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SUMMARY

Background. General practitioners (GPs) are increasingly
urged to become more involved in the care and treatment of
drug misusers. Little information is available about the effec-
tiveness of treatments delivered in primary health care or
specialist settings. The impact of treatment setting is investi-
gated as part of the National Treatment Outcome Research
Study (NTORS). This is the largest study of treatment out-
come for drug misusers ever conducted in the United
Kingdom (UK).

Aim. This paper presents six-month treatment outcomes for
patients who received community-based methadone treat-
ment in either a specialist drug clinic or a general practice
setting.

Method. A prospective, multisite follow-up study of treat-
ment outcome was conducted with 452 opiate addicts who
had been given methadone treatment in primary health care
and specialist clinic settings. Outcome data are presented
for substance use behaviours, health, and crime.

Results. Improvements at follow-up were found among both
the GP and the clinic-treated groups in drug-related prob-
lems, health, and social functioning. Problems at intake
were broadly comparable among the clinic-based and the
GP patients. Similar levels and types of improvement were
found for both groups at six-month follow-up.

Conclusions. Results demonstrate the feasibility of treating
opiate addicts using methadone in primary health care set-
tings, and show that treatment outcomes for such patients
can be as satisfactory as for patients in specialist drug clin-
ics. The GPs in our study are unrepresentative in their will-
ingness to be actively involved with problem drug users;
moreover, several services treated relatively large numbers
of drug users. Issues surrounding the growth of ‘GP special-
ists’ are discussed.
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Introduction

HE general practitioner has played an important role in the

‘British System’ of treating drug problemsg.During the
1960s, the establishment of the drug clinics gave responsibility
for the treatment of addiction problems to specialist sertaes
marginalized the role of the GPThe rapid expansion in the
number of heroin users in the UK during the 1980s, and the sub-
sequent increase in the number of addicts approaching treatment
services, increased the pressure to re-engage GPs in the treatment
and management of problem drug users. Somewhat reluctantly, it
was accepted that there was ‘a possible role for some doctors
outside the specialist services’, provided ‘strict safeguards’ were
in place® More enthusiasm was shown by the 1984 Medical
Working Group on Drug Dependent®hich proposed a major
role for GPs. The Department of Health also saw GPs as playing
‘a major part in the care and treatment of drug misugers’.

General practitioners now have a substantial involvement with
drug misusefsA recommended form of GP response is shared
care involving ‘the joint participation of specialists and GPs ... in
the planned delivery of care for patients with a drug misuse prob-
lem .... This may include prescribing substitute drugs under
appropriate circumstanceslh a recent UK survey, GPs issued
more than 40% of methadone prescriptions given to addicts and
dispensed by retail pharmacisis.

Treatment of drug problems is provided by specialists in dedi-
cated treatment services, and by generalists. It is provided in med-
ical, in psychiatric, and in a variety of non-medical settings. It is
also delivered in both residential and community settings. The
important question of how treatment outcome is related to treat-
ment setting has only recently attracted attenttofhis paper
presents findings from NTOR3Bwhich relate to methadone treat-
ment practices and outcome for patients receiving treatment in
specialist drug clinics or in general practice settings.

Method
Patients and treatment agencies

The sample was drawn from clients consecutively recruited to
NTORS between March and July, 1995, and consisted of 452
patients receiving methadone from specialist drug climcs (
297) or from GPsn(= 155). The clinic sample was drawn from
eight community drug teams. The GP sample was taken from
seven agencies. Five of these were coordinating shared care ser-
vices with 35 general practices; two were general practices pro-
viding methadone maintenance treatment to much larger num-
bers. NTORS agencies were purposely (not randomly) chosen
for participation. Criteria for agency participation in NTORS
were location (agencies were chosen throughout England), and
capacity to recruit a sufficient number of cases within the time
available.

