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Introduction

The role of the general practitioner
in identifying, helping and caring for
those who have dependency or other
problems with alcohol or drugs is an
important one. In addressing the an-
nual conference in Auckland last
year my intention was to highlight
some of the issues relating to alco-
hol and drug use in New Zealand and
to pose some challenges and ques-
tions as to the role of the general
practitioner and the primary care
team in addressing these. This con-
tribution derives from some 16 years
of general practice experience in both
an inner city and a rural context and
seven years’ work with the Auckland
regional alcohol and drugs service
(CADS).

This résumé of the conference
workshop attempts to summarise my
views and the issues raised relating

to alcohol and the illicit use of pre-
scription medicines.

Alcohol

Dealing with the inappropriate use
of alcohol by our patients poses a
significant challenge to the profes-
sion, which we often fail to meet. In
our hospitals significant alcohol abuse
and dependence goes unrecognised
and, even when diagnosed, is often
ignored or badly addressed. For
some of our GP colleagues, asking a
patient about their alcohol consump-
tion seems an impossibly difficult
task. The subsequent cost to patients,
their family and friends and to soci-
ety is very real in economic terms;
the social and community harm is
measured in unhappiness, unfulfilled
lives, violence and crime.

Why do we have such collective
difficulty in acknowledging our re-
sponsibility? In part this may be ex-
plained by the view that alcohol use
is a choice of the individual and thus
not a concern of the health service.
In other words it is a ‘moral issue’
and so one that we can ignore. Many
of us will remember the attitudes that
prevailed when we did our stint in
AE&E and a ‘drunk’ was delivered to
the doorstep. That alcohol misuse is
a legitimate health concern is borne
out by surveys that show between
20 and 50% of persons admitted to
a general hospital have either haz-
ardous or dependent use. A recent
study within the medical unit at
Auckland City Hospital demon-
strated that 22% of all patients had
significant alcohol misuse issues.
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The average age of these clients was

80+ years!

The figures are equally concern-
ing for an ‘average’ general practice
of 2000 patients:

e There will be100 alcohol depend-
ent persons

e 400 patients will drink hazard-
ously - their consumption will
exceed the WHO recommenda-
tions of 14 standard drinks per
week for women and 21 for men

e Binge drinking will be acceptable
for the majority of adult patients.

So what responsibility do you have

as a GP for the early detection of

hazardous and dependent alcohol
users? Doctors’ intellectual and emo-
tional preparedness to work with al-
cohol or drug affected patients is in-
fluenced by three factors:

e Role legitimacy - belief that sub-
stance use issues are a legitimate
health area for the doctor to ex-
amine

e Role adequacy - belief that they
have sufficient knowledge

e Role support - belief that appro-
priate advice and assistance is
available when needed.

The first of these factors has already

been alluded to. It is inexcusable in

health services to adopt a moral

stance over the use of alcohol and

drugs by patients. These days no one
would argue that nicotine depend-
ence is not a legitimate concern for
doctors; alcohol and drug use should
be seen in the same light.

There is a knowledge gap for some
doctors which results in their not
feeling able to adequately address the



issues for patients. Despite a greater
commitment in the undergraduate

years to teaching in this area, the ex-
perience of most doctors within the
hospital environment as house offic-
ers or registrars is that this area of
medicine is afforded little impor-
tance. The use of diazepam as an ‘aid’
to assist patients to manage their al-
cohol dependence and reduce their

intake is a frequent problem. In hos-
pital the doses of diazepam used to

manage withdrawals are often too lit-
tle but, on occasions, can be exces-
sive. The use of 120mg daily as ad-
ministered to one patient over five

days cannot be justified. In general

practice similar confusion sometimes
occurs. Recently we were referred a

client who had been seen by her GP

that afternoon. A prescription for

10mg diazepam tds was provided, a
referral for admission to our unit was
made and the patient sent home. The
detoxification staff, on receipt of this
referral, recognised that the combi-
nation of alcohol and diazepam was
a potential problem and contacted the
GP asking that he retrieve the script
and thus obviate any risk of over-
dose leading to respiratory depres-
sion. Unfortunately this didn’t hap-
pen; the patient continued to drink

