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GLOSSARY 

 

Benzodiazepines: benzodiazepines are a class of psychoactive drugs with varying 

hypnotic, sedative, anxiolytic, anticonvulsant, muscle relaxant and amnesic properties. 

They are generally used to treat insomnia, anxiety, panic attacks, muscle spasms, and 

seizure disorders, and includes drugs such as diazepam, lorazepam, clonazepam and 

temazepam. 

Community pharmacist (CP): a pharmacist who works in a pharmacy based in the 

community setting (often referred to as a óchemistô). 

Data saturation: also known as ótheoretical saturationô, data saturation has been 

described as ñthe point in data collection and analysis when new information 

produces little or no change to the codebookò [1]. 

Diversion: the giving or selling of prescription medicines to others. 

óDoctor shoppingô: where an individual seeks treatment from a number of different 

doctors in order to obtain more prescriptions for the same medicine, in the context of 

misuse or selling onto the illicit market. 

Drug abuse containment bulletin: contains statements by Medical Officers of 

Health, as authorised by the Misuse of Drugs Act and Medicines Act, about people 

who are dependent, or likely to become dependent, on controlled drugs, prescription 

or restricted medicines.  

óDrug seekersô: this term is used throughout the report and refers to people involved 

in prescription drug misuse (see definition of prescription drug misuse below). 

General practitioner (GP): a registered doctor who practices medicine in the 

community, often as part of a group of GPs in a GP practice.   

Key experts (KEs): one of the groups of research participants who took part in the 

qualitative data collection stage of the research. These people were recruited using a 

purposive (targeted) sampling for their views on, and experiences with, prescription 

drug misuse in New Zealand. They included people working in drug treatment, 

representatives of primary health care practitioner organisations, and regulatory and 

policy organisations. 

Medsafe: Medsafe is the New Zealand Medicines and Medical Devices Safety 

Authority. It is a business unit of the Ministry of Health and is the authority 

responsible for the regulation of therapeutic products in New Zealand. 

Medicines Control: Drug abuse containment activities are carried out by medicine 

control staff who are part of the Ministry of Healthôs quality and safety team. 

Medicines control advisors are experienced pharmacists with backgrounds in hospital 

and community pharmacy and the pharmaceutical industry. The advisors are 

appointed as Officers under the Misuse of Drugs Act 1975 and the Medicines Act 

1981.  

Opioids: An opioid is a synthetic chemical substance that has a morphine-like action, 

which is mainly used for pain relief, for example: methadone, oxycodone, morphine, 

codeine, dihydrocodeine, pethidine and buprenorphine. In New Zealand, methadone 

http://en.wikipedia.org/wiki/Psychoactive_drug
http://en.wikipedia.org/wiki/Hypnotic
http://en.wikipedia.org/wiki/Sedative
http://en.wikipedia.org/wiki/Anxiolytic
http://en.wikipedia.org/wiki/Anticonvulsant
http://en.wikipedia.org/wiki/Muscle_relaxant
http://en.wikipedia.org/wiki/Anterograde_amnesia
http://en.wikipedia.org/wiki/Substance
http://en.wikipedia.org/wiki/Morphine
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and buprenorphine (Suboxone®) are both licenced for the treatment of opioid 

dependence. 

Over-the-counter (OTC) medicines: These medicines are available for purchase 

without a prescription. They may require the intervention of a pharmacist, may be 

available only from a pharmacy with no intervention, or may be available for sale 

from any premises. 

Pharmac: is the Pharmaceutical Management Agency. It is a Crown entity 

established by the New Zealand Public Health and Disability Act 2000. The Agency 

is directly accountable to the Minister of Health.  

http://www.pharmac.govt.nz/who_are_pharmac.asp 

 

Pharmaceutical medicines: In the context of this report, this term refers to medicines 

which have been formulated and tested for use in humans, in compliance with strict 

legal standards and as such are distinct from illicit drugs such as ecstasy tablets, which 

have not been tested or formulated under any quality control conditions. It may 

include both prescription and OTC medicines, as in some cases it is not clear in 

research reports whether only prescription medicines or both prescription medicines 

and OTCs have been included. 

óPharmacy hoppingô: visiting many pharmacies in order to have a prescription filled 

for a drug liable to misuse ï this normally entails the person having multiple 

prescriptions, possibly from different doctors (see óDoctor shoppingô above). 

Prescription drug misuse/abuse (PDM): For the purpose of this study, this was 

defined as óthe use or illicit purchase of prescription drugs by somebody for whom 

they were not prescribed OR where people use prescription drugs in a way that they 

were not intended (e.g. for their psychoactive effects) OR where such drugs are sold 

on to the illicit marketô. Behaviour such as patients sharing non-psychoactive 

medications (e.g. antibiotics) was excluded from the study. The terms ñmisuseò and 

ñabuseò have been used interchangeably. 

Prescription drugs / medicine: in this report, this refers to any medicines where a 

prescription would legally be required in order to obtain them, and was the definition 

utilised within the research study. Thus, this includes óprescription medicinesô (as 

defined in the Medicines Act 1981) and some of these will be classified under the 

Misuse of Drugs Act 1975 (see Appendix A. of this report for a more detailed 

overview of the medicines classification system within New Zealand). 

Primary care: Several definitions exist of the term óprimary careô or óprimary 

healthcareô. In this report, primary care refers to the care of a patient by a member of 

the health care team who has had initial contact with the patient, and is limited to 

general practitioners and community pharmacists, as they have key involvement in the 

supply of prescription drugs to patients. Other primary access points are excluded 

such as hospital emergency departments. 

Primary healthcare practitioners (PHCPs): a collective term used in this report for 

general practitioners and community pharmacists. 

Purposive sampling: this sampling approach seeks to select individuals due to their 

knowledge, experience or specific characteristics [2]. 

http://www.pharmac.govt.nz/who_are_pharmac.asp
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Restricted person:  is the subject of a Restriction Notice which prohibits every 

medical practitioner from prescribing or supplying controlled drugs except one 

specific doctor or group of doctors, under the Misuse of Drugs Act 1975, Medicines 

Act 1981, or both. A órestricted persons listô is a list of people who are the subject of a 

restriction notice. 

Secondary care: in this report, secondary care refers to health services provided by 

practitioners who generally do not have first contact with a patient. This includes, for 

example, specialist services within a hospital setting. Access to secondary care is 

often via referral by a primary healthcare provider. 

Snowballing: a method of recruitment where participants identify people they know 

who may be interested in taking part in the study. This approach has shown to be 

effective in reaching óhiddenô populations, such as drug users [3]. 

Stimulants: stimulants, in the context of this study, refers to a class of psychoactive 

drugs which affect the brain causing increased alertness, insomnia and other effects 

such as raised heart rate and blood pressure. Pharmaceutical stimulants include 

methylphenidate and dexamphetamine.  

Whanau: MǕori word for extended family. 
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1 EXECUTIVE SUMMARY OF  RESULTS AND 

RECOMMENDATIONS  
 Results are based on the analysis of data obtained from tape-recorded, 

qualitative interviews with 16 community pharmacists, 17 general 

practitioners and 18 ókey expertsô from a variety of backgrounds. In addition, a 

literature review and a review of available secondary data and their utility and 

limi tations have also been carried out.  

 Estimating the size of the prescription drug misuse problem in New Zealand is 

very difficult, not the least because it tends to be a covert activity. New 

Zealand prescription data are incomplete as they cover only prescriptions 

which attract a subsidy and thus do not provide an accurate picture of 

prescribing levels. Even with accurate data, it is not possible to differentiate 

between medications prescribed for ólegitimateô use and that which has been 

sought for misuse/abuse. Interventions in Canada and Australia, which collect 

prescription data, provide more reliable information, although these systems 

also have their limitations with regards to the intended use of the medication 

by the patient. These systems are useful for tracking ódoctor shoppingô. 

 No New Zealand data sources are currently available which can provide real-

time, accurate information on ódoctor shoppingô or ópharmacy hoppingô; the 

Pharmhouse database has potential for this as a patientôs unique identifier is 

included in the dataset, although as previously stated, this only collects data on 

subsidised prescriptions. There are ethical and privacy concerns as well as 

potential for misuse of data should they be used to ópoliceô the system; in 

addition, patients are theoretically able to obtain multiple ID numbers. 

 With regard to issues for primary healthcare practitioners, prescription drug 

misuse was not considered by them, in general, to be a major problem, 

although there was a high level of awareness of the issue. Feedback from 

interviewees indicates that prescription drug misuse is not a substantial issue 

in terms of disruption to normal practice, workload or the provision of 

treatment.  However, for general practitioners in particular, there were 

sometimes financial repercussions when patients who were ódrug seekingô left 

the surgery without paying for their consultation.  

 Primary healthcare practitioners tended to see those who misused/abused 

prescription drugs as either ódrug addictsô (óabusersô) who were trying to 

supplement or support an illicit drug habit, or those who had become 

ómedically addictedô (óover usersô) through excessive or long term prescribing 

 Responses to patients often depended on which group the person was seen to 

belong to. Categorisation of patients was generally very subjective, and often 

appeared to involve a level of judgement and stigmatisation.   

 Managing prescription drug misuse mostly involved preventing patients 

obtaining prescription drugs for inappropriate use. There was a relatively low 

level of awareness of the harms associated with prescription drug misuse 

amongst primary healthcare practitioners interviewed. óKey expertsô, on the 

other hand, especially those who worked in alcohol and other drug services, 
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were much more aware of the issues, and some were very involved in 

provision of treatment to prescription drug misusers. 

 In addition, primary healthcare practitioners did not report a great deal of 

involvement in harm reduction interventions related to prescription drug 

misuse. Barriers included lack of training, a perception that it was time-

consuming and that patients were not interested, and a lack of support. Where 

primary healthcare practitioners had tried to provide treatment, some felt óout 

of their depthô. óKey expertsô who worked in alcohol and other drug treatment 

services were more likely to discuss harm reduction and treatment 

interventions, and supported the notion of working closely with primary 

healthcare practitioners. 

 Primary healthcare practitioners noted a lack of clear guidance on managing 

prescription drug misuse and requests for drugs liable to misuse. Keeping up 

to date on what is being abused or sought, and who current local ódrug 

seekersô were, were issues for them. 

 Primary healthcare practitioners were often unaware of locally available 

treatment and support for patients, and reported that they were not aware of 

any printed support materials.  

 Where difficulties existed for primary healthcare practitioners it was often 

related to management of difficult or aggressive patients. Community 

pharmacists often found themselves in the middle between the general 

practitioner and the patient, making them particularly vulnerable to 

manipulation and aggression. 

 This study has not covered the perspective of prescription drug misusers and 

further research needs to be undertaken to explore user perspectives and the 

impact of prescription drug misuse on their lives, families and whanau.  

 

1.1 Recommendations 

The Medical Council of New Zealandôs 1991 report "Strategies for Action on the 

Misuse of Addictive Prescription Drugs" made a number of recommendations, many 

of which appear to be similar to those that will be found below, indicating that whilst 

action may have occurred in the intervening period, the problems remain broadly 

similar and unresolved. This significant international health and social issue requires 

future central Government support. 

The following recommendations (which are based on the literature review, research 

and review of data sources) have been broadly categorised into recommendations 

around systems, primary care practitioner practices, treatment services and harm 

reduction, and education and continuing professional development. They come from a 

harm minimisation perspective and thus cover supply, demand and harm reduction.  
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1.1.1 Systems 

It is recommended that a New Zealand framework or guidelines about responding to 

PDM in primary care be developed, supported by central funding, and that the 

guidelines include: 

 prescribing and dispensing protocols;  

 support for patients with PDM problems; 

 strategies to minimise PDM; 

 areas for training and education. 

Relevant professional bodies would need to be included in the development of 

guidelines for the management of PDM, and associated training available to PHCPs 

on an on-going basis. 

Also recommended are: 

 an in-depth review of a variety of international monitoring and surveillance 

systems, both electronic and multiple prescription; 

 an in-depth analysis of the outcomes of these systems on diversion, inappropriate 

prescribing, appropriate prescribing (in terms of negative consequences to patients 

with real medical need), cost, patient and PHCP confidentiality issues. 

In line with findings from the review recommended above, it is recommended that the 

following are considered: 

 the development of a óreal timeô prescription drug recording system which is 

inclusive of subsidised and non-subsidised drugs (and possibly OTC drugs); 

 the development of a system which could be used to monitor prescribing patterns, 

whilst taking into account that some GPs will necessarily have legitimate reasons 

for prescribing large amount of opioids, for example patients receiving treatment 

from community alcohol and drug services; 

 that Medicines Control are requested to develop an online órestricted personsô list 

(while recognising the privacy obligations around that); 

 encouragement for PHOs to ensure that GPs have access to accurate information 

about PDM; 

 a requirement for pharmacists to mark órefusedô prescription in some way in order 

to minimise the chance of them being presented and ófilledô elsewhere; 

 raising of awareness amongst GPs of the ñSurgery Supportò service from 

Medicines Control; 

 that Medicines Control develop a parallel ñPharmacy Supportò pack for 

community pharmacists. 
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1.1.2 Primary care practitioner practices 

 Form regional
1
 and national committees comprising representative GPs, 

pharmacists and other relevant members of the primary healthcare team with a 

remit that includes: 

 improving communication between GPs and CPs and other PHCPs around 

PDM issues; 

 keeping abreast of emerging issues with regards to PDM; 

 reviewing and providing feedback on desired curricula for undergraduate 

education and continuing professional development of primary healthcare 

practitioners; 

 working closely with local treatment and harm reduction services to ensure 

effective communication between these services and primary care; 

 the formation of appropriate networks with Police to provide two-way 

information on drugs of concern.  

 GPs, CPs and other relevant members of primary healthcare need to find 

opportunities to discuss generic issues and problems they face when dealing with 

PDM and look for local solutions. 

 It is essential that GPs and CPs are familiar with prescription drugs liable to 

misuse, and local treatment and harm reduction services available to them and 

their patients.  

 

1.1.3 Health promotion, harm reduction and treatment 

Central and regional government health departments should: 

 develop printed and web-based support materials about the issues and 

repercussions of PDM for the community; 

 investigate the availability of treatment for PDM beyond that which exists within 

CADS units, and if gaps are found, develop appropriate, relevant and accessible 

treatment interventions targeted at those who appear to slip through the gaps. 

 

Furthermore, there is a need to: 

 ensure PHCPs are aware of the wide range of resources available concerning 

drugs liable to be misused (e.g. Medsafe Datasheets and other web pages); 

 encourage PHCPs trained in this field to work with óover-usersô to support them in 

reducing their prescription drug use; 

 ensure PHCPs are aware of the AOD services available in their area and what the 

services provide to correct a lack of knowledge and/or misconceptions; 

                                                 
1 In Auckland, the Auckland Drug Advisory Committee (ADAC) meets regularly and discusses issues 

relating to prescription drug and other drug misuse locally.  
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 promote, and provide additional funding (if required) for the Alcohol and Drug 

Clinical Helpline for doctors and other health professionals. 

 

1.1.4 Training and education 

 Provide training to encourage prescribing that aims to minimise PDM.  

 Professional bodies need to work closely with undergraduate and postgraduate 

educators to ensure that issues around PDM are integrated into curricula.  

 Encourage participation in de-escalation training for GPs and CPs and self 

defence, particularly for all additional staff. 

 Encourage PHOs to utilise their internal existing 'experts' to provide mentoring, 

advice and leadership. 

 Facilitate the formation of links between PHCPs local and local and national AOD 

organisation to enable informal training to occur. 

 

The following is a suggested (but not exhaustive) list of potential areas of training and 

education to be covered: 

 which drugs get misused; 

 what types of PDM exist; 

 common methods of illicitly obtaining prescription drugs; 

 risks associated with long term use of benzodiazepines; 

 the need to review medications regularly; 

 management of drug withdrawal; 

 harm reduction interventions; 

 identifying PDM and making appropriate referrals; 

 prescribing that aims to minimise PDM. 

 

1.1.5 Research 

Further research is required, including: 

 comparison of actual prescribing with Pharmhouse database data to see what the 

correction factor needs to be; 

 an investigation of ways of targeting information about PDM to communities; 

 research with prescription drug misusers to better understand reasons for misuse, 

access to help and support, and impact on family and whanau; 

 research into the incidence of ódoctor shoppingô and ópharmacy hoppingô; 

 an investigation of issues specific to rural communities, including the impact of 

rurality on access to medicines, and on access to help, advice and treatment for 

PDM. 

Consider including questions on availability, use and price of illicitly obtained 

prescription medicines in National Household Surveys. 
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2 INTRODUCTION  

 

2.1 Background  

Prescription drug misuse (PDM) or abuse is a worldwide problem. In the US, 

prescription medicines are the second most misused class of drugs after cannabis, and 

it has been predicted that misuse of these substances will soon exceed illicit drug use 

[4].  PDM has been associated with a wide range of social and health harms, including 

medical emergencies, drug-related deaths, emotional or mental health problems, and 

problematic poly drug use [5]. However, although PDM is internationally recognised 

as a problem, it is often one which is overlooked by policy makers and treatment and 

harm reduction intervention providers, and is often misunderstood within the 

community. Indeed, a recent Australian report noted [6]:  

ñit can hardly be said that this area [prescription drug misuse] is one that is in fact 

conceptualised as a drug problem when compared to illicit drugs such as heroin or 

amphetamine or even licit drugs such as alcohol. Such indifference or lack of knowledge may 

even extend to the health professions and particularly general practitionersò (p.8).  

Indeed, the report goes on to comment on how, at a community level, there is often a 

lack of understanding of the risks associated with PDM, and the seriousness of 

dependence on them. 

In New Zealand, it is noted in the National Drug Policy (2007-2012) document [7] 

that: 

 ñdue to New Zealandôs geographic isolation, it is not easy to import heroin and raw opium in 

bulk; thus the majority of opioids abused in New Zealand have been prescription medicines 

(e.g. morphine sulphate tablets, methadone), poppies and home bakeò (p.31).  

The most recent national household data of 13-65 year olds indicate that 0.7% had 

ever tried morphine, and 1.7% ever having used tranquillisers [8].  Problematic use is 

also an issue. For example the use of tranquillisers such as benzodiazepines has been 

highlighted as a significant problem amongst people in drug and alcohol treatment 

services, and in a recent study 14% were diagnosed with sedative dependence [9]. 

Frequent drug users interviewed as part of the 2006 Illicit Drug Monitoring System 

(IDMS) reported that availability of opiates was óeasy/very easyô, and 50% of the 

intravenous drug users who took part in the study indicated that opiates were the drug 

most responsible for their drug-related work/study problems [10]. 

PDM poses issues at many levels. One key factor is the fine line between appropriate 

and inappropriate use of prescription drugs, and whether someone who misuses as a 

result of iatrogenic dependence poses the same problems as someone who obtains 

prescription drugs for recreational use, or to feed an illicit drug habit. The misuse or 

inappropriate use of prescription medicines has cost implications which may include 

dealing with adverse outcomes such as dependence, injecting-related harms, overdose 

and the broader social consequences of drug misuse. The treatment of PDM, including 

harm reduction interventions, poses complex problems in that not everyone who 

misuses these medicines is linked into the highly stigmatised illicit drug scene. Thus, 

services set up for illicit drug misusers may been seen by health professionals and 

patients alike as not an appropriate place for the management of iatrogenic 
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dependence, even though this is where the expertise often lies.  Furthermore, the issue 

of prevention of PDM needs to be carefully thought through, as simply preventing 

access through regulation can have negative impacts on legitimate patients as well as 

those who rely on prescription drugs to support their drug dependence. All these are 

issues which will be considered within this research, and resulting recommendations 

will take these into account. Although not considered as part of this research, any 

changes which alter the availability of prescription drugs may cause current misusers 

to move towards using illicit drugs, which in turn may result in more unknown and 

more harmful consequences. 

We can hypothesise that a significant proportion of the prescription medicines 

obtained for non-medical purposes in New Zealand will be accessed via primary 

healthcare, although not all prescription drugs available for misuse are in this way and 

some may also be diverted from secondary care, come from thefts from wholesalers, 

and nowadays also via the internet. 

óDrug seekingô from primary care presents a range of issues and challenges for 

primary healthcare practitioners (PHCPs) who may not be adept at managing patients 

who exhibit ódrug seekingô behaviour, and for whom the issue may have a significant 

impact both in terms of emotional stress and workload pressures. Studies have found 

doctors in the US failed to identify symptoms of substance misuse in patients [11] and 

that doctors find it hard to discuss prescription drug misuse with patients. When 

surveyed, pharmacists in Florida indicated a lack of training in this area, with those 

having been trained feeling more comfortable discussing the issue with patients [12].  

The legal availability of prescription medicines in New Zealand is governed by a 

number of factors. In New Zealand, medicines are classified as being available on 

prescription only, available through pharmacies only without the need for a 

prescription, or available through any outlet ï the latter two groups commonly being 

known as óover-the-counterò (OTC) medicines. For prescription medicines to be 

prescribed in New Zealand, they need to be registered by Medsafe. However, the 

availability of prescription drugs in New Zealand is generally controlled by Pharmac, 

as Pharmac decides which drugs will attract a government subsidy which is passed on 

to the patient. Thus, a particular prescription medicine may be theoretically accessible 

under licence through Medsafe, but not be available due to Pharmac not providing a 

subsidy, making it financially unfeasible for the drug company to supply the 

medication in New Zealand. Further complicating this, Pharmac may change the 

brand, the dosage form or the formulation (e.g. slow release or fast release) which is 

subsidised. All these may potentially have implications for PDM, as certain dosage 

forms and formulations are more attractive to intentional misusers. Thus, in terms of 

injecting drug misuse, capsules, where the contents might easily be emptied out and 

dissolved ready for injection, or liquid filled capsules, are more attractive than slow 

release tablets with large amounts of excipients which make preparing for injecting 

more difficult, and there are greater risks through injecting of materials not designed 

for this purpose.  

Most countries attempt to control the viability of abusable drugs through legislation. 

In New Zealand, this is through the Misuse of Drugs Act (MODA) and Regulations. 

As a means of restricting availability the MODA has utility, although research has 

shown that when prescription drugs are restricted by law or regulation, users will tend 
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to move to other available drugs as opposed to stop using them [13]. The MODA is 

currently under review.  

OTC drugs, available from pharmacies and other retail outlets, without a prescription, 

are not covered by this report. Regulations around which products are available vary 

internationally, but generally in developed countries such regulation is based on 

relative risk of adverse effects and/or abuse liability. There are concerns about 

misuse/abuse of OTCs in many countries ï the most common products of concern are 

those containing opioids, sedating antihistamines and stimulants (mainly 

pseudoephedrine as a precursor for the manufacture of methamphetamine). In New 

Zealand, OTC products containing any of these drugs are only available through 

pharmacies
2
, although intervention by pharmacists for a sale to occur is not required. 

Pseudoephedrine-containing products generally require a person to provide ID, 

although this is not mandatory, and such products have been classified as Controlled 

Drugs under the Misuse of Drugs Act (1975) and the Misuse of Drugs Regulations 

(1977) in order to facilitate convictions for importing.  

Whilst OTC medicine misuse is a concern, the milligram quantities of psychoactive 

drugs in these products are relatively low and limited under the law. However, their 

relative availability means they are attractive to some drug misusers, either for 

recreational use or to ótop upô when drugs of choice are unavailable. As with 

prescription drugs, people have become addicted to OTCs inadvertently as a result of 

misuse and overuse. No published research currently exists around the level of any 

OTC problems in New Zealand. 

In New Zealand, a patient is not required to register with one GP, as is the case in the 

United Kingdom, for example. Furthermore, patients pay a fee for an appointment. 

Recent changes in government funding have resulted in patients being encouraged 

to enrol with a Primary Health Organisation (PHO), in order to receive subsided GP 

visits and reduced prescription charges. Prior to this, patients could see any GP for 

treatment, and the PHOs that support GPs would not necessarily know about patient 

contact or prescriptions from other general practitioners. This situation is still possible 

as enrolment with a PHO is not mandatory and people are able to visit a GP by 

registering as a casual for a one off visit. Nonetheless, there is now the potential for 

ódoctor shoppingô to be more closely monitored with more patients enrolling using 

their unique identifier ï their NHI number. It is therefore theoretically possible to 

retrospectively use the patientôs NHI number to identify multiple requests for the 

same medication from different doctors. However, this relies on the person using their 

legitimate NHI number and not having multiple NHI numbers and PHOs having the 

ability and resource to extract data and analyse these patterns. 

                                                 
2
 The Medicines Act Section 3(3) & Section 52 & Section 51 outlines that shops that have a licence to 

sell medicines by retail can sell Pharmacy-Only medicines that are described in their licence.  Shops 

with Licences to sell medicines by retail are situated at least 10 kilometres by the most practicable 

route from a pharmacy. A licence to sell medicines by retail shall not authorise the sale by retail, or the 

supply in circumstances corresponding to retail sale, of any Prescription Medicine or any Restricted 

Medicine. Airports can also sell products such as meclozine, promethazine etc., which are classified in 

such a way that they are normally Pharmacy Only medicines, except when they are sold at transport 

terminals. 
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Currently, no research exists which has explored the issues around prescription drug 

misuse and diversion and primary care within New Zealand. At a broad level, this is 

highlighted within the National Drug Policy 2006ï2011 Consultation Document 

where the lack of mechanisms to measure the volume of diverted pharmaceutical 

drugs is acknowledged, alongside the fact that previous surveys on recreational use of 

these substances have focussed on tranquilliser use. Other drugs of concern noted in 

the document include ómorphine, methadone and other opioid-based pharmaceuticals, 

amphetamine, benzodiazepines, methylphenidate (Ritalin®) and ketamine [14]ô.   

This report presents findings from a study which was undertaken to explore 

prescription drug misuse in the context of drugs obtained through primary healthcare, 

specifically general practitioners (GPs) and community pharmacists (CPs), and sought 

to address some of the aforementioned information gaps in what we know about PDM 

in New Zealand.  

 

2.2 Study aims and methodology 

2.2.1 Aims 

The main aim of the research was to explore prescription drug misuse and diversion in 

the context of the issues for primary healthcare. In particular, the following key areas 

were investigated: 

1. Which drugs get misused / are the main substances of concern?  

2. How are such substances obtained?  

3. What do GPs and CPs do when they suspect there is a problem? 

4. What happens to the drugs after being diverted? 

5. How much prescription drug diversion occurs? 

6. What harms does it cause? 

7. How effective do GPs and CPs feel they are in preventing prescription drug 

misuse? 

8. How easily accessible and accurate are current prescription data? 

9. What can be done to begin to deal with these problems from a harm reduction 

perspective? 

 

2.2.2 Scope of the study 

2.2.2.1 Drugs included 

In this study we have defined prescription drug abuse as: ñthe misuse or illicit 

acquisition or diversion of prescription drugs for their psychoactive effectsò. Certain 

other pharmaceutical medicines have been excluded: 

 over-the-counter drugs; 

 drugs used in sport, e.g. anabolic steroids; 

 drugs only used in secondary care settings. 
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In the literature review, we have concentrated mainly on the key groups of 

prescription medicines identified as being of concern worldwide: opioids, stimulants 

and benzodiazepines.  

