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Pharmacy Frequently Asked Questions (FAQs) Information V6.2 August 2024
	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.


	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. 

For example, an instalment from a prescription that is due to start on December 25th or 26th can be supplied on December 23rd / 24th or earlier providing that the prescription has been signed on the 23rd or earlier and that the Home Office wording or equivalent is included. Similarly an instalment from a prescription that starts on January 1st or 2nd can be supplied before that date provided that the prescription has been signed on the 30th / 31st Dec or earlier.

	










	Patient focused care 

Please ensure that when deciding on the appropriate day to dispense instalment medication over the festive period / bank holiday / emergency closure that you consider each patients individual circumstances and take these into account where possible e.g. 
· Do patients have children at home? Discuss safe storage and utilise the safe storage stickers for take home doses.
· Patients may struggle to attend on certain days (e.g. 26th December and 2nd January) if the pharmacy is only open for reduced hours and there is limited public transport.


	Requests to amend instalments on Opioid 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. 


	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.

	






	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. More urgent contact may be required following risk assessment of vulnerable patients, for example, in the high risk initial titration period of OST, following recent discharge from hospital, prison liberation or prior to a weekend / public holiday.  

The NEO OST Module reporting tool is the preferred option for contact with the ADRS teams about missed doses, prescription queries or to raise concerns about patients. Messages should be sent by 10am each weekday morning, Mon to Fri. The ADRS professional to professional phone lines can also be utilised to facilitate contact if the issue is urgent.  NEO cannot be used to contact prescribers within GP shared care practices, the GP surgery should be contacted directly by telephone.

	













	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 Alcohol module.  The ADRS team should respond within 24 hours to provide guidance, however, if a response is urgently required, the ADRS team should be contacted directly by phone / email in addition to logging the missed dose on NEO.  

The use of breathalysers is currently 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.

	





	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

Claims for OST, IEP, Disulfiram and Naloxone must be submitted via NEO by 6th of each calendar month.  Claims must be submitted by an individual with current GPhC registration, using their own unique NEO username and password. Claims must not be submitted using the generic IEP or pharmacy manager log on.

	



	Community Pharmacy OST Self Audit

This is a helpful tool to review and develop existing processes within the pharmacy. 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. Pharmacists newly in post may additionally find it helpful to complete.
On completion the ADRS Pharmacy Team will be notified of responses and pharmacies can print and save their submission for future reference. The ADRS pharmacy team will also review the audit and send recommendations for consideration.

	

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 Opioid 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 and opening times 

Contact details for ADRS teams include a direct line for professionals and email contacts for each team. 

	



	
ADRS Guidelines  
· NHS GGC OST Prescribing Guideline


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



	








	







	
ADRS Pharmacy Team Contacts

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

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

sharon.dolan3@nhs.scot

margaret.bailey2@nhs.scot


	Name
	Job Role
	Tel. No.
	Mobile
	Email Address

	Mary Clare Madden
	Lead Pharmacist ADRS
	As above
	07557 012877
	maryclare.madden@nhs.scot

	Amanda Laird
	Senior Advanced Pharmacist 
	As above
	07557 012879
	amanda.laird3@nhs.scot

	Lindsey Devlin
	Advanced Pharmacist
(Mon/Tues)
	As above
	07974 588151
	lindsey.devlin@nhs.scot

	Carron Grogan
	Advanced Pharmacist

	As above
	
	

	Debbie Thomson
	Advanced Pharmacist 
(Tue/Wed/Thur/Fri)
	As above 
	07929092947
	debbie.thomson7@nhs.scot

	Jennifer McDaid
	Advanced Pharmacist
(Mon/Wed/Thur/Fri)
	As above
	07812704911
	jennifer.mcdaid2@nhs.scot

	Diane Watson 
	Advanced Pharmacist
(Clinical)
	As above
	07966 280629
	diane.watson2@nhs.scot


	John Campbell
	IEP Improvement and Development Manager 
	As above
	07557 012871
	john.campbell14@nhs.scot


	Liz Donaghy
	Drug Deaths Support Manager
	As above
	07890 966964
	liz.donaghy@nhs.scot
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Supply of CDs by instalment by Community Pharmacy during Public Holiday Closures 2023ac.pdf
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 (ADRS) 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, prescribers if not already doing so, may provide 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 before it is dispensed for the
first time.

Pharmacists should exercise their professional judgment to ensure that medication supply is made so
that the patient’s best interests are met over the holiday periods.

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 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




mailto:cdgovernance@ggc.scot.nhs.uk
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Collection of OST by a Patient Representative 30_10_20.pdf
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

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

o Aseparate letter should be obtained for each dispensing.

e The representative should bring suitable ID.

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

e Good practice suggests that the patient should attend at least weekly, however for patients who are self-
isolating, this will not feasible.

e [f 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.

e Itis 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

e 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.

e 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.

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

e 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
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Missed dose guidance Nov 22 Final.pdf
NHS Greater Glasgow & Clyde Alcohol and Drug Recovery Service
ADRS Central Pharmacy Team

Opioid Substitution Therapy - Missed Dose Guidance Updated November 2022

It is important to contact the relevant prescriber / ADRS service when a patient does not attend the pharmacy to
collect their opioid substitution therapy (OST). The OST NEO Module reporting tool is the preferred option for
reporting missed doses to ADRS teams. Messages should be sent by 10am each weekday morning, Mon to Fri. The
ADRS professional to professional phone lines can also be utilised to facilitate contact if more urgent. The reporting
tool cannot be used to contact prescribers within GP shared care practices, the GP surgery should be contacted
directly by telephone.

e All pharmacies must have a robust system and Standard Operating Procedure (SOP) in place to identify when
patients have missed OST doses and what action should be taken and when.

e Pharmacies are advised to contact the patient’s prescriber/ADRS team when a patient has missed 3 or more
consecutive daily doses of their OST medication. Patients who present at the pharmacy after 3 or more missed
doses should be referred back to the ADRS team/GP where any decision to reduce a patient’s daily dose will
be made by the prescriber.

e More urgent contact may be required following risk assessment of vulnerable patients, for example in the high
risk initial titration period of OST, following recent discharge from hospital or prison liberation.

e If a patient has missed 2 doses leading into a weekend or a public holiday then it is good practice to contact
the prescriber sooner. This may allow ADRS staff the opportunity to try to contact the patient to support
engagement, reducing the need for re-titration if the patient then went on to miss more than 3 doses.

e The number of missed doses does not always equate to the number of missed instalments. E.g. if a weekly
instalment due on a Tuesday is missed and the patient also does not present on the Wednesday or Thursday
— this should then be reported as three missed doses, reporting should not wait until the next due instalment.

e 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.

o If the decision is made to maintain a patient on the same daily dose of OST, the pharmacy will be contacted
by ADRS/GP to inform them of the clinical decision and directions given for the current prescription to be
continued.

e If a patient is regularly missing doses either in a weekly or random pattern, pharmacies are advised to contact
the prescriber to inform them.

e Any concerns regarding a patient or their prescription should be discussed with the patient’s prescriber / ADRS
team.

e Since the pandemic there has generally been less supervision of patients receiving OST. Patients are risk
assessed and it is important that prescribers are aware of any changes to compliance / presentation as this

could indicate a need for greater support for the patient.

e It is good practice to always record the details / outcomes of any queries including date, time and caller’s
name in the patient’s record and pharmacy communication book.

For additional support or advice please contact ADRS.Pharmacyteam@ggc.scot.nhs.uk
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1. Accessing The Module

https://glasgow.neo0360.systems/Secure

Enter Username and Password

Click Login
A . 360‘ £ HOME
Version 8.53.1
qQV neo TEST SYSTEM
UK
LOGIN

@ Login Details

Please enter your username and
password to login to the system.

Copyright © 2007 - 2016 neo360. All Rights Reserved

Privacy Policy | Accessibility | In using Neo you agree to be bound by this licence

2. Homepage

Gives information on when module was last accessed

This will also provide a warning notifying of any outstanding claims and the months they
relate to as a prompt to make those missed claims

OST module is at top left hand corner — click to open

NHS GREATER GLASGOW AND CLYDE - BOND PHARMACY

- .»\Ci T

HOME PAGE

> WELGOME JEN KELLY @ Notes

Flease use the above menu fo
navigate throughout the system.

7.7 Created On: Tuesday, 09 November 2021 11:39
5. Last Visited: Tuesday, 09 November 2021 11:41

‘

You have outstanding OST claims for the following months; Jul 2021, Sep 2021 and Oct 2021
Please ensure you submit your claims as scon as possible.



https://glasgow.neo360.systems/Secure



3. Current Claim

Module will open at current months claim

The dates to which this claim applies are stated in blue near the top of the page

When you first access the module there will be no patient information present, as shown
below

Under ‘Options’, you can scroll between the current month and previous months or you can
enter a new patient

3601 # HOME @ HELP £} LOGOUT
Version 8.53.1

) TEST SYSTEM
Click to Logg ot you?)
scroll Click to
between - enter new
months patient

ORT 2016
CLAIMS FOR THE PROVISION OF CARE FROM 1ST AUGUST TO THE 31ST AUGUS|r

OPTIOWS

P Jul 16 o Sep 16

PATIENTS

\ 4

@

SORRY, NO RECORDS ARE AVAILAELE

OPTIONS

& Cancel

4. Entering patients details

If you click the new patient tab, it will take you to the screen shown below

The first time you access the module there will be no patient list. Current patients will need
to be added prior to the first submissions date to ensure accurate payment. Once you have
made these initial entries, the patient list will be carried forward into next month’s claim
(unless you have selected to remove them from next month’s list)

After the first month you will only ever need to enter new/returning patients who come to
your pharmacy, however, to roll forward, details must be entered in the current month. If
you are working on the previous months claim to be sent and are entering new patients,
they WILL NOT roll forward. You must enter the details in the current month as well.

Enter their first name, last name





OST 2022
NEW PATIENT FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

————— e ——
First Name: - \ ‘
Last Name: ‘\ | J
Do you have a CHI Number? O Yes
Drug: ‘ - Please Select - v ‘
ADRS Team: ‘ - Please Select - ) ‘
OPTIONS

[} Save [ Save & Add a New Patient @ Cancel

e If the CHI number is available, select ‘Yes’ and enter it underneath

OST 2022
NEW PATIENT FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

First Name: Jen |
Last Name: Brown |

Do you have a CHI Number? ® Yes O No

CHI Number: <

Drug: - Please Select - ~
ADRS Team: | - Please Select - ~ ‘
OPTIONS

[ Save [ Save & Add a New Patient @ Cancel

If the CHI number is not available, select ‘No’ and enter the patient’s date of birth, you can
amend this once you have the patients CHI number. A warning will subsequently show up
when you log in to let you know you have patients on your system who have no CHI number.
This will continue to appear until you enter the CHI numbers for all patients





OST 2022
NEW PATIENT FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

First Name: ‘ Jen ‘

Last Name: ‘ Brown ‘

Do you have a CHI Number?

Date of Birth: YYYY)

Drug: - Please Select - v |
ADRS Team: ‘ - Please Select - ~ ‘
OPTIONS

[} Save 4 Save & Add a New Patient & Cancel

e Select the OST Drug being prescribed by clicking the down arrow and selecting from the drop
down menu

e |fthe OST is not listed please contact the ADRS Pharmacy team for support
adrs.pharmacyteam@ggc.scot.nhs.uk

OST 2022
NEW PATIENT FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

First Name: Jen |
Last Name: Brown ‘

Do you have a CHI Number? O Yes @ No

Date of Birth: AANY )

Drug: rilethadone 1mg/mi Oral SO|LM
ADRS Team: | - Please Select - v ‘
OPTIONS

[ Save I Save & Add a New Patient @ Cancel

e If the patient is prescribed by an ADRS team, click the down arrow to bring up a drop down
selection of teams.

e Select the appropriate team using the prescription cipher code

e If the patient is prescribed by a GP or other service then no team needs to be selected



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



OS1 2022
NEW PATIENT FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

First Name: ‘ Jen ‘

Last Name: ‘ Brown |

Do you have a CHI Number? O Yes @ No

Date of Birth: (DD/MM/YYYY)
Drug: | Methadone 1mg/ml Oral Solution v |

ADRS Team: <[ East Ren GAT St Andrews House >

OPTIONS

[ Save [ Save & Add a New Patient @ Cancel

e Once patient details have been entered you can select ‘Save’ or ‘Save & add a new patient’

e You will be asked to confirm everything is correct, if you select ‘No’ it will take you back to
the ‘Patient details’ screen to amend

Are you sure everything is correct?

o Yes 8 No

e If you have selected “Save” it will show the patients details entered under this month’s claim

o New patient details should only ever be entered AFTER you have provided a service for them
and not in anticipation of them attending





N

1 | Q::

[] Bloggs Joe 3232451313 o @ 0 @
Brown Jen 11/06/1975 ) 0 ®
B cart Julie 1212123434 0o @ 0 @
[ Kely lona 1111224343 o @ O ®
[ Kelly Jennifer 1106743434 o @ 0 @
[ Kelly Robert 2105632424 o @ 0 @
1 New Jon 1122334455 o @ 0 @
Park John 1010201212 o @ O @

e If you selected “Save & add new patient” it will show you the name and CHI number of the
last patient details entered and confirm these have been saved

e Under this you will see the ‘Patient details’ section and you can enter your next patient and
repeat the steps as above

EDIT CLIENT EDIT IEP IEP BATCH IPED CLINIC AIR TOOL SC LOG NALOXONE

TRANSACTION TRANSACTION
BLOOD ORT EDIT SC scs COPD i )
f}&ﬂm A(Q\ ASSESSMEK& Details of A(Q
. . ' last patient :

ORT 2021
NEW PATIENT FOR 1ST OCTOBER TO THE 31

Enter next new

patient details

here

Privacy Policy | GDPR | In using Neo you agree to be bound by this licence






e If you enter a CHI number which already exists, the following error message will appear and
you will need to amend the CHI before saving again

OST 2022
CTOBER TO THE 31ST OCTOBER

Please correct the following error(s):
« Aclient with the same CHI Number already exists in the current claim mont

-~ PATIENT DETAICS

. First Name: |Rober1 |

1« Last Name: |Be|\y |

. Do you have a CHI Number? @ Yes O No

12 CHI Number: [ 1106743434 [%]

1« Drug: | Espranor V|
ADRS Team: [ Clydebank ADRS ]

- OPTIONS

[j save ! Save & Add a New Patient @ Cancel

e The system will also recognise if the CHI number entered is not valid or active and you will
be directed to amend





5. Current patient list

e Once you have entered and saved all current patients details you can view your claim list

e For all patients who have received an OST service over the relevant month the ‘service
provided’ box must be ticked, and the ‘save’ button at the bottom left clicked, prior to
submission

e Underneath the patient list there is information on the total number of patients being
claimed for and the total value of the claim, this will only appear if you have saved the claim.
If you do not save the claim the totals will remain at zero and you will not be paid anything
for that months claim

UK £UuZ’
CLAIMS FOR THE PROVISION OF CARE FROMC ST SEPTEMBER TO THE 30TH SEPTEMBER
BOOTS THE CHEMIST (PRS3FH

OPTIONS Boxes ticked to
show that a service
(nAug21 o Oct21 &€ Switch Site New| phasbeen provided
and you are
PATIENTS claiming a fee
. CHI Number/ Service
Last Name First Name DoB Provided
| |2 & Dunlop Michael 2312794545 ]
3D 2 1B Gray Michael 1112908989 ] 2
3 |2 B Rober Smith 2105655656 4 Jo
© 2~ [ Smith Chris 1212783434 ) )

Total Number of Patients Service Provided To:
Number of patien
Total Amount Payable: £210_; umber of patients

who have been ticked
as having had a service
provided and total

value of claim
Spaces Available: I:I

NUMBER OF SPACES CURRENTLY AVAILABLE FOR NEW PATIENTS

PAYMENT

COUNTER FRAUD DECLARATION: | ACCEFT THAT THE INFORMATION PROVIDED ON THIS FORM MAY
BE USED TO VERIFY THE CLAIM AND MAY BE SHARED WITH OTHER BODIES/AGENCIES FOR THE
PURPOSES OF PREVENTION AND DETECTION OF CRIME. IN SIGNING THIS FORM, | CONSENT TO THIS
USE AND ACKNOWLEDGE THAT IF | PROVIDE FALSE INFORMATION THEN | MAY BE LIABLE TO
CRIMINAL PROSECUTION, REFERRAL TO MY PROFESSIONAL BODY AND/OR RECOVERY
PROCEEDINGS.

& Submit Claim

e Hovering over the 2 will display the patients current ADRS Team

e If you know that a patient you have been providing a service for will be leaving, has left or
was only provided this service as a one-off, you should tick the ‘Remove from next month’s
list’ box. This will mean that patient will not be carried over into the next month’s claim

e Itisimportant to regularly “housekeep” your list to remove any non-active patients
preventing the risk of an inadvertent claim in error.

10





PATIENTS

Last Name First Name ggéNumberi F’Srz:.f\;’cijc;d rug Remﬁgﬁt;?ms?lem

& 2 |[] Bloggs Joe 3232451313 O @l

3 & [ Brown Jen 11/06/1975 eT)

) & I cart Julie 1212123434 @

D 5 [ Kelly lona 1111224343 @

L s = Kelly Jennifer 1106743434 @l

D) £ Bl Kelly Robert 2105632424 @

D & L] New Jen 11223344565 eT)

Q) k& &l Park John 1010201212 O @
Total Number of Patients Service Provided To: 6
Total Amount Payable: £462.00

If the patient subsequently returns to your pharmacy and you once again provide them with
an OST service you simply re-enter their details as if a new patient

To the left of each patient’s name is a box with a pencil symbol in it. If you click on this you
can edit the patient’s details

CHI Number/  Service B Remove From Next

Last Name First Name DoB Provided D9 Month's List
D & |E| Bloggs Joe sm245133 0O @
o @ 1 Brown Jen 11/06/1975 eT
D & Bl cart Julie 1212123434 Ese) O
-

You can amend their name if it was entered incorrectly

You can delete the patient completely if they were entered in error

You can amend a date of birth to CHI when it is received. If a patient’s details are entered
with only a date of birth, this will appear highlighted in red until you amend and change it to
the CHI number, you will also be prompted when you log on to enter the CHI number

You should check each new prescription to ensure the patient has not moved prescribing
team and update details if necessary

Once you have amended the details, click and save and the new details will be shown on
your claim list

11





Click to
report
missed doses
or concerns
to ADRS

6. Missed Doses/Reporting Concerns/Prescription Issue

A new feature has been added to the OST module from November 2021 which allows the
reporting of 3 missed OST doses/patient concerns/prescription issues via NEO rather than
phoning or emailing the prescribing team. When this feature is utilised an email will be sent
directly to the designated team attached to the patient.

This feature can only be utilised if the patient is prescribed by ADRS. If the prescription is
from a GP as part of the Shared Care Scheme them you should continue to report missed
doses and concerns via phone as is current practice.

CHI Number/  Service Remove From Next

Last Name First Name Drug

DoB Provided Month's List
| | Bloygs Joe 3232451313 O 9
L | Brown Jen 11/06/1975 @
[ | Cart Julie 1212123434 @ O
-

When contact with the ADRS team is required the L) should be clicked and 3 options will
appear. The appropriate subject should be clicked and a free text box will appear allowing
additional information to be added to the message.

Please ensure clinically appropriate language when using this facility.

Reporting 3 consecutive missed doses- Please enter date of last dispensed dose in the free
text box and any other information you feel is relevant.

OST 2022
MESSAGE FOR 1ST OCTOBER TO THE 31ST OCTOBER

PATIENT DETAILS

First Name: Joe

Last Name: Bloggs

CHI Number: 3232451313

Drug: Methadone 1mg/ml Oral Solution
ADRS Team: East CAT Newlands Centre
MESSAGE TYPES

Report 3 consecutive missed doses

THIS ISATEST EMAIL

Last dose collected and supervised 14/10/22, currently missed 3 days|

USED 68 OF 500 CHARACTERS
[_] Report concern

() Prescription Issue
You can submit multiple message types at a time ie. Report concern & Prescription issue
When message complete click “Save and Send”
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AN EMAIL HAS BEEN SENT TO THE JOE BLOGGS (3232451313) TEAM

OST 2022

CLAIMS FOR THE PROVISION OF CARE FROM 1ST OCTOBER TO THE 31ST OCTO
BOND PHARMACY (G22 5AP)

- OPTIONS

(o Sep22 . Nov22 & Switch Site

Click to view
message history

- PATIENTS
Last Name First Name
.~ |[] Bloggs Joe
> [ ] Brown Jen
& B cart Julie
QD £ L] Kely lona

\

Confirms message has been sent
successfully

* New Patient

CHI Number/  Service Drug Remove I:Irom Next

DoB Provided Month's List
spus133 0 @ @
11/06/1975 e @
1212123434 S 0 0
111224343 S 0 @

e A green band will show at the top of the screen to show that message has been sent
successfully to the appropriate ADRS team

e An audit trail of all messages sent to the team can be found by clicking the Q icon
e You will then be presented with 2 options “Patient history” or “Message history”

e Click “Message History”

OST 2022
MESSAGE HISTORY

-~ PATIENT DETAILS

.« First Name: Joe

1. Last Name: Bloggs

. CHI Number: 3232451313
- MESSAGES

Report 3 consecutive missed doses

Last dose collected and supervised 14/10/22, currently missed 3 days

- OPTIONS

-~ Previou

- MESSAGE DETAILS

... Created On: Tuesday, 18 October 2022
... Created By: John Campbell
.. ADRS Team:

Click to scroll through message
history

Page 1 of 5

“y Dashboard

o Message details will appear. If multiple messages have been sent then by clicking “Next” you
can scroll through all messages sent and are given date, person submitting and details of

each message.
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7. Submitting monthly payment claim

e (Claims cannot be submitted before the first of the following month

e DO NOT submit claims using the Managerial or IEP log in details, they will be refused, you
will have to resubmit and may miss the payment deadline

e Claims can only be submitted by a pharmacist or pharmacy technician who are registered
with the GPhC

e On the first day of the month a new claim page will appear with all the patients details
carried over from the previous month

e |[f patient details have not carried over from the previous month, Neo will detect this and
present the user with the Roll Over button.

OPTIONS

<~2Jdun22 > Aug22 4 Switch Site * New Patient

IF YOU WOULD LIKE TO ROLL OVER THE PATIENTS FROM LAST MONTH, PLEASE CLICK ON THE BELOW BUTTON.

(. Roll Over
PATIENTS
SORRY, NO RECORDS ARE AVAILABLE
OPTIONS
& Cancel

2007 - 2022 neo360. All Rights Reserved \
.

