For example, data presented by the Office for National Statistics17 demonstrate that the average consumption of pure alcohol per capita has decreased slightly, from just above 10 litres per capita in 2000 to 9.5 litres per capita in 2015. Russia’s consumption per capita similarly decreased between this time period but was still higher than the UK’S consumption at each timepoint at 18.8 and 13 litres per capita consumed respectively during these two years.18 In contrast, in some countries, such as Indonesia, alcohol consumption per capita is close to zero.18 National consumption is influenced by many interacting economic, social, and cultural factors.

Babor identifies two broad patterns of drinking, i.e., chronic drinking and binge drinking.19 Britain is infamous for its binge drinking culture and France for its chronic drinking. Binge drinking is associated with intoxication, antisocial behaviour and violence and, chronic drinking with chronic diseases, such as liver disease.

Alcohol-related harm

Alcohol harm can be divided into harm from intoxication, harm from chronic damage to tissues, and harm from dependence. Alcohol is potentially toxic to every tissue and organ in the body.

In 2018/19, there were approximately 350,000 hospital admissions in England where the main reason for admission was attributable to alcohol; a 6% rise from 2017/18.20 There is considerable regional variation in admission levels, with Stoke-on-Trent having the highest rates at 1,130 per 100,000 population, whilst East Sussex had the lowest rate at 320 per 100,000. With regards to deaths, 5,698 deaths in England were recorded as alcohol specific in 2018.20 Again, there are differences according to region, with higher age-standardised death rates in the North of England, and lower rates in London and the South of England. There are also differences according to gender and age, with male death rates double that of females, and death rates being highest among those aged 50–69. These statistics demonstrate the significant harms related to alcohol consumption.

Economic consequences of alcohol

It is estimated that the UK alcohol industry contributes approximately £46 billion per year to the national income.21 However, the economic benefits from the revenue from alcohol sales and employment of people in the alcohol industry is far exceeded by the costs to society of dealing with alcohol problems. Whilst it is difficult to pinpoint exactly the economic cost of alcohol misuse, Public Health England estimate that the social and economic costs of alcohol-related harm amount to £21.5bn; these include costs associated with deaths, the NHS, crime, and lost productivity.22

Alcohol and crime

While there is an inevitable uncertainty in estimating the costs of alcohol-related crime and disorder, most estimates suggest it represents a considerable economic burden.11 Recent statistics are not available, but a Cabinet Office estimate in 2004 reported that alcohol-related crime in England cost society £11 billion, equivalent to 0.7% of gross domestic product.23 However, more recent, and better quality estimates from four high income countries placed the total costs of alcohol at 2.6% of gross domestic product (GDP) in 2007, of which 3.5% was made up of law enforcement costs.24 A retrospective analysis of over 16,000 US prison inmates highlighted that compared to drug offenders, alcohol intoxication was most related to committing:25

•homicide

•physical assault

•sexual assault

•robbery

•burglary.

Overall, the more intoxicated the offender was, the greater the severity of crime. Also, alcohol-related violent incidences are more likely to occur at specific days and times during the week with levels of violence being disproportionately high on weekend nights.26

Physical and mental health complications from excessive drinking

Alcohol may cause harm to health from intoxication, chronic tissue damage and dependence.

Intoxication

Alcohol initially hinders the inhibitor parts of the brain, causing disinhibition. However, then increasing drinking causes sedation with impaired psychomotor functioning, and eventually unconsciousness and respiratory depression. Intoxication may result in disturbed, reckless behaviours including violent behaviour. It is associated with an increased risk of accidents and injury to the drinker and to others, as well as with alcohol poisoning. Excessive drinking may be associated with illicit drug use, such as cocaine and cannabis, enhancing the adverse effects of alcohol. Intoxicated states are associated with alcohol poisoning and respiratory and cardiovascular collapse. There is also an increased likelihood of A&E and hospital admission.

There has been considerable concern about binge drinking by young people and public violence, especially in inner-city night-time entertainment areas, encouraged by cheap alcohol sales such as ‘Happy Hour’. Binge drinking is defined as drinking twice or more of the daily recommended alcohol limit in one sitting. It is associated with alcohol intoxication. Binge drinkers are more likely to be men and under 25 years of age, although women’s drinking has risen considerably over the past ten years. It is estimated that over 6 million people in the UK binge drink at least once a year.17

Chronic disease

Excessive drinking may affect every system and part of the body. Chronic exposure to alcohol damages the body tissues over time and is a major cause of chronic illness and premature death. Periods of reduced drinking or abstinence may enable recovery from some of this tissue damage. Alcohol is a carcinogen. The extent of tissue damage is related to the level and duration of drinking and to the vulnerability of the individual to the damaging effects of alcohol. Excessive drinking may aggravate a range of pre-existing acute and chronic illnesses, for example hypertension, ischaemic heart disease, stroke, diabetes, gastrointestinal, chronic obstructive pulmonary disease, depression, anxiety and schizophrenia. Figure 12.5 shows the proportion of deaths attributable to alcohol for various conditions.27

When assessing a patient who is drinking excessively, particularly if he or she is older and has been drinking this amount for a long time, the following health complications should be considered:

1Liver disease – is the main stated cause of death among alcohol-dependent people. There are three stages of severity: fatty liver (abnormal liver function tests, no specific symptoms or clinical signs); alcoholic hepatitis (may be acute, where the patient is ill and requiring hospital admission, or chronic, where there are abnormal liver function tests as associated with early symptoms and signs of liver disease); and cirrhosis, where there are symptoms and signs of liver cell failure and portal hypertension

2Acute and chronic pancreatitis – there may be associated diabetes and gallstones, and biliary tract disease

3Gastrointestinal disease – with gastritis, peptic ulcer, oesophageal varices, if portal hypertension, weight loss and diarrhoea, associated with poor nutrition and enteropathy

4Cardiovascular – excessive drinking is a major independent risk factor for ischaemic heart disease and death from myocardial infarction and stroke. There is an increased risk of cardiomyopathy from a direct toxic effect of alcohol cardiac muscle and from associated vitamin B deficiency

5Neurological – alcoholic dementia, including Wernicke–Korsakoff syndrome, is a major cause of presenile chronic brain syndrome. Alcohol may also cause cerebellar syndrome, peripheral neuropathy and proximal myopathy

6Cancers – excessive drinking is a major independent risk for many cancers, in particular gastrointestinal cancer.

Box 12.2

Estimates regarding proportion of deaths attributable to alcohol from various conditions








	Condition

	Attributable death (%)






	Cancer, oesophagus

	14–75




	Cancer, liver

	15–29




	Cancer, female breast

	3–4




	Hypertension

	5–11




	Chronic pancreatitis

	60–84




	Acute pancreatitis

	24–35




	Falls

	23–35




	Drowning

	30–38




	Fire injuries

	38–45




	Suicide

	27–41




	Assault

	27–47






Source: Greenfield TK. Individual risk of alcohol related disease and problems27

Drug interactions

Alcohol interacts with many prescribed, over the counter and illicit drugs. It can do this in two ways:

•Pharmacokinetic; alcohol can affect how the body organs, particularly the liver and kidney, metabolise other drugs. Consider patients taking drugs that effect the liver and patients with chronic liver disease

•Pharmacodynamic; alcohol can inhibit or enhance the effect of other drugs on target organs, such as the brain and heart. Consider patients who are taking drugs whose sedating effects are enhanced by alcohol, such as opioids, benzodiazepines, anticonvulsants and barbiturates, antidepressants and antipsychotics.

Dependence and alcohol withdrawal states

If a dependent drinker suddenly stops drinking, he or she can become severely ill, potentially requiring hospital admission. There is a small risk of death. The main severe withdrawal states are withdrawal seizures, alcoholic hallucinations, delirium tremens and Wernicke-Korsakoff syndrome.7

Alcoholic hallucinations

Alcohol withdrawal hallucinations are noted as early as 24 hours after the last drink and last approximately as long. They occur in about a quarter of cases and are usually visual, but less frequently will be auditory, or combined auditory and visual.

Delirium tremens

Delirium tremens is a severe and potentially life-threatening complication of alcohol withdrawal. Untreated, mortality rates are between 10–20%. It is characterised by increasing disorientation, agitation, autonomic overactivity with hypertension, tachycardia, hyperthermia, disturbed perceptions with delusions and hallucinations, often visual. Onset occurs between 24–72 hours after stopping drinking.

Alcohol withdrawal seizure

Alcohol is a common cause of adult convulsions. Alcohol itself may also exacerbate other existing conditions, such as epilepsy. Chronic alcohol dependence is associated with structural brain abnormalities, either due to chronic tissue damage from drinking or head injury trauma.

Wernicke-Korsakoff syndrome

Wernicke’s is a severe alcohol withdrawal syndrome with confusion, ataxia and ophthalmoplegia, though not all features need to be present for the diagnosis. It is associated with vitamin deficiencies, in particular thiamine (vitamin B1). It is believed to be due to, first, chronic excessive drinking reducing the body stores of B vitamins and, second, the hyper-metabolic state of alcohol withdrawal putting additional demands on the depleted stores, resulting in the acute brain dysfunction of the syndrome. Not only is there an immediate risk of severe illness and death, but also longer-term consequences from the damage to the brain, known as Korsakoff’s syndrome. Ideally, it should be prevented by good preparation for detoxification. However, once it develops, the patient should be admitted to hospital and given high-dose intravenous thiamine, B and C vitamins.7

Identification of problem drinking

In 2015, the General Medical Services Contract specified that it is mandatory for all practices within England to screen patients 16 years of age and above for consuming alcohol above recommended levels.28 However, despite the introduction of this legal obligation, in 2015-16, only 48% of newly registered patients at practices in England were screened regarding their alcohol use,29 suggesting that the identification of problem drinking by health and social care professionals can be improved. Key considerations that clinicians should take into account include:

1Assess the quantity, frequency and duration of alcohol consumption. The more a person drinks, the more frequently and for longer, the more likely he/she is to have problems

2Use structured questions, such as the Alcohol Use Disorder Identification Test (AUDIT). This consists of ten questions about alcohol consumption, problems and potential dependence (see below for a more comprehensive overview of this tool)

3The results of investigations, though not good for screening, may indicate the extent of alcohol-related harm

4Clinically assess for alcohol-related harm

5Assess for alcohol dependence.

Estimating alcohol consumption

It is important to estimate alcohol consumption, as it is closely and exponentially related to harm from alcohol. It can be difficult to estimate however due to variations in drinking patterns, different amounts of alcohol in different drinks and patient recall. Alcohol consumption is calculated using standardised units of alcohol, so comparisons can be made. However, the amount of alcohol in a unit varies between countries. In the UK, a unit is 10 ml or 8 g of pure alcohol. The frequency of drinking is best estimated by asking the patient to keep a drink diary of what they drink and when.

The number of units a person has consumed is calculated by volume in litres multiplied by concentration in percentage alcohol by volume (%ABV). For example, a woman drinks a bottle of 12% wine (a bottle is 750 ml), three 330 ml bottles of 5% cider and two large vodkas with lime (a large measure is 50 ml, her vodka is 40%ABV) each day except Sunday. What is her weekly consumption? And what is her average daily consumption?

•Daily consumption = (12 × 0.75) + (5 × 1) + (40 × 0.1) = 18 units

•Weekly consumption = 6 × 18 = 108 units

•Average daily consumption = 108/7 = 15.4 units.

The UK Chief Medical Officers suggests that men and women who drink more than 14 units per week are at risk of alcohol-related harm, and for some groups a significantly lower number of units may still cause harm.10

Screening for alcohol problems

A number of screening tools are available to identify current or potential alcohol problems among patients. The most widely used and extensively validated, including in primary care, is the AUDIT with its shorter forms, AUDIT-PC, AUDIT-C, FAST and SASQ.30 AUDIT is an alcohol screening questionnaire developed by the World Health Organization to identify patients whose alcohol consumption is or may be hazardous to their health. It is shown below in Figure 12.7.

Figure 12.4

Alcohol Use Disorders Identification Test (audit)


For each question select your answer and fill in the score given in the brackets [ ]

For reference, one unit of alcohol is: half a pint of regular beer, lager or cider OR half a small glass of wine OR one single measure of spirits. Note: a can of high-strength beer or lager may contain 3–4 units.

1How often do you have a drink containing alcohol?

[0]Never

[1]Monthly or less

[2]2–4 times a month

[3]2–3 times a week

[4]4 or more times a week

SCORE =

2How many units of alcohol do you drink on a typical day when you are drinking?

[0]1 or 2

[1]3 or 4

[2]5 or 6

[3]7, 8 or 9

[4]10 or more

SCORE =

3How often do you have six or more units if female, or 8 or more if male, on a single occasion in the last year?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

4How often during the last year have you found that you were not able to stop drinking once you had started?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

5How often during the last year have you failed to do what was normally expected from you because of your drinking?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

6How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

7How often during the last year have you had a feeling of guilt or remorse after drinking?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

8How often during the last year have you been unable to remember what happened the night before because you had been drinking?

[0]Never

[1]Less than monthly

[2]Monthly

[3]Weekly

[4]Daily or almost daily

SCORE =

9Have you or someone else been injured as a result of your drinking?

[0]No

[2]Yes but not in the last year

[4]Yes, during the last year

SCORE =

10Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested you cut down?

[0]No

[2]Yes but not in the last year

[4]Yes, during the last year

SCORE =

TOTAL SCORE (out of total of 40) =

Interpreting the questionnaire score








	0–7:

	Lower risk




	8–15:

	Increasing risk




	16–19:

	Higher risk




	20 or over:

	Possible dependence








Alcohol related harm

You should carry out a full history for alcohol-related diseases with appropriate examination and investigations. Figure 12.8 shows some of the investigations that may indicate alcohol-related tissue damage, although there are other causes for the abnormality.

Box 12.3

Investigations indicating tissue damage from excessive drinking








	Test

	Findings




	Full blood count

	Low haemoglobin level from GIT bleeding.

Enlarged red cell volume (MCV).

Reduced platelets




	Liver function tests

	Raised liver enzymes from inflammation (GGT, ALT).

Reduced albumin and raised bilirubin from liver cell failure.

Prolonged prothrombin time




	Electrolytes and renal function

	Disturbed electrolytes from vomiting and diarrhoea.

Raised creatinine from hepato-renal syndrome




	Liver ultrasound

	Fatty liver and inflammation.

Fibrosis and disturbed architecture from cirrhosis




	Fibro scan

	By measuring the flexibility this indicates the degree of fibrosis within the liver. The amount of fibrosis indicates the severity of liver disease and prognosis




	Liver biopsy

	Clarifies the nature of the liver disease and can identify other causes of liver disease




	Chest X-ray

	May identify cardiomyopathy




	ECG

	May identify cardiomyopathy, arrhythmias and ischaemic heart disease




	EEG, CT and MRI brain scans, nerve conduction studies and EMG

	May identify associated brain, peripheral nerve and muscular disease






Assessment of alcohol dependence

It is important to assess for alcohol dependence as this indicates more severe alcohol problems and helps to guide treatment. A dependent drinker stopping drinking may develop severe withdrawals that are dangerous, even life threatening. The International Classification of Disease Version 10 (ICD-10)31 has six criteria for assessing dependence. It suggests that dependence can be diagnosed if three or more of the following manifestations have occurred together for at least one month or, if persisting for periods of less than one month, should have occurred together repeatedly within a 12-month period:

1A strong desire or sense of compulsion to take the substance

2Impaired capacity to control substance-taking behaviour in terms of its onset, termination or levels of use, as evidenced by the substance being often taken in large amounts or over a longer period than intended, or by persistent desire or unsuccessful efforts to reduce or control substance use

3A physiological withdrawal state when substance use is reduced or ceased, as evidenced by the characteristic withdrawal syndrome for the substance or the use of the same (or closely related) substance with the intention of relieving or avoiding withdrawal symptoms

4Evidence of tolerance to the effects of the substance, such that there is need for significant increased amounts of the substance to achieve intoxication or the desired effect, or a marked diminished effect with continued use of the same amount of the substance

5Preoccupation with substance use, as manifested by important alternative pleasures or interests being given up or reduced because of substance use, or a great deal of time being spent in activities necessary to obtain, take or recover from the effects of the substance

6Persistent substance use despite clear evidence of harmful consequences, as evidenced by continued use when the individual is actually aware, or may be expected to be aware of, the nature and extent of harm.

NICE guidelines recommend referral to specialist alcohol services for a comprehensive assessment to be considered for all adults who score more than 15 on the Alcohol Use Disorders Identification Test (AUDIT).9 The guidelines recommend a comprehensive assessment should assess multiple areas of need, be structured in a clinical interview, use relevant and validated clinical tools and cover the following areas:

•Alcohol use, including consumption: ascertained by historical and recent patterns of drinking (using, for example, a retrospective drinking diary), and if possible, additional information (for example, from a family member or carer)

•Dependence using a standardised questionnaire, for example the Severity of Alcohol Dependence Questionnaire [SADQ], or Leeds Dependence Questionnaire [LDQ]).

Neither the SADQ or LDQ are commonly used in primary care settings. The SADQ is commonly used in specialist settings and the full questionnaire is set out in Figure 12.9 below.32

Figure 12.5

Severity of Alcohol Dependence Questionnaire (sadq)


Instructions

The following questions cover a wide range of topics to do with drinking. Please read each question carefully but do not think too much about exact meaning. Think about your Most Recent drinking habits and answer each question by placing a tick [image: image] under the Most Appropriate heading. If you have any difficulties, Ask For Help.












	 

	Nearly never
(0)

	Sometimes
(1)

	Often
(2)

	Always
(3)






	1. The day after drinking alcohol, I woke up feeling sweaty.

	□

	□

	□

	□




	2. The day after drinking alcohol, my hands shook first thing in the morning.

	□

	□

	□

	□




	3. The day after drinking alcohol, my whole body shook violently first thing in the morning if I didn’t have a drink.

	□

	□

	□

	□




	4. The day after drinking alcohol, I woke up absolutely drenched in sweat.

	□

	□

	□

	□




	5. The day after drinking alcohol, I dread waking up in the morning.

	□

	□

	□

	□




	6. The day after drinking alcohol, I was frightened of meeting people first thing in the morning.

	□

	□

	□

	□




	7. The day after drinking alcohol, I felt at the edge of despair when I awoke.

	□

	□

	□

	□




	8. The day after drinking alcohol, I felt very frightened when I awoke.

	□

	□

	□

	□




	9. The day after drinking alcohol, I liked to have an alcoholic drink in the morning.

	□

	□

	□

	□




	10. The day after drinking alcohol, I always gulped my first few alcoholic drinks down as quickly as possible.

	□

	□

	□

	□




	11. The day after drinking alcohol, I drank more alcohol to get rid of the shakes.

	□

	□

	□

	□




	12. The day after drinking alcohol, I had a very strong craving for a drink when I awoke.

	□

	□

	□

	□




	13. I drank more than a quarter of a bottle of spirits in a day (OR 1 bottle of wine OR 7 beers).

	□

	□

	□

	□




	14. I drank more than half a bottle of spirits per day (OR 2 bottles of wine OR 15 beers).

	□

	□

	□

	□




	15. I drank more than one bottle of spirits per day (OR 4 bottles of wine OR 30 beers).

	□

	□

	□

	□




	16. I drank more than two bottles of spirits per day (OR 8 bottles of wine OR 60 beers).

	□

	□

	□

	□




	Scenario




	Imagine the following situation: a) You have been completely off drink for a few weeks; b) You then drink very heavily for two days




	17. I would start to sweat.

	□

	□

	□

	□




	18. My hands would shake.

	□

	□

	□

	□




	19. My body would shake.

	□

	□

	□

	□




	20. I would be craving for a drink.

	□

	□

	□

	□






Scoring

The 20 items summed for a total score that can range from 0 to 60. Scale totals are interpreted as follows:

•0–7 non-dependent

•8–15 mild dependence

•16–30 moderate dependence

•and 31 or greater severe dependence.







NICE guidelines recommend that for individuals with mild dependence (i.e. those scoring 15 or less on the Severity of Alcohol Dependence Questionnaire; SADQ) usually do not need assisted alcohol withdrawal. Recommendations for individuals with moderate dependence (with a SADQ score of between 15 and 30) are for assisted alcohol withdrawal in a community setting (unless there are other risks e.g. significant co-morbidity). Recommendations for individuals who are severely alcohol dependent (with a SADQ score of more than 30) are for assisted alcohol withdrawal in either an inpatient or residential setting.9

Treatment

There is no single effective intervention for treating the majority of problematic and dependent drinkers. However, a combination of psychological, social and medical treatment is effective in reducing problem drinking, achieving and maintaining abstinence and improving health and social wellbeing.

The way treatment is organised is at least as important as what treatment is used. The process of treatment should include engagement, reducing drinking and related problems, either achieving and maintaining, or maintaining lower levels of drinking.

Engagement

The patient needs to engage in treatment. Research suggests that health professionals play a key role in engaging patients, independent of the treatment they employ.

There are approaches that can be taught and subsequently used that improve the ability of the professional to engage the patient in treatment and therefore improve likelihood of success. Engagement involves the patient seeing the need for change, that a health professional can help, that they feel supported by important people in their lives, that their social situation is supportive, and they can develop confidence in their ability to change their behaviour and life.

Once the patient has engaged in the way outlined above, there are psychological, social and medical components of treatment to reduce drinking and if appropriate achieve abstinence.

Psychological treatment

Over the past decade there has been considerable emphasis on brief and minimal interventions (less than five-minute sessions) in the treatment of non-dependent and dependent drinkers. Brief interventions have been found effective for helping non-alcohol-dependent patients reduce or stop drinking, for motivating alcohol-dependent patients to enter long-term alcohol treatment, and for treating some alcohol-dependent patients.33–40 Research indicates that brief intervention for alcohol problems is more effective than no intervention and is often as effective as more extensive interventions.35–46

Brief interventions are designed to be carried out in general healthcare settings, including general practice and accident and emergency departments, and are generally restricted to four or fewer sessions. Each session lasts from a few minutes to one hour and is delivered by health professionals who do not specialise in addictions treatment. It is most often used with patients who are not alcohol dependent, and its goal may be moderate drinking rather than abstinence.37,38

Research has demonstrated that the empathy of therapist, irrespective of the approach they take, is crucial.47,48 The content and approach of brief intervention vary depending on the severity of the patient’s alcohol problem. Although the approaches used in brief intervention are similar for alcohol-dependent and non-alcohol-dependent patients, the goal of brief intervention for alcohol-dependent patients is abstinence.

As little as five minutes of advice from a health professional can significantly reduce drinking six months later in a non-dependent drinker. Brief intervention involves the following elements:

•Feedback – assessment and evaluation of the problem

•Responsibility – emphasising that drinking is their choice

•Advice – explicit advice on changing drinking behaviour

•Menu – offering alternative goals and strategies

•Empathy – the role of the counsellor is vital.

There are various models to guide behaviour change, such as that of Prochaska and Di Clemente, Miller and Rollnick and more recently the COM-B model described by Michie (see Chapter 1).49-51

Follow-up

The healthcare professional continues to follow up on the patient’s progress and provide ongoing support. Follow-up may take the form of telephone calls from office staff, repeat office visits, or repeat physical examinations or laboratory tests.

Timing

Individuals are most likely to make behaviour changes when they perceive that they have a problem and when they feel they can change. Some patients may not be ready to change when brief intervention begins but may be ready when they experience an alcohol-related illness or injury. Because a patient’s readiness to change appears to be a significant predictor of changes in drinking behaviour, it is important to assess patients’ readiness to change when beginning a brief intervention. For patients with little motivation to change, Heather and colleagues found that motivational interviewing was more effective than specific instructions.40

Motivational interviewing with problem drinkers

A challenge for health professionals is to encourage patients who do not appear ready to change their drinking behaviour to do so.40 Assuming that the patient is not motivated and ‘in denial’ is not helpful. Such an approach usually results in confrontation between the patient and professional, as the professional attempts to tell the patient what to do before they have decided that they need to change.

Motivational interviewing is an approach originally developed by Miller and Rollnick to help a patient change their behaviour on their own terms.50 It encourages behaviour change by supporting patients to alter the way they perceive their problems, to help them identify what changes they feel able and willing to make, support in building their confidence in that they can change, help them to plan how to they are going to make the changes and provide feedback as to how they are progressing. The key principles of this approach are:

•De-emphasising labelling, or using such terms as alcoholic or addict

•Assertion that the definition of the problem and a decision to change rests with the patient

•That responsibility for any course of action rests with the patient

•That identification of a discrepancy between where the patient is and where they want to be, or between what they are doing now and how they perceive themselves; such dissonance is an uncomfortable state likely to result in change.

The goals of motivational interviewing are to increase self-esteem and self-efficacy, as these are associated with positive changes; and to increase dissonance and direct it towards behaviour change. The strategies likely to enable the clinician to reach these goals are: reflective listening, the expression of accurate empathy, affirmation of the patient’s difficulties and achievements, and identification of how the patient perceives and can solve his or her problems through the use of open questions. The FRAME approach described above can guide questioning.

The practice of motivational interviewing has been the subject of several studies and clinical trials. It has been shown to be associated with reductions in drinking when compared with a confrontational approach, greater compliance with treatment than a standard approach, and similarly improved drinking outcomes (reduced levels of consumption) when compared with Cognitive Behavioural Therapy and 12-step treatment programmes.52

Social interventions

Social interventions are closely related with psychological interventions. The social environment can have a strong influence upon both individual and community levels of drinking, and there are social activities that can encourage reduced consumption of alcohol or even abstinence.

They include:

•Peer support groups, such as Alcoholics Anonymous

•Support group for relatives and carers so they are more resilient themselves and able to support the problem drinker

•Supporting education and work projects

•Supported housing projects

•Day recovery programmes

•Residential recovery programmes.

Planned reduction in drinking to achieve controlled drinking

This approach is useful either as a treatment in itself, or in preparation for assisted alcohol detoxification. However, it may not be appropriate for the following type of patients, who:

•are severely dependent

•have severe physical and mental complications of their drinking

•have diseases aggravated by any level of drinking

•need to aim for abstinence. If the patient is unwilling or unable to have an assisted detoxification, or they are waiting, then it could be beneficial to work with them to reduce their drinking and gain more control over their drinking.

The principles for reducing drinking to sensible levels are:

•Reduce at a rate that avoids moderate to severe withdrawal symptoms and any withdrawal syndromes by ensuring you accurately assess level of dependence and likelihood of severe withdrawal symptoms and syndromes

•Reduce at a rate that the patient can not only physically but also psychologically cope with

•Reduce at a rate that does not aggravate any current physical or mental disease

•Ensure the patient is supported, e.g. ensure family member drinking does not make the processes more difficult

•Ensure the home and or/work and/or leisure environment supports the patient’s reduction, including good verbal and written advice.

Generally, a reduction of 10% of the daily consumption per week is likely to be achievable and not result in severe withdrawal symptoms.

Assisted alcohol withdrawal

Studies have looked at outcomes from assisted alcohol withdrawal programmes and factors that influence outcomes.53,54 Social factors seem as important, if not more so, than individual characteristics. There is an increased fall out rate among patients with multiple addiction, more severe dependence, lack of family and partner support, lack of job and residence, and increased occurrences of previous assisted withdrawal programmes. There is uncertainty about the long-term benefits and harms of assisted alcohol withdrawal programmes. The National Institute of Clinical Excellence have written guidelines on assisted alcohol withdrawal.55

The purpose of an assisted community alcohol detoxification is to ensure safely that the patient stops drinking, prevent severe withdrawal symptoms and ensure that the patient is given the best chance of remaining abstinent after completion of the detoxification. The patient should be carefully assessed to ensure that the treatment and setting are appropriate for them. The patient should be carefully prepared for the detoxification so that the patient and carer are clear about what is being done, why it is being done, and what to do if problems arise. The preparation must include plans for the patient to remain abstinent after the detoxification.

Assessment

You should assess the patient’s level of alcohol dependence as outlined above in the section considering identification of alcohol problems. You should ask about previous alcohol detoxification or stopping drinking and what happened. You should assess for the presence of diseases consequent of drinking and the presence of any other significant acute or chronic physical or mental illness.

You should ensure that the patient is dependent on alcohol and that this is more appropriate for him or her than gradual reduction in consumption. You should ensure that this is the most appropriate setting for his or her detoxification. You should also ensure that the patient:

•agrees to the programme

•has the support of carers, who will be with the patient throughout the programme

•is not or is at minimal risk of severe withdrawal symptoms

•can be closely monitored by a healthcare professional, at least daily physical contact and ready telephone access.

You should avoid carrying out an assisted community alcohol detoxification on the following types of patients:

•An older patient with a long history of heavy regular drinking without any periods of sobriety

•A patient with severe alcohol withdrawal symptoms who feels that he or she cannot go more than four hours without a drink and needs to drink during the night

•A patient with any history of severe alcohol withdrawal syndromes, such as seizures, delirium tremens and confusional states, Wernicke’s syndrome and acute alcoholic hepatitis

•A patient with severe physical health complications of drinking, such as loss of weight, severe liver disease, marked peripheral neuropathy and proximal myopathy.


Carrying out assisted alcohol withdrawal

Many alcohol withdrawal episodes take place without any medical or pharmacological treatment and are self-managed. In those patients where detoxification is a planned medical or nursing intervention, the balance between giving medication unnecessarily and giving sufficient to minimise withdrawal symptoms appropriately has to be struck.

With appropriate shared care and support, GPS can safely provide alcohol detoxification to patients in community settings, and perhaps this can be part of an enhanced service offered (as defined in the GMS contract) by the practice. Appropriate patients for community detoxification are those with good support at home, where there are no serious concomitant physical or psychological problems, where there is no previous history of severe alcohol withdrawal, in particular delirium tremens, and where the patient is committed to attending for frequent reviews, certainly daily at the start of treatment.

The clinician must be prepared to review the patient daily, if clinically indicated, for at least the first seven days (once stable this can be by telephone review) and should be available during the detoxification should complications arise.

Partnership work with a local pharmacist and support through a shared-care or community alcohol nurse are also important aspects for successful treatment.

The specific regimen used will differ for individual patients but is based on a rapidly reducing dose of benzodiazepines, together with the administration of thiamine and symptomatic treatment for muscle pains, insomnia, and where necessary prophylactic anti-epileptic medication. NICE has published guidelines for alcohol detoxifications in different settings. Its recommendations for community-assisted alcohol detoxification are set out below. In a hospital setting, NICE suggests symptoms-triggered chlordiazepoxide administration based on a standardised assessment of withdrawal signs and symptoms, such as the Clinical Institute Withdrawal Assessment for Alcohol revised chart (CIWA-Ar) with, where appropriate, high-potency intravenous thiamine.7

It is important to advise the patient to maintain his or her fluid intake. If severe vomiting is experienced, or if the carer is concerned as to the level of confusion or consciousness, the detoxification programme should be terminated, and medical assistance sought.

Medication options to support detoxification

Benzodiazepines

Benzodiazepines are the drug of choice for the treatment of acute alcohol withdrawal. The most important consideration is not which benzodiazepine to use, but to ensure that adequate doses are administered early in the course of withdrawal. Early treatment, coupled with close and regular monitoring, appears to be effective in avoiding prolonged withdrawal, sedation-related morbidity, and extra resource utilisation.

The British Association for Psychopharmacology has reviewed the use of benzodiazepines in alcohol withdrawal and concludes that they all appear to be equally efficacious in reducing signs and symptoms of withdrawal.42 Particular drugs can be used to suit different circumstances, for example lorazepam or oxazepam in liver failure. Longer-acting benzodiazepines, such as diazepam, may be more effective in preventing seizures and delirium, but this needs to be weighed against their accumulation in the elderly and in those with marked liver disease.

Medication is typically given for seven days. Alcohol withdrawal severity varies widely, and the amount of benzodiazepine required for symptom amelioration can also vary. There is no fixed standardised dose for all patients, but a typical regimen for covering uncomplicated withdrawal is a reduction of chlordiazepoxide (Librium) 80–120 mg total daily dose, prescribed in four divided doses during the first 24 hours, reducing in a linear fashion to stop over seven days. You should be aware of local community alcohol detoxification guidelines and medication programmes. An alternative regime is diazepam 25–40 mg total daily dose, prescribed in two divided doses during the first 24 hours, reducing in a linear fashion to stop over seven days.

Vitamins

Oral thiamine and B vitamins are recommended for all patients undergoing community alcohol detoxification. Ideally these should be started when the patient has been assessed as appropriate for detoxification, before the detoxification starts. They should be continued for 6–8 weeks after detoxification when the patient’s appetite has returned and is eating a normal diet.

For higher risk assisted detoxifications, parenteral thiamine and B vitamins should also be given. This is because in more severely dependent patients, there is a greater risk of thiamine deficiency and Wernicke’s syndrome, and they are more likely to have vitamin deficiencies from poor diet and malabsorption for alcohol-induced enteropathy. In particular, they should be given to patients who have been losing weight and show other evidence of physical disease from their drinking. Pabrinex, containing thiamine, B and C vitamins, is available as intramuscular and intravenous formulations. The risk of severe adverse effects, such as anaphylaxis, is extremely low, estimated at around 1 in 5 million doses for intramuscular administration. For prophylaxis of Wernicke’s syndrome, where the patient is seen as a higher risk based on his or her age, duration of drinking, level of dependence and reduced nutritional level, but without history of previous severe withdrawal syndromes, then one pair of Pabrinex ampoules daily for three days during the week before or from the start of the detoxification is appropriate.

Neural protection

Research suggests that stopping drinking, whether this is assisted or not, can lead to two important central nervous system problems:

1Detoxification leads to death of brain cells, and benzodiazepines and vitamins alone do not appear to reduce or stop this death. It is likely that accumulation of brain cell death leads to alcoholic dementia and the cerebellar syndrome

2Kindling is a sensitisation of the brain to more severe withdrawal symptoms and syndromes from repeat unassisted or assisted detoxifications, in addition to the duration of alcohol exposure causing tissue damage.

Certain drugs have been found to reduce the neural damage and sensitisation. These include acamprosate and anticonvulsants, such as carbamazepine. Consequently, it may be worth considering starting acamprosate either before or at the commencement of the assisted detoxification. This medication is considered in more detail later in this chapter.

Managing complications during assisted alcohol withdrawal

Though many assisted alcohol withdrawals proceed without incident, some patients develop anticipated or unexpected complications as outlined above in the section considering “Dependence and alcohol withdrawal states.” Further potential complications of assisted alcohol withdrawal may include the patient:

•developing an acute illness

•experiencing their long-term condition deteriorating

•drinking alcohol on top of prescribed medication with a risk of overdose

•experiencing a relationship breakdown with their partner or carers

•losing their medication.

The previously mentioned complications of alcohol withdrawal, namely generalised seizures, delirium tremens, Wernicke’s syndrome and confusional states may be associated with electrolyte disturbance and cardiovascular collapse. Signs and symptoms of these conditions include the patient becoming unwell, confused and vomiting. At this stage, invariably their baseline observations are abnormal. Increased pulse rate above 120/min is a particularly useful early warning sign and is often associated with abnormal blood pressure (either high or low). Such abnormal baseline observations should be assessed as part of the National Early Warning Score tool presented below in Figure 12.10.56 Profuse sweating and whole-body tremors in the context of abnormal pulse and blood pressure are further red flags. By this stage, the patient will also typically be exhibiting increased anxiety/agitation, paleness, and clamminess due to autonomic system overdrive. Usually, such symptoms can be controlled with medication increases. However, if inadequately treated, these conditions may get worse and become life threatening. Whilst, with the advent of improved assisted alcohol withdrawal programmes over the last twenty years, such a scenario is rare, any patient exhibiting such symptoms and signs requires urgent medical attention and likely hospital admission.

Figure 12.6

Chart of the National Early Warning Score (2)
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Acute alcohol related illness may be a trigger for withdrawal as patients become too unwell to drink. Examples of such illness include acute alcoholic hepatitis, or blood loss and shock from upper gastrointestinal bleeding. Oesophageal varices or bleeding peptic ulcers are common alcohol-related causes of such upper gastrointestinal bleeding. Patients may also develop acute illnesses unrelated to alcohol that lead the patient to become too unwell to continue drinking alcohol, thus precipitating acute withdrawal. Sepsis is one such example.

Pre-existing chronic health problems may worsen during assisted alcohol withdrawal, such as diabetes, hypertension, ischaemic heart disease, anxiety and mood disorders. It is best to seek advice about these conditions prior to assisted withdrawal and have a contingency plan in case they should deteriorate. The patient should be monitored closely, and any deterioration prompt a full review. This may include making modification to the treatment plan, arranging for review by an appropriate specialist, hospital admission and stopping the assisted withdrawal.

If the patient drinks alcohol during the period of assisted withdrawal, careful consideration should be given as to whether the prescribed withdrawal regime should be continued. If it is a single small drink, the home circumstances are conducive to continuing the programme if the patient appears motivated not to drink further. However, if this is not the case, the prescribing regime should be stopped and not tapered.

If either the family member or carer supporting the community programme leaves before it is completed, discussions should be undertaken with the patient regarding whether they feel motivated, supported and able to continue the programme. This is crucially important as, unsupported, the risks are high of failing to successfully complete. Wherever possible, the patient should both be provided with, and encouraged to find, further support.

Finally, when the patient reports their medication has been lost, this should not be replaced.

Relapse prevention

Reducing the risk of relapse is best achieved through a combination of psychological therapies, social interventions and medication.

Psychological

Psychological therapies are based on constant reminders and reinforcement of the benefits of staying abstinent and the adverse consequences of restarting drinking. They involve learning social skills to manage drinking cues.43

Social

The social environment should be changed, either by encouraging alternative activities to drinking such as exercise or by education programmes. There are approaches that seek to change drinking behaviour through altering relationships in the family and significant people in the life of the patient (family therapy and community reinforcement).

Medication to prevent relapse

Several medications have been found to give some help in reducing relapse and promoting abstinence.57 Their effect is small, though when combined with psychological and social interventions, they can make an important contribution. Research suggests that at most they double a patient’s chance of staying abstinent. They all seem to have a small and fairly equal effect, but their side effects vary in frequency and severity. There is still debate about whether combining medications increases the overall effect.

Disulfiram

Disulfiram can be classified as an aversion therapy drug. When taken with alcohol, disulfiram causes an accumulation of acetaldehyde resulting in an unpleasant reaction including flushing, nausea and vomiting, palpitations, and difficulty in breathing. The thought of experiencing such unpleasant side effects when consuming alcohol is thought to dissuade the patient from consuming it. Open-label randomised controlled trials comparing disulfiram with placebo medication has demonstrated that disulfiram is effective at increasing the total number of days patients abstain from alcohol.58 Effectiveness of the drug has been found to increase when patients are highly compliant or are directly supervised when consuming the drug.59–61 However, research has generally failed to find a significant effect from disulfiram when compared with placebo in double-blind trials.62 There is no evidence to support the efficacy of disulfiram implants.63

The British National Formulary recommends that disulfiram is started by specialist services but may be continued in primary care after three months. Patients must be given a list of alcohol containing products that may inadvertently be taken by the patient such as alcohol containing food substances, cosmetics and aerosol sprays. Patients should be monitored closely including regular liver functions tests with screening for ischaemic heart disease and cerebrovascular disease.

Acamprosate

Acamprosate encourages glutamatergic neurotransmission and blocks GABBA and NMDA receptors. It is licensed for the prevention of relapse in dependent drinkers once they have become abstinent. Whilst its exact mechanism of action is unknown, it appears to reduce cravings for alcohol in patients who have consumed large amounts over a long period of time. A systematic review of a large number of randomised controlled trials has demonstrated a small but significant effect of acamprosate in suppressing alcohol consumption when compared with placebo.58 Whilst the effect was found to be most prominent at 6-months follow-up, it was still apparent at 12-months follow-up. Acamprosate is most effective when psychosocial support is delivered alongside the drug.

Acamprosate does not have hypnotic, anxiolytic or antidepressant effects. It is metabolised and excreted by the kidneys and so is relatively safe to use in liver disease, provided it is not severe. Side effects are infrequent but include diarrhoea, headache, nausea and pruritus. Compliance may be an issue as the dose is up to two tablets (333 mg each) three times a day (for those under 60kg, the dose is two tablets morning, one lunch and one at night). It can be prescribed in primary care, though some NHS medicine management committees list it as an amber drug, requiring a shared care protocol.

Naltrexone

Naltrexone is an opioid agonist that is licensed for use in relapse prevention from alcohol dependence in the USA and some European countries. In 2012, it was licensed for use in the UK. Like acamprosate, naltrexone is used to maintain abstinence as an adjunct to psychosocial interventions. Naltrexone is believed to reduce reinforcement from alcohol stimuli.

It should not be prescribed if the patient is using on a daily basis illicit, over the counter or prescribed opioid drugs. Also, it should not be prescribed to patients with severe liver disease.

Some practitioners co-prescribe naltrexone and acamprosate and there is an emerging evidence base for this, as some studies have evaluated combinations of naltrexone and acamprosate for reducing drinking and demonstrated a small increased effect above either medication taken alone.57

Nalmefene

Strictly speaking, nalmefene is not a relapse prevention medication. Rather, it is licensed to support patients to reduce drinking and so maintain a “controlled drinking” pattern of alcohol intake.64 Nalmefene is an opiate antagonist and is believed to reduce reinforcement from alcohol stimuli. Nalmefene is the only licensed medication to support controlled drinking.

The role of primary care in relapse prevention

Primary care can make an important contribution helping the patient remain abstinent and should remain involved with the patient and, where appropriate, their carers/family. At first this will be with the specialist community alcohol services team.

The role of primary care is to treat illness and promote health, encourage on-going abstinence and monitor for signs of early relapse and support family, friends and carers.

Special groups

Women and Drinking

Levels of alcohol consumption vary with age and gender (Figure 12.11). Among men, the prevalence of drinking more than 14 units a week increases with age and is most common among men aged 65 to 74 years. Almost 40% of men this age drink at this level. Among women, the proportion who drink more than 14 units a week declines between the ages of 25 and 44 years but is highest among women aged 55 to 64 years with 21% of women this age drinking at this level. Drinking at these levels declines for men aged over 75 years and women aged over 65 years. “Frequent drinking,” defined as drinking on five or more days each week, increases with age for men and women up to the age of 64 years and then declines.11

For men and women, binge drinking, defined as exceeding eight units in one day for men and six units in one day for women, is highest in the youngest age groups, peaking in the 25 to 34 years group and then reduces with age. In 2014, 19% of men and 11% of women were exceeding these daily values on at least one occasion in the previous week.

Figure 12.7

The proportion of adults drinking more than 14 units[i] of alcohol per week by age and gender, England, 2014
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Source: Reproduced from the Health Survey for England 201465

The levels of drinking in women are rapidly increasing in almost all Westernised societies. Young women, and women working in traditionally male-dominated environments, are more likely to drink heavily and to have drinking problems. Women appear to be more influenced by the drinking patterns of their partners than by their peer group, although women who drink heavily are likely to mix with men who drink heavily and be more tolerant of their partners’ drinking patterns. Women who have multiple roles (family, marriage, employment) appear to have a lower risk of problem drinking, as though it would be difficult to juggle different roles if alcohol were a significant part of the woman’s life.66

Risk factors associated with problem drinking in women

The risk factors are:

•Strong family history

•Behavioural disorder in childhood

•Early use of illicit drugs

•Depression

•Divorced/separated

•Heavy-drinking partners

•Working in a traditionally male-dominated environment.

Sex differences

The ways in which women and men metabolise alcohol differ significantly. After consuming a given dose of alcohol adjusted according to body weight, women have higher blood alcohol levels than men. The higher proportion of body fat in women, changes in alcohol absorption with the menstrual cycle, and differences in the relative amount of gastric alcohol dehydrogenase contribute to this disparity.67

These differences may explain the ‘telescoping’ phenomenon of alcohol use disorders in women. Women experience a more rapid progression to alcoholism and its medical complications than men despite lower levels of consumption.68

Pregnancy

It is estimated that over 20% of pregnant women worldwide consume alcohol.69 Current research suggests that alcohol intake of seven or more standard drinks (one standard drink = 13.6g of absolute alcohol) a week during pregnancy is a significant risk to the foetus.70 Risks to the foetus include, in early pregnancy, miscarriage, small for dates, preterm delivery, death in utero and neonatal death, and foetal abnormality. Foetal abnormality at its extreme is described as the foetal alcohol syndrome. Problem drinking by the mother can adversely affect long-term health and development of her children.

Alcoholic liver disease

The telescoping phenomenon is most evident in the rates of alcoholic liver disease in women compared with men. A prospective study over 12 years of more than 13,000 men and women found that women have a higher risk of liver disease for any given level of alcohol intake compared with men.71 This study estimated the relative risk of cirrhosis in women who consumed 28 to 41 drinks a week to be 16 times higher than that of non-drinking women. For the same level of alcohol consumption, men were estimated to have one-third the risk of cirrhosis of women.

Breast cancer

A recent meta-analysis of six large, prospective cohort studies demonstrated a correlation between alcohol use and breast cancer risk.72 Women who consumed, on average, two and a half to five drinks a day had a 40% higher incidence of breast cancer than non-drinkers. Importantly, this study also found a dose–response relationship between alcohol consumption and breast cancer risk. The risk was elevated by 9% for each 10 g increase in alcohol intake a day for increases of up to 60g a day; this effect persisted even when adjusting for possible confounders such as age, diet, smoking, menarche, parity and menopause.

Osteoporosis

Alcohol consumption influences the incidence of hip fractures among women. One study showed that women younger than 60 years who consume two to six drinks per day had an increased risk of hip and forearm fracture.73 This increased risk may be due to a greater incidence of falling and to alcohol’s inhibitory effect on bone remodelling, which has been demonstrated in men. Several recent, large studies have suggested that moderate alcohol consumption may lead to increased bone mineral density in postmenopausal women.73 Whether increased bone mineral density leads to a reduced fracture risk has yet to be determined.

Psychiatric disorders

All psychiatric diagnoses are more prevalent in alcohol-abusing women than in either non-alcohol-abusing women or alcohol-abusing men. Only antisocial personality disorder is more prevalent in men with co-morbid alcohol dependence. Studies indicate that the prevalence of depression is 30–40% in alcohol-abusing women. Interestingly, women with alcohol problems seem to have a much higher rate of ‘dual’ diagnoses, in which a primary affective disorder predated their chemical dependence, than men with alcohol problems.

In the Epidemiologic Catchment Area Study, depression was primary, and alcoholism was secondary in 66% of alcohol-abusing women.75 In contrast, alcoholism was primary, and depression was secondary in 78% of alcohol-abusing men. Many women cite worsening depressive symptoms as their main reason for entering an alcohol treatment programme. This information may help primary care physicians target their preventive efforts and tailor their treatment recommendations.

Alcohol-abusing women attempt suicide four times more often than women who do not have alcoholic problems.76 Among adults with alcohol use disorders, the suicide rate in women equals that in men, but women attempt suicide more often than men. Anorexia and bulimia are also more prevalent in alcohol-abusing women (15–32%), significantly higher than the prevalence in the general population (anorexia 1.5%; bulimia 7%).77

Psychosocial consequences

Women experience significant psychosocial consequences from their alcohol use disorder. Family and marital problems are more common among women, whereas job and legal problems occur more often in men. Women are more likely to be divorced after entering treatment; they often report a fear of losing custody of their children as an important motivating factor for treatment. Women with alcohol problems are more likely to be victims of alcohol-related aggression, such as domestic violence and rape. Women who misuse alcohol often have a male partner with alcohol problems, and alcohol use in men is highly linked with partner abuse.

The elderly and drinking

As stated above, the prevalence of alcohol dependence and problem drinking in the elderly is lower than in the young. Nevertheless, it is common and associated with considerable morbidity and mortality. Problem drinking in this age group often goes undetected. One primary care study identified 10% of older patients as having current evidence of alcoholism, yet fewer than half had this documented in their medical records.78

Elderly people are less likely to disclose their problem and health professionals have a lower degree of suspicion when assessing them for medical, psychiatric or social problems. The presentation of older people differs from that of their younger counterparts. They may for example present with falls, confusion or depression.78 Sensible drinking limits do not apply to the elderly population, who, like adolescents, have lower tolerance to alcohol and suffer increased sensitivity to the effects at lower blood-alcohol levels.80

Elderly people have been shown to be as likely to benefit from treatment as younger people although pharmacological interventions can be more hazardous because of coexisting medical problems. It is probably wise for elderly patients to be admitted to hospital for detoxification because of the increased risk of fluid and electrolyte problems, and confusion. Benzodiazepine-associated detoxification should be undertaken with care owing to increased sensitivity to adverse effects and altered pharmacokinetics.

Alcohol and Ethnic Background

The proportion of adults who do not drink varies between ethnic groups (Figure 12.12), with Asian populations least likely to drink in the UK. The relationship between dependence and ethnic background is considered further in chapter 20.

Figure 12.8

The proportion of people who do not drink alcohol by race and gender
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Source: Reproduced from the Health Survey for England 2014.65


Conclusion

Excessive drinking is a major cause of illness and premature death, not just for dependent drinkers. Problem drinking affects individuals, their families, their community and our society. There is much as a society that we can do to reduce problem drinking and to promote health and social wellbeing. There is much too that health professionals can do to reduce problem drinking and its consequences.
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Introduction

Cannabis remains the most commonly used illegal drug in the world.1 Until recently, the market was dominated by the illicit use of high potency herbal cannabis. Much has changed over the last decade, however, and global cannabis markets have diversified considerably. We have seen the proliferation of cannabis concentrates (where THC concentrations can reach 70–80%),2 substantial increases in the potency of cannabis resin (THC% >30%),3 and the rise of edibles and the use of cannabis vaporisers. Also, CBD has emerged in every conceivable formulation and is readily available in high street and online stores. In parallel, global cannabis policy is also evolving and legal regulated markets have now emerged in Canada and Uruguay, as well as several states in the USA, including California. In addition, there has been growing interest in the therapeutic potential of cannabis-based medical products, which are now available with varying levels of restriction and guidance across many countries in the EU, as well as Australia and North America. Debates continue regarding the role of cannabis in the development of psychotic illness, while, at the same time, CBD is being trialled as an antipsychotic. So, it’s fair to say that cannabis is becoming a more complex and interesting issue across public health and clinical practice. However, from a treatment perspective the focus remains on harm reduction advice (such as encouraging non-tobacco routes of administration), early identification of those at high risk, and the assessment and management of cannabis dependence, which appears to be on the increase throughout Europe.4

GPS are still likely to be first point of contact for people using cannabis for any reason and they will need to learn how to have a conversation with those interested in its medical potential. Within psychiatry, rather than those working in specialist addiction teams, it’s probably the general psychiatrist in an adult community mental health team, or CAMHS (Child and Adolescent Mental Health Services), who are more likely to see people who use cannabis. For most people, cannabis use does not pose a serious health risk. As with other drugs the risks of harm are associated with level and duration of use, and the presence of discrete vulnerability factors. Those most vulnerable to the adverse effects of cannabis are the young, the pregnant and those with underlying serious mental health problems, where use is associated with poorer treatment response and higher rates of violence, suicide, and imprisonment. Cannabis psychosis, so often spoken about, is in reality a mythical beast that contributes to the delayed diagnosis of schizophrenia. For most people, the greatest mental harms from cannabis use will be in exacerbating illness in those already diagnosed with a severe mental illness. Public policy, aimed at delaying onset of use and encouraging use of less potent products, should be prioritised.

Prevalence

Cannabis is the most commonly used illicit drug in the UK. The most recent Crime Survey of England and Wales published by the Home Office indicated 7.6% of the UK population had used cannabis in the last 12 months, equating to about 2.6 million people.5 These figures represent a fall from peak of about 10% in 2002/3. Among 16- to 24-year-olds, this figure is 17.3% (around 1.1 million young adults).

