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SUMMARY. A new means of monitoring drug misuse
which was developed in the north west of England, but is
now widely used throughout the United Kingdom, is
described and evaluated. Report forms which had been
specially designed and ensured the anonymity of drug mis-
users were widely distributed among doctors and non-
medical health workers who may have had contact with
drug misusers. The forms were returned post-free to a
centre where they were entered on a customized drug mis-
use database. There were 2127 reports from the north west
of England (population 3.99 million) relating to 1792 indi-
viduals over a 15-month period. However, despite intensive
promotion of the project among doctors, the number of
reports from doctors remained virtually unchanged over
the 15 months despite a 33% increase in the overall num-
ber of reports. When the reports from three health districts,
selected so as to be representative of the region demo-
graphically (total population 658500, population aged
15-44 years 292200), were considered there was a substan-
tial fall (70%) in reports from general practitioners which
was considerably greater than the 2% fall in all reports. In a
linked study all the psychiatrists, 30% of probation officers
and a one in six sample of general practitioners from the
three selected health districts were approached for inter-
view at the beginning of the 15-month period and again a
year later. This structured enquiry about caseloads, treat-
ment, and attitudes also revealed a fall in the number of
drug misusers attended by general practitioners and gen-
eral psychiatrists and a reduction in the services provided
for them by general practitioners.

These findings raise doubts about the viability of national
policies which expect unsupported general practitioners or
general psychiatrists to be the first line of treatment for
drug misusers.
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Introduction
THE role of general practitioners should be given serious con-

sideration in the development of a strategy for responding to
the current drugs problem for they stand in a vital strategic posi-
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tion as 'both provider and gatekeeper for key services in
response to this problem." This is only one of several calls for
general practitioners and general psychiatrists to be the main
providers of care to the drug misuser.2 Central government
identifies general practitioners and general psychiatrists as two of
the main avenues through which services must be delivered to
drug addicts,5'6 and the active involvement of these groups is a
central part of the planned response to the combined human
immunodeficiency virus (HIV) and drugs problem.7'8 Such a pol-
icy makes sense in view of the rapid growth in the range of drugs
misused and the number of people misusing them,9 the overload
of services set up specifically for the drug misuser,10 and the
preference of drug misusers themselves for treatment by their
general practitioner."I
The involvement of general practitioners and general psychi-

atrists in the care of drug misusers has been particularly actively
pursued in the north western region of England where it received
the active promotion of the regional medical officer and the
backing of the regional psychiatric sub-committee. The work of
general psychiatrists was at first supported by the development
of satellite clinics in several health districts'2 which enabled dis-
trict psychiatrists to obtain advice or a second opinion from a
regional specialist. Subsequently, specialist, multidisciplinary
community drug teams were developed in all 19 health districts
in the region.'3 It was planned that these teams would provide
advice to the general practitioners in their district and that the
general practitioners would themselves offer the bulk of the
treatment that drug misusers would need.'4"15
The success of this policy depends on the willingness of gen-

eral practitioners and general psychiatrists to take on a group of
patients who are often assumed to be both difficult and refractory
to treatment. It is important, therefore, to know how much gen-
eral practitioners and general psychiatrists are prepared to do in
practice, and how well they will respond to encouragement to
play a more active part in the care of drug misusers. Data from
an extensive evaluation of the north western region's drug ser-
vices are reported here. They show how much care was provided
by general practitioners and general psychiatrists, and how the
situation changed over 15 months. The period chosen, from 1
January 1986 to 31 March 1987, coincided with the proliferation
of community drug teams and district drug advisory committees
throughout the region, and followed considerable national3 and
local'6 publicity about the important role of the general practi-
tioner and general psychiatrist in services for drug misusers.