In the interviews undertaken in this study however, any drug with a psychoactive 

effect was included if it was mentioned by CPs, GPs and ókey expertsô (KEs), for 

example: antidepressants, antipsychotics, and barbiturates. Drugs such as ketamine, 

which are likely to be only prescribed in secondary care, do not appear in this study, 

due to the focus on primary care.  

 

2.2.2.2 Primary healthcare 

This study is exploring PDM from the perspective of primary healthcare ï specifically 

community pharmacy and general practice, as these are the two groups of primary 

healthcare practitioners who most are involved in the supply of such medicines, and 

are also the most likely primary healthcare practitioners to be impacted upon by PDM 

itself. It is acknowledged that prescription drug misuse occurs in other contexts ï and 

that drugs are obtained from a variety of sources, such as secondary care, direct 

diversion by health professionals and their staff ï and that the impact on healthcare 

goes beyond primary healthcare. The use of the Internet to obtain prescription 

medicines has not been included in this research as it does not form part of the 

primary healthcare system. 

 

2.2.2.3 Study methods 

 A literature review ï this review explores the literature on the size of the 

prescription drug misuse problem, drugs which are commonly misused, how they 

are obtained, harms associated with their use, issues for health practitioners, and 

current interventions available to prevent prescription drug misuse, reduce harms 

and provide treatment, in the context of primary care.  

 Qualitative semi-structured interviews with GPs, CPs and KEs. 

 A review of secondary data sources. 

 

2.3 Ethics approval 

Ethical approval for the study was granted by the University of Auckland Human 

Participants Ethics Committee (ref: 2007/033). 

 

2.4 Research advisory group 

An advisory group was formed for the study. This consisted of six individuals from a 

range of backgrounds (general practice, community pharmacy, regulatory authority, 

specialist drug and alcohol services, public health, consumer adviser) who provided 

guidance and support for the research team. Three advisory group meetings were held 

during the course of the study, where the members advised on issues such as sampling 
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and recruitment, data collection and analysis and interpretation of research findings. 

In addition, further consultation occurred via email. 

 

2.5 Structure of this report 

The remainder of this report is divided into four sections as follows: 

 Section 3 presents findings from the literature review 

 Section 4 presents findings from the interviews undertaken  with GPs, CPs and 

KEs 

 Section 5 presents findings from the review of secondary data sources 

 Section 6 contains a summary of the findings and recommendations. 
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3 LITERATURE REVIEW  
 

3.1 Introduction  

Prescription drug misuse is referred to in a variety of ways, including ópharmaceutical 

abuseô, óprescription drug abuseô, ónon-medical use of prescription medicationsô and 

óillegal use of prescription medicationsô. Additionally, an array of descriptions have 

been utilised to define these terms. Some examples include: 

 use without a prescription of the individual's own or simply for the experience 

or feeling the drugs caused [15] 

 the use of prescription medication to ñget highò, or to create an altered state, 
or for reasons (or by routes) other than what the prescribing clinician 

intended [16]  

 any misuse or non-medical use of a controlled psychotropic pharmaceutical 

drug ï that is, the use of a drug for something other than its intended medical 

or psychiatric purpose (for example, to get óhighô) [17] 

Overall, however, most classifications of the behaviour refer to the fact that the 

medicines are not used in the way (or for the purpose) that was intended (including 

the person for whom they were prescribed), and that they are taken for the 

(psychoactive) effects that they provide.  

 

3.1.1 Scope of this review 

This review was undertaken to supplement the studyôs primary data collection and is 

designed to act as a óscene settingô exercise and provide a basis from which the 

findings from the current study can be compared and placed in context. For this 

reason, we have been selective in choosing the data we are presenting and the reader 

should take note that it is not an exhaustive review of all the literature. In particular, 

where possible, we have paid particular attention to the focus of this report which is 

issues relating to primary healthcare. In this context, particular emphasis has been 

given to specific countries and individual topics. For example, whilst there is a wealth 

of material from the United States, and indeed some attention has been given to 

li terature from this country in this review, data from other nations which have greater 

similarity to New Zealand in terms of healthcare systems and drug markets (e.g. 

Australia) have been given a higher profile. This is also the case when exploring 

interventions that have been implemented to monitor or prevent prescription drug 

misuse.  

The review is divided into the following sections: 

 Overview of the size and nature of the problem across key countries ï United 

States, United Kingdom, Australia, Canada and New Zealand on key drugs of 

abuse (opioids, benzodiazepines and stimulants). 

 Harms associated with prescription drug misuse. 

 Access to prescription medicines via primary care. 
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 Examples of interventions that have been implemented to monitor or prevent 

prescription drug misuse. 

 

3.1.2 Review Methodology 

A combination of published and unpublished (ógreyô) literature was included in the 

review. This also incorporated web-based publications.  

For published literature, several databases / search engines were utilised, including 

MEDLINE, CINAHL, PsycINFO, EMBASE, and Google Scholar. Articles published 

from 1997 onwards were accessed. Following these initial searches the lead 

researcher for the study reviewed the article abstracts and deleted those that were not 

relevant. This included articles concerned with prescription drug misuse that sat 

outside of the scope of this study (e.g. within non-primary healthcare settings such as 

hospitals). óGreyô literature was accessed via internet searches, relevant email lists, 

and through contacting research institutions and individual researchers with specialist 

knowledge in this field.  

It should be highlighted that two key documents were rich sources of data in 

undertaking this review: the recently published óInquiry into the misuse/abuse of 

benzodiazepines and other forms of pharmaceutical drugs in Victoriaô [6] and the 

2005 CASA publication óUnder the counter: the diversion and abuse of controlled 

prescription drugs in the U.S.ô [5].   

 

3.2 Overview of the size and nature of the problem  

Prescription drug misuse has been highlighted as a worldwide problem [4]. The theme 

of the 2006 report from the International Narcotics Control Board (INCB) was 

óinternationally controlled drugs and the unregulated marketô. In their report, the 

Board states that: 

While there is no precise figure on the amount of internationally controlled substances 

reaching patients through the unregulated market, it is believed to be increasing rapidly. In 

some regions, people abuse licitly produced prescription medicines in quantities similar to or 

greater than the quantities of illicitly manufactured heroin, cocaine, amphetamine and opioids 

that are abused. (p. 6) 

They also highlight: 

This is a serious situation that requires action from all those concerned, including 

Governments, professional organisations, the pharmaceutical industry and international 

organisations. (p. 5) 

The difficulties of estimating the prevalence of misuse of prescription drugs has been 

highlighted [18, 19]. This is usually due to a lack of data, or availability of 

information that provides only part of the picture (e.g. statistics on levels of use ï 

rather than misuse ï of different prescription medicines). In March 2007, the INCB 

noted that ómost countries do not have any mechanism to systematically collect data 

to document this abuse, and are not aware to what extent drugs are being diverted 

and abusedô [4]. 
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Despite this, there is a wealth of literature on the topic which provide some insight 

into the nature and extent of the problem, including which prescription drugs are more 

commonly misused. Much attention has been given to increasing rates of misuse of 

opioids across a number of countries ï OxyContin®, for example, has been 

highlighted as a particular concern in countries such as the United States and Canada 

[20, 21]. Whilst the focus of the INCBôs latest report is broader than the current 

study
3
, two of the óspecial topicsô in the report include the increasing trafficking in 

and abuse of fentanyl (including its diversion via theft, fraudulent prescriptions and 

illicit distribution by patients and healthcare practitioners) and the diversion of 

substances (such as buprenorphine and methadone) from substitution treatment [4]. 

The misuse of benzodiazepines would also appear to be an issue in many countries 

across the world, with much written about the potential for dependence and the 

negative consequences of long-term use of these substances [4-6, 22-24]. 

Furthermore, prescription stimulants, in particular the abuse of methylphenidate 

(Ritalin®) has received growing attention [4, 25, 26]. This is especially the case with 

regard to youth use of the substance in the United States [5, 27, 28]. Whilst the abuse 

of anti-depressants has been noted in the literature [29, 30], these substances tend to 

have a lower profile than those noted above. In Australia for example, there have been 

reports that intravenous use of these substances is not commonplace amongst injecting 

drug users, and likely to be experimental rather than routine behaviour [29].  

The following sections report on patterns and prevalence of misuse of the key 

prescription medicines noted above across the following countries: 

 United States 

 United Kingdom 

 Australia  

 Canada 

 New Zealand. 

 

3.2.1 United States (U.S.) 

Approximately six percent of the U.S. population (15.1 million people) reported abusing 

controlled prescription drugs in 2003, higher than the combined number abusing cocaine (5.9 

million), hallucinogens (4.0 million), inhalants (2.1 million) and heroin (328,000). Abuse of 

controlled prescription drugs has been increasing at a rate twice that of marijuana, five times 

greater than cocaine and 60 times greater than heroin. (CASA 2005, p. 24) 

There is a vast amount of literature from the United States on prescription drug 

misuse. Not withstanding the size of the county, it would also appear to be a reflection 

of the extent of the issue and the media attention it is receiving, given reports that 

prescription drug abuse has become prevalent in the United States [5, 19, 20]. Indeed, 

recent statistics suggest that levels of abuse are second only to the abuse of 

cannabis/marijuana [4, 15, 19] and a recent report estimated that the number of people 

abusing controlled prescription drugs increased by 94% between 1992 and 2003 [5]. 

                                                 
3 The INCB report covers drugs entering the unregulated market through a number of channels outside 

primary healthcare (e.g. the Internet). 
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In addition, contrary to patterns of illicit drug use, there have been reports that it is 

most widespread in suburban, rural and smaller urban areas [20, 26].   

The most prescribed ï and diverted ï narcotic drug in the United States has been 

reported to be hydrocodone [4]. Another study has highlighted that the abuse of 

OxyContin® (as well as hydrocodone products) as being the most prevalent and 

widespread, with abuse of OxyContin® evident almost exclusively in Caucasian 

individuals [20]. The authors of this study also note that whilst OxyContin® abuse is 

exhibiting an ongoing upward trend, it appears to be a general pattern of increasing 

prescription drug misuse and they hypothesise that this substance may simply be the 

ódrug of choiceô among recreational users and addicts, with the potential that levels of 

use may decrease over time [20].  

The National Survey on Drug Use and Health (NSDUH) is the primary source of 

information on both legal and illicit drug use amongst the U.S. population aged 12 

years and over. Conducted annually, nearly 70,000 individuals are interviewed each 

year, on their use of a range of substances, including nonmedical use of prescription-

type drugs
4
 [15]. The 2006 NSDUH identified that 7.0 million people aged 12 years 

or over (2.8% of the population) had misused prescription-type psychotherapeutics in 

the past month.  Of these, three quarters (5.2 million) had misused pain relievers 

(whilst this was an increase from 4.7 million in 2005, the change is not statistically 

significant). Other psychotherapeutics misused included tranquilisers (1.8 million), 

stimulants (1.2 million) and sedatives (385,000) [15]. Last year misuse of 

tranquillisers has remained constant (at around 2%) across each year of the survey. 

Stimulants were the only psychotherapeutic which showed a significant increase in 

the number of past year initiates
5
 between 2005 and 2006 (from 647,000 to 845,000) 

[15]. 

Table 1 displays past-month use of psychotherapeutics relative to other illicit drugs 

amongst people aged 12 years or older. The ónon medical use of psychotherapeuticsô 

grouping within the table includes óthe nonmedical use of pain relievers, tranquilizers, 

stimulants, or sedatives and does not include over-the-counter drugsô [15]. 

 

Table 1: Types of illicit drug use in the past month among persons aged 12 or 

older: numbers in thousands, 2006 

 
Drug 2006 

Marijuana and Hashish 14,813 

Cocaine   2,421 

      Crack      702 

Heroin      338 

Hallucinogens   1,006 

      LSD      130 

                                                 
4 óNonmedical use of prescription-type psychotherapeuticsô included the nonmedical use of pain 

relievers, tranquilisers, stimulants, or sedatives (did not include over-the-counter drugs). óNonmedical 

useô was defined as use without a prescription of the individual's own, or simply for the experience or 

feeling the drugs caused.  

5 óPast year initiatesô are defined as persons who used the substance for the first time in the 12 months 

prior to the date of the interview. 
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      PCP        30 

      Ecstasy      528 

Inhalants      761 

Nonmedical use of psychotherapeutics   6,991 

      Pain Relievers   5,220 

      OxyContin®      276 

      Tranquilizers   1,766 

      Stimulants   1,191 

      Sedatives      385 

 
Source: [15], adapted from p. 232 

 

Data from the NSDUH survey undertaken in 2006 show that 1.1% of adults aged 26 

or older reported lifetime
6
 nonmedical use of OxyContin®. In addition, males and 

females had similar rates of past month misuse of OxyContin® (0.1% for both) [15]. 

Prescription drug misuse amongst youth has received much attention in the United 

States [31-37]. Whilst the NSDUH data show a decline in non-medical use of 

prescription drugs amongst 12-17 year olds between 2002 and 2006 [15], CASA 

reports that there was a 212% increase in the number of young people in this age 

range abusing controlled prescription drugs between 1992 and 2003 [5]. A press 

release of key findings from the Monitoring the Future Study
7
 (2007) highlighted that 

annual prevalence of use of Ritalin® has declined since 2001 when its non-medical 

use was first measured in the study ï with total declines overall of between 25 and 42 

percent during this time period at each grade level [28]. When considering the overall 

use of prescription psychotherapeutic drugs amongst this youth population, it is 

reported that: 
While most of the illicit drugs have shown considerable declines in use over the past decade or 

so, most prescription psychotherapeutics did not; in fact, a number of them showed steady 

increases in use outside of their legitimate medical use (amphetamines being the single 

exception). These include sedatives, tranquillisers, and narcotic drugs other than heroin (most 

of which are analgesics). As a result, they have become a relatively more important part of the 

nationôs drug abuse problem. Fortunately, most of them have shown signs of levelling or even 

of beginning a gradual decline over the past couple of years (Johnston et al, 2007, p. 3).  

 

3.2.2 United Kingdom 

There are limited data available on the extent of prescription drug misuse within the 

United Kingdom. Some household surveys have collected information on the 

prevalence of misuse of selected prescription drugs (particularly tranquillisers) [38, 

39] and there are some data on patterns of use and diversion techniques amongst drug 

users in treatment [40, 41], but an overall picture of the magnitude of the problem is 

lacking. Fountain and colleagues (2000) note that despite the size of the market of 

diverted prescription drugs being ósubstantialô, that systems for ómonitoring and 

                                                 
6 óLifetime useô was defined as use of a specific drug at least once in the respondent's lifetime. This 

measure included respondents who also reported last using the drug in the past 30 days or past 12 

months. 

7  This study, which began in 1975, comprises of surveys of nationally representative samples of 

American high school students. The 2007 survey involved nearly 50,000 students in over four hundred 

schools.  
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reporting on the extent of prescription drug diversion in the United Kingdom are 

ópoorly developedô [40]. A recently announced óInquiry into the Misuse of 

Prescription and Over-the-Counter Drugsô suggests, however, that some attention is 

being given to this issue. The All Party Parliamentary Group on Drug Misuse which 

launched the inquiry is seeking to identify the scale of the problem in the United 

Kingdom, identify associated harms, and review the adequacy of  help and support for 

people affected by prescription drug misuse  [42].  

A survey of private households (involving 8,580 participants) carried out in 2000 

included questions on illicit drug use (which was defined as óexcluding use prescribed 

by a doctorô). One of the drugs included was non-prescribed methadone. The lifetime 

prevalence rate for use of this substance was less than 1%, with last year use one per 

thousand population. Data on the use of (non-prescribed) tranquillisers was also 

collated
8
. Prevalence of lifetime use for tranquillisers across the total sample was 3%, 

with the largest number of ólifetimeô users in the 20-24 year category [38].  

The British Crime Survey is a nationally representative survey of adults living in 

private households in England and Wales [39]. Over 47,000 adults
9
 participated in the 

2006/2007 wave. As part of data collection on a number of crime-related topics, 

participants were asked about their use of a range of illicit substances.  Those relevant 

to this review include ótranquillisersô, which are either classified as Class B (e.g. 

barbiturates) or Class C (e.g. benzodiazepines) drugs under the Misuse of Drugs Act 

in the United Kingdom. It should be noted that in the survey the specific tranquilliser 

used was not specified by respondents. Thus, it is not known what proportion of use 

in the following information relates to benzodiazepines specifically. The latest report 

of findings (2007) show that 2.9% of 16-59 year olds had ever used tranquillisers, 

0.4% had used them in the last year, and 0.2% had used them in the last month. When 

looking at young peopleôs use of tranquillisers specifically, the data reveal that 0.6% 

had used the substances in the last year, and 2.3% reported having ever used them in 

their lifetime. Lifetime use across the total sample (i.e. 16-59 year olds) differed 

according to gender, with 3.4% of males and 2.5% of females reporting this 

behaviour. The report also includes a summary of drug trends between 1998 and 

2006/7. These data show that there was a decrease in last year use of tranquillisers 

amongst 16-59 year olds (0.7% to 0.4%). This was similar for those aged 16-24 years, 

with a statistically significant decrease in last year use over the same time period 

(1.5% to 0.6%) [39]. 

A survey of arrestees
10

 in England and Wales aged 17 years and collected information 

on drugs taken in the last month, including unprescribed methadone. Five percent of 

the sample had used the substance during this time period with the greatest proportion 

from the 25-34 year age category [43]. 

There are some data available on drug users in treatment and their behaviour with 

regard to prescription drug misuse. For example, it has been estimated that the 

                                                 
8 The question on use of these drugs (which was completed by the respondent on computer) listed 

ótemazepamô and óvaliumô as examples of the type of substances that this referred to. 

9 Respondents aged 16 to 59 years only were eligible for the drugs module of the survey. 

10 The eligible population was defined as people aged 17 and over in England and Wales who had been 

arrested on suspicion of committing an offence and who had not participated in the survey previously.  
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proportion of drug users in treatment who sell prescribed drugs ranges from 5% to 

34%, and that there is some variation in the type and amount of diverted substances 

across geographical areas [40]. The National Treatment Outcome Research Study 

(NTORS) ñinvestigates outcomes for drug misusers treated in existing services in 

residential and community settingsô [41]. Findings from the study published in 2003 

identified that more than half the drug misusers entering the programmes were using 

non-prescribed benzodiazepines [41]. 

 

3.2.3 Australia  

There is a growing body of literature from Australia on the issue of prescription drug 

misuse. Whilst focussing on benzodiazepines and narcotic analgesics (opioids) 

specifically, the recently published óInquiry into the misuse/abuse of benzodiazepines 

and other forms of pharmaceutical drugs in Victoriaô [6] provides a thorough 

overview of the current óstate of playô with regard to this issue. The Illicit Drug 

Reporting System (IDRS) [29, 44] and national household surveys [45] also 

contribute important data on the nature and extent of the problem.  

It has been reported that an increasing number of prescription medicines are being 

misused within Australia [6, 29]. The latest findings from the Illicit Drug Reporting 

System (IDRS) highlight that a reduction in the availability of heroin and low purity 

of this drug has contributed to injecting drug users using a wide array of diverted 

prescription medicines (e.g. morphine, oxycodone, benzodiazepines, methadone and 

buprenorphine) both in place of, or as well as, heroin. In 2006, the most commonly 

injected pharmaceutical reported by injecting drug users (IDUs) was morphine, and 

there were increases in the prevalence of use of this substance across several 

jurisdictions [29]. 

Data from the 2004 National Drug Strategy Household Survey
11

 reveal that 3.8% of 

Australians aged 14 years and over had used pharmaceuticals for non medical 

purposes
12

 within the preceding 12 months, and 7.6% had used them in this way at 

least once in their lives [45]. It is important to note, however, that ópharmaceuticalsô 

was not exclusively medicines obtained by prescription; thus, some of these data will 

include non medical use of OTC drugs. Of those who had used the drugs recently (i.e. 

in the last 12 months) around one third (30.1%) did so once or twice a year, and a 

quarter were using them on a daily or weekly basis. The pharmaceutical most likely to 

be used in the last 12 months (by 3.1% of the sample) was pain-killers/analgesics, 

followed by tranquillisers/sleeping pills (1%). Pain-killers/analgesics were the second 

most used substances overall (behind marijuana/cannabis), and levels of last year use 

of tranquillisers/sleeping pills were similar to that of cocaine [45]. 

As displayed in Table 2 below, those aged 20-29 years were more likely than any 

other age group to have used pharmaceuticals for non-medical purposes in all time 

periods.  

                                                 
11 Around 30,000 people aged 12 years and over participated in the 2004 National Drug Strategy 

Household Survey, which explored both licit and illegal drug use behaviour .  

12 Pharmaceuticals used for non-medical purposes is defined as óthe use of pain-lillers/analgesics, 

tranquillisers, barbiturates and/or steroids for non-medical purposesô.  
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Table 2: Pharmaceuticals for non-medical purposes use, persons aged 14 years 

and older, by age, by sex, Australia, 2004 
 Age group Sex 

Period 14-19 20-29 30-39 40+ Males  Females Persons 

(percent) 

In life time 6.3 10.8 9.0 6.4 8.2 7.0 7.6 

In the last 12 months 4.0 5.1 3.9 3.3 3.6 3.9 3.8 

In the last month 1.6 2.4 2.0 2.0 1.9 2.2 2.0 

In the last week 0.8 1.2 1.2 1.2 1.1 1.3 1.2 

 
Source: Adapted from [45], p. 47 

 

The Australian equivalent
13

 of the Illicit Drug Monitoring System in New Zealand is 

the IDRS. This was established to gather information on illicit drug trends and has 

been conducted across all jurisdictions and territories in Australia since 2000. The 

three components of the IDRS include interviews with IDUs, interviews with ókey 

expertsô and analysis of relevant indicator data sources [29].  

Table 3 displays data from the 2006 IDRS on selected prescription drugs that were 

used by injecting drug users in the preceding six months.  This is presented by 

jurisdiction and provides an overview of both licit
14

 and illicit
15

 use of the substances.  

In addition, findings reveal that around one third (36%) of the national sample 

reported having used illicit benzodiazepines in the preceding six months and nearly 

half (47%) had used illicit morphine during this timeframe. Levels of use of the 

different prescription drugs varied across the different jurisdictions. For example, 

recent illicit use of pharmaceutical stimulants was reported by 40% of IDUs in 

Tasmania, compared with 5% in New South Wales. Similarly, only 7% of the 

Northern Territories sample reported using illicit  oxycodone in the preceding six 

months, whereas 42% of IDUs in Western Australia had recently used this substance. 

Of note are the data on buprenorphine, with between 6% and 30% having used illicitly 

obtained buprenorphine-only formulations and up to 9% having used buprenorphine-

naloxone formulations in the preceding 6 months [29]. 

                                                 
13 Whilst the drug monitoring systems across the two countries are similar, a key difference in the 

sampling is that whilst the IDRS involves interviews with injecting drug users only, the IDMS gathers 

information from frequent drug users, a proportion of which (but not all) are intravenous drug users.  

14 óLicitô is defined as ópharmaceuticals (e.g. methadone, buprenorphine, morphine, oxycodone, 

benzodiazepines, antidepressants) obtained by a prescription in the userôs name. This definition does 

not take account of ódoctor shoppingô practices; however, it differentiates between prescriptions for 

self as opposed to pharmaceuticals bought on the street or those prescribed to a friend or partnerô.  

15 Illicit is defined as: ópharmaceuticals obtained from a prescription in someone elseôs name, e.g. 

through buying them from a dealer or obtaining them from a friend or partner. The definition does not 

distinguish between the inappropriate use of licitly obtained pharmaceuticals, such as the injection of 

methadone syrup or benzodiazepines, and appropriate useô.  
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Table 3: Selected prescription drugs used by injecting drug users (as a 

percentage) in the preceding six months, by jurisdiction, 2006 

 
NSW 

n=152 

ACT 

N=100 

VIC 

n=150 

TAS 

n=100 

SA 

n=100 

WA 

n=100 

NT 

n=100  

QLD 

n=112 

Form of drug         

Methadone syrup %         

Licit  47 40 31 49 33 23 6 20 

Illicit  26 38 10 46 21 21 16 15 

Methadone 

(Physeptone) % 
        

Licit  2 1 0 4 1 0 3 0 

Illicit  5 6 2 48 20 18 26 6 

Buprenorphine %         

Licit  20 16 32 4 21 16 16 24 

Illicit  19 34 29 6 14 32 14 30 

Buprenorphine-

naloxone % 
        

Licit  <1 0 11 0 8 9 1 12 

Illicit  0 1 5 0 1 9 0 7 

Morphine %          

Licit  7 8 7 4 10 12 31 11 

Illicit  31 52 31 58 48 51 70 51 

Oxycodone %         

Licit  5 6 5 2 5 8 5 8 

Illicit  18 22 24 29 20 42 7 21 

# Other Opiates %         

Licit  4 7 6 3 5 3 0 7 

Illicit  3 2 3 15 2 3 0 5 

* Pharmaceutical 

Stimulants% 
        

Licit  <1 3 1 0 2 4 1 2 

Illicit  5 35 8 40 10 44 10 7 

Benzodiazepines %         

Licit  26 31 53 48 55 54 21 44 

Illicit  37 36 31 46 32 32 34 41 

Antidepressants %         

Licit  22 18 22 28 16 36 24 21 

Illicit  3 3 5 3 1 7 2 4 

  
# óOther opioidsô include codeine preparations, opium and pethidine.  

* IDUs were asked about their use of ópharmaceutical stimulantsô or prescription amphetamines (including 

dexamphetamine). 

Source: Adapted from [29], pp. 22-23 

 

It is particularly relevant to examine data from the Tasmanian component of the 

IDRS, given the stateôs similarity to New Zealand in that heroin has traditionally not 

been widely available and the region has a history of opioid-based pharmaceuticals 

being injected. The most recent findings from the 2006 wave of the Tasmanian 

IDRS
16

 identified an increase in use of oxycodone, and that nearly two thirds (62%) of 

the sample reported recent use of morphine. Injection of benzodiazepines remains an 

ongoing problem, with rates higher in this region than those identified in other 

Australian states. In addition, use of alprazolam is highlighted as a particular concern, 

                                                 
16 This involved interviews with n=100 injecting drug users, information gathered from n=31 

professionals working with substance-using populations, and a review of drug use indicator data. 
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with evidence that it has replaced temazepam gel capsules
17

 and is being used in 

similar ways to this formerly-available substance. The authors state that ópatterns of 

benzodiazepine use and injection in the state continue to warrant very close attentionô 

[44]. 

