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Pharmacy Frequently Asked Questions (FAQs) Information Sept 2021
	Please find below information regarding responses to FAQs frequently raised by Community Pharmacists and contact information for ADRS Pharmacy support and ADRS teams.


	Appropriate / start dates on prescriptions 

In general ADRS teams supply 2x28 day prescriptions for patients, which are delivered directly to the pharmacy in advance of the start date to allow preparation. Prescriptions will have been printed / signed prior to the treatment start date (the appropriate date).  In some cases the date of printing / signing may be more than 28 days before the start date.  These prescriptions are legal, as prescription validity is 28 days from the appropriate start date.  However, if you have any concerns regarding the clinical appropriateness of a patient’s medication, please contact the team who issued the prescription to discuss.


	Requests to amend instalments on Opiate Substitution Therapy (OST) prescriptions

Instalment directions on a controlled drug (CD) prescription are a legal requirement and must be adhered to. Minor amendment regulations do not apply. Therefore instalment directions on a CD prescription must not be altered by phone / email request from a prescriber or care manager e.g. “Patient is going away at the weekend can you supply Sat / Sun doses on Friday”.  Any such requests for changes to instalments must be accompanied by a replacement prescription detailing the new instalment. Any queries relating to this should be directed to a member of the ADRS pharmacy team.


	Requests to amend supervision on OST prescriptions

The majority of ADRS prescriptions will direct that the OST dose should be supervised on the day of collection. The supervision direction is a request from the prescriber rather than a legal direction. A patient representative can collect an OST instalment if a patient is unable to do so e.g. if self-isolating or due to illness.  A new prescription is not required and details of the representative does not have to be written on the prescription by the prescriber.  It is good practice to discuss requests with prescribers / care managers and appropriate records should always be maintained.

	






	Home office wording for Controlled Drugs

 All ADRS prescriptions will contain the relevant Home Office wording which enables take home doses to be supplied on an appropriate day, in advance of pharmacy closures. 
Medication intended for use on the days that the pharmacy is closed, can be supplied in advance providing that a legally valid prescription is in place and contains the Home Office approved wording “Please dispense instalments due on pharmacy closed days on a prior suitable day”, or similar.                        
Medication may be supplied in advance of the prescription start date providing that the prescription has been signed and dated by the prescriber. No supply should be made before the date on which the prescription was signed.  Please refer to the CD governance team briefing attached for further guidance. 
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	Missed doses of OST

 All pharmacies must have a robust system and Standard Operating Procedure (SOP) in place to identify when patients have missed OST doses. It is vital that the patients’ ADRS / GP is notified at the earliest opportunity following 3 missed doses or sooner if pharmacists have   concerns about a patient. ADRS direct phone lines for professionals and email contacts can be utilised to facilitate contact.  
From October / November 2021 missed doses should be reported via the NEO ORT module, further guidance will be issued. 


	










	Disulfiram

Pharmacies who participate in the supervision of disulfiram are required to report any single missed dose of disulfiram within 24 hours via the NEO module.  The ADRS team should respond within 24 hours to provide guidance, however, if a response is urgently required then the ADRS team should be contacted directly by phone / email in addition to logging the missed dose on NEO.  
During the pandemic the use of breathalysers was suspended, however, if supervision is requested on a disulfiram prescription, this should continue to be undertaken without the use of the breathalyser until further advice is issued.

Please note: Disulfiram prescriptions do not require the home office wording (not a CD); the day of supply of a bank holiday dose is at the discretion of the pharmacist.  Either provide the patient with the bank holiday dose(s) on the previous day of supervision or on the last day of opening prior to closure.


	


	Naloxone

All community pharmacies within NHS GGC are requested to keep a naloxone kit in stock for emergency use. 
Naloxone is a medicine which can temporarily reverse the effects of opioids in a suspected
Opioid overdose, buying time for an ambulance to arrive. It can legally be administered to
anyone by anyone, in order to save a life. Currently not all community pharmacies have naloxone available for use in an emergency situation.
Each community pharmacy will be reimbursed £18 for the cost of a Prenoxad® kit.
Please refer to the attached document for participation details or contact a member of the ADRS pharmacy team.

	








	NEO Troubleshooting

Pharmacy staff frequently request support to assist with access to passwords or to       register / remove members of staff. In the first instance they should refer to the housekeeping manual (attached) which will guide them through the process. The manual is also available by clicking the “Help” tab in NEO.


Submission dates for payment

ORT, IEP, Disulfiram and Naloxone claims must be submitted by the 10th of each calendar month

	




	Community Pharmacy OST Self Audit

The self-audit should be completed on an annual basis, following a dispensing incident/near miss or when significant changes have been made to the OST dispensing processes within the pharmacy.
On completion the ADRS Pharmacy Team will be notified of responses and pharmacies can print and save their response for future reference. 

	

Link to Audit:
CP OST Self Audit Form


	Emergency  Closures

On the rare occasion when a pharmacy fails to open or has to close in an emergency, the ‘Responsible Pharmacist’ must inform the Board of the nature and likely duration of the closure by telephoning 0141-232-1726 or 0141-232-1727.  
It is important that every effort is made to ensure that patients attending on a daily basis have access to their prescribed therapy; however, for Opiate Substitution Therapy patients in particular, Pharmacists should also link in with their local ADRS team and ADRS Pharmacy Team (0141-303-8931) to co-ordinate arrangements for these patients attending for instalment dispensing. 

	








	ADRS Teams contact details 

 Contact details for ADRS teams include a direct line for professionals and email contacts for each team. Urgent contact regarding the clinical care of a patient should always be attempted by phone in the first instance with queries directed to the duty worker. Email can be used for non-urgent queries and as a backup / alert for urgent queries, when there are difficulties contacting ADRS.  Email is not a substitute for direct contact when an urgent response is required.

Email communication MUST ALWAYS be via the pharmacy clinical mailbox to the relevant ADRS team generic mailbox. The entered recipient email address should always be checked to confirm it is shown correctly. No patient identifiable information should be included in the subject line of the email. The subject line should contain:
· URGENT Community Pharmacy “Sensitive Confidential Information”
or
· Community Pharmacy “Sensitive Confidential Information”
Where possible, an email read receipt should be attached to the email to ensure delivery.
All contact with the team should be documented in the patients PMR.

	










	
ADRS Guidelines  
· NHS GGC ORT Prescribing Guideline


· NHS GGC ADRS Guideline for the use of Alcohol Protective  Medication


· NHS GGC Standards for Drug and Alcohol Services in Community Pharmacy
	










	


	
ADRS Pharmacy Team Contacts
[bookmark: _GoBack]
Please use the ADRS pharmacy team mailbox if you require any assistance and a member of the team will respond to your email 
Adrs.PharmacyTeam@ggc.scot.nhs.uk

	Name
	Job Role
	Tel. No.
	Mobile
	Email Address

	ADRS Glasgow City 1st Floor, Festival Business Centre
150 Brand St
G51 1DH
	
	0141 303 8931
	
	Admin Support: 

Sharon.dolan@ggc.scot.nhs.uk

Margaret.bailey@ggc.scot.nhs.uk


	Dr Carole Hunter
	Lead Pharmacist ADRS
	As above 
	07557 012874
	Carole.hunter@ggc.scot.nhs.uk


	Mary Clare Madden
	Senior Clinical Pharmacist
	As above
	07557 012877
	Maryclare.madden@ggc.scot.nhs.uk


	Amanda Laird
	Advanced Pharmacist 
	As above
	07557 012879
	Amanda.laird@ggc.scot.nhs.uk


	Jennifer Kelly
	Advanced Pharmacist
(Tues/Wed/Thur)
	As above
	07971 826938
	Jennifer.kelly2@ggc.scot.nhs.uk


	Carron Grogan
	Advanced Pharmacist
(Thurs/Fri)
	As above
	07970 733609

	Carron.grogan@ggc.scot.nhs.uk


	Diane Watson 
	Advanced Pharmacist
(Clinical)
	As above
	07966 280629
	Diane.watson@ggc.scot.nhs.uk


	John Campbell
	Improvement and Development Manager for IEP Services 
	As above
	07557 012871
	John.campbell@ggc.scot.nhs.uk
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NHS GGC Alcohol and Drug Recovery Services 30/10/2020 


Collection of OST Prescriptions by a Patient Representative  


 


A patient representative can collect an OST instalment if a patient is unable to do so, e.g. if self-isolating at short 


notice.  A new prescription is not required and details of the representative does not have to be written on the 


prescription by the prescriber. Appropriate records should always be maintained. 


 


Collection by a representative known to patient 


 Pharmacists are advised to obtain a letter that authorises and names the representative. 


 A separate letter should be obtained for each dispensing. 


 The representative should bring suitable ID. 


 The pharmacist must be satisfied that the request is genuine. 


 Good practice suggests that the patient should attend at least weekly, however for patients who are self-


isolating, this will not feasible. 


 If the directions on the prescription indicate for doses to be supervised then the pharmacist should contact 


the prescriber before providing any doses to the representative.  This discussion can be verbal and a record 


should be made. 


 It is good practice to notify the Alcohol and Drug Recovery Service (ADRS) if a patient is not collecting their 


own medication without prior arrangement from the ADRS team. 


 


Collection by a Healthcare Representative 


 This is defined as any person authorised to collect a schedule 2CD medicine on behalf of the person named 


on the prescription who is under a contract of employment in a Health or Social Care profession. 


 Unless already known to the pharmacist, the pharmacist should obtain the name and address of the 


healthcare professional and request ID.  If ID is not available then it is at the discretion of the pharmacist as 


to whether to supply or not. 


 For new prescriptions, ADRS prescribers have been asked to detail any collection arrangements on the 


prescription. 


 For prescriptions already in the pharmacy, then the ADRS staff will additionally provide a letter of 


authorisation on behalf of the patient, specifying the length of time of the arrangement.  The authorisation 


is usually signed by the patient, however during COVID 19, it will be annotated as verbal consent obtained. 


 


It is good practice for the person collecting a schedule 2 or 3 CD to sign in the dedicated  space on the reverse of the 


prescription, however a supply can be made if this is not signed, subject to the professional judgement of the 


pharmacist. Due to COVID 19 restrictions, it may not be feasible to obtain a signature. 


 


Further information can be found in Medicines, Ethics and Practice, Royal Pharmaceutical Society, Issue 43. 


Prepared by 


ADRS Pharmacy Team  


ADRS.PharmacyTeam@ggc.scot.nhs.uk 


 



mailto:ADRS.PharmacyTeam@ggc.scot.nhs.uk
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NHSGGC Controlled Drug Governance Team     Glasgow Alcohol and Drug Recovery Services

Supply of CDs by instalment by Community Pharmacy during Public Holiday Closures

In order to ensure treatment continuity and patient safety during the coming holiday period, the Controlled Drugs Governance Team and Glasgow Alcohol and Drug Recovery Services (GADRS) are issuing the following advice to community pharmacists on the supply of controlled drugs by instalment 

Medication intended for use on those days that the pharmacy is closed, can be supplied in advance providing that a legally valid prescription is in place and contains the Home Office approved wording “Please dispense instalments due on pharmacy closed days on a prior suitable day”, or similar.                                


Medication may be supplied in advance of the prescription start date providing that the prescription has been signed and dated by the prescriber. No supply should be made before the date on which the prescription was signed.

Glasgow Alcohol and Drug Recovery Services personnel have ensured that individual’s supervision requirements have been assessed appropriately and these should be followed on days when the pharmacy is open.


In an effort to ensure continuity of care, GDRS and prescribers are providing two 28 day prescriptions to cover the period into January and beyond. In these cases, please be sure to retain this advance prescription in the pharmacy until required. 


These advance prescriptions will be legally valid for 28 days beyond the start date even when more than 28 days have elapsed since they were signed by the prescriber. All prescriptions should be checked on receipt to ensure that any required changes can be made.


A number of pharmacies have opted to close on Saturday 26th December, others on Monday 28th and pharmacists should exercise their professional judgment to ensure that medication supply is made so that the patient’s best interests are met. Similar arrangements should be enacted over the New Year holiday period

This is a period of high risk for patients. Maintaining patients in ORT is a protective factor in the prevention of drug related deaths and other adverse events. Pharmacists have a responsibility to work with other health and social care professionals to support retention in treatment. 


For further information contact the Controlled Drug Governance Team on 01412016033 or at cdgovernance@ggc.scot.nhs.uk

Controlled Drugs Governance Team, NHS Greater Glasgow and Clyde, 1st Floor Clarkston Court


56 Busby Road Clarkston Glasgow G767AT 

The Alcohol and Drug Recovery Services Pharmacy team can also be contacted for assistance, if required, at Adrs.PharmacyTeam@ggc.scot.nhs.uk
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NHS Greater Glasgow & Clyde Alcohol and Drug Recovery Service 
 
Updated Opioid Replacement Therapy Guidance 
 


Missed Doses 
 


 It is important to contact the relevant prescriber/addiction service when a patient 


does not attend the pharmacy to collect their opioid replacement therapy (ORT). 


 Pharmacies are advised to contact the patient’s prescriber/addiction service when a 


patient has missed 3 or more consecutive daily doses of their ORT medication. 


 Patients who present at the pharmacy after 3 or more missed doses should be 


referred back to the addiction service where any decision to reduce a patient’s daily 


dose will be made by the prescriber.  


 The decision whether or not to reduce a patient’s daily dose will be based on an 


individual’s current drug use, potential loss of opiate tolerance and other relevant 


clinical factors. 


 If the decision is made to maintain a patient on the same daily dose of ORT, the 


pharmacy will be contacted by the addiction service to inform them of the clinical 


decision and directions given for the current prescription to be continued. 


 If a patient is regularly missing doses either in a weekly or random pattern, 


pharmacies are advised to contact the prescriber to inform them of a patient’s non 


compliance to treatment. 


 Any concerns regarding a patient or their prescription should be discussed with the 


patient’s prescriber/addiction service. 


 


 


NHS Greater Glasgow & Clyde Alcohol and Drug Recovery Service 
Pharmacy Team 
Festival Business Centre 
150 Brand Street 
Glasgow 
G51 1DH 
Telephone: 0141 303 8971  
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Community Pharmacy Disulfiram Service 


 
Please note this is standard guidance and changes may apply in certain 
situations, for example no breathalyser use during COVID-19 pandemic.  


 
1. Key points for the standard service 


 Breathalyse patients before every supervised dose (0mcg/100ml 
result to give the dose). 


 Communicate any single missed dose/non collection (DNA or positive 


breath test) to the prescribing team within 24 hours via the NEO system. 


 ADRS Pharmacy Team Contact details: 
Email: Adrs.PharmacyTeam@ggc.scot.nhs.uk 


 
2.  Referral to Pharmacy 


 
Referrals for instalment dispensing/supervision of disulfiram in community pharmacies 
will be for new patients or those stabilised on disulfiram who are transferring from 
another service or pharmacy. The patients will be receiving psychosocial support from 
local Alcohol Recovery Services. 


 
It is important that Alcohol and Drug Recovery Services contact the pharmacy in 
advance to request they take on a new patient for supervised/instalment dispensing of 
disulfiram and provide relevant patient information, via telephone, information can then 
be recorded on the Patient Medication Record (PMR). 
 


 
3.  The disulfiram alcohol reaction (DAR) 


- A build up of acetaldehyde can cause severe facial flushing, breathlessness, 
headache, heart palpitations, nausea and vomiting. 
-Some patients can experience no reaction or a mild reaction (and therefore continue 
to drink through it).  The prescriber may decide to prescribe a higher dose or decide 
the medication is not a deterrent to drinking. 
-More severe and life threatening reactions/complications are also possible. 


 
4.  Drug Induced Hepatitis 


Disulfiram can cause a drug induced hepatitis.  ADRS will monitor Liver Function Tests as 
standard at 1 month, 6months and annually (or more often if clinically indicated).  Patients 
should discontinue treatment and seek immediate medical attention if they feel unwell or 
symptoms such as fever or jaundice develop.   


 
5.  Informed Consent 


Prior to initiation of disulfiram by ADRS, a patient is assessed and informed about the 
medication and the potential risks.  If the patient chooses to go ahead with disulfiram an 
informed consent document is completed by ADRS.  This includes the supply of 


information leaflets Appendix  A and a Patient Treatment Card Appendix  B. 
 
 
6.  First Time Attendance at Pharmacy 
 


- Full details of the patient should be received by the pharmacy in advance of the 
first attendance. 


- The prescription should state breathalysed and supervised on day of collection if 
doses are to be supervised. 







  


- The patient agreement Appendix  C  should be  completed and signed by the 
pharmacist and patient. 


- It is important that the patient is reminded of the complete avoidance of alcohol 
(ethanol, ethyl alcohol). 


 
7.  Doses of Disulfiram 


 
Examples of commonly prescribed doses of Disulfiram in NHS GGC 


Dose Frequency 


200mg-500mg (BNF max) Once Daily 


*400mg 
400mg 
400mg 


Monday 
Wednesday 


Friday 


*400mg 
400mg 


**600mg 


Monday 
Wednesday 


Friday 


 *600mg 
**800mg 


Tuesday 
Friday 


* While less frequent dosing (i.e. not daily) is not explicitly detailed in the BNF, it is 
supported by a consensus of expert opinion. 


 
** The BNF maximum is 500mg daily therefore giving 600mg/800mg on one day of a 
weekly regimen is still seen as being within dosing limits.  Doses greater than 500mg 
are also part of the loading dosing regimen advised by the manufacturer. 


 


Below are examples of prescription wording (28 day duration) for commonly prescribed doses 
of disulfiram. The prescriber will have considered the optimal dosing and supervision 
frequency.  During the COVID-19 pandemic, ‘dispense all’ and other instalment dispensing 
without supervision became more common. 


 


Please note these prescription examples include - a start date and a reminder stamp to report 
missed doses/positive readings via the NEO system within 24 hours. 


 


Dosing and supervision 7 days a week 


(no take home). 


Dosing and supervision 6 days a 


week (no take home). 


  


 
 


 







  


Dosing and supervision 2 or 3 days a week (no take home) 


   


 
“Breathalysed  and  supervised”  should  be  stated  on  all  prescriptions  for  
patients attending for community pharmacy disulfiram supervision. It is best practice 
that this is undertaken on each occasion the patient attends the pharmacy to collect 
medication i.e. “Breathalysed and supervised on day of collection”. 


 
8.  Measurement of Breath Alcohol 


 
Patients must be breathalysed prior to each dose of disulfiram. 


 
The breathalyser device is very simple to 
use: 


 
- Fit a new mouthpiece (use wrapper to cover mouthpiece end so it is not handled, 
therefore clean for the patient) 
 
- Press the trigger button to turn the device on. 


 
- The battery symbol and temperature of the device will show on screen. 


 
- Blo will then show on screen indicating the device is ready for a sample. 


 
- Ask the patient to “Take a big deep breath, hold it slightly and then blow long 


and constant into the mouthpiece, until you hear a click”. 
 


- A numerical result will show on screen. 
 
 


Any result above 0mcg/100ml is a positive result. 
 


(See Breathalyser FAQs Appendix  D for advice if you run out of mouthpieces, or 
patient has a respiratory condition and therefore finds it difficult to provide a 
breath sample). 
 
 
 
 
 
 
 







  


 


Breathalyser result Action 


If result is zero -Supervise the dose of disulfiram with a glass of water. 


 


-Be confident the dose has been swallowed before the patient 


leaves the shop i.e. check their mouth as per agreement. 


Positive result i.e. 


more than zero 


 


-Withhold dose 


 


Patients should be: 


-Informed why they are not receiving their disulfiram dose. Please note: 


Withholding a dose may cause upset for patients. Reinforce the 


reasons and risks of using Disulfiram and Alcohol. 


- Advised to contact their prescribing team for further support. 


- Advised to attend A&E if they start to feel unwell. 


- Advised that the pharmacist will contact the prescribing team. 


- Advised that disulfiram remains in the system for 2 weeks after the last 


dose. 


 


Record the missed dose and positive reading on the NEO system.  It 


would be good practice to do this immediately, otherwise within 24 


hours.  The NEO system will send an automated email to the ADRS 


team to make them aware that the patient has been refused his/her 


disulfiram dose as they have provided a positive breath test.   


 


The worker will liaise with the patient and prescriber and contact the 


pharmacy later to let them know when/if it is suitable to supervise the 


next dose. It would be good practice for the team to see the patient 


within 24 hours to review the current Care Plan, as a minimum the team 


should be contacting the patient by phone.   


 


Do not give any further doses until the team has been in touch to say it 


is appropriate to restart dispensing.   


 


If the positive reading seems to be due to a fault with the 


breathalyser, contact the ADRS pharmacy team for advice ASAP. 


 







  


  Please note when a patient gives a positive breath test the 
prescription is still valid. Initially doses are withheld for patient 
safety and follow up. 


 
  Please be aware that a prescription can only be cancelled on 


instruction from the prescriber.  The cancellation of a 
prescription could be detrimental. 


 
The NEO system will save the missed dose and breathalyser reading for future reference.  
Continued recording via the NEO system is therefore preferred to telephone contact.  
Telephone contact may also be required if other specific details are thought relevant.  A NEO 
alcohol module user guide is held on the NEO system under Help.  Otherwise contact the 
ADRS pharmacy team with any issues. 


 
9. Supervision of disulfiram 


 
Supervision, if required, will be clearly stated on the prescription. The frequency of 
supervision may vary as detailed in section 7 i.e. supervision can be daily, twice weekly, 
three times weekly or possibly once weekly with the remainder of doses to take away.  
During the COVID-19 pandemic ‘dispense all’ and instalment dispensing without 
supervision became more common to minimise contact. 


 
It is important that the patient is breathalysed prior to supervision of the disulfiram to 
ensure no recent alcohol use. Many patients have a high tolerance to alcohol therefore  
may  be  under  the  influence  of  alcohol  without  any  outward  signs  of 
intoxication. 


 
The patient should swallow the tablet(s) whole with water in front of the member of staff 
supervising.   The supervisor must be fully confident that the tablet(s) have been 
swallowed before the patient leaves the pharmacy i.e. check their mouth as per 
agreement. 


 
Any take away doses should be provided after the consumption of the supervised dose. 


 
It is important to keep a record of a patient’s attendance at the pharmacy and of the 
dose supervision.  Attach a PC70 form to the prescription (even though disulfiram is not 
a control drug) and complete the reverse after every supervised dose.  The Alcohol and 
Drug Recovery Service may phone at any time requesting information on attendance.   
The NEO system should be used as standard when missed doses/instalments (DNA or 
positive breath test) need to be recorded/communicated. 


 
N.B. Days of attendance 
The prescription will state what days the patient should attend for supervised dosing, 
these days should be adhered to within reason, with ADRS input.  This is to ensure 
smooth running of the service. 


 
10.  DNA (Did Not Attend) 


 


  If a patient does not attend for a dose/instalment as per the prescription details.  
Record this on the NEO system, this should be completed within 24 hours.  The 
NEO system will send an automated email to the ADRS team to make them 
aware that the patient has not attended on a given date. 


 The worker will liaise with the p a t i e n t ,  a n d  prescriber,  a n d  contact the 
pharmacy to let them know when/if it is suitable to supervise the next dose. 







  


 The NEO system will save the missed dose/instalment for future reference.  
Continued recording via the NEO system is therefore preferred to telephone 
contact (unless further detail is relevant). 


 
For example if a patient has a prescription for ‘disulfiram 400mg on a Monday, 
Wednesday, Friday to be breathalysed and supervised on day of collection’ and the 
patient does not attend on the Monday for a dose, record the missed dose on NEO on 
the Mon da y  n ig h t / Tuesday morning.  It would be good practice for the team to see 
the patient within 24 hours to review the current Care Plan. 


 


11.  Bank Holiday Doses 
 


Disulfiram is a Prescription Only Medicine (POM) and therefore the home office 
wording does not apply.  The day of supply of a bank holiday dose is at the discretion of 
the pharmacist, unless specific details are on the prescription.  It would be best practice 
to base the decision on knowledge of the patient. 


 
If no specific details are on the prescription, in the case of a bank holiday closure either:  


- provide the patient with the bank holiday dose(s)* on the previous day of supervision 
after the patient is breathalysed (zero result) and the dose for that day supervised  


- or supply the bank holiday dose* (to take away) on the last day of opening prior to 
closure after a 0mcg/100ml breathalyser reading. (*Safe storage of medication should be 
highlighted). 


 
12. Other reasons for contacting the Alcohol and Drug Recovery Service 


 
There are several different reasons for contacting the ADRS.   It is important that 
information is shared to ensure seamless care and any queries can be dealt with quickly 
and efficiently.  Below are some examples, this list is not exhaustive.  


 
Reasons for a referral include: 


1.  Refused breath test 
2.  Any deterioration in mental state and / or physical health. 
3.  Any other reason/concerns e.g. altered behaviour, medicines interaction, side 


effects, confirmation of pregnancy, child protection, domestic violence. 
 
13. Locums and other staff 


 
Please make sure all staff are aware of the protocols involved with this service, so it is 
not disrupted when different staff are present. 


 
14. Disulfiram shortage 


 


The UK h a s  dealt with a national shortage of disulfiram multiple times.   If you 
believe there is a current problem with supply please email 
ADRS.pharmacyteam@ggc.scot.nhs.uk so this can be investigated. 


 
15. Other pharmacies providing the service 


 
An up to date list of all the pharmacies providing the disulfiram service in the GGC 
area can be found at: 


https://www.glasgow.gov.uk/CHttpHandler.ashx?id=29531&p=0 



mailto:ADRS.pharmacyteam@ggc.scot.nhs.uk

https://www.glasgow.gov.uk/CHttpHandler.ashx?id=29531&p=0





  


 
16. Payment for the service 


 
NHS GGC Alcohol and Drug Recovery Service pay a set monthly fee per patient for the 
Disulfiram service.  A pharmacy is eligible to claim if they are enrolled to provide the 
service and a patient attends once or more in a single month for supervised dosing or a 
patient receives instalment dispensing without supervision.  Claims should be made via 
the NEO system. 
 
The Service Level Agreement can be found here: 
https://www.communitypharmacy.scot.nhs.uk/nhs-boards/nhs-greater-glasgow-
clyde/pharmacy-services/disulfiram/  


 
17. Endorsing the prescription 


 


Endorse the prescription with: 
Number of tablets (only) 


 
The number of supervisions and instalments are irrelevant as these payments are 
made locally as per point 16. 
 
N.B Your employer may have different guidance on this. 


 
18. Prescribed medicines 
 


Medications can contain alcohol (ethanol, ethyl alcohol) as an excipient, for 


example it may be contained in sprays, liquids and Metered Dose Inhalers 


(MDIs).  Check other prescribed medications for alcohol, and contact the ADRS 


team for advice.  T h e  i n t e r a c t i o n  m a y  h a v e  b e e n  


c o n s i d e r e d  a l r e a d y .  


  


19. Queries 
 


Please contact the ADRS pharmacy team via the generic email 
(ADRS.pharmacyteam@ggc.scot.nhs.uk) with any queries regarding the 
community pharmacy disulfiram service. 



https://www.communitypharmacy.scot.nhs.uk/nhs-boards/nhs-greater-glasgow-clyde/pharmacy-services/disulfiram/

https://www.communitypharmacy.scot.nhs.uk/nhs-boards/nhs-greater-glasgow-clyde/pharmacy-services/disulfiram/

mailto:ADRS.pharmacyteam@ggc.scot.nhs.uk





 


Appendix A – Patient Treatment Card 


Appendix B – Link for PILs 


 
 


 
 
ADRS teams can request supplies (pack of 50) direct from the manufacturer 
via email (Medinfo@tevauk.com ). 
 
 
 
 
Standard Patient Information Leaflets are available at: 
https://www.choiceandmedication.org/nhs24/printable-leaflets/ 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:Medinfo@tevauk.com

https://www.choiceandmedication.org/nhs24/printable-leaflets/





 


Appendix C 


Disulfiram Patient Agreement 
 
 


  I,  ………………………………………… (name  of  patient)  agree,  that  in  order  to 


support me to remain abstinent from alcohol, I have consented to take disulfiram, as 


prescribed.  It will be supplied as per my prescription, (instalments with/without supervision) 


by staff at………………..................................................................................................... 


.....................................................................................(name and location of pharmacy). 


 


  I agree to be breathalysed before receiving my disulfiram tablet(s) in the 


pharmacy if requested on my prescription. 


  The  tablet(s)  will  be  taken  with  water  and  I  will  swallow  them  whole  under 


supervision. 


  I understand I will be asked to prove I have swallowed the tablet(s) by opening 


my mouth. 


  I understand side effects can occur and these can be serious.  I know to contact my 


worker/prescriber as soon as possible if I have concerns. 