Its status as the most commonly used illicit drug in the UK is reflected by its relatively easy availability and low cost, and, although the latter is increasing, it remains affordable to many young people. The most recent data collected from the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) show that both herbal cannabis and cannabis resin cost around 12 EUR (approximately £11) per gram.3 Supplying cannabis remains a serious offence and, although many caught in possession of small amounts will be given a caution, dealing carries a penalty of up to 14 years in jail. With a thriving home production market and use that transcends culture, ages and geography, it is also impossible to effectively curtail the UK’S illicit ‘cannabis economy’ (estimated to be worth around £2.5 billion/year).6

While many countries revise their zero–tolerance approach and have decided that better public health and economic outcomes can be obtained through either decriminalisation or a fully regulated legal market, the UK, for now, seems steadfast in its opposition to drug law reform. In many areas of the UK, however, ‘defacto decriminalisation’ appears to exist at least for those found in possession of small amounts. Diversion schemes run though the police are also becoming increasingly popular. It is too early to say whether the medical cannabis movement will herald the start of more substantial UK drug law reform, but it is likely that changes elsewhere will eventually lead to the UK revising the scheduling of cannabis.

Preparations and constituents of cannabis

Cannabis contains over 400 chemicals, about 100 of which are cannabinoids. These are compounds with a chemical structure related to Δ9-tetrahydrocannabinol (THC) – the main active ingredient that is most responsible for the euphoric effect commonly referred to as being ‘stoned’.7 The endogenous cannabinoid system can be considered as having a homeostatic modulatory effect on various other neural systems, with interconnections with a variety of brain structures impacting upon mood, memory, cognition, pain, sleep and appetite (‘eat, sleep, relax, forget and protect’). CB1 receptors are primarily located in the CNS, while CB2 receptors are located peripherally and within immunological tissues. Cannabinoid receptors are as abundant as glutamate, GABA and dopamine receptors. The first endogenous cannabinoid receptor ligand ‘anandamide’ was identified in 1988, and a decade later another was identified, 2-Arachidonoylglycerol (2-AG). Like THC (a partial receptor agonist), anandamide acts upon central CB1 and peripheral CB2 receptors. The other major constituent is cannabidiol (CBD) which is a negative allosteric modulator of CB1 and may be an inverse agonist at CB2 receptors. CBD is thought to play an important role in suppressing nociceptive (pain) and inflammatory responses as well as offering some balance to acute psychoactive effects of THC. Although not as psychoactive as THC, it can, at higher doses, lead to sedation. In recent years, a multitude of other important cannabinoids have been identified such as CBG (cannabigerol), THCV (tetrahydrocannabivarin), as well as awareness of the possible modulatory effects of the multiple terpenes that are responsible for the unique smells of different strains of cannabis.

As cannabis markets diversify, individuals may use a variety of different products in various different combinations, which can influence the outcomes they experience.8 Products are classified on the basis of their physical preparation, cultivation process and cannabinoid content, (i.e., THC and CBD). THC content (% of total weight) determines product potency, though the presence of CBD can moderate some of THC’S harmful effects.

There are three major preparations of cannabis in widespread use in the UK today. High potency herbal preparations (known as ‘skunk’ or sinsemilla) continue to dominate the market, with an average of around 15% THC and virtually no CBD.9 These are typically domestically produced (within the UK from intensely cultivated, indoor-grown plants). Traditional herbal preparations – usually produced from outdoor grown crops and imported from regions such as the Balkans or Sub-Saharan Africa10 – are lower in THC (<10% and typically devoid of CBD), though their availability is declining.9 Cannabis resin, (i.e. hash) in the UK, is typically imported from Morocco and has been historically modest in potency, with about 4–5% of THC and equal quantities of CBD.9 However, in recent years, higher potency forms of resin are emerging across Europe with around 30% THC and considerably higher THC to CBD ratios.3

Cannabis users do appear to titrate their THC intake (by adjusting their inhalation volume or the amount they use in ‘joints’)11,12 as concentrations vary between products. However, this does not fully compensate for differences in THC concentrations and, as a result, increasing concentrations of THC in cannabis deliver higher doses of THC to the consumer. Higher THC products are reported to produce a better and stronger high, but they are also associated with more transient negative effects, such as memory loss and paranoia, as well as greater longer-term harms, including increased severity of dependence,13 cannabis use disorder symptom onset3,14 and a greater risk of (and relapse to) psychosis.15–17

Though currently less prevalent, alternative forms of cannabis consumption, which may pose new challenges for clinicians, are also becoming increasingly popular in the UK. Edibles (i.e. cannabis-infused foods, typically in the form of brownies or cakes) offer users a safer, non-combustible way of using cannabis. However, the onset of effects is delayed and have a longer duration when cannabis is ingested,18 potentially making it more difficult for users to titrate their dose and experience their desired level of intoxication. Also, due to their greater appeal to young people, and their resemblance to normal food products, there is growing concern that their rising prevalence may increase the likelihood of initiation and frequency of use among younger users.19 There is also a concern regarding inadvertent consumption by children.20

Another quickly proliferating form of cannabis are highly potent cannabis concentrates (e.g. butane hash oil [BHO], also known as ‘dabs’). Produced through the extraction of THC from plant material, potencies can reach up to 70–80%.2 They are typically consumed via a process known as ‘dabbing’ in which the vapours, created through heating (usually via electronic vaporisers or heated glass/aluminium rods), are inhaled, which enables the rapid consumption of high doses of THC. Users report stronger and longer lasting effects,21 but their use also may be associated with greater dependency and more mental health problems than standard cannabis products.22,23

In terms of detection, the inactive fat-soluble metabolites of cannabis, THC-11-oic acid (which are detected in routine urine drug screens), are slowly released from fat stores. Chronic daily users may remain positive for up to 7–8 weeks after last use. In less regular users, the detection window is much shorter. For example, a single exposure may only be detectable for a few days, or up to one week. Heavy smokers may continue to be positive for up to six weeks after their last use.24 Cessation of use can be monitored by taking serial urine measures over several weeks. Before collection, it is advisable to have an advance discussion with local laboratories, which may vary in their ability to provide this additional information. Advances in forensic toxicology mean that recent use can now be detected by oral fluid sampling. These have relevance for roadside drug testing, which may make inroads in the UK in the coming years.

Routes of use

Although alternative methods of cannabis consumption are becoming increasingly popular, by far and away the most common route of consumption in the UK is smoking – typically in ‘joints’ with or without tobacco,25 though other methods of smoking include pipes and bongs (smoked through water).

Cannabis smoke is usually (and very unnecessarily) inhaled deeply and kept in the lungs for a few seconds in the belief that this increases absorption of the psychoactive substance. In fact, most of the THC is absorbed in the upper airways; deep inhalation is not required and combined with prolonged inhalation simply increases the deposition of tar and carcinogens. Tobacco is used as a bulking agent and can facilitate burning of cannabis. It can also be used as a path into tobacco dependence with many tobacco users first smoking tobacco in combination with cannabis. Therefore, it is important not to forget the possibility of co-morbid tobacco dependence in those who use cannabis. Also, tobacco use may be an independent risk factor for psychosis,26 in addition to modifying the risk from cannabis use.27

Compared with tobacco smoking, cannabis is associated with a nearly five-fold greater increment in the blood carboxyhaemoglobin level, an approximately three-fold greater increase in the amount of tar inhaled, and retention in the respiratory tract of one-third more inhaled tar. The smoke from cannabis contains the same constituents (apart from nicotine) as tobacco smoke, including bronchial irritants, tumour initiators (mutagens), tumour promoters and carcinogens. Also, compared with the tar in tobacco smoke, the tar from cannabis smoke also contains greater concentrations of benzanthracenes and benzopyrenes, both of which are carcinogens.28 This topic is addressed in more detail in the section below pertaining to “Cannabis and pulmonary harms.”.

In addition to the increased use of edibles and oral routes of consumption (discussed above), there has also been a notable rise in the use of cannabis vaporisers, particularly among young people. Vaporising, or ‘vaping’ cannabis refers to the process of heating cannabis (e.g. herbal/resinous material, liquids or concentrates) to release a mixture of water vapor and active cannabinoids which are then inhaled. Vaping devices for cannabis vary widely, from large table-top units to small, easily transportable devices that are similar to e-cigarette devices.29 Although reducing consumption of tobacco and the harmful effects of combustion, vaporising cannabis may produce more transient cognitive impairments than smoking.30

Assessing use

GPS ask about illicit drug use less often than about alcohol and tobacco, and patients’ responses are less honest with many denying use. Fear of judgement, or uncertainties regarding the limits of confidentiality may play a part. Framing screening with the assessment of other lifestyle questions about tobacco and alcohol use is helpful (see Box 13.1). Although experimental use is often non-problematic, there is no absolute level of cannabis use below which problems do not arise. Compared to casual, infrequent users, problems and cannabis use disorders are more likely to arise in long-term, heavy, daily users. Those with severe mental illness may be very sensitive to even small amounts. Use may be specifically asked about in consultations related to smoking, mental health, sleep disturbances and accidents. Box 13.2 shows possible problems that cannabis users might present with in primary care.

Box 13.1

Asking about use in current cannabis users and identifying problems including withdrawal


•Quantify amount – how long does a gram last (an eighth of an ounce = 3.5 g). How many joints a day do you smoke? How many joints from a gram?

•Quantify frequency – how many days per week or per month do you smoke?

•Do you mix it with tobacco? Do you smoke cigarettes as well?

•Does your cannabis use cause you any problems such as anxiety, cough, interference with your sleep or appetite?

•Does your smoking ever interfere with what you want to do or what you have to do such as work or studying?

•Have you ever thought about cutting down or stopping?

•Have you ever tried to cut down or stop?

•What happened? Were you able to sleep? Do you get irritable or moody?

•If you managed to stop for a while, how did you feel afterwards?



Source: Winstock et al.31

Box 13.2

Problems of cannabis users presenting in primary care


•Respiratory problems – exacerbation of asthma, chronic obstructive airways disease, wheeze or prolonged cough, or other chest symptoms

•Mental health symptoms – anxiety, depression, paranoia, panic, depersonalisation, exacerbation of underlying condition

•Problems with concentration, studying, or employment and relationships

•Difficulties stopping cannabis use

•Legal or employment consequences.



Source: Winstock et al.31

Acute sought-after effects and harms

Cannabis is used by most people for its ability to induce euphoria and relaxation.10 It can enhance sensory perception and at higher doses can produce sensory distortion. However, only rarely does it cause frank hallucinations in those without underlying mental health conditions. Excessive use in non-tolerant users, or use in combination with alcohol, can lead to users (often novices) feeling nauseous, dizzy, and faint. Oral consumption of hash cookies is unpredictable and can result in intense prolonged effects due to a bimodal kinetic profile and metabolic breakdown products. Spotting cannabis use can be hard beyond bloodshot eyes and glassy conjunctiva (see Box 13.3 for effects).

Box 13.3

Effects of cannabis use


•Red eyes, conjunctival suffusion

•Short-term memory loss

•Heightened sensory awareness

•Changes in time and spatial awareness

•Impaired psychomotor coordination (especially with alcohol)

•Sedation/occasionally increased arousal

•Increased appetite

•Slight hypotension

•Analgesia.



A dry mouth, sedation, the smell of the drug, inappropriate affect (giggling) and excessive appetite (the ‘munchies’) may be giveaways in naïve smokers. When smoked, effects are felt after a few minutes, peaking 30–60 minutes after use, with a duration of 2–4 hours. Table 13.1 lists the physiological and psychological effects.

Effects are more intense, prolonged, and more likely to be adverse among inexperienced (non-tolerant) users and those who have consumed the drug orally, which can result in unpredictable effects. For most users, occasional consumption of cannabis will not cause any significant harms beyond the risks associated with acute intoxication with any drugs. Compared with other commonly used drugs (including alcohol), the acute toxicity of cannabis is very low, with most short-term harms being self-limiting and confined to adverse psychological responses. Such responses commonly include panic attacks, paranoia, depersonalisation, and derealisation. True hallucinations are rare and there is little evidence to support a cannabis psychosis syndrome. Most adverse psychological effects will fade rapidly within hours or days. Persistence of psychopathology beyond a few weeks strongly suggests an underlying condition. Many studies have shown that cannabis also impairs balance, tracking ability, hand–eye coordination, reaction time and physical strength.32 Sedation and impaired coordination, especially at higher dose and in combination with alcohol, can lead to accidents including doubling the risk of fatal car accidents.33

Table 13.1

Physiological and psychological effects of cannabis (peak after 30 minutes and last for 2–4 hours)








	Psychological (mood/perceptual)

	Physiological






	A sense of euphoria and relaxation

	Increase in appetite




	Perceptual distortions, time distortion and the intensification of sensory experiences

	Increase in heart rate, and decrease in blood pressure




	Impairment of attention, concentration, short-term memory, information processing and reaction time

	Conjunctival injection and suffusion




	Feelings of greater emotional and physical sensitivity

	Dry mouth




	Anxiety, panic, and paranoia

	Impaired psychomotor coordination and sedation






Source: Winstock et al.31

Longer-term harms

Both age of onset and duration of use appear to be the key factors mediating the risk for longer-term harm. There is consistently strong evidence from serial epidemiological studies that earlier age of first use (which may be a marker for other psychosocial problems) is associated with a greater risk of dependence, other substance use problems, mental health problems, and a more negative impact upon emotional, academic, and social development.33 Table 13.2 provides a summary of short- and longer-term harms.

Table 13.2

Harms and risks associated with cannabis use








	Acute intoxication risks

	Impaired attention, memory and psychomotor performance while intoxicated




	Increased risk of motor vehicle accidents, especially if mixed with alcohol




	Psychotic symptoms at high doses




	
Most probable chronic effects

	Dependence (1 in 10 users)




	Subtle cognitive impairment in attention, verbal memory, and the organisation and integration of complex information in chronic daily users (>10 years), especially in those who start young. Some evidence of reversibility with prolonged abstinence but not in those who start before the age of 18 years old




	Pulmonary disease and respiratory symptoms such as COPD and chronic cough (synergistic harm with tobacco)




	Malignancy of the oropharynx






On a population basis, the three most significant longer-term health consequences of cannabis use are lung damage (already considered above), cognition, and mental health (including dependence). We will briefly review each of these in turn. In summary, the key information to impart to users is that, although people vary in their susceptibility to these harms, they are predictably higher in those who smoke more for longer. Therefore, any reduction in risk (or reversal or halting in progressing of disability) occurs the sooner they stop or cut down. The one irreversible risk factor is age of onset, with a younger age associated with longer cannabis-related career, with a consequence of greater risk of cannabis-related harm. A useful tool to allow people to reflect upon their personal vulnerability to cannabis-associated harms is the drugs meter self-assessment tool, which is available both online (at www.drugsmeter.com) and via a smart phone. The resource highlights the need for a reduction in use.

Cannabis and pulmonary harms (including malignancy)

In many cultures, especially in the UK, cannabis use can act as a gateway to subsequent tobacco smoking. Tobacco smokers who use cannabis have poorer tobacco quit rates than those who do not use cannabis. Compared to sole cannabis users, combined tobacco and cannabis use is a predictor of poorer outcome for those undergoing treatment for their cannabis use.








	Possible chronic effects

	Xerostomia and consequent dental health problems




	Some evidence that cannabis may affect female fertility




	In utero exposure to cannabis may lead to low for weight babies and later behavioural, problem-solving and attentional difficulties




	Increased rate of lung cancer




	
Probable risks amongst specific populations

	Impaired personal and educational attainment




	Adolescent cannabis use is associated with:

•higher rates of truancy, delinquency, and criminality

•higher rates of other problematic substance use, including alcohol

•poorer academic achievement and educational attainment with more unemployment

•lower levels of relationship satisfaction.

Mental health problems such as depression, anxiety and psychotic conditions may be exacerbated




	Limited or no evidence

	Birth defects (except low birth weight)






Source: adapted from Winstock et al. 201031 (from National Cannabis Prevention and Information Centre Guidelines 2009, www.ncpic.org.au) and Hall and Degenhardt 2009.35

Treatment and dependence aside, it is the synergistic harms that tobacco and cannabis have upon pulmonary health that represents the most potent cannabis-related public health harm. Whilst it is true that most cannabis users do not become daily users and do not usually smoke for as long as cigarette smokers, cannabis smoking shows a dose–response relationship with pulmonary risk in the same way tobacco does. Smoking cannabis is associated with a weakened immune system with use adversely affecting the functioning of T cells, natural killer cells, and macrophages.36 A longitudinal study of young cannabis smokers demonstrated that regular heavy use can result in symptoms of chronic bronchitis such as coughing, shortness of breath and production of sputum due to chronic inflammatory changes in the respiratory tract.37 Highlighting the respiratory harms of inhaling smoke to a generation who have the lowest tobacco use levels in history may, thus, be a smart individual and public health approach to encouraging young people to reduce their exposure to cannabis-related harm.

With an ageing population of cannabis smokers, and also cannabis smoking likely to precipitate airway disease in the vulnerable, GPS should think about the use of cannabis in those presenting with COPD in their thirties and forties. In terms of tobacco cigarette–cannabis joint equivalence, a study comparing pulmonary function tests and CT scans between different smoking groups estimated that one cannabis joint caused the equivalent airflow obstruction of 2.5–5 cigarettes.38 A recent cross-sectional study reported that concurrent smoking of cannabis and tobacco leads to synergistic respiratory harm with elevated rates of COPD.39 Heavy cannabis use should be specifically enquired about in those presenting with early-onset airways disease.

In terms of cancer, case series of cannabis-only smokers strongly suggest that cannabis may be implicated in the development of a range of oropharyngeal cancers.40 More recent studies suggest heavy chronic use of cannabis is also an independent risk factor for lung cancer, increasing rates more than five-fold even accounting for age, tobacco use and family history of lung cancer.41 Cannabis use may also exacerbate the risk of coronary events in those with pre-existing cardiovascular disease.

So, what is the safest way to smoke?

Avoid high THC products and combining with tobacco is the simple answer (or eat it, which avoids smoking and consequent carcinogen production). There is no evidence that using water pipes or bongs to cool, and filter smoke is an effective harm reduction measure. Such approaches may in fact increase tar delivery to the lungs. The safest methods of smoking are either using an unfiltered joint without tobacco, or a vaporiser that heats the plant material, releasing the THC as a vapour but avoiding combustion. While early models were large and injected smoke into jars or roasting bags, technology and demand mean they are now available as pocket-size devices that cost between £40 and £100. Evidence for the use of vaporisers as a harm reduction recommendation is not that strong at present, but their use is preferred to continued smoking in someone with COPD.42 Box 13.4 lists harm reduction tips for those who insist on continuing to smoke.

Box 13.4

Harm reduction for cannabis smokers


•Avoid high THC products

•Do not mix with tobacco

•Avoid daily and binge use

•Do not use a cigarette filter – will reduce the cannabis/tar ratio with 30% less cannabis and 60% more tar43

•Do not hold smoke in lungs –will not get more stoned but will increase tar and carcinogens in contact with lungs

•Do not inhale too deeply – most THC is absorbed from the upper airways

•Do not mix with alcohol and/or other drugs such as cocaine

•Remove stalks, leaves, etc

•Do not use too many papers

•Clean bong (water pipe)/pipes thoroughly

•Avoid bongs/water pipes – pulling on a bong or using a bucket may cool smoke but will also force smoke deeper into lungs and may filter more THC out than tar

•Avoid plastic bottles/pipes/aluminium foil etc. as they can increase toxic fumes

•Avoid use if there is a history of significant mental illness

•Do not drive while intoxicated, especially when mixed with alcohol.



Source: adapted from © 1999–2005 HIT UK Ltd.

Cannabis, mental health, and cognition

People are most likely to achieve their optimal mental health if they don’t use cannabis, especially when they are young. Saying that, most people use cannabis without experiencing significant mental harms and many who smoke cannabis would say that its use is associated with a range of positive psychosocial effects. Many, of course, do realise that long-term use may also be associated with negative effects. In a recent large online survey of 2000 non-treatment-seeking cannabis users (www.globaldrugsurvey.com), effects upon memory, mental health, motivation, and the ability to work and study were identified as the most significant health concerns.

People of course vary in their vulnerability to experiencing such harms, with those having a family history of serious mental illness being at elevated risk. There is a clear link between early use and the development of psychotic disorders, particularly schizophrenia (especially in males and in those under the age of 16 years old). Early cannabis use approximately doubles the risk of schizophrenia from 0.7 per 1000 population to 1.4 per 1000 population.44,45 High potency cannabis also confers a greater risk for and earlier onset of psychosis.15,17 Predisposition to elevated risk appears to be genetic, with both a family history of a psychotic illness and a history of unusual personal experiences increasing cannabis-related risk.46 Despite plausible biological theories, causality has yet to be confirmed, with residual confounding bias and reverse causation both remaining as possible explanatory models.47 It is thought that the overall population percentage of schizophrenia attributable to cannabis is around 8%.

Regardless of its possible role in precipitating psychotic illness or causing it de novo, a recent systematic review highlighted that cannabis use amongst those with psychotic disorders was consistently associated with increased relapse and non-adherence.48 Addressing use within this group is, of course, more difficult than in otherwise healthy populations, with studies suggesting that routine Cognitive Behavioural Therapy (CBT) and Motivational Interviewing (MI) are less effective in those with concurrent illness.49 However, it should not be forgotten that, for those patients with serious mental health problems, effective pharmacological and psychosocial treatment of the underlying condition can help reduce the use of cannabis and other substances.

The link between cannabis use and depression is less clear. Although studies report increased levels of depression and anxiety symptoms amongst cannabis users,50 no causal relationship has been consistently found between the two, with shared common aetiological factors being the most likely explanation.51,52 There also appears to be little evidence to support the idea of self-medication of depression with cannabis, although recent work suggests that social anxiety may be a more common premorbid condition in regular cannabis smokers.53 Regarding anxiety, although higher rates of cannabis use are found among those with anxiety disorders, heavy cannabis users, per se, do not have higher levels of anxiety. Also, a recent longitudinal study in a UK general population sample showed that higher THC products are associated with an increased likelihood of anxiety disorders54. However, the nature of the relationship is not clear, and this again may be the result of shared risk factors. Also, in the authors’ experience, chronic cannabis use and intoxication can sometimes appear like a depressive illness (lethargy, sleep and appetite disturbance, social withdrawal, problems at work or at home, cognitive impairment) or an anxiety/social phobia state (motor restlessness, rumination, palpitations, increased self-monitoring and low-level paranoia with avoidance of social situations). Thus, it is essential when assessing psychiatric symptoms in substance users to differentiate between acute and chronic intoxication and symptoms of mental illness. If mental health symptoms were present before the onset of use, there is a greater likelihood of a psychiatric disorder being present. If symptoms resolve upon cessation of use, the likelihood of a primary psychiatric diagnosis diminishes. In many heavy cannabis users, depressive symptoms resolve with abstinence.55 Therefore, clinicians should avoid diagnosing affective disorders and commencing antidepressants in current smokers, instead reviewing their mental state at 2–4 weeks following cessation (see Figure 13.1).31

Cognition

An individual’s cognitive functioning is significantly impaired when intoxicated on cannabis (“stoned”), with short-term memory loss and impaired recall being common complaints. Acute cannabis-related impairments in learning ability can be a serious problem for some young people who smoke cannabis. Impairments in some aspects of attention, memory, learning and organising can be present for more than 24 hours after use. Concerns over longer-term cognitive impairment in chronic smokers have been increasingly reported. Although there are many confounders, studies have shown that students who smoke cannabis regularly attain lower grades than those who do not.56 In addition, early opinion that cannabis did not cause the same sort of gross structural changes seen in long-term drinkers has been replaced by evidence from more recent imaging studies. These have identified exposure-related reductions in the volumes of cannabinoid receptor-rich areas including the amygdala and hippocampus in heavy cannabis smokers.57 These findings may explain studies that identify duration of use and dose-related impairments in memory and attention in long-term heavy cannabis users.58 Recent studies have confirmed the importance of delaying the onset of cannabis until adulthood with use commencing before the age of 18 being associated with an irreversible cognitive decline.59

Figure 13.1

Identifying and responding to cannabis use disorders


[image: image]



Source: Winstock AR, Ford C, Witton J. 2010.

Cannabis and pregnancy

The effects of cannabis upon pregnancy and neurodevelopmental outcomes are not clear, and research is confounded by a host of factors. Rates of maternal cannabis use tend to be low and reduce substantially as pregnancy progresses.60 In theory, the effects of prenatal exposure could be significant, given that the cannabinoid receptor system is the first one to develop in the foetus and is among the most numerous. Like all substances, any potential harmful effect will be mediated by a host of other maternal behavioural (diet, other substance use – including alcohol and tobacco) and social factors. The likelihood of concurrent tobacco use makes some of the effects predictable, and thus cessation of use should strongly be encouraged for both substances given the well-documented adverse effects of prenatal tobacco exposure. When controls are included, there is little evidence that prenatal exposure is associated with adverse neonatal outcomes such as low birth weight and small head circumference.61 However, the research is inconsistent.62 Whilst there have been studies suggesting that prenatal exposure to cannabis can be associated with subtle cognitive deficits and/or behavioural abnormalities during early childhood,63 others have not. A recent critical meta-analysis concluded that prenatal exposure to cannabis alone was not associated with clinically significant cognitive deficits.64 One confounder and potential explanation of continued use during pregnancy may be the possibility that cannabis may be useful to treat hyperemesis gravidarum.65

Dependence

There are probably more people dependent upon cannabis in the UK than any other illicit drug. Around 10% of those who have tried cannabis become dependent, with rates higher among those who start younger,66,67 and those who use higher potency preparations.68 Whilst early onset use may be a marker for life issues and reflect greater impulsivity, the data suggest public and regulatory policy should be aimed at delaying the onset of use until late adolescence. Dependence upon cannabis is the most common but most under-recognized consequence of regular cannabis use and the one that regular users seem least likely to believe.13 Vulnerability to both experiencing reinforcing positive effects and dependence have a heritable component,69 as well as environmental ones that predispose to any problematic substance use disorder.70

Across the EU, and indeed many other countries, drug treatment monitoring systems have, over the last decade, recorded steady increases in the number of people seeking help for cannabis-related problems including dependence. This trend is particularly apparent amongst younger people. Cannabis is now the second most commonly reported primary drug in both inpatient (18% of clients) and outpatient (26% of clients) treatment settings across the EU.71

Dependence upon cannabis often coexists with other substance use disorders – most commonly tobacco. Concurrent cannabis use/dependence is often ignored among those dependent upon other substances, in the same way tobacco use tends not to be acknowledged. However, the impact upon the individual can be marked, with cessation often bringing new enthusiasm and energy. Effective treatments which are widely adopted include CBT, MI, multidimensional family therapy, contingency management and relapse prevention.68,72,73 Combining approaches is often most effective.74 As with other substance use disorders, a stepped approach to treatment provision is advised, with longer periods of more intensive interventions being given to those with more severe problems and those who do not respond to initial brief interventions (see Figure 13.2).

Online interventions show promise and a range of other, as yet untested, approaches to encouraging reduction and adoption of healthier use are now available (e.g. www.drugsmeter.com and www.saferuselimits.com). Concurrent tobacco smoking, which is prevalent in cannabis smokers, is a predictor of poor outcome, so nicotine replacement therapy (NRT) should be encouraged since approximately two-thirds of cannabis users mix their cannabis with tobacco.75 As noted above, the concurrent use of cannabis and tobacco makes it harder to quit either substance76 and combined withdrawal from tobacco and cannabis is more severe than from either alone. NRT or a switch to vaping nicotine should be considered a central component in those who also use tobacco.68 Whilst younger people may present with concerns over mental health and memory, older users may appear with concerns about lung health, personal relationships, and employment issues.

Figure 13.2

A decision pathway for assessing affective symptoms in cannabis users
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Source: reproduced from Winstock AR, Ford C, Witton J. Assessment, and management of cannabis use disorders in primary care.

Until recently, the idea that cannabis users may experience withdrawal symptoms significant enough to be a barrier to achieving abstinence was, at least in the UK, given little thought. However, its existence and clinical significance seems to have been confirmed by the appearance of the Cannabis Withdrawal Syndrome (CWS) to the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Among frequent users (>3 times/week), 12.1% reported withdrawal symptoms, most commonly nervousness/anxiety, hostility, sleep difficulty, and depressed mood.77 Rates of withdrawal are higher amongst those seeking treatment, with studies reporting that over three-quarters of daily users report withdrawal symptoms upon cessation (peaking at day 2–3, with most symptoms over by day 7–10).78,79 See Box 13.5 for a list of the commonly reported withdrawal symptoms.

Box 13.5

Cannabis withdrawal symptoms


•Nervousness/anxiety

•Irritability, restlessness

•Insomnia with weird dreams (take off NRT patches at night)

•Appetite disturbance (drop in weight)

•Craving

•Depressed mood

•Aggression, violence (especially in those with pre-morbid aggression)

•Sweating, chills, stuffy nose

•Muscular aches/pains

•Fatigue, yawning

•Nausea/GI symptoms, hyperemesis in a minority

•Tremor, shakiness

•Exacerbation of underlying psychotic illness.



Is withdrawal a problem and how do you manage it?

Withdrawal from cannabis amongst dependent users is reported by 75% of treatment seekers. For some, the severity of withdrawal, especially the insomnia and irritability, can be a barrier to abstinence and is a significant (albeit transient) cause of disability. It tends to be more severe in those who are heavy smokers, who stop suddenly without planning, among concurrent tobacco users and those with mental illness. Psycho-education regarding the nature, severity and duration of common withdrawal effects can be useful to help users and their families understand and prepare. Common symptoms peak on day 2 or 3. For most, any major distress is over by day 7. Sleep problems, mood lability and vivid dreams can continue for 2–3 weeks. There is no evidence-based pharmacological intervention to manage cannabis withdrawal80-82. Some recent research, however, supports the use of agonist therapy in the form of Sativex, as it may be safe and effective in reducing use.83 Such a finding is consistent with small studies exploring the utility of low dose oral THC in reducing withdrawal and craving.84 Other studies have explored the use of N-Acetyl Cysteine and gabapentin, but a recent Cochrane review suggests no role for their routine use.82 The essential components outlined in Box 13.6 are; a reduction in use (if possible) before cessation, provision of NRT if appropriate, good sleep hygiene with caffeine avoidance or reduction (caffeine level can double upon cessation of tobacco consumption), and the provision of a few days of night sedation, supplemented occasionally with low-dose daytime anxiolytics for those with incapacitating symptoms of anxiety. A typical regime might be diazepam 5 mg and zopiclone 7.5 mg at night for 4–7 days. Bupropion, if used for nicotine dependence, must begin at least one week before cessation of both substances, since commencing treatment on day one of cannabis cessation can exacerbate withdrawal symptoms.85 There is no evidence to support the use of antidepressants in the management of cannabis withdrawal or dependence. The initiation of some classes such as SSRI during withdrawal may in fact worsen symptoms. It is far better to wait and see if the mood improves with cessation to support a motivational attribution to cessation than to a medication that many not have been needed (see Figure 13.2).

Therapeutic uses of cannabis

In the last 10 years, the number of countries that have regulated cannabis for medicinal use has increased significantly. This has been mirrored to a lesser extent by the legalisation of recreational cannabis in many countries. While the changes in legalisation were not heralded by any particular change in the evidence base regarding potential harms, the changes in medicinal regulation have, in part, followed new evidence demonstrating its potential efficacy in a number of conditions. Although cannabis remains illegal in the UK, on November 1st 2018, rescheduling permitted the prescription of some cannabis-based products (some, at the time of writing, unlicensed) by doctors on the Specialist Register of the GMC. It is, thus, highly likely that GPS and other prescribers will be approached for advice and possibly a prescription for cannabis-based medicine for a wide range of conditions. In many cases, the evidence to support its provision will be lacking and doctors will need to approach negotiations to such clinical interactions with both respect and an open mind. A recent review highlights the disparity between widespread support from the industry, advocacy from patients’ groups, and the available evidence.86 It concluded that “indications for treatment, supported by evidence of low to moderate certainty, include chronic pain, some treatment resistant epilepsies, and nausea and vomiting caused by chemotherapy”. However, this list ignores the myriad of other conditions which patients report using cannabis for, many of which are psychiatric in nature.

Box 13.6

Management of withdrawal


•Advise gradual reduction in amount used prior to cessation

•Suggest delaying first use until later in the day

•Suggest patient considers use of NRT if planning to stop independent tobacco use at same time

•Advice on good sleep hygiene with avoidance of caffeine that may exacerbate irritability, restlessness, and insomnia

•Relaxation, progressive muscular relaxation, distraction

•Psycho-education for user and family members as to nature, duration and severity of withdrawal

•Cue and trigger avoidance

•Symptomatic short-term medication provision of analgesia and sedation if required

•If irritability and restlessness marked, consider limited provision of very low-dose diazepam for 3–4 days.



Although building the evidence base through clinical trials is one approach, the complexity and diversity of cannabis based medicinal products (CBMP) – preparation, route of use, THC and CBD dose, and ratio being the most obvious – and the diverse molecular mechanisms by which it may result in positive outcomes in countless medication conditions, suggests that such approaches face significant hurdles and other study approaches should be considered.87 Some clinicians and patients have suggested that cannabis is best seen as wellbeing medicine, that has additional specific therapeutic benefits in discreet disease states. In effect, this is accepting that the side effects of CBMP such as sedation, relaxation and euphoria (which, of course, are seen with some other illicit drugs) does pose another problem.

Until the evidence base is stronger and there is greater clinical experience, the most important issue for most doctors is to be available to discuss patient queries regarding medicinal cannabis use. Many people will be reluctant to disclose their use for either fear of judgment, or potential impacts upon other treatments being provided. For those raising the issue, a majority will be convinced that cannabis, which they are already sourcing illegally, is an effective treatment for their often, self-diagnosed condition. For this reason, the first task will be to determine the accuracy of the diagnosis. In some cases (for example, multiple sclerosis), this will be clear cut. However, in other cases – namely those seeking support for depression, anxiety, or sleep disorder, the relationship between use and therapeutic benefit will be less clear. Where appropriate, referral to a specialist service or prescriber (many private clinics are popping up around the UK) may be needed. For others, advice regarding how to minimise both route-related hams (e.g., avoid smoking, try vaping, be careful with edibles) and side effects will be required.

Synthetic Cannabinoid Receptor agonists (SCRAS)

Although synthetic cannabinoid receptor agonists (SCRAS) have been illegal in the UK since 2016, their use continues among some populations, most commonly among those with multiple social disadvantages. Unlike THC, these are often full receptor agonists that exhibit far greater potency than natural products. The effects profile is generally considered less positive by users.88 While initial preparations were herbal, SCRAS are now available as resins and liquids suitable for vaping. The risk of seeking emergency medical treatment after their use is 30 times higher than after the use of high potency herbal cannabis.89 SCRAS are most now commonly seen among marginalised vulnerable groups, including those in prison. Dependence occurs at a higher rate than natural products with withdrawal being more intense and physical in nature. Acute harms include transient psychotic episodes and drops in pulse and blood pressure. Fatalities linked to cardiac and renal pathologies have also been reported.

Good sources of information for users and practitioners

•Self-help sites such as www.knowcannabis.org.uk, www.saferuselimits.com and www.drugsmeter.com provide objective, comparative feedback on a person’s use of cannabis and other drugs. They also provide harm reduction tips and tips on cutting down, as well as assessment of dependence

•www.talktofrank.com and www.youngminds.org.uk

•Join a support group, for instance the online www.marijuana-anonymous.org

•https://webarchive.nationalarchives.gov.uk/20090121174248/http://www.homeoffice.gov.uk/materials/kc-stop.pdf

•Find local providers from www.drugscope.org.uk.
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Introduction

Smoking remains the biggest single cause of preventable illness and premature death, in 2015 almost 80,000 of all adult (>35 year old) deaths in England were attributable to smoking (see Table 14.1).1 For every death caused by smoking, approximately 20 smokers are suffering from a smoking-related disease.2,3 Improving the nation’s health requires a significant reduction in the number of people who smoke. Population-level measures are crucial and effective, but healthcare professionals also have a key role to play in supporting smokers to quit. GPS will, in the future, have an even more crucial role to play, not only as primary care physicians but also as commissioners for secondary care.

It is inconceivable that today’s health professionals are not well aware of the risks of smoking. The original studies defining many of these risks were conducted on British GPS and as the initial results began to be disclosed doctors were amongst the first to give up smoking. In 2004, the 50-year follow-up of smokers in this study found that smokers died on average about ten years younger than lifetime non-smokers, and stopping smoking at age 60, 50, 40 or 30 years gained, respectively, about 3, 6, 9 or 10 years of life expectancy.4

The health professional’s role is not an easy one. Although more than two-thirds of smokers want to give up5 and regret having started, less than one in twenty succeed each year, rising to nearly one in five with counselling and medication.6 But because smoking is so harmful, interventions with low levels of successful outcome are still highly cost-effective. All stop-smoking interventions provide excellent value for money, costing less than £1000 per life year saved, better than most other interventions in medicine7,8 and far better than the £20,000 benchmark for cost-effectiveness recognised by the National Institute for Health and Clinical Excellence (NICE).9

However, despite this, identification and referral of smokers into evidence-based stop-smoking support, although much more effective in reducing disease risk than most other current routine medical practices, is still not routine and systematic. In fact, over a third (35%) of patients, when asked, reported that during a GP consultation smoking was either not mentioned or, where mentioned, support was not offered.10

Policy context

There is great deal of evidence about the most effective measures to reduce uptake and encourage smokers to quit. The most cost-effective measures are at population level and include reducing affordability by increasing the price through taxation and mass media campaigns to discourage smoking. However, smoking cessation treatments are essential to help smokers unable to quit unaided and are highly cost-effective compared with other healthcare interventions.

The first international health treaty, the WHO Framework Convention on Tobacco Control (FCTC), codifies the most effective tobacco control measures, including cessation treatment. Adopted in 2003 it is one of the most rapidly ratified treaties ever and now has 181 Parties, including the UK. Five billion people (65% of the world’s population) are now covered by at least one measure. This has quadrupled since 2007.11

The UK, and, as appropriate, the devolved administrations, have in place comprehensive tobacco control strategies in line with the WHO FCTC and its guidelines. The UK is acknowledged to lead Europe on tobacco control.11 Key policies currently in place, under the six-strand approach set out by the World Bank, include:

1Stopping the promotion of tobacco


•a comprehensive ban on advertising, promotion and sponsorship of tobacco

•a ban on tobacco displays is currently in the process of being implemented



2Making tobacco less affordable


•high taxes, with annual budget increases above inflation

•a strong anti-smuggling strategy, which has led to year-on-year declines in the size of the illicit market



3Effective regulation of tobacco products


•sale of tobacco products to minors prohibited (below 18)

•ban on the sale of tobacco from vending machines

•large health warnings on packs, including picture warnings

•introduction of plain tobacco packaging



4Helping tobacco users to quit


•stop smoking services free at the point of delivery available to all smokers



5Reducing exposure to second-hand smoke


•comprehensive smoke-free laws including enclosed public places, public transport, work vehicles and cars where there are persons under 18 years old travelling in them

•smoke-free homes campaigns



6Effective communications for tobacco control


•mass media campaigns to encourage quitting and discourage uptake.



Health harms caused by smoking

Most smoking-related deaths are from one of three types of disease: lung cancer, chronic obstructive pulmonary disease, and coronary heart disease. Smoking is estimated to be the causal factor in 35% of all respiratory deaths, 29% of all cancer deaths and 14% of all cardiovascular disease deaths.12 Estimates of the cost of smoking to the NHS in England alone range from £2.7 billion13 to £5.2 billion a year.1

Reproductive functions are affected by smoking.15 Female fertility is significantly reduced and smoking also increases the likelihood of early menopause. For men, smoking can lead to reduced sperm count and motility, sperm being less able to penetrate the ovum and increased shape abnormalities, as well, of course, as an increased likelihood of impotence. There are many other medical conditions associated with or aggravated by smoking, which may not be fatal but still cause years of debilitating illness (see Box 14.1).1

Health harms caused by second-hand smoke

While the relative health risks from second-hand smoke (SHS) are small in comparison with risks from active smoking, the overall health impact is large because the diseases are common.

SHS can have a particularly damaging effect on cardiovascular health and studies in the US, Scotland and elsewhere have shown that smoke-free laws have reduced hospital admissions for heart attacks.16 Smoke-free legislation has had a significant impact in reducing the levels of exposure to second-hand smoke, particularly among adults,16 and exposure now is largely confined to private spaces, in particular homes and cars. From 2015, it is now illegal in the UK for people to smoke in cars where there is a person under 18 years old also travelling.

Table 14.1

Estimated percentages and numbers of deaths attributable to smoking in England by cause, 2015













	 

	Deaths estimated to be caused by smoking




	 

	Number of deaths

	
% of deaths




	 

	All deaths

	Men

	Women

	Total

	Men

	
Women




	
Cancer




	Lung, trachea and Bronchus

	28,535

	13,400

	9,100

	22,650

	86

	71




	Oesophagus

	6,520

	3,000

	1,200

	4,200

	68

	57




	Bladder

	4,404

	1,300

	400

	1,700

	42

	28




	Pancreas

	7,811

	800

	900

	1,700

	20

	23




	Upper respiratory sites

	2,396

	1,100

	400

	1,500

	70

	46




	Stomach

	4041

	700

	200

	900

	27

	13




	Kidney

	3,627

	600

	200

	700

	24

	12




	Larynx

	670

	400

	100

	500

	80

	72




	Myeloid leukaemia

	2,302

	300

	100

	400

	21

	10




	Cervical

	636

	 

	100

	100

	 

	10




	Unspecified site

	7,764

	1,900

	800

	2,600

	51

	19




	All cancer

	68,433

	 

	 

	36,900

	 

	 




	Respiratory

	 

	 

	 

	 

	 

	 




	Chronic obstructive lung disease*

	26,349

	10,700

	9,600

	20,400

	82

	78




	Pneumonia

	27,375

	2,700

	1,800

	4,300

	23

	12




	All respiratory

	61,744

	 

	 

	24,600

	 

	 




	Circulatory

	 

	 

	 

	 

	 

	 




	Ischaemic heart disease

	53,668

	5,000

	2,200

	7,200

	15

	11




	Aortic aneurysm

	4,912

	1,800

	1,000

	2,800

	61

	51




	Cerebrovascular disease

	30,319

	1,500

	1,100

	2,700

	12

	5




	Other heart disease

	23,512

	1,700

	1,200

	2,900

	16

	9




	Other arterial disease

	2,634

	200

	200

	400

	14

	15




	Atherosclerosis

	57

	0

	0

	0

	25

	9




	All circulatory

	115,002

	 

	 

	16,400

	 

	 




	Digestive

	 

	 

	 

	 

	 

	 




	Stomach and duodenal ulcer

	1,732

	500

	300

	800

	49

	40




	All deaths

	481,280

	 

	 

	 

	 

	 




	Total caused by smoking

	 

	47,500

	30,400

	77,900

	 

	 






Source: adapted from NHS Information Centre for Health and Social Care.14

Note: *ICD codes J40–J44, which includes bronchitis, emphysema and other chronic obstructive lung disease. The proportion of deaths attributable to smoking is the median (midpoint) between the highest and lowest estimates for this group of diseases.

It has been estimated that domestic exposure to second-hand smoke in the UK causes around 2700 deaths in people aged 20–63 and a further 8000 deaths a year among people aged 65 years and older.17

Box 14.1

Medical conditions associated with smoking


Heart and circulation

•Angina

•Buerger’s disease (severe circulatory disease)

•Peripheral vascular disease.

Diseases of the gums and teeth

•Acute necrotising ulcerative gingivitis (gum disease)

•Tooth loss

•Tooth discolouration.

Stomach/digestive system

•Colon polyps

•Crohn’s disease (chronic inflamed bowel)

•Duodenal ulcer

•Stomach ulcer.

Ligaments, muscles and bones

•Ligament, tendon and muscle injuries

•Neck and back pain

•Osteoporosis (in both sexes)

•Rheumatoid arthritis (in heavy smokers).

Eyes

•Cataract

•Macular degeneration

•Nystagmus (abnormal eye movements)

•Optic neuropathy (loss of vision)

•Ocular histoplasmosis (fungal eye infection)

•Tobacco amblyopia (loss of vision).

Skin

•Psoriasis

•Skin wrinkling.

Other

•Depression

•Hearing loss

•Type 2 diabetes.



Children are particularly vulnerable to passive smoke exposure in the home. About 2 million children currently live in a household where they are exposed to cigarette smoke. Passive smoking amongst children in the UK18 is responsible each year for:

•over 20,000 cases of lower respiratory tract infection

•120,000 cases of middle-ear disease

•at least 22,000 new cases of wheeze and asthma

•200 cases of bacterial meningitis

•40 sudden infant deaths (SIDS) – one in five of all SIDS.

These cases generate over 300,000 UK GP consultations and about 9500 hospital admissions and cost the NHS about £23.3 million.

Relative to children in non-smoking families, passive smoke exposure is around three times higher if the father smokes, over six times higher if the mother smokes, and nearly nine times higher if both parents smoke. Children growing up with parents or siblings who smoke are also 90% more likely to become smokers themselves. The most effective means of protecting children from passive smoking is to reduce the prevalence of smoking in their parents and carers.18

Benefits of smoking cessation

Stopping smoking is the single most important thing a smoker can do to improve his or her current and future health. Stopping smoking halves, the risk of recurrence of myocardial infarction, a much greater and more cost-effective impact than that achieved by other routine interventions such as therapy with aspirin, beta-blockers, ACE inhibitors, or statins, but in clinical practice is the least likely intervention to be applied.

Smoking cessation is the only intervention that halts the development of chronic obstructive airways disease or reduces the risk of lung cancer, but only half of all UK chest specialists have direct access to a smoking cessation counsellor.19

Smoking rates are similar for diabetics and non-diabetics, but smoking increases the risk of serious disease and death in diabetics from 4 to 11 times. Stopping smoking before surgery can have a dramatic impact on outcome. In hip and knee operations it reduces postoperative complications by two-thirds and the duration of stay in hospital by 15%.20

Epidemiology of smoking

The UK, historically, had amongst the highest smoking rates in the world, peaking at 82% of men in 1948 and 45% of women in the 1960s. The rate of smoking was continuing to increase amongst women as it declined amongst men and over time overall smoking rates for men and women have converged. The rate of decline reached a plateau in the 1990s and then began to fall again following the introduction of the government’s first comprehensive tobacco control strategy in 1998. Smoking rates fell by a half amongst children (aged 11–15) and a quarter amongst adults between 1998 and 2008, but since then rates of decline have slowed.21

Between 2007 and 2009, overall smoking prevalence among adults in the UK remained the same at 21%, dropping to 14.4% (16.4% men and 12.6% women) in 2018.21 Smoking prevalence is highest in the 25–34 age group (19%), but thereafter in older age groups the proportion of smokers declines (8% of over 65 year olds) due to a combination of quitting and death from smoking-related diseases.21

The prevalence of regular smoking among children aged 11–15 remained stable at between 9% and 11% from 1998 until 2006. However, in 2007 there was a fall in overall prevalence from 9% to 6%, the lowest rate recorded since surveys of pupils’ smoking began in 1982. There was a further decline in 2010 to 5% overall and to 12% among 15-year-olds. However, it is still the case that over 200,000 11–15-year-olds take up smoking each year. Smoking uptake starts earlier amongst girls, such that 14% of 15-year-old girls smoke compared with only 10% of boys,22 but by the time they reach adulthood smoking rates are very similar amongst men and women.

Smoking and health inequalities

Fifty years ago smoking rates were very similar across the classes, but since then they have declined most rapidly amongst the most affluent in society and differential smoking rates are now the single largest reason for the differences in life expectancy between the richest and poorest in society.23 Smoking is independently linked with every indicator of disadvantage, but there is a particularly strong link between any type of mental illness or substance use disorder and high rates of smoking prevalence (see Table 14.2).

Table 14.2

Smoking rates linked to psychiatric diagnoses










	Diagnosis in order of rate of smoking

	Smoking rates %

	Date of study

	Source




	Patients in methadone treatment

	85%+

	1993

	Stark and Campbell




	Bipolar disorder

	82.5%

	2000

	Lasser et al.




	Alcoholism

	80%

	1996

	Hughes et al.




	Psychiatric inpatients

	74%

	1996

	Farrell et al.




	Schizophrenia

	70%+

	2008

	Ziedonis




	Drug dependency

	66%

	2004

	Williams and Ziedonis




	Depression

	60%

	2000

	Lasser et al.




	Post-traumatic stress disorder

	60%

	1995

	Beckham et al.




	Generalised anxiety disorder

	54.6%

	2000

	Lasser et al.






Patients diagnosed with mental illness or substance use disorder are not only more likely to be smokers, but are also more likely to smoke heavily, which is not only more harmful to health but also is costly, a critical factor for a group of people already often financially disadvantaged because of the potentially incapacitating effects of their disorders. Inpatient smokers in the UK, for example, were almost five times more likely to be classified as heavy smokers (defined as smoking more than 20 cigarettes a day) than the general population.24

Amongst those diagnosed with schizophrenia, rates of cancer, cardiovascular disease and respiratory diseases have been shown to be double those of people of similar age in the general population25 and it is estimated that most of the excess mortality observed in those diagnosed with schizophrenia is due to smoking and not to schizophrenia itself.26 More people with serious alcohol problems die from smoking-related diseases than from alcohol-related diseases and the impact of alcohol and tobacco use combined, significantly increases the risk of many diseases such as mouth and throat cancers, and cirrhosis of the liver.25

Smokers with schizophrenia also require higher levels of medication, experience increased psychiatric symptoms and a higher number of admissions to hospital compared with non-smokers. It is not the nicotine in the tobacco but the smoke which affects the serum level of some medications, such as antipsychotic drugs, antidepressants and several other over-the-counter and prescribed medications.26 If patients were to use nicotine replacement therapy (NRT) rather than smoke tobacco, the amount of drugs they would need to take could be substantially reduced. For example, to achieve the same blood concentration of clozapine, an antipsychotic drug, requires an increase in dose of up to 50% for smokers, which can be reduced after quitting.27

Smoking increases the risk of developing some mental illnesses,28 and is associated with higher suicide rates.29 Stopping smoking has been shown to improve not just physical but psychological wellbeing.30 Although, as with other addictive disorders, there can be weight gain after quitting, there is little evidence of worsening of psychiatric symptoms, and no significant increase in levels of aggression,31 despite the fears often expressed about this by many mental health workers. There is a strong relationship between tobacco use and depression and anxiety symptoms, both in people with and without mental health problems. However, symptoms reduce rapidly, and wellbeing improves, with levels of anxiety declining as soon as one week after quitting.31

Nicotine dependence

Nicotine dependence is recognised in the ICD-10 and DSM-V as a psychiatric disorder, in which long-term cessation is in part dependent upon motivation, as evidenced by the number of smokers who make an attempt but who can’t maintain abstinence.32 The defining features include failed attempts to abstain, powerful urges to use nicotine, and withdrawal symptoms on cessation. An estimated 80% of cigarette smokers are classifiable as dependent by DSM-V criteria. Tobacco in smoked form is as highly addictive a drug as heroin or cocaine.33 It is an addiction of young people with over 80% of regular smokers starting smoking before they are 19 and two-thirds by the age of 18.5

Prevention

As most smokers begin in their late teens it might seem a sensible policy to commence prevention strategies with pre-teens. Research shows, however, that unless this is part of a comprehensive programme of personal health and social education, youth smoking prevention policies are largely ineffectual. At best they may delay the onset of smoking, but they have little impact on overall smoking prevalence.34

Effectively supporting smokers to stop

The provision of effective interventions and pathways to support smokers to stop is an important part of any comprehensive tobacco control strategy.35 The number of people using stop smoking services has fallen along with the number of prescriptions of medication to help people stop smoking, since 2011.14

Approximately a third of smokers report to attempt to quit annually.36 However, less than 2% of smokers making a quit attempt currently do so with medication and behavioural support (the most effective combination),10 which means that stop-smoking services have only been able to demonstrate a limited impact upon smoking prevalence. This also suggests that other tobacco control interventions should not only prompt quit attempts, but also should encourage those quit attempts to take place with the support of stop-smoking services and using effective medication.