Between 2003 and 2006, the IDRS recorded use of pharmaceutical stimulants 

(including dexamphetamine and methylphenidate) under the ómethamphetamineô 

category. From 2006, however, they comprise their own category and thus the most 

recent report from the IDRS presents these data separately.  In 2006, 18% of IDUs 

reported using (in the last six months) pharmaceutical stimulants that had not been 

prescribed to them, and 13% reported injecting these substances, compared to those 

that were accessed licitly (2% used and <1% injected). A quarter of the national 

sample also reported having óever injectedô pharmaceutical stimulants that were not 

prescribed to them. Prevalence of use was highest
18

 in Western Australia (45%), 

Tasmania (40%) and the Australian Capital Territory (38%), and lowest in New South 

Wales (5%) [29]. 

 

3.2.4 Canada 

In 2007 the INCB reported that Canada was experiencing an increase in the diversion 

and abuse of pharmaceutical preparations containing opioid analgesics, such as 

codeine, hydromorphone, morphine, pethidine and oxycodone. They highlight that the 

abuse of OxyContin® is a particular concern. They also note, however, that the exact 

extent of the overall level of prescription drug misuse within Canada is unknown [4]. 

This has also been reported elsewhere: 

éthere are few Canadian statistics on the number of people who use prescription drugs for 

non-medical purposes. Indeed, there is minimal research information regarding the extent of 

prescription drug diversion and abuse in Canadaé As a result, indirect inferences about the 

extent of prescription drug abuse in Canada are usually limited to examining distribution and 

sales statistics, and year-to-year trends in prescribing practices for specific classes of drugs 

(Weekes et al, 2008, p.2). 

Concerns raised over the abuse of OxyContin® were sufficient that in 2003 the 

Government of Newfoundland and Labrador implemented a communications strategy 

(to inform the general public on the risks of OxyContin® misuse and abuse) and put 

in place a Task Force to ómake recommendations on a comprehensive strategy for the 

management of OxyContin and other related narcotics abuseô. Information collected 

by the Task Force has suggested that an increasing number of young people are 

misusing this substance [21]. 

The OPICAN cohort was established in Canada in 2001 to assess opioid use patterns 

and behaviours of users of these substances outside of treatment [46]. With 

participants recruited from seven
19

 different locations, the study sought to produce a 

cross-section of illicit opioid use in both large and medium sized cities across the 

                                                 
17 Given concerns over injecting-related harms temazepam gel capsules were removed from the market 

in Australia in 2004. 

18 Prevalence of injecting pharmaceutical stimulants was also highest in these three jurisdictions. 
19 Originally drawing participants from five study cites, two additional cities (Fredericton and St. John) 

were added in 2005. 
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country. Data from the 2005 follow-up reveal that heroin was the most commonly 

used opioid in only two of the study sites, and was nearly absent at four sites. In these 

four cities, the predominant opioids used by the majority of participants were 

prescription opioids (e.g. oxycodone, morphine, hydromorphone). The authors assert 

that these and other findings suggest that heroin use has become increasingly 

marginalised, with the use of prescription opioids having become the predominant 

form of illicit  opioid use. They also highlight that, whilst study participants reported 

that heroin was purchased from drug dealers, a large proportion of prescription 

opioids used were accessed either directly or indirectly (e.g. via friends) from supplies 

in the medical system [47]. 

The misuse of benzodiazepines in Canada has also been raised as an issue [4, 18]. 

Whilst this review did not identify any data on misuse of prescription stimulants from 

Canada, it has been reported that prescriptions for methylphenidate (Ritalin®) 

increased by 46 per cent between 1999 and 2003 [4].  

 

3.2.5 New Zealand 

There are no data available which provide an overview of the extent of prescription 

drug misuse in New Zealand. Existing information is generally restricted to 

prevalence of use (or misuse) of a small number of prescription medicines and there is 

a lack of information on the overall size of the problem.  

National drug surveys
20

 undertaken in 1998 and 2001 [48] collected information on 

órecreational useô of tranquillisers and morphine. Findings from the 1998 survey 

showed that just over two percent of the sample had ever used tranquillisers
21

 for 

recreational purposes, and less than one percent had used the substances in this way in 

the preceding 12 months. The 2001 national survey revealed no change in óever usedô 

or ólast yearô use of the drug, but identified a decrease in the current use of 

tranquillisers (which reflected a decrease in use amongst males) [48].  

Findings across the 1998 and 2001 household surveys indicate that levels of morphine 

use remained constant, with the proportion of the sample who had óever triedô the 

drug static at around 1%, and current use at <1% percent both years [48]. The Illicit 

Drug Monitoring System (IDMS) findings from 2006 also report on ñopiate useò in 

the general population ï drawing on data from the 2006 National Survey of Legal 

Party Pill Use. This reveals that the proportion of the New Zealand population aged 

13-45 years who had óever triedô opiates did not change between 2003 and 2006, as 

did the proportion who had used opiates in the previous 12 months (although it is 

acknowledged that these results should be viewed with caution due to the low 

numbers involved) [10].  

                                                 
20 Both the 1998 and 2001 surveys used the Computer Assisted Telephone Interviewing (CATI) 

method for interviewing people living in private dwellings within New Zealand. The 1998 survey 

sampled 15-45 year olds, with the 2001 survey extended to include people aged 13-45 years. 

21 Examples of tranquillisers given in the survey included: ódowners, valium, blues, serepansô. (From 

http://www.aphru.ac.nz/projects/drugs%202001%20Append%203.htm#Appendix%203).  

http://www.aphru.ac.nz/projects/drugs%202001%20Append%203.htm#Appendix%203
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The 2003 ñNew Zealand Health Behaviours Survey ï Drug Useò
22

 was undertaken to 

provide information on recreational drug use and to identify drug-related harms within 

the New Zealand population [8].  Findings revealed that males were significantly 

more likely than females to have used (amongst other drugs) ótranquillisers
23
ô and 

ópoppies, morphine and other opioidsô. MǕori were also significantly more likely than 

non-MǕori to have used tranquillisers at least once during their lifetime. Prevalence of 

ólifetime useô of morphine (0.7%) was slightly lower than that of tranquillisers (1.7%) 

[8].  

The IDMS is designed to ñprovide ongoing and timely information on changes in 

drug use and drug-related harm in New Zealandò [10]. Established in 2005, it draws 

on three sources of information: face-to-face interviews with frequent drug users 

(FDUs), interviews with ókey expertsô, and secondary data sources on drug-related 

statistics. Although not the focus of IDMS, some data on prescription drug use are 

collected. Data from 2006 can be found in Section Five of the report where they are 

further described. 

The 2006 IDMS found that 55% of FDUs had ever tried ñother opiatesò
24

, 32% had 

used in the last 6 months, using on average 68 days in that time period. Of those who 

had used, 81% had injected in the last 6 months. It was also noted that just over half 

(51%) of the sample had ever used benzodiazepines and around a third (30%) had 

used in the last 6 months with an average use of 39 days in that time period. Four 

percent of the FDUs named benzodiazepines as the drug type most responsible for 

their legal/police problems and 10% reported that they had driven under the influence 

of benzodiazepines (in comparison, 15% stated that they drove under the influence of 

óopiatesô). In addition, it was reported that there was an increase of 90% in the number 

of calls to the Alcohol and Drug Helpline
25

 in relation to the use of benzodiazepines 

(from 187 in 2002/3 to 356 in 2005/6), with calls relating to use of these substances 

accounting for 6% of all approaches to the helpline in 2006 [10].  

The latest IDMS report provides insight into the price, purity and availability of 

opioids in the previous six months [10]. Whilst this includes opioids such as heroin 

and poppies (i.e. not just prescription opioids), when asked to specify the types of 

opioids for which they had knowledge, morphine derivatives (MST®, M-Eslon®, 

Kapanol®) were the opioids FDUs most commonly were informed about. Eighty six 

percent of FDUs reported the current availability of opioids as being either óeasyô or 

óvery easyô, with nearly three quarters (73%) reporting that this had been óstableô in 

the previous six months.  The price of these substances was also reported as having 

been óstableô during this time period by around two thirds (65%) of the sample. Just 

under half (46%) thought óabout the sameô number of people they know were using 

opioids and 40% described the current purity of these substances as óhighô.  

                                                 
22 The target population for the survey was people aged 13-65 years living in private residential 

dwellings and it was conducted via a computer-assisted telephone interview (CATI) system. 

23 Drugs referred to as tranquillisers in the questionnaire included sedatives/hypnotics (e.g. 

benzodiazepines).   

24 ñOther opiatesò ï examples given ï morphine, misties, homebake, M-Eslon, Kapanol. 

25 The helpline is a free 0800 telephone information, referral and intervention service run by the 

Alcohol Drug Association of New Zealand (ADANZ). 
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The IDMS reported that just over half (53%) of FDUs had ever tried Ritalin® and 

25% had used in the last 6 months, using on average 27 days in that time period. 

Overall, injecting was the most common route of administration (66% of the whole 

sample, although amongst ecstasy users as opposed to IDUs or methamphetamine 

users, snorting was the most popular route) [10]. When looking at the IDU sample 

specifically, 43% had used Ritalin® in the past six months, and 90% of those who had 

used it had done so intravenously in this time period [49]. 

Additional data from the IDU sample specifically reveal that 85% had óever usedô 

benzodiazepines, with just over half (52%) ever having injected these substances. 

Ninety five percent of IDUs had óever usedô óother opiatesô (morphine, MST, 

homebake, M-Eslon, Kapanol), with a similar figure (97%) reporting that they had 

óever injectedô óother opiates.  Around one in five (19%) had ever used anti-

depressants. With only a quarter of the IDU sample having used internationally 

sourced heroin in the last six months, the authors state that [49]: 

ñThe findings concerning the drug use patterns of injecting drug users support the 

understanding that pharmaceutically sourced opioids, such as morphine, methadone and 

óhomebake heroinô, are the main opioids currently used in New Zealandò. (p.4) 

A review of opioid poisoning deaths in New Zealand between 2001 and 2002 revealed 

that, of the 92 deaths, morphine ï closely followed by methadone ï was the most 

frequently reported opioid [50]. The authors highlighted that it was not possible to 

identify whether individuals who died had obtained the substance illegally or via a 

legitimate prescription. In a letter to the New Zealand Medical Journal (in response to 

the aforementioned report on opioid poisoning deaths) the Lead Medical Officer from 

the Auckland Methadone Service stated that 83% of clients entering the programme 

between 1998 and 2004 were using morphine sulphate tablets [51]. 

 

3.3 Harms  

In considering the harms related to prescription drug misuse, it is worth noting the 

comments of the Drugs and Prevention Crime Committee in their recent report [6]: 

When most people think of drug-related harm they tend to think of harm due to illegal drugs. 

Over the last 20 or so years there has been a concerted push to have the wider community 

recognise the adverse effects of the legal, and most widely-used drugs, namely alcohol and 

tobacco. But prescription drugs, whilst of great benefit to many ill people in the community, 

are also increasingly being misused and associated with serious harms. Indeed, as efforts to 

disrupt illicit drug markets and further restrict their use continue, we can expect the non-

medical use of diverted pharmaceuticals to grow. This should be of concern to us as a 

community, not least because evidence suggests that pharmaceutical drug misuse may be an 

early pathway into misuse of a range of drugs, but also because the misuse of these drugs in 

themselves poses major risks to health and wellbeing at an individual, family and community 

level (p.89). 

The National Center on Addiction and Substance Abuse assert that the abuse of 

controlled prescription drugs has had óserious consequencesô and highlight a range of 

harms associated with this behaviour. These include the risk of addiction and 

dependence, drug-related deaths, visits to hospital emergency departments and 

financial, emotional, social and other health problems [5].  

This section provides an overview of some of the key harms associated with 

prescription drug misuse.  
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3.3.1 Dependence 

Much has been written about the risk of dependence as a result of misusing 

prescription drugs, particularly benzodiazepines and opioids [5, 6, 22, 24, 36, 52-56]  

Blanco and colleagues reported that in the United States there have been substantial 

increases over the past decade or so, both in the prevalence of non-medical use of 

prescription medicines, as well as prescription drug use disorders (i.e. abuse and/or 

dependence). Their review of data from two large national surveys undertaken 10 

years apart identified that the prevalence of drug use disorders increased by 67% and 

was due to increased (non-medical) use of these drugs, rather than an increase in the 

frequency of such disorders amongst users [52]. 

 

3.3.2 Intravenous use of prescription medicines 

Prescription drugs used non-medically may be injected, particularly where the form of 

the drug (e.g. gel-filled capsules) facilitates this process. There has been widespread 

reporting of intravenous use of benzodiazepines and opioids (e.g. morphine) and to a 

lesser extent stimulants (e.g. methylphenidate) [4, 13, 22, 29, 57, 58] 

Injecting behaviour carries with it a number of risks, regardless of the substance 

involved. These include the risk of transmission of blood-borne viruses. Other harms 

linked specifically to prescription drugs include those related to the injection of 

medicines designed for oral administration [57, 59]. Risks associated with this 

behaviour include venous thromboses, vascular damage, and tissue damage leading to 

ulcers and gangrene [13, 59, 60]. The 2007 INCB report highlighted the incidence of 

methylphenidate products being crushed for injecting and the associated health risks 

with this [4]. 

IDU in Australia reported injection-related problems due to the injection of oral 

preparations such as benzodiazepines, buprenorphine and morphine. The main 

problems reported included ódifficulty injectingô and óscarring and bruisingô [29].  

Another Australian study which also drew on IDRS data (2001-2004) explored the 

harms of injecting amongst IDU who had recently used morphine intravenously. The 

most commonly reported harms included morphine dependence (reported by 38% of 

the sample), difficulty finding veins into which to inject (36%) and scarring and 

bruising (27%). A proportion of IDU had also experienced swelling of the arm hand 

or foot, a ódirtyô hit and abscesses or infections. Other risk-taking behaviours 

identified within this population included borrowing and lending of needles and 

injecting in public places [57]. 

In a study of benzodiazepine injecting behaviour amongst heroin users, Ross and 

colleagues reported that the harms experienced by current benzodiazepine injectors 

were greater than for oral users of the substances. They included greater polydrug use, 

criminal involvement, injection-related health problems, and psychological distress, in 

addition to an increased likelihood of a heroin overdose and poorer health overall 

[59].  
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3.3.3 Overdose and drug-related deaths 

Data on drug-related deaths do not usually distinguish between prescribed and non-

prescribed drugs; however, such data provide an insight into potential harms related to 

PDM. The misuse of prescription medications have been implicated in overdose 

fatalities [50, 61-64], with one of the key risk factors for fatal opioid overdose being 

the co-administration of central nervous system depressants, for example 

benzodiazepines [61, 65]. Research carried out in the United Kingdom identified that 

methadone and heroin overdose fatalities were more likely to have benzodiazepine 

positive urine samples, compared with a group of controls who were matched for 

gender and age [61]. Another study explored ódrug seekingô behaviour patterns 

amongst a group of young people who died of heroin-related overdose. Findings 

identified that, in the years before death, there was an escalation in levels of this 

behaviour ï particularly with regard to increased doctor-visitation rates, the number of 

prescriptions obtained and the number of different doctors seen. The drugs most 

sought were benzodiazepines, opioids and antidepressants [64, 66]. The INCB 

reported that in North America and Europe there have been an increasing number of 

deaths related to abuse of narcotic drugs, including oxycodone and fentanyl [67]. 

Data presented by the Office for National Statistics in the United Kingdom in a 2007 

publication provide a broad overview of deaths related to drug poisoning in England 

and Wales between 2002 and 2006 [68]. In some cases, specific substances are 

recorded on the death certificate
26

, including prescription medicines. In total, the 

number of drug poisoning deaths in 2006 was 788 for females, and 1,782 for males. 

Findings reveal that the number of deaths involving methadone increased between 

2002 and 2006 (from 199 to 241), whilst the number of deaths which mentioned 

benzodiazepines fell from 241 in 2002 to 177 in 2006 (of the benzodiazepines, 

diazepam recorded the most mentions across the entire time period). Another study 

from the United Kingdom explored the role of prescription medication in drug-related 

deaths and identified that the two most commonly detected substances were the heroin 

metabolite morphine and benzodiazepines. Of the 17 cases where benzodiazepines 

were identified, at the time of death 12 of these were being prescribed the drug [62]. 

A study from the United States which analysed death certificate data identified that 

there was a 55% increase in the number of deaths listed as having a prescription drug 

as the underlying cause between 1999 and 2003. Whilst the author notes the 

limitations of death certificate data (e.g. individual drugs are not specified), and the 

fact that prescribing increased during this time period probably account for a 

proportion of the increases in deaths, the need for prevention strategies is highlighted 

[69].  

                                                 
26 It is noted in the report that the figures need to be treated with caution. For example, where more 

than one drug is mentioned on the death certificate, the substance primarily responsible for the death is 

not always known. In addition, some deaths may be counted in more than one drug category (e.g. if 

methadone and diazepam are recorded on the death certificate, the death will be recorded once under 

methadone and once under diazepam).  
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CASAôs analysis of 2002 data from the Drug Abuse Warning Network (DAWN)
27

 

showed that controlled prescription drugs (excluding sedatives) were cited in around 

one third (29.9%) of all drug-related deaths
28

 [5]. Analysis of DAWN data between 

1997 and 2002 revealed that the number of reports of opioid analgesics among deaths 

during this time period increased nearly one hundred percent (96.6%) [70]. Within 

this category, large increases occurred for oxycodone, fentanyl, methadone and 

hydrocodone ï with methadone and oxycodone accounting for around half of the 

overall increase. The author of this study notes that the large contribution that 

ocycodone and methadone make to mortality figures may be due to the long duration 

of action of these substances, with drug users accidentally overdosing due to 

overlapping doses [70]. 

With regard to non-fatal overdoses, Australian researchers identified a strong 

association between the number of prescription drugs used and overdose history 

amongst young heroin users. This included benzodiazepines, opioids, tranquillisers 

and antidepressants [66].  

 

3.3.4 Emotional and social problems 

Data relating to the emotional and social consequences of prescription drug misuse 

from the National Survey on Drug Use and Health (NSDUH) were analysed by 

CASA. Findings, as presented in Table 4, reveal that 7.4% of prescription drug 

abusers experienced óemotional or mental health problemsô. Other key harms 

identified included ófamily/friendship problemsô, and óserious problems at home, 

work or schoolô [5].  

 

Table 4: Impact of Substance Abuse on Abusers (Percent) 
 Abusing 

Problem 

All 

Controlled 

Prescription 

Drugs 

Opioids Tranquilizers Sedatives Stimulants 

Emotional or 

mental health 

problems 

7.4 6.6 4.5 9.5 10.7 

Family/friendship 

problems 
5.1 4.6 3.9 7.6 7.6 

Serious problems 

at home, work or 

school 

4.6 3.9 3.8 6.7 7.6 

Source: Adapted from [5], p. 43 

 

                                                 
27 DAWN is operated by the Substance Abuse and Mental Health Services Administration (SAMHSA) 

of the U.S. Department of Health and Human Services. It includes ñdata on drugðrelated visits to 

emergency departments in a national sample of non-federal, short-stay hospitalsò.  

28 This included both single drug and multiple drug deaths. With regard to single-drug deaths, 

controlled prescription drugs were involved in one fifth of these cases in 2002. 
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Other studies have also identified órelationship breakdownsô as a negative 

consequence of prescription drug misuse [22] and it has been asserted that social and 

emotional problems experienced can be at rates similar to those suffered by users of 

óhard drugsô [6].  

 

3.3.5 Other harms 

A range of other prescription drug misuse-related harms have been reported, as 

presented below: 

 The cost of prescription opioid abuse in the United States in 2001 was reported 

by Birnbaum and colleagues as around $9 billion, with half of this related to 

lost productivity [71]. In Australia it has been estimated that ódoctor shoppingô 

costs the Pharmaceutical Benefits Scheme (PBS) in excess of $30 million 

dollars a year [72]. 

 A study which investigated the sources of prescription medicines amongst a 

sample of undergraduate students in the United States identified that those 

who obtained the substances from peers reported significantly higher rates of 

alcohol and other drug use than students who obtained the medication from 

family members (or did not use prescription drugs illicitly) [73]. 

 Individuals receiving medicines illicitly (e.g. via family members or other 

non-practitioner sources) do not receive prescribing information such as drug 

interactions and dosage [36]. 

 With regard to drug-related emergency department (ED) visits, data from the 

DAWN was analysed to assess the number of associated drug mentions. 

Findings reveal that there was a 78.9% increase in the number of controlled 

prescription drug-related ED mentions between 1994 and 2002 ï with the 

greatest increase evident amongst prescription opioids [5]. 

 An examination of the relationship between benzodiazepine and 

pharmaceutical opioid misuse and crime undertaken by The National Drug 

Law Enforcement Research Fund (NDLERF) identified that there may be an 

association between the use of prescription drugs and some criminal activity. 

This included, amongst others, shoplifting, property crime and drug dealing. 

[22]. CASA also reported ótrouble with the lawô as being one of the negative 

outcomes of misuse of prescription drugs [5]. 

 Links between misuse of prescription drugs and (verbal and physical) 

aggression and violence have been reported, particularly with regard to abuse 

of benzodiazepines [22, 29, 74]. 

 Driving whilst under the influence of prescription medications has been 

highlighted as a potential risk. For example, drowsiness due to use of 

benzodiazepines may impact negatively on driving ability [6]. 
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3.4 Access to Prescription Drugs via Primary Care  

This section provides an overview of the sources of prescription medicines for people 

seeking them to misuse them. The focus of this information is on diversion from 

primary healthcare ï i.e. people accessing the drugs (either directly or indirectly) from 

doctors and community pharmacies. Whilst other illicit sources of medicines have 

been widely documented in the literature, including theft from wholesalers [4, 5], 

internet-based purchases [6, 17, 75-78], and diversion by healthcare practitioners 

themselves [5, 17] it is beyond the scope of this review to include these. 

The CASA study (2005) explored pharmacistsô and physiciansô reports of the top 

three methods of diversion [5]. As evident in Table 5, both groups indicated that 

ódoctor shoppingô, óforged or altered prescriptionsô, and ópatient deception or 

manipulation of doctorsô were the most common diversion techniques. 

 

Table 5: Top three methods of diversion as reported by physicians and 

pharmacists in CASA (2005) 
Method of Diversion % of practitioners reporting a method of 

diversion 

 Pharmacists Physicians 

Doctor Shopping 89.2 96.4 

Forged or altered prescriptions 75.2 87.8 

Patient deception or manipulation 

of doctors 
65.4 69.4 

Source: [5] 

It has been reported that non-medical users of prescription drugs may utilise a range 

of methods to access their desired substances. In a study of prescription drug abusers
29

 

in Miami (Florida), an extremely diverse array of sources for the drugs were utilised 

by participants in the study. These included, amongst others, their physicians and 

pharmacists, ódoctor shoppingô, parents and relatives, leftover supplies following an 

illness or injury, direct sales on the street and in nightclubs, flyers advertising 

telephone numbers to call and friends or acquaintances [79].  

The main avenues for accessing prescription drugs for illicit purposes are summarised 

below. It is interesting to note that a review of the international literature identified 

that many of the same techniques are used across different parts of the world. óDoctor 

shoppingô, in particular, was a widespread and commonly identified phenomenon 

amongst prescription drug misusers. 

 

3.4.1 óDoctor shoppingô 

As noted above, ódoctor shoppingô is a widely used term, both within the southern 

hemisphere [6, 64] and further afield, including North America and the United 

Kingdom [17, 79-81]. It has also been referred to as ómultiple scriptingô [81], 

                                                 
29 This included club drug users, street-based illict drug users, methadone maintenance patients, and 

HIV positive individuals who abuse and/or divert drugs. 
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óprescription shoppingô [72] and ódouble doctoringô [17]. It typically involves patients 

accessing prescriptions from more than one healthcare practitioner, and may involve 

the same drugs from different sources or different drugs from a range of services [81]. 

In their study of the diversion tactics of drug misusers in treatment, Fountain and 

colleagues reported that two or three concurrent prescriptions was the norm for most 

of the subjects in their study who were involved in this behaviour [81]. Globally, it 

has been highlighted as one of the most common methods of obtaining prescription 

medicines for illicit purposes [5, 19, 81].  

 

3.4.2 Friends and family 

Friends and family have been reported to be common sources of prescription 

medicines for misusers of these substances [17, 36, 73, 82]. This may include 

accessing (legitimately obtained) personal supplies of other individualsô medications, 

or may entail sourcing the substances from an individual who has, themselves, illicitly 

acquired the drugs. It has been reported that drugs may either be sold or given away 

within social or drug-taking networks [36, 40, 79].  

Interestingly, the U.S. National Survey on Drug Use and Health [15] added a follow-

up question in 2006 which asked respondents who reported accessing prescription 

medications from friends and relatives
30

 where their ósupplierô had obtained the drugs.  

Four out of five (80.7%) people who reported accessing the drugs from a friend or 

relative for free indicated that their friend or relative had obtained the drugs from just 

one doctor. Less than two percent stated that the person supplying the medicines had 

bought them from a drug dealer or other stranger [15]. 

In the United States it has been reported that young people typically source 

prescription drugs from other people (e.g. their classmates) or by stealing them from 

family members [19, 73]. A study involving school students identified that 

approximately a quarter of students who had been prescribed stimulant medication 

had been approached at least once to sell, trade or give away their medication [37]. In 

addition, a web-based survey of full -time undergraduate students in the United States 

identified important gender differences in sources of prescription opioids among non-

medical users. Of note, parents were the leading single suppler of these substances for 

women, whereas men were more likely to access prescription opioids from friends not 

at the same university [36]. 

Participants in the 2004 Australian National Drug Strategy Household Survey [45] 

were asked if they had been offered or had the opportunity to use selected drugs in the 

past 12 months. Findings reveal that pharmaceuticals
31

 were available to around four 

in ten (42.8%) Australians ï but the proportion of this group who had used the drug 

(i.e. taken up the offer) was only one in ten (10.7%), the lowest uptake of all the 

substances recorded. Findings from the survey also indicate that around four in ten 

                                                 
30 In both 2005 and 2006, over half of the nonmedical users of prescription-type pain relievers, 

tranquilizers, stimulants, and sedatives said they obtained the drugs they used most recently ófrom a 

friend or relative for freeô. 

31 This was defined as ópain-killers/analgesics, tranquillisers/sleeping pills, steroids and barbiturates, 

used for non-medical purposesô. 
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(41.8%) of people who had recently used tranquillisers obtained them from a ófriend 

or acquaintanceô [45].   

 

3.4.3 Fraudulent prescriptions 

The use of fraudulent prescriptions to illicitly obtain prescription medicines has been 

widely reported [5, 17, 60, 81, 83, 84]. The way in which this is carried out can vary 

and includes techniques such as altering a legitimate prescription to insert new 

medicines or increase the amount prescribed, creating a computer-generated fake 

prescription, or utilising stolen prescription forms. 

The CASA report (2005) contains a list of the type of fraudulent prescriptions that 

have been reported by the Drug Enforcement Administration, Diversion Control 

Program in their guide to prescription fraud developed for pharmacists (see 

http://www.deadiversion.usdoj.gov/pubs/brochures/pharmguide.htm). These are detailed in Table 

6 below. 

