Opiate misuse

Notes for key slides
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This workshop covers the following issues:

· The prevalence of illicit drug use

· The consequences for individuals and wider society

· The goals of treatment

· Key recommendations in current management guidelines 

· Substitution prescribing

· Summary 
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During the ten-year period to 2007, there has been a fall in the overall prevalence of drug use, mainly accounted for by a fall in the use of cannabis. In 2006/07 35% of adults had used one or more drugs in their lifetime and 10% admitted to using drugs in the last year. The highest lifetime prevalence is in young people, although overall drug use and cannabis use are also declining in this group. Men are more likely to misuse drugs than women and cannabis remains the most commonly used drug.1 

Around 1% of people are so-called ‘problem drug’ users who use drugs in a chronic, potentially damaging way. We need to remember that estimates from population based surveys may be unreliable. Also, different studies use slightly different definitions of what constitutes problem drug usage. However, we do know that rates of problem drug use and injecting drug behaviour vary across the UK, being highest in Scotland and lowest, by quite some way, in Northern Ireland.1  
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The number of drug-related deaths in the UK was 1,827 in 2005, an increase of 6% over the previous year. The average age at death was just 36.4 years. Most deaths were associated with the overdose of opiates, with over half relating to use of heroin or morphine, and 15% to methadone.1 

The prevalence of HIV infection amongst injecting drug users in England, Wales and Northern Ireland was 1.3% in 2006. This is similar to the prevalence seen in recent years but remains higher than in the 1990s.1  

Overall, about 1 in 5 injecting drug users have hepatitis B antibodies. The prevalence levelled off in the 1990s at around 20%, most probably following the introduction of hepatitis B vaccination and needle exchange schemes.1
However, evidence suggests that the much greater problem in respect of infection risk to injecting drug users is hepatitis C, apparent in over 40% of users. Around 1 in 5 of those infected with hepatitis C will go to develop chronic cirrhosis of the liver in later life and some of these people will develop primary liver cancer or liver failure. HIV-positive people who are co-infected with hepatitis C have a poorer prognosis.1
Drug misuse is commonly associated with mental health problems, such as depression, anxiety, personality and psychotic disorders. This is referred to a ‘dual diagnosis’. It has been suggested that from 1993 to 1998 there were at least 195,000 ‘dual diagnosis’ patients and 3.5 million general practitioner (GP) consultations involving such patients in England and Wales. The level of co-morbidity is increasing at a higher rate among younger patients, which indicates that co-morbidity may increase in future years. Approximately one-third of discharges from specialist mental health services involve a supplementary rather than a main diagnosis of drug use. In these cases, the most common primary diagnoses are schizophrenia, mood disorders and alcohol misuse.1
There is substantial evidence of a link between illicit misuse of hard drugs and acquisitive crime, such as burglaries, robberies and thefts, with approximately 75% of heroin and crack cocaine users admitting to committing crime to support their habit.1
The economic and social costs of Class A drug use in England were estimated at around €22.3 billion in 2003/04. This equates to almost €64,000 per year per problem drug user.1
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A hierarchy of treatment goals has been identified and is listed here. We can see that the emphasis here is much more on harm reduction than the attainment of total abstinence from drugs. The first goal is to reduce drug-related crime, as well as addressing the patient’s health and social problems. Goals can be inter-related. For example, becoming abstinent may lead to improvements in health and social functioning in areas unrelated to drug misuse.2
Treatment goals will depend on the motivation and circumstances of the individual patient. Some people may be committed to trying to become abstinent, whereas others may be unwilling to stop taking drugs but be prepared to make changes in order to reduce risks.2
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This slide provides a summary of some of the key recommendations in the UK Clinical Management Guidelines on drug misuse, also know as the ‘orange book’.2
· It is the responsibility of general practitioners to provide general medical services for drug misusers. Primary care trusts in England, local health boards in Wales, and health boards in Northern Ireland and Scotland all have a duty to provide treatment for drug misusers, to meet local population needs. This should include interventions to reduce drug-related harm such as hepatitis B vaccinations and needle exchange provision, together with evidence-based drug treatment.