Measures and procedure

Data on drug and alcohol use, health risk behaviour, physical
health problems, psychological health problems, criminal behav-
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iour, and treatment history were collected by structured interviewslinics. Almost all clinic patients (98% = 290) received oral
Urine samples were collected from clients selected on a one-iiquid methadone. Only 2%n(= 7) of the clinic attenders

two sampling basis for screening at intake and at follow-up. received methadone tablets. These patients were attending four
) o different agencies. Among the GP patients, 116 (27)

Research design and statistical analyses received methadone in tablet forg#(; = 33.2,P<0.0001).

NTORS uses a longitudinal, prospective cohort deSighData At the programme level, differences were found in the manner

for this report were collected at admission and six months aftdP Which methadone was dispensed. Fewer of the seven GP agen-
treatment intake. Intake interviews, and further interviews aftefies (57%) than of the eight clinics (75%) prescribed methadone
six months for patients still in treatment, were conducted by0 be dispensed on a daily basis. Also, six of the eight clinics
agency staff. All follow-up interviews on clients who had left used supervised dispensing procedures, either on site or super-
treatment were carried out by independent professional inteiised by a retail pharmacist. Supervision (to be provided at retail
viewers from the Office for National Statistics. Intake/follow-up Pharmacies) was used less often by GP agencies, with only 14%
comparisons for clients are presented using paired data sefyescribing methadone to be consumed under supervision.
Changes for categorical data were assessed with the McNemarTreatment retention was similar in both groups, with 87% of
test. A repeated measures analysis of variance was carried out @F patients still in treatment after one month compared with
outcome measures, subject to covariate adjustment by intal@% of clinic patientsy?y = 2.07, ns). Six months after starting
scores (ANCOVA). Substance use and crime frequency variablégeatment, 66% of the GP patients were still in treatment com-
were positively skewed, and were logarithmically transformed tgpared with 60% of the clinic patien(g? = 1.66, ns).

reduce the influence of extreme scores. Given multiple non-inde-

pendent statistical testing of measures, a Bonferonni type adjustreatment outcomes for GP and clinic samples

ment was made with set at?<0.002. Six-month follow-up data were collected for 343 patients. The
contacted sample represents a follow-up rate of 76% of the study
Results sample. Contacted and non-contacted patients were compared for

. . - . age, sex, use of target drugs, and injecting. There were differ-
Subject characteristics of GP and clinic samples at intake ences between the contacted and non-contacted groups in terms
Most patients were men (73.5%3 332), with an average age of of age (Waldy = 6.01,P = 0.014) and heroin use (Wald

29 years (range 16 to 50 years). The two treatment groups we£g7.82,P = 0.0001). The non-contacted patients were younger
comparable in their use of heroin, illicit methadone, cocaine, angtyso; = 4.07,P<0.0001) and using heroin more frequently at
a!cohol during the three months prior to intake (sge Table 1) Nmtake €as01= 5.28,P<0.0001). Age and frequency of heroin use
differences were found between the two groups in rates of drugere significantly correlated € —0.33 ,P<0.0001). There were
injecting and the sharing of injecting equipment. More of theng differences between contacted and non-contacted patients in
clinic patients had been using amphetamines, and these patiefg$ms of sex, use of other target illicit drugs, injecting behaviour,
reported more extensive general health problems. and use of alcohol.

Treatments provided Significant overall reductions in the frequency of heroin use
The mean initial methadone dose was 51 mg (SD = 18.7) for Geccurred among both the GP and the clinic samples (Table 2);
patients and 48 mg (SD = 19.1) for clinic patieniggo( = 1.34,  frequency of heroin use fell to less than half of the intake levels.
ns). The modal starting dose was 50 mg for GP patients and 4gnificant reductions were also found in the frequency of use of
mg for clinic patients. There was a statistically significant differ-cocaine, illicit methadone, amphetamines and benzodiazepines.
ence between the forms of methadone prescribed by GPs and Blgere were no differences in the rate of improvement on the drug

Table 1. Pre-treatment characteristics and problems of methadone patients treated in a general practice or a clinic.