 

Table 6: Types of fraudulent prescriptions 
 

 Legitimate prescription pads stolen from physiciansô offices and prescriptions are 

written for fictitious patients 

 The physicianôs prescription is altered 

 Prescription pads from a physician are printed with a different call-back number that is 

answered by an accomplice who verifies the prescription 

 Drug abusers call in their own prescriptions and give their own telephone number for 

confirmation 

 Computers are used to create prescriptions for non-existent physicians or to copy 

legitimate prescriptions.  

Source: [5], p. 51 (from óA Pharmacistôs Guide to Prescription Fraudô)  

 

In the United Kingdom, Fountain and colleagues reported in 1998 that, whilst 

previously having been more widespread, incidents of forging prescriptions after 

having stolen (or bought) blank forms had decreased. This was primarily due to 

changes to prescribing procedures and increased security at GP practices [81]. In 

Australia, 85% of forged prescriptions reported to the Department of Human Services 

Victoria were for temazepam [85]. 

 

3.4.4 Patient deception 

Whilst ódoctor shoppingô and fraudulent prescriptions clearly involve deception on the 

part of the patient, there are a range of other ruses employed by prescription drug 

misusers in their attempts to ótrickô doctors and pharmacists into supplying 

prescription medicines. These are fairly wide-ranging, but generally involve deceiving 

practitioners in relation to the legitimacy of the need for a particular medication. 

http://www.deadiversion.usdoj.gov/pubs/brochures/pharmguide.htm
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The types of óstoriesô identified in the literature include incidents of ólost medicationô 

(in an attempt to secure a replacement), ineffectiveness of specific medicines for a 

pain condition (in order to obtain supplies of a particular drug) and fabricated pain 

symptoms [72, 81, 86].     

Fountain and colleagues in their study of how drug misusers in treatment obtained 

surplus drugs to sell on the illicit market identified that patients sometimes used false 

identities (an aid to ómultiple scriptingô), exaggerated their use of a particular drug 

(e.g. benzodiazpines in order to get a prescription for them from a GP), feigned 

symptoms, or told ósob storiesô as a means of eliciting sympathy from a prescriber 

[81]. 

Other ómanipulative approachesô reported by CASA (2005) included ófeigning 

psychological problemsô, óconcealing or pretending to take medicationsô and 

órequesting refills for medicines earlyô [5]. 

 

3.4.5 Thefts from pharmacies 

Thefts from pharmacies have been reported in the literature [4-6, 79]. Whilst there is 

anecdotal evidence that community pharmacies in New Zealand have suffered break-

ins and thefts [87-89] prescription drugs are not always the target of these robberies. 

Indeed, given the rise in methamphetamine use and the subsequent manufacture of 

this substance in New Zealand in recent years, pseudoephedrine-containing products 

would appear to be the focus of many of these incidents.  

 

3.4.6 Other methods of sourcing prescription medicines from primary 

healthcare 

Other ways of illicitly accessing prescription medicines that have been reported 

include patients óbargainingô with prescribers (e.g. claiming that they were having to 

commit crimes in order to buy illicit drugs and if they were prescribed a certain 

medication, they would not have to do so) [81], residential burglary (e.g. stealing from 

the home of someone suffering from a chronic disease and thus requiring strong pain 

medication) [79] and purchases from dealers or óon the streetô [79, 90]. There have 

also been reports of healthcare practitioners diverting substances themselves [4, 6]. 

 

3.5 Interventions 

This section provides examples of interventions that have been implemented in other 

countries to reduce and monitor supply, reduce the incidence of prescription drug 

misuse and demand. Treatment and harm reduction interventions have not been 

covered in this brief overview.  

This section is by no means exhaustive and comprises examples from a number of 

countries, including those where the healthcare system is similar to that in New 

Zealand. Although regulatory and drug subsidy interventions are likely to impact on 

supply, and potentially impact on harms (both positively and negatively) a detailed 

review of this area is beyond the scope of this report.  
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3.5.1 Monitoring and surveillance systems 

Monitoring and surveillance programmes typically use electronic data on 

prescriptions written and drugs dispensed, or multiple copy prescriptions. The United 

States has a vast array of monitoring and surveillance programmes, but given the 

differences between states, and between the U.S.A. healthcare system and that in New 

Zealand, it is difficult and less relevant to make comparisons. In addition, as noted by 

the Drugs and Crime Prevention Committee in their recent inquiry, due to the 

diversity of the different programmes in place in the United States, it would not be 

possible to define the common aspects that make up such a programme [6]. The 

authors provide an informative list (pp.179-180) of the nature of differences in 

approaches that have developed in the United States. These include, amongst others, 

the range of drugs covered, the design of programmes, how data is collected and who 

has access to it, whether or not a prescription drug monitoring programme is viewed 

as a disciplinary or therapeutic tool, and how stringent different States are in regard to 

protecting the privacy and confidentiality of patients. Interestingly, they also highlight 

the fact that there is evidence that the existence of a prescription drug monitoring 

programme in one state may increase prescription drug diversion or abuse activities in 

adjacent locations that do not have such programmes [6]. 

It has been reported that prescription drug monitoring systems can be effective at 

reducing prescription drug abuse, fraud and diversion [6, 40]. However, concerns 

have been raised regarding the privacy and confidentiality of patients on whom 

information is collated [6, 91].  In their inquiry into the misuse/abuse of 

benzodiazepines and other forms of pharmaceutical drugs in Victoria (2007), the 

Drugs and Crime Prevention Committee note that the projects they reviewed 

(PharmaNet, e-Kasper and CURES) have been developed in such a way that ñthese 

concerns are now negligibleò. Indeed, they state that they were ñvery impressed with 

the operation and effectiveness of the overseas prescription monitoring modelsò that 

they reviewed [6].  

The data from these programmes may be difficult to evaluate. Simoni-Wastila and 

Tompkins [92] have described, through research, the benefits and negative 

consequences of such diversion control mechanisms. They explored outcomes on 

diversion including reducing deliberate over-prescribing and inappropriate dispensing 

by PHCPs, ódoctor shoppingô and forgeries. They noted that such programmes can 

reduce overall prescribing, and a proportion of this is believed to be due to a reduction 

in inappropriate use of prescription drugs. However, proxy measures for reduced 

diversion such as the number of prescribers reported for over-prescribing or a 

reduction in the number of prescriptions written are unlikely to be accurate measures, 

in particular with regards to prescription numbers. For example, doctors may switch 

to prescribing drugs not covered under the surveillance system to protect patient 

confidentiality, or in order to prevent the doctors themselves being monitored. There 

may also be a reduction in appropriate prescribing, which may be to the detriment of 

patients who may indeed need such medications [92].  

Below are descriptions of two electronic monitoring and surveillance systems ï one 

from Canada and one from Australia. Multiple copy prescriptions are explored later 

under ñChanging prescription formatsò. 
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3.5.1.1 PharmaNet (Canada) 

In Canada, nine out of ten provinces have some form of prescription monitoring 

system, some which are well developed such as WellNet, PharmaNet and DPIN and 

can monitor issues such as doctor shopping. Furthermore, Health Canada has 

attempted to tackle the PDM problem through workshops with experts [17]. 

One such prescription monitoring programme in based in British Columbia. 

PharmaNet, was developed in 1995 as a result of a Royal Commission on Health Care 

completed in 1992 which identified that approximately 10,000 people in the province 

were hospitalised annually because of adverse drug reactions [91]. One of the 

recommendations of the commission was that a networked electronic database be 

developed with the aim of reducing harm and prescription fraud and abuse [6]. 

PharmaNet is a province-wide network that links all British Columbia pharmacists to 

a central database. It is managed by the Ministry of Health and its purpose has been 

defined as [93]: 

 to prevent over-consumption of prescription drugs by unintended duplication 

or fraud; 

 to prevent inappropriate therapies by drug interaction checking and dosage 

range checking; 

 to promote cost-effective usage of drugs and other therapeutic alternatives.  

 to improve standards of practice by offering comprehensive drug information 

and complete patient information;  

 to streamline claims payments by offering immediate adjudication for 

pharmacies and the public. 

Whilst it is also available to hospital physicians, community pharmacists are able to 

access medication information in the performance of their professional duties
32

. In 

addition, authorised medical practitioners
33

 can request PharmaNet records of 

medications dispensed to a patient. Various types of information are maintained on 

PharmaNet, including patient medication histories and demographic profiles, drug 

information, historical patient claims, and drug interactions [6]. 

There are a number of features of PharmaNet which have been developed to protect 

the confidentiality and privacy of patients. For example, pharmacists are required to 

sign a confidentiality form and agree to certain conditions (e.g. not to access or use 

any clinical or patient information for any purpose other than those authorized in 

associated legislation). Technical and other staff are also required to sign 

confidentiality undertakings, and all pharmacists and doctors are required to have a 

unique identifier when accessing the database.  In addition, patients have the option of 

                                                 
32 If a medication history is accessed when a prescription is not dispensed, the pharmacist must keep a 

record of the reason for the access.  

33 Dispensing physicians (e.g. those practicing in a remote area without a community pharmacy) can 

also access PharmaNet, following approval by the College of Physicians and Surgeons of B.C. and the 

College of Pharmacists of B.C.  
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having a keyword attached to their record which limits access to selected pharmacies 

and physicians.  

Whilst a number of steps were put in place to overcome security concerns about the 

PharmaNet programme (e.g. encryption of data, option for patients to password their 

records and limit access to selected pharmacists/pharmacies) critics remained 

concerned that the general public would not be aware of such measures or even that 

the database existed [91].  

It is also interesting to note that pharmacists in Canada had concerns about the 

PharmaNet system when it was first introduced. These included the increased time it 

would take to fill a prescription, access to suitable hardware, software and training 

(with associated costs) and the potential for their professional practices to be 

monitored [91].  

 

3.5.1.2 The óPrescription Shopping Programô and óPrescription Shopping Information 
Serviceô - Australia 

It has been reported that several prescription shopping programmes have been 

implemented within Australia [6], with the most recent ï the óPrescription Shopping 

Program (PSP)ô ï established by Medicare Australia in 2005.   

In a submission to the Drugs and Crime Prevention Committee [6], a representative of 

Medicare Australia defined the PSP as seeking to identify patients who (over a period 

of three months) have:  

 PBS items prescribed to them by six or more different prescribers (excluding specialists and 

consulting physicians); or 

 Obtained a total of 25 or more target PBS34 items; or 

 Obtained a total of 50 or more target PBS items. (p.214) 

An information service, accessible to registered doctors 24 hours a day, provides data 

on patients suspected of receiving medicine in excess of medical need. When doctors 

contact the service they are able to find out if their patient has been identified under 

the PSP, and can receive data on the amount and type of PBS medicine that has been 

(recently) supplied to the patient. More detailed information can also be accessed in a 

patient summary report, including the drug names, quantities supplied and the number 

of prescribers for each item [94]. In addition, a practitioner may be alerted by 

Medicare Australia to alert them in cases where a patient may be obtaining PBS 

medicines óin excess of medical needô. In contrast to the PharmaNet system in 

Canada, the service has been established for prescribers and is currently unavailable to 

pharmacists [94]. The Drugs and Crime Prevention Committee reported that after 

approximately 18 months in operation, there were 11,705 medical practitioners 

registered with the service which was responding on average to over 250 inquiries per 

week [6] (p. 215).  

                                                 
34 The target PBS medicines include analgesics, antiepileptics, anti-Parkinson medicine, psycholeptics, 

psychoanaleptics (including antidepressants), and all other nervous system medicine. 
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The report detailing the findings of the inquiry into the misuse/abuse of 

benzodiazepines and other forms of pharmaceutical drugs in Victoria [6] highlighted a 

number of criticisms of the PSP, which can be summarised as follows: 

 its reliance on telephone and faxing, and lack of óreal-timeô data; 

 the most relevant information not always being available to practitioners due 

to legislative constraints (despite it being collected); 

 information not passed on to relevant units in timely manner; 

 lack of streamlined processes (e.g. reliance on paper-based systems); 

 lack of data collection on drugs which are not subject to entitlement for a 

benefit under the PBS; 

 the reliance on prescribers to initiate contact with the service; 

 its lack of focus on inappropriate or negligent prescribing practices among 

health professionals; 

 the service has not been evaluated. 

 

3.5.2 Changing prescription formats 

In New Zealand, and many states in the USA, controlled drug prescriptions must be 

written on multiple copy forms, with a copy staying at the pharmacy whilst other 

copies are sent to regulatory bodies. This is designed to reduce the possibility for 

forgery or altering prescriptions. Multiple copy prescriptions have been shown to 

reduce prescribing more than electronic data, as prescribers are reminded of 

surveillance each time they write a multiple copy prescriptions (but may be unaware 

of being monitored electronically) [92]. However, there has been criticism of such 

systems in that whilst they appear to control or reduce prescribing of benzodiazepines, 

for example, this can lead to patients with a medical need for these drugs not being 

prescribed them [95].  

Another type of prescription system intervention is the use of numbered prescriptions 

to help prevent forgery. This also allows prescribers to monitor the number of 

prescriptions they write and be monitored, although again this may lead to a fall in 

prescribing as doctors become more conscious they are being monitored, which may 

have adverse consequences for bona fide patients [5].  

 

3.5.3 Educational interventions designed to change prescribing patterns  

The importance of training and education for health-care professionals is highlighted 

by the INCB as having an important role to play in ensuring narcotics are used in an 

appropriate fashion, and that the risk of diversion of the substances is lessened. In 

their most recent Annual Report, the Board recommended that this be included in the 

university curricula of health-care professionals [4]. Closer to New Zealand, the need 

for educational input in managing the issue ï particularly for less experienced 

practitioners ï has been highlighted in Australia [6, 72]. 
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This recommendation would appear to be appropriate given the findings of a survey 

of physicians undertaken by The National Center on Addiction and Substance Abuse. 

The results revealed that despite the majority feeling confident they could spot 

prescription drug abuse, only 19% received medical school training in prescription 

drug diversion (although higher numbers accessed training at a later stage via 

continuing medical education and whilst in residency). Of those who had undergone 

this training in the medical school setting just over half had received a few hours or 

less. A little under half of pharmacists who took part in the survey indicated that they 

had received instruction (since graduating pharmacy school) in identifying 

prescription drug abuse/addiction. Similar figures were reported with regard to the 

number who had received instruction in preventing diversion. Overall, a little more 

than a third of physicians and half of pharmacists rated the education or training they 

had received as ógoodô or óexcellentô. Interestingly, the vast majority of both 

physicians and pharmacists cited work experience as one of their most valuable 

sources of information regarding controlled prescription drugs. Colleagues also rated 

highly in this regard (second after work experience), with around half of both 

professional groups agreeing that they were one of the most valuable sources of 

information [5]. Despite an appearance of confidence in their ability to diagnose 

PDM, another study showed that only 1% of physicians identified prescription drug 

misuse in their top five diagnoses when presented with a hypothetical case of a mature 

patient with signs of PDM [96] and when asked, most physicians and pharmacists 

were interested in receiving training in prescribing or dispensing controlled drugs [5]. 

Another US-based survey of pharmacists (the majority of whom were in attendance at 

a continuing education programme) found that around two thirds had participated in 

two hours or less of addiction or substance abuse education whilst in pharmacy school 

[12]. The survey included questions which tested the respondentsô knowledge of 

issues related to addiction. Results indicated that many did not have an understanding 

of scientific knowledge of addiction and abuse relating to prescription medications. In 

addition, just over half indicated that they had never referred a patient to a specialist 

drug treatment agency, and a low percentage reported that they counselled patients on 

the issue [12].  

However, whilst there seems to be a dearth of undergraduate education and continuing 

professional development available for primary health professionals, it is important to 

recognise that training and educating PHCPs needs to balance the need to prevent 

PDM, whilst still allowing access to medicines for patients who need them [97]. 

With concerns over PDM increasing worldwide, there have been attempts to alter 

prescribing habits amongst GPs. In particular, attention has been focussed on the 

prescribing of benzodiazepines, and also on the prescribing of opioid and 

benzodiazepines for the management of chronic non-malignant pain. A selection of 

studies illustrating some of these issues are described below. 

One study in Canada attempted to increase physiciansô confidence and competence at 

prescribing opioids and benzodiazepines to patients with chronic non-malignant pain, 

through an educational intervention. The educational intervention comprised a three 

hour didactic session which covered prescribing protocols, and reviewed treatment 

effectiveness. All physicians completed a survey which explored their current 

practice, confidence, motivation, expected outcomes for patients and optimism about 
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treatment. After attending this, physicians were randomised to two groups, with both 

groups being given a comprehensive syllabus, and the intervention group receiving 10 

weeks of emailed case studies with expert discussion facilitation. At the end of the 

study a researcher blind to the randomisation posed as a fellow physician and 

telephoned the study physicians to ask advice in relation to two cases. Advice was 

recorded. A post test survey was also completed. There were no inter-group 

differences with regards to pre and post testing; however, all participants were more 

optimistic about treatment outcome, including that of opioid dependent patients, and 

the intervention group, when responding to the cases, asked more questions and gave 

more advice. Limitations of this study included a number of participants failing to 

complete the educational intervention and the number overall being small [98]. 

In a study in the Netherlands, researchers explored the use of educational intervention 

with GPs. GPs attended a postgraduate course on benzodiazepines, which included 

how to slowly and safely withdraw someone from these drugs. GPs then were non-

randomly allocated to two groups ï the intervention group sent educational letters to 

their patients (who were chronic benzodiazepine patients) advising them to reduce or 

stop their benzodiazepine use, whilst the control group did not. The study showed a 

reduction in the defined daily dose of benzodiazepines amongst patients in the 

intervention group, and a 16% overall reduction in benzodiazepine prescribing at 6 

months, and 14% after 1 year [99].  

In Denmark it has been estimated that around 2% of the population (100,000 patients) 

is benzodiazepine dependent. In this study, 13 medical practitioners at 10 medical 

practices (18,500 patients) were given an intervention based on official Danish 

regulations. This meant a maximum of a month supply, and only after a consultation 

with the use of telephone prescriptions being prohibited. Using the Danish 

prescription monitoring system there was a reduction in over 40% of benzodiazepine 

prescribing. Interestingly, workload did not increase for GPs, in that very few 

additional consultations were required, and the use of specialist support was generally 

not needed. Patients who reduced their use did not suffer any serious side effects 

[100].    

 

3.5.4 The use of guidelines in altering prescribing 

Guidelines, whilst not legally enforceable, provide advice and guidance to healthcare 

practitioners on aspects of service delivery. One of the areas of prescribing which has 

seen the development of guidelines, which as part of their remit includes the control 

of prescription drug diversion, is the management of chronic pain. The mainstay of 

treatment is opioids, and as such there is potential for patients to obtain medications 

for fraudulent purposes. In the USA, the Federation of State Medical Boards of the 

United States (FSMB) has developed and refined guidelines which provide 

parameters for assessment and treatment, supporting prescribers to provide 

appropriate care to pain patients. Whilst having a focus of preventing PDM, they do 

allow for opioid prescribing to people who have substance misuse problems [101]. In 

New Zealand, the New Zealand Guidelines Group does not have guidelines for the 

management of chronic pain, although there have, in the past, been calls for them and 

interim guidelines proposed [102, 103].  
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3.5.5 Public education and demand reduction 

Although two decades old, research into the impact of Government campaigns to 

reduce the misuse of abusable prescription drugs provides useful evidence for the 

planning of similar campaigns. In an attempt to reduce the misuse of propoxyphene, 

an analgesic with addiction potential and implicated in overdoses, the Food and Drug 

Administration and the drug company provided mail-outs and face to face education 

with prescribers, and required warnings to be placed on packaging and advertising 

(and recommended it on patient information inserts). Furthermore one of the drug 

manufacturers made educational visits to 125,000 heavy prescribers of the drug. The 

aim was to convey to physicians, pharmacists and patients the risks over overdose of 

the drug by advising that it was not taken with alcohol or other CNS depressants and 

health professionals were advised not to prescribe the drug to high risk groups, such 

as those with substance misuse issues or who were suicidal. However, FDA audits 

later revealed less than perfect compliance of the drug company, with drug company 

representatives still promoting the drug as safe. A further regulatory change required 

that prescriptions were not allowed to be órefilledô. The results of research into 

prescription numbers, refill rates and overdose deaths indicated a fall in prescription 

numbers which was not maintained after the campaigns, with little change in refills or 

overdose death rates. The authors concluded that ñsharper declines in misuse of such 

drugs will require stronger, more sustained regulatory or educational measuresò [104]. 

In 2001, National Institute on Drug Abuse (NIDA) initiated a public education 

campaign in conjunction with many organisations including the American 

Pharmaceutical Association, the Pharmaceutical Research and Manufacturers of 

America, and the American Academy of Family Physicians [105] and also published a 

report which was aimed at PHCPs and patients [106]. The report covered an outline of 

community based drugs, prevention and treatment strategies plus outlined the roles of 

PHCPs and patients.  As part of this campaign, NIDA distributed nearly half a million 

postcards in a variety of settings such as restaurants, gyms and record stores in major 

cities and college campuses.  

In 2007 White House Office of National Drug Control Policy (ONDCP) issued 

guidance to the American public to reduce prescription drug misuse by safely 

disposing of unwanted medicines. The guidelines urge the public to: 

 ñTake unused, unneeded, or expired prescription drugs out of their original 

containers;  

 Mix the prescription drugs with an undesirable substance, like used coffee 

grounds or kitty litter, and put them in impermeable, non-descript containers, 

such as empty cans or sealable bags, further ensuring that the drugs are not 

diverted or accidentally ingested by children or pets;  

 Throw these containers in the trash;  

 Flush prescription drugs down the toilet only if the accompanying patient 

information specifically instructs it is safe to do so;  
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 Return unused, unneeded, or expired prescription drugs to pharmaceutical 

take-back locations that allow the public to bring unused drugs to a central 

location for safe disposalò [107]. 

Local U.S. campaigns to reduce prescription drug misuse have focussed on opioids 

for the management of pain. A campaign announced in Utah in 2007 aimed to tackle 

the issue of deaths related to prescription drug misuse and included recommendations 

to develop guidelines for the prescription of opioid painkillers, provide education for 

health professionals and develop educational materials for patients. Finally they 

recommended a media campaign aimed at the public. No data currently exist on the 

progress of this campaign [108].  

There are other reported efforts, mainly from the USA to educate health professionals 

and law enforcement officials, in prescription drug misuse, and diversion prevention, 

and these include courses, pamphlets on how to identify prescription fraud and 

questions for prescribers on identifying PDM [5].  

It appears that there are currently few public health campaigns designed to raise 

awareness and to reduce demand and harm relating to PDM in general, although 

information exists for certain specific issues such as the dangers on the use of 

benzodiazepines for insomnia (see http://www.dassa.sa.gov.au/site/page.cfm?u=149 ).  

 

3.5.6 Altering availability of different drugs and dosage forms 

Whilst not specifically relevant to primary care, changing the formulation (tablet, 

capsule, modified release, matrix formulation, patch etc) can impact on the abuse 

potential of a particular drug. For example, a slow release tablet is likely to be less 

attractive to users (especially injectors) as the drug is released slowly and does not 

produce an initial rush. Thus an understanding of formulation issues, and making 

evidence based choices on which formulations to have available may impact on the 

level of misuse of that particular drugs. However, of note is that altering regulations, 

or changing the availability of certain dosage forms or formulations can have an 

impact on the prevalence of use, route of use and harms associated with use. Fountain 

et al noted that removing one benzodiazepine from the market resulted in users 

switching to other benzodiazepines and continuing to inject [40]. 

In 2006 a Conference on drug formulations and abuse liability was held in America. 

As part of the conference papers were presented on the evaluation of modified dosage 

forms. Table 7 below outlines modified formulations which theoretically have less 

abuse liability [109].  

 

Table 7: Formulation str ategies to decrease abuse liability 

Strategy  Examples  

Controlled/delayed/mixed 

release 

Matrices, gels, beads, osmotic pump, bioerodible 

hydrogels; colloidal systems; liposomes and 

microspheres; Transdermal technologies (e.g., layers) 

Tamper resistant 

Matrices, gels, beads, osmotic pump, bioerodible 

hydrogels, nasal gel, implants, lockout devices; 

Transdermal technologies: layers 

http://www.dassa.sa.gov.au/site/page.cfm?u=149
/pmid:16563662
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Agonist antagonist 

combinations 

Pentazocine-naloxone, buprenorphine-naloxone, 

morphine-naltrexone 

Pro-drug CYP P450 

inhibitor combination 
Codeine, methylenedioxyamphetamine 

Inclusion approaches 
Colorants, opacfiers (e.g., in zaleplon), aversive/toxic 

agents (e.g., inclusion of capsaicin or apomorphine) 
Source:[109], p. s53 

 

Researchers have explored the relative attractiveness of different drugs and dosage 

forms, in an attempt to find out whether it is possible to make available on 

prescription only those which are less attractive and less likely to be tampered with.  

In a study which compared controlled release formulations of methylphenidate against 

immediate-release and placebo, immediate-release formulations were perceived as 

subjectively better than placebo, whilst the normal dose of controlled release 

formulation was little different from placebo (although much higher doses were 

perceived more positively) [110]. In another study, recreational users of opioids were 

asked to rate the attractiveness and tampering potential of a range of opioids (fentanyl, 

hydromorphone and oxycodone) and formulations (some hypothetical: matrix patch 

reservoir-type gel patch, and tablet). There were definite preference for different 

products and the authors concluded that ñcomparative risk management programs 

should be part of the development of any new narcotic delivery systemò [111]. 

3.5.7 Examples of New Zealand-specific interventions 

In 1991, in New Zealand, PDM came to the attention of healthcare practitioners with 

the publication of two reports ï one from the Medical Council of New Zealand 

(MCNZ) and the other from the Pharmaceutical Society of New Zealand. The MCNZ 

report made a number of recommendations in areas covering education (professional 

and public), professional support, management, data collection and surveillance, 

changing prescribing habits, use of Medical officers of Health, regulation and creation 

of a Substance Abuse Council. A search through the literature has revealed very little 

published information on progress within this area. However, the National Drug 

Policy 2006ï2011 Consultation Document noted prescription drug diversion an issue 

[14] including lack of ability to monitor and carry out surveillance, and this is now 

part of current national drug policy  [7].  

At a practical level, professional bodies provide advice to health professionals when 

dealing with issues of PDM, as does Medicines Control. One of their practical support 

tools is the document ñSurgery Supportò which provides a standard operating 

procedure for prescribers when prescribing controlled drugs or medicines with known 

abuse potential and advice on managing requests for such medicines (personal 

communication). Of note is the fact that, currently, overseas doctors entering New 

Zealand do not undergo training in this field (personal communication), leaving them 

particularly vulnerable to becoming involved in problematic situations.  