There are a number of evidence-based stop-smoking interventions that vary in intensity and content. These include: very brief advice, brief interventions and pharmacological support only, as well as more intensive interventions that include both pharmacological and behavioural support. All have been shown to be effective, and so NICE recommend a personalised approach to providing stop smoking intervention.37,38

Very brief advice

Every healthcare professional has a vital role to play in effectively supporting smokers to stop. This begins with the routine delivery of very brief advice (VBA) (see Figure 14.1), which, especially when delivered by a physician, can double the likelihood of a smoker attempting to stop.10 To have the greatest impact, however, it is particularly important that both treatment and support is recommended. For example, when compared with no advice to smokers, the odds of quitting are 68% higher if stop-smoking medication is offered and 370% higher following an offer of support such as that provided by in-house or local stop-smoking services.39

Routine identification of smokers and an offer of support is also promoted by a number of national initiatives designed to encourage the effective delivery of healthcare services to patients. These include the Quality and Outcomes Framework (QOF) within which a number of smoking-related indicators are included with respect to recording smoking status, provision of information and the offer of support and treatment.

Intensive stop-smoking interventions

Structured stop-smoking interventions that combine pharmacological and behavioural support are the most effective and roughly quadruple a smoker’s chances of stopping.6,10 Since 1999, local stop-smoking services have been available across the UK; since their inception, services in England have supported just under 3 million smokers to stop.40 However, services continue to be dramatically under-used, which both decreases an individual smoker’s chances of stopping and reduces the impact services could have on smoking prevalence.

In the main, services follow the abrupt model of support, which focuses on a smoker setting a quit date, after which he or she aims to stop smoking completely and adhere to the ‘not a puff rule’. While there is an emerging evidence base regarding reduction approaches to quitting involving NRT, the abrupt model remains the most effective and widely used.

Figure 14.1

Very brief advice on smoking


[image: image]



Source: National Centre for Smoking Cessation and Training. (used with permission)

In order to be as accessible as possible, services commonly offer a range of intervention types including one-to-one, group and drop-in support in a variety of settings. NICE also endorse additional support through a text messaging service in between formal support meetings, but not in isolation.37 Findings from randomised controlled trials were further supported by a recent review of data from 24 stop-smoking services (126,890 treatment episodes). It showed that smokers receiving stop-smoking support from specialist clinics, treatment in groups and using varenicline or combination NRT were more likely to succeed than those receiving treatment in primary care, one-to-one and single-product NRT.41

Training to support stop-smoking interventions

Since 2010, national training has been available to practitioners involved in the delivery of intensive stop-smoking interventions via the National Centre for Smoking Cessation and Training (www.ncsct.co.uk). A short VBA module is also available via BMJ e-learning.

Pharmacotherapy

Currently, there are three stop-smoking medications recommended by NICE: NRT, bupropion and varenicline. E-cigarettes are also mentioned in the guidelines but there is a limited evidence base to fully endorse their use.37

Nicotine replacement therapy

NRT products can be prescribed to patients on FP10s but many local areas now also have voucher or alternative pathways in place to make NRT more easily available for the cost of a prescription. Many pharmacists offer smoking cessation services by providing one-to-one support along with NRT. NRT is also available to buy over the counter or on general sale; however, only NRT provided via a healthcare professional such as a practitioner or pharmacist is known to have any added benefit.10

In terms of effectiveness, no single NRT product is more effective than others. However, for highly dependent smokers the 4 mg gum is more effective than 2 mg gum, and higher dose patches are more effective than lower-dose patches. There is no clear evidence that the 24-hour patch is more effective than the 16-hour patch and no evidence that tapering patch dose after eight weeks improves effectiveness.42,43

A range of NRT products exists:

•Transdermal patch (varying doses, 16-hour and 24-hour duration)

•Gum (2 mg and 4 mg)

•Inhalator

•Mouth spray

•Nasal spray (0.5 mg per dose)

•Sublingual tablet (2 mg)

•Lozenge (1 mg, 2 mg and 4 mg)

•Mini-lozenge (1.5 mg and 4 mg).

NRT increases the chance of achieving abstinence for at least six months. These figures arise from many high-quality randomised controlled trials with biochemical verification of smoking status at follow-up (usually from expired air carbon monoxide). There is also evidence that combinations of NRT products are more effective overall than single products, and that combinations are safe. NRT delivers pure nicotine that, while highly addictive when smoked (and to a slightly lesser extent chewed), does not pose a cancer risk, or a risk of COPD or other respiratory disease. NRT use is safe in patients with stable coronary heart disease; the risks of using NRT during pregnancy are slightly less clear. However, since 2005, NRT products have been licensed for use during pregnancy and, where it is not possible for a woman to stop without pharmacological support, their use is also recommended by NICE. This is based upon analysis that any risks associated with the use of NRT are far outweighed by the risks of the mother continuing to smoke.

Although patients may be concerned about becoming dependent upon NRT (‘swapping one addiction for another’), this is not common. The biggest problem with NRT is that people do not use enough of it for long enough. So, if a patient is using NRT long term they should probably continue rather than risk returning to smoking. A minority of smokers transfer dependence from cigarettes to NRT. Such patients would probably resume smoking if they could not continue NRT use.

Varenicline

Varenicline (trade name Champix), a prescription-only medication, is the latest type of stop-smoking medication to be recommended by NICE (approval received in 2007). It works by reducing urges to smoke and the reinforcing effects of smoking, while lessening any withdrawal symptoms experienced after stopping.

A Cochrane Review consisting of trials that compared the use of varenicline with placebo concluded that varenicline more than doubles a smoker’s chance of stopping long term compared with stopping without pharmacological support.44

In comparison with the other stop-smoking medications, varenicline has been shown to be superior to bupropion.45,46 Comparison with NRT is less clear, although there is evidence to show that smokers using varenicline have a greater chance of success in the short term, although this is not necessarily sustained for longer-term abstinence.47

There are few contraindications associated with varenicline. However, smokers who have had a previous adverse reaction to the medication, who are pregnant and/or under the age of 18 should not use it. Varenicline is also not recommended for patients with end-stage renal failure.

Despite a number of initial reports in the media linking varenicline with a number of suicide deaths, further reviews have found no evidence to suggest a causal link between the use of varenicline and the occurrence of suicide-related events, suicidal ideation or depressive disorders. Depression can however be a symptom of nicotine withdrawal.

The findings of a meta-analysis published in 2011,48 which looked at the number of cardiovascular events seen in 8216 clients taking either varenicline or placebo, indicated that it may be worth investigating the link between cardiovascular events and varenicline further. However, there is currently little reason to avoid this medication on these grounds. This view is in line with European Medicines Agency that confirmed a positive benefit–risk balance for varenicline and concluded that its benefits as a smoking cessation medicine outweigh any slight increase in cardiovascular events.49

Bupropion

The atypical antidepressant bupropion (trade name Zyban) is also marketed for use when stopping smoking and can also double the chances of long-term abstinence.50 There is inconclusive evidence as to whether bupropion is less or more effective than NRT, although randomised controlled trials have shown it to be less effective than varenicline,42 and it does have a more serious side effect profile than the other medications.

Bupropion is contraindicated in people with a past history of seizures, acute withdrawal from alcohol or benzodiazepines, bipolar affective disorder, eating disorders, severe hepatic cirrhosis, CNS tumours and concurrent use of monoamine oxidase inhibitors. Its safety has not been well established in pregnancy and young people under 18 years old.51 The use of bupropion in combination with other stop-smoking medicines is also not recommended.

Bupropion was previously contraindicated in those with depression and suicide ideation. A double-blind, randomised, placebo controlled clinical trial published in 2018 analysed the neuropsychiatric safety and efficacy of varenicline, bupropion, and nicotine patch in smokers. Varenicline was the most effective, followed by bupropion and NRT showing equal efficacy. The study was carried out in patients who had a history of psychiatric illness (mood, anxiety, psychotic and borderline personality disorder) comparing with those who did not. It did not look at those with untreated or unstable psychiatric illness, nor other psychiatric diagnoses including co-morbid substance misuse. Therefore, caution should be exercised in using bupropion in these patients, especially when varenicline appears to be more effective.52

E-cigarettes

E-cigarettes are now widely used by the general public as a form of nicotine replacement therapy to enable them to stop smoking. There is still limited robust evidence to support their use, mostly due to lack of regulation of the products (which is improving), as well as lack of evidence for their safety. Reports produced by Public Health England and the Royal College of Physicians looking into the constituents of e-cigarettes advise that the harmful components of traditional cigarettes are either not present, or at minimal levels in e-cigarettes.53,54 There was a randomised control trial performed in England comparing e-cigarettes with NRT along with behavioural support, which showed the 1 year abstinence rate was 9.9% in the NRT group and 18% in the e-cigarette group. However, of those who quit after 1 year, 9% still used NRT, whereas 80% still used e-cigarettes. This highlights the need for studies to assess the potential long-term harms from e-cigarettes. Varenicline and bupropion have demonstrated comparative rates of smoking cessation without long-term use.55

In summary, when assessing the safety of e-cigarettes, PHE have advised that with the available evidence, e-cigarettes do appear to be far less harmful than traditional cigarettes.52 However, long-term efficacy and safety are yet to be proven. So, use the lowest effective dose with a clear timeline for complete cessation.

Effect of stopping smoking on medications

As cigarette smoke stimulates a liver enzyme responsible for metabolising some medicines in the body, the metabolism of certain medications can be affected when a patient stops smoking and may require monitoring and/or adjustment. Medicines affected in this way include theophylline, insulin, paracetamol, propranolol, tamoxifen, verapamil and warfarin-R, as well as some mental health medications.

Summary of treatment for smoking

•Supporting smokers to stop is an essential element of any comprehensive tobacco control strategy

•All healthcare professionals should routinely deliver VBA to identify and refer patients who want to quit to local stop-smoking services

•Patients who decline referral for intensive stop-smoking support should be offered a form of pharmacological support on prescription as an alternative

•Those patients not ready to quit should be told that this is fine and that you will be available to help them in the future when they do want to stop smoking

•Stop-smoking interventions that combine pharmacological and behavioural support are the most effective, quadrupling the likelihood of quitting

•NRT, bupropion and varenicline are the three stop-smoking medications currently available to smokers in the UK

•Combining two NRT products (combination NRT) is more effective than using just one product (single NRT). Varenicline appears to be more effective than bupropion and single NRT, although there is less evidence regarding a comparison with combination NRT

•E-cigarettes appear to be less harmful than traditional cigarettes but advise patients to use the lowest effective dose for the shortest period of time.

Tobacco harm reduction

The public health goal in relation to smoking tobacco must be to reduce the death and disease it causes. Reducing tobacco or nicotine consumption is not an end in itself. There is now substantial experience with medicinal nicotine taken in the form of smoking cessation products. Although addictive, the main harm from nicotine is related to the method of use: inhaling hot smoke. Where smokers cannot give up their nicotine habit, converting to forms of nicotine other than smoked tobacco will reduce their risks of morbidity and premature mortality to levels similar to non-smokers. It is for this reason that the MHRA has licensed NRT for long-term use and is currently looking at how it should regulate nicotine-containing products, such as e-cigarettes, as an alternative to smoking and not just as a cessation aid. There is enormous potential to narrow health inequalities and dramatically cut the numbers dying from smoking by substituting safer forms of nicotine for smoked tobacco for longer-term use, not just to help cessation in the very short term.


Conclusion

Smoking, amongst professional groups, can be seen as an embarrassment and is becoming less and less common (even in private). The same cannot be said for other socioeconomic groups. It is worrying that young people are continuing to take up the habit, many of them to become lifelong smokers. Targeting our interventions at young people seems a sensible way forward but has not been proven effective. The evidence is that if smoking is to become the exception rather than the norm it requires government policies to encourage behaviour change at population level. The health professional’s role is perhaps to effectively support existing smokers to access help in quitting, while informing political leaders of the risks that the population of tomorrow face if smoking prevalence does not continue to significantly decline.
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Injecting drug use: reducing the harm
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Harm reduction and recovery

Since the mid-1980s, in response to the threat of HIV, harm reduction has been important to drug treatment service delivery: a pragmatic, public health-oriented approach that focuses on optimising health and wellbeing, minimising the disease and mortality associated with higher-risk behaviours, while recognising that there are many reasons why people engage in higher-risk behaviour and that the behaviour may continue despite the risks.

More recently, UK drug policy has been driven by the concept of recovery. Recovery is perhaps most usefully described as a sustainable lifestyle engaged in by someone who has been or continues to be dependent on drugs. Recovery and harm reduction are entirely compatible, with each having roles to play at different stages in a drug-using ‘career’. Harm reduction has a huge part to play in maintaining and improving the health of injecting drug users.

Injecting drug use

It is important for all healthcare professionals to be able to engage effectively with injecting drug users. To do this, they need to have knowledge of the drugs injected, the injecting equipment used, the risks associated with each stage of the injecting process and an understanding of how those risks can be lowered.

Injecting drug use became a medically popular form of administration following the invention of the hypodermic syringe in the nineteenth century. Illicit injecting began to take hold after the First World War, with the first reports of disease transmission (malaria) via this route coming in the 1920s.1

Prevalence

At the time of writing, the last estimate of injecting drug users in England was 103,185 (in 2011).2 In 2017/18, 26% of those entering drug treatment for opioids in England were current and 34% were former injecting drug users.2 The consensus view is that we are now past the peak of the heroin epidemic of the 1980s, with less under-25s entering treatment for heroin problems and services having to treat an ageing injecting drug user cohort, who have increasingly complex needs because of long-term injecting drug use.2 The causes for the change are likely to include: successful harm reduction-based treatment strategies, changes in drug markets, and culture.

Injecting

The vast majority of injecting drug users do so intravenously, as it maximises the effects of drugs. Subcutaneous injection (‘skin-popping’) is less common, but still occurs. Intramuscular injection is similarly infrequent and may be intentional or happen accidentally when the individual misses the vein or the subcutaneous space.

Perhaps the most commonly injected drugs are heroin, cocaine and anabolic steroids. In the UK, street heroin usually comes as a brown powder, and cocaine either in the form of crack (rocks) or as a white powder. Brown heroin and crack-cocaine are both in base form and require the addition of an acid to make them soluble in water. Any water-soluble drug may be injected, including amphetamines, buprenorphine, methadone3 and benzodiazepines.4,5 Other substances, including some novel psychoactive substances (formerly ‘legal highs’) such as mephedrone, may also be associated with significant physical harm.6 Street drugs may be ‘cut’ with other substances, such as glucose powder, flour, talcum powder or even chalk, to increase bulk. Excipients can also cause harm and even those which are otherwise thought to be inert, can cause blood clots or granulomas in the lungs if injected intravenously, while injecting them under the skin can increase the likelihood of abscesses and other infections.

When a drug is injected, the time to the onset of maximum effect is about 15–30 seconds for the intravenous route, and 3–5 minutes for the intramuscular or subcutaneous route. Drug effects from inhaling a drug begin in 7–10 seconds, and drug effects from intranasal use begin in 3–5 minutes.

Injecting sites

Injecting drug users often have ‘favourite’ injecting sites. These mostly depend on the ease of finding a viable vein, and therefore these preferred sites can be subject to frequent change. The results from a sample of 200 injecting drug users interviewed about their bodily injection sites found that the mean number of injection sites ever used by subjects was 3.1, with a mean of 2.0 sites used in the previous six months. Sixteen percent of subjects had injected in five or more sites. Almost all (99%) had injected in the cubital fossa. The next most popular site was the forearm (71%). Other sites included the hand (53%), foot (19%), leg (18%), neck (10%) and groin (6%). There was a clear progression in sites used, from the cubital fossa at initial injection to the use of sites such as the groin after ten years of injecting. Female intravenous drug users used significantly more injection sites than men and reported more injection-related problems. The use of more injection sites was independently associated with a greater number of injection-related problems and a greater number of drug classes ever injected.7

Problems associated with injecting

The main problems associated with injecting drug use are overdose and local or systemic infections (due to equipment sharing, poor injecting technique and unsafe sexual behaviour).

Mortality

Drug users are at substantially greater risk of premature death than their non-drug-using peers. Longitudinal studies indicate yearly mortality rates of between 1% and 3% among heroin users. The excessive mortality rates among heroin users have been variously estimated to be between 6 and 20 times those experienced among others of the same age and gender. The causes of death are many, including HIV/AIDS, hepatitis, violence and overdose.8

An Australian study showed that the mortality rate for people regularly using illicit opioids was more than 13 times greater than that observed for the general community. It is estimated that 9.4% of total mortality in Australians aged 15–39 years of age can be attributed to regular use of illicit opioids.9 Death from the direct toxic effects of a heroin overdose is usually associated with respiratory depression, coma and pulmonary oedema. Death from direct effects of cocaine is often associated with cardiac dysrhythmias and conduction disturbances, leading to myocardial infarction and stroke. The ‘typical’ heroin overdose death is of an older, heroin-dependent male who is not currently in drug treatment and is an experienced user. This contrasts with the popular view that it is naïve or recreational users that are most at risk of overdose death. A fatal overdose is likely to involve the use of other central nervous depressant drugs, such as benzodiazepines and alcohol, in conjunction with heroin. ‘True’ heroin overdose, involving only heroin, appears to be comparatively rare.8 (See also Chapter 2.)

Equipment sharing

Recent data suggests that the levels of injecting drug users who share equipment have not improved in recent years: people may share either directly, by using the same needles and syringes to inject with, or indirectly, by using the same paraphernalia for preparing the drug such as filters, spoons and water.2,10 At the time of writing it is thought that about 3 in 5 injecting drug users have access to adequate equipment and re-using of equipment (which can further put an individual at risk of harm) remains common.2 However, sharing of injecting equipment is not uniformly found: stimulant users are more likely to share injecting equipment than users of other drugs and women are more likely to share than men.11,12 The risk of blood-borne virus transmission amongst steroid injectors is probably lower because of a greater likelihood of hygienic use of injecting equipment and lower levels of sharing.13

Overdose

Overdose of heroin following injection is a common, sometimes fatal, experience. Thirty-eight percent of a South London sample of injecting drug users self-reported that they had experienced an overdose. The majority (54%) had witnessed someone else overdose. Overdosing is not usually a solitary experience; over 80% of subjects who had overdosed had done so in the presence of someone else, but only 27% reported ambulances having been called, probably because of fears that the police might routinely attend (something which is usually no longer the case). Factors found to be associated with overdose were: age at which injecting began; gender (women being more likely to experience overdose); use of alcohol; and polydrug injection.14 Different batches can have different strengths and overwhelm users; injecting drug users, therefore, should be advised to try a small amount first to gauge the strength. In 2012, the Advisory Council on the Misuse of Drugs (ACMD) concluded that the supply of take-home naloxone to injecting drug users is evidence-based and can save lives.15 Since then, the provision of take-home naloxone supplies has increased, and licensed preparations are available in both injectable and intranasal form.

Bacterial infections

Injecting drug use causes medical problems by introducing pathogens and other contaminants into the body via shared needles, a lack of sterile preparation, poor injecting technique and drug contamination. The resulting infections can be either local or systemic. Recent symptoms of a bacterial infection have been reported by over half of injecting drug users and 1 in 10 are admitted to hospital every year as a result.2 Additionally, local damage to veins occurs for a number of reasons including infection, repeated injections over the same site, re-using blunt and/or used needles, and severe chemical irritation caused by the drugs themselves or by adulterants. Injecting crack-cocaine is often associated with more tissue damage than other substances; probably because of its local anaesthetic and vasoconstricting effects, combined with high frequency ‘binge’ injecting, the user may be less likely to be aware of any local injury or infection.

In 2018/19, injecting site infections due to Staphylococcus aureus and group A streptococcal were found to be increasing.2 In 2010, 37% of participants in the Unlinked Anonymous Monitoring survey (UAM),16 who had injected in the last four weeks, reported experiencing an abscess, sore or open wound in the preceding year. These people were more likely to have injected into the veins in the hands, legs and feet, and to have injected crack cocaine or cocaine in the last four weeks.

Systemic infections are less common but often serious and include endocarditis, clostridial infections, tetanus and botulism. The strong suspicion is that, where clusters of cases occur, these are likely to be due to contamination with bacterial spores during drug preparation or transit. Sporadic cases may be due to contamination at the point of use.10

Blood-borne viral infections

The infections discussed below are usually transmitted via the blood-to-blood route, with the exception of hepatitis A virus (HAV), where the virus is likely to be spread via the faecal/oral route. However, blood-to-blood spread through needle sharing during viraemia is also possible.

Hepatitis B

Transmission of hepatitis B virus (HBV) is still continuing amongst injecting drug users who live in the UK, with about 1 in every 200 thought to be affected, but numbers are declining, and increased testing and vaccination is thought to be a major factor in this.2,17

Proactive provision of HBV vaccination, through widely available services, is critical for protecting this difficult-to-reach target group and should be delivered in, and form an important part of, primary care.

The presence in the blood of antibodies to a virus indicates that a person has at one time been infected with or been vaccinated against the virus. In contrast to HIV and hepatitis C (HCV), there is an effective vaccine against HBV. Thus, in the case of HBV, the proportion of injecting drug users who do not have antibodies (anti-HBS or anti-HBC) against the virus constitutes the potential vaccination population and is an important indicator of the need for a vaccination programme. Current HBV infection is indicated by the presence in the blood of HBsAg and can be an indication of either recent or chronic infection. High levels of current infection suggest a high future level of severe, long-term complications and a high transmission risk to others through high-risk injecting behaviour or unsafe sex.

Vaccination

HBV vaccination should be considered an essential component of the care offered to drug users in primary care.

Poor patient attendance is often reported as a major barrier. To address this issue, vaccination needs to be carried out opportunistically at the time when the drug user makes contact, with an opportunistic ‘grab and jab’ approach, for example at the time of methadone prescribing. Practices/services should, therefore, routinely keep a stock of HBV vaccine.

Pre-vaccination testing

Pre-testing should never act as a barrier or delay to vaccination. If a drug user wishes to be tested, the first dose of vaccine should be offered at the same time.18 Delaying vaccination can do harm because a drug user may become infected before the next visit or may not return.

Primary vaccination schedule

A pragmatic approach to vaccination schedule is recommended. Emphasis needs to be placed on giving as many doses as possible. Even incomplete vaccination schedules offer some protection.19 Accelerated schedules (0, 1 and 2 months or 0, 7 and 21 days) are now widely recognised as the most appropriate for people at high risk, including drug users. A study of homeless drug users at an inner-city primary care centre found a seven-fold higher completion rate with the 0, 7 and 21 day schedule compared with the conventional six-month schedule.20 The 0, 7 and 21-day schedule is being promoted by the Department of Health for prisons and is the most strongly recommended regimen.21 In addition, services need to ensure that there is a robust system for recall.

Booster doses and post-vaccination testing

Current best practice is to give a booster at 12 months if an accelerated schedule is used. Follow-up of injecting drug users for booster doses can be difficult. It seems sensible to recommend that resources would be better invested in improving uptake and completion of three-dose schedules than in seroconversion testing or boosters.

Post-vaccination testing for seroconversion is not generally recommended unless the drug user is known to be immunodeficient, for example because of HIV infection.

Promotion of vaccination

Prominent display of posters and use of leaflets promoting HBV vaccination may be helpful. Promotion of vaccination is dependent on motivated, knowledgeable staff. In drugs services, uptake rates have been found to be higher where staff training, and confidence were better.22 GPS and practice nurses may also need training and awareness sessions to ensure greater uptake of vaccination.

Vaccination of partners and children of drug users

HBV can be transmitted through sexual contact and non-sexual intimate contact. Children infected with HBV have a higher risk of chronic infection than adults. Drug users should be advised about the risk of transmission of HBV to their partners and children. Partners and children should be routinely offered vaccination.

Organising the vaccination of families may not be straightforward. Families may not be registered with the same practice as the drug user. Some drug users may be reluctant to disclose the risk to their partners. Healthcare workers need to work with drug users to advise them of the risks and promote the routine offering of vaccination to partners and children.

Monitoring/audit of vaccination

Local information on vaccine uptake and completion is crucial in order to judge the quality of the service and plan achievable improvements. Blood borne virus status should be captured during first and subsequent healthcare assessments and is reported on nationally.23

Treatment

The National Institute for Health and Care Excellence (NICE) has outlined a treatment pathway for people requiring antivirals for chronic HBV: https://pathways.nice.org.uk/pathways/hepatitis-b-chronic.

Hepatitis A

Injecting drug users can be at high risk of hepatitis A virus (HAV) infection owing to poor living conditions.

HAV vaccination of injecting drug users infected with HCV and/or with chronic liver disease has been recommended for many years because of the risk of more serious illness if they became infected.24 UK clinical guidelines continue to recommend that injecting drug users are vaccinated against HAV and HBV; however, as the benefits of HAV vaccination are modest and the benefits of HBV vaccination are substantial, HBV vaccination should be prioritised.25

HAV vaccine can be given as a two-dose schedule over 6 to 12 months when using the single-component vaccine (usually the preferred option), or as a three-dose schedule when using the combined HAV/HBV vaccine.

As with HBV, there is no need to blood test for viral status prior to vaccination.

Hepatitis C

Prevalence

About 113,000 people in England are thought to be infected by the hepatitis C virus (HCV): 90% are thought to have been acquired via injecting drug use and currently 1 in 4 injecting drug users in the UK are thought to be affected.2,26 In 2016, the UK joined the World Health Organisation’s Global Health Sector Strategy which commits to eliminating HCV as a major public health threat by 2030.26 HCV is far more infectious than HIV and can be transmitted more easily through injecting materials other than syringes, such as filters, spoons and water (but is far less readily transmitted sexually).

Routes of transmission

The major route of HCV transmission in the UK is by sharing injecting equipment, usually by blood-contaminated needles and syringes, though if contaminated with infected blood, other equipment can also spread the infection. Mother-to-baby transmission is very uncommon, with upper estimates of around 6%. This rate is increased to around 14–17% where there is co-infection with HIV. HCV does not spread through breast milk. Sexual transmission is very rare, with studies suggesting that less than 5% of the regular sexual partners of people with HCV infection become infected.

Natural history

The majority of people infected with HCV suffer no symptoms when they become infected; some may feel slightly unwell and in rare cases become jaundiced. About 60–80% of people who acquire the infection become chronically infected; the remainder clear the infection spontaneously. Chronic infection may be asymptomatic for many years and the majority of these live a normal life expectancy. Around 1 in 5 to 1 in 20 of those chronically infected may develop serious liver disease after 20 years. A small proportion may develop liver cancers. Certain factors are associated with more rapid progression to severe liver disease. These are:

•Over 40 years old at the time of infection

•Alcohol consumption

•Male

•Co-infected with HBV or HIV

•On immunosuppressive therapy.

In primary care, testing for HCV should be considered for27:

•Migrants from medium- or high-prevalence countries

•Babies born to mothers with HCV

•Current/previous injecting drug users

•People living in hostels/street homeless

•Looked after children/young people

•Prisoners/young offenders

•HIV positive men who have sex with men

•Close contacts of someone known to have chronic HCV

•Recipients of blood (before 1991) or blood products (before 1986 in the UK).

The reasons to be tested are:

•Allaying anxiety even if result is positive

•Positive test allowing early monitoring and intervention by a specialist if required

•Opportunity to immunise against HBV (co-infection significantly worsens prognosis)

•Encouraging the patient to change patterns of behaviour such as injecting drug use or excessive drinking whether the result is positive or negative.

Life insurance and mortgage issues

A negative HCV test has no impact on ability to get life insurance or a mortgage. A positive test may make it more difficult to get life insurance policy or a mortgage linked to a life policy.

HIV/AIDS

About 1 in 100 injecting drug users in the UK have HIV and whilst prevalence remains low, outbreaks continue to occur. People living with diagnosed HIV in the UK have a near-normal life expectancy, particularly if diagnosed early.2

It was the threat of HIV/AIDS amongst drug users that spurred the move away from abstinence-based treatment into one of harm reduction. The ACMD stated, in its AIDS and Drug Misuse Update report, that awareness of the HIV-related risks of injecting drug use has grown significantly and has provided a focus for harm reduction activities. Although produced several years ago now, the points it raised remain valid, including the need for greater efforts to reduce the extent of drug use itself, particularly drug-injecting behaviour.28

The ACMD recommended a series of actions directed towards:

•Encouraging cessation of drug use

•Discouraging new recruitment into experimentation with drugs

•Discouraging regular drug use among experimental drug users

•Discouraging drug injecting among potential injecting drug users

•Discouraging sharing of injecting equipment

•Encouraging current injecting drug users to switch to safer practices, or oral use

•Ensuring all drug users have access to advice on safer sexual and injecting practices as well as access to clean injecting equipment.

Through the foresight of the ACMD and the implementation of its recommendations, the spread of HIV by needle and syringe sharing was largely averted. This was largely achieved by the establishment of needle syringe provision and widespread opioid substitution treatment. This has helped the UK to have lower HIV and HCV prevalence rates than other countries. We cannot be complacent though and should always give and reinforce appropriate harm reduction messages to our patients.

Safer injecting

Route transitions

The best way of reducing the harm associated with injecting is to stop injecting. For many injecting drug users this will not be an immediate option, but for some it is, and a sensitive discussion about possible alternatives to injecting should be undertaken at every opportunity. Alternatives to injecting include prescribed oral medication or changing the route of use, for example from injecting to smoking their drug of choice.

Drug preparation

It’s not possible to talk here about the preparation of all drugs for injection, but it makes sense to discuss the two most commonly injected street drugs, heroin and crack cocaine.

UK street heroin comes as a brown powder that was originally formulated for smoking and so it needs to be chemically altered from a base to a salt to render it water-soluble. An acid (typically citric or ascorbic) is used to do this. Heroin powder is combined in a spoon or ‘cooker’ with water and acid. The mixture is heated to speed the reaction and the resulting solution is filtered to avoid blockages when drawing up into a syringe.

The process for preparing crack cocaine (also a base) for injection is very similar to the above process, but crack is much more sensitive to heating. Overheating the solution causes the crack to coagulate and solidify.

When the two drugs are prepared together in a ‘speedball’ the heroin is dissolved first and the crack added to the warm solution.

Factors to be taken into account when considering drug preparation are:

•The drug – What is it? Did it come from a trusted source? What is its purity? Are there any contaminants? What is the strength?

•The environment – factors include privacy, lighting, warmth and a clean area on which to prepare

•Equipment – syringe/needle/cooker/filter/acid/water. Ideally all equipment directly involved with preparation should be sterile and previously unused. Where re-use of equipment is unavoidable, people should re-use their own and sterilise first with bleach. Group injecting situations may make accidental mix-ups of syringes more likely. Using colour-coded syringes or uniquely marking syringes makes accidental sharing less likely.

All of the equipment listed above are usually available from needle syringe provision as sterile items designed for single use. Citric and ascorbic acids are available as single sachets; however only the very minimal amount needed to dissolve the drug should be used to avoid unnecessary tissue irritation and damage. Since citric acid is stronger than ascorbic acid, ascorbic acid is increasingly being advocated for use to reduce acid-related harms, it is thought that many people habitually use too much acid when preparing injections. Water for injections (WFI) is sometimes available from needle syringe provision; however due to the cost, they are usually reserved for the street homeless. Where WFI is not available, people should be advised to use boiled water or, failing that, water from the cold tap.

Injecting technique

The ‘safest’ injecting sites are found in the antecubital fossa and in the superficial veins in the forearm. Users should be encouraged to rotate these sites. Asking an injecting drug user to outline their injecting technique can be very informative. Consider giving advice on identifying superficial veins (particularly to women, who often find it harder to easily access superficial veins) to help avoid progression to more dangerous sites such as the groin and neck. If patients are intent on groin injecting, showing them the simple technique of how to avoid the femoral artery, by feeling for the pulse and placing their fingers protectively on top of it, can be lifesaving. It is important that patients use appropriate equipment for their injecting site. Where patients are accessing surface veins, it is usually best to use the smallest appropriate needle and syringe, usually a fixed 1 ml insulin-type syringe. Where people are using deeper veins, longer needles are likely to be more suitable.

When injecting, patients should:

•ensure that all the equipment they need is easily to hand and where possible is sterile and not re-used

•have adequate light to clearly see what they are doing

•be warm, comfortable and relaxed as this will make surface veins easier to locate

•wash their hands and the injecting site with soap and water before injecting

•if needed, use an appropriate tourniquet to apply light pressure to the upper arm and raise surface veins

•if injecting intravenously, draw back venous blood to check that they are in the vein

•keep the syringe still during the process to ensure that it remains in the correct place. Releasing some tourniquets may require letting go of the syringe – this is why injecting drug users often improvise tourniquets that they can control with their mouth

•inject slowly

•promptly dispose of all sharps/used equipment safely.

On completing the injection, before withdrawing the needle, many injecting drug users draw more blood into the syringe and inject again. Often called flushing or booting, this is usually done to ensure that none of the drug is left in the syringe. If it is done, it should only be done once and not repeatedly, as this can cause more local tissue damage and irritation than is necessary.

After withdrawing the syringe, light pressure should be applied to the injecting site using a sterile swab (usually supplied by needle syringe provision services). This helps to prevent contamination of the injecting site and fingers, and also makes bruising of the injecting site less likely.

Storage and disposal of used equipment

Used injecting equipment should be immediately stored in a sharps container (supplied by all needle syringe provision schemes) and when the container is full, safely disposed of, for example via the local needle syringe provision. If needles and syringes are stored for later re-use (not advised, but it does happen, often due to lack of enough equipment), they should be clearly marked, stored in a place that cannot easily be accessed by others (including children), and sterilised with bleach before re-use.

Useful resources

Many resources are freely available online, for example from Exchange Supplies: https://www.exchangesupplies.org/shopsect_online_resources.php.
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Introduction

Despite the very evident legal and health consequences of self-administered psychoactive drug use, it has been a very popular pursuit ever since (and almost certainly before) Genesis 9, in which Noah ‘planted a vineyard and became drunken’. And so, in helping individuals to address their drug use, we would do well to reflect on what their motivation might be – why, indeed, they would want to recklessly endanger their health? It is manifestly obvious that these chemicals are rewarding in a recreational sense, use can become habitual, and in some people (perhaps with some sort of genetic or other weakness) this can escalate into an addiction – this is certainly the case in the vast majority of tobacco addicts. However, most people who become dependent on heroin have to a greater or lesser extent (and usually greater) psychological or social morbidities that they are attempting to self-medicate. For the few in whom their addiction did not have some serious psychosocial pre-morbid state, then the years of dependency very soon create psychosocial damage from which further drug use will afford short-term escape.

When a person who is self-medicating asks a doctor for help, his or her fundamental need, therefore, is for help with a psychosocial morbidity. The pharmaceutical issues are secondary. However, as doctors, and because drugs are our ‘stock in trade’, we are easily distracted by what are in effect the symptoms rather than the underlying condition. Doctors are trained to relieve suffering, and the tools that GPS use most frequently are prescribed drugs. We feel comfortable prescribing – it is what we know a lot about, the patients appreciate the implied care and kindness, and, broadly, prescribed treatment is effective.

In the case of prescribed opioid substitution therapy (OST), GPS can be particularly confident as there is a very large evidence base of effectiveness of reducing harm from continued use of illicit drugs. Indeed, to withdraw OST, even at the explicit request of the patient, entertains the possibility of facilitating harm. However, we need to remember that OST does little more than afford a stable state of avoidance of the opiate withdrawal syndrome (OWS). Yes, the pain and craving of withdrawal is a huge motivator to use heroin, and to eliminate OWS is then a very valuable thing to achieve, but there is a great deal more to drug addiction than the simple matter of tolerance and dependency to a chemical.

Many of our patients began misusing drugs because of mental illness and/or the enduring emotional distress that can arise from severely traumatised childhoods. Drug use often starts early in life, education is subsequently impeded, and years may be spent acquiring skills of resourcing a drug habit that then becomes a very demanding yet purposeful activity in itself. Heroin and other illicit psychoactive drugs are immensely powerful palliatives of psychological distress. Resourcing a drug habit gives those with little education or employment skills the opportunity to become highly proficient and very busy – and on occasions even relatively wealthy. So, while OST very effectively addresses the painful but transient issue of OWS, and could be reduced over a period of time to withdraw dependency to the chemical dimension of heroin addiction, it does nothing to address the resurgent psychological distress, the lack of social, educational or interpersonal skills, and the lost decade or more of work experience.

This is painting a worst-case scenario, of course. Not all patients are entirely lacking in ‘social capital’, but most are affected to a greater or lesser extent. Meaningful treatment, therefore, requires much more than just prescribing. While we congratulate ourselves for all the harm that we are undoubtedly reducing through well-delivered OST, we must keep remembering the greater ambition – to help our patients to achieve an independent and more satisfying life.

Most heroin addicts when they present for treatment are surfing a wave of very powerful motivation: exhaustion, debts, ill health and disintegration of family and social functioning. All of these harms are immensely powerful external motivators that demand life change to something different, something better. In reducing that harm with prescribed OST, what we actually achieve is a transfer of dependency from a ‘fence’, a dealer and one drug, to dependency on a doctor, a treatment system, and a much more boring drug. At the same time, much of the impetus to change is removed. That is not an argument against harm reduction – far from it: harm reduction prescribing has undoubtedly spared the individual, his or her family and the wider society enormous amounts of cost in the quality and quantity of life, as well as in financial terms – but harm reduction prescribing is not an end in itself. It should be seen as the stable platform from which the patient can start to rebuild his or her life, and, wherever possible, achieve independence.

Social support

Human relationships

The family, for most of us, is a source of enduring support from cradle to grave. It is where we learn the skills of how to behave in civilised society, experience the ultimate altruism and spiritual reward of loving and being loved, and of sharing some of the staples necessary to living, such as secure accommodation, food, warmth and safety. How our children take all this for granted! In contrast, many of our patients have lost, or never had, this vital life resource, and some have even been brought up in a home life that is the antithesis of positive support. Here they have known pain, exploitation and abuse, and learned nothing but unhealthy behaviours in response to a hostile and frightening environment. Education has been sabotaged and personalities have become shaped in dysfunctional ways. Patients lack the skills necessary to integrate into society and become self-supporting, and all the while carrying a huge burden of emotional pain.

Many of our patients find proxy ‘families’ amongst those with similar upbringings, where they find validation from those with similar dysfunctional behaviours and share the use of drugs that afford a degree of comfort and acceptability within their peer group. Gregory Roberts, himself a former user of heroin, once wrote:1

Heroin is a sensory deprivation tank for the soul. Floating on the dead sea of the drug, there is no sense of pain, no regret or shame, no feelings of guilt or grief, no depression and no desire. The sleeping universe enters and envelops every atom of existence. Insensible stillness and peace disperse fear and suffering.

These words amply demonstrate the power of the drug to those who carry a burden of emotional pain.

Essential to recovery from such an early life is the support and role modelling from healthy others – loneliness and isolation are known to be very poor prognostic factors in those with addictions.2 Sometimes families can be brought together, support given, and relationships restored to a better state of health. At times, others within a person’s social network can be recruited in a formal way to aid the recovery process, as can those in wider society – employers, neighbours, friends, charitable organisations, clubs and self-help groups. This is a social support network that has come to be known as ‘mutual aid’.

12 Step or Minnesota method

These groups have been an extraordinary phenomenon since their inception in the 1930s. The original groups set themselves up with no professional input to address their alcohol dependency and became known as Alcoholics Anonymous (AA). As the years have passed, the same philosophy has been extended to all addictive drugs (Narcotics Anonymous), specific drugs such as cocaine (CA), and also sex (SA), gambling (GA) and other behaviours that are banded together as ‘addictions’.12 Step groups are available in most cities in the world, and many smaller rural areas as well. There is no trained or professional input, and each group will behave in slightly different ways, reflecting the different personalities within it.

Contrary to the widely held belief, they are not faith based. Membership does not require a religious belief, but the ‘Steps’ (towards recovery) become a sort of faith in themselves – that if you admit your powerlessness over your addiction to the group and ask for help, and if you keep to the programme, you will achieve sustained abstinence. The language employed can be arcane and off-putting to some, but there are a number of studies showing a close correlation between 12 Step meeting attendances and duration of abstinence, as well as being highly cost-effective.3,4

Much research has been devoted to identifying the key triggers for relapse, most of which can be boiled down to the two biggest pre-determinants – demoralisation and isolation.2 12 Step groups address these by lending real, first-hand optimism to the newcomer by being made up of those already recovering from addictions. They address the isolation by offering a new peer group of those with healthier behaviours. Within these groups, new relationships are often formed, and employment can be found. Many people believe that they would not be alive today were it not for their involvement in the ‘Steps’.

Therapeutic relationships

The relationship between patient and GP is often a remarkably powerful tool in and of itself. Very often, a GP will have known his or her patient for many years, perhaps even from birth – the GP will know the family and the circumstances of the upbringing. This well-established and trusting relationship is the product of numerous consultations and treatment episodes over the years, but these consultations tend to be brief. However, when issues of addiction need to be addressed, interventions may frequently demand time that a GP would struggle to give. In ‘shared care’ arrangements, the relationship with the patient’s drugs worker from the community drug team will augment the time spent with the patient and can also be invaluable. These relationships between patient and professional are inconsistent, unmeasurable and poorly defined – yet many studies have shown that the continuing role of care and advocacy with a trusted individual are as beneficial to treatment outcomes as almost any measurable and discrete psychological intervention.5,6

Finally, and perhaps obviously, having stable accommodation and purposeful activities to fill the day are no less important. Low self-esteem is very common amongst the socially marginalised, so having a home of their own and some sense of daily achievement are enormously beneficial. Training, voluntary and paid work are all essential components of planning a package of care to help the patient recover from his or her addiction.

Psychological therapies and wider psychosocial interventions

Alcohol misuse

Motivational interventions

In any process of change and decision making, some degree of ambivalence is a natural part of that process. If we side-step this ambivalence and jump into how to change, we risk imposing our own desire for the patient to change and leave them struggling with the ambivalence.

Motivational Enhancement Therapy (MET) is a fairly brief and very effective intervention that is typically offered on an individual basis for three to four sessions of 50 minutes over a 12-week period.7 It is based on Motivational Interviewing and includes giving personalised normative feedback to the patient in a non-confrontational manner. The aim is to help patients to explore their ambivalence about change using an empathic but directive approach, eliciting reasons for change from the patient him or herself. Natural resistance to change is responded to in a neutral way rather than by contradicting the patient or giving unsolicited advice. Motivational interventions should be available within the local drug and alcohol treatment service.

Skills-based interventions

Drinking patterns are determined at least in part by one’s learning history and current environmental circumstances. Hence the focus here is on skills acquisition and altering relevant aspects of the person’s environment.

In Behavioural Self Control Training (BSCT),8 the patient is taught to monitor his or her drinking, use defined strategies to reduce alcohol intake, reward successes in achieving goals, analyse and learn from unsuccessful efforts, and develop alternative coping skills for high-risk situations. While BSCT has been found to be effective for non-dependent drinkers with a controlled drinking goal,9 a longer-term study has shown that even people meeting criteria for alcohol abuse or dependence revealed more modest, but still clinically significant, outcomes.10

BSCT is typically offered in a group format of eight sessions with periodic follow-ups. Elements are often integrated into relapse prevention interventions offered by drug and alcohol treatment services.

Social-behavioural interventions

Given the importance of social influences on our behaviour, it is not surprising that effective interventions should take into account the support networks of people misusing alcohol. What is perhaps more surprising is that treatment services have for so long been based on individual or group interventions that largely ignore the existence or lack of these networks.

Social Behaviour and Network Therapy (SBNT) is a welcome advance in this regard. In the recent United Kingdom Alcohol Treatment Trial,11 it has been shown to be as effective as the well-researched Motivational Enhancement Therapy, and equally as cost-effective. The core principle of SBNT is to enhance positive social support for change by inviting family members and concerned others into the treatment process with the person misusing alcohol. The focal person and network members meet for eight treatment sessions to agree a treatment goal (abstinence or controlled use), discuss relapse management, work on communication skills, build positive alternative activities to drinking and choose from a range of other skills-based topics.

As we increasingly recognise the value of mutual aid and community approaches, it is likely that treatment services will need to modify traditional individual ways of working and embrace socially based interventions.

Substance Misuse

The NICE guidelines for drug misuse (2007)12 refer to a range of evidence-based interventions for clients misusing a variety of substances. The British Psychological Society Toolkit13 divides these into Low- and High-Intensity interventions. Low-Intensity interventions can be delivered by key workers in drug and alcohol treatment centres, whereas High-Intensity interventions should be delivered by mental health professionals specifically trained in these approaches. As mentioned earlier in this chapter, drug misuse often masks other mental health problems that manifest as substance misuse reduces. Therefore, drug-specific interventions are differentiated from those designed to target mental health problems.

Interventions for substance misuse

The aim for these lower-intensity interventions is to engage patients in treatment, achieve harm reduction objectives and support early changes in drug-using behaviour. They should be used in the context of coordinated and care-planned treatment journeys, with identification of a recovery goal beyond treatment (for example in relation to family, meaningful activity or social activities).

Motivational interviewing

Motivational interviewing (MI) is a form of collaborative conversation for strengthening a person’s own motivation and commitment to change. It is a person-centred counselling style that explores ambivalence about change within an atmosphere of acceptance and compassion. It can help those who misuse cannabis or stimulants, increasing rates of abstinence and deceasing drug use, and for people who misuse opiates and are not in formal drug treatment.12 The key elements of MI are also contained in much briefer interventions of 5–30 minutes and distilled into the FRAMES model:

•Feedback on patterns of use

•Responsibility for change being with the patient

•Advice on how to change

•Menu of treatment options

•Empathy

•Self-efficacy or increasing confidence.14

Contingency management

Contingency management (CM) is an approach that encourages positive behaviour change (for example abstinence) by providing positive consequences when patients meet treatment goals and by withholding those consequences when treatment goals are not met. The intervention is clearly based on principles that govern many of our behaviours. It tends to be used most for engagement in treatment when prolonged drug use is likely to have reduced the reinforcement potential of natural reinforcers, such as social attention, praise and physical wellbeing.

Commonly used incentives are vouchers of monetary value that can be exchanged for goods, prize draw entries or clinic privileges, such as take-home doses of prescribed medications. CM has been found to enhance compliance with a range of harm reduction interventions, such as vaccinations for hepatitis B.12 It is also more likely to promote abstinence in stimulant misusers than standard care.15 A further use of CM has been in reducing the illicit drug use of those on methadone maintenance programs.16

Currently, CM is most often used in the context of dose dispensing frequency but use of monetary vouchers is being tested in some UK treatment centres.17

A higher-intensity intervention is indicated where lower intensity has not been effective and for clients with a number of unsuccessful attempts at change. NICE guidelines suggest that the most effective intervention has both social and behavioural elements, just as we have seen for alcohol misuse.

Behavioural Couples Therapy

This is a behavioural couples-based intervention focused on promoting abstinence or decreasing illicit drug misuse in the drug-using member of the couple.18 Behavioural Couples Therapy (BCT) consists of up to 20 sessions with the couple and contains these elements: a daily structured verbal commitment to change, teaching effective communication skills and increasing positive behavioural exchanges between the couple. It is most effective for clients with a non-drug-using partner but can also be used where both partners misuse drugs if there is at least a temporary commitment to abstinence from both people.

Interventions for common mental health problems

There is a high prevalence of mental health problems, particularly depression and anxiety, in the drug-using population, whether as a pre-existing problem or as a result of the substance misuse and lifestyle itself. One estimate of prevalence of depression and anxiety is of 30–60% in substance misuse populations.19 Both guided self-help and behavioural activation are evidence-based for these problems where the healthcare professional facilitates use of the material by monitoring and reviewing outcomes. Typically, health workers will offer one assessment session and three to six further sessions of 20–30 minutes, with some of these sessions offered by telephone.

Guided self-help

Guided self-help is for clients with mild to moderate anxiety problems. It consists of working through self-help manuals or computer-assisted programs based on a cognitive-behavioural model. Attention is paid to the relationship between thoughts, behaviour and feelings. Regular goals are set that incorporate the use of coping strategies and decreasing avoidance of feared situations in a graded way.

Behavioural activation

Behavioural activation is for clients with mild to moderate depression where depression is seen in terms of a low rate of positively rewarded and rewardable behaviour. The intervention focuses on helping clients to monitor their daily life for rewarding and/or pleasurable behaviours, then to encourage development of more task-focused and rewarding behaviours. There have been some positive results for behavioural activation in substance misuse populations.20

For clients who have not benefited from low-intensity interventions or for those where risk/severity of problems indicates a greater need, a higher-intensity intervention will be indicated. This will be of longer duration (up to 20 sessions of 50–60 minutes) and delivered by mental health professionals specifically trained in this intervention.

Cognitive-behavioural therapy

Cognitive-behavioural therapy (CBT) is the only intervention with a good evidence-base across a range of common mental disorders, including depression, generalised anxiety disorder, panic disorder, obsessive-compulsive disorder and post-traumatic stress disorder.21–24 Therapy is a collaborative venture, based on a formulation of development of the problem and its current maintaining factors made up of thought, behaviour and feeling patterns. Therapy is based on an active approach to decreasing behavioural avoidance, learning coping skills and challenging unhelpful thinking patterns. The NICE guidelines for drug misuse suggest that drug misuse does not preclude use of CBT for a coexisting mental health problem, as long as the frequency and amount of drug use allows the client to actively engage in therapy and between-session homework tasks.


Conclusion

Treating a ‘drug addict’ creates challenging role reversals for the doctor. Normally, the doctor is the expert in his or her subject and is comfortable in imparting education and expertise to the grateful patient. But in the case of drug users, the patient is usually far more expert. Patients can use a language that is often not understood and an array of drugs in quantities and mixtures that are a very long way outside the sort of conventional pharmaceutical therapeutics that doctors are taught. Then there is the role reversal of who is treating who? Drug-using patients are very often treating their own morbidity, albeit in a flawed and damaging way – and in trying to confront and change that behaviour, the doctor will inevitably discomfort the patient, the opposite of our role with most patients. Finally, there is the paradox of drugs themselves –while as doctors we see them as a force for good with which to help people, in the user who treats him or herself, we can instinctively think of drugs as negative forces that need to be taken away.

It is particularly important that this latter prejudice is set aside: that drug use is somehow ‘bad’. How can it be when the medical profession itself inflicts its own drugs on the rest of the population almost every time that a patient presents? Drug use is simply a behaviour that serves varying needs and has varying health consequences. What is certain is that both doctors, and the consumers of prescribed and illicit drugs, place an unreasonable expectation on the ability of drugs to deliver comfort and happiness.

Doctors in training today are prevailed upon to consider all conditions presenting to them in three dimensions – the physical, the psychological and the social. Surely there can be no condition quite like drug misuse, that is both deeply rooted in all three dimensions, and impacts so deeply on all three dimensions of a person’s health? And, by implication, therefore, no condition that needs so much more than a narrow physical response?

In treatment, as in life itself, there is a lot more to offer than drugs.
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Introduction

This chapter considers the needs of children and young people who use substances problematically. The age range considered in reference material varies greatly and for the purpose of this chapter we will mainly consider those of 18 years or under. In this chapter we refer to under-13-year-olds as children, and those of 13–18 years as young people.

