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GLOSSARY

Benzodiazepines:benzodiazepines are a classpsfychoactive drugsvith varying
hypnotig sedativeanxiolytic, anticonvulsantmuscle relaxardndamnesiqroperties.
They are generally used to treat insomnia, anxiety, panic attacksenspssims, and
seizure disorders, anddides drugs such asadepam, lorazepam, clonazepam and
temazepam

Community pharmacist (CP): a pharmacist who works in a pharmacydihs the
community setting (often refred to asaé ¢ h ¢démi s

Data saturation: al so known as 0t Hataocsatwdtiomasabdeens at ur at
described asit he poi nt i n data <collection and é
produces little or no changethbte c od[@lbo ok 0

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

Mdoctor shoppingd 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 stateents 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

dDrug seeker® this term is used tbughout 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 apGtetice.

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 reasintp@
purposive (targeted) samplirigr their views on, and experiences witlegcription

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 theNew Zealand Medicines and Medical \Dees 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 stéf who are part of theMi ni stry of Heal tteads qual it
Medicinescontrol advisors are experienced pharmacists with backgrounds in hospital

and community pharmacy and the pharmaceutical industry. The advisors are
appointed as Officers underettMisuse of Drugs Act 1975 and the Medicines Act

1981.

Opioids: An opioid is a synthetic chemicalibstancehat has anorphinelike 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

and buprenorphine (Suboxone®) are both licenced for the treatmeopiod
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 availableafer s
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 medicinesin 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 conditiongy
include both prescription and OTC medicinas in some cases it is not clear in
researb reports whether only prescription medicines or both prescription medicines
and OTCs have been included.

6 Phar macy visitng panypaimacies in order to have a prescription filled
for a drug liable to misusé& this normally entails the person lag multiple
prescriptions, possibly from different doc:

Prescription drug misuse/abuse (PDM):For the purpose of this study, this was
defined as o6the use or illicit purchase of
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 il lhicit mar ket 0. Bpsylchmactive u r suc
medications €.g. antibiotics) was excluded from the study. The tdimisus® and

fiabus® have been used interchangeably.

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

prescription would legally be required in order to obtain thema was the definition
utilised within the research study. Thus,
defined in the Medicines Act 198HAnd some of these will beassified under the

Misuse of Drugs Act 1975 (selppendix A. of this report for a mre detailed

overview of the medicines classification system within New Zealand).

Primary care: Several defit i ons exi st of the term Opr.i
heal t hcar e §primdryncard rbferssto theecgreoof d patient by a member of

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

general practitioners and community pharmacists, as they have key involvertent in

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

such as bspital 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 characterisfs


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

Restricted persont is the subject of a Restriction Notice which prolslewvery

medical practitioner from prescribing or supplying controlled dregeept one

specific doctoror group of doctorsunderthe Misuse of Drugs Act 1979Viedicines
Act1981,orbothA O0r estricted persons |listodé is a |
restriction notice.

Secondary care:in this report, secondary care reféoshealth 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 O0hi@dend popul ations

Stimulants: stimulants, in the context of this study, refers to a class of psychoactive
drugs which affect the brain causing increased alertness, insomnia and othsr effec
such as raised heart rate and blood pressure. Pharmaceutical stimulants include
methylphenidate and dexamphetamine.

Whanau: MUbri word for extended family



1 EXECUTIVE SUMMARY OF RESULTS AND
RECOMMENDATIONS

e Results are based on the analysis of datairsstafrom tapeecorded,
qualitative interviews with 16 community pharmacists, Xéneral
practitionersand 18&key expertéfrom avariety of backgroursl In addition, a
literature review and a review of available secondary data and their utility and
limi tationshavealso been carried out.

e Estimating the size of tharescription drug misuggroblem 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 onlyriptests
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
bet ween medications prescribed for o0l eg
sought for misuselause. 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 areudefalr t racking O6doctor sh

e No New Zealand data sources are currently available which can provide real
ti me, accurate information on O6doctor s
Phar mhouse database has potentrial for t
included in the dataset, although as previously stated, this only collects data on
subsidsed prescriptions. There are ethical and privacy concerns asasvell
potenti al for mi suse of data should th
addition, patiets are theoretically able to obtain multiple ID numbers.

e With regard to issues fagorimary healthcare practitioners, prescription drug
misusewas not considered by therm general, to be a major problem,
although there was a high level of awareness ofighee. Feedback from
intervieweesindicates thaprescription drug misusie not asubstantial issue
in terms of disruption to normal practice, workload or the provision of
treatment. However, fogeneral practitionersn particular there were
sometimedinancial repercussions when patients who wHrag seekingleft
the surgery without paying for thesonsultation

e Primary healthcare practitionetended to see those who misused/abused
prescription drugs as &eithentryngthr ug add
supplement or support an illicit drug habit, or those who had become
Omedically addictedd (O6over usersodo) thr

e Responses to patients often depended on which group the peaseaem to
belong to. Categorisan of patientswasgenerallyvery subjective, andften
appearedo involve a level of judgement and stigmatisation.

e Managing prescription drug misusenostly involved preventing patients
obtaining prescription drugs for inappropriate use. There wasitivedy low
level of awareness of the harms associated ywrescription drug misuse
amongstprimary healthcare practitionemterviewed.6 Key e, xmpther t s 6
other hand, especially those who worked in alcohol and other drug services,
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were much more awe of the issues, and some were very involved in
provision of treatment to prescription drug misusers.

e In addition, primary healthcare practitionedid not report a great deal of
involvement in harm reduction interventions related pt@scription drug
misuse Barriers included lack of trainingg perception that it watime-
consumingandthat patients were natterestedanda lack of supportWhere
primary healthcare practitionemad tried to providéreatmentsome feltéut
of their deptla 6 K e y teaxbp warked in alcohol and other drug treatment
services were more likely to discuss harm reduction and treatment
interventions, and supported the notion of working closely vpitimary
healthcare practitioners.

e Primary healthcare practitionem®ted alack of clear guidance on managing
prescription drug misusand requests for drugs liable to misuse. Keeping up
to date on what is being abused or sought, and who current dircay
seeker8were, were issues for them.

e Primary healthcare practitionemsere often unaware of locally available
treatment and support for patients, and reported that they were not aware of
any printed support materials.

e Where difficulties existed foprimary healthcare practitioners was often
related to management of diffitulor aggressive patientSCommunity
pharmacistsoften found themselves in the middle between femeral
practitioner and the patient, making them particularly vulnerable to
manipulation and aggression.

e This study has not coverdle perspective of presption drug misuserand
further research needs to be undertaken to explore user perspectives and the
impact ofprescription drug misusen their lives, families and whanau.

1.1 Recommendations

The Medi cal Council of New ZAcidnamtieds 1991
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 remaidlybro

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

future central Government support.

The following recommendations (which abasel on the literature review, research
and review of data sourgebave been broadlgategorised into recommendations
around systems,primary care practitioner practices, treatment services and harm
reduction,andeducation and continuing professional developmémey come from a
harm minimisation perspective and thus cover supply, deadhdharm reduction.

11



1.1.1 Systems

It is recommended thatdew Zealandramework or guidelines about responding to
PDM in primary carebe developedsupported by central fundingnd that the
guidelines include:

prescribingand dispensing protocols;
supportfor 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 ongoingbasis

Also recommended are:

an indepth review of a variety of international monitoring and surveillance
systems, both electronic and multiple prescription;

an indepth analysis of the outcomes of these systems on diversion, inappropriate
prescibing, appropriate prescribing (in terms of negative consequences to patients
with real medical need), cost, patiemd PHCP confidentiality issues.

In line with findings from the review recommended above, it is recommended that the
following are consided:

the development of @eal time prescription drug recording systewhich is
inclusive of subsidised and naubsidised drug&nd possibly OTC drugs);

the development ad system which could be used to monitor prescribing patterns,
whilst taking intoaccount that some GPs will necessarily have legitimate reasons
for prescribing large amount of opioids, for exampédients receiving treatment
from community alcohol and drug services;

thatMedicines Controlare requestetb develop an onlinéestrictel persondlist
(while recognising the privacy obligations around that)

encouragenent forPHOs to ensuréhat GPs have access to accurate information
aboutPDM;

a requirement for pharmacists to mark

Or e

tominimiset he chance of them being presented a

rai sing of awareness amongst GPs of t he
Medicines Control;
t hat Medi ci nes Control devel op a par al |

community pharmacists.

12



1.1.2 Primary care practitioner practices

Form regional and national committees comprising representative GPs,
pharmacists and other relevant members of the primary healthcarevtdam
remitthat includes

e improvingcommunication between GPs and Giagl other PHCParourd
PDM issues

e keepingabreast of emerging issues with regards to PDM

e reviewing and providng feedback on desired curricula for undergraduate
education and continuing professional development of primary healthcare
practitioners

e working closely with locakreatment and harm reduction services to ensure
effective communicatiobetween these services and primary care;

e the formation of appropriate networks with Police to provid@o-way
information on drugs of concern

GPs CPs and other relevant members ofirpary healthcare need ténd
opportunities to discuss generic issues and problems they face when dealing with
PDM and look for local solutions

It is essential thaGPs and CPs are familiar with prescription drugs liable to
misuse, and local treatmentdaharm reduction services available to thand
their patients.

1.1.3 Health promotion, harm reduction and treatment
Central and regional government health departments should:

develop printed and webased support materials about thesues and
repercussionsf 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 thitwighps.

Furthermore, there is a need to:

ensue PHCPs are aware of the wide range of resources available concerning
drugs liable to be misused (e.g. Meddaégasheetand othemwebpage$,

encourage PHCPs trai ned-uismeto&fgporsthemine | d
reducing their prescription drug use;

ensure PHCPs are aware of the AOD services available in their area and what the
services providéo correcta lack of knowledge anor misconceptions;

Y In Auckland, the Auckland Drug Advisory Committee (ADAC) meets regularly and discusses issues
relating to prescription drug and other drug misuse locally.

13



promote, and provide additional funding (if v@ed) forthe Alcohol and Drug
Clinical Helpline for doctors and other health professianals

1.1.4 Training and education

Provide training to encourage prescribing that aims to minimise PDM.

Professional bodieseed towork closely with undergraduate and mpatiuate
educators to ensure that issues around PDM are integrated into curricula.

Encourage participation in egscalation training for GPs and CPs and self
defenceparticularly for all additional staff

Encourage PHOs to utilise their internal existiegperts' to provide mentoring,
advice and leadership

Facilitate the formation of links betwe@iHCPs local antbcal andnational AOD
organisatiorto enable informal training to occur

The following is a suggested (but not exhaustive) list of potesmte0f training and
educatiorto 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 behapepins,;
theneed 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 datatiatseto see what the
correction factor needs tobe

an investigation ofvays of targeting information about PDM to communities

research with prescription drug misusers to better understand reasons for misuse
access to help and suppahd impact on faily and whanau;

research into the incidence @loctor shoppingand@harmag hoppind ;

an investigation ofssues specific to rural communitjescluding the impact of
rurality on access to medicines, and on acceselip, advice andreatment for
PDM.

Consider including questions on availability, use and price of illicitly obtained
prescription medicines in National Household Surveys

14



2 INTRODUCTION

2.1 Background

Prescription drug misus€@’DM) or abuse is a worldwide problem. In the US,
prescription meidines 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, druiglated deaths, emotional or mental health problems, and
problematic poly drug usy]. However, #houghPDM is internationally recognised

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

harm reduction intervention providers, and is often misunderstood within the
community. Indeed, a recent Australian report n¢ééd

fit 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 a®hbl. Such indifference or lack of knowledge may

even extend to the health profem&ions and parti

Indeed, the report goes on to comment on how, at a community level, there is often a
lack of understanding of the risksssociated with PDM, and the seriousness of
dependence on them.

In New Zealand, it is noted in the National Drug Pol{2®072012) document]7]
that:

fidue to New Zeal andds geographic isolation, it
bulk; thus the majority of opioids abused in New Zealhade been prescription medicines
(e.g. morphine sulphate tablets, methadone), poppies and honagfh8k¢

The most recent national household daftal 3-65 year oldsindicate that0.7%6 had

ever tried morphine, antl 2% ever having used tranquillisd&. Problematic use is

also an issue. For exampleetuse of tranquillisers such as benzodiazepgiassheen

highlighted as a significant problemmongstpeople in drug and alcohol treatment

services, and in a recent study 14% were diagnosed with sedative depd®jence

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

(IDMS) reported thavai | abi |l ity of opiates was Oeas
intravenous drug users who took part in the study indicated that opiates were the drug

most responsible for their druglated work/study problenj$0].

PDM poses issues at many levels. One key factor is the fine line between appropriate
and inappropriate use of prescription drugs, and whether someone istgesnas 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
inappropriateuseof prescription medicines has cost implications which majude
dealing with adverse outcomes such as dependence, injeelitgd 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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dependencgeeven though this is where the expertise often lies. Furthermore, the issue
of preventionof PDM needs to be carefully thought through, as simply preventing
access through regulation can have negative impacts on legitiataetp as well as
those who @ly 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 accounAlthough not considered as part of this research, any
changes whiclalter 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 proportminthe prescription medioes
obtained for nommedical purposesn New Zealandwill be accessed via primary
healthcaredthough not all prescription drugs available for misuserathis way and

some may also be diverted from secondary care, come from thefts from wholesalers,
andnowadays also via the internet.

dDrug seeking from primary carepresents a range of issues and challenges for
primary healthcare practitioners (PHCPs) who may not be adept at managing patients
who exhibit &édrug seeki ngobmaphave asigniicant , and
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 pgtighénd

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 uksing the issue with patierji?].

The legal availability b 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 anytletii the latter two groups commonly being
Kknown attkecOoaoaméeero (OTC) medi ci nes. For pr e
prescribed in New Zealand, they need to be registered by Medsafe. However, the
availability of prescription drugs in New Zealand isxgelly 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 availdbke 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 lzesag which is
subsidised. All these may potentially have implications for PDM, as certain dosage
forms and formulations are more attractive to intentional misusers, ifhiesms of
injecting drug misuse, capsules, where the contents might easily biecogt 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 nadgenot 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 hadity, 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 tisemg[13]. The MODA is
currently under review

OTC drugs, available from pharmacies and other retail outlets, without a prescription,
are not covered bthis 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 macountries 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 ofserugs are only available through
pharmacie$ although intervention by pharmacists for a sale to occur is not required.
Pseudoephedrinreontaining products generally require a person to provide ID,
although this is not mandatory, and such products have tessified as Controlled
Drugs under the Misuse of Drudgst (1975)and the Misuse of Drugs Regulations
(1977)in order to facilitate convictions for importing.

Whilst OTC medicine misuse is a concern, thiligram quantities of psychoactive
drugs in thes productsarerelatively low and limited under the law. However, their
relative availability means they are attractive to some drug misusers, either for
recreational use or tdop um when drugs of choice are unavailable. As with
prescription drugs, petghave 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 tha tase i
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
asenrolment 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
60doct or telbeanore closgydomonitored with more patiesnsolling using

their ungue identifieri their NHI number. It is therefore theoretically possible to
retrospectively use the patientds NHI numj
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 & B@c 51 outlines that lsops that have a licence to

sell medicines by retail can sell Pharm&ayly medicines that are described in their licen8&ops

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 susimzeclozine, promethazimc, which are classified in

such a way that they are normally Pharmacy Only mediceye®pt 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 canghin New Zealand. At a broad level, this is
highlighted within the National Drug Policy 200811 Consultation Document

where the lack of mechanisms to measure the volume of diverted pharmaceutical
drugs is acknowledged, alongside the fact that presangeys on recreational use of

these substances have focussed on tranquilliser use. Other drugs of concern noted in
the document include 6 mor {pbdsédmparmacedidals,a d o n e
amphetamine, benzodiazepines, methylphenidate (Ritain@ketamingl14]6 .

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 (§Rand community pharmacists (§Pand 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 tleeare. In particular, the following key areas
were investigated:

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

What do GPs and CPs do when they suspect there is a problem?
What happens to the drugs afbeing diverted?

How much prescription drug diversion occurs?

What harms does it cause?

N o o bk w0

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 don@tbegin to deal with these problems from a harm reduction
perspective?

2.2.2 Scope of the study
2.2.2.1Drugs included
I n this study we have defthenmisuse prrileici cr i pt i o

acquisition or diversion of prescription drugs for their psychoactivie f e @ettano .
other pharmaceutical medicines have been excluded:

e overthe-counter drugs
e drugs used in sport, e.g. anabolic sterpids
e drugs only used in secondary care settings
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In the literature review, we have concentrated mainly on kég 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 includedf it was mentioned by CPs, GPs aiddk e y r & KEp)e 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.

2.2.2.2Primary healthcare

This study isexploring PDM from the perspectiw primary healthcaré 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 mostely primary healthcare practitioners to be impacted upon by PDM
itself. It is acknowledged that prescription drug misuse occurs in other contamts

that drugs are obtained from a variety of sources, such as secondary care, direct
diversion by health nofessionals and their staffandthat the impact on healthcare
goes beyond primary healthcare. The use of the Internet to ofescription
medicineshas not been included in this research as it does not form part of the
primary healthcare system.

2.2.2.35tudy methods

e A literature reviewi this review explores the literature on the size of the
prescription drug misuse problem, dswghich are commonly misused, how they
are obtained, harms associated with their use, issues for health practitioners, and
currentinterventions available to prevent prescription drug misuse, reduce harms
and provide treatment, in the context of primary care.

¢ Qualitative semstructured interviews with GPs, CPs and KEs.

e A review of secondary data sources.

2.3 Ethics approval

Ethical aproval 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 (genemahctice, 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, waehe 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 dividedo four sections as follows:

Section3 presents findings from the literature review

Section4 presents findings from the interviews undertaken with GPs, CPs and
KEs

Section5 presents findings from the review of secondary data sources

Section6 containsa summary of the findings and recommendations.
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3 LITERATURE REVIEW

3.1 Introduction

Prescription drug misuse iIis referred to in
abusebod, Oprescrimmeidocatdrugeablispdesénopti o
Gl 1 egal use of prescription medications©é6.

been utilised to define these terms. Some examples include:

e use without a prescription of the individual's own or simply for the experience
or feeling the drugs causétis]

e the use of prescription medication to i
or for reasons (or byroutes) other than what the prescribing clinician
intended16]

e any msuse or normedical use of a controlled psychotropic pharmaceutical
drugi that is, the use of a drug for something other than its intended medical
or psychiatric purpog¥] (for example, to

Overall, however, most classifications of thehbviour 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 relew

This review was undertaken to suppl ement t
designed to act as a O0scene settingd exer
findings from the current study can be compared and placed in context. For this
reasonwe have been selective in choosing the data we are presenting and the reader
should take note thait 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
literature 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
intervertions that have been implemented to monitor or prevent prescription drug

misuse.

The review is divided into the following sections:

e Overview of the size and nature of the problem across key countdaged
States, United Kingdom, Australia, Canada Aleiv Zealand on key drugs of
abuse (opioids, benzodiazepines and stimulants).

e Harms associated with prescription drug misuse

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

3.1.2 Review Methodology

A combination of published and unpublished
review. This also incorporated wdlased publications.