Privacy Policy | GDPR | In using Neo you agree to be bound by this licence

e When clicked, all the services users from the previous month will be moved to the current
month. If the pharmacy has not accessed the module for some time and there are multiple
months with no service users for example June, July and August, you will have to start the
manual rollover process in the earliest month i.e. June, then do July then do August. The roll
over will only work if there is something to roll over from the previous month. So in this
example, if you tried to do a rollover from July to August, it would fail as July has no service
users to roll into August.

e This new claim page becomes your current claim list and will not have a ‘Submit Claim’
button

e The ‘Service provided’ boxes will not be ticked as these patients are not new

e The person completing the claim prior to submission must check that an OST service has
indeed been provided for each of these patients during the month the claim relates to and
ensure the relevant boxes are ticked
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(P Sep22 c» Nov22 && Switch Site

PATIENTS

Last Name

)| .| [ Bloggs

D) | £ [ Brown
D) k& I cart
D) £ O Kelly

Q) & O Kelly

D) £ O Kelly
D | £ O] New
D) | £| [ Park

Total Number of Patients Service Provided To:

Total Amount Payable:

Only tick the box after you have
checked and are sure each patient has
received an OST service from your
pharmacy at some point during the
relevant month

First Name goHllaNumber / Fiimlfd San
Joe 3232451313 veT)
Jen 11/06/1975 o @
Julie 1212123434 o &
lona 1111224343 o &
Jennifer 1106743434 o @
Robert 2105632424 o @
Jen 1122334455 o @
John 1010201212 o @

0

£0.00

a

0O 0 O 0o oo o

New Patient

Remove From Next
Month's List

e To submit a claim, click the button on the top left to scroll back to the relevant month

o Please note the counter fraud declaration in red. The person logged in to submit the claim
must be registered with the GPhC and has responsibility for ensuring that what they are
claiming for is accurate. They will be the person we contact if there are any queries
regarding a particular claim. DO NOT use someone else’s log in details, even if they have

said it is ok to do so

e The number of spaces available for new OST patients must be added to allow claim
submission. This information will be distributed to the ADRS teams on a monthly basis
e The submit claim button is underneath the declaration
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Insert number of OST spaces
available in pharmacy
(compulsory field)

CLAIMS FOR THE PROVISION OF CARE FROM 1ST SEPTEMBER TO THE 30TH SEPTEMBER
BOOTS THE CHEMIST (PA3 3PU)

OPTIONS

¢pAug21 o Oct21 48 Switch Site

PATIENTS

Last Name
9 2] (] Dunlop
Q) £ B Gray
)| £ & Rober
Q) | £ B smih

Total Number of Patients Service Provided To:

Total Amount Payable:

First Name

Michael
Michael
Smith
Chris

4
£21012

BER OF SPACES CURRENTLY AVAILABLE FOR NEW PATIENTS

.7 Spaces Available:

PAYMENT

& Submit Claim

CHI Number /

DoB

2312794545
1112908989
2105655656

1212783434

. New Patient

Service
Provided

¥

]
]
]

UNTER FRAUD DECLARATION: | ACCEPT THAT THE INFORMATION PROVIDED ON THIS FORM M
BE USED TO VERIFY THE CLAIM AND MAY BE SHARED WITH OTHER BODIES/AGENCIES FOR THE
PURPOSES OF PREVENTION AND DETECTION OF CRIME. IN SIGNING THIS FORM, | CONSENT TO THIS
USE AND ACKNOWLEDGE THAT IF | PROVIDE FALSE INFORMATION THEN | MAY BE LIABLE TO
CRIMINAL PROSECUTION, REFERRAL TO MY PROFESSIONAL BODY ANDVOR RECOVERY
PROCEEDINGS.

e Once you click ‘Submit claim’ you will be asked to confirm that the information you are
submitting is correct
e If you select ‘yes’ your claim will be submitted and details of the person submitting the claim
will be displayed at the bottom

e If you select ‘No’ you will be taken back to the claim screen and amendments can be made

e To be eligible for payment claims must be submitted by the 6 of the following month.
e If you do not click the ‘submit claim’ button, your claim will not be sent and will not be
eligible for payment.
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CLAIMS FOR THE PROVISION OF CARE FROM 1ST SEPTEMBER TO THE 30TH SEFTEMBER
BOOTS THE CHEMIST (PA3 3PU)

STATUS

OPTIONS

¢pAug21 o> Oct21 & Switch Site

PATIENTS
. CHI Number /  Service
Last Name First Name DoB Provided
()| Dunlop Michael 2312794545 o (2]
(1) Gray Michael 1112908989 W 2
) Robert Smith 2105655656 o (2]
) Smith Chris 1212783434 W 2
Total Number of Patients Service Provided To: 4
Total Amount Payable: £210.12
CLAIM

FORM WAS SUBMITTED ON SATURDAY, 09 OCTOBER 2021 BY JOHN CAMPBELL (1234567)
NUMBER OF SPACED AVAILABLE FOR NEW PATIENTS IS 4

OPTIONS

& Unsubmit Claim @ Cancel &3, Print

You can go back and review claims that have been submitted and print them out for your
records but they cannot be amended

If you realise an error has been made in your submission and it is before the 6™ of the month
(e.g. ticked a box for a patient who did not attend your pharmacy, did not tick a box for a
patient who accessed the OST service or forgot to enter a patients details) and the claim is
now read only you must contact the ADRS Pharmacy Team via email
adrs.pharmacyteam@ggc.scot.nhs.uk or via telephone on 0141 303 8931 for advice.

The ADRS Pharmacy Team can un-submit your claim allowing it to be amended. The claim
will have to be resubmitted. The person who signs on to the system will need to carry out
their own edit AND check ALL entries are correct. They will then need to resubmit agreeing
to the counter fraud declaration. At this point they will become the person responsible for
that claim

If it is after the 6" of the month, these claims will have been forwarded for payment and you
need to contact ADRS pharmacy team as above who will assist.
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8. Registering new staff to access the module

For each pharmacy providing an OST service there will be a site manager, this will be the pharmacy
manager or regular pharmacist. The site manager will be responsible for creating individual staff
usernames and passwords using the managerial log in.

It is the responsibility of each individual to keep their username and password secure and not share
the information with anyone else. Remember the module contains patient identifiable information
so must be kept as secure as possible.

e Login using the managerial log in details
e Staff option is available near the top of the screen, circled below

3601 M HOME @ HELP & LoGou |
Version 8.53.1.
TEST SYSTENM
Logged on as bondpharmacy ("ol yo
1 CHANGE DETAI @ EPORTS % REFERRAL NEWS
N
Click here
to view,
edit or -
Add a New Staff add staff
details
- To add new staff member
Staff Name details click h Created On
etails clic ere
E MS Down, Ben 2016/07/22
E | MS | Gillespie, Robert ortrobert Live 2016/03/30 J;‘
a | m

e Enter first name, last name, email address and General Pharmaceutical Council registration
number if applicable

e An email address may only be used once within the module, for the managerial login we
strongly recommend using the pharmacy clinical mailbox address and for personal logins, a
work or personal email address that only that staff member can access. The email addresses
are only used when the staff member has forgotten their password and it needs to be reset.

e (Create a memorable username and password, these must comply with the requirements of
NEO which are stated on the right hand side

e Select live, if a staff member leaves or is off long term their account should be changed to
disabled until such times as it is required again

e Select OST module

e Do not select any other modules without contacting the system administrator

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

o If the staff member will be registered at more than one pharmacy 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
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LOGIN DETAILS

Username: ‘ jenk ‘
New Password: ‘ ........ ‘

Must be clicked to activate Confirm Password: ‘ -------- ‘
Active: ® Yes O No

OTHER DETAILS

GPHC Number:

PERMISSIONS
General Modules
() News (J Antiretroviral Therapy
() Reports (] Assessment of Injecting Risk
Only select C Naloxone
:Irse?:: Stlsz (JIEP Transaction
member if () IEP Batch Transaction
GPhC (J IEP Transaction Real Time
registered (] User Cannot Access Client Details
also tick Screen
Submit Claim @
L4 Submit Claim
(] Site Diary

[ T N B N [T

e Save the changes you have made

e Staff member will now be able to log on and should see OST 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

e  Only staff with an active GPhC registration number should be granted access to OST
Submit Claim

If the site manager leaves 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 and check that the email address associated with the managerial log in is the store email
address and not a personal email address.

Full details on the NEO360 system can be found in the ‘HELP’ section
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9. Useful contact details

ADRS Pharmacy Team

Adrs.PharmacyTeam@ggc.scot.nhs.uk

0141 303 8931

Community Pharmacy
Development Team

Main telephone number

01412321704

Advanced Pharmacist

(Mon & Tues)

Jennifer Kelly — ADRS Jennifer.kelly2 @ggc.scot.nhs.uk 07971826938
Advanced Pharmacist (Tues-Thurs)

Amanda Laird — ADRS Amanda.laird@ggc.scot.nhs.uk 07557012879
Advanced Pharmacist

Carron Grogan- ADRS Carron.grogan@ggc.scot.nhs.uk 07970733609
Advanced Pharmacist

Lindsey Devlin- ADRS Lindsey.devlin@ggc.scot.nhs.uk 07974588151
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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
e Breathalyse patients before every supervised dose (Omcg/100ml

result to give the dose).
e Communicate any single missed dose/non collection (DNA or positive
breath test) to the prescribing team within 24 hours via the NEO system.
e 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. Thedisulfiram alcohol reaction (DAR)
- A build up of acetaldehyde can cause severe facial flushing, breathlessness,
headache, heart palpitations, hausea 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 **"*"® * and a Patient Treatment Card “PP"®* &,

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 APPendx ©

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

should be completed and signed by the

7. Doses of Disulfiram

Examples of commonly prescribed doses of Disulfiram in NHS GGC
Dose Frequency
200mg-500mg (BNF max) Once Daily
*400mg Monday
400mg Wednesday
400mg Friday
*400mg Monday
400mg Wednesday
**600mg Friday
*600mg Tuesday
**800mg 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).

*The NEO system sends an aufomaled, " N
*a.maifo the-loama Pabionls reGue fegew .,

kanor 10 [urther ".“J.'J“_- * * * - .

StaeT O€: 28|es) 2024 Staet OXTE . Z&|osj2o2)
Disdlfiram  Tableks 200 mg PDisulfiran Tablets 200 mg
A 2 Ak =11 Z
Label 1Tab Daily Suppl L Tab ‘l‘;:" ¢
Dail Breath ed 1
I tha ed ol e ed N
Day Of Cclle T = ) 323278009>
000000000323278009> ¥ O+ % el o IR s
" % - & ﬁ‘ * X A & * * * * * A *
Dl as# repoit Ny sngle missed.00se o T loase report any Singlg missgd dosgor
smasilive reacing viahs NEO system wgh 24 HOUTS posiive reading wie the NEO gystemwithin 24 oy

.
ThadVEQ syster sends an ayfomeaigd 2
s.mofl 1o the leam. Palionts moure fovie,
Lo 1o fugher Jgsing. " X . " .






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

s 2z > 2 =
SThet osve - 28|os |20 AT Onte 1 28]0s oz
Disulfiram Tablets 200 mg bl *
2 N .
B 4 T § i
. Collectic . 0012327800 8>
<0000000003232780049> s ' A AN MO39 TR OO0 JOOULRORG3Z32 Fal 3
<000000000823278009> & " L wiNe - ZEOLS
' . A . . " » VUM ""’Wﬁ(&t' e
{ cend dnas 7 haas odd sty X PSS ¥ w20y sl mssed doss Of
Fleass raporh a0y SINge Igssed st " - +iase BpoR "'r '3:“5;3 "f‘iﬂlc—\ ﬂ}«"" 2 l"‘:‘“/ Feiast mpon ity U8 W-“.‘ i b ‘(:)Ay.
" £ ghin 26 o ” e LRl Sl 73 * * sl raadien via s NED sysie witR VDG
oOLiVe 16aMa ,7.4,.“).. NEO sysam wige ALES Hosive ey e &‘ r“‘f:mg-'-; seubvadeaciag v O t{) oysgh Wi 0 e
P p——— i MEN cstom & 1 J b + A > e st 4 mitrled
The NEO syelom sends ap sefopated, vThe NEQ syetem 408 s TOQLAS [TV - o DO 5ymien 3egcs MUMERPEE
eadihe dha feam Pafienls r8aUre /H0M mad o (e 108N ”Um‘ ke’ - 4 wad b s am Pabond) MOLEY NNV
o0 e42aM. AN ISt IvE . =T [0 LA sou b o Bam, TR R (| 2 4
ororiefutherdosdl +« 4 .« v ciorlo I OSg . + x4 KON . .

“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 Omcg/100ml is a positive result.

(See Breathalyser FAQs " P 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.






o 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.

o 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

10.

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 wunder 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.

DNA (Did Not Attend)

o 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.

e The worker will liaise with the patient, and prescriber, and contact the
pharmacy to let them know whenl/if it is suitable to supervise the next dose.






11.

12.

13.

14.

15.

e The NEO system will save the missed dosel/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 Monday night/Tuesday morning. It would be good practice for the team to see
the patient within 24 hours to review the current Care Plan.

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 Omcg/100ml breathalyser reading. (*Safe storage of medication should be
highlighted).

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.

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.

Disulfiram shortage

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

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
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16. Pavment 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. The interaction may have been
considered already.

19. Queries

Please contact the ADRS pharmacy team via the generic emalil
(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/
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ADRS teams can request supplies (pack of 50) direct from the manufacturer
via email (Medinfo@tevauk.com ).

Appendix B — Link for PILs

Standard Patient Information Leaflets are available at:
https://www.choiceandmedication.org/nhs24/printable-leaflets/




mailto:Medinfo@tevauk.com
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Appendix C \ i

Greater Glasgow
and Clyde

Disulfiram Patient Agreement

L O PP (name of patient) agree, that in order to
support me to remain abstinent from alcohol, | have consented to take disulfiram, as
prescribed. It will be supplied as per my prescription, (instalments with/without supervision)
DY Staff @l.. ... s

e | agree to be breathalysed before receiving my disulfiram tablet(s) in the
pharmacy if requested on my prescription.

e The tablet(s) will be taken with water and | will swallow them whole under
supervision.

e | understand | will be asked to prove | have swallowed the tablet(s) by opening
my mouth.

o | understand side effects can occur and these can be serious. | know to contact my
worker/prescriber as soon as possible if | have concerns.

¢ | understand that taking any form of alcohol while taking disulfiram can result
in severe and immediate illness. Death can occur.

e | 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.

e |If | 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 | may be followed up. No further doses will be
dispensed/supervised until deemed safe and appropriate.

Signed (Patient). ... ..o

Signed (Pharmacist)...... ..o

DAt e

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





Appendix D

Breathalyser FAQs

How do | order more mouthpieces?
Pharmacies can request mouthpieces by the ADRS pharmacy team generic emalil
(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 | 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 untii 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 devicei.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.

EO9 -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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1. General NEO Information

A NEO site (https://scotland.needleex.co.uk/secure/login) is created centrally for each
pharmacy and the relevant modules allocated to the pharmacy. Each site has a
specific manager login, a generic IEP login (Injecting Equipment Provision stores only)
and relevant individual staff logins.

e Manager Login — Only to be used to add or remove staff or alter staff

privileges/information.

Generic IEP Login — Only to be used to record IEP transactions.

Individual Staff Login — When recording/accessing patient identifiable information
then staff entering or accessing that information must be identifiable and
accountable. Therefore they must be a member of the GPhC to enable them to
access these modules and submit claims.

2. Giving Staff Access

e Use the store manager login and grant staff with a GPhC number, access to the ‘Alcohol
Therapy’ Module. If you do not know your managerial login, email the ADRS pharmacy team
(Adrs.PharmacyTeam@ggc.scot.nhs.uk).

o A general guide for the management of staff access and logins is held under the HELP menu:

neos* P ——

Version 9.6

LIVE SYSTEM
as gasnex (lloi you?)

ex (1o

Logged on

HOME PAGE

WELCOME GAS NEX

Created On: Tuesday, 11 June 2013 10:37
Last Visited Tuesday, 22 September 2020 10-09
Users Logged In Today: 23

Users Online

v,

e Click on the HELP menu. You will see ‘NEO 360 General Log In and Housekeeping Guide’,
click on the file to open it.

Neo3 ' :

LIVE SYSTEM
s gasnex ( )

Logged on

2 - 2 v El

OPTIONS

New File L New Ul Reorder Help

HELP

o Any further issues with access email Adrs.PharmacyTeam@ggc.scot.nhs.uk




https://scotland.needleex.co.uk/secure/login
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mailto:Adrs.PharmacyTeam@ggc.scot.nhs.uk



3. Accessing the Alcohol Therapy module

https://scotland.needleex.co.uk/secure/login

Enter your ‘Username’ and ‘Password’ (using your individual staff login).
Click ‘Login’.

Ne Q3 e

TEST SYSTEM

& Login Details

LOGIN DETAILS

Please enter your username and
password to login to the system.

Username:

Passwaord: I

2/ Login

The homepage gives information on when the module was last accessed.

This will also provide a warning notifying of any outstanding claims and the months they
relate to as a prompt to make those missed claims. Please note you have 6 months to
submit a claim, under NHS policy.

The Alcohol Therapy module will be along the menu bar, click to open.

- £YHOME @ HELP  £3 LOGOUT
ne0360 Version 9.6
TEST SYSTEM

Logged on as jennyt (Mot you?)

Strong batch of heroin in city centrg

HOME PAGE
WELCOME JENNY @ Notes
Please use the above menu to
vigate th hout the system.
Created On- Tuesday, 15 September 2020 12:36 L5 S SUAET L LIS
Last Visited: Wednesday, 16 September 2020 13:52

NEO360 CITY COUNCIL TEST NEWS

Start Date Headline
09 Sep 2020 Neo360 Vaccination Training Still Available
08 Sep 2020 Strong batch of herain in city centre A

24 May 2018 Fentanyl Hits Dundee Streets A
SUPPORT INFORMATION
If you have any guestions or queries regarding Neo please contact one of the following people: For questions regarding needle

exchange or superised consumption, please contact Gemma Summerson.

For questions regarding_sexual health_please contact Lesley Jones




https://scotland.needleex.co.uk/secure/login
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Patient list

The module will open at the current month’s patient list.

The dates are stated in blue near the top of the page, with the store breathalyser ID.

When you first access the module there will be no patient information present.

Under ‘Options’, you can scroll between the current month and previous months or you can
enter a ‘New Patient’.

Once patient details are entered, the system will prompt you if CHI numbers are missing:
‘You have some service user records with no CHI number, please make sure these are
entered as soon as possible’.

1 L TTTEIRATT
EMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

Current month

FOR 1ST SEPT

Scroll between months

ALERT
DU HAVE SOME SERVICE USER RECORDS WITH NO CHI NUMBERT
PLEASE MAKE SURE THESE ARE ENTERED AS SOON AS POSSIBLE.
0 Close
OPTIONS
G Aug20 | o Oct20
PATIENTS
: CHI Number / : Remove From Next
Last Mame First Name DoB Senice Provided  Drug Month's List
* | Benton Maric 2643261038 [0S}
. y
| Bottomley Christine 6321061244 [ois] B 5}
3| Cookson Susan 5916733828 [0S} B [}
. Dixon Melanie 1300811977 [ois] &
2 Dufiy Nigel 2111011965 [0S} B
-

If you know that a patient you have been providing a service for will be leaving, has left or
was only provided the service as a one-off, you should tick the ‘Remove from next month’s
list” box. This will mean that patient will not be carried over into the next month.

If they return to your pharmacy and you once again provide them with a service, you simply
re-enter their details as if they are a new patient.

Entering patients details

If you click the new patient tab, it will take you to the search screen shown below:

td X HOME @ HELP ¢ 1LOGOUT
ne0360 Version 9.6
TEST SYSTEM
Logged on as jennyt (1ot you?)
£33 ACCOUNT
Follow the instructions in the help
Strong batch of heroin in city centre RS box:
ALCOHOL THERAPY 2020
FIND PATIENT TEMBER TO THE 30TH SEPTEMBER
THEID UR BREATHALYSER IS 2134567891 1.Fillin one or more of the search
SEARCH FOR PATIENT orep options
Steps:
e 1 Filnone or more ofthe Scarch
+ Full Name: 2 k Find H H
‘ ‘@ ”EEE\WC}FM button 2. Cllck IFIndI
+ Date of Bith i appea et . By g,
[ ] eommryyy et rareteen o i st
+ CHI Number: page.
]
2. Options:
£ Find @ Cang
\
Privacy Pol GDPR usin a d s






NEUS6U UITY GUUNUIL TES1 - AFFLEGAT E EXUHANGE
£ ACCOUNT

ALCOHOL

THERAPY

Anumber of OD's have been linked to a strong batch of heroin More info

ALCOHOL THERAPY 2020

Strong batch of heroin in city centre

Fentanyl Hits Dundee Streets|

FIND PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER

THEID OF YOUR BREATHALYSER IS 2134567891

SORRY, BUT WE COULD NOT FIND THE PATIENT YOU ARE LOOKING FOR

~~ SEARCH FOR PATIENT

1. Search By:
® Full Name:

@ Help
Steps
1. Fillin one or more of the Search
Options
2. Click Find button
Hote:

It no patient is found a “New” button
will appear next to Find. By clicking
this button all the data you have
entered will transferred be to the next
page

||Jonn Doe ‘@
 Date of Birth:

|:| [E [DDMMYYYY)

& CHI Number:

2. Optiongy
: ' i

Copyright ® 2007 - 2020 neo360. All Rights Reserved

Follow the instructions in
the help box:

If no patient is found a
‘New’ button will appear
next to ‘Find’. By clicking
the button all the data
you have entered will
transfer to the next

page.

Privacy Policy | GDPR | In using Neo you agree to be bound by this licence

Clicking ‘New’ will take you to the following screen:
- Complete the fields, starred items are compulsory.
- Enter the CHI number if you have it, otherwise the system will prompt you to add this

later.

- The team is required so automated messages can be sent to the correct team relating to
missed doses or positive breathalyser readings (observations).

- The drug will default to ‘Disulfiram 200mg tablets’.
- The Prescription source will be the same as the team or may be the GP.

- Click ‘Save’.

ALCOHOL THERAPY 2020

NEW PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER

THE ID OF YOUR BREATHALYSER IS 2134567891

-~ PATIENT DETAILS

1.4 First Name- John
. Last Name: Doe
{7 Date of Bitth: [o011870_| DDMIMAYY)
CHI Number: @
o [Biutram Z0oma Taies [
i Prescription Source: | Paisley Drug Senvice El

-~ OBSERVATION DETAILS

If a client 'Does Nat Aftend or provides a ‘Positive Breath Test', do not supply or supenvise further doses of Disulfiram until advised to by

the Drug & Alcohol Team.

Missed Dose / DNA Recording Date Assigned

Date: [ ] = mommryyy)

Blown Positive Recording
Dats: [ ] = mommvyyy)
l:l mcg/100ml

Date Assigned

Reading:

~~ OPTIONS

later, on page 9
onwards.

Note the observation
section, this is explained

Fj save @ Qancel






The system will then ask you to confirm what you have entered is correct.

)

Are you sure everything is correct?

o Yes § No

If you select ‘No’ it will take you back to the ‘Patient details’ screen to amend.

If you select ‘Yes’, it will show the patient details entered under that month’s patient list.
New patient details should only be entered AFTER you have provided a service for them and
not in anticipation of them attending. Note the ‘Service provided’ column, this will be
ticked.