The structure of this chapter is pragmatic, employing a framework that describes common problems, and opportunities to intervene with young people as they present in primary care. The material is underpinned by research literature but also draws on experience, basic principles, and established guidelines. Research in this field is in an early stage of development, hampered by changing patterns of substance use, complex ethical issues, and limited resources.

Primary care teams are in a unique position, having good knowledge of local population norms, resources, and needs, with trans-generational knowledge of families and young people. Many GPS with the confidence of young people and parents will be the first port of call for complex problems. While some will present with direct requests for specialist help with substance use, others present opportunities for primary or secondary prevention. The health promotion role of primary care teams is of particular importance regarding the establishment of appropriate help-seeking behaviours in this patient group.

A basic goal of this chapter is to encourage primary care practitioners to ask about substance use (including alcohol), as young people are frequently reticent about offering such information or may have little sense of the problematic nature of their use. There is a range of practical interventions available in the event that substance use is revealed. Primary care staff may feel ill equipped for these roles, out of touch with ever-changing jargon, and believing they lack information or skills to open up opportunities for intervention. The chapter begins with preparatory work to equip a primary care team with information to support this role, before going on to consider the presenting problems, their assessment and possible intervention in the primary care context and advises on when to consider referral to secondary services.

Definitions: distinguishing child from adult substance use

Substance use in children and young people is multifaceted and heterogeneous in nature so that evidence-based practice has been slow to accumulate. However, the growing literature does support a range of key components of effective practice.

A key point arising from research literature is the necessity of making clear distinctions between child and adolescent substance use and its adult equivalents. Although existing definitions of harmful or dependent use (ICD or DSM) are relevant, additional factors need to be borne in mind when considering children and young people, particularly the developmental context and the safeguarding framework. Thresholds for concern need to be lower than in the adult population.

The developmental context

Children or young people who start using substances do so at a crucially sensitive point in their developmental trajectory; when key biological processes are still unfolding, particularly the ‘synaptic refinement’ of brain pathways (which preserves those neural pathways in active use, but ‘prunes out’ ones that are not). This supports the brain to adapt to the functions that it is being ‘asked’ to perform. The (dopaminergic) reward circuits that encode for pleasure and the motivation to repeat experiences identified as pleasurable are powerfully influenced during this phase of life, too, with lasting influences into adulthood. There is also strong emerging evidence that early exposure to substances induces lasting change at the cellular level, especially in these reward circuits.

Also, other significant developmental tasks in the interpersonal, social, and educational spheres are scheduled at this age, e.g. exams and learning, the development of intimate relationships, individuation and the beginnings of independent living. The loss of such ‘time-critical’ developmental stages (to chronic intoxication or other sequelae of substance use) is akin to the effects of physical insults on other time-critical developmental processes – in many respects the deficits sustained may never entirely ‘catch up’. In contrast, the adult who has achieved a reasonable educational status, has developed social skills and has non-substance-using friends, may suffer some ‘lost years’ from drink or drugs, but has much more to build on in recovery than the young person who has left school prematurely, has poor educational attainments, has limited social skills and has no non-substance-using friends. The majority of severe and chronic adult substance use disorders have their onset in adolescence.

The safeguarding context

The practitioner must consider young people’s explicit vulnerability and the potential applicability of safeguarding or other legal considerations. Because of the obvious differences in power and status, the child or adolescent who uses substances is significantly more vulnerable to exploitation than most adults. The practitioner has a duty to consider the effectiveness of any adults in caring roles to protect children in their care from significant harm.

The legal framework

Concerns about legal requirements and pitfalls can cause reluctance to proceed. However, the frameworks are familiar to primary care teams, being the same as those that apply in sexual health, mental health, and all other encounters with young people. It is important to know how the acts and principles apply and where to seek further advice.

Children Act 1989 and 2004, and Fraser and Gillick Guidelines (confidentiality and competency)

The Children Act1 is the legislative framework governing all young people in England and Wales. Similar legislation exists for Scotland and Northern Ireland but is not covered separately here. The major principles of the act are that the welfare of the child is paramount, and the child’s wishes, and views must be considered, alongside requirements for interagency collaboration and action if risks are identified.

The implications of this act for the primary care practitioner are that early discussion of confidentiality and its limits is crucial. Confidentiality, which is in the interest of the therapeutic relationship, may sometimes be over-ridden by a need to safeguard the child. In reality, shared understanding of this duty of care can make it easier to decide how to proceed and emphasises to the young person that his or her problems are being taken very seriously.

Situations that require disclosure may include the role of the young person as a parent him or herself, the consideration of an unborn baby during a young person’s pregnancy, exploitation by older substance users or others, involvement in violence, sexual exploitation or the presence of severe self-neglect.

The Family Law Reform Act 1969 gives the right to consent to treatment to anyone aged 16 to 18 years. Children under the age of 16 years can consent to medical treatment if they have sufficient maturity and judgement to enable them fully to understand what is proposed. The Fraser guidelines2 state what requirements need to be fulfilled to provide contraception to under 16’s without parental consent. Gillick competence is used when offering treatment to a young person under 16 years without parental consent. Details of how to assess whether a young person is Gillick competent in relation to drug and alcohol treatment can be found in Box 17.1.

Box 17.1

Requirements for treating a young person under 16 without parental consent


•The young person cannot be persuaded to inform their parents/carers

•The young person is likely to begin, or to continue using substances. Unless the young person receives treatment, their physical or mental health, or both, are likely to suffer

•The young person’s best interests require them to receive advice or treatment with or without parental consent

•The young person understands the proposed treatment/intervention plan, advice given and has the maturity to understand what is involved.



The Gillick competency test principles apply to providing treatments to under 16’s without parental consent and are generally applied to engaging a young person in treatment of substance use, including prescribing of medication for substitution or withdrawal.

Mental Health Act 1983 and 20073

Mental health legislation provides powers of assessment and detention for reasons of mental disorder in the interests of the health and safety of the patient, and the prevention of serious risk to others. The act can apply to any situation where mental disorder is present and includes mental disorder arising from the effects of substance use or withdrawal. However, the act cannot be used for compulsory treatment of substance misuse itself, which means that a young person cannot be detained solely to remove him or her from a risky pattern of substance use or to enforce detoxification, no matter how risky the scenario may be, unless there is a mental disorder that falls within the criteria of the act.

Assessment of mental capacity4 is also relevant to decisions to proceed with interventions and treatment. It includes assessment of temporary impairment due to intoxication as well as inherent capacity.

The Mental Capacity Act 2005 and 20195 amendment lays out how capacity should be assessed.

Preparatory work

Performing a local service inventory

When starting to develop a practice interest in substance use of young people, it is important to know where to turn for further advice, either for professional consultation or referral of a young person or a concerned parent or carer.

Once contact with local services has been established it will also be possible to obtain useful posters, leaflets and, most importantly, named person contacts and referral pathways.

What services are there in your area?

Specialist services for young substance users – the structure of services varies widely from one area to another and can change rapidly with changes in commissioning and national requirements. It is essential to keep this knowledge updated. Box 17.2 highlights services that should be available in every locality for young substance users.

Box 17.2

Specialist services commissioned for young substance users


•Child and Adolescent Mental Health Services (camhs) – a minority of CAMHS act as the lead agency for provision of substance misuse services. Most do not. Essential information concerns any specialist interest in substance use within CAMHS teams and the division of labour between them, other specialist substance use services, and primary care

•Specialist services for parents or adults using substances – knowledge of transitional pathways to adult services are important. Knowledge about adult services can also be valuable for addressing needs of parents or carers. Many areas now commission integrated drug and alcohol treatment services with young people focused and adult focused teams within the same service

•Specialist midwifery services – for young people and/or substance-using women

•Local Education Authority and Local Academy Trusts resources – resources for education and training

•Early Intervention in Psychosis teams – there is an increased incidence and prevalence of psychosis associated with substance use.6 This pathway is very important.



Resources drawn from the wider context

Web-based resources – it can also be helpful to know of websites with useful information for professionals, young people, or parents (see Box 17.3).

Box 17.3

Web-based resources


For professionals

•DrugWise is a national charity focused on resources for professionals (contains DrugScope archive)

•www.drugwise.org.uk

•Public Health England resources for services and those providing drug and alcohol interventions

•www.gov.uk/government/collections/alcohol-and-drug-misuse-prevention-and-treatment-guidance

•Drinkaware is an independent alcohol education charity

•www.drinkaware.co.uk

For young people

•Frank (www.talktofrank.com) is a Department of Health-led web information service with advice and information on substances, harms, and treatments

•YouthHealthTalk (www.youthhealthtalk.org) provides advice and first-hand accounts of experiences of a range of health issues (including substances)

•Young Minds (youngminds.org.uk/find-help/) provides information and self-help tools around a variety of health issues including substances

•There is a wide range of mobile phone applications focused on maintaining weekly diaries around drug and alcohol use with tips and motivational tools to aid reduction which may be useful for some young people.

For parents

•Frank (www.talktofrank.com)

•Adfam (adfam.org.uk) is national charity with resources and advice for families affected by drugs or alcohol.



How it should all come together: specialist treatment service principles

Government reports and advice have laid out recommendations for how services should be configured. All stress the need for collaborative multi-agency working.7–10

Epidemiology

Substance use in children and young people is common: 16% of 11–15-year-olds have smoked tobacco, of whom 2% regularly, 44% have used alcohol, 10% in the last week and 24% have used illicit drugs, 9% in the previous month.11 Recent surveys have shown a dramatic decrease in prevalence of smoking and a reduction in alcohol use. Overall young people’s drug use has been decreasing over the past two decades with significant falls in the use of heroin and reductions in cannabis use (although an unexpected increase in drug use between 2014–16 was recorded). Conversely, there is evidence that those young people who do start using substances are using larger quantities and more varied types of substances. The purchasing of drugs via the internet has made some drugs more available to young people such as alprazolam (xanax).

A smaller percentage of young people do use New Psychoactive Substances (NPS) such as Nitrous Oxide and synthetic cannabinoids (spice). Young people’s drug and alcohol use over time is becoming more concentrated and entrenched in a smaller group of much more vulnerable and complex young people.

Complexity, risk, and resilience

Young people with problematic use of substances often have families where one or more parent uses substances or has mental health problems, or experience other problems including poverty, educational failure and social exclusion.12 Presentations of substance use in adolescence should prompt inquiry about mental health and other vulnerabilities, and vice versa.13 A wide range of risk and resilience (or protective factors) are known to operate, and these are summarised in Table 17.1 and Box 17.4.

Table 17.1

Risk factors for persistent and problematic substance misuse








	Risk factors

	Examples






	Drug factors

	Ability to produce mind-altering, pleasurable effects

Dependence potential (tolerance and withdrawal syndrome)

Price

Availability.




	Environmental factors

	Social deprivation

Poor housing

Neighbourhood crime

Lack of community support

Acceptance of drug use.




	Personal factors

	Sex M > F

Age adolescence

Scholastic failure

Unemployment

Conduct disorder

Friends who use

ADHD

Family attitudes, e.g. tolerance of use, approval of smoking and drinking.






Resilience factors

Preventive interventions that have shown benefit largely relate to the enhancement of resiliencies. This is similar to research on young people at risk of psychological illness.14

Box 17.4

Protective/resilience factors


•A consistent, caring adult, not necessarily a parent

•Engagement in a constructive interest or hobby

•Academic or career achievement

•A positive (pro-social) peer group

•Clear parental/carer values and expectations.



Primary care staff have a key role in encouraging and supporting these protective factors. The engagement of families with risk factors in treatment may be supported by a focus on supporting and enhancing existing resiliencies (a ‘strengths-focused’ approach) as much as by intervening to change risk factors.

Natural history

Most young people who use substances do not go on to develop lifelong substance-use disorders. Many, perhaps the majority, pass through a period of substance use with no apparent long-term effects. Adolescence is characterised by increased exploration and a certain amount of risk-taking and boundary-testing. It is young people with other vulnerabilities – especially multiple and complex needs – who are at particular risk of progression from initiation to harmful use. The challenge for the primary care practitioner is the early identification of at-risk youth and the provision of effective services that are acceptable to such hard-to-reach young people. Some commentators have referred to adult substance use disorders as ‘paediatric illnesses with lifelong consequences’15 and, viewed from that perspective, work with children and young people who are using substances is a good example of early intervention.

Gateway theory

This theory postulates that the use of less harmful drugs, such as cannabis, introduces people to a criminal subculture where they meet other drug users and dealers who encourage them to experiment with other, often more harmful, drugs.

It is difficult to untangle the evidence that is often presented to serve political purposes. Certainly, most heroin users have used cannabis, but very few cannabis users progress to heroin use. In one study, 96% of opioid users had used cannabis in the previous year but only 7% of cannabis users had ever taken heroin. Relationships between early drug use and later drug use in adulthood cannot be solely explained by the gateway hypothesis.16

An alternative theory is that progression from cannabis to more harmful drugs is more about individual vulnerability,17 and thus cannabis use is a consequence not a causal factor in predicting future drug use. If there are gateway substances, then early tobacco and alcohol use are most powerfully evidenced as the main risks and are thus pointers to opportunities for early intervention. The risk of early cannabis use as a trigger for psychosis in previously vulnerable individuals is well established.6

Identification of need/engagement and assessment

Modes of presentation

There are two main areas in which identification is relevant: those at risk of initiation into regular use, for whom primary prevention interventions should be considered, and those currently using substances in a risky or harmful way, which requires advice or treatment.

Identifying at-risk youth (primary prevention)

For young people with known increased risk factors of developing substance use problems, opportunistic screening should be undertaken whenever possible. Screening may involve specific instruments. CRAFFT is one such tool that is validated for use in young people and asks ‘true to life’ questions18 and uses careful engagement in discussion (see Box 17.5).

Box 17.5

The crafft tool


CRAFFT is a mnemonic acronym of first letters of key words in the six screening questions. The questions should be asked exactly as written.

•C – Have you ever ridden in a CAR driven by someone (including yourself) who was ‘high’ or had been using alcohol or drugs?

•R – Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?

•A – Do you ever use alcohol or drugs while you are by yourself, or ALONE?

•F – Do you ever FORGET things you did while using alcohol or drugs?

•F – Do your family or FRIENDS ever tell you that you should cut down on your drinking or drug use?

•T – Have you ever got into TROUBLE while you were using alcohol or drugs?



Enquiry should be made in a routine and appreciative manner with terms such as “I am asking you because I like to ask everyone, and because there are things that I and others can do to support you.” If two or more questions are answered affirmatively, then further assessment and possible referral is warranted.

Identifying using youth

Assessment of substance use in a young person – especially by an authority figure such as a GP – is a powerful intervention in its own right. It communicates the significance (and potential harms) of substance use and is an opportunity for engagement that may define the subsequent course of subsequent treatment.

Again, it can be helpful to enquire in an appreciative manner with terms such as “I would like to consider this with you because there are things that I and others can do.” Areas to explore will be the age at first use, and age when regular use started, levels of current use, and current understandings of the risks and harms, and thoughts about change (covered below).

As well as the presenting substance, each young person should also be asked about alcohol, smoking, cannabis, and other drugs. Enquiry should be made about illicit drugs, drugs/substances obtained from friends or family, prescription drugs and over-the-counter substances. This approach will open the way to exploring the context of use of each substance: who with, how often, the route of use (swallowing, smoking, snorting, or injecting), and for how long it’s been occurring.

Engagement

Engagement is essential for successful treatment for substance use. In the primary care setting this implies the need for rapid recognition of the incidental or context-specific anxieties that an adolescent attending a health setting may experience. Anxieties about the extraordinary intimacy of a health-related interview, about questions of confidentiality, about the potential for stigma or disapproval to trigger hostility from the professional may overwhelm the adolescent’s capacity to concentrate, believe or take in suggestions. Additional prefacing remarks that acknowledge and empathise with this predicament and explicitly work to reduce the level of affect in the room are important: “This is an odd kind of conversation, isn’t it? But do remember that I am only being this ‘nosey’ to get a better understanding, so I can be more helpful – and I have strict rules about confidentiality that I can explain to you.”

Another challenge is the constantly varying ‘street language’ about drugs, which can leave the practitioner feeling uncertain, naïve or even incompetent. Aside from the increasingly frequent arrival of new designer drugs, the names for specific substances or practices vary from region to region and change frequently; this is reminiscent of the re-branding of tired retail products. The practitioner is advised to use this uncertainty about drug names confidently, in ways that support engagement with the young person:

“Look, I’m sure you know the names of drugs are changing all the time; you will know a whole lot more about the names in use right now than I ever will – so you need to help me here, please.”

“Tell me what you mean when you talk about this ‘X’?”

“Does it have other names?”

“What does it look like? How much does it cost?”

“How do you take X?”

By taking this ‘one-down stance’ the practitioner emphasises respect for the competency and expertise of the young person but can also ‘cross-reference’ the young person’s answers against his or her own knowledge base (the young person who explains that his ‘cocaine’ is a black sticky substance is unlikely to be taking cocaine!).

Consider culture

Careful enabling of disclosure of problems and concerns will help avoid assumptions about values and norms. Substance problems are known to be under-recognised in social groups where use is prohibited, in females and Asian populations.19

Thinking and talking about change

Assessing the stage of change20 is important (see Figure 1.1 presented in Chapter 1)

1Precontemplation describes the state of holding tacit beliefs that ‘the sums add up in favour of my continuing these behaviours, despite what others may say’

2Contemplation is where a tentative balancing of pros and cons has begun

3Planning or preparation is most commonly passed over directly, in favour of

4Action, in which plans (well-formed or barely identified) are enacted.

Having clarified the stage of change, the practitioner must then adapt the mode of discourse, to fit that particular stage. Addressing a young person who is in a ‘pre-contemplative’ state of mind in the language of ‘planning’ is highly likely to result in that young person disengaging from further care.

Managing complexity as a tool of engagement

Addressing a complex condition affecting multiple domains (biological, psychological, relational, legal) and risks requires expertise to pursue parallel work streams, clarifying the physical health status of the young person, as well as their care environment. However, it does provide more than one area through which to approach the issue of substance use.

The literature on motivational interviewing encourages practitioners to ‘roll with resistance’ and strenuously avoid argumentation about the merits/demerits of the young person’s views. The practitioner who practises ‘side-stepping’ potential confrontations to address other areas (such as physical health) will find it easier to hold a stance towards his or her client that sustains explicitly the intention to be helpful, which in turn sustains engagement.

Discussing risk

For each substance, first exploring the subjective effects and extent of intoxication will enable discussion of risky behaviours and prevention of accidental overdose. Those effects are usually the desired outcome; although the worker avoids ever colluding with substance use, it is equally important to avoid denying the subjective pleasure and perceived benefits of use – which will be driving ongoing use. The potential toxic risk of combining substances, or of overdose, is often under-estimated. This is an important aspect to cover for the safety of the young person. For the determined user at risk there is real value in giving information such as the early signs of overdose, or harm minimisation advice (such as avoiding using while alone), or the use of the recovery position for friends who are stricken, and to record this for medico-legal purposes. Any such risks should carefully be considered in the context of the young person’s mental state, too. Depressive ideas or suicidal ambivalence are common in the context of substance use21 and can lead to heightened risk taking, requiring more intensive and specialist psychosocial approaches.

Presentations in primary care and special circumstances

Drug/alcohol crisis with help-seeking behaviour

A young person, or a parent or other on his or her behalf, may present seeking urgent advice or intervention. There are several possible reasons, of which a new discovery or revelation that the young person is using drugs is the most common.

The situation may be complicated by a recent arrest or an event at school or college. Usually, such situations are not actually an emergency, but require a calm approach and empathy while making further assessment and, if necessary, referral for additional help.

Physical dependence

The situation may be apparently more urgent if physical dependence on a substance is present and there is a risk of acute withdrawal, particularly in respect to alcohol. It is essential not to be rushed into undertakings, such as prescribing, or to undertake interventions beyond the expertise of the practitioner before adequate assessment. At such times, knowledge of local resources and information ready to hand will pay dividends. Symptomatic treatment of withdrawal symptoms, though perhaps not what the patient may be requesting, will offer realistic support while further action is undertaken.

Acute withdrawal

A route of supply may have suddenly become unavailable following police activity, the young person may have become unable to fund their use, or they may have spent time in hospital or in custody, emerging unwell and seeking help. Again, it is essential to take time to assess, provide interim care, and make referral as needed.

Acute intoxication

Intoxication with altered level of consciousness requires transfer to hospital for assessment. This is particularly so because of the likely association of other substance effects and the unpredictable nature of drug and alcohol effects in young people. With lower levels of intoxication, perhaps only producing an altered emotional state, it is advisable to enlist a responsible adult if the young person intends to leave the safe environment. Overdose advice and monitoring should be given with clearly advised emergency actions.

Non-urgent help seeking

Fortunately, this is the most usual. The young person, alone or with concerned others, seeks help for him or herself. This is the time to elicit concerns and build a picture of the patient’s need. Very commonly there will be an underlying emotional, physical health or social need.

Psychological

Any substance use presentation in primary care should prompt enquiry into emotional health. Co-occurrence of mental illness or emotional distress with problematic substance use has a raised prevalence, either as trigger or consequence of the substance itself or underlying social risks.

Anxiety

This is the first symptom of withdrawal of any sedating substance such as opiates. If that substance is used repeatedly, anxiety will be experienced repeatedly until it can seem that the substance is needed to relieve the anxiety. This would be referred to as drug-provoked anxiety. Repeated use of benzodiazepines can produce such paradoxical anxiety. It is also likely that an underlying tendency to be anxious is linked to adverse past or current experience, which itself can predispose to substance use. This is known as the common factors model. Cocaine, amphetamine, other stimulant substances, and cannabis can produce anxiety as a direct effect and may escalate to paranoid states.

Depression

This can occur through similar mechanisms and is a withdrawal state following repeated use of stimulants, ketamine, and ecstasy. Most commonly, depression is present due to common factors in personal history or current environment.

Other psychological states with increased association include obsessive-compulsive disorder (OCD) and eating disorders. Substance use can begin for facilitation of weight loss, control of appetite or management of distress and can escalate to dependent use very quickly.

Early psychosis

This can be difficult to distinguish from substance effects. Both are prevalent in adolescence. In practice, it may be necessary to keep an open assessment, particularly if potentially provocative substance use continues. Expert help from an early interventions team should be useful.

Adverse Childhood Experiences (ACES)

There is a growing body of evidence that children or adolescents subject to multiple ACES, such as domestic violence, household substance use, household mental health issues or abuse have poorer health outcomes in adult life.22

Physical Presentations

Young people with substance misuses problems can sometimes present in the primary care setting with physical health problems. Common such presentations are highlighted in Box 17.6.

Box 17.6

Physical presentations that might suggest substance use


Weight loss

This is a general outcome of most substance use. It occurs through reduction of appetite with opiates and stimulants, increase in metabolic rate with stimulant use, or from dietary neglect through indifference or lack of money. Although cannabis typically provokes cravings for sweet food, weight gain is unusual because of apathy at other times. Alcohol is an exception due to its calorific content, though in regular use gastric irritation can cause anorexia and vomiting. Anabolic steroids are taken as part of body building for the purpose of muscular weight gain.

Abdominal pain

This occurs in response to various drugs and in withdrawal states from opiates. Most striking pain occurs with ketamine use, often called K-cramps. These are intense, persistent pains due either to effects on the gut or from bladder and urinary tract inflammation. It can be mistaken for acute abdominal conditions of surgical nature.

Other gastrointestinal symptoms

These include constipation of opiate use, vomiting in opiate withdrawal, vomiting in alcohol toxicity and withdrawal, and sub-costal pain from inflammation of the liver, typically in response to alcohol.

Bladder and urinary tract symptoms

These are due to ketamine and are increasingly common. The drug causes interstitial inflammation of the bladder wall, and presents resembling severe, acute urinary tract infection that is unresponsive to antibiotics. Direct enquiry about ketamine use should be routine. Cessation of ketamine use may allow gradual recovery but may progress.23

Sexual health

Drugs and alcohol typically alter sexual libido. Sedating drugs reduce, and stimulant drugs increase, libido. The latter may lead to inappropriate sexual activity, as can the disinhibiting effects of alcohol and ecstasy, and the depersonalising effects of benzodiazepines, ketamine and various recreational or party drugs. Psychosexual presentations and sexually transmitted infections should prompt a drug enquiry and harm reduction advice. Inappropriate sexualised behaviour for age/sexually transmitted infections can also be a key indicator of Child Sexual Exploitation (CSE)24



Other presentations and notes of caution

•Adolescent exaggeration of reported drug use can relate to status seeking, particularly in young people with poor self-esteem

•Attempts at obtaining excessive amounts of medication may be recognised, typically seeking benzodiazepines or methadone. If so, thought should be given to the possibility of a manipulative older person seeking to obtain drugs by proxy, and the potential need for a safeguarding assessment

•Prescription drugs such as hypnotics and anxiolytics can be sought for misuse, or for self-management of symptoms of other drug effects such as stimulant come down or opiate withdrawal anxiety. Thought should be given to the possibility of more serious underlying substance use.

Special situations

In keeping with our emphasis on the importance of identifying and engaging particularly high-risk children and young people who are using substances, the following section provides brief notes on a range of special situations that refer to young people from identified risk populations, or whose substance use carries with it more specific risks or recommended actions and interventions. In most of these ‘Red Flag’ cases, referral on to specialist services would be an appropriate response, though there is value in understanding some of the key issues at stake.

Injecting

The child or young person who is injecting (regardless of the substance) is considered to be at the highest end of the spectrum of clinical risk, just short of life threatening. This is not simply because of the wide range of serious associated physical health risks (accidental overdose, local infections, systemic infections including blood-borne viruses) associated with injecting but also because of the unique contextual questions that are raised in relation to the young age of the user. For instance, there are significant safeguarding issues in play.

•How is the injecting equipment being accessed?

•Most injecting behaviour begins with being taught or being injected by others. Who has taught the young person or may be actively helping with the techniques required for successful injecting?

•Is there coercion or exploitation involved?

•Young people who report injecting use should always be referred to a specialist young people’s drug and alcohol service. All areas will have a local policy on needle and syringe programmes and related services for young people aged under 18.25

Exploitation

Adults are commonly involved in young peoples’ substance use, either in the supply or in shared use. Concerns may include exploitation of the young person while he or she is intoxicated such as inappropriate or abusive sexual contact, encouragement to commit crimes or other high-risk activities, or the exploitation of the young person in relation to the provision of substances (including encouragement to commit crime or sexual exploitation in return for substances).

Questioning about exploitation needs to be done sensitively, avoiding the risk of reinforcing stigmatising views. Early explanation about patient confidentiality and its limits is helpful, as a young person can be reminded about these realities. A helpful technique is to normalise the problems:

“Some of the young people I have worked with before have spoken about feeling that, along with the things they have liked, they have also begun to get themselves into relationships or activities that leave them feeling uncomfortable. If I gave you some examples of the kinds of difficulties other young people have spoken about, do you think you could say if you recognise any of them in your own experience?”

If identified, then safeguarding protocols may be required to guide the most appropriate response. Child Criminal Exploitation (CCE) occurs where an individual or group takes advantage of an imbalance of power to coerce, control, manipulate or deceive a child or young person under the age of 18. All children can be vulnerable to exploitation and it is essential that frontline health professionals, particularly GPS, staff at A&E departments, sexual health staff and schools nurses, are equipped to recognise the signs of exploitation.26

Pregnancy

Pregnancy may occur unplanned, but this may be an incorrect assumption. Advice about contraception for harm reduction purposes should be preceded by exploring intentions and wishes.

The identification and treatment of substance use in pregnancy are covered in more detail in a separate chapter. In the case of a young person’s pregnancy, key areas for consideration are shown in Box 17.7.

Box 17.7

Areas to consider for young people and pregnancy


Safeguarding

The primary care practitioner has a duty of care to the foetus as well as the mother, who may herself still fit the legal definition of a child. Urgent and assertive liaison with colleagues in Social Services, and an urgent planning meeting to address this, are required. In giving advice about potential harms of substance use in pregnancy, it is important to recognise that the young person, or her partner, may be ambivalent about continuation of the pregnancy. Such advice may paradoxically escalate risky use. It is essential to explore wishes about continuation of pregnancy at the earliest stage possible.

Liaison and communication between the multiple specialists in such cases (the unborn child would highly likely be subject to a child protection plan) are crucial, and the GP may be in a unique position, holding both a holistic understanding of the case and having the authority to encourage or insist that such integration takes place. Most UK obstetric services have a member of staff, usually a midwife, with special expertise in working with drug-using pregnant women, working in close collaboration with specialist substance use services.

Stimulant and other drug use

These can threaten the viability of pregnancy. The effects of many substances commonly used by young people is largely unknown.

Alcohol

This has known teratogenicity, particularly in high doses such as binge use common among young people. Withdrawal from dependent use is particularly important and should be achieved with expert help because of the risk of miscarriage. Benzodiazepine use probably has similar risks and management.

Opiate dependency

Sudden withdrawal of opiates carries a recognised risk of miscarriage and premature labour and is likely to exacerbate morning sickness. Pregnant women should be advised against suddenly stopping opiate use or reducing without supervision. Expert assessment and care needs to be accessed as a matter of urgency.

Pregnancy can be very motivating for change, and many women wish to become drug free. Although early intervention with substitute opiate treatment is usually an important starting point, stable maintenance is not necessarily appropriate, especially for young people whose dependency may be only recent. Withdrawal during pregnancy, can therefore be considered once full assessment of the balance of risks has taken place in the context of motivation and individual resources. Methadone has been better trialled, but buprenorphine may be the drug of choice, especially if vomiting is a problem (sublingual absorption). Neither is licensed in pregnancy.



Young people in custody

Young people held in police cells may complain or show signs of symptoms of acute intoxication or withdrawal or may reveal substance use disorder in relation to the alleged offence (stealing alcohol, for instance). A GP may be asked to assess them in his or her role as Forensic Medical Examiner.

This may be the first time substance use has come to light, or the young person may already be well known to services. Either way, there are important networking aspects to bear in mind that will maximise the likelihood of improved outcomes. The value of proactive attempts to identify and alert any existing therapeutic relationships (CAMHS, specialist substance use services, the Local Authority, local Youth Offending Service) cannot be underestimated. Communication between penal institutions and local health and social care facilities is historically difficult, as release from custody may be at short notice and custody cannot be prolonged pending such information exchange. Protocols do exist, and are usually part of service commissioning protocols, the onus being on the custody-setting service to seek continuity of care by referral.

The arrest and incarceration may provide a window of opportunity for referral to existing young peoples’ substance use services – if only because the negative consequences of their substance use are harder to deny in that setting.

Medical management of withdrawal (from opiates or alcohol, in particular) or acute intoxication is covered elsewhere, but the risks attached to a young person in custody, particularly self-harm, suicide and accidental overdose following release, are potentially higher due to the coincident stressors, isolation, negative emotional states during withdrawal, and difficulties in ensuring monitoring of physical and psychological states.

Children of substance-using parents

The risk of substance use in children is greatly increased if there is a history of parental substance use.

Engaging the parents in their own treatment is an effective intervention for children, both in terms of prevention and treatment of the child’s own substance use.

Some local adult services will have facilities for family therapy, while others will not. Young person’s substance use services should all provide family-based interventions, and the GP may have an important role to play in ensuring or insisting that these services integrate their work around the needs of the child.

Safeguarding issues will be central in planning care, in respect of potential parental neglect, or the emotional abuse implicit in exposing children to their own intoxication. Early liaison with the Local Authority in this respect is advised.

Children in care

Children or young people who are looked after away from their family of origin are known to be at significantly higher risk of substance use disorders.

The statutory medical assessments that the Local Authorities with responsibility for such children are obliged to arrange offer a valuable opportunity for screening.

Without the consistency and permanency that placement in a family setting offers, efforts to develop a sensitive, well-informed, watchful, and protective network around a young person are considerably more challenging.

Early identification of any key caring figures who are explicitly acknowledged in the young person’s mind is of value. Ideally, these may be the allocated social worker or keyworker, but they may be workers with less explicit responsibilities towards the young person, or less formal training, such as another care worker in a shared home, or a local youth worker. Encouraging and supporting liaison between a worker who has a lot of contact and other more remote experts may offer an additional portal through whom education and therapy can be delivered. Crucially, this liaison may ensure that such figures remain ‘on message’ with more specialised work as it gets under way.

Children with mental health or serious behaviour problems

Children with complex mental health needs, who may have suffered abuse, neglect, or trauma, and who may have conduct disorders, or other emerging personality disorders (particularly with difficulties in the arena of affect-regulation) are at higher risk of substance use than the general population.27

Risks may be associated with:

•extrinsic factors, such as the tendency to mix with other substance-using peers so as to have substances easily available to them, or

•intrinsic factors, such as the use of substances to ‘self-medicate’ distressing states of mind (such as depression or anxiety) or a ‘sensation-seeking’ temperament.

Identification of such risk factors in an individual, and then being able to reflect sensitively upon this in understandable language with that young person, and to formulate simple plans with them to address their own specific vulnerabilities, has been shown to be an effective early intervention.28

Conduct disorders have an especially high risk of co-occurrence with substance use disorders, and this should be borne in mind during assessment.

The treatment of affective or psychotic disorders should not be delayed if there is co-occurring substance use disorder, not least because these conditions are often reciprocally synergistic in their effects upon each other.

•Psychological approaches are addressed briefly below and should be the mainstay of most treatment plans

•Prescribing in such conditions is more difficult (and should normally be assessed and initiated by specialists), but conduct disorder is certainly not an absolute contraindication.

Prescribing may, in addition to any intrinsic effectiveness, offer routes to engagement in treatment for a young person whose attitude to the mental world is highly materialistic (“a pill [or other substance] for every ill”). Measures to ensure that prescribed medication is carefully tended and is not available to be misused by the young person, usually require the presence of a responsible adult. Avoiding prescribing large amounts of any medication at one time is a vital precaution. Box 17.8 provides some useful hints to inform such prescribing decisions.

The Royal College of Psychiatrists (RCPsych) provides a valuable framework around roles and responsibilities, competencies, training, and qualifications for doctors working with drug and alcohol users.29

Two groups with clear co-morbid difficulties who are over-represented in surveys of young people using substances are:

Attention deficit hyperactivity disorder

Children with attention deficit hyperactivity disorder (ADHD) tend to score more highly on measures of sensation seeking and are at higher risk of later conduct disorder and substance use disorders.

Large treatment studies have shown that the risk of later substance use disorders is significantly reduced by effective treatment of ADHD, and that this outweighs the putative risks associated with introducing vulnerable youth to stimulant drugs. However, it should be borne in mind that stimulant medication is still a controlled drug and has its own street value, so that active parental support and involvement is essential. Long-acting (modified-release) preparations of stimulants tend to reduce the risk of misuse, and non-stimulant treatments (such as atomoxetine) are also available.

Learning difficulties

Young people with mild or moderate learning difficulties or disabilities are at higher risk, perhaps because of their more limited repertoire of responses to peer pressure, a desire to integrate while being less able to assess risks and having greater vulnerability to exploitation.

Clinical experience suggests that they are more likely to use solvents regularly, which are more dangerous, but more easily available, substances. They can be sourced (often by theft from hardware shops) without the level of social skills that are required to form relationships with dealers of illicit drugs.

Adjustments may be required to the language used in psycho-educational and motivational approaches with such young people.

Work with parents and carers is highly important in this sub-group as the core deficits that produce risk may be less amenable to treatment and change than the surrounding care network.

Children and young people out of formal education

Young people who are excluded, refusing, or truanting from school are at higher risk, not least because this implies greater periods of time during which they are subject to lower levels of adult monitoring.

While specific psycho-education on the risks and harms attributable to substance use (and if necessary specific interventions) will of course be no less important for this group, there are two important additional factors to bear in mind:

•First, conventional psycho-educational approaches that bear echoes of the school settings that these young people have opted out of are likely to be less than successful. The health professional who chooses to offer a learned treatise is unlikely to see his or her seeds take root; instead, techniques that employ playfulness, interaction and role reversal should be used. (“So, if I was a young person that needed to know what was what, about cannabis so I didn’t come across as an amateur, what would you be telling me?”)

•Second, this group illustrates a more general point. Efforts to support re-engagement in meaningful activities that are perceived to have value by the young person (as opposed to just the adults around him or her) may be at least as important as more specialised and explicitly therapeutic interventions.

Interventions in primary care

Harm reduction

This refers to advice-giving predicated on an understanding that, despite best intentions, and notwithstanding safeguarding concerns, a particular risky behaviour is highly likely to continue in the present circumstances. The practitioner may thus need to decide whether he or she should give the young person information that will at least minimise the most serious risks, even though this could potentially be seen as condoning or accepting the behaviour. As regards the latter point, any harm reduction intervention with a young person should be both prefaced and closed with clear ‘signposting’ that “this is far from ideal”, and that there is a preferable outcome (such as abstinence). One technique that can be helpful is to refer to ‘amateurs’ and ‘experts’ – emphasising that the real experts (who have ‘been there, done that’) move on, stop doing that, and live to tell the tale. Very few young people will consciously choose to be an amateur rather than an expert at whatever it is they are doing.

Examples of harm reduction would include suggesting that:

•heroin is far safer smoked than injected

•buying ready-rolled cannabis cigarettes (joints) is less safe than rolling one’s own, as the strength and contents of ready rolled joints will be unknown

•illicit drugs’ consistency, quality and strength can vary. Particularly for drugs that come in powder or pill forms. Smaller than normal amounts should be taken first to establish strength and reduce overdose risk

•harm reduction advice should also consider environmental and social risks around drug use such as who the young person is using with and where.

Single session ‘there and then’ interventions

In addition to opportunities for appropriate referral for more specialist treatment, the primary care practitioner is in an ideal position to deliver ‘single session’ (very brief) interventions involving psycho-education and motivational techniques. There is evidence to support the effectiveness (over the short term) of such interventions, especially for higher-risk youth.30 Moreover, if such brief interventions address the way vulnerabilities that are specific to the patient might affect substance use, then this appears to add further value.28 For example, children with a stimulus-seeking temperament or impulsivity (both common in ADHD) are at risk by virtue of their ‘exploratory’ or thrill-seeking nature, whereas children with proneness to anxiety are at risk of using substances to self-medicate.

Motivational interviewing

Motivational interviewing31 proposes a style of relating to the patient that helps to articulate and clarify existing motivations, rather than ‘injecting’ motivation into the subject. It emphasises four key aspects.

•‘Express empathy’ refers to the need to understand the issue from the young person’s perspective

•‘Develop discrepancy’ is a cognitive technique, whereby enquiry about long-term goals and wishes ‘makes space for’ growing awareness of the discrepancy between present behaviours and these long-term goals. It is important to recognise that many young people – especially those at most risk of serious substance use problems – find it hard to articulate long-term goals, and the practitioner will take pains to avoid such enquiry being received as ‘inquisitorial’. It is also important to emphasise that this technique is most effective only if it is the young person who ultimately identifies the discrepancy, rather than this being imposed

•‘Roll with resistance’ refers to the importance of avoiding arguments about using or not-using, which are ‘un-winnable’ from the practitioner’s point of view. The worker adopts a style that fluidly side-steps confrontation, changing the subject to areas that both parties can more actively collaborate over

•‘Support self-efficacy’ refers to the way the practitioner constantly defers to the patient’s autonomy and seeks to support the patient’s own motivation to carry through his or her choices rather than taking responsibility for this. Of course, in working with children or young people, this principle may require modification in so far as young people’s competency may be more limited, and safeguarding concerns may overrule the level of autonomy that an adult would rightly expect.

Psycho-education

Psycho-education about the risks and potential harms of substances works better if efforts are made to avoid the ‘lecture’ in favour of a more playful, interactive style, perhaps starting by acknowledging the young person’s expertise about local names for substances, and then asking him or her if there are any questions he or she would be interested to get answers for. A helpful technique is to promise that “I certainly don’t know all the answers, but we could look them up together on the internet if you ask a really difficult question.” A good website that can then be demonstrated live is the UK drug information site www.talktofrank.com. Many young people will be much faster at navigating a site like this than their doctor, and this is another opportunity to let them demonstrate mastery. Asking a young person to help compile a list of all the information a younger person thinking about using a substance ought to know is another way to avoid didactic teaching.

Planned work in the primary care setting

Although referral on to specialist services may be considered at an early stage, there may also be circumstances where planned work in primary care can and should be considered, especially if this is something the young person is requesting. Many young people’s substance use services in the UK are able to provide consultation to support such locally-based solutions, and there may be advantages to this solution.

•It avoids the multiplication (and potential duplication) of allocated workers that young people with complex difficulties often attract, so reducing the likelihood of ‘disintegrated’ practices being delivered by different parts of a complex multi-agency network

•Consultation with a primary care worker builds on an existing (and, one hopes, trusting) relationship that is liable to be longer term than a specialist service would sustain, and which can address a wider range of health needs more directly than a specialist substance use service.

Cognitive behavioural interventions have also been shown to be effective, especially in combination with motivational approaches and family interventions. Such work may well be delivered by specialist services, in which case it is useful for the primary care practitioner to understand the basic principles, though versions of these techniques may also be applied in primary care settings. With a young person, a first step is to encourage simple diary keeping assessing a baseline of usage over, say, two weeks. This allows the introduction of the idea of ‘ABC’ (antecedents, behaviour, consequences), so as to emphasise that substance use happens in certain (potentially predictable) circumstances. A second step is to introduce ‘decisional balance’, which is better known as ‘pros and cons’, drawing these out on a large piece of paper, perhaps on a see-saw or set of scales. It is helpful to start by asking about the ‘pros’ of substance use; this allows for explicit expression of empathy as the rationale for substance use is explored, and it is not uncommon for the young person to be the one to introduce the ‘cons’ to usage. This is highly preferable from a motivational point of view, rather than the practitioner being the one to raise the negative aspects of substance use.

There is some evidence to support the use of regular urine screening, as part of a structured, rewards-based programme, though this may not be available to GP practices. Rewards can range from positive reinforcement for progress (screens with no drug use showing) to formal ‘contingency management’ with pecuniary rewards. If used constructively, many patients welcome the boundaries of objective tests in conjunction with positive reinforcement. Evidence suggests it is the structure and positive regard that matters more than pecuniary reward. Conversely, there is a risk that if motivation is low and there is no legal mandate, i.e. a Court Order requiring treatment, a great deal of energy may be spent testing and counteracting attempts to subvert the testing process that could be spent more productively in other activities. For those in substitute prescribing programmes testing gives some assurance that the prescribed substance is being taken, though this is largely obviated by provision, stipulated on prescription, requiring witnessing by the pharmacist of consumption of opiate replacement medication.

Family work is strongly associated with improved outcomes in adolescent substance use disorder,32 but it is not unusual for a young person to be reticent to involve his or her parents/carers, or in some cases for parents/carers to be reticent about joining therapy. If it is possible to engage the parents/carers early on, they may support the young person’s attendance at subsequent sessions and agree ground-rules with their child about use at home. A focus on increasing positive interactions in the family, which proactively de-focuses attention from confrontations about substance use and instead offers incentives for improving relationships and mutual understanding, is helpful.

The identification and promotion of resilience factors or normative meaningful structured activity are vital.

Implicit in this work is the need for proactive liaison with other professionals and agencies, which can be time consuming, but is seldom wasted.

When to refer

Specialist services for young substance users vary widely in structure, lead agency and lead professional roles. National standards set out commissioning goals. All will have tiers of provision from generic advice to highly specialised interventions including substitute prescribing and detoxification. Inpatient units are very rare, as are residential rehabilitation resources, specifically for young people.

The levels of service will be integrated in a manner that enables referral requesting interventions, ranging from basic to complex levels. Self-referrals are also commonly accepted and encouraged. The wide variation in skill level of those who make referrals is well recognised. Therefore, the decision to refer must be based on an assessment of when additional assistance or resources are needed, rather than on specified agency criteria. It is the role of the specialist agency tiers to assess and arrange care according to the needs of the young person. Most also offer professional advice and consultancy. It is always better to hold back and refer than to attempt interventions beyond confidence or competency, both of which will develop with interest, advice, training, and experience.

Box 17.8

Prescribing – Do’s and Don’ts


Do’s

•Do make proper assessment first, including objective tests (urine screen and physical signs) of reported use of substances

•Do assess risks and benefits; substitute prescribing is not necessarily harm reduction and may add to risk

•Do try to engage a parent or supportive adult

•Do record your assessment of Fraser guideline competency

•Do record your assessment of risks and advice given to reduce risk

•Do make sure to provide advice and information on overdose prevention and management.

Don’ts

•Don’t be rushed into prescribing; symptomatic treatments or supportive withholding are also important

•Don’t act beyond training and expertise

•Don’t go it alone; all guidelines emphasise a multidisciplinary/multi-agency approach.




Conclusion

Addressing the needs of young people at risk or currently using substances is a challenging, but worthwhile, area of work that can have helpful outcomes and promote new and pleasing collaborations. We have highlighted a range of effective early measures that primary care services can take to clarify screening and assessment procedures, increase early recognition of problems, and improve outcomes through timely brief interventions. Consideration of when and how to refer for specialist care, and the need for proactive liaison with other workers and agencies in the field, will help minimise the risk of ‘disintegrated’ interventions.
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Introduction

Women with substance use disorders face a number of gender-specific challenges that affect key aspects of assessment and treatment. From the outset, the initial trajectory that leads a woman to develop a substance use disorder problem involves higher rates of childhood adversity that in turn can have a profound effect on adult wellbeing. The use of illicit substances specifically, requires access to large sums of money and to drug dealers. Many women manage this through an association with a drug-using partner and/or involvement in sex work. This results in a complex interplay between drug supply and violence and victimisation. Added to this difficult picture, are concerns around parenting in a high-risk context and the additional shame and stigma that deter women from seeking treatment for both alcohol and illicit substance use disorders.

Primary care practitioners are well positioned to help women with substance use disorders in the course of routine clinical care. Such opportunities typically present around contraception, pregnancy, and child health issues. It is possible to identify women with substance use problems by asking a series of simple questions that may provide an opportunity for engagement in either treatment with the primary care practitioner and/or liaison with specialist agencies. This chapter will provide an overview of the key gender differences with a focus on prevalence, treatment engagement, physical and psychological sequelae of substance use and, finally, the special issues around management of pregnant women and their babies in the immediate postpartum period. A focus on parenting of young infants, outcomes for children raised in families with parental substance misuse and safeguarding concerns are discussed in the following chapter.

Gender differences in the prevalence of drug use and entry into treatment

Rates of drug use have shown an upward trend in recent years. Data from England and Wales for 2018/19 indicates that 9.4% of adults had used one or more illicit drugs within the last year compared with 9.0% in 2017/18 and 8.3% in 2015/16.

There are gender differences in the use of substances across Europe with men much more likely to report lifetime and current use of both alcohol and illicit drugs. For example, in 2018/19, 12.6% of men reported the use of any illicit drug in the previous year compared to 6.3% for women.1 These gender differences were also reflected in the numbers of people who were dependent on drugs. Data from the Adult Psychiatric Morbidity in England Survey (APMS), in 2014, shows that the prevalence of drug dependence in 2014 was 4.3% for men and 1.9% for women. Most dependence was on cannabis only (2.3%), rather than on other drugs (0.8%).

However, there is increasing evidence that this gender difference is closing with rates of illicit drug use in younger women, matching rates seen in young men.2,3 This trend is also found amongst school-aged girls and boys (15–16 years).4 In 2018, a survey of pupils aged 11–15 years in the UK, found that 18% of boys and 16% of girls reported illicit drug use during their lifetime.5

There has been a longstanding concern that women are under-represented in treatment settings for both alcohol and illicit drugs with a number of studies finding that approximately 25–30% of admissions to treatment programs were women.6 The 2015 UN World Drug Report suggested that globally, one in three drug users are women, while only one in five drug users in treatment are women.7 However, data from the UK suggests that the proportion of women accessing treatment reflects the population prevalence estimate of substance dependent women. Prevalence of dependence on substances for men and women respectively is 4.3% and 1.9%. This translates to a ratio of 2.26:1; while the gender ratio for accessing treatment is 2.64:1.8

The extent of alcohol use is associated with socioeconomic status. A greater percentage of men living in areas of least deprivation drink above recommended limits compared to men from most deprived areas: 27% and 18% respectively. Similar patterns were found in women with reported prevalence of 17% and 10%, respectively.9 In an overlapping period, 60% of adults in treatment services for alcohol problems exclusively were men, while 40% were women.8

There is greater stigma around substance use for women, influenced in part to a perception that women who use drugs are violating their traditional roles as caregivers and mothers. This combined with a lack of gender-specific services, often deters women from seeking treatment.

Gender-specific problems for women with substance use disorders

There are many common risk factors contributing to the development of substance use disorders in men and women, these include experiencing a chaotic family environment as a child characterised by, financial difficulties, parental substance abuse, and mental health problems. Early school failure and the development of behavioural problems have been widely reported and these, in turn, are associated with initial substance use and criminal activity.10 For women, there are additional factors that contribute to their dependent and problematic use. Young women with substance abuse problems tend to be younger when they start using and have fewer years of formal education. High rates of childhood trauma, in particular childhood sexual abuse, are reported amongst female drug users.11

Key Point

•Additional efforts to engage women with substance use disorders in gender-sensitive conversations can occur within the primary care setting.

Identification and screening

The most important first goal is to engage women in treatment. Women are more likely than men to attend their GP for general health, family planning and antenatal needs. Thus, the GP and practice nurse have the opportunity to identify drug and/or alcohol users and provide appropriate intervention. Primary care practitioners tend to be unsystematic in their questioning about drug use, this may be due to GPS not feeling a sense of role legitimacy in addressing such stigmatising issues in mainstream primary care settings.

The identification of women with a substance misuse problem can be done through the use of initial screening questions. Most screening instruments are sensitive to low-level misuse of a substance but are less sensitive to determining a range of use and dependence (that is, they have a ceiling effect). Screening instruments have been developed to help clinicians identify women with substance misuse problems. The Alcohol Use Disorders Inventory (AUDIT) was developed by the WHO to screen for a range of drinking problems and, in particular, for hazardous and harmful consumption. It is particularly suitable for primary healthcare settings and has been used in a number of different countries and with diverse cultural groups (see Chapter 12 for more information).

In addition to historical factors that differentiate men and women, there are a number of gender-specific consequences associated with substance misuse. These are reviewed below and summarised in Table 18.1.

Physical health issues for women with substance use disorders

Reproductive health

The vast majority of women with substance use disorders are of reproductive age12 and require access to contraceptive and reproductive healthcare. Access to family planning services is particularly important if unwanted pregnancies are to be avoided.

Disruption to menstrual cycles is a common problem in women with substance use disorders13 and this may be either related directly to the substance used or indirectly to the effects of drug use on weight and nutritional status. The misuse of opiates can suppress the production of luteinising hormone and follicle-stimulating hormone from the pituitary gland. This disturbance affects menstruation but does not necessarily prevent ovulation. Long-term use of many drugs including amphetamines and opioids can cause severe weight loss, which itself affects menstruation. Amenorrhoea is common amongst opiate users and related in part to poor health but also to low weight. It is important to be aware that when substance misuse is either reduced, as in the case of amphetamine, or a woman is on substitution therapy for opioids, weight gain and restoration of menstrual functioning often occurs. It is, therefore, important that issues around contraceptive use be discussed from the outset of treatment.