  I understand that taking any form of alcohol while taking disulfiram can result 


in severe and immediate illness. Death can occur. 


  I agree to carry a disulfiram treatment card (provided by ADRS) with me at 


all times, to show to the pharmacist or doctor when consulting them and in case 


of an accident, to ensure proper treatment. 


  If I stop taking my Disulfiram, without medical agreement, or present with a 


positive breathalyser reading, the pharmacist will inform the Alcohol and Drug 


Recovery Service so I may be followed up.  No further doses will be 


dispensed/supervised until deemed safe and appropriate. 


 


Signed (Patient)…………………………………………………………… 


Signed (Pharmacist)………………………………………………………... 


Date: ……………………………………………. 
 


AGREEMENT IS SIGNED AND A COPY KEPT BY THE PHARMACY.   
PROVIDE PATIENT WITH A COPY IF REQUESTED







 Appendix D 


Breathalyser FAQs 


 


How do I order more mouthpieces? 
Pharmacies can request mouthpieces by the ADRS pharmacy team generic email 
(Adrs.PharmacyTeam@ggc.scot.nhs.uk ) or call 0141 303 8931. They will be sent  
via first class mail and should be received within two working days. 


 
What if I run out of mouthpieces?  
If you have run out of mouthpieces, order them immediately (as above). 
In the interim, the funnel like attachment in the breathalyser pack can be used;  


- Fit the funnel over the ports. 
- Change the mode of the device; press the on and off buttons 


simultaneously to enter the menu function.  Scroll down the menu 
using the on button until PAS shows on the screen, press the off 
button to select this function.   This mode gives a positive or negative 
result rather than a more accurate numerical value. 


- PAS will flash on the screen meaning the device is ready for a 
sample.   The device should be held approximately 2-3 inches from the 
mouth and the breath  directed  into  the  funnel.    The  device  will  click  
when  the  sample  is collected. 


- A positive (PoS) or negative (nEg) result will show on screen. 
- As the mouth does not touch the funnel these are kept and reused. 
N.B.  When the device switches off, it will return to the original mode 
therefore every time the funnel has to be used, PAS mode needs to be 
selected. 


 
What if the patient does not have enough breath for the device i.e. in COPD?  
Patients with  respiratory conditions might find  it  difficult to  get  a  reading from the 
breathalyser as it requires a large breath. If this is a problem: 


- Fit a mouthpiece and turn the breathalyser on as usual, the battery level and 
temperature of the device will show on screen, after a few seconds blo will show 
on screen. 


- Ask the patient to ‘Take a big deep breath, hold it slightly and then blow long and 
constant into the mouthpiece, until you hear a click.’ 


- While the patient is blowing into the mouthpiece press the on or trigger button, 
you will hear a click and this will capture the sample early (try and wait as long as 
possible before pressing the button so you have as large a sample as possible). 


- The screen will then show a numerical reading. 
 
Breathalyser error messages 
The breathalyser can show various error messages: 
Bat – battery power low, change the batteries (2 AA batteries required) 
FLO Lo - The flow of breath is too low. 
FLO Hi - The flow of breath is too high. 
FLO InS - The flow of breath was not consistent. 
FLO Cut - The flow of breath stopped too abruptly. 
E09 -The device is too cold to perform the test (must be at least 15˚C). 
E10 - The device is too hot to perform the test (must be below 35˚C). 
If any other errors are showing on screen please contact the ADRS pharmacy team as 
the device may need to be calibrated or replaced. 


 
Breathalyser maintenance 
The breathalyser will be accuracy checked and calibrated prior to delivery to store, then 
annually thereafter.  Contact the ADRS pharmacy team with any issues. 


 


 



mailto:Adrs.PharmacyTeam@ggc.scot.nhs.uk
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Community Pharmacy Opioid Overdose Campaign – a 


“public health emergency”.  2020-2021 


All community pharmacies within NHS GGC are being supplied with a of 


naloxone kit for emergency use. This initiative is supported by The Drug 


Deaths Task Force, Chief Pharmaceutical Officer, Community Pharmacy 


Scotland and Primary Care Pharmacy Leads.   


Naloxone is a medicine which can temporarily reverse the effects of opioids in a suspected 


opioid overdose, buying time for an ambulance to arrive.  It can legally be administered to 


anyone by anyone in order to save a life.  This is the same exemption under the Human 


Medicines Regulations 2012, as adrenaline for anaphylaxis. Currently not all community 


pharmacies have naloxone available for use in an emergency situation. 


In 2018 a total of 1187 individuals lost their life to a drug-related death within Scotland, with 


the majority involving an opioid. Community pharmacies are increasingly being approached 


to assist in a suspected life threatening opioid overdose in the vicinity of the pharmacy.  


Within NHS Greater Glasgow & Clyde there have been 20 confirmed administrations of 


naloxone by community pharmacy staff.  Community pharmacies are viewed by the public 


as an accessible contact point for initial first aid, often before an ambulance is called. The 


evidence demonstrates that pharmacists and their staff are able to identify opioid overdose, 


respond appropriately and ultimately save lives. 


Contractors are asked to identify staff within the pharmacy who will be able to respond to 


an emergency opioid overdose. Staff who are not existing naloxone trainers can access a 


free short online e-learning module, “Overdose Prevention, Intervention and Naloxone” by the 


Scottish Drugs Forum https://www.sdftraining.org.uk/online-learning/156-overdose-


prevention-intervention-and-naloxone-3  


Prenoxad Injection® is currently the first line option for lay administration within NHS GGC. 


Guidance on how to assemble and administer can be viewed at 


http://www.prenoxadinjection.com/  


Each community pharmacy will be reimbursed £18 for the cost of a Prenoxad® kit.  


It is hoped that all pharmacies will participate in this important life saving scheme and 


demonstrate the role that pharmacists in GGC can play in helping to address Scotland’s drug 


death emergency. Please return signed copies of the participation and reimbursement 


forms.  


If you have any questions please do not hesitate to contact a member of the addiction 


pharmacy team on 0141 303 8931. 



https://www.sdftraining.org.uk/online-learning/156-overdose-prevention-intervention-and-naloxone-3

https://www.sdftraining.org.uk/online-learning/156-overdose-prevention-intervention-and-naloxone-3

http://www.prenoxadinjection.com/
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Community Pharmacy Opioid Overdose Campaign  


Specification 


1. Aim 
1.1. To contribute to a reduction in drug related deaths within NHS Greater Glasgow & Clyde: 


1.1.1. Participation in a network of community pharmacies holding a supply of naloxone for 


emergency use. 


1.1.2. Pharmacy staff are trained to recognise and respond to opioid overdose. 


 


2. Outline & Standards 
2.1. A standard operating procedure should be in place within the pharmacy for the service. 


2.2. The community pharmacy contractor will ensure that staff provide a friendly, non-


judgemental, person-centred and confidential service. 


2.3. The pharmacy contractor will ensure that staff will operate under the pharmacy 


contractor’s organisational policies. 


2.4. Following administration in a suspected opioid overdose emergency the pharmacy will 


complete the pharmacy contractor’s organisational report/incident form and send a copy to 


the relevant Health Board Community Pharmacy Lead. 


2.5. Staff should be able to provide information, advice and signposting when required on a 


range of addiction issues including how to access local treatment services. 


2.6. Any inability to provide the service should be notified to the Health Board Community 


Pharmacy Lead. 


2.7. Staff registered with the GPhC must adhere to current professional standards. 


 


3. Training 
3.1. All staff who may be called upon to respond to an opioid overdose should have: 


3.1.1. Completed locally agreed basic overdose awareness and naloxone use training. 


3.1.2. Be identified as an opioid overdose emergency responder by the pharmacy 


contractor/service manager. 


3.2. The community pharmacy contractor/service manager should ensure that staff be provided 


with any updates or changes to the service. 


 


4. Monitoring and evaluation 
4.1. It is a requirement that appropriate information is provided by the community pharmacy 


contractor to the Health Board for internal and external audit, evaluation and monitoring 


purposes (see section 2.4). 
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Please sign to confirm participation in the Community Pharmacy 


Opioid Overdose Campaign on behalf of the contractor: 


Pharmacy 
Name 
 


 
 
 


Pharmacy 
Address 
 


 
 
 


Contractor 
Code 
 


 
 
 


Name  
 
 


Designation  
 
 


Signature  
 
 


Date  
 
 


  


Please return one copy to: 


gg-uhb.cpdevteam@nhs.net 


Or fax to: 0141-201-6044 


 


 


 


 


 


 


 



mailto:gg-uhb.cpdevteam@nhs.net
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Please sign to confirm participation in the Community Pharmacy 


Opioid Overdose Campaign on behalf of the contractor: 


Pharmacy 
Name 
 


 
 
 


Pharmacy 
Address 
 


 
 
 


Contractor 
Code 
 


 
 
 


Name  
 
 


Designation  
 
 


Signature  
 
 


Date  
 
 


  


Please return one copy to: 


gg-uhb.cpdevteam@nhs.net 


Or fax to: 0141-201-6044 


  



mailto:gg-uhb.cpdevteam@nhs.net
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Community Pharmacy Opioid Overdose Campaign - 
Standard Operating Procedure (SOP) Recommendations 


 


Community Pharmacies must have a SOP relating to the emergency supply of naloxone as 
part of the Community Pharmacy Opioid Overdose Campaign.  It is recommended that 
procedures are in place which cover but are not limited to: staff training; ordering; storage; 
emergency use. The contractor will identify opioid overdose responders within the 
pharmacy. 


STAFF TRAINING 


 Staff identified to respond to an opioid overdose should either: 
o Have attended local overdose and naloxone training. 


Or 
o Have completed one to one naloxone awareness training with a trainer 


within the pharmacy who is trained to participate in the community 
pharmacy naloxone programme. 
Or 


o Have completed a short e-learning module produced by Scottish Drugs Forum 
https://www.sdftraining.org.uk/online-learning/156-overdose-prevention-
intervention-and-naloxone-3  (Registration is free). 


 Staff identified to respond to an opioid should be familiar with how to use the naloxone 
product. Refer to manufacturer’s product guidance. 


 Refresher training should be undertaken every three years as a minimum. 


 It is the responsibility of the pharmacy contractor/service manager to ensure staff who 
are trained are competent and to maintain and monitor the staff training record.   


STOCK ORDERING 


Prenoxad® Injection is currently the first line option for lay administration within NHS GGC 
and can be ordered from all main wholesalers. The pharmacy should order one Prenoxad® 
kit for stock and a reimbursement form should be completed and returned to the addiction 
pharmacy team.  If a supply is used or expires then the same process should be followed to 
replace the kit. 


STORAGE 


 Stock for emergency use should be segregated from other medicines to avoid it being 
used in the dispensing process. 


 Stock for emergency use should not be accessible to the general public, but readily 
accessible to staff in an emergency. 


 Packs should be stored as per manufacturer’s recommendations. 


 Packs must remain sealed. 


 Stock should routinely be date checked.  



https://www.sdftraining.org.uk/online-learning/156-overdose-prevention-intervention-and-naloxone-3

https://www.sdftraining.org.uk/online-learning/156-overdose-prevention-intervention-and-naloxone-3
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EMERGENCY USE 


Anyone can administer naloxone to anyone where opioid overdose is suspected.  


Assess and call 999 


 Look, listen and feel for breathing for 10 seconds 


 If no response call 999 immediately 


Before administration 


 Confirm the product is naloxone. 


Administration 


Prenoxad® Injection 


One dose (containing 0.4mg in 0.4mls) of injection solution is to be injected into the outer 


thigh muscle (or upper arm). There are five doses in each syringe.  If there is no response 


after 2-3 minutes a further dose should be administered.  This should be repeated until 


either: 


1. The person regains consciousness or 


2. All 5 doses have been used or 


3. The emergency services arrive and take over  


 Refer to the individual manufacturer’s guidance for administration for further 


information. 


 The number of doses required will depend on individual need and response to 


treatment. 


 If the casualty regains consciousness offer reassurance. 


 


After emergency use 


 The casualty may attempt to use more drugs to compensate for the effects of 


naloxone.  This greatly increases the risk of further overdose.  Advise the casualty 


against further drug use.   


 A member of staff should stay with the casualty until the ambulance arrives. 


 Staff should not attempt to re-sheath the needle.  It is recommended that the 


naloxone kit is placed in the yellow container between uses and when finished. Staff 


should have access to and be aware of the service’s needle stick injury policy. 


 Arrange safe disposal of the used naloxone kit if not given to the ambulance crew.  


The yellow box acts as a sharps container. 
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 Complete the pharmacy contractor’s / organisational report / incident form. 


 Organise debriefing session for staff members. 


 Send or Email a copy of the report to:  


Alan Harrison, Lead Pharmacist for Community Care 
Pharmacy Services 
Clarkston Court, 56 Busby Road, Clarkston,  
Glasgow 
G76 7AT 
Alan.Harrison@ggc.scot.nhs.uk  
 


  



mailto:Alan.Harrison@ggc.scot.nhs.uk
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Community Pharmacy Opioid Overdose Campaign 


Naloxone Kit Reimbursement Form 


 


Contractor Name  
Contractor Address  


 
Contractor  Code  


 


Date ordered  
Wholesaler  
Product Prenoxad®  
Quantity 1 x 2mg/2ml pre-filled syringe 
Cost  £18 
 
Counter Fraud Declaration: I accept that the information provided on this form accurately reflects activity during the timescale described.  
I further accept that the information provided may be used to calculate future payment levels and may be shared with other 
bodies/agencies for the purposes of prevention and detection of crime  and future service planning.  In signing this form, I consent to this 
use and acknowledge that if I provide false information then I may be liable to criminal prosecution, referral to my professional body 
and/or recovery proceedings. 


 


Signed (Pharmacist in charge)  
 


Date  
 
Please complete and return to the address below: 


Sharon Dolan, NEX Administrator, Addiction Services,  
Festival Business Centre, 1


st
 Floor, Room f4, 150 Brand Street, Glasgow,G51 1DH.  


Fax: 0141 303 8957 Email: Sharon.Dolan@ggc.scot.nhs.uk 


 


 


 


 


  


FOR OFFICE USE ONLY 


Payment amount................................................................. 


Approver Signature............................................................. 


Date.................................................................................... 



mailto:Sharon.Dolan@ggc.scot.nhs.uk
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Community Pharmacy Opioid Overdose Campaign FAQs 


 


Do I need to give mouth to mouth? 


As the person who has overdosed will be lacking oxygen, it is recommended that two rescue 


breaths are given as part of each Basic Life Support cycle.  If an individual cannot give rescue 


breaths then performing chest compressions alone are still better than doing nothing.  


Many services will provide protective facemasks for use in resuscitation which may help 


encourage the use of rescue breaths. 


What do I do if I use all doses of naloxone before help has arrived? 


Keep going with basic life support until an ambulance arrives or until casualty regains 


consciousness. 


Can I use a second pack of naloxone? 


If an individual has administered 5 doses of naloxone injection (1 syringe containing 5 x 


0.4ml doses) then they may continue to administer a dose of naloxone every 2-3 minutes 


until an effect is noted or the ambulance arrives.  The total amount of naloxone available in 


a community overdose is usually unlikely to exceed 2mg of naloxone injection (1 Prenoxad® 


Syringe), which is the amount at which it is recommended that the diagnosis of opioid 


overdose should be reviewed.  It is essential that an ambulance is called. 


 


Can I use it on a child? 


If a child is suspected of consuming an opiate drug then call 999 immediately and follow the 


advice given to you by the call handlers. 


What happens if the needle breaks off or is damaged? 


If the needle has broken off and is stuck in the person do not try to remove it. Inform the 


paramedics of this when they arrive.  Try not to roll the person onto this side if putting into 


the recovery position to prevent it from being pushed in further.  If it is not stuck in the 


person, there is a spare needle in the pack which can be used. 
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Can I use the same needle if more than two people have 


overdosed? 


Coming across this scenario should be extremely rare.  Ideally a separate kit should be used 


for each person. Where there is only one kit available and the risk of death outweighs the 


risks associated with contracting a virus such as hepatitis then a dose of naloxone from the 


same kit could be given.  There are two needles contained within each Prenoxad® kit, 


however there is an increased risk of needlestick injury if the needle was changed. The 


paramedics should be informed if the same kit has been used on multiple individuals in 


order that it can be followed up when the individuals are transported to the hospital.      


What happens if I give more than one dose at a time? 


When naloxone is administered to an opioid dependent individual it is likely that they will 


experience a degree of withdrawal.  If more than one dose is given at a time, the symptoms 


of withdrawal may be greater or last longer and may result in the person experiencing a 


more severe withdrawal reaction.  The person in withdrawal should be reassured that the 


effects of naloxone will start to wear off quite quickly and strongly advised against further 


use as this is likely to result in a further overdose. 


What happens if a staff member is asked to provide an emergency 


supply of naloxone to a witness for them to administer to a 


casualty? 


Naloxone is listed in The Human Medicines Regulations as a parenteral medicinal product 


which can be administered in an emergency, therefore allowing naloxone to be 


administered to anyone by anyone in suspected opioid overdose to save a life.  Supply of 


naloxone can also be made, without the need for a prescription, by anyone working within a 


drug treatment service, which includes community pharmacy.  Try to obtain as much 


information as possible without delaying the overdose response.  Confirm they have called 


an ambulance.  Encourage the individual to return to the pharmacy. 


What happens if a staff member is asked to respond to an overdose 


in a nearby address? 


The safety of the staff member is paramount.  The staff member should follow 


organisational procedures.  If the staff member(s) is unable to attend or leave the pharmacy 


then offer the individual the supply of naloxone. Provide a brief description of how to 


assemble and administer the naloxone and instruct them to refer to the patient information 


leaflet inside when opened. Try to take a few details such as name and address if you can 


and inform them that you will call an ambulance to ensure help is on the way. 
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NB:  This guidance only relates to Site Manager NEO functions.  For guidance 


on individual modules please refer to the specific module user guide. 


 


1. What is NEO 360? 


NEO 360 is a web based recording tool that is used for many applications across NHS 


Greater Glasgow and Clyde and across Scotland.  


Modules include Injecting Equipment Provision (IEP), Assessment of Injecting Risk (AIR tool), 


Naloxone Provision, Opioid Substitution Therapy (OST) Provision, Blood Borne Virus 


(BBV)Testing, HIV Medication Service, Flu Vaccination Service and COPD Assessment. 


A NEO site is created centrally for each pharmacy and the relevant modules allocated for 


the pharmacy.  Each site has a specific manager log on, a generic IEP log on (IEP stores only) 


and relevant individual staff log ons.   


 Manager Log In – Only to be used to add or remove staff or alter staff 


privileges/information.  


 Generic IEP Log In – Only to be used to record IEP transactions.  


 Individual Staff Log In – When recording/accessing patient identifiable information 


then staff entering or accessing that information must be identifiable.  Some 


modules, such as the OST module, require the staff member to be a member of the 


GPhC  to enable them to access the module and submit claims. 


 


2. Site Manager Access to NEO 360 
 


a. Manager Log On 


Each pharmacy site is provided with a unique manger log in specific to that site.  This is set 
up centrally and the username should not be amended in anyway.  A password will be 
provided but this should be updated by the manager (see section 2c).  An email address is 
required to be added to enable password re-set.  This email address should ideally be the 
clinical mailbox email address or individual pharmacy employee/NHS.net email address.  
The manager log on should ONLY be used to add/remove staff or alter staff 
permissions/information.  This MUST NOT be used for the submission of claims or module 
access. 
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b. Accessing NEO 360 


https://glasgow.neo360.systems/Secure 
 


Enter Username and Password 


Click Login 


 


c. Registering New Staff 


The site manager is responsible for creating individual staff usernames and passwords.   


It is the responsibility of each individual to keep their username and password secure and 
not share the information with anyone else. 


 Login using the site manager username and password 


 Staff option is available near the top of the screen, circled below 
 


 


 


To add new staff member 


details click here  


Click here 


to view, 


edit or 


add staff 


details 


NB: On the live site 


this will say 


“Glasgow”.  Please 


ensure you log on 


with the correct 


web address. 



https://glasgow.neo360.systems/Secure
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 Enter first name, last name and General Pharmaceutical Council registration number 


 Create a memorable username and password 


 Select live.  


 Select ONLY the relevant module(s) for the staff member. (E.g. OST access MUST 
only be granted to a GPhC registered staff member, likewise the Naloxone module 
should only be selected if the staff member has undertaken NHS GGC naloxone 
training for trainers). 
 


 
 


 


 Do not select any other modules without contacting the system administrator. 


 Do not grant any other staff member access to staff details, only the site manager 
should have this access. 


 If the staff member will be registered at more than one pharmacy then separate user 
names will need to be created at each location.  We would recommend this takes 
the form of the staff members name and postcode of the site e.g. 
Mickeymouseg511dh. For multiples, there is an option for relief managers to be 
provided with multisite access (see section 3).  


 Save the changes you have made 


 Staff member will now be able to log on and see the relevant module at the top left 
of the screen.  Staff will only see the modules for which they have been granted 
access so this will vary from person to person 


 
d. Updating Staff Passwords/Permissions/Information 
 Login using the site manager username and password 


 Click Staff option 


 Locate the staff member name from the list of staff shown and click E to edit 


 Make the required amendments and click save  
 


Only select the 


relevant module 


for the staff 


member 
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e. Removal of Staff Access 


If a staff member leaves or is off long term their account should be changed to inactive until 
such times as it is required again. 


 Login using the site manager username and password 


 Click Staff option 


 Locate the staff member name from the list of staff shown and click E to edit 


 Under log in details section, under Active, click No 


 If the staff member will not return then please delete the email address 


 Click save 


 


 


Click E to edit staff 


information & 


permissions 
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f. Moving job/base 


If the site manager leaves then they must pass on the site manager username and 
password to whoever takes over from them.  The new site manager should then create a 
new password for security reasons.  This can be done by editing the manager log on (see 
section 2d).  The new manager must also create their own new staff log in if required to 
access the relevant modules (see section 2c) and ensure that all staff information within 
the module is accurate and make any necessary changes.  


 


g. IEP Generic Log On 


Each IEP pharmacy should additionally have a staff member listed in NEO named as IEP 
Staff Member.  Do not enter a staff name e.g. Mickey Mouse.  IEP transactions are 
anonymous and for ease of use, the username and password can be shared amongst IEP 
staff.  This is for IEP Module access ONLY. The associated email address for this “staff 
member” should be preferably the generic pharmacy or store email for the pharmacy.  
Staff requiring access to other modules should be provided with their own unique 
username and password. 


 


3. Multi-site access 


Community pharmacy multiples may employ relief pharmacists or technicians who will 
require access to modules within different branches. As email addresses can only be 
used once within the NEO 360 system, then it can be difficult for relief pharmacists to 
create separate log ins for multiple pharmacies. 


The addiction pharmacy team can create a multi-site log in for each identified relief 
pharmacist, allowing them to select an individual pharmacy from a user defined drop 
down list and perform any necessary functions. Each pharmacist would be provided with 
their own username and password.   


There must be an identified individual within the pharmacy group who will act as the 
site manager for the group’s relief staff and be responsible for managing and reviewing 
the staff listed as reliefs. 


To discuss this option further please contact Amanda Laird or Laura Wilson (see section 
5). 


 
4. Troubleshooting 


 


If you are unable to log on to the NEO 360 system, please check that you have the correct 


URL https://glasgow.neo360.systems/Secure 



https://glasgow.neo360.systems/Secure
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 If you are unable to add a new staff member because an email is already in use then 
please contact a member of the addiction or community pharmacy development 
team as relevant. 


 If you have forgotten your password then follow on line instructions in the first 
instance.  If needed this can be reset centrally a member of the addiction or 
community pharmacy development team as relevant. 


 For module specific queries please refer to the help/useful contact section of the 
relevant module use guide. 
 


 
5. Useful contact details 


 
 


Addiction Services 
Pharmacy Team  


Main telephone number 0141 303 8931 
 


Community Pharmacy 
Development Team 


Main telephone number 0141 201 6042 


Laura Wilson – Addiction 
Pharmacist  


ADRS.PharmacyTeam@ggc.scot.nhs.uk 
 


07557012875 


Amanda Laird – Addiction 
Pharmacist  


ADRS.PharmacyTeam@ggc.scot.nhs.uk 


 


07557012879 


John Campbell – IEP 
Improvement & 
Development Manager 


ADRS.PharmacyTeam@ggc.scot.nhs.uk 
 


07557012871 


Janine Glen – Contracts 
Supervisor 


Janine.Glen@ggc.scot.nhs.uk 0141 201 6049 
 


 
 



mailto:ADRS.PharmacyTeam@ggc.scot.nhs.uk

mailto:ADRS.PharmacyTeam@ggc.scot.nhs.uk

mailto:ADRS.PharmacyTeam@ggc.scot.nhs.uk
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December 2019.  
 


Emergency Closure of Pharmacy Premises (short notice / unplanned) 
 
Guidance for instalment dispensing ( Methadone / Buprenorphine / 
Disulfiram) for patients attending Alcohol and Drug Services in Greater 
Glasgow and Clyde.  
 
In the event of an emergency closure, certain procedures need to be followed 
to maintain continuity of pharmaceutical care and to ensure patient and staff 
safety. Where dispensing provision is affected, pharmacy staff have a 
responsibility to ensure that the relevant treatment services are notified of any 
closure. 
 
Emergency closures may be:  
 


A)  Planned, with short advance warning of the closure. 
B)  Unplanned, with no notice, where the pharmacy staff are unable 


to gain access to the pharmacy.  
 
 
In the event of emergency pharmacy closure (A):  (Planned with  short 
advance warning ), pharmacists are requested to follow these 
procedures: 
 


1. Phone the Community Pharmacy Development (CPD) team on 0141 
201 6041/6042 to notify of your intent to close (or NHS 24 out with 
normal working hours via your direct referral procedures and then 
contact the CPD team the next morning.). 


2. Contact local addiction teams / drug services and shared care 
practices as soon as a decision to close has been made and advise of 
the expected length of closure time. 


3. If the pharmacy will be closed on the following day, please adhere to 
the Home Office wording which should be stamped on CD instalment 
prescriptions and dispense the following day’s medication in advance.  
( Please refer to the RPS medicines, ethics and practice for information 
on Home Office wording) 


4. Every effort should be made to contact patients on instalment 
prescriptions before closing.  Treatment services may assist with 
contacting patients directly. 


5. Relocate staff and relevant records to nearest alternative pharmacy if 
possible and arrange to notify patients of alternative dispensing 
arrangements. 


6. If new prescriptions are required ensure accurate PMR / CD recording   
information is available where possible, to assist prescribers. 







7. Ensure that monthly payment claims through NEO are up to date and 
accurate as this information is used to identify patients attending the 
closed pharmacy.  


8. Update Business continuity plans to incorporate lessons learnt 
9. The Addictions pharmacy team can be contacted on 0141 303 8931 for 


advice and support. 
 
In the event of emergency pharmacy closure (B):  (Unplanned with no 
notice at the start of the day), pharmacists are requested to follow these 
procedures: 
 


1. Phone the Community Pharmacy Development (CPD) team on 0141 
201 6041/6042 to notify of inability to open the pharmacy and potential 
length of time for closure, if known.  


2. Contact local addiction teams / drug services and shared care 
practices to advise of closure details. 


3. If possible, negotiate access to the pharmacy to retrieve prescriptions 
and CD records. 


4. Relocate staff and relevant records to nearest alternative pharmacy if 
possible.   


5. Arrange to notify patients of alternative dispensing arrangements 
including where to obtain replacement prescriptions if required.  


6. If new prescriptions are required ensure accurate PMR / CD recording   
information is available where possible, to assist prescribers. 


7. Ensure that monthly payment claims through NEO are up to date and 
accurate as this information is used to identify patients attending the 
closed pharmacy. 


8. Update Business continuity plans to incorporate lessons learnt 
9. The Addictions pharmacy team can be contacted on 0141 303 8931 for 


advice and support. 
 
 
 
If a patient experiences difficulties travelling to alternative pharmacies to 
collect their medication alternative arrangements may need to be put in place.  
An authorised agent can be used to collect patients’ medication and should 
have a written note from the patient, as good practice, authorising collection of 
their medication on their behalf.  A phone call from a patient may also be 
acceptable if the patient is known to the pharmacist with a record of the call 
being made in the patient’s medication record. 
 
 
 
 
For Pharmacies please insert contact details for local Addiction Services 
  
Name……………………………………………. Phone Number………………………… 
 
( Details can be found in “Standards for Supervision of Substitution Therapies in Community 
Pharmacies”, 7


th
 Ed ) 


 
 







Alcohol and Drug Services (Greater Glasgow and Clyde) 
Responsibilities: 
 


 


 Provide additional emergency prescriptions to cover the closure period to 
allow continued dispensing in compliance with the requirements of the 
Misuse of Drugs Regulations. If emergency medical cover is needed, 
contact 0141 303 8971 as per “medical request procedure”.  
 