If you have further patients to add repeat the process via the ‘New Patient’ button.

AlLCOUHOl THERADY 2020

< PATIENTS FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER —

THE T UF YOUR BREATHALTOER 1o 2134367891

PATIENT JOHN DOE (0101704444) WAS SAVED

-+ OPTIONS
<P Aug20 O Oct 20 @
-+ PATIENTS
Last Name First Name g:{\BNumherf Drug Remtiv:)[r:sl:lext
* Benton Mark 2643261038 o o1} & )
*  Bottomley Christine 6321061244 @ B (1]
*  Cookson Susan 5916733828 @ ] (1]
*  Dixon Melanie 13/0811977 7] @ ]
Doe John 0101704444 @ & >
S Duffy T i e W' [&]
.~ Hannam Anita 9939143257 @ m @
* Henshaw John 2020372045 @ ] @
.~ Jones Tommy 06/10/1973 @ [ @
r-..

If you enter a CHI number which already exists within the patient list, the following error
message will appear and you will need to amend the CHI before clicking ‘FIND’ again.
ALCOHOL
THERARY

tch of heroin More info [N Yo L ELRS Gl A number of OD’s have been linked to Fentanyl More info

ALCOHOL THERAPY 2020
FIND PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

@ Help

Steps
1. Fillin one or more of the Search
Options
2. Click Find button
Note:
- If no patient is found a "Newr” button
- SEARCH FOR PATIENT will appear next to Find. By clicking
this button al the data you have
entered wil ransferred be to the next
page

Please correct the following error(s):
* CHI Number is not valid

1. Search By
» Full Name
|Jans Doe | @
» Date of Bith
[ (DDMMAYYYY)
« CHI Number-
[emi @
2. Options
QO Find @ Cancel

Copyright © 2007 - 2020 neo360. All Rights Reserved ‘u

Privacy Policy | GOPR | In using Neo you agree ta be bound by this licence






6. Amending Patient Details

e To the left of each patient’s name is a box with a pencil symbol in it. If you click on this you
can edit the patient details.

e You can amend any of their details (for example, add a CHI).

e You can ‘delete’ the patient completely if they were entered in error.

e You can add an observation, see page 9.

e Once you have amended the details, click ‘Update’.

ALCOHOL THERAPY 2020
PATIENTS FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

OPTIONS
P Aug 20 o Oct 20 New Patient
PATIENTS
Last Name First Name ggtlaNumherf Senice Provided  Drug Ren;qo;r:t;rsm[‘lsrtle)d
Benton Mark 2643261038 @ ] @
ooksan Susan 5916733528 015} B (]
®  Dixon Melanie 13/05/1977 @ ]
® | Doe John 0101704444 @ B
*  Hannam Anita 9939143257 @ ] @
* Henshaw John 2020372045 @ [l @
> May Rita 3959636000 0rc] ®
°  Morrison James 09/11/1975 @ il

@

Total Number of Patients Senice Provided To:

Total Amount Payable: £192.00

OPTIONS
[ Save @ Cancel = Print

X





7. Recording/Communicating A Missed Dose

A key overall function of this module is to help with the recording and communication of missed
doses. Missed doses occur when a patient does not attend or when they blow a positive reading
on the breathalyser. Both of these can be recorded on the system and the system will send an
automated email to the team informing them. Communicating concerns promptly (within 24
hours) remains the most important part of the service.

Recording a Missed Dose / DNA

e Asyou would to amend patient details, click on the pencil symbol to the left of the patient
name, you will see the following screen:

ALCOHOL THERAPY 2(
EDIT PATIENT FOR 1ST SEPTEMBER TO SEPTEMBER
THE 1D OF YOUR BREATHALYSER IS 2134567891

PATIENT DETAILS
Last Name: Doe

Date of Birth 01/01/1970 DD

Check the patient details are
correct, particularly the ‘Team’,

Paisley Drug Service

Ds .
Preseription Source this is who your automated

OBSERVATION DETAILS email will go to.

If a client 'Does Not Attend' or provides a 'Positive Breath Test', do net supply or supervise further doses of Disulfiram until advised
to by the Drug & Alcobol Team

Missed Dose / DNA Recording ate Assigned

Under observations you can
Date: =] (DD/MMAYYYY

INA:
Blown Positive Recording Date Assigned see Mlssed DOSE/DNA
e [ ]m@omn Recording’
Reading :| 00m

OPTIONS

I Update Delete @ Cancel

(wi

e C(Click the calendar symbol beside the date box, a calendar will appear and you can select a
date. This should be the date of the missed dose.

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567391

PATIENT DETAILS

First Name: John
Last Name Doe

Date of Birth: 01/011870 DD A
CHI Number: 0101704444

Team Paisley Drug Serwce.
Drug: Disulfiram 200mg Tablets
Prescription Source: Paisley Drug Service

OBSERVATION DETAILS

If a client ‘Does Not Attend or provides a ‘Positive Breath Test, do not supply or supervise further doses of Disulfiram until advised
to by the Drug & Alcohol Team

Missed Dose / DNA Recording Date Assigned
Date: = (DD
Blown Positi{ * September, 2020 ' Date Assigned
SuMo TuWe Th Fr Sa
Date: 3031 1 2 3 4 5
6 7 3 910 11 12
Reading:

13 14 15 16[17] 18 19
20 21 22 23 24 25 26
27282930 1 2 3
45 67 8 910

OPTION

1 Update Today: September 17, 2020






e Once you are happy with the date, click ‘Update’

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134667891

“ PATIENT DETAILS

1.0 First Name: John ‘

.7 Last Name: Doe

i Date of Birth: 010111970 | (DD/MMIYYYY)

CHI Number: 0101704444

i Team Paisley Drug Serwce.
4 Drug: Disulfiram 200mg Tamets
i Prescription Source: |Pa\s|ey Drug Service

~~ OBSERVATION DETAILS

If a client ‘Does Not Attend' or provides a 'Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised
1o by the Drug & Alcohol Team

Note the text under observations:
If a client ‘Does Not Attend’ or
provides a ‘Positive Breath Test’,
do not supply or supervise further
doses of Disulfiram until advised to
by the Drug and Alcohol Team

fesed Dose | DNA Recording Date Assigned
Date: [ (DD/MMIYYYY)
Blown Positive Recording Date Assigned
Date: [ ]= (oommnryyy)
Reading l:l"-:g'ﬂli"
“» OPTIONS

@ Delete @ Cancel

e The system will then request confirmation that the everything is correct.

Are you sure everything is correct?
o Yes # No

e If you select ‘No’, it will take you back to the previous screen to amend the entry.

o If youselect ‘Yes’, it will take you back to the main patient list.

ALCOHOL THERAPY 2020
PATIENTS FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

PATIENT JOHN DOE (0101704444) WAS SAV]

On the main patient list:

-the information has been
saved.

-if you hover over the 'i’ symbol
beside the patients name, the

*. OPTIONS
<P Aug20 o Oct20 *. New Patient
“ PATIENTS
- CHI Number / . - Remove From Next
Last Name First Name DoB Service Provided Drug Month's List
° Benton Mark 2643261038 ] (01} O ®
~
 Cookson Susan 5916733628 = (015} 0O @
2 Dixon Melanie 13/0511977 =i (01} =]
2 Doe John 0101704424 = [Dis} =] @
& £ Missed Dose | DNA Reyording
2 Hannam Anita 993914 1610912020
~ Henshaw John 2020372045 [} w O (1)
=
2 May Rila 3959636000 = (D15} 0 Y
" Morrison James 09/11/1975 M @ O
Total Number of Patients Service Provided To: &

missed dose date will appear.

The dates of the last 5 missed
doses will show here.

10





symbol).

PATIENT DETAILS

_1 First Name:
Last Name:
Date of Birth:
CHI Number:

L Team

. Drug:

. Prescription Source:

All Missed Dose/DNA dates recorded are available to view in the patient record (click pencil

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 15T SEPTEMBER TQ THE 30TH SEFTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

Susan |

Cookson
[311211968 | (DOMIMAYYY)
[Drurram 20img Taviets [

| Paisley Drug Service

=]

OBSERVATION DETAILS

If a client ‘Does Not Attend’ or provides a ‘Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised to by

the Drug & Alcohol Team

Missed Dose / DNA Recording

[ | = oommyy

Date:

Blown Positive Recording
Date:

Reading:

OPTIONS
Fj Update @ Delete

[ | = oommyy

1/100ml

Date Assigned

@ 01/09/2020, @ 06/08/2020, @ 15/07/2020, @ 05/06/2020, @ 21/05/2020,
@ 17/04/2020

Date Assigned

© 02/09/2020, @ 20/08/2020, @ 13/07/2020, @ 01/06/2020, @ 13/05/2020,
@ 07/04/2020

@ Cancel

The system then sends an automated message to the team informing them the patient has

missed a dose on that date and that the team needs to follow the patient up. It also states
‘No further doses will be supervised until advised’.

[ExternaltoGGC]Disulfiram missed dose alert from Applegate Exchange (123

support@needleex.co.uk

Thu 17/09/2020 12:23
nic@oakirees.co
Torrens, Jennifer

Dear Paisley Drug Service,

John Doe (0101704444), missed a dose [ not attending for disulfiram on 16/09/2020.

Please contact the patient and advise us of next steps.

No further doses will be supervised until advised.

Best wishes,

Applegate Exchange (1234)
132 Alfreton Road

Nottingham

Nottinghamshire

NG7 3NS
0845 275 556

11





Recording a Blown Positive
e Asyou would to amend patient details, click on the pencil symbol to the left of the patient
name, you will see the following screen:

ALCOHOL THERAPY 2020

EDIT PATIENT FOR 15T SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567391

PATIENT DETAILS Check the patient details are
Refr=tName. Jan | correct, particularly the ‘Team’,
.7 Last Name: Doe P
/s Date of Birth [Gotiter0 ] (DDMMNYYYY) this is who your automated

CHI Number [ooimoasas | email will go to.

L. Team Paisley Drug Serwce

1.7 Prescription Source:

|Pa|sley Drug Service

OBSERVATION DETAILS

If a client 'Does Not Attend' or provides a 'Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised

to by the Drug & Alcohol Team

Missed Dose / DNA Recording

Date: [ |= (oommryyyy)

Under observations you can

see ‘Blown Positive Recording’
Date Assigned

@sm’ve Recording

> Date Assigned

Date: ) (DD/MMIYYYY)

Reading l:l-u 100m

OPTIONS

[j Update @ Delete & Cancel

@

o Click the calendar symbol beside the date box, a calendar will appear and you can select a
date. This should be the date on which the positive reading was obtained.

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

PATIENT DETAILS

i.¢ First Name:

i7 Last Name

i~ Date of Birth

CHI Number

i Team

i Drug:

i-i Prescription Source:

Jonn |

Doe |

M DDMMAYYYY)
[oio7oses ]

‘Paisley Drug Service

OBSERVATION DETAILS

If a client 'Does Mot Attend' or provides a 'Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised
to by the Drug & Alcohol Team.

Missed Dose / DNA Recording Date Assigned

Date:

Date:

Reading:

] Update

Blown Positive Recording Date Assigned

[ @ momayyy)

4

OPTION

30
[
13
20
27
4

September, 2020 3
Su Mo TuWe Th Fr Sa

31

7
14
21
28

5

123 4 5
8 910 11 12
15 16[17] 18 19
22 23 24 25 26
2930 1 2 3
6 7 8 9 10
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e Once you are happy with the date, enter the breathalyser reading obtained and click

‘Update’.

~ PATIENT DETAILS

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 18T SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

.7 First Name:
s Last Name:
i Date of Birth:

John |

Doe

01/011970 | (DD/MMIYYYY)

CHI Number: 0101704444

i Team Paisley Drug Service]w|
i Drug Disulfiram 200mg Tablets
i.v Prescription Source: [Paisiey Drug Service

- OBSERVATION DETAILS

If a client 'Does Not Attend’ or provides a 'Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised

to by the Drug & Alcohel Team.

Missed Dose /| DNA Recording Date Assigned
Blown Positive Recording Date Assigned

Date: 171092020 | [ (DD/MMIYYYY)
Reading: [56  |meg/i00m

~ OPTIONS

@ Delete @ Cancel

e The system will then request confirmation that the everything is correct.

Are you sure everything is correct?

« Yes §& No

o Ifyouselect ‘No’, it will take you back to the previous screen to amend the entry.

o Ifyouselect ‘Yes’, it will take you back to the main patient list.

ALCOHOL THERAPY 2020
PATIENTS FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

PATIENT JOHN DOE (0101704444) WAS SAVED

~ OPTIONS
<5 Aug20 < Oct 20 " New Patient
“ PATIENTS
CHI Number / Remave From Next
Last Name First Name DoB Senice Provided  Drug Month's List
£ Benton Mark 2643261035 i) [&] @
> Cooksan Susan 5916733828 D 5] [
| Dixon Melanie 1310511977 01} &)
> Doe John 0101704444 2 (i) a e
. ¢ Blown Paositive Recording =
" Hannam Anita 9939141¢ 1710912020 g
~
. Henshaw John 2020372045 [DI5] [} [:}
=
S May Rita 3959636000 @ B (1]
. Morison James 09/1111975 01s] &l
Total Number of Patients Senice Provided To: 8
Total Amount Payable: £192.00

On the main patient list:

-the information has been
saved.

-if you hover over the 'i’ symbol
beside the patients name, the
‘Blown Positive’ date will
appear.

The dates of the last 5 ‘Blown
Positives’ will show here.
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« All ‘Blown Positive’ dates recorded are available to view in the patient record (click pencil
symbol). Hover over the date and you see the breathalyser reading recorded.

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567591

PATIENT DETAILS .
Note the text under observations:
o Frst Name: Lomn | If a client ‘Does Not Attend’ or
Last Name: Doe
Date of Birth: 0110111970 | (DD/MNIYYYY provides a ‘Positive Breath Test’,
CHI Number: 0101704444 .
—_— EErEmn do not supply or supervise further
% Drug: [Disuifram 200mg Tablets [ ] doses of Disulfiram until advised to
. Prescription Source: |Pais\eyDrug Service |z|
by the Drug and Alcohol Team

OBSERVATION DETAILS

If a client ‘Does Mot Attend' or provides a Positive Breath Test', do not supply or supervise further doses of Disulfiram until advised to by
the Drug & Alcohol Team

Missed Dose / DNA Recording Date Assigned
Date: l:l ) (DDMMIYYYY
Blown Positive Recording Date Assigned
Date: [ | = ocommyyy @ 17/09/20
Readng [ Jmeo/toom gre::th;rgsn 2134567891
Created On: 18/09/2020, By: Jenny Torrens
OPTIONS

] Update Delete @ Cancel

The system then sends an automated message to the team informing them the patient has blown a
positive on that date and that the team need to follow the patient up. It also states ‘No further
doses will be supervised until advised’.

[ExternaltoGGC]Disulfiram blew a positive alert from Applegate Exchange (1234)
support@needleex.co.uk
® You forwarded this message on 18/09/2020 15:36.

Fri 15/09/2020 14:36

nic@oaktrees.co
Torrens, Jennifer

Dear Paisley Drug Service,

John Doe (0101704444, blew a positive on 17/09/2020.
Please contact the patient and advise us of next steps.
Mo further doses will be supervised until advised.
Best wishes,

Applegate Exchange (1234)

132 Alfreton Road

Mottingham

Mottinghamshire

NG7 3NS5
0845 275556
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‘Missed Dose /DNA’ dates and ‘Blown Positive’ dates with readings will accumulate in the

patient record (click pencil symbol) for future reference.

ALCOHOL THERAPY 2020
EDIT PATIENT FOR 1ST SEPTEMBER TO THE 30TH SEPTEMBER
THE ID OF YOUR BREATHALYSER IS 2134567891

> PATIENT DETAILS

1.7 First Name: Susan ‘

1.¢ Last Name: Cookson
i.¢ Date of Birth: 31121966 | (DD/MM/YYYY)
CHI Number: 5916733828

iy Team Paisley Drug Semvice :
¢ Drug: Disulfiram 200mg Tablets
7.7 Prescription Source: ‘ Paisley Drug Senvice E|

+» OBSERVATION DETAILS

If a client ‘Does Mot Attend’ or provides a 'Positive Breath Test', d iram until advised to by

the Drug & Alcohol Team

Missed Dose / DNA Recording

Date: l:l [ (DD,

Blown Positive Recording
Date: l:lﬂ (DD/NM
Reading: I:l mecg/100ml

Date Assigned

HIMAYYYY) @ 01/09/2020, @ 06/08/2020. @ 15/07/2020, @ 05/06/2020, @ 21/05/2020,
@ 17/04/2020

Date Assigned

@ 02/09/2020, @ 20/08/2020, @ 13/07/2020, @ 01/06/2020, @ 13/05/2020,
@ 07/04/2020

Breathalyser: 2134

- OPTIONS Created On: 08/09/2020, By: Nic Hannam

Hj Update Delete @ Cancel
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8. Submitting a Claim

e Claims cannot be submitted before the first of the following month

e DO NOT submit claims using the Managerial or IEP login details, they will be refused, you

will have to resubmit and may miss the payment deadline.

e On the first day of the month a new claim page will appear with all patient details carried

over from the previous month.

e This new page becomes your current claim list and will not have a ‘Submit Claim” button.

e The ‘Service provided’ boxes will not be ticked.

e To submit a claim, click the button on the top left to scroll back to the relevant month.
e Check the ‘Service Provided’ box is ticked for those to whom you provided the service for

and therefore want to claim for.
e Click ‘Save’.

AL S O e & DN~ S
i m— e

1ST AUGUST TO THE 3 \
THE ID OF YOUR BREATHALTSER |5 2134567891

G dul 20 <> Sep 2P

PATIENTS

Last Name First Name CHI Number /
DoB

> Henshaw John 2020372045

Total Number of Patients Senvice Provided To: 1
Total Amount Payable: £24.00

PAYMENT

& Submit Claim

OPTIONS

@ Cancel

Senice Provided

Only tick the box after
you have checked and
are sure each patient
has received the
service from your
pharmacy at some
point during the
relevant month

NTER FRAUD DECLARATION: | ACCEPT THAT THE INFORMATION PROVIDED ON THIS FORM MANGE
SED TO VERIFY THE CLAIM AND MAY BE SHARED WITH OTHER BODIES/AGENCIES FOR THE PURPOS
OF PREVENTION AND DETECTION OF CRIME. IN SIGNING THIS FORM, | CONSENT TO THIS USE AND
ACKNOWLEDGE THAT IF | PROVIDE FALSE INFORMATION THEN | MAY BE LIABLE TO CRIMINAL
'ROSECUTION, REFERRAL TO MY PROFESSIONAL BODY AND/OR RECOVERY PROCEEDING

o Please note the counter fraud declaration. The person logged in to submit the claim has
responsibility for ensuring that what they are claiming for is accurate. They will be the
person we contact if there are any queries regarding a particular claim. DO NOT use

someone else’s login details, even if they have said it is ok to do so.

e Click ‘Submit Claim’, you will be asked to confirm that the information you are submitting is

correct.
Once you accept the form will be read
only
o Yes 3§ No

o If you select ‘No’ you will be taken back to the claim screen and amendments can be made.
e If you select ‘Yes’ your claim will be submitted and details of the person submitting the claim

will be displayed at the bottom.
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ALCOHOL THERAPY 2020
PATIENTS FOR 1ST AUGUST TO THE 31ST AUGUST
THE ID OF YOUR BREATHALYSER IS 2134567891
OPTIONS

G Jdul20 > Sep20

PATIENTS
Last Mame First Name g:{IBNumherf Semvice Provided  Drug
Henshaw John 2020372045 v D e
Total Number of Patients Senice Provided To: 1
Total Amount Payable: £24 00

CLAIM

FORM WAS SUBMITTED ON FRIDAY, 18 SEPTEMBER 2020 BY JENNY TORRENS (3242334)

OPTIONS

& Cancel = Print

\

R Iu

e To be eligible for payment, you have 6 months to submit a claim. For payment to be
processed in the same month as submission, claims must be submitted by the 10" of the
month.

e [f you do not click the ‘submit claim’ button, your claim will not be sent and will not be
eligible for payment.

e You can go back and review claims that have been submitted and print them out for your
records but they cannot be amended.

e If you realise an error has been made in your submission contact the ADRS Pharmacy Team
via email (Adrs.PharmacyTeam@ggc.scot.nhs.uk). If it is after the 10*" of the month, these
claims will have been forwarded for payment and you need to contact ADRS pharmacy team
as above or the CPDT (details below).

9. Useful general contacts

Alcohol and Drug Recovery Service Pharmacy Team Adrs.PharmacyTeam@ggc.scot.nhs.uk | 0141 303 8931

Community Pharmacy Development Team ggc.cpdevteam@nhs.scot 0141-201-6049
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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.

e Manager Log In — Only to be used to add or remove staff or alter staff
privileges/information.

e 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.





b. Accessing NEO 360

https://glasgow.neo0360.systems/Secure

Enter Username and Password

Click Login

Neo:3 o

TEST SYSTEM

NB: On the live site
this will say

“Glasgow”. Please

LOGIN DETAILS @ Login Details ensure you |0g on
T — S with the correct
Passuord web address.

2 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.

e Login using the site manager username and password
e Staff option is available near the top of the screen, circled below

3601 {3 HOME & HELP X Locou||
Version 8.53.1.

TEST SYSTENM

Logged on as bondpharmacy (ot you

REPORTS % REFERRAL NEWS
N

2 CHANGE DETAI

Click here
to view,

edit or i

add staff
details

To add new staff member
Staff Name Created On

details click here
El MS Down, Ben 2016/07/22

El | MS | Gillespie, Robert ortrobert Live 2016/03/30 J;‘
| »




https://glasgow.neo360.systems/Secure



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).

" Client Diary
[~ Naloxone

[T News
[ IEP Batch Transaction
. Only select the
[ IEP Transaction
i ) relevant module
[T |IEP Transaction Register Only for the staff
I Report member
™ Site Diary
[T Staff
[ Blood Testing

iew Referral
T D
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

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





3601 D HOME @ HELP & LOGOU_
Version 8.53.1.
TEST SYSTEN
|z CHANGE DETAILS w REPORTS % REFERRAL NEWS
Nt

Logged on as bondpharmacy (Not you®

Add & New star Click E to edit staff

information &

permissions
A/Staff Name Username Status Created On
MS Down, Ben bendown Live 2016/07/22
MS | Gillespie, Robert ortrobert Live 2016/03/30 _Ij
T

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.

e Login using the site manager username and password

e Click Staff option

e Locate the staff member name from the list of staff shown and click E to edit
e Under log in details section, under Active, click No

e [f the staff member will not return then please delete the email address

e C(Click save

USER SECTION
A FESTIVAL PHARMACY

EDIT USER
USER DETAILS =
R
_; First Name: Mickey =
wi
7 Last Name: Mouse a
Display Name: L"

8
. at
Email Address: mickey@disneyland.co.uk X o
cf

LOGIN DETAILS

£

5

7 Username: mickey1 :
MNew Password: ssssssss ',i‘l
Confirm Password: sesnnsee C

¢ Active: O Ye j

OTHER DETAILS

e T8 Tl N PP





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. |EP 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.neo0360.systems/Secure




https://glasgow.neo360.systems/Secure



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.