Women with substance use disorders have higher rates of unintended pregnancies than women in the general population.14 A contributing factor is that condoms, the most widely used contraceptive method by women with a substance use disorder, have a high rate of unintended pregnancy. An estimate from a synthesis of 24 studies indicated 62% of women with a substance use disorder use condoms.15 Condom use appears to be higher in women with substance use disorders compared to the general population, with particularly high use amongst injecting drug users. Notably, the use of more effective forms of contraception, such as oral contraception and tube ligation, are comparatively less frequent in samples of women with substance use disorders.16 A recent study of women between 16 and 45 years of age found that women with substance use disorders were also less likely to use long-acting reversible contraception, such as intrauterine devices and hormonal implants.17 Thus, General Practitioners can play a key role in supporting women to use appropriate contraception. A family planning consultation can include taking a comprehensive history that includes current and past drug use, current alcohol use and previous (or current) history of sexually transmitted diseases, including episodes of pelvic inflammatory disease, needle sharing and infection with blood-borne viruses. Lifestyle issues, in particular the ease of taking regular medication, should also be considered. For women facing multiple stressors that may include illicit substance use, homelessness and chaotic lifestyles, compliance with taking once-a-day oral contraception will be challenging.

The choice of contraception will depend on contraindications for the different options. A woman with a high risk of sexually transmitted diseases should be discouraged from using an intrauterine device, and one with liver disease or hepatitis C or B should avoid the oral combined contraceptive pill. The progesterone-only pill may not be appropriate as regular use within a three-hour window is required for maximum effectiveness. A woman who is dependent on alcohol may need specialist assessment as her choices of family planning are likely to be predicated by the state of her liver and general physical state. It may be more appropriate in women who have many physical problems to take the safest option, which is the depot progesterone injection.18

Another option is the progestogen-only contraceptive implant. It consists of a small plastic rod about the size of a matchstick, which is flexible and not likely to be visible, that is inserted just under the skin on the inside of the upper arm. The hormone is released slowly from the device into the bloodstream over three years. The implant is highly effective at preventing pregnancy, and in clinical trials so far, no pregnancies have been reported by women using this implant. It is particularly useful for women who cannot tolerate oestrogen, which is contained in the most commonly used oral contraceptives. Women who have difficulty remembering to take daily contraception also prefer this method. However, it should not be used in women who have severe liver disease.

Key Points

•Women with substance use disorders do not always have access to effective forms of contraception with higher rates of unplanned pregnancies reported by substance using women

•The use of more effective and long-term forms of contraception should be considered.

Vulnerability to blood-borne virus infections

The number of women living with HIV in the UK seemed to have peaked in 2004 with a gradual decline in numbers of new infections among women over the past decade.19 Heterosexual contact is proposed to account for around 47% of all diagnosed HIV infections, with relatively lower rates in injecting drug users of approximately 2%. However, women who inject drugs are at particularly high risk for HIV infection due to unprotected sex and unsafe injecting practices.20 Despite concerted public health campaigns focusing on the importance of safe sexual practices, women who inject drugs are not always well placed to insist on the use of safe sex practices, which may be compromised by exposure to intimate partner violence21 and sex work. Insisting upon safe sexual practices is often unrealistic and may carry an increased risk of physical and sexual violence. Women who are in relationships with another drug user are both more likely to borrow a used needle and to have been given their first injection by a male sexual partner. Indeed, there are significant gender-ascribed roles with male partners typically playing a lead role in obtaining the drugs and injecting equipment, and also injecting their female partners.22

Key Points:

•Supportive discussions around safe injecting and sexual practices can be included within routine consultation

•Support can be provided within a primary care team to link women with services.

Psychological health

There are some significant gender differences in the pathway to problematic substance misuse that play a role in the nature of the more common difficulties in women substance misusers. For example, while family history is a significant risk factor in the development of substance use problems for both men and women, there are a number of studies indicating that women are more likely than men to have family members who are also drug users.23 Women are also more likely to have experienced sexual abuse24 as children, although rates for both men and women with substance abuse problems are considerably higher than for the general population. The chaos that often accompanies parental substance abuse and childhood abuse both impact on healthy emotional development and, in particular, appear to be linked to poor affect regulation and mood disturbances, in addition to substance abuse problems.25 Thus, many of the psychological difficulties experienced by women substance misusers with a history of trauma relate specifically to their ability to understand and manage emotions, leading, at times, to highly impulsive and reactive behaviours.

Not surprisingly, given higher rates of childhood abuse, rates of mood disorders in women substance abusers are higher than for their male counterparts, although not necessarily across all studies.23 The ongoing victimisation, high rates of sexual assault in women drug users and high rates of intimate partner violence add to a complex picture of trauma and distress.

There is now a substantial body of research demonstrating improvements in psychological wellbeing and a reduction in substance abuse in women using Dialectical Behaviour Therapy.26 It is not the role of the primary care team to undertake such complex psychological treatment but sensitivity and understanding may help in the management of what often appears to be self-destructive behaviours. The National Institute for Health and Clinical Excellence (NICE) guidelines26 have recommended that mental health trusts establish multidisciplinary specialist teams and/or services for people with personality disorders that, among other things, provide consultation and advice to primary and secondary care services. It is worth investigating whether this is an option within a local area and what the referral pathway may be.

Finally, female drug users are more likely than their male counterparts to have parental responsibility. Often, mothers who are attempting to raise their children in chaotic environments have the same set of difficulties and problems found in their own family of origin. For some women, having been exposed to hostile and/or insensitive caregiving or having a disrupted care history due to multiple placements in out of home care adds greater challenges to parenting their own child. Women substance misusers often perceive themselves as failed parents and, although drug use plays a role in parenting, contextual factors such as poverty and a mother’s perception of the extent of her child’s difficulties, influence parenting style. There is now growing evidence that an intergenerational pattern of substance abuse occurs, with many young drug users reporting high rates of parental illicit drug abuse.10

Table 18.1

Special problems of women drug users








	Area of need

	Risks




	Physical health

	Increased risk of reproductive complaints secondary to increased prevalence of pelvic inflammatory disorder and complications in pregnancy

Gynaecological problems and sexually transmitted diseases common

Increased vulnerability to HIV infection

Same injection drug use-related problems as men for hepatitis and many other medical problems.




	Psychological and social health

	Increased risk of affective disorders (depression, anxiety, attempted suicide, low self-esteem)

High rates of childhood trauma including child sexual abuse

High rates of adult trauma including sexual assault

Poorer social networks.




	Economic and legal status

	Poorer occupational functioning

Often economically dependent on men through prostitution or exchanging sex for drugs, food, shelter, etc

Low levels of vocational training and job skills

High rates of unemployment

Majority have at least one legal conviction.






Pregnancy and substance use

Exact prevalence rates of illicit drug use in pregnancy are difficult to obtain, as national surveys addressing the use of drugs by pregnant women are infrequent and the figures obtained are regarded as estimates. In the UK, national estimates of pregnant women who are using drugs are lacking; however, a commonly cited figure is that one-third of drug users in treatment are female and over 90% of these are of childbearing age.27 In Scotland, 1% of pregnant women have reported drug misuse, mainly in relation to opiates, and rates were higher in areas with greater social deprivation.28 In Europe, it has been estimated that as many as 30,000 pregnant women use opioids each year and it is possible that the number of pregnant women using other drugs is equally as high.29 Illicit heroin use was the primary drug of abuse, followed by cocaine, reported by women accessing a perinatal addictions service in London.30

In the US National Survey on Drug Use and Health, 5.4% of pregnant women aged 15 to 44 were current illicit drug users. Illicit drug use during pregnancy was more common in younger cohorts: 10% among pregnant women aged 18 to 25 and 3.6% among pregnant women aged 26 to 44 years.31

Drug misuse and dependency during pregnancy is associated with a variety of adverse maternal and child outcomes.27 However, disentangling the direct effects of the substance from environmental factors, such as poor nutrition, stress, violence and poverty, is extremely difficult.32 Maternal smoking, drinking, cocaine and crack cocaine use can all have a direct negative impact on pregnancy and offspring.

Supporting pregnant women who are using substances

Pregnancy is often seen as a window of opportunity for recruiting women with a substance use disorder for treatment. The primary care practitioner is ideally placed to provide both antenatal treatment and assist in the stabilisation of drug use by careful prescribing practices. There is a strong consensus amongst clinicians that an encouraging and non-judgemental attitude towards the pregnant woman and her partner is important in enabling her to engage effectively with treatment services and antenatal care.33 This does not imply that substance use should be condoned, but rather that a caring attitude is expressed with an emphasis on helping the woman achieve the best outcome for herself and her baby. Although drug use is not in the best interest of the infant, the detrimental effects of such use are compounded by erratic use, a lack of antenatal care and environmental factors such as domestic violence and poverty. Providing a practice environment in which there is a strong and clear message that pregnant drug users will be fairly treated is an important first step in ensuring that women attend for care.

Pregnancy is widely recognised as a time where women are also more open to advice around lifestyle changes, thus leading to the recommendation that healthcare professionals ask about substance use as the earliest opportunity.34 Health professionals should continue asking about substance use at every antenatal visit as some women may not feel comfortable disclosing their substance use until a trusting relationship has been established.35 It is not uncommon for women to be unaware of the effects of moderate alcohol consumption during pregnancy36 and thus, at the very least providing this critical information early in pregnancy is strongly recommended (see Box 18.1). For women who are using illicit substances and/or drinking in a manner that is difficult for them to control, referral to specialist services is key.

Box 18.1

Chief Medical Officer’s guidelines on alcohol use and pregnancy


The UK Chief Medical Officer’s guidelines state:37

•If you are pregnant or planning a pregnancy, the safest approach is not to drink alcohol at all, to keep risks to your baby to a minimum

•Drinking in pregnancy can lead to long-term harm to the baby, with the more you drink the greater the risk.

The risk of harm to the baby is likely to be low if a woman has drunk only small amounts of alcohol before she knew she was pregnant or during pregnancy.

Women who find out they are pregnant after already having drunk during early pregnancy, should avoid further drinking, but should be aware that it is unlikely in most cases that their baby has been affected.



Women who attend treatment services usually have better antenatal care and health, even if they continue to use substances. Management and treatment options for substance use during pregnancy vary according to the drug/s of choice and the stage of pregnancy. Harm reduction is the primary aim in the management of pregnant woman who use substances, so while abstinence is clearly desirable for many substances such as alcohol and benzodiazepines, reduction and stabilisation are preferred goals for opioid use. Safe drug administration and use should be strongly encouraged, and withdrawal symptoms treated as necessary.

Key Point

•Supporting women to make lifestyle changes and reduce substance use during pregnancy is possible within primary healthcare settings.

A recent review38 has identified the key behaviour change strategies that were used in randomised controlled trials to support the reduction of alcohol use in pregnant women (see Box 18.2). Trials were not identified that targeted pregnant women who used illicit substances, but related reviews investigating the effectiveness of brief interventions for women with illicit substance use disorders, would suggest that these strategies would be of help.

Box 18.2

Key behaviour change strategies








	Behaviour Change Strategy

	How this may be implemented in primary care setting




	Information about consequences of substance use

	
•Ensure that women are aware of the current UK guidelines on alcohol use during pregnancy

•Provide women with information on the possible consequences of substance use during pregnancy





	Motivational balance

	•Help women identify reasons to change substance use and acknowledge that there may be reasons to continue to use





	Goal setting

	•Help women identify a clear goal that may be achievable in the short term around use of substance





	Problem solving

	•Help women identify potential barriers to achieving goals and have a plan in place that may help overcome the barriers





	Alternative behaviours

	•Help women identify potential alternative behaviours to replace use of substances





	Monitoring

	•Support women to record their daily use of substances





	Social support

	•Help women identify potential support in their lives and if possible, engage primary care team to offer additional support.







Source: Fergie et al., 201938

There is a range of effective pharmacological management options available that can address substance use issues during pregnancy.

Opioids

There are two options for the treatment of opioid use: substitution therapy or detoxification. Early research suggested that detoxification in pregnant women was linked to miscarriage in the first trimester or premature labour as well as foetal death in utero in the third trimester.39 More recent research has shown that detoxification in the second and third trimesters of pregnancy is not linked to an increase in adverse perinatal events.40 However, it is important to note that detoxification is generally unsuccessful, with high rates of relapse and the attendant risks involved in subsequent drug use.27 The WHO warns against medication-assisted withdrawal from opioids during pregnancy unless inpatient care is available, and instead recommends opioid maintenance therapy with methadone or buprenorphine.34 Unsupervised withdrawal should be discouraged as there is the possible risk of miscarriage or pre-term delivery.

Methadone maintenance treatment is commonly used to manage illicit opioid dependence. There is a range of benefits of methadone maintenance including reduced illicit drug use,41 physical and psychological stabilisation,32 improved prenatal care,39 longer gestation, higher birth weight and increased rates of infants discharged with mothers.40 Infants born to methadone-maintained women tend to be smaller than drug-free controls; however, they generally catch up by 12 months.40 As any regular antenatal exposure to opioids, including methadone, can result in neonatal abstinence syndrome (NAS), pregnant drug-using women should be informed about NAS (discussed below) and that their infants will be closely monitored for symptoms and signs of NAS during their hospital stay after birth.

Methadone maintenance treatment should be started (or continued) as soon as possible after confirmation of pregnancy.39 Methadone is taken once daily and can be prescribed as a maintenance dose.32 UK NICE guidelines suggest maintaining a non-pregnant population on doses of methadone between 60 to 120 mg daily. However, these doses may need to be higher for pregnant women and medication increases may be necessary with advancing pregnancy.42

Physiological changes in the third trimester of pregnancy such as increased blood volume, metabolic changes and drug metabolism of the foetal/placental unit may result in the need for higher dosages of methadone in order to prevent breakthrough or withdrawal symptoms.27 It is critical that both doctor and patient are clear that this is not a consequence of the use of additional non-prescribed opioids, but rather a direct effect of the pregnancy. It may be necessary to increase the dose of methadone or split it from once-daily consumption to twice-daily consumption, or occasionally to increase both dose and consumption.43

Some clinicians are hesitant to increase methadone dose due to the possibility of increased risk for NAS in the new-born infant. The research regarding this link is inconclusive, with some studies suggesting no link between dose and NAS44 and other studies indicating that increased dose results in greater risk for NAS45 or increased length of required treatment.46 Regardless of whether there is a link or not, most studies recommend increasing methadone dose as necessary but remaining at the lowest dose required to remain effective. NAS can be effectively treated and adequate methadone dose is effective in reducing the risk of illicit drug use during pregnancy. Adjustments to maternal methadone dose may need to be made post-delivery.

Buprenorphine is an alternative opioid substitute. The benefits of buprenorphine appear to mirror those of methadone, including reduced need for illicit drugs and stabilisation of lifestyle. Some evidence indicates that an additional benefit of buprenorphine may be a reduction in the incidence and severity of NAS40 as well as the fact that it is a partial agonist with a ceiling effect thus reducing the risk of overdose. Buprenorphine has been used for over a decade in France and naturalistic cohort studies have found it to be a favourable alternative to methadone.27 A Cochrane review41 found a higher retention rate in treatment for pregnant women receiving methadone compared to buprenorphine. However, infant birth weight was 365g higher when pregnant women received buprenorphine.

At present buprenorphine appears to be a viable alternative to methadone; however, more research is needed to reach a definite conclusion. Importantly, buprenorphine is not licensed for use in pregnant women in the UK, although increasing numbers of women who are stable on buprenorphine are becoming pregnant. In these cases, it is recommended that, if the woman is stable on buprenorphine and informed of the risks, then the prescribed dose of buprenorphine should be continued rather than transferring to methadone and risk-inducing withdrawal in the foetus.43

Slow-release morphine is a third option; however, only small-scale studies have been conducted and it is not registered widely for treatment.47 The Cochrane review mentioned above41 found that oral slow-release morphine was equally as effective as methadone and buprenorphine, and additionally that it was superior to methadone in preventing relapse in the third trimester of pregnancy with no influence on birth weight or duration of NAS. However, given the lack of research on slow-release morphine, methadone (and increasingly buprenorphine elsewhere in the world) remains the treatment of choice.

Key Points

•Maintenance treatment for opioid dependent women is recommended

•For women on methadone, the current WHO recommendation is to remain on this rather than transfer to buprenorphine

•For women on buprenorphine mono, the current WHO recommendation is to remain on this, unless they are not responding well to the current treatment

•The WHO recommend against using buprenorphine/naloxone formulations due to a lack of evidence

•The benefits of opioid maintenance during pregnancy include stabilisation of drug use and lifestyle, reduction in non-prescribed substance use, facilitation of antenatal and other healthcare and reduction in exposure to potential unsafe injecting practises

•Medication increases may be needed with advancing pregnancy.

Benzodiazepines

As a general rule, benzodiazepine exposure should be avoided during the first three months of pregnancy.27 However, if benzodiazepines are taken for a mood disorder, then potential adverse effects of foetal exposure need to be weighed against possible consequences of an untreated mood disorder.47 It is recommended that a risk–benefit analysis be conducted and specialist advice sought in order to decide on the most appropriate course of action in these cases.

For illicit benzodiazepine use, identifying a mutually agreeable and realistic goal with the patient is usually key to successful management.39 This could include low-dose maintenance, gradual reduction or detoxification. The WHO recommends a gradual dose reduction using long-acting benzodiazepines in conjunction with psychosocial interventions.34 Given the higher risk of teratogenicity associated with benzodiazepine use, withdrawal during the first trimester of pregnancy, with careful monitoring, is preferable.27 Women who are dependent on benzodiazepines can also be stabilised on diazepam, and when this can be tolerated without restarting illicit use the dose can be reduced.24 In cases where benzodiazepines are prescribed for anxiety and mood disorders, psychosocial intervention may be particularly useful, especially if benzodiazepine use is going to be reduced or eliminated. Infants whose mothers used benzodiazepines are vulnerable to NAS.47

Given the prevalence of polydrug use, it is not uncommon for a pregnant woman to present with benzodiazepine misuse in combination with opiate abuse. In these cases, stabilisation of opiate use with substitution therapy is the first priority.33 After this is achieved, benzodiazepine misuse should be the second priority and phased reductions initiated.33 If the woman is on a methadone program, then no attempt should be made to reduce methadone dose while benzodiazepine use is reduced.33

Stimulants, hallucinogens, and cannabis

These drugs of abuse are combined in this section as there are no effective pharmacological treatments available that are safe for pregnant women to use. Pharmacological options available for treating cocaine misuse in a non-pregnant population (e.g. antipsychotics and antidepressants) are not recommended for use during pregnancy due to adverse perinatal and foetal outcomes. Although it has been suggested that these pharmacological treatments can be administered in a hospital setting,39 UK clinical guidelines report that there is no safe drug for substitute prescribing in cases of cocaine dependence.43 These guidelines suggest psychological therapies as an effective treatment option. The WHO also suggests that pharmacotherapy should not be the primary approach to treating withdrawal from amphetamine-type stimulants, and suggest that inpatient care should be considered as a withdrawal management option.34 Similarly, psychosocial therapies are the treatment of choice for other psychostimulant, hallucinogen and cannabis use as there are no licensed pharmacological substitute options available.

In cases of stimulant use, a common approach is the combination of symptomatic interventions for severe agitation during the withdrawal phase with psychosocial interventions, although there has been limited research into the effectiveness of this treatment approach in pregnant drug-using women. Short-acting benzodiazepines can be used in severe cases to alleviate mood symptoms associated with stimulant withdrawal. The risk of the potential effects of non-compliance due to severe withdrawal symptoms must be weighed against the potential risk of benzodiazepine use to the foetus.

Alcohol and nicotine

Women should abstain from drinking alcohol if pregnant or planning a pregnancy, with current guidelines recommending abstinence.37 Giving women information regarding alcohol use during pregnancy and providing them with an opportunity to consider the positives and negatives of their drinking behaviour has been shown to be effective in reducing consumption.32 For some women, it may be appropriate to offer a referral to a psychosocial intervention where more intensive treatment is available. For a pregnant woman who is physically dependent on alcohol, pharmacological treatment and supervised withdrawal is an option. They should be advised to avoid sudden cessation of alcohol consumption as this may harm the foetus, and they should be referred to an inpatient setting where chlordiazepoxide, or occasionally diazepam, is used in a graduated withdrawal regimen.32

Support and advice should be offered to women who are smoking while pregnant in order to assist them to cease. In the first instance, information should be provided on local smoking cessation support services if available or any telephone support services. Nicotine Replacement Therapy (NRT) is licensed for use in pregnancy and may be a useful option for women who are unable to cease otherwise. Intermittent-dosage NRT (e.g. gum or nasal spray) may be preferable to a patch that gives a continuous dose of nicotine. If a patch is used it could be removed at night. The lowest effective dose of NRT should be used. It is recommended that counselling be continued or began while undergoing NRT as this is more effective in prolonged abstinence from smoking.32

Management of the drug-exposed infant

Infant manifestations of drug-exposure depend on the types of drugs used by the mother. Gestational drug-use creates foetal tolerance which leads to either acute withdrawal and/or intoxication at birth with abrupt cessation of maternal drug supply. If a range of substances have been used, this can obfuscate the timing and severity of clinical presentations in the new-born.

1. Withdrawal

Neonatal Abstinence Syndrome (NAS) is a constellation of withdrawal symptoms experienced by an infant of a substance-using mother after birth. Opioids are the most common causes of NAS, but withdrawal can also occur with other drugs, such as benzodiazepines, alcohol, and barbiturates. The timing and severity of withdrawal depends on multiple factors such as drug half-life, maternal dosage and probably inherited genetic factors.48 A summary of common NAS symptoms are noted in Table 18.2.

Table 18.2

Symptoms of neonatal abstinence syndrome









	Central nervous system

	Gastrointestinal

	Vasomotor




	Cry – excessive or high-pitched

	Excessive sucking

	Sweating




	Difficulty sleeping

	Poor feeding

	Low-grade fever




	Tremors

	Vomiting

	Nasal congestion




	Skin breakdown

	Diarrhoea

	Respiratory distress




	Hypertonia/hyperreflexia

	Frequent sneezing

	 




	Myoclonic jerks

	Frequent yawning

	 




	Seizures

	 

	 






Source: adapted from Beauman48

2. Monitoring of the infant at risk of NAS

Due to its unpredictability, all infants at risk of NAS should be observed with a validated neonatal withdrawal scale such as the Finnegan’s49 or the Lipsitz.50 The Eat, Sleep, Console approach51 has been advocated as a simple, pragmatic scale that has reduced inpatient stay and need for NAS medications for infants. Note that these scales are not validated for preterm infants (<37 weeks gestation) or for non-opioid exposures. For example, “scores” may be lower in preterm infants that do not have the physiological maturity to manifest signs of withdrawal.52 Scores are also very much lower in methamphetamine-exposed infants that present with profound sleepiness and difficulties feeding instead of sympathomimetic overdrive, due to dopamine depletion.53

3. Treatment of the infant at risk of NAS

a. Supportive care

First line treatment for any infant with a history of intra-uterine exposure is supportive care. Frequent small feeds, swaddling, nursing in quiet environments may prevent escalation of withdrawal symptoms. Breast-feeding or feeding with expressed mother’s milk as well as being nursed in the mother’s room (if there are no risk issues) may also decrease the need for pharmacological treatment and/or the length of hospitalisation.54

Breast-feeding or mother’s milk feeds, however, should be avoided if the mother is intoxicated or using stimulants such as methamphetamines.55 There are mixed recommendations regarding whether to encourage breastfeeding when the mother is HIV-positive. The WHO advises that breastfeeding should be promoted, especially in the first 6 months, along with the provision of antiretroviral treatments to limit the risk of HIV transmission.56 However, notably, these guidelines are targeted at resource-limited settings. By comparison, the US Centre of Disease Control and the American Academy of Paediatrics recommends that when clean water and affordable infant formula are available, the mother should not breastfeed to avoid the risk of HIV transmission.57 The British HIV association recommend that mothers do not breastfeed if they are HIV-positive. Instead, they recommend that mothers should feed their baby with formula, while maintaining eye-contact and skin-to-skin contact with their baby.58

b. Pharmacological treatment

Medications may be required if withdrawal continues to be severe despite supportive care. The basic principles of NAS treatment are for replacement of the maternal drug with a receptor-appropriate medication i.e. opioids with opioids and/or sedatives with sedatives and to obtain rapid control of withdrawal symptoms. Once achieved, weaning of the NAS medications may need to be gradual as some drugs can remain in the infant for as long as 6 months.59 The optimum type and dose of NAS medications are not known and multiple medications may be needed if the infant has been exposed to multiple drugs. Note that some infants may have a biphasic withdrawal if they have been exposed to drugs with different half-lives. For example, an infant exposed to heroin and sedatives may present early with opioid withdrawal and then again with sedative withdrawal after several weeks. Continued observation and care after cessation of acute withdrawal symptoms is thus imperative.

c. Other problems

After withdrawal symptoms are controlled, drug-exposed infants may experience other issues. For example, some infants are hyperphagic, feeding in excess of 200–250 ml/kg/day.60 This may be due to increased metabolic rate secondary to withdrawal and tends to settle within a few weeks. Restricting feeds may lead to increased irritability and distress. Drug-exposure also impairs respiratory control, especially to stressors such as hypoxia or hypercarbia. Drug-exposed infants are up to 10 times increased risk of Sudden Infant Death Syndrome (SIDS) and mothers or carers must be counselled to avoid co-sleeping with the infant.61 Other helpful suggestions to support mothers are found in Box 18.3.

Box 18.3

Suggestions to provide to mothers whose infant has had in utero exposure to substances


•Gentle handling and quiet, calm voice

•Avoidance of excessive swaddling

•Calm and quiet environment to reduce sleep disturbance

•Provide a pacifier.



Intoxication

The effects of some drugs lead to neurotransmitter intoxication rather than withdrawal.62 Infants of mothers using anti-depressants, e.g. Selective serotonin reuptake inhibitors (SSRIS) may experience symptoms within a few hours of birth. These include: hypoxia from pulmonary hypertension, irritability, difficulties feeding and seizures. Treatment is supportive (e.g. respiratory support and/or anti-epileptics for seizures) and symptoms usually dissipate within 24–48 hours. Conversely, methamphetamine-exposed infants may be excessively somnolent and need support for feeding and hydration (e.g. with gavage feeds and/or intravenous fluids). Monitoring of feeding, weight gain and growth is important after hospital discharge.

Postnatal care

The effects of maternal substance exposure are not limited to the neonatal period or to withdrawal or intoxication alone. Many mothers also have co-morbid psychiatric disorders (up to 50% of opioid-using mothers may have concomitant depression requiring treatment), and many are also socio-economically deprived, with unstable home lives, poor education, little or inappropriate parenting references and family support. The mother of a new-born who is suffering from NAS may experience guilt and anxiety as a result, which in turn may trigger relapse to drug use, disruption of mother–child attachment and subsequent developmental issues in the child. Thus, it is important that the mother is well-informed about the possibility of her new-born experiencing NAS and that various supports are in place to assist her to deal with any issues that arise in the postnatal period and beyond.

Upon discharge, appropriate community supports should be in place to assist the mother and infant. These could include referrals to counselling and continuation of treatment to address substance use issues. In the UK, the GP and the baby’s health visitor are important in maintaining continuity of care and monitoring treatment in the infant and mother, particularly in regard to ongoing non-pharmacological support for the infant who experienced NAS and any ongoing support and treatment of the mother.

Treatment for women

Women drug users have complex needs, which are not always recognised or met by some existing drug services. For example, approaches to treatment need to be sensitive to the possible sexual and physical abuse histories of women, as well as the gender-specific potential consequences associated with substance abuse. Acknowledging and supporting both men and women who are primary carers of children are also critical needs for drug services. Attending to issues that include parenting skills and housing and schooling needs are as important as determining basic medical needs and drug stabilisation (see Box 18.4).

Box 18.4

Treatment needs of women


•Food, clothing, and shelter

•Transportation

•Job counselling and training

•Legal assistance

•Literacy training and educational opportunities

•Parenting management techniques

•Couples counselling

•Medical care

•Childcare

•Social services

•Social support

•Psychological assessment and mental health care

•Family planning services.




Conclusion

Primary care practitioners have a unique opportunity to educate women about their substance use and to identify those with problems. Early identification and intervention can significantly limit the adverse consequences of all substance abuse. Primary care practitioners are ideally placed to help women access a range of specialist treatment services as well as support and treat their primary substance abuse problem.
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Chapter 19

The impact of substance use on infant outcome and parenting
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•Parental substance abuse and safeguarding





Introduction

Helping parents who misuse substances meet the developmental needs of their children is a complex issue. In addition to the challenge of parenting a child who may have special developmental needs as a result of in utero exposure to substances, the parent may face challenges associated with a drug-using lifestyle. The case of Jane presented in Box 19.1 highlights many of the issues facing women who misuse substances and/or alcohol. Clearly, any intervention aimed at improving her parenting will need to be address multiple problems in the family system. The case study also raises issues concerning the safeguarding of children. What are the responsibilities of GPS concerning this mother’s capacity to parent her 4-year-old son and the prevention of potential risks to her unborn child? We shall return to Jane at the end of the chapter (see Box 19.4) having considered the plethora of issues her case raises.

Box 19.1

The case of Jane


Jane, aged 28 years, is a well-known patient of the practice. She was a chaotic heroin user in the past, injecting at least 1 g/day for a number of years. For the past two years she has been receiving a maintenance methadone prescription from her GP and has been very stable. However, four months ago she met up with an ex-boyfriend who had led her to start using substances in her late teens. He has recently been released from prison for a range of drug-related offences.

Jane has slowly increased her involvement with a drug-using culture due to his ongoing visits. She initially used crack cocaine a couple of times but has been using almost daily for the last month. She has not picked up her prescription for over a week and this has resulted in use of illicit heroin.

Jane has a son, Billy, aged four years. He was subject to a child protection plan at two years of age. Social service involvement ceased after two years as a result of Jane’s stable lifestyle. Jane and Billy are well known in the practice. He has been seen a number of times for minor illnesses such as earache and flu. He had mild asthma as a toddler but appears to be growing out of this. Billy attends a local nursery school and presents as a cheerful and compliant little boy, with behaviour that is manageable and age appropriate. Jane’s accommodation is currently stable, but she has not paid rent for over a month and has outstanding electricity bills.

She presents to her GP as 13 weeks pregnant, desperate to try to ‘make a go at getting back on track’. Her drug use at this time is around half a gram of heroin a day, crack cocaine 3–4 times a week, and cannabis several times a week. She also smokes 20 cigarettes a day and reports that she is not currently drinking alcohol.



Developmental impact of prenatal exposure to substances

Disentangling the effects of prenatal exposure to substances from post-natal environmental factors on developmental outcomes in children has many challenges. Prior to the birth of their baby, many women with an identified primary problem with one class of substances, will often have used a range of other substances. Lifestyle factors can lead to poor nutrition, stress, violence and infections, while dependence on welfare and mental health problems are widely reported.1

In the following section, a brief review is provided of developmental studies investigating the consequences of prenatal exposure to substances on child outcome. An important theme of the research findings is that environmental enrichment appears to be a key factor mitigating some of the negative effects of prenatal exposure.2 This emphasises the importance of providing a post-natal environment that can foster a child’s emotional, social and cognitive development.

Specific drug effects

Opioids

The use of opioids during pregnancy is associated with low birth weight, premature delivery and small head circumference. Babies with prenatal exposure to opioids may experience neonatal addiction and withdrawal symptoms. The syndrome, characterised by irritability, hyperactivity, abnormal sleep, poor sucking, and high-pitched cry, can persist well beyond the immediate post-natal period (see Chapter 18 for a further discussion of management of neonatal abstinence syndrome). There have been several important systematic reviews of consequences of prenatal opioid exposure on child developmental outcomes. The first of these, in 2014, focused on mothers who used opioids, and excluded studies where there was polysubstance use. This review found no differences between exposed and non-exposed infants/pre-schoolers on cognitive, psychomotor, or behavioural outcomes. The authors suggest that previous findings showing deficits in opioid exposed children may be due to samples being exposed to other substances or lifestyle factors in addition to opioids.3 Most recently, a meta-analysis by Yeoh and colleagues4 assessed the association between prenatal opioid exposure, and cognitive and motor development in children with a broad age range (0–18 years). Cognitive outcomes were impaired in children aged 0–6 years, with no differences found after the age of 7 years. Motor impairments were also found in exposed children between the ages 0–6 years compared to non-exposed controls. While these results contrast with the study above, it is important to note that this analysis included studies with participants using multiple substances and only a few studies controlled for lifestyle factors. These discrepant findings highlight the difficulty of disentangling the negative impact of prenatal opioid exposure and the lifestyle factors that commonly co-occur with exposure. Consequently, efforts should focus not only on limiting exposure, but providing an enriched early environment for young children who begin life with disadvantage to maximise development opportunities.

Cocaine and amphetamines

Prenatal exposure to cocaine and amphetamines is associated with preterm birth and decreased birth weight, length and head circumference.5 The vasoconstrictive effect of cocaine results in increased risk of spontaneous abortion during the first trimester. Cardiovascular fluctuations brought on by cocaine are also thought to increase the risk of a range of adverse labour outcomes, including preterm birth, precipitous labour, placental abruption, abnormal foetal monitoring and meconium-stained fluid.6 Previous reports of foetal malformation following prenatal cocaine exposure, however, have been shown to be largely false.5

Preclinical data based on studies in laboratory animals have consistently identified a relationship between prenatal cocaine exposure and the development of brain systems.7 Specifically, cocaine exposure appears to result in impaired executive functioning, memory, inhibitory control and reversal learning as a result of disrupted cortical and hippocampal development; impaired attention due to abnormal development of the ascending noradrenergic projections; and changes in drug reward sensitivity as a result of the disruption in the development of the mesolimbic dopaminergic system.7

In humans, the effect of pre-natal exposure to cocaine is less clear. In an extensive review of the literature, Ackerman and colleagues6 found that associations between cocaine exposure and indices of growth, language, cognitive and academic functioning were often explained by social risk factors (poverty, caregiver education, placement stability, and the quality of the parent-child relationship). Their review found evidence that performance on tasks requiring sustained attention and behavioural self-regulation are poorer in children with prenatal exposure to cocaine, although the impairments are often not evident until a child is at least school aged.8 Other reviews have found some association between cocaine exposure and subsequent childhood functioning, but effect sizes tend to be small, especially in cases where lifestyle factors are controlled for.9 In a special issue devoted to the topic of prenatal drug exposure, three out of four studies on prenatal exposure to cocaine reported differences in a range of measures of attention and inhibitory control, although both male gender and environmental risk status played a role in performance deficits found in one of these studies.10 Notably, one study that followed children to 17 years of age, did not find attention or inhibitory control deficits.11

A somewhat similar pattern appears for children exposed prenatally to methamphetamine, although the extant studies cover a relatively shorter time period than those investigating prenatal exposure to cocaine. In a recent review of the Infant, Development, Environment and Lifestyle (IDEAL) study, Smith and colleagues12 found that mothers who had used methamphetamine during pregnancy were older, received less prenatal care, had more pregnancies, were lower socio-economic status, less likely to have a partner and more likely to have a psychiatric diagnosis than a comparison group. When their children were aged three, after controlling for a range of potential lifestyle confounds, no significant differences were found between exposed and non-exposed groups on internalising/externalising behaviours, receptive/expressive language, gross motor skills or mental development. Consistent with previous studies, the authors conclude that the harmful impact of prenatal methamphetamine exposure may function primarily through its relationship with adversity in the post-natal environment. Most recently, a review by Wouldes and Lester (2019)5 noted that use of stimulants in pregnancy is increasing globally. The review found that prenatal exposure to cocaine and amphetamines are associated with impaired neurobehavior at birth and one month of age, including poor regulation, movement quality, lower arousal and increased stress on the central nervous system. Problems persist into childhood, where prenatal stimulant exposure is associated with lower IQ and impaired executive functioning. Further, evidence suggests that cocaine exposure is associated with more delinquent behaviour, substance misuse and risky sexual behaviour in adolescence. Importantly, the authors do note that differences found in childhood are often the result of the interplay between substance exposure and postnatal environments that provide sub-optimal opportunity for development. This once again reiterates the importance of early environmental intervention in improving outcomes for disadvantaged children.

Cannabis

The consequences of cannabis use during pregnancy on child infant outcomes are, as yet, unclear.13,14 Studies in laboratory animals have now found a relationship between prenatal exposure to Δ9-tetrahydrocannabinol (THC) and deficits in physical, cognitive, emotional, social and motor functioning of offspring in preclinical studies.15 Translating these findings to humans is complex, but there are parallels between the preclinical and clinical studies.

While there has been evidence that prenatal exposure to cannabis has an impact on neonatal outcomes and on neurocognitive development,16 it is important to note that these findings are often difficult to disentangle from the effects of poly-substance use, dosage, and a caregiver environment that is often compromised. One recent meta-analysis reported that new-borns of mothers who used cannabis during pregnancy were 1.77 times more likely to have a low birth weight (< 2500g) and 2.02 times more likely to have an admission in a Neonatal Intensive Care Unit (NICU).17 Another recent meta-analysis found cannabis use during pregnancy was associated with adverse neonatal outcomes (a heightened risk of stillbirth and abruption, preterm delivery [less than 37 weeks], low birth weight and low Apgar score).18 However, it was not possible to establish that cannabis use was an independent risk factor for the adverse neonatal outcomes. Women who use cannabis are more likely to use tobacco and other drugs, confounding the results. The authors concluded that cannabis may play a role, but that the adverse neonatal outcomes was likely to also be due to the concomitant tobacco and other drug use.

The effects of cannabis use during pregnancy on neurocognitive development are similarly difficult to estimate after taking other demographic factors into account, but nonetheless suggest that prenatal cannabis exposure is likely a detrimental factor affecting outcomes in early childhood. For example, in one of two longitudinal studies, there appears to be enduring differences between children with prenatal exposure to THC and comparison children. Early differences were found in babies in sleep continuity, while at three years, differences were found on memory and verbal reasoning tests. Measures of attention and impulsivity also showed differences at 10 years and again at age 14.

It is worth noting that while cannabis is currently classified as a Class B substance in the United Kingdom, consideration has been given to the decriminalisation and legalisation of cannabis, a process broadly referred to as “liberalisation”. A number of European countries, in addition to a number of states in the United States of America, have recently liberalised the regulation of cannabis to varying degrees, and there are increasing calls for the UK to adopt a similar approach.

One of the concerns about such an approach is that there may be an increase in cannabis use at a population level and may include greater use during pregnancy. Evidence for this has come from one study from Colorado in the US, which found that the number of pregnant women using cannabis increased after legalisation.19 This finding was added to be a later study from Colorado which found a slight increase in the number of pregnant women using cannabis, along with a greater increase in the concentration of THC in the meconium of high-risk new-born infants.20 Greater THC concentrations detected in new-borns might reflect an increase in the frequency of cannabis use among pregnant users, the general increase in cannabis concentration, or the greater consumption of cannabis used within an edible preparation after legalisation.21 It has been proposed that liberalisation may also result in more honest disclosure about cannabis use, which may in turn offer greater opportunities for health professionals to provide advice and care in the prenatal setting.21

Alcohol

The most current recommendations regarding alcohol consumption in pregnancy contained in the UK Chief Medical Officers’ guideline is to avoid drinking alcohol while pregnant and during breastfeeding (see Box 19.2).22

Box 19.2

uk Chief Medical Officer’s guidelines for alcohol use in pregnancy


The UK Chief Medical Officer’s guideline is that:

•If you are pregnant or planning a pregnancy, the safest approach is not to drink alcohol at all, to keep risks to your baby to a minimum

•Drinking in pregnancy can lead to long-term harm to the baby, with the more you drink the greater the risk.

The risk of harm to the baby is likely to be low if a woman has drunk only small amounts of alcohol before she knew she was pregnant or during pregnancy.

Women who find out they are pregnant after already having drunk during early pregnancy, should avoid further drinking, but should be aware that it is unlikely in most cases that their baby has been affected.



The evidence that alcohol acts as a teratogen is extensive in both animal and human studies.23 Fetal Alcohol Spectrum Disorder (FASD) describes the spectrum of neurobehavioral consequences for children exposed to alcohol in utero. Exposed children have been shown to have significant deficits across a broad range of domains, including social skills and cognition,24 educational attainment,25 attention,26 including mental retardation, learning problems, social problems, and deficits in attention. Because attention deficit, hyperactivity disorder (ADHD emotion regulation,27 and problem solving.28 Importantly, development is arrested rather than delayed, meaning that gaps in early childhood tend to widen as children continue to develop.29,30

The characteristics associated with FASD (see Box 19.3) vary in severity and clinical outcome and are often confounded and/or exacerbated by impoverished environments. There are currently a number of published diagnostic guidelines for FASD,31–33 but most do not provide guidelines for diagnosing children prior to the age of seven. However, some evidence suggests that deficits in executive functions (i.e. impulse control, working memory and cognitive flexibility) may be detectable in exposed children as young as three.34 Given the significance of early environments on development, this further highlights the importance of early detection of prenatal alcohol exposure to provide early intervention aimed at enhancing these functions.

Box 19.3

Characteristics associated with fasd


•Facial dysmorphology – FASD is commonly associated with abnormal facial features including short palpebral fissures, a thin upper lip vermilion and a smooth philtrum

•Pre- and postnatal growth deficiency – babies born with FASD are commonly smaller than other babies and typically remain smaller throughout their lives

•CNS dysfunction – damage to the CNS results in a range of difficulties that include attention problems, poor social understanding, learning disabilities, poor coordination and planning, poor muscle tone, working memory deficits, receptive language deficits, executive functioning deficits (e.g. difficulty in organising and planning) and the inability to learn from the consequences of their behaviour.



Source: BMA Board of Science.35

The exact prevalence rate of FASD is difficult to ascertain, and there is considerable variability across jurisdictions, which are likely to reflect real differences in actual consumption patterns (for particularly high-risk indigenous populations, for example) and variability in methodology underpinning the estimate. A recent WHO study estimated that between 2–3% of Canadian school children have FASD.36 This finding is commensurate with the most recent figures from the US, which suggested prevalence to be somewhere between 2–5%.37 However, it is extremely difficult to obtain estimates for children affected by FASD due to a lack of reliable data and difficulties in diagnosis.35

Summary

The outcomes for children brought up in families in which either or both parents use drugs is often poor. Behavioural difficulties can start to emerge in the early toddler years, and if they become established can lead to oppositional, defiant, and non-compliant behaviours in the pre-school and early primary years. Poor outcomes are found across generations.38 The children are also at a greater risk of developing a substance misuse problem themselves.39 Children of alcohol-dependent parents are at 2 to 10 times greater risk of developing problematic alcohol use than other children and are at increased risk of other substance misuse and dependence, including nicotine.40

The determinants of poor child developmental outcomes

The Integrated Theoretical Framework

In the literature reviewed above, it is clear that exposure to substances in utero and drug use postnatally are not in themselves determinants of poor child developmental outcomes. Rather, the issue is that children need to feel loved, valued, and supported by a network of reliable and affectionate relationships and the multiple difficulties facing drug-using parents can interfere with or lessen their ability to provide a child with this safe, loving, and nurturing environment.

The Integrated Theoretical Framework (ITF) was developed as a way of understanding the functioning of high-risk families in general, and the impact of substance misuse specifically. The ITF is an integral component of the Parents under Pressure (PuP) programme, used to guide the assessment of families and develop treatment plans. The PuP programme is described in more detail below. The ITF draws on attachment theory,41 the concept of emotional availability,42 neurobiological models of stress and trauma 43–45 and the ecological model of human development.44 Across these various theoretical perspectives, there is wide agreement that a crucial factor for the healthy development of a child is the quality of the parent-child relationship.46 Further, that positive child outcomes are promoted by realistic expectations of the child47 and a safe environment (including predictable family routines and appropriate level of monitoring).47 There is also wide agreement that the personal resourcefulness of parents (capacity to regulate their own emotional state, problem solve and engage social support) and the demands of the real world (e.g. housing and legal problems, financial strain) impact negatively on the parent-child relationship. Responding to the needs of these parents requires a framework that can address problems across multiple domains of family functioning, as summarised in Table 19.1.

As the quality of the parent-child relationship is central to healthy child outcomes, the ITF draws on Biringen’s concept of emotional availability.42 The concept of emotional availability refers to the parent’s capacity to be sensitive to their child’s cues, provide an appropriate level of structure or scaffolding to promote development, to avoid being overly intrusive or protective (allowing for exploration and learning), and avoid being overtly hostile or emotionally frightening to the child.48 Parents who misuse substances can have a reduced capacity to be emotionally available.49

Emotional availability is a dyadic concept that includes the child’s responsiveness and attempts to engage their carer’s attention. Importantly, infants exposed prenatally to substances may display sleeping, eating and social engagement difficulties.50 referred to as the Neonatal Abstinence Syndrome (NAS This appears to be due, at least in part, to in utero exposure to toxins that compromises the functioning of the parasympathetic nervous system that is vital for infants to self-regulate.51 These babies are hard to soothe when distressed, unsettled during feeding, and irregular in their sleep patterns. These ‘difficult’ behaviours are stressful for the parent who receives the signals of distress in the absence of any signals of contentment and joy (e.g., cooing and smiling). When the parent is a young mother, single and trying to cope with limited social support and may be experiencing anxiety and low mood, it is extremely difficult to be sensitive and responsive under these conditions.

Table 19.1

Integrated Theoretical Framework








	Domain of family functioning

	Description




	Child Functioning

	Whether there are developmental delays or problems in social, emotional, or behavioural functioning due to premature birth, birth anomalies, low birth weight, or prenatal exposure to substances




	Parent-child relationship

	A greater parental capacity to be emotionally available is associated with more positive child outcomes and a secure attachment but can be compromised due to past adversity and trauma, ongoing stress, and substance misuse




	Parenting Knowledge

	Parenting knowledge includes an understanding the physical and psychological needs of the child and holding realistic expectations of the child’s potential, the importance of family routines and effective monitoring of the child to ensure the child’s safety




	Parental emotional regulation

	The ability of the parent to regulate their own emotional state. Emotionally dysregulation impairs parenting capacity and can result from a history of child maltreatment, parental psychopathology (including substance misuse), domestic violence, trauma, and chronic stress




	Problem solving

	The ability of the parent to deal with problems within and external to the family, such as housing, budgeting, legal issues and so on




	Family and community connection

	The ability and willingness to engage with social support and feel to connected to extended family and community. Includes cultural pride and positive ethnic identity




	Wider social ecology

	The influences external to the family that can be negative (e.g., exposure to racism/discrimination, a dangerous/violent neighbourhood, inadequate housing etc) or positive (presence of community support services, availability of child care, job opportunities).






Parents under Pressure programme: A treatment programme to improve outcomes for children in substance-misusing families

Problems can occur across the multiple domains of family functioning as outlined in the ITF above. Thus, supporting families with parental substance misuse will need to address multiple domains of family functioning. It is also important that the programme is flexible so it can be individualised to the specific needs of every family. The Parents under Pressure programme is an example of a programme that was developed with this in mind.

The PuP programme (www.pupprogram.net.au) was specifically designed for high-risk parents, including substance-misusing parents. The programme consists of 12 modules addressing the multiple domains of family functioning included in the ITF (described above). An early randomised controlled trial was conducted for parents on methadone with children in the 2–8-year-old age range. This study found a reduction in child abuse potential, parenting stress and methadone dose for those families receiving the PuP programme. Families who received a brief intervention based on behavioural parent training showed only a slight reduction in child abuse potential. Families who receiving standard care showed a significant increase in child abuse potential, but no change on any other measure.52 The National Society for the Prevention of Cruelty to Children (NSPCC) subsequently commissioned a larger scale randomised controlled trial of the PuP programme in the UK.53,54 Parents involved in community-based addiction services were randomly allocated to the PuP programme or to treatment as usual. This typically involved engagement in family support and access to group-based parenting programmes. Participating in the PuP programme resulted in a significant reduction in child abuse potential post-intervention that was maintained at six months follow-up. Further, there were substantial improvements in parental emotional regulation assessed using a range of measures. No change was observed in a treatment as usual group.55 multi-center randomized controlled trial compared an intensive one-to-one parenting program (Parents under Pressure, PuP The authors concluded that supporting complex families with parental substance abuse can be associated with significant gains. However, the long-term effects of engagement with the PuP programme are not known.

The role of the primary healthcare team

Supporting parents to make changes in substance use within the primary care setting is challenging. However, there is often a strong relationship of trust that has been built between a primary care team and patient and this can be used to help parents feel supported to lever engagement in wider treatment options.

In the early days of parenting, the primary healthcare team can support attachment to the infant by emphasising the positive steps the parent can take to help the infant, such as ensuring a quiet and calm home environment, and the importance of speaking in a gentle voice and gently rocking and holding the baby after feeding. Such steps will not only enhance the mother’s attachment to her infant but may also be the first step in ameliorating the effects of in utero exposure.

However, in many cases an effective intervention plan will need to help these parents address the multiple issues in their lives. This may require a referral to a specialist family support service that can provide an evidence-based treatment programme. If this is not available, different services may be available to respond to different needs within a family. The referrals and communication between the agencies should be coordinated to be optimally effective. It is helpful for parents to be given the message that their role as a parent is made harder by the multiple difficulties they are currently facing. While these may be considerable, focusing on the strengths while acknowledging the challenges helps to move from a deficit-focused approach to family support.

Parental substance abuse and safeguarding

Parental substance abuse is a significant risk factor for child maltreatment, particularly in early infancy and toddlerhood, and has been clearly implicated in poor child outcomes in many government reports including child death reviews and commission of inquiries regarding child protection issues.56,57 The rate of child abuse and neglect in substance-misusing families is high, with the result that there is often intervention by social services. The 2003 Hidden Harm report found that around half (54%) of children with drug-using parents were living in other families (45% with other members of their family, and 9% in care).58 The proportion of children living away from their biological parents had increased since a previous survey in 1996. In a more recent UK report, around 30% of children under 16 years (3.3–3.5 million children) were estimated to be living with at least one binge-drinking adult, 8% (around 978,000) with an illicit drug-using adult, 4% (500,000) with an adult defined as a problem drinker with a co-morbid mental health problem, and 72,000 children with an injecting drug user.59 An analysis of 175 serious case reviews found parental alcohol or drug misuse was present in 47% of cases. Both parental alcohol and drug misuse was present in 27% of the cases.

Unsurprisingly, drug-using parents who do retain the care of their children display fewer risk factors than parents whose children are removed into alternative care. These parents engage in lower-risk sexual and injecting practices, have largely refrained from illicit drug and alcohol use in the preceding six months, do not use stimulants regularly, are less likely to be sharing injecting equipment, and have more stable accommodation.60,61 The children who are taken into care display poor developmental outcomes, including conduct problems and anxiety and depression. This places a greater demand on mental health services for treatment62,63 and has significant financial and social costs.64,65

Safeguarding responsibilities of the primary care team

Given that parental substance abuse is a significant risk factor for child maltreatment, it is essential that all professionals who have contact with this population of parents are aware of their responsibilities for the safeguarding of children. The past 15 years has seen many changes in legislation, policy and practice relating to the protection of children. In 1999, the government of the time released the document Working Together to Safeguard Children: a guide to inter-agency working to safeguard and promote the welfare of children. The intention was to provide a national framework within which agencies and professionals could work together at the local level to ensure the welfare of children. The document Framework for the Assessment of Children in Need and Their Families was also released at the time to provide a standardised approach to assessment of children and families. Working Together to Safeguard Children was revised in 2018.66 The revisions provide comprehensive guidance on what organisations and agencies who work with children must and should do to safeguard and promote the welfare of all children under the age of 18 in England.