Treatment and advice interventions include the availability of the Alcohol and Drugs 

helpline, treatment at community alcohol and drug services, treatment specifically for 

benzodiazepine problems via Tranx in Auckland, and support provided through 

charitable organisations such as City Mission, Drug ARM, the Bridge and Narcotics 
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Anonymous. Residential rehabilitation is also provided through a range of NGOs. 

Examples of print and web education and information for the public can be found at 

organisations such as FADE. A texting service offered through the New Zealand Drug 

Foundation provides brief harm reduction text responses about a range of drugs, 

although information on many prescription medicines is not currently available as a 

standard response. 

At the 2007 APSAD/Cutting Edge conference, a session was held which explored 

PDM an issue. This well attended session heard presentations from New Zealand and 

Australia. One of the subjects focussed on was the management of chronic non- 

malignant pain, and issues relating to PDM. As is the case overseas, pain management 

provides challenges for both primary and secondary care, and an example of a local 

initiative set up in this field comes from Rotorua. A group of pain specialists 

concerned with opioid misuse has set up the Opioid Action Group whose stated goal 

is to: ñmap current treatment / health services / educational and school services / 

community initiatives / youth initiatives and current social services involved in 

problem use of opioidsò. The group has set up continuing professional education and 

reports a growing interest and attendance (see: 

http://painspecialists.co.nz/Opioid%20Diversion.htm). Beyond this, the issue of PDM is 

not one which attracts much attention in terms of education and training for PHCPs or 

the public.  

 

http://painspecialists.co.nz/Opioid%20Diversion.htm
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4 SEMI-STRUCTURED INTERVIEW S WITH 
GENERAL PRACTITIONERS , COMMUNITY 
PHARMACISTS AND óKEY EXPERTSô 

This part of the report provides the methods, results and summaries of our research 

into issues for primary healthcare ï specifically community pharmacy and general 

practice. Findings are drawn from semi-structured qualitative interviews with GPs, 

CPs and KEs.  

 

4.1 Methodology and sample 

4.1.1 Methodology 

A qualitative approach was undertaken for this stage of the study, which consisted of 

a series of semi-structured interviews. A mixture of face-to-face and telephone 

interviews were conducted. 

4.1.2 Sample 

The study sought to interview up to 20 CPs, 20 GPs and 20 KEs, or until data 

saturation was reached. 

4.1.3 Sampling 

Sampling for each participant group was purposive. This approach seeks to select 

individuals due to their knowledge, experience or specific characteristics [2]. The 

sampling process was ongoing throughout the study, as the data collection, reflection 

and review processes informed the need for particular information from specific 

sources.  

In order to access a range of views and experience, a broad range of GPs and 

community pharmacists was sought in the research. This included those working in 

different geographical areas (e.g. rural vs. urban), a mix of genders, and PHCPs with 

varying levels of experience. In addition, GPs employed in practices of varying sizes, 

and CPs working in different types of pharmacies (e.g. mall vs. strip pharmacy) were 

purposively recruited. 

KE interviewees were sought for their experience and expertise in a number of areas, 

including alcohol and drug treatment, needle exchange, advice services, health or drug 

policy, law enforcement, and for their connections to the GP and pharmacy 

professional bodies. Others were also sought for their knowledge of, or access to, 

secondary data sources. It should be noted that a number of participants from this 

sample group were also practicing PHCPs (e.g. GPs). Thus, they brought dual 

perspectives to the research. 

 

4.1.4 Recruitment of Participants 

Interviewees were recruited via a range of avenues.  Flyers advertising the research 

were distributed at relevant PHCP events (e.g. a CME meeting). Other interviewees 

were identified via research(er) networks, through contacts obtained through the 
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advisory group, internet and media searches on the subject of prescription drug 

misuse, practitioner directories and through other informal networking.   

Potential interviewees were contacted directly by the lead researcher (sometimes via 

email in conjunction with a member of the advisory group) and provided with an 

explanation of the research, what their participation would involve and how the 

information would be used. If they agreed to take part, an interview was scheduled.  

In addition, a ósnowballingô technique was used, whereby those interviewed (or who 

declined to take part) were asked to recommend other potential participants.  

 

4.1.5 Data Collection 

All interviews were carried out using a topic guide developed by the research team, 

which was adapted depending on the participantôs professional role and area of 

expertise. The key questions were shaped by the current literature at the time of the 

research and the broad research aims, and were developed with input from the project 

advisory group. Topics covered included current prescription drugs of abuse, ódrug 

seekingô behaviour, role of diverted pharmaceuticals, impact of prescription drug 

misuse and PHCPs response to the issue. Written informed consent was obtained prior 

to each interview. 

Interviews were carried out between June 2007 and January 2008 and lasted between 

25-75 minutes
35

. All interviews were tape-recorded and participants were offered 

vouchers (cinema, book, petrol, or gardening) to the value of $30 as a óthank youô for 

their contribution to the study.  

 

4.1.6 Data analysis 

Interviews were transcribed verbatim by experienced transcribers who were provided 

with background information on the research study. Following this, the lead 

researcher who had conducted the interviews listened to the recorded discussions, 

checked the accuracy of the transcription, and made amendments where appropriate. 

Data were analysed utilising a general inductive approach [112], a systematic 

procedure for analysing qualitative data which draws on grounded theory [113]. A 

selection of transcripts was first read through by the lead researcher and a coding 

frame developed, which was reviewed by a second researcher. To ensure reliability, at 

the start of the coding process a small number of transcripts were coded twice by two 

different people, and the coding was compared to check interpretation.  Transcripts 

were then coded by one of three members of the research team with the aid of 

computer-assisted qualitative data analysis software (N-VIVO). The coding frame 

was developed, amended, and refined where appropriate during this process, through 

continued discussion and negotiation between the researchers. Furthermore, key 

themes and significant issues arising from the data were presented to the project 

advisory group members for feedback, who also peer reviewed sections of this report. 

                                                 
35 The majority of CP and GP interviews were around half an hour in length. KE interviews tended to 

be longer, with most lasting around one hour. 
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4.2 Results  

4.2.1 Description of the sample 

A total of 51 semi-structured interviews were undertaken with GPs, CPs and KEs. A 

decision to cease data collection for these groups was made when no significant new 

information was being obtained. A breakdown of each sample group is provided 

below. 

 

4.2.1.1 General Practitioners  

Seventeen interviews were conducted with GPs. Table 8. displays the sample 

composition, according to location, gender, length of time the GP had been practicing, 

the size of the practice
36

, and whether or not the interviewee was authorised to 

prescribe methadone. 

 

Table 8: Breakdown of GP Sample 
Int.  

No. 

Location Gender Time practicing Practice size / type Methadone 

prescriber? 

1 Rural  Male 15-20 years Large  Y 

2 Urban Male 15-20 years Medium N 

3 Urban Female 15-20 years Large N 

4 Rural  Male 20+ years Medium N 

5 Urban Male 20+ years Small Y 

6 Urban Female 15-20 years Large Y 

7 Urban Male 20+ years Medium Y 

8 Urban Male 20+ years Large Y 

9 Urban/rural37  Male 20+ years Medium Y 

10 Urban Female 20+ years Medium N 

11 Urban Male 10-14 years Large Y 

12 Rural Female 5-9 years Medium N 

13 Urban Male 5-9 years Large Y 

14 Rural Female 5-9 years Small N 

15 Urban Female 10-14 years Large N 

16 Urban Male 15-20 years Large N 

17  Urban Male 20+ years Medium Y 

 

                                                 
36 Small practice = 1 GP; Medium = 2-3 GPs; Large = 4+ GPs 

37 Interviewee nine was employed in two practices. 
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4.2.1.2 Community Pharmacists 

Sixteen interviews were conducted with CPs. Table 9 displays the sample 

composition, according to location, gender, length of time the CP had been practicing, 

and whether or not methadone was dispensed from the pharmacy where the CP was 

employed. In addition to the information displayed in the table, interviewees from a 

range of pharmacy ótypesô (e.g. mall vs. strip, franchise vs. independent ownership) 

participated in the research. 

 

Table 9: Breakdown of CP Sample 
Int.   

No. 

Location  Gender Time practicing Dispenses 

methadone? 

1 Urban Female 20+ years Y 

2 Urban Female 20+  years Y 

3 Rural Male 15-20 years Y 

4 Rural Female 20+ years Y 

5 Urban Female 20+ years Y 

6 Urban Male 20+ years Y 

7 Urban Male 20+ years N 

8 Urban Female 20+ years Y 

9 Urban Female 0-5 years N 

10 Urban Male  20+ years Y 

11 Urban Male 10-14 years Y 

12 Semi-rural Male 20 + years Y 

13 Urban  Female 20 + years N 

14 Urban  Female 0-5 years Y 

15 Urban  Female 0-5 years Y 

16 Rural Female 5-9 years Y 

 

 

4.2.1.3 Key Experts 

A total of 18 interviews were conducted with KEs. These included people working in 

drug treatment, regulatory bodies, law enforcement, non-government organisations, 

and representatives of primary healthcare professional organisations. Other KEs were 

interviewed due to their specialist knowledge of relevant issues (e.g. secondary data 

sources or consumer views).  

 

4.2.2  óDrug seekingô behaviour 

This section presents findings in relation to ódrug seekingô behaviour. This includes 

trends in prescription drugs sought illicitly, how GP and CP interviewees perceived 
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patients involved in this activity, their experiences of how the substances were 

obtained, and what they considered to be indicative of ódrug seekingô behaviour. 

Information from KEs is also included in section, where appropriate. The source of 

the information (i.e. from which sample group) is indicated in the text.  

 

4.2.2.1 Drugs of abuse 

GPs and community pharmacists were asked about their experiences in relation to 

which prescription medicines were targeted by individuals seeking the drugs for their 

psychoactive effects. KEs also provided input on this issue, some of which 

incorporated information provided by ódrug seekersô themselves.  

Several PHCPs highlighted the changes that had occurred over the years, with regard 

to the prescribing of potential drugs of abuse. Whereas previously some medicines 

had been given out freely, increased awareness of the harms of such substances 

(including the potential for dependence) and restrictions on prescribing had meant that 

PHCPsô habits had changed somewhat: 

Well when I first started, about the only controlled drugs basically were the opiates. And in 

those days we actually did have the likes of heroin and cocaine, which we made mixtures, 

Bromptom cocktail and that type of think. .. and things like, well things like Ritalin, things like 

methylamphetamine, dexamphetamine, basically we bought them in cans of 5000 at a time and 

just, you know, counted them out and gave them out to the depressed housewife. [Interview 

CP12] 

I suspect they [benzodiazepines] are not as abused now as they were, not in our area. I think it 

just generally tightened up because there again theyôre on a 30 day supply maximum and 

doctors are a bit reluctant to supply some of these things now. I mean it works in reverse ï I 

was talking to a lady yesterday who was moaning the fact that whenever she went to the 

doctor saying she couldnôt sleep, he gave her seven sleeping tablets. I mean, thatôs the 

pendulum swung completely. [Interview CP7] 

When discussing trends in relation to potential drugs of abuse, pseudoephedrine was 

generally considered to be the most high profile development in recent times. Whilst 

it was believed that the majority of supplies of this substance had been illicitly 

obtained via over-the-counter products, interviewees reported that they were also alert 

to ódrug seekersô who sought to access it via prescriptions. The apparent fall in 

óhomebakeô production and New Zealandôs restricted heroin market was also noted by 

some interviewees: 

As I said, morphine sulphate is the number one and itôs pretty well stuck there because, you 

know, in New Zealand we donôt have a huge availability of heroin so that isnôt the number one 

IV user drug. Homebake, which was big a few years ago, which was derived from codeine, 

that still goes on I believe around the [south island town], but we donôt hear a lot of that 

anymore. [Interview KE17] 

Beyond this, different PHCPs and KEs had diverse experiences in relation to which 

drugs were targeted in their practice or pharmacy. For example, some reported a 

problem with benzodiazepines, whereas others stated that the substances were not a 

major issue in their area. 

Across the sample, three main groupings of medications were identified as being 

targeted by ódrug seekersô ï opioids, benzodiazepines and stimulants. A description of 

the main medicines sought within each category is provided below.  
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4.2.2.1.1 Opioids 

The main drugs sought within this category included codeine, dihydrocodeine tartrate 

(DHC), morphine (including morphine sulphate, LA-Morph® and m-Eslon®), and 

methadone. Other opioids less commonly reported included dextropropoxyphene with 

paracetamol (Paradex®), tramadol and pethidine: 

Thereôs still some that go after the narcotics, yeah sort of pethidine seems to be a very 

common one. [Interview GP4] 

Probably the situation that we would strike most commonly and the last one that I can 

remember would be a patient thatôs on regular codeine medication and weôve alerted the 

doctor to the fact that these people are presenting early to pick up repeats. [Interview CP10] 

A number of KEs from a treatment background raised concerns about increasing 

problems with the use of Nurofen Plus (an OTC medicine not a prescription drug) 

containing ibuprofen and codeine: 

Weôve had a little range of people coming on through eating a lot of Nurofen Plus, and Iôm 

talking about a lot of Nurofen Plus, like up to 48 tablets of Nurofen Plus a day, which is not 

good for them [Interview KE12] 

There are a number of clients who are addicted to non-prescription medicines that they get in 

the pharmacy like Nurofen Plus with codeine, and thatôs easily obtainable and, you know, Iôve 

seen a few people in the last few months who have been consuming large quantities of Nurofen 

that theyôre just buying from different pharmacies [Interview KE14] 

One KE also highlighted that they had recently heard about drug users injecting 

oxycodone hydrochloride (OxyContin®). 

 

4.2.2.1.2 Benzodiazepines (or óbenzosô) 

Benzodiazepines were a key group of medicines cited by all interviewees as being 

widely sought by ódrug seekersô. Some spoke about benzodiazepines as a group as 

being targeted, whereas others cited individual medicines within this category. The 

main benzodiazepines highlighted included diazepam (Valium®), clonazepam 

(Rivotril®) and temazepam (Normison®, Somapam®, Euhypnos®): 

And benzodiazepines, particularly I think I find clonazepam in particular seems to be a bit 

abused.  A  couple of others but that one in particular sticks out. [Interview CP14] 

Benzos are the worst, theyôve always been popular and RivotrilÈ is about the most popular of 

all now. [Interview KE12] 

Anything with a ópamô on the end of it. Anything in the Pamôs range will be abused! 

[Interview KE2] 

Those mentioned less often included midazolam (Hypnovel®) and triazolam 

(Halcion®). Zopiclone (Imovane®) was also mentioned
38

. One KE felt that the 

increase in misuse of zopiclone was linked to an apparent escalation in prescribing 

rates: 

It was interesting how the trend [of prescribing], how it titrated up, yeah especially zopiclone, 

it was amazing. The other benzos, they [prescribers] were really quite mindful of those, you 

                                                 
38 Although it is not a benzodiazepine, it is included here as it is a sedative. 
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could see the prescribers were actually going, óright weôre not really meant to be doing these 

for this levelô, so they jumped over to zopiclone. [Interview KE9] 

 

4.2.2.1.3 Stimulants 

The key stimulants sought by patients for their psychoactive effects, as reported by 

interviewees, were pseudoephedrine-containing products
39

 and methylphenidate 

(Ritalin®): 

Well itôs interesting because Ritalin seems to be quite an issue down in the sort of 

Christchurch kind of area so weôre making sure that weôre talking to pharmacists down in 

that area. [Interview CP10] 

One KE reported that they had seen a drop in the number of approaches to their 

service related to use of methylphenidate, whilst others indicated that it had become a 

problem in recent years. An interviewee working in a drug treatment service in the 

south island believed that the popularity of methylphenidate (and other substances) 

was due to methamphetamineôs limited availability in the region: 

Ritalinôs the big one at the momenté I know a lot of people who use Ritalin, they will use BZP 

if they canôt get hold of that but we donôt see a lot of P, for example, down here so, you know, 

other crap is the norm.  [Interview KE13] 

 

4.2.2.1.4 Other drugs 

A minority of participants mentioned other prescription medicines including 

Ventolin® inhalers and anti-epileptic medications. A small number of KEs also 

commented on people misusing anti-depressants: 

A range of antidepressants, yeah. Amitriptyline seems to be around a lot. [Interview KE7] 

 

4.2.2.2 Primary healthcare practitioner views of ódrug seekersô 

GPsô and community pharmacistsô perceptions of the type of people involved in 

misusing prescription medicines were explored in the research. The research 

identified that ódrug seekersô were not considered a homogenous group. Indeed, 

analysis of qualitative data revealed that PHCPs often considered that there were two 

ótypesô of ódrug seekersô. For the purpose of this report they will be referred to as 

óabusersô and óover-usersô, and a description of each, as an interpretation of interview 

findings, is provided below. 

  

                                                 
39 There are no pseudoephedrine products which can only be supplied on a presentation of a 

prescription (i.e. none of them is classified as ñPrescription Onlyò). Furthermore, of those which are 

available, (e.g. Sudomyl® and Sudafed®), none is subsidised by Pharmac. However, GPs can also 

prescribe non-funded products where the patient pays the full cost. In this case, whilst they are all 

available without a prescription as they are classified as ñPharmacy Onlyò, because many pharmacists 

will not sell them to people they do not know, patients sometime get prescriptions from their doctors in 

order to assure themselves of a supply. This may be for legitimate or PDM purposes. The most 

commonly prescribed is probably Sudomyl®, but doctors could also prescribe Sudafed®, or even 

combination products such as Codral®. 
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4.2.2.2.1 óAbusersô 

For GPs and CPs, óabusersô were often the immediate association made with 

prescription drug misuse, and many considered them to be the archetypal ódrug 

seekerô. 

óAbusersô were believed to acquire prescription medicines for their own use or for 

selling on to the illicit market. It was assumed that this group of patients sought the 

drugs for recreational substance use, for the óhighô obtained from the drug, or to 

knowingly feed an addiction. This theme was broadened by KEs who said óabusersô 

would also be using prescription medication for staving off withdrawal symptoms 

when their illicit drug of choice was not available. Most CPs and GPs believed that 

the prescription medicines obtained by these individuals were never used for their 

intended purposes. 

GPs and CPs usually positioned known addicts or drug abusers in this category; thus, 

methadone patients or individuals known to be receiving treatment from specialist 

AOD services were generally considered óabusersô rather than óover-usersô. They 

perceived óabusersô as having a history of drug abuse (often poly drug users) and 

some with co-existing mental health issues. Some GPs and community pharmacists 

also spoke about these patients leading transient or chaotic lifestyles, and having 

criminal or gang connections. 

Several PHCP interviewees commented on the appearance of óabusersô as being 

untidy or dishevelled. Where it was highlighted (by a minority of research 

participants) that these patients were also sometimes well-dressed or ñbusiness-likeò, 

this was noted as being the exception rather than óthe ruleô. As evident in the 

following excerpt from an interview with a community pharmacist, some were 

reluctant to be seen as passing judgement on these patients: 

Itôs like, I donôt know, this sounds real mean, drug users like theyôre really skinny and really 

pale and got like tattoos, thatôs really bad, but theyôve got tattoos. Thereôs just something that 

you can just pick them. Donôt ask me why, you just know after a while. [Interview CP9] 

As a rule, CPs and GPs considered óabusersô to be more ódeviousô in the way that they 

accessed substances from primary care, and there were varying degrees of empathy 

for these patients: 

Well, the ódrug seekersô are taking advantage of you, theyôre liars and manipulators. 

[Interview GP11] 

 

4.2.2.3 óOver usersô 

This second group of ódrug seekersô tended not to be at the forefront of most PHCPsô 

minds when considering prescription drug misuse. Indeed, it was often only in the 

latter stages of an interview that GPs or CPs started to talk about a different category 

of patients involved in ódrug seekingô behaviour ï and some even questioned whether 

or not óover-usersô should be classified as prescription drug misusers: 

I mean thereôs a lot of, I mean unfortunately thereôs still a lot of people addicted to sleeping 

tablets and benzos [benzodiazepines] that are prescribed every month. Iôve got patients like 

that that I canôt get off and I wouldnôt call them ódrug seekersô, but they are dependent on 

benzodiazepines. [Interview GP3] 
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In contrast to óabusersô, this group of patients were believed to have ï initially at least 

ï sought prescription medicines for their intended purpose (e.g. opioids for pain 

relief). However, their misuse had developed over time and was evident in their long 

term use of medicines associated with abuse potential (e.g. morphine). Many of the 

patients described in this category were older individuals, and often users of drugs 

such as benzodiazepines. 

Many interviewees did not consider these patients to be ódrug seekersô in the same 

way as the previous group. They were often perceived to be less óunderhandô and did 

not fit the stereotypical drug óaddictô. Additionally, it was believed that these 

individuals sought medications for their own use only, and no PHCPs interviewed 

believed that they were selling their supplies on the illicit drug market. 

At the same time, a number of interviewees spoke about the pathway to addiction for 

these people, with many considering that the medical profession needed to take some 

responsibility for this. In particular, issues such as inappropriate prescribing and a 

lack of monitoring of these patients were raised: 

I mean I have a patient myself whoôs on morphine that started in the hospital and now, you 

know four or five years later sheôs still taking them and thereôs no way sheôs ever going to get 

off it. You know, weôve tried, sheôs been under the pain clinic and, you know sheôs basically a 

drug addict at the hands of the medical profession. And you know, we have to take some, 

sometimes we have to take some blame for these things starting. [Interview GP1] 

The misuse in the second group, okay, we are turning them into addicts.  Our mis-prescribing 

is actually turning them into addicts, okay, so theyôre fixating on their symptoms, which are 

generally pain, headaches, immobility and then the fact that the drugs do have a psychoactive 

effect mean theyôll less likely to perform or present and do their normal stuff and then theyôll 

get into ódrug seekingô behaviour, theyôre at the doctors every week, you know, with the next 

story and stuff like that.  So weôre in fact, making them invalids in many ways. [Interview 

GP6] 

As evident in the following interview extract, whether or not a patient was considered 

an óover userô vs. an óabuserô, sometimes impacted on the PHCPôs response to the 

issue: 

I mean some years ago there was a preponderance of middle aged and older people being on 

them. And so thatôs probably a bit less common now but with some of the older ones who have 

been on them a while who are resistant to coming off you might think, well, you know, if 

theyôve been on them this long and theyôre going to die in a few years, why bother getting 

them off? [Interview GP9] 

One GP reported that she had decided not to contact Medicines Control regarding her 

concerns about a patient misusing their medication due to the individual being 

considered an óover userô rather than a typical ódrug seekerô (i.e. an óabuserô): 

But I didnôt do it [contact Medicines Control] for that guy in the end because I think that heôs 

actually not a ódrug seekerô. Well heôs a ódrug seekerô in that heôs totally addicted to these 

things but heôs not, I donôt believe heôs passing them on or using them for any purpose other 

than to manage his day-to-day back pain. [Interview GP3] 

She did acknowledge, however, that it could sometimes be difficult to distinguish 

between the two types of patients: 

Well, I mean itôs very hard to tell which is which when you first meet people.  I think there are 

signals you pick up when dealing with people. If thereôs a dependence then itôs a matter of 

trying to sort of trace back to where and how it started and getting evidence of that. No I donôt 

think I know the difference always. [Interview GP3] 
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In line with the above, a community pharmacist highlighted that identifying an 

appropriate response based on the type of patient was more difficult for CPs, given 

their restricted access to background information on patients: 

So overuse needs some help around appropriate use and maybe alternative therapy, and 

abuse is just simply wanting to get it for its effects and thatôs hard as pharmacists to see, 

because you donôt have that diagnosis underlying it. [Interview CP2] 

One GP commented that because prescription drugs are legally obtained, users would 

feel that overuse was in some way valid, in a similar way to use of alcohol, and might 

indeed mean a wider range of people became involved: 

It never takes the people into the situation of criminality, itôs not illegal, so a broader range of 

people can become addicted who might be deterred from using drugs otherwise. Okay so 

yeah, you know, they can all feel validated that it was given to them by their GP and thatôs 

fine.  The same way alcohol is sort of, you know, and the harms that that does.  Itôs, you know, 

thereôs no, thereôs no feeling that itôs not wrong, you know. [Interview GP6] 

 

4.2.2.4 Perceived demographic profile of ódrug seekersô 

The research sought to explore whether there were any trends with regard to the 

demographic profile of ódrug seekersô. Some GP and CP interviewees spoke about 

this spontaneously (particularly in relation to the age of patients involved in this 

activity). Others, however, did not and were prompted in relation to the age, gender, 

and ethnicity of ódrug seekersô. It should be noted that none of this information is 

based on a quantitative analysis of the demographic profile of ódrug seekingô patients 

on the part of PHCPs ï it is fundamentally their perceptions of the characteristics of 

this group, either gained through experience or based on preconceptions and 

anecdotes. This information is important as these views influenced GPsô and CPsô 

attitude towards this patient group, and subsequent response to the issue (see later 

section).  

Some interviewees were quick to point out that it was difficult to generalise about the 

characteristics of patients involved in this kind of activity, as they came from ñall 

walks of lifeò, and included both males and females, and younger and older 

individuals. However, when explored further, a number of common perceptions were 

identified, and these are presented below.  

For the most part, GPs and CPs stated that the ethnicity of ódrug seekersô was 

predominantly New Zealand European. A number reported that they had no known 

Pacific patients involved in this activity, and few or no Asian and MǕori patients. 

Whilst some acknowledged that this was a reflection of the demographics of the area 

in which their practice or location was based, others with higher numbers of MǕori, 

Pacific and Asian patients also stated that they perceived it as a New Zealand 

European issue. 

Many interviewees felt that illicitly accessing prescription medicines from primary 

care was the domain of both males and females, with no particular bias towards either 

gender. Some, however, did state that the approaches used by men and women to 

access the drugs differed. For example, it was perceived that males would be more 

likely to use óstandover tacticsô, whereas females would be more successful at 

fabricating óstoriesô as to why the medicine was required. 
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The age of ódrug seekersô was also reported to vary with no particular age range 

closely associated with prescription drug misuse. However, some interviewees did 

report that they more commonly saw younger people (i.e. between 20 and 40 years 

old) rather than those aged fifty plus involved in this activity. Others highlighted that 

patients in the older age ranges (e.g. 60+) were more likely to be misusing drugs such 

as benzodiazepines. Only two interviewees reported that they had concerns about 

teenagers potentially misusing their prescribed medication.  