over the next six

to assist withdrawal management
when the patient is in a supervised
situation and the dispensing of the
diazepam is controlled. I appreciate
that the availability of A&D services
in some parts of the country is less
than ideal, but an attempt should be
made to at least seek advice. Where
the situation seems an acute one then
referral to the A&E department of
your nearest hospital is the best op-
tion. Advice to patients to continue
using alcohol, while in the first in-
stance a seemingly less than appro-
priate one, makes a lot of sense given
that the patient has considerable ex-
perience in managing their with-
drawal symptoms in this manner. The
family often have difficulty accept-
ing such advice but will do so more
readily if they understand the rea-
sons and if a plan is then put in place
to achieve an assisted withdrawal.
Access to help and support is a
very necessary requirement if a gen-
eral practitioner is to be enabled to
manage alcohol and drug affected pa-
tients in their practice. This level of
support will vary around the coun-
try but practitioners should be seek-
ing the support of their PHOs to de-
velop better availability of both ad-
vice and services in their area. Cur-
rent moves to im-

hours, consumed
300mg of diazepam
and at 10pm that
evening was admit-

We are unique in the
western world in that the
vast majority of opioid

plement a national
medical advice hot-
line to support pri-
mary care workers

ted to the emer- by CADS in Hamil-
: dependent persons : o
gency department in . ton will assist iso-
a comatose state. (prObably In exc.ess of lated practitioners.
Had she not been 95%) are abusmg Early identifica-
found she may well prescription drugs tion of hazardous
have died and the and dependent alco-

doctor’s action
would have been indefensible from
a medico-legal viewpoint.

The combination of alcohol and
benzos is a potentially lethal one and
our recommendation to GPs who are
confronted with an alcohol-depend-
ent patient wanting to withdraw or
in early withdrawal is that they
should advise them to continue to use
alcohol, make a referral to an A&D
service and only prescribe diazepam

hol users within
your general practice population is
a worthwhile project, which I would
recommend to PHOs. The overall con-
sumption of those who drink hazard-
ously and are likely to progress to
dependence or continue to cause
harm to themselves or others can be
reduced by up to 20% by simple,
brief interventions offered by pri-
mary health workers. The postgradu-
ate course in Health Lifestyle Man-

Addiction

agement available as distant learn-
ing from the Goodfellow Unit of the
School of Health Sciences, Auckland
University provides instruction in
this and other interventions that are
relevant in general practice.
(www.health.auckland.ac.nz/popula-
tion-health/postgraduate).

Prescription drug abuse

While not as prevalent as alcohol
dependence and misuse, prescription
drug abuse and dependence is a con-
siderable problem in New Zealand.
Last year the International Narcotics
Control Board warned that ‘the abuse
and trafficking of prescription drugs
is set to exceed illicit drug use’ in-
ternationally. This trend means that
the rest of the world is beginning to
catch up with New Zealand. We are
unique in the western world in that
the vast majority of opioid depend-
ent persons (probably in excess of
9500) are abusing prescription drugs.

Clients cite general practitioners
and specialist clinics as the principle
source of supply. Thus we are an im-
portant aspect of the supply chain. A
similar situation exists with respect to
the abuse of benzodiazepines and
hypnotics. Benzos are increasingly on
the menu of persons who are multi-
drug users as well as proving a prob-
lem with the alcohol dependent. The
extent of dependence on benzos and
hypnotics is difficult to determine, as
little reliable data exists.

So what is the responsibility of
primary care in relation to prescrip-
tion drug abuse in New Zealand? The
New Zealand Drug Strategy is based
on the principle of harm minimisa-
tion. The aim of this approach is to
improve social, economic and health
outcomes for the individual, the com-
munity and the population at large.
It does not condone harmful or ille-
gal drug use and acknowledges that
the most effective way to minimise
harm from drugs is not to use them.
However, where eliminating high risk
behaviours is not possible, it is im-
portant to minimise the personal,
social and economic costs associated
with those behaviours.
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Strategies to reduce drug-related
harm can be characterised in one or
more of the following ways:

e Supply control (regulation and
law enforcement)

e Demand reduction (prevention
through education)

e Problem limitation (e.g. metha-
done substitution, needle ex-
change).