The Royal College of General Practitioners (RCGP) together with the NSPCC have developed a toolkit for General Practice that provides a framework for integrating safeguarding children and young people into primary care.67 The guide provides resources to help recognise when a child may be at risk of abuse, to know what to do if there are concerns and to ensure that as a Practice the team works with other disciplines and agencies to achieve the best possible outcomes for children by safeguarding and promoting their welfare.*

The Royal College of Nursing have also released a useful resource defining the roles and responsibilities of healthcare staff in safeguarding children and young people.68 The document provides a competency framework in which the skills, knowledge, attitudes and values of staff required to safeguard children are set out clearly. These competencies are defined for people who have five levels of contact with children. Level 1 includes all staff working in healthcare services. Level 2 includes staff who have contact, however small, with children, young people and/or parents/carers or adults who may pose a risk to children. This includes GP reception managers, GP practice safeguarding administrators, GP practice managers, clinic reception managers and healthcare students. Level 3 includes all clinical staff who: 1) work with children, young people and/or their parents/carers and/or any adult who could pose a risk to children, and 2) could potentially contribute to assessing, planning, intervening and/or evaluating the needs of a child or young person and/or parenting capacity (even if there are no identified child protection/safeguarding concerns). This includes GPS.

Level 4 includes named professionals for safeguarding children and young people, such as named GPS for organisations commissioning primary care. Level 5 refers to professions who have specialist roles, such as doctors who have a designated role in safeguarding children and young people.

Box 19.4

Revisiting the case of Jane


Jane has a 4-year-old and an unborn child. The safeguarding needs of both should be considered.

Actions to consider

1Report the matter immediately to the Children’s Social Care?

2Refer to specialist midwife?

3Ask the health visitor to call?

4Talk to the nursery school teacher about the family?

5Arrange for an appointment for Jane with the substance use service?

6Begin Jane on opiate replacement therapy?

Notes

1If you judge that Billy is likely to suffer harm (s47 Children Act 1989) as well as being a child in need (s17) then you should refer immediately. Working Together to Safeguard Children Guidance69 advises speaking to a senior colleague with responsibilities in safeguarding, for example the practice safeguarding lead or the local NHS Named Nurse first to gather more information

2A referral to a midwife who specialises in substance misuse would be important in the prevention of potential risks before the baby is born. A midwife can offer individual antenatal care and, if appropriate, may organise a visit to special care baby unit

3The family is well known to the practice and the health visitor may well be able to provide support for the mother as well as gather more information about the home. If then you judge that the boy is likely to suffer harm (s47 Children Act 1989) as well as being a child in need (s17)70 then you should refer immediately

4You may be correct, although you should usually seek the mother’s permission before doing this. If concerns for the child outweigh the mother’s misgivings about this, latest information-sharing guidance reminds us of the primacy of the child’s wellbeing (HM Government 2008 Information Sharing Guidance). You need to check with others who know the child about their observations. If then you judge that the boy is likely to suffer harm (s47 Children Act 1989) as well as being a child in need (s17)70 then you should refer immediately

5This would be good practice as Jane may well benefit from involvement in other services. Note, however, that she has managed her addiction extremely well in the last two years with support from the GP practice so this would need to be a discussion between the GP and Jane

6Yes. This is recommended practice (see Chapter 18 for guidance on prescribing methadone during pregnancy).
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Notes

*The kit can be downloaded from https://www.childhelplineinternational.org/wp-content/uploads/2017/11/RCGP-NSPCC-Safeguarding-Children-Toolkit.pdf.
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Definition

British BAME (Black, Asian Minority Ethnic) Groups is now the widely used terminology in the UK regarding minority group ethnicities, notably a category that is non-white.1,2 However, different organisations may use BME (Black Minority Ethnic) and BAME interchangeably or specifically regarding policy, with most census surveys utilising arbitrary categories to define ethnicity.3 However, race, culture and ethnicity all have separate meanings (Table 1).4,5 Thus, limitations in using BME/BAME can include implying that BME/BAME individuals are a homogeneous group. Or that BME and BAME single out specific ethnic groups, which in itself can be divisive and exclusionary. They can be perceived as convenient labels, rather than chosen identities, that are placed on minority ethnic groups of people, such as describing ‘South Asian’ population groups from Bangladesh, India, and Pakistan. The term ‘black communities’ also refers to people of African, West Indian and Caribbean heritage. It is generally perceived that these terms refer only to non-white people, which does not consider white minority ethnic groups, such as white Europeans/gypsy travellers.6 Furthermore, even within white minority groups there are vast differences in ethnicities and cultural practices, highlighted in a cross sectional analysis of Bosnian and Croatian white European adolescents and substance use and misuse7 This study found a higher prevalence for harmful drinking for both Croatians and Bosnians, a higher prevalence of smoking in Croatians and overall a low prevalence of illicit drug use, although slightly higher in Bosnians. The authors found that children who quit sports were more likely to use illicit drugs, drink or smoke. Thus, ethnic identity, gender, age are moderating variables on poly-substance use, further discussed by Evans et al.8 This chapter will primarily focus on South Asian and Caribbean and African black minorities.

Table 1. Source (Fernando, 1991), taken from Sewell (2008).
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Definitions of substance misuse and abuse and addiction have no unified statement between differing organisations in the UK. However, general descriptions of definitions are within specific policy and national survey of drug use. Furthermore, the definition of substance use, misuse and addiction are often subjective, exemplified with recreational drug use, for example an adult who uses cannabis recreationally is somewhat different to a young person/child doing the same.9

Introduction

This chapter will provide an understanding regarding differing needs and challenges associated with drug use among diverse minority communities within the UK. It will provide insights into the preferences of illicit drug use within BAME communities. However, in the UK, even within groups of the same ethnic background, there are differences in illicit drug preference. Such differences are often associated with factors such as generational and wider socioeconomic differences. Therefore, patterns of drug use and the barriers and facilitators to treatment can be different for particular ethnic groups.

The key take-away message is that drugs can affect any walk of life (age, gender, culture) and it is the psychological, social, and biological factors that are interdependent on each other in every single case. Health managers and key workers should be equipped in knowing the resources and the population they serve.3,4 This has become significantly more pressing following the recent tragic death of George Floyd in America whilst under police restraint and has catapulted the prominence of the #BlackLivesMatter movement. This tragedy invokes similarities with other ethnic minority deaths. For example, one can recall the murder of the black citizen Stephen Lawrence in the UK by two white perpetrators with a subsequent mishandling of the case as detailed in the Macpherson Report.10 Therefore, it is vital that organisations are equitable and accountable and do not deter BAME service users.

This chapter will discuss ways in which primary care practitioners and managers of services can ensure that BAME patients are given the treatment they require and help identify gaps required for action.

Prevalence of drug use in BAME communities in the UK

An annual estimate of the prevalence of drug use is undertaken through the Crime Survey for England and Wales (CSEW, formerly the British Crime Survey (BCS)). An accurate description of the population’s prevalence of drug use habits is incomplete with only a minimal ethnic minority dataset with major methodological and conceptual flaws.11 There are two reasons one could argue for this, the first being that ethnic minority drug use data has led in the past to ‘essentialist thinking’, which fuelled further stigma and discrimination of these groups, thus epidemiologists concurred there was no value in presenting these results, meaning that sub-samples of ethnicity data were used to represent ‘essentially’ whole ethnic populations, when in fact it does not, further discussed by Burlew in 2018.12,13 On the other hand, others would argue that this leaves issues of ethnicity not adequately considered in national surveys. For example, although the CSEW (2018/2019) is recognised as a robust measure of drug use for the drug types and population it covers, it has not included data on ethnicity. Data taken from the CSEW 2013–14 suggested that Mixed ethnic groups (14.3%) were more likely to have engaged in illicit drug use than any other ethnic group, and Asian groups (2.5%) were least likely.14 This was compared to reported illicit drug use among White (8.4%), Chinese (5.4%) and Black (4.7%) ethnic groups. However, such findings should be interpreted with considerable caution, since many users may either not be a part of the household resident population which is covered by the survey, or they may lead such chaotic lifestyles that they are unable (or refuse) to take part in the survey.

Furthermore, it would appear there is not a single cause as to why use of a certain drug is either more or less common within minority groups compared to the general population. There are associations suggesting certain groups of people may be at a higher risk of drug misuse, such as young people and children, pregnant women, older adults, homeless people, and asylum seekers/refuges/immigrants.15 The CSEW 2018/19 also notes that although they provide rich data on the personal, household and area characteristics as well as lifestyle factors of adults that are used to explore differences in drug use, these factors often interact, and caution should be taken when drawing conclusions. For example, Mixed ethnic groups tend to have younger age profiles than White ethnic groups.16 The CSEW 2018/19 report identifies categories of drug use by age and sex, with males being twice more likely to take drugs. A new age bracket of over 60’s highlights 0.8% use of cannabis, whilst Class A drugs are the choice for the under 18-year olds. Alcohol remains as the most widely abused drug followed by opiates, crack cocaine and then cannabis. New psychoactive drugs have also been included in the data set alongside settings in which the drug was used in past year such as pubs, clubs and house.

Patterns of substance misuse

The incidence and patterns of drug use varies regionally and mostly within low socioeconomic status (SES) areas.17 NHS national statistics show that hospital admissions for drug-related mental and behavioural disorders was up 30% from 2008/9 and was six times more likely in most deprived areas. Admissions to hospital for drug poisoning increased 16% from 2012/13 and was five times more likely in the most deprived areas, with mortality from drug poisoning increasing by 46% since 2008.6

In the 2011 Census, 80.5% of people in England and Wales said they were White British, and 19.5% were from ethnic minorities. The National Drug Treatment Monitoring System (NDTMS) and Alcohol Treatment Monitoring System (ATMS) offer one of the more reliable data sources, given the considerable investment in these systems nationally, over many years. In 2016/17, adult (over 18 years old) substance misuse statistics from the NDTMS state individuals recorded as white British made up the largest ethnic group in treatment, (85%, 231,949) with a further 5% from other white groups. No other ethnic group made up more than 1% of the total treatment population. Most individuals (85%) were white British compared to 80% of the English population, ranging from 86% of alcohol only presentations to 80% of non-opiate only clients. The “other white” group was the next most common ethnicity (4%), compared to 5% of the English population. No non-white ethnic group accounted for more than 1% of the total cohort.9 Within the non-opiate only substance group, 4% of individuals had an ethnicity of Caribbean (71% of whom cited cannabis and 29% cited crack), compared to the English population where the proportion is 1%.9 They also included new statistics on religion, which showed that the most common religion cited was Christian, reported by nearly a quarter (24%), followed by 2% stating Muslim. Figures from the 2011 census show a higher rate of religious identification among the general population.18 However, the NDTMS data set from the under 18-year olds excludes ethnicity and religious affiliations, and it is unclear why this may be.

In a review of the literature pertaining to alcohol and ethnicity, Hurcombe et al.,19 found BAME groups tend to have higher rates of abstinence and lower levels of alcohol use than White ethnic groups.

Of all BAME groups, people from mixed ethnic backgrounds were less likely to abstain and more likely to drink heavily than any other. They also found individuals from Chinese, Irish and Pakistani groups risked drinking above recommended limits in higher income households. Alcohol-related deaths are higher than average within the Irish and Scottish populations and in Indian men, while Sikh men20 suffer higher levels of liver cirrhosis. Therefore, Hurcombe et al.19 suggested that problematic alcohol use could well be hidden among some BAME communities and a greater understanding of cultural issues is necessary when developing mainstream and specialist alcohol services.

In previous research, in the South Asian population group, the preferred Class A drug of choice is heroin, followed by cannabis as the second most commonly illicit drug used.21,22 There have been cases in which youths as young as 12 years old have reported the primary drug of choice to be heroin, although this is not typical of South Asian children. For example, glue and solvent use was reported significantly higher in Bangladeshi youths compared with youths in other BAME groups.23 The factors associated with the increase in heroin use have been poverty, overcrowded housing, poor education, low employment aspirations, family violence, child sexual abuse, experimentation and adapting a ‘Western’ lifestyle.21–25

Most of the primary drug users are thought to be young males. More recently, there is evidence to suggest key differences in the social determinants of substance misuse in women, highlighting protective factors as moderating variables for persistent use, although much of the research is conducted in America where clinical trials are legally mandated to include a percentage of research participants from ethnic minority backgrounds, which is unheard of in the UK.26 This suggests that the paucity of ethnicity outcome studies is not available in the UK due to inequity in drug research policy, prevention and funding.26,27 Other key trends are that there is little evidence to suggest a high prevalence of injecting drug behaviour across BAME groups. However, there is evidence to suggest the rate of substance misuse in females from BAME communities is increasing.21,22

So-called ‘dance drugs’ (ecstasy, LSD, amphetamines) appear to be less used amongst most ethnic minority groups, although some evidence suggests it is preferred by young black Caribbean populations, as it has been cited as the most commonly used drug after cannabis.28

However, the prevalence of Class A drug use amongst young adolescent populations of 16–24 is at the highest level than ever before, and concerns to reverse this trend is paramount.29 Moreover, the fastest growing minority group in the UK is the ‘Mixed Race’ group, with increased drug use with little evidence of treatment interventions or prevention due to poor data quality and methodology.30

Some non-black ethnic minority groups around the UK use non-illicit substances such as paan. Paan, known as betel leaves, are prepared, and used as a stimulant. The paan leaf with or without tobacco is chewed before spitting or swallowing. The paan has habit-forming and euphoriant properties. There is evidence that lifetime use exists within South Asian populations, as it is a culturally accepted substance across such populations.21,23,31

Another popular traditional herbal plant, Kratom is also used commonly amongst south Asian populations as a stimulant usually chewed or brewed in tea, often used in opioid withdrawals.32

Some BAME groups use khat, a stimulant consisting of the leaves and tender shoots of the plant. This is the most commonly used stimulant amongst Somalis and Ethiopians. While use in the UK has been recognised and documented,23,31 use of khat was not specifically surveyed.

In the black African community this is perceived as a culturally acceptable drug. In keeping with cannabis use in this community, it is associated with low levels of stigmatism and taboo.

Perception of drug use in the BAME community and barriers to treatment

An important element for health professionals is to understand and address the factors that facilitate some individuals from minority communities into treatment and also barriers to care that prevent others from accessing treatment. Primary care practitioners and healthcare managers will benefit from understanding the cultural views a drug user from an ethnic minority background faces within his, or her community and what barriers are created before even seeking help for substance misuse issues. Unsurprisingly, there is a danger in the UK that treatment services can become too oriented towards the Caucasian population and less focused towards the demands of BAME substance misusers.

BAME groups are likely to be under-represented in surveys where stigma, cultural and religious values play a key role in preventing individuals within these communities from revealing their drug use to researchers, i.e. they tend to be secretive regarding personal use. The following case studies highlight the barriers facing individuals from BAME communities seeking help from GPS and treatment services for problematic drug use.

Case Study 1

A young South Asian woman, Yasmin, aged 20, socialises with friends from different backgrounds. Most are of South Asian background. She finds herself experimenting with and trying cannabis and is regularly smoking it with her friends. Her mother hears a rumour from her community that her daughter is trying ‘drugs’, also noticing a distinct smell on her. Upon hearing the rumours, the mother decides to challenge her daughter and searches her bedroom and handbag. A bag of cannabis is found, and the daughter confesses she uses cannabis with her friends. The mother is concerned her daughter is ‘addicted’. The mother has limited English vocabulary. They plan an appointment together to see the GP.

What advice and services would be suitable for this young woman from a minority ethnic background?

Points to consider

•What is her cultural background?

•What is the stigma associated in her community?

•What advice and help could be offered to her and her family?

Key learning points

The majority of South Asian families have limited knowledge of drug use and where to seek help. The initial route to access drug services is through GPS. South Asian communities hold a high degree of confidence and trust in the information and drug treatment provided by their GPS. This is often the most crucial step a family belonging to this community takes in seeking help to tackle problems relating to illicit drug use.21,31,33

There is a strong sense of family values in this community and usually the drug user may prefer to have the support and involvement of his or her family. An emphasis is placed on the stress it causes the drug user’s family, especially that of the mother. In South Asian culture, the upbringing of children and conferring cultural, religious, and social values is considered predominantly the female role. The family can be heavily ostracised by the community if seen as neglecting to bring up children with traditional beliefs.23 Therefore, in the case of Yasmin it is important to assess whether she is in fact dependent upon cannabis or using the drug recreationally. It is possible that family members with well-meaning intentions could be pushing for treatment to ‘cure’ Yasmin, when in fact she is simply using the drug in a non-hazardous way. Consequently, the GP can be a source of considerable reassurance to the family by emphasising that Yasmin is not dependent upon cannabis.

On the other hand, a robust assessment may reveal that Yasmin is dependent upon cannabis, and therefore referral for community drug service support could be indicated. Therefore, if Yasmin consents, it may be beneficial to include the family unit when community drug treatment services are involved. This may provide clear understanding and assurances to the drug user and her family in understanding the drug use and the treatment options available.21

Patient confidentiality is a key factor. This needs to be repeatedly emphasised to the drug user and her family. The community is a central focus, and there is stigma placed upon the drug user and her family. It is thought that a member of the family who is a drug user has an impact on the whole family, and there is fear of shame and loss of honour.21,34 Additional pressures are placed where the impact of the drug user extends further to his or her family member’s future:

“It brings so much shame to the family within the community, people just look down on you, they think the whole family is bad. The drug user won’t get a marriage proposal, and neither will the sisters if their brother is a drug user” (Drug user’s sister)21

There is anxiety from the family being the centre of gossip in the community and tarnishing the family’s name. It is more acceptable to try to hide the problem, rather than seek external help.

In summary, case study 1 highlights that there are many barriers faced by the drug user and his or her family, including:9,21,23,31

•Stigma from the local South Asian community, leading to users being secretive about their use

•Shame and loss of honour of the drug user’s family

•Religious and cultural barriers

•Fear of being sent back to the country of origin and to be possibly married there. Some individuals in the community hold beliefs that the distraction of being moved would help in dealing with the problem of drug dependence. The drug user would not be able to easily access the drug source and is kept away from peers and drug-using lifestyles (also referred to as ‘Westernisation’)

•Lack of knowledge and understanding of substance misuse

•Lack of awareness of the availability of substance misuse treatment provision in the area

•Absence of appropriate informal and formal support.

Case study 2

A young Muslim black African male, Mohammed, aged 19, socialises with his cousins and friends. He has left college and is unemployed. He spends most of his recreational time smoking cannabis and has been experimenting with heroin. He does not realise the potential for heroin dependence and soon enough he spends his job seeker’s allowance on buying heroin. His allowance does not provide sufficient monies to fund his habit and he starts to steal from his mother. His mother notices change in her son but is afraid to ask questions. He is withdrawn, agitated and has been losing his appetite. He eventually confesses to his mother that he is addicted to heroin and does not know what to do about it. They plan an appointment together to see the GP.

Points to consider

•What is the religious and cultural background?

•What are the barriers faced before accessing help from the GP?

•What advice and help could be offered?

Key learning points

There are many pressures that the drug user and his family face before seeking help from external agencies; it is a big step for the drug user and his family to seek help from the GP. The GP is the trusted health provider and a key link for this community to access drug treatment and advice services. There are many barriers faced by the individual and the family from the community including:24

Limited knowledge of drug services

There have been reports to suggest members of the black African community have limited knowledge of illicit drugs. It has often been perceived that the treatment for drug dependence is through counselling from a trusted member of society such as family, friends (who may themselves have been taking illicit drugs) and/or religious leaders. The majority of drug users and their families lack the knowledge of either opiate detoxification or substitute prescribing options. There is lack of awareness regarding interventions available to help with illicit drug use. It would be beneficial to explain to individuals and their families the nature of the types of drug services and treatment interventions available. An emphasis should be placed upon open discussion. There have been reports indicating that individuals from this community feel that drug service providers lack cultural understanding.35 It is good practice to identify drug services in the local area that are oriented towards the black minority community. In some such services there may be black African drug workers who some clients will readily identify with, thus reducing a sense of stigma or intimidation. An example of culturally sensitive community support programmes, BAC-IN – a Nottingham-based peer-led community drug and alcohol (BAME) recovery support service, suggest recommendations on the model for support is based on the principle being supported through addictions by those who have experienced addictions.36

Family values and social upstanding

There is a strong sense of family values in the community and usually the drug user may prefer to have the support and involvement of the family. With consent, it may be beneficial for the drug user and the family to understand the nature of the illicit substance and the options available in managing and treating substance misuse. This is a crucial stage, and with clear understanding and guidance the drug user can be supported by his family and so progress in seeking further help to tackle problems relating to drug dependence.

Religion and beliefs

Most commonly, with the pressures of religion in the black African community, the drug user’s family face the stigma of being associated with drug problems. The usual response to dealing with illicit drug problems in this community is denial.

In many cases, religious institutions do not accept that followers of the faith are drug users and often the family is ostracised. This has been noted particularly for Muslim followers as Islam prohibits the use of drugs (narcotics), which are ‘haram’ – unlawful or not permitted due to their potential to cause effects of intoxication.37,38

Stigma, taboo, and confidentiality issues

The family of the drug user mostly fear being rejected and stripped of their social standing in the community. Therefore, there is such a powerful stigma associated with illicit drug use, that to even talk about drug addiction is perceived as a taboo subject. Reports of punishment and rejection have been experienced in the black African community. Drug users are aware of this and are afraid of how their families will react towards them. If a family member is categorised as a drug user, then the black African community would suffer as a whole. Due to stigma and consequences, it is important to emphasise confidentiality in every consultation because there would be a fear of reprisals should information be leaked into the community.

Case study 3

A middle-aged black Caribbean male, Carl, admits to his girlfriend that he snorts crack cocaine. She is aware that he smokes cannabis on a regular basis but is worried that his crack cocaine addiction will impact on her life. He has been continuously fighting the addiction and promises her that he will make an appointment tomorrow morning to see the GP.

Points to consider

•What concerns does he face?

•What is the community perception of his drug use?

•What are the barriers in accessing drug treatment services?

Key learning points

The overall perception of illicit drugs is varied in the community.24,28,31 The perception of cannabis is that it is a culturally acceptable drug, and it is categorised by the black Caribbean community as a ‘natural herb’ with medicinal properties. A report has suggested that, due to the Rastafarian movement, most black Caribbean Rastafarians have used cannabis as part of their religion and culture.39

In the black Caribbean community, crack cocaine has been perceived as a drug of choice even though the use has been under-reported in the literature. Unlike cannabis use, there is stigma associated with illicit drug users taking crack/cocaine. The perception amongst members of the black Caribbean community is that illicit drug use impacts upon their communities by committing crimes, promoting violence such as ‘gang culture’ and gun crimes, thus damaging the reputation of the community and the local area.

There has been evidence to suggest that black Caribbean drug users face barriers to drug treatment/advice services due to a lack of cultural understanding, noted in a US National sample study.40 Drug users from a black Caribbean background believe that service providers will stereotype them as a ‘black person’ taking drugs and react negatively towards them by passing judgement on them as drug dealers.

Lack of confidentiality and discrimination are the key barriers. The evidence base would suggest that drug workers create a therapeutic alliance with people from ethnic backgrounds that could help promote trust and cultural understanding when tackling drug use in the community. Thus, promoting person-centred care is vital in the doctor-patient relationship, discussed further by Mead and Bower and in a systematic review by Kelly et al.41,42

Good practice and evidence of successful engagement with individuals from BAME communities

Promoting communication

Most of the research has indicated that drug users and families from BAME communities experience language difficulties since English is not their first language.21,37,42,43 The language difficulty can extend to a wide range of ethnic communities, especially older generations.21,24,37 A common and effective way of addressing the barriers presented by language is the provision of leaflets in different languages and dialects. This is a good way of getting key messages across to ethnic communities and reducing the widely felt impression that some drug services are primarily run by Caucasian drug workers.45 Websites such as FRANK have proven successful in delivering information on drug services, especially for the younger generation where anonymity is guaranteed.21,37

Non-written information such as national telephone helplines (FRANK), YouTube videos, and mobile Apps in various languages can be used by drug users and ethnic minority families in the privacy of their homes. This also helps individuals with poor reading skills who would struggle to assimilate information presented in the written leaflet format.28,33

A drug awareness week within the community for all members in the local area has also been suggested as a way to promote communication and drug service information.37

Provision of drug education

It has been widely documented that knowledge of drug information within the BAME community is extremely limited. The sources of information that many individuals from the ethnic community use are GPS, family, friends, social networks, and religious and community organisations.9,21,33,37

There have been suggestions to improve the approachability and subsequent access to drug services for users from an ethnic background. Suggestions include the creation of meaningful engagement of professionals with religious institutes, the inclusion of BAME community members in planning, delivery and organisation of drug services, and the provision of adequate training in substance misuse.21,37

With a strong sense of taboo and stigma in the community, most BAME members find that delivery of drug information and advice in familiar surroundings such as community centres, health centres, places of worship and GP surgeries to be much more comfortable. Most BAME drug users and their families have expressed that they would access help when all avenues have been exhausted and they have no alternative but to seek help from external services. GPS have been cited by the BAME community as the most trustworthy and knowledgeable health professionals from whom to seek help. Therefore, general practice has a crucial role to play in delivering effective drug information and treatment.21,24,37,46 For the younger generation, the delivery of drug information has included education in schools, religious institutions, youth clubs, colleges, universities, and sport centres.21,24,37

Cultural and religious understanding

Understanding and empathising with the diverse nature of culture within the BAME population is critical for professionals seeking to work with this group.9,33,37,45 One of the issues raised is the lack of cultural understanding, which has been cited as a barrier for many ethnic minorities in accessing drug treatment services.21,31,33,37,45

Some communities have felt they would be discriminated against and would be the target of racism if they were to seek help from drug services, especially those who were not able to speak English fluently.37 Some studies have suggested that many BAME members are put off by the lack of ethnic staff in the drug service, as they believe non-ethnic drug workers would not be able to understand their culture and they would be discriminated against.28,37

“I used to walk past this drug service every day and everyone in there – they were all white. And they were all smiling and happy. I used to look at this service … and I was afraid to go in there. I was afraid. Until one day there was a Black worker in there.” (Drug service client)28

Many studies have indicated a lack of religious understanding by professionals, especially towards the Muslim population. Drug-related problems are a major issue for the drug user, his or her family and the community; there is taboo and a religious view of condemnation for BAME individuals. There have been recommendations for religious leaders to be involved in addressing drug-related problems. This may not be the case because, due to strong beliefs, religious leaders are less likely to be involved with drug problems and often deny any substance misuse problems occurring in the community. It would be beneficial for drug services to address religious understanding with BAME drug users. One of the recommendations has included drug workers completing ‘cultural competence training’.47 This would allow drug workers to understand the social and religious diversity among the BAME community and enable barriers to be broken down by encouraging religious leaders to be involved in drug treatment services.21,28,37

There is a strong religious belief within some BAME communities that many of the problems caused by drugs can be solved by religious leaders praying at the mosque or church. It is important to understand the importance of religion in many of the BAME communities; many of the studies have indicated incorporating religious leaders and institutes through a drug delivery forum.21,37,38

There has been evidence and recommendations for ‘Muslim-friendly’ services for women. Mixed-gender services have posed a barrier, where it has been culturally unacceptable for women to mix with men. A crucial point for primary care practitioners is the finding that BAME women are most likely to enter treatment later, often missing out on harm minimisation interventions. Many studies have recommended provisions for women-only services at their homes or at a chosen venue.21,24,33,37

Ethnic minority drug users face stigma from their communities, with issues including the fear of losing their right to live in the UK,37 loss of family honour, and the impact on drug users’ lives and their family members’ future.21 By understanding the cultural and religious beliefs an effective drug delivery service is promoted, thus allowing BAME members to be effectively engaged and committed to the delivery of drug services.

Trust and confidentiality

The recurrent themes throughout this chapter are those of trust and confidentiality.

The BAME drug user and his or her family face stigma by the community. Due to the close-set community, the drug user may feel that seeking help from external agencies will mean confidentiality being breached: nothing is kept private and the family is ‘named and shamed’.21,37 It is important to strongly reassure the drug user from an ethnic minority background regarding the confidential nature of drug treatment. This is particularly important in the South Asian and African populations where drug use is heavily associated with stigma. There is evidence of loss of trust when seeking help from drug treatment and advice services. It is essential that community members feel reassured that trust and confidentiality will not be breached.

Ambiguous confidentiality statements such as ‘we operate a strict confidentiality policy’ or ‘this is a confidential service’ are not sufficient. It does not reassure the BAME patient that the information they provide will not ‘leak out’ in the community.31

It is important to emphasise that information provided will be kept anonymous (if possible) and strictly confidential between the drug user and the health service provider. Assurances are required that the information provided will not be discussed with anyone in the community and consultation will be kept private.27,44


Conclusion

There are clear differences between Caucasian and BAME illicit drug prevalence and traditional drug patterns, however, there is clear evidence that use of illicit drugs in BAME communities is increasing and that, even where it is shown to be less than in the Caucasian population, it is still significant.

A key theme is that most of the BAME communities have used cannabis and many find it a culturally acceptable drug. However, there has been evidence that problematic use of the Class A drugs heroin and crack cocaine have been the main trigger for drug users from BAME communities consulting external agencies for help. However, due to taboo and stigma, most drug users from BAME communities keep their drug-using behaviour a secret and only as a last resort at the point of desperation are these services approached.

Many drug treatment agencies are failing to recognise that these communities will often need support and encouragement before using available drug services. There has been an emphasis upon the lack of drug information and treatment knowledge in BAME communities, mainly because this is a taboo subject and not openly discussed. There have been suggestions to involve religious institutions and leaders to break down barriers.21,37,38 It is not an easy task, and many religions prohibit the use of illicit drugs, but with perseverance and involvement, positive changes can occur in cultural perceptions of drug users. Another example of this is discussed within the Jewish community and the Twelve step programme.48

This chapter has highlighted good-practice themes to help overcome barriers to accessing drug treatment services by BAME communities such as:

•Providing drug educational information in language appropriate forms such as leaflets CDS, DVDS, and online resources, helplines, group support networks

•A mix of substance misuse workers from different ethnic backgrounds36,49

•Understanding of religious and cultural barriers and cultural competency50

•Understanding the stigma and taboo associated with drug use and the importance of assuring and maintaining confidentiality

•An ability to cater for the needs of females in the BAME community, where it is not culturally acceptable for females to mix with males

•To provide drug service provisions in comfortable surroundings such as GP surgeries and community centres, as suggested in a meta-analytic review51

•To provide formal and informal support to the drug user and (with patient consent) to the wider family.36,41
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What is homelessness? Challenging the myth of migrancy

Having a home can be defined as ‘having an adequate dwelling (or space) over which a person and his/her family can exercise exclusive possession, be able to maintain privacy and enjoy social relations, and have a legal title to occupy’.1

Homelessness and rough sleeping can often be used interchangeably and the image of a ‘drifter’ or a tramp remain popular stereotypes. However, this stereotype does not reflect the complexity of homelessness in the UK and fails to recognise the hidden homeless population who access primary care services daily.

Many homeless substance users reside in their place of birth. Research in Leeds demonstrated that, regardless of age, homeless drug users were more likely than homeless people with alcohol dependence or mental ill health to access primary care in their city of birth.2 GPS who work with homeless substance misusers will often have seen these patients grow up within the practice area and often know their families. Their housing situation may change frequently, but often they remain within the same geographical area. Consequently, clinics will often have long-term relationships with many of their service users.

It is important for primary healthcare practitioners to realise that health, housing and social needs are interlinked. Provision of effective primary healthcare provision can help break the cycle of chronic homelessness.

Adequate housing can provide the homeless drug user with the stability required to facilitate access to primary healthcare. Chronic homelessness can include movement into or between any of the following housing states:1,3–5

•‘Roofless’ describes rough sleepers, newly arrived immigrants, and victims of fire, flood or severe harassment or violence

•‘Houseless’ describes those living in temporary or emergency accommodation (for example night shelters, hostels, or refuges) and those released from long-term institutions (for example psychiatric hospitals, prisons, detention centres or community or foster homes) with nowhere to go upon release

•‘Living in insecure accommodation’ includes individuals who are staying with friends or relatives on a temporary or involuntary basis, tenants under notice to quit, those whose security is threatened by violence or threats of violence, or squatters. County lines in which people’s houses are taking over in order to deal drugs from is a recent and significant risk

•‘Living in inadequate accommodation’ includes overcrowded or substandard accommodation. Such homeless people are often ‘concealed’ (also described as ‘hidden’) as people involuntarily share accommodation on a long-term basis because they cannot secure or afford separate housing.

The relationship between housing status and substance misuse

The link between poor housing and ill health has been recognised for well over a century. In the Victorian era, environmental health activists were instrumental in developing housing policy that sought to address the impact of urban slums upon poor health.6-7

Since then the challenge has been to marry the medical intervention, usually centred upon the individual, with wider public health interventions, aiming to provide healthy housing. This challenge remains today in the healthcare of homeless drug users.

There is an emerging evidence base describing the relationship between housing status and substance misuse. Qualitative research has documented a tendency for many drug users to increase drug use when in the hostel environment. This appears to be due in part to being surrounded by drug-using peers.8 For some, drug use is reduced when rough sleeping due to restricted finances. Initiation into injecting heroin rather than smoking due to the practicalities of smoking outdoors in an often windy environment, has also been described. Some homeless drug users describe a progression to injecting alone once they have acquired stable accommodation. As injecting alone is a risk factor for drug-related death, the move to solitary accommodation as a drug career progresses could in part explain the findings of an increase in the mean age of heroin-related death despite a reduction in the average age of initiation into heroin use.9-10

Homelessness is a risk factor for illicit drug overdose and there is an association demonstrating that drug users at high risk of overdose are likely to witness more overdoses.11 Additionally studies have shown a link between deprivation and repeated overdose. A Norwegian study of repeated overdoses has shown that homeless patients are more likely to present with a repetitive accidental overdose within a week as are patients who self-discharge.12

Quantitative surveys amongst UK homeless drug users have described the drugs commonly used by homeless people. They include heroin and crack cocaine, and polydrug use is common. It is noted though that this can vary based on housing and ethnicity. Mental health disorders can also drive use of particular substances, with an American study showing that young homeless adults suffering mental health problems had high rates of sedative misuse.13

Misuse of prescription medication was more common in those identifying as an ethnic minority, perhaps related to the typically low rates of illegal or street drug misuse in these populations.13

Unfortunately, many drug users have multiple health morbidity. This may be a consequence of the drug use itself or lifestyles factors, including restricted access to healthy food and personal hygiene measures, i.e., dental care. It is noted that there is a high rate of cigarette smoking in homeless populations14 Such morbidity includes:

•Iliofemoral deep vein thrombosis due to persistent injecting into the femoral vein

•Pulmonary embolus

•Blood-borne viruses – hepatitis B, hepatitis C or HIV

•The infection rates of HIV in resource rich countries are found to be concentrated in marginalised societies with higher rates in people with unsecure housing. In the homeless population, living with HIV or AIDS, those with mental health or substance misuse problems are more likely to have poorer outcomes, in particular to not complete or to miss doses of medication (HAART)15

•Bacterial infections – septicaemia, cerebral abscess, spinal cord abscess, endocarditis, cellulitis, and skin abscesses

•Common Chronic diseases such as asthma, epilepsy and diabetes can be more challenging to manage due to the restrictions being homeless creates for daily living, e.g. sleep deprivation

•High prevalence of cardiovascular disease related to traditional (cigarette smoking, poorly managed hypertension) and non-traditional factors such as stress and cocaine use.14

Where will homeless drug users access primary care?

Homeless drug users access primary care in a variety of settings. These include a mainstream general practice, specialist practices and various Out of Hours settings. This variety may in part be a consequence of barriers, real and perceived, for homeless people accessing mainstream primary care services. These include practice opening times, appointment procedures such as needing to phone at 8am and financial disincentives for GPS to work with this patient group.16

Generalisations and stereotypes still persists which can lead to discrimination against homeless people accessing primary care. This may include attitudes that as a cohort they are violent, antisocial or ‘undeserving’ of support.17–18 Consequently, homeless people are more likely to access hospital and emergency care than the general population.19

Homeless people with co-existing mental health problems and substance use disorders (dual diagnosis), use the out of hours primary care services at much higher frequency.19 Despite this and increased In Hours visits, there are few follow ups or preventative medicine visits. This results in undertreatment of conditions such as diabetes.

Substance misuse rates are above average in the homeless population and leads to increased marginalisation, in addition to earlier mortality and longer periods of homelessness. Access to treatment is essential.20

Some homeless people face a double risk of discrimination due to age, gender, ethnic background or sexual orientation.8,20-22 To address such stigma and aid integration of homeless drug users into primary care treatment provision, both legislation and local innovation have helped by providing a variety of effective frameworks for delivering healthcare to homeless populations.1,23 Such models entail providing primary care to homeless drug users in the following settings:

•Mainstream general practice

•Mainstream general practice with a special interest in homelessness

•Specialised general practice for homeless people

•Provision of primary healthcare within the secondary care hospital setting.

Mainstream general practice, defined as provision of care through normal registration in a primary care practice, remains the ideal setting for primary care provision for homeless people. It normalises primary care for homeless drug users. Its wide coverage means there is ease of access for homeless drug users, particularly in rural areas.

Unfortunately, for the reasons outlined above, mainstream General practice is often a difficult setting to access for many homeless drug users, particularly when presenting with acute illness. Many will present to third sector community drug services for drug treatment and primary care services for generic health problems. Such primary care services may be either community or specialised general practices where they are available. The latter became more common in the 1990s with primary medical service legislation permitting trusts or independent contractor practices to appoint salaried GPS and other health staff not normally employed in the primary care setting (for example, community psychiatric services or client support workers). Some do provide drug treatment in addition to generic primary care services with the strength of such a model being that more focused and intensive care can be provided for large numbers of homeless drug users who have complex multiple morbidity. Such practices tend to have strong links with mental health, social services and housing charities, so can provide a more holistic treatment package.

The ability to innovate and provide individualised care such as innovation in improving HIV medicine adherence can be of huge benefit to treatment success rates.16 The centres, however, are concentrated in urban areas and, therefore, are not a solution to the problem of rural homelessness or in cities in which there is less of a perceived homeless problem, so funding is harder to obtain.

Theoretical arguments against specialised practices for homeless people are that they ghettoise primary care provision, and therefore further marginalise homeless people. Often, this mistrust leads to late presentations of illness which then requires hospitalisation.24 This is demonstrated in both adult and youth homeless populations. Mental illness, substance misuse and homelessness were associated with high levels of hospital use. There is a clear rationale for services which can engage this population in effective Primary Care treatment.

Current thinking would therefore encourage registration with the specialised general practice at times of health and social crisis to provide early treatment and rehabilitation. Once the acute condition has stabilised, and the user is familiar with the primary care setting, registration with mainstream primary care should be encouraged. Often the individual will require support to attend the new general practice and there is a role for patient/client support workers, or receptionists from the specialised general practice to provide such support.

Planned primary care provision in the hospital setting is not a common model in the UK. It is more commonly found in Europe, and models vary from a single centralised unit to all hospital departments offering care. Key to the success of such models appears to be social worker support for the homeless person. Such primary care programmes for homeless people have led to a reduction in hospital admissions.25

Structured counselling to address problematic substance misuse

There appears to be a paucity of UK research evaluating the impact of structured counselling approaches to address problematic substance misuse by homeless people. Drug overdose is the most common cause of death in homeless populations and so understanding how best to treat this patient cohort is vital.24 US research has evaluated behavioural and empowerment drugs health promotion approaches. Common findings are that assertive community treatments retain users in services but do not yield high rates of abstinence,25 and residential therapeutic communities for those with dual diagnoses result in greater reductions in drug use than community interventions. Both modalities reduce drug use.26–28 In Emergency Departments, homeless patients often demonstrate more severe and frequent substance misuse and there is a need to link patients to medication-assisted treatments and secure housing.24

Limiting disability payments to homeless persons with a dual diagnosis of drug misuse and mental ill health in an effort to reduce drug use does not lead to a reduction in number of substance-using days per month.29

Compared with those receiving typical day care programmes, homeless crack cocaine abusers who were randomised to an enhanced day treatment programme, plus abstinent contingent work therapy and housing, had fewer positive cocaine toxicology’s, fewer days homeless and more days employed.30 Residential treatment has also been found to improve re-arrest rates31

Therapy interventions tailored to the individual taking into account different subgroups of service users rather than one gold standard treatment are the most effective.32

Drop in centres, in which service users can engage in less demanding programmes, can offer an alternative treatment approach.33 They are often coupled with advocacy and outreach services and were shown to improve drug and alcohol use in the younger homeless population in a small American study. Behavioural approaches amongst homeless drug users should therefore seek to adopt a non-coercive, harm reduction approach. Where a drug user expresses a wish to achieve abstinence, this is best achieved in a therapeutic community/residential setting.

Key issues in safe prescribing for homeless drug users

Best practice guidelines for GPS and all professionals working with any patient who uses drugs would always support prescribing in conjunction with the support of the specialist service. This may be a shared care nurse or key worker based in the practice. These professionals will provide a thorough assessment agreed with the service user, which will inform the decision to prescribe opioid substitute medication.34

It is important to avoid pressure to prescribe opiates for maintenance other than buprenorphine or methadone maintenance medication, as these are the only opiates that have demonstrated reduced crime and reduced drug use.35 Prescribing of other opiates should take place only in a research setting.

Some homeless drug users move areas and present to primary care requesting immediate continuation of the prescription prior to assessment. The prescriber should agree to this only once the history has been confirmed with the previous prescriber to minimise the risk of duplicate prescribing. Similarly, patients released from prison must have their dose confirmed prior to prescribing and checks should be made that referral has not been made to the local specialist service. Homeless drug users are at increased risk of drug-related death.36 Naloxone should be offered to all service users initiating on oral substitute medication.

Any decision to prescribe a substitute opioid prescription must carefully weigh up the risks. Prescribing practice, that has the potential to increase the risk of death, either unintentional or intentional, should be avoided. Such practice would include:

•Concomitant prescription of methadone and benzodiazepines

•Not providing supervision of the prescription on initiation and for a length of time until stability is achieved

•Continuing infrequent collections of medication when there are risks, such as being unable to keep the prescription safe if housing is unstable, or polysubstance use.

Homelessness and criminal justice

Many homeless drug users receiving maintenance therapy spend periods of time in prison. A systematic review in America found much higher rates of lifetime arrests for patients with mental illness who were also homeless when compared to patients with housing.37 It further notes the high levels of victimisation in the homeless population particularly those with severe mental illness. Housing support alongside access to counselling and treatment of physical health problems is needed to reduce reoffending rates and further victimisation.37

Prison healthcare should be provided with the aim to ensure equivalent care to what may be expected in the community. This includes continuation of community prescriptions for OST and treating and managing dependence. This should start in police custody when prescriptions should be continued where possible. However, mean daily amounts of heroin consumed are often lower in the custodial setting than in the community and users are more likely to become abstinent if their detoxification is completed in the prison setting, rather than released part way through a sentence.38 Release from custody remains a high risk period for drug related deaths, in part due to reduced tolerance on release. A close link with community services to facilitate a seamless continuation of the prescription and the provision of Naloxone will help. An American randomised controlled trial recruited 211 users in the prison setting who were randomised to either: counselling in prison with passive referral to treatment upon release; counselling and transfer (counselling in prison with transfer to methadone maintenance treatment upon release); or counselling and methadone (methadone maintenance and counselling in prison, continued in a community-based methadone maintenance program upon release). Results showed a higher engagement in treatment and lower proportion of individuals testing positive for illicit opiates at one month in the group who received prison-based methadone maintenance.39

The main positive outcomes of opiate replacement therapy (namely a reduction in both illicit drug use and acquisitive crime) are common occurrences in the prison custodial setting. Where maintenance medication is initiated in the prison setting, there is a need to liaise with the community drug treatment service prior to release to ensure ongoing prescribing post-release. This may become more of a challenge as prisons move to introduce long-acting buprenorphine.

Hospital care and homelessness

Hospital admissions are not uncommon in homeless patients especially if there is co-existing substance misuse. Presentations for trauma and acute infection are common.19 This can present a challenge for hospital clinicians, many of whom have limited experience and training working with people experiencing these problems. This dilemma is demonstrated by the case study in Box 21.1. It shows that many drug users present with unusual symptoms as a consequence of injecting. This often necessitates hospital admission. It demonstrates a training need for many hospital colleagues on aspects of substance misuse.

Box 21.1

Case study of care of a homeless drug user while in hospital


A male resident in a homeless hostel, who has been homeless for 20 years, was seen in the local A and E department with an unproductive cough and mild shortness of breath. He had no temperature. He was diagnosed with a chest infection and given amoxicillin. He took a few of these tablets but did not complete the course.

He had a follow up appointment with the GP based at the hostel who felt that whilst this may represent a partially treated chest infection, she wanted to rule out a pulmonary embolus. He was admitted onto AAU for investigations. Unfortunately, he self-discharged as he was concerned about missing his methadone prescription. The substance misuse link nurse works part-time, and, in her absence, there was some confusion about prescribing his methadone. The discharge summary was sent but there was no attempt to either contact the GP or substance misuse service to say he had left without investigations.

2 weeks passed before he was admitted by ambulance. He was found to be tachycardic, with a mild fever and a low blood pressure. He was admitted to ITU and was found to be suffering with subacute bacterial endocarditis. A condition more common in people who inject drugs due to the direct injection of bacteria into the venous system.

He spent 3 weeks in ITU during which he continued to receive his methadone. He remained short of breath and with ongoing arthritis pains, he was started on additional analgesia. This time he remained in hospital and was well supported by the liaison substance misuse nurse. His additional analgesia was changed prior to discharge to tramadol due to ongoing symptoms. He was not offered physiotherapy on discharge.

He was discharged to the local hostel with plans to move on to shared housing. Telephone handover was given to the prescribing team at the substance misuse clinic, so his methadone continued in the community.

His GP was advised to reduce and stop the tramadol on discharge. The patient, however, struggled with ongoing pain and did not always engage in follow up. He remained short of breath.

He remained on dual prescribed opiates for some time. Eventually his tramadol was reduced with the use of other non-opiate-based painkillers.



Pain management for patients receiving opioid substitute treatment can be difficult. It is important that alternatives to prescribing are considered including therapies. Dual opiate prescribing for chronic pain must be avoided.

Clearly there is a need for close communication between GPS, community services and hospital clinicians. Despite having serious health problems, many homeless drug users will discharge themselves to access drugs to mitigate acute opiate withdrawal symptoms. The provision of liaison nurses within hospitals is extremely positive but they are not found in all trusts and often their departments are very small. When they are available, they can offer essential specialist prescribing advice and ensure patients receive their substitute prescription.

Education and experience in managing substance misuse within a wider topic of health inequalities would be a welcome addition to curriculum. Developing innovative pathways to ensure follow up of this population and ensuring equity of care will come from interested and enthusiastic clinicians. Community services and Primary Care need to be an integral part of these pathways.

Having rapid access appointments for patients discharged from hospital, as well as criminal justice settings, provides the opportunity to reassess risks, provide a wellbeing assessment and engage the patient back into treatment. Community services need to work closely with colleagues in secondary care. Services may consider providing joint clinics for patients with Hepatitis or who are pregnant. Sexual health clinics can be offered from the same building. Close working with colleagues in mental health is essential.

Developing integrated working – key principles

In whatever setting homeless drug users receive drug treatment, care will need to be integrated with partner organisations. Key stakeholders include housing, drug and alcohol treatment services, social services, hospital and prison providers. There have been historical barriers to integrated working. Although in some areas, collaboration between health and social care organisations has been reasonably good, historically, housing agencies have been omitted from collaborative working.40

Tendering of contracts has led to more agencies providing services which can lead to confusion over roles. The following have been described as common threats to collaborative working:

•Lack of understanding of other agencies, their roles and responsibilities, boundaries between them, and the constraints that others are working under

•Uncertainty of the services provided by, and personnel within, other agencies

•Collaboration at strategic level not being implemented or mirrored at service delivery level

•Difficulties in communication and sharing information between agencies, including false expectations and mistrust of other professional groups

•Unsuccessful user involvement at strategic level.

The need for clear leadership through local networks with diverse, interested professionals sharing opportunities, can lead to very effective partnerships. Primary care has a key strategic role in coordinating this as the service which interacts regularly with all the key providers. Harnessing technology to share information across services, to produce one set of accessible information is a clear aspiration which will aid in joined up provision.

Within the confines of the consulting room there is much that the general practitioner or practice team member can do to aid partnership working. One key area is in providing meaningful letters of support for housing. This should take place only when first requested by the housing department. Patient-led requests for housing letters tend not to aid integrated working. Where the patient presents a request to the GP, he or she should be directed to the housing department so that the need for a GP support letter can be assessed. If such a letter is deemed appropriate, the content of the letter can significantly help the patient.

The Homelessness Reduction Act 2017, which came into effect in 2018, imposed a statuary duty to both prevent and reduce homelessness and brought an opportunity for system change.41 The Act “bolted” on both statutory “prevention of homelessness” and relief responsibilities to existing rehousing responsibilities of local housing authorities Each individual threatened with, or experiencing, homelessness has an individual plan produced. These new duties are a significant reform from the Homeless Act 2002,42 since they apply to all eligible applicants (i.e. defined on the basis of immigration status) and are blind to intentionality and priority need. Under the old act, priority need was granted if the individual was vulnerable as a result of: old age; mental illness or handicap; physical disability or other special reason; fleeing violence (including domestic violence); having spent time in the armed forces, prison or remanded in custody; age 16–17 (unless social services have a responsibility for accommodating); care leavers under the age of 21 who were looked after by social services when they were 16 or 17 (with some limited, uncommon exceptions). Many drug users will experience one or more of these conditions; it is important to highlight this in the medical letter. It is important to highlight that substance misuse is not a reason for exclusion from housing.

Networks have emerged to support individuals with multi-complex needs – a set of health and social conditions which are often interrelated. Patients with multi-complex needs often struggle to fit in traditional services often designed to manage one problem, such as housing or substance misuse. Organisations such as MEAM (Making Every Adult Matter)43 aim to support local areas to better meet the needs of services users by advocating locally, and often coordinating care for service users.

Many housing departments, housing associations and private landlords are now able to provide all kinds of different supported housing options. This ranges from frequent visits from a client support worker, to shared housing, to semi-independent hostel accommodation. Being explicit in the support letter regarding the drug user’s level of competency in carrying out daily living skills can help housing agencies find the most appropriate accommodation to support rehousing of homeless drug users.

Housing First has a growing weight of evidence.44 Developed in New York in 1992, it is now a strategy in many countries. Its principle is to provide a tenancy, free of conditions, for people who have experienced homelessness, physical health, and social needs. They are provided with intensive, open-ended person-centred support. A recent study from Canada has shown that as long as housing is independent of treatment status or abstinence, then Housing First is also effective for service users with substance use.44

The need for services which recognise the impact gender, ethnicity and age have on experiences of homelessness is clear. Female homeless patients in particular suffer the effects of victimisation and the associated trauma. Substance use and sexual risk taking are linked, although further evidence is needed as to the nature of this link.45
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Introduction

The terms ‘dual diagnosis’, or ‘co-morbidity’, are somewhat non-specific expressions that encompass a wide spectrum of heterogeneous conditions.1 The World Health Organization defines dual diagnosis as ‘the co-occurrence in the same individual of a psychoactive substance use disorder and another psychiatric disorder’.2 In practice, the term can get used to cover anything from anxiety symptoms following withdrawal from heavy alcohol use, through to polysubstance use in a patient with chronic schizophrenia.

Dual diagnosis is common. Approximately half of community mental health patients report harmful drug or alcohol use in the previous year and in addiction treatment services, over three quarters of patients have been identified as having a psychiatric disorder over the same period.

Patients with both mental health and substance use problems tend to also have poorer physical health and increased social issues such as homelessness and unemployment. They are also heavy users of healthcare resources, including emergency visits and psychiatric hospitalisation.3

Understandably, dual diagnosis patients can be a challenging group to assess and manage. Primary Care services are often the first contact point.