It is interesting to note that KEs commented on the apparent preconceptions that some 

PHCPs had of ódrug seekersô. In particular, they believed that this created the 

potential for ódrug seekingô patients who did not fall within the presumed profile to be 

overlooked: 

The discussions Iôve had with Medsafe over some clients, itôs not difficult to get drugs 

particularly if youôre plausible and articulate, reasonably smart. And I think personally, well 

a lot of the stereotypes that doctors, like other people have about ódrug seekersô or drug 

addicts ï obviously somebody, you know, whoôs unkempt and dishevelled and has got long 

hair and wearing a hood and so on, immediately the alarm bells [start] ringing. But somebody 

walking in looking smart and shaking your hand and itôs very easy I think to have a very 

plausible story, and some of the clients Iôm dealing with, you know, are really highly 

skilledéand people who seem very respectable and well-spoken and educated and articulate 

and thereôs plenty of doctors in [name of city] I guess you could just go round with the same 

story for quite a long time till the penny drops. [Interview KE14] 

Theyôre [prescription medicines] not actually hard to get from either source ï illicitly or from 

your doctor, particularly if you look middleclass, you know, white middleclass and say ódoctor 

I canôt sleep, Iôve got so much stress in my lifeô and times nine thatôs not hard. [Interview 

KE3] 

A number of KEs ï particularly those working in treatment services ï were also quick 

to point out that ódrug seekingô patients came from a wide range of backgrounds: 

Weôve got a really broad range of people here. And Iôve got a client who is doing a pretty high 

university degree at the moment, more than a bachelor anywayéHer main thing is Ritalin one 

day and BZP the next so itôs common, like education is no barrier to indiscriminate drug use. 

[Interview KE12] 

A whole spectrum, you know, from high flying business people and successful professional 

people to folk who are, you know, on benefits and struggling and have been in prison and 

come from very deprived backgrounds with maybe lots of co-morbidities and have other 

problems, so thereôs no typical patient. [Interview KE14] 

Some KEs did, however, also highlight gender differences with regard to prescription 

drug misuse behaviour (e.g. methods of accessing the medicines), as evident in the 

following interview excerpts: 

Probably the first thing that springs to mind is the guys tend to be much more into physical 

injury, and perhaps the women are more the emotional stuff. The women, a lot of the women 

tend to go for migraine type reasons for requiring pain relief, or you know the womenôs type 

thing because I think that they think it frightens the doctors off asking too many questions! 

Whereas the men are much more kind of you know theyôve been assaulted or theyôve had a car 

accidenté I think also the women are more likely to turn on the tears and the guys are 

perhaps a bit more likely to be aggressive. [Interview KE8] 

I donôt see any gender difference particularly in the polysubstance users. Maybe more women 

are ódoctor shoppingô than men, I would think in my experience. Men might be more inclined 

to buy them, in my experience they buy their drugs rather than ódoctor shopô. [Interview KE9] 
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Gender, weôre currently about 25% men and 75% women. Three years ago, three or four 

years ago, it was 40% men and 60% women. And I think that some of the issues that play out 

there are round I think women are prescribe these more commonly and I think that men are 

less likely to ask for help, so I think those two things. A lot of the men we see feel quite 

shameful about being dependent on whatôs traditionally seen as a womenôs drug. [Interview 

KE3] 

 

4.2.2.5 How substances are obtained 

The research explored intervieweesô experiences with regard to how prescription 

medicines were illicitly obtained. GPs and CPs were able to describe incidents and 

events based on their experiences as PHCPs. KEs drew on information they had 

obtained within their respective roles ï e.g. via clients who reported this information 

when presenting at treatment services.   

It should be noted that these methods of obtaining prescription medicines for illicit 

purposes were often only identified retrospectively. For example, the PHCP found out 

at a later date that the patient had been accessing the substances from other sources or 

that the prescription was in fact forged.  In some cases, this was after the medications 

had been supplied to the patient. In other instances, however, the GP or CP had 

refused to supply the drugs due to concerns over the legitimacy of the request and 

later found out that their assessment of the situation had been correct.  In addition, 

some interviewees highlighted that the true intentions of the patient sometimes 

became clear during the actual consultation, for example, when they became 

aggressive or intimidating. 

The main ways of obtaining the substances, as reported by research participants, are 

outlined below. In reporting the findings in this section, greater emphasis has been 

given to the information collected from GPs and CPs, due to their direct experience of 

the issue. However, where relevant, data from KE interviews is included
40

. 

Importantly, KE views on how ódrug seekersô obtain substances from primacy care 

were very similar to the methods reported by GPs and CPs. 

 

4.2.2.6 Picking up repeat prescriptions early 

A very common method of attempting to obtain prescription medicines, as reported by 

interviewees, was patients returning early to pick up repeat prescriptions. Repeat 

prescriptions are prescriptions which are written for longer periods of time (a three 

month supply) where a month is dispensed at a time. Patients can be early for repeat 

prescriptions either by requesting a new prescription early at the GP, or turning up 

early for an instalment at the community pharmacy. In the case of a 90 day 

prescription given in three lots of 30, regulations allow patients to collect the next 

instalment after 20 days (although whether it is dispensed is at the discretion of the 

CP). The following account is typical of some of the examples provided by 

interviewees of ódrug seekingô patientsô behaviour: 

Iôve got a patient now whoôs always, sheôs on codeine tablets, 30 mg tables BD, and sheôs in, 

has been getting her repeats. Sheôs on the repeats generally within three weeks of dispensing. 

                                                 
40 This includes some KEs who were also practicing community pharmacists and GPs. 
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So sheôs shortening it ï the worst we had was she was within 10 days, saying she wanted to go 

off on holiday. [Interview CP12] 

As evident in the above interview extract, patients who returned early for their 

medication generally provided a reason to their pharmacist as to why this had 

occurred. Those most commonly reported by interviewees either stated that the 

medication had been lost or stolen, or that the patient was going on holiday and 

therefore needed to take additional supplies with them. One CP reported that, in some 

cases, patients were open in acknowledging that they had taken more than the 

prescribed dose and, as a result, used up their supplies early.  

In response to these requests CPs stated that, in some cases, they did dispense the 

medication early. This was usually dependent upon how well-known the patient was 

to the pharmacy, their history (e.g. known ódrug seekingô behaviour), how commonly 

the behaviour occurred (e.g. if a rare event, then it was more likely that they would 

dispense the medicine), and the perceived credibility of the reason. One CP reported 

that they required patients to sign their prescription to state that the reason for needing 

the medication early was legitimate. 

 

4.2.2.7 óDoctor Shoppingô 

Patients accessing multiple prescriptions from different doctors was highlighted as 

one method of illicitly obtaining prescription medicines. This was commonly referred 

to as ódoctor shoppingô.  It either involved people attending various GPs in the same 

town or city ï or even practice ï or across different regions. In some cases, it was 

reported that people used fraudulent identities to do this. However, particularly when 

accessing doctors across different regions, GPs and CPs asserted that some patients 

did not attempt to hide their true identity. 

Interviewees stated that when patients accessed prescriptions from different doctors, 

they sometimes presented the prescriptions at different pharmacies (see ópharmacy 

hoppingô below). Whilst this made it difficult to track such activities (given the lack 

of data sharing across individual pharmacies) a number of interviewees highlighted 

that locums working across different sites had been successful at identifying ódoctor 

shoppersô: 

And itôs very interesting actually, because of the nature of this business a lot of our 

pharmacists work in other businesses in [name of suburb] and work nights in the weekend and 

they will see people that theyôve seen in their pharmacy here, so that weôve actually picked up 

a few things like that when people are shopping around. [Interview CP2] 

Alternatively, some patients presented multiple prescriptions at the same pharmacy. 

Some CPs reported that this was less common following the development of more 

sophisticated pharmacy IT systems: 

Sometimes itôs multiple prescribers if itôs prescription stuff and thatôs sort of an unusual thing 

really because with computer systems and things like that itôs a bit daft to bring it to the same 

pharmacy so Iôm not sure that many of them do that now. I think theyôve got the message 

about thaté because [in the past] we didnôt have the computer software which prompted us if 

weôd had a prescription dispensed, the same thing in the last 20 days.  [Interview CP7] 
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4.2.2.8 óPharmacy hoppingô 

It was reported that ódrug seekersô sought to access substances via presenting 

prescriptions at different pharmacies. The research identified two main scenarios 

where this occurred. One involved patients taking different prescriptions to different 

pharmacies to prevent individual CPs knowing the full extent of their medication. The 

second involved prescriptions that a CP had refused to dispense being re-presented at 

another community pharmacy: 

I know of one gentleman that was getting a prescription, he was getting morphine from me for 

a supposed crook knee that he had, and he was actually getting a solid base, a solid base, a 

solid morphine prep from me like a long-acting morphine tablet ï but he was actually picking 

up a morphine elixir from another pharmacy. [Interview CP10] 

I can think of one chap that was with us for about six months. In the end the doctor just kept 

on writing prescriptions and he was coming more and more regularly to pick up his 

medicines. So when we talked to him [the GP] he said to us ólook just donôt dispense that oneô. 

And of course we said óyou have to go back to the doctor, we wonôt dispense the prescriptionô. 

And he took the prescription out of our hand and just went to another pharmacy. [Interview 

CP1] 

As evident in the second account above, it was believed that patients refused their 

medicine were likely to try their luck at another pharmacy. Some interviewees felt 

that this was unavoidable as the prescription belonged to the patient and they did not 

have the authority to withhold it. Others, however, reported that they marked the 

prescription in some way (e.g. with the pharmacy stamp and the words ónot able to 

verifyô) to prevent this from happening. 

óPharmacy hoppingô patients were often identified via networking between CPs (e.g. 

if suspicious they sometimes contacted colleagues in their area to see if they had had 

any prescriptions from the patient) or through locums recognising drug-seeking 

individuals from other pharmacies that they had worked in. 

 

4.2.2.9 Fabricated medical conditions or symptoms 

Interviewees described incidents where patients had obtained prescription medicines 

for their psychoactive effects by fabricating medical conditions. This mostly involved 

óinventingô pain symptoms in order to obtain opioids, or faking psychological states 

(e.g. grief) to facilitate access to benzodiazepines: 

Well I guess I mean in a place like [name of town], I mean itôs a small town and we see these 

people elsewhere and they come into the pharmacy hunched over and apparently in a lot of 

pain, but we also see them elsewhere you know, upright and quite mobile. [Interview CP11] 

Some GPs reported that these patients were often from another practice, mostly out of 

the area, and so generally also had a reason as to why they could not access the 

medicine via their usual GP; this included being on holiday, an inability to contact 

their regular GP, or that the medication had been lost or forgotten.  Whilst this often 

alerted GPs to potentially suspicious behaviour, there were a number of ways in 

which GPs identified the fraudulent nature of such requests. This included patients 

being very specific about the medication that they needed (and a refusal to accept an 

alternative), a mismatch between clinical signs and patient descriptions of the 

symptoms, and apparent discomfort at being asked for the name of their regular GP in 
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order to verify the request. One GP also discovered, after the consultation, that a 

patient they had prescribed morphine for was órestrictedô: 

Iôve once been totally duped myself by a guy who was about 70 and he came in with a very 

plausible story. He had cancer and was on opiates, came up from [North island town] had left 

his morphine behind and I, you know, gave him a prescription for morphine on a weekend and 

then later realised heôs a restricted personé.He was very cachectic-looking and he had scars 

on his tummy and, you know, it was all very plausible. [Interview GP1] 

 

4.2.2.10 Fraudulent prescriptions 

A number of CPs had experience of patients presenting falsified prescriptions, 

including forged óspecial authorityô letters for drugs such as methylphenidate. In some 

cases, individuals had altered a bona fide prescription from a doctor. This either 

entailed inserting additional medicines on the original prescription (sometimes in 

hand-written form), changing the name on a óspecial authorityô letter, or amending the 

dose so that a larger amount of medicine was recorded: 

Iôve had prescriptions in the past that have been changed from 14 tablets to 44 which always 

sets bells ringing. Forty four is not a standard amount. [Interview CP13] 

One interviewee recalled an incident where a patient had altered a prescription for a 

controlled drug by inserting an additional digit in front of the correct dose, and 

highlighted that this was possible due to the way in which the prescription had been 

written by the GP: 

The doctor had been writing it for 30 [milligrams], heôd [the patient] been putting a one in 

front of it so it read 130. The doctor on the script was not writing the amount in words or the 

dose in words. Like a lot of, most of, our doctors will write like LA Morph, 10 mg, and then 

put ten milligrams in words. But he wasnôt, he was just using numerals. They were very 

cleverly putting ones in front of them. It was about six months before they got caught. 

[Interview CP16] 

Some CPs had been presented with computer-generated fake prescriptions, and KEs 

working in treatment services were aware of clients who had been involved in this 

activity. It was noted that technological advancements in recent years meant that these 

were often of a very high standard, making it difficult to identify those that were not 

genuine: 

You know with computers and colour photocopiers these days itôs much harder to pick up. 

And, yeah, in the days when things were hand written it was a bit easier often to pick up 

because sometimes they were trying to write what they thought the doctor had written but it 

didnôt actually make sense because they donôt  understand what the doctorôs instructions in 

Latin are. [Interview KE8] 

One CP had been presented with a prescription that was written on a form and had 

been óverifiedô with a stamp, both of which were stolen from a hospital. A GP 

interviewee had also had an old prescription pad stolen from her home but it had not, 

at the time of the research, been recovered and was not known to have been presented 

at a community pharmacy.  
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4.2.2.11 Theft  

A number of interviewees reported that they had had supplies of prescription 

medicines stolen from their pharmacy or practice (this included KEs who knew of 

patients who had committed such offences). In most cases they were obtained either 

via a burglary when no-one else was on the premises or as a result of a óhold-upô 

during business hours:  

Well some people do pharmacy burglaries and thatôs still happening. I mean, in the 14 years 

that Iôve been here weôve had pharmacists held up. We had a person on methadone who stood 

there with a gun and held up the pharmacyéWe had one patient who robbed a pharmacy two 

weeks in a row. [Interview KE12] 

In some cases earlier on when people were desperate they just swiped a whole shelf. You 

know, of drugs ï they donôt know what theyôre looking for but they just grab everythingéand 

take everything that they can fit in there, whatever container they brought, and then run off. 

And half the time theyôve got things that were terribly dangerous and things that were useless. 

[Interview CP1] 

Most GPs whose practices had been broken into reported that this had not occurred 

for some time (often years). This was sometimes attributed to having installed more 

sophisticated security systems. One KE reported that GPs from their practice had had 

their cars broken into on several occasions in the past:  

Weôve had cars broken into at least three times, and bags taken with drugs. Having said that 

we havenôt had it for years and we have security systems and all sorts of options as a result. 

[Interview KE5] 

 

4.2.2.12 Methadone 

There were specific ways of obtaining methadone for diversion compared with other 

prescription medicines, with most CPs of the view that they were fairly adept at 

spotting attempted diversion techniques. On the whole, it was believed by both CPs 

and KEs working in treatment services that the biggest source of diverted methadone 

was via ótakeawayô doses: 

It [diversion of methadone] is mainly through takeaways, I mean thatôs the easiest way and 

the purest way... I mean, thereôs still issues around clients retaining the methadone in their 

mouth and passing it on then. But thatôs a high risk sort of stuff so itôs mainly through 

takeaways and thatôs one of the constant tensions within the service trying to care for people 

and support them, but not be duped or deceived into being a dealer for them really. [Interview 

KE14]  

As highlighted above, diversion of supervised doses could also occur with patients not 

swallowing the medicine and spitting it into a container once having left the 

pharmacy, regurgitating it, or pretending to drink the methadone whilst trying to 

secrete it into another container. The following account from a CP highlights the often 

complex steps undertaken by some methadone patients:  

The other way they do it is much more obvious to us and thatôs when they, the dose that they 

supposedly drink, and this is more common really, the dose that they drink they divert.  And 

they do that by either not drinking it and in front of you they will have a little cup in a pocket 

on, you know the chest pocket on a shirt, they will have a little cup placed in there and theyôll 

pretend that they drink it but instead of tipping it in their mouth theyôll tip it into the cup.  ..  

Or they get it in their mouth and then they have all sorts of stories about what they have to 

drink afterwards and itôs hilarious because they think weôre completely stupid. Some of them 

have milk shakes, some of them have Just Juice things, some of them will have a little cup of 
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water ï generally stuff theyôve all brought in themselves and they say, oh I have to have this 

milk shake after my methadone because it tastes so horrible.  But itôs the same milk shake 

container every day and theyôre spitting it back into the milk shake container and then theyôre 

either selling it or injecting it. [Interview CP3] 

 

4.2.2.13 Other peopleôs supplies of prescription medicines 

Another means of obtaining drugs identified in the research included patients who had 

accessed other peopleôs supplies ï thus they were obtained indirectly from the 

primary healthcare setting. Examples given by interviewees included an individual 

picking up someone elseôs medication by pretending that they were the named patient, 

stealing drugs off family members, a landlord who was óblackmailedô into obtaining 

drugs of abuse for his tenants, access via pain medicine patients, and adults diverting 

a childôs or teenagerôs supply of methylphenidate (Ritalin®) for their own use. Some 

of these methods are described in the following interview extracts: 

Well often, you know, people with cancer get morphine so they might get a bottle of it or a 

bottle of pills and if peopleôs uncle, grandfather, mother, whatever, has got a stack of pills 

there, then they just take a few. [Interview KE3] 

Local people actually talk about, some of the elderly people talk about concerns about 

whanau members getting, like how do they keep their medication, you know, because they 

obviously use certain medications that for their illnesses and stuff, especially older generation 

and that, and they worry about meds being stolen from their property and stuff like that.  Like 

this has been raised in kind of community meetings, talked about how they can keep 

medications safe and locked away and if theyôre worried about a certain medication, having a 

place where no one else knows ï not even your own family, you keep it. [Interview GP12] 

Just through people that youôve met within the services or through being in the unit or itôs just 

connections, drug connection that theyôve had over the years. And say youôve got someone 

who is actually being maintained through the methadone programme on benzos, but they 

donôt take them all. And they may sell some. [Interview KE2] 

One KE working within law enforcement reported that prescription drug misusers 

often came to their attention due to having supplies of medicines that had been 

prescribed for somebody else: 

Quite often you know when youôre dealing with offenders on the street, for example if you 

come across people smoking cannabis or something like that, youôll go into a Section 18 to 

search the person without warrant and you know youôll got through their pockets. You may 

find cannabis, you may not find anything, but quite often, well not often by occasionally you 

find a vial or some pills in their pocket which donôt belong to them. [Interview KE17] 

They also indicated that sometimes family or other associates were óforcedô to hand 

over their medications: 

Thereôs always people who do get pressured into selling them as well you know. Pressured I 

suppose is the word you use, people who are using pain relief are vulnerable because of their 

medical condition. A lot of them are too scared to come to the Police and they do get 

pressured to maybe up their script and hand it over. [Interview KE17] 

 

4.2.2.14 Other ways of obtaining substances 

Whilst not directly related to this study, one interviewee spoke about PHCPs who had 

inappropriately supplied medicines to patients with whom they had become ñtoo 

friendlyò.  Some research participants also spoke about historical cases of ñdodgyò 
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practitioners who knowingly handed out medicines ñwilly nillyò, and to their personal 

gain, although this was generally considered to be a fairly rare occurrence in todayôs 

environment.  

 

 

4.2.2.15 Indications of ódrug seekingô behaviour 

In addition to the behaviours identified in the previous section (i.e. óhow substances 

are obtainedô) GPs and CPs reported that there were further factors that they 

considered to be indicative of suspicious behaviour in this regard. These were mostly 

picked up via what patients did (i.e. behaviour), how they were perceived by PHCPs 

(i.e. characteristics) and the prescription itself, and are summarised in the list below.  

It should be noted that, in some cases, it was evident that one of the following factors 

in isolation resulted in GPs or CPs becoming suspicious about the intended use for the 

medication (e.g. specific request for a potential medicine of abuse). In other instances, 

it was a combination of issues that raised doubts (e.g. a known drug user presenting a 

prescription with an unusually high dose).  

The main indications of ódrug seekingô behaviour included: 

 Specific requests for potential medicines of abuse and/or an unwillingness to 

accept an alternative (non-abusable) medication 

 Requests for dose increases of potential medicines of abuse 

 Uneasy or agitated manner exhibited during the consultation 

 Visits to GPs at recognised busy periods (e.g. late in the day) 

 Targeting of new PHCPs within a practice or pharmacy (including locums) 

 A new or unknown patient 

 Known (or perceived) drug users, known to have drug-using associates 

 Known (or perceived) transient lifestyle 

 Unkempt or dishevelled appearance 

 Suspicious looking prescription (e.g. marked or crumpled, unfamiliar hand 

writing, hand-written additions) 

 Unusual dosage (e.g. unexpected increase, high dose, different to GPôs usual 
prescribing pattern). 

The following accounts from interviewees provide further insight into what PHCPs 

considered suspicious behaviour: 

Well I mean the patientôs demeanour, agitation, shiftiness, well anxiety especially if you start 

talking about not giving them what they want, you know, and offering alternatives ï yeah, and 

theyôre adamant thereôs only one thing that will work for them. [Interview GP1] 

I suppose even weôre a bit suspicious if someoneôs address is North Shore and theyôve come to 

bring their prescription to us sort of thing, you know, to our pharmacy because there might be 

something fishy there as welléso strange doctors and strange clients are a good indication 

for us. [Interview CP1] 
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Oh theyôre always a new patient, never known to the practice before and theyôve always got 

some story of, you know, having lost things, having been discharged from the hospital without 

being given enough to see them through to their appointmenté  And then on top of it itôs sort 

of, ñoh by the way and I need some sleeping pills as wellò.  [Interview GP10] 

Well, for example, the chappie who was taking 240 milligrams of codeine all of a sudden was 

needing and claiming he was taking 300 milligrams of morphine, and the fact that he seemed 

to be functioning just fine makes you a bit suspicious. I mean you wouldnôt ordinarily be able 

to make that switch without being you know asleep for several days I would have thought. 

[Interview CP11] 

 

4.2.2.16 What steps do primary healthcare practitioners take to help identify the 

legitimacy of a request? 

Interviewees spoke about different steps taken when attempting to find out whether or 

not a patient was óódrug seekingôô. These mostly sought to gather further information 

on the patient and involved one or all of the following actions: 

 contact the prescriber: Well I think if it was somebody they knew who was 

usually a regular customer they would contact the prescriber in the first place 

and then say, you know, óIôve got a prescription from Mrs Brown and this is 

the second lot of x, y, z tablets that sheôs had in two weeks ï is there a reason 

for this or you know has she lost them or whatôs the issueô? [Interview KE1] 

 contact other colleagues in the local area: If we had any reason to believe 

that perhaps a patient had seen multiple GPs, you know, if there was a clear 

pattern of it, we would definitely phone other pharmacies and say óhey look, 

weôre a bit suspicious of patient óXô, you know, have you done much in the 

way of controlled drugs in the last month or two? [Interview CP11] 

 consult the register of known ódrug seekersô: The other thing that we have 

of course if the register of, as you know ódrug seekersô. I would find that very 

useful, our nurses look them up. So Iôll scare them [the suspected ódrug 

seekingô patient] and the nurse will look them up, and we often find them 

there. [Interview GP8] 

 

4.2.2.17 Drug seeking behaviour: summary and implications 

 There was a high level of awareness of PDM as an issue. 

 The most common drugs outlined by respondents were opioids, benzodiazepines 

and stimulants. Although not prescription medicines, pseudoephedrine and 

Nurofen Plus® (ibuprofen and codeine) were commented on as problematic. 

 General perceptions were of two distinct groups of ódrug seekersô who were 

viewed quite differently and may elicit a different response from PHCPs. 

Indications were of greater levels of empathy with óover-usersô rather than 

óabusersô. Most of the discussion centred around the group perceived to be 

óabusersô or ódrug seekersô. There was an awareness by some PHCPs that drug 

misuse/abuse can be iatrogenic. 

 Some respondents (particularly KEs) did note that you could not tell who might be 

a drug user as they could come from a range of backgrounds. 

 However, there is evidence of a stereotypical view of prescription drug misusers as 
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óaddictsô, with associated, often negatively viewed, lifestyles and appearance. This 

may mean that PHCPs overlook individuals who fall outside of this image (e.g. 

those are ówell-presentedô and articulate) while óscruffyô, tattooed individuals may 

be unfairly suspected, and possibly denied legitimate treatment. 

 GPs and CPs viewed PDM as a predominantly New Zealand European issue; 

however, as with other demographic factors, these did not draw on quantitative 

data and views were formed based on perceptions only. KEs highlighted some 

gender differences with regard to how people illicitly obtained medicines. 

 It was reported that ódrug seekersô attended a number of doctors to obtain 

medications (also known as ódoctor shoppingô). They might also go to more than 

one pharmacy in order to not alert suspicion. 

 False identities were used by some. Fabricating stories around symptoms, lost 

prescriptions, and the need for emergency supplies were other tactics used to 

obtain prescription drugs. 

 Forged and altered prescriptions were noted by a number of community 

pharmacists. 

 Thefts from GP practices and community pharmacies were reported by both CPs 

and GPs, but were not a regular occurrence. 

 Picking up repeat prescriptions earlier than the normal time was also mentioned, 

and was believed to indicate escalating misuse among óover-usersô. 

 There were reports that some ódrug seekersô were also accessing supplies of 

medication óindirectlyô ï i.e. via friends or family, or other drug-taking associates. 

 Many of the ways of illicitly obtaining substances, as reported by GPs and CPs, 

were confirmed by KEs. 

 As pharmacists and GPs do not have centralised information on patients and 

prescriptions it is not possible to identify ódoctor shoppersô and ópharmacy 

hoppersô in this way. 

 As picking up repeats early was an issue, there may be a role for further regulating 

drugs liable to misuse with regards to the size and frequency of instalments on 

repeat prescriptions. 

 A variety of factors, taken alone or with others, alert PHCPs to suspect people of 

PDM, including specific tactics used and the demeanour of the patient. New 

patients, patients presenting at the end of the day, knowledgeable patients and 

those who refuse alternative medicines also alert suspicion, as well as a personôs 

appearance.  

 As highlighted previously, there were indications of stigmatisation and value 

judgement influencing GPs and CPs in terms of what alerts them.  

 CPs in particular talked about a sixth sense with respect to forged prescriptions, 

although it is likely they are picking up on appearance and behaviour of patients, 

often potentially influenced by subconscious value judgements.  

 Many of the issues mentioned in this section can be used as part of health 

professional training around the issues of ódrug seekingô, with the caveat that 

PHCPs also need to be made aware of, and vigilant to, their own internal 

judgements and preconceived views of drug misuse and drug misusers. 
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4.2.3 What happens to these prescription medicines? 

This section discusses intervieweesô perceptions of what happens to prescription 

medicines when they are accessed by patients for their psychoactive effects. 

There was a diverse level of knowledge and understanding of what happened to 

prescription drugs obtained from primary care.  In general, GPs and CPs were aware 

that many of the medicines were misused and that some were used by the person who 

had obtained them, but that the medicines also ended up being sold onto the illicit 

market. To a certain extent, many made an educated guess when answering the 

question, whilst others ï often those who were involved in prescribing or dispensing 

methadone ï had personal experiences to back up their knowledge.  

KEs, on the other hand, and as would be expected, had a higher level of awareness of 

the fate of these drugs. Many of the KEs had experience of working in drug treatment 

services, and thus often their responses related to methadone (see later).   