 To ensure, in consultation with medical and pharmacy staff, that treatment 
is continued and that checking procedures are in place to prevent “double 
dosing”. 
 


 Liaise with Shared Care GPs and provide any emergency assistance 
required. 
 


 Liaise with Secondary and purchased services in an emergency situation.    
 
 
 
 


Procedures to be followed by Alcohol and Drug Services  in event of 
Emergency Pharmacy Closure to ensure continuity of supply: 
 


1. Contact ADRS Pharmacy Team on 0141 303 8931 to obtain details of 
patients attending the affected pharmacy.  


 
2. Liaise with pharmacist from affected pharmacy on alternative 


dispensing arrangements if required.  
 


3. To obtain information on alternative dispensing places for patients 
contact 0141 303 8971. 
 


4. Provide emergency prescriptions to cover the minimum closure period. 
Liaise with community pharmacist to confirm patient information on 
supervision and doses collected where possible.  
 


5. Keep records of actions taken. This should include details and duration 
of emergency prescriptions and contact details for temporary 
pharmacy.  
 


6. The Lead Pharmacist, Lead Clinicians, SMOs and Lead Nurse can be 
contacted via 0141 303 8971 for further advice and information.   


 
 
 
 
 


Briefing Updated 31.12.19. Dr Carole Hunter, Lead Pharmacist, Addiction Services, NHS 
Greater Glasgow and Clyde 0141 303 8931. carole.hunter@ggc.scot.nhs.uk    



mailto:carole.hunter@ggc.scot.nhs.uk
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 GGC Alcohol & Drug Recovery Service Bases & Contacts 

		ADRS Base

		Main Contact Number

		Telephone number for professional use

only

		Contact Email Address



		Clydebank ADRS

		0141 562 2311

		0141 562 2317

[bookmark: _GoBack]0141 562 2312

		addictions.clydebank@west-dunbarton.gov.uk



		Drug Court Team, Norfolk

Street

		0141 274 6000

		0141 274 600

		DrugCourtTeam.Glasgow@ggc.scot.nhs.uk



		Dumbarton Joint Hospital, Leven

		01389 812018

		01389 812014

		addictions.dumbarton@west-dunbarton.gov.uk



		East Dun Alcohol & Drug Service 

(Kirkintilloch HCC) 

		0141 232 8211

		0141 355 2200

		edadsadmin@ggc.scot.nhs.uk

sharedservices.socialwork@eastdunbarton.gov.uk



		Homeless Addiction Team (Hunter Street)

		0141 553 2801

		0141 553 2807

		ggc.huntersthomeless@nhs.scot



		Inverclyde ADRS (Wellpark)

		01475 715353

		01475 715351

		alcohol&drugrecovery@inverclyde.gov.uk



		North East Glasgow ADRS

(Parkhead, Easterhouse) 

		0141 565 0200

		0141 565 0217

		sw_necoreteam@sw.glasgow.gov.uk



		North West Glasgow ADRS

(Possilpark HC, Hecla, Woodside HC)

		0141 276 4580

0141 276 4330

0141 800 0670

		0141 276 4545

		SW_NWCommunityAddictionTeam@glasgow.gov.uk



		Renfrewshire Drug Service 

(Back Sneddon St)

		0300 300 1199

		

		addictions.sw@renfrewshire.gov.uk



		South Glasgow ADRS (Gorbals, Govan, Pollok)

		0141 420 8100

		0141 420 0014

		southADRSDuty@glasgow.gov.uk



		East Renfrewshire ADRS

( St Andrews House)

		0141 577 3368

		

		addiction.referrals@eastrenfrewshire.gov.uk
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1. Introduction 


 
This guidance is aimed at all prescribers and staff involved in the care of patients who use 
drugs and/or alcohol and in particular new and inexperienced prescribers. 
 
More experienced prescribers will be faced with complex situations where a balance of risk 
may necessitate prescribing out with these recommendations.  
 
All prescribing out with these recommendations should be discussed with a senior specialist 
clinician and/or at local multidisciplinary complex case discussions. It is good practice to 
record in the patient notes the reasons for decisions taken in individual cases, especially and 
in particular if they depart from this and national guidance. 


 
The focus of this guidance is on ORT prescribing. It does not attempt to cover the whole 
spectrum of treatment options for problem drug users. It recognises that prescribing is an 
important but small part of the treatment of people who use drugs and that it can help 
support patients on their own road to recovery. 
 
It should be read in conjunction with national guidelines1, strategy documents2 and other 
resources.3 4 5 


2. Assessment for ORT      
 
Assessment is an ongoing process which should be completed over time. This process 
should incorporate, not only the patient’s physical health needs, but also a holistic 
assessment of their social, legal and psychological needs. It should be led by one named 
person, the care manager / key worker, and have input from other members of the 
multidisciplinary team.  
 
The prescriber’s assessment will form part of this assessment process and should help 
inform the future care plan and goals of treatment, which are agreed with the patient.  
 
As part of the initial assessment, and prior to commencing ORT, the prescriber must 
establish evidence of opioid dependence. This assessment will include: 
 


• A consistent history of drug and/or alcohol use, possibly including a drug/alcohol 
diary 


• Toxicology screening 
• Physical examination, including examination of injection sites, and objective signs of 


opiate withdrawal or intoxication. 
• Assessment of background information, including past history of supervised ORT 


 


                                                             
1 Drug Misuse and Dependence: UK Guidelines on Clinical Management, Department of Health 2017 
2 The Road to Recovery, Scottish Government 2008 
3 Guidance for the use of substitute prescribing in the treatment of opioid dependence in primary care, RCGP 
2011 
4 Independent Expert Review of Opioid Replacement Therapies in Scotland , Scottish Government 2013 
5 How can opioid substitution therapy be optimised to maximise recovery outcomes for service users?,  ACMD 
2015 
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Commencing treatment without undue delay is important to encourage engagement. This is 
particularly the case for patients at high risk, for example those with a history of injecting 
drug use or chaotic social circumstances, where harm reduction is the main initial aim of 
treatment.  
 
The patient will usually already have begun work with their care manager and provided a 
drug diary and toxicology sample, so commencement of treatment at first assessment 
appointment with the prescriber is usually possible. This will follow thorough history tak ing, 
clinical examination, repeat near patient toxicology testing and communication with other 
health and social care providers, such as social work services, criminal justice services and 
the patient’s GP. 
 
Rarely, in those presenting with a less clear history or less obvious risk associated with drug 
use, a more prolonged period of careful assessment and consideration of the aims of 
treatment may be undertaken. If there is doubt of the diagnosis of opioid dependence, serial 
drug screening and direct observation of the patient in opiate withdrawal may clarify the 
situation. 
 
In any intervening period between assessment and entering into treatment, contact should 
be maintained with the patient by assertive outreach and harm reduction work, including 
documentation and provision of overdose prevention advice, naloxone supplies, needle 
provision, foil provision, safer injecting advice etc. 
 
Careful consideration of the risks, benefits and resource available to monitor induction and 
respond to issues arising, should be made prior to commencing ORT for patients presenting 
immediately before holiday periods. During these times services are often closed and 
pharmacy opening is restricted. 
 
In addition to establishing opiate dependence along with other drug and alcohol use, the 
assessment should include: 
 


• Identification of physical and mental health problems 
• History of concurrent prescribed medications and potential interactions  
• Discussion about sexual health, fertility and contraception 
• Identification of children with which the patient has contact and any potential risks 
• Identification of social problems, including housing, financial, employment, domestic 


violence and criminal issues 
• Blood borne virus (BBV) screening 
• Further clinical investigation such as ECG screening, pregnancy testing or blood 


tests, including LFTs and FBC.  
• Completion of risk assessment tool 
• Goal setting and formulation of/contribution to the recovery care plan 


3. Informed Consent 
 
Like any other medical treatment, informed consent must be obtained and properly 
documented. Considerable judgement will be required in terms of balancing the need to 
inform patients of all possible risks of ORT with the need to ensure that the sometimes 
extreme risks our patients are exposed to are addressed by prompt initiation of, and 
retention in, treatment. Although there is good evidence in regard to particular side effects of 
ORT, e.g. QTc interval prolongation associated with methadone, firm evidence as to the 
magnitude of that risk is lacking. It is clear that being on a therapeutic dose of ORT is 
associated with a large global reduction in risk compared to being out of treatment. 







4 
 


Practitioners will need to carefully address factors specific to particular patients, e.g. pre 
existing heart or respiratory disease, or repeated failed attempts at detox when supporting 
individuals coming to a decision in regard to their own treatment.  
 
Patients presenting for ORT may be in crisis and desperate for help or continually impaired 
by illicit drug use and again judgement should be exercised in terms of balancing benefits of 
treatment initiation with providing sufficient information to allow an informed choice regarding 
treatment. 
 
The following topics should be discussed with the patient and recorded. Appendix i 
 


 purpose of treatment, reduction of harm toward abstinence, ongoing dependence on 
opiates, likely time frame, potential difficulty stopping, risks associated with loss of 
tolerance at cessation of treatment, need to attend pharmacy including supervision of 
consumption and to attend clinic for monitoring and review 


 


 risks or side effects – impairment of cognitive functioning, respiratory depression 
exacerbated with concurrent use of alcohol and other illicit or prescribed depressant 
drugs or intercurrent illness, constipation 


 


 for those with  asthma or COPD – stressing importance of compliance with treatment 
and seeking medical attention at first sign of exacerbation 


 
 specific info – QTc – methadone, particularly at higher doses or if taken at same time 


as some other medications or with some specific medical conditions may affect the 
heart rhythm with discussion of factors particular to that patient.  


 


 potential issues in pregnancy –  all female patients should be informed that 
methadone and buprenorphine may have the potential to be harmful to an unborn 
baby and requested that if you are or are intending to become pregnant please 
discuss with your doctor as soon as possible, stressing overall beneficial effect of 
being on ORT on outcome. 


 
 interactions other drugs – methadone may alter the action and effectiveness of some 


other prescribed drugs –always make the doctor or pharmacist aware that you are on 
methadone before starting or taking any other medication and check individual 
circumstances. 


 
 risk to others and safe storage and disposal  should be discussed, this would be 


backed up by signing document stressing this, home visit from key worker/care 
manager and either use of an identified safe place for storage or receipt of a lockable 
box. 


 
 driving and DVLA licensing regulation should be discussed, this will be backed up by 


signing agreed document that this information has been received and understood.  


4. Choice of ORT 
 
Involving patients in decisions regarding their drug treatment is good practice and is 
associated with better outcomes. A discussion should be undertaken about the risks and 
benefits of the different treatment options so patients can be actively involved in choosing a 
treatment which will suit their needs.  
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Methadone and buprenorphine are both approved by NICE for maintenance and 
detoxification in opioid dependence - however NICE6 and SMC7 recommend that ‘if both 
drugs are equally suitable, methadone should be prescribed as the first choice’.  
 
In addition to patient preference, a number of factors should be taken into consideration 
when deciding which drug to use.  
 


• Level of opiate use 
• Safety e.g. risk of overdose or diversion 
• Patient experience with both illicit and prescribed medications 
• Retention and treatment compliance 


 
Methadone may be more suitable for: 
 


• High levels of opiate dependence 
• Prior poor engagement 
• Previous poor response to or negative experience of buprenorphine 
• High levels of distress / dysphoria – patients seeking sedative effect 
• Chronic medical conditions requiring opioid analgesia 


 
Buprenorphine may be more suitable for: 
 


• Cardiac or respiratory disease 
• Risk of prolonged QTc interval, such as co-prescribed medication or other cardiac 


risk factors 
• Requirement for medications that interact with methadone e.g. HIV treatment 
• Alcohol misuse 
• Poly drug use 
• Previous poor response or negative experience of methadone 
• Patients seeking more mental clarity 
• Pregnancy 


 
Patients who are not responding well to adequate doses of the chosen medication, or who 
are experiencing persistent unwanted effects, may benefit from transfer to the other 
medication.  
 
Methadone and Buprenorphine are the only substitute medications licensed for use in opioid 
dependence. Dihydrocodeine or other oral opiate formulations are not licensed or indicated 
for community prescribing in this context.  


5. Starting Treatment  – Operational Planning 
 
Prior to starting ORT, a suitable dispensing pharmacy must be identified with the patient. 
Discussion and agreement with the pharmacist is important as they will often have most 
frequent contact with the patient (up to 7 days per week).  
 
Prior to commencing treatment it is the prescriber’s responsibility to ensure to the best of 
their knowledge that the patient is not already prescribed ORT elsewhere and that the GP 
practice and other clinicians involved in the patient’s care are informed of commencement of 
ORT. 


                                                             
6 Methadone and buprenorphine for the management of opioid dependence, NICE TA 114, 2007 
7 Buprenorphine/naloxone Advice, Scottish Medicines Consortium 2007 
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6. ORT Methadone 
 
Preparation: 
 


• Methadone Oral Solution 1mg:1ml is the preparation advised for use.  
• Methadone Concentrate 10mg:1ml should not generally be prescribed for ORT. It 


may be used in exceptional circumstances, however this should be discussed with 
the relevant senior clinician and any take home doses carefully risk assessed 
including consideration of 1mg:1ml for take home.  


• Prescribing of sugar free methadone is not recommended apart from in specific 
circumstances e.g. uncontrolled Type 1 Diabetes Mellitus.  


 


Starting Treatment 
 
A starting dose is decided after consideration of the patient’s opioid tolerance, frequency of 
use, route of administration, use of other drugs and alcohol, and previous ORT history.  
 
There is an increased risk of death during induction into methadone treatment. A balance 
must be attained between reaching an adequate dose to reduce harm related to illicit drug 
use against the risks of too high a starting dose and too rapid titration. The titration process 
and the reasons for being cautious should be explained to the patient.   
 
Particular caution must be taken when: 
 


• Treatment naïve 
• Low or uncertain tolerance 
• Poly drug use (prescribed and/or illicit)  
• Alcohol use 
• Young age 
• Respiratory disease 


 
Titration: 
 


• Usual starting dose is 10-30mgs  
• If tolerance is low or uncertain then 10-20mg is more appropriate 
• 40mgs can be used as a starting dose in patients with high level use (usually 


intravenously) however this starting dose should not be exceeded  
• Methadone doses should be prescribed in instalments and supervised daily in a 


community pharmacy  
• Doses can be increased by 5-10mls with a minimum of 3 days between increases 
• The patient should be assessed regularly during treatment induction 
• Usual maintenance dose is 60-120mg daily  
• Evidence shows at least 80mg is usually required to achieve abstinence from illicit  


opiates in addition to harm reduction 
 


Split Doses 
 
Given the long half life of methadone, once daily administration will provide a steady serum 
level for the vast majority of patients once an adequate dose has been established. 
Occasionally patients may complain of withdrawal symptoms emerging some hours before 
next administration is due. The more common causes of this will be an inadequate ORT 
dose or ongoing use of illicit heroin or other opiates which will antagonise the effect of the 
ORT. 
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Some patients may have a genetically modulated rapid metabolism of methadone. Rapid 
metabolism may also be evident in late stages of pregnancy or with co-administration of 
enzyme inducing drugs such as treatments for epilepsy and tuberculosis. In such cases 
patients may feel more comfortable with split or twice daily dosing which could be achieved 
by twice daily visits to pharmacy but more often by allowing take home of part of daily dose 
dependent on risk assessment as outlined above. 
 


Minimising Diversion  


 
Section 10 gives detail of the supervision and dispensing arrangements for methadone oral 
solution which are designed to reduce diversion and abuse of prescribed methadone. All 
community pharmacies in GGC who are in contract with NHS GGC to supervise patient’s 
consumption of ORT on their premises are required to follow the procedures set out in the 
“Standards for the Supervision of Substitution therapies in Community Pharmacies” .  
 
As Sugar Free Methadone oral solution and the unlicensed tablet formulations are potentially 
more easily abused, any exceptional prescribing of these products should only be instituted 
after a clear and documented risk assessment.   


7. ORT Buprenorphine  
 


Preparation 


• Generic mono buprenorphine is the recommended preparation  
• The 8mg, 2mg and 0.4mg tablets are licenced for ORT 


 


 
Starting Treatment 
 
It is well evidenced that rapid induction prevents high dropout rates from treatment. 
Therefore every effort should be made to ensure safe and rapid inductions.  
 
Before the first dose: 
 


• The patient should be displaying mild to moderate opiate withdrawal symptoms prior 
to the first dose (unless a decision to retox has been made) 


• No heroin use in the previous  6 - 12 hours 
• No methadone use in the previous  24 - 48 hours 
• If transferring from methadone the dose should be reduced to 20-30mls daily. 


Transfer may be initiated from higher doses of methadone; however this should only 
be done under supervision of an experienced practitioner.  


• A full discussion should be had with the patient about what to expect to avoid high 
dropout rates 


 
If withdrawal symptoms are not evident a clear discussion should be had with the patient 
about the timescales for last use of opiates and the risk of precipitated withdrawals, unless 
the process is a retoxification into treatment.  
 
Starting Dose and Titration: 
 


• Day 1:  up to 8mg – dose may be split to minimise the risk of precipitated 
withdrawal e.g. 2 or 4mg supervised initially 
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• Day 2 : up to 16mg 
• Day 3:  up to 24mg if required 
• Normal maintenance dose is 16 - 24mg 
• Maximum licensed dose is 32mgs for buprenorphine.  
• If low levels of opiate tolerance suspected or doubt about degree of withdrawals 


then lower starting and titration doses may be used. The aim would still be 
however to reach maintenance dose rapidly.  


• It is good practice to review the patient regularly during the titration phase for 
review of dose and reassurance.  


• There should be clear documentation of reason for any patient not titrated to at 
least 16mg. 
 


Minimising Diversion  


 
Section 10 gives detail of the supervision and dispensing arrangements for buprenorphine 
sublingual  tablets which are designed to reduce diversion and abuse of prescribed 
buprenorphine. All community pharmacies in GGC who are in contract with NHS GGC to 
supervise patient’s consumption of ORT on their premises are required to follow the 
procedures set out in the “Standards for the Supervision of Substitution therapies in 
Community Pharmacies” 
  
If diversion or abuse of the prescribed medication is suspected this should be addressed 
with the patient. Prescribing and dispensing arrangements can be amended to reduce the 
potential of any diversion or abuse. As the licenced dose for a single dose of buprenorphine 
is 32mgs, it is possible to prescribe administration of up to 32mgs as a single dose to cover 
two days when the patient’s daily dose is 16mgs or less. This strategy can be employed to 
reduce the number of take home doses.   
 
If there is any concern that the sublingual dose is not being fully consumed or diverted 
despite supervision in the pharmacy, there should be liaison with the dispensing pharmacist 
to explore options to reduce diversion. In exceptional circumstances it is possible to request 
that the sublingual tablets are crushed before administration. The prescriber and the patient 
should agree to the tablets being crushed before administration. The patient should be 
informed of the risks and the benefits of crushing. Any crushing of buprenorphine tablets 
should be for the safety and benefit of the patient, rather than the convenience of the 
pharmacist. Guidance is available for pharmacists on this procedure8.  
 
 


8. Ethos and Aims of ORT Maintenance 
 
ORT maintenance treatment will be the usual service response for individuals presenting to 
drug services with heroin dependence. It is suitable for those who want to stop using illicit 
opiates but are not yet able to achieve abstinence from all opiates. Although initially, some 
patients may be reluctant to remain on ORT for a maintenance period, the extent of changes 
required to support a drug free lifestyle can take a considerable amount of time to achieve. 
Maintenance ORT will support the recovery journey by providing enhanced safety and 


                                                             
8http://www.pharmaceutical-journal.com/news-and-analysis/news/society-issues-guidance-on-crushing-


buprenorphine-sublingual-tablets/10019533.article 
 



http://www.pharmaceutical-journal.com/news-and-analysis/news/society-issues-guidance-on-crushing-buprenorphine-sublingual-tablets/10019533.article

http://www.pharmaceutical-journal.com/news-and-analysis/news/society-issues-guidance-on-crushing-buprenorphine-sublingual-tablets/10019533.article
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stability whilst allowing time to address other drug and alcohol use along with psychological, 
health and social needs. 
 
Initial goals of maintenance treatment are of harm reduction and enhanced lifestyle stability. 
There is considerable evidence that maintenance is a key step towards detoxification and 
eventual abstinence.  
 
Long term or maintenance ORT is also an appropriate treatment for those who do not wish 
to, or cannot refrain from, using heroin or other illicit drugs. In this situation there will still be 
benefits of partial substitution. It is vitally important in these circumstances to maintain the 
individual on a therapeutic dose thereby maintaining a high opiate tolerance and protecting 
against overdose. 
 
People in medication-assisted recovery should not be discriminated against. Although 
recovery outcomes may be difficult to achieve, all can achieve some. 


9. Optimising ORT 
 
It is extremely important for patients to be on an optimal dose of their chosen ORT. In the 
presence of ongoing illicit drug use and/or poor engagement, ORT should be maintained or 
increased. Sub-optimal dosing is a risk factor for drug deaths, increased criminality, 
increased illicit drug use on top of ORT and generally poorer outcomes. There is a clear 
relationship between dose of ORT and illicit opiate use. The minimum likely effective dose of 
methadone is 60mls which should be incrementally increased toward 120mls in those 
displaying poor response. The optimal dose for buprenorphine is less well established but is 
likely to be from 16mg and above. Given the partial opiate agonist effect of buprenorphine it 
would be appropriate to consider a switch to methadone in those patients not progressing on 
an adequate dose – usually 32mgs for buprenorphine. 
 
Remaining on an optimal dose of ORT will maintain a high opiate tolerance and therefore 
reduce the risk of overdose. The period during and after cessation of ORT, with resulting 
loss of opiate tolerance, is associated with an increased mortality. This means that the 
margin of safety with use on top is increased with higher ORT doses. It is therefore vital that 
every effort is made to keep patients engaged with the service on optimal doses of ORT.  
  


• The usual dose of Methadone should be 60-120mls, buprenorphine 16-24mg 
• Where doses higher than 150ml Methadone are felt to be clinically indicated this 


should be discussed with a senior specialist clinician 
• Patients maintained on doses lower than 60mls Methadone or 16mg buprenorphine 


should have evidence of stability by presentation and toxicology documented.  
• Reasons for sub-optimal dosing should be clearly documented.  


10. Supervised Self Administration and Dispensing Arrangements 
 
Evidence shows that supervised consumption of ORT can ensure compliance, reduce 
diversion and prevent overdose. 
 
Daily supervised self administration of ORT in a community pharmacy is the default 
arrangement in GGC and is compulsory for all treatment initiations. 
 
If there is concern re stability or home environment, daily supervised self administration can 
be 7 days rather than usual 5 or 6. 
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Occasionally, when daily supervision is a genuine barrier to engagement with employment, 
training, education, rehabilitation or other recovery opportunities, the prescriber may 
consider a temporary relaxation of supervision frequency. 
 
Prior to any relaxation a risk assessment must consider and document: 


• Reasons for relaxation 
• Ongoing drug or alcohol use 
• Patient characteristics – mental health, impulsivity, overdoses 
•  Home environment and presence of other vulnerable persons – children, other users 
• Safe storage facilities in the home 
• Information obtained from liaison with the dispensing pharmacist on patient’s daily 


presentation. 
 
UK guidelines are clear that “take home” doses should only be prescribed after careful 
individual patient risk assessments. Patients should be stable and not using illicit drugs or 
alcohol, or suspected of diverting medication. Any relaxation of supervision must include 
consideration of the patient’s housing status and of any risks to children or vulnerable adults 
in the home setting. 
 
When there is concern regarding relaxation of supervision, patients can be offered late-
opening pharmacy supervision. 
 
It may be necessary for a responsible carer to be involved in the collection and storage of 
doses for patients who are having difficulty accessing supervised doses. Such arrangements 
should be rare, made on a case per case basis and should be in place for the minimum 
length of time possible. The decision should wherever possible be taken as part of 
multidisciplinary care plan review taking account of completed risk assessment and including 
discussion with the community pharmacist. 
 
Should supervision be relaxed: 


• Reasons for doing so must be well documented (including risk benefit analysis) 
• It is done incrementally 
• Minimum one collection per 7 days 
• Always supervise on day of collection  
• Supervision levels are regularly reviewed and should be sufficiently flexible to 


respond to periods of unstable substance use or other concerns 
• Review the need to reduce dose and re-titrate and monitor for signs of toxicity if 


returning to supervised dispensing if methadone dose is greater than 40mgs or 
buprenorphine more than 8mg  


 
Prescribers should clearly denote the start date and intended dispensing pharmacy on all 
prescriptions.  


11. Temporary absence from pharmacy 
 


Travel 


Requests to continue ORT away from normal dispensing for short periods e.g. holidays or 
family visits, should be subject to the same risk assessment as for permanent change. 
Travel documents verifying travel arrangements should be noted in the clinical record. 
Others travelling should be made aware of medicines in possession. Safe storage should be 
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carefully agreed and documented – be aware of the security, diversion and storage risks 
with tents, caravans or shared hotel rooms. 
 
If travelling in the UK, use can be made of a local pharmacy in the holiday area – either for 
supervised dispensing or instalment dispensing to reduce risk. The patient’s usual local 
pharmacist should be informed of this temporary arrangement. 
 
Although not licenced for the treatment of addiction, in certain circumstances methadone 
tablets may be considered safer than liquid with regard to the transport and storage of larger 
quantities e.g. flights / foreign holidays. 
 
If travelling abroad, an accompanying letter Appendix ii should be signed by the prescriber 
documenting the quantity of medication in possession. The patient should be advised to 
investigate import regulations for country of travel prior to confirming their arrangements. 
 
 


Missed Doses 


Regular or serial missed doses may be associated with loss of opiate tolerance. 
 
Pharmacies are required to notify the service when a patient presents in the pharmacy 
having missed three or more doses. In this instance, the patient should be reviewed by the 
care manager / key worker and advice sought from the prescriber on how to proceed. If 
there is concern re potential loss of tolerance, the dose of ORT should be reduced and then 
increased over coming days. A new prescription is required for any dose change. If more 
than 5 days are missed a prescribing review should take place and re-titration considered.  
 
The table below can be used as a guide if there is concern that tolerance has been lost: 
 
Days Missed  (not counting today) ORT Dose 
1 or 2 No change 
3 days Remains in treatment – reduce by 25% 
4 days  Remains in treatment – reduce by 50% 
5 or more days Requires prescribing review and restart 


 
If missed doses / non attendance at pharmacy is a regular occurrence, the issue should be 
reviewed by key worker/care manager and at medical review. Any issues for poor 
compliance should be identified and addressed if possible e.g. suboptimal ORT dose, 
change of pharmacy. 
 


12. ORT and concurrent problem alcohol use 
 
Screening for alcohol problems should occur prior to starting ORT and continue as part of 
care planning and review during treatment. Approximately one third of patients receiving 
ORT also have an alcohol use disorder with 1 in 5 of them likely being alcoho l dependant.  
 
Clinicians must have an understanding that alcohol problems are not separate from other 
drug problems and have the competencies to deliver a range of clinical responses. 
 
Concurrent alcohol dependence carries increased risks to health and substantially increases 
the risk of death. It should be actively addressed as an integral part of the care plan. 
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Management should take place in specialist service and proceed along the normal pathway 
for alcohol dependence. 
 
If alcohol dependent, the goal of treatment should be abstinence from alcohol. If this proves 
impossible a harm reduction strategy should be taken. 
 
There is some evidence that achieving optimal treatment for opiate dependence will 
positively impact on alcohol issues. There is no evidence to date to indicate preferential 
outcomes with either methadone or buprenorphine for ORT. 
 
The normal course would be to maintain methadone dose to keep opiate tolerance and 
discourage heroin use in addition to alcohol use. Clinical judgement needs to be  used to 
balance this with the risks associated with reduced methadone metabolism and health 
difficulties associated with impaired liver function and the risks of the cumulative depressant 
and impairing effects of combinations of alcohol and methadone and any other drugs used.   
 
Patients should be supported to undergo alcohol detoxification which is likely more safely 
undertaken as inpatient. 
 
Patients should be encouraged to use protective medication pharmacotherapies to maintain 
abstinence, particularly disulfiram, consumption of which can be supervised along with ORT; 
please ask the pharmacist to ensure an alcohol free preparation is dispensed. Acamprosate 
may also be appropriate. 
 
In those who continue to drink, regular contact and monitoring of risks and progress against 
reasonable goals should be undertaken. 
 
Benzodiazepines should not be prescribed in those drinking. 
 