Method
Health districts studied
Three health districts were chosen for detailed study. The first
was a seaside resort with a large annual influx of drug users; this
had a medically oriented service with little contact with other
drug services in the region. The second was a largely metropol-
itan area with areas of considerable deprivation; this district had
one of the original satellite clinics and community drug teams.
The third district was a mill town bordering Manchester; this dis-
trict was developing a community drug team during the course of
the study. The total population of these health districts was
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658 500, with 292 200 people between the ages of 15 years and
44 years. The total population of the area covered by the North
Western Regional Health Authority was 3 990 000. All figures
apply to the first year of the study.

Existing records
Information about cautions and arrests for drug-related offences
and about seizures of illicit drugs was obtained from the annual
reports of the chief constables of the Greater Manchester and
Lancashire police forces. The number of notifications of drug
misusers and information about persons involved in drug-related
offences were taken from statistics published annually by the
Home Office (Statistical bulletin on the misuse of drugs).
Information about the number of methadone prescriptions issues
in the region and the total amount of methadone dispensed was
obtained from the Prescription Pricing Authority.

North western regional drug misuse database
A voluntary method for professionals to report drug misuse
among patients was introduced in the north western region in
1985, as part of an evaluation of new district services for drug
misusers.17'18 A printed, selectively self-carboning form was
designed with a top sheet which could be used in the patient's
notes; a second sheet which could be used for Home Office noti-
fication of opiate or cocaine addiction; and a third sheet, which
did not allow identification of the patient, for return to the
regional database in a pre-paid envelope supplied with the form.
The third sheet preserves the anonymity of individuals by using a
code comprising initials, date of birth and sex, to avoid double
counting. The first sheet enabled the following to be recorded:
patient's name, address, telephone number, sex, date of birth,
marital status, occupation and referral source, the identify and
address of the reporting professional, and details of drug misuse
(drugs and alcohol used and for each drug, source, frequency of
use, amount used, route, duration of use, and age at first use).
Doctors were requested to complete a form for each new patient
or new episode of treatment of drug misuse.
The reporting method was described in Manchester medi-

cine,19 and actively publicized in the three health districts select-
ed for study. Selected junior doctors, all general practitioners and
all non-psychiatric consultants in these three health districts
received five copies of the database form. Consultant psychi-
atrists received 10 copies. Supplies were also available through
records departments and family practitioner committees.
The data presented here are from the total reports from the

region, and the reports from the three study districts.

Interview study
Direct information about the treatment provided to drug misusers
was obtained from two interviews with general practitioners,
psychiatrists and probation officers in the three study districts.
Probation officers were chosen because a local survey had identi-
fied the wide extent of drug misuse among their clients (unpub-
lished results). All consultants in general psychiatry, a stratified
sample of probation officers and a systematic sample of general
practitioners were approached for interview. It was decided to
exclude junior psychiatrists from the sample because their six
month rotation would have made comparison between the two
interviews less valid. Sub-specialists, such as psychiatrists who
treated elderly people, who would be unlikely to see patients
who misused drugs, were also excluded.

Although all eligible psychiatrists were contacted a substantial
minority refused interview (Table 1). Probation officers were
found to specialize in particular areas, for example some were
day centre workers, some juvenile workers, and some had special
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Table 1. Compliance with interview study.

Number of:

General Probation
practitioners Psychiatrists officers

Total in three districts 366 15 71
Approached 116 15 23
Refused first interview 15 3 0
Interviewed once 101 12 23
Refused or unavailable
forsecond interview 11 3 5

Interviewed twice 90 9 18

responsibility for probationers and those on parole. Officers rep-
resenting each specialty, with the exception of divorce work,
were approached until at least 30% of the probation officers in
each of the three districts had been contacted. General practices
were contacted in the order that they appeared on an alphabetical
list provided by the family practitioner committees until 60% of
the practices in each health district had agreed to participate. One
general practitioner from each practice was interviewed (the doc-
tor was selected by the practice). The final sample amounted to a
one in four sample of the general practitioners in the three health
districts. The general practitioners completing both interviews
were not significantly different from all general practitioners in
the three health districts in respect of sex, whether in a single-
handed or group practice, or list size. The general practitioners
who refused interview did not differ significantly in their mean
date of registration from those who were interviewed.
The first interviews were undertaken in the first quarter of

1986. The second interviews were completed 12 months after the
first.
The interviews were all conducted by A W using the same

semi-structured format. The interviewees were asked to consider
the misuse of opiates, stimulants, hallucinogens, cannabis, sol-
vents, and cough linctus and were questioned about their percep-
tion of and knowledge about drug problems, their satisfaction
with other services for drug dependence, and their practical
response to drug misusers presenting to them.