For published literature, several databases / search engines were utitheting

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. within4poimary healthcare settings such as
hospitals). 0Greyd6 literature was accessed
and though contacting research institutions and individual researchers with specialist
knowledge in this field.

It should behighlighted that two key documents were rich sources of data in
undertaking this reviewt he r ecent | y o bhe msusebdse ofl nqui ry
benzodiazepines and other forms of pharmaceutical drudsiirc t {6f and tbe

2006 CASA pw | i c &Jnhderahe codinter: the diversion and abuse of controlled

A

prescription[®rugs in the U.S. 20

3.2 Overview of the sze and nature of the problem

Prescription drug misuse has been highlighted as a worldwide prptlefine theme

of the 2006 report from the International Narcotics Control Board (INCB) was
Ointernationally controlled drugs and the
Board states that:

While there is no precise figure on the amount of internafipraintrolled 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 illicittyanufactured heroin, cocaine, amphetamine and opioids
that are abusedp(6)

They alschighlight

This is a serious situation that requires action from all those concerned, including
Governments, professional organisations, the pharmaceutical industryintendational
organisations.f. 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 (egjatistics on levels of usie

rather than misuse of different prescription medicines). In March 2007, the INCB
noted thab most countries do not have any mechart
to document tis abuse, and are not aware to what extent drugs are being diverted

and alpdusedd
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Despite this, the 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 mber of countriesi OxyContin®, for example, has been

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

[20, 21] Whi |l st the focus of the |1 NCB6s | at es
studyy two of the Ospecial topicso6 ngin the re
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 tré&tment

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

across the worldwith much written about the potential for dependence and the

negative consequences of letggm use of these substancgs-6, 2224]

Furthermore, prescription stimulants, in particular the abuse of methylphenidate
(Ritalin®) has received growing attentiph 25, 26] This is especially the case with

regard to youth use of the substance in the United J&@t83, 28] Whilst the abue

of anttdepressants has been noted inliieeature[29, 30] these substances tend to

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

reports that intravenous use of theabstances is not commonplace amongst injecting

drug users, and likely to be experimental rather than routine behajur

The following sections report on patterns and prevalence of misuse of the key
prescription medicines noted above across the following countries:

e United States

United Kingdom

Australia

Canada

New Zealand.

3.2.1 United States (U.S.)

Approximately six pecent 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 Stat®s 20] Indeed,

recent statistics suggest that levels of abuse are second only to the abuse of
cannabis/marijuang, 15, 19]and a recent report estimated that the number of people
abusingcontrolledprescription drugs increased by 94% between 1992 and [3D03

® The INCB report covers drugs entering the unregulated market through a number ofschatsieé
primary healthcare (e.g. the Internet).
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In addition, contrary to patterns of illicit drugey there have been reports that it is
most widespread in suburban, rural and smaller urban @@a26]

The most prescribed and divertedi narcotic drug in the United States has been
reported to be hydrocode [4]. Another study has highlighted that the abuse of
OxyContin® (as well as hydrocodone products) leeing 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
6dr ug o fmong reaaatorabusess and addicts, with the potential that levels of
use may decrease over tif26)].

The National Surveyn 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 afbstances, including nonmedical use of prescription
type drug$ [15]. The 2006 NSDUH identified that 7r@illion people aged 12 years

or over (2.8% of the population) had misused prescrigiipa 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, ¢thange is not statistically
significant). Other psychotherapeutics misused included tranquilisers (1.8 million),
stimulants (1.2 million) and sedatives (385,00)5]. 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 nunber of past year initiatedetween 2005 and 20@Gom 647,000 to 845,000)

[15].

Table 1 displays pastonth use of psychotherapeutics relative to other illicit drugs

amongst people aged 12 years or oldeh eiondnedicaluse g sy c hot her apeut i
grouping within thdableincludes t he nonmedi c al use of pain 1
stimulants, or sedates and does not include obec o unt e [15]dr ugs 6

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
“6Nonmedi cal u s-tgpe msychdhper reaspcer Ui tpitci soon  idical lusedbemhin t he nonr
relievers, tranquilisers, stimulants, or sedatives (did not includetoserount er dr ugs) . 6 Nonn

u s eds defined as use without a prescription of the individual's own, or simply for the experience or
feeling the drugs caused.

6Past year initiates6é are defined as persons who u
prior to the date of thimterview.
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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 fronp. 232

Data from the NSDUH survey undertaken in 2006 show that 1.1% of adults aged 26
or older reported lifeti®® nonmedical use of OxyContin®. In addition, males and
females had similar rates of past month misuse of OxyContin® (0.1% for[ib6ih)

Prescription drug misuse amongst youth has received much attention in the United
States[31-37]. Whilst the NSDUH data show a decline in foedical use of
prescription drugs amongd2-17 year olds between 2002 and 2Ja6], CASA
reports that there was 212% increase in the numbdrymung people in this age
range abusing controlled prescription drugs between 1992 and[3D0& press
release of key finidgs from he Monitoring the Future Study2007) highlighted that
annual prevalence of use of Ritalin® has declined since 2001 when #neadioal
use was first measured in the studyith total declines overall of between 25 and 42
percent during thiime period at each grade ley28]. When considering the overall
use of prescription psychotheragpie 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
increags 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 moréampart of the

nationbdés drug abuse probl em. Fortunately, mo st
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 oretbxtent of prescription drug misuse within the

United Kingdom. Some household surveys have collected information on the
prevalence of misuse of selected prescription drugs (particularly tranquillj88rs)

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

users in treatmernf0, 41} but an overall picture of the magnitude of the problem is

lacking. Fountain and colleagues (2000) nibi@t despite the size of the market of

diverted prescription drugs bgin 60 subst ant i al énonitotingand systen

®6Li feti me us eube ofwaspecifit drfigi ahleadt oraesin tespondent's lifetime. This
measure included respondents who also reported last using the drug in the past 30 days or past 12
months

" This study, which began in 1976pmprises 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
Opoorly 06d4®lvellpedcentl!| y announced ol nquir
Prescription and OveheCount er Dr u g seger, that goge aténson is h o w
being given to this issue. The All Party Ramentary Group on Drug Misuse which

launched the inquirys seeking to identify the scale of the problem in the United

Kingdom, identify associated harms, and review the adequabglpfand support for

people affected by prescription drug misyde].

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

i ncluded questions on illicit drug use (wh
byadocor 6) . One of t he -pescubgdsmethadané. The Efetimewa s n o
prevalence rate for use of this substance was less than 1%, with last year use one per
thousand population. Data dhe use of (nowprescribed) tranquillisers was also

collated. Prevalence of lifetime use for tranquillisers across the total sampl&8Xvas

witht he | ar gest numb e r20p4fyeadchtegbriB8.i medé user s i

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

private households in England and W4RSJ. Over 47,000 adullparticipated in the

2006/2007 wave. As part of data collection on a number of emfa¢ed topics,

participants were asked aboutithese of a range of illicit substances. Those relevant

to this review include o6tranquilliserso, ‘
barbiturates) or Class C (e.g. benzodiazepines) drugs under the Misuse of Drugs Act

in the United Kingdom. It shdd 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) showhiat 2.9% of 169 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

|l ooking at young peopleds use of tranquill
had used the substanceghe last year, and 2.3% reported having ever used them in

their lifetime. Lifetime use across the total sample (i.e596year olds) differed

according to gender, with 3.4% of males and 2.5% of females reporting this
behaviour. The report also includessammary of drug trends between 1998 and

2006/7. These data show that there was a decrease in last year use of tranquillisers
amongst 169 year olds (0.7% to 0.4%). This was similar for those agezihfears,

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

(1.5% to 0.6%)[39].

A survey of arresteéSin 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 wihetitest proportion

from the 2534 year age catego[#3].

There are some data available on drsgrs in treatment and their behaviour with
regard to prescription drug misuse. For example, it has been estimated that the

® The question on use of these drugs (which was completed by the respondent oterjoisfad
6temazepamdéd and o6évaliumd as examples of the type of

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

1 The eligible population was defined as people aged 17 and ovagilarl and Wales who had been
arrested on suspicion of committing an offence and who had not participated in the survey previously.

26



proportion of drug users in treatment who sell prescribed drugs ranges from 5% to

34%, and that there is somariation in the typerad amount of diverted substances

across geographical arep#)]. The National Treatment Outcome Research Study
(NTORS)Ai nvestigates outcomes for drug misus
residenti al a n d[41¢. &imdimgsfrom thg stuslyepukilished gns2003

identified that more than half the drug misusers entering the programmes were using
non-prescribed benzodiazepingd].

3.2.3 Australia

There is a growing body of literature from Australia on the issue o€mpésn drug

misuse. Whilst focussing on benzodiazepines and narcotic analgesics (opioids)
specifically, h e r e ¢ e nt linguinpintootHe imsusedfathusedof benzodiazepines

and ot her f or ms of p h ar [Blapcoeides a tharbughd r u g s
overview of the current 6state of pl ayé w
Reporting System QRS) [29, 44] and national household survey45] 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 Australig6, 29]. The latest findings from the lllicit Drug Reporting
System (IDRS) highlight that a reduction in the availability of heroin and low purity

of this drug has contributed to injectimyug 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 dusgs (IDUs) was morphine, and

there were increases in the prevalence of use of this substance across several
jurisdictions[29].

Data from the 2004ational Drug Strategy Household SurVeseveal that 3.8% of
Australians aged 14 years and over had used pharmaceuticals for non medical
purpose¥ within the preceding 12 months, and 7.6% had used them in this way at
least mce in their liveqd45]. It is important to note, howi
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 réeently

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 badie pharmaceutical most likely to

be used in the last 12 months (by 3.1% of the sample) waskiflains/analgesis,
followed by tranquillisers/sleeping pills (1%). P&itiers/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 cocég.

As displayed in Tabl@ below, those aged 229 years were more likely than any
other age group to have used pharmaceuticals fomeatical purposes in all time
periods.

2 Around 30,000 people aged 12 years and over participated in the 2004 National Drug Strategy
Household Survey, which expld both licit and illegal drug use behaviour .

12 pharmaceuticals used for nowedical purposes is defined ést h e  u s-Elerstafalgepies,i n
tranquillisers, barbiturates and/or steroids forrame d i ¢ a | purposes?o.
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Table 2: Pharmaceuticals for nonmedical purposes use, psons 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

SourceAdapted from{45], p. 47

The Australian equivalehitof the lllicit Drug Monitoring System in New Zealand is

the IDRS. This was established to gather informationlleit drug trends and has
been conducted across all jurisdictions and territories in Australia since 2000. The
three components of the IDRS include interviews with$PpU i nt er vi ews
expertso and analysis ¢8B]. relevant indi

Table 3 displays data from the 2006 IDRS on selected prescription drugs that were
used by injecting drug users ihet preceding six months. This is presented by
jurisdiction and provides an overview of both lit&nd illicit® use of the substances.

In addition, findings reveal that around one third (36%) of the national sample
reported having used illicit benzodigmees in the preceding six months and nearly
half (47%) had used illicit morphine during this timefrarhevels of use of the
different prescription drugs varied across the different jurisdictions. For example,
recent illicit use of pharmaceutical stimulanwas reported by 40% of IBUn
Tasmania, compared with 5% in New South Wales. Similarly, only 7% of the
Northern Territories sample reported usinglicit oxycodone in the preceding six
months, whereas 42% of IBlh Western Australiadd recently usethis substance.

Of note are the data on buprenorphine, withween 6% an80% having used illicitly
obtained buprenorphirenly formulations andip to 9% having usebuprenorphine
naloxone formulations in the preceding 6 morjg24y.

13 Whilst the drug monitoring systesmacross 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 intravdnausasers.

“6Li ésidefited aso phar maceuticals (e.g. methadone,

benzodiazepines, antidepressants) obtained by
not take account o f ; Bowever titdifferestibtes pogtvieangpéeschptioascfdr i ¢
self as opposed to pharmaceuticals bought on t

wi tf
cat o]

bupre

a pr
es
he st

3 llicit is defined as:6 phar maceuti cals obtained from a prescri,

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 appropgia .u s e 6
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Table 3: Selected prescription drugs used by injecting drug users (as a

percentage) in the preceding six monthdyy jurisdiction, 2006

Form of drug
Methadone syrup %
Licit

licit

Methadone
(Physeptone) %
Licit

licit
Buprenorphine %
Licit

licit
Buprenorphine-
naloxone %

Licit

licit

Morphine %

Licit

licit

Oxycodone %
Licit

Ilicit

# Other Opiates%
Licit

licit

* Pharmaceutical
Stimulants%

Licit

Illicit
Benzodiazepines %
Licit

licit
Antidepressants %
Licit

Ilicit

NSW
n=152

47
26

20
19

ACT
N=100

40
38

16
34

= O

VIC
n=150

31
10

32
29

ool ol

53
31

TAS
n=100

49
46

SA
n=100

33
21

21
14

=

10

55
32

WA
n=100

23
21

16
32

NT
n=100

16
14

31
70

~ o1

QLD
n=112

20
15

24
30

2
-

44
41

21
4

# 60Ot her
* IDUswer e
dexamphetamine).

asked

opi oi dso

about

Source:Adapted fron29], pp. 2223

It is particularly relevant to examine data from the Tasmanian component of the
mil arity
been widely available antthe region has a history of opieimhsed pharmaceuticals
being injected. The most recent findings from the 2006 wave of the Tasmanian
IDRS'" identified an increase in use of oxycodone, and that nearly two thirds (62%) of
the sample reported recent use afrphine. 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,

| DRS,

gi ven

t he

' This involved interviews with n=100 injecting drug users, information gathered from n=31
professionals working with substarasing populations, and a review of drug use indicator data.

i opum antl eethdioed e i n e
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with evidence that it has replaceetazepam gel capsutésind is being used in

similar ways to this formerhavailable substance. The authors statedhptat t er ns o f
benzodi azepine use and injection in the st
[44].

Between 2003 and 2006, the IDRS recorded use of pharmaceutical stimulants
(including e x amphet ami ne and met hyl pheni dat e) u
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 lastxsmonths) pharmaceutical stimulants that mad been

prescribed to them, ant3% reported injectinghese substancesompared to those

that were accessed licitly (2% used and <1% injected). A quarter of the national
sampl e al so repoattedd hphva rnnga céeeuvteirc ailn jset i mu
prescribed to them. Prevalence of use was hifhastWestern 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 do@nalgesics, 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 withing@dans unknowi].

This has also been reported elsewhere:
éthere are f ew Canuambérafrpeope whd use frasarigionamgs foh e n
non-medical purposes. Indeed, there is minimal research information regarding the extent of
prescription drug diversion and abuse in Canad:@
extent of prescription dig abuse in Canada are usually limited to examining distribution and

sales statistics, and yetryear trends in prescribing practices for specific classes of drugs
(Weekes et al, 2008, p.2).

Concerns raised over the abuse of OxyContin® were sufficiexit ith 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 timake recommendations on a comprehensive strateggeor t
management of OxyCont i n anldfornsation eollectede | at e d
by the Task Force has suggested that an increasing number of young people are
misusing this substan¢21].

The OPICAN cohort was established in Canada in 2001 to assess opioid use patterns
and behaviours of users of these substances outside of tregieéntWith
participants recruited from sev@rtifferent locations the study sought to produce a
crosssection of illicit opioid use in both large and medium sized citiessactioe

" Given concernsver injectingrelated harmgemazepam deapsules were removed from the market
in Australia in 2004.

'8 prevalence of injecting pharmaceutical stimulants was also highest in these three jurisdictions.
'° Originally drawing participants from five study cites, two additional cities (FrederictoSadohn)
were added in 2005.
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country. Data from the 2005 followp 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 medial systeni47].

The misuse of benzodiazepines in Canada has also been raised as §h B8Le
Whilst this review did not identify any data on misuse of prescription stimulants from
Canada, it has been reported that prescrptibor methylphenidate (Ritalin®)
increased by 46 per cent between 1999 and 03

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 usgr misusepf a small number of prescription medicines and there is
a lack of hformation on the overall size of the problem.

National drug survey$ undertaken in 1998 and 20(48] collected information on
Orecreational used of tranquillisers and
showed that just over two percent of the sample had ever used trangtiillisers

recreational purposes, and less than oneepétad used the substances in this way in

the preceding 12 mont hs. The 2001 national
or Ol ast year o6 use of the drug, but i den
tranquillisers (which reflected a decrease inars®ngst maleq}8].

Findings across the 1998 and 2001 household surveystmdied levels of morphine

use remained constaw;i t h t he proportion of the sampl
drug static at around 1%, and current use at <1% percent both[4@Jarshe llicit

Drug Monitoring System (IDMS)findings from 2006 also report dho pi atim us e o

the general population drawing on data fronthe 2006 Nationd Survey of Legal

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

13-45 years who hadever tried opiatesdid not change between 2003 and 2006, as

did the proportion who had used afasin the previous 12 months (altgh it is

acknowledged that these results should be viewed with caution due to the low
numbers involved)10].

% 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 1515 year olds, with the 200Livey extended to include people ageédb3years.

Z’Examples of tranquillisers given in thEomurvey in
http://www.aghru.ac.nz/projects/drugs%202001%20Append%203.htm#AppendiX%203
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The 2003 fiNew Zeal and HRrad g FPwsBaddetakenda r s Sur
provide information on recreational drug use and to identify-delajed harms within
the New Zealand populatiof8]. Findings revealed that males were significantly

more |likely than females to hav®e uanrd (am
bpoppi es, mor phine and other opioidso. MU o
nornMUori to have used tranquillisers at | ea:

difetime uséof morphine (0.7%) was slightly lower than that of tranigells (1.7%)

[8].

The IDMS is designedtd pr ovi de ongoing and timely inf
druguse anddrugel at ed har m i [i0]. Hgablishéckim0@bnitd@aws

on three sources of information: fateface inteviews with frequent drug users

( FDUs) , i nterviews with O6key expebated s 0, an
statistics. Although not the focud IDMS, some data on prescription drug use are

collected. Data from 2006 can be found in Sectiome Bf the report where they are

further described.

The 2006 IDMS found that 55%f FDUsh ad ever tr i &®2%ihad her opi
used in the last 6 months, using onrage 68 days in that time period. Of those who
had used, 81% had injected in the last 6 morthgas also note thatjust over half

(51% of the sample had ever used benzodiazepinesaeouhd 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 doegntypst responsible for

their legal/police problemand 10% reported that they had driven under the influence
of benzodiazepines (in comparison, 15% stated that they drove under the influence of
0 0 p i)dr additién, it was reported that there was amaase of 90% in the number

of calls to the Alcohol and Drug Helpliffein relation to the use of benzodiazepines
(from 187 in 2002/3 t@56in 2005/6), with calls relating to use of these substances
accounting for 6% of all approaches to the helpline ©6200].

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

opioids in the previos six monthg10]. Whilst this includes opioids such as heroin

and poppies (i.e. not just prescription opioidshen asked to specify the types of

opioids for which they had knowledge, morphine derivatives (MSTREHNON®,

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

percent of FDUs reported the current availability of opioids as gei ei t her O6easy
Overy weasyo, with nearly three quarters (7
the previous six months. The price of these substances was also reported as having
been O0stabled during this tdftmesanmgpe.rJusod by a
under half (46%) thought d&éabout the samed
opioids and 40% described the current puri:

22 The target population for the survey was people age@51@ears living in private residential
dwellings and it was conducted via a compiassisted telephone interview (CATI) system.