If extreme intoxication or other concerns become a regular feature, careful review of the 
case looking at risks, benefits and level of ORT should take place. Suspension or cessation 
of ORT is a grave step carrying risks associated with potential further instability and loss of 
opiate tolerance and should only be taken after careful multidisciplinary assessment of the 
case and in discussion with an experienced senior doctor and MDT complex case 
discussion. 
 
If a patient presents to pharmacy and seems to be impaired due to alcohol and / or drugs the 
pharmacist should seek advice from the prescriber. The patient should be reviewed and a 
clinical decision made balancing current level of impairment with risk of encouraging further 
drug use if methadone is withheld. A breathalyser reading may be helpful, particularly if 
serial readings confirm a falling rather than rising level of alcohol but no absolute level of 
BrAC is included due to issues of individual tolerance. 


13. Detoxification 
 
Planned detoxification 


Reduction and cessation of ORT is an appropriate goal in treatment. Detoxification should 
be planned and agreed with the patient as integral part of a recovery plan.  
 
A detox plan Appendix iii should include: 


• evidence of a considerable period of stability from all illicit drug and alcohol use and 
sustained lifestyle and other changes in recovery plan  
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• evidence of stable housing arrangements 
• identified vulnerable situations and alternative coping strategies 
• information on and referral to a range of recovery resources 
• communication with other care providers 
• discussion involving families (but ensure confidentiality) 
• lifestyle advice including balanced diet, adequate hydration, sleep hygiene and 


regular physical exercise 
• naloxone training and (re)supply 


 
The patient needs to make an active decision to transfer from maintenance to detoxification 
and there should be a clear distinction. Informed consent to detox should always include the 
following discussions: 


• Physical and psychological aspects of opioid withdrawal including duration and 
intensity of symptoms and how these may be managed. 


• Use of non-pharmacological approaches to cope with withdrawals. 
• Loss of tolerance leading to increased risk of overdose and death. 
• Importance of continued support to maintain abstinence. 


 
Detoxification should be undertaken with the same drug as the patient has been using for 
ORT, i.e. it would not be routine practice to change from methadone to buprenorphine, 
however if the patient expresses a strong preference and is otherwise adhering to care plan 
or has undue difficulty continuing with graded reductions, a change may be appropriate. 
 
The rate of reduction should be agreed with the patient. The rate should not reduce so 
rapidly that it would make the patient uncomfortable and experience withdrawal or so slowly 
that it results in the patient remaining on inadequate doses of ORT for long periods. 
Reductions of methadone 5mg per fortnight or buprenorphine 2mg per fortnight are 
recommended. A full programme of psychosocial support should be in place and there 
should be a minimum of fortnightly assessment and monitoring for relapse. 
 
Aftercare should include: 


• Six months of treatment, support and monitoring designed to maintain abstinence.  
• Access to a range of drug free support services and resources to maintain 


abstinence. 
• Naltrexone 
• Supply and training in use of emergency naloxone emphasised to patient and family 


 
If patient insists on detoxification despite concerns regarding level of stability they should be 
encouraged to remain on a therapeutic dose until progress in recovery is being made. They 
may accept an alternative drug for ORT. 
 
Ultimately the patient must consent to treatment and if they insist a detox take place it should 
adhere to above principals as far as possible. There should be clear recording of discussion 
re recommended maintenance and risks of detox. 
 


Unplanned or Enforced Detoxification 


Detox or discontinuation of ORT that is not agreed and part of a recovery care plan carries 
substantial risk and should be avoided apart from in the most exceptional circumstances. 
 
Poor progress and poor compliance should be responded to by increased contact including 
assertive outreach and addressing any contributing factors as far as possible. 
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Aggressive or other difficult behaviours on part of patient should be addressed in a stepped 
manner as per existing guidance9 10 – this may include limited access to service and 
comprehensive risk assessment. 
 
The decision to stop ORT should only be taken when there is persistent and clear evidence 
that ORT is not addressing or reducing risks associated with drug misuse and an alternative 
course of treatment can be agreed or the patients behaviour is such that it prevents ORT 
being delivered in a way that does not present an unacceptable level of risk to staff or other 
patients. The decision should be taken in multidisciplinary team and agreed at senior level 
within the HSCP. 


14. Risk Assessment    
 
GGC Addiction Services use the Glasgow Risk Screening (GRS) Tool11 or alternative as 
agreed from time to time by the board. This should be completed for all patients entering into 
treatment and reviewed at regular intervals, particularly where there are significant changes 
to personal circumstances or clinical presentation. At a minimum, it should be reviewed at 
least annually.  
 
The GRS Tool is normally completed by the care manager/key worker and prescribing staff 
should contribute to this. This document should form part of the overarching recovery care 
plan. In addition, it will form part the internal transfer form and mental health assessment.  
 
Dependant on the information collected in the GRS Tool consideration should be g iven to 
carrying out a more detailed, specific risk assessment e.g. suicide risk assessment.  
 
Risk management planning should follow on from this risk assessment and be fully 
documented in clinical records and shared as per current local guidance. 


15. DNAs - Process for managing patients who miss ORT clinic 


appointments 
 
Any missed appointment must be carefully considered and a plan of response agreed with 
those involved, usually the care manager/key worker and prescriber, however other staff 
members may also be involved. The response plan and all attempts at contact / information 
gained must be clearly documented in the clinical record. 
 


• Attempts should be made to contact the patient by telephone 
• Pharmacy should be contacted to check last supervised dose, recent compliance and 


any concerns noted 
• Other services involved should be contacted for information i.e. supported 


accommodation / community recovery supports / GP practice 
• Known relatives / friends (if consent to share information documented) 
• Clinical portal should be checked for admission or contact with A&E etc 
• Criminal justice colleagues can advise if in custody  


 


                                                             
9 Standards of Behaviour Protocol for Partnerships, NHS GGC 2014 
10 Addiction Services Violence and Aggression Matrix, NHS GGC 2012 
11 Clinical Risk Screening and Management Policy, NHS GGC 2014 
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If the patient’s welfare or whereabouts cannot be assured, a risk assessment should be 
undertaken / updated to ascertain the level of concern for the patient.  
 
Factors to consider: 


• Current drug and alcohol use 
• Mental and physical health 
• Dependent children or adults 
• Vulnerability  
• Social situation 


 
If there are significant concerns then assertive outreach should be undertaken which would 
include home visits / hand delivered letter.  
 
If there is still no contact consider reporting to local police as a missing person. 
 
A clinical decision with regards to the prescription must be made. This will be a balance 
between harm reduction and the benefit of retaining someone in treatment, with the risk of 
continuing treatment in somebody not seen by services. The usual options being to drop the 
prescription at the pharmacy, or wait until the patient can be reviewed face to face. All the 
factors noted above should be considered to make this decision, ideally through discussion 
with the prescriber and care manager.  


16. Procedures for Lost, Stolen or Misplaced Paper Prescriptions   
 
If it is suspected that a paper prescription has been lost, stolen or misplaced the following 
procedures should be followed. The procedures apply to GP10, HBP, GP10P and GP10N 
blank prescription forms and to prescriptions issued to patients. 
 
Contact Trish Cawley, Contract Services Supervisor, direct line 0141 232 1728, with a 
follow-up e-mail recommended.  Details will then be circulated to all pharmacy contractors, 
local police and all other Health Boards. All known details should be provided. This includes, 
if known:- 
 
• Prescriber details 
• Addictions Team Address, Postcode and Cipher Number 
• Contact details of person reporting lost script 
• Prescription Serial Number 
• Details of prescription (as complete as possible including drug, dose, duration, 


instalment, supervision and patient details, including CHI number if known) 
 
The patient’s dispensing pharmacy should be contacted. 
 
If any advice or guidance is required on procedures please contact addiction services on 
0141 303 8948. 
 
All incidents should be discussed with the relevant prescriber. The relevant Senior Medical 
Officer or other relevant senior Clinician can also be contacted for further advice. 
 
If a pharmacy receives a prescription form that they have reason to suspect, they will  use the 
contact number provided to query authenticity. If it is established that any such prescription 
is not authentic the pharmacy will contact the local police. 
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Lost prescriptions should not routinely be replaced. However discretion can be exercised 
and prescriptions replaced after consultation (including community pharmacist) and 
assessment of risk. All details of the incident and resolution should be recorded. Patients 
must be made aware that safe custody and transfer of prescriptions to the pharmacy is their 
responsibility.  
 


Security and Validity of Prescriptions:  


The Councils of the British Medical Association and the Royal Pharmaceutical Society have 
issued a joint statement on the security and validity of prescriptions. Blank prescription forms 
should: 


• not be left unattended at reception desks 
• not be left in a car where they may be visible 
• when not in use be kept in a locked drawer 


17. Procedures for Lost or Stolen Methadone or Buprenorphine 


Medication 
 


If it is reported that a client has had their supplies of methadone or buprenorphine lost, 
stolen or misplaced the following procedures should be followed: 


• Phone the pharmacy which is involved to check if it has been handed in 
• Contact any company which is involved to check if it has been found e.g. taxi 
• Contact the Police to report that it is missing 
• Report lost medication to the relevant prescriber 
• Lost supplies should not be replaced as there is risk of double dosing and increased 


diversion. Discretion can be exercised in exceptional circumstances where there is 
no risk of double dosing for example witnessed smashed bottle in pharmacy.  


• All details of the incident and resolution should be recorded and a datix report 
completed 


• Patients should be made aware that safe storage and transport of methadone / 
buprenorphine is their responsibility 


 
The patients’ pharmacy should be contacted if a new prescription is issued to clarify that a 
double supply has not been issued and to ensure that the replacement prescription is 
dispensed. 
 
If further clinical advice is required, prescribers should contact the relevant Senior Medical 
Officer or other relevant senior Clinician. 
 
If any advice on procedures is required please contact Carole Hunter, Lead Pharmacist, 
Addiction Services NHSGG&C on 0141 303 8931. 


18. Drug Screening 
 
Purpose of drug screening: 
 


• initial assessment and confirmation of drug use when considering substitute 
prescribing  


• confirming treatment compliance – that a client is taking a prescribed medication 
• corroborating and reinforcing self reported progress and monitoring illicit drug use  
• assessment for alcohol treatment and care 
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Types of drug screening tests: 
 
Point of care testing  Laboratory testing  
urine dip card (used with foil bowl) biochemistry drugs of abuse screen 
urine cup test device with lid biochemistry methadone metabolites  
saliva sponge and card  


 
Different services use different methods of testing. Staff should use the method which is 
recommended locally.  
 
When to take a drug test: 
 


• Assessment for substitute prescribing 
two samples more than five days apart - to benchmark illicit use  


• Maintenance and detoxification 
four random drug tests per year – roughly one per quarter 


• Sub-therapeutic doses 
If, during titration, a client requests to remain on less than methadone 60mgs 
or buprenorphine 16mg, drug screening should inform further discussion. 


• Assessment for alcohol treatment and care 
a random sample to exclude illicit or non-prescribed drug use 


 
When NOT to take a drug test: 
 


• If a random test is positive it should NOT be repeated at the next appointment as this 
is not random and so is likely to be influenced by pre-sample abstinence.  


• Decisions regarding holiday take home or reducing supervision should be based on 
previous random drug tests. 


 
Interpreting drug tests: 
     
Drug screening is an aid to diagnosis, not an absolute binary result. Like all other tests or 
investigations, drug screens should not be used in isolation but should be part of a full 
clinical assessment.  
 
Drug screen results show both a presence of illicit and prescribed drugs.  They do not 
measure dependence, nor tell us frequency or level of use. They do not measure 
intoxication. A positive sample for drug or metabolite invariably means that the drug has 
been consumed. A negative sample unfortunately, given variables such as potential 
substitution samples, mistakes in labs and thresholds for detection, may not be absolute. 
 
We do not closely supervise urine gathering nor do we have a safe chain of custody. 
Samples should not under any circumstances be used as stand-alone factors in coming to 
any important decisions in terms of treatment, childcare or legal proceedings. 
 
Street heroin is broken down to 6-MAM then morphine. 6-MAM is only found in the urine for 
a very short time, very soon after using. Opiate pain killers are broken down to codeine and 
morphine then morphine. 
 
“Window of detection” timescales are affected by many factors including dose, body mass, 
hydration, other medication and liver and renal function so should be interpreted with 
caution. 
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Problems with drug tests: 
 
Drug test samples can be prone to problems including adulteration, subst itution, non-
compliance and pre-sample abstinence. 
 
A false negative can be achieved by: 


• taking some over the counter medications 
• drinking large volumes of fluid 
• adding chemicals to the specimen 
• diluting the specimen 
• direct substitution with another sample 


 
Pre-sample abstinence may also produce a falsely misleading negative result while ingestion 
of prescribed drugs may mask illicit drug use. 
 
It seems probable that a large amount if drugs being sold as benzodiazepines are not 
showing as benzodiazepine positive in either point of care tests or lab screens. 
 
A positive drug test result should prompt review of progress and recovery plan and 
increased treatment support or enhanced safety measures where appropriate. Motivational 
interviewing skills can be useful in exploring any discrepancy between reported drug use and 
drug screen results. 


19. Methadone, QTc and ECGs 
 
Methadone is one of a number of drugs associated with prolonged QT interval and 
potentially associated with cardiac arrhythmias and Torsade de Point. The clinical 
significance of this risk in everyday practice is not well understood. There is overwhelming 
evidence that methadone, at therapeutic doses, significantly decreases risks in opiate 
dependant patients. Any decision to alter methadone dosage on the basis of ECG results 
must be carefully considered with early redress to seeking appropriate clinical addic tion 
specialist advice.  
 
Factors suggesting increased risk: 
 


•  Higher doses of methadone – likely to be greater than 100mg  
• Anyone on methadone that has any of the following additional factors: 


• Concurrent use of other medication (Citalopram and Escitalopram are 
specifically contraindicated in people being prescribed other QTc prolonging 
drugs) 


• Structural Heart Disease 
• Cocaine, amphetamine or other stimulant use 
• Bradycardia 
• History of familial congenital prolonged QTc 
• Electrolyte disturbance 
• Other relevant medical factors – hypothyroidism; liver disease; HIV; 


malnourishment; alcohol dependence; anorexia nervosa 
 


Clinicians must make a balanced judgement for each patient. ECGs should be considered 
for patients at increased risk. The risk assessment and discussion should be clearly 
documented.  
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ECG Interpretation 
 
Measurement of the QTc interval can be calculated manually from the ECG. However, the 
evidence for automated interpretation of ECGs has been reviewed and felt this offered a 
reasonable estimate for arrhythmia risk in Primary Care.  
 
If the ECG is normal, consider repeating it 6-12 monthly if the risk remains high.  
 
QTc Interval: 


   Normal Prolonged High risk arrhythmia 
Men <440ms >450ms 


>500ms 
Women <450ms >480ms 


 
 
If QTc found to be prolonged: 
 


• Repeat the ECG  
• Discuss with the patient the risks of QTc prolongation and potential treatment 


options including advice on alternative medications, stimulant use and alcohol.  
• Consider referral to Cardiology for further investigation.  
• Review of ORT – consider reduction in methadone dose but take into consideration 


other risks of reducing ORT dose 
• If risk felt to be substantial consider a planned detox and transfer to Buprenorphine, 


possibly as an In Patient dependent on circumstances.  
• Discuss complex cases with senior addiction clinician 
• Document clearly all discussions, risk assessments and decisions 


20. Concurrent Use of Benzodiazepines 
 
Misuse or dependence on benzodiazepines, either prescribed or illicit is extremely common 
in those currently receiving or assessed as suitable for ORT. There is robust evidence that 
use of benzodiazepines in this population is associated with poor outcome and heightened 
risk including overdose death, risky behaviour, increased rates of BBV and social instability.  
 
Assessment and management of opiate dependent patients must fully consider all co- 
existent drug use. If assessment and monitoring demonstrate ongoing use of 
benzodiazepines this should be managed in the same setting as the ORT following GG&C 
guidelines12. 
 


21. Testing and Treatment of Blood Borne Viruses  
 
It is extremely important to normalise BBV testing as part of routine practice13. Patients 
should be offered BBV testing at least annually. This can be carried out more frequen tly if 
ongoing risk is established. The primary blood borne viruses to be tested for are Hepatitis C 
and HIV. If the patient has been at risk of Hepatitis B then this should be included in the test, 
however, Hepatitis B should not be tested for routinely in all patients. Vaccination to prevent 
Hepatitis B is a routine intervention delivered according to current local protocols. 


                                                             
12 Management of Problem Benzodiazepine Use – in draft form at present via SPMG 
13 Sexual Health and Blood Borne Virus Framework Update 2015-2020, Scottish Government 2015 
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There is no longer a requirement for counselling prior to testing for HIV. The clinician should 
seek consent for this test in the same manner as for other blood borne viruses. 
 
All community addiction sites should have access to dry blood spot testing (DBST) kits and 
testing equipment. Where possible, it is preferable to collect venous samples for BBV testing 
if the patient is agreeable and has adequate venous access; otherwise a DBST sample 
should be collected. 
 
The clinician taking the test will normally be responsible for giving the result to the patient. It 
is that clinician’s responsibility to make sure that the result is received. If the result is 
Hepatitis C positive then a referral to the Community Addiction Team BBV Specialist Nurse 
should be offered. The patient will then be linked into secondary care investigation, 
treatment and follow-up as appropriate.  
 
Consideration should be given for the importance of harm reduction advice when giving 
negative tests results in the context of ongoing risk taking behaviour. 


22. Pregnancy 
 
Women on ORT or those using illicit drugs are likely to present a range of challenges and 
concerns and should be viewed as at high risk during pregnancy. They therefore require 
intensive multidisciplinary management, with particular importance placed on communication 
between all professionals involved. A broad assessment of risk needs to be undertaken 
including drug and alcohol use, mental and physical health, and social issues. 
Multidisciplinary planning meetings involving the relevant health and social work staff are 
important to assess these risks and needs, and monitor and respond to change in risk.  
Ideally they should begin early in the pregnancy. Local social work and child protection 
procedures must be followed as directed by local HSCP Child Protection committees. In 
Greater Glasgow and Clyde all drug using pregnant women, including those on substitute 
prescribed medication are referred to the Special Needs in Pregnancy (SNIPs) service as 
the best way to ensure that they receive the appropriate care during and following the ir 
pregnancy.  
 


ORT in Pregnancy 


Delivery of ORT should take place within specialist services as agreed by local protocols in 
each HSCP. ORT treatment and care should be undertaken by practitioners and care 
workers who are experienced in this field and are aware of the need to participate in joint 
working with SNIPs and social work services. 
 
Pregnant women presenting to drug treatment services should be fast tracked for treatment. 
Engagement of drug using partners is also important to increase the likelihood of the 
pregnant woman achieving stability.  
 
Choice of ORT should be made in discussion with the patient after considering all the risks. 
If the patient is already on ORT, remaining on the same treatment would normally be 
appropriate. If the patient is not in treatment, they should be assessed and treatment choice 
determined in the usual way following previously detailed guidance.  
 
There is some evidence to suggest, that successful treatment with buprenorphine may result 
in improved outcomes however this needs to be balanced by local experience of lower rates 
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of retention in treatment. It would also be important to discuss analgesia in labour, as 
choices may be reduced depending on dose.  
 
Available evidence would not suggest trying to make changes in the ORT agent. Treatment 
should aim to optimise ORT and engagement with antenatal care.  
 
Despite optimal treatment, the evidence is that children born to drug using mothers or those 
on ORT tend to have poorer global outcomes. It is likely that these outcomes are a 
combination of factors directly related to drugs but also other factors including mental health, 
stress, smoking and deprivation.  
 
Drug screening should be carried out as per the non-pregnant patient, i.e. at initiation of 
treatment and thereafter random quarterly urine screening and screening when clinically 
indicated. 
 


Special considerations in pregnancy  
 
As the maternal circulating volume is increased in the third trimester an increased dose may 
be required, however there is little evidence to support this. Advice is to monitor for signs of 
withdrawal and make small increases if detected. Split dosing in pregnancy could be 
considered if signs of withdrawal do occur.  
 
Problem use and dependence on benzodiazepines is common in this patient group and 
likely to have an adverse impact on outcomes for both mother and baby. It is vitally important 
that from the start, the use of benzodiazepines is assessed and addressed. If possible 
women should be supported to reduce and stop quickly. If dependant, women should be see 
urgently by an experienced practitioner for consideration of benzodiazepine detoxification. 
 
Pregnant women drinking alcohol at hazardous and harmful levels should be offered brief or 
extended interventions with an aim of achieving total abstinence.  
 
If during pregnancy, women achieve abstinence from illicit drugs and evidence good 
engagement and social stability, it may be considered prudent to proceed with small 
reductions in ORT to minimise foetal exposure. 
 
The immediate postnatal period is one of significant bio-psychosocial change and it may well 
be prudent to review and optimise ORT dose in the weeks after delivery. It is suggested that 
women are encouraged to thereafter maintain their ORT dose during the initial 6-12 months 
post delivery given the high risks associated with relapse and the high rates of post natal 
depression. 


23. Children and Parents     
 
Children and Young People (Scotland) Act 2014 will become mandatory from August 2016 
and ensures certain aspects of GIRFEC are covered by legislation. This places a legal duty 
on staff to share wellbeing concerns about a child with their named person. This approach 
aims to identify children earlier, to be aware of situation that may impact on a child and could 
lead to permanent harm and to lead to early support and intervention.  


The most recent Getting Our Priorities Right14 document which is GIRFEC compliant: 
http://www.gov.scot/Resource/0042/00420685.pdf  


                                                             
14 Getting Our Priorities Right, Scottish Government, April  2013 



http://www.gov.scot/Resource/0042/00420685.pdf
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It is important that staff respond to wellbeing concerns regarding children but it is not 
necessary to wait until child protection concerns become evident. Rather, all professionals 
involved in the substitute prescribing programme should take active steps to identify service 
users, particularly but not exclusively parents, who have responsibility for children, even 
where those children do not live with the parents.  


Child Protection concerns about children should be addressed through immediate 
information sharing, assessment and intervention. This will normally require liaison with the 
local Social Work Children and Families Team.  


NHS Greater Glasgow & Clyde has a dedicated Child Protection Unit intended to support 
staff and raise the profile of child protection. Regarding addiction services this unit 
emphasises the importance of early assessment of parents and sharing of relevant 
information with appropriate services.  


Specialist service addiction clinic workers are required to identify where children are cared 
for by adults with substance use problems or are present in households frequented by adults 
with substance use problems. Where such children have been identified it then becomes a 
professional and legal obligation to ensure that they are not at risk of harm 


When children have been identified, all specialist service staff must follow local protocols 
and complete the locally agreed assessment tool e.g. Glasgow’s “Impact of Parental 
Substance Use” tool. 


Addiction staff should be equipped to provide information to parents about the impacts on 
children of their alcohol and/or drug use, including unborn babies. 


Information gathering by services is not a one-off event. All services should be alert to any 
new changes or concerns in a family’s circumstances and consider any detrimental impacts 
on their ability to look after children. 


24. Fitness to Drive 
 
The Driving and Vehicle Licensing Agency (DVLA) is legally responsible for deciding if a 
person is medically unfit to drive. The DVLA’s “Assessing fitness to drive” publication15  
includes information about how problem drug and alcohol use can impair a patient’s fitness 
to drive. The driver is legally responsible for informing the DVLA about a condition which 
may impair their fitness to drive.  
 
The ORT prescriber should explain and document that the patient’s drug or alcohol use may 
impair their driving, that they should therefore not drive and that they are lega lly responsible 
for informing the DVLA. If the patient refuses to accept that their drug or alcohol use may 
affect their fitness to drive, the prescriber should make every reasonable effort to persuade 
them not to drive. As detailed in the GMC’s Good Medical Practice 2013, if the prescriber is 
aware that the patient continues to drive, they may ultimately be required to inform the DVLA 
without consent from the patient. 


25. Criminal Justice and Scottish Prison Service Interface    
 
Problem drug users may come into contact with, and be offered treatment at various points 
within the criminal justice system. It is appropriate to ensure the continuity of 


                                                             
15 Assessing fitness to drive – a guide for medical professionals, DVLA March 2016 
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pharmacological treatment for problem drug users taken into custody. In all cases clinicians 
should act in the best interest and according to the needs of the patient and to provide a 
standard of treatment equal to that available to other members of the community.  
 
Where drug users are received into prison, ORT will be continued or initiated in prison, 
subject to regular review. Clinicians should seek to verify prescriptions (and consumption) 
within community services.  
 
Patients may be retoxed onto ORT prior to liberation if considered high risk of opioid 
overdose. 
 
In some areas, dedicated drug courts are aimed at offenders for whom there is an 
established relationship between a pattern of serious drug misuse and offending. They aim 
to reduce the level of drug-related offending behaviour and to reduce or eliminate the 
offender’s dependence on or the propensity to use drugs. Offenders can be on a Drug Court 
Order (DCO) or a Drug Treatment and Testing Order (DTTO).  


26. Opiate Analgesic Dependence     
 
There is now increased prevalence of misuse and dependence on some prescription-only-
medication (POM) and over-the-counter (OTC) medicines. The RCGP provides four 
factsheets on the Problem, Prevention, Identification and Treatment16.  
 
Cases without significant risk or complexity should be managed within primary care with 
support from the Prescribing Support Pharmacists. If management in primary care fails or 
significant risk factors are identified, the case should undergo assessment within community 
addiction services. ORT prescribing and detoxification may be indicated where supported 
graded reductions have failed or where the patient is subject to significant harm from the 
drugs of misuse. Establishing dependence would follow similar principles for heroin use i.e. 
consistent history, serial drug screens and presence of objective opiate withdrawal 
symptoms. Particular attention should be paid to co-morbid physical and mental health 
problems as well as social problems and child safety. 


27. Pain 
 
Long term opiate use and resulting tolerance may cause changes in the way the body 
perceives pain and modifications in neuronal tone which lead to a reduced pain threshold 
and problems managing pain.  
 
Chronic pain in the patient in ORT treatment should be managed collaboratively between the 
specialist addiction service, pain specialists, the GP and the patient. The resulting treatment 
goals and decisions should be clearly documented and communicated with all clinicians 
involved. Care plans17 should include assessment and management of the chronic pain, the 
problem drug use, and any mental health problems and emotional difficulties18. The aim is to 
achieve a shared understanding that medications play only a partial role in pain 
management and are only part of a wider plan to support self-management of symptoms.  
 


                                                             
16 Prescription and over-the-counter medicines misuse and dependence factsheets, RCGP 2014 
17 Management of Pain in People with a History of Addiction, 2013 
18 Opioids for Persistent Pain, British Pain Society, 2010 
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For this patient group extreme care must be taken when prescribing opiate analgesia, 
gabapentinoids or amitriptyline in terms of appropriate doses, instalment dispensing and 
interactions. There is increasing evidence of gabapentinoids being misused and involved in 
increasing numbers of drug related deaths. 


28. Comorbidity with Physical Health 
 
There are no absolute contraindications to ORT as in almost all circumstances the risks of 
being on ORT will be less than those associated with ongoing uncontrolled illicit drug use. It 
does appear however that compromised physical health can increase risks associated with 
ORT. Careful assessment and, where possible, management of risk factors is important. 
 


Risks associated with respiratory depression 


Medications used for ORT, particularly methadone will cause reduced respiratory drive and 
all patients must be made aware of this. Patients suffering from conditions that may cause 
hypoxia are at particular risk, this of course being further exacerbated by consumption of 
other depressant drugs including benzodiazepines, opioids and alcohol. Those with asthma, 
COPD and emphysema should be encouraged and supported to actively manage their 
condition and to seek urgent medical attention at first sign of exacerbation. For patients who 
suffer exacerbations of chronic chest conditions or have chronic poor lung function 
consideration should be given to transfer from methadone to buprenorphine given its lesser 
potential to cause respiratory depression. ORT clinics are well placed to support smoking 
cessation if relevant. Sleep apnoea can cause significant hypoxia at night and if suspected 
should be investigated. 
 


Risks associated with cardiovascular disease 


As noted in earlier section methadone is thought to increase the risk of heart rhythm 
problems, particularly so in those with pre existing risk factors. Patients with cardiovascular 
disease should be carefully monitored, should have regular ECG monitoring and 
consideration given to potential risks and benefits of transferring from methadone to 
buprenorphine. 
 