Useful contact details

Addiction Services Main telephone number 0141 303 8931
Pharmacy Team

Community Pharmacy Main telephone number 0141 201 6042

Development Team

Laura Wilson — Addiction ADRS.PharmacyTeam@ggc.scot.nhs.uk | 07557012875
Pharmacist

Amanda Laird — Addiction ADRS.PharmacyTeam@ggc.scot.nhs.uk | 07557012879
Pharmacist

John Campbell — IEP ADRS.PharmacyTeam@ggc.scot.nhs.uk | 07557012871
Improvement &
Development Manager

Janine Glen — Contracts Janine.Glen@ggc.scot.nhs.uk 0141 201 6049
Supervisor




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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Naloxone and IEP Claims Update Nov 22

There has been an update to Neo and from the 1% December you will now be able to submit an
electronic monthly claim for IEP and Naloxone payments in a similar way to the OST and Disulfiram.

1. Staff Permissions

Only staff members with GPhC registration are permitted to submit claims for payment. To enable
staff to do this, each eligible staff member must be given permission to do so.

e Loginto NEO 360 using Site Manger username and password

e C(Click on staff

H(
WELCOME SITE MANAGER
Created On: Monday, 20 July 2015 13:09
Last Visited: Tuesday, 29 November 2022 11

e C(Click on the pencil icon for the relevant staff member

USER SECTION

OPTIONS
. New User Site Section | Show All Users.
USERS
Full Name Username Accessed On  Created On Active
> B4 Alasdair ORT alasdairort 12Aug 2016 10 Aug 2016 @
O Amanda Laird amanda 20 Jul 2022 15 Jul 2016 @

e Tick Submit Claim for each relevant module (NB only sites providing Naloxone & / or IEP will
have access to the modules). Click update at the bottom of the screen to save.

OTHER DETAILS

GPHC Number
PERMISSIONS

General Modules
News & Client Diary

& Alert Completion

& pne
mit Claim
g#ffansaction

& IEP Batch Transaction

Screen
@ osT
& Submit Claim





2. To submit a claim

A GPhC member of staff must log in to Neo via their own login and NOT via the Pharmacy Manager
login

+» WELCOME JEN KELLY l

34 Created On: Tuesday, 09 November 2021 11:39
14 Last Visited: Friday, 18 November 2022 14:11

a4,
hh
e
&P

You have outstanding Naloxone claims for the following months; Jun 22 and Oct 22
Please ensure you submit your claims as soon as possible.

4
A
7

You have outstanding OST claims for the following months; May 2022, Jun 2022, Jul 2022, Aug
2022, Sep 2022 and Oct 2022

Please ensure you submit your claims as soon as possible.

When logged in your home page will highlight any claims that are outstanding and need
submitted.

NB: Please note if there has been activity within the previous 6 months
then you will see outstanding claims. Claims for IEP and Naloxone
provision will have already been paid, however please submit ALL
outstanding claims the first time you submit Naloxone and IEP claims.
These will be checked against prior payments and anything outstanding
will be authorised for payment.

e C(Click on Activity Claims

GENERIC

NHS GREATER GLASGOW AND CLYDE - BOND PHARMACY
£ ACCOUNT

NALOXONE 0SsT

HOME PAGE





The system will then give the option of clicking on the service that you would like to claim
for —IEP or Naloxone

IEP IEP BATCH  NALOXONE OSsT CLIENT ACTIVITY

TRANSACTION TRANSACTION DIARY CLAIMS
\4 ACTIVITY CLAIMS

i Naloxone

i Needle Exchange

@ N

e Use the green arrows under “Options” to select the month for which you wish to submit a
claim.

ACTIVITY CLAIMS

NALOXONE
1ST OCTOBER TO THE 31ST OCTOBER 2022

A summary of transactions completed for the selected month will appear with the total amount
payable due at the bottom of the list.





Monday 17th 0 0 0 1 1 0 1

Tuesday 25th 1 1 0 0 0 0 1
Total Transactions: 3
Amount Payable: £45.00

CLAIM INFORMATION

COUNTER FRAUD DECLARATION: | ACCEPT THAT THE INFORMATION PROVIDED CN THIS FORM MAY BE
USED TC VERIFY THE CLAIM AND MAY BE SHARED WITH OTHER BODIES/AGENCIES FOR THE
PURPOSES OF PREVENTION AND DETECTION OF CRIME. IN SIGNING THIS FORM, | CONSENT TO THIS
USE AND ACKNOWLEDGE THAT IF | PROVIDE FALSE INFORMATION THEN | MAY BE LIABLE TO CRIMINAL
PROSECUTION, REFERRAL TO MY PROFESSIONAL BODY AND/OR. RECOVERY PROCEEDINGS.

& Submit Claim

e When you are satisfied that all transactions/issues have been documented appropriately,
read the counter fraud statement and click the “Submit Claim” button.

Claims can only be submitted by a pharmacist/technician who is registered with the GPhC.
Claims must be submitted by close of business on the 6" of each month.
You can click the “Print” button to print a copy for your own records.

Once submitted your claim is sent for payment. If you notice any issues that you would like to
correct please contact the adrs.pharmacyteam@ggc.scot.nhs.uk by email who will be able to assist.




mailto:adrs.pharmacyteam@ggc.scot.nhs.uk
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NHS
—

Greater Glasgow
and Clyde

NHS GGC Alcohol & Drug Recovery Services (ADRS)
Pharmacy Closure Good Practice Guidance

This guidance is aimed at patients receiving supervised and or instalment dispensing from ADRS,
to ensure treatment continuity and patient safety in the event of an unplanned pharmacy closure.
This guidance should be implemented in conjunction with the NHS Greater Glasgow & Clyde
Health Board pharmacy closure process:

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

It is important that every effort is made to ensure that patients attending the pharmacy on a daily
basis have access to their prescribed medication. Daily communication and updates to the
Community Pharmacy Development Team (CPDT), ADRS and patients is key to operating safely in
the event of a pharmacy closure.

This guidance details pharmacy closure scenarios for ADRS patients and good practice guidance in
the event of any pharmacy closure, which may be planned or unplanned.

Good Practice Guidance

e Ensure patient contact details are recorded within the pharmacy and updated regularly e.g. six
monthly.

e Every effort should be made to contact patients on an instalment prescription in advance of
pharmacy closure. (Please note that your local ADRS Team can support with contacting patients if
pharmacy does not have up to date contact details).

e Ensure the PC70/Controlled Drugs (CD) register/Patient Medication Record (PMR) are completed
at time of supply.

e Prescriptions should be separated to ensure there is a clear record of who has collected their
instalment supply and who has not.

o Ensure the NEO OST module is up to date for monthly claims, patient concerns and that all new
patients are added and removed from the system routinely, as this can assist when there is no
access to the pharmacy.

o In light of possible increased take home arrangements, please advise on patient’s safe storage of
medication and offer appropriate harm reduction interventions.

e Informthe local ADRS Team if any alteration has to be made to dispensing arrangements, enabling
outreach to vulnerable patients, if required.

Pharmacy Closure Scenarios

1. Instalment Dispensing From Alternative Pharmacy

In the event of a pharmacy closure, where staff can access the premises, pharmacy staff can act as the
patient’s agent therefore supplying a patient’s instalment medication to an alternative pharmacy for
collection. (Please seek advice from patient’s prescriber for any closures longer than 24 hours).




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

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



NHS
—

Greater Glasgow
and Clyde

The following steps would support the safe delivery of medication to an alternative pharmacy and
ensure adequate record keeping is maintained:

Identify alternate pharmacy who can supply instalment doses.

Photocopy instalment prescriptions (retain original in pharmacy) and provide copy to alternative
pharmacy.

Record instalments in CD register and annotate as collected by pharmacy staff member as
transferred to alternative named pharmacy.

Create a transfer log and note the patients and instalment doses that are being moved.

Safely transfer doses to alternative pharmacy.

Upon receiving instalment doses, the alternative pharmacy should:

Sign transfer log of doses received from pharmacy.

Photocopy transfer log and return original log to pharmacy staff.

Create log in back of CD Register to highlight acceptance of patients own dispensed instalment
medication.

Record supply in CD register upon patient collection.

Notify closed pharmacy of any uncollected doses and destroy those not collected the following
day.

2. Supplying Instalment Dispensing in Advance of Planned Pharmacy Closure

Ensure all instalment prescriptions received from ADRS have the HO stamp that covers planned
and unplanned closures. Can be handwritten if no stamp available.

The approved Home office (HO) wording on instalment prescriptions can be used to dispense the
following day’s medication in advance. “Please dispense instalments due on pharmacy closed
days on a prior suitable day”.

3. Supplying Instalment Dispensing from Pharmacy Entrance (pharmacist present but unable to
allow entry to pharmacy):

Contact ADRS to advise of pharmacy closure and inform them that instalment medication can still
be supplied unsupervised, via pharmacy entrance, if this is deemed appropriate and safe for both
staff and patients.

4. Unable to Supply Instalment Dispensing from any outlet.

Local ADRS Team to be contacted and new prescriptions requested for duration of closure.
Cancel existing instalment prescription unless prescriber advises otherwise.

Briefing Updated November 2022: Adrs.PharmacyTeam@ggc.scot.nhs.uk

Tel: 0141 303 8931.




mailto:Adrs.PharmacyTeam@ggc.scot.nhs.uk
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Alcohol and Drug Recovery Services Contact Details and Opening Times.pdf
ADRS Base Opening times Main Contact Additional Telephone Email address
Number Number for pharmacy

queries only

(do not give this

number to patients)
West Dumbarton Mon-Thur 08:45-16:45 0141 941 4400 N/A addictions.clydebank@west-dunbarton.gov.uk
(Clydebank ADRS) Friday 08:45 — 16:15 (Option 3)
Drug Court Mon-Fri 09:00-17:00 0141 274 6000 0141 274 6000 DrugCourtTeam.Glasgow@ggc.scot.nhs.uk
Norfolk St, Glasgow 0141 274 6032
Dumbarton Joint Hospital Mon-Thur 09:00-16:30 01389812 018 01389 812 014 Addictions.dumbarton@west-dunbarton.gov.uk

Friday 09:00-16:00

East Dumbarton ADRS Mon — Fri 09:00-17:00 0141 232 8211 0141 355 2200 EDADSAdmin@ggc.scot.nhs.uk

sharedservices.socialwork@eastdunbarton.gov.uk

Complex Needs Service

Mon — Fri 09:00-17:00

0141 553 2801
0141 553 2807

0141 553 2801

ggc.complexneeds@nhs.scot

Inverclyde ADRS Mon-Thur 08:45-17:00 01475 715 353 01475 715 351 alcohol&drugrecovery@inverclyde.gov.uk
Friday 09:00-16:00
NE ADRS Mon-Thur 08:45-16:45 0141 565 0200 0141 565 0217 SW_NECoreTeam@sw.glasgow.gov.uk

Friday 08:45-15:55

NW ADRS Possilpark
H&CC Hecla Ave
Woodside H&CC

Mon-Thur 08:45-16:45
Friday 08:45-15:55

0141 276 4580
0141 276 4330
0141 800 0670

0141 276 4939

SW_NWCommunityAddictionTeam@glasgow.gov.uk

Renfrewshire ADRS
(Back Sneddon St )

Mon-Thur 08:45-16:45
Friday 08:45 —15:55

0300 300 1199
(Option 2)

N/A

addictions.sw@renfrewshire.gov.uk






South ADRS Mon-Thur 08:45-16:45 0141 420 8100 0141 4200014 SouthADRSAdmin@glasgow.gov.uk

Covers South East/South West/ Friday 08:45-15:55

Greater Pollok/ Gorbaks

East Renfrewshire ADRS Mon-Thur 08:45-16:45 0141577 3368 N/A adrs.referrals@eastrenfrewshire.gov.uk
(St Andrews House, Barrhead) Friday 08:45 — 15:55

Torley Unit, Dykebar Hospital Mon-Thur 09:00-17:00 0141 314 4106 N/A

Friday 09:00-16:00

S:\Addiction Services\Addictions Centre - ADMIN Folder\ADRS Structure\Contact Numbers — Various\ADRS Bases and Contacts with emails Nov 23
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1.0 Introduction

This guidance is aimed at all independent prescribers, doctors and staff involved in
the community care of individuals who use opioid drugs and in particular new and
inexperienced prescribers.

More experienced prescribers will be faced with complex situations where a balance of risk may
necessitate prescribing outwith these recommendations.

It is essential to record the reasons for decisions taken in individual cases, especially and in
particular, if they deviate from this and national guidance.

Prescribers, especially those with less experience, should have a low threshold to discuss any
prescribing outwith these recommendations with a senior specialist clinician. This will be the
Senior Medical Officer or Addiction Psychiatry Consultant depending on the local community
medical workforce model.

The focus of this guidance is on Opioid Substitution Therapy (OST). It does not attempt to
cover the whole spectrum of treatment options for people experiencing problem drug use. It
recognises that prescribing is an important but small part of the treatment of individuals who
use drugs and that it can help support individuals in their recovery.

It should be read in conjunction with national guidelines’, strategy documents?3, other
resources* and in particular in conjunction with the Medication Assisted Treatment (MAT)
Standards® published by government in May 2021 as part of a response to extremely high
numbers of drug related deaths nationally.

1.1 Medication Assisted Treatment Standards 2021

The treatment standards provide a framework to ensure that OST is sufficiently safe, effective,
acceptable, accessible and person centred to enable people to benefit from treatment as soon
and for as long as they need.

The standards aim to improve access and retention in OST, enable people to make an informed
choice about care, include family members or nominated person(s) wherever appropriate, and
to strengthen accountability and leadership so that the necessary governance and resource is in
place to implement them effectively.

The ethos of the MAT standards for OST are as follows:

* Individuals can get OST treatment and support on the day they present to any part of
the service.

e Individuals have the right to involve others, such as a family member or nominated
person(s) to support them in their journey throughout their care.

¢ |Individuals are aware that treatment is not conditional on abstinence from substances or
uptake of other interventions.

¢ Individuals can have treatment and care for as long as they want.

* Individuals who have stopped accessing OST or who have undergone detox are supported
to easily come back into services for the care they need. If individuals miss appointments,
services do not discharge them and actively get in touch to find out what individuals need
to continue in treatment.

* Individuals are made aware that abstinence is offered as a choice along with other
treatment options.

Drug misuse and dependence: UK guidelines on clinical management
National Drugs Mission Plan: 2022-2026

Final Report | Drug Deaths Taskforce

Trauma Informed Practice: a Toolkit for Scotland

Medication Assisted Treatment Standards 2021
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https://www.gov.uk/government/publications/drug-misuse-and-dependence-uk-guidelines-on-clinical-management

https://www.gov.scot/publications/national-drugs-mission-plan-2022-2026/

https://www.gov.scot/publications/drug-deaths-taskforce-response-cross-government-approach/

https://hub.careinspectorate.com/media/4362/trauma-informed-practice-a-toolkit-for-scotland.pdf

https://www.gov.scot/publications/medication-assisted-treatment-mat-standards-scotland-access-choice-support/



* Individuals will be given information and advice on recovery opportunities within
their community.

e Individuals are clear about what choices are available to them throughout their
journey through services and are aware of their right to make their own decisions about
their care plan.

e Individuals feel listened to and involved in all decisions. They understand the different
medication options available, including appropriate dose options.

* Individuals are treated in trauma informed services under the principles of safety, trust,
choice, collaboration and empowerment.

2.0 Initiation of OST

MAT 1: All individuals accessing services have the option to start OST from the same day of
presentation as clinically appropriate.

MAT 2: Evidence should be documented through review and care planning demonstrating that
the individual’s views and choices have been sought, documented and acted on.

The purpose of initiation and titration with OST is to establish the individual on a therapeutic
dose in a safe manner and as quickly as possible, on a dose of OST that:

* Eliminates withdrawal symptoms
* Reduces the need to take additional street opioids

e Keeps side effects to a minimum

2.1 Assessment for OST

National guidance® recommends that services should avoid unnecessary steps in the assessment
process, particularly to reduce the risk of harm for individuals who need to stabilise on opioid
substitution therapy.

Each service will have an operational policy which details the local assessment pathway

which should include the option of assertive outreach. The focus of the initial response by all
staff in the pathway should be to address associated tasks promptly, to minimise delays and
barriers to engagement. Services should ensure that individuals are informed of independent
advocacy and that their family member or nominated person(s) can be included from the start in
care planning.

OST is not contingent on uptake of other interventions or abstinence from drugs. The aim is to
develop person centred, low threshold access to OST with the immediate goals being to offer a
“same day response” to referrals, reducing barriers to accessing care and treatment.

It is usually possible to make a diagnosis of dependence by establishing sufficient information
for a prescribing decision to be made at the first appointment. This will follow thorough history
taking, clinical examination, individual toxicology testing and communication with primary care.

6 Drug misuse and dependence: UK guidelines on clinical management
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Observing objective opioid withdrawals and being told of subjective opioid withdrawals is the
“gold standard” of diagnosis of dependence however it should be remembered that the use
of prescribed or street benzodiazepines can often mask opioid withdrawals. Withdrawal
screening tools”® can be useful for those who are not experienced in the clinical assessment of
withdrawal severity.

In those presenting with a less clear history of dependence, a more prolonged period of careful
assessment and consideration of the aims of treatment may be prudent, for example where
people report using opioid analgesia rather than heroin. If there is a less clear history, less
obvious risk or doubt of the diagnosis of opioid dependence associated with drug use, consider
consulting with a senior specialist clinician.

Reasons for delay in commencing OST should be clearly documented due to the
associated risks.

The medical / non-medical prescriber role in OST initiation assessment includes:
* Establishing opioid dependence and current tolerance
e Assessment of other drug and or alcohol use
* Detail of previous OST episodes of care and experience of medication(s)
* Physical and mental health examination and identification of problems
¢ Identification of pregnancy or risk of pregnancy
e Detail of concurrent prescribed medications and potential interactions

* Check of clinical portal for additional clinical information and current Emergency Care
Summary prescribing

e |dentification of need for further clinical investigations such as ECG or blood tests
* Gaining informed consent for treatment medication

Other tasks which require to be completed but may not require medical / non-medical
prescribers depending on resources include:

* Opt out blood borne virus? (BBV) screening

* Hepatitis A&B immunisation

* Injection site monitoring and wound care

* Provision of injecting equipment’®, foils, naloxone, condoms

® Harm reduction and overdose prevention'" advice

¢ Discussion about sexual health, fertility, contraception

* [dentification of children with which the individual has contact and any potential risks

* [dentification of individuals that require access to appropriate and timely expertise for
child protection or adult protection.

* Identification of social issues, including housing, financial, employment, domestic violence
and justice issues

e Ensure DVLA fitness to drive information has been given and understood

Appendix 1 SOWS

Appendix 2 COWS

GGC BBV Testing, Diagnosis and Referral Guidance
Where to find IEP in GGC

Take Home Naloxone Staff Pack
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https://www.nhsggc.org.uk/media/233590/map-iep.pdf

http://www.staffnet.ggc.scot.nhs.uk/Partnerships/GADRS/Documents/GGC ADRS Naloxone Staff Pack.pdf



All staff involved in OST initiation assessment should contribute to formal risk assessment by
completion of the ADRS RAG assessment which is category RED for all OST starts, and MHS
Clinical Risk Assessment for Teams (CRAFT) assessment.

In any intervening period between assessment and entering into treatment, ADRS services
should maintain contact with the individual by assertive outreach to deliver harm reduction
work, including documentation and provision of overdose prevention advice, naloxone supplies,
injection equipment provision (IEP), foil provision, safer injecting advice etc.

2.2 Choice of OST

A particular focus of the MAT Standards is to ensure that all people are supported to make

an informed choice regarding their preferred OST medication and dose. In order to make a
fully informed choice, individuals must understand the options available and the effects and
potential side effects. Involving individuals 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 individuals can be actively involved in
choosing a treatment which will suit their needs.

The formulary OST options™ currently available in GGC ADRS services are:
* Methadone solution
e Trans-mucosal buprenorphine wafer (brand name Espranor®)
e Trans-mucosal buprenorphine sublingual tablets
* Long-acting injectable buprenorphine (LAB) (brand name Buvidal®)

Diamorphine injectable treatment is currently available only in Glasgow HSCP. Due to its
restricted specialist use is not included in the GGC Formulary.

Other opioid formulations such as morphine or dihydrocodeine tablets are not licensed or
usually indicated for community prescribing in this context. Occasionally a complex clinical
situation may indicate the off-label use of an alternative opioid substitute. Senior clinical advice
should be sought in these cases.

Methadone and buprenorphine are both approved by NICE" for maintenance and
detoxification in opioid dependence. They continue to conclude that there remains insufficient
evidence to justify recommending one drug over the other and recommend that clinicians
should discuss the complex choice issues with individuals while obtaining informed consent
for their treatment. They note that there is no simple formula that can be recommended

to determine the suitable clinical choice of methadone or buprenorphine and that both
medications have a very substantial evidence base for effectiveness.

OST is not contingent on uptake of other interventions or abstinence from other drugs but in
addition to individual preference, a number of factors should be taken into consideration when
deciding which drug to use:

e Level and type of opioid use

e Safety e.g. risk of overdose

* Individual experience with both street and prescribed medications
* Retention and treatment compliance

It should also be considered that the transfer from buprenorphine to methadone is more
straightforward and less uncomfortable than the reverse, so if an individual is unsure which OST
they would prefer, a trial of buprenorphine (transmucosal or LAB) should be suggested with
methadone transfer as the alternative option.

Buprenorphine may be more suitable for individuals with:
* Risk of prolonged QTc e.g. co-prescribed medication or other cardiac risk factors
* Prescribed medications that interact with methadone e.g. HIV treatment

7





* Harmful or dependant alcohol intake

* Poly drug use, particularly street benzodiazepines
* Previous negative experience of methadone

* Need for mental clarity

* Pregnancy or those who may soon become pregnant

Methadone may be more suitable for individuals with:
* Negative experience of buprenorphine
* High levels of distress / dysphoria - individuals seeking sedative effect
* Chronic medical conditions requiring opioid analgesia

Individuals who are not responding well to adequate doses of the chosen medication, or who
are experiencing persistent unwanted effects, may benefit from transfer to another medication.
It is important to have a robust understanding of the similarities and differences between
methadone and buprenorphine before considering the individual products available.

12  ADRS RAG SOP

13 GGC Clinical Risk Screening and Management Policy

14 GGC Formulary: 4.10.3 Opioid dependence

15 NICE TA114 Methadone and buprenorphine for the management of opioid dependence
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https://ggcmedicines.org.uk/formulary/central-nervous-system/drugs-used-in-substance-dependence/
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Table 1: Summary of pharmacology of methadone and buprenorphine

Pharmacology

Methadone

Full opioid receptor agonist

‘ Buprenorphine

Partial mu-opioid agonist

Mechanism of
action

Activates all opioid receptors
with full effect

Partial mixed opioid agonist at the mu
receptor and antagonist on the kappa
receptor. It has a high affinity and low
intrinsic activity at the mu receptor and
will displace morphine, methadone and
most other opioids which can precipitate
withdrawal during initiation.