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

A Ot her i®@minmes gveidmorphine, misties, homebake;Eblon, Kapanol.

%5 The helpline is dree 0800 telephone information, referaid intervention service run by the
Alcohol Drug Association of New Zealand (ADANZ).
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The IDMS reportedthat just over half $3%) 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¥%eofvhole
sample, although amongst ecstasy userpposedot IDUs or methamphetamine
users,snortingwas the most popular rogtgl0]. When looking at the IDU sample
specifically, 43% had used Ritalin® in the pastraonths, and 90% of those who had
used it had done so intravenously in this time ped&ql

Additional datafrom the IDU samplespecifically reveal that 85% hadever used
benzodiazepingswith just over half (52%) ever having injected these substances.

Ninety five percent of DU s had bever usedod Oo0ther opi
homebake, MEslon, Kapanol), with a similar figure (97%) reporting that they had

Oever i njectedd 6ot her opi at es. -AAround
depressants. With only a quarter of the IDUnpke having used internationally

sourced heroin in the last six months, the authors statplfjat

fiThe findings concerning the drug use patterns of injecting drug users support the
understanding that pharmaceutically sourced opioids, such as morphine, methadone and
O0homebakned hearroe the main opioiodpsd) currently used

A review of opioid poisoning deaths in New Zealand between 2001 and 2002 revealed
that, of the 92 deaths, morphiiieclosely followed by methadonie was the most
frequently reported opioi§b0]. The authors highlighted that it wast 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 Aucklam Methadone Service stated that 83% of clients entering the programme
between 1998 and 2004 were using morphine sulphate tfgdéts

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[@port

When most people think of druglated harm they tend to think of harm due to illegal drugs.
Over the last 20 or so yeatsete has been a concerted push to have the wider community
recognise the adverse effects of the legal, and most widelg drugs, namely alcohol and
tobacco. But prescription drugs, whilst of great benefit to many ill people in the community,
are also ineeasingly 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 toaus as
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 indivigionlly and community

level (p.89).
The National Center on Addiction and Substance Abuse assert that the abuse of
controlled prescription drugs has had Oser

harms associated with this behaviour. These include e af addiction and
dependence, druglated deaths, visits to hospital emergency departments and
financial, emotional, social and other health problgshs

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, particularlyenzodiazepines and opioifds 6, 22, 24, 36, 536]

Blanco and colleagues reported that in the United States there have been substantial
increases over the past decade or so, both in the prevalence-wiedma 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 Bpdb7%
was due to increased (nomedical) use of these drugs, rather than an increase in the
frequency of such disorders amongst ufe2%

3.3.2 Intravenous use of prescription medicines

Prescription drugs used nomedially may be injected, particularly where the form of

the drug (e.g. gdilled 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 (ergethylphenidate, 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 blbodhe viruses. Other harms
linked specifically to prescription drugs include those related to the injection of
medicines designed for oral administratif®/, 59] Risks associated with this
behaviour include venous thromboses, vascular damadeisane damage leading to
ulcers and gangreri@3, 59, 60] The 2007 INCB report highlighted the incidence of
methylphenidate products being crushedifpecting and the associatdukalth risks

with this[4].

IDU in Australia reported injectiorelated problems due to the injection of oral
preparations such as lmiazepines, buprenorphine and morphine. The main
probl ems reported included odiffi28lul ty
Another Australian study which also drew on IDRS data (Z2004) 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 o6dirtybo hit a n daking theshaveowrs e s
identified within this population included borrowing and lending of needles and
injecting in public placef7].

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 includesr gpadgdrug use,
criminal involvement, injectiomelated 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 drugrelated deaths

Data on drugelated 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 medicatiorsvé been implicated in overdose
fatalities[50, 61-64], with one of the key risk factors for fatal opioid overdose being
the coeadministration of central nervous system depressants, for example
benzodiazepinel, 65] Researcltarried out in the United Kingdom identified that
methadone and heroin overdose fatalities were more likely to have benzodiazepine
positive urine samples, compared with augreof controls who were matched for
gender and ag¢6l]. Another study exploreddr ug seekingd behavi ol
amongst a group of young people who died of herelated overdose. Findings
identified that, in the years before death, there was an escalation in levels of this
behaviouri particularlywith regard to increased docteisitation rates, the number of
prescriptions obtained and the number of different doctors seen. The drugs most
sought were benzodiazepines, opioids and antidepresg@hts66] 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 f¢6#@nyl

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 20@8]. In some cases, specific substances are
recorded on the death certific&teincluding prescription medicines. In total, the
number of drug poisoning deaths in 2006 was 788 for females, and 1,782 for males.
Findingsreveal 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 mostmtiens across the entire time period). Another study
from the United Kingdom explored the role of prescription medication in-dyiaged
deaths and identified that the two most commonly detected substances were the heroin
metabolite morphine and benzodipmes. Of the 17 cases where benzodiazepines
were identified, at the time of death 12 of these were being prescribed tHé2jrug

A study from the United Statewhich 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 thetes
limitations of death certificate data (e.g. individual drugs are not specified), and the
fact that prescribing increaseduring this time period probably account for a
proportion of the increases in deaths, the need for prevention strategies ishteghlig
[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 substamegilp 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 oncader diazepam).
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CASAOGs

a n2a02 gat ifrem tle fDrug Abuse Warning Network (DAWRN)
showedthat controlled prescription drugs (excluding sedatives) were cited in around
one third (29.9%) of all drugelated deatti8 [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 onedrad percent (96.6%)¥0]. Within

this category, large increases occurred for oxycodone, fentanyl, methadone and
hydrocodonei with methadone and oxycodone accounting for around half of the
overall increase. The dur 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 doseg0].

With regard to notatal overdoses, Australian researchers identified a strong
association between the number of prescription drugs used and overdose history
amongst young heroin users. This included benzodiazepines, opioidgjiltisers

and antidepressanis6].

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) waralysedby

CASA. Findings, as presented Trable 4, reveal hat 7.4% of prescription drug
6emot i.thearlkey barms me nt al
Gahdadorsielryi pofems aphame,h i p

abusers

i denti f
wor k

experienced
uded

i ed

ncl
or[5]school 6

Table 4: Impact of Substance Abuse on Abusers (Percent)

Abusing

All

Problem gontro_lle_d Opioids Tranquilizers | Sedatives Stimularis
rescription

Drugs
Emotional or
mental health 7.4 6.6 4.5 9.5 10.7
problems
Family/friendship 5.1 4.6 3.9 7.6 7.6
problems
Serious problemg
at home, work of 4.6 3.9 3.8 6.7 7.6

school

SourceAdapted from5], p.43

27 DAWN is operated by the Substance Abuse and Mental Health Services Administration (SAMHSA)
Depart ment
emergency departments in a national sample offederal, shors t a 'y

of t he

28 This included both single drug and multiple drug deaths. With regard to -singjedeaths,
controlled prescription drugs were involved in one fifth of these cases in 2002.
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Ot her studi es have al so identi fied or el @
consequence of prescription drug mis{&# and it has been asserted thatial and
emotionalproblems experienced can be at rates similar to those suffered by users of
Ohard[6fr ugso

3.3.5 Other harms

A range of other prescription drug misusdéated harms have been reported, as
presented below:

e The cost of pescription 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]. I n Australia it has been est.i
costs the Pharmaceutical Benefits Scheme (PBS) in excess of $30 million
dollars ayear[72].

e 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 signifidaigtier rates of
alcohol and other drug use than students who obtained the medication from
family members (or did not use prescription drugs illicifR3].

¢ Individuals receiving medicines illicitly (e.g. vilamily members or other
non-practitioner sources) do not receive prescribing information such as drug
interactions and dosag@s].

e With regard to drugelated 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 oflleohtro
prescription drugelated ED mentions between 1994 and 200@ith the
greatest increase evident amongst prescrigpaoids|[5].

e An examination of the relationship between benzodiazepine and
pharmaceutical opioid misuse and crime undertakefM oy National Drug
Law Enforcement Research Fund (NDLER@&@ntified that there may be an
association between the use of presaiptirugs and some criminal activity.
This included, amongst others, shoplifting, property crime and drug dealing.
[22]. CASA also reported 6trouble with th
outcomes of misuse of prescription driigfs

e Links between misuse of prescription drugs and (verbal and physical)
aggression and violence have been reported, particularly with regard to abuse
of benzodiazeping®2, 29, 74]

e Driving whilst under the influete of prescription medications has been
highlighted as a potential risk. For example, drowsiness due to use of
benzodiazepines may impact negatively on driving aljiity
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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 mé&tion is on diversion from
primary healthcaré 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 tlefin wholesalerd4, 5],
internetbased purchasd®, 17, 7578], and diversion by healthcare practitioners
themselve$5, 17]it is beyond the scope of this review to include these.

The CASA study (2005) expl ored pharmaci st :
three methods of diversiofp]. As evident in Tableés, both groups indicated that

6doctor shopping6, 6forged or altered pr
mani pul ation of doctorsodo were the most coml

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 preggtions 75.2 87.8
Patient deception or manipulatiq 65.4 69.4

of doctors

Source]5]

It has been reported that roredicalusers of prescription drugs may utilise a range

of methods to access their desired substances. In a study of prescription drug’abusers

in Miami (Florida), an extremely diverse array of sources for the drugs were utilised

by participants in the study. Thesncluded, amongst others, their physicians and

phar maci st s, 6doctor shoppingb6, parents an
illness or injury, direct sales on the street and in nightclubs, flyers advertising
telephone numbers to call and friermatsacquaintanced9].

The main aveues 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
shopp n g 6 , in particul ar, was a widespread ¢
amongst prescription drug misusers.

341 6Doctor shoppingb

As noted above,is adwildel usexrterms loth pviphin ithg Southern
hemisphere[6, 64] and further afield, including North America and the United
Kingdom [17, 7981]. | t has al so been refer[8@8fpd to a

‘N

% This included club drug users, strbeised llict drug users, methadone maintenance patients, and
HIV positive individuals who abuse and/or divert drugs.
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Oprescr i pt[r2pann ds héodpopu bnl fed]. Idtypicatlydanvalves gdtients
accessing prescriptions from moteh one healthcare practitioner, and may involve
the same drugs from different sources or different drugs from a range of s@tices

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 involiacthis behaviouf81]. Globally, it

has been highlighted as one of the most common methodgashialy prescription
medicines for illicit purposefd, 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 substandes 36, 73, 82] This may include
accessing (legitimately obtained) personal
or may entail sourcing the substances from an individual who has, themselves, illicitly
acquired the dmgs. It has been reported that drugs may either be sold or given away

within social or drugaking networkg36, 40, 79]

Interestingly, the U.S. National Survey on Drug Use and H¢Bfjhadded a follow

up question in 2006 which asked respondents who reported accessing prescription
medications from friends and rel@E°wh er e t heir o6suppliero had
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 pert stated that the person supplying the medicines had

bought them from a drug dealer or other straftfe}:

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 schol students identified that
approximately a quarter of students who had been prescribed stimulant medication
had been approached at least once to sell, tragee®away their medicatiof37]. In

addition, a wekbased survey dill-time urdergraduate 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 toess prescription opioids from friends not

at the same universifi36].

Participants in the2004 Australian National Drug Strategy Household Survé&y

were asked if they had been offered or had the opportunity to use selected drugs in the
past 12 months. Findings reveal that pharmaceutioaksre available to around four

in ten (42.8% Australiansi 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

% In both 2005 and 2006, over half of the nonmedical users of prescriptienpain relievers,
tranquilizers, stimulants, and sedatives said thietpined the drugs they used most recedtlym a
friend or relative for fre@ .

This was d efkilersamalges&ss tradgpiliisersisleeping pills, steroids and barbiturates,
used fornorme di c al purposesao.
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(41.8%) of peoplevh o had recently wused tranquill i se

or acquf@silntancebod

3.4.3 Fraudulent prescriptions

The use of fraudulent prescriptions to illicitly obtain prescription medicines has been
widely reported5, 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 corgputxated fake
prescrption, 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 eeped for pharmacists (see
http://www.deadiversion.usdoj.gov/pubs/brochures/pharmguid®.hilnese are detailed iFable

6 below.

Table 6: Types of fraudulent prescriptions

e Legitimate prescription pads stol en
written for fictitious patients

e Thep hy s i prasaiptiéngs altered

e Prescription pads from a physician are printed with a differerbegk number that is
answered by an accomplice who verifies the prescription

e Drug abusers call in their own prescriptions and give their own telephone numk
confirmation

e Computers are used to create prescriptions for-axigtent physicians or to cof
legitimate prescriptions.

Sourcei5],p.51( f rom 6A Pharmacistod6s Guide to Prescription

In the United Kingdom, Fountaimnd 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 increasewtiseat GP practice§d1]. In
Australia, 85% of forged prescriptions reported to the Departoféfatiman Services
Victoria were for temazepafB5].

3.4.4 Patient deception

Whil st o6doctor shoppingé and fraudul ent
part of the ptient, there are a range of other ruses employed by prescription drug
mi suser s i n t heir attempts t o Otrick®o

prescription medicines. These are fairly wideging, but generally involve deceiving
practitioners in rel@on to the legitimacy of the need for a particular medication.
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The types of O6storiesé identified in the |
(in an attempt to secure a replacement), ineffectiveness of specific medicines for a

pain condition iy order to obtain supplies of a particular drug) and fabricated pain
symptomg72, 81, 86]

Fountain and colleagues in their study of how drug misusers in treatment obtained

surplus drugs to sell on the illiaibarket identified that patients sometimes used false
identities (an aid to O6multiple scriptinget
(e.g. benzodiazpines in order to get a prescription for them from a GP), feigned

sympt oms, or tsoalnmekanddf elititingssynmpathy drenmda peescriber

[81].

Other 6 mani pul at i vreportadop r cCASMe s(62005) I ncluded
psychologicadoeongralbl emgs 60 r pretending t o t

0 r e q urefdistfar meglicines earfy{5].

3.4.5 Theftsfrom pharmacies

Thefts from pharmacies have been reported in the litergésG 79] Whilst there is
anecdotal evidence that community pharmacies in New Zealand have sbfiea&d

ins and theft4§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, pseudoephedntening 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 prescriptiomedicines that have been reported

i nclude patients O6bargainingd with prescri
commit crimes in order to buy illicit drugs and if they were prescribed a certain
medication, they would not have to do §1], residential burglary (e.g. stealing from

the home of someone suffering from a chronic disease anddatusing strong pain
medication)[7/99 and pur chases fr om [@e3] Thereshaver oOon t
also beemeports of healthcare practitioners diverting substances thempglégs

3.5 Interventions

This section provides example§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 sectio 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 andrug subsidy interventions are likely to impact on
supply, and potentiallympact on harms (both positively and negatively) a detailed
review of this area is beyond the scope of this report.

41



3.5.1 Monitoring and surveillance systems

Monitoring and surveillance programmes typically use electronic data on
prescriptions written and dgs 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 les®levant 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 aspeittat make up such a programrif@. The

authors provide an informative lispf179180) of the nature fodifferences 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 prograsnviewed

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 argt®e drug monitoring
programme in one state may increase prescription drug diversion or abuse activities in
adjacent locations that do not have such progranphes

It has been reported that prescription drug monitoring systems can be effective at
reducing prescription drug abuse, fraud and diver§iord0]. 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, €«asper and CURES) have been developed infsu a wadhgset hat )
concerns are.nbwdaeed| i ghbl eéntimpressestitih at t hey
theoperation and effectiveness of tthate over s
they reviewed6].

The data from these programmes may be difficuletaluate. SimoAwWastila and
Tompkins [92] have described, through research, the benefits and negative
consequences of such diversion control mechanisms. They explored outcomes on
diversian including reducing deliberate ovprescribing and inappropriate dispensing

by PHCPs, 6doct or diey pofed thay $uch progtamines cagpe r i e s .
reduce overall prescribing, and a proportion of this is believed to be due to a reduction
in inappopriate use of prescription drugs. However, proxy measures for reduced
diversion such as the number of prescribers reported for-poescribing or a
reduction in the number of prescriptions written are unlikely to be accurate measures,
in particular withregards 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 reductian appropriate prescribing, which may be to the detriment of
patients who may indeed need such medicafi@2is

Below are descriptions of twelectronicmonitoring and surveillance systefne
from Canada and one from AustralMultiple copy prescriptions are explored later
under AChanging prescription formatso.
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3.5.1.1PharmaNet (Canada)

In Canala, nine out of ten provinces have some form of prescription monitoring
system, some which are well developed such as WellNetmiahkat and DPIN and

can monitor issues such as doctor shopping. Furthermore, Health Canada has
attempted to tackle the PDM frlem through workshops with expef1¥].

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 approximatelyOD0 peoplen the province

were hospitaed annually because of adverse drug reacti®i$. One of the
recommendations of the commission was that a networked electronic database be
developed with the aim of reducing harm and prescrigtend and abusg].

PharmaNet is a provinegide network that links all British Columbia pharmacists
a central database. It is managed by the Ministry of Health and its purpose has been
defined ag93]:

e to prevent ovecronsumption of prescription drugs by unintended duplication
or fraud

e to prevent inappropriate therapies by drug interaction checking and dosage
range checking

e to promote coseffective usage of drugs and other therapeutic alternatives.

e toimprove standards of practice by offering comprehensive drug information
and compéte patient informatign

e 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 informatidn the performancef their professional duti&s In
addition, authorised medical practitionérscan request PharmaNet records of
medications dispensed to a patient. Various types of information are maintained on
PharmaNet, including patient medication histories and dembgraprofiles, drug
information, historical patient claims, and drug interacti@js

There are a nunan 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 p&ent information for any purpose other than those authorized in
associated legislation). Technical and other staff are also required to sign
confidentiality undertakigs, and all pharmacists and doctors are required to have a
unique identifier when accasg the database. In addition, patiemése the option of

%2 |t a medication history is accesserhen a prescription is not dispensed, the pharmacist must keep a
record of the reason for the access

% Dispensing physiciang.g. those practicing in a remote area without a community pharmacy) can
also access PharmaNet, following approval by thee@ellof Physicians and Surgeons of B.C. and the
College of Pharmacists of B.C
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having a keyword attached to theacord which limits access selectedpharmacies
and physicians.

Whilst a number of steps were put in place to overcome security concerns about the
PharmaNet pgramme (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 exist¢efl].

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, aatand training

(with associated costs) and the potential for their professional practices to be
monitored[91].

3512The O6Prescription Shopping Programdé and
S e r v-iAusiaba

It has been reported thatveeal prescription shopping programmes have been
implemented within Australi§s], with the most receritt he O Prescr i pti on !
Pr ogr anie¢talBied iy Medicare Australia in 2005.