Risks associated with l iver disease 


Methadone and buprenorphine are both metabolised in the liver, compromised liver function, 
particularly with evidence of synthetic failure may be associated with increased serum levels 
of methadone or buprenorphine and potential toxicity and patients should be monitored and 
doses adjusted accordingly. As with most other serious medical conditions risks associated 
with street drug use are likely to outweigh those associated with ORT. Both methadone and 
buprenorphine are safe to use in patients with chronic hepatitis C, however care should be 
exercised and advice sought if liver function has significantly deteriorated. There may be 
interactions between methadone and some drugs used to treat HCV, advice should be 
sought from the specialist BBV treatment service 
 


Sepsis 


Sepsis is a common and potentially serious complication of injecting drug use and 
practitioners should always be alert for this in those who continue to inject. Sepsis may take 
the form of local infection around injection sites but may also present as septicaemia, or 
more rarely botulism or tetanus. It is prudent to continue to monitor for signs of injecting in 
patients on ORT, even those who appear stable. 
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29. Comorbidity with Mental Health 
 
Patients on ORT will encounter problems with their mental wellbeing, particularly mood 
related, far more commonly than the general population. Practitioners will encounter a wide 
range of presentations in working with this patient group and need to be alert to the 
possibility of a significant mental health problem or mental illness. Investigation of adverse 
clinical incidents has demonstrated that co morbid substance misuse and mental illness 
considerably heightens the risk of adverse incidents and outcomes.  
 
Psychological symptoms in those on ORT are often multi factorial in origin and are frequently 
associated with  


 


 Stress, loss and other adverse life events, isolation, lack of structure and routine, 
unhelpful and unsupportive relationships, poor diet, pain,  physical health problems  
and other factors directly related to lifestyle 


 Underlying or co-existent psychiatric disorders commonly including PTSD and 
complex trauma, disorders of adult personality, depression, anxiety and less 
commonly psychotic illness and adult manifestations of conditions arising in 
childhood such as ADHD and neurodevelopmental disorders. 


 Pharmacological effects of the drugs consumed. Regular use of benzodiazepines 
and or alcohol commonly induces profound and pervasive depressive symptoms, 
stimulants and hallucinogenic drugs including cannabinoids are more associated with 
anxiety and psychotic symptoms. Regular use of opioid drugs on top of methadone 
can result in feelings of dysphoria and insomnia by competitive binding of opiate 
agonist drugs at receptor sites causing displacement of methadone and protracted 
low grade withdrawal symptoms. 


 Drug use may also mask underlying psychiatric illness and this may only become 
evident with detox or stabilisation resulting in an exacerbation of symptoms rather 
than the more usual improvement. The worsening of symptoms with reduction of 
drug use should always warrant further assessment. 


 
As well as complaints relating to mood disturbance, patients with a history of drug abuse 
have a high incidence (increasing with the chronicity and severity of the drug – taking) of 
perceptual disturbance ranging from mild persecutory hallucinations or thoughts to frank 
delusions and psychosis. Chronic low grade paranoid thinking is very commonly associated 
with drug use and lifestyle, and does not necessarily indicate underlying illness. Psychotic 
symptoms of hallucinations and or delusions can be due to intoxication with stimulant drugs 
or withdrawal from depressant drugs but should only be present in that context and for short 
periods of a few days. Well formed persistent delusions or chronic persistent and pervasive 
hallucinations should be assumed to be a symptom of co existent mental illness rather than 
simply drug related even in the presence of ongoing drug use.                                                                                 
 
When assessing and managing mental illness in an ORT setting 


 Past psychiatric history is important as recurrence of illness is common. Past 
attempts at suicide and self harm indicate a marked increase in risk of further 
attempts. Risk assessment should be completed at initial assessment and regularly 
thereafter, particularly if increase in symptoms and in line with current partnerships 
policy. 


 Ongoing drug use increases severity of symptoms, increases risk and makes 
management more difficult   heightening the need for  careful assessment and 
consideration of referral to and joint management with mental health services   


 Enquiry should always be made into feelings of distress, hopelessness and thoughts 
of suicide.  Patients presenting with distress or thoughts of self harm or new 
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symptoms should always be seen and assessed and appropriate onward referral 
made following local pathways if necessary. 


 In general psychological symptoms tend to improve with stabilisation of drug use and 
lifestyle that comes about with ORT. This would be the normal initial approach in 
most cases with chronic low grade symptoms.            


 In cases that require input from mental health services or psychotropic medication in 
addition to ORT, care must be taken with communication between all involved in 
regard to treatment plans, responsibility for ongoing management and crisis 
management, potential drug interactions and potential misuse of psychotropic 
medication. For patients attending pharmacy for interval dispensing of ORT , 
opportunity exists for other psychotropic medication to be similarly dispensed - 
reducing risks of misuse and potentially aiding compliance.      


30. Reviews, Recovery Planning and Goal Setting 
 


Quarterly Treatment Reviews 


Every one-to-one appointment provides an opportunity for the ongoing monitoring of 
progress on ORT in terms of harm reduction and journey towards recovery. 
 
Planned quarterly ORT reviews provide an opportunity to reflect on overall progress and 
update all domains of the recovery care plan. It also provides an opportunity to consider 
whether the current balance of pharmacological, psychological and social interventions is 
meeting identified needs and progressing recovery.  
 
Quarterly ORT reviews should be timeously communicated to all professionals involved in 
the patients care. Appendix iv 
 


Treatment and Recovery Goal Setting 


Treatment and recovery goals should be agreed with the patient in the early stages of 
treatment. These goals will lie across a number of domains of recovery. There should be 
clarity re the actions to achieve the goals and clarity about who is responsible for achieving 
them and the expected timescale.  
 
There is a wide range of potential goals for drug treatment that are aimed at improving 
health, well-being and recovery including: 


 reducing health, social, crime and other problems directly related to drug misuse  


 reducing health, social or other problems not directly attributable to drug misuse  


 reducing harmful or risky behaviours associated with the misuse of drugs  
 attaining controlled, non-dependent or non-problematic drug use  


 achieving abstinence from main problem drugs  


 achieving abstinence from all problem drugs  
 coming off all pharmacotherapy for drug use disorders  


 optimising personal physical and mental well-being; building social networks, 
including family and community network; building strengths; and developing 
resilience in recovery  


 achieving specific personal goals  
 
It is important that prescribing goals and goals of any psychosocial interventions provided 
are integrated so that there is no inconsistency or lack of coherence. 
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Appendix i(a) 


Consent to Opioid Replacement Treatment - Methadone 


 


1.  Purpose of Treatment  


Reasons for ORT rather than detox 
Potential risks if not on ORT 
Choice of methadone or buprenorphine 
Need for optimal doses  
Reduction of harm, lifestyle stabilisation, abstinence  
Likely time frame and potential for relapse on cessation 


 
2.  Requirements of Treatment 


Need to attend pharmacy, daily initially 
Supervision of consumption  
Requirement to attend clinical review, provide samples 
Share information with other care providers 


 


3.  Risks Associated with Methadone ORT  


a) Ongoing dependence 
i) Loss of tolerance on cessation and risks of o/d and relapse 
ii) Risks of missed doses 


 
b) Respiratory Depression 


i) Enhanced risk with use of other drugs and/or alcohol 
ii) Intercurrent illness 
iii) Asthma/COPD  compliance with therapy, seek medical advice if exacerbation 


 
c) Possible cardiac rhythm issues and QTc 
 
d) Impairment of cognitive and motor functioning  
 
e) Potential risks and benefits in pregnancy 


i) Report if planning or are pregnant 
 
f) Potential interactions with other medications 


i) Need to make doctors and pharmacy aware 
 
4.  Potential Risks to Others 


Particularly children and others with low opiate tolerance 
Safe custody, storage and disposal 


 
5.  Fitness to Drive 


 
I have discussed topics  ……………………… with …………………….on ……….  
Note particular risks emphasised or concerns raised…………………………........ 
………………………………………………………………………….......................... 
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....................................................................................................................…......... 
 
I confirm that he/she understands the purpose and benefits and risks of methadone 
treatment and wishes to proceed. 
 
Signed…………………..Name …………………………………Date………….. 
 
 
I confirm that the purpose, risks and benefits of methadone treatment have been explained 
to me by Dr ………… and I wish to proceed with treatment 
 
Signed…………………..Name…………………………………Date………….. 
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Appendix i(b) 


Consent to Opioid Replacement Treatment - Buprenorphine 


 


1.  Purpose of Treatment  


Reasons for ORT rather than detox 
Potential risks if not on ORT 
Choice of methadone or buprenorphine 
Need for optimal doses  
Reduction of harm, lifestyle stabilisation, abstinence  
Likely time frame and potential for relapse on cessation 


 
2.  Requirements of Treatment 


Need to attend pharmacy, daily initially 
Supervision of consumption  
Requirement to attend clinical review, provide samples 
Share information with other care providers 


 


3.  Risks Associated with Buprenorphine ORT 


a. Ongoing dependence 
i) Loss of tolerance on cessation and risks of o/d and relapse 
ii) Risks of missed doses 


 
b. Respiratory Depression 


i) Enhanced risk with use of other drugs and/or alcohol 
ii) Intercurrent illness 
iii) Asthma/COPD  compliance with therapy, seek medical advice if 


exacerbation 
 


c. Impairment of cognitive and motor functioning  
 


d. Potential risks and benefits in pregnancy 
i) Report if planning or are pregnant 


 
e. Issues with analgesia 


i) Need to make doctors and pharmacy aware 
 


4.  Potential Risks to Others 


Particularly children and others with low opiate tolerance 
Safe custody, storage and disposal 


 


5.  Fitness to Drive 


 
 
I have discussed topics  ……………………… with …………………….on ……….  
Note particular risks emphasised or concerns raised…………………………........ 
………………………………………………………………………….......................... 
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....................................................................................................................…......... 
I confirm that he/she understands the purpose and benefits and risks of buprenorphine 
treatment and wishes to proceed. 
 
Signed…………………..Name …………………………………Date………….. 
 
 
I confirm that the purpose, risks and benefits of buprenorphine treatment have been 
explained to me by Dr ………… and I wish to proceed with treatment 
 
Signed…………………..Name…………………………………Date………….. 
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Appendix ii  


Travel Letter Template 
 


 


 


Our reference:         


Date:         


 
 
 
 
To Whom It May Concern 
 


 
 
 


Name:       Date of Birth:       
Address:       


 
 


I write to confirm that the above attends the       Community Addiction Service at        


They will be travelling to         on         and returning to         on          


They are currently prescribed       and their current dose is      mg daily.  


They are therefore required to travel with a total amount of      mg of       


 


Yours sincerely, 
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Appendix iii 


Planning Detox from ORT 
 


Indicators of Stability 


Time on stable dose (>3/12)  


 


Time illicit drug free (>3/12) 
(incl drug screens) 
(benzo risk) 


 
 


Alcohol use 
(incl breathalyser readings) 


 
 


Clinic Attendance / DNAs  
 


BBV status / treatment  


 


Physical Health issues 
(? pregnancy) 


 
 


Mental Health issues  
 


Dental health issues  
 


Relationships  
 


Family   


 


Offending   


 


Housing  
 


Debts / Financial Planning  
 


 


Structured Daily Activities / Community Services / Recovery Communities / Self Help  


(include previous experience of detox and abstinence) 
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Advice and Action to Optimise Lifestyle 


Diet / Hydration  


Sleep  


Regular Exercise  


Other  


 


Plan of Harm Reduction Interventions PRIOR to detox  –  Care Manager 


(dealing with OD / times of increased risk / alcohol / tolerance / engagement) 


 


 


 


 


 


Plan of Psychosocial Interventions / Frequency Appts  DURING detox –  Care Manager 


(managing withdrawals / monitoring incl drug screening / relapse prevention / coping skills) 


 


 


 


 


 


Plan of Medication  -  Prescribing Medic 


 


 


 


 


 


Plan for 6 Months Aftercare  -  Care Manager 


(access to drug free support services / lofexidine / naltrexone / resources to maintain abstinence) 
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Checklist of Discussions for Informed Consent 


Increased risk of over dose and death during and after detox  


Importance of continued engagement and support  


Success rate of detoxification  


Seamless access back into treatment  


Expectations and commitment  


Rights and responsibilities  


Referral to Naloxone Training Programme  


 


Consent to Detoxification from Substitute Prescribing as per above plan 


Client signature  date 


Care manager name and signature  date 


Prescriber name and signature  date 
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Appendix iv 


Prescribing Review  Letter Template 
 


Date dictated: 


Date typed:  


 
 
Dear Dr       , 


 
Name:  CHI: 


Address:  
 
 
Diagnosis: i.e. Opiate Dependence on Opiate Replacement Therapy  


Prescription Issued:  
Dispensing / supervision:  


Pharmacy:  
Addictions Care Manager:  
Last drug screen:  


BBV status:  
Children and Families:  


ECG / QT risk:  
Naloxone:  


Driving Advice:  
 
This Patient continues to attend the       Community Addiction Service at       and I 
reviewed them on       . 
 
      
  
Recovery Plan:  
 
      
 
 
 
 
You may wish to consider adding the above prescription to EMIS as medication prescribed 
by specialist services. 
 
Please consider the risks of co-prescribing other opiates, benzodiazepines, gabapentinoids 
and other medication for this patient. 
 
Yours sincerely, 
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GG&C Alcohol and Drug Recovery Services Guideline for  
Alcohol Protective Medication 


 
This guideline makes recommendations on the pharmacological therapies available 
to support abstinence in adults with an Alcohol Use Disorder (AUD). 
 
Patients should have a comprehensive assessment carried out, including 
assessment for assisted alcohol withdrawal (in the community, as a day patient or an 
inpatient, all under specialist alcohol services), along with consideration of any 
alcohol protective medication.  Please refer to the Guidance to Support Delivery of 
Detoxification from Alcohol for full assessment details. 
 
Before considering protective medication:  
 


 Conduct a comprehensive assessment and/or examination, highlight any 
mental health and social risk factors and manage as appropriate. 


 Check baseline urea and electrolytes, liver function tests with GGT, full blood 
count, vitamin B12 and folate, BBV screening plus any other indicated blood 
tests (a coagulation screen may be appropriate in those with liver disease).  
Improvement in bloods (i.e. repeated bloods) may be required prior to 
initiation of medication. (A baseline FibroScan® of the liver should be 
considered in services that have access to the device). 


 Complete urine drug screening – near patient test or lab sample 


 Complete ECG unless not indicated by clinical assessment/medication risk. 


 Prescribing would usually commence after investigation results are reviewed 
although it may be appropriate to initiate medications prior to investigations to 
avoid delays that could lead to relapse. Investigations should be prioritised 
and completed as soon as possible thereafter.  


 Consider any cautions or contraindications, and discuss these with the 
patient.  Discussions should be recorded in the patient notes. 


 Alcohol education and motivational work is an important component of each 
encounter with the patient. The importance of psychosocial interventions for 
AUD must be discussed with the patient before detoxification and before 
protective medication initiation; plans for the patient to start these 
interventions should be made by the ADRS worker as soon as possible 
(preferably pre-detoxification). Examples of psychosocial interventions are: 
cognitive behavioural therapies, behavioural therapies or social network and 
environment-based therapies (services include Addaction/Recovery 
Cafes/Alcoholics Anonymous/Drink Wise Age Well). The patient should be 
informed that there are improved outcomes for maintaining abstinence when 
protective medications are used in combination with on-going psychosocial 
interventions. 
 


 
Pre-detoxification  
1. Vitamin/thiamine supplementation with intramuscular (I.M.) Pabrinex as 
prophylaxis for Wernickes Encephalopathy pre-detoxification in moderate to severe 
dependency and malnourished patients.  Prior to administration of IM Pabrinex, 
appropriately experienced staff should review platelet count (and coagulation screen 
in significant liver disease). Pabrinex IM must be considered for at risk patients who 
are undertaking self-detoxifications as well.   
2. Acamprosate has few side effects/interactions and should be initiated prior to 
starting an alcohol detoxification (at least one week); there is some evidence of 
neuroprotective benefits and a neuromodulatory effect promoting sleep.  A low 
threshold for its use pre-detoxification is recommended.  
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3. All protective medication should be considered as part of the overall care plan 
PRIOR to detoxification.  Patients should be provided with verbal and written 
information (appendix 1) on all protective medication as part of motivational 
enhancement work to promote change and to aid an informed decision.    Previous 
response to protective medication, patient experience and preference should all be 
used to inform the treatment choice. Patient preconceptions regarding medications 
may need to be addressed. 


 
After a successful detoxification 


 All patients who complete or are about to complete a detoxification should be 
offered Disulfiram, Acamprosate, Naltrexone or a combination of medication 
(Disulfiram + Acamprosate / Acamprosate + Naltrexone).  


 All medication should be in combination with psychosocial intervention 
focused specifically on problem alcohol use. Examples of psychosocial 
interventions are: cognitive behavioural therapies, behavioural therapies or 
social network and environment-based therapies (services include Addaction, 
Recovery Cafes, Alcoholics Anonymous, Drink Wise Age Well). 


 
Treatment Duration 
A 6 week trial of medication(s) should be offered initially.  If benefit is seen, treatment 
should be reviewed 6-12monthly or as clinically indicated.  The decision to stop 
treatment should be made in consultation with the patient, after balancing the risks 
and benefits of continuation or stopping medications. AUD is a chronic relapsing 
condition and should be managed as such. Longer term treatment is usually required 
to support sustained abstinence. Patients should be considered on a case by case 
basis in a non-judgemental manner.  Risks and benefits of longer term prescribing 
should be considered and documented.   
 
Role of Care Manager / Keyworker  
The ADRS worker should ensure that alcohol education and motivational work is 
undertaken with the patient at each encounter. The ADRS worker should provide the 
patient with verbal and written information on all protective medications prior to 
detoxification/reduction/cessation of drinking.  
 
Suitability for all protective medication should be discussed with the prescriber and 
potentially the alcohol MDT/Complex Case Meeting. Further medical review may be 
required prior to initiation. 
 
Once assessment and initiation of protective medications is complete, workers 
should continue to engage with patients.  As a minimum, patients should be seen 4 
weekly, although more regular appointments may be required, for example when 
Disulfiram is prescribed; patients should be seen at least fortnightly for the first 2 
months (see Disulfiram section).  Core skills work should be completed and 
psychosocial involvement discussed and clearly documented throughout treatment.  
Workers should also link with third sector staff to monitor engagement if applicable.  
Workers should be flexible with regard to offering additional appointments, with home 
visits if necessary, based on the patient circumstances at that time.    
 
Relapse 
AUD is a chronic relapsing condition.  Protective medication and engagement in 
psychosocial relapse prevention intervention should be offered to ameliorate risk of 
relapse.  Relapse should be considered in context of the patient case and history. 
The decision regarding timing of detoxification and choice of protective medication 
should be reached by discussion with medical staff, taking into account: motivation 
for abstinence, engagement with psychosocial interventions and previous response 
to treatment. A patient who is unable/unwilling to engage with psychosocial 
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interventions should not be precluded from the consideration of protective 
medications, although the patient should be informed that improved outcomes are 
seen when protective medications are used in combination with on-going 
psychosocial interventions. 
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Disulfiram  


Formulary Status: Restricted to specialist use only.  


Formulary Prescribing Notes: Consult with your local Alcohol and Drug 
Recovery Service (ADRS) for details of local arrangements relating to ongoing 
supply of disulfiram.  ADRS will retain responsibility for ongoing clinical 
review. 


 
Supervised Disulfiram works mainly as a psychological deterrent to alcohol and is 
effective as an aid to maintaining abstinence/preventing relapse in motivated, 
carefully selected and co-operative patients with AUD, who have achieved 
abstinence from alcohol, and who have been well informed on the mechanism of 
action, benefits and risks of the medication. Recent studies indicate Disulfiram to be 
superior to Acamprosate and Naltrexone in prolonging time to relapse and 
maintaining abstinence from alcohol. Its use should be accompanied by appropriate 
supportive/psychosocial intervention. 
 
Disulfiram is cautioned (although risk / benefit should be considered on an individual 
basis): 
 • hepatic impairment 
• renal impairment 
• epilepsy 
• respiratory disease 
• diabetes mellitus 
• acute porphyria 
• memory impairment 
 
Disulfiram is contraindicated (although risk / benefit should be considered on an 
individual basis): 
• in cardiac failure 
• in coronary artery disease 
• in a history of stroke 
• in hypertension 
• in severe personality disorder 
• in suicidal risk, psychosis 
• during the consumption of alcohol 
• in hypersensitivity to disulfiram or any of the excipients 
• in the first trimester of pregnancy and in breastfeeding 
 
 
Balancing the Benefits and Risks of Disulfiram 
 
Each patient should be considered individually. In many cases, the benefits of 
abstinence from alcohol will outweigh risks from any comorbidity. The patient should 
be made aware of the risks to their physical health that can arise from the Disulfiram 
Alcohol Reaction (DAR) and that abstinence from alcohol will negate these risks. 
Discussion with the Alcohol MDT / Complex Case Meeting on risk/benefit should be 
considered in higher risk/more complex patients.  
 
Consideration and liaison with specialist services should be considered in motivated 
but higher risk / complex cases to reach a decision about suitability, for example in 
severe liver disease, a discussion with Gastroenterology may be helpful; cardiac 
conditions can be discussed with Cardiology.  
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In motivated but higher risk patients, Disulfiram could be commenced, and the risks 
managed with more frequent monitoring of the patient initially (weekly or twice weekly 
review).  This should include monitoring for side effects/new symptoms, follow-up 
investigations such as bloods / ECG as appropriate.  The additional monitoring 
requirements should be clearly documented in the patient notes.  The additional risk / 
monitoring could also be communicated to the supervising pharmacist, who should 
notify ADRS of positive breathalyser readings (asap) or missed doses (within 24 
hours).  
 
Risk decisions should be clearly documented and explained to patients. The Consent 
to Disulfiram Treatment Form should be completed (appendix 2), see Informed 
Consent section below. 
 
 
Before Initiating Treatment 


Complete baseline ECG and bloods as previously detailed (page 2).   


Prescribing would usually commence after investigation results are reviewed 
although it may be appropriate to initiate disulfiram prior to investigations to avoid 
delays that could lead to relapse. Investigations should be prioritised and completed 
as soon as possible thereafter.  


 


Informed Consent 


-Complete the active process of informed consent with the patient (appendix 2), 
explaining any medical terminology in full.  The patient should have the opportunity to 
consider their options and ask questions prior to initiation of treatment, which may 
require additional time. 


-Once complete the consent document should be scanned into EMIS web under the 
appropriate code allocated to the document.   


 
Initiating Treatment 
 
Start treatment at least 24 hours after the last alcoholic drink consumed and confirm 
with a negative breath alcohol test (0mcg/100ml). 
 


Dose & Freq Support/Supervision 


 
 


 
200mg daily */** 


Discuss supervision with the patient 


 Evidence shows that Disulfiram is effective when supervised.  


 Depending on where it was initiated, Disulfiram can be 
supervised by an ADRS day unit for a period, whereby patients 
are breathalysed before dose supervision. 


 Practitioners should be aware of the current Guideline for the 
Supervision of Disulfiram in Community Pharmacy.  GG&C has 
a Service Level Agreement (SLA) with a number of community 
pharmacies whereby a pharmacy will supervise Disulfiram; the 
patient will be breathalysed before every dose.  See appendix 
3 for the link to a list of the pharmacies enrolled to provide the 
service.  


 If pharmacy supervision is impractical, supervision by a 
responsible family member or carer may be considered.  They 
should be aware of the reasons for using disulfiram, the signs 
of a reaction and should agree to contact the ADRS in the 
event of a reaction or the patient stopping treatment.  There 
have been reports of patients switching the Disulfiram tablets, 
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it may be prudent for the person supervising to note the 
disulfiram tablet markings.  


 In select patients, after careful consideration of risk/benefit, 
unsupervised Disulfiram can be considered. This may involve 
further discussion with the Alcohol MDT / Complex Case 
Meeting in higher risk/more complex patients. 


 
*For patients who continue to drink, if a dose of 200mg (taken regularly for at least a 
week) does not cause a sufficiently unpleasant reaction to deter drinking, reassess 
suitability for disulfiram and carefully consider increasing the dose in consultation 
with the patient.   The maximum UK licensed daily dose of disulfiram is 500mg, 
although as the tablet is a 200mg strength, it is practical to give a maximum daily 
dose of 400mg (2 tabs).  Examples of higher dose regimens would be 400mg 
Monday to Saturday or 600mg Monday, Wednesday and Friday**.  Note that side 
effects and toxicity reactions may be more likely at higher doses and the patient 
should be informed and monitored regularly for this. 
 
**The dosage-regimen can be modified in order to improve compliance to a 
two/three-times-a-week dosing schedule. 
 


Prescription Wording 
Prescriptions for Community Pharmacy supervision should contain a dose and an 
instalment.  Both of these will be the same if every dose is to be supervised.  
“Breathalysed and supervised on day of collection” should also be stated on all 
prescriptions for pharmacy supervision. It is recommended best practice that this is 
undertaken on each occasion the patient attends the pharmacy to collect medication.  
The prescription should also advise pharmacy staff to contact the ADRS to inform of 
any single missed dose or positive breathalyser reading.  Please see appendix 4 for 
examples of 28 day prescriptions. 
 
Inform the patient (and family members/carers if involved): 
 


 The interaction between Disulfiram and alcohol (which may also be found in 
food, perfume, aerosol sprays etc.), the symptoms of which may include 
flushing, nausea, palpitations, and more seriously, arrhythmias, hypotension 
and collapse#. Alcohol must not be consumed during treatment and for up to 
14 days after discontinuation. Inform the patient to attend accident and 
emergency if they consume alcohol on Disulfiram treatment and to inform 
ADRS worker as soon as possible. 


 To carry a ‘Disulfiram Patient Treatment Card’ (appendix 5, provided by 
ADRS) with them at all times whilst on treatment with disulfiram.   


 Possible side effects#: drowsiness, fatigue, nausea, halitosis, and reduced 
libido.  Note that side effects / toxicities can be dose dependent and related to 
length of treatment (a build-up of toxic metabolites).  If side effects / toxicities 
encountered are mild, careful consideration of the risk/benefit of stopping 
Disulfiram should occur in consultation with the patient, and an initial 
reduction in dose could be considered e.g. 200mg on Monday, Wednesday 
and Friday. 


 More severe side effects#: Psychotic reactions occur rarely, allergic 
dermatitis, peripheral neuritis has been reported.  


 The rapid and unpredictable onset of the rare complication of 
hepatotoxicity; advise the patient that if they feel unwell or develop a 
fever or jaundice that they should stop taking Disulfiram and seek 
urgent medical attention.  


 See appendix 1 for a link to a printable Patient Information Leaflet. 
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# Full details of the potential DAR and side effects are contained in the Consent to 
disulfiram treatment form (appendix 2).   
 
 
Continuing Treatment and Duration of Treatment 
 
Patients should be seen at least every 2 weeks (includes clinic and Care Manager 
appointments) for the first 2 months, then monthly. 
   
Prescriber review should occur 6-12 monthly or as clinically indicated.  This should 
include monitoring of prescribing benefit, and potential toxicities.  
 
Standard bloods should be considered at 1 month, 6 months and annually while 
treatment continues (or more frequently if clinically indicated).  Particular attention 
should be paid to an increase in transaminases despite abstinence from alcohol as a 
drug induced hepatitis may be asymptomatic.  
 


Consider an annual ECG.   


 


Duration of treatment should be reviewed on a case by case basis, in consultation 
with the patient regarding the risks and benefits of the continuation or stopping of 
Disulfiram.  This could involve further discussion with the Alcohol MDT / Complex 
Case Meeting. If the patient continues to find Disulfiram beneficial in maintaining 
abstinence from alcohol, the prescription should be continued (see Balancing the 
Benefits and Risks of Disulfiram section).  If a patient is to trial a period without 
medication, further worker support should be offered during this time.  


 
Contact the manufacturer for the latest SPC if required (medinfo@tevauk.com ). 
 
Please note the information in this guideline does not replace the SPC or BNF 
and should be read in conjunction with both. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:medinfo@tevauk.com
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Acamprosate 


Formulary Status: Restricted to specialist initiation only. 


Formulary Prescribing Notes:  


 Continue for up to one year, although can be continued when relapse 
prevention benefit is demonstrated 


 Discontinue if lack of efficacy or full relapse occurs 
 Recommended: Review of alcohol consumption and psychosocial 


wellbeing every 6 months 


Acamprosate is an anti-craving and neuroprotective / neuromodulatory medication for 
AUD. 


 
Due to its neuroprotective benefits, Acamprosate should be initiated at least 1 week 
prior to detoxification or as soon as possible for patients undertaking a gradual self-
reduction of alcohol.  
 
It is a low risk medication with few side effects / interactions, therefore a low 
threshold for its use pre-detoxification is recommended.  If not commenced pre-
detoxification, it should be commenced during detoxification or as soon as possible 
after detoxification. It should be combined with psychosocial intervention. 
 