· All drug misusers in structured treatment should have a care plan and this is likely to involve a multidisciplinary team led by a key worker. 

· Treatment should generally always involve a psychosocial element. Psychosocial interventions encompass a wide range of actions from ‘talking therapies’, such as cognitive behavioural or family therapy, to supportive work such as help with benefits.

· Substitute medication is not always necessary and it should certainly only be considered after the patient has been fully assessed and there is convincing evidence of current dependence. 

· Patients should not be coerced into detoxification treatment since the risk of relapse is high. However, it should be considered in those who are committed to, and ready to attempt, abstinence from drugs. 

· Most patients will need long-term drug maintenance treatment and supervised consumption should be considered, on an individual patient basis, generally for at least the first three months of treatment. 
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This slide summarises the key recommendations from the four NICE publications that relate to drug misuse.3,4,5,6 

The decision about whether to use methadone or buprenorphine for maintenance treatment should be made on a case by case basis but if both drugs are equally suitable, methadone should be the first choice.3
Detoxification treatment should be readily available for those who have made an informed choice to become abstinent from opioids.4 

And, naltrexone can be used by those who have successfully detoxified and who are highly motivated to remain in an abstinence programme.5 

Those in only limited contact with drug services should be offered brief interventions opportunistically, and information on self-help groups should routinely be provided to drug misusers. Also, contingency management programmes should be introduced to reduce illicit drug use and/or promote engagement with services. Contingency management (CM) operates by providing a variety of incentives in the form of vouchers, privileges, or modest financial incentives to modify a person’s drug misuse or to increase health promoting behaviours. There is a growing body of evidence that CM encourages engagement with treatment services and encourages abstinence from misuse of illicit drugs.6
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This slide briefly summarises the evidence around substitution treatment and shows why maintenance is preferred over withdrawal therapy and why methadone is generally first-line.

A Cochrane review, which pooled data from two studies, compared tapered methadone with any other pharmacological treatment and reported data on numbers of participants abstinent at one month follow-up. Of the 50 people who had received tapered methadone only 21, or 42%, were abstinent at follow-up.7  

Another Cochrane Review compared the efficacy of different doses of methadone for maintenance therapy on health and social outcomes. Eleven randomised controlled trials were included, with 2,279 people. High dose methadone at 60 to 100mg daily was found to be better at retaining people in treatment than lower doses. Abstinence from illicit opioids, usually heroin, at more than 3 to 4 weeks was better with higher doses.8
Buprenorphine, in a flexible dosing regimen, as seen in a real life situation, was statistically significantly less effective than methadone at retaining patients in treatment. A medium dose of buprenorphine (7–15mg) was not as good as a medium dose of methadone (60–80mg) at suppressing heroin usage.9 There is little difference between the two drugs in terms of the severity of withdrawal symptoms during detoxification. However, the data is limited and the authors suggest that further research is needed.10 There are theoretical reasons to suggest that withdrawal symptoms may resolve more quickly with buprenorphine, but there is no good clinical evidence to confirm this yet.

NICE says that, all other things being equal, methadone should be the first choice treatment in substitution prescribing.3 However it can cause prolongation of the QT interval,11 and it carries a risk of overdose, particularly during induction, therefore the initial daily dose should be in the range 10–30mg.2
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To sum up:

· Methadone maintenance therapy and harm reduction is preferable for most patients because most patients will relapse to heroin use following detoxification.
· Methadone maintenance treatment with psychosocial support is recommended as the first-line intervention, unless there is good reason not to.
· Following careful initial dose-titration, doses of methadone need to increase to within the range 60 to 100mg once daily as these doses have been shown to be most effective at retaining patients in treatment and reducing use of heroin or cocaine.
· Buprenorphine is less effective than methadone but may be considered in some patients.
· Withdrawal should only be considered when the patient is motivated and circumstances are suitable.
· Methadone and buprenorphine are both suitable for detoxification therapy.
These interventions are worthwhile because they increase abstinence from illicit drug usage, improve health and reduce crime.12
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