Analysis
Data from the returned self-carboning form were entered into the
database through DBase, after which the data were analysed with
the statistical package for the social sciences (SPSS.PC). Stat-
istical tests included a t-test, analysis of variance and the chi
square test.

Results
There was a steady increase during the five year period up to and
including 1986 in cautions and arrests for drug-related offences
and in seizures of illicit drugs by the Greater Manchester and
Lancashire constabularies, from 1121 and 1034, respectively, in
1982 to 1368 and 1678, respectively, in 1986. These statistics
include cannabis-related offences, but this is not true of home
office notifications which increased in the north western region
from 421 new drug addicts in 1982 to 1339 in 1986. The number
of methadone prescriptions issued in the region increased from
2500 in 1982 to 20 000 in 1986, and the total amount of
methadone dispensed from 0.59 kg in 1982 to 2.48 kg in 1986.
Between 1984 and 1985, coinciding with national publicity about
the use of methadone in opiate detoxification, the number of
methadone prescriptions increased from 3000 to 15 900. Before
1984, all methadone was prescribed as tablets or ampoules, but
by 1986 63.6% of the 2.48 kg of methadone was prescribed as
non-injectable liquid.
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North western regional drug misuse database
To July 1988, 6026 reports of drug misuse were received by the
north western regional drug misuse database from the region as a
whole. Of these, 2127 reports concerning 1792 drug misusers
bore a date falling in the 15-month study period (1 January 1986
to 31 March 1987). The mean age of the drug misusers reported
during this period was 27.3 years, 68.8% were male, 73.0% were
unemployed, 54.8% were single and 32.8% were from occupa-
tional class 3M. The the most frequently reported drug of misuse
was heroin (63.5% of the 1792 individuals) followed by a benzo-
diazepine (9.5%). These were also the most commonly used
drugs: 67.8% of the 1792 drug misusers had used heroin and
18.3% had used benzodiazepines in the last month.
Reports to the database from doctors in the region did not

increase appreciably between the first quarter of 1986 and the
first quarter of 1987 (41 versus 44), but the total number of
reports, including non-medical reports, increased by 32.5% over
this period, from 335 to 444.

In the three health districts which were the subject of particu-
lar study, the total number of reports in the first quarter of 1987
at 126 was 1.6% lower than the 128 reports in the first quarter of
1986, but the number of reports from general practitioners was
70.4% lower (eight versus 27). The number of reports by general
psychiatrists was four in the first quarter of 1986 and seven in
the first quarter of 1987 - a 75.0% increase.

General practitioners were responsible for reporting the major-
ity of the 81 drug misusers reported to the regional database by
generalists, that is, doctors not specializing in drug dependence
(59, 72.8%) in the three study districts during the 15-month study
period. Of the 81 drug misusers 60 (74.1%) were taking heroin;
38 (49.4%) of the 77 misusers for whom information was avail-
able were currently injecting (any drug).

Socioeconomic and drug misuse profiles of individuals report-
ed to the database were similar to those of individuals reported
by doctors throughout the region. They changed somewhat over
the course of the study, but there were no consistent trends and
there were no statistically significant differences between the
first quarter of 1986 and the first quarter of 1987. However, the
numbers involved were small.