Variable (% unless otherwise stated) GP sample (n = 117) Clinic sample (n = 226) t/c? test statistic values
Men 73.5 73.4 0.0
Mean age (years) 28.9 29.5 0.96
Mean heroin career (years) 8.8 8.8 0.10
Heroin? 94.2 91.2 1.24
lllicit methadone 56.1 52.2 0.64
Benzodiazepines 45.2 30.0 10.31
Cocaine (all forms) 46.5 421 0.79
Crack 39.4 36.4 0.39
Amphetamines 11.6 26.6 13.57¢
Alcohol 65.2 67.7 0.29
Injecting 55.5 65.0 3.89
Sharing 7.7 12.8 2.64
Previous addiction treatment 76.2 78.6 0.22
Previous substitution treatment 74.3 76.6 0.20
Crime (non-drug related) 52.5 52.5 0.00
Drug selling 29.7 25.9 0.72
Mean health problem score® 14.2 17.7 4.25¢°
Mean anxiety score® 2.2 2.2 0.06
Mean depression score® 23 2.3 0.06

aSubstance use measures are rates of use in the 90 days before intake; Phealth problems measured by a 49 item checklist from the Opiate
Treatment Index;'® °general anxiety and depression symptoms measured from subscales of the Brief Symptom Inventory'” (scale range = 0-4);
9P<0.001; ®P<0.0001.
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use outcome measures between the GP patients and the clinptyysical health problems were found at follow-up, and involve-
treated patients. For alcohol, there was no significant change ment in crime was greatly reduced. These improvements are con-
the number of days of use among either the GP or the clinisistent with findings from other studies of methadone
patients. treatmentd314-18 Although the six-month data represents a rela-
Significant reductions in drug injecting were found amongtively short-term outcome within the lifetime drug-taking career
patients treated by GPs (from 53% to 41%, McNemar test, bincf addicts, the levels and types of change should still be regarded
mial P<0.01) and among patients in the clinics (from 66% toas important, especially given the extent and severity of prob-
53%, McNemar test,?g) = 14.79,P<0.0001). Rates for sharing lems at intake.
of injecting equipment fell in both the GP and clinic groups The methadone treatments delivered to the two groups were
(from 6% to 4% among patients in the GP group, and from 14%roadly similar in terms of initial dose levels and treatment reten-
to 6% among patients in the clinic group). The reduction in ratetion rates. However, the GPs were more likely to prescribe
of sharing was statistically significant only for the clinic-treatedmethadone in forms other than oral liquid; about one in six of the
group 21 = 10.45,P<0.01). GP patients was prescribed methadone in tablet form. This form
The GP and clinic samples both reported improved physicabf prescribing carries a number of risks. Department of Health
health, reduced levels of depression, and fewer drug sellinguidelines state that ‘drugs ... in tablet form carry a great risk of
crimes at follow-up, with no difference between rates of chang®eing dangerously abused by the patient or sold on the black
for the two treatment groups. There were also statistically signifimarket. They should not be prescribed to drug misuseihe
cant reductions in anxiety and non-drug related crime (all crim&Ps were also less likely to require the methadone to be con-
excluding drug possession and drug selling) at follow-up, wit,sumed under supervision. The dispensing of methadone and
greater reductions being found for patients who had been treatether substitute drugs to be taken without supervision has been a

by the GPs. characteristic of the British treatment response since the estab-
) ) lishment of the drug clinic system, and for many years was
Urinalysis and self-reported drug use uncritically accepted. Recently, doubts have been voiced about

Urine samples were taken from 273/452 patients at intake arifl and policy guidelines are being prepared that will reconsider
from 200/343 patients at follow-up. For heroin, the urine/self-the ways in which substitute drugs are prescribed within the UK.
report concordance was 94%; for cocaine, 94%; and for amphet- The important potential role of GPs in the detection and treat-
amines, 96%. ment of problem drug use has been repeatedly emphasized in the
UK, and policy makers and planners have placed great reliance