Overdose risks

Respiratory depression

Risk of respiratory depression lower

than with full agonists because of the
partial agonist effect and ceiling effect on
respiratory depression.

QTc risk for
Torsades
de Pointes
arrhythmia

May cause QTc prolongation
in particular with doses in
excess of 100mg and in
combination with medications
that prolong QTc

Minimal risk of prolonged QTc

Interactions

BNF

Specific medications to
highlight: citalopram,
clarithromycin, clozapine,
lithium, phenytoin, rifampicin,
risperidone, sildenafil,
venlafaxine, CNS depressant
medication

BNF

Specific medications to highlight:
clarithromycin, antiretrovirals, CNS
depressant medication

hypothermia; menstrual
cycle irregularities; mood
alteration; nasal dryness;
postural hypotension.

Side effects - | Side effects for all opioids

all opioids

Common Asthma exacerbation; dry Anxiety; depression; diarrhoea; tremor;
side effects — eye; dysuria; galactorrhoea; fatigue; headache nausea; postural
specific hyperprolactinaemia; hypotension; sleep disorders.

Cautions - all

Adrenocortical insufficiency; hepatic impairment; obstructive respiratory

opioids disease; raised intracranial pressure; renal impairment; respiratory
depression; severe hypothyroidism; sleep apnoea.

Cautions - Phaeochromocytoma; QTc

specific prolongation risk factors.

Sedative effect

Due to anxiolytic/blunting
effect, individuals with
comorbid mental health
symptoms may benefit from
the greater sedative effect

Gives clear headedness and less sedation,
useful if undertaking tasks that require-
concentration.

May be less suitable for those with mental
distress and complex trauma.
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2.3 Informed Consent

Like any other medical treatment, informed consent for OST must be obtained and
documented. Considerable judgement will be required in terms of balancing the need to inform
individuals of all possible risks of OST with the need to ensure that sometimes the extreme risks
individuals 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 OST, 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 OST is associated with a large global
reduction in risk compared to being out of treatment.

Clinicians will need to carefully address factors specific to particular individuals, e.g. pre-existing
heart or respiratory disease, or repeated unsuccessful attempts at detox when supporting
individuals coming to a decision in regard to their own treatment.

Individuals presenting for OST may be in crisis and desperate for help or continually impaired
by street 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.

Appropriate verbal and written information'® should be provided to enable individuals to make
an informed choice.

The following topics should be discussed in the context of the individual’s health and
circumstances:

* Purpose of OST

e Requirements of OST

* Possible side effects

* Respiratory, cardiovascular and liver disease risks
* Potential issues in pregnancy

* Medication interactions

e Safe storage and disposal

e Driving and DVLA licensing regulations

Informed consent should be agreed and recorded before commencing treatment. Consent
forms can be completed verbally if circumstances are such that an individual is unable to sign
a paper copy e.g. during a pandemic. Complete consent forms'” should be uploaded to the
electronic record.

It is important to continually return to informed consent and revisit discussions around
treatment in particular at times when judgement may be impaired. Consider involving family/
nominated persons.

16 Patient Information Leaflet — Link awaited
17 Appendix 3 consent forms
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2.4 Commencing OST

Prior to commencing treatment it is the prescriber’s responsibility to ensure to the best of their
knowledge that the individual is not already prescribed OST elsewhere and that the GP practice
and other clinicians involved in the individual’s care are informed of commencement of OST.

It is the responsibility of the prescriber to inform the GP practice by telephone or clinical email*®
at the point of starting OST and to follow up timeously with a letter detailing the assessment
and treatment plan.

The practice should be asked to record the OST medication in their electronic patient record as
“prescribed outwith practice”.

In keeping with MAT Standard 5, prior to commencing OST, an anticipatory plan should be
agreed with the person in advance, describing actions which will be taken in response to
disengagement from treatment. It should incorporate the responses from all partners, including
the person’s family member or nominated person(s).

2.5 OST Methadone Initiation and Titration

Methadone' is a Schedule 2 controlled drug®. It is an effective evidence based medication for
use in the treatment of opioid dependence. It is an opioid agonist, its primary function being

to reduce street opioid use. It is most effective when used as a maintenance agent at optimal
dosing.

The time to reach peak clinical effect is 1 to 5 hours after each dose. An optimal dose will exert
clinical effects for 24 to 36 hours but lower doses may exert clinical effects for a much shorter
time. Methadone takes between 4 and 5 days for plasma levels to stabilise and can take up to
10 days to reach steady state. Repeated dosing leads to accumulation and therefore initiation
should be started cautiously. Once stabilised, the half-life is usually 20 to 37 hours.

i. OST Methadone - preparations available:
Methadone Oral Solution 1mg:1ml

* Methadone Oral Solution 1mg:1ml is available in standard?' (sugar containing) or sugar
free?? preparations.

* Prescribing of the sugar free preparation can be considered taking into consideration
individual choice and or clinical indications such as dental health.

e There should be no barrier to choice of formulation.
Methadone Concentrated Oral Solution 10mg:1ml

* Methadone concentrate may be used in exceptional circumstances when clinically
indicated due to the associated risks.

* Any take home doses must be carefully risk assessed including consideration of the use of
1mg:1ml for take home doses.

e The clinical decision and risk assessment must be clearly documented.

* A suitable pharmacy should be identified that holds the necessary Standard Operating
Procedure to allow safe dispensing of methadone concentrate and communication clearly
recorded confirming the treatment plan.

18 Appendix 4 Primary care clinical email

19 Methadone hydrochloride | Drugs | BNF | NICE

20 Controlled drugs and drug dependence | Medicines guidance | BNF | NICE

21 Methadone 1mg/1ml oral solution - Summary of Product Characteristics

22 Methadone 1mg/ml oral solution sugar-free — Summary of Product Characteristics
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Methadone 5mg tablets

Methadone is available as 5mg tablets?® however these are not licenced for use for drug
treatment. Off-label prescribing®® may be considered for travel as a lower risk and more
convenient alternative to the liquid preparation. Clinical decisions, risk assessment and risk
mitigation must be clearly documented.

ii. OST Methadone - starting treatment

A starting dose is decided after consideration of the individual’s opioid tolerance, frequency of
use, route of administration, use of other drugs and alcohol, and previous OST history.

There is an increased risk of death during methadone induction and titration and a consistent
finding is that multiple drugs, particularly benzodiazepines, gabapentinoids and alcohol are

also involved. Opioids induce respiratory depression and hypoventilation and sedative drugs
(including alcohol) potentiate this effect. Methadone toxicity is delayed at least several hours
after exposure and this may only become apparent after several days of treatment due to its
long half-life. Time to achieve an adequate dose to reduce harm related to street drug use must
be balanced 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 individual and clearly
documented.

Particular caution must be taken when:
* Treatment naive
e Low or uncertain tolerance
* Poly drug use (prescribed and or street)
* Alcohol use
* Young age
* Respiratory disease
* Pregnant

iii. OST Methadone - drug interactions

Methadone is generally well tolerated. The main drug interactions are associated with CNS
depressants and liver metabolism:

e Combination with benzodiazepines may enhance sedative effects

* Alcohol may alter metabolism and increase CNS depression

* Antidepressants may cause enhanced sedation

e SSRIs may raise methadone levels

e Citalopram and escitalopram are contraindicated due to risk of prolonged QTc

* Antipsychotics and other medicines which prolong the QTc should be used with caution

It is important to note that other medications can influence the expression of cytochrome

P450 enzymes resulting in an alteration of the methadone half-life and the optimal dose. This

is important in practice when methadone is co-prescribed with rifampicin, some antiretrovirals
(e.g. nevirapine and ritonavir) and antiepileptic drugs (phenytoin and carbamazepine) which
induce these enzymes and thus accelerate the metabolism of methadone. In such cases the
dose of methadone may need to be significantly increased. Particular care should be paid to
compliance with, and cessation of, the co-prescribed medication as the dose of methadone
may then need to be reduced again to avoid overdose. Over sedation should be monitored and
assessed throughout if co-prescribing these drugs with methadone.

23 Methadone 5mg Tablets — Summary of Product Characteristics
24 MHS MRG 25 Guidance on off-label and unlicensed prescribing in mental health services
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iv. OST Methadone - side effects

There are few side effects with methadone and most can be managed with support and advice.
Some individuals perspire more, particularly around the face, but this usually gets better with
time. Constipation and dry mouth can also occur as the more commonly reported side effects.

Check the individuals understanding of the side effects of methadone. If excessive perspiration
is a problem, provide reassurance that it may be transient. If constipation is a problem, advise
on fluid intake and dietary fruit and fibre. Promote good oral hygiene, especially if dry mouth is
a problem. Individuals can be signposted to their community pharmacy to access treatment via
Pharmacy First.
v. OST Methadone - starting dose

e Usual starting methadone dose is 30mgs

¢ If tolerance is low or uncertain then 10 to 20mg is more appropriate

e 40mgs can be cautiously used as a starting dose in individuals with very 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 for at least the first 12 weeks of treatment.
vi. OST Methadone - dose titration

In the community, doses can be increased by 5 to 10mgs with a minimum of 3 days between
increases (maximum 20mg increase per week).

The individual should be assessed regularly during treatment induction, ideally face to face
for most appointments. Sequential prescriptions of numerous increasing doses should not be
issued.

A usual maintenance dose is between 60 to 120mg daily. Maintenance treatment ensures opioid
tolerance which reduces the risk of overdose. Maintenance on an optimal treatment dose
contributes to longer term recovery and abstinence.

Evidence shows at least 80mg is usually required to achieve abstinence from street drug use in
addition to harm reduction.
2.6 OST Buprenorphine Initiation and Titration

Buprenorphine?® is a Schedule 3?¢ controlled drug. It is an effective evidence-based medication
for use in the treatment of opioid dependence.

Buprenorphine undergoes extensive first-pass hepatic metabolism therefore the oral route
is inappropriate. (Buprenorphine which is swallowed will be metabolised and excreted with
minimal effect.) Available preparations are either transmucosal or injectable.

i. OST Transmucosal Buprenorphine

Peak plasma concentrations are achieved 90 minutes after sublingual administration but most
individuals experience the effects at around 2 to 4 hours. Its clinical effects peak at 1 to 4 hours
post dose. The duration of effect may last for 6 to12 hours at low dose and 24 to 72 hours at
higher dose. Steady state is reached within 7 days.

a. OST Transmucosal Buprenorphine — preparations available
Buprenorphine generic sublingual tablets

* sublingual tablets are available in 8mg, 2mg and 0.4mg strengths

e generic formulation so taste may vary between brands

¢ placed under the tongue until dissolved which may take 5 to 10 minutes

e the 0.4mg strength can be useful in detox
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Buprenorphine lyophilisate wafer Espranor®
e oral lyophilisate wafer Espranor is available in 8mg and 2mg strengths
e consistency of preparation as single brand

* placed whole on the tongue and absorbed through the oromucosa in approximately
15 seconds

e contains Halal approved bovine derived gelatine which may not be suitable for
some individuals

Espranor lyophilisate wafer is the recommended formulary preparation due to the advantage
of quick time to dissolve and consistency of non-generic formulation. There should be no
barrier to choice of formulation but there should be documented rationale for prescribing of
buprenorphine sublingual tablets.

b. OST Transmucosal Buprenorphine - starting treatment

Initiation of buprenorphine is not associated with the same level of risk as initiation of
methadone. An optimal treatment dose can be reached within 2 to 3 days and this rapid
induction has been shown to prevent dropout from treatment. Every effort should be made to
ensure safe and rapid inductions are prescribed.

Buprenorphine has a long half-life. At therapeutic doses it can exert its effects for up to 24 to
72 hours.
c. OST Transmucosal Buprenorphine — drug interactions

Buprenorphine should not be co-administered with the opioid antagonists naltrexone or
nalmefene.

Buprenorphine should be used with caution if co-administered with:
e Clarithromycin antibiotic
e Sedatives such as benzodiazepines, gabapentinoids, and alcohol
* CNS depressants
* Opioid analgesics
* Monoamine oxidase inhibitors
e CYP3A4 inhibitors and inducers

Buprenorphine is metabolised by cytochrome P450 3A4 so any medication that induces or
inhibits this enzyme could theoretically affect buprenorphine levels in the body. Some of the
HIV antiretroviral drugs induce this particular enzyme and other anti-HIV drugs inhibit it.

The antibiotic clarithromycin can increase exposure to buprenorphine. The manufacturer
therefore advises monitoring for the need to adjust dose during and after treatment.

There is an increased risk of overdose if buprenorphine is taken with other CNS depressants
(like alcohol or benzodiazepines). Individuals requiring opioids for pain relief who are
considering OST buprenorphine will require a review of their pain management.

d. OST Transmucosal Buprenorphine - side effects

There are few side effects with buprenorphine and most can be managed with support and
advice. Some patients experience headaches or insomnia but this usually gets better with time.
Constipation and dry mouth can occur as the more commonly reported side effects.

Check the individual’s understanding of the side effects of buprenorphine. If headaches or
insomnia is a problem, provide reassurance that it may be transient. If constipation is a problem,
advise on fluid intake and dietary fruit and fibre. Promote good oral hygiene, especially if dry

25 Buprenorphine | Drugs | BNF | NICE
26  Controlled drugs and drug dependence | Medicines guidance | BNF | NICE
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mouth is a problem. Individuals can be signposted to their community pharmacy to access
treatment via Pharmacy First.

e. OST Transmucosal Buprenorphine — starting dose

Almost all individuals start on the standard initial dose of 8mg on day 1. It may occasionally be
necessary to reduce this dose due to concerns regarding tolerance.

Due to buprenorphine’s high affinity but low intrinsic activity at the mu opioid receptor, it
displaces most agonist opioids from the mu receptors, without activating the receptor to
an equivalent degree. This results in a net decrease in agonist effect, thus precipitating a
withdrawal syndrome.

The best way to avoid precipitated withdrawal is to minimise the presence of other opioids at
the mu receptors at the time of initiation. Individual education is the key to this, ensuring robust
understanding of the risk and how it is avoided.

The timing of the first dose is important to avoid precipitated withdrawals. The individual
should be displaying mild to moderate opioid withdrawal symptoms prior to the first dose. This
tends to be about eight hours after the last dose of heroin and longer after the last dose of
methadone or other opioids.

If precipitated withdrawals occur, they are typically 1 to 3 hours after the first transmucosal
buprenorphine dose and peak over 3 to 6 hours before subsiding.

Precipitated withdrawals put the individual at risk of concluding that buprenorphine is
ineffective and reduces successful treatment outcomes. If the individual experiences
precipitated withdrawal they should be reassured that further doses of buprenorphine will be
helpful and the titration process continued or accelerated.

The clinical assessment of withdrawals informs the timing of the first dose of transmucosal
buprenorphine.

The use of benzodiazepines will often mask opioid withdrawals and the use of a subjective
(SOWS)? or objective opioid withdrawal scale (COWS)? will likely show falsely low scores.

If withdrawal symptoms are not evident, a clear discussion should be had with the individual
about the timescales for last use of opioids and the risk of precipitated withdrawals. A robust
clinical assessment of opioid use should be recorded and consent obtained from the individual
that they understand the potential risks of precipitated withdrawal based on self-reported last
opioid and benzodiazepine use.

Any decision to delay initiation should be clearly documented, balancing risks of precipitated
withdrawal versus engagement in treatment and if in doubt, should be discussed with a
senior clinician.

f. OST Transmucosal Buprenorphine - dose titration

Table 3: Titration schedule for transmucosal buprenorphine

Day 1 |8mg as a single dose
Day 2 |16mg
Day 3 | Up to 24mg if required

Day 4 | Up to 32mg if required (unlikely due to pharmacokinetics)

A usual maintenance dose is between 16 to 24mg daily. Maintenance on an optimal treatment
dose contributes to longer term recovery and abstinence. Maintenance treatment also ensures
opioid tolerance which reduces the risk of overdose.

Evidence shows 16mg is usually required to achieve abstinence from street drug use in addition
to harm reduction.
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The maximum licensed dose of Espranor is 18mg, however doses of up to 32mg can be
prescribed off-label if required.

If opioid tolerance is thought to be low, lower starting and titration doses may be used. The aim
would still be to rapidly reach an optimal maintenance dose.

The individual should be assessed regularly during treatment induction, ideally face to face for
most appointments.

g. OST Transmucosal Buprenorphine — conversion between Espranor and generic tablets

Caution should be taken when forward planning and checking prescriptions to ensure
individuals are consistently prescribed their chosen preparation.

The bioavailability of Espranor may be slightly higher than generic sublingual buprenorphine
however we find they are usually largely clinically interchangeable.

Plans to change from generic sublingual buprenorphine to Espranor should consider the
recommended conversions below (Table 4) particularly if there is any concern re loss of
tolerance.

Table 4: Generic sublingual buprenorphine to Espranor conversion

Buprenorphine | Use same dose of Espranor
2mg to 18mg

Buprenorphine | Consider reducing to Espranor 18mg and re-titrating upwards if required
20mg to 24mg

Buprenorphine | Consider reducing to Espranor 24mg and re-titrating upwards if required
26mg to 32mg

ii. OST Long Acting Injectable Buprenorphine (LAB)

The only LAB product currently recommended in GGC ADRS is Buvidal® and as these
prescribing guidelines are specific to its summary of product characteristics, it is referred to by
brand name. It is a long acting subcutaneous formulation of buprenorphine available in weekly
and monthly depot-type preparations. The mean half-life of monthly Buvidal is 22 days and
steady state is reached after the 4th injection. Weekly doses reach peak plasma levels after 24
hours, monthly doses reach peak plasma levels after 6 to 10 hours.

a. OST Buvidal?® — preparations available

Buvidal®*® is available in three weekly strengths, four monthly strengths and one “top up”
8mg strength. It is helpful to consider the preparations as their approximate transmucosal
buprenorphine daily equivalents.

Table 5: Equivalent Buvidal doses

Equivalent transmucosal Dose of weekly Buvidal Dose of monthly Buvidal
buprenorphine daily dose
8 to 10mg 16mg weekly 64mg monthly
12 to 16mg 24mg weekly 96mg monthly
18 to 24mg 32mg weekly 128mg monthly
24 to 32mg 160mg monthly

27 Appendix 1 SOWS
28 Appendix 2 COWS
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b. OST Buvidal - starting treatment

A starting dose is decided after consideration of the individual’s opioid tolerance, frequency of
use, route of administration, use of other drugs and alcohol, and previous OST history.

Similarly to transmucosal buprenorphine, there are no particular contraindications for Buvidal
treatment outwith those for other opioid treatments. It is not associated with high risk of QTc
prolongation or overdose risk during the initial induction period.

Inclusion criteria may include:
e New individuals seeking OST
® Individuals requiring re-start OST
* Individuals released from prison already established on Buvidal
¢ Individuals established on buprenorphine or low dose methadone who request Buvidal
¢ Individuals who have children in the house

* Individuals who are frequently missing days at pharmacy, losing medication or requiring
restart of OST

Exclusion criteria:
* Hypersensitivity to the active substance or to any excipients:
» Buprenorphine
» Soybean phosphatidylcholine
» Glycerol dioleate
» Alcohol anhydrous
* Severe hepatic impairment
* Severe uncontrolled alcohol dependence or delirium tremens
e Allergy to latex (latex is possible component in needle guard (not syringe — low risk)
Caution may be required for individuals with:
* Moderate hepatic impairment (regular monitoring recommended)
* Severe renal impairment (creatinine clearance < 30 ml/min)
® Pregnancy and breastfeeding

¢ Individuals being treated with disulfiram — caution re use of weekly injections due to
alcohol excipients

* Individuals who usually benefit from community pharmacy attendance to collect other
instalment dispensed medication such as supervised disulfiram or anti-retroviral HIV
medication (if still supervised/instalment dispensed)?

c. OST Buvidal - drug interactions

Interactions between Buvidal and other medications are the same as for transmucosal
buprenorphine. Individuals with concomitant medicinal products and/or comorbidities should
be monitored for signs and symptoms of toxicity, overdose or withdrawal caused by increased
or decreased levels of buprenorphine.

Buprenorphine should not be co-administered with the opioid antagonists naltrexone
or nalmefene.

Buprenorphine should be used with caution if co-administered with:
* Sedatives such as benzodiazepines, gabapentinoids, and alcohol
* CNS depressants
* Opioid analgesics
* Monoamine oxidase inhibitors
18





e CYP3A4 inhibitors and inducers

Buprenorphine is metabolised by cytochrome P450 3A4 so any medication that induces or
inhibits this enzyme could theoretically affect buprenorphine levels in the body. Some of the
HIV antiretroviral drugs induce this particular enzyme and other anti-HIV drugs inhibit it.

There is an increased risk of overdose if buprenorphine is taken with other CNS depressants
(like alcohol or benzodiazepines). Individuals requiring opioids for pain relief who are
considering OST Buvidal will require review of pain management.

d. OST Buvidal - side effects

Studies have shown that side effects of Buvidal are identical to buprenorphine. The only
difference with Buvidal is the potential for injection site reactions which may include transient
pain, pruritus or injection site erythema.

e. OST Buvidal - administration

In addition to the usual OST informed consent,* all individuals prescribed “named patient”
Buvidal are required to complete a consent to collect medication form?:.

In addition to the usual OST record keeping standards, a patient warning should be added to
Emis MH to optimise information available to acute and mental health colleagues.

Buvidal treatment is either prescribed and dispensed via community pharmacy or issued from
controlled drug (CD) stock as per the named patient® or CD stock®® SOPs.

A specific Emis MH template® has been developed for recording of Buvidal administration.
As it is newly implemented, services are continuing to also use paper Buvidal Checklist and
Administration Charts®.

f. OST Buvidal - starting dose

The principles of starting Buvidal combine guidance for transmucosal buprenorphine with the
pharmacological properties of the Buvidal preparations and the presence or absence of opioid
withdrawals.

Steady state Buvidal is achieved after the fourth injection. The fastest way to achieve steady
state is therefore to administer three weekly injections and then a monthly injection for the
fourth injection. This should be the titration schedule unless there is a reason to progress to
monthly sooner.

As the weekly preparation takes up to 24 hours to take full effect and lasts for a week, and
the aim is to ensure a treatment dose is reached after 24 hours similar to transmucosal
buprenorphine, Buvidal 24mg weekly is the usual starting dose for most individuals as it is
equivalent to buprenorphine 12-16mg daily.

Some individuals will require treatment with transmucosal buprenorphine prior to Buvidal. It
is simplest to consider the scenarios of individuals who are being commenced directly onto
Buvidal and those being treated first with transmucosal buprenorphine separately.

g. OST Buvidal - starting directly on Buvidal

Individuals who have previously been treated with buprenorphine or who give a robust report
of street buprenorphine experience will usually benefit from direct treatment with Buvidal when
starting or re-starting OST. This delivers long-acting treatment, removes the need for daily
community pharmacy attendance and if the weekly preparation is utilised reduces the risk of
precipitated withdrawal (as the weekly preparation takes up to 24 hours to full effect).