It is clear that one of the principle con-

tributions that the medical profession

can make to limiting prescription drug
abuse is to exercise increased rigour
with respect to our prescribing and
thus reduce supply. During my five
years working in an inner city Auck-
land practice I maintained a simple rule

- I would not prescribe drugs of de-

pendence to any patient not known to

my practice. In arriving at this deci-
sion I was aware that the need for pre-
scribing opioids as tablets to strangers
was extremely infrequent and thus the
possibility of my denying a deserving
patient of necessary medication was

virtually nil. There were those who

tried to obtain a prescription but a sim-
ple refusal was usually sufficient to re-
solve the matter. This was accompa-
nied by an explanation of the risks of
inappropriate prescribing and refer-
ence to the frequency with which GPs
were approached by

Table 1. The cost of alcohol abuse/dependency in NZ

e Total annual cost between $1 and 4 billion

e Crime and related costs: $240 million
e Social welfare: $200 million
e Public health services: $655 million

® Despite public perception, alcohol causes the greatest harm of all drugs of abuse.

in the past that they have been stood
over by patients and, where such is
the case, then the writing of a prescrip-
tion is understandable but it should
be followed by reporting of the inci-
dent to the police and notification of
the patient’s details to Medsafe.

In my current role, clients tell me
of their experiences in ‘doctor shop-
ping’ and I continue to be surprised
at the ease with which some col-
leagues comply with requests for spe-
cific drugs. Recently a client informed
me she had successfully ‘scored’ from
some 40 doctors over a period of
three weeks. She readily admitted that
any clear refusal or an offer of alter-
native therapies would quickly lead
to her ending the consultation and a
determination that she would not try
it on again with that practice.

The inappropriate prescribing of
benzodiazepines and hypnotics seems
to be an increasing problem if our ex-
perience in Auckland

drug-seeking indi-
viduals. Another so-
lution is to explain
that it is now illegal
to prescribe depend-
ency forming drugs
to anyone with a de-
pendence without
authorisation from an
accredited drug
treatment service.
On those occa-

One of the principle
contributions that
the medical profession
can make to limiting
prescription drug abuse
is to exercise increased
rigour with respect to
our prescribing and
thus reduce supply

is any indication. An
increasing propor-
tion of the clients we
admit for withdrawal
are benzodiazepine
dependent. In com-
mon with stopping
alcohol use, cessation
of benzodiazepines
can lead to with-
drawal seizures and
so the risk of death.

sions when an indi-
vidual became persistent and difficult
I offered to assist them with what
seemed to be their real problem and
offered a referral to the local drug
clinic or gave them information about
the drug helpline. Invariably they re-
alised that I was not going to be an
easy ‘score’ and they gave up and left.
It has been claimed by some doctors

The management of
withdrawal from benzodiazpines is dif-
ficult and, depending on the extent of
the dependence, can take many
months. TRANX, a service dedicated
to managing such withdrawals, state
that a daily habit of 60mg may take
between six and 12 months to treat.
The old adage that prevention is
the best cure surely holds in this in-
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stance. Benzos and hypnotics should
be used with caution. The use of di-
azepam for a very short period (less
than 10 days) may sometimes be ap-
propriate; similarly, the prescription
of sleeping tablets should be limited
to a few days continuously or to in-
termittent use, say two or three nights
per week, for a few weeks. This may
seem self-evident but given that
many of our clients testify to a situ-
ation where a significant number of
doctors are still prescribing without
appreciating the risk of producing ia-
trogenic dependence means the mes-
sage is worth repeating.

A further word of warning. Hav-
ing graduated in an era when di-
azepam was prescribed in copious
quantities without appreciation of the
risk of dependence, be cautious of
drugs that are marketed for relief of
pain, anxiety or insomnia which are
claimed to be non-addictive. The
drug companies are often wrong -
witness Imovane and Tramadol.

Conclusion

I am aware that drug or alcohol de-
pendent patients in general practice

are often difficult to manage and can
create problems for staff and other

patients on occasions, but they are

deserving of our care. Some planning
and thought as to how you might bet-
ter meet their needs and perhaps de-
tect and intervene earlier in the de-
velopment of their problem use is to
be encouraged. Your resolve to not

become part of the prescription drug
supply chain by refusing to prescribe
dependency forming drugs to anyone
who is not a regular patient of your
practice would also be a big help.
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