Two major themes were identified. The first was that the medicines were kept for a 

range of personal uses. The second was that they were sold onto the illicit market, or 

swapped for other drugs, also known as ódiversionô: 

They [ódrug seekersô] will often swap the drugs. Often theyôre given it for nothing, often 

thereôs no money exchanged ï theyôre just givenéYou donôt hear a lot about money 

exchanging hands. Occasionally, but you would hear more about handing it out on the street, 

knowing who has it out there and exchanging it for other drugs in a barter system. [Interview 

KE7] 

Personal use may be for a number of purposes and may depend on whether the person 

is addicted to the drug in question and whether they are wanting to use it to ófeel 

normalô, to stave off the withdrawal effects from other drugs, to get away from their 

problems, save up for a binge, mix with other drugs for the effect or whether they 

need to sell them for money or swap for other goods. 

Respondents described people who had become dependent as a result of having been 

prescribed drugs for a legitimate reason such as pain, a bereavement or stress. For 

those who are addicted, this may have developed over time, the drug having been 

prescribed them for a longer and longer period, sometimes at gradually escalating 

doses. 

I think that in general theyôre taking it. And I think that some doctor in their wisdom has 

prescribed codeine for them, for perhaps a chronic pain situation, and codeine appears to be 

a chemical that, a chemical drug that really creates more and more dependence and requires 

ever increasing doses of it, and so I donôt see it, I mean itôs misuse in the sense that itôs not 

being taken perhaps as prescribed, but itôs not, itôs not being used in any other way. 

[Interview CP10] 

Others may be using the drug to enable them to come off substances, or to stave off 

withdrawal symptoms when their drug of choice is not available: 

 
See you meet a lot of clients who have been prescribed those drugs as well by GPs, for 

instance, that are just ódrug seekingô.  Yeah, they say they donôt really need to be on this but 

they canôt access their drug of choice, which might be meth or opiates because thatôs where, 

you know, if theyôre arrested, you know, the consequences are very much higher in accessing 

the other drugs.  So theyôll get the prescription drugs to take the edge off a meth withdrawal, 

take the edge of an opiate withdrawal.  So they wonôt be using them all the time but theyôll be 

abusing them. [Interview KE7] 
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4.2.3.1 Routes of administration 

Overall, GPs and CPs were not knowledgeable about how prescription drugs were 

used, although some assumed that the intravenous route was popular. One pharmacist 

commented that ñé they do have a bit of a fixation with needles and thatôs why they 

prefer, a lot of the time, to inject and being a quick wayò. This quote also highlights 

the issue here of value judgement, in that the respondent spoke of ñtheyò implying IV 

drug users, and showing a bias in the response towards the óabuserô as opposed to the 

óunintentional addictô. 

Most of the information on routes of administration came, understandably, from KEs. 

In general it was accepted that IV use of opiates was common and had been so for a 

while. One KE described anecdotal information about morphine tablets being ñé.just 

crushed up and dissolved and filtered and injectedò. They acknowledged that there 

was also a group who might convert morphine chemically to heroin.  

The injecting of oral methadone liquid was also described, with one KE being 

concerned that providing an injectable liquid to IV drugs users was setting them up to 

fail. However, it is generally acknowledged in the AOD field that providing a less 

injectable form of methadone (thick syrup, tablet) might not act as a deterrent and 

would result in more harm overall for those who continued to inject. In practice, this 

issue is often accompanied by further discussions on whether or not to dilute take 

home doses, an activity which some believe again leads to greater harm with a larger 

volume being injected and often containing an unknown quantity of methadone 

raising risks of accidental overdose
41

. 

The injecting of Ritalin® was mentioned on a number of occasions, with one KE 

describing it as an emerging issue of concern. One KE commented on the use of 

Ritalin® with BZP although it was not clear whether this involved injection of both 

substances at the same time. Methadone, in particular take home doses, was known to 

be amassed by patients and then injected rather than being taken orally. 

With regards to benzodiazepines, use was generally believed to be by the oral route. 

However, KEs discussed the injection of temazepam gel filled capsules when they had 

been available, and the significant injecting related harms that could result.  

 

4.2.3.2 Prices of prescription drugs on the illicit market 

In general GPs and CPs had no real idea of the street value of diverted pharmaceutical 

drugs. Where information was available it was generally anecdotal through the KE 

interviews (some research participants specifically asked their clients for pricing 

information for the purposes of the study). Table 10 below summarises some of the 

prices provided by interviewees. As can be seen there is considerable variation in the 

reported costs. The variation might be regional (e.g. one KE talked about Ritalin® 

being much cheaper in some parts of the country), but may also be due to incorrect 

estimations made by KEs. 

 

                                                 
41 Dilution of methadone should occur according to manufacturersô guidelines. 
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Table 10: Reported street prices of prescription medicines taken from interviews 

across the three sample groups (GPs, CPs and KEs*) 

Morphine 

$1/mg 

Morphine sulphate tablets $10/mg 

Morphine 60mg tablets $80-$100/tablet and morphine 100mg $150/tablet 

Morphine $100 per tablet 

Morphine $2-5/mg 

Morphine $10/mg 

Methadone 

$1/mg 

$10/mg (although respondent indicated being unsure) 

Methadone tablet $100/tablet 

Ritalin®  

$7-$8/10mg and $15-$25/20mg 

$10/pill 

Benzodiazepines 

$5 for a blue órivieô 

Temazepam $3/tablet and diazepam $1-$1.5mg/tablet 

Clonazepam 2mg $8-$10/tablet and clonazepam 0.5mg $3-$5/tablet 
*Data from Police can be found under secondary data 

 

4.2.3.3 Harms associated with prescription drug misuse 

When discussing potential harms of prescription medicines respondents fell into two 

distinct groups. One included those who knew very little about the associated harms, 

and included the majority of the GPs and CPs, and some of the KEs who did not have 

direct contact with clients misusing prescription medicines. The second group 

included those who worked with drug and alcohol clients and were very 

knowledgeable about drug related harms in general and prescription drugs in 

particular, although it was acknowledged by some that the harms from prescription 

drug misuse use alone might be different from illicit drugs and that not that much was 

known specifically about harms related to prescription drugs. 

It was also recognised by those in the second group that problematic prescription drug 

misuse was often not an isolated issue and that the medicines were often taken with 

other substances, including alcohol.  

Many of the harms discussed were specifically related to those people who used in a 

problematic way, as opposed to those who either used órecreationallyô or those who 

were dependent on a single medication through having been prescribed it for years 

and where a continued supply through the prescriber was not an issue. 

In general, harms were those which one would associate with substance misuse and 

addiction in general. These included physical harms mainly related to injecting, for 

example: 

 necrosis of tissue associated with injecting temazepam gels (no longer 

available in New Zealand);  
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Well temazepamôs not available in footballs anymore now, but we did have a woman who, 

when it was available in gel caps, she injected that and weôve got photographs of her arm 

because sheôd been hitting up with Ritalin all day and then she took one  of those to come 

down on and she just about lost an arm. She had this death of tissue.  It was very nasty. 

[Interview KE12] 

 abscesses not at injecting sites, apparently related to injecting drugs such as 

Kapanol®; 

 formication (sensation like insects crawling under the skin) associated in 

particular with Ritalin® and resulting in scabs and sores on the skin. 

 

Other medical and health-related harms identified by interviewees included: 

 Poor eating and sleeping associated with stimulants such as Ritalin® 

 Lack of exercise, weight gain, reduced social contact and injury such as setting 

oneself on fire: 

They put on weight, they stop them from being active, they can nod off and burn themselves 

really badly, burn their hair.  Iôve seen a girl with a half a head of hair because she nodded 

off with all the hairspray and the hair caught on fire.  They stop them from driving safely, the 

anxieties that they create stop them from interacting in life.  They donôt get socially involved ï 

theyôll only stick to the ones that they know that act the same as them. What else?  Yeah they 

isolate a person off, they definitely do that.  That whole cognitive behaviour that comes into 

play. [Interview KE2] 

 Overdose risk especially when sedating substances such as opioids and 

benzodiazepines are mixed together. One KE also indicated that police were 

sometimes called out when people attempted an intentional overdose involving 

prescription medicines: 

Suicide attempts, you know, we might get called to an address where thereôs been a suicide 

attempt and thereôs an overdose and you usually find a pill bottle lying around. But that could 

be their own drugs, could be family drugs out of the medicine cabinet. [Interview KE17]  

 Convulsions with benzodiazepines when stopped abruptly 

 General harms such as having unsafe sex, driving whilst intoxicated, sharing 

injecting equipment 

 Paradoxical aggression and irritability with long term use of benzodiazepines. 

 One KE made a specific comment about zopiclone and issues of memory loss 

as result of using high doses:  

With the zopiclone, which isnôt a benzo, but itôs one that we commonly use, thereôs a lot more 

coming out now overseas about that family of drugs and there have been reports of people 

driving in an amnesic state so they have no recollection whatsoever or cooking or making 

agreements, you know, like just completely blackout on what youôve said youôll do and so on.  

But if youôre cooking or driving or parenting in an amnesic state, you know, this is potentially 

dangerous, potentially lethal actually. [Interview KE3] 

Social harms associated with PDM included isolation, a loss of employment and 

relationships, criminal activity, and a negative impact on family or whanau, including 

a lack of connectedness. One KE commented on the lack of emphasis on dealing with 

family and child-related issues for drug misuse in general, acknowledging a lack of 

specific knowledge about prescription drug misuse: 
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I think that the new issue now that weôre quite aware of now is children growing up in 

households whose parents are addicted and I think thereôs a bit of an unmet need around that 

issue.  So thatôs a general comment around drugs and I donôt know if prescription meds would 

be the same kind of thing, but yeah sort of treatment focusing on the individual rather, and 

sort of the kids growing up.  You know, and also kids growing up in households where mum 

and dad is an alcoholic as well ï itôs the same issue I think.  A lot of the impacts that isnôt 

addressed in this country is support for families, especially children. [Interview KE6] 

Whilst a number of KEs felt that the harms from prescription drug misuse were equal 

to that of illicit drug use, one interviewee indicated that they believed the impact was 

less: 

I think the illicit drugs have got a much higher impact cause of some of the seriousness of 

some of them.  Iôm talking about methamphetamine which is our number one problem at the 

moment but any, any misuse of any medicine or drug is serious and I think the impacts,  the 

impact of prescription medicine is probably a lot lower at this point.  Whereas illicit drugs  

are, you know the impact is higher for us, and not only in the harm, the harm category that it 

causes society but you know itôs, thereôs a huge demand out there which weôre trying to 

reduce and we, our other mandate is to try and control the supply. [Interview KE17] 

 

4.2.3.4 What happens to the prescription medicines? - summary and implications  

 There was a diverse level of knowledge and understanding of what happened 

to prescription drugs obtained from primary care.   

 GPs and CPs were aware that the medicines were obtained for self use, or 

ended up on the illicit market. Those involved in prescribing and dispensing 

methadone often had more insight into this due to contact with clients who 

were knowledgeable in this area. KEs generally had a higher level of 

knowledge regarding this issue, particularly those working directly with 

individuals misusing illegal or prescription drugs. 

 Personal use of prescription medicines was usually considered to be either: óto 

feel normalô, to stave off withdrawal symptoms when a drug of choice was not 

available, or for recreational use and ógetting highô. 

 Interviewees believed diverted medicines were purchased on the illicit market 

for a number of reasons including recreational use, topping up the effects of 

prescribed methadone and using when a drug of choice not available.  

 GPs and CPs were generally unaware of how the drugs were used, the prices 

of drugs on the illicit market, and the harms associated with prescription drug 

abuse, when compared with KEs. A lack of clear understanding by GPs and 

CPs of the destination and use of prescription drugs might impact on the way 

they manage their responses to suspected misuse: for example when it is 

appropriate to instigate an intervention. This indicates that there may be a need 

for educating PHCPs. 

 Interviewing drug users would provide useful data on routes of administration, 

drug preparation techniques, patterns of use etc, which could be used in the 

development of harm reduction interventions.  Information on price and 

availability of individual products, which is currently collected as part of the 

IDMS, should also be utilised. 

 There was a wide range of street prices for opioids, indicating either that 

prices vary regionally or that some interviewees lacked accurate knowledge of 

this issue. Also, due to the large number of brands of morphine tablets it is 



 

  

77 

possible that certain products are preferred and attract a higher price. 

 Perceived harms were of the type one would expect from problematic use of 

drugs in general and, in the main, related to the misuse of illicitly obtained 

prescription medicines, injecting dosage formulations not designed for this 

purpose, and harms associated with dependent use. 

 Harms associated specifically with opiates and benzodiazepines included 

overdose, risky driving, and seizures on abrupt cessation of benzodiazepine 

use. Harms specifically associated with stimulants such as methylphenidate 

included formication and skin problems. Other harms associated with 

prescription drug misuse in general, were related to lifestyle, lack of income 

and route of administration. 

 Little information was obtained in respect to harms associated with óoveruseô 

indicating that patients considered to be óover usersô may be a hidden 

population who may not present with overt harms. They ï or their PHCP ï 

may be unaware of the availability of appropriate services, or the patient may 

be unable to access them where they are not locally available.  

 

 

4.2.4 Primary healthcare practitionersô response to the issue 

The research explored the response of PHCPs when they believed that a patient was 

looking to access prescription medicines for their psychoactive effects.  

Under their respective professional codes of conduct, GPs and CPs are bound to act 

within the laws of New Zealand and have professional and ethical obligations to 

prevent the misuse of medicines. Some interviewees commented upon the role that 

these played within their response to prescription drug misuse: 

Oh I think when there are blatant cases a pharmacist will definitely withhold, I mean weôre 

bound, weôre obliged, where we have reason to believe that the supply of medicine is 

inappropriate whether it be a controlled drug or not, that we have an obligation to contact the 

prescriber and address those concerns. [Interview CP11]  

We have certain rules in our code of ethics that help us focus on whether what weôre doing is 

the correct and proper thing to do and I guess thatôs the guiding principle in actual fact, this 

code is our code of ethics.  How would you behave? What expectation would you have of the 

behaviour of the pharmacist in a particular situation?  And you know, our code of ethics says 

that you donôt supply medicines if you believe that they are being abused and all those kinds 

of things.  And that kind of is the guiding principle really. [Interview CP13] 

One interviewee commented that even though there were clear professional 

guidelines, this did not mean that the response to an incident of prescription drug 

misuse was always straightforward. In the following passage, a CP is commenting on 

the strains that ófollowing the rulesô can put on GP-CP relationships: 

I mean I think that all pharmacists probably grapple with the issues of how to raise the issue 

with the GP if they thought that a GP was being a soft touch, and I guess I mean obviously 

pharmacists have a certain legal obligations where we could step in, but just that the early 

intervention in how to approach that in a manner that doesnôt compromise relationships. 

[Interview CP11] 

Beyond underlying professional and legal obligations, there was a perception by some 

interviewees that there was no overt strategy in place to deal with prescription drug 
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misuse issues. Whilst it was widely acknowledged that Medicines Control had a key 

role to play, some GPs and CPs felt that it was up to the individual health practitioner 

as to what course of action they took in responding to ódrug seekingô behaviour.  

Furthermore, it was clear from the findings that not all practitioners responded in the 

same way. Underpinning their responses was a range of factors that influenced the 

action that they took. These included an individualôs personality, general attitude 

towards illicit drug use, whether they classified the patient as an óover userô or 

óabuserô, level of confidence, level of exposure to ódrug seekingô patients, and the 

model of health care that they subscribed to.  

This section provides a summary of the different responses identified in the research, 

which can be grouped under two main categories: 

 Supply control interventions 

 Other interventions. 

 

4.2.4.1 Supply control interventions 

In line with legal and professional obligations, the predominant response by both GPs 

and CPs involved attempts to control the supply of prescription medicines. For the 

most part, this entailed either a refusal to prescribe or dispense, or limiting the amount 

of substances provided.  It should be noted that PHCPs sometimes varied their 

response, depending on the circumstances (e.g. if they felt threatened) or the nature of 

the therapeutic relationship (e.g. if it was an unknown patient).  

In addition, underlying this, there was evidence of a continuum with regard to 

approaches to supply control. Some PHCPs took a fairly óhard-lineô approach to any 

suspected ódrug seekingô behaviour, with their main response being an outright refusal 

to supply the medicines if there was any hint that they were not going to be used for 

their intended purposes. At the other end of the spectrum were GPs or CPs who spoke 

about being ñgullibleò  or too trusting of people, and who acknowledged that they 

were sometimes ótaken for a rideô by ódrug seekingô patients. In the middle were 

PHCPs who took a ótwo strikes and youôre outô approach, whereby they were 

prepared to give the patient the óbenefit of the doubtô initially if they were unsure of 

their intended use for the medication, but who would quickly stop supplies if it 

became clear that they were being taken advantage of: 

I mean generally my approach is sort of ótwo hits and youôre outô. In other words I will 

probably, probably accept the story the first time ï and I warn them óthis is never going to 

happen againô. [Interview GP5] 

The main ways of controlling the supply of drugs identified in the research are 

outlined on the following pages. 

 

4.2.4.2 Direct refusal to supply the drugs 

In some situations GPs and CPs refused outright to supply prescription medicines to 

patients suspected of (or known) to be ódrug seekingô. This generally occurred when 

the PHCP was confident that the patient was sourcing the drugs for illicit purposes, 

and the GP or CP felt comfortable refusing the request (e.g. they did not feel 
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threatened by the patient). Some GPs also reported that they never prescribed certain 

drugs under any circumstances (usually pseudoephedrine-containing products). Others 

said that they did not supply any potential drugs of abuse to unknown patients (i.e. 

people from out of the area). In the case of CPs, refusal to dispense was sometimes on 

the ódirectionô of the GP (e.g. after alerting the doctor of their concerns, they were 

informed not to supply the medication). One CP reported that (in an extreme case) 

they had not dispensed the medicine despite the doctor giving the go-ahead to do so. 

Alternatively, CPs sometimes refused to dispense when patients turned up early to 

pick up their prescription:  

ñIf itôs just downright abuse we will just go out and say to them, óno, you had this ten days 

ago, that was meant to last you 30 days so Iôm sorry, we cannot give anymore inside that time 

and itôs just non-negotiable, thatôs itôò. [Interview CP4] 

 

4.2.4.3 Supply medicines in restricted amounts  

Both GPs and CPs reported prescribing or dispensing small amounts of medicines to 

known or suspected ódrug seekersô in some situations. For CPs, this often occurred 

when they were unable to verify the legitimacy of the prescription with the GP and 

did not feel confident refusing to dispense (either because they felt intimidated or they 

were unsure as to whether they had accurately identified the patient as a ódrug 

seekerô). In such cases, they often pretended that they had limited supplies of the 

medicine and informed the patient that they would need to come back to pick up the 

remaining supply. The fact that most did not return was viewed as evidence that the 

PHCPôs suspicions were justified: 

I might have just liked stalled them and said, look weôve only got a few tablets and weôll owe 

you the rest and can you come back another day and we might have just given them a few.  At 

that stage I couldnôt confirm that the prescription had been forged, like that was just a stall 

tactic, so they took them but they never came back for those because theyôd obviously sensed 

something wasnôt right.  [Interview CP9] 

Some GPs reported that they prescribed small amounts when they were unsure of the 

legitimacy of the request, but were willing to give the patient the ñbenefit of the 

doubtò, as they felt more comfortable if patients were not given access to large 

quantities of drugs in case it turned out to be an illegitimate request. 

 

4.2.4.4 Ban the patient from the practice or community pharmacy  

This was generally carried out for repeat drug-seekers and/or those who were 

aggressive or threatening to staff. Some GPs reported that they informed such patients 

that they were no longer prepared to treat them and they would need to access health 

services elsewhere. One CP had served trespass notices on these types of patients. A 

number of interviewees acknowledged that whilst this approach was effective at 

removing the óproblemô from their business, it was likely that the patient then simply 

moved on to other GP practices or pharmacies and thus was not successful at 

resolving the issue overall: 

I think some GPs deal with it by just denying it and saying ówe donôt want patients like thatô. I 

mean that just means the patient moves down the road to somebody else. It shifts the problem, 

but itôs not addressing the problem. [Interview KE14]  
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4.2.4.5 Seek for patient to be restricted 

Some interviewees reported that if they had concerns about a patient they contacted 

Medicines Control asked for them to be órestrictedô to one GP and/or one pharmacy. 

 

4.2.4.6 Contact Police 

Many interviewees stated that they contacted the police when faced with an incident 

of prescription drug misuse. This was most often described by CPs in relation to 

fraudulent prescriptions. In some cases, they would employ stalling tactics in an 

attempt to detain the patient until the police arrived. One GP reported that if he was 

directly threatened by a patient he informed them that he would prescribe the drugs, 

but that as soon as they left the practice he would be contacting the police.  

Interestingly, feedback from Police indicated that PDM was not big issue for them, 

although they are aware that a considerable amount of prescription drug diversion 

occurs. When they get involved, it tends to be reactive, for example in response to 

finding diverted prescription drugs on arrestees or being called out by health 

professionals.  

 

4.2.4.7 Other interventions 

A number of other (non-supply control) interventions were identified in the research, 

although they appeared to be less commonly undertaken. A number of factors could 

influence whether or not a PHCP undertook one of the actions outlined below. These 

included how well-known the patient was to the GP or CP, their expected response 

(e.g. how open the patient might be to receiving additional support), the PHCPôs level 

of interest in the issue (e.g. some interviewees had a greater interest in drug misuse 

issues than others) and their capacity to provide extra input. A description of each of 

the main other interventions identified in the research is provided below. 

  

4.2.4.8 Question patient about their drug use 

In some situations GPs and CPs had confronted patients directly about their use of 

prescription medicines and, in contrast to some of the strategies discussed above, 

sought to find out more about the individualôs behaviour. This predominantly 

included asking them if there were any particular reasons why they were accessing the 

medications early, or why they were using so much of the medicine. In some cases, 

this led onto discussions around what else was happening in their life that may be 

causing the problem. In the example below, the CP reported that such an approach 

had resulted in a successful outcome for one of their patients: 

I said, you know, ówhatôs the problem here? Youôre coming back and getting these too soonô. I 

said ówhat is it thatôs in there thatôs causing the problem?ô and I identified the diazepam 

really.  And he said heôs just so stressed out with the kids and grandkids and that. So I saidô 

well what we should do is if youôd like to come in twice a week and Iôll give you half a pack so 

youôre not tempted to take too muchô. But he elected to do something else ï he said, no, heôd 

give the stuff to his wife and sheôd give it to him each day, so heôs been very compliant since. 

[Interview CP12] 
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Another CP interviewee also highlighted the benefits of addressing the issue early on 

with patients: 

Well they just present more, if you give them 30 nights of a sleeping tablets, it should last you 

30 nights and if itôs less than that then you should be asking the patient why theyôre here 

earlier. And you should be doing that with any prescription but particularly abusive things ï 

things like diazepam and hypnotics, for their own safety because theyôre addictive and people 

donôt recognize that.  Some people do and some people donôt. And so youôre better off to help 

them in the early stages before the addiction becomes too engrained and try and help them 

with it, rather than become the big ogre, yeah. [Interview CP2] 

 

4.2.4.9 Offer help or assistance to the patient 

Some GPs and CPs had worked with patients to try and reduce the harm caused by the 

misuse of prescription medications.  This included counselling individuals, advising 

on appropriate use, suggesting alternative (non-abusable or non-pharmaceutical) 

therapies and offering to restrict the patient to one pharmacy or practice. One GP had 

suggested trialling drug-free days to one patient. A few interviewees had worked with 

other practitioners in this process (generally with the patientôs permission) to 

maximise the effectiveness of such strategies: 

I got him [the patient] off seeing the surgeon. I made the surgeon and the GP aware of the 

loop so that one of them only was prescribing and he [the patient] knew I did all that. And I 

also was going through a whole lot of things with him like óyouôre throwing these down the 

hatch and theyôre not alleviating your problem are they? So there must be better ways around 

thisô. [Interview CP5] 

 

4.2.4.10 Provision of information 

Whilst not widely reported in the research, some interviewees had provided 

information to patients on prescription medicines of potential abuse. Where this was 

undertaken it was either at the patientôs request (i.e. they asked for information on a 

medicine they were taking) or was offered unsolicited. The types of information 

provided included drug effects, and potential for dependency and misuse of specific 

medications.  One GP highlighted that there was a lack of information resources to 

give out to patients on the issue:  

Like in the good old days if you came and said Iôve got a cold, I want antibiotics, look 99% of 

these things are viruses ï hereôs five pamphlets that Pharmac and everybody else has given 

me, go and read those, okay, come back and see me next week if youôre still éWhereas if you 

come in with your sleep disorder Iôve got no pamphlets to give you a little run down of, you 

know, exercise, no caffeine, you know, I can do all those things but itôs not quite as formulated 

for people and so itôs easy ï oh no, just take hereôs temazepam, take 30, oh I had trouble last 

time, I need to take two, okay take 60, go you know. Theyôre much harder, theyôre not so 

concrete issues and itôs, and thereôs nothing to follow them up with as far as information I 

suppose and education from our point of view to then pass on to you guys is the problem you 

see. [Interview GP6] 

 

4.2.4.11 Refer patient to a specialist service 

Some PHCPs (mainly GPs) had referred (or offered to refer) patients to a specialist 

service. This predominantly was drug treatment agencies such as CADS (or 

methadone clinics), with some interviewees from Auckland also reporting that they 
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had referred patients to TRANX (an assessment and treatment service for people 

dependent on benzodiazepines). A small number of PHCPs had referred patients who 

were misusing opioids to a pain clinic. Interviewees generally reported that it was 

patients that they had an ongoing relationship with that they would offer a referral to, 

and/or those who had specifically asked for help: 

Interviewer: So what kind of patients would it be that you tend to refer? 

Respondent: Well the ones that I do have a kind relationship with and, you know, often theyôre 

ones who come to the conclusion that they need to do something about their habit and so they 

will often come in confessing and seeking help and, you know, youôve probably got a greater 

chance that they are going to carry through with it. [Interview GP9] 

On the whole, it was reported that getting patients to take up a referral offer could be 

challenging, as evident in the following excerpts from two GP interviews: 

It does involve quite a bit of time and energy sort of setting it up. Once itôs set up hopefully it 

runs smoothly, but yeah itôs setting them up, itôs getting them interested and going to places 

like TRANX and having the transport to get there. I mean, thatôs quite a burden for them 

sometimes, they just canôt get there. [Interview GP10] 

And I said I didnôt think that was particularly appropriate and that she should be, you know, 

going through methadone clinic and I gave her the numbers for that and also that thereôs now 

a rapid detox available and also gave her the name of a counsellor who works with addictive 

problems and of course I havenôt seen hide nor hair of her since. [Interview GP6] 

Some PHCPs also discussed the difficulty in knowing where to refer patients to. One 

GP highlighted that some patients would be resistant to being referred to a drug 

treatment service as they did not see themselves as having a substance misuse 

problem.  