Acamprosate should be avoided:  
• in patients with a known hypersensitivity to Acamprosate or to any of the excipients  
• during pregnancy (unless potential benefit outweighs risk) and breastfeeding  
• in cases of renal impairment (serum creatinine >120 micromol/L) 
• in severe hepatic impairment 
 
Before Initiating Treatment 
Bloods as previously detailed (page 2).   
 
Prescribing would usually commence after investigation results are reviewed 
although it may be appropriate to initiate acamprosate prior to investigations to avoid 
delays that could lead to relapse. Investigations should be prioritised and completed 
as soon as possible thereafter. 
 
Initiating Treatment 
Dosing is weight based following the table below: 
 


Weight of 
Patient 


Dose and Frequency 


60kg and over 666mg three times a day with or after food 


Less than 60kg 666mg at breakfast, 333mg at lunch and dinner 


 
Duration 
 
Consider stopping 4-6 weeks after initiation if abstinence is not achieved or no 
significant improvement in drinking levels is noted.  Consider on a case by case 
basis.  
 
Prescribe for up to 1 year, or longer for those benefitting from the drug who want to 
continue with it, prescriber review at least 6-12 monthly or if clinically indicated. 
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Continuing Treatment and Prescribing/Supply 
 
Patients should be reviewed at least monthly and remain within the specialist service 
for a minimum of 3 months while other psychosocial input is undertaken.  Stable 
patients can be handed over to the GP for further prescribing, with advice to consider 
reviewing the patient 6-12 monthly.  GPs should be informed that prescriptions can 
continue for up to 1 year or longer for those benefitting from the medication. 
Prescribing for more complex patients for example those with liver disease should 
remain within ADRS if possible.  Handing over the prescribing to the GP is a joint 
decision between the Care Manager and the Prescriber. 
 
Blood tests are not required routinely but can be used to monitor for liver function 
recovery and as a motivational aid for patients to show improvement, for example on 
prescriber review. 
 
Inform the patient: 


 Possible side effects: diarrhoea, abdominal pain, nausea, vomiting, flatulence, 
pruritus, maculo-papular rash, frigidity or impotence, decreased libido.  


 See appendix 1 for a link to a printable Patient Information Leaflet. 


 
See SPC via link below: 
http://www.medicines.org.uk/EMC/medicine/1042/SPC/Campral+EC/  
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://www.medicines.org.uk/EMC/medicine/1042/SPC/Campral+EC/
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Naltrexone 


 
Formulary Status: Restricted to specialist use (Addiction Services) according 
to local treatment guidelines 
 
In AUD, Naltrexone reduces the rewarding effects and cravings for alcohol.  
 
Naltrexone is an opioid antagonist indicated for use as an additional therapy within a 
comprehensive treatment program including psychosocial intervention for alcohol 
dependence to support abstinence.  
 
Naltrexone should be avoided: 
• in hypersensitivity to Naltrexone hydrochloride or to any of the excipients.  
• in severe renal impairment  
• in acute hepatitis and severe hepatic impairment / failure 
•in opioid addicted patients with current use of opioids, patients on substitute 
prescribing or patients prescribed opioids for analgesia  
• if a patient has a positive screening result for opioids 
• in pregnancy (use only if benefit outweighs risk) and breastfeeding  
 
Before Initiating Treatment 


1. Bloods as previously detailed (page 2).  Prescribing would usually commence 
after investigation results are reviewed although it may be appropriate to 
initiate naltrexone prior to investigations to avoid delays that could lead to 
relapse. Investigations should be prioritised and completed as soon as 
possible thereafter. 


2. The patient should have been abstinent from all opiate drugs for 7-10 days 
(including over the counter medicines e.g. 8/500 co-codamol). 


3. Within clinic, verify that the patient has not taken any opiate drugs. Consider a 
urine drug screen and use of the Clinical Opiate Withdrawal Scale (COWS, 
appendix 6).  
 


Initiating Treatment 
 
25mg (half a  tablet) on day 1, then increased if tolerated to 50mg daily.  
 
If the patient feels unwell advise them to stop the oral Naltrexone immediately. 
 
Duration 
 
Consider stopping 4-6 weeks after initiation if abstinence is not achieved or no 
significant improvement in drinking levels is noted. Consider on a case by case basis.  
 
Prescribe for up to 1 year, or longer for those benefitting from the drug who want to 
continue with the medication, with prescriber review at least 6-12 monthly or if 
clinically indicated. 
 
Continuing Treatment 
 
Patients should be seen at least monthly while in treatment.  
  
Standard bloods should be considered at 1 month, 6 months and annually while 
treatment continues (or more frequently if clinically indicated).  Special attention 
should be paid to patients with hepatic enzyme levels exceeding three times 
the normal value and patients with renal impairment. 
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Note for concomitant treatment: 


Data from a safety and tolerability study of co-administration of Naltrexone with 
Acamprosate in non-treatment seeking, alcohol dependent individuals showed that 
Naltrexone administration significantly increased Acamprosate plasma level.  If 
patients report side effects the Acamprosate dose can be reduced.  


Inform the patient: 


 Against the concomitant use of opioids (e.g. opioids in cough medication, 
opioids in symptomatic medication for the treatment of common colds, or 
opioids contained in anti diarrhoeal agents, etc.) during Naltrexone treatment.  


 Patients should be warned that large doses of opioids to overcome the 
blockade may, after the cessation of Naltrexone, result in an acute opioid 
overdose, with possible fatal outcome. 


 Patients might be more sensitive to opioid containing medicines after stopping 
treatment with naltrexone. 


 To carry a ‘Naltrexone patient treatment card’ (provided by ADRS, appendix 
7) with them at all times whilst on treatment with naltrexone. 


 Very common side effects:  headache, sleep disorders, restlessness, 
nervousness, abdominal pain, abdominal cramps, nausea, vomiting, joint and 
muscle pain. 


 Common side effects: thirst, dizziness, drowsiness, shivering, increased 
sweating, increased lacrimation, pain in the chest, diarrhoea, constipation, 
urine retention, rash, pruritis, lack of appetite, delayed ejaculation, decreased 
potency, increased energy, irritability. 


 See appendix 1 for a link to a printable Patient Information Leaflet. 


See SPC via link  below: 
http://www.medicines.org.uk/EMC/medicine/25878/SPC/Naltrexone+Hydrochloride+5
0+mg+Film-coated+Tablets/   



http://www.medicines.org.uk/EMC/medicine/25878/SPC/Naltrexone+Hydrochloride+50+mg+Film-coated+Tablets/

http://www.medicines.org.uk/EMC/medicine/25878/SPC/Naltrexone+Hydrochloride+50+mg+Film-coated+Tablets/
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Appendix 1  Patient Information Leaflets 


 
Printable patient information leaflets are available via the Choice and 
Medication Website: 
https://www.choiceandmedication.org/nhs24/printable-leaflets/     
 
 
https://www.choiceandmedication.org/nhs24/generate/pillacamprosate.pdf  
https://www.choiceandmedication.org/nhs24/generate/pilldisulfiram.pdf  
https://www.choiceandmedication.org/nhs24/generate/pillnaltrexone.pdf  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.choiceandmedication.org/nhs24/printable-leaflets/

https://www.choiceandmedication.org/nhs24/generate/pillacamprosate.pdf

https://www.choiceandmedication.org/nhs24/generate/pilldisulfiram.pdf

https://www.choiceandmedication.org/nhs24/generate/pillnaltrexone.pdf
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Appendix 2  Consent to Disulfiram Treatment 
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Appendix 3   Pharmacies Providing Disulfiram Supervision 
 
An up to date list of pharmacies (in postcode order) providing the supervised 
disulfiram service is available at: 


https://www.glasgow.gov.uk/CHttpHandler.ashx?id=29531&p=0 


 


Any queries contact Jennifer Torrens, Alcohol Pharmacist. 


Email:  Jennifer.Torrens@ggc.scot.nhs.uk 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.glasgow.gov.uk/CHttpHandler.ashx?id=29531&p=0

mailto:Jennifer.Torrens@ggc.scot.nhs.uk
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Appendix 4  Disulfiram Prescription Examples 
 
 


           
 
 


           
 
 
 
 
 
 


Dose and instalment:  


one tab daily,  


7 day pharmacy. 


Dose and instalment:  


one tab daily Mon-Sat,  


6 day pharmacy. 


Dose and instalment:  


2 tabs Mon, Wed,  Fri. 


Dose and instalment:  


3 tabs Tues, 4 tabs  Fri. 
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Dose and instalment:  


2 tabs Mon, Wed,  Fri,  


with one take home dose. 


Dose and instalment:  


2 tabs Mon, Wed,  Fri,  


with one week take home. 
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Appendix 5  Disulfiram Patient Treatment Card 
 


 
 


 


Request these from Teva® (email: medinfo@tevauk.com) or contact the 
Alcohol Pharmacist (email: Jennifer.Torrens@ggc.scot.nhs.uk). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:medinfo@tevauk.com

mailto:Jennifer.Torrens@ggc.scot.nhs.uk
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Appendix 6   
 


Clinical Opiate Withdrawal Scale (COWS) 


 
Flow sheet for measuring symptoms over a period of time during induction of 
medication. 
 


For each item, write in the number that best describes the patient’s signs or symptom. Rate 
on just the apparent relationship to opiate withdrawal. For example, if heart rate is increased 
because the patient was jogging just prior to assessment, the increase pulse rate would not 
add to the score. 
 


Patient’s Name:___________________________ CHI: ______________ Date: _______ 
 
Enter scores at time zero, 30min after first dose, 2 h after first dose. 


 


    Pre dose At 30 
minutes 


At 2 hours 


Resting Pulse Rate: (record beats per minute) 
Measured after patient is sitting or lying for one minute 
0 pulse rate 80 or below 
1 pulse rate 81100 
2 pulse rate 101120 
4 pulse rate greater than 120 


   


Sweating: over past ½ hour not accounted for by room 
temperature or patient activity. 
0 no report of chills or flushing 
1 subjective report of chills or flushing 
2 flushed or observable moistness on face 
3 beads of sweat on brow or face 
4 sweat streaming off face 


   


Restlessness Observation during assessment 
0 able to sit still 
1 reports difficulty sitting still, but is able to do so 
3 frequent shifting or extraneous movements of legs/arms 
5 Unable to sit still for more than a few seconds 


   


Pupil size 
0 pupils pinned or normal size for room light 
1 pupils possibly larger than normal for room light 
2 pupils moderately dilated 
5 pupils so dilated that only the rim of the iris is visible 


   


Bone or Joint aches If patient was having pain 
previously, only the additional component attributed 
to opiates withdrawal is scored 
0 not present 
1 mild diffuse discomfort 
2 patient reports severe diffuse aching of joints/ muscles 
4 patient is rubbing joints or muscles and is unable to sit 
still because of discomfort 


   


Runny nose or tearing Not accounted for by cold 
symptoms or allergies 
0 not present 
1 nasal stuffiness or unusually moist eyes 
2 nose running or tearing 
4 nose constantly running or tears streaming down 
cheeks 


   


 
 
 
 
Page 1 of 2 


EMIS Scanning code: 38G1 
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Clinical Opiate Withdrawal Scale (COWS) continued 
 


    Pre dose At 30 
minutes 


At 2 hours 


GI Upset: over last ½ hour 
0 no GI symptoms 
1 stomach cramps 
2 nausea or loose stool 
3 vomiting or diarrhoea 
5 Multiple episodes of diarrhoea or vomiting 


   


GI Upset: over last ½ hour 
0 no GI symptoms 
1 stomach cramps 
2 nausea or loose stool 
3 vomiting or diarrhoea 
5 Multiple episodes of diarrhoea or vomiting 


   


Tremor observation of outstretched hands 
0 No tremor 
1 tremor can be felt, but not observed 
2 slight tremor observable 
4 gross tremor or muscle twitching 


   


Yawning Observation during assessment 
0 no yawning 
1 yawning once or twice during assessment 
2 yawning three or more times during assessment 
4 yawning several times/minute 


   


Anxiety or Irritability 
0 none 
1 patient reports increasing irritability or anxiousness 
2 patient obviously irritable anxious 
4 patient so irritable or anxious that participation in the 
assessment is difficult 


   


Gooseflesh skin 
0 skin is smooth 
3 piloerrection of skin can be felt or hairs standing up on 
arms 
5 prominent piloerrection 


   


Total scores 
 


   


 
 


Score: 5 – 12 = mild; 13 – 24 = moderate; 25 – 36 = moderately severe; more 
than 36 = severe withdrawal 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
Page 2 of 2 
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Appendix 7  Naltrexone Patient Treatment Card 
 
 


 


 
 
Request supplies from Jennifer Torrens, Alcohol Pharmacist. 
Email:  Jennifer.Torrens@ggc.scot.nhs.uk 


 
 
 
 
 
 
 
 



mailto:Jennifer.Torrens@ggc.scot.nhs.uk
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Foreword
These standards are intended to reflect current best practice in NHS Greater Glasgow and Clyde and 
replace those previously issued in 1995, 1997, 2000, 2005, 2011 & 2015.  Pharmacists involved in 
the supervised self-administration schemes for methadone, buprenorphine and disulfiram should be 
familiar with the contents.  Employers should ensure that these standards are bought to the attention 
of all pharmacists, technicians and support staff working with the relevant patients, especially locums.


If you have any comments regarding the content or format of these standards, please contact:


Carole Hunter


Lead Pharmacist


NHS Greater Glasgow & Clyde Addiction Services


E-mail:	 carole.hunter@ggc.scot.nhs.uk


Telephone:	 0141 303 8931


“All pharmacy professionals contribute to delivering and 
improving the health, safety and wellbeing of patients and the public.  


Professionalism and safe and effective practice are central to that role.”
(Standards for pharmacy professionals. General Pharmaceutical Council May 2017)
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Summary
1.	 These standards are provided for community pharmacists and registered technicians who are 


working in registered pharmacy premises in contract with NHSGGC to supervise patients’ 
consumption of substitution therapy.


2.	 The standards are also intended to inform prescribers, who are responsible for prescribing 
substitution therapy (and other relevant medication) and requesting supervised consumption, 
as the basis on which this service will operate.


3.	 The standards contain a wealth of information and examples of best practice to help you 
provide an efficient and effective substitution therapy service to your patients.  This document 
draws on both national and local documents and guidance.


Topics covered by appendices:
A. 	 Addiction services pharmacy team contact details


B.	 Example treatment agreement


C. 	 Example calibration log


D. 	 Prescriber contact flow chart


E. 	 Procedures for lost/Stolen or misplaced prescriptions


F 	 Police authorisation form


G.	 Emergency closure information


H. 	 NHSGG&C Community Addiction Teams contact details 


I. 	 The pharmacist’s role with children affected by parental alcohol and substance misuse


J. 	 Useful contact details
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1.	 Introduction
Substance misuse is a serious public health problem in the NHSGGC area, characterised by drug 
injecting, alcohol misuse and polydrug misuse.  The Health Board has adopted a harm minimisation 
approach, which not only reduces the harm inflicted on the individual but also minimises the 
consequences for the immediate family and the community at large.


Pharmacists have an important role to play in two key approaches to harm reduction 
namely:
1. 	 The dispensing and supervision of substitute drugs, such as methadone and buprenorphine, 


for those willing to reduce or cease injecting and for those who are alcohol dependent, the 
dispensing and supervision of disulfiram. These guidelines will focus mainly on this role.


2. 	 The provision of sterile injecting equipment to those who cannot or are not yet ready to give 
up intravenous drug misuse.


Neither of the approaches above are mutually exclusive.   It has been noted that, even in the most 
effective substitution programmes, about 76% of patients will continue to inject (NESI 2008/2009 
& 2010). Some patients on a substitute programme may still require sterile injecting equipment. 
Findings from the National Treatment Outcome Research Study (NTORS) in England and the Impact 
of Methadone in Glasgow (IMIG) Study demonstrate that although patients receiving methadone 
may not entirely give up injecting heroin, they inject less frequently than those people who are not 
on a methadone treatment programme.


Since early 2015, a significant increase in HIV transmission has been observed among people who 
inject drugs in Glasgow. By July 2019 this outbreak had reached 156. Hepatitis C remains an issue, 
despite improved treatment, around 70% of those tested show previous exposure to the virus. 
Several other recent outbreaks of serious infectious disease among people who inject drugs have 
been seen across the board area. Of particular concern was botulism (2014-2015) and anthrax 
(2009-2010). 


In order to reduce these harms we must ensure that those at risk have access to enough injecting 
equipment to meet their needs. We must also promote key harm reduction and safer injecting 
messages wherever possible. 


IEP Programme Overview
Fifty eight (58) pharmacies in NHSGGC are injecting equipment providers (IEPs). In addition to 
these there are 10 specialist outlets providing provision via outreach, mobile van and a clinic for 
those people injecting Image and Performance Injecting Drugs (IPEDS). Most drug services provide 
injecting equipment and the Glasgow Drug Crisis Centre has 24 hour provision. 


Details of pharmacy IEPs are regularly circulated to all contractors.   For pharmacies that are not 
involved in needle provision, pharmacists should provide information on the location of all IEPs and 
the range of services available. 


IEP provider training and safer injecting training is available to pharmacists and pharmacy staff on 
the first Tuesday of each month on an alternating basis.  For further information on the availability 
of IEPs or to enquire about training please contact NHSGGC Addiction Services on 0141 303 8931. 
The locations and contact details of all IEPs in NHSGGC are available from the Addiction services 
pharmacy team on 0141 303 8931.  Information on other local services is also available at www.
scottishdrugservice.com 


In addition to the pharmacy IEPs, the Glasgow Drug Crisis Centre (GDCC), 123 West St, provides 
a 24 hour, 365 days a year needle provision service and the Glasgow Street Team provide a back 
packing service in the City Centre. In Clyde, 3 nurse led IEPs operate from Renfrew Drug Service, 
Inverclyde Drug Service and Leven Drug Service. The Community Addiction Teams in Glasgow also 
provide  a Needle Replacement Service which allows addiction staff to supply injecting equipment to 
service users as part of a drop in consultation or planned appointment. Other services who provide 
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a Needle Replacement Service include the 218 Project, the Glasgow Drug Court and the Homeless 
Addiction Team.


Within NHSGGC a Take Home Naloxone Service is provided from some Community Pharmacies, 
Addiction Teams, Drug Services, hospitals and various other outlets.  For information on this service 
or if you are interested in finding out how to provide it contact 0141 303 8931.
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2.	 Supervision of substitution therapy


2.1	 What is substitution therapy?
Substitution Therapy is a replacement therapy in which a substitute substance is used to treat an 
addiction. It is replacing an addictive substance with a prescribed medication that will support a 
patient through the recovery process.  


2.2	 The need for supervised consumption in pharmacies
Supervising the consumption of medication for opiate and alcohol dependence has emerged as a key 
component of treatment programmes.  Supervision of consumption by an appropriate professional 
provides the best guarantee that a medicine is being taken as prescribed. The principal reason for 
using supervision is to ensure the safety of the patient and to minimise the risk of toxicity.


The benefits of supervising medication in a community pharmacy include:


a)	 ensuring adequate blood and tissue levels of methadone and buprenorphine are maintained, 
therefore reducing the patients need for additional opiates.


b)	 preventing diversion onto the black market.


c)	 providing an opportunity for the pharmacist to make a daily assessment of patient compliance 
with treatment and of the general health and well being of the patient.


d)	 providing an opportunity for the pharmacist to build a rapport with the patient that is beneficial 
from a health promotion and harm reduction viewpoint.


e)	 reducing the number of drug related deaths due to overdose. 


f)	 minimising the risk of accidental consumption by children.


Patients who have just started on OST are generally the most appropriate to receive their medication 
under direct supervision. Supervision allows the regular monitoring of progress and an ongoing 
risk assessment to be carried out on the patient. In some cases supervision will be needed for 
an extended period while for others it may be assessed as only being needed for a short period. 
Duration of supervision should be dependent on assessed clinical need and its need should be 
reviewed frequently.  Supervision levels should always have been discussed and agreement reached 
between the prescriber and the patient.  Pharmacists may be asked for their input into these 
decisions as the healthcare professional that sees them most frequently.


The pharmacist should recognise that supervision may need to be reinstated in times of crisis or 
relapse.  This should not be considered a failure of the programme or the patient. Substance misuse 
is a chronic relapsing condition. A patient may require several attempts before becoming stable and 
ultimately drug free, if that is their end goal.


2.3	 Medication administered under supervision 
Methadone
Methadone  is a Schedule 2 controlled drug. It is an effective evidence based medication which is 
prescribed for the treatment of opioid dependence. It is an opiate agonist and its primary function is 
to reduce (and eventually replace) illicit opioid use. It is most effective when used as a maintenance 
agent at optimal dosing. According to the ‘Drug Misuse and Dependence, UK guidelines on clinical 
management’, an optimal dose for maintenance therapy is between 60mg to 120mg daily although 
some patients may need doses which are higher or lower than this guide. Optimal methadone  doses 
exert clinical effects for between 24 to 36 hours.


Methadone is most commonly prescribed in the form of methadone oral solution 1mg/ml. Its long 
acting nature makes it particularly suitable for once daily dosing. Methadone concentrate solution 
10mg/1ml is normally only prescribed in exceptional medical circumstances or where a patient 
requires a dose higher than 150mgs daily. Supervision within the pharmacy on a daily basis is 
recommended for the first three months of methadone treatment and should continue thereafter 
depending on the individual patient’s circumstances and level of stability in treatment.
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As with any other prescription received in the pharmacy, the pharmacist has a responsibility to 
undertake a clinical check for interactions and appropriateness.


Buprenorphine 
Buprenorphine  is a Schedule 3 controlled drug. It is an effective, safe medication  for use in the 
treatment of opioid dependence. It is a mixed opiate agonist-antagonist which means it produces 
opioid responses while also reducing the effect of additional opiates such as heroin  or methadone.


Buprenorphine is available as a sublingual tablet in 3 different strengths, 400mcgs, 2mg and 8mg. 
The tablets are administered sublingually because of buprenorphine’s poor oral bioavailability. 
Buprenorphine is not active if swallowed therefore patients should be encouraged not to swallow 
excess amounts  of saliva when the tablet is dissolving under the tongue. In practice, supervision of 
the patient is most important for the first 2-3 minutes after administration.


The first dose of buprenorphine should be administered at least 8 hours after the last use of heroin 
in order to reduce the risk of precipitated withdrawal. Optimal maintenance doses are between 8 
to 32mg and duration of action is related to dose. Low doses (2-4mg) exert clinical effects for up to 
12hours and higher doses (16 to 32mg) exert clinical effects for up to 48 to 72 hours.


Daily supervision within the pharmacy is recommended  for the first three months of buprenorpine 
treatment and should continue thereafter depending on the individual patient’s circumstances and 
level of stability in treatment


Disulfiram
Disulfiram is used as an adjunct to treatment for alcohol dependence. It inhibits the liver enzyme 
aldehyde dehydrogenase and therefore prevents the breakdown of acetaldehyde.  Therefore if taken 
with alcohol, acetaldehyde accumulates causing side effects such as throbbing headache, flushing of 
the face, breathlessness, nausea, vomiting and dizziness on standing. The reaction is rapid and can 
occur within ten minutes of drinking alcohol and can last for several hours. Disulfiram is therefore 
used as a deterrent.  


Therapy should be commenced after the patient has abstained from alcohol for at least twenty-four 
hours and the patient should be given advice to avoid products that may contain ethanol (food 
products, medicines, toiletries).


In the UK, licensed disulfiram is only available as a 200mg tablet.  It can be administered once daily 
or often in NHSGGC it is administered three times a week (e.g. 400mg Monday, Wednesday and 
Friday) or twice weekly.  Supervised consumption of disulfiram has been shown to be an important 
contributor to effectiveness.  NHSGGC funds the Supervision of disulfiram within Community 
Pharmacies.  A safety aspect of the service is that patients are breathalysed before every dose.  
Patients must obtain a zero result to receive their supervised dose.  Tablets should be swallowed 
whole with a glass of water.  The supervisor should ensure the tablet(s) has(ve) been consumed.  
Any take away doses should be provided after the consumption of the supervised dose.  Any single 
missed dose or positive breath test should be fed back to the patients’ care manager/key 
worker.


The Addiction Pharmacy Team trains pharmacies and allocates breathalysers on a patient need/
request basis.  Any queries regarding the service should be directed to Jennifer Torrens, Alcohol 
Pharmacist on 07557 012870.


Effective concentrations of disulfiram may last in the body for up to 14 days; therefore there is a 
strong need for the patient to remain abstinent for 14 days after the last tablet(s) is/are consumed.


2.4	 Supervised therapies in pregnancy
The objectives of management are to achieve stability – pharmacological, social, medical and 
psychosocial.  Engagement with and close monitoring in antenatal care and drug treatment are 
integral to achieving stability.  Detoxification is sometimes requested by patients who discover they 
are pregnant, however, if deemed appropriate, this would normally only be carried out during the 
second trimester and in very small increments.
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Pregnant woman will normally remain on their current treatment, methadone or buprenorphine, 
with an additional package of support put in place.  Transfer to buprenorphine during pregnancy is 
not normally advised due to the risk of precipitated withdrawal and the risk of inducing withdrawal in 
the foetus.


Medications for alcohol relapse prevention, such as disulfiram, have not been shown to be safe in 
pregnancy.


2.5	 Provision of a supervised substitution therapy service
The Area Pharmaceutical Committee (APC) supports the supervised consumption of substitution 
therapies within community pharmacy premises. It has taken the view that the service should ideally 
be provided from a large number of pharmacies rather than from an identifiable centre.  Whilst 
the APC is satisfied that over 90% of NHS GG&C pharmacy contractors were providing this service 
in January 2019, it also recognises that not all pharmacists may wish to provide this service. The 
APC recommends that the provision of such a service should continue to be voluntary and that 
contractors should take cognisance of the views of their staff, including locums, before entering 
the service. Those pharmacies that are contracted to supervise consumption on their premises 
are reminded of the contractual obligation to ensure that supervision is always carried out when 
requested by the prescriber.  The NHS GG&C Pharmaceutical List indicates the pharmacies that have 
contracts for supervised consumption service provision.  


Pharmacists supplying substitution therapy should also remember their professional responsibility to 
provide a clinical assessment prior to the supply of any medication to a patient.  Patients who present 
with prescriptions for substitution therapies will require this clinical assessment to be carried out and 
may have complex medical issues to be taken into consideration.  The pharmacist must carry out 
a full clinical assessment including checking for interactions and contra-indications.  It must not be 
assumed that this has been carried out by the prescriber.


It is particularly important with this patient group to provide counselling on side-effects and to 
provide other information relevant to their medication. 


All staff working in pharmacies operating a substitution therapy service, including locums, must 
ensure they have read, are familiar with and follow the guidelines set out in this document.  This 
will ensure patients accessing the service anywhere in NHSGGC will receive the same high level 
of service.  Responsibility for ensuring this is the case lies with the pharmacy manager and the 
superintendent pharmacist.
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3.	 Practical aspects of operating a supervised 
consumption service


3.1	 Standard operating procedures
All pharmacy staff involved in providing a supervised consumption service should be adequately 
trained and feel confident and competent in operating the service.


Each pharmacy should have in place Standard Operating Procedures (SOPs) that outline how 
their service operates. Any changes to existing SOPs need to be approved by the Superintendent 
Pharmacist. Each SOP should clearly state which members of the dispensing team the procedures 
apply to and provide a step-by-step guide for each stage of the service. A training record should be 
kept for all staff trained on each SOP and signed off by the Pharmacist in Charge.   SOP’s should be 
reviewed and updated at regular intervals to ensure they are still relevant.  Once updated staff must 
be re-trained and any changes to the SOP highlighted to them.


Some examples of Standard Operating Procedures are:


•	 Preparation procedures for daily medication dose


•	 Checking  Procedures


•	 Supervision Procedures–including checking of patient identity


•	 Missed Dose Procedures


•	 Lost and stolen procedures for prescriptions and medication 


•	 Record Keeping Procedures


•	 Communication  procedures for linking in with prescribers and Addiction Services


•	 Calibration and maintenance of methadone pumps/automated devices


3.2	 Addiction services treatment agreement
Before patients start substitution therapy in the pharmacy a discussion should take place between 
the pharmacist and the patient. Part of this discussion should be around a treatment agreement 
which outlines the role of the pharmacist and the patient, opening hours, missed dose procedures 
and unacceptable behaviour as a minimum. It is good practice for the patient’s worker or prescriber 
to contact the pharmacy prior to the start of a prescription to ensure the pharmacy has a place 
for that patient and knows when to expect them.  If a prescription for a new patient is presented 
at a pharmacy we would ask staff to contact the issuing team or prescriber before dispensing any 
medication.  It is also helpful for the pharmacy to note on the patients PMR the name of the patients 
worker and prescriber in case of any issues in the future.


