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Dr Clare Gerada

Times they are a’
changing

The policy of restricting GPs prescribing of drugs is about half as
old as Bob Dylan, but this may be changing.

have never written an article

like this. I have never written an

article about how active general
practitioners are in the care of drug
users. How across the country, GPs
are leading the field in the care of
these most deprived and
marginalised patients. [ have never
written an article on how optimistic I
feel about the future — we may be on
the brink of real change in the care
of drug users.

For as long as [ can remember,
policy makers and experts in the field
have attempted to get general
practitioners involved in the care of
drug users. The early Advisory
Council on the Misuse of Drugs
(ACMD) reports on AIDS empha-
sised the vital role general practition-
ers had.

From the earliest clinical guidelines
GPs have been singled out. Without
GP involvement the Drug Strategy is
lost. How can we deliver services to
current users, let alone increase
treatment capacity, without the largest
medical workforce in the country
playing its role? [ too have often
repeated the mantra ‘GPs must play
their part.

Of course it is not enough just to
have a policy, though having one
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Doctoring drug users

helps to focus minds. Simply to insist

these doctors get involved is also not

enough. General practitioners are

independent contractors to the

National Health Service - free to

select whom, where and how they

treat (with some limits such as =
provision of emergency care).

Like many able to choose, they
choose the path of least resistance, .
the path which gives less work.
When their time is squeezed from all
quarters who can blame them.

Drug users can be complex
patients to treat and if you have
received no training in this area
they can be daunting. Drug
users consult around 20
times more than a matched
population.' New fears
have been generated by
recent high-profile
arrests and trials of
GPs over drug-
related death, so it
is hardly
surprising that
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Until recent years it's been a
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users in general practice. The last
survey, albeit nearly twenty years ago,
showed that only about one in
twenty GPs were willing to take on
these patients.”

As a Senior Policy Advisor for the
Department of Health (a post I no
longer hold) I was repeatedly told by
GPs that if the Department wanted
them to get involved then four things
must first be in place - support,
training and resources to train, a safe
framework to work within and
money to provide the care.

Only a few years ago none of these
were in place. For many years
general practitioners that reached out
and cared for drug users were seen by
their peers, at best, as slightly odd
and at worst mad or maverick.

Two years ago, soon after the
Clinical Guidelines were published,
the annual conference of the GP
branch of the British Medical
Association, (Local Medical Commit-
tee) passed a motion rejecting the
clinical guidelines. They rejected
general practitioners involvement
and decried the government's policy
of trying to involve general practition-
ers in the care of drug users at all.

‘Conference reaffirms that the
treatment of substance misuse is not
part of core GMS (general medical
services)’, and ‘That conference
should reaffirm the previous (LMC)
resolutions that substance misuse is a
specialist service and not a core
service'?

To top it all they also accused the

What has brought ahout change in GPs
response to drug users?
The political will (drug strategy, NHS plan, and policy

makers)
The how (guidelines)

The training (RCGP, Generalist training)
The support (network and other, RCGP conferences)

The credibility

general practitioners on the Clinical
Guidelines Working Party as, ‘not
being normal general practitioners’
(that hurt).

Two years on, things seem very
different. Though the latest preva-
lence survey of current levels will not
be completed until later this year,
anecdotally it seems that figures will
be much higher, certainly far greater
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than 5% of GPs identified by Glanz's
survey. Wherever [ travel I see
examples of good care, innovative
services and general practitioners
trying to engage these patients.

There are some innovative ways of
funding care, such as in Sheffield! or
Leeds. Others have persuaded their
health authorities to use resources to
pay ‘generalist’ general practitioners
to work within a shared-care
structure.,

It's not just the usual suspects
offering care. In many areas general
practitioners have left the constraints
of old contracts and entered new
ones, called personal medical
services. These allow development of

change and attract resources.

To take this awful metaphor
further, money to start training across
the wider medical and allied field,
money given by the Department of
Health in November 2000, was the
icing on the cake.