In a submission to the Drugs and Crime Prevention Comnji@jea representative of
Medicare Australia defined the PSP as seeking to identify patients who (over a period
of three months) have:

e PBS items prescribed to them by six or more different prescribers diglspecialists and
consulting physicians); or

e Obtained a total of 25 or more target BB&ms; or
e Obtained a total of 50 or more target PBS itefp214)

An information service, accessible to registered doctors 24 hours a day, provides data
on patientsuspected of receiving medicimeexcess of medical nee@hen doctors
contact the service they are able to find out if their patient has been identified under
the PSP, and carceive 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 tdeug names, quantities supplied and the number

of prescribers for each itef94]. In addition, a practitioner may be alerted by
Medicare Australia to alert themm cases where a patient may be obtaining PBS
medicines0i n excess o0 fin congadtita thd Pharneablet ystem in
Canada, the service has been established for prescribers and is currently unavailable to
pharmacistg94]. The Drugs and Crime Preventiono@mittee reorted 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).

* The target PBS medicines include analgesics, antiepilepticsRaminson medicine, psycholeptics,
psychoanaleptics (including antidepressants), and all other nervous systicine
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The report detailing the findings of thenquiry into the misuse/abuse of
benzodiazepines and other forms of pharmaceutical drugs in Vifphaghlighted a
number of criticisms of the PSP, which can be summarised as follows:

e itsreliance ontelephonearmlk i ng, andt ilnaecdk doaft ad;r e a l

e 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;
e lack of streamlined jmcesses (e.g. reliance on papased systems);

e 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;

e its lack of focus on inappropriate or negint prescribing practices among
health professionals;

e 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 stayiatj 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 dada prescribersare reminded of
surveillance each time they write a multiple copy prescript{bos may be unaware

of being monitored electronica)lyj92]. However, there has been criticism of such
systems in that whilst they appear to control or reduce prescoblmgnzodiazepines,

for example, this can lead to patients with a medical need for theserarugsing
prescribed therB5].

Another type of prescription system intervention is the use of numbered prescriptions
to help prevent forgeryThis 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 magnitbreldmay

have adverse consequences for Halepatientd5].

3.5.3 Educational interventions designed to lsange prescribing patterns

The importance of training and eduocatfor healthcare 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, tBeard recommended that this be included in the
university curricula of healticare professionalgl]. Closer to New Zealand, the need

for educational input in managing the issueparticularly for less experienced
practitioners has been highlighted in Austra[i, 72].
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This recommendation would appear to be appate 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 medicabdactraining 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 hadived 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 weghard 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 6gooddé or 0 excoé bdthent 6.
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 coefide in their ability to diagnose
PDM, another study showed that only 1% of physicians identified prescription drug
misuse in their top five diagneswhen presented with a hypothetical case of a mature
patient with signs of PDM96] and when asked, most physicians and pharmacists
were interested in receiving training in prescribing or dispensingaled drugg5].

Another USbased survey of pharmacists (the majority of whom were in attendance at

a continuing educatioprogramme) 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
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 gatients

the issud12].

However, whilst there seems to be a deaftundergraduate 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 medias for patients who need th¢aT].

With concerns over PDM increasing worldwide, there have been attempts to alter
prescibing 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 chroniemalignant pain. A selection of
studies illustrating somef these issues are described below.

One study in Canada attempted to increase
prescribing opioids and benzodiazepines to patients with chronismabgnant pain,

through an educational intervention. The educaliantervention 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 patéard 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 faciitafibthe 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 negriowgr
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 @neinumber overall being smdB8].

In a study in the Netherlands, researchers explored the use of educational intervention
with GPs GPs attended a pigsaduate course on benzodiazepines, which included
how to slowly and safely withdraw someone from these drugs. GPs then were non
randomly allocated to two groujisthe intervention group sent educational letters to
their patient{who were chronic benzaaliepine patientgdvising them to reduce or

stop their benzodiazepine ysehilst 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 reductinrbenzodiazepine prescribing at 6
months, and 14% after 1 yga8].

In Denmark it has been estimated that around 2% of the population (100,000 patients)
is benzodiazepine dependent. In this sfudy medical practitioners at 10 medical
practices (18,500 patients) were given an intervention based on official Danish
regulations. This meant aaximumof a month supply, and only after a consultation
with the se of telephone prescriptions being prohibited. Using the Danish
prescription monitoring system there was a reduction in over 40% of benzodiazepine
prescribing. Interestinglyworkload did not increase for GPs, in that very few
additional consultations werequired, 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 guidelinesn 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 témiit 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 purposedn the USA, theFederation of $tte Medical Boards of the
United States (FSMB) has developed and refined guidelines which provide
parameters for assessment and treatmenpporting 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 profilefjsin

New Zealand, the New Zealand Guidelines Group doe$ane guidelines for the
management of chronic pain, although there hiswthe pastbeen calls for them and
interim guidelines proposdd02, 103]
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3.5.5 Public education ard 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 proeoweyp

an analgesic with addiction potential and implicated in overdoses, the Food and Drug
Administration and the drug company provided rmaits and face to face education

with prescribersand required warnings to be placed on packagingadvertising

(and recommended it on patient information inger&rthermore 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 drig 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 reveadd less than perfect compliance of the drug company, with drug company
representatives still promoting the drug as safe. A further regulatory change required
t hat prescriptions were not all owed to
prescription nmbers, refill rates and overdose deaths indicated a fall in prescription
numbers which was not maintained after the campaigns, with little change in refills or

be

overdose deathratethe aut hors concluded that f#dAsharp
drugswillr equi re stronger, more sustafl0dled regul

In 2001, National Institute on Drug Abuse (NIDAjitiated 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 Physicifl35] and also published a

report which was aimed at PHCPs and patigk@6]. The report covered an outline of
community based drugs, prevention and treatment stratglgesutlined the roles of
PHCPs and patientdAs 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 Offe of National Drug Control Policy (ONDCP) issued
guidanceto the American public to reduce prescription drug misuse by safely
disposing of unwanted medicines. The guidelines urge the public to:

e fiTake unused, unneeded, or expired prescription drugs dibewforiginal
containers

e Mix the prescription drugs with an undesirable substance, like used coffee
grounds or Kitty litter, and put them in impermeable,-descript containers,
such as empty cans or sealable bags, further ensuring that the drugs are n
diverted or accidentally ingested by children or pets

e Throw these containers in the trash

e Flush prescription drugs down the toilet only if the accompanying patient
information specifically instructs it is safe to dg so
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e Return unused, unneeded, expired prescription drugs to pharmaceutical
takeback locations that allow the public to bring unused drugs to a central
location for safe disposa]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 20@d &0 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 patfentdly they
recommended a media campaign aimed at the public. No data currently exist on the
progress of this campaigh08].

There are other reported efforts, mainly from the USA to edunestith 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 PIPB].

It appears that there are currently few public health campaigns designed to raise
awareness and to reduce demand and harm relating to PDM anagealithough
information exists for certain specific issues such as the dangers on the use of
benzodiazepines for insomnia (d&#://www.dassa.sa.gov.au/site/page.cfm?u5149

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 examph 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 formuladi®co 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 usklearms associated with use. Fountain

et al noted that removing one benzodiazepine from the market resulted in users
switching to other benzodiazepines and continuing to ifdégt

In 2006 aCorference on drug formulations and abuse liabivigs held inAmerica.

As part of the conference papers were presented on the evaluation of modified dosage
forms. Table7 below outlines modified formulations which theoretically have less
abuse liability{109].

Table 7. Formulation strategies to decrease abuse liability

Strategy Examples

Controlled/delayed/mixed Matrices, gels, beads, osmotic pump, bioerodible
release hydrogels; colloidal systems; liposomes and
microspheres; Transdermal technologies (e.g., layers

Matrices, gels, beads, osmotic pump, bioerodible
Tamper resistant hydrogels, nasal gel, implants, lockout devices;
Transdermal technologies: layers
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Agonist antagonist Pentazocinaaloxone, buprenorphingaloxone,
combinations morphinenaltrexone

Pro-drug CYP P450

inhibitor combination Codeine, methylenedioxyamphetamine

Colorants, opacfiers (e.g., in zaleplon), aversive/toxic

Inclusion approaches . ) e :
agents (e.g., inclusion of capsaicin or apomorphine)

Sourcef109], p. s53

Researchers have explored the relative attractiveness of different drugs and dosage
forms, in an attempt tdind 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
immediaterelease and placepbammediaterelease 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
perceivedmore positively)[110]. In another study, recreational users of opioids were
asked to rate the attractiveness amdp@ring potential of a range of opioids (fentanyl,
hydromorphone and oxycodone) and formulations (some hypothetical: matrix patch
reservoirtype gel patch, and tablet). There were definite preference for different
products and the authors concluded thedmparative risk management programs
should be part of the devel oppElpt of any n.

3.5.7 Examples of New Zealanespecific interventions

In 1991, in New Zealand, PDM came to the attention of healthcare practitioners with
the publication of two reports one from the Medical Council of Newealand
(MCN2Z) and the other from theh@rmaceutical Society of New Zealand. The MCNZ
report made a number of recommendations in areas covering education (professional
and public), professional support, management, dati@ction and surveillance,
changing prescribing habj use of Medical officers ofé#lth, regulation and creation

of a Substance Abuse Coundl.search through the literature has revealed very little
published information on progress within this aremwever, the National Drug
Policy 2006 2011 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].

At a practical level, professional bodies provide advice to health profelssiwhan

dealing with issues of PDM, as does Medicines Control. One of their practical support
tool s IS t he document ARnSurgery Supporto
procedure for prescribers when prescribing controlled drugs or medicines with known
aluse 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
particularlyvulnerable 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 problemg&a 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 anfibimation 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 medicimesot 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 Wes 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. Aogp of pain specialists
concerned with opioid misuse has gpttheOpioid Action Group whose stated goal

i's to: Amap current treat ment / heal t h
community initiatives / youth initiatives and current social sEwiinvolved in
problem use of opioidso. The group has
reports a growing interest and attendance (see:

http://painspecialists.co.nz/Opioid%20@fision.htn). Beyond this, the issue of PDM is
not one which attracts much attention in terms of education and training for PHCPs or
the public.
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http://painspecialists.co.nz/Opioid%20Diversion.htm

4 SEMI-STRUCTURED INTERVIEW S WITH
GENERAL PRACTITIONERS , COMMUNITY
PHARMACI STS AERDPBKEYO

This part ofthe report provides the methods, results and summaries of our research
into issues for primary healthcarespecifically community pharmacy and general
practice.Findingsare drawn fromsemistructured qualitative interviews with GPs,
CPs and KEs.

4.1 Methodology and sample

4.1.1 Methodology

A qualitative approach was undertaken ttus stage othe study, which consisted of
a series of senstructured interviewsA mixture of faceto-face and telephone
interviews were conducted

4.1.2 Sample

The study sought to inteew up to 20CPs 20 GPs and 2KEs, 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 characterjglic3he
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 wews 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 genderBHEswith
varying levels of experience. In additiddPs employed in practices of varying sizes,
and CPs working in different types of pharmacies (e.g. mall vs. strip pharmacy) were
purposively recruited.

KE intervieweesveresought for their experience and expertise in a number of areas,
including alcoholnd drug treatment, needle exchange, advice serhieakhor drug
policy, law enforcement,and for their connections to the GP and pharmacy
professional bodieOthers were also sought for their knowledge of, or access to,
secondary data sources. It gltbbe noted that a number of participants from this
sample group were also practiciRHCPs (e.g. GPs). Thus, they brought dual
perspectives to the research.

4.1.4 Recruitment of Participants

Interviewees wereecruitedvia a range of avenues. Flyers adveargsthe research
were distributed at relevant PHCP events (e.g. a CME meeting). iOteeriewees
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 prescriptiogn d
misuse practitioner directorieand through other informal networking.

Potental interviewees wereontacteddirectly by the lead research@ometimes via

email in conjunction with a member of the advisory groapyl provided with an

explanation ofthe research, what their participation would involve and how the
information would be used. If they agreed to take part, an interview was scheduled.

I n addition, a O0snowballingd technique was
declined to take partyere asked to recommend other potential participants.

415 Data Collection

All interviews were carried out using a topic guide developed by the research team,
which was adapted depending on the partic
expertise. The keyugstions 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 includedrrent prescription drugs of abused r u g

s e e k behagidur, rte of diverted pharmaceuticals, impact of prescription drug

misuse andPHCPsresponse to the issu/ritten informed consent was obtained prior

to each interview.

Interviews were carried out betwedane2007andJanuary2008 and lasted between
2575 minues®. All interviews were tapeecorded ancpaticipants were offered
vouchers (cinema, book, petror gardeningto the value of $0 as adhank yowfor
their contribution tdhe study.

4.1.6 Data analysis

Interviews were transcribegrbatim by experiencelanscribers who were provided
with background information on the research stu@gllowing this, the lead
researchewho had conducted the interviewstened to the recordediscussions,
checked the accuracy of the transcription, and made amendnfenésappropriate.

Data were analysed utilising a general inductive apprdddi2], a systematic
procedure for analysing qualitative data which draws on grounded tfESBY A
selection of transcripts was first read through by the lead researcher and a coding
frame developed, which was reviewed by a secorehiser.To ensure reliability, at
the start of the coding process a smaiinber of transcripts were codedce by two
different people, and the coding was compared to check interpretali@amscripts
were then coded bpne of three members of the research teanth the aid of
computerassisted qualitative data analysis wafte (NVIVO). The coding frame
was developedamendegdand refinedvhere appropriate during this process, through
continued discussion andegotiation between theresearchersFurthermore, key
themes and significant issues arising frtme datawere preented to the project
advisory group mmbers for feedbackvho also peer reviewed sections of this report.

% 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 semistructured interviews were undertaken with GPs, CPs and XEs.

decision to cease data collectifum these groups was made when no significant new
information was being obtained breakdown of each sample group is provided
below.

4.2.1.1General Practitioners

Seventea interviews were conducted with GPs. Talfle displays the sample

composition, accordintp location, gender, length of time the GP had been practicing,
the size of the practi€® and whether or not the interviewee was authorised to
prescribe methadone.

Table 8: Breakdown of GP Sample

Int. Location Gender Time practicing | Practice size / type Methadone
No. prescriber?
1 Rural Male 15-20years Large Y
2 Urban Male 1520 years Medium N
3 Urban Female 15-20years Large N
4 Rural Male 20+ years Medium N
5 Urban Male 20+years Small Y
6 Urban Female 15-20years Large Y
7 Urban Male 20+ years Medium Y
8 Urban Male 20+ years Large Y
9 Urban/rural’ Male 20+ years Medium Y
10 Urban Female 20+ years Medium N
11 Urban Male 10-14 years Large Y
12 Rural Female 5-9years Medium N
13 Urban Male 5-9years Large Y
14 Rural Female 5-9years Small N
15 Urban Female 10-14 years Large N
16 Urban Male 1520 years Large N
17 Urban Male 20+ years Medium Y

% Small practice = 1 GP; Medium =2GPs; Large = 4+ GPs

%" Interviewee nine was employed in two gtiees.
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4.2.1.2CommunityPharmacists

Sixteen interviews were conducted witGPs. Table 9 displays the sample
composition, accordintp location, gender, length of time tB# had been practicing,

and whether or not methadomas dispensed from the pharmacy where the CP was
employed. In addition to the information displayed in the table, interviewees from a
range of p h a.g.mallcvy. stript franclase @s. ifdependent ownership)
participated irthe research

Table 9: Breakdown of CP Sample

Int. Location Gender Time practicing Dispenses
No. methadone?
1 Urban Female 20+years Y

2 Urban Female 20+ years Y

3 Rural Male 15-20years 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 0-5years N

10 Urban Male 20+years Y

11 Urban Male 10-14years Y

12 Semirural 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 5-9years Y

4.2.1.3Key Experts

A total of 18 interviews were condueti with KEs. These included people working in

drug treatmentregulatory bodieslaw enforcementnongovernment organisations,

and representatives pfimary healthcar@rofessional organisation®ther KEs were
interviewed due to their specialist knowledge of relevant issues (e.g. secondary data
SOurce or consumer views).

4.2.2 @rug seekingdbehaviour

This sectiolpr esent s f i ndidmgssekingn breenlaasti ioaurr .t of hd s
trends in prescription drugs sought illicitlgpw GP and CP interviewees perceived
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patients involved in this activitytheir experiences of how the substances were
obtained,and what they considered to be indicative @fd r ug  $ehaviour.n g 6
Information from KEs is also included in section, where appropriate. The source of
the information (i.e. from which sample group)ndicated in the text.

4.2.2.1Drugs 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 this issue,some of which
incorporated information provided liyd r u g tamsdivesr s 0

Several PHCPs highlighted the changes that had occurred over the years, with regard
to the prescribing of potential drugs of abuse. Whereas previously some mgdicin
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
PHCPsd®d habits had changed somewhat

Well when | first started, about the only contealldrugs basically were the opiates. And
thosedays we actually did have the likes of heroin and cocaine, which we made mixtures,
Bromptom cocktail and that type of think. .. and gkifike, well things like Ritalin, thgs like
methylamphetamine, dexghetamine, 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 ho{lsésvifeew

CP12]
| suspect thejbenzodiazepinesjre not as abused now as they were, not in our area. | think
just generally tightened up because there agai

doctors are a bit reluctant to supply some of these things now. | mean it works in ielerse

was talking to a lady yesterday who was moaning the fact that whesleeavent to the

doctor saying she couldnot sl eep, he gave her
pendulum swung completefinterview CP7]

When discussing trends in relation to potential drugs of abuse, pseudoephedrine was
generally considered toe 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 ovethe-counter products, interviewees reported that they were also alert
toodr ug whkoeskught t9 @ccess it via prescriptioriBhe apparent fallin
O0homebakebamnmd oNleuve &Zeatdolecaherdid marketas also noted by

some interviewees:

Aslsaidmor phine sulphate is the number one and it
kno w, in New Zealand we donét have a huge availa
IV user drug. Homebake, which was big a few years ago, which was derived from codeine,

that still goes on | believe around tfgouth island town]b u t we daolat 6ftthath e a
anymore[Interview KE17]

Beyond this, different PHCPand KEshad diverse experiences in relation to which
drugs were targeted in their practice or pharmacy. For example, some reported a
problem with benzodiazepines, whereas others sthtddhe substances weret a

major issue in their area.