Direct starts onto weekly Buvidal 24mg should be the default treatment plan for those with
previous buprenorphine experience.

29 Medicinal forms | Buprenorphine | Drugs | BNF | NICE
30 Buvidal prolonged-release solution for injection — Summary of Product Characteristics
31 Appendix 9 BBV team contact info
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We have increasing clinical experience of commencing directly onto Buvidal weekly treatment
for individuals who do not have previous experience of buprenorphine (buprenorphine naive).
This is particularly useful when starting individuals who are unable to reach a state of opioid
withdrawal, often due to use of street benzodiazepines. Particular attention should be taken to
ensure informed consent.

It remains valid for Buvidal treatment that observing opioid withdrawals (in addition to other
clinical assessment) is the gold standard for diagnosis of opioid dependence and individuals
being started on Buvidal should still be encouraged to present in mild opioid withdrawals if

opioid dependence is unconfirmed.

Anyone who is uncomfortable in moderate to severe opioid withdrawal will require immediate
relief. The quickest way of providing relief is with a dose of transmucosal buprenorphine which
has an onset of effect at around 70 to 90 minutes, as weekly long acting buprenorphine onset
of effect is 24 hours. This can either be as the Buvidal SmPC recommends (Table 6) or as a
transmucosal buprenorphine OST start (2.6 i.). Transfer from transmucosal buprenorphine to
Buvidal would then be as section 5.2.

Table 6: Starting Buvidal if moderate opioid withdrawals present

Day 1 Transmucosal buprenorphine 4mg dose

Day 1 — one hour later | Buvidal 24mg weekly injection

Day 8 Buvidal 24mg weekly injection

h. OST Buvidal - starting on transmucosal buprenorphine prior to Buvidal

Individuals who have no previous experience of buprenorphine and prefer initiation onto
transmucosal buprenorphine, or for whom it is clinically indicated, should be started as per OST
Transmucosal Buprenorphine - starting dose. The number of days on transmucosal treatment
should be minimised as much as possible allowing rapid access to the treatment of choice.

Transfer from transmucosal buprenorphine to Buvidal should follow the corresponding section
in OST transfers.

i. OST Buvidal - titration

Following subcutaneous injection, Buvidal begins to release buprenorphine and within hours,
suppresses withdrawal and cravings associated with opioid dependence.

The fastest way to achieve steady state Buvidal treatment is to give at least three weekly
injections before moving to monthly injections. This should be the administration schedule
unless there is a reason to progress to monthly sooner.

Table 7: Example titration schedule for direct Buvidal start (no dose increases)

Day 1 Buvidal 24mg weekly

Day 8 Buvidal 24mg weekly

Day 15 Buvidal 24mg weekly

Day 22 Buvidal 96mg monthly

32  Appendix 3c Buvidal informed consent

33 Buvidal Named Patient SOP Appendix 2

34 Emis MH Buvidal Warning Guidance

35 GGC ADRS Named Patient SOP

36 GGC ADRS Buprenorphine Stock Handling Community SOP
37 Emis Buvidal Template Guidance

38 Appendix 5 Buvidal checklist and administration chart
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Table 8: Example titration schedule for direct Buvidal start (dose increase at week 2)

Day 1 Buvidal 24mg weekly
Day 8 Buvidal 32mg weekly
Day 15 Buvidal 32mg weekly
Day 22 Buvidal 128mg monthly

2.7 OST Diamorphine

Diamorphine injectable treatment is available within the Glasgow City HSCP area via the
Enhanced Drug Treatment Service (EDTS). The EDTS is designed to engage in treatment those
individuals who have continued to inject street heroin despite the widespread availability of
conventional OST. Its implementation followed recommendations of the “Taking away the
chaos”* health needs assessment of individuals who inject drugs in public places in Glasgow.
The primary target population are individuals currently injecting heroin and other drugs in the
city centre area, with particular focus on those engaged in public injecting, who are homeless
and at high risk of a wide range of drug related harms, including BBV transmission.

Diamorphine injectable treatment should be considered for individuals who continue to inject
street drugs and are experiencing or are at risk of experiencing significant drug related harm.
This will include people who are currently on OST or those who have not engaged or dropped
out of treatment. Drug related harm and a lack of response to conventional treatment is not
confined to the city centre and the service is also available to individuals from other areas of
the city.

Individuals recruited to the EDTS will receive a prescription of diamorphine (pharmaceutical
heroin), which they will self-administer by injection under close supervision within the EDTS
premises. Under usual circumstances the diamorphine injections will be supplemented by
administration of a suitable oral opioid, methadone oral solution or an appropriate long acting
oral morphine preparation. The focus of EDTS is harm reduction and experience within the
service is that many people so far recruited have multiple co morbidities and disadvantage
and have little or no recovery or social capital. Many are not in a position where abstinence
from street drugs and engagement in conventional recovery journeys are realistic expectations
in the short or medium term. Nonetheless many in this category have made significant
progress with treatment in terms of reduction in drug use and associated high risk behaviours
and engagement with a broader range of supports with consequent reduction in harm and
improvement in quality of life.

EDTS diamorphine prescribing guidelines are currently being updated and will be referenced
here once approved.
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3.0 OST Maintenance

3.1 OST Maintenance - ethos and aims

MAT Standard 3: all people at high risk of drug related harm are proactively identified and
offered support to commence or continue OST

MAT Standard 5: all people will receive support to remain in treatment for as long as requested.

There are benefits of OST (e.g. opportunities to participate in psychosocial interventions,
general medical care, hepatitis B, C and HIV treatment, welfare benefits, housing and peer
support) that accrue over time and which may be of greater importance to the patient than the
cessation of street drugs.

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
abstinence if this is the individual's treatment goal.

Long term or maintenance OST is also an appropriate treatment for those who do not wish
to, or cannot refrain from, using heroin or other street 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 opioid tolerance and protecting
against overdose.

OST maintenance treatment will be the usual service response for individuals presenting to
drug services with heroin dependence. Maintenance OST will support the recovery journey by
providing enhanced safety and stability whilst allowing time to address other drug and alcohol
use along with psychological, health and social needs. Services will offer a range of flexible
intensity support packages for maintenance treatment.

An individual is given support to stay in treatment for as long as requested and supported to
maintain treatment at key transition times such as leaving hospital or prison. Individuals are not
put out of treatment, there should be no unplanned discharges. When individuals do wish to
leave treatment they can discuss this with the service, and the service will provide support to
ensure individuals leave treatment safely.

Individuals in OST should not be discriminated against or stigmatised. The system that provides
OST is psychologically informed, routinely delivers evidence based low intensity psychosocial
intervention and supports individuals to grow social networks.

Dose reduction or punitive actions due to ongoing substance use actively discourages
engagement and retention in treatment. Combined peer outreach and treatment interventions,
that target out-of-treatment individuals, have been shown to support people into OST, optimise
care and prevent people dropping out.

OST is not contingent on uptake of other interventions or abstinence from other drugs. If other
drug and or alcohol use is reported this should be incorporated into an individual’s care plan
and retention in treatment is all the more important.

In Glasgow city, individuals who continue to inject heroin should be considered for heroin
assisted treatment via the EDTS.

3.2 OST Maintenance — dose optimisation
MAT 2: All people are supported to make an informed choice on what medication to use for
OST and the appropriate dose.

It is extremely important for individuals to be on an optimal dose of their chosen OST. In the
presence of ongoing street drug use and/or challenges progressing care plans, OST should
be maintained or increased. Sub-optimal dosing is a risk factor for drug deaths and generally
poorer outcomes. There is a clear relationship between dose of OST and street opioid use.

Remaining on an optimal dose of OST will maintain a high opioid tolerance and therefore
reduce the risk of overdose. The period during and after cessation of OST, with resulting loss of
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opioid tolerance, is associated with an increased mortality. This means that the margin of safety
with opioid use on top is increased with higher OST doses. It is therefore vital that every effort
is made to keep individuals engaged with the service on optimal doses of OST.

Ensuring an individual understands the reasons for optimal dosing and ensuring service staff
understand the reasons an individual may not wish a clinically optimal dose is crux to the
delivery of person-centred care.

3.3 OST Maintenance — methadone

i. Methadone maintenance - optimal dosing

The minimum likely effective dose of methadone is 60mgs which should be incrementally
increased toward 120mgs in those who continue to use opioids.

The usual dose of methadone should be 60 to 120mgs.

Where doses higher than 150mg methadone are felt to be clinically indicated this should be
discussed with a senior specialist clinician.

Individuals who continue to use opioids should have robust shared treatment plans
documented.

ii. Methadone maintenance - split doses

Given the long half-life of methadone, once daily administration will provide a steady serum
level for the vast majority of individuals once an adequate dose has been established.
Occasionally individuals may experience withdrawal symptoms some hours before the

next administration is due. The more common causes of this will be too low a dose of OST.
However, some individuals 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
individuals may feel more comfortable with “split” (twice or three times daily) dosing which
could be achieved by twice daily visits to pharmacy but more often by prescribing take home of
all or part of each daily dose, dependent on risk assessment.

iii. Methadone maintenance - 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 Pointe. 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 opioid dependant individuals. Any decision
to alter methadone dosage on the basis of ECG results must be carefully considered with early
redress to seeking appropriate senior ADRS specialist advice.

Factors suggesting increased risk:
e Higher doses of methadone - likely to be greater than 100mg
* Anyone on methadone that has any of the following additional risk factors:

» Concurrent use of other medications (citalopram and escitalopram are specifically
contraindicated in people being prescribed other QTc prolonging drugs)

» Structural cardiac disease

» Cocaine, amphetamine or other stimulant use
» Bradycardia

» History of familial congenital prolonged QTc
» Electrolyte disturbance

» Other relevant medical factors — alcohol dependence; anorexia nervosa; HIV;
hypothyroidism; liver disease; malnourishment
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Clinicians must make a balanced judgement for each individual . ECGs should be considered for
individuals at increased risk. The risk assessment and discussion should be clearly recorded and
risks discussed with the individual.

Table 9: QTc Interval

Normal | Borderline prolonged | High risk prolonged
Men <450ms >450ms
>500ms
Women <460ms >460ms

If the ECG is normal, consider repeating it 6 to 12 monthly if the risk remains high.
If QTc is found to be borderline or high risk prolonged:
* Repeat the ECG

* Discuss with the individual the risks of borderline or high risk QTc prolongation and
potential treatment options including advice on alternative medications, stimulant use and
alcohol.

e Consider referral to Cardiology for further investigation.

* Review of OST - consider reduction in methadone dose but take into consideration other
risks of reducing OST dose. If risk felt to be substantial consider a planned transfer to
buprenorphine.

* Discuss complex cases with a senior specialist clinician, especially if buprenorphine is not
an option and off-label long-acting morphine may be required

e Document clearly all discussions, individuals’ views, risk assessments and decisions

3.4 OST Maintenance - transmucosal buprenorphine

The optimal dose for buprenorphine is less well established than methadone but is likely to be
16mg and above.

For maintenance treatment, transmucosal buprenorphine can be taken on a less than daily basis
although due to licenced dosing this may require off-label Friday dosing to cover the weekend
and/or a Sunday take home dose. This may be useful for individuals where take home doses are
best avoided although with the availability of Buvidal this dispensing has become unusual.

Table 10: Transmucosal buprenorphine — 16mg three times weekly dosing example

Monday 32mg supervised in pharmacy, no take home dose
Wednesday 32mg supervised in pharmacy, no take home dose
Friday 32mg supervised in pharmacy, 16mg take home dose for Sunday

3.5 OST Maintenance — Buvidal

Buvidal maintenance is usually considered to start after the 4th injection when steady state
is reached. During maintenance, doses may be increased (or decreased) and individuals can
be switched between weekly and monthly products according to the individual’s needs and
clinical judgement.

Changing between weekly and monthly dosing should occur when the next dose is due.
Following dose change or switching between weekly and monthly frequency, individuals may
benefit from closer monitoring.

40 Medicines Update Extra Drug Induced QT Prolongation
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i. OST Buvidal — supplemental dosing

With doses of Buvidal of 24mg and above, a maximum of one supplemental Buvidal 8mg

top up dose may be administered between regular weekly and monthly doses, based on

the individual’s temporary needs. This is especially useful when an individual requests an
increase dose part way through a month of treatment. An additional 8mg top up dose can be
administered then the next monthly dose increased. The exception to this is individuals already
on Buvidal 160mg monthly who cannot have a top up dose.

If a top up dose of 8mg has been administered within the week or month, a higher weekly or
monthly dose can be given within the maximum dose range at the next administration date.

The other option available to increase the dose, rather than administering an additional 8mg
top up, is to give the next (same or increased) weekly dose up to 2 days early or monthly dose
up to a week early. Although it should be noted that this should not be done repeatedly i.e.
monthly dose given regularly every 3 weeks due to the potential for accumulation.

Combining doses in any way is not recommended. For example, 2 x weekly 32mg Buvidal is
NOT equivalent to Buvidal 64mg.

3.6 OST Maintenance — community pharmacy supervised self-administration

For OST methadone and transmucosal buprenorphine, daily supervised self-administration
at community pharmacy is required for the safe initiation of treatment. National guidance
recommends at least 3 months of daily supervision after which, frequency of pharmacy
attendance for supervision and take home dispensing should be individually risk assessed.

The potential benefits of frequent pharmacy dose supervision include: stability and routine,
minimised risk of toxicity and overdose, reduced sharing/selling of medication and regular
contact with a healthcare professional. However, continuation of supervision when not clinically
required can be stigmatising and a barrier to treatment, can cause difficulties for people in
employment or with caring responsibilities and can prevent a recovery focussed lifestyle.

UK guidelines are clear that unsupervised take home dose prescribing should only start after
careful individual risk assessments. A risk assessment for reduction of frequency of supervision
should include:

e Assessment of drug and alcohol use

* Individual risk assessment — mental health, impulsivity, overdoses
* Home environment and vulnerable person’s risk assessment

e Safe storage facilities in the home

In most cases, minimum supervision frequency would be one day per week. For those in
employment this could be a Saturday. Supervision frequency should be regularly reviewed and
risk assessed.

Decisions around any changes to frequency of supervision should be clearly documented.

Where supervision is reinstated after a period of take home medication, the return to
supervised dosing requires careful consideration of tolerance, particularly for methadone
treatment. Individuals on methadone 40mg daily or less can usually be returned to supervision
with no need for phased return. For individuals on doses of methadone higher than 40mg, it is
suggested that supervision is reintroduced gradually e.g. 40mg supervised daily with remainder
of dose take home, increasing the supervised part of the dose by 10mg per week until the full
dose is supervised.
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Table 11: Example of dosing to revert from unsupervised consumption to supervised

Methadone
mg/ml dose

40mg daily

Week 1 daily
doses

40mg supervised

Week 2 daily
doses

40mg supervised

Week 3 daily
doses

40mg supervised

Week 4 daily
doses

40mg supervised

50mg daily

40mg supervised
10mg take home

50mg supervised

50mg supervised

50mg supervised

70mg daily

40mg supervised
30mg take home

50mg supervised
20mg take home

60mg supervised
10mg take home

70mg supervised

It may be necessary for a responsible carer to be involved in the collection and storage of doses
for individuals who are having difficulty accessing supervised doses. Such arrangements should
be made on a case by case basis. The decision should, wherever possible, be taken as part of
multidisciplinary care plan review taking account of completed risk assessment and including
discussion with family/carer and the community pharmacist.

In situations where the pharmacist considers the individual to be intoxicated they may use their
professional judgement to withhold the dose and provide the prescriber with an update. It is
important that the risks of withholding a dose(s) are considered in terms of individual safety
(intoxication risks vs loss of continuity of treatment / loss of tolerance).

3.7 OST Maintenance - Reviews, Recovery Planning and Goal Setting

OST treatment services should have operational procedures outlining different flexible
packages that range from low intensity for individuals not requiring or wanting more
involvement, to intensive recovery focused packages for others. These packages should be
agreed with each individual in the context of individual clinical risk. They must not be arbitrary
and must respect peoples’ personal circumstances. There should be flexible arrangements for
appointments, particularly for people who are homeless and with co-morbidities or social issues
that affect their ability to organise their time. Offering people only fixed appointment times is a
barrier to access and is an unnecessary waste of resources.

Minimum contact would usually be monthly with the key worker/care manager and 6 monthly
with medical/non-medical prescribing staff.

OST treatment reviews

Every one-to-one appointment provides an opportunity for the ongoing monitoring of progress
on OST in terms of harm reduction and journey towards recovery.

Planned OST treatment 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.

OST treatment reviews should be timeously communicated to all professionals involved in the
patients care.

OST goal setting

Short and long term OST treatment goals should be set and updated at treatment reviews.
They should be led by the priorities of the individual and informed by clinical assessment e.g.
harm reduction if using street drugs.

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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4.0 OST Missed Doses

4.1 OST Missed Doses — methadone and transmucosal buprenorphine

Optimum opioid tolerance is achieved when an individual gets to steady state OST. Regular or
serial missed OST doses can be associated with reduced opioid tolerance.

Every effort should be made to limit the potentially harmful impact on the individual of being
without prescribed medication. If there is concern re potential reduced tolerance, the dose of
OST may be reduced and then increased over coming days, this should be done as quickly as is
clinically safe, with a low threshold for review prior to dose increases. Sequential prescriptions
of numerous increasing doses should not be issued.

It should be noted that reducing OST may be as harmful as misjudging tolerance. Complex
circumstances can be discussed with a senior specialist clinician.

A new prescription is required for any dose change.

Pharmacies are required to notify the service when an individual presents in the pharmacy
having missed three or more doses to trigger review of the individual and advice from the
prescriber on how to proceed. Most community pharmacies are using the NEO Missed Dose
Module to report by email. Community pharmacies*' and ADRS services*? have local operational
policies® in place for this process. If an individual has not taken their regular prescribed dose of
opioid, there is the possibility that their tolerance has reduced, increasing the risk of overdose if
the usual dose is then taken.

Each episode or repeated episodes of missed doses should be assessed individually taking
into account the medication half-life and time to dose steady state in table 12 and the
following questions:

* s the individual at steady state or induction / titration phase?

e Pharmacy confirmed date of last supervised dose and any take home doses on that date?
* How many “missed days” from last take home until yesterday?

* [s it one episode or repeated missed dose episodes?

* Any recent non-fatal overdoses noted by self-report, clinical portal or review of
Emis notes?

* How long after usual OST dose would the individual usually experience withdrawals?

* Reported drug use, alcohol use, prescribed medications, OTC medications. In particular
anything that may affect their metabolism of OST and the use of any sedative substances?

* Any relevant physical health comorbidities? In particular respiratory and liver function. A
decision about an individual with advanced liver disease and COPD will be different to an
individual that is young fit and healthy.

In particular, individuals who have missed 4 or more methadone doses and who have respiratory
issues and use other sedative drugs require a more cautious approach to risk assessment and
treatment dose decisions.

41 Pharmacy NEO process
42  ADRS NEO guidance
43  ADRS NEO SOP
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Table 12 OST mean half-life and time to dose steady state

Mean Half Life | Steady state

Methadone 25 hours 10 days
Buprenorphine 33 hours 7 days
Buvidal weekly 7 to 10 days 22 days
Buvidal monthly 19 to 25 days 3 months

4.2 OST Missed Doses — Buvidal

When an individual misses their Buvidal administration, consideration must be given to whether
the individual is at steady state which is achieved after the 4th injection (of weekly and or
monthly dosing) before administration.

Individuals who have reached steady state can be administered their dose within 28 days of the
missed dose date.

If an individual presents outside the 28 days (more than 57 days since last injection), a person-
centred decision is required regarding dose and treatment plan. For example, on risk benefit
balance, the same dose may be given at day 33 if someone has been in Buvidal treatment

for 2 years where as a reduced strength weekly dose may be given if the person has been in
treatment for only 4 months. All clinical reasoning and decisions must be clearly documented.

For individuals who have not yet reached steady state:

Weekly Buvidal: dose can be administered within two days after a scheduled due date. After
this administration window has passed, clinical guidance should be sought from medical /
prescribing staff before any dose is administered as this would be viewed as a restart and
should be risk assessed, RAG reviewed and documented as treatment re-start.

Monthly Buvidal: dose can be administered within seven days after a scheduled due date. After
this administration window has passed, clinical guidance should be sought from prescribing
staff to determine whether the dose should be returned to the pharmacy or a plan made for
administration.

All named-patient scheduled doses that have not been administered due to non-attendance
can be held in locally agreed secure storage for 28 days for further attempts at administration
(including by proactive outreach approach).

Doses which have not been administered by day 28 should be returned to the community
pharmacy where they will be destroyed.

If individuals drop out from treatment, Buvidal slowly ‘wears off’. Buvidal is likely to take
between one week and 3 to 6 months to ‘wear off’ depending on the last dose and previous
amount taken. If the service user has had only one weekly dose, it ‘wears off’ after between 7
to 10 days whereas after 3 monthly injections, it may take up 3 months to slowly ‘wear off’, in
effect providing a gradual detoxification.

4.3 Anticipatory planning for missed contacts

In keeping with MAT Standard 5, prior to commencing OST, an anticipatory plan should be
agreed with the person in advance describing actions which will be taken in response to
disengagement from treatment. It should incorporate the responses from all partners, including
if agreed, the person’s family member or nominated person(s).

This should be recorded in the Family Inclusive Practice section of the Emis ADRS template.

i. Managing individuals who miss OST clinic appointments

During the Covid-19 pandemic, many services moved away from clinic appointments where
OST prescriptions are issued to the individual, with prescriptions being posted or delivered in
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advance. With recent service recovery, more OST linked appointments are happening again,
sometimes in the context of individuals being asked to attend clinics when they have been seen
on outreach or contacted by telephone for most appointments in the last 3 years.

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 should follow any pre-agreed anticipatory
plan and all attempts at contact / information gained must be clearly documented in the
clinical record.

A clinical decision with regards to the prescription must be made. This will be a balance
between harm reduction and the benefit of retaining the individual in treatment and should
always consider the risks of interruption to OST. The usual options for prescription management
being to drop the prescription at the pharmacy, or wait until the individual 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.

In the absence of an anticipatory plan:
* Attempts should be made to contact the individual by telephone

* Pharmacy should be contacted to check last supervised dose, recent attendance and any
concerns noted

e Known relatives / friends should be contacted
(if consent to share information documented)

e Other services involved should be contacted for information i.e. supported
accommodation / community recovery supports / GP practice

* Clinical portal should be checked for admission or contact with A&E etc.
e Criminal justice colleagues can advise if in custody

If the individual’s welfare or whereabouts cannot be assured, a risk assessment should be
undertaken / updated to ascertain the level of concern for the individual. Factors to consider:

e Current drug and alcohol use
* Mental and physical health

* Dependent children or adults
e Vulnerability

e Social situation

If there are significant concerns then assertive outreach should be undertaken which would
include home visits / hand delivered note to home address.