Interview study
The interviews confirmed that general practitioners were attend-
ing (seeing) fewer, rather than more, drug misusers at the end of
the study period than they had at the beginning.The mean num-
bers of drug misusers attended by general practitioners in the
three months before the first interview and before the second
interview were 0.9 and 0.6, respectively, for doctors in the mill
town and 1.6 and 1.1, respectively, in the seaside resort.
However, the general practitioners in the metropolitan area
attended a mean of 1.9 drug misusers before the fist interview
and 2.5 before the second interview. The overall figures were a
mean of 1.4 drug misusers attended by general practitioners in
early 1986 and 1.2 in early 1987. This change was especially
marked when heroin users were considered separately. The gen-
eral practitioners at the first interview estimated that they had a
total of 164 heroin misusers on their lists compared with 90 at
the second interview (reduction of 45.1%).
The reduction in the mean number of drug misusers attended

in the previous three months was also apparent from the inter-
views with psychiatrists from the three study districts - 5.1
before the first interview and 1.4 before the second. Probation
officers' estimates of the number of clients with drug problems
on their caseloads increased over the same period from a mean of
3.8 clients at the first interview to a mean of 4.3 at the second.
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General practitioners at both interviews ranked assessment and
referral as their highest priority, followed by dealing with the
physical complications of drug misuse. Detoxification was given
a low priority at both interviews although there was a non-signi-
ficant tendency for general practitioners to rate detoxification as
less important, and maintenance treatment as more important at
the second interview compared with the first.
When general practitioners' actual treatment of opiate mis-

users was considered, it was found that there was no change
between the two interviews in the proportion of drug misusers
receiving a prescription for methadone (or similar opiate drug)
(51/64 drug misusers, 79.7% versus 30/37, 81.1%). However, a
significant change had occurred in the type of prescribing with
general practitioners being less likely to prescribe according to a
drug reduction regimen (of up to six months) and more likely to
prescribe on an open-ended or maintenance basis (17/51 drug
misusers, 33.3% versus 17/30, 56.7%; X2 = 4.2, P<0.05).

There was a highly statistically significant increase in the per-
centage of drug misusers whom the general practitioner neither
accepted for treatment nor referred (17/144, 11.8% versus
42/110, 38.2%; x2 = 24.3, P<0.001). However, there was a fall
in the percentage of psychiatrists' patients for whom nothing was
done (26/61, 42.6% versus 2/11, 18.2%). The percentage of drug
misusers referred to general psychiatrists by general practitioners
dropped from 11.1% (16/144) to 2.7% (three/ 110) in the three dis-
tricts. The percentage of drug misusers referred by general practi-
tioners to all agencies (including the regional drug unit and the
community drug teams) fell by a smaller amount (39/144, 27.1%
versus 22/110, 20.0%).

Forty eight per cent of general practitioners and 75.0% of psy-
chiatrists had received training in or attended talks on the treat-
ment of drug dependence in the year before the first interview,
but only 24.4% of general practitioners and no psychiatrists had
done so in the succeeding year. At the first interview, 68.4% of
98 general practitioners and 81.8% of 11 psychiatrists said that
they wanted their level of involvement to stay the same, or even
to decrease; at the second interview the corresponding figures
were 70.2% of 84 and 88.9% of nine, respectively. None of these
differences between the first and second interview was statist-
ically significant.

Discussion
Two strategies have been used to assess the contribution of gen-
eral practitioners and psychiatrists to the care of drug misusers:
returns to a database covering the whole of one health region, but
concentrating on three selected health districts, and interviews
with general practitioners and general psychiatrists in those
health districts. Both methods have their flaws. The database is a
voluntary reporting system, although overlapping with the Home
Offlce notification procedure which is mandatory in the case of
opiate and cocaine misusers. Returns to the database may not
therefore reflect numbers of patients seen with complete accur-
acy. The interviews, although conducted using a semi-structured
format, relied on the doctor's memory and, in the case of psychi-
atrists, 20% refused to participate. However, the fact that two,
independent measures of activity have been used is likely to off-
set the introduction of any systematic bias into the data by these
factors.