Across the sample, three main groupings of medications were identified as being
targetedbyo d r u g & apieidsebenzadliazepines and stimulants. A description of
the mainmedicinessought within each category is provided below.
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4.2.2.1.1 Opioids

The main drugs sought within this category included codelihgdrocodeine tartrate
(DHC), morphine (including morphine sulphate, Morph® and mEslon®), and
methadoneOther opioids less commonly reportedluted dextropropoxyphene with
paracetamol (Paradex®), tramadol and pethidine

Thereds still some that go mé seems tothbh a veryar cot i c s
common onglnterview GP4]

Probably the situation that we would strike most commonly e last one that | can
remember would be a patient thatds on regular
doctor to the fact that these people are presenting early to pick uptsefpeterview CP10]

A number of KEs from a treatment background edisoncerns about increasing
problems with the use of Nurofen Pl(en OTC medicine not a prescription drug)
containingibuprofenand codeine

Webve had a little range of people coming on t
talking about a lot oNurofen Plus, like up to 48 tablets of Nurofen Plus a day, which is not
good for thenjinterview KE12]

There are a number of clients who are addicted top@scription medicines that they get in

the pharmacy | i ke Nurofesni Py usbtwaitmaltloadeama, won
seen a few people in the last few months who have been consuming large quantities of Nurofen

that theyo6ére just buylitewwvepwKEIG m di fferent phar mac

One KE also highlighted that they had recently heard aldoug users injecting
oxycodone hydrochloride (OxyContin®)

4.2.2.1.2 Benzodiazepingsor Obenzosb6)

Benzodiazepines were a key group of medicines cited by all intexege as being
widely sought byd d r u g .sSeneekspokesabout benzodiazepines as a group as
being targeted, whereas others cited individual medicines within this category. The
main benzodiazepines highlighted includedazdpam (Valium®), clonazepam
(Rivotril®) andtemazepaniNormisor®, Somapar®, Euhypno®):

And benzodiazepines, particularly | thinKind clonazpam in particular seems to be a bit
abused.A couple of others but that one in particular sticks @uterview CP14]

Benzos are the worst, theyobdbve always been popul
all now. [Interview KE12]

Anyhi ng with a O6pamd on t FPaemobesndr aonfgei twi | Anybtehi a
[Interview KE2]

Those mentioned less often included midazolam (Hypnovel®) and triazolam
(Halcion®). Zopiclone (Imovane®) was also mentiofiedne KE felt that the
increase in nsuse of zopiclone was linked to an apparent escalation in prescribing
rates:

It was interesting how the treridf prescribing],how it titrated up, yeah especially zopiclone,
it was amazing. The other benzos, thaescribersjwere really quite mindful fathose, you

% 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,
for this |l eveld, so [IbtékrneewKEOYQU mped over to zopiclo

4.2.2.1.3 Stimulants

The key stimulants sought by patients for their psychoactive effestseeported by
interviewees, were pseudoephedrammtaining product€ and methylphenidate
(Ritalin®):

We | | i tos i n tRitalineseems mogbe Quitec anuisswee down tie sort of

Christchurch kind of area s oo phardacists dovamkni ng sur e
that area[Interview CP10]

One KE reportedthat they had seen a drop in the number of approaches to their

service related to use of methylphenidate, whilst others indicated tzat become a

problem in recent years. An interviewe®rking in a drug treatment service in the

south island believed that the popularity of methylpheni¢atel other substanges

was due to met hamphetinatmregemds | i mited avail
Ritalinds the big one at t bseRiman,theymillése BZPk now a |

if they canét get hold of that but we dondét see
other crap is the norm[Interview KE13]

4.2.2.1.4 Other drugs

A minority of participants mentioned tleer prescription medicinesncluding
Ventolin® inhalers and angpileptic medicationsA small number of KEs also
commented on people misusing asgpressants

A range of antidepressants, ye&mitriptyline seems to be around a Ipaterview KE7]

4.2.2.2Primaryhealthcare practitionatiewsof @ r ug s eeker s o

GPand communi t yercppliams ofitzedypesof Eedpleinvolved in

misusing prescription medicinewere explored in the researciThe research

identified thaté d r ug  svere koe cossitlered a homogenous group. Indeed,
andysis of qualitative data revealed tH&itiCPsoften considered that there were two

Ot ypedsddr ugf .sFerdhe purpes of this report they will be referred to as
Oabusersdisandddooaed a,adensnterpietption obimerveef e ac h
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 t he mmoresofthoseawhishiafei ed as 0
available, (e.g. Sudomyl® and Sudafed®), none is subsidised by Pharmac. However, GPs can also
prescribe notfiunded products where the patient pays the full cost. In this case, whilst they are all

available without a prescriptionash ey ar e c¢l assi fied as fAPhar macy Onl
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 purposesodt

commonly prescribed is probably Sudomyl®, but doctors could also prescribe Sudafed®, or even
combination products such as Codral®.
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422216 Abuser so

For GPs and @desoften tha bmmedéate sagsociation made with
prescription drug misuse, and many considered them to be the archétgpalu g
seekerd

OAbusersdé6 were bel i evednestfar theirownuuserog forpr es cr i
selling on to the illicit market. It was assumed that this group of patients sought the

drugs for recreational substance ,ukeo r t h ebtaided framhtide drug, or to

knowingly feed an addiction. This theme was broaddne#Es who saidd abuser s o
would also be using prescription medication for staving off withdrawal symptoms

when their illicit drug of choice was not availabMost CPs and GPbelieved that

the prescription medicines obtained by these individuals werer nseel for their

intended purposes.

GPs and CPasually positioned known addicts or drug abusers in this catetpors,

methadone patients or individuals known to be receiving treatment from specialist

AOD services were generail | y h a@uosnesitssipe.r ed 0 a
perceived O6abusersdéd as having a history o
some with ceexisting mental health issues. Some GPs and community pharmacists

also spoke about these patients leading transient or chaoticlégesnd having

criminal or gang connections.

Several PHCP interviewees commented on the appearanc® af b u s beingd
untidy or dishevelled. Where it was highlighted (by a minority of research
participants) that these patients were also sometimesivesdéed ofi b u s #l N kD
this was noted as being the exception r al
following excerpt from an interview with a community pharmgcsime were
reluctantto be seen as passing judgement on these patients:

It s dloinkbe, kino w, this sounds real me an, drug us:¢

pale and got |like tattoos, thatés really bad, b
you can just pick them. Don 6 t[intengelv CPO why, you |j

As aruleCPs and GPsonsidered a buser Bé more 6deviouso6 in
accessed substances from primary carel there were varying degrees of empathy
for these patients

Well, the6dr ug s ddkiegr aslviantage of you, hey édr e | i ar s and man i
[Interview GP11]

42236 0ver user sao

This second groupaf d r ug temrdedknetos be at the forefront of mMOFHC P s 6
minds when considering prescription drug misuse. Indeed, it was often only in the
latter stages of an inteaew that GPs or CPs started to talk about a different category
of patients involved i d r u g behavibui @argl 8ome even questioned whether
Oor noiséowv ér s h o uasgpresbriptiorcdrug misusefsi e d

I mean thereds taunhatteloyf ,t Hermedxn wtniflolr a | ot of
tablets and benzdbenzodiazepined hat ar e prescribed every month
that that I candt getdotuf ,aeatdhkyéaresdpandent rd t cal l

benzodiazgines.[Interview GP3]
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In contrast o ¢ a,lihis greup ef Patients were believed to haveitially at least

I sought prescription medicines for their intended purpose (e.g. opioids for pain
relief). However, their misuse had developed over timeveamsl 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 usersgs

such as benzodiazepines.

Many interviewees did not considereie patientstobé dr ug @&dhe kame s 6

way as the previous group. They were often
not fit the stereotypical drug theseldi ct 6.
individuals soughtmedications for their owmise only, and n®®HCPsinterviewed

believed thatheywere selling their sugies on the illicit drug market.

At the same time, a number of interviewees spoke about the pathwadgiction for

these people, with many considering that the medical professieded 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 | have a patient myself whods on morphi
knowf our or five years | ater shebés still taking t
of f it. You know, wedve tried, shebdés been under

drug addict at the hands of the medical profession. And you knowaveeto take some,
sometimes we have to take some blame for these things sfantiexyiew GP1]

The misuse in the second group, okay, we are turning them into addicts. €uesaisbing
is actually turning t hem dgon thar syangtaris,omich,areo k ay , S (
generally pain, headaches, immobility and then the fact that the drugs do have a psychoactive

effect mean theyoll l ess |likely to perform or p
getinto6dr ug $Sehaviburintgdy 6re at the doctors every week
story and stuff l'i ke that. So welntergiewi n f act ,
GP6]
As evident in the following interview extract, whether or not a patient was considered
an dver usedv s . an O6abuser 6, s ® M€ Préspunse toithmp act e d
issue:
I mean some years ago there was a preponderance of middle@adesdder people being on
themAnd so thatdés probably a bit |l ess common now
been on them a while who are resistant to coming off you might think, well, you know, if
they6bve been on them this | ong and theydre goi

them offInterview GP9]

OneGP reported that she had decided not to @biadicines Controtegarding her
concerns about a patient misusing their medication due to the individual being
consideedan 6over wuser 60datlbe(sie.bek.a nabna & aybpu scearl 6 )

But | d[cahtadMedidihes Contrdlforthatguyi n t he end because | th
actually notad dr ug .s eWwekl &l 6 dhreudgs isae etkleatdO heds totally add
things but heds not, I donét believe heds passi

than to manage his dap-dayback pain][Interview GP3]

She did acknowledge, however, that it could sometimes be difficult to distinguish
between the two types of patients:
Wel | | I mean ités very hard t o tl#ihkltherwéye ch i s wh
signalsyougi k up when dealing with peopl e. f her e
t

I t
trying to sort of trace back to where and how it started and getting evidence dddhatl d on 6
think | know the difference alwayfnterview GP3]

6C



In line with the above, a comunity pharmacist highlightethat identifying an
appropriate response based on the type of patient was more difficult fogiGétrs,
their restricted access to background information on patients:

So overuse needs some help around appropriate use anck raltgbnative therapy, and
abuse is just simply wanting to get it for i ts
because you dondt hav éintervievwa@P2ldi agnosi s under !l yin

One GP commented that because prescription drugs are legallyeabteers would
feel that overuse was in some way valid, in a similar waystofalcohol, and might
indeed mean a wider range of people became involved:

tnever takes the people into the situaftion of ¢
people can become addicted who might be deterred from using drugs otherwise. Okay so

yeah, you know, they can all feel vali dated t h:
fine. The same way alcohol is sort of, you know, and the harms that éhat do l'tdés, you kr
thereds no, thereds no f.dneetviewn@6]t hat it bdés not wr

4.2.2.4Perceived demographic proftld6 dr ug seeker s o

The research sought to explore whether there were any trends with regard to the
demographic profile 0b d r suege k 8ame@P and CHnterviewees 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 of6 d r u g .slteskokle ve nd@ted that none of this information is
based on a quantitative analysis of the demographic proféecdbf u g patients i n g 6
on the part oPHCPsI it is fundamentally their perceptions of the characteristics of
this group, either gained thrgn experience or based on preconceptions and
anecdotes. This information is important as these views influenced ZBBSCPé
attitude towards this patient group, and subsequent response to thésessiater
section).

Some interviewees were quick toioout that it was difficult to generalise about the
characteristics of patients involvea this kind of activity, as they came frofma | |
wal ks ,odnd ihciude@ both males and females, and younger and older
individuals However, when explored fureh, a number of commaperceptionsvere
identified, andhese arg@resented below.

For the most part, GPs and CPs stated that the ethnicitycdbtr ug saseker s 6
predominantly New Zealand European. A number reported that they had no known
Pacific patientsnvolved in this activity, and few or no Asian andudii 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 numbétdad, r i

Pacific and Asianpaients also stated thathey 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. Som, however, did state that the approaches used by men and women to

access the drugdiffered For example, it was perceived that males would be more

|l i kely to use Ostandover tacticso, wher ea
fabri cat i nogvhydhe medicineavaséequared. t
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The age of6 dr ug svasealscereporfed to vary with no particular age range
closely associated with prescription drug misuse. However, some interviewees did
report thatthey more commonly saw younger people (i.e. betweand 40 years

old) rather than those aged fifty plus involved in this activiithers highlighted that
patients in the older age ranges (e.g. 60+) were more likely to be misusing drugs such
as benzodiazepines. Ontwo interviewes reported that they dd concerns about
teenages potentially misusing their prescribed medication.

It is interesting to note that KEs commented on the apparent preconceptions that some
PHCPs had o6 d r ug .sle paktieulars theybelieved that this created the
potential bré d r u g patientk Who didnot fall within the presumed profile to be
overlooked:

The di scussions | 6ve had wi t h Medsaf e over

particularly if youbdre pl auAndIlbhirkepersomally, welt t i cul at e

a lot of the stereotypes that doctors, like other people have @dut ug ®redeug er s 6

addictsi obvi ously somebody, you know, whodés unkemp
hair and wearing a hood and so on, immediately the alarts fgart] ringing. But somebody

wal king in |l ooking smart and shaking your hand
plausible story, and some of t he cHighhent s |

skilledéand peopl e whdovellsmlemand educated anel srjjcelatet ab | e
and thereds p[nane ofyity]lbguesdyouccobudd just ga raund with the same
story for quite a long time till the penny drofisterview KE14]

T h e y{pvesceiption medicinesjot actually harda get from either sourckillicitly or from

your doctor, particularly if you | ook middlecl a
I canbdét sl eep, |l 6ve got so much sfintewiewns i n my

KE3]

A number of KES particularly those working in treatment serviteserealso quick
to pointoutthad d r ug patients camayfidra wide range of backgrounds:

Wedve got a really broad range of people here.
universityd egr ee at the moment, more than a bachelor
day and BZP the next so itbés common, Il i ke educa

[Interview KE12]

A whole spectrum, you know, from high flying business peopleswabssful 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 ohabidities and have other
probl ems, so thefinediewKED!] t ypi cal patient .

Some KEs did, howevealsohighlight gender differences with regard to prescription
drug misuse behavioye.g. methods of accessing the medicinas)evident in the
following interview excerpts:

Probably the first thing that springs to mind is the gtersd 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 requir

thing because | think that they thiitkfrightens the doctors off asking too many questions!

Whereas the men are much more kind of you know

accidenté | think also the women are mor e
perhaps a bit more lidy to be aggressivfinterview KE8]

I dondt see any gender difference particularly

are6doct or thkahmendwould think in my experience. Men might be more inclined
to buy themin my experiencteheybuy their drugs rather thaddoctor shop [Interview KE9]
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Gender , wedre currently about 25% men and 75%
years ago, it was 40% men and 60% women. And | think that some of the issues that play out

there are round | thik women are prescribe these more commonly and | think that men are

less likely to ask for help, so | think those two things. A lot of the men we see feel quite
shamef ul about being dependent on [Imérwvevds tradit
KE3]

4.2.2.5How substances are obtained

The research explored intervieweesod exper
medicines were fillicitly obtained. GPs af@Pswere able to describe incidents and

events based on their experiencesP&CPs KEs drew on informatn they had

obtained within their respective rolés.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 id#red retrospectively. For example, tRelCPfound out

at a later date that the patient had been accessirsgltiseancefom other sources or

that the prescription was in faicrged In some cases, this was after the medications
had been supplied tde patient. In other instances, however, the GEEBrhad
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 cdmeatldition,

some interviewees highligldethat thetrue intentions of the patient sometimes
became clearduring the actual consultationorf example, whenthey became
aggressiver intimidating

The main ways of obtaining the substances, as repbyteesearch participants, are
outlined below.In reporting the findings in this section, greater emphasis has been
given to thanformation collected from GPs and CPs, due to their direct experience of
the issue. However, where relevant, data from KE interviews is incfuded
Importantly, KE views ontw 0 d r ug shtam lsubstasmiaes from primacy care
were very similar to the methods reported by GPs and CPs.

4.2.2.6Picking up repeat prescriptions early

A very common method afttempting tabtain prescription medicingasreported by
interviewees was pakents returning earlyto pick up repeat prescriptions. Repeat
prescriptions are prescriptions which are written lérger periods of time(a three
month supplywhere a month is dispensed at a time. Patients can be early for repeat
prescriptions either byequesting a new prescription early at the GP, or turning up
early for an instalment at the community pharmacy. In the case @@ day
prescriptiongiven in three lots of 30regulations allow patients to collect the next
instalment after 20 day@lthough whether it is dispensed is at the discretion of the
CP). The following account is typical of some of the examples provided by
intervieweesob dr ug epaéekengéd behaviour:

|l 6ve got a patient now whoodés alBva,ysandcdhebesd oni rc
has been getting her repeats. Shebs on the repe

0 This includes some KEs who were also practicing community pharmacists and GPs.
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So s heds Bstheaworst wenhiachwas shetwas within 10 days, saying she wanted to go
off on holiday/[Interview CP12]

As evident in he above interview extract, patientho returned early for their
medication generally provided a reason to their pharmacist as to thisy had
occurred Those most commonly reported by interviewedther stated that the
medication had been lost or stolesr that the patient was going on holiday and
therefore needed to take additional supplies with them.@heported that, in some
cases, patients were open in acknowledging that they had taken more than the
prescribed dose ands a resultised up theisupplies early.

In response to these reque€iBs stated thain some caseshey did dispense the
medication early. This was usually dependent upon howkmelvn the patient was

to the pharmacy, their histofg.g. known&rug seekin@behaviour) hov 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 reasorCmported

that they required patients to sign their prescriptostatethat the eason for needing

the medication early was legitimate.

4227 Doctor Shoppingéo

Patients accessing multiple prescriptions from different doctors was highlighted as
onemethod of illicitly obtaining prescription medicin€ékhis was commonly referred

t o as shdoqtitaitigedinvolved people attendingiriousGPs in the same
town or cityi or even practicd or across different regiontn some cases, it was
reported that people used fraudulent identities to do this. However, particularly when
accessing actors across differemegions GPs andCPsasserted that some patients
did not attempt to hide their trigentity.

Intervieweesstatedthat when patients accessed prescriptions from different doctors,

they sometimes presented theescriptionsat different pharmacief s ee o6 phar macy

hoppi ng.0WhilsteHisomade it difficult tdrack such activitieggiven the lack
of data sharingacross individual pharmaciea number of interviewees highlighted

that locums working acrogtifferent siteshad been swessfulai dent i f yi ng o0do

shoppersb:

And ités very interesting actually, because
pharmacists work in other businesse$rniame of suburb&nd work nights in the weekend and
they will seespeoplie theirthpbpndwmacy here, so

a few things like that when people are shopping arofintérview CP2]

Alternatively, somepatientspresentd multiple prescriptions at the same pharmacy.
Some CPgeported that thisvasless ommonfollowing the development of more
sophisticateghharmacy IT systems:

Sometimes itds multiple prescribers if ito
really because with computer systit¢cothesamed t
pharmacy so | 6m not sure that many of the
aboutthaé beclmthemstwe di dndét have the computer
wedd had a prescription ¢20dagsqintervied CP7t he s ame
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4228 Phar macy hoppingé

It was reported thab dr ug  saughk ® rascéss substances via presenting
prescriptios at different pharmacie3he research identified twmain scenarios
where this occurredOne involved patienteaking 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 bpmeganted at
another community pharmacy:

I know of one gntleman 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 basslid

solid morphine prep from me like a leagting morphine tablét but he was actuallpicking

up a morphine elixir from another pharmagnterview CP10]

| can think of one chap that was with us for about six moththe end the doctor just kept

on writing prescriptions and he was coming more and more regularly to pick up his
medicinesSo when we talked to hifhe GPlhe sai d to us &6l ook just don.
And of course we said 6you have to go back to t
And he took the prescription out of our hand and just went to another pbarfinterview

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 thetpatithey did not

have the authority to withhold it. Others, however, reported that they marked the
prescription in some waye(g. with the pharmacy stamp and the woflst able to

vV e r)itd pyeent this from happening.