The use of treatment agreements is not mandatory; however, the pharmacist must ensure the patient 
is given all relevant information when the patient starts their treatment in some form.  If you decide 
to use an agreement, this should be discussed and signed by the pharmacist and the patient and the 
patient given a copy for their records, an example agreement is shown in Appendix B.  In addition, 
pharmacists should provide patients with an information leaflet on other pharmacy services provided 
such as eMAS, Smoking cessation, EHC etc.


3.3	 The supervised consumption procedure
Supervised consumption should be viewed as a situation where therapeutic relationships can be built 
with patients. The principal reason for using supervision is to ensure the safety of the patient and to 
minimise the risk of toxicity. It should not be used or viewed as a punishment.


When supervising substitute therapy in the pharmacy, staff should try to make the supervision 
process as dignified and discrete as possible.  All patients should be treated with courtesy and respect 
and consumption should take place in a private consultation room or a suitably discreet area of  
the pharmacy.
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The following process should be followed:


•	 When the patient arrives: first, confirm patient’s identity. Confirmation should include checking 
a patients name, address and date of birth. If the patient is attending the pharmacy for the first 
time ideally a physical description of the patient should be obtained from the worker/prescriber 
or, if available, ID provided.  It is also recommended that you check what dose of medication 
the patient is expecting to receive.  The failure to properly confirm a patient’s identity continues 
to lead to administration errors where patients receive the wrong dose. Staff often report that 
they are familiar with these patients.


•	 Each prescription should be checked to ensure it is legally compliant. (Please see current edition 
of the Medicines Ethics and Practice (MEP) for details on prescription wording.)


•	 A full clinical check of the prescription should be undertaken by the pharmacist. At this point 
it is good practice to attach the PC70, purple form, fill in the appropriate dispensing dates and 
highlight the last date of dispensing.


•	 Medication should be dispensed in accordance with the Human Medicines Regulations 2012. 
The daily amount of medication should be dispensed into an individual dispensing container, 
sealed and labelled.


•	 All subsequent doses should be prepared in advance (where possible) in order to minimise 
waiting times.


•	 Each dose should have an accuracy check carried out, by a suitably trained member of staff, 
at the point of dispensing regardless of whether the dose has been prepared by hand, using a 
manual methadone pump or an automated machine.  This must be in addition to the clinical 
check carried out by the pharmacist each time the medication is to be dispensed.  A patients 
situation can change from day to day so it is vital that checks are put in place to ensure that it is 
clinically appropriate to dispense this medication on each occasion. 


•	 At the point of supervision, substitute medication should be transferred from the dispensing 
container into a disposable cup ensuring compliance with the legal labelling requirements 
for dispensed medication. Patients should be discouraged from drinking the dose of liquid 
medication from the dispensing bottle.  New bottles should be used for each dispensing.


•	 Staff should ensure that medication has been consumed and the patient should be encouraged 
to drink water after consumption. Supplying water to be swallowed after the dose and 
conversing with the patient ensure that doses have not been retained in the mouth. (Please 
Note: Some patients may say that they prefer to use a can of soft drink to wash down their 
medication however this should be avoided as the patient may divert their medication into  
the can.)


•	 Doses that are collected for consumption on ‘Take Home’ days must be dispensed and supplied 
in individual dispensing containers with a child resistant closure and patients advised of safe 
storage of medication. The health board supplied warning label should be applied to each 
bottle of take home medication.  Use of a separate container ensures the patient does not have 
to measure his or her own dose. This also ensures that if the bottle is lost or damaged then the 
entire take home dose is not lost.  This is of particular importance if there are children present 
in the patient’s home who may inadvertently gain access to the medication.  Pharmacists have 
a professional responsibility to safeguard the welfare of their patient’s children and supply doses 
in individual bottles.


•	 After consumption patient identifiable labels should be removed from containers prior  
to disposal. 


•	 The pharmacist must ensure that patients are counselled with regard to the disposal of 
containers given with take-home doses.  Patients must understand the importance of safe 
disposal and the potential consequences if they do not take responsibility for this.
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In situations where the pharmacist considers the patient’s behaviour unacceptable i.e. violent or 
abusive or the patient appears to be intoxicated, the prescriber should be contacted and the dose 
withheld until further guidance from the prescriber. It is important that the risks of withholding a 
dose(s) are considered in terms of patient safety.  Further guidance on missed doses is given later on 
in the document.


3.3.1	Additional guidance for the supervision of Buprenorphine
•	 	Before a patient takes their first dose of buprenorphine the pharmacist should confirm with the 


patient that there has been a period of time between their last dose of heroin or methadone in 
order to minimise precipitated withdrawal. The patient should wait at least  
6-12 hours after the last use of heroin or 24-48 hours after the last dose of methadone.


•	 The patient should be feeling withdrawal symptoms and showing signs of withdrawal e.g. 
sweating, before taking their FIRST dose of buprenorphine. The pharmacist needs to emphasise 
this point to the patient when supervising medication.


•	 The pharmacist should ensure the patient rinses their mouth with water before taking 
buprenorphine to stimulate saliva production. This will help to speed up the dissolution of the 
tablet in the mouth.


•	 The tablet should be handed to the patient in the blister pack for the patient to handle 
themselves or the pharmacist should transfer the tablet directly from the blister into a 
disposable cup.  If the patient’s dose is made up of more than one tablet, it is encouraged that 
they be taken together.  There is no clinical need for them to be taken one after the other.


•	 The patient should be instructed to tip the tablet(s) directly under the tongue, leave to dissolve 
and swallow as little saliva as possible. (Please Note: The tablets should NOT be swallowed, as 
they are not active if swallowed.)


•	 The patient should be observed for approx 5 minutes in the consultation area. The length 
of time that the tablets take to dissolve will vary from patient to patient.  In general, longer 
times are required where higher doses are used.  In practice, supervision of the patient is most 
important for the first 2-3 minutes after administration, during which time the tablets will have 
started to dissolve.


•	 The patient should remain in the pharmacy until the pharmacist is satisfied that all that remains 
under the tongue is a chalky residue.  This can be easily confirmed by asking to see under the 
patients tongue.


A prescription for buprenorphine may be written on two separate forms depending on the dose 
the patient is prescribed. Daily doses that require a combination of two different strengths of 
buprenorphine will be on separate prescriptions and each prescription should be stamped in 
red ink with the wording ‘Dispense 1 of 2’ & ‘Dispense 2 of 2’. Pharmacists should ensure that 
prescriptions are dispensed together.


Some pharmacists have been crushing buprenorphine tablets before consumption to make the 
supervision process more straightforward. This practice, while technically off-licence may sometimes 
be undertaken with appropriate clinical governance approval and protocols. 


3.4    Methadone measuring pumps
Most pharmacies now have a methadone  pump to facilitate the measuring and preparation of 
doses for patients. It is important that these devices are cleaned and serviced regularly. The following 
guidance has been provided by the manufacturers of the Eppendorf pump and is detailed below.


Maintenance of Eppendorf methadone dispensers
Regular cleaning is needed because methadone is a viscous product with high sugar content that 
crystallises easily resulting in it clogging up and damaging dispensing systems. It is important that 
the measuring pumps are cleaned and maintained regularly to ensure they are reliable and continue 
to dispense accurately. Outlined below is a guideline schedule for cleaning and maintenance. All sites 
should keep records of their cleaning and servicing schedule.
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Daily Cleaning
•	 At the end of the day flush through first with warm soapy water.


•	 Rinse with clean warm water in exactly the same way as you use the unit for  
dispensing methadone.


•	 There is no need to remove the piston.


•	 N.B. Should you remove the piston from the unit you must put a small amount of silicone 
grease on the seal at the bottom of the piston before you replace it.  Failure to do this could 
result in damage to the seal and inaccurate dispensing.


Weekly Cleaning
•	 At the end of the week, rinse the outside of the pump in a soap / Milton solution and then in 


clean warm water.


•	 Then fill the unit with the soapy water or Milton solution, this can be left overnight.


•	 The following morning rinse out the pump with clean warm water in the same way as you 
would on a daily basis.


•	 Again there is no need to dismantle.


•	 N.B. This is a change to previous instructions: the complete unit should NOT be immersed 
completely in water and left to soak overnight.


Please read and follow the maintenance instructions supplied with each individual  
methadone dispenser.


Annual Maintenance
The dispensers are precision instruments designed to accurately dispense the volumes you require.   
Therefore they need to be serviced and calibrated regularly to ensure they continue to dispense 
accurately. (Please refer to pharmacy’s own SOP for the calibration and maintenance of pumps.)


The following is recommended as a minimum:


•	 Send annually to a qualified servicing centre for a routine service and calibration where it will be 
stripped down, cleaned, serviced and calibrated.


•	 For high usage sites (over 60 patients) the pump should be serviced twice a year.


The following is a list of companies who will service manual methadone pumps:


McQuilkin Laboratory Supplies:	01355 590 511


Camlab:				    01954 233 110


Eppendorf UK Ltd:			  01438 735 888 
These companies may provide loan pumps while yours is being serviced.  Some provide one as 
standard and some only as part of a service agreement.  Please phone the companies directly to 
discuss your requirements.  Your own company may provide a calibration service.  Maintenance 
records should be kept for each device you have.


Calibration
It is important to ensure that your pump is operating correctly prior to dispensing.  Before starting, 
staff should carry out a test measurement, which should be checked by the Pharmacist and then 
recorded on a calibration log.  This is particularly important after the pumps have been cleaned to 
ensure they have been reassembled correctly and have not been damaged during cleaning.


An example of a calibration log is given in Appendix D.
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3.5	 Automated methadone measuring devices
Many pharmacies now use automated measuring devices to assist in the management of methadone 
supply e.g. Methameasure or Methasoft.


These systems can also identify patients from biometric data e.g. finger prints as an added security 
measure. It is essential that these systems are maintained as directed by the manufacturers, cleaning 
of the device should be done daily to prevent any residue build up. 


SOPs should be in place for each process involving the automated machine e.g. dispensing, cleaning 
etc. and all staff involved in its use, included locums, must be trained and signed off.


It is important to remember that the use of an automated measuring device does not negate the 
need for an accuracy check to be undertaken by a suitably trained person i.e. an ACT or pharmacist, 
at the point of dispensing.  This must be in addition to the required clinical check carried out by  
a pharmacist.  


The pharmacy SOPs should reflect this and it is good practice to have systems in place to be able 
to identify which member of staff carried out which role e.g. annotating scripts for clinical check, 
checked by/dispensed by boxes on labels. 


3.6    Labelling requirements
It is a legal requirement that all medication dispensed from a pharmacy must have a patient label. 
This legal requirement includes any methadone, buprenorphine or disulfiram issued to a patient, 
irrespective of when it is dispensed. Patients arriving in the pharmacy and having their methadone 
poured for them at this point should still receive their dose in a labelled container. This applies to  
all situations whether hand poured, prepared using a pump or dispensed from an automated 
measuring device.
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4.	 CD instalment wording and  
prescription requirements


•	 All prescriptions for controlled drugs (CDs) must conform to Regulations 15 and 16 of the 
Misuse of Drugs Regulations 2001. Regulation 15 refers to the “Form of prescriptions” and 
Regulation 16 to “Provisions  as to supply on prescription”. Pharmacists should remember that 
they cannot supply methadone or buprenorphine against a prescription ‘unless the prescription 
complies’ with these regulations (see current edition of BNF section: “Controlled  drugs and 
drug dependence” for details). The wording of the prescription must be in accordance with 
that of the Home Office, MEP and British Medical  Association.


The NHSGGC Controlled Drugs Governance Team on 0141 201 6033 can be contacted if 
difficulties are encountered with a prescriber on the Requirements of Regulations 15 and 16.


•	 Prescriptions for Schedule 2 or 3 controlled drugs which are intended to be dispensed by 
instalments must contain a direction specifying the amount of the instalments which may be 
supplied and the intervals to be observed when supplying. It is a legal requirement that the 
instalment amount and the dose are specified separately on the prescription. For example:


	 Methadone Oral Solution 1mg/ml
	 Send: 700ml (seven hundred mls)


	 Label: 100ml daily


	 Supply: 100ml daily 200mls Sat


	 Supervised on Day of Collection
The instruction for daily instalment dispensing must be clearly written for each item that has to 
be dispensed in instalments.  In particular, the instalment provisions of the regulations must be 
strictly adhered to unless the approved Home Office wording is included on the prescription.  
The approved wording enables those supplying controlled drugs to issue the remainder of an 
instalment prescription when the person fails to collect the instalment on the specified day. 
(Please see the Controlled Drug section of the ‘Medicines Ethics & Practice’ for examples of 
approved wording). Pharmacists are encouraged, and should NOT be reluctant to, contact the 
prescriber to clarify his/her intentions if the prescription is unclear or ambiguous.


•	 The prescription must specify clearly if supervision is required and the frequency.


•	 Prescribers should be encouraged to clearly state the start date for dispensing on the 
prescription to avoid overlap. There is no legal requirement for a start date to be specified 
on the prescription however were one is given it must be complied with. The first instalment 
must be dispensed within 28 days of the ‘appropriate date’. The ‘appropriate date’ is the later 
of the date of signing or a date specified by the prescriber as being the date before which the 
controlled drug should not be supplied.  The ‘appropriate date’ can be more than 28 days after 
the date of signing.


Prescribers should also be encouraged to write the name of the pharmacy the patient attends 
on the prescription.  It is good practice to contact the prescriber if a patient presents a 
prescription one day or more after the ‘appropriate date’ to clarify for how long the prescription 
is to be supplied.  Care should also be taken to ensure that extra supplies are not made when 
current prescriptions overlap the start date of subsequent prescriptions.  This will ensure there is 
no risk of double dosing or patients inadvertently missing appointments when it comes to the 
end of the prescription.


•	 It is important to make patients aware from the outset that missed doses will not be replaced 
and contact the prescriber if necessary (please see section on Missed Doses).  Missed doses 
cannot be supplied at  a subsequent visit.


•	 Any problems with a patient’s prescription should be discussed with the prescriber.  The 
pharmacist will be held responsible in law if methadone/buprenorphine is supplied against a 
prescription that does not comply with Regulations 15 or 16.







18	 Standards for of Drug & Alcohol Services in Community Pharmacies


5.	 Education and Training
Pharmacists routinely involved in the provision of this service must complete the most recent 
distance learning package ‘Pharmaceutical Care in Substance Misuse’, available from NHS Education 
Scotland, Pharmacy (NES). 


In addition pharmacists are encouraged to attend multi-disciplinary training programmes. E.g. 
Shared Care conferences offered by NHSGGC Addiction Services. 


6.	 Liaison
•	 Pharmacists should develop and maintain close links with prescribers.  The prescriber should 


contact the pharmacist to discuss acceptance of each new patient to their service, or change of 
pharmacy the patient is attending. Otherwise the pharmacist should contact the prescriber to 
confirm the arrangements.


•	 Pharmacists should report any patient missing three or more doses to the prescriber.  
This means that on the fourth day the pharmacist must contact the prescriber for advice before 
dispensing the dose.  (Please refer to section on missed doses for further guidance.)  Be mindful 
of the implications if the fourth day will fall at a weekend, you may want to consider contacting 
the prescriber sooner or if you have any specific concerns for the wellbeing of a patient who has 
missed doses.


•	 Hospital staff, addiction staff and pharmacist should liaise, with one another, when a patient 
receiving substitution therapy for opiate dependence is admitted or discharged from hospital.


•	 Police, prison services, prescribers and pharmacists should liaise, with one another, when a 
patient receiving substitution therapy for opiate dependence is held or released from custody.


•	 Daily contact with the patient will allow the pharmacist to provide health promotion advice, 
monitor patient compliance and monitor suspected alcohol/drug intake, physical appearance 
and family circumstances/support. Appendix D to these Guidelines makes some suggestions as 
to when to consider contacting the prescriber.
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7.	 Medico-legal aspects


7.1	 Professional standards and guidance for patient consent
Patients have a basic right to be involved in decisions about their healthcare. In medical terms patient 
consent is a patient’s agreement to receive a professional service or treatment. Consent is ongoing 
and should be obtained again if any changes are to be made to the service or treatment. The 
patient must be capable of making the decision and understand the information given regarding the 
treatment or service in order to make an informed decision.


To provide valid consent patients must be provided with sufficient information to enable them to 
make an informed decision. Information should be clear and accurate and presented in a way that 
patients can understand.


In emergency situations treatment may be provided without patient consent. For example: 
administration of naloxone in suspected opiate overdose or administration of adrenaline to  
treat anaphylaxis.


Pharmacists and Registered Technicians must be familiar with the full GPhC document ‘Standards for 
pharmacy professionals’ May 2017.  This guidance can be found on the GPhC website https://www.
pharmacyregulation.org/spp


Information on patient consent can also be found in the appendices of the current MEP edition.    


7.2	 Guidance for patient confidentiality
Patients have the right to expect that information you obtain about them is kept confidential and is 
used only for the purposes for which it was given. Information about patients must not be disclosed 
without their consent other than in exceptional circumstances or where required or permitted by law.


When disclosing patient information you must release only the minimum amount of information 
necessary for the purpose. Professional judgement must be exercised when considering the 
information to disclose taking into account who is requesting the information and why. If it is not 
necessary for the patient to be identified you must make sure that the patient cannot be identified 
from the information given.


Pharmacists and Registered Technicians must be familiar with the full GPhC document ‘Standards for 
pharmacy professionals’ May 2017.  This guidance can be found on the GPhC website https://www.
pharmacyregulation.org/spp


Information on confidentiality can also be found in the appendices of the current edition of the MEP.


7.3	 Guidance on the protection of vulnerable groups
In 2011 the Scottish Government introduced a new scheme to replace the Disclosure process, this is 
called   the Protecting Vulnerable Groups Scheme.  The PVG scheme will help to ensure that those 
who have regular contact with children and protected adults through paid and unpaid work do not 
have a known history of harmful behaviour.  The Scheme is designed to be simpler but more robust 
than the previous process.


Pharmacists providing NHSGGC Pharmaceutical Services will, in general, undertake regulated work 
with vulnerable groups and are thus within the scope of the PVG Scheme.  This is because they are 
providing a health service under the NHS (Scotland) Act 1978 which includes care and/or advice 
relating to physical well-being and, therefore, their patients are considered protected adults.  They 
are also likely undertaking regulated work with children and young people if they provide care and 
advice to them.  Some members of pharmacy support staff will also undertake regulated work and 
fall within the scope of the PVG scheme, however, this is heavily dependent upon the individual’s  
job description and the scope of duties and tasks they will be required, or expected, to carry out in 
the pharmacy.  
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Under the terms of the Scheme, since 28th February 2011, any new employees who will be 
undertaking regulated work are required to be a PVG member.  Since February 2015, it has been 
mandatory for community pharmacy contractor to ensure that ALL employees undertaking regulated 
work are PVG Scheme members.  It is an offence to offer regulated work to an individual barred from 
doing so and the contractor will be held responsible so it is vital that all contractors comply with 
these requirements.  A guidance document can be found on the Community Pharmacy Scotland 
website at http://www.communitypharmacy.scot.nhs.uk/documents/PVG_Scheme_advice_note.
pdf


Pharmacists and pharmacy staff are likely to have regular contact with people classed as being in 
a Vulnerable Group, or their carers, and should be alert to and act on indications that a vulnerable 
person may be being abused or at risk of abuse.  


The current edition of the MEP also provides guidance around the protection of vulnerable adults 
and what action to take if you have suspicions or concerns.  Further guidance is also available for 
members from RPS Support Protecting Vulnerable Adults– a quick reference guide at https://www.
rpharms.com/resources/quick-reference-guides/protecting-vulnerable-adults


7.4	 Guidance on Child Protection
Children are classed as a vulnerable group and as such pharmacists and support staff who are in 
contact with children are required to be PVG members.  However, child protection is a specialised 
area and training is available for pharmacist and pharmacy staff to keep their knowledge up to date.  
All health professionals who come into contact with children in the course of their work need to be 
aware of their responsibility to safeguard and promote a child’s welfare. Child abuse can occur across 
all social groups and in a variety of circumstances. Children may be particularly vulnerable if there is 
history of family violence or abuse, mental health problems or drug and alcohol misuse.


Pharmacists in contact with children should be able to recognise and know how to act upon 
evidence that a child’s health or development is being, or may be, impaired. Guidance is provided 
in the current edition of the MEP on protecting Children and young people with advice on what to 
do if you have suspicions or concerns.  Further guidance is available from RPS Support Protecting 
children and young people – a quick reference guide, 2011 (www.rpharms.com) 


For further information and guidance on children affected by parent alcohol and substance misuse 
see Appendix J.  


7.5	 Different formulations of methadone and private prescriptions for 
substitution therapies


NHSGGC recommends the use of licensed methadone, however, if you choose to use unlicensed 
extemporaneously prepared methadone (i.e. methadone powder and diluent) you must follow the 
guidance published by the GPhC for preparing unlicensed medicines in the pharmacy and your SOPs 
must reflect the additional steps required to comply.  The guidance can be found at http://www.
pharmacyregulation.org/sites/default/files/guidance_for_registered_pharmacies_preparing_
unlicensed_medicines_23_05_14.pdf


If you dispense methadone concentrate, precautions must be taken to ensure that there is no 
possibility of the strengths being mixed up.  The concentrate should only be prepared by trained 
staff and must be checked by the pharmacist.  NHSGGC would also recommend that the dose is 
poured into a cup prior to supervision to allow a further check of the colour.


Methadone tablets (Physeptone) are not licensed for the treatment of opiate dependence.  
Prescribers working within NHSGGC have been advised not to prescribe tablets or ampoules of 
methadone for this purpose.  Although the number of private prescriptions for methadone is known 
to be small, pharmacists should be extra vigilant when dealing with such prescriptions and ensure 
he/she is are aware of the most recent legal requirements of private controlled drug prescriptions, 
in particular the need for them to be written on a PPCD form and sent to the pricing bureau.  
Information is available on the Practitioner Services Scotland website www.psd.scot.nhs.uk


Do not forget that you should not dispense any prescription unless you are certain of its authenticity.
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7.6	 Missed doses
It is important to contact the relevant prescriber/addiction service when a patient does not attend 
the pharmacy to collect their opioid replacement therapy (ORT).


Pharmacies are advised to contact the patient’s prescriber/addiction service when a patient has 
missed 3 or more consecutive daily doses of their ORT medication. Patients who present at the 
pharmacy after 3 or more missed doses should be referred back to the addiction service where any 
decision to reduce a patient’s daily dose will be made by the prescriber. 


The decision to reduce a patient’s daily dose will be based on an individual’s current drug use, 
potential loss of opiate tolerance and other relevant clinical factors. If the decision is made to 
maintain a patient on the same daily dose of ORT, the pharmacy will be contacted by the addiction 
service to inform them of the clinical decision and directions given for the current prescription to 
be continued. If a patient is regularly missing doses either in a weekly or random pattern, it is good 
practice to contact the prescriber to inform them of a patient’s poor compliance to treatment.


Any concerns regarding a patient or their prescription should be discussed with the patient’s 
prescriber/addiction service.


7.7	 Error Reporting
To ensure patient safety, errors involving any form of substitution therapy should be dealt with as 
soon as the error is discovered.  The welfare of the patient must be put first and steps taken to ensure 
the patient is contacted, if not still in the pharmacy, and arrangements made to have them treated if 
necessary depending on the nature of the incident which has occurred.  


The responsible pharmacist must contact the prescriber and the patient’s care worker as soon as 
possible to inform them of the error.  The Responsible Pharmacist should contact the addiction 
services team to notify the pharmacy team of the error.  They will provide support and assistance as 
necessary.  If immediate contact with the patient is deemed necessary by the Responsible Pharmacist, 
where pharmacy or addiction staff have been unable to do so, the local police should be contacted 
immediately, and they will be able to provide assistance.  A report containing details of the incident, 
contributory factors and remedial actions should also be sent to the Accountable Officer via the 
Controlled Drugs Governance Team. 


The Controlled Drugs Incident report used to notify the Controlled Drugs Governance Team of an 
incident can be found via staffnet on the Controlled Drug Governance page or by contacting the 
team directly on 0141 201 6033.


Where company error procedures are in place they must be followed. 


The form above can be used if the error will not be reported to the Accountable Officer by another 
mechanism within your company.  


It is good practice for the pharmacist and staff to undertake to identify any failings which led to the 
error and complete CPD cycles to address these.


7.8	 Police medication request form
If a patient is taken into custody, it may be necessary for the police to collect their medication to 
prevent them from missing doses.  The police will come to the pharmacy to collect the medication 
and present you with a form, an example of this is given in Appendix F, which has been signed by 
the patient and the police surgeon to authorise the collection.


As supervision is only a request from a prescriber, you are allowed to supply the medication to the 
police.  However, you must adhere to the directions on the prescription and only those instalments 
due on that day can be supplied. You must ensure that your CD register is completed accurately to 
reflect who collected the medication.  It is good practice to keep the signed authorisation in the CD 
register as well.
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7.9	 Non-Medical Prescribing
Since the review of ‘Prescribing, Supply and Administration of Medicines’ final report in March 1999, 
known as the Crown Review, non medical prescribing (NMP) for nurse, pharmacist and other allied 
healthcare professionals has developed.  


Although initially restricted to a limited list of medicines, legislation was passed in May 2006 enabling 
nurse and pharmacist prescribers to prescribe from the entire British National Formulary and in April 
2012, restrictions were removed allowing Schedule 2, 3, 4 and 5 controlled drugs to be prescribed 
with the exception of diamorphine, cocaine and dipipanone for addiction.  


The NMP Strategy for NHSGGC Alcohol & Drug Recovery Service identifies drug and alcohol 
dependence as a key area where extended pharmacy prescribing will have a significant benefit. 
The development of NMP aims to make better use of the skill set of pharmacists, enhance staffing 
roles as part or workforce development and enable patients to receive timely treatment by the most 
appropriate health care professional.  


Community Pharmacists should be aware that they may receive prescriptions signed by ADRS 
nurse & pharmacist prescribers on community prescription stationery including GP10, GP10(SS), 
GP10N(SS), GP10(N), GP10(P) and hospital based prescribing stationery for Addictions, HBPA,  
HBPA (SS).  


Queries around Non Medical Prescribing within ADRS, should be directed to Mary Clare Madden, 
Senior Clinical Pharmacist & Prescriber on 07557012877.


7.10	 Lost/stolen prescriptions or medication
By the prescriber, pharmacy or patient should be reported as per outlined procedures in Appendix 
E. It is important that the police are notified if dispensed medication is lost to prevent accidental 
overdose and to aid the recovery of the medication.


7.11	 Naloxone
The Human Medicines Regulations 2012 allow for the parenteral administration of naloxone by 
anyone in an emergency for the purpose of saving a life.  Naloxone is an opioid antagonist which will 
temporarily block the effects of opioids; buying time for emergency services to be called.  Individuals 
at risk of opioid overdose and individuals who are likely to witness an overdose such as family 
members and friends can access overdose and naloxone training and receive a supply of naloxone.  
Training is routinely offered in addiction teams, drug services, GP practices and by injecting 
equipment providers. 


Community pharmacies may be required to dispense naloxone on prescription.  Prescriptions  
should NOT be written generically and should specify a brand which is licensed for administration  
by lay individuals in a non clinical setting.  If a generic product is supplied then it may not contain 
the required needles and relevant patient information.  Some community pharmacies, particularly 
those providing injecting equipment, also offer naloxone training and supply as part of the local 
naloxone programme.   


Pharmacists providing an OST service should be familiar with the signs and symptoms of opioid 
overdose and how to respond to an opioid overdose. Within NHS GGC several pharmacists and 
pharmacy staff have administered naloxone to reverse the effects of an opioid overdose within the 
vicinity of the community pharmacy.


Further information can be obtained from NHS GGC Addiction Services on 0141 303 8931.
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8.	 Drug Misuse and Dependence: Uk Guidelines on Clinical 
Management (Orange Guidelines)


Drug Misuse and Dependence: UK Guidelines on Clinical Management are intended primarily for 
clinicians providing drug treatment for people who misuse or are dependent on drugs. Clinicians in 
this context are psychiatrists and other doctors, nurses, psychologists, pharmacists, key workers and 
other workers providing drug treatment.


The 2017 Clinical Guidelines provide guidance on the treatment of drug misuse and dependence 
in the UK. They are based on current evidence and professional consensus on how to provide drug 
treatment for the majority of patients, in most instances.


The guidelines provide valuable information for community pharmacists providing an OST service 
for patients including information on writing prescriptions, travelling abroad, drug interactions 
and driving.  It is beneficial for pharmacists to make themselves familiar with the contents of the 
guidelines and use them as a reference source.