Health service statistics and reports to the database did not
indicate that the rates of drug misuse fell in the north western
health region during the study period. However, general practi-
tioners reported fewer drug misusers to the regional database at
the end of the study period than at the beginning. This was
despite considerable publicity and encouragement to report to the
database, and the provision of special forms which made report-
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ing easy. This fall should be compared with the increase in the
overall rate of reporting to the database, suggesting that the
decrease cannot be attributed to a general trend in the prevalence
of drug misuse, or in compliance with the database.
The interview study of psychiatrists and a sample of general

practitioners in three health districts also disclosed an overall fall
in the number of drug misusers attended by the doctors inter-
viewed, and a fall in the number of heroin users on the general
practitioners' lists. However, probation officers reported that
their caseloads had increased over the same period suggesting
that the fall for psychiatrists and general practitioners could not
be attributed to a change in prevalence, or to the effect of being
reinterviewed.
Had general practitioners and psychiatrists in the north west-

ern region, and in the three study districts in particular, respond-
ed to the national appeals to become the first line of care for drug
misuse, a substantial increase in their activity in relation to drug
misuse would have been expected during the course of a 15-
month period in which there was considerable publicity about the
new policy. Instead there was, if anything, a fall. The data pre-
sented here are most reliable for the three study districts, but they
were chosen to be representative of the whole region, and there is
no reason to suppose that the findings-cannot be generalized to
the whole region.

It is possible that general practitioners and psychiatrists were
increasing their contribution to care over the study year by taking
on more difficult or more seriously addicted individuals.
However, as has been reported elsewhere, the profile of drug
misuse of the patients seen by doctors over the study period did
not change significantly."8 In fact, general practitioners reported
having 45% fewer heroin users on their lists at the end of the
study than at the beginning, during a period when it was anticip-
ated that their involvement would increase.
Fewer general practitioners and psychiatrists had received

training in or attended talks on drug misuse in the year before the
second interview than in the year before the first interview.
There was also a tendency for general practitioners to make
fewer referrals to psychiatrists. General practitioners offered no
treatment or referral to significantly more of the drug-misusing
patients whom they saw when compared with the previous year.
These results may be associated with a diminution of general
practitioners' and general psychiatrists' interest in drug misusers.

Although the findings are based on only one health region, it
was one that actively prosecuted the national policy of making
general practitioners and general psychiatrists the first line of
care for drug misusers through both regional and district drug
advisory committees. It therefore seems likely that, had the pol-
icy been having an effect, it would have been noticeable in the
north west region. The fact that it did not suggests that the
national policy may be having less impact than planned, indeed
that it may be failing.
The active involvement of all general practitioners and general

psychiatrists in the treatment of drug misuse is an essential com-
ponent of the plans to reduce the speed and eventual penetration
of HIV through the drug-misusing population (and through this
potential 'bridge' group to the broader general population). The
results of this study call into question the current view that such a
change can be achieved sufficiently rapidly.

Concern has previously been expressed20 that the policy mak-
ers may have underestimated the reluctance of general practi-
tioners to take on the treatment of the opiate addict in a general
practice setting - especially when this relates to the manage-
ment of addicts in the long term without ready support from a
specialist unit,2' and the findings presented here provide sub-
stance for these concerns. The findings are also consistent with
those of a small unpublished study conducted by the Department

of Health and Social Security in late 1987 in which they found
little evidence of activity in the treatment of drug dependence in
the sample of general psychiatric outpatient clinics in 15
National Health Service hospitals across England studied over a
three month period.