60 Ph ar ma c ypatierdspmerefteg identified via networking between CRsq
If suspicious theysometimes contactezblleagues in the areato see if they had had
any prescriptions from the pati¢nor through locums recognisindrug-seeking
individualsfrom other pharmacigbatthey had worked in

4.2.2.9Fabricatedmedicalconditionsor symptoms

Intervieweesdescribed incidents where patients had obtained prescription medicines
for their psychoactive effects by fabricating medahditions This mostly involved
dnventingd pain sympomsin order to obtain opioid9or faking psychological states
(e.g. grief) to facilitate access to benzodiazepines:
Well | guess | mean in a place likgame of town]| mean itds a small town a

people elsewhere and they come into the phaynthunched over and apparently in a lot of
pain, but we also see them elsewhere you know, upright and quite.rfiot@leiew CP11]

Some GPs reported that these patients were often from another practice, mostly out of
the areaand sogenerally also ha@ reason as to why they could not access the
medicine via their usual GRhis included being on holiday, an inability to contact
their regular GPor thatthe medication had been lost or forgotten. Whilst this often
alerted GPs to potentially suspiciobshaviour, there were a number of ways in
which GPsidentified the fraudulent nature of such reques$tss included patients

being very specific about the medication that they needed (and a refusal to accept an
alternative), a mismatch between clinicagr@ 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 pr esiccrtieodebd mor phi ne f or w;

|l 6ve once been totally duped myself by a guy w|
plausible story. He had cancer and was on opiates, came udforth island townhad left

his morphine behind and I, you know, gave him a prescription doplnme on a weekend and

then | ater realised heds a rleokingandbehaddscaser soné . H
on his tummy and, you know, it was all very plausilii¢erview GP1]

4.2.2.10Fraudulent prescriptions

A number of CPs had experience of patientpresenting falsified prescriptions,
including forged Ospeci al authorityo lette
cases, individuals had altered a bona fiutescriptionfrom a doctor. This either

entailed inserting additional medicines on thigginal prescripion (sometimes in

handwritten form), changing the name orispecial authorityletter, or amending the

dose so that a larger amount of medicine was recorded:

| 6ve had prescriptions in the pasvhichlwayds have be
sets bells ringing. Forty four is not a standard amo{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 dosg, an
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 Jeilligrams], h e {thee patient]been putting a one in

front of it so it read 130. The doctor on the script was 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 wasnét , h ¢
cleverly putting ones in front of the It was about six months before they got caught.

[Interview CP16]

SomeCPshad been presented with compugenerated fake prescriptigrend KEs

working in treatment services were aware of clients who had been involved in this

activity. It was noted thatechnological 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 col our photocopi er.
And, yeahin 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

didndt actually make sense because titnkiey donét
Latin are.[Interview KE8]

One CP had been presented with a prescription that was written on a form and had

been Overifiedbé with a stamp, both of wh i
interviewee had also had an old prescription pad stolen liemmome but it had not,

at the time of the research, been recovaratiwas not knowto have been presented

at a community pharmacy.
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4.2.2.11Theft

A number of interviewees reported that they had had supplies of prescription
medicines stolen from their phaagy or practicgthis included KEs who knew of

patients who had committed such offencés)most cases they were obtained either

via a burglary whennone el se was on the prempidéses or
during business hours:

Well some peoplednhar macy burglaries and thatédés still h
that 1 éve been here webve had pharmacists held
there with a gun and held up the pharmacyéWe ha
weeksm a row.[Interview KE12]

In some cases earlier on when people were desperate they just swiped a wholoshelf.

know, ofdrug§t hey donét know what theydre élamaki ng f or
take everything that they can fit in there, whatesontainer they brought, and then run off.

And half the time theybédve got things that were
[Interview CP1]

Most GPs whose practices had been broken into reported that this had not occurred
for some time (d&n years). This was sometimes attribui@ having installed more
sophisticated security systen@ne KE reported that GPs from their practice had had
their cars broken into on several occasione past:

Wedve had car s br oks and bagsttaken with drugs. #agtsaidttHatr e e t i me
we havené6ét had it for years and we have securit
[Interview KE5]

4.2.2.12Methadone

There were specific ways of obtaining methadfmrediversioncompared with other
presciption medicines, with most CPs of the view that they were fairly adept at
spotting attempted diversion techniques. On the whole, it was belogvbdth CPs
and KEs working in treatment servicést the biggest source of diverted methadone
was Viaavadtbalde ses

It [diversion of methadondl] s mai nly through takeaways, I me an
the purest way. I me an, thereds stildl i ssues around cl
mouth and passing it on bhemtuBbft sbhatd®s anahh
takeaways and thatés one of the constant tensio

and support them, but not be duped or deceived into being a dealer for them[ataityiew
KE14]

As highlighted above,idersion of supervised doses could also occur with patrestts
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 contain&he following account from &P highlights the often
complex steps undertaken by some methadone patients:

The other way they do it is much more obvious t
supposedly drink, and this is more common really, thee dbat 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, th
pretend thattheydrin it but iinstead of tipping i.t in t
Or they get it in their mouth and then they have all sorts of stories about what they have to
drink afterwards andthi hBswhdrarcompdfthenehyset tuhpe
have milk shakes, some of them have Just Juice things, some of them will have a little cup of

m<

e
h
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waterigenerally stuff theyobéve all brought in them

milk shake after my methadone because it tastes sdbHhord . But itds the same
container every day and theyo6re spitting it bac
either selling it or injecting it[Interview CP3]

422130t her peoplebdbs supplies of prescription

Anothermeans of obtaing drugs identified in the research included patients who had
accessed ot her 1 theahey wedesobtanadudpectly &mn the

primary healthcare settindexamples given by interviewees included iadividual

pi cking up s o m»ohygeteading thad they weredhe aaamed patient
stealing drugs off family membeobtaininga | and|
drugs of abuse for his tenanégcess vigain medicine patientgnd adultdiverting

achildder t e e n agemethdphenidapeRitalip®) for their own useSome

of these methods adescribedn 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 pi | | s adfather,infothep alaever lias gotuanstadk ef, pillsg r a n
there, then they just take a fgimterview KE3]

Local people actually talk about, some of the elderly people talk about concerns about

whanau members getting, like how do they keep their medicatiorkngowy because they

obviously use certain medications that for their ilinesses 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 communiteetings, talked about how they can keep

medi cations safe and | ocked away and i f theydre
place where no one else knoiwsot even your own family, you keefdlitterview GP12]

Just through peéeowl eéhimat hposé&veimes or through
connections, drug connection that theydve had
who is actually being maintained through the methadone programme on bbordkey

dondt t &Rk theymayselladminterview 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 whe youdre dealing with offenders on
come across people smoking cannabis or somethir
search the person without warrant and you know
find canndis, you may not find anything, but quite often, well not often by occasionally you

find a vial or some pill s i fintetvikveKEAL7] pocket whi ch

They also indicated that sometimes family
over their medications:
Thereds al ways people who do get pressured intec
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 scaredcome to the Police and they do get
pressured to maybe up their script and hand it ojyeterview KE17]

4.2.2.140ther ways of obtaining substances

Whilst not directly related to this studgne intervieweespoke about PHCPs who had
inappropriately supplied nadécines to patients with whom they had becoimé o o
f r i e n3bing/résearch participants also spoke about historical caged ofd g y 0

68



practitioners who knowingly handed out medicifies i | | yanadto thelir petsonal
gain, although thiswas generallyoa si dered to be a fairly rar
environment.

4.2.2.15Indications ofé d r ug behavikur n g 6

I n addition to the behaviours identified i
are obtained GPs and CPgeported that there were furtheacfors thatthey

consideredo be indicative obuspiciousbehaviourin this regardThese were mostly

picked up via vat patients id (i.e. behaviour)how they were perceived by PHCPs

(i.e. characteristicgnd the prescription itself, and are summarisdtie list below.

It should be noted that, in some cases, it was evident that one of the following factors
in isolation resulted in GPs @Psbecomingsuspiciousabout the intended use for the
medication (e.gspecificrequest forma potential medicinef abuse)In other instances,

it was a combination of issues that raisedibts(e.g.a known drug user presenting a
prescription with an unusually high dose).

The main indicabns of6 d r u g behavikuinclgléd:

e Specific requests for potential meithes of abuse and/or an unwillingness to
accept an alternative (na@busable) medication

e Requests for dose increases of potential medicines of abuse

e Uneasy or agitated manner exhibited during the consultation

e Visits to GPs at recognised busy periods. (g in the day)

e Targeting of newPHCPswithin a practice or pharmacy (including locums)
e A new or unknown patient

e Known (or perceived) drug users, known to have drsigg associates

e Known (or perceivediransient lifestyle

e Unkempt or dishevelled appeace

e Suspicious lookingprescription (e.g. marked or crumpled, unfamiliar hand
writing, handwritten additions)

e Unusual dosage (e. g. unexpected increas
prescribing pattern).

The following accounts from interviewees pradifurther insight into wha®PHCPs
considered suspicious behaviour:
We | | I mean the patientbés demeanour, agitation,

talking about not giving them what they want, you know, and offering alternatjessh, aad
theydre adamant thereds onlhtewviewRl] thing that wil

| suppose even wedre a bit suspicious i f someon
bring their prescription to us sort of thing, you know, to our pharmacy be¢hese might be
something fishy there as welléso strange doctorl

for us [Interview CP1]
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Oh theyodére always a new patient, never known t
some story ofyou know, having kt things, having been discharged from the hospital without

being given enough to see them through to their appointrdedn d t hen on top of it
of , Afoh by the way and | [InmeiewGP$jo me sl eeping pil

Well, for example, thehaeppie 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 sus
to make that switch without being you know asleep foerse¢ days | would have thought.

[Interview CP11]

4.2.2.16What steps dprimary healthcare practitionei@ke to help identify the
legitimacy of a request?

Interviewees spoke about different steps taken wttemating to find out whether or
not a padtdireungt Gweaesk h@mg® mostly sought to gat
on the patient and involved one or all of the following actions:

e contact the prescriber: Well 1 think if it was somebody they knew whes wa
usually a regular customer they would contact the prescriber in the first place
and then say, you knowt, 6ve got a prescription from
the second | ot of x, y , izistheeelafreasbns t hat
forthisoryook now has she | ost &{lnteeview KEL] what 6s |
e contact other colleagues in the local aredf 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 ner phar maci es and sa
webre a bit suspicious of patient 60 X0,
way of controlled drugs in the last month or twbRerview CP11]

e consult the register of known6 d r u g s Ehe &thenthing that we have
of course if the register of, as you knédnd r u g .49 wall fnd thad very
useful, our nur ses | oo Kthe suspecteddddp ug So | ¢
seekin@ patient] and the nurse will look them up, and we often find them
there.[Interview GP8]

4.2.2.17Druq se&ing behaviour: summary and implications

There was a high level of awareness of PDM as an.issue

e The nost common drugs outlined by respondents were opioids, benzodiaz
and stimulants Although not prescription medicines, pseudoephedrine
Nurofen Pus® (ibuprofen and codeine) veecommented on as problematic

e General peceptions were of two distinct groupsef 6 dr ug  Ivkoewer
viewed quite differently and may elicit a different response from PH:
Indications were of greater levels of empattwi t h -udsoevresro r
0 a b u.sMost o6 the discussion centred around the group perceived -
60abus erds & go rsTheeekwag an @Gwareness by some PHCPs that
misuse/abuse can be iatrogenic.

e Some responden{particularly KEs)did noe that you could not tell who might k
a drug user as they could come framange of backgrounds

¢ However, here is evidence of a stereotypical view of prescription drug misus
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6addictsd6, with associated, orarce This
may mean that PHCPs overlook individuals who fall outside of this ifege
t hose @omesewdleldd wahnidl ea roétsiccruulfaftyed),

be unfairly suspected, and possibly denied legitimate treatment

GPs and CPs viesd PDM as a predominantiiNew Zealand Europeaissue;
however, as with other demographic factdhesedid not drawon quantitative
data and views were formdmhsed on perceptions onl{Es highlighted some
gender differences with regard to how peopileiily obtained medicines.

It was reported that d r ug  satteededa rnaniber of doctors to obta
medicationd al so known as). They might also gostchooepthan
onepharmag in order to not alert suspicion

False identities were used Ispme Fabricating stories around symptoms, |
prescriptions,and theneed for emergency supplies westher tactics used tc
obtainprescription drug

Forged and altered prescriptions were noted by a number of comn
pharmacists

Thefts from GP praates and community pharmacies were reported by both
and GPs, but were not a regular occurrence

Picking up repeat prescriptions earlier than the normal time was also meni
and wadelievedto indicate escalating misuaenongoveruserg

There wee reports that somé dr ug were dls® rascéssing supplies
medi cat i onieviafretnds e family, gr dther dretgking associates
Many of the ways of illicitly obtaiimg substances, as reported by GPs and ¢
were confirmed by KEs

As pharmacists and GPs do not have centralised information on patien
prescriptions it is not possible to identiff@octor shoppetsand 6 p h ar
hoppersin this way

As picking up repeats early was an issue, there may be a role for furthetingg
drugs liable to misuse with regards to the size and frequency of instalme
repeat prescriptions

A variety of factors, taken alone or with others, aRIHCPsto suspect people ¢
PDM, including specific tactics used and the demeanour of theemiatNew
patients, patients presenting at the end of the day, knowledgeable patier
those who refuse alternative medicines also alert suspicioa s we | |
appearance

As highlighted previously, hiere were indications of stigmatisation awalue
judgement influencing GPs and CPs in terms of what alerts them

CPs in particular talked about a sixth sense with respect to forged prescri
although it is likely they are picking up on appearance and behaviour of pa
often potentiallyinfluenced by subconscious value judgements

Many of the issues mentioned in this section can be used as part of
professional training around the issuesfl r u g swatle the cavedt ths
PHCPs also need to bmade aware of, andigilant to, their own internal
judgements and preconceived views of drug misuse and drug misusers
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4.2.3 What happens totheseprescription medicines?

This section discusses intervieweesd perc
medicines when they are accessed byeptifor 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 someusedeby the person who

had obtained them, but that the medicines also ended up being sold onto the illicit
market. To a certain extentnany made an educated guess when answering the
question, whilst otheré often those who were involved in prescribingdispensing
methadoné& 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
servicesand 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 othedrugs al so known as o6diversionb

They[6dr ug Jsweielklersfét en swap the drugs. Often t he)
t hereds no mdnehyeyéxehgmugaead gi venéYou dondt hea
exchanging hands. Occasionally, but you wouldrimare about handing it out on the street,

knowing who has it out there and exchanging it for other drugs in a barter sybt@rview

KE7]

Personal use may be for a number of purposes and may depend on whether the person

is addicted to the drug in quist and whether they are wanting to uisé o O f e e |
normal 6, to stave off the withdrawal ef fec
problems, save up for a binge, mix with other drugs for the effect or whether they

need to sell them for money swapfor 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 tiaejrughaving been
prescribed them for a longer and longer period, sometimes at gradually escalating
doses.

I think that in general theydre taking it. And
prescribed codeine for them, for perhaps a chronic pain situatioth,cadeine 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 | dondt seq
being taken perhaps maet ,pries@s i bed, beungi uéed
[Interview CP10]

Others may be using the drug to enable them to cdhsibstances, or to stave off
withdrawal symptoms when their drug of choice is not available:

See you meet a lot of clients who have baescpibed those drugs as well by GPs, for
instance, thatarejusidr ug seeXeéealhp they say they dondt rea

they canét access their drug of <choice, whi ch r
you know, estéd, ypuhkaoy bthre eonsequences are very much higher in accessing
the other drugs. So theyoll get the prescripti

take the edge of an opiate withdrawalbe So they
abusing themlInterview KE7]
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4.2.3.1Routes 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
commentedthai € t hey dto difavae fai dati on with needl e

prefer, a | ot of the ti mBlsqgubtealsd highlgist and b
the issue here of value judgement, in that
drug users, and showing a biagimme r esponse towards the O6ab
ounintentional addictod.

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. OneKE descri bed anecdot al i nformasti on abo
crushed up and di ss ol vEhdy acknodledfed that there d an d
was also a group who might convert morphine chemically to heroin.

The injecting of oral methadone liguwas 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 syrupbl&t) might not act as a deterrent and
would result in more harm overall for those who continued to infeqgtractice, this
issueis often accompanied by further discussions on whether or not to dilute take
home doses, an activity which some believe m¢gads to greater harm with a larger
volume being injected and often containing an unknownntipyaof methadone
raising risks of accidental overddse

The injecting of Ritalin® was mentioned on a number of occasions, with one KE
describing it as an emeng 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 tirlvethadone, in particular take home dosegsknown to
beamassedby patients and then mgted rather than being taken orally.

With regards to benzodiazepines, use was gendraligved to be by theral route
However, KEs discussed the injection of temazepam gel filled capsiésthey had
beenavailable, and the significant injectingatdd harms that could result.

4.2 .3.2Prices of prescription drugs on the illicit market

In general GPs and CPs hadrealidea 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 studyable 10 below summarisesome of the
pricesprovidedby intervieweesAs can be seen there is considerable variation in the
reportedcosts The variation might be regionét.g. one KE talked about RitaBn
being much cheaper some parts of theountry) but may also be due to incorrect
estimations made by KEs

“I Dilution of methadone shouldoccarc c or di ng to manufacturersoé guidel.
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Table 10: Reported street prices of prescriptionmedicines taken from interviews
across the three sample groups (GPs, CPs and KEs*)

Morphine

$1/mg

Morphine sulphate tablets $10/mg

Morphine 60mg tablets $88100/tablet and morphine 100mg $150/tablet
Morphine $100 per tablet

Morphine $25/mg

Morphine $10/mg

Methadone

$1/mg

$10/mg (although respondent indicated being unsure)
Methadone tablet $100/tablet

Ritalin®

$7-$8/10mg and $1:525/20mg

$10/pill

Benzodiazepines

$5 for a blue o6riviebd

Temazepam $3/tablet and diazepanrtlomg/tablet
Clonazepam 2mg $&10/tablet and clonazepam 0.5mg$Stablet
*Data from Police can be found under secondary data

4.2.3.3Harms associated with prescription drug misuse

When discussingotentialharmsof prescription medicines respondents fell into two
distinct groys Oneincluded 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 medicind$e second group
included those who wodd with drug and alcohol clients and wekery
knowledgeable about drug related harms in genaral prescription drugs in
particular although it was acknowledged by some that the harms frescription

drug misusaise alone might be differefrom illicit drugsandthatnot that much was
knownspecifically about harms related to prescription drugs

It was also recognised by those in the second group that problemestaciption drug
misusewas often not an isolated issue and that the medicines weretalen with
other substancescluding alcohol.

Many of the harms discussed were specifically related to those people who used in a
probl ematic way, as opposed to those who ¢
were dependent on a single medicatibrough having been prescribed it for years

and where a continued supply through the prescriber was not an issue.

