Brief reports

A review of shared care protocolsfor the
treatment of problem drug usein England,
Scotland, and Wales

CLAIRE GERADA exact test, on every aspect of the protocols. Only significant dif-
ferences are reported.

JAMES TIGHE
Criteria for patient suitability for shared care

SUMMARY

The most supported criteria were: short duration of habit (19%
[5/26]), small habit; i.e. <1g daily of heroin (12% [3/26]), home-

lessness (23% [6/26]), and if already registered with the GP con-
cerned (23% [6/26]). Those criteria considered unsuitable were

In 1995, the Department of Health instructed health authori-
ties to establish protocols for the shared care of problem
drug users. Response to this has been disappointing: 26
out of 120 health authorities have shared care arrangements

in place, with the content of these differing widely. polydrug users (19% [5/26]) and injecting drug users (23%
[6/26]). Of the ‘GP involved’ group, 44% (4/9) recommended a
Keywords: shared care, protocols, drug abuse. triage system to allocate suitable patients; significantly fewer

than the ‘no GP involved’ group, with 88% (15/17) (Fisher exact

Introduction test: two-tailedP = 0.02).

N response to the White Pap@ackling Drugs Together,! the  Guidelines for initial assessment
IDepartment of Health issued EL(95)114, instructing health‘.5

authorities to establish protocols for shared care of problem dru ation (73% [19/26]), urine drug screen (81% [21/26]), consult-

users. The letter stressed the importance of joint participatio N9 Home Office Addicts Index (62% [16/26]), contacting previ-

between the specialist and the generalist, by informatior i -
exchange beyond routine referral and discharge letters. Th USSO/OG[ZIZ(S]E);% [10/26]), and obtaining history from a partner

report uses the results of a review of these protocols to establi
the extent and nature of different approaches across Engla
Scotland, and Wales.

hose guidelines included were: full history and physical exami-

n&Jidelinas for prescribing and continued care

Guidelines on prescribing were included in 77% (20/26) of the
protocols. Of these, methadone was included as liquid (90%
Method [18/20]), tablets (15% [3/20]), and ampoules (20% [4/20]).
The authors were asked, as part of a joint Royal College dbihydrocodeine was included as tablets (25% [5/20]) and liquid
General Practitioners and Psychiatrists Working Party, to reviewl10% [2/20]). Other drugs recommended were naltrexone (30%
the written request to the 120 health authorities (HAs) in6/20]), lofexidine (35% [7/20]), and dexamphetamine (5%

England, Scotland, and Wales, asking for protocols or guidelingg/20]). Titration of dose to withdrawal symptoms was recom-
developed in response to EL(95)114. The content of these wagended in 40% (8/20) of guidelines.

reviewed under the following headings: In respect of liquid methadone, 61% (11/18) provided guide-

. i L lines on a maximum dose as follows: 40ml (4/11), 60ml (3/11),

*  criteria for patient suitability for shared care, 80ml (2/11), >100mg (2/11). Daily collection was recommended

* guidelines for initial assessment, in 60% (12/20) of protocols. Duration of prescription was stated

* guidelines for prescribing and continued care, and _in 50% (10/20) of protocols: up to six weeks (1/10), up to 12
» extent of involvement of general practitioners (GPs) inyeeks (2/10), and more than 12 weeks (7/10).

shared care. Guidelines for care, once stabilized, included: review of treat-

. ) ment goals (42% [11/26]), urine screens (62% [16/26]), gradual
Protpcols were rated by both authors, gnd dlscrepanmes Se,t“?éjduction (31% [8/26]), and regular GP appointments (23%
aft(_er dlscuss!on with a third party. Analysis was carried out usings/26]). Support for GPs included: attendance at training, reim-
Epi-Info version 5.1. bursement, and limiting the number of patients receiving a pre-
scription (all 15% [4/26]).
Results

The response rate was 74% (89/120). Of these, 34% (30/852(‘[ent of potential involvement of GPs in care of problem

made an initial assessment of their local drug problem and avait- ug users

able resources, and 87% (26/30) had shared care arrangemeffi levels of involvement were identified by the authors, and

analysed here (Box 1). A GP was involved in authorship of proeach HA responsen(= 89) was allotted to one of these: no GP

tocols in 35% (9/26) of cases. This ‘GP involved’ group wasprovision (13% [12/89]), informal agreement with a small num-

compared with the ‘no GP involved’ group (17), using Fisher'sber of GPs (44% [39]), GPs involved in general medical services
only (6% [5]), shifted outpatient clinic (11% [10]), consultancy

C GeradayRcpsych, MRCGPeoNnsultant; and J Tighemn, ma, team leader, and liaison (7% [6]), and specialist GP (7% [6]).
Consultancy Liaison Addiction Service, Hurley Clinic, Ebenezer House,

London. . .
Submitted: 15 December 1997; final acceptance: 4 June 1998. Discussion
© British Journal of General Practice, 1999,49, 125-126. Few HAs involved GPs in developing shared care protocols,
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Estimate of prevalence of drug misuse in area 50% (15) A joint working group of the Royal CO!"?ge of Psychiatrists
Identification of drugs misused 43% (13) and the Royal College of General Practitioners has concluded
Estimate of current GP involvement 73% (22) that shared care can be achieved if there is close GP/specialist
Estimate of unmet patient need 33% (10) contact, integrated training/audit/agreed protocols, and clear
Identification of GP needs 73% (22) responsibility for prescribingjSadly, we are far from this ideal.

Support T7% (17/22)

Training 82% (18/22)

Additional resources 55% (12/22) References
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and Wales: trends over timgEpidemiol Comm Health 1997;51:
435-437.

3. Gruer L, Wilson P, Scott Rf al. General practitioner centred
scheme for treatment of opiate dependent drug injectors in Glasgow.
even though they would be expected to adhere to them. HAs that BMJ 1997;314: 1730-1735.

carried out needs assessments mostly looked at current GP-. g\fn:gb%?r% C:lrecgfngatiee\r/\\tlso\;\ll(iitr? ngf:géﬂ h%ggcﬁgggﬁg?sbgeg?go
involvement and how it could _be eXpa’?d‘?d- Although “ql.“d London: Roy)él Colleg% of Gene?al Pragt'itgoners, 1993: 1P10. !
methadone was recommended in the majority of protocols, titra-

tion against withdrawal or dose assessment was not, despite
recent rise in accidental opiate overdd3@e GP should remem-
ber that the doctor signing the prescription takes ultimate respo
sibility. The majority of existing arrangements are informal
agreements with a small number of local GPs involved. In our
experience, this usually means that a few sympathetic GPs
become inundated with referrals from multiple agencies; the lat-
ter's involvement is minimal once prescribing has commenced.
This leads to GPs treating unsuitable patients, failing to make
headway with them, and prescribing inappropriately. Ultimately,
such GPs burn out and close their books to any further work with
addicted patients. In addition, there is ahhoc treatment of
additional payments to GPs, with some HAs offering payntents,
while others — the majority — offer none.

Box 1. Results of needs assessment carried out by 30 health authorities.
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