It is not being suggested that drug misusers are being neg-
lected in the north west region. Other services were being developed
during this period and continue to be influential, such as commu-
nity drug teams, which appear to be taking over the provision of
first line care from general practitioners.22'23 The provision of a
direct clinical service by these teams was not originally planned,
and represents a response to demand by drug misusers unable to
obtain help elsewhere, consistent with these findings of a reduc-
tion in the general practitioner's drug misuser caseload. It
appears that the enthusiastic worker with substance abusers who
is encouraged to adopt a facilitating or 'consultancy' role for the
general practitioner or psychiatrist,24 but is daily confronted with
lack of enthusiasm or hostility from medical colleagues, eventu-
ally delivers a direct service, thus recreating the specialist service
at a local level instead of achieving greater involvement of the
generalist.
The success or failure of a planned response to the HIV/drugs

problem will depend in large part on the extent to which the
broad mass of generalists are willing to be actively involved as
providers of a service that may include the prescribing of substi-
tute drugs. The evidence of this study suggests that neither gen-
eral practitioners nor general psychiatrists have accepted the bur-
den of the medical care of the drug misuser.
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RCGP Publications
RESEARCH AND AUDIT

Epidemiology in Country Practice
William Pickles' own work - first published in 1939 - the classic
example of original research in general practice. '...an inspi-
ration for us today' New Zealand Family Physician. £5.50
The Measurement of the Quality of General
Practitioner Care (Occasional Paper 15)
A detailed review of the literature on quality of care. Essential
reading for those trying to measure and promote quality in gen-
eral practice. £3.00
Practice Audit Plan
The aim of audit is to maintain and improve the quality of care,
so the new proposals present general practitioners with a major
opportunity to advance the care given to patients. £3.50
Practice Activity Analysis (Occasional Paper 41)
Describes the results of practice activity analysis under-taken by
the RCGP Birmingham Research Unit over a number of years
and discusses its role as a practical approach to audit and
assessment of quality. £7.50
Who killed Susan Thompson? (Video)
Set in a fictional four doctor partnership in an English market
town, this video demonstrates the link between individual clini-
cal competence and medical audit. £30.00

(Additional Course Books £5.00)
All the above can be obtained from the Sales Office, Royal
College of General Practitioners, 14 Princes Gate, London SW7
1PU (Enquiries, Tel: 071-823 9698). Prices include postage.
Cheques should be made payable to the RCGP. Access and Visa
welcome (Tel: 071-225 3048, 24 hours).

The following clinics are available for referral of patients by general practitioners. They are based on the training schools at present
accredited by the General Council and Register of Osteopaths. Treatment is carried out by those in trainingfor membership ofthe Register
of Osteopaths (MRO) and is closely supervised by experienced osteopaths with that qualification. Training courses are four years in dura-
tion for non-medical osteopaths including between 1,100 and 1,600 hours of supervised patient treatment; medical practitioners at the
London College of Osteopathic Medicine train for thirteen months involving 900 hours ofpatient treatment supervised by medically quali-
fied osteopaths.

THE BRITISH COLLEGE OF NATUROPATHY AND OSTEOPATHY CLINIC
Founded 1935, Registered Charity No. 312907.

Frazer House, 6 Netherhall Gardens, London NW3 5RR. (Nearest Underground station - Finchley Road)
Appointments: 071 435 7830

THE BRITISH SCHOOL OF OSTEOPATHY CLINIC
Founded 1917. Registered Charity No. 312873.

1-4, Suffolk Street, London SW1Y 4HG. (Adjacent to the National Gallery)
Appointments: 071 930 9254

THE EUROPEAN SCHOOL OF OSTEOPATHY CLINIC
Registered Charity No. 266633.

104, Tonbridge Road, Maidstone, Kent ME16 8SL
Appointments: 0622 685989

THE OSTEOPATHY ASSOCIATION CLINIC
Founded 1927, Registered Charity No. 209713. (London College of Osteopathy Medicine)

8-10, Boston Place, NW1 6QH (Adjacent to Marylebone Station)
Appointments: 071 262 1128

At these clinics patients' payments are below those generally charged in the independent sector and may be further reducedfor claimants
or others with low income; enquiries concerning the level of charges and the availability of reductions should be made when booking
appointments.
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