. . upon the presumed willingness of GPs to become actively
Discussion involved9-21 This policy trend has not been matched by the will-
The patients who received methadone treatment from GPs @ngness of most British GPs to become involved in practice.
from clinics were similar in their demographics, in their sub-Policy makers may have underestimated the reluctance of GPs to
stance use behaviours, and in other presenting problems &@ke on the treatment of opiate addicts, especially when this
intake. The main problem drug for both groups was heroin. Mostequires long-term carfé2® Groveset al?* found that although
patients presented with a long history of dependent heroin useany London GPs had recent contact with problem drug users,
lllicit methadone was also widely used. Multiple drug use wasnost were being seen by a small number of doctors. Other stud-
typical, and many patients were heavy users of alcohol. Injectings have found that GPs are only minimally involved with prob-
drug use was common among both the GP and clinic-treatdém drug users, and have no wish to become involved in this
patients. work 2%

The results of this study show substantial treatment gains Many GPs fear attracting too many addicts to their surgery;
among patients treated in GP primary care settings and in sptiey are concerned that these sometimes difficult patients may
cialist clinic services. Their use of heroin was more than halvedjpset their staff or other patients, and are perhaps anxious that
and improvements were also found in their use of stimulantthe methadone they prescribe could be diverted to the black mar-
such as cocaine. Drug injecting was lower at follow-up as waget?* As a result, the involvement of GPs in the treatment of
the sharing of injecting equipment. Fewer psychological andirug problems in the UK has been paté¢h@ne way of encour-

Table 2. Mean scores (SDs in brackets) and comparisons for patients in GP and clinic samples.

Measure GP clients Clinic clients Fi1,388) for Fi1,388) for change
(n=117) (n = 226) change® by setting
Intake Six months Intake Six months

Heroin? 19.6 (12.0) 7.8 (8.7) 19.5 (12.1) 9.0 (10.7) 206.61¢ 0.75
Cocaine 3.1(7.4) 1.6 (4.7) 2.4 (5.9) 2.0 (5.8) 20.48¢ 1.42
Illicit methadone 4.2 (7.6) 1.2 (3.9) 4.1 (7.8) 2.8(7.2) 53.149 1.57
Amphetamines 0.5 (2.1) 0.4 (2.8) 1.5 (4.6) 0.5 (3.0) 33.53¢ 0.06
Benzodiazepines 10.3 (12.9) 2.7 (7.4) 6.4 (10.6) 2.8 (6.5) 80.90¢ 1.17
Alcohol 6.5 (9.5) 5.0 (8.0) 8.7 (11.2) 8.5 (11.3) 3.50 2.77
Physical health problems 14.4 (8.0) 12.4 (7.6) 16.9 (7.9) 12.7 (7.7) 60.36¢ 0.54
Depression 1.9 (1.0) 1.2 (0.9) 1.9 (1.0) 1.4 (1.0) 82.54¢ 4.45
Anxiety 1.7 (1.0) 1.0 (0.8) 1.6 (1.0) 1.3 (1.0) 83.62¢ 11.3¢
Crime (non-drug related) 10.1 (32.4) 2.4 (8.0) 9.6 (31.3) 6.2 (22.4) 26.40¢ 14.23¢
Drug selling 3.24 (16.1) 0.8 (5.8) 11.0 (47.0) 3.7 (22.8) 28.86¢ 4.71

aSubstance use variables show number of days used within the previous 30; Poverall a = 0.022; a = 1-[1-0.002]; °P<0.001; P<0.0001.
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aging greater involvement by GPs has been to pay them for tre&®.
ing drug userd’ However, Deehast al®® found that most GPs
did not consider it appropriate to treat problem drug users in pri-~
mary care, and stated that they would not be greatly influenced 2.
these matters by the provision of additional training, nor by th923
offer of financial incentives. '
This study demonstrates the feasibility of treating opiate
addicts in general practice and shows that satisfactory treatm
outcomes can be obtained. However, the GPs in this study are
unrepresentative in their willingness to be actively involved with25.
problem drug users. Further, many of the GP patients were taken
from services that were involved with relatively large numbers of

drug users. Considerable doubts remain about the extent to whieh.

the national treatment response to problem drug use can make

proper use of the general practice network. Certainly, the devep7.

opment of ‘GP specialists’ in the UK who provide treatment for
substantial numbers of problem drug users constitutes a form
service very different from traditional GP responses, in which
treatment is intentionally limited to a small number of problem
drug userg? The growth of such GP specialists also raises ques-
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