In general harms were thosehich one wouldassociate with substance misuse and
addiction in general. These included physical harms maimdyeck to injecting for
example

e necrosis of tissue associated with injecting temazepam gels (no longer
available in Nw Zealand;
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We | | temazepambés not available in footballs
when it was available in gel caps, shenj ect ed t hat and webve got
because shedéd been hitting up with Ritalin
down on and she just about lost an ai®he had this deatbf tissue. It was very nasty.
[InterviewKE12]

e absceses not at injecting siteapparentlyrelated to injectingdrugs such as
Kapand®;

e formication (sensation like insects crawling under the skin) associated in
particular with Ritalin® and resulting in scabs and sores on the skin

Othermedical and healtrelatedharmsidentified by intervieweescluded:
e Poor eating and sleeping associated with stimulants such as Ritalin®

e Lack of exercise, weight gain, reduced social contact and injury such as setting
oneself on fire:

They put on weight, they stop themnirbeing active, they can nod off and burn themselves
really badly, burn their hair. |l 6ve seen a
off with all the hairspray and the hair caught on firéhey stop them from driving safely, the
anxieteshat t hey create stop them from intieractd.i

an
ph
al |

gif

ng

theyol !l only stick to the oneWhatkelbed tYeahtheyy know t

isolate a person off, tiyedefinitely do that. That whole cognitive belvéur that comes into
play.[Interview KEZ2]

e Overdose risk especially when sedating substances such as opioids and
benzodiazepines are mixed togeth@ne KE also indicated thablice were
sometimes called out when people attempted an intentional ovéngokeng
prescription medicines:

Suicide attempts, you know, we might get call et
attempt and thereds an overdose and you wusually

be their own drugs, could be famdyugs out of the medicine cabinphterview KE17]
e Convulsions with benzodiazepines when stopped abruptly

e General harms such as having unsafe sex, driwimtst intoxicated sharing
injecting equipment

e Paradoxical aggression and irritability with lolegm use of benzodiazepines

e OneKE made a specific coment about apiclone and issues of memory loss
as result of using high doses:
With the zopiclone, which isnbét a benzo, but

coming out now overseas aliahat 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

it

agreements, you know, |l i ke just completely bl ac

But irefcooltirg wr@riving or parenting in an amnesic state, you know, this is potentially
dangeros, potentially lethal actuallyjinterview KE3]

Social harms associated with PDM includiedlation, a loss of employmerind
relationshipscriminal activity, ard a negative impaain family or whanau, including
alack of connectednes®ne KE commented on the lack of emphasisiealing with
family and childrelated issues for drug misuse in general, acknowledging a lack of
specific knowledge aboyirescription dug misuse
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I think that the new issue now that wedbre qui
households whose parents are addicted and | thi
issue.So t hatdés a gener al c o mmw if presaiptionumeds wallld ugs and
be the same kind of thingut 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 alcoholicas wélli t 6 s mehessae | think. A |l ot of
addressed in this country is support for families, especially chilfirerview KE6]

Whilst a number of KEs felt that the harms from prescription drug misuse were equal
to that of illicit drug use, onmterviewee indicated that they believed the impact was
less:

I think the illicit drugshavegot a much higher impact cause of some of the seriousness of

some of them. |l 6m talking about methamphetamir
moment but anyany misuse of any medicine or drug is serious and | 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 harnorgatiegt it

causes society but you know itéds, therebds a ht
reduce and we, our other mandate is to try and control the sypmigrview KE17]

4.2.3.4\What happens to the prescription medicines®nmary and implications

e There was a diverse level of knowledge and understanding of what hag
to prescription drugs obtained from primary care.

e GPs and CPs were aware that the medicines were obtained for self |
ended up on the illicit market. Those involved in priscg and dispensing
methadone often had more insight into this due to contact with clients
were knowledgeable in this areKEs generally had a higher level
knowledge regarding this issue, particularly those working directly
individuals misusigillegal orprescription drugs

e Personal use of prescription medicines was usually considebsetd t h €
f eel nmostaveaff vithdrawal symptoms when a drug of choice wa:
available, or for recreational u:

¢ Interviewees believed iderted medicines were purchased on the illicit ma
for a number of reasons including recreational use, topping up the effe
prescribed methadone and using whelnug of choice not available.

e GPs and CPs were generally unaware of bmvdrugs were used, the pric
of drugs on the illicit market, and the harms associated with prescriptior
abuse, when compared with KEs. A lack of clear understanding by GF
CPs of the destination and use of prescription drugs might impace omatp
they manage their responses to suspected misuse: for example whe
appropriate to instigate an intervention. This indicates that there may be
for educating PHCPs

¢ Interviewing drug users would provide usediataon routes of administratn,
drug preparation techniquegatterns of usetc, whichcould be used in th
development ofharm reduction interventions Information on price ant
availability of individual productswhich is currently collected as part of t
IDMS, should also be tised.

e There was a wide range of street prices for opioids, indicaithger that
prices vary regionallpr that some interviewees lacked accurate knowled¢
this issue Also, due to the large number of brands of morphine tablets
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4.2.4

possible that again products are preferred and attract a higher.price
Perceived Arms were of the type one would expect from problematic ut
drugs in generaand, in the mainrelated to the misuse of illicitly obtaine
prescription medicines, injecting dosage falations not designed for thi
purpose, and harms associated with dependent use.

Harms associated specifically with opiates and benzodiazepines inc
overdose, risky driving, and seizures on abrupt cessation of benzodia
use. Harms specifically assated with stimulants such as methylphenic
included formication and skin problems. Other harms associated
prescription drug misuse in general, were related to lifestyle, lack of in
and route of administration

Little information was obtainechi r espect to har ms
indicating that patients considered be G over user so
population whomay notpresent with overt harm3heyi or their PHCPI
may be unaware of the availability of appropriate services, oratienp may
beunable to acceshkem where they are not locally available.

Primary healthcarepr act i ti onersdé6 response

t o

The research explored the respons®dCPswhen they believed that a patient was
looking to access prescription medicifiestheir psychoactive effects.

Under their respective professional codes of condsPs andCPs are bound to act
within the laws of New Zealandnd have professional and ethical obligations to
prevent the misuse of medicines. Some interviewees comthapten the role that
these played within their response to prescription drug misuse:

Oh | think when there are blatant cases a pharmacist will definitely withhold me a n

bound, wedre obliged, where we haveaeiseason

t

he

weobr e

inappropriate whether it be a controlled drug or not, that we have an obligation to contact the

prescriber and address those concefirgerview CP11]

We have certain rules in our code of =ethics
guess th
code is our code of ethics. How would you behadi&atexpectation would you have of the

thecorrect and proper thing to do and |

behaviour of the pharmacist in a particular situation? And you knowgode of ethics says

thatyoudodt suppl y nbeldwetbat they are beihg apusad and all those kinds

of things. And that kind of is the guiding principle redligterview CP13]

One interviewee commented that even though there were cledesgional
guidelines, this did not mean that the response to an incident of prescription drug
misuse was always straightforward. In the following passa@® ia commenting on
strains that oOf ol-GQGPoeliionspipst he r ul es o

t he

I meanl 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 | guess | mean obviously

pharmacists have a certain legal obligations where we could stepuirjug that the early
intervention in how to approach that i
[Interview CP11]

Beyondunderlying professional and legal obligatiptisere was a perceptidny some
interviewees that there was no overt strategplate to deal with prescription drug
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misuse issues. Whilst it wagidely 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 towhat course of action they took in respomgdtoé d r u g behavikur.n g 6

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 t hey t ook.s pdrdomalitye generalcaktimdbe d an
towards illicit drug usewh et her they <classified the pat
0 a b u kwelrob confidence, level of exposure dod r u g  Ppaients,i andgtlie

model of health care that they subscribed to.

This sedbn provides a summary of the different responses identifi¢kde research,
which can be grouped under two main categories:

e Supply control interventions

e Other interventions.

4.2.4.1Supply controinterventions

In line with legal and professional obligationse toredominant response by both GPs
and CPs involved attempts to control the supply of prescription medicines. For the
most part, this entailegither a refusatio prescribe or dispense, or limiting the amount

of substances provided.t should be noted #t PHCPssometimesvaried their
respnse, 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 wvegfard to

approaches to supply control. SoREHCPst o o k a f-laiimd & &pmrradach t

suspected d r u g behavikur, with their main response being an outright refusal

to supply the medicines if there was any hint that they were not goirey usda for

their intended purposes. At the other end of the spectrum were GPs or CPs who spoke

about beingi g u | | orltob gusting of people, and who acknowledged that they

were sometimes Ob6dkeg faients.idm thedimadidiedwerb y

PHCPswho towksta i @ées and youbre outd approa

prepared to give the patient the O6benefit

their intended use for the medication, but whiould quickly stop supplies if it

became clar that thg were being taken advantage of:
I mean generally my approach is sort of 0t wo
probably, probably accept the story the first tina nd | warn them 6this is
happen [laegview GRb]

The main waysof controlling the supply of drugsdentified in the researchre

outlinedon the following pages

4.2.4.2Direct refusal to supply the drugs

In some situations GPs ai@Ps refused outright to supply prescription medicines to
patients suspected ¢fo r k n o wdnuy se¢kiog Thie gererally occurred when

the PHCPwas 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)orSe GPsalso reportedhat they never prescribed certain

drugs under any circumstances (usually pseudoepheavimaining products). Others

said that they did not supply any potential drugs of abuse to unknown patients (i.e.

people from out of the areaj the case of CPsgfusal to dispense wasmetimes on

the 6directiond of the GP (e.g. after al er
informed not tosupply the medication)One CP reported that (in an extreme case)

they had not dispensed the nede despite the doctor giving the-ghead to do so.

Alternatively, CPs sometimes refused to dispense when patients turned ugoearly

pick up their prescription:

Alf ités just downright abuse we willysjust go
ago, that was meant to |l ast you 30 days so | &dm
and itomegatsita mlo.dintervie@Pd]ds it 60

4.2.4.3upply medicines in restricted amotsn

Both GPs andCPsreported prescribing or dispensing smaticaints of medicines to
known or suspected d r ug S esane situadidns-or 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 théytimidated or they

were unsure as to whether they had accurately identified the patientbasd rau g
s e e kK lnrsuth cases, they often pretended that they had limited supplies of the
medicine and informed the patient that they would need to come bkt up the
remaining suppl. The fact that most did not return was viewed as evidence that the
P H C P Gsgiciosswvere justified:

I mi ght have just I|iked stalled them and said,
you the rest and can you cotineck another day and we might have just given them a few. At

that stage | couldnét confirm that the prescripg
tactic, so they took them but they never came &

somé hi ng wa@ntediewOP9ght .

Some GPseported that they prescrithemall amounts when theyereunsure of the

legitimacy of the requestbut were willing to give the patient théi benef i t of t |
d o u basihey felt more comfortable ipatientswere not givenaccess to large

guantities ofdrugs in case it turned out to be an illegitimate request.

4.2.4.4Ban the patient from the practice or community pharmacy

This was generally cagd out for repeat drugeekers andf those who were

aggressive othreaening to staff. Some GPs reported that they inforswaxthpatients

that they were no longer prepared to treat them and they would need to access health
services elsewhere.n® CP had served trespass noticestbese types opatients A

number ofinterviewees acknowledged that whilst this approach was effective at
removing the &éprobleméd from their business
moved on to otheiGP practices ompharmacies and thus was nsiiccessfulat

resolving the issue overall

Ithh nk some GPs deal with it by just denying it &
mean that just means the patient moves down the road to somebody else. It shifts the problem,
but i tds not adldtergesv&kEld]lg t he pr obl em.
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4.2.4.5Seek for paent to be restricted

Someintervieweeseported thatf they had concerns about a patiémty contacted
Medicines Control asked for them to ber e s t to ane GPeaddéor one pharmacy.

4.2.4.6Contact Police

Many interviewees stated that they contadteel plice when faced with an incident

of prescription drug misuse. This wasost often described b@€Psin relation to
fraudulent prescriptions. In some cases, they would employ stalling tactics in an
attempt to detain the patient until thelice 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 contactipglite

Interestingly, feedback from Police indicated that PDM washigptissue for them,
although they are awarhat 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 drugsen arresteesor being called out byhealth
professionals.

4.2 .4.70ther interventions

A number of other (nosupply control) interventions were identified in the research

although they appeared to be less commonly undertakenner of factors could

influence whether or not a PHCP undertook ohée actions outlined below. These

included how welknown the patient was to the GP or CP, their expected response

(e. g. how open the patient might be to rec
of interest in the issue (e.g. some interviewess & 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.

4.2.4.8Question patient about their drug use

In some situaties 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 mor e about t he indi vi
included asking them if thexgere 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 problenin the examm@ below, theCP reported that such an approach
hadresulted in a successful outcome for one of their patients

I said, you know, Oo6whatodés the problem here? You
said O6what is it t hatpbsobilmmPbermnemdt hatiddsend ad s ien
real |l vy. And he said heds just so stressed out
well what we should do is if youdd |Iike to come
youbre notakempbedmuoho. But héheleatéed nho, dloed
give the stuff to his wife and shebéd give it to

[Interview CP12]
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Another CP interviewee also highlighted the benefits of addressingstire 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 ités |l ess than that then you
earlier. And you should be doingathwith any prescription but particularly abusive thirigs
things I|Iike diazepam and hypnotics, for their o
don6t recognize that. Some people do and some
them in he early stages before the addiction becomes too engrained and try and help them
with it, rather than become the big ogre, yefhterview CP2]

4.2.4.90ffer help or assistance to the patient

Some GPs and CPsd worked with patients to try and reduce the haaused by the

misuse of prescription medications. This included counselling individadissing

on appropriate use, suggesting alternatfmenabusable or nepharmaceutical)

therapies and offering to restritte patiento one pharmacy or practic®ne GP had

suggested trialling druffee days to one patierik. few interviewees had worked with

other practitionersi n t hi s process (generally with
maximise the effectiveness of such strategies:

I got him|[the patient]off seeig the surgeon | made the surgeon and the GP aware of the

loop so that on®f themonly was prescribing and Hghe patientlknew | did all that. And |

al so was going through a whole |l ot of things w
hatchandthge 5r e not all eviating your problem are the\)
t h i[lstebview CP5]

4.2.4.10Provision of information

Whilst not widely reported in the research, some interviewees had provided
informationto patientson prescription medicines @otential abuse. Where this was
undertaken it was either at the patientos
medicine they were taking) or was offered unsolicited. The types of information
provided included drug effects, and potential for deleeey 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
these thingare virusess her eds five pamphl ets that Phar mac a
me, go and read those, okay, come back and see
come in with your sleep disorder | 6of,gougot no p:
know, exercise, no caffeine, you know, I can do
for people Bl mo, ijt Ost etaskye herebds temazepam,
time, | need to take two, okay take 60, go you kndowey 6 r € much harder, t he
concrete issues and itos, and thereds nothing

suppose and education from our point of view to then pass on to you guys is the problem you
see[Interview GP6]

4.2.4.11Refer patiento a specialist service

Some PHCPs(mainly GPs)had referred (or offered to refer) patients to a specialist
service. This predominantly was drug treatment agensigsh asCADS (or
methadone clinicg)with some interviewees from Auckld also reporting thahey
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had referred patients to TRANX (an assessment and treatment service for people
dependent on benzodiazepings)small number oPHCPshad referred patientsho

were misusing opioidso a pain tnic. 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?

RespondentWell the ones that | do haekindr el at i onshi p with and, you Kk
ones who come to the conclusion that they need to do something about their habit and so they

wi || often come in confessing and seeking help
chance that they are gaj to carry through with ifInterview GP9]

On the whole, it was reported that getting patients to take neperral offer could be
challenging as evident in the following excerpts from two GP interviews

It does involve quite a bit of time and energyrst of setting it up. Once i
runs smoothly, but yeah itds setting them up, [
Il i ke TRANX and having the transport to get t he
sometimes, they justa n 6 t  dletdrvietv GRL0] e .

And | sai d | didndét think that was particul arl.y
going through methadone clinic and | gave her t
a rapid detox available and als@ge her the name of a counsellor who works with addictive

probl ems and of course | h dinteevied GP6j]s e en hi de nor

SomePHCPsalso discussed the difficulty in knowing where to refer patients to. One
GP highlighted that some patientvould be resistant to being referred to a drug
treatment service as they did not see themselves as having a substance misuse
problem.

4.2.4.12Restructure frequency of prescriptions

Some GPs an@Pshad arranged for shet¢rm supplies of drugs to be providad

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 wusually invoedmsed: daily, t
AiThe gi r | itedurais divereng and shg aomes in three times a week and picks up a

medi co pack with two or three days supply, bece
short at the end of the weglterview CP12]

4.2.4.13Supervise consumption of the medication

OneCP had arranged for a patient to consume daily doses of clonazepam in front of
the pharmacy staff. This was set up i n col

4.2.4.14 Other actionsaken

In addition to the responses outlined above, GPs and community ghstsnoften

took other action to ensure that the patient was prevented from accessing further
supplies of prescription drugs. iEhmostly involved alerting colleaguésboth within

and outside of their immediate professioto the issue
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Some interviewes r eported that they Osubscribedd
information on suspected or knownd r u g was eigseminatéd to colleagues in

the region. One community pharmacist reported that Hreangementvas linked to

the pdice, in that plarmacists who were suspicious about a patient sent the
information tothe local stationwho then forwarded this ofvia fax) to all the

pharmacies in the areand a GP said that their system was administered Iy the

Primary HealthOrganisationOthers sp k e about being part of a
each community pharmacist who received the information then faxed it out to all their
contacts. The speed at which informatwascirculated and the up-date nature of

the data werdighlighted as two key adntages of a fakased scheme. O1@&P also

said that when they received the information they inserted it into their computer so

that if the suspected dr ug esentect a g@rescription at the pharmacy, the
information would be flagged uglectronicaly with details of who to contact (e.the

police).

Several interviewees reported that they contadtlicines Controlif they had
concerns about a particular patient. In contrast to putting more formal supply control
measures in placée.g.seeking forthe patient to be restrictddsee 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. $bit#salso contacted

the organisationn this way if they were wasy about the prescribing behaviour of
another health professional.