Prevalence

Epidemiological data on the prevalence of dual diagnosis tend to be diverse for several reasons (see Table 22.1). However, rates of mental disorders are consistently higher in substance using compared to the non-substance using populations, and substance use prevalence rates increased in mental health compared to non-mental health cohorts.

A large national household study of psychiatric morbidity conducted in England and Wales in the 1990s identified a significantly increased past week prevalence of other psychiatric disorders among drug-dependent (45%), alcohol dependent (30%) and even nicotine dependent subjects (22%), compared to the non-dependent population (12%).4

UK rates of co-morbidity of combined psychotic illness and substance misuse were found to be 20–37% in mental health and 6–15% in addiction treatment settings.5 These rates were even higher in inpatient or crisis team populations (38–50%). There is also a particularly high prevalence of comorbidity among homeless and prison populations. A history of drug dependence is a significant risk factor in prison suicides.6

Table 22.1

Factors influencing variations in dual diagnosis prevalence studies:








	Factor influencing heterogeneity

	Examples






	Psychiatric disorder being studied

	Mood disorders, anxiety disorders, psychosis, ADHD, PTSD, eating disorders, personality disorders




	Different substances being used

	Opioids, stimulants, cannabis, alcohol, polysubstance use




	Setting in which the study has been carried out

	Community, primary care facilities, specific substance use treatment facilities, psychiatric services, prison, or homeless populations




	Geographical and temporal trends in drug use

	Local availability and cost of drugs e.g. cannabis, opioids




	How comorbidity is defined

	Use of any specific diagnostic criteria or diagnostic instruments




	The time window studied

	Last month, last year, lifetime.






The US Epidemiological Catchment Area (ECA) study surveyed over 20,000 people living in both community and psychiatric settings.7 Having a mental illness approximately doubled the chance of there being a coexistent substance use problem. The ECA study reported the chances of lifetime substance use by diagnosis as follows:

•Schizophrenia 47%

•Any bipolar disorder 56%

•Any affective disorder 32%

•Any anxiety disorder 24%.

Epidemiological studies in the community and in drug and alcohol treatment services consistently show that mild to moderate or common mental health disorders (CMD) are by far the most prevalent co-existing with substance use disorders. Of the 75% of patients in addiction treatment services who also had a past year diagnosis of mental illness, 68% (drug) and 81% (alcohol) were diagnosed with an affective or anxiety disorder compared to equivalent figures of 9% and 19% for a severe and enduring psychiatric condition.8

It appears that comorbid major depression is significantly more frequent in women than men with substance use disorders. In Europe, the prevalence of major depression in this group was found to be twice that in the general population, making screening for depression in women with substance use issues particularly important.9

A Norwegian study found 46% of patients in an addiction treatment population have at least one personality disorder (16% antisocial, males only; 13% borderline; and 8% paranoid, avoidant and obsessive compulsive).10

Trauma exposure and post-traumatic stress disorder (PTSD) are also very commonly seen in association with substance use. Rates as high as 35% have been reported for PTSD in substance use disorder populations.11,12

The prevalence of harmful substance use is approximately 50% in individuals with an eating disorder, particularly amongst those with bulimia or bingeing/purging behaviours. Similarly, among individuals with a substance use disorder, over 35% report having eating disorder symptoms.13

Of note, almost 30% of the drug treatment population and over 50% of those in treatment for alcohol problems experience ‘multiple’ morbidities (co-occurrence of more than one co-occurring psychiatric disorder problems).8

Patterns of substance use in patients with mental health problems vary. The EMCDDA highlights a rapid development in the use of synthetic drugs (such as mephedrone and synthetic cannabinoids) in recent years, and a general trend towards the use of a wider set of substances.14 As any drug becomes more readily available it should be expected that increasing levels of its use will be mirrored in the dual diagnosis population.

Of course, overall, the most prevalent comorbidity in the mental health population is still smoking, with the point prevalence among individuals with severe mental illness estimated to be between 58% and 90%.15 Gambling is also commonly associated with depression and suicidality. Of note, poorer mental health seems to have a greater association with suicidality in this group than measures of gambling severity, particularly current depressive symptomology, and a history of psychiatric disorder in the patient’s family.16

Outcomes/Prognosis

Substance use by individuals with psychiatric disorders is associated with significantly poorer outcomes in many domains:

1Worsening psychiatric symptoms

2Significantly increased rates of psychiatric hospitalisation and more emergency admissions17

3Poor medication adherence

4Increased rates of suicidal behaviour and higher prevalence of suicide18

5Higher rates of physical illness, including complications related to cigarette smoking, poor nutrition, and blood-borne virus and other infections19

6Increased violent or criminal behaviour20

7Higher unemployment and homelessness rates.21

This is multi-factorial; substance use can directly exacerbate the mental health problem or interfere with treatment, lead to negative psychological and social effects, and treatment non-compliance may also impact negatively on an individual’s mental health improvement.

Taking into account the significant burden on the health and legal systems, psychiatric comorbidity among patients with substance use disorders leads to high costs for society.22

Interactions/Aetiology

A number of non-exclusive aetiological hypotheses have been proposed to explain the increased frequency with which substance use and mental illness present together.

Substance induced disorder:

Acute or chronic pharmacological effects of psychoactive substances can mirror the symptoms of mental disorders, often making it difficult to differentiate between psychopathological features of an independent mental disorder, and substance intoxication or withdrawal (e.g. alcohol, benzodiazepines and opioids are all depressant drugs with regular use, and all cause significant anxiety on withdrawal).

Regular cannabis use is associated with significant anxiety and depressive symptoms and suicidal behaviour. Reducing cannabis use can lead to improvement in all of these domains.23

Even one-off stimulant, cannabis, inhalant or hallucinogen use can produce psychotic symptoms.24 Sometimes these symptoms may differ in quality from those in schizophrenia, with prominent agitation and confusion, but in practice it is generally not straightforward to distinguish this. Withdrawal from prolonged stimulant use (crash) is associated with severe depressive symptoms and suicidal ideation, which can last for several weeks.25

Symptoms directly related to substance use are often dosed related and tend to resolve rapidly as the drug is removed from the body. The longer symptoms persist post intoxication or withdrawal, the more suspicion there should be regarding an emerging or future independent disorder.

Common vulnerability / associated risk factors model:

An alternative explanation for the high rates of co-morbidity is the associated risk factors model: an individual having a susceptibility to separate disorders as a consequence of the same predisposing factor(s) (e.g. stress, personality traits, childhood environment, genetic or epigenetic factors) that add to the risk for both conditions.

Psychoactive substances impact directly on the brain’s neurochemical pathways, e.g. opioid, endocannabinoids, nicotinic or the dopaminergic systems. Intuitively, an inherited or acquired deficiency in these neurobiological circuits may lead to both addictive and psychiatric disorders.

Some research looking at a proposed gene–environment interaction has suggested a common genetic risk factor for both psychosis and substance misuse.26 However, current evidence indicates that this relationship may be too non-specific to be causal.27 Other studies have investigated neurobiological abnormalities in the hippocampus and frontal lobes, areas of the brain that are associated with both the symptoms of schizophrenia and also the positive reinforcement and reduced inhibition associated with substance use disorders.27

Direct causation model:

The direct causation model suggests that the presence of one disease is directly responsible for another.

1. Mental illness precipitates or causes the substance use disorder:

The ‘self-medication hypothesis’ suggests that the substance use disorder develops as a result of attempts by the patient to deal with problems associated with their mental disorder (e.g. to reduce anxiety in social phobia, limit hypersensitivity in post-traumatic stress disorder, lift mood in depression) or to counter side effects of medication (e.g. to block the impact of antipsychotic medication on the dopaminergic reward systems or reduce extrapyramidal symptoms).28

However, there is also evidence that counters this theory, or at least sees it as ineffective. It is well documented that many people experience a worsening of their symptoms after substance use, and there is strong evidence that substance use provokes relapse and leads to poorer outcomes than in those with psychosis alone.29

Also, individual substances used are rarely particular to specific conditions or symptoms, and more often related to the availability and pattern of use in the local population. The multiple reported reasons for cannabis use in patients with psychosis include social isolation, lack of feeling for others, lack of energy, difficulty sleeping, depression, anxiety, agitation, shaking and boredom.30

Remember also that this is a population at the margins of society; patients sometimes report feeling more accepted and less stigmatised in the drug-using population compared to being seen as having a psychiatric disorder. Dually diagnosed patients’ socioeconomic situation may mean that they are often housed in areas where substance misuse is more common.

Sometimes it is the symptoms of the mental health condition itself that lead to increased substance use, e.g. disinhibition associated with mania, the reduced impulse control of certain personality disorder subtypes or following brain injuries. Brain damage can also be caused by heavy substance use itself, e.g., Alcohol Related Brain Damage. In many cases, the substance use disorder improves when the pre-existing mental disorder or consequence of this is addressed appropriately.31 However, the psychiatric disorder can also trigger heavy and repetitive alcohol or drug use that results in the development of a secondary substance use disorder; which then persists even after the psychiatric condition is treated.

2. Substance misuse precipitates or causes mental illness:

Substance use may be implicit in the development of a psychiatric disorder in someone at risk, which may then run an independent course, or trigger a relapse episode in someone with an established mental illness.

Cannabis:

Cannabis use is associated with an earlier onset of psychosis,32 increased psychotic symptoms in those individuals who have a current diagnosis of psychosis and with a higher readmission risk in first-episode psychotics following an inpatient stay.33 Although association does not prove causation, there is now a significant body of epidemiological evidence that cannabis use is also a ‘component cause’ in the aetiology of some psychotic illnesses, such as schizophrenia.34

Cannabis use by itself is neither an essential nor sufficient risk factor; not all schizophrenic patients have used cannabis and the majority of cannabis users do not develop schizophrenia. Also, the expected increase in prevalence of schizophrenia, with the population level increase in cannabis use and strength in recent years, does not seem to have happened.35

However, the majority of longitudinal studies in the general population have shown that cannabis users are at significant increased risk of subsequently developing psychotic symptoms or schizophrenia-like psychotic illness compared to non-users. A systematic review of the literature suggests that the risk of psychosis is increased by nearly 40% in people who have used cannabis.36

There is growing evidence that the potency of cannabis and frequency of its use both contribute to a higher risk of developing psychosis. Daily cannabis users show an increased risk of psychotic disorder compared with never users, rising to nearly five-times increased odds for daily users of high-potency types of cannabis.37

Δ9-tetrahydrocannabinol (THC) is the main psychoactive ingredient in cannabis. If administered experimentally to healthy volunteers it can induce transient psychotic symptoms. Most forms of cannabis used in recent decades contained less than 4% of THC and often an equal proportion of the potentially protective CBD.24 In the UK, the type colloquially known as skunk has grown in popularity; it contains on average 16% THC; CBD levels are low as the plant cannot produce high concentrations of both cannabinoids.38

An established vulnerability to psychosis also seems to add to the risk of cannabis use e.g. having a strong family history of severe mental illness, a pre-existing paranoid personality disorder or childhood trauma.39

Prospective studies show that first-time use of cannabis during adolescence is associated with an increased risk of psychotic symptoms in adulthood, even after adjustment for confounding factors such as baseline prodromal symptoms, parental psychosis and other substance use; possibly because the brain is still developing.40 Around 300 adolescents and young adults under 24 years old present at hospitals in England with a diagnosis of ‘mental and behavioural disorders due to use of cannabinoids – psychotic disorder’ each year.41

Overall, evidence seems to suggest that the main risk associated with cannabis occurs during a vulnerable time of development, in heavier users, particularly those with underlying risk factors, and is modifiable. This is concerning with higher concentration varieties being readily available and the changing legal status of cannabis around the world.42

Potentially, up to 14% of more broadly defined emergent psychosis cases, i.e. nearly 800 cases per year could be prevented if it were possible to eliminate cannabis use among young people. However, there are challenges to this; it is estimated that 1360 men aged 20–24 and 2480 women aged 16–19 would have to be prevented from smoking cannabis in order to prevent one case of schizophrenia.43

Long-term cannabis use may also lead to an organic psychosis, which only partially remits after abstinence, leaving a residual deficit state, sometimes called an amotivational syndrome.44

Stimulants:

Stimulant-induced psychotic relapses and psychotic symptoms due solely to stimulant intoxication may differ in the duration of symptoms, their severity and whether or not abnormal perceptions occur without disorientation. However, it is recognised that the repetitive use of stimulants may cause prolonged psychotic states that can last up to several months after cessation of use.45

After recovery from stimulant induced psychosis, there appears in some patients to be evidence of a kindling process i.e. the relapse into psychosis being induced by a single use of a stimulant, or potentially by other stressors such as life events, even years after the initial psychosis has resolved. Potentially antipsychotic medication might protect against this vulnerability to relapse.45

In certain cases, previously classified stimulant induced disorders have later been diagnosed as independent disorders after a follow-up period. These findings suggest that stimulant-induced disorders may, for some patients, be a preliminary state prior to an independent disorder.46

Novel Psychoactive Substances/Synthetic cannabinoids:

In the last few years, synthetic cannabinoids, such as Spice, have grown in popularity, particularly in homeless and prison populations. In contrast to THC, which is a partial agonist at the cannabinoid CB1 receptor, most synthetic cannabinoids are full agonists and consequently more powerful. Acute anxiety and paranoid reactions are common.47,48

The acute psychosis-like effects of synthetic cannabinoids in individuals with no past psychiatric history closely mirror schizophrenia symptoms, with often high levels of paranoia and aggressive behaviour, may last for several weeks or more, and seem to lead to significantly higher rates of admission to psychiatric hospitals compared to regular cannabis-induced psychotic episodes.49

It is unclear yet whether these substances have the same impact on inducing longer term independent psychotic disorders, but clearly educational work with users is essential to minimise any risks.

Assessment of co-morbidity

It is often challenging for clinicians to differentiate between psychiatric symptoms resulting from acute or chronic substance use or withdrawal, and those that represent an independent mental illness. GPS are commonly the first healthcare professionals to have to make such an assessment.

Due to the high frequency of co-morbidity it is important to maintain a high index of suspicion; assessment for the other disorder should always take place when mental illness or substance misuse is identified.

Any assessment may need to take place over several meetings to gain a full understanding of the patient and to promote engagement. Seeking corroborative evidence from families, carers or significant others can be invaluable once permission is given.

A key focus is to explore the inter-relationship between the substance use and mental health symptoms (see Box 22.1). Be aware that even low levels of substance use can have a significant impact on people with mental illness. Ideally, a period of abstinence of a few weeks allows a clearer understanding of this, but this is often not easily achievable.

It is important that individuals are not turned away from either addiction or mental health services due to their comorbidity. Assessment may lead to referral to other providers when appropriate, or joint working, but this ‘no wrong door’ approach is vital, not least because such patients face greater risks and threats to their wellbeing and recovery than those without such coexisting problems. They are at great risk of ‘falling through the gaps’.50

All services need staff with core engagement skills; having a specific focus on building the therapeutic relationship, which is best underpinned by a motivational approach.

Box 22.1

Key components of a dual diagnosis substance use assessment


1Patterns of use – the amounts of each substance used, frequency of use, length of time used and route of administration. Any substance dependence. Drug and alcohol diaries and urinalysis should be used to complement this part of the assessment

2Physical health impact - withdrawal seizures, delirium tremens, blood-borne virus infection / vaccination, accidental overdose, and interactions with prescribed medication Assess for liver damage, cognitive changes, and nutritional deficiencies

3Context of use – positive and negative expectations of use, patient’s social support network of family, friends and significant others, and the degree to which these networks are supportive or not around substance use activities

4Psycho-social impact of substance use – social network breakdown, self-harm, suicidal ideation / attempts, self-neglect, violence, abuse of or by others, accidental injury, and offending behaviour

5Inter-relationship between substance use and mental health symptoms – age of onset of both conditions, evidence of prodromal symptoms of disorder, any time off substances and still symptomatic, any family history of mental illness/substance use disorder, effects of previous treatments

6Patterns of use – the amounts of each substance used, frequency of use, length of time used and route of administration. Any substance dependence. Drug and alcohol diaries and urinalysis should be used to complement this part of the assessment

7Physical health impact – withdrawal seizures, delirium tremens, blood-borne virus infection / vaccination, accidental overdose, and interactions with prescribed medication. Assess for liver damage, cognitive changes, and nutritional deficiencies

8Context of use – positive and negative expectations of use, patient’s social support network of family, friends and significant others, and the degree to which these networks are supportive or not around substance use activities

9Psycho-social impact of substance use – social network breakdown, self-harm, suicidal ideation / attempts, self-neglect, violence, abuse of or by others, accidental injury and offending behaviour

10Inter-relationship between substance use and mental health symptoms – age of onset of both conditions, evidence of prodromal symptoms of disorder, any time off substances and still symptomatic, any family history of mental illness/substance use disorder, effects of previous treatments

11Patterns of use – the amounts of each substance used, frequency of use, length of time used and route of administration. Any substance dependence. Drug and alcohol diaries and urinalysis should be used to complement this part of the assessment

12Physical health impact – withdrawal seizures, delirium tremens, blood-borne virus infection / vaccination, accidental overdose, and interactions with prescribed medication. Assess for liver damage, cognitive changes, and nutritional deficiencies.



Families, carers, or significant others may also need an assessment of their needs. If appropriate, safeguarding procedures may need to be initiated for vulnerable children or adults.

Services need to be able to recognise and have systems in place to deal appropriately with acute mental or physical health substance use ‘crises’, e.g., suicidal ideation, acute overdose, or severe withdrawals.

At the end of the assessment, it is important for services to be able to provide information and advice about harm reduction and needle and syringe services, 12-step and SMART Recovery groups, family and carer groups, and other peer support and recovery resources available locally. Self-referral to addiction or mental health services may be available but active communication by involved professionals may be required or beneficial to support this.

Although generally it will not be required, it is important for the assessing service to be aware of any relevant mental health or mental capacity legislation which could still be necessary if there are risks associated with diminished capacity due to, for example, intoxication, withdrawal or ARBD or due to mental health psychopathology alongside the substance use.

Screening/diagnostic tools

As few as 27% of affective disorders detected by formal assessment tools in addiction treatment populations are identified by the keyworkers of co-morbid patients. Potential explanations for this include the challenge of making a formal diagnosis amongst the ‘noise’ of highly prevalent anxiety and depressive symptoms in these populations, staff lacking psychiatric experience and addiction services not prioritising or commissioning mental health treatment.51

Screening instruments help determine whether a patient does or does not warrant further attention with regard to a particular disorder. Screening tools for mental disorders in substance use populations and for substance use in mental health populations may provide an early indication of comorbidity, which can make a positive difference with regards to the specific treatment and hence prognosis for both disorders.

There is significant heterogeneity in studies assessing mental health screening instruments in substance use populations. Various tools have been studied in dissimilar treatment populations (e.g., harm reduction versus inpatient), in different drug using groups (e.g., cocaine users versus dependent alcohol drinkers) and with significant variation in the consideration of potential confounders (e.g., level of substance use or stability on medication). Studies have often reported different cut off scores to represent a case than when the same tools are used in the non-co-morbid population.

However, some tools have been shown to be valid and acceptable. The Patient Health Questionnaire (PHQ–9)52 and the GAD-753 are simple self-report measures for depression and anxiety respectively, that have been validated in substance use treatment populations.54,55

The Dual Diagnosis Screening Instrument (DDSI)56 has been shown to be a valid instrument for the detection of a broad range of psychiatric disorders among substance users.

One issue that arises from prevalence studies is how to distinguish between independent and substance-induced disorders. The PRISM57 is a semi-structured interview that was developed to assist this process. Of note, in clinical and community-based samples of substance users, independent disorders were found to be significantly more prevalent than induced. For depressive disorders, 10% were deemed to be induced and 18.8% independent, whilst for anxiety disorders only 1.1% induced compared to 14.3% independent.58

The diagnostic guidelines DSM 559 and ICD 1060 have taken slightly different approaches to try and classify co-morbid disorders.

The DSM separates out ‘primary’, ‘expected effects’ and ‘substance-induced’ disorders (see Box 22.2).

Box 22.2

dsm-5 Dual Diagnosis diagnostic criteria (apa, 2013):


A ‘primary’ disorder is diagnosed if symptoms are not due to the direct physiological effects of a substance.

There are four conditions under which an episode that co-occurs with substance intoxication or withdrawal can be considered primary when:

1Symptoms are substantially in excess of what would be expected given the type or amount of substance used or the duration of use

2There is a history of non-substance-related episodes

3The onset of symptoms precedes the onset of substance use; and

4Symptoms persist for a substantial period of time (i.e., at least one month) after the cessation of intoxication or acute withdrawal.

If neither ‘primary’ nor ‘substance-induced’ criteria are met, then the syndrome is considered to represent intoxication or withdrawal effects of alcohol or drugs.



The ‘expected effects’ are the predicted physiological effects of substance abuse and dependence. They are reflected in the substance-specific symptoms of intoxication and withdrawal for each main category of substances. The expected effects can appear identical to the symptoms of primary mental disorders (e.g. insomnia, hallucinations).

A ‘substance-induced’ disorder is diagnosed when the symptom criteria for the disorder are fulfilled; a primary classification must be first ruled out, the episode must occur entirely during a period of heavy substance use or within the first four weeks after cessation of use; the substance used must be ‘relevant’ to the disorder (i.e. its effects can cause symptoms mimicking the disorder being assessed); and the symptoms must be greater than the expected effects of intoxication or withdrawal.

The ICD-10 does not develop these criteria. It excludes psychotic episodes attributed to psychoactive substance use from a primary classification and does not provide a separate psychoactive substance-related category. ICD-10 organic mood disorder and organic delusional disorder cannot be used to diagnose episodes co-occurring with heavy psychoactive substance use.

Furthermore, the DSM concept of symptoms that are greater than the expected effects of intoxication and withdrawal is not included in the ICD-10.

Treatment approaches

Comorbid disorders are reciprocally interactive and cyclical, and poor prognoses for both psychiatric and substance use disorders can occur if treatment does not target them together. Treating patients with dual diagnosis requires a realistic and long-term approach (see Box 22.3).

Ideally, the patient should have a period of abstinence to fully assess the interrelationship between the substance use and mental health problems, establish the diagnosis(es) and plan appropriate treatment. However, in practice, it is not always achievable for the patient to get or remain abstinent for any length of time. Patients may have limited coping strategies apart from using substances to manage their mental health symptoms; with these symptoms even being exacerbated when they attempt to withdraw. Long waits and strict conditions regarding sustaining abstinence to start mental health treatments, both pharmacological and psychosocial, can, therefore, be particularly challenging for dual diagnosis patients.

Evidence-based guidelines exist for the treatment of mental health and substance use problems and, in general, once the diagnostic issues are explored, the coexistence of both should not be a reason for denying a service user the recommended treatment.

Box 22.3

Key components in the standard treatment of co-occurring mental health and substance use disorders:


1A focus on building and maintaining the therapeutic relationship

2A focus on retention in treatment including assertive outreach approaches

3Good case management and effective communication between all services involved

4Recognising the reciprocal relationship between substance use and mental health symptoms and the need to simultaneously address these

5It is valuable to gain some control over substance dependence in order to assess mental health symptoms. Partial or full hospitalisation can be very useful in this respect

6Non-substance-related pathology should not be neglected early on in treatment

7Use of evidence based motivational therapies and other cognitive-behavioural and social network interventions. These may need to be modified to take into consideration the patient’s symptomatology and stage of change

8Use of appropriate evidence based pharmacological interventions but taking extra caution regarding side effects

9Severe conditions should be matched to higher-intensity treatments to maximise psychiatric and substance-related outcomes i.e. multi-faceted and multi-agency

10Aim to develop recovery capital

11Consider the involvement of self-help support groups and voluntary organisations, including those for comorbid mental illness and substance misuse.



Depression and substance use:

The general recommendations concerning the clinical management of patients with major depression and substance use disorders have been published.61

It is good practice to try and assist the patient to withdraw from or significantly stabilise their substance use as the first line of treatment and to then reassess the mental state. Often depressive features significantly reduce once abstinence has been achieved.62

However, in many studies in treatment populations, comorbid primary (independent) major depression has been shown to be more prevalent than substance-induced major depression,63 and follow-up studies report that a significant number of individuals with substance-induced depression are later reclassified as having independent depressive disorder.64 It is, therefore, vital to not assume all depressive symptoms to be solely due to substance use.

Systematic reviews and meta-analyses of treatment for comorbid depression and substance use disorders, show that antidepressant treatments can improve depression when it is comorbid with alcohol dependence, particularly the more severe forms.65 However, treating depressed substance-dependent patients with antidepressants often does not impact significantly on their substance use. Simultaneous addiction focussed treatment is often also required.

Studies combining SSRI medication with psychosocial interventions, e.g., Cognitive Behavioural Therapy and Motivational Interviewing have shown improvement in drinking outcomes and improvement in depression.66 Remember, social consequences of substance use also impact on mood and may need to be targeted to aid recovery.

Caution is needed when prescribing for comorbid patients with depression due to the high prevalence of associated physical illness (e.g. Hepatitis and HIV viral infections, hepatic cirrhosis) and the risk of interactions with any other licit or illicit drugs that the person may be taking (e.g. risk of QT interval prolongation in patients receiving methadone maintenance treatment).67 Tricyclic antidepressants (TCA) are best avoided owing to potentially serious interactions with alcohol, including cardiotoxicity, seizures and death in overdose.

For a mild or moderate co-morbid depressive disorder, even one or two cognitive behavioural guided self-help sessions can be beneficial for patients with substance use disorders, particularly if delivered as part of routine clinical care in addiction services to improve retention.68

While treatments such as opioid substitution therapy or residential rehabilitation have been associated with improvements in mood disorders in opioid dependent patients, depressive symptomatology is still common even in those stabilised. Although antidepressants may still be required for the moderate to severe cases, there is limited evidence to support their effectiveness in this population.69 Daily pick up of OST medication and antidepressants can help with compliance and also reduce the risk of overdose in suicidal patients.

Depression is a common feature of cocaine use (particularly withdrawal) and can be so severe as to lead to deliberate self-harm and suicide. As with other drugs of abuse, achieving abstinence or minimising use is critical in trying to improve mood. In theory, antidepressants may directly compensate for cocaine-related reduction in neurotransmitters such as dopamine, serotonin, and noradrenaline. However, antidepressants appear to be only mildly effective in reducing depressive symptoms and have no significant impact on cocaine use.70 TCAS are once again not recommended owing to potentially serious interactions including cardiotoxicity and death in overdose. Psychosocial interventions are the recommended treatment approach for both the mood disorder and cocaine use.

Anxiety and substance use:

Separating substance-induced and independent anxiety disorders has important treatment implications. Although confirmation of diagnosis and specific treatment planning generally requires a degree of stabilisation of the patient’s substance use, advice on anxiety management (relaxation, breathing techniques, mindfulness) can be given at assessment.

Co-morbid anxiety disorders can be effectively treated with integrated psychological therapies including Cognitive Behavioural Therapy, Motivational Enhancement Therapy, Interpersonal Therapy and Brief Dynamic Therapy.71 SSRIS or SNRIS (e.g. Venlafaxine) are the preferred pharmacotherapy options in most cases.72 Overall, combining CBT with antidepressants has the most evidence-based support for the treatment of comorbid opioid and anxiety disorders.73

In patients with anxiety disorders and comorbid substance use disorders, the risk of the potential misuse of prescribed or non-prescribed benzodiazepines (including Etizolam and Xanax), and other sedative medications such as pregabalin and gabapentin needs to be considered. Requests for prescribing of these drugs are common. They are not recommended in patients with a history of substance use disorder and are increasingly found in combination in drug-related deaths.74 Hence their use should be avoided or kept to an absolute minimum.

Psychosis and substance use:

Even low-level use of substances can exacerbate psychotic symptoms, making it potentially challenging to motivate the patient to change. However, decreases in substance use are associated with reduced overall symptoms and better compliance in patients with psychosis.75

Before starting treatment for psychosis and coexisting substance misuse:

•Review the diagnosis of psychosis and of the coexisting substance misuse, especially if either diagnosis has been made during a crisis or emergency presentation

•Construct a formulation with consideration to the complex and individual relationships between substance misuse, psychotic symptoms, and the person’s social context

•Consider the effectiveness of previous and current treatments and their acceptability to the person; discontinue ineffective treatments.

Tailor the plan and the sequencing of treatments to take account of:

•the relative severity of both the psychosis and the substance misuse at different times

•the person’s insight and readiness for change for both conditions

•the person’s social context.

Use antipsychotics according to the NICE recommendations for schizophrenia.76 There is little difference between schizophrenia and substance-induced psychosis with regard to the treatment of acute symptoms. However, substance-induced psychosis does not normally require long-term oral or depot antipsychotic maintenance.

Although the evidence is not strong, it appears that dual diagnosis patients may fare better on atypical, rather than typical antipsychotics. Clozapine appears to be the most effective in controlling both psychotic symptoms and reducing substance use.77

Remember that substance misuse, including alcohol and smoking, may alter the metabolism of prescribed antipsychotic medication, decrease its effectiveness and/or increase the risk of side effects. Antipsychotic drugs can also impact on the prolongation of the QT interval in patients on methadone. It is important to monitor closely the patient’s compliance, symptomatology and ongoing use and their physical health at least once a year.76

The Cognitive-Behavioural Integrated Treatment Approach (C-BIT) was developed in the UK and provides a useful structure for planning and delivering psycho-social treatment for patients with psychosis and substance use.77

The overall objective of the approach is to negotiate and facilitate some positive change in the client’s problematic drug or alcohol use. There are five phases to treatment:

•Assessment phase – screening and assessment

•Treatment phase 1 – engagement and building motivation to change

•Treatment phase 2 – negotiating some behaviour change

•Treatment phase 3 – early relapse prevention

•Treatment phase 4 – relapse prevention and relapse management.

C-BIT is designed to be delivered flexibly, allowing the clinician to conduct this work in the time available to him or her and over whatever period is appropriate to the client. In addition to elements of motivational interviewing, Cognitive Behavioural Therapy and relapse prevention, there is also the option to incorporate skills building and work with families and social network members. It is, therefore, a practical approach that incorporates many of the general principles of effective treatment.

Bipolar Disorder and substance use:

The use of large amounts of alcohol or other substances can occur during the manic or depressed phase of bipolar illness. Care must be taken not to attribute all problems to the substance intake. The presence of a substance use disorder seems to predict worse social adjustment and poorer outcome in bipolar patients.79

Dual-focused treatments focussing on bipolar disorder, substance use disorder, and their interactions, which are based on cognitive behavioural principles, should be offered to individuals with these co-occurring conditions.80 Prescribing guidelines for bipolar disorder should be followed cautiously.81 There are particular risks with alcohol use and lithium, and valproate in pregnant women (caution with disinhibited female manic patients).

Post-Traumatic Stress Disorder (PTSD) and substance use:

Due to the very high rates that have been reported in those attending substance misuse treatment services it is important that all substance use disorder services consider and assess patients for possible PTSD.

Trauma-focused treatments (EMDR, trauma-focussed CBT) in combination with interventions for substance misuse have been shown to reduce PTSD severity in individuals with co-occurring disorders.82 However, some individuals may require stabilisation treatments (for example, to reduce risky behaviours and increase emotional regulation skills) to help prepare them for trauma-focused treatment and minimise drop-out.

There is a need for collaborative working between services treating PTSD and addiction treatment services where this is not available in-house.

Personality disorders and substance use:

The presence of a personality disorder does not appear to have an impact on the effectiveness of addiction (including OST) treatment; however, it may affect retention in treatment programmes and compliance with treatment plans. Treatment aimed at ameliorating the impact of symptoms in patients with borderline personality disorder has been shown to reduce criminal activity, risk of overdose, psychological distress, and injecting behaviour.83

There is no evidence that any pharmacotherapy is particularly beneficial in the comorbidity of personality disorder with substance use disorders.84

Attention Deficit and Hyperactivity Disorder (ADHD) and substance use:

Establishing a diagnosis of ADHD can be complicated in the context of ongoing substance use, with the effects of psychoactive substances affecting levels of concentration and impulsivity.

However, delaying the treatment of co-occurring ADHD may compromise a patient’s treatment outcome.85

Stimulants are commonly recommended for the treatment of childhood ADHD. Concerns that childhood use of prescribed stimulants may predispose an individual to a future substance use disorder seem unsubstantiated.86 In fact; there is some suggestion that childhood stimulant therapy may reduce the risk of developing a concurrent substance use disorder in later life.87

In adults, the evidence base for pharmacotherapy for ADHD in co-morbid patients who are still using substances is limited, as these patients are generally excluded from treatment trials, and the risk for misuse or diversion of prescribed medications has to be carefully considered. Consideration should be given to using alternative ADHD pharmacotherapies without abuse potential, such as atomoxetine or bupropion.88

Eating disorders and substance use:

Co-occurring eating disorders and substance use disorders should be addressed simultaneously using a multidisciplinary approach. The need for inpatient treatment needs to be carefully considered due to the particular physical health risks. Common components of the management of both disorders can include psychoeducation, cognitive restructuring and teaching of coping skills. Targeting psychological processes that characterise both disorders (e.g. emotion dysregulation) may be helpful.89

Services

Patients with dual diagnosis report the most significant barriers to recovery as being the absence of tailored help, a lack of acceptance of relapse and complex and uncoordinated systems, in particular the separation of addiction and mental health treatment services.90,91 In the United States, only 44% of patients with dual diagnosis receive treatment for either disorder, and a mere 7% receive treatment for both disorders.92

The situation is compounded by the two services often being funded and commissioned separately, and variation and confusion over which service holds clinical responsibility for people with differing relative severities of each condition.9 Mental health services often lack sufficient combined expertise to treat both types of disorders,90 and there are worrying trends that commissioning policies have led to significant reduction in UK addiction psychiatry specialists.93

Primary care practitioners have a key role in supporting patients with dual diagnosis to move between these interfaces of care and influencing the commissioning of appropriate services and pathways (see Box 22.4).

Box 22.4

Steps that should be considered in order to maximise the effectiveness of services:94,50


1Patients should not be excluded due to having co-morbidity, with a ‘no wrong door’ approach to limit dropout

2Services should be non-judgemental, flexible and take account of the principles of harm minimisation

3Pathways of care should be strategic and co-commissioned, and communicated in a clear manner, including the entry and referral criteria for the different kinds and levels of services. They should work collaboratively with the voluntary sector and independent organisations

4Specialist addiction and mental health service providers and clinicians, along with service users should all be involved in developing a local strategy and joint working protocols and pathways

5The agreed local protocols should set out responsibilities of services and processes for assessment, referral, treatment, and shared care across the whole care pathway. Primary Care services should be aware of these pathways, to optimise service engagement

6There should be excellent liaison between agencies, with good care co-ordination for joint (parallel) working or when transferring patients between services

7Assessment and screening should be provided in all services for both mental health and substance use problems

8The workforce in mental health and substance misuse services should be trained and supported to identify, assess, to understand what treatment approach may be required for dual diagnosis patients, and be able to deliver some evidence-based interventions (within their service remit)

9Staff should be able to undertake a risk assessment and be able to manage crisis presentations

10Services should advocate appropriately for any patients who may appear to be falling between gaps of care provision

11Evaluation should occur of all services using a range of outcome measures.



Given the recognised reciprocal relationship between mental health and substance use disorders, and as a way of diminishing the fragmentation, duplication and risk of ‘falling between the gaps’, an integrated (delivered by one service) approach to treatment is normally recommended.1,95 However, despite integrated treatment being promoted over sequential (one service seeing the patient after the other) or parallel (services both seeing the patient at the same time) treatment models, the evidence is limited and usually based on approaches from North American studies, which are often contextually different from European healthcare systems.96 Most of the studies of integrated treatment in European countries have been undertaken in patients with severe mental illness and a substance use disorder.97 Integrated approaches to care require training, supervision, consultation, support (dual diagnosis link workers), joint working arrangements and even treatment manuals to aid the delivery of treatment.

Primary Care:

Patients with less severe, common mental health problems and mild substance misuse problems may not meet the access criteria locally either for the mental health or the substance misuse service, despite the combination of problems requiring assistance. They may benefit from brief interventions for substance misuse and mental health from primary care teams (see Box 22.5) or local low threshold psychological intervention services e.g. IAPT.

Box 22.5

What primary care can offer patients with complex co-morbidities:


•Continuity of care

•General medical services

•Enhanced services for coexisting physical problems

•Coordination between services

•Crisis intervention

•Containment

•Care to the family

•Advocacy

•Medication review

•Help with housing and benefits issues.



Addiction services:

Common mental health disorders are the most prevalent co-morbidities that addiction treatment services deal with, and impact significantly on patient outcomes.

Often patients cannot maintain abstinence long enough to navigate waiting times and may relapse making them ineligible for mental health services with strict inclusion and exclusion criteria. There are some examples of joint working between addiction and mental health services for this population. However, this does not always help those with more complex needs, who are more likely to engage and hence may benefit most, from working with a therapist who is dually trained and experienced in both substance use and mental health treatment.68

Simple cognitive and behavioural, lower intensity interventions, both individual and group based can be delivered in substance use disorder services. Some services have dually trained therapists (CBT, IPT, EMDR, DBT) to allow integrated therapy to be delivered in house.98

Mental health teams:

Integrated treatment strategies can offer a more tolerant, non-confrontational approach for patients.99 The current preferred treatment model in the UK for treatment of psychosis with co-occurring substance misuse is ‘mainstreaming’, i.e. overall responsibility is taken by the mental health team, with clinical support and training from substance misuse specialists.35

Mental health services should have the skills and training to assess and deliver low intensity interventions to their patients with mild to moderate substance use problems alongside their mental illness e.g. education, motivational interviewing, harm reduction measures and simple relapse prevention strategies based on cognitive-behavioural principles.

Joint working arrangements with substance misuse services may be required for patients:

•who are severely dependent on alcohol

•who are dependent on opioids and/or cocaine or crack cocaine

•who are polysubstance using

•whose substance use is difficult to control and/or leads to significant impairment of functioning, family breakdown or significant social disruption such as homelessness.

If a person with psychosis and coexisting substance misuse requires planned detoxification from either drugs or alcohol, strong consideration should be given to this taking place in an inpatient setting.

On discharge from wards, patients should be informed of the risks of overdose if they start re-using substances, especially opioids, which have been reduced or discontinued during their inpatient stay. Consideration should be given to training in take home Naloxone for these patients and their families.95


Conclusion

Patients with coexisting mental health and substance use problems are common and place great challenges on treatment services, including Primary Care. As a group, they are often more difficult to treat and manage because of their higher level of psychological, physical and social impairment. Compliance with medication can also be a problem and reduce the chance of improvement.

The philosophy of integration, either of individual treatments or between appropriate services is at the heart of good management of dual diagnosis. The challenge exists to services and commissioners to ensure the building blocks are in place (screening, pathways, treatment programmes) to provide accessible, equitable and effective care wherever the co-morbid patient presents in the treatment system.
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Introduction

This chapter will discuss how doctors can be affected by substance misuse, how they present and what can be done to help them. It will also look at how doctors can make errors in managing substance misuse in their own patients and look at how these errors can be prevented. Data for this chapter is predominately drawn from the NHS Practitioner Health Service (PHS), which is a confidential service for doctors and dentists with mental illness and addiction. The service has been in operation since 2008.

Problems with controlled drugs

The relative autonomy of doctors in prescribing controlled drugs, although with ever increasing accountability, reflects the desired principle for doctors to have the necessary freedom to treat their patients appropriately. Whereas most doctors behave honestly and with integrity in their dealings with controlled drugs, there are a few who do not. The actions of the former general practitioner Harold Shipman demonstrated one way in which doctors can abuse their privileged position of trust. Doctors also, like non-medical patients, are at risk of substance misuse, while their position of trust enables easier access to addictive medication. The evidence indicates that doctors are more at risk of the four Ds: Drugs, Drink, Depression and Death.1 Doctors affected by substance and alcohol misuse not only adversely impact their own health, but also are at risk of compromising their fitness to practise, thereby impacting adversely on the health of their patients.

Doctors and the General Medical Council

The General Medical Council (GMC) recognises the importance of doctors’ health, indicating on its website that “Taking care of your patient is the first duty of every doctor. To do this, you need to look after your own health and wellbeing”.2 Unfortunately, drugs and/or alcohol are often implicated when doctors appear in front of the GMC where the doctors’ own addiction has caused them to run into problems, or their management of drug users has been deemed as seriously irresponsible or inappropriate (Box 23.1). In the main, most doctors who have problems with the regulator in association with addiction do so in relation to alcohol addiction and drink driving, rather than problems with illicit drugs.

Box 23.1

Examples where health professionals have problems with aspects of controlled drugs


•Doctors addicted to drugs and/or alcohol where use interferes with their clinical practice or where they obtain their drug through self-prescribing, from ‘returns’ from patients, or stolen from wards or general practice stock

•Doctors who self-medicate for their anxiety, depression or physical pain

•Doctors who prescribe in an irresponsible or inappropriate manner, usually in the context of the management of drug-using patients

•Doctors who treat family with controlled drugs

•Criminal doctors who exchange prescriptions for money

•Shipman, who used controlled drugs to murder



The GMC receives about 400 new referrals each year that relate to the doctor’s own health, and most of these referrals come through employers or the police; most relate to convictions for drink driving. About a third of these referred doctors are found to have impaired fitness to practise. Almost all of these cases are due to mental illness or substance misuse.

The GMC has the responsibility of ensuring patient safety, but it only seeks to restrict a doctor’s registration if there are significant fitness to practise concerns. The GMC may also take action if there have been significant misconduct issues, for example if a doctor has received a drink driving offence. The threshold for referral is often difficult to ascertain, and the GMC has published a document outlining thresholds for referral to the GMC.3

In this, they indicate that:

“We have also developed guidance for our decision makers when a health concern has been raised with us from any source… There is no need for our intervention if there is no risk to patients or to public confidence because a doctor with a health issue has insight into the extent of their condition, and is seeking appropriate treatment, following the advice of their treating physicians and/or occupational health departments in relation to their work, and restricting their practice appropriately.”

As a rule of thumb, GMC referral is not generally needed if the doctor:


•has insight into his or her condition

•is seeking appropriate help

•is following medical advice of treating physicians and occupational health

•is restricting his or her practice appropriately.



GMC referral is recommended if the doctor’s health issues are uncontrolled, or the doctor is not following medical advice.

The GMC is also happy to discuss cases anonymously over the phone and has a useful website guide for referred doctors and others involved in GMC fitness to practise investigations on the grounds of ill health.4

Analysis of cases of doctors referred to the GMC for health reasons often reveals that there have been tell-tale signs of ill health impacting on a doctor’s fitness to practice that could have been picked up on at an earlier stage. However, the way doctors behave as patients and the problems they have in accessing appropriate care often militates against early presentation.5 This, combined with better treatment success rates seen in doctor patients, indicates that this is an area that needs to be addressed, both for the benefit of the sick doctors themselves, and for their patient care.

Addicted professionals

Whilst the use of drugs and/or alcohol can be of concern – in particular, when illegal drugs are concerned, there is no robust evidence that doctors have higher rates of addiction than the general population. However, there is ongoing concern regarding addiction in professional groups.6 The work of healthcare professionals places them at risk of mental health problems7 and, as a result, some doctors are more likely to develop problems associated with the misuse of drugs and alcohol. For example, it is common for doctors to drink heavily in the early stages of their careers, especially during postgraduate and undergraduate training. Also, it appears from one study in Scotland that there is a significant risk of alcohol dependence in the over-45s.8 Whilst accurate figures are difficult to come by, early estimates suggested as many as 1 doctor in 15 may be affected by drug or alcohol dependence problems at some point during their professional life.9,10 More recently published data from the UK NHS Practitioner Health Service (NHS PHS) programme highlighted 10.1% of doctors presenting to the programme for support have had problems with addiction, mainly alcohol addiction. Others presenting with addiction have problems with drug misuse and behavioural addictions (internet pornography and gambling). The drugs include opiates, stimulants, club drugs/legal highs and prescribed or over-the-counter medications. There was a significant drop in the number of doctors presenting with addiction issues, from 36% in 2008/9 to 7% in 2017/2018. This may be explained by doctors presenting earlier and receiving care before their use of alcohol or drugs becomes problematic and entrenched.11 Consistently, over the years, men have outnumbered women presenting with addiction problems by three to one. All age ranges have doctors with addiction, though it is more common in doctors aged 35–45 years of age. In general, younger doctors are more likely to use drugs, and older age groups are more likely to be addicted to alcohol.

Figure 23.1

Doctor cohort requiring support from nhs Practitioner Health Service: percentage by specialty
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Source: The Wounded Healer: report on the first 10 years of Practitioner Health Service)11

In actual numbers, as Figure 23.1 shows, across all specialities, general practitioners were most likely to present to NHS PHS with problems related to addiction (35% of the total), but this is related to the higher number of GPS in the workforce relative to other specialties. When weighted according to the numbers presenting from each specialty, anaesthetists, emergency department doctors and dentists have the highest percentages presenting with problems related to addiction (see Box 23.2).

Box 23.2

Percentage of each speciality with addiction disorder (source: The Wounded Healer: report on the first 10 years of Practitioner Health Service)11
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In 2017, an anaesthetist was jailed after stealing codeine to fuel his addiction to opiates.12 The trial judge accepted that the doctor’s problems were genuine, but ‘as a doctor, he should have known where to get help.’ However, for a host of reasons, doctors with addiction do not know where to seek help, have very poor access to confidential, accessible and supportive care, and there are special features of doctors’ dependence which makes them stand out from other addicts. For example:

•Addicted doctors have to endure negative professional attitudes from colleagues

•Isolation contributes to late presentation, as addicted doctors do not share their issues with fellow addicts, nor do they identify as addicts until their recovery starts, seeing status and occupation as differentiators or protecting factors

•Although depression is well recognised in addiction, the level of low mood and suicidality is striking amongst the population of addicted doctors

•With treatment, addicted doctors have excellent outcomes compared to non-medical addicted patients

•There are very high rates of complete abstinence in successful treated doctors compared with much higher use of opiate substitute treatments for non-medical addicts.

Addicted doctors therefore stand out as a special group compared to other non-medical addicts. Perhaps the most important feature that sets them apart is the nature and pattern of their use. In PHS’ experience of doctors attending the service, few use drugs every day and most use sporadically – when on holiday or off duty. It is very unusual for them to use at work, though some do. Their pattern of use can be unusual and related to their rota. So even where a doctor might have alcohol dependency (craving, withdrawal, escalation of use, salience), they might ‘only’ use when not on duty or when not working the following day. This is much more akin to binge–drinking than the pattern of drinking we see in more typical alcohol dependence. However, any illegal drug use, even sporadically, is by definition problem use, given that it is out of line with good medical practice. As doctors, using any substance which is illegal, illegally obtained (perhaps through prescribing in a patient’s name) or, if legal and legally obtained, is causing problems, should be considered as problematic. As such, at NHS PHS and in fact across most physician health services, the terms dependency, problem use, and addiction are used interchangeably. The same holds for alcohol dependence.

It is for doctors with addiction to seek help, to overcome their deep-rooted sense of shame and humiliation and admit they have crossed the boundary into dependency. Addicted doctors face the biggest barriers to accessing timely help. They include feelings of guilt, stigma, shame, and denial of the problem; fears about negative response from colleagues and employer; and mistrust and real fear of the General Medical or Dental Council. Unwell practitioners delaying seeking help is of great concern and a missed opportunity, since early and appropriate intervention produces excellent outcomes. More often than not, doctors’ late presentation is not a deliberate act, but due to a lack of insight secondary to their addiction.

Treatment outcomes for doctors with addiction

A detailed analysis was undertaken of the first 255 addicted doctors attending the PHS and at longer-term outcomes, including abstinence from drugs and/or alcohol. At discharge (usually <5 years) or 12-month follow-up (for newer patients), complete abstinence was achieved by 77.6% of doctors, and a further 14.6% had achieved controlled use of alcohol. All doctors with behavioural addictions achieved abstinence. Of the 20 patients who had not achieved abstinence, 10 were still in treatment with PHS. This meant that of the overall cohort of patients, only 10 doctors had relapsed to problematic use. Even where doctors do relapse, most of these doctors go on to full recovery. This compares very favourably with other physician health services, in particular in the United States, and is better than for the general population, where it is expected that only between 10–30% of those addicted to alcohol and/or drugs will become abstinent.

Residential rehabilitation

NHS PHS compared the outcomes of doctors who chose admission into a PHS rehabilitation unit and those who did not. Overall, 100 doctors out of the 381 addicted doctors were admitted; this resulted in 104 treatment episodes as a few patients were admitted more than once. Doctors are able to choose, dependent on their own circumstances, whether to go into residential rehabilitation. Admission is sometimes encouraged by NHS PHS or a family member, but fundamentally the patient chooses. Decisions are therefore not related to severity of dependence, but to social, family and work factors. Outcomes are comparable for the two groups.

Of the 104 rehabilitation treatment episodes between 2009 and 2016, 74 were men and 29 were women. Eighty-nine percent of all admissions for this period successfully completed their treatment programme. Female patients showed a slightly higher completion rate than men, with 93% of the 28 women completing the treatment programme, compared to 87% of the men. Of those admitted, 40% did not need a detoxification regime. Of those that did (62), 57% were from alcohol only, 18% were from alcohol and drugs, and 26% were from drugs only. As shown in Figure 23.2, almost all (61 of the 62) prescribed detoxification regimes were successfully completed, giving an overall detoxification completion rate of 98%.11

Figure 23.2

Data from Action on Addiction 201611
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Work, regulation, and addiction

At presentation to PHS, around half (51%) of all doctors with addiction problems are already involved in regulatory and/or disciplinary proceedings upon entry to treatment. Of the remainder, 44% required no regulator involvement at any point. Only a small minority (five per cent) were recommended by NHS PHS to self-refer to the GMC/GDC and/or disclose to their employer because of patient safety concerns, ongoing illegal or harmful activity, or where it was in the best interests of the health practitioner.

Doctors with addiction issues often have problems in the workplace – even if their addiction is not noticeable. Issues such as arriving late for work, frequent days off sick and erratic moods often lead to concerns being raised and action taken, including exclusion from work.

Therefore, it is not surprising that at presentation to NHS PHS, less than half (42%) of addicted doctors were working. After treatment at NHS PHS, this increased to 82.4%, and the percentage of doctors on sick leave fell from 25.9% at entry to 2.4% after treatment. Likewise, those who were unemployed dropped from 14.1% to 2.6%, and those suspended from work fell from 11.3% to 3.1%. With respect to referral to the regulator: addiction accounts for 38% of those involved with the GMC/GDC; Complex Mental Illness 19%; Common Mental Illness 38%; and others around 5%. A summary of the key service highlights of NHS PHS is presented in Box 23.3.

Box 23.3

nhs Practitioner Health Programme Service highlights between November 2008–March 201811


Headlines

•Between 2008 and 2018, over 5000 doctors have presented to the PHS

•3,767 of these have gone on to have full assessments and become patients

•The remainder are: people who have sought advice from PHS and not progressed to full assessment; pharmacists; medical students; senior managers and other health practitioners seen on special arrangement; or doctors who have passed through one of PHS’ group activities (group therapy, Time-To-Think programme, reflective practice groups)

•From a London-based team of three in 2008, over the last decade PHS have grown to a network of over 300 clinicians, special advisors, clinical leads, therapists, and operational staff across England

•The PHS is the only NHS-funded practitioner health service

•The PHS is the largest physician health service in Europe providing the whole range of interventions (from community detoxification to residential rehabilitation; from individual to group therapy; from mental health to addiction treatment; from consulting room to back to work)

•PHS delivery costs work out at around £54 per head for the population served

•At the start of the service, PHS saw slightly more men than women (53% vs 47% respectively), but by the end of the first decade, women far outnumbered men (67.5% vs 32.5% respectively)

•Over the years, PHS has seen a year-on-year drop in the mean age of doctors presenting for treatment, from 51.6 years in 2008 to 38.9 years in 2018

•Not surprisingly, given the age of doctors PHS see, many are still training

•PHS saw a significant increase in self-referrals in 2016, which coincided with the NHS Junior Doctor strike

•Overall, 430 doctors engaged with PHS have been involved in regulatory processes (GMC, GDC)

•It is believed that PHS have the largest number of doctors with bipolar affective disorder being treated in a single service anywhere in the world

•It is believed that PHS have the largest cohort of doctors being treated for addiction in a single treatment service anywhere in the world

•Overall, most PHS patients (83.5%) suffer from mental health problems; 10.1% have addiction issues and 6.3% other diagnoses

•Around 25% of practitioner-patients were not at work when they presented to PHS.