Long-in-the-tooth GPs, and others
working with drug users in primary
care, have persistently challenged
doctors who claim its not their role,
encouraged those that want to start,
and lobbied for funds for the
additional work entailed. This grass
roots movement of a few GPs is
impressive and a true example of
primary care led NHS' They built

momentum over a number of years,

Practices are developing new models of care

and using the new flexibility encompassed in

personal medical service

flexible services - tailored to the
needs of the population.

Practices are developing new
models of care and using the new
flexibility encompassed in personal
medical service. In some areas, and I
have this on good authority, there is
‘competition’ to register drug users —
how times change. General practi-
tioners are finding ways to provide
good care, even against a background
of diminishing and competing
demands.

Top down, bottom up

So how has all of this happened,
how and why has this sea change in
my profession occurred?

I think a number of factors have
come together to generate these
changes. To use the jargon, I think
it's a result of a top down policy,
bottom up drive and the clinical
guidelines filling in the middle.

The policy drive has made
resources available for projects to
support GPs, in particular the
Primary Care Network, the develop-
ment of the Clinical Guidelines,
money for supervised ingestion
schemes, shared care monitoring
groups and new training initiatives.
The policy means ministers are
interested in the drugs issue therefore
it is somewhat easier to bring about

supported other GPs and drove up
standards of care,

This small group set up the first
Royal College of General Practition-
ers (RCGP) Primary Care Conference
in Drug Misuse held 7 years ago. This
conference was doubly oversub-
scribed at a time when we were
assured that the level of general
practitioner involvement was
minimal.

Enthusiasm, and sadness about the
rotten deal many of these patients
received at the hands of our profes-
sion, spurred the audience on.

The conference provided support
for GPs, showing they were not alone
and providing a network of
likeminded people to draw on for
help.

The latest conference was held last
spring in Glasgow. Like its predeces-
sors, it was a sell out and better than
the last. Over 200 delegates from
across the United Kingdom debated
not ‘what is the role for GPs’, as in the
past, but assumed GPs had a role so
discussed ‘how can we make it better'.
The conference heard about
Scotland’s Drugs Strategy and the
new training initiative, which will
result in two accredited qualifications,
a certificate level and a more
extensive diploma.
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Primary care training

The conference heard that nearly
three hundred general practitioners
from across England have applied for
a £1000 bursary for five days training
in drug misuse, leading to a certificate
accredited by the RCGP.

A network of general practitioner
local advisors will supervise, support
and assess those in training, overseen
by a multiprofessional RCGP Expert
Advisory Group. The money will
cover training, assessment and Jocum
costs 1o release trainees from their
surgeries.

The certificate will be one route to
gain accreditation to become one of
the future breed of general practition-
ers, the intermediate practitioner - a
GP with a special interest who might
have additional payments for seeing
and advising on other doctor's
patients.

The RCGP will also develop the
Diploma in Primary Care Substance
Misuse - aimed at those within
Primary Care Trusts who have
commissioning responsibilities. It
will encompass clinical issues and
issues around commissioning.

Making money available to train
GPs means that, at last, GPs are being
taken seriously.

We can look forward to better care
by a more experienced and confident
workforce ~ doctors will have time to
train out of the surgery, rather than
squeeze important lessons between

morning surgery and visits.

Primary Care Network

The conferences also generated the
idea of a Primary Care Network - to
support GPs working in the field and
to help define services.

Administered through the
Substance Misuse Advisory Service
we have a well-resourced Primary
Care Network, which provides a
quarterly newsletter, website and
from November 2001 three national
coordinators to help drive the shared
care agenda.

Clinical Guidelines
Without the framework of the
Clinical Guidelines for GPs to work
within we would still be a long way
away from involving grass roots GPs.
Initially seen as too prescriptive I
think the Clinical Guidelines are
standing the test of time. They
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provide a safe framework for the
‘ordinary’ general practitioner to
work within.