Many research participantspoke about alerting colleagues more informally. This
included calling GPs oCPsin their local area to inform them of an issue. As evident
in the following pasags, this was often undertaken when a patient was presumed to

b edrugseeking, but the behaviour had not actuall
It might be that with another pharmacist they might choose to dispense that prescription, but
certainly bringittoevegne 6s attention that i tbés happened an
percent happy about ifinterview CP1q
éitds wusually people who are new to town so if
anything |like that, we 0| 4 somebokled rowg srdietd ielmggdu e s ¢
we think is6drug seakdngv@edl | give a description of 1

on. Webdbve h
yuabhwgtt cabme
ce they know

everyone know the name of the pers
three years and wedvehespabplbeetha
they disappear, they | eave town on
they want.[Interview GP1]

Within an individual practice or pharmacy, some interviewees reported that they
insertedinformation in patient records so that other PHCPs would be alerted if they
were approached by the suspedied r ug .seeker 0

Local alcohol anddrug treatment staff were also sometimes contacte@®Hg¢Ps
involved with the methadone programme:

Probably becase most of the ones that do abuse these sort of medications tend to be people

that |1 6ve encountered, tend to be people on the
relationshipwith the methadone clinic and the coumsal s t her e and eachdr e oft er
other. So | find it very easy to talk to them about anything. So | would say if | 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 abursgd[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 telephoiue 40\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 example
illustrate the type of joint working reported by KE interviewees:

|l 6ve had three or four GPs who have said to me,
this person who keeps coming wanting certain sc

alcoh ol and drug point of viewbd. So | go out to f
[the GP]s ay 6 n o wWnarhebofietervgpweel N my of fi cedéSo |1 d&m there
doctor.[Interview KE12]

| like to involve the pharmacistand how ldath i s by i nforming them a),
a treatment programmé we-have t o have the clientdés permiss
sending them whatever I send the doctor, so Wl
doctor itds g arinatigt sooner oglater so they migit as wpllhave it from me

at the outset. So theref6s that and pharmaci st ¢
too but | ve had pharmacists ringing me to talk
withdrawing off this has started using more of th@gnd wedr e not necessarily
things- b u t if i tds somet hiRagde®,i kwel |i ni tthsatr ealsley ic
thereds issues of <c¢cross addi c bathovays[fterviewt hat cl i e
KE3]

42415KE vi ews on GPsd and CPsb6 response to t

KE interviewees were generally the view that most PHCPs responded to the best of
their ability with regard to preventing prescription drug misuse, and that there were
very fewpractitioners who would willingly supply medicines knowing that they were
going to be used illicitly:

I n amongst the doctors and | ike anywhere el se i
follow the rules quite as tightly as they should. And thgairathey get patients who probably

lean on them tao . but I donét think thatdoceomwoyld gener al |
knowingly write out a script that he didnét thi

used you k n o wrettyProfessiandl peypte marel uralérdtandpthe cost that misuse
of prescription medicines can cause and persone
all they acting in good faitfjInterview KE17]

The high profile of methamphetamine use in New Zeahlan recent years, and
associated targeting of practitioners with regard to securing supplies of precursor
substances, was felt to have contributed to a greater awammesgst PHCPsf
prescription drug misuse and general illicit drug behaviour:

It seens 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 dfiaterview KE10]

Despite thisKEs highlightedthe fact that there was some variation with regard to the
prescribing or dispensing habits of PHCPs. Particuiarkglationto GPs, it was felt

that some were more alert to when they were being deceived by a patient, whereas
others wereeitherunawarei or less bothered about the facthatthey were being
targetedbypdr ug seeker so
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I t hink, you know, doctors arenot as possibly
thereds others that artnrameolplatcehopeoppr st asdygchebds
just a lolly machine. So it depends on the individual [BRerview KE2]

I mean | think ités |ike anybody, most of them
are trying to do their best and there are some doctors arkoreally annged if they find

theydbve been conned and there are some who doné¢
are others who, if you |l ook at whhpntervewhey bve di
KES]

| know my doctor, in her practice they are alhsely resolute about not prescribing any new
benzodiazepines and if t h e y Budtleen, othet GPs, afdo r no mo
theyodore well known to us, we know that their cl
they want as long as th@gy their bill.[Interview KE9]

This lack of awarenessr lack of willingness to tackle the problemas sometimes
attributed to Onai vet yséen e resuleof restrictad of t h e
knowledge of patterns ofdrugyse or d u e tviewing iCas htedgral ta tbeir

role:

The difference is that when doctors prescribe drugs and they say take one in the morning and
one at night, thatds how they i maginei people u:
theyol |l t a k edribblpon it.fnterdiewKEL?2] ver y

| think GPs are really busy and | think they can either be like a factor thing or they can be like

il dondét thiink tiht @k jpeotpl 8Pare often scared to,
of alcohol or other drugs | 6 m j ust amazed at how many prof e
guestions about that  [Intbrgew&ElE]e it ds not what vyou

Whilst a desire was expressed for some GPs and CPs to be better informed on the
issue, and more alert to incidents®fd r suege k belnagidur, ae KE commented
thatthis should not happen at the expense of patients who have a legitimate need for
their medications

ltds complex isnodt it GPs are trained to help
dondt wa n beingreadyrsyspic®®s, looking at everyone who comes through their

doors t o soede uigf .sYotedoy lovgesder, expect a reasonably sophisticated

range of knowledge in your GPs. So that they might think that if someone has come back for

the hird time in six weeks for the same substance they might actually think | might just do a
screen, and that maybe therebés a different i nt
[Interview KE10]

Several KEdelievedthat the prescribing habits of some £>fontributed to incidents

of prescription drug misuse and assoddtarms. This was generally linked to over
prescribing (e.g. continued supply of medications over a long period and/or in large
amounts), migrescribing (e.g. prescribing a medication wiikere is no legitimate
need for it) or GPs failing to fully inform patients of the risk of dependence:

What | find really disconcerting is the fact that they must be aware that these people that
theydre prescr-itbhenygbrteo cpendendabdndd cithsdg dondt seem
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 tha
dond6t know, ihfem atlrli dddt d oseurctoutnt of the amoun
l'ife and around me right at this momeidt that ar

they[GPs]have neglected to mention it at glhterview KE2]

I think that they[benzodiazepies] are too easily prescribed in terms of inappropriately

prescribed in terms of the presenting issue. | think that there is a myth that people will only
become dependent to benzos if they have a hist
experience anllé | me an, I got of fered benzos when | h
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upset Well to my iwaysofa tprirfleicnd yt matrdnsa | g rhiuenfs
donét need to medicate it, you knovsprettyAnd unl es
nor mal t oo. Most of wus feel some anxiety and |

but just the general run of the mill stuffnterview KE3]

My sense is that diazepam particularly is being prescribed more than it used to be because

about maybe six or seven years ago | think, thi
about this very much. Now | dondt know whether
as good, Il i ke the i npati enting lisinto get inftlere nolve t o x , t h
whet her thereds more dysfunction in the commun

worse, or whether GPs are kind of trying to tackle it in another way. But my isetis
there is a lot more happening than there wWasterview KE7]

4.2.4.16Primary healthcarp r act i t i oner s 61 summapand S e
implications

o The majority of responses by GPs d@ésinvolved minimising the prescribin
and dispensing of prescription drugs to those they believed would misuse
This is in line with their professional responsibilities. This involved di
refusals, or the supply of limited amounts

o PHCPsvaried in the way they responded, but seemed to fall into three
categorie§ those who refused outright to supply when theas a suspicion o
prescription drug abuse @rd r u g stlsekwhongght give someone t
benefit of the doubt but cease after repeated requests, and those who we
a soft touctdor gullible and easily duped.

o Very little harm reduction interveion was described by GPs and CPs. Pe
this was due ta lack of time and resourcess well as noknowing what
resources or services are availalblewever, responses sometimes indicated
it was simpler to refuse outright to avoid having to manthg problem

o KE interviewees felt that most PHCPs acted responsibly with regal
preventing prescription drug misuse. However, they believed that thert
some variation with regard to the quality of prescribing or dispensing hak
GPs and CPs, & due to a lack of knowledge, a level of naivety, c
reluctance to take responsibility for the issue. Concerns were raised abou
GPs oveiprescribing, migprescribing or failing to inform patients fully on tt
potential harms of prescription drugs

o CPs faced often significant problems in attempting to verify prescriptions
GP instructions, when GPs were unavailable and often had to use staiting.

o This raises the issue of the importance of thei @P professional relationshi
and to thdack of clinical information that CPs have on which to base decisi

o CPs were more likely to contact the Police, in particular with respect to fi
prescriptions

o GPs and CPs spoke about alerting colleagues through formal and in
networks, using pdne and fax

o PHCPsreported contacting Medicines Control and also local drug service
methadone patient was involved

o Overall, there seemed to be a lack of a coordinated or standardised respol
alack of local and national guidance on respondmthese issues, leaving C
andGPsto respond according to their own judgement or local practises
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4.2.5 Impact of prescription drug misuseon primary health care practitioners

The research explored hokDM had impacted ofPHCPswho participated in the

study. This included both the level, and the nature, of the impact. It should be noted

t hat when discussing this issue, most inte
of6dr ug ,sae thdy everes generally consideredchave a greatebearingwith

regad tothe impact oprescription drug misuse

4.2.5.1Level of Impact

The level of impact oPDM was not considered to be significant by mBsiCPs
when considering how frequently they dealt with this issue in the context of their
professional roles. A number ofsearch participants reported that it was something
that they faced & f e tun@s a yearwith most considering it to keefairly infrequent
occurrence.

It was noted, however, that there were likely to be many undetectedhaisspped
under the rada with interviewees acknowledging that they had probably been
unknowinglyfi d u p @né aumber 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 cyclicdtepa to the issyewith 6 d r u g
seekseométi mes coming i inrciderdswveere egenterallyioa | t hou g h
considered to be linkedPne GP reported that they received more illicit approaches

during holiday periods. Others discussed their experiences@s &P in a practice,

whereby they had been consistently targetedlyr u g Paients iwheg they

first arrived. It was believed that this was common practice, with patiesting the

wat er 6 RHCPsIn ordeetwascertain their stance onigsie. It was reported

that this usually continued for the first year, and then diminishéddfr ug s eeker s«
wereunsuccessful at acquiring their desired substances.

There was a sense amongst séthkCPsthat the level of impact of this issue could be
ocoontleddb to a certain extent. A number of
of confrontingdb d r ug slieahk(eprasrdot i ¢ ul aand refusingato grane r s 6 )
their requests from the outset. If this was not undertaken, they believe@HO#&ts

creded a difficult situation for themselves, in that patients would identify them as a
0soft t ouc hotargeintltbmlitwas dlso asseeted thatoenword got out

into the wider6 d r ug samelnityrnthgatéthee PHCPsvould besought outby
otherindividuals

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 fort illici
purposes:

Well word of mouth is huge of course, and peopl
describe them as a o6wri t[6dbug Sl&keow Wmlofdte a Oowr it
and | 6m not sure why s onjestanmoegly whd wasnebitofa maybe t

sucker for a good story and people know how to put them across[dliey ug Jsaee ker s 0
often really good storytellerfinterview KE12]
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Say if that person, she can gmad) and score 30 ten milligramaliums®. Now, &ensHare
really up there because it means you only have to take the one or you can break it in half and

make it |l ast a bit | onger. And she goes and se
you get tens, how did you get those locally? Did you buy thénf s omebody ?d& And st
happens to slip into the conversation where th

doctor will cop it.[Interview KEZ2]

Interestingly, however, one KE interviewee workimpsely with drug users
explained that she hadd&ne d anecdotally that 1 f people f
touchd they sometimes preferred to keep thi

When someone, | mean this is hearsayhen someone gets a good doctor they have a long
termrelationshipwi t h, tlhiekye dtoon dtte | | ot her people about i
jeopardize that either..yeah, and having other people going and trying to score because it

could jeopardse it for everyone in the long rufinterview KE13]

Another KE commented that it wasetih n i doetors who were oftemost at risk of
beingdeceived:
It depends on our personalities which particul
manipulation, or the really, really, nice caring doctor who is the easiest hit of all. The really
goodquality doc who is empathetic to the nth degree, that is the easiest con thgi they u g
seellensd wor khé ddetergihave no idea that people out there do this sort of
thing. [Interview KE5]

4.2 5.2Nature of thempact

The way in which prescription dg misuse impacted dAHCPsvariedi both across
different practices and pharmacies, as well as individual patients. The different types
of impacts identified in the researbit CPs and GPare summarised below.

4.2.5.3Time and effort

It was reported in the resech that dealing with prescription drug misuse required
additionalinput on the part oPHCPs This principally involved time and effort in
ascertaining whether or not a patientds ne
it was not, a often complg response from the GP or CP to the situation (see section

later sectiorwhich details the range of resas identified in the research):

And it [the consultationfactually takes longer than normal. You still have to assess them,

make sur e gemane condhian mre hggs.aAnd then let them know that this is the
course of action and 61 6&m happy to refer you, g
lot of your time[Interview GP2]

Interviewer: What are the difficulties for you as aphacist in dealing with prescription drug
misuse?

RespondentTime! 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 questionA whole lot of stuff that | was doing and how do you think |

should handle x, y, z , you know, and what should be my next approach and proactive work
beyond the core of $5.60 and 61 6m di spensing yo
adaywth food unti/l ités finishedd. There was a
thinking around those sorts of thindmmterview CP5]
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One CP described how, given her involvement with methadone clients in the
pharmacy, she generally also dealt witbuiss around prescription drug misuaed
that thissometimes overshadowed other facets of her role:

It seems to go through phases, | probably am sort of reasonably active in the misused drug
side of things in this pharmacy, | tend to look after the methadlients, | tend to get their

storiessSo certainly i f | métkadonekll ateend st o tthee oft 65 h one
with it, so | do tend to be the one that deals with all of that. So it does, at times especially if
theydore phawitnigatwpit | f &el s [InteckviewCPL6d s al | I ever

Another CP highlighted that some of the regulatory processes involved with potential

drugs of abuse were tirmnsuming and became more frustratimghen the patient

was fraudulently accesg the medicines:
And the Ritali®t hi ng i s thereds a | ot of wasted time ai
ofgivingaRitali®s cr i pt out i f theydre abusing it. We | |

do we have three copies of everything and goubh all the palaver of trying to do it
properly as a pharmaci giterview€RB] i t s not a genuin

4.2.5.4Emotional impact

Interviewees highlighted thatd r u g @atients conld ke difficult individuals to

treat, and that they sometimes felinmtlated or threatened by them. As a result there

was evidence that such behaviour had an emotional impaeHOPs
You think, well am | going to sort of potentially really expand my workload in this sort of,
because the ot her tlyhaihugg emotiomalebarden ashwelputknoer, act u al
when you see certain names come up ONn your apf
degree of hear't sink involved with some of t he
energy going into dealing withthe t hat it 6s quite exhauhsattibnsg . An
very exhaustindinterview GP10]

Interviewees reported feeling scared and frightened in some situations, and many had
experienced anxiety with regard to the uncertainty over how patsnikl react to
their attempts to restrict the supply of medications:

Because obviously all my staff panic as well.
going to go off their treed, especially if itds
dispenseitSo youbve got staff in a hyper adrenaline
customers, patients at the same time soonaonetoltonet you donét really wan
person alone into yourounsellingroom in case they one to og&e you a punch in the nose

or something I|like that. So it is a bit of a ba

frightened of someone like thjterview CP1]

There were also pressures identified in relation to accurately identifyingntsiof
misuse. On€&P described the stress of contacting Police in regard to a suspected case
of prescription fraud without being absolutely certher assessment of the situation

had been correct:

We had a case about oh seven years ago where a womsenped a script, she looked more

believable than | would be. She was nicely groomed, middle aged woman, had a child with

her. She presented a script for dextrqpyryphenec o mbi nati on and because
locum the week before who spoke about this lmidged woman seeking, our tech just said

6t hatos hero. And she had, shedéd picked up a g
t hat was a tough one, you know. I made a call
said, no he had no storyi he just had to assume she was genuine, so we called the police.

Now the police came and, | mean, up until the moment they arrived and she admitted that it

89



was, you know, sheé6d been seeking for an addic
page of the Sunday papers to be quite hofleserview CP4]

4.2.5.5Financial impact

It was reported that misuse of prescription medicines had a finamgiatt for health
PHCPsand includedothdirect and indirect costs.

Interviewees stated that 6 d r u d& i rspafients generally did not pay their
consultation fees, particularly where GPs refused to prescsingght after
medicationsOne GP highlighted thdtte did not have a problem with this, and in fact
preferred that no financial transaction took pldoe a consultatio of this type.
Anotherdirect costreported by interviewedacluded expenses incurred as a result of
breakins.

Indirect costs identified by research participants included the EBX@P input for
these patientgy(ven the generally lorgy consultation time requirgdnd the potential
loss of income through refusing to treat patients

| think the ethical and the moral considerations ultimately would overbidieone must think,
gosh, you know, am | going to turn this person awayhat ae the business implications of
that?[Interview KEL1]

A small number of interviewees highlighted that there was the possibility of alienating
(legitimate) patients through wrongly accusing someone ofbeinda ug .seeker 6

4.2.5.6Challengedacal by primary heathcarepractitioners

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
6dr ug 9atienks, tinegddficulty of assessing whether or aotequest was
legitimate, other work pressures, and managing relationships with other PHCPs. The
main issues identifieddy GPs and CPare summarisedh the following section
Where appropriate, comments from Kasthis issue are inserted in the text.

4257Prescri ption drug misusers as o6difficult.

Interviewees spoke about individeahvolved in prescription drug misuse afien
beingfi d i f fpatienisita treait was reported that thesometimesad multiple or
complex health issues (e.g. bothnted and physical health disordeem)d, in some
cases, required additional time and resources RblGPs

In terms of their conduct and behaviour, a number of GPs andt@tesl that these
patientscould be aggressive and threatenipgrticularly when callenged about their
request for a medicatioor if the PHCP refuses to supply the drugs

Well they often get quite angry with you. And first of all, | mean it seems to follow a regular

patterni they start off really nice and, you know, polite and rofsey something quite

compli mentary and then they tell you about thi s
youbre not going to prescribe for them they oft
of them can get quite threatenirfpterview GP15]
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We | | they just get quite threatening and deman
keep saying no and try and get rid of th@imerview CP8]

This was also noted by KEs who had either heard of reports of threatening behaviour
from theirclients 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:

|l 6ve got omendPmendp hene ti me and said 6l just
|l 6ve got this person her e Aadldskddthim asesigs ofqui t e s u
guestions and | said 6just say yes or nod. And

scared of him?6, an [GPJas afsa@ and | tiink this i6 what Aappenst h e
ifa |l ot of the doctors they get afraid and there
l'ived. And really try]interviewpkieEt2] t he frighteners in

It should be noted that there were no reports of direct physical violence towards
PHCPs who patrticipated in the research. Howeawere were reports of armed hold

ups andmany had been threatened or verbally abused, and had felt frightened by the
attitude or behaviour flome6 d r u g patientk.i n g o

4.2 .5.8Time 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 ofPth€P (see
section6 Nat ure lommladed) lditerviewees highlighted that, particularly
during busy periods of the day, time and workload constraints sometimes impacted on
the way in which they respondaealthe issue:

I mean | guessbutésheommbnybeneésr uehsedofngeopl
for you everything goes ouitohdt hAndvi wadw wdomobtt hteh il
these things until after[ntertievCP%h appened and t hen

| guess most of the time at the moment you justdfimént to get them out the door, get rid of
them.That woul d, that woul d me aeMb minuttsiseaing this youdr e
person, érking through their psychological woes and try to come up with something that

might be of betterusetothemh @t 6 s a [Intervigw GPAC] n g .

A couple of interviewees acknowledged that it was easi@rdoa y toypatienés, as

opposed to investing additional time and effort to resolving the problem:
I mean you can either ignore it and sawell this hasactual y got nothing to do w
save yourself an awful lot of stress and hagbierview CP12]

This was also recognised by a KE:

Some of the storigérom patientslar e j ust so i ncredible that ofte
would be difficult to tsprove without a huge amount of effort. And | can see how easy it is for
aGP,justasaone f f | particularly if youdbre busy or rur
up at 25 past five just as the sureagdgtogo i s cl|l osi
and itds so easy, you dondt want to get caught
hopefully you whhterdigwKEldle t hem agai n.

4.2.59dentifyingb dr ug seeker sb

A number of interviewees highlighted that it was difficult to identigme 6 d r u g
s e e k and & was only after they were alerted to the issue by another party (e.g.
Medicines Contrglthat they became aware of what was going on. In some cases, this
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