Outcomes

Over the decade, and across all services, PHS have had excellent outcomes with respect to:

•Improvement in patients’ mental health and social functioning

•Numbers of health professionals returning to work or training

•Reducing potential risk to practitioner-patients and the public

•Excellent patient satisfaction scores and feedback

•Evaluation scores demonstrate that all groups of practitioner-patients have improved regardless of age, gender, or diagnostic category

•Return to work

•Abstinence rates for those with addictions

•At discharge from PHS, approximately 76% of those not at work returned to work

•Over the last 10 years, PHS have returned more than 1,000 doctors back to the workplace

•There has been a large drop in those involved with the regulator, from 33% (2008/9) to less than 5.1% (2017/18). Averaged out over the years 2008–2018, the figure is 11%

•Over the years, PHS have seen a marked drop in the percentage of doctors with addiction problems, from 36% (2008/09) to 10.1% (2017/2018)

•As a percentage of those presenting to PHS from specialties, anaesthetists, dentists, and emergency practitioners are more likely to present with problems related to addiction than patients from other specialties

•On all measures (using validated instruments), PHS patients improve with care, significantly decreased levels of distress and improved work and social functioning.

Feedback

PHS consistently receives positive written and verbal feedback from practitioner-patients and their families. Survey results from PHS patients show:

•93% are extremely likely/likely to recommend PHS to a friend or colleague

•88% say PHS has had a very positive or positive impact on their personal wellbeing

•81% say PHS has had a very positive or positive impact on their family life

•78% say PHS had a very positive or positive impact on their ability to work or train.



Fowlie, in his article on the misuse of alcohol and other drugs, emphasises the need for increased awareness of the identification and management of the misuse of alcohol and other substances in doctors, and for education in this area throughout the medical career, from medical school to ongoing continued professional development.13

Why do health professionals become addicted?

As with non-practitioner patients, health professionals present with physical and mental health problems, often complicated by social, financial, emotional and employment issues. In many cases, misuse of drugs by healthcare professionals may begin with a ‘legitimate’ reason such as insomnia, depression, or back pain, particularly when these professionals choose to diagnose and treat themselves, usually inappropriately. However, common routes into substance use are personality difficulties and anxiety or depression. Complicating and contributing factors can include the increased pressure imposed by the changing nature of the medical profession, and the requirements of increased accountability and transparency.

Doctors, pharmacists, and nurses may not be an obvious high-risk group. They tend to be successful, intelligent, committed and economically stable individuals. Yet, a significant minority run into problems. For doctors, the long years of medical training are characterised by intense competition, excessive workload, and fear of failure. To these stresses is added the increasing risk of litigation and complaints, as well as a perception of loss of professional autonomy and the perceived threats of revalidation. All these appear to contribute to increase the occupational health risks for practitioner patients.

In doctors, these increased pressures impact on a group for whom “the very traits that make ‘good’ doctors, such as empathy and involvement in the care of their patients, may militate against good mental health”.1 Studies also indicate that personality characteristics, including perfectionism and conscientiousness, which are very common in doctors, can increase the risk of mental health problems.14,15 As Duggins summarises in his article:1

“Students who show diligence, commitment, co-cooperativeness, agreeableness, open-ness and extraversion, are encouraged to be doctors, and when they are doctors, they do well. However, under stress these positive personality factors can become an Achilles’ heel, when for example conscientious traits under stress become perfectionism, commitment becomes compulsiveness, or extraversion becomes narcissism.”

Yet, despite the increased risk of illness and suicide,16 doctors are very unlikely to seek professional help.17 It is therefore understandable that doctors, a profession with easier access to medication, are at higher risk of drug and alcohol misuse.18,19

How do they present?

Doctors present with substance and alcohol misuse in a variety of ways, and at different stages of addiciton. They may present in crisis. They may be in denial. They may self-present with insight and a desire for help.

It is important to be aware of the signs that a colleague may be unwell. Doctors with addiction problems can often be identified at work. While they may arrive at work smelling of alcohol, they may also be struggling with their job or be late, failing to turn up for clinics. Paperwork may be behind or they may be noted to be taking extended breaks, or to have poor concentration and performance.

Crisis presentations can include being found having passed out while on call, with evidence of needles or anaesthetic drugs, or being found wandering, or being drunk and disorderly in a public place or place of work. They may have been referred to the police.

Treating dependent health professionals

As outlined already, doctors’ and other healthcare professionals’ drug or alcohol problems can lead them into disciplinary procedures, often triggered by a crisis. This is partly because health professionals are reluctant to seek help. This reluctance can relate to stigma attached to psychological illness, in particular substance misuse, and the professional risks associated with acknowledgement of this. This is illustrated in the 2009 study of 2500 doctors in Birmingham, which demonstrated that only 13% would seek help if they suffered psychological ill health or addiction problems.17 Other barriers to accessing healthcare include: a fear of loss of confidentiality; the embarrassment at seeing a colleague; fear about being deemed unfit for practice. As a result, health professionals often try to avoid detection and do not seek help until late on in their problem. It is therefore important, as with other hard-to-reach patient groups, to find ways of attracting them into treatment programmes, by making sure that they have access to high-quality, appropriate, confidential, and sensitive treatment.

In the UK, awareness of the problems of healthcare professionals has been slow to develop and the NHS provides few specialist services for such professionals.20 However, the data from the Practitioner Health Service programme presented in Box 23.3, demonstrates the benefits of such services in improving the health of the healthcare professional, and enabling return or maintenance in the workplace.

Controlled drugs and professional practice

What is an unprofessional doctor? In its simplest terms, it is a doctor who fails to fulfil the criteria set out in the General Medical Council’s Good Medical Practice.21 The duties of a doctor, as outlined by the GMC, indicate that every doctor must:22

•make the care of the patient his or her first concern

•protect and promote the health of patients and the public

•provide a good standard of practice and care

•treat patients as individuals and respect their dignity

•work in partnership with patients

•be honest and open, and act with integrity.

This requires doctors to be professionally competent and take action if there is unnecessary risk. Professional competency includes appropriate and responsible prescribing.

Responsible prescribing

A phrase that gets bandied about is that of irresponsible prescribing but answering the question ‘What is irresponsible prescribing?’ is not easy. In most circumstances, it represents prescribing that falls well short of established good practice. This is either in the type of drug – including combinations and formulations, the quantities prescribed on single prescriptions, or the means by which the doctor makes a decision to issue certain drugs. What constitutes good practice is therefore dynamic and changing with time as new evidence emerges, emphasising the need for prescribers to remain up to date. The changing emphasis on maintenance as opposed to abstinence is a case in point. The 1991 National Clinical Guidelines, for example, placed great emphasis on methadone detoxification, to be carried out over days or weeks. Maintenance prescribing, especially by GPS, might have been deemed irresponsible and inappropriate. Increased evidence led recommending maintenance prescribing, and it would now be considered irresponsible to stop a methadone prescription merely because of an arbitrary time scale. Recommended doses also change. In the past, experts may well have condemned doses of much more than 100 mg/day of methadone. Now, doses of 60 and 120 mg are seen as part of good practice. One generation’s irresponsible prescribing has become another’s good practice. Professional practice, however, is more than prescribing alone, and cannot be separated from the overall care that the practitioner provides to the patient. Perhaps the best definition of irresponsible prescribing is practice that places either the public or the patient at risk, whereby the doctor fails to take necessary precautions to ensure that the right drug is being administered in the correct dose, to the right patient, for the right indication, and in a manner that reduces the risk of diversion.

Common themes

So, are there any common themes that cause doctors to digress from good practice to such an extent that they are censured by the GMC? Box 23.4 outlines some key characteristics. While it is difficult, without conducting a large study, to pull out common themes, an examination of cases that have appeared in front of the GMC can help to shed light on some of the types of practice that can lead to unprofessional practice.

Box 23.4

Characteristics of doctors who run into trouble with the gmc around managing drug users


•Male

•Single handed

•Managing large numbers of drug users

•Not using shared-care management

•Private care settings

•Doctors with addiction problems

•Prescribing for self and family.



These cases can lead us to consider several types of doctor who may be found in breach of their professional duties. The descriptions below are not of individual doctors but are intended to shed light on ways in which professional practice can be, even with the best of intentions, compromised.

The naïve doctor

These doctors feel that they have a mission to treat drug users, and they fear that, if they do not, no one else will. These doctors tend to work in an isolated manner, perhaps single handed or, if part of a group practice, as the only doctor who cares for drug users. They may start off by seeing only a few drug users, but soon become identified either as a ‘soft touch’ or as the kindly doctor who looks after them. Unsupported, and often not working in shared care, these doctors soon take on more and more patients, inevitably leading them to take short cuts in treatment. It is not unknown for these doctors, for example, to post prescriptions to the patient’s home for many months’ treatment, rarely seeing the patient and certainly not carrying out any tests of compliance. Often, this doctor tries to adhere to clinical guidelines but rarely succeeds, prescribing more erratically to larger and larger numbers of patients. Unless helped and supported, this doctor is likely either to become ‘burnt out’ or to end up before the GMC, accused of irresponsible or inappropriate prescribing. This doctor tends to have no formal training in drug misuse, learning on the job, and hence unaware of serious gaps in their knowledge base. With the increasing prescribing accountability and the demands of revalidation, these cases are likely to become far less frequent.

The maverick doctor

Maverick doctors believe that they are right, that they know best, and that guidelines or protocols are for others. They tend to have some training in drug misuse, and have perhaps worked in the addiction field, either as a clinical assistant or associate specialist. They frequently prescribe drugs that are not licensed for use in addiction treatment, such as dihydrocodeine, methadone tablets, amphetamines, injectable preparations or naltrexone implants. They usually ignore the advice from others practising in the area and continue to provide treatment that is outside the mainstream. When challenged, they can have recourse to using the media to fight their cause. These doctors rarely use urine or other tests of compliance, and if they do, the results are usually ignored. Often, different patients receive the same repertoire of treatment, with little adaptation for the individual needs of the patient. These doctors are likely to come to the attention of the GMC when the volume and type of medication prescribed is discovered, usually because of a patient’s death or serious overdose, or through chemist inspections. Although it is perfectly acceptable to prescribe treatment outside standard practice, it must be in the context of well thought out treatment plans. The greater a doctor deviates from standard practice, the more the onus is on the doctor to justify this, to their patients, their peers and, when necessary, to the GMC.

The criminal doctor

The third type of doctor likely to come to the attention of the GMC is the doctor who practices in a criminal manner. This type of doctor is fortunately rare, though a steady stream of doctors do appear in front of the criminal justice system for offences related to the misuse of drugs. Shipman is probably the most notorious of these doctors. He obtained extra diamorphine by prescribing the 30 mg rather than the standard 5 mg or 10 mg ampoules. During the Shipman Inquiry, Dame Janet Smith heard evidence of doctors who had supplied drugs for monetary gain and of doctors obtaining controlled drugs to feed their own addiction (see Box 23.5). This type of doctor frequently prescribes drugs that have a high resale value if diverted onto the illicit market. These doctors can be responsible for a thriving illicit market in drugs, and users flock to them in the knowledge that few questions will be asked.

Box 23.5

Examples from the Shipman Inquiry


In 2002, Dr X was convicted of the unlawful supply of controlled drugs, including diazepam, rohypnol and dexedrine. He issued private prescriptions on the payment of £30, often issuing prescriptions in false names to make detection less likely. He was also prepared to sell controlled drugs from his own supply to callers on demand.

In 1996, Dr Y supplemented his living by selling temazepam capsules that he obtained from writing prescriptions for patients who were exempt from NHS charges. He would instruct the patients to go to the pharmacy and to bring back the medication for him to check. He would then remove and keep the temazepam capsules and sell them for £3–4 each.



The self-prescriber

A fourth type of doctor who falls foul of the GMC is the self-prescriber, who may be self-prescribing for pain or to feed his or her own addiction. They may even be prescribing for members of their family. Though not strictly against the 1971 Misuse of Drugs Act, the GMC, the British Medical Association (BMA) and the Royal College of General Practitioners (RCGP) all agree that self-prescribing, or prescribing to family or close friends, constitutes poor practice. One of Dame Janet Smith’s recommendations in the fourth report of the Shipman Inquiry was to restrict this right and to make such action a GMC offence. The GMC, therefore, advises that doctors avoid treating themselves and those close to them.23 ‘Objectivity is essential in providing good care; independent medical care should be sought whenever you or someone with whom you have a close personal relationship requires prescription medicines.’

It should be added that in the cases of the naïve, the maverick and the criminal doctor, it is not unknown for the local illicit market to be fuelled by prescriptions generated from these doctors. Five cases are outlined in Box 23.6.

Box 23.6

Unprofessional prescribing


Dr A

In the 1980s, the GMC found Dr A guilty of serious professional misconduct for ‘irresponsibly treating addicts privately by providing methadone in the long term without reasonable medical care’. Some saw this as punishment by the medical establishment for her policy of maintenance prescribing and prescribing of injectables as part of private practice. It led many to regard her as a cause célèbre.

Dr B

In early 2000, Dr B, a London GP, was sanctioned by the GMC after more than 25 years treating hundreds of long-term users. Both in the NHS and at his busy private clinic, he prescribed patients maintenance amphetamines, methadone ampoules and other opiates, all in very high doses to patients from all over the London area. This doctor gave patients combinations of different drugs with few checks to ensure that they were not diverted onto the illicit market. Despite an appeal to the Privy Council, the decision of the GMC to erase his name from the medical register was upheld, stating that:

The Committee heard evidence that your policy of giving patients what they asked for may have been accompanied by social and health benefits and that it helped to shield some from impure street drugs … however … the risks to your patients and the public as a whole far outweighed any benefits.’

Dr C

A psychiatrist, Dr C, prescribed a mixture of the sedatives morphine and methadone combined with dexedrine from his private clinic in South London. This doctor was found to prescribe before drug dependence had been confirmed in the patient. The GMC heard that the drugs ended up fuelling a black market and two patients died of overdoses. Dr C was found guilty of serious professional misconduct relating to charges involving 31 patients who travelled from far and wide to get drugs. One witness stated:

Your routine practice was to prescribe a range of controlled drugs in exceptionally large quantities, which displayed a reckless disregard for the safety of your patients and your responsibility to public health. A doctor who decides to depart from established guidelines must clearly record his reasons for doing so. This you failed to do. You were apparently oblivious to and unconcerned about the inherent dangers of over-prescribing.

Dr D

Dr D, a single-handed doctor, had a number of patients whom he treated with dihydrocodeine and various benzodiazepines for drug dependence. One of his patients, new to the practice, came to see him asking for dihydrocodeine. The patient was 16 years old at the time. Dr D prescribed this patient, on the first occasion, with 84 diazepam 20 mg tablets and 100 dihydrocodeine 60 mg tablets. The patient was admitted to hospital that night with an overdose and presented again to Dr D three days later. Dr D had been made aware of the admission by the admitting doctor and a discharge letter was faxed directly to the GP. Dr D reissued the same prescription to the patient on presenting again. This was just one case amongst ten others that was considered by the GMC to be irresponsible and inappropriate care.

Dr E

Dr E was part of a large group practice. He saw drug users, though none of his other partners did. He had well over 150 patients and saw them at an annex at the back of the surgery. Drug-using patients were expected to be segregated from other ‘normal’ patients. This doctor felt it his duty to care for these patients, which extended to providing them with money and to taking them to appointments. He carried out few checks on the patients’ compliance and would often leave three-month repeat prescriptions at reception for collection. Despite help from the local drug service, he continued to feel he knew the only way to manage drug users was to offer them what they wanted. He began to drink heavily to deal with the stress that the job was creating and would arrive in the surgery smelling of alcohol. The doctor began to have a sexual relationship with a patient, who then blackmailed him. The case eventually was discovered, and the doctor retired.



Preventing problems

There are several keyways to avoid problems:

Acknowledging limitations

Lack of training and support are common features of doctors who run into problems in the management of drug users. It is important that doctors do not feel under any pressure to practise care beyond their level of competency. Doctors often feel that they are obliged to care for drug users, especially if other doctors in the area are unwilling.

Don’t be too quick to prescribe

Remember the simple rules learnt at medical school and don’t reach for the prescription pad too early. It is amazing that when given a new patient with, for example, hypertension, a doctor will assess, investigate and plan care before resorting to the prescription pad. On the other hand, the same doctor, given a complex intravenous heroin user, will carry out a cursory history, carry out no examination or investigations, and prescribe dangerous drugs in high doses before even confirming the diagnosis of dependence.

Adequate training

To prevent these cases coming before the GMC, it is important that doctors have the opportunity to attend training, preferably before they start to manage drug users, are supported through clinical guidelines, shared care and a peer network, and are able to gain the confidence to say ‘no’ to patients who they do not feel able to manage.

Team working

Clinical governance emphasises a team approach to developing high-quality care within a service and the importance of reflective practice within the organisation. A well-organised practice, with systems in place for audit, continuing professional development, significant event analysis and learning from patients, would prevent many of the problems discussed in this chapter, and, it is hoped, would reduce the numbers of doctors facing disciplinary action by the GMC.

Support Organisations

As we have seen earlier in this chapter, doctors become unwell. Unlike the view, even seen in children’s TV programmes, which promotes a perception that doctors are superhuman and invulnerable, doctors have health problems that can be bio-psycho-socio-spiritual in nature. They can be very complicated patients.5 They often access healthcare in unusual ways. They find ways around the system, and when they are unwell there are often implications on the safety of others. In the case of doctors, there are implications on patient safety and care, and on ever spiralling NHS costs.24 It, therefore, makes economic, as well as ethical, sense to ensure that our doctors are cared for appropriately when they are unwell. There are a number of organisations around the country that aim to support doctors with substance and alcohol misuse problems, although many areas are now identifying ways in which this hard-to-reach patient group can be appropriately catered for. The services below should also be able to signpost you to what is regionally available (in addition, of course, to the NHS PHS Programme described above).

BMA Counselling Service and Doctor Advisor Service

This service offers doctors and medical students counselling from a trained telephone counsellor or support from a doctor-adviser. This is open to all medical students and doctors whether they are a BMA member or not. The website is: https://www.bma.org.uk/advice-and-support/your-wellbeing.

Doctors Support Network

This is a peer support organisation for doctors suffering mental health problems. It offers confidential advice and support. There are also regional meetings. The website is: www.dsn.org.uk.

British Doctors and Dentists Group

The British Doctors and Dentists Group (BDDG) is a mutual support organisation for doctors and dentists who wish to recover, or are recovering from, alcohol or substance misuse. It also has regional meetings and has a family’s group. The website is: www.bddg.org.

Sick Doctors Trust

This organisation offers a 24-hour helpline providing confidential help for doctors and medical students suffering from substance and alcohol misuse problems. The website is: www.sick-doctors-trust.co.uk.


Conclusion

Prevention is better than the cure, and this applies to hard-to-reach groups of patients as well as those who find it easy to access care. Doctors are a hard-to-reach group, with occupational risk factors that can compromise their health. Doctors’ ill health has wide-reaching implications, and substance and alcohol misuse are two key areas that can compromise a doctor’s health and fitness to practice.

Doctors who transgress the law with respect to controlled drugs are rare. Considering their position of trust, the impact they have when they do transgress can be significant in terms of the pain caused to themselves, to their patients and to those closest to them.

It is important that doctors do not translate clinical freedom to prescribe into the right to prescribe as they wish and to ignore the basic principle of being a doctor, which is to make the care of the patient their first concern.

Clinical governance structures, appraisal and revalidation, and better routine monitoring of use of controlled drugs, will, it is hoped, prevent problems before they happen.



References

1Duggins R. Burnout and Healthy Habits, 2020. https://www.rcpsych.ac.uk/docs/default-source/events/presentations/webinars/duggins-richard.pdf?sfvrsn=123f2f35_2 [accessed 23/03/2021].



2General Medical Council. Doctors’ health. https://www.gmc-uk.org/registration-and-licensing/join-the-register/before-you-apply/guidance-on-declaring-health-issues/your-health-and-patient-safety [accessed 22/07/2020].



3General Medical Council. GMC Thresholds. London: GMC, 2012, www.gmc-uk.org/Guidance_GMC_Thresholds.pdf_48163325.pdf [accessed 22/07/2020).



4General Medical Council. Managing your health. www.gmc-uk.org/concerns/11542.asp [accessed 22/07/2020].



5Department of Health. Invisible Patients: summary of the report of the Working Group on the health of health professionals. London: DH, 2010. https://webarchive.nationalarchives.gov.uk/20130123201334/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113540 [accessed 22/07/2020].



6McVeigh T. Alarm at growing addiction problems among professionals. Observer, 13 November 2011. www.guardian.co.uk/society/2011/nov/13/doctors-lawyers-alcohol-addiction [accessed 22/07/2020].



7Department of Health. Mental Health and Ill Health in Doctors. London: DH, 2008. https://webarchive.nationalarchives.gov.uk/20130123193224/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083066 [accessed 22/07/2020].



8Harrison D, Chick J. Trends in alcoholism among male doctors in Scotland. Addiction. 1994;89(12):1613–17.



9British Dental Association. The dependent professional. British Dental Journal. 1989;166:315.



10Working Group on the Misuse of Alcohol and Other Drugs by Doctors. The Misuse of Alcohol and Other Drugs by Doctors. London: BMA, 1998.



11NHS: Practitioner Health Programme. The Wounded Healer: report on the first 10 years of Practitioner Health Service, 2018.



12Dyer C. Anaesthetist is jailed after stealing codeine from hospital where he no longer worked. BMJ. 2017:18;j4841.



13Fowlie DG. The misuse of alcohol and other drugs by doctors: a UK report and one region’s response. Alcohol and Alcoholism. 1999;34(5):666–71. http://alcalc.oxfordjournals.org/content/34/5/666.full.pdf [accessed 22/07/2020].



14Cohen D, Rhydderch M. Measuring a doctor’s performance: personality, health, and well-being. Occupational Medicine. 2006;56(7):438–40. http://occmed.oxfordjournals.org/content/56/7/438.full [accessed 22/07/2020].



15McManus IC, Keeling A, Paice E. Stress, burnout and doctors’ attitudes to work are determined by personality and learning style: a twelve-year longitudinal study of UK medical graduates. BMC Medicine. 2004;2:29. www.biomedcentral.com/1741-7015/2/29 [accessed 22/07/2020].



16Lindeman S, Laara E, Hakko H, Lonnqvist J. A systematic review on gender-specific suicide mortality in medical doctors. British Journal of Psychiatry. 1996;168(3):274–9.



17Hassan TM, Ahmed SO, White AC, et al. A postal survey of doctors’ attitudes to becoming mentally ill. Clinical Medicine (London) 2009;9(4):327–32.



18Vaillant GE, Brighton JR, McArthur C. Physicians’ use of mood-altering drugs: a twenty-year follow-up report. New England Journal of Medicine. 1970;282(7):365–70.



19Brooke D, Edwards G, Andrews T. Doctors, and substance misuse: types of doctor, types of problem. Addiction. 1993;88(5):655–63.



20Strang J, Wilks M, Wells B, Marshall J. Missed problems and missed opportunities for addicted doctors. British Medical Journal. 1998;316(7129):405–6.



21General Medical Council. Good Medical Practice. London: GMC, 2006, www.gmc-uk.org/guidance/good_medical_practice.asp [accessed 22/07/2020].



22General Medical Council. Good medical practice: duties of a doctor. 2013, https://www.gmc-uk.org/static/documents/content/Good_medical_practice_-_English_1215.pdf [accessed 21/07/2020].



23General Medical Council. Prescribing controlled drugs for yourself or someone close to you. 2008. https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/prescribing-and-managing-medicines-and-devices [accessed 22/072020].



24Boorman S. (2009) NHS Health and Well-being: final report. Leeds: COI. https://webarchive.nationalarchives.gov.uk/20130124052412/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_108907.pdf [accessed 22/07/2020].




Chapter 24

Controlled drugs, regulations, controls, and diversion
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Introduction

The main aim of laws governing controlled or dangerous drugs must be to minimise the serious harms that these drugs can do both to the individual and to society, by reducing illicit demand and supply. For the GP and other members of the primary care team, drug laws should be understood, insofar as transgressing such laws would cause serious problems to the clinician or to the patient. This chapter offers clinicians some insight into current information about laws relevant to their day-to-day practice.

The main instrument for drugs control in the UK is still the Misuse of Drugs Act 1971,1 which first divided controlled drugs into classes A, B and C. This act should be seen in the context of other acts of parliament and United Nations conventions on drugs. There have been several reviews and amendments to the Act over the years to ensure that the legislation remains current. Good examples of this process include the Advisory Committee on the Misuse of Drugs (ACMD) recommendation2 that tramadol be added to schedule 3 in June 2014, with the γ-aminobutyric acid (GABA) neuromodulators gabapentin and pregabalin joining tramadol in April 2019.3

Over recent years, a number of so-called ‘legal highs’ have come onto the market. These have increased the need for Temporary Class Drug Orders (TCDOS) being recommended by the ACMD, pending full recommendations on the need for permanent controls. Such drugs include the synthetic cannabinoids, the stimulant methcathinone (‘M-cat’ or ephedrone) and methoxetamine (also known as ‘mexxy’ and MXE), a supposedly safer ketamine equivalent. The Government responded to this new challenge by bringing forward the Psychoactive Substances Act 2016,4 which has essentially proactively banned the production and possession of all new substances with psychoactive properties.

Drug diversion

In modern times, a major problem with controlled drugs (CDS) is that of drug diversion, where the drug prescribed is not used in the manner, or by the patient that it was initially prescribed or dispensed for. Harold Shipman killed so many of his patients by diverting CDS, using various different ruses to obtain drugs in the name of patients (alive and dead). Fortunately, cases of doctors diverting drugs in order to harm their patients are very rare and there have been only a few prosecutions of dishonest prescribers and pharmacists supplying drugs illicitly. A far more common problem is patients selling their prescribed drugs for resale on the illicit market to be used by others, or drug users obtaining prescriptions by deception. It is also important not to overlook the problem of iatrogenic dependence on controlled drugs, which is addressed elsewhere.

Diverted drugs generally form part of a polydrug-using repertoire of heavy drug users. The ACMD reported in 2017 that opiates, benzodiazepines and GABA neuromodulators were the most frequently diverted. Although the scale is difficult to measure, anecdotal, patient-reported, accounts and prosecutions suggest that diversion is both prevalent and increasing. Significant diversion takes place at the community pharmacy with patients passing dispensed medication to dealers waiting outside the pharmacy door. Fewer handwritten CD prescriptions mean fewer fraudulent alterations. The addition of controlled drugs to e-prescribing may in time help to reduce the opportunity for diversion and develop a more objective evidence base around prevalence.5

Techniques used to dupe prescribers include:

•Exaggerating the amount of drugs used in order to obtain a larger prescription of substitute medication than needed

•Claiming to be addicted to alcohol in order to obtain benzodiazepines

•Professing to be trying to reduce opiate use and asking for benzodiazepines to alleviate withdrawal symptoms

•Claiming insomnia/stress in order to obtain drugs

•Giving false identities in order to obtain multiple prescriptions

•Claiming to be a temporary resident

•Exploiting prescribers who are judged to be sympathetic

•Claiming that travel/work/holidays mean greater quantities of drugs are required

•Claiming drugs have been stolen/spilt/lost etc

•Forging and altering any remaining handwritten prescriptions.

The two main reasons why drug users in treatment sell their prescribed drugs are to raise money to buy their preferred drugs and/or formulations, or to pay for a private prescription.

It is generally accepted that some diversion of controlled drugs is unavoidable and is the price to pay for attracting and retaining large numbers of drug users in treatment. The right balance needs to be achieved between a prescriber’s freedom to prescribe and attract and maintain patients in treatment, on the one hand, and on the other the need to minimise the risk of diversion by instituting safe, effective practices, such as those outlined in the clinical guidelines.

Brief history of legislation of controlled drugs

Pharmacy Act 1868

The Pharmaceutical Society of Great Britain was established in 1841 and granted a Royal Charter in 1843 (it was to become the Royal Pharmaceutical Society of Great Britain in 1988). Soon after the original formation of the society, there were calls to restrict the right to practise pharmacy to those who were licensed to do so; the aim was to promote and maintain professional standards, and to establish control on the sale of drugs.

Until the second half of the nineteenth century, apothecaries, chemists, and druggists, as well as medical practitioners, supplied medicinal drugs. Any general dealer, equivalent to the grocers of today, could also sell them. To prevent the unregulated sale by ‘quacks’ of dubious potions, tonics, and remedies (some of which contained opium), restrictions were placed on who could sell medicines and hence the Pharmacy Act 1868 was introduced. The Pharmacy Act outlined a number of drugs, including opium that could be sold only by ‘pharmaceutical chemists’.

In 1916, a regulation was passed, under the Defence of the Realm Act, to curb the use of cocaine and opium by soldiers in London on leave from war service – the effect of the drug being to encourage rampant sexual activity with prostitutes. The Americans had their own legislation enacted a few years earlier with the Harrison Act 1914, which banned heroin prescriptions, whether for addicts or for more orthodox requirements. To this day heroin cannot be prescribed in the US.

Dangerous Drugs Act 1920

This prohibited the importation and exportation of certain dangerous drugs, including opium, cocaine, morphine, and diamorphine except under special licence granted by the secretary of state. It also created an offence of being an occupier of premises that permitted the smoking of prepared opium.

Dangerous Drugs Regulations 1921

This legislation laid down the formal obligations of doctors and pharmacists with regard to prescribing and dispensing dangerous drugs. Many of these obligations still exist today. The regulations stipulated that these drugs had to be dispensed only from written prescriptions when issuing publicly funded prescriptions for dangerous drugs and that doctors should use the same prescription form as for other medicines. This new ‘official’ form would be used for the private prescribing of dangerous drugs. It is ironic that the recommendation to reinstitute an ‘official form’ should be made nearly 80 years later by Dame Janet Smith in her fourth report on the Shipman Inquiry. The regulations also required a pharmacist to record relevant transactions in a register and imposed an obligation of record keeping on a doctor supplying dangerous drugs to a patient. This obligation persists to this day.

Rolleston Report 1926

A committee, chaired by the president of the Royal College of Physicians, Sir Humphrey Rolleston, was commissioned by the Ministry of Health as a result of concerns from the Home Office of doctors prescribing dangerous drugs to addicts. His task was to assess the extent of the opioid problem in the UK and to make recommendations.

At this time the Home Office opposed the treatment of addiction and the prescribing of maintenance prescribing. The committee, made up mainly of doctors, recommended that in most cases the steady prescription of the drug of addiction was appropriate. The committee set the scene for what is now called maintenance prescribing in that it recommended for patients, where it was impossible to wean them away from a longstanding addiction, the issuing of a small maintenance dose of their drug of addiction and that addiction should be regarded as an illness and not as a ‘mere form of vicious indulgence’.

In the report, Rolleston identified many of the same problems seen today: some doctors were prescribing large amounts of dangerous drugs to patients on an open-ended basis with no obvious treatment plan; some doctors were seeing their patients too infrequently – in some cases the prescriptions were sent by post; and some doctors had supplied dangerous drugs or had issued prescriptions to people unknown to them and without making any attempt to contact the patients’ normal medical practitioners. There were even cases where the person had obtained drugs from different medical practitioners at the same time. Finally, the committee found that in some cases supplies had been purchased or prescribed by practitioners for self-administration. The Rolleston Report set the UK apart from many other countries, in that treatment (at this time heroin) could be given for medical reasons. Consequently, this treatment philosophy was termed ‘the British System’.

The Single Convention on Narcotic Drugs 1961

This is an international treaty prohibiting the production and supply of (currently) 161 substances without a licence, except for medicinal or research use. The Commission on Narcotic Drugs and the World Health Organization add, remove, or reassign drugs between the four schedules I–IV, with IV being the most restricted class (including heroin, which to date is not prescriptible in the US and many other countries).

Brain Committees

In the years that followed the Rolleston Committee, far from containment of the addiction problem to a few ‘respectable’ iatrogenic addicts, the heroin problem expanded into new, young users, with a burgeoning black market of diverted prescribed heroin. Again, at the instigation of the Home Office, the Brain Committee was set up. This time the remit was to review the policy of using dangerous drugs for the treatment of addiction. The stimulus for the First Brain Report was the manufacture and use of new synthetic opioids, which were being used by doctors for therapeutic reasons yet were causing addiction in large numbers of individuals.

The First Brain Report in 1961 endorsed many of the conclusions of the Rolleston Committee, concluding that the satisfactory treatment of addiction was possible only in ‘suitable institutions’. The committee reconvened in 1964 to examine the growing heroin problem in the UK (the Second Brain Committee). At this time, the type of addict was changing from the ‘typical’, predominantly health professional, stable addict, using mainly prescribed heroin, to the younger, more chaotic person using ‘diverted’ illicitly obtained pharmaceutical heroin. The total number of drug addicts in 1967 was reported as 1299 and by 1967 there were 381 heroin addicts under the age of 20.

The committee concluded, in its second report, that the main new source of heroin on the illicit market was over-prescribing by a very small number of GPS. The committee heard evidence of apparent indiscriminate prescribing by GPS where large amounts of heroin were being prescribed by a small number of doctors, especially GPS working in London. The committee concluded that:

•the prescribing of certain drugs to addicts, in particular heroin and cocaine, be restricted to doctors with special Home Office licences with GMC referral available for those who failed to comply

•the treatment of addiction should take place in specialised clinics (these became the precursors of drug dependency units) and

•the clinics should be run by specialists, thus taking care away from the generalist and untrained GPS

•the formation of a central register for drug addicts; this was to become the Home Office Addicts Index until its demise in 1997.

In reaching the conclusions, the Brain Committee considered the dilemma facing authorities responsible for the control of dangerous drugs in this country: ‘if there is insufficient control it may lead to the spread of addiction – as is happening at present. If, on the other hand, the restrictions are so severe as to seriously discourage the addict from obtaining any supplies from legitimate sources it may lead to the development of an organised illicit traffic’, this dilemma persists today with the current debate of expanding the number of patients being treated with prescribed heroin.

Misuse of Drugs Act 1971

The Misuse of Drugs Act 1971 (the Act) replaced the Drugs (Prevention of Misuse) Act 1964 and the Dangerous Drugs Acts of 1965 and 1967. It thus brought controlled drugs under the same statutory framework and in doing so incorporated the following:

•The relatively new system of licensing doctors to prescribe heroin and cocaine to addicts

•The requirements for all doctors to notify addicts to the Home Office

•Regulations on safe custody of drugs and national stop and search powers for the police.

The act also set up the ACMD, whose main duty was (and is still) to keep under review:

the situation in the United Kingdom with respect to drugs which are being or appear to them likely to be misused and of which the misuse is having or appears to them capable of having harmful effects sufficient to constitute a social problem

and to give:

advice on measures (whether or not involving alteration of the law) which in the opinion of the Council ought to be taken for preventing the misuse of such drugs or dealing with social problems connected with their misuse, and in particular on measures which in the opinion of the Council ought to be taken.

The act’s system of classification was also new. It divided drugs into the three classes A, B and C, listed in schedule 2 of the act, and penalties for offences were related to the class of drug involved in the offence. Confusingly, the drugs are sometimes described as being schedule 1, 2, 3, 4 or 5 drugs; such references are not to the classes in schedule 2 to the act but to the schedules to the related Misuse of Drugs Regulations 1985.

Class of the drug relates to the different penalties for offences under the act (See Table 25.1). The class reflects the level of potential harm inherent in the drug. Class A drugs are those that are considered to be the most harmful if misused (e.g. morphine, cocaine, diamorphine) and as such offences in relation to class A drugs include the more severe punishment of penalties. Class C drugs such as anabolic steroids and benzodiazepines are considered to be less harmful and hence carry lower tariffs for offences.

Section 8 of the MDA made it an offence for the occupier, or someone concerned with the management of premises knowingly to permit those premises to be used for:

•production

•supply of any controlled drugs

•preparation of opium for smoking

•smoking cannabis.

Table 25.1

Classification of illicit drugs with penalties for possession and dealing










	 

	Examples

	Possession

	Dealing






	Class A

	Ecstasy, LSD, heroin, cocaine, crack, magic mushrooms, injected amphetamines, MDMA

	Up to seven years in prison or an unlimited fine or both

	Up to life in prison or an unlimited fine or both




	Class B

	Amphetamines, barbiturates, cannabis (since 2009) codeine, methylphenidate (Ritalin), pholcodine, ketamine (since 2014)

	Up to five years in prison or an unlimited fine or both

	Up to 14 years in prison or an unlimited fine or both




	Class C

	Anabolic steroids, γ-hydroxybutyrate (GHB)

	Up to two years in prison or an unlimited fine or both

	Up to 14 years in prison or an unlimited fine or both






It is this section that the ‘Cambridge Two’, Ruth Wyner and John Brock, who ran a hostel for homeless people fell afoul of. These two were sentenced to five years’ imprisonment in 1999 for ‘allowing’ illicit drugs to be used at the hostel.6 It set in motion a debate to try to clarify the legal obligations of those running institutions where drug taking may be taking place and the dilemmas of having to weigh up the needs of the individuals using these premises against the rigorous interpretation of the law.

Section 9A makes it an offence to supply or offer to supply any article (except a hypodermic syringe) that the supplier believes to be used or adapted to be used in the unlawful administration (including self-administration) of drugs. The purpose of this section of the act, which was inserted in 1986, was to outlaw the supply of cocaine kits, which contained items for facilitating drug use, such as razor blades, foil, and lemon juice. An exception was made for sterile syringes and needles to permit the supply of clean injecting equipment to reduce sharing of such.

Despite this legislation many pharmacists and needle exchange schemes did provide drug users with swabs and sterile water, and hence were technically in breach of the act and theoretically risked prosecution, although the police and the Crown Prosecution Service took the view that prosecution in such cases was not in the public interest.

In August 2003, after a review by the ACMD, an amendment was made to section 9 of the MDA that now allowed medical practitioners, pharmacists and drug workers (including nurses and employees of needle exchange schemes) to supply certain items for drug injecting: swabs, utensils for the preparation of a controlled drug, citric acid and filters.7,8 The supply of ampoules of water for injection is also allowed, but only when supplied or offered for supply in accordance with the Medicines Act 1968, which means supply to an individual ‘in accordance with a prescription’ or when supplied to an individual under a patient group direction. The change in the law above applies in the first instance only to England, Wales, and Scotland. The Northern Ireland administration has subsequently amended its legislation to allow the same dispensations to apply in the province.

Section 10 gives powers to the Secretary of State to make regulations around safe custody, documentation of transactions, record keeping, packaging and labelling, methods of destruction, and so on.

Misuse of Drugs Regulations 1973 and 2001 (the ‘Main Regulations’)

The regulations under the MDA specify the requirements for handling controlled drugs by certain authorised persons, including who can produce, supply, prescribe or administer controlled drugs in the practice of their work. They also apply selective controls to groups of drugs, which are defined in the five schedules of the current (2001) regulations.7 The schedules correspond to the therapeutic usefulness and misuse potential of the drugs.

The schedules under the Misuse of Drugs Regulations (MDR) are to ensure that practitioners are appropriately exempt from offences under the act while undertaking their lawful practice and include issues around supply, recording, storage and destruction.

Misuse of Drugs (Amendment No. 2) (England, Wales, and Scotland) Regulations 2012

A statutory instrument came into force in April 2012,8 amending the Misuse of Drugs Regulations 2001 (the ‘2001 regulations’) to permit a non-medical prescriber (nurse or pharmacist) to prescribe, carry, administer and give directions for the administration of any controlled drug specified in schedules 2 to 5 of the 2001 regulations.

From October 2003, extended nurse prescribers have been permitted to prescribe independently any of the following six controlled drugs:

•Diazepam, lorazepam, midazolam (for palliative care only)

•Co-phenotrope

•Dihydrocodeine for pain relief

•Codeine for pain relief.

In 2019, the ACMD supported the NHS England proposal to permit appropriately trained paramedics to prescribe and administer a limited number of controlled drugs in the pre-hospital setting. Under the UK Ambulance Service Clinical Practice Guidelines (2006), paramedics were already permitted to administer parenteral morphine for the relief of severe pain in the pre-hospital setting under the POM exemption.

From October 2003, the supply and administration of the following controlled drugs has been allowed under patient group directions:

•Diamorphine – for the treatment of cardiac pain by nurses working in coronary care units or hospital accident and emergency departments

•All drugs, in any situations, except injectable formats, for the purpose of treatment of a person who is addicted to a drug in schedule 4 except anabolic steroids (see also further reading SPS guidelines)

•All drugs in schedule 5, at any time.

Summary of the Misuse of Drugs Act and its regulations

This is not comprehensive guidance; the reader is advised to consult the ‘further reading’ texts recommended at the end of this chapter for specific details pertaining to their requirements under the MDR.

Table 25.2

Misuse of Drugs Regulations 2001, as updated








	Schedule 1 (controlled drug licence only)

	This contains the most strictly controlled drugs of all and includes those that have no therapeutic use in standard practice. A Home Office licence is required to possess, produce, supply, or administer drugs in this schedule: cannabis in its various forms, hallucinogens such as LSD, ecstasy, and other drugs such as raw opium




	Schedule 2

	For medical practitioners this is the most relevant schedule as it includes pharmaceutical opioids and amphetamines used in clinical practice. Over 100 drugs are in this schedule. Schedule 2 drugs are subject to safe custody requirements, dispensing, and recording and destruction requirements




	Schedule 3

	Includes a small number of minor stimulants and other drugs not thought so likely to be misused and not as harmful if misused. Most are exempt from safe custody requirements, except drugs such as flunitrazepam, temazepam, and buprenorphine midazolam. Also, tramadol, gabapentin, pregabalin, but these are exempt from the safe custody requirements




	Schedule 4

	Part 1 includes most of the benzodiazepines and eight other drugs, including zolpidem but excluding zopiclone and zaleplon. Possession of a drug in schedule 4 part 1 is an offence without the authority of a prescription.

Part 2 includes anabolic steroids. There is no restriction on the possession of a part 2 schedule 4 drug when contained in a medicinal product




	Schedule 5

	Drugs included in this schedule are exempt from most controls, primarily those prohibiting possession, importation, and exportation, which apply to drugs in schedules 2 and 3. It does not contain any preparations intended for injection. The drugs in this schedule include preparations, often in minute quantities, that contain codeine, dihydrocodeine, medicinal opium and dextropropoxyphene. The schedule contains both prescription (POM) and pharmacy (P) medicines. The latter can be sold over the counter (OTC) under the supervision of a pharmacist.






Note: several amendments have been made since its original iteration in 1973.

Misuse of Drugs (Safe Custody) Regulations 1973

Retail pharmacists, private hospitals and nursing homes must store schedule 2 and some schedule 3 controlled drugs in a receptacle that complies with the requirements of these regulations.

Misuse of Drugs (Supply to Addicts) Regulations 1997

These regulations prohibit doctors prescribing or administering heroin, cocaine and dipipanone for the treatment of addiction unless the doctor has the necessary Home Office licence.

Misuse of Drugs Regulations 2001 purchasing (requisition)

A requisition is required before any schedule 2 (or 3) drug can be supplied to medical or dental practitioners or a person in charge of a nursing home (unless on a prescription or by way of administration). The supplier must be reasonably satisfied that the signature on the requisition is genuine and the signatory is engaged in the profession or occupation stated. There are no limits on the quantity of controlled drugs that can be held in a general practice surgery and it is entirely dependent on the dictate of the practitioner/s. In an emergency, practitioners may personally obtain from a supplier a schedule 2 or 3 drug if, for some reason, they cannot immediately supply a signed requisition. However, they must provide the supplier with the necessary requisition within 24 hours.

From 30 November 2015, amendments to the Misuse of Drugs Regulations 2001 introduced the mandatory use of the new FP10CDF CD Requisition Form (the mandatory form) for requisitioning all schedule 2 and 3 CDS. The mandatory use applies to England, Scotland, and Wales; however, Scotland and Wales have their own approved CD requisition forms which professionals in those countries should continue to use. There are some exemptions for this mandatory requisition to be filled out, e.g. within prison setting or hospices.

Controlled Drugs (Supervision of Management and Use) Regulations 2006

Following the Shipman Inquiry in 2004, Dame Janet Smith’s recommendations were enacted in this secondary legislation. It includes the requirement for an organisation to appoint an accountable officer, who should establish standard operating procedures, CD registers and regular audits.

Controlled Drugs (Supervision of Management and Use) Regulations 2013

This instrument updated the role and responsibilities of the Controlled Drugs Accountable Officer for an organisation. The CDAO must be a senior manager of the organisation, who does not routinely handle CDS as part of their duties.

The Psychoactive Substances Act 2016

This act was brought into force in May 2016 to bring some clarity on the legal treatment of all substances intended for human consumption and capable of producing a psychoactive effect. Before this, TCDOS referring to a specific substance were frequently circumvented by minor chemical alteration or renaming.

Prescriptions

All prescriptions for schedule 2 and 3 drugs must comply with the detailed requirements of the regulations. This is the requirement that causes most problems for the dispensing pharmacist. Not infrequently, controlled drug prescriptions contain minor errors, for example the date is omitted, the total quantity is added up incorrectly or the doctor has forgotten to comply fully with the requirement to write this in both words and figures. In 2005, an amendment to the Misuse of Drugs Regulations 2001 enabled a pharmacist to make changes to prescriptions for schedule 2 and 3 Controlled Drugs except temazepam, in certain circumstances, where the prescription does not comply with the CD prescription requirements but where the prescriber’s intentions are absolutely clear.

Until 2005, prescriptions for controlled drugs were required to be handwritten, signed, and dated in ink by the prescriber. The amendments to the 2001 regulations, which came into force in November 2005, removed this requirement such that computer-generated printed prescriptions are acceptable and only the signature of the prescriber currently has to be handwritten.

From 1 July 2015, schedule 2 and 3 CDS may be prescribed and dispensed through the EPS (electronic prescribing transfer system), but this does not currently apply to multiple dose administration (MDA) prescriptions. Under this circumstance, the rules around handwritten prescriptions do not apply. Such prescriptions must be dispensed within fourteen days of the date on the prescription.

At the time of writing, handwritten and computer-generated prescriptions (if not EPS) should contain the following information, either printed or written in indelible ink by the prescriber in his or her own handwriting:

•Patient’s name, address, age (where appropriate)

•Name and form of the drug even if only one form exists

•Strength of the preparation where appropriate

•Dose to be taken

•Total quantity, or total number of dosage units, to be supplied in both words and figures

•The prescriber’s signature

•The date the prescription was written and the date it is to start.

Legislation has been demonstrably agile recently with the provisions of the Coronavirus Act 20209 permitting, inter alia, an emergency supply, a maximum of five days of schedule 2 and 3 CDS where it is unreasonable (due to circumstance arising from COVID-19 emergency) for the patient to obtain a new prescription if the pharmacist is of the opinion that it is appropriate, safe, and necessary to provide such medication.

Prescribing in instalments

In England, an FP10 MDA (or FP10 MDA-S for computer generation) is written for interval collection of schedule 2 drugs (such as methadone), and schedule 3 drugs (including buprenorphine, and schedule 4 diazepam) for the treatment of addiction, allowing for advance dispensing to cover weekends and bank holidays. The prescriber needs to specify the number of instalments, intervals, and the quantity to be dispensed at each time. In Wales, WP10 MDA prescriptions may be used for any controlled drug. Form SP2 is used for CD instalment prescribing in Northern Ireland and the Hospital Based Practitioner (Addiction) or HBP(A) in Scotland.

Such prescriptions cover a maximum of 14 days dispensing, are valid for only four weeks after writing or 14 days after the start date and, since 2006, must be signed for by the collecting patient or identified proxy.

Administration

Doctors may administer or direct any other competent person to administer these drugs to patients for whom the drug is properly prescribed. In most cases, doctors delegate this task to a primary care or palliative care nurse who administers controlled drugs that have been prescribed by a GP in accordance with their directions. Community midwives can possess and administer pethidine and pentazocine.

No entry needs to be made by a doctor or dentist for any drug supplied to a patient on prescription and dispensed by a pharmacist even if it is then administered by the doctor or dentist. It is, however, considered good practice that full and robust notes are kept in the patient’s record of all drugs for personal administration (i.e. given by the doctor/nurse to the patient from requisitioned stock). These records should make clear the details of the date, approximate time of administration, strength, presentation, and form. A record of the batch number and expiry date would also be considered good practice.

Registers and other record keeping

This is the area that is perhaps least complied with and understood by GPS. It relates to drugs kept personally by the doctor in the surgery (or bag) and not to those prescribed to the patient by way of a prescription. The MDA dictates that all registers must be kept for recording transactions in all drugs specified in schedule 2. Regulations govern the details of how entries are to be made in the record book and the form of book that can be used. For instance, the register must be in a bound book; loose-leaf formats are not permissible. Doctors working in groups or partnerships in shared premises may keep a joint register, or individual registers, but not both.

An area of confusion exists about record keeping of personally administered items from the doctor’s bag. This is perhaps the most confusing and contentious area and causes more problems to prescribing and dispensing practices than any other aspect of compliance with controlled drug regulations and legislation. The doctor’s bag and the central stock must be considered to be one and the same, with one controlled drugs register. Confusion arises where different doctors use the same bag, with the inevitable failure in the audit trail where drugs are then used and not recorded. In all cases, doctors are not precluded from making informal notes about drugs supplied or administered to patients they attend away from their surgery, but this must be entered in the central register later. A doctor must not use a named patient prescription for a schedule 2 or 3 drug to ‘top up’ the doctor’s bag, even when medication was administered personally to the named patient concerned.

Disposal

Once prescribed, controlled drugs become the property of the patient, who can destroy them if they are no longer required. If they are returned to a doctor or pharmacist, there is currently no legal requirement to make a record of their destruction. It is good practice to dispose of such returns in the presence of a witness so that proof of their fate can be documented, ensuring that they do not fall into unauthorised hands.

Previously, persons authorised to witness destruction were any serving police officer, Home Office inspectors, other persons authorised by the Secretary of State and Royal Pharmaceutical Society inspectors. An amendment to the Misuse of Drugs Regulations 2001 came into force in 2007, permitting the CDAO to authorise members of their staff to witness the irretrievable destruction of CDS. The witness should sign the record of destruction. Stock-controlled drugs may need to be destroyed if they are out of date. Schedule 2 drugs can be destroyed only in the presence of an authorised person. A record of their destruction must be made detailing date, strength and quantity of the drug destroyed. Returned drugs cannot be recycled for further use.


Conclusion

Controlled drugs are an important part of the armamentarium for the treatment of patients with a number of acute and chronic physical and psychological conditions. The enlarging number of prescribers and widening variety of clinical background of those prescribers is at the same time exciting in terms of improved service delivery, but there are risks as well. Nobody can say that there will never be another Shipman, but training, governance and peer review through current and future guidelines will help to reduce the risks to patients and prescribers alike.
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