The document is available online at https://www.gov.uk/government/publications/drug-misuse-
and-dependence-uk-guidelines-on-clinical-management


9.	 Administrative arrangements


9.1	 Alcohol and drug recovery services
NHSGG&C Addiction Services organise and provide a range of services for people who are affected 
by drugs and alcohol.  The integrated NHSGGC Addiction Services operate under a partnership 
arrangement and provides a multi- disciplinary and multi-agency approach to the provision of care 
for the substance user. 


These services include:


•	 Help with alcohol support and treatment


•	 Help with drug use support and treatment, including substitute prescribing 


•	 Hospital services (including outpatient, specialist in-patient and day services)


•	 Injecting Equipment Provision (IEP) in pharmacies 


•	 Psychiatry/Psychology and Occupational Therapy Services


•	 Services to offenders with addiction problems


•	 Support to GP Shared Care


•	 Acute Addiction Liaison Service


•	 Harm reduction advice (Naloxone)


•	 Family support services


•	 Young people’s services


•	 Rehabilitation services


•	 Carer services and family support


•	 24/7 drug crisis centre


(Contact details for NHSGGC Addiction Services and the pharmacy team are listed in Appendix A).


9.2    Shared Care Scheme
As of March 2019, 150 GP practices in NHSGGC are members of the Shared Care Scheme. Such 
practices will have a contract with NHSGG&C.  The scheme allows GP practices to develop and co-
ordinate the care of drug users and develops practice guidelines.  Practices must have knowledge 
of local detoxification procedures.  A shared care practice will treat opioid dependant drug users 
with support.  This will be with support from the central Shared Care Support Team, Community 
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Alcohol and Drug Teams, GPswSI, and specialist providers. The treatment provided will include the 
prescribing of substitute drugs or antagonists using best practice as outlined in the Department of 
Health, local Practice Standards and local Prescribing Guidelines.


9.3	 Payment
In April 2018, NHS Greater Glasgow & Clyde and Community Pharmacy GG&C moved to a new 
model of payment for patients receiving methadone or buprenorphine from community pharmacies 
within the area.  


All participants are now paid an agreed fee, per patient, per month for providing this  
pharmaceutical service.  


A web based module which uses the NEO system allows quick and easy recording of the information 
needed to make your monthly claim.  Using this module replaces the need to endorse prescriptions 
with the number of instalments and supervisions.  You are now only required to endorse the total 
quantity dispensed.  PC70 forms should still be completed and submitted for all schedule 2 and 3 
instalment prescriptions.   We would also encourage the use of PC70 forms for all OST to monitor for 
missed doses unless this is recorded in another way within the pharmacy.


All participating stores have been issued with a managerial user name and password.  This can be 
used by the pharmacy manager to create user name and log in details for members of staff who will 
use the module to make claims.  The managerial log in will allow you to manage staff log in details, 
re-set passwords etc. and as such should be kept secure (e.g. in the CD cabinet) and must only be 
used by the Pharmacy Manager.  Only staff registered with the GPhC can have user accounts created 
and be able to manage and submit claims.  


Claims must be submitted on a monthly basis by the 10th of each month to ensure they are 
processed for payment in the same month.


The full user guide, assistance with lost or forgotten passwords and general support with the module 
is available from the pharmacy team on 0141 303 8931 and the CPDT team on 0141 201 6049.


For Disulfiram, the appropriate claim form must be completed monthly and submitted to  
Addiction services.


9.4	 Premises
Pharmacies that offer the supervised consumption of methadone or buprenorphine service should 
have the following facilities:


•	 a patient medication records (PMR) system;


•	 appropriate storage facilities for the required stock of methadone / buprenorphine;


•	 adequate privacy for patient supervised self administration of medication;


•	 a display area for relevant health promotion leaflets including advice on the safe and secure 
storage of medicines.


9.5	 Injecting Equipment Provision (IEP)
It is important that pharmacies have a list of all IEP sites within NHSGGC area and are able to refer 
patients to these services for supply or disposal.  Details of the addresses and opening hours of all 
sites in NHSGGC are available from the Pharmacy Addiction team on 0141 303 8931.


9.6    Emergency and Contigency Planning
In the event of a pandemic outbreak of flu, or other emergency situation, there may be a relaxation 
in the supervision requirement and alteration in the take home allowances. If affected by a pandemic 
flu outbreak, the patient prescribed should notify the prescriber and prescribing team, who in 
turn should notify the pharmacy to allow take home doses for the patient to be given to their “flu 
buddy”. The patient should provide a written and signed letter of consent to authorise the “flu 
buddy” to uplift the substitution therapy.
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Supervision of a dose is not a legal requirement when written on a prescription,  it is a best practice 
agreement, and in the event of a pandemic, it would not be expected that the patient would be 
supervised if affected. Confirmation of infection should be sought from the prescriber where possible. 
The person collecting the supply should sign to say they have received and uplifted the dose on the 
patients’ behalf.


In the event of a pharmacy closure due to any other emergency reason, it is important that the local 
Addiction Teams are informed immediately to allow alternative arrangements to be made for the 
patients attending the pharmacy. See appendix G.


Situations may arise where a patient requests a third party be allowed to collect their medication.  
Every effort should be made to avoid this as it is preferable that patients collect themselves.  The 
pharmacist should contact the prescriber or the patients care worker to discuss the request and 
a decision made.  If this is not possible, the pharmacist must use their professional judgement to 
decide how best to proceed, giving thought to the consequences of both supplying to a third party 
and to not supplying at all.


If the prescriber has given instruction for the medication to be supervised and the pharmacist makes 
a supply to a third party, they should contact the prescriber as soon as possible to inform them.


The pharmacist must ensure the CD register accurately reflects who collected the medication and 
that any regular requests for third party collection are fed back to the prescriber.
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11. APPENDICES


Appendix A


Addiction services pharmacy team –


Addiction Services NHSGG&C


1st Floor 
Festival Business Centre 
150 Brand Street 
Glasgow G51 1DH


Tel: 0141 303 8931


Fax no.: 0141 303 8957


Carole Hunter – Lead Pharmacist Tel: 0141 303 8931


Blackberry: 07557 012874


Email: carole.hunter@ggc.scot.nhs.uk


Mary Clare Madden – Senior Clinical 
Pharmacist                         


Tel: 0141 303 8931


Blackberry: 07557 012877


Email: MaryClare.Madden@ggc.scot.nhs.uk


Amanda Laird – Advanced Pharmacist Tel: 0141 303 8931


Blackberry: 07557 012879


Email: Amanda.laird@ggc.scot.nhs.uk


Laura Wilson – Advanced Pharmacist Tel: 0141 303 8931


Blackberry: 07557 012875


Email: laura.wilson5@ggc.scot.nhs.uk


Jenny Torrens – Alcohol Pharmacist Tel: 0141 303 8931


Blackberry: 07557 012870


Email: Jennifer.torrens@ggc.scot.nhs.uk


John Campbell – Improvement and 
Development Manager for IEP Services


Tel: 0141 303 8931


Blackberry: 07557 012871


Email: john.campbell@ggc.scot.nhs.uk


Diane Watson – Clinical Pharmacist  for Eriskay 
House & the Kershaw Unit


Tel: 0141 303 8931


Blackberry: 07966 280629


Email: Diane.Watson@ggc.scot.nhs.uk
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Appendix B  Example patient agreement


NHS GG&C Addiction Services 2 Way  Treatment Agreement


Please take time to read all sections of this agreement before signing it


Patient
I agree


To treat with respect all people I have contact with in connection with my treatment


To attend the pharmacy unaccompanied, unless absolutely  necessary


To accept responsibility for my prescription and medication, as they cannot be replaced


To accept my prescription being withheld if I am intoxicated or have missed more than two  
daily doses


To attend to pick up my prescription between times agreed by with the pharmacist and if 
attending outwith these times to let the pharmacist know


To allow sharing of relevant information by all professionals involved in my treatment


Pharmacist
I agree


To ensure that I and other pharmacy staff treat the above named service user with respect


To provide the service user with information about medications


To ensure that GP requested supervised dispensing takes place in a private / ‘quiet’ area of 
the pharmacy


To explain protocols for missed doses


To provide a pharmacy practice leaflet giving information about the service  To share relevant 
information with all professionals involved in the treatment To participate in periodic reviews  
as necessary


Signatures


 
Service User:	________________________________________________	 Date: ______________


Pharmacist: 	 ________________________________________________	 Date: ______________
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Appendix C


Calibration Log for Methadone Pump
Please calibrate the methadone pump and complete this log at the start of each day. The pump  
must be calibrated before it is used, please refer to the manufacturer’s instructions on how to carry 
this out. 


Date Time Pump calibrated at 10 
& 30mls & found to be 


dispensing correctly


(Please Circle Yes or No)


Name of person 
completing log


Signature


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


Y / N


 * Please Note: If the pump is not dispensing correctly please contact the manufacturer for advice.
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Appendix D


NHS GREATER GLASGOW  & CLYDE ADDICTION SERVICES – PRESCRIBER CONTACT


CONSIDER CONTACTING THE PRESCRIBER IF:


The patient does not 
consume the whole dose 


under supervision


The patient appears  
to be ill 


Or there is a deterioration 
in their Presentation


The patient misses  
three or more doses


The patient appears to be 
intoxicated e.g. alcohol, 
other prescription and/or 


illicit drugs


The behaviour of the 
patient is unacceptable 
e.g. shoplifting, verbal 
and/or physical abuse


The patient appears to 
divert a supervised dose


There are problems 
concerning the 


prescription e.g. patient 
moves prescription, 


ambiguity of dates for 
dispensing, identity of 


patient in doubt


Remember
•	 Missing doses may result in a drop in opiate tolerance with an increased risk of  


accidental overdose.


•	 Do not hesitate to contact the prescriber or addiction team if you have concerns regarding a 
patient and they have missed any number of doses, you do not need to wait until they have 
missed 3 if you have reason to believe they may be at risk.  Use your professional judgement 
and asses each situation individually.


•	 Patients stabilised on substitution therapies should be alert and coherent.


•	 As you get to know the patient you may be in a position to notice deterioration in their health 
or social functioning.


•	 Pharmacists must liaise with health care professionals and others involved in the care of the 
patient having due regard for patient’s confidentiality.
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Appendix E


Procedures for Lost / Stolen or Misplaced prescriptions.  14.11.16 (Updated)


If it is suspected that a prescription has been lost, stolen or misplaced the following procedures 
should be followed. The procedures apply to GP10 ,HBP, GP10P and  GP10N blank prescription 
forms and to prescriptions issued to patients.


1.	 Email standard notification form (available on CPDT site) to GG-UHB.CPdevteam@nhs,net . The 
details will be circulated to all pharmacy contractors within NHSGG&C and adjoining Health 
Boards.  The Health Board will notify Strathclyde police of all lost/stolen prescriptions at the end 
of each week. 


2.	 The patient’s GP/Prescriber should be contacted.


3.	 If any advice or guidance is required on procedures please contact addiction services on 0141 
303 8971


4.	 All incidents should be reported to the relevant Senior Medical Officer on 0141 303 8971


If a pharmacy receives a prescription form that they have reason to suspect then they will use the 
contact number provided within the notification to query authenticity. If it is established that any 
such prescription is not authentic the pharmacy will contact the local police. 


Lost prescriptions should not routinely be replaced. However discretion can be exercised and 
prescriptions replaced in exceptional circumstances and following full consultation (this should 
include the patients’ regular pharmacy). All details of the incident and resolution should be recorded. 
Patients must be made aware that safe custody and transfer of prescriptions to the pharmacy is  
their responsibility.


N.B.
Please note; it is essential that all information is contained in the notification form and is accurate. 
The CPDT will NOT undertake any checks on notifications received.


Failure to provide all information may result in a delay to the notification being sent.
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Appendix FAPPENDIX F 	
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Appendix G


Emergency Closure of Pharmacy Premises


In the event of an emergency closure, certain procedures need to be followed to maintain continuity 
of pharmaceutical care and to ensure that patient and staff safety is also considered.  Where provision 
is affected, pharmacy staff have a responsibility to ensure that the relevant Services are notified of  
any closure.


Addiction Services patients may experience difficulties travelling to the pharmacy to collect their 
medication and therefore alternative arrangements may need to be put in place. An authorised agent 
can be used to collect patient medication and should have a written note from the patient, as good 
practice, authorising collection of their medication on their behalf. A phone call from a patient may 
also be acceptable if the patient is known to the pharmacist with a record of the call made in the 
patient’s medication record.


In the event of emergency pharmacy closures, pharmacists are requested to follow these procedures:


1.	 Phone the Community Pharmacy Development (CPD) team on 0141 201 6049 to notify of your 
intent to close. (or NHS 24 outwith normal working hours via your direct referral procedures 
and then contact the CPD team the next morning.)


2.	 Contact local Addiction Teams/drug services and relevant GP prescribers within Shared Care 
Practices as soon as a decision to close has been made and advise of the closure time.


3.	 If the pharmacy will be closed on the following day, please adhere to the Home Office wording 
which should be stamped on CD instalment prescriptions and dispense the following day’s 
medication in advance. (Please refer to your Medicines Ethics and Practice for information on 
Home Office wording.)


4.	 Inform addiction and GP practice staff of patients who have collected their medication and 
obtain contact details for those still to attend. Every effort should be made to contact patients 
on instalment prescriptions before closing. Addiction staff may find it easier to contact patients 
directly but offer support if needed.


5.	 Increase injecting equipment supplied and offer overdose prevention advice including how to 
access naloxone training sessions.


6.	 Advise all patients to attend as early as possible in the day in case of early closure.


7.	 Use CPUS to ensure qualifying patients obtain repeat supply of medication


8.	 Promote MAS to alleviate demand for GP appointments for minor ailments


9. 	 Update Business Continuity Plans to incorporate lessons learnt


For further advice or support on guidance relating to emergency closing, please contact the 
Community Pharmacy Development Team on 0141 201 6049 or GG-UHB.cpdevteam@nhs.net or 
the Pharmacy Team at NHS GG&C Addiction Services on 0141 303 8931.







Standards for of Drug & Alcohol Services in Community Pharmacies	 33


Appendix H


USEFUL CONTACT NUMBERS FOR NHSGG&C COMMUNITY ADDICTION TEAMS


TEAM ADDRESS PHONE No


East CAT The Newlands Centre,  
871 Springfield Road, Glasgow G31 4HZ


0141 565 0200


North East CAT Westwood House,  
1250 Westerhouse Road, Glasgow, G34 
9EA


0141 276 3420


West CAT (Hecla Sq) 7-19 Hecla Square Drumchapel, Glasgow 
G15 8NH


0141 276 4330


West CAT (Possilpark H&CC) Possilpark Health and Care Centre,  
99 Saracen Street, Glasgow, G22 5AP


0141 800 0670


North CAT (Closeburn St) 7 Closeburn St, Possilpark, Glasgow G22 
5JZ


0141 276 4580


South West CAT Pavillion 1, Rowan Business Park, Ardlaw St, 
Glasgow G52 3RX


0141 276 8740


South CAT New Gorbals Health and Care Centre,  
2 Sandiefield Road, Glasgow, G5 9AB


0141 420 8100


Greater Pollok CAT 130 Langton  Road, Glasgow, G53 5DP 0141 276 3010


South East CAT 10 Ardencraig Place, Glasgow, G45 9US 0141 276 5040


West Dunbartonshire CAT 120 Dumbarton Road, Clydebank, G81 
1UG


0141 562 2311


East Dunbartonshire CAT Kirkintilloch Integrated Care Scheme,  
10 Saramago Street , Kirkintilloch,  G66 3BF


0141 232 8211 
0141 232 8202


East Renfrewshire CAT Substance Misuse Team, St Andrews House, 
113 Cross Arthurlie Street, Barrhead G78 
1EE


0141 577 3368


Homeless Addiction Team 55 Hunter St Glasgow G4 0UH 0141 552 9287


Drug Court Team 80 Norfolk Street Glasgow G5 9EJ 0141 274 6000


218 218 Bath Street, Glasgow, G2 4HW 0141 331 6200


ARBD (Alcohol Related Brain 
Damage)


55 Hunter Street, Glasgow, G4 0UH 0141 553 2937
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TEAM ADDRESS PHONE No


Eriskay In-patient Eriskay House, Stobhill Hospital, 133 
Balarnock Road, Glasgow G21 3UR


0141 232 0600


Occupational Therapy Festival Business Centre,  
150 Brand Street, Glasgow, G51 1DH


0141 303 8956


Psychology Festival Business Centre,  
150 Brand Street, Glasgow, G51 1DH


0141 303 8956


Acute Liaison West Glasgow ACH,  
Dalnair Street, Glasgow G3 8SJ


0141 201 0204


Kershaw Unit – Day service/
In-patient/Out-patient


Gartnavel Royal Hospital, 1055 Great 
Western Road, Glasgow, G12 0XH


0141 211 3546


Leven Addiction Services Dumbarton Joint Hospital,  
Cardross Rd, G82 5JA


01389 812 005


Inverclyde Integrated Drug 
Service


Cathcart Centre,  
128 Cathcart St, PA15 1BQ Greenock


01475 499 000


Renfrewshire Drug Service Renfrewshire Drug Service  
10 St James Street, Paisley PA3 2HT


0141 889 1223
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Appendix I


THE ROLE OF PHARMACISTS IN ENSURING CHILDREN AFFECTED BY PARENTAL ALCOHOL AND  
DRUG MISUSE ARE ADEQUATELY SUPPORTED AND PROTECTED
Pharmacists are well placed to contribute to the overall provision of services to children affected by 
parental alcohol and drug use. In particular the role of pharmacists is developing  in Greater Glasgow 
& Clyde in relation to the wider public health of individuals with drug and alcohol problems and 
pharmacists have expanded their role in relation to the range of advice and support they can give to 
those individuals.


Legal Framework
The Children (Scotland) Act 1995 sets out the responsibilities of local authorities and other services 
for protecting children and promoting their welfare. The key principle of the Act is that the well 
being of the child is of paramount importance. The Act places a duty on agencies engaging with 
adults with parental responsibilities to assess the needs of children if their health and well being may 
be at risk.


The Act states that parents should normally be responsible for their children. This implies that public 
authorities should not separate the child from the parent unless it is clearly in the interests of the 
child to do so.


The particular needs of children affected by parental alcohol and drug use have been highlighted in 
the following documents:


•	 Getting it right for every child - http://www.gov.scot/Resource/Doc/1141/0065063.pdf


Getting our priorities right – Good practice guidance.  Available at https://www.gov.scot/
publications/getting-priorities-right/


•	 Hidden Harm – The report of the Advisory Council on the Misuse of Drugs, which gives a 
detailed overview of the issues which children face in living in such households https://www.
gov.uk/government/uploads/system/uploads/attachment_data/file/120620/hidden-harm-full.
pdf


•	 All together now – Our strategy to address the harms of alcohol and drugs in Scotland. 
September 2018 Scottish Government


Pharmacists will often be in daily contact with children affected by parental alcohol and drug use, 
particular pre- school children under the age of 5 years. Very often these children will accompany 
their parents to the pharmacy.  This gives pharmacists and the pharmacy staff a great opportunity to 
work with other agencies at the earliest stages to help children and families avoid crises or tragedies.  
To aid this collaborative working, pharmacists may wish to strengthen their relationships, and 
communication links, with other local service providers such as Community Addiction Teams, Primary 
Care Services and Social Work Services.


Pharmacists can play a role alongside other professionals in ensuring that the government’s aim for a 
‘whole family’ approach works well in the children they see who are affected by their parents’ alcohol 
and drug use.  They will be aware of patients missing doses, or collecting under the influence, 
which can be a sign that they are struggling or require additional support.  Pharmacists must 
consider the impact this could have on dependents and, when appropriate and/or necessary, ensure 
communication with prescribers and other relevant bodies is initiated and maintained.


Pharmacists can use the following information as a guide to how and when to respond to issues, 
which relate to children affected by parental alcohol and drug use.


‘What the Guidance says’
The Guidance which has been issued by the Scottish Government (Getting our priorities right – 
2018) states that All services have a part to play in helping to identify children that may be ‘in need’ 
or ‘at risk’ from their parent’s problematic alcohol and/or drug use and at an early stage.  When 
working with parents with problematic alcohol and/or drug use, all services should consider the 
possible impacts on any dependent children, be alert to their needs and welfare and respond in a 
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co-ordinated way with other services to any emerging problems.  Pharmacists may be the first to be 
aware of problems or to have concerns.  The most common forms of harm associated with parental 
alcohol and drug use are: -


•	 Physical Neglect


•	 Abandonment


•	 Physical Injury as a result of lack of parental supervision


Parental Addiction can compromise children’s health and development.
Although parental alcohol and/or drug use can have a number of impacts on children and families, 
it does not necessarily follow that all children will be adversely affected.  On the other hand, it is also 
true that parents and children hide problems - sometimes very serious ones.  So where you know 
substance use is an issue consideration should always be given to the impact this may have on the 
child/children involved.


The adverse consequences for children are typically multiple and cumulative and will vary according 
to the child’s stage of development. They include:


•	 failure to thrive


•	 blood-borne  virus infections


•	 incomplete immunisation and otherwise inadequate health care


•	 a wide range of emotional, cognitive, behavioural and other psychological problems


•	 early substance misuse and offending  behaviour


•	 poor educational attainment.


These can range greatly in severity and may often be subtle and difficult to detect.


The role of the pharmacist should be to work collaboratively with other agencies (in the field of 
addiction and child protection) in the detection and intervention of children who are at significant 
risk of harm as a result of parental alcohol and drug use and to plan and develop services with 
such agencies for children who may be in need of protection and support. In approaching these 
issues, pharmacists should be aware of the guidance issued by Chief Medical Officer for Scotland in 
relation to the role of the NHS staff and contractors in relation to Child Protection and of the over-
riding imperative to share information where a child may be at risk of significant harm. There are 
circumstances in which confidential information can be shared, for example if there are concerns 
about a child’s safety or an adult’s risk of causing harm to themselves or others.


Determining whether a child is at risk is based largely on individual judgment. However the following 
characteristics may alert the pharmacist to potential risk/abuse. It is important to remember that the 
presence of any/or more than one of these factors may not automatically be the result of abuse.


IF IN DOUBT CHECK IT OUT!
If you are unsure about whether a child is at risk pass your concerns to your local Social Work Office.  
Here you can speak to the Duty Children & Families Worker. 


What to Look For:


In the Child
•	 Unexplained or Unusual Injuries


•	 Bite marks, scalds, bruising, fractures especially in babies


•	 Evidence of poor overall care e.g. child appears dirty, unkempt, inadequately dressed for 
elements


•	 Behavioural problems  e.g. child is withdrawn, aggressive


•	 Lack of Parental Supervision (appropriate to age of child)


•	 Child fearful of parent 
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In the Parent
•	 Inconsistent explanation of the child’s injuries


•	 Delay/Reluctance in seeking medical treatment/advice


•	 Intoxicated to a level which could compromise parenting capacity


•	 Aggressive Handling/Behaviour towards child


•	 Detachment (physically and emotionally unavailable/responsive to the child’s needs) 


The above lists are not exhaustive however provide some basic guidance.


Acknowledging that parental drug and alcohol use is an additional risk factor for new born children, 
attached is some information and advice which pharmacists can share with new parents to help 
Reduce Sudden Unexpected Death in Infants (SUDI). 


Reducing Sudden Unexpected Death in Infants (SUDI) 


Information and Guidance for Staff
Reducing infant mortality is a major priority for NHSGGC. A prevention pathway has been created  
to ensure all staff give consistent advice when working with pregnant women and families to reduce 
the risk of SUDI. This document summarises the main risk factors and advice to be given to parents 
and carers.


Risk Factors for SUDI
•	 Poverty and deprivation.


•	 Babies aged 0-12 months are at greater risk of SUDI.


•	 Rates of SUDI are higher in low birth weight babies (less than 2,500g or 5lb 5oz).


•	 Babies born pre-term (less than 37 weeks gestation) are at greater risk compared to babies  
born at term.


•	 Placing a baby to sleep on their front or side is a very strong risk factor for SUDI.


•	 Adults sleeping on a sofa or couch with a baby is a major risk factor.


•	 Babies are at greater risk when a mother smokes during pregnancy or if there is smoking and 
second hand smoke in the home.


•	 Bed sharing and bed sharing with an adult who smokes.


•	 Bed sharing with an adult under the influence of alcohol and, or drugs (prescribed or illicit).


•	 Baby deaths are also associated with overheating by overwrapping the baby or placing objects 
in the cot that increase the temperature.


Advice to parents and carers
•	 All babies should sleep in the supine position - ‘back to sleep’ and never on their front or side, 


regardless of when or where they sleep.


•	 No parent or carer should sleep on a sofa or couch with a baby. 


•	 A cot is the safest place for a baby to sleep. 


•	 Whilst not recommending bed sharing, parents might decide to take baby into bed to help 
with night time breast feeding, because they find it easier to comfort baby during the night,  
or because they want to keep baby in direct contact with them. Whatever their reason, parents 
and carers need to be aware of the small increased risk to baby of a SUDI when bed sharing.


•	 The risk of SUDI is increased if parents smoke, have consumed alcohol, taken medication  
or drugs (prescription or illicit) that may cause drowsiness, or are overly exhausted and they 
bed share.


•	 Breast feeding should be encouraged. 
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•	 Baby should always be kept smoke free. 


•	 Baby is at greater risk when a mother smokes during pregnancy.


Full document


http://www.nhsggc.org.uk/your-health/public-health/maternal-and-child-public-health/
resources-for-staff/


Pharmacists seeking further guidance and assistance on any of the issues above should contact:


Pharmacy team,


Greater Glasgow & Clyde Addiction Services


Tel No: 0141 303 8931


Your  local  Social Work Area Services contact details are shown below.  You should contact the 
relevant team if you have any concerns over the safety or wellbeing of any child.  If it is out-of-hours 
you can call Glasgow and Partners Emergency Social Work Service on 0300 343 1505. 


 
Glasgow City Council Social Work Services Area Service Teams


North East CHP North West CHP South CHP


Springburn


28-30 Adamswell St.


Springburn


Glasgow G21 4DD 


Tel: 0141 276 4710


Possilpark


30 Mansion Street


Glasgow G22 5SZ


Tel: 0141 287 0555


Castlemilk


10 Ardencraig Place 


Glasgow G45 9US


Tel: 0141 276 5010


Easterhouse


Westwood House


1250 Westerhouse Road 


Glasgow G34 9EA 


Tel: 0141 276 3410


Drumchapel


Mercat House


31 Hecla Square


Glasgow G15 8NH 


Tel: 0141 276 4300


Pollok


130 Langton Road 


Glasgow G53 5DP 


Tel: 0141 276 3010


Fax: 0141 276 2914


Parkhead


Newlands Centre


871 Springfield Road 


Glasgow G31 4HZ 


Tel: 0141 565 0100


Partick


35 Church Street 


Glasgow G11 5JT


Tel: 0141 276 3112


Gorbals/Govanhill


Twomax Building


187 Old Rutherglen Road


Glasgow G5 0RE 


Tel: 0141 420 0060


Fax: 0141 420 8004


Govan


Pavilion One


Rowan Business Park


5 Ardlaw Street


Glasgow G51 3RR 


Tel: 0141 276 8840


Fax: 0141 276 8940
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Appendix J Useful contact details


Allan Harrison Lead Pharmacist - 
Community Care


Pharmacy & Prescribing Support Unit NHS 
Greater Glasgow and Clyde Clarkston Court 


56 Busby Road 


Clarkston


Glasgow G76 7AT


0141 201 6051 


David Thompson Lead - Community 
Pharmacy Development 
and Governance


Pharmacy & Prescribing Support Unit NHS 
Greater Glasgow and Clyde Clarkston Court 


56 Busby Road 


Clarkston


Glasgow G76 7AT


0141 201 6051


Janine Glen Contracts Manager Pharmacy & Prescribing Support Unit NHS 
Greater Glasgow and Clyde Clarkston Court 


56 Busby Road 


Clarkston


Glasgow G76 7AT


0141 201 6049


Controlled Drug 
Governance Team


Pharmacy Services


NHS Greater Glasgow and Clyde


1st Floor, Clarkston Court


56 Busby Road


Clarkston


Glasgow G76 7AT


0141 201 6033


Elayne Harris Lead pharmacist – 
Palliative care


0141 428 8248


Alison Campbell Public Health Pharmacist Glasgow Royal Infirmary


0141 211 5433


Specialist BBV 
Pharmacist


Brownlee Centre, Gartnavel Royal Hospital


0141 211 3000
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