If there is still no contact consider reporting to local police as a missing person.

4.4 Procedures for lost paper prescriptions or lost OST medication

The processes for managing lost OST prescriptions* or OST medication® are outlined in the
GGC ADRS Prescription Management manual.

44 Lost paper prescription guidance
45 Lost medication guidance
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5.0 OST Transfer

All medication switches should be viewed as points of treatment transition and the associated
risks acknowledged and mitigated where possible.

Informed consent must be obtained for the new treatment medication or preparation.

The relevant community pharmacy should be contacted, informed of transfer (especially to
Buvidal where they may stop attending the pharmacy altogether) and any existing OST doses
cancelled.

5.1 Transfer transmucosal buprenorphine to methadone

The first dose of methadone should be given the day after the last buprenorphine dose and
should follow methadone new induction guidance. Due to the long half-life of buprenorphine,
any risk of withdrawal effects should be minimal whilst the methadone is titrated up to towards
a therapeutic level.

5.2 Transfer transmucosal buprenorphine to Buvidal

Table 13: Equivalent Buvidal doses

Equivalent transmucosal Dose of weekly Buvidal Dose of monthly Buvidal
buprenorphine daily dose

8 to 10mg 16mg weekly 64mg monthly

12 to 16mg 24mg weekly 96mg monthly

18 to 24mg 32mg weekly 128mg monthly

Individuals already established on transmucosal buprenorphine should be switched directly
to Buvidal starting on the day after the last daily buprenorphine dose and following the dose
equivalents in table 13.

As the aim is to reach steady state as quickly as possible, the default transfer would be to give
3 weekly Buvidal doses before changing to monthly unless a different schedule is clinically
indicated.

Table 14: Example titration schedule for transfer from Espranor to Buvidal

Day 1 Espranor 16mg (last dose of transmucosal buprenorphine)
Day 2 Buvidal 24mg weekly

Day 9 Buvidal 24mg weekly

Day 16 Buvidal 24mg weekly

Day 23 Buvidal 96mg monthly

If required, an additional supplemental dose of Buvidal 8mg can be administered during a
treatment week. The next week’s injection dosage would then be increased to the next strength
as per table 15.

Table 15: Example titration schedule for transfer from Espranor to Buvidal with top up dose

Day 1 Espranor 16mg (last dose)
Day 2 Buvidal 24mg weekly

Day 9 Buvidal 24mg weekly

Day 14 Buvidal 8mg top up dose
Day 16 Buvidal 32mg weekly

Day 23 Buvidal 128mg monthly
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5.3 Transfer methadone to buprenorphine

In this guidance, for the purposes of transfer to buprenorphine, low dose methadone is
considered to be a daily dose of less than 50mg, based on clinical experience. The licenced
dose for transfer is methadone 30mg or less so transfer above 30mg is off-label.

i. Transfer low dose methadone to buprenorphine

Individuals should miss doses of methadone to establish opioid withdrawals. If individuals are
in steady state methadone treatment they will require a longer period without methadone to
develop withdrawals, especially if they have taken their daily dose regularly for a long time.
Withdrawals from steady state methadone are described as starting within 24 to 48 hours and
peaking at day 7 to 10 for most people.

There are no prescriptive timescales for medication transfer, it is case by case dependent on
clinical assessment and individual tolerance as to when onset of withdrawals may start. Most
individuals will have a very accurate knowledge of when their withdrawals will start if they miss
doses of methadone.

There should also be a discussion around any short acting opioids that may be used in this
interim period and for how long they should be avoided prior to attending for buprenorphine
transfer.

The individual should also be reminded that as street benzodiazepines can mask opioid
withdrawals and complicate assessment of safety of transfer, they should also be avoided
if possible.

a. Transfer low dose methadone to transmucosal buprenorphine

If the individual wishes to transfer to transmucosal buprenorphine, once they are in established
opioid withdrawals they should be commenced as per section 2.6i. As transmucosal
buprenorphine has a quick onset of effect and time to peak plasma combined with high
receptor affinity, there can be a significant risk of precipitated withdrawals.

b. Transfer low dose methadone to Buvidal

If the individual wishes to transfer to Buvidal, we would recommend most people consider
transferring directly to weekly Buvidal as this reduces the risk of precipitated withdrawal due to
its longer time to peak plasma (24 hours). This can be easily agreed if the individual has
previous experience (prescribed or street) of buprenorphine. As per new starts on Buvidal,
24mg weekly would be the preferred starting dose with 3 weekly injections then transfer to
monthly. If

an individual has no previous experience of buprenorphine, they can still transfer directly to
Buvidal if they have no contraindications and consent to the weekly dose.

ii. Transfer high dose methadone to buprenorphine

In this guidance, for the purposes of transfer to buprenorphine, high dose methadone is
considered to be a daily dose of 50mg or higher.

High dose methadone transfer follows the same principles as low dose transfer however time
to withdrawal will be longer from higher doses and risk of precipitated withdrawal is higher.

Methadone doses can be reduced for a few days before being stopped to assist in achieving
opioid withdrawals, for example: methadone usual daily dose 100mg daily, might be reduced
to 50mg daily for 3 days then stopped for 2 or 3 days as agreed with the individual as likely
timescale to develop withdrawals from steady state 100mg daily.

a. Transfer high dose methadone to transmucosal buprenorphine

Because of the risks of precipitated withdrawal, high dose transfer to transmucosal
buprenorphine in particular should be avoided unless very robust understanding, consent and
withdrawal timescale planning is in place. If transfer to transmucosal buprenorphine is agreed,
there should be a low threshold for discussion with a senior specialist clinician. The usual dose
schedule once withdrawals are established would be Espranor 8mg in the morning with a





further 8mg later the same day and up to 24mg if required on day 2.
b. Transfer high dose methadone to Buvidal

Buvidal 24mg or 32mg weekly are the preferred starting doses for high dose transfer
depending on the previous methadone treatment dose.

5.4 Transfer Buvidal to transmucosal buprenorphine

If individuals are to switch from Buvidal to transmucosal buprenorphine, this should be done

at least one week after the last weekly dose or at least one month after the last monthly dose
of Buvidal, at a dose corresponding to the recommendations in table 16. Individuals in steady
state Buvidal treatment may have long-acting buprenorphine present for months so cautious
timing of transmucosal dosing should be balanced with the ability of the individual to tolerate a
longer cross-over period.

Table 16: Recommended equivalent doses for transfer to transmucosal buprenorphine

Dose of weekly Buvidal Dose of monthly Buvidal Equivalent transmucosal
buprenorphine daily dose
16mg weekly 64mg monthly 12mg
24mg weekly 96mg monthly 16mg
32mg weekly 128mg monthly 18 to 24mg
160mg monthly 24mg

5.5 Transfer Buvidal to methadone

Transfer of Buvidal to methadone has no direct dose equivalent and must take into account
the cumulative effect of methadone dosing and the long plasma half-life of Buvidal, especially
if at steady state. All transfers should be discussed with a senior specialist clinician. Factors to
consider include:

Has steady state been reached?
If so:

* Important to consider half-life (19 to 25 days) and buprenorphine’s high affinity for mu
opioid receptor

* Risk assess and delay initiation as long as risk allows in agreement with individual
* st dose a minimum of 28 days after last monthly dose or 7 days after weekly injection
e Start low (consider 10 to 20mls) and titrate very slowly as Buvidal gradually reduces

e Approach should be individualised with regular review of individual’s symptoms to manage
any withdrawals and reduce risk of non-prescribed drug use

If an individual is in steady state Buvidal treatment and requests transfer to methadone, it is
likely that methadone will be introduced long before plasma Buvidal has significantly reduced.
Methadone should therefore be introduced at a low dose and titrated with caution. We do not
have enough clinical experience of this yet to make expert recommendation.

If steady state Buvidal has not yet been reached, the standard methadone titration guidance
should be followed.
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6.0 OST Detoxification

MAT Standard 5: All people will receive support to remain in treatment for as long as
requested. A person is given support to stay in treatment for as long as they like. When people
do wish to leave treatment they can discuss this with the service, and the service will provide
support to ensure people leave treatment safely.

Evidence shows that the health of individuals with opioid dependence is safeguarded while
in substitution treatment for at least twelve months and that there are significantly elevated
mortality risks during the first four weeks after leaving OST treatment. To minimise this risk,
detoxification and aftercare should be robustly planned following the evidence base for
improved outcomes.*

6.1 OST detox - planning

Detoxification should be planned and agreed with the individual as an integral part of a
recovery plan.

A detox plan* should include:

* evidence of a considerable period of stability from all non-prescribed drug and alcohol use
and sustained lifestyle and other changes in recovery plan

e information on and referral to a range of recovery resources

* identified vulnerable situations and alternative coping strategies
* naloxone training and (re)supply

* communication with other care providers

e discussion involving families

e stable housing arrangements

e lifestyle advice including balanced diet, adequate hydration, sleep hygiene and regular
physical exercise

The individual will 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.

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

6.2 OST detox — unstable drug use

If an individual requests detoxification when then they continue to use street drugs they
should be encouraged to remain on a therapeutic OST dose (even if their main drug use is
a non-opioid drug) with an intensive recovery plan to address the street drug use before
commencing OST detox.

If an individual understands the risks of OST detox while continuing to use street drugs and
still voices a wish to detox, their reasons must be fully understood. All alternatives to OST
detox should be explored (for example transfer to Buvidal if feeling restricted by pharmacy
attendance). They should be supported in their choice and if they still wish to detox, the
plan should adhere to the above principles as far as possible. All risk discussions should be
documented and RAG and CRAFT updated. As a plan is agreed to support the individual in

46 NICE clinical guidance 52: opioid detoxification
47  Appendix 7 detox planner
48 Drug misuse and dependence: UK guidelines on clinical management
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their choice while minimising risk as much as possible, the detox should not be “against
medical advice”.

6.3 OST detox — medication

Detoxification will usually be undertaken with the same drug as the individual has been using
for OST, i.e. it would not be routine practice to change from methadone to buprenorphine.

The rate of reduction should be agreed with the individual. The rate should not reduce so
rapidly that it would make the individual uncomfortable and experience withdrawal or so slowly
that it results in the individual remaining on sub-therapeutic doses of OST for long periods.

i. OST detox — methadone

A methadone community detox plan should recognise that during maintenance treatment,
methadone has a long steady state of around 10 days. Fortnightly reductions of 10% of the
methadone dose may be appropriate initially however as a detox progresses this speed of
reduction may result in increasing withdrawal symptoms and monthly reductions may be
better tolerated.

ii. OST detox — transmucosal buprenorphine

Transmucosal buprenorphine detox is generally better tolerated than methadone. Dose
reductions of 2mg per fortnight are recommended.

From the daily dose of 2mg there are 3 options for detox planning depending on the
individual’s preference:

* Stop detox at 2mg and begin abstinence support

e Step down to 2mg alternate days for a fortnight, then less frequently than alternate days
then stop

* Use of buprenorphine tablets 0.4mg strength to provide 0.8mg and 0.4mg step
down doses
iii. OST detox - Buvidal

Buvidal monthly treatment is an ideal detox medication providing a slow and gentle taper detox
with few reported withdrawal symptoms due to its prolonged release characteristics, long half-
life and gradual “wear off” time of up to 6 months.

The preferred detox schedule is 3 months at each step down dose as per table 17 example.
This may be too long for some individuals in which case a quicker step down can be planned.

Table 17: Buvidal example detox schedule from 128mg

At least 3 months treatment Buvidal 128mg

Decision and plan to start detox (detox planner completed)

Then 3 months step down treatment Buvidal 96mg

Then 3 months step down treatment Buvidal 64mg

Then 6 months (estimated) gradual Buvidal taper to zero

Possibility of withdrawal symptoms and highest risk opioid naive time.
12 months after detox starts.

Individuals should understand the timescale for estimated completion of Buvidal detox and that
this time, even if months after last injection, remains a risk period requiring support. They
should understand the risk of opioid naive overdose once Buvidal has reduced in their system,
should they return to opioid use.
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An alternative to a stepped Buvidal reduction schedule would be to stop treatment and use the
slow taper of plasma buprenorphine as a gradual detox over 6 months.

In either scenario, individuals should not be moved from monthly to weekly Buvidal nor
transferred to transmucosal buprenorphine to complete detoxification.

6.4 OST detox — aftercare
Aftercare should include:

e Six months of non-prescription based treatment, psychosocial support and monitoring
designed to maintain abstinence

e Access to a range of abstinence based recovery support services and resources
* Supply and training in use of emergency naloxone emphasised to individual and family

e Seamless, non-judgemental return to OST treatment if required in the case of relapse to
opioid use

¢ Naltrexone

7.0 Drug Screening

Testing, monitoring and reporting of drug use is essential for appropriate individual care and is
a component of service delivery.

Community ADRS services have access to a range of drug screens including point of care oral
and urine screens, laboratory urine screens for standard street drugs and enhanced specialist
laboratory urine screening for breakdown of benzodiazepines and gabapentinoids.

New drug screening guidance is currently in development within GGC ADRS. In the meantime,
the section below is some of the detail from the 2017 prescribing guideline:

Purpose of drug screening:
e initial assessment and confirmation of drug use when considering substitute prescribing
e confirming treatment compliance — that a client is taking a prescribed medication
e corroborating and reinforcing self-reported progress and monitoring street drug use
e assessment for alcohol treatment and care

Different services use different methods of testing. Staff should use the method which is
recommended locally.

When to take a drug test:
e Assessment for substitute prescribing
* Maintenance and detoxification
* Optimal OST dose discussion
e Assessment for alcohol treatment and care
e If required for drug treatment order
When NOT to take a drug test:

e If arandom 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 the
holistic care plan of the individual and any 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.
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Drug screen results show both a presence of street 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, 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. Opioid 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.

Problems with drug tests:

Drug test samples can be prone to problems including adulteration, substitution, non-
compliance and pre-sample abstinence.

A false negative can be achieved by:
¢ taking some over the counter medications
e drinking large volumes of fluid
* adding chemicals to the specimen
¢ diluting the specimen
e 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.

Approximately 1:10 point of care tests are currently negative when enhanced screening
shows the presence of street benzodiazepines so negative tests results should be interpreted
in this context.

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 difference between reported drug use and
drug screen results.

8.0 Special circumstances for consideration in OST

8.1 OST and travel

The ethos of OST maintenance treatment is that an individual should continue treatment for as
long as required and treatment should be as normalised and destigmatised as possible. This
should be the context in which requests for increased take home to accommodate travel and
other life events are viewed, although clinical risk assessment is also required. Balancing the
risk of increased take home with the risk of the individual missing a period of OST or leaving
treatment is sometimes challenging and these cases should be discussed at MDT meetings.

Requests to continue OST away from normal dispensing for short periods e.g. holidays or family
visits, should be subject to similar risk assessment as for permanent change. Travel documents
verifying travel arrangements should be noted in the clinical record where possible. Individuals
should be encouraged to make others travelling aware of medicines in their possession. Safe
storage should be carefully agreed and documented and lockbox offered if no suitable storage
arrangements noted.

If travelling in the UK, if necessary, use can be made of a local pharmacy in the holiday area —
either for supervised dispensing or instalment dispensing to reduce risk. The individual’s usual
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local pharmacist should be informed of this temporary arrangement and a purple PC70 should
be issued by the ADRS team with the GP10 prescription. PC70 forms can be obtained from any
community pharmacy and teams should consider keeping a small supply. Prescriptions to be
dispensed in other parts of the UK should be doctor signed GP10s or NMP handwrites on own
stationery rather than NMP batch GP10 with NMP stamp.

Although not licenced for drug treatment, 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, the individual should be advised to investigate import regulations for
their country of travel prior to confirming their arrangements. International rules vary and the
individual should contact the embassy*’ for each country being visited.

A personal export licence for controlled drugs is not required for persons travelling for less than
3 months. Some countries (including the UK) require a letter of proof*® for import of controlled
drugs. The letter should confirm the individual’s name, travel itinerary, names of prescribed
controlled drugs, dosages, total amounts being carried and signature of prescriber.

If a holiday prescription is cancelled the individual should inform the service, dispensed drugs
should be returned to the pharmacy and pre-existing dispensing resumed.

8.2 OST and concurrent use of benzodiazepines

In recent years, there has been a sharp rise in benzodiazepine related harms among individuals
who use drugs in Scotland®' leading to consideration of a harm reduction approach being
recommended® with a risk benefit decision regarding benzodiazepine prescribing being made
for each individual based on the estimated harms experienced from street benzodiazepine

use. This approach requires robust assessment and description of the harms®* to inform the
decision. Any prescribing intervention must be accompanied by a robust care plan and delivery
of psychosocial interventions.

8.3 OST and concurrent use of cocaine

Individuals and services are reporting more poly drug use involving cocaine than ever before
and it has been implicated in more than a third of drug related deaths nationally. Unlike OST
for individuals using heroin, there is no replacement medication available, although research is
continuing to explore possible treatments. Psycho-social interventions remain the corner stone
of treatment and the GGC ADRS Cocaine Toolkit*® provides an assessment and intervention
toolkit to support non-prescribing work with people using cocaine.

There is evidence that participation in treatment and commencement of OST can be associated
with reduced cocaine use in individuals with opioid dependence also using cocaine. It would
therefore not be advisable to delay OST in an attempt to stabilise cocaine use first.

Cocaine use should not prevent an increase in OST if this is indicated. Stabilising an optimal
dose of OST may not only make it easier for the individual to reduce and stop using non-
prescribed opioids but also other drugs such as cocaine. Literature suggests that OST doses at
the higher end of treatment range are associated with reduced cocaine use.

49 Foreign embassies in the UK

50 Bringing medicine containing a controlled drug into the UK

51 Benzodiazepine use - current trends: evidence review

52 Interim Guidance on Benzodiazepine Prescribing | Drug Deaths Taskforce

53 GGC Guidance on the Principles of Benzodiazepine Prescribing with Concomitant Opiate Dependence
54 GGC ADRS Working with people at harm from street benzos
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8.4 OST and concurrent use of gabapentinoids

In 2021, just over one third of Scottish drug-related deaths involved gabapentinoids.
Gabapentinoids are GABA analogues although their mechanism of action remains unclear.
They increase respiratory depression when used with opioids and have been shown to reduce
opioid tolerance® to some opioids including morphine. Their effect on opioid tolerance
conferred by OST remains unclear. Gabapentinoid prescribing should be avoided in people
who use or are at risk of using opioids. Individuals who are prescribed gabapentinoids should
be robustly consented regarding the risk of loss of tolerance to opioids. Individuals who report
street gabapentinoid use should be made aware of the risk of loss of opioid tolerance and
encouraged to reduce and stop. Occasionally in-patient or residential detoxification from high
use gabapentinoids is required, usually via fixed dose benzodiazepine reduction regimes.

8.5 OST and concurrent problem alcohol use

Screening for alcohol problems should occur prior to starting OST and continue as part of care
planning and review during treatment. Approximately one third of individuals receiving OST
also have an alcohol use disorder with 1 in 5 of them likely being alcohol 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. Management
should usually take place in a 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 OST will positively impact on
alcohol issues. There is no evidence to date to indicate preferential outcomes with either
methadone or buprenorphine for OST.

The normal course would be to maintain OST dose to keep opioid 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.

For individuals with alcohol dependency, alcohol diaries with a gradual reduction plan should
be commenced as part of their care plan along with vitamin replacement. Severely dependent
individuals can be referred for inpatient alcohol detoxification®, however, if an individual is
able to safely reduce their drinking to moderate levels and is not also using other drugs, such
individuals can be assessed for home supported alcohol detoxification. Individuals should

be encouraged to use protective medication pharmacotherapies® to maintain abstinence,
particularly disulfiram, consumption of which can be supervised along with an alcohol free
preparation of OST.

In those who continue to drink, regular contact and monitoring of risks and progress against
reasonable goals should be undertaken.

If extreme intoxication or other concerns become a regular feature, careful review of the case
looking at risks, benefits and level of OST should take place. Suspension or cessation of OST

is a grave step carrying risks associated with potential further instability and loss of opioid
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.

55 GGC ADRS Cocaine Toolkit
56 Risk to heroin users of polydrug use of pregabalin or gabapentin - PubMed
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If an individual presents to pharmacy and seems to be impaired due to alcohol and / or drugs
the pharmacist should seek advice from the prescriber. The individual should be reviewed and
a clinical decision made balancing current level of impairment with risk of encouraging further
drug use if OST is withheld.

8.6 Pregnancy

Pregnant women using street 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 GGC, all drug using pregnant women, including those on OST
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 their pregnancy.

Delivery of OST should usually take place within specialist services as agreed by local protocols.
OST 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.

Choice of OST should be made in discussion with the individual after considering all the

risks. If the individual is already on OST, remaining on the same treatment would normally be
appropriate. If the individual is not in treatment, they should be assessed and treatment choice
determined in the usual way following previously detailed guidance.

Available evidence would not suggest trying to make changes in the OST agent. Treatment
should aim to optimise OST and engagement with antenatal care.

There is some evidence to suggest, that successful treatment with buprenorphine may result in
improved outcomes. It would also be important to discuss analgesia in labour, as choices may
be reduced depending on dose. If an individual is not in treatment and their treatment choice
is transmucosal buprenorphine or Buvidal, consider discussing this with a local senior clinician.
Transmucosal buprenorphine may be preferable due to the shorter half-life if analgesia is
required during or after birth.

Despite optimal treatment, the evidence is that children born to mothers using drugs or those
on OST 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 issues, stress,
smoking and deprivation.

Drug screening should be carried out as per the non-pregnant individual, i.e. at initiation of
treatment and if and when clinically indicated.

Special considerations in pregnancy

As the maternal circulating blood volume is increased in the third trimester an increased OST
dose may theoretically be required, however there is little evidence to support this. Advice is
to monitor for signs of withdrawal and if necessary consider either making small increases or
split dosing.

If during pregnancy, women achieve abstinence from street drugs and evidence good
engagement and social stability, it may be considered prudent to proceed with small reductions
in OST to minimise foetal exposure.

57 GGC ADRS Alcohol Recovery Pathway
58 GGC ADRS Guidance to Support Service Delivery of Detoxification from alcohol
59 GGC ADRS Guideline for the use of alcohol protective medication
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The immediate postnatal period is one of significant bio-psychosocial change and it may well be
prudent to review and optimise the OST dose in the weeks after delivery. It is suggested that
women are encouraged to thereafter maintain their OST dose during the initial 6 to 12 months
post-delivery given the high risks associated with relapse and the high rates of post-natal
depression. At this stage, involving the Health Visitor in plans for mother and baby is advised.

The Impact of Parental Substance Use (IPSU) assessment should be shared with the Health
Visitor and/or Children and Families Social work staff if appropriate.

8.7 Children and Parents or Carers

National Child Protection Guidance® relates to all unborn babies, children and young people
up to the age of 18 years and is based on a commitment to implement the United Nations
Convention on Rights of the Child®'.