 

4.2.4.12 Restructure frequency of prescriptions 

Some GPs and CPs had arranged for short-term supplies of drugs to be provided to 

patients who they felt were overusing or abusing certain medications (e.g. 

benzodiazepines) as a means of monitoring and restricting their access to the 

substances. This usually involved daily, twice weekly, or weekly ópick-upsô:  

ñThe girl that weôre quite sure is diverting and she comes in three times a week and picks up a 

medico pack with two or three days supply, because if she has a weekôs supply, sheôs always 

short at the end of the week. [Interview CP12] 

 

4.2.4.13 Supervise consumption of the medication 

One CP had arranged for a patient to consume daily doses of clonazepam in front of 

the pharmacy staff.  This was set up in conjunction with the patientôs lawyer and GP. 

 

4.2.4.14  Other actions taken 

In addition to the responses outlined above, GPs and community pharmacists often 

took other action to ensure that the patient was prevented from accessing further 

supplies of prescription drugs. This mostly involved alerting colleagues ï both within 

and outside of their immediate profession ï to the issue.  
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Some interviewees reported that they ósubscribedô to a ófax alertô system, whereby 

information on suspected or known ódrug seekersô was disseminated to colleagues in 

the region. One community pharmacist reported that their arrangement was linked to 

the police, in that pharmacists who were suspicious about a patient sent the 

information to the local station who then forwarded this on (via fax) to all the 

pharmacies in the area, and a GP said that their system was administered by their 

Primary Health Organisation. Others spoke about being part of a ófax treeô, whereby 

each community pharmacist who received the information then faxed it out to all their 

contacts. The speed at which information was circulated and the up-to-date nature of 

the data were highlighted as two key advantages of a fax-based scheme. One CP also 

said that when they received the information they inserted it into their computer so 

that if the suspected ódrug seekerô presented a prescription at the pharmacy, the 

information would be flagged up electronically with details of who to contact (e.g. the 

police). 

Several interviewees reported that they contacted Medicines Control if they had 

concerns about a particular patient. In contrast to putting more formal supply control 

measures in place, (e.g. seeking for the patient to be restricted ï see above) this was 

undertaken as a way of formally voicing their concerns and highlighting to the 

organisation that the patient may need to be monitored. Some PHCPs also contacted 

the organisation in this way if they were uneasy about the prescribing behaviour of 

another health professional. 

Many research participants spoke about alerting colleagues more informally. This 

included calling GPs or CPs in their local area to inform them of an issue. As evident 

in the following passages, this was often undertaken when a patient was presumed to 

be ódrug seekingô, but the behaviour had not actually been confirmed: 

It might be that with another pharmacist they might choose to dispense that prescription, but 

certainly bring it to everyoneôs attention that itôs happened and that they werenôt one hundred 

percent happy about it. [Interview CP10] 

éitôs usually people who are new to town so if somebody comes in and theyôre asking for 

anything like that, weôll make our colleagues aware thereôs somebody ódrug seekingô or that 

we think is ódrug seekingô, and weôll give a description of the person or, you know, let 

everyone know the name of the person.  Weôve had a couple of issues over the last two or 

three years and weôve usually eventually told the people they canôt come here anymore and 

they disappear, they leave town once they know thereôs no, there isnôt a ready supply of what 

they want.  [Interview GP1] 

Within an individual practice or pharmacy, some interviewees reported that they 

inserted information in patient records so that other PHCPs would be alerted if they 

were approached by the suspected ódrug seekerô. 

Local alcohol and drug treatment staff were also sometimes contacted by PHCPs 

involved with the methadone programme: 

Probably because most of the ones that do abuse these sort of medications tend to be people 

that Iôve encountered, tend to be people on the methadone programme and we do have a good 

relationship with the methadone clinic and the counsellors there and weôre often calling each 

other. So I find it very easy to talk to them about anything.  So I would say if I thought that, 

you know, something like their benzodiazepines or something like that was being abused just 

to probably to the same extent that their methadone was being abused. [Interview CP14] 
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A number of KEs employed in drug treatment services also reported that they were 

working closely with PHCPs in an attempt to facilitate a stronger link between 

primary and specialist care. Some, for example, provided telephone advice to GPs or 

CPs who contacted them about specific patients (some of whom were already in 

treatment, but others who were not). In other cases, KEs indicated that they worked 

alongside the PHCP (particularly GPs) to support a patient. The following examples 

illustrate the type of joint working reported by KE interviewees: 

Iôve had three or four GPs who have said to me, theyôve rung me up and said ólook Iôve got 

this person who keeps coming wanting certain scripts and Iôd really like him assessed from an 

alcohol and drug point of viewô. So I go out to their offices and the person comes in and they 

[the GP] say ónow Iôve got [name of interviewee] in my officeôéSo Iôm there to support the 

doctor. [Interview KE12] 

I like to involve the pharmacist and how I do that is by informing them a), that the clientôs on 

a treatment programme ï we -have to have the clientôs permission to do that.  And  also 

sending them whatever I send the doctor, so whatever recommendation Iôve made to the 

doctor itôs going to get to the pharmacist sooner or later so they might as well have it from me 

at the outset.  So thereôs that and pharmacists vary in how much they communicate with me 

too but Iôve had pharmacists ringing me to talk to me about, you know, the client that youôre 

withdrawing off this has started using more of that - and weôre not necessarily talking illicit 

things - but if itôs something like, in that case it was Paradex®, well itôs really clear that 

thereôs issues of cross addiction for that client.  So information sharing both ways. [Interview 

KE3] 

 

4.2.4.15 KE views on GPsô and CPsô response to the issue 

KE interviewees were generally of the view that most PHCPs responded to the best of 

their ability with regard to preventing prescription drug misuse, and that there were 

very few practitioners who would willingly supply medicines knowing that they were 

going to be used illicitly: 

In amongst the doctors and like anywhere else in the world thereôs probably people who donôt 

follow the rules quite as tightly as they should.  And then again they get patients who probably 

lean on them too... but I donôt think that any, generally I wouldnôt think any doctor would 

knowingly write out a script that he didnôt think you know he thought was going to be illicitly 

used you know. So, theyôre all pretty professional people and understand the cost that misuse 

of prescription medicines can cause and personal harm.  I think generally, generally theyôre 

all they acting in good faith. [Interview KE17] 

The high profile of methamphetamine use in New Zealand in recent years, and 

associated targeting of practitioners with regard to securing supplies of precursor 

substances, was felt to have contributed to a greater awareness amongst PHCPs of 

prescription drug misuse and general illicit drug behaviour: 

It seems to me with what has happened with methamphetamine, just from personal experience 

they [PHCPs] really are getting clued up about, you know, asking why people are using drugs 

that can be bought of a shelf etc. [Interview KE10] 

Despite this, KEs highlighted the fact that there was some variation with regard to the 

prescribing or dispensing habits of PHCPs. Particularly in relation to GPs, it was felt 

that some were more alert to when they were being deceived by a patient, whereas 

others were either unaware ï or less bothered ï about the fact that they were being 

targeted by ódrug seekersô: 
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I think, you know, doctors arenôt as possibly easy to get some of these drugs off, and then 

thereôs others that are. Like thereôs a doctor here in [name of place] who people just say heôs 

just a lolly machine. So it depends on the individual GP. [Interview KE2] 

I mean I think itôs like anybody, most of them are pretty goodéI think most of them overall 

are trying to do their best and there are some doctors who are really annoyed if they find 

theyôve been conned and there are some who donôt seem to get phased by it at all. And there 

are others who, if you look at what theyôve dispensed, itôs absolutely horrifying. [Interview 

KE8] 

I know my doctor, in her practice they are absolutely resolute about not prescribing any new 

benzodiazepines and if they do, itôs for no more than five days. But then, other GPs, and 

theyôre well known to us, we know that their clients can roll up there and pretty much get what 

they want as long as they pay their bill. [Interview KE9] 

This lack of awareness or lack of willingness to tackle the problem was sometimes 

attributed to ónaivetyô on the part of the CP or GP, seen to be a result of restricted 

knowledge of patterns of drug use, or due to PCHPsô not viewing it as integral to their 

role: 

The difference is that when doctors prescribe drugs and they say take one in the morning and 

one at night, thatôs how they imagine people use them. My clients donôt use them like that ï 

theyôll take 10, and get very dribbly on it. [Interview KE12] 

I think GPs are really busy and I think they can either be like a factor thing or they can be like 

ï I donôt think itôs just GPs ï I think people are often scared to, donôt like to ask about the use 

of alcohol or other drugs. Iôm just amazed at how many professionals are wary of asking 

questions about that, because itôs not what you do. [Interview KE11] 

Whilst a desire was expressed for some GPs and CPs to be better informed on the 

issue, and more alert to incidents of ódrug seekingô behaviour, one KE commented 

that this should not happen at the expense of patients who have a legitimate need for 

their medications: 

Itôs complex isnôt it. GPs are trained to help people with whatever illness they have, so you 

donôt want every GP being really suspicious, looking at everyone who comes through their 

doors to see if theyôre ódrug seekingô. You do, however, expect a reasonably sophisticated 

range of knowledge in your GPs. So that they might think that if someone has come back for 

the third time in six weeks for the same substance they might actually think I might just do a 

screen, and that maybe thereôs a different intervention here than writing a prescription. 

[Interview KE10] 

Several KEs believed that the prescribing habits of some GPs contributed to incidents 

of prescription drug misuse and associated harms. This was generally linked to over-

prescribing (e.g. continued supply of medications over a long period and/or in large 

amounts), mis-prescribing (e.g. prescribing a medication when there is no legitimate 

need for it) or GPs failing to fully inform patients of the risk of dependence: 

What I find really disconcerting is the fact that they must be aware that these people that 

theyôre prescribing to are addicts -  theyôre creating a dependence - and they donôt seem to do 

anything about it.  They neglect to let people know that if you do become dependent on this, 

this is what we can do for you.  They miss that piece out completely because I donôt know, I 

donôt know, if I tried to count them all Iôd lose count of the amount of people that I know in my 

life and around me right at this moment that are on these kind of drugs and Iôve asked them ï 

they [GPs] have  neglected to mention it at all. [Interview KE2] 

I think that they [benzodiazepines] are too easily prescribed in terms of inappropriately 

prescribed in terms of the presenting issue. I think that there is a myth that people will only 

become dependent to benzos if they have a history of other dependence and that isnôt our 

experience at allé I mean, I got offered benzos when I had a miscarriage because I was 
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upset.  Well to my way of thinking thatôs grief ï itôs a perfectly normal human emotion and we 

donôt need to medicate it, you know.  And unless itôs severe and debilitating, anxiety is pretty 

normal too.  Most of us feel some anxiety and Iôm not talking about in the realm of disorders, 

but just the general run of the mill stuff.  [Interview KE3] 

My sense is that diazepam particularly is being prescribed more than it used to be because 

about maybe six or seven years ago I think, this was never, you know, you wouldnôt be hearing 

about this very much.  Now I donôt know whether thatôs because the resources out there arenôt 

as good, like the inpatient unit for detox, thereôs such a big waiting list to get in there now, 

whether thereôs more dysfunction in the community going on now and things are getting 

worse, or whether GPs are kind of trying to tackle it in another way.  But my sense is that 

there is a lot more happening than there was. [Interview KE7] 

 

4.2.4.16 Primary healthcare practitionersô response to the issue ï summary and 

implications 

o The majority of responses by GPs and CPs involved minimising the prescribing 

and dispensing of prescription drugs to those they believed would misuse them. 

This is in line with their professional responsibilities. This involved direct 

refusals, or the supply of limited amounts. 

o PHCPs varied in the way they responded, but seemed to fall into three main 

categories ï those who refused outright to supply when there was a suspicion of 

prescription drug abuse or ódrug seekingô, those who might give someone the 

benefit of the doubt but cease after repeated requests, and those who were often 

a ósoft touchô or gullible and easily duped. 

o Very little harm reduction intervention was described by GPs and CPs. Partly 

this was due to a lack of time and resources, as well as not knowing what 

resources or services are available; however, responses sometimes indicated that 

it was simpler to refuse outright to avoid having to manage the problem. 

o KE interviewees felt that most PHCPs acted responsibly with regard to 

preventing prescription drug misuse. However, they believed that there was 

some variation with regard to the quality of prescribing or dispensing habits of 

GPs and CPs, often due to a lack of knowledge, a level of naivety, or a 

reluctance to take responsibility for the issue. Concerns were raised about some 

GPs over-prescribing, mis-prescribing or failing to inform patients fully on the 

potential harms of prescription drugs. 

o CPs faced often significant problems in attempting to verify prescriptions and 

GP instructions, when GPs were unavailable and often had to use stalling tactics.  

o This raises the issue of the importance of the GP ï CP professional relationship 

and to the lack of clinical information that CPs have on which to base decisions 

o CPs were more likely to contact the Police, in particular with respect to forged 

prescriptions. 

o GPs and CPs spoke about alerting colleagues through formal and informal 

networks, using phone and fax. 

o PHCPs reported contacting Medicines Control and also local drug services if a 

methadone patient was involved. 

o Overall, there seemed to be a lack of a coordinated or standardised response, and 

a lack of local and national guidance on responding to these issues, leaving CPs 

and GPs to respond according to their own judgement or local practises. 
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4.2.5 Impact of prescription drug misuse on primary health care practitioners 

The research explored how PDM had impacted on PHCPs who participated in the 

study. This included both the level, and the nature, of the impact. It should be noted 

that when discussing this issue, most interviewees focussed on the óabuserô category 

of ódrug seekersô, as they were generally considered to have a greater bearing with 

regard to the impact of prescription drug misuse. 

 

4.2.5.1 Level of Impact 

The level of impact of PDM was not considered to be significant by most PHCPs, 

when considering how frequently they dealt with this issue in the context of their 

professional roles. A number of research participants reported that it was something 

that they faced a ñfewò times a year, with most considering it to be a fairly infrequent 

occurrence. 

It was noted, however, that there were likely to be many undetected cases that slipped 

under the radar, with interviewees acknowledging that they had probably been 

unknowingly ñdupedò on a number of occasions. As such, some acknowledged that it 

was difficult to quantify the exact volume of the problem. 

A few interviewees noted that there was a cyclical pattern to the issue, with ódrug 

seekersô sometimes coming in ówavesô (although incidents were generally not 

considered to be linked). One GP reported that they received more illicit approaches 

during holiday periods. Others discussed their experiences as a new GP in a practice, 

whereby they had been consistently targeted by ódrug seekingô patients when they 

first arrived. It was believed that this was common practice, with patients ótesting the 

waterô with new PHCPs in order to ascertain their stance on the issue. It was reported 

that this usually continued for the first year, and then diminished if ódrug seekersô 

were unsuccessful at acquiring their desired substances. 

There was a sense amongst some PHCPs that the level of impact of this issue could be 

ócontrolledô to a certain extent. A number of interviewees spoke about the importance 

of confronting ódrug seekersô directly (particularly óabusersô) and refusing to grant 

their requests from the outset. If this was not undertaken, they believed that PHCPs 

created a difficult situation for themselves, in that patients would identify them as a 

ósoft touchô and continue to target them. It was also asserted that once word got out 

into the wider ódrug seekingô community that these PHCPs would be sought out by 

other individuals. 

This was confirmed by some KEs working with drug users, who reported that once a 

prescriber earned a reputation as being easily deceived or manipulated, they were 

likely to be sought out by individuals seeking prescription medicines for illicit 

purposes: 

Well word of mouth is huge of course, and people talk about going to óso and soô because they 

describe them as a ówriterô. So theyôre a ówriterô and they [ódrug seekersô] know who to go to 

and Iôm not sure why sometimes. I mean, maybe the GPôs just a nice guy who was a bit of a 

sucker for a good story and people know how to put them across. They [ódrug seekersô] are 

often really good storytellers. [Interview KE12] 
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Say if that person, she can go along and score 30 ten milligram Valiums®. Now, ótensô are 

really up there because it means you only have to take the one or you can break it in half and 

make it last a bit longer. And she goes and sells those to somebody and they say ówhere did 

you get tens, how did you get those locally? Did you buy them off somebody?ô And she just 

happens to slip into the conversation where theyôve come form, theyôll go and hit him. The 

doctor will cop it. [Interview KE2] 

Interestingly, however, one KE interviewee working closely with drug users 

explained that she had heard anecdotally that if people found a doctor who was a ósoft 

touchô they sometimes preferred to keep this information to themselves: 

When someone, I mean this is hearsay ï when someone gets a good doctor they have a long 

term relationship with, they donôt like to tell other people about it because they donôt want to 

jeopardize that either..yeah, and having other people going and trying to score because it 

could jeopardise it for everyone in the long run. [Interview KE13] 

Another KE commented that it was the ñniceò doctors who were often most at risk of 

being deceived: 

It depends on our personalities which particular hazard weôre at most risk of, threat or 

manipulation, or the really, really, nice caring doctor who is the easiest hit of all. The really 

good quality doc who is empathetic to the nth degree, that is the easiest con that they [ódrug 

seekersô] can workéThey [the doctors] have no idea that people out there do this sort of 

thing. [Interview KE5] 

 

4.2.5.2 Nature of the impact 

The way in which prescription drug misuse impacted on PHCPs varied ï both across 

different practices and pharmacies, as well as individual patients. The different types 

of impacts identified in the research by CPs and GPs are summarised below. 

 

4.2.5.3 Time and effort 

It was reported in the research that dealing with prescription drug misuse required 

additional input on the part of PHCPs. This principally involved time and effort in 

ascertaining whether or not a patientôs need was legitimate and, in the instances where 

it was not, an often complex response from the GP or CP to the situation (see section 

later section which details the range of responses identified in the research): 

And it [the consultation] actually takes longer than normal. You still have to assess them, 

make sure that thereôs a genuine condition and things. And then let them know that this is the 

course of action and óIôm happy to refer you, goodbyeô. And it takes longer, yeah it takes up a 

lot of your time. [Interview GP2] 

 

Interviewer: What are the difficulties for you as a pharmacist in dealing with prescription drug 

misuse? 

Respondent: Time! Well that takes, that was hours of and outside of the square stuff, you 

know, emailing colleagues and saying, you know could he be a fast metaboliser and, you 

know, those sorts of questions.  A whole lot of stuff that I was doing and how do you think I 

should handle x, y, z , you know, and what should be my next approach and proactive work 

beyond the core of $5.60 and óIôm dispensing your prescription, and here take this three times 

a day with food until itôs finishedô.  There was a whole lot more, thereôs a whole lot more 

thinking around those sorts of things. [Interview CP5] 
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One CP described how, given her involvement with methadone clients in the 

pharmacy, she generally also dealt with issues around prescription drug misuse, and 

that this sometimes overshadowed other facets of her role: 

It seems to go through phases, I probably am sort of reasonably active in the misused drug 

side of things in this pharmacy, I tend to look after the methadone clients, I tend to get their 

stories. So certainly if itôs related to one of those [methadone] clients, then itôs me that deals 

with it, so I do tend to be the one that deals with all of that.  So it does, at times especially if 

theyôre playing up, I know that it feels like itôs all I ever deal with.  [Interview CP16] 

Another CP highlighted that some of the regulatory processes involved with potential 

drugs of abuse were time-consuming, and became more frustrating when the patient 

was fraudulently accessing the medicines: 

And the Ritalin® thing is thereôs a lot of wasted time and effort and money in the paperwork 

of giving a Ritalin® script out if theyôre abusing it.  Well why do we write in a book and why 

do we have three copies of everything and go through all the palaver of trying to do it 

properly as a pharmacist when itôs not a genuine case? [Interview CP8] 

 

4.2.5.4 Emotional impact 

Interviewees highlighted that ódrug seekingô patients could be difficult individuals to 

treat, and that they sometimes felt intimidated or threatened by them. As a result there 

was evidence that such behaviour had an emotional impact for PHCPs: 

You think, well am I going to sort of potentially really expand my workload in this sort of, 

because the other thing I mean theyôre actually a huge emotional burden as well.  You know, 

when you see certain names come up on your appointment list, you know, thereôs quite a 

degree of heart sink involved with some of them that theyôre such an amount of work and 

energy going into dealing with them that itôs quite exhausting.  And if youôve got a lot, thatôs 

very exhausting. [Interview GP10] 

Interviewees reported feeling scared and frightened in some situations, and many had 

experienced anxiety with regard to the uncertainty over how patients would react to 

their attempts to restrict the supply of medications: 

Because obviously all my staff panic as well.  They think,ô oh my god, you know, this personôs 

going to go off their treeô, especially if itôs a psychotropic or something and youôve refused to 

dispense it.  So youôve got staff in a hyper adrenaline sort of situation and youôve got other 

customers, patients at the same time so on a one to one - but you donôt really want to take the 

person alone into your counselling room in case they one to one give you a punch in the nose 

or something like that.  So it is a bit of a balancing act, yeah Iôm very aware of my staff being 

frightened of someone like this. [Interview CP1] 

There were also pressures identified in relation to accurately identifying incidents of 

misuse. One CP described the stress of contacting Police in regard to a suspected case 

of prescription fraud without being absolutely certain her assessment of the situation 

had been correct: 

We had a case about oh seven years ago where a woman presented a script, she looked more 

believable than I would be.  She was nicely groomed, middle aged woman, had a child with 

her.  She presented a script for dextropropoxyphene combination and because weôd had a 

locum the week before who spoke about this middle aged woman seeking, our tech just said 

óthatôs herô.  And she had, sheôd picked up a good street to give her address to the doctor and 

that was a tough one, you know.  I made a call that Iôd back this girl, I rang the doctor and he 

said, no he had no history ï he just had to assume she was genuine, so we called the police.  

Now the police came and, I mean, up until the moment they arrived and she admitted that it 
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was, you know, sheôd been seeking for an addiction of hers, I just saw us all over the front 

page of the Sunday papers to be quite honest. [Interview CP4] 

 

4.2.5.5 Financial impact 

It was reported that misuse of prescription medicines had a financial impact for health 

PHCPs, and included both direct and indirect costs.  

Interviewees stated that ódrug seekingô patients generally did not pay their 

consultation fees, particularly where GPs refused to prescribe sought after 

medications. One GP highlighted that he did not have a problem with this, and in fact 

preferred that no financial transaction took place for a consultation of this type. 

Another direct cost reported by interviewees included expenses incurred as a result of 

break-ins. 

Indirect costs identified by research participants included the extra PHCP input for 

these patients (given the generally longer consultation time required) and the potential 

loss of income through refusing to treat patients: 

I think the ethical and the moral considerations ultimately would override, but one must think, 

gosh, you know, am I going to turn this person away ï what are the business implications of 

that? [Interview KE1] 

A small number of interviewees highlighted that there was the possibility of alienating 

(legitimate) patients through wrongly accusing someone of being a ódrug seekerô. 

 

4.2.5.6 Challenges faced by primary healthcare practitioners 

There were a number of challenges identified in the research that PHCPs faced in 

relation to dealing with prescription drug misuse. These related to the management of 

ódrug seekingô patients, the difficulty of assessing whether or not a request was 

legitimate, other work pressures, and managing relationships with other PHCPs. The 

main issues identified by GPs and CPs are summarised in the following section. 

Where appropriate, comments from KEs on this issue are inserted in the text. 

 

4.2.5.7 Prescription drug misusers as ódifficultô patients 

Interviewees spoke about individuals involved in prescription drug misuse as often 

being ñdifficultò patients to treat. It was reported that they sometimes had multiple or 

complex health issues (e.g. both mental and physical health disorders) and, in some 

cases, required additional time and resources from PHCPs. 

In terms of their conduct and behaviour, a number of GPs and CPs stated that these 

patients could be aggressive and threatening, particularly when challenged about their 

request for a medication, or if the PHCP refuses to supply the drugs:  

Well they often get quite angry with you.  And first of all, I mean it seems to follow a regular 

pattern ï they start off really nice and, you know, polite and often say something quite 

complimentary and then they tell you about this dire situation theyôre in and if they can see 

youôre not going to prescribe for them they often get more and more irritated with you.  Some 

of them can get quite threatening. [Interview GP15] 
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 Well they just get quite threatening and demanding and itôs quite difficult to be able to just 

keep saying no and try and get rid of them. [Interview CP8] 

This was also noted by KEs who had either heard of reports of threatening behaviour 

from their clients or from PHCPs that they worked with. In the following example, a 

drug treatment worker received a call from a GP in the middle of a consultation 

seeking her advice on what to do with a patient that they felt intimidated by: 

Iôve got one GP and he rung me up one time and said óI just want to check with you because 

Iôve got this person here and Iôm not quite sure what to doô. And I asked him a series of 

questions and I said ójust say yes or noô. And so, one of the questions I asked him was óare you 

scared of him?ô, and he said óyesôé And the  [GP] was afraid and I think this is what happens 

ï a lot of the doctors they get afraid and thereôs clients who will say ówell I know where you 

liveô. And really try to put the frighteners into them. [Interview KE12] 

It should be noted that there were no reports of direct physical violence towards 

PHCPs who participated in the research. However, there were reports of armed hold-

ups and many had been threatened or verbally abused, and had felt frightened by the 

attitude or behaviour of some ódrug seekingô patients. 

 

4.2.5.8 Time and workload constraints 

It was acknowledged by most GPs and CPs that dealing with issues around 

prescription drug misuse required additional input on the part of the PHCP (see 

section óNature of the Impactô above). Interviewees highlighted that, particularly 

during busy periods of the day, time and workload constraints sometimes impacted on 

the way in which they responded to the issue: 

I mean I guess itôs common sense, but then if youôre rushed and thereôs lots of people waiting 

for you everything goes out the window in the rain and itôs like óohô. And you donôt think of 

these things until after itôs happened and then itôs too late. [Interview CP9] 

I guess most of the time at the moment you just kind of want to get them out the door, get rid of 

them. That would, that would mean suddenly youôre spending maybe 45 minutes seeing this 

person, forking through their psychological woes and try to come up with something that 

might be of better use to them.  Thatôs a big thing. [Interview GP10] 

A couple of interviewees acknowledged that it was easier to ñsay yesò to patients, as 

opposed to investing additional time and effort to resolving the problem: 
I mean you can either ignore it and say ówell this has actually got nothing to do with meô, and 

save yourself an awful lot of stress and hassle. [Interview CP12] 

This was also recognised by a KE: 

Some of the stories [from patients] are just so incredible that often theyôre really things that 

would be difficult to disprove without a huge amount of effort. And I can see how easy it is for 

a GP, just as a one-off, particularly if youôre busy or running late. Some of these clients turn 

up at 25 past five just as the surgery is closing. And, you know, youôre just about ready to go 

and itôs so easy, you donôt want to get caught up in all this, óoh just the one scriptô and 

hopefully you wonôt see them again. [Interview KE14] 

 

4.2.5.9 Identifying ódrug seekersô 

A number of interviewees highlighted that it was difficult to identify some ódrug 

seekersô, and it was only after they were alerted to the issue by another party (e.g. 

Medicines Control) that they became aware of what was going on. In some cases, this 