More experienced GPs may see
thern as a straitjacket — advising, for
example, urine testing, supervised
ingestion and daily dispensing. But
there are precious few experienced
GPs and many generalists. The latter
is the group we need to make safe. If
they get the basics right then they
will develop confidence and
experience to work more flexibly, and

The fact that these two bodies
issued a statement about drug users at
all shows the importance they place
on the issue. That the statement
affirmed the recommendations of the
Clinical Guidelines means grass root
general practitioners cannot turn
their backs on these patients.

Some of the reasons why GPs did
not get involved in the care of drug
users have been addressed. A safe
framework in which to practice,
support for grass roots doctors and

Royal College of General Practitioners and the General Practitioners Committee
policy statement on care of substance abusers

‘The RCGP and GPC believe that General Practitioners should offer appropriate care to all patients on
their lists. Where patients have problems with substance abuse, appropriate care will include aspects of
primary care normally provided by the practice health care team, shared care with other services and

referral to other appropriate services.

‘Certain GPs may develop particular expertise in the care of substance abusers, and the number and
location of these doctors should, ideally, be sufficient to avoid substantial workload falling onto only a
tew GPs. In supporting the development of this expertise, the Health Departments must ensure the
provision of appropriate training in this field; facilitate of professional support; resource the adequate
provision for support services including specialist services and appropriate financial additional

remuneration for such work’.

be able to defend themselves if they
move away from established practice.

The guidelines mean that general
practitioners are aware of what ‘good
- enough’ practice is. No one could
agree with sloppy unsafe practice,
which could (and has) resulted in
drug-related deaths.

The Guidelines produced healthy
debate - none greater than over
recommendations to limit prescrib-
ing of injectable formulations to
doctors with a special license. Debate
is necessary if we are to move to a
better state and raise standards.

A mature organisation, which we
now have in the primary care/drug
misuse arena, can live with its
differences, find a compromise and
move onl.

Other drivers

The watershed for change in general
practitioners has been the joint
statement issued by the Royal College
of General Practitioners and the
General Practitioners Committee in
Apsil 2000.

money for training have been
provided. We can see the beginning
of the end of primary care reluctance
to get involved.

Primary care groups acknowledge
that GPs have a role, which they are
trying to define, support and fund in
the most appropriate way for the
area. We need to think how we can
play our part in new Primary Care
Trusts and work with others to
provide good quality care to our
patients H

Useful contacts

Substance Misuse Advisory Service website http://
www.healthadvisoryservice.co.uk/

Primary Care Network website http://
www.medman.co.uk/pcn/ed01/welcome.htm
Applications for Intermediate training: contact:
mmurnane@rcgp.org.uk
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QuADS

Organisational

Q Standards for Alcohol

l s - & Drug Treatment
A Services

\_~Now on CD ROM

This CD ROM is self-supporting - no special sofware is required to
run it. It will allow you to type in and edit evidence and comments
against the standards and to print out reports.

The entire contents of the manual e e
are included on the disk including g
glossary, guidance and appendices. EEL
Files are exportable to other —
applications such as Word, Excel NS | =
and Powerpoint. P~ Lovelofstenderdm=minum, GP=good starderd - Crteria met (ickoryes)
Commerit

The neat, easy to use system will =
print out reports to show current 3
progress against any or all of the ; .
standards. ' i

i : Th it, mini requirements:
The QUADS application is easy Peﬁt?jrz'f)ég&bml?”ern?gs)sggdzee, 30 l?/lb?ree hard
to install and is supported by a disk space, Windows 95 or later, 800x600 desktop
technical helpline. area.

To order: Alcohol Concern Bookshop 020 7922 8667 info@alcoholconcern.org.uk
or DrugScope Publications Department 020 7928 1211 services@drugscope.org.uk

Ordering by e-mail please state your organisation name, address and number of
copies required.

The QUADS Organisational Standards CD ROM costs £20 (£15 Alcohol Concern/
DrugScope members) + post & packing. Original printed version of QUADS £23.50
(£21.15 members) inc post & packing.