The Promise® is a commitment to all children and young people who may require support from
the care system, that they will have a voice and will grow to be loved, safe and respected. The
overarching ambition is to keep families together, where that is safe, and give them the right
scaffolding to do this. All services are required to work together to build the scaffolding to
support families.

Significant harm is not an inevitable consequence of parental alcohol and drug use. The
probability of significant harm will relate to the extent to which each child’s needs are met,
blocked or disrupted by the causes, cycle, circumstances and consequences of seeking, paying
for, using and experiencing substances by the parent(s).

Sharing relevant information is an essential part of protecting children from harm.

Child Protection concerns about children should be addressed through immediate information
sharing, assessment and intervention. This will normally require initial liaison with the local
Social Work Children and Families team and submitting a completed notification of concern
form (NOC)é3.

Child protection is part of a continuum of collaborative duties within Getting it right for

every child (GIRFEC)**. As such, it is important that staff respond to wellbeing concerns
regarding children and not wait until child protection concerns become evident. Rather,

all professionals involved in delivering OST should take active steps to identify individuals,
particularly but not exclusively parents, who have responsibility for children, even where those
children do not live with the parents. Staff should work with families to facilitate support and
information sharing with the named person (i.e. health visitor or education professional) to
prevent escalation of concerns.

NHS GGC has a dedicated Public Protection Service intended to support staff and offer advice
about child protection concerns including information sharing. Regarding alcohol and drug
services, this unit emphasises the importance of early assessment of parents and sharing of
relevant information with appropriate services.

Specialist ADRS 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. Impact of Parental Substance Use (IPSU) tool.

ADRS 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 and review the IPSU accordingly.
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8.8 Fitness to Drive

Chapter 5 of the Driving and Vehicle Licensing Agency (DVLA)'s “Assessing fitness to drive”
publication®® states that people who persistently use or are dependent on opioids must not
drive and must inform the DVLA. The driver is legally responsible for informing the DVLA about
a condition which may impair their fitness to drive. The DVLA is legally responsible for deciding
if an individual is medically unfit to drive.

As part of the informed consent process, the OST prescriber should explain® and document
that an individual should not drive and that they are legally obliged to inform the DVLA. People
who do not inform the DVLA / continue to drive may be fined and if they are involved in an
accident may face criminal prosecution.

Individuals who are stable on OST for over 12 months and can evidence abstinence from street
drugs can apply for return of their licence.

The GGC ADRS Partnership Safety Group is developing ADRS fitness to drive guidance which
will be linked to here once it is finalised.

8.9 Opioid Analgesic Dependence (OAD)

There is now increased prevalence of use and dependence on some prescription-only-
medication (POM) and over-the-counter (OTC) medicines containing opioids:

¢ Co-codamol 8/500mg (Solpadeine® )OTC

e Paracetamol 500mg / dihydrocodeine 7.46mg (Paramol®) OTC
* |buprofen 200mg / codeine 12.8mg (Nurofen Plus®) OTC

e Co-codamol 30/500mg POM

e Dihydrocodeine 30mg POM

As detailed in the Royal College of General Practitioner’s guidance?®” 8, cases without
significant risk or complexity should be managed within primary care®” with support from the
multidisciplinary primary care team. Detail of self-reduction attempts and outcomes should be
available from primary care colleagues.

Only if management in primary care is unsuccessful or significant risk factors are identified,
should the case undergo assessment within ADRS’°. It is often appropriate for a more
prolonged period of assessment to take place to ensure a safe and appropriate treatment plan.
The following additional information should be gathered:

* Any ongoing need for opioid analgesia

e Start date and indication for opioid prescribing
* Review of clinical portal

* Discussion with GP to explore options

® Recent bloods (U&E, LFTs, FBC)

The conclusion of the assessment may be that ADRS treatment is not appropriate, for example
either if the level of opioid use is low and a step down regime supported by a recovery worker
(i.e. recovery hub in Glasgow) would be appropriate or if the individual requires ongoing opioid
pain management.

It is important to ensure that the individual fully understands their treatment plan and the
services provided by ADRS.

60 National Guidance for Child Protection in Scotland 2021

61 UN Convention on the Rights of the Child - UNICEF UK

62 The Promise Scotland, 2020

63 Notification of Concern Form (NHSGGC Staffnet)

64  Getting it right for every child (GIRFEC)

65  Assessing fitness to drive: a guide for medical professionals
66 Appendix 8 DVLA information leaflet
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Individuals who have been ingesting large quantities of paracetamol containing tablets

may require medical intervention’! with each case being judged according to amount

taken, when taken, person’s weight and presence of other health issues. Staggered

excess paracetamol ingestion can be discussed with the local acute medical on-call team.
Hepatotoxicity is unlikely if an individual is asymptomatic, has a paracetamol level <10mg/L,
has a normal ALT and an INR <1.3.

OST prescribing and detoxification may be indicated where the individual is subject to
significant harm from their drug use or sometimes where supported graded reductions have
been unsuccessful. Informed consent for OST should include robust understanding that

OST will replace OAD and include detail of shared understanding of alternative analgesia in
those with continued pain. Returning to informed consent throughout this process is key to
successful outcomes and balancing the risks of prescribing versus harms of ongoing opioid use.
Establishing dependence would follow similar principles for heroin use i.e. consistent history,
drug screens and presence of objective opioid withdrawal symptoms. Particular attention
should be paid to co-morbid physical and mental health problems as well as social problems
and child safety.

Buprenorphine should be considered first line treatment and initial doses and titration should
be cautious due to lower opioid tolerance. There should be a low threshold for case discussion
with a local senior clinician when considering methadone for OAD treatment.

Opioid Dose Conversions
Table 18: Examples of approximate opioid conversions (BNF and expert opinion)

Methadone
maintenance equivalent

Morphine equivalent

Dihydrocodeine 30mg 3mg 2.5mg to 3mg
Co-codamol 30/500mg x 2 tabs = 60mg 6mg 5mg to 6 mg

Tramadol 100mg 10mg 8mg to 10mg
Morphine sulphate 30mg bd = 60mg 60mg 50mg to 60mg

Equivalent opioid dose knowledge may be helpful in complex scenarios for example where an
individual has been in acute hospital and missed a number of days of methadone maintenance,
although dose reduction and titration may still be required due to differences in relative
potency and individual metabolism. Although various specialist pain resources’?”* may be
helpful, they give approximate equi-analgesic doses which are generally lower than OST
treatment conversions.

8.10 Pain Management

Management of chronic pain for an individual in OST treatment lies with primary care however
due to complexities it will often require collaboration between the GP, the individual, the ADRS
treatment service and in some cases pain specialists.

OST “replaces” opioids to prevent withdrawals and craving. It does not provide analgesia and
due to a number of factors, individuals on OST may feel undertreated and be left experiencing
chronic pain. Long term opioid use and resulting tolerance may cause changes in the way the
body perceives pain, modifications in neuronal tone which lead to a reduced pain threshold and
problems managing pain. Individuals on OST can experience stigmatised care where they are
judged to be “drug seeking” if in pain.

67 RCGP POM OTC medicines misuse and dependence Factsheet 1

68  RCGP POM OTC medicines misuse and dependence Factsheet 2

69 RCGP POM OTC medicines misuse and dependence Factsheet 3

70 RCGP POM OTC medicines misuse and dependence Factsheet 4
71 GGC Medicines — Treatment of Paracetamol Overdose
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The evidence for use of opioids is mainly from use in acute pain and pain at the end of life,
there is little evidence of benefit in long term use for chronic pain regardless of diagnosis.

Opioids hyperpolarize and reduce calcium entry into nerve cells, decreasing neurotransmitter
release and nociceptive transmission. However, the nervous system develops a tolerance to
opioids, requiring increased dosage for adequate pain relief. Evidence supports the short-term
efficacy of opioids for neuropathic and musculoskeletal pain but use for chronic pain conditions
remains questionable, in part due to tolerance and opioid-induced pain sensitivity.

Managing individuals understanding and expectations is key to more successful treatment
outcomes.

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.

Concerns should be sensitively addressed and symptom control should be assessed on an
individual basis. Multidisciplinary case discussion is encouraged, to agree a joint treatment plan
and outcome goals. Clinical risk assessment should include that under treatment of pain can
lead to relapse to street drug use.

As chronic pain can be of mixed origin, individuals should be assessed to identify the causes
of the pain and its key features in order to support the patient in the most appropriate way.
Medical and non-medical prescribers are encouraged to use a holistic view of pain, taking into
account patient circumstances, goals and values to ensure person centred approach in the
management of their chronic pain.

There should be discussions around risks of long term opioids for pain relief, side effects and
risks of strong opioids and lack of efficacy for chronic pain’* Empathic communication with

the individual and reassurance that pain will be managed optimally should form part of the
discussion. Discuss the potential for Opioid Induced Hyperalgesia manifesting as a paradoxical
worsening of pain with increasing opioid dose.

There is concern about opioid prescribing and opioid associated harms which include, lack
of efficacy, side-effects, dependence, tolerance, withdrawal and death. The main focus is to
support the patient with other pain management strategies and use non-opioid interventions
where possible:

e The goal is self-management of symptoms and a reduction in pain intensity in which
medication plays only a small part.

e Physical rehabilitation, exercise and psychological treatments are usually essential parts of
a pain management plan.

Part of the treatment plan should ensure that OST is optimised and it is the appropriate
treatment of choice for the individual. Aim to stabilise and optimise OST and use the
opportunity for review of treatment choice and discuss differences between methadone, trans-
mucosal buprenorphine and long acting injectable buprenorphine.

For individuals on methadone:
e Split the dose and administer twice or three times daily
e Titrate additional analgesia to effect
For individuals on transmucosal buprenorphine:
e Split the dose and administer twice or three times daily
e Titrate additional analgesia or
* Discontinue buprenorphine and provide alternative analgesia
e Change to methadone
Higher than normal doses of additional opioids are typically needed.

72 Dose equivalents and changing opioids | Faculty of Pain Medicine
73 Pain Management Opioid Dose Converter
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Individuals on buprenorphine may require particularly high doses initially which will then need
to be tapered down.

8.11 End of Life Care

People currently or previously prescribed OST can have particularly complex needs when faced
with a palliative diagnosis. Recent national palliative care guidelines’® emphasise the need for
individual care plans and joint working between drug treatment services and palliative care.
OST should be continued as substitution therapy and additional medication including opioids
added in for symptom control.

8.12 Comorbidity with Physical Health

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

Risks associated with respiratory disease

Medications used for OST, particularly methadone will cause reduced respiratory drive and

all individuals must be made aware of this. Individuals 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, other 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 signs of exacerbation. Sleep apnoea

can cause significant hypoxia at night and if suspected should be investigated. For individuals
who suffer exacerbations of chronic chest conditions or have chronic poor lung function,
consideration should be given to treatment with or transfer to buprenorphine given its lesser
potential to cause respiratory depression.

Many individuals in drug treatment services smoke tobacco. Community pharmacies are well
placed to support smoking cessation and this should be actively encouraged.

Risks associated with respiratory disease

Medications used for OST, particularly methadone will cause reduced respiratory drive and

all individuals must be made aware of this. Individuals 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, other 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 signs of exacerbation. Sleep apnoea

can cause significant hypoxia at night and if suspected should be investigated. For individuals
who suffer exacerbations of chronic chest conditions or have chronic poor lung function,
consideration should be given to treatment with or transfer to buprenorphine given its lesser
potential to cause respiratory depression.

Many individuals in drug treatment services smoke tobacco. Community pharmacies are well
placed to support smoking cessation and this should be actively encouraged.

Risks associated with cardiovascular disease

Methadone is thought to increase the risk of cardiac arrhythmias, particularly so in those with
pre-existing risk factors. Individuals with cardiovascular disease or significant cardiovascular risk
should be monitored and consideration given to the potential risks and benefits of transferring
from methadone to buprenorphine.

74 Prescribing and Therapeutics: Opioid Medication Leaflet
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Risks associated with liver 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. Individuals with known liver disease
should be monitored and OST doses adjusted accordingly. As with most other serious medical
conditions, risks associated with drug use are likely to outweigh those associated with OST.
Both methadone and buprenorphine are safe to use in individuals 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 individuals on OST, even
those who appear stable.

8.13 Comorbidity with Mental Health

MAT 9: All people with co-occurring drug use and mental health difficulties can receive mental
health care at the point of OST delivery

Individuals on OST 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 group and need to be alert to the possibility of a
significant mental health problem or mental illness. Investigation of significant adverse events
has demonstrated that co-morbid substance use and mental illness considerably heightens the
risk of adverse incidents and outcomes.

Psychological symptoms in those on OST are often multi-factorial in origin and are frequently
associated with:

e 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 opioid agonist
drugs at receptor sites causing displacement of methadone and protracted low grade
withdrawal symptoms.

A history of complex trauma is particularly common amongst those accessing OST. As noted
above, the distress and other difficulty associated with this may well be exacerbated by other
factors, commonly unhelpful relationships and the impact of depressant drug use. Staff must
retain a high awareness of the complex and all-encompassing range of emotional and cognitive
difficulties that many individuals suffer. These are often un-recognised or mis-interpreted and
difficulties in engagement wrongly attributed to lack of motivation or wilfully difficult behaviour.

75 Scottish Palliative Care Guidelines — Individuals with Substance Use Disorder
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Many individuals will have had a negative experience of past contact with health and social
services re-enforcing low self-esteem and low expectation of positive outcomes. Difficulties will
be evident throughout an individual’s journey and impact on initial engagement and ongoing
progress. It is vital therefore that all staff at all times adopt a trauma informed approach to all
care provided. This extends to prescribers, care managers, key workers and others who may
have even brief interaction on the phone or in other situations.

The majority of individuals accessing OST services are likely to have extensive histories of
complex trauma, the consequences of which may be intrinsically linked to the individual’s
drug use. Unaddressed trauma related issues are a significant barrier to people accessing, and
benefitting, from OST. Providing trauma-informed services can promote recovery and improve
outcomes for individuals, their families, staff and services.

Psychological trauma is everyone’s business. We all have a part to play in understanding and
responding to people recovering from trauma. Trauma informed care reflects a model that is
grounded in, and directed by, a complete understanding of how trauma affects an individual’s
neurological, biological, psychological and social development. Five key principles underlie
trauma informed care: safety, trust, choice, collaboration and empowerment. Service delivery
and the care provided should align with these principles, and drive change when necessary.
Trauma informed care can only be delivered as part of a wider system of psychologically
informed care. Local substance use psychology services can support implementation of

this standard.

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, individuals with a history of drug use

have a high incidence 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 OST 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. Individuals presenting with distress or thoughts of self-harm or new 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 OST. This would be the normal initial approach in most cases with
chronic low grade symptoms.
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In cases that require input from mental health services or psychotropic medication in addition to
OST, 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 individuals attending pharmacy for
interval dispensing of OST, opportunity exists for other psychotropic medication to be similarly
dispensed.

The mental health services and ADRS interface working guidance’® should be used to inform
care planning and service responses for individuals who have both alcohol and or drug
problems and require mental health care and treatment.

8.14 Significant Adverse Events

Incidents, near misses and events of concern occur to individuals who are receiving OST.

All incidents should be recorded on Datix which is the GGC incident reporting system and
managed under the GGC Significant Adverse Event policy and toolkit. Local ADRS services will
also have local operational guidance.

Controlled Drug incidents in ADRS are investigated by the ADRS Central Pharmacy Team and if
necessary concerns will be raised with the GGC Controlled Drugs Accountable Officer.

Incidents of challenging behaviour should be managed via board and ADRS policies and
guidance. It is important to acknowledge the impact of previous trauma experiences and
explore the antecedent treatment period to understand all aspects of the individual responses
and service delivery. Individuals who cannot be safely managed in core service will require MDT
discussion and a plan for a period of limited access treatment.

Any individual who dies during OST treatment or having recently been prescribed OST should
have the following information recorded in the electronic record and briefing note:

Table 19: Briefing note OST prescribing information.
What service prescribes? ADRS?
Shared care?

Which OST is prescribed?

i.e. methadone

What dose is prescribed?

What are instalment and supervision
arrangements?

Date of last OST in pharmacy or last
administered Buvidal

Detail of any take home doses on
that date

Summary of any risk factors
identified:

i.e. restart, recent NFOD, transfer of
care etc

76 MHS 03 GGC Adult MH & ADRS Shared Guidance & Specification for Interface Working
77 DATIX Incident Form

78 SAE Policy & Toolkit

79 GGC Partnerships Standards of Behaviour Protocol

80 GGC Partnerships Management and Reduction of Violence and Aggression

81 GGC ADRS Violence and Aggression reduction guidelines
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9.0 Appendices

This document must be saved/downloaded to open the embedded documents, they cannot be opened within the
browser.

1 | Subjective Opioid Withdrawal Scale

2 | Objective Opioid Withdrawal Scale

3a | Consent to Opioid Substitution Treatment — Methadone

3b | Consent to Opioid Substitution Treatment — Transmucosal Buprenorphine

3c | Consent to Opioid Substitution Treatment — Buvidal

4 | How to use the Primary Care clinical practice email

5 Buvidal Checklist and Administration Chart

6 | GGC ADRS Travel Letter template

7 OST Detoxification Planner (requires updating)

8 | Fitness to Drive — patient information leaflet (requires updating)

9 Contact details for GGC Blood Borne Virus clinical teams
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Name:

DOB:

Subjective Opiate Withdrawal Scale (SOWS)

Instructions: We want to know how you're feeling. In the column below today’s date and time, use the scale to write in a
number from 0-4 about how you feel about each symptom right now.

Scale: 0 =not at all 1 =alittle 2 = moderately 3 =quite a bit 4 = extremely

DATE
TIME

SYMPTOM SCORE SCORE SCORE SCORE SCORE

=

| feel anxious

| feel like yawning

| am perspiring

My eyes are tearing

My nose is running

| have goosebumps

| am shaking

| have hot flushes

©| 0o N o g b~ W N

| have cold flushes

=Y
o

My bones and
muscles ache
11 | | feel restless

12 | | feel nauseous

13 | | feel like vomiting

14 | My muscles twitch

15 | | have stomach
cramps
16 | | feel like using now

TOTAL

Mild Withdrawal = score of 1 - 10
Moderate withdrawal = 11 — 20
Severe withdrawal = 21 — 30

Source: Reprinted from Handelsman et al. 1987, p. 296, by courtesy of Marcel Dekker, Inc. . For use outside of IT MATTTRs Colorado, please contact ITMATTTRsColorado@ucdenver.edu
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Clinical Opiate Withdrawal Scale (COWS)

Patient Name CHI Date
Pre At 30 At 2 Comments
Dose mins hours

Resting Pulse Rate (after client has been resting for a minute)
0. Pulse 80 or below.

1. Pulse 81 - 100

2. Pulse 101 -120

4. Pulse 121 or over

Sweating (over past hour, not caused by room temperature or patient activity)

0. No reports 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 at assessment)

0. Able to sit still

1. Reports difficulty sitting still, but able to do so

3. Frequent shifting or extraneous movements in 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 dilates that only the rim of the iris is visible

Bones or joint _aches (if patient was having pain previously, only 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

Gl UPSET (over last 30 mins)

0. No Gl symptoms

1. Stomach cramps

2. Nausea or loose stool

3. Vomiting or diarrhoea.

5. Multiple episodes of diarrhoea or vomiting

Tremor (observe outstretched hands)
0. No tremor

1. Tremor can be felt but not observed
2. Slight tremor observed

4. Gross Tremor or muscle twitching

Yawning (observe during assessment)

0. No yawning

1. Yawned once or twice during assessment

2. Yawned three or more times during assessment
4. Yawned several times a minute

Anxiety / Irritability

0. None

1. Reports increasing anxiety / irritability

2. Obvious anxiety / irritability

4. Anxiety /irritability made prticipation in assessment difficult

Gooseflesh skin

0. None

3. Piloerrection of skin can be felt or hairs standing on arms.
5. Prominent piloerrection

Score (circle)

5-12 = Mild 13- 24 = Moderate 25-36 Moderately severe

More than 36 = Severe withdrawal
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Appendix 3 (a) Consent to Opioid Substitution Treatment — Transmucosal Buprenorphine

1. Purpose of Treatment
a) Reasons for OST rather than detox
b) Potential risks if not on OST
c) OST choice - differences of buprenorphine vs methadone vs Buvidal
d) Need for optimal doses
e) Reduction of harm, lifestyle stabilisation, abstinence
f) Likely time frame and potential for relapse on cessation
2. Requirements of Treatment

a) Need to attend pharmacy, daily initially

b) Supervision of consumption

¢) Requirement to attend clinical review, provide samples for screening
d) Share information with other care providers

3. Risks Associated with buprenorphine OST

¢ Ongoing dependence
e Loss of tolerance on cessation and risks of overdose and relapse
¢ Risks of missed doses

a) Respiratory Depression
i.  Enhanced risk with use of other drugs and/or alcohol
ii. Intercurrentillness
iii.  Asthma/COPD compliance with therapy, seek medical advice if
exacerbation
b) Potential impairment of cognitive and motor functioning
c) Potential risks and benefits in pregnancy
i.  Discuss if planning or are pregnant
d) Potential interactions with other medications
i.  Need to make doctors and pharmacy aware

4. Potential Risks to Others

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

5. Fithess to Drive

I confirm that he/she understands the purpose and benefits and risks of buprenorphine
treatment and wishes to proceed.

Signed..........coiiinnin Name .......coovviiiiee Date..............

| confirm that the purpose, risks and benefits of buprenorphine treatment have been
explainedtomeby ..o and | wish to proceed with treatment
Signed................o. Name.......oooeiiii Date..............

Emis MH upload code: ESCTIN24
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Appendix 3 (a) Consent to Opioid Substitution Treatment - Methadone

[ER

Purpose of Treatment

a) Reasons for OST rather than detox

b) Potential risks if not on OST

c) OST Choice - differences methadone vs buprenorphine vs Buvidal
d) Need for optimal doses

e) Reduction of harm, lifestyle stabilisation, abstinence

f) Likely time frame and potential for relapse on cessation

N

Requirements of Treatment
a) Need to attend pharmacy, daily initially
b) Supervision of consumption
¢) Requirement to attend clinical review, provide samples for screening
d) Share information with other care providers

3. Risks Associated with Methadone OST

Ongoing dependence

Loss of tolerance on cessation and risks of overdose and relapse
Risks of missed doses

Cumulative dosing-long acting opioid

a) Respiratory Depression
i.  Enhanced risk with use of other drugs and/or alcohol
ii. Intercurrentillness
iii.  Asthma/COPD compliance with therapy, seek medical advice if
exacerbation
b) Possible cardiac issues and QTc risk
¢) Impairment of cognitive and motor functioning
d) Potential risks and benefits in pregnancy
i.  Discuss if planning or are pregnant
e) Potential interactions with other medications
i.  Need to make doctors and pharmacy aware

4. Potential Risks to Others

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

5. Fitness to Drive

I confirm that he/she understands the purpose and benefits and risks of methadone
treatment and wishes to proceed.

Signed..........ooiin Name .......cooviiiiiieen Date..............
I confirm that the purpose, risks and benefits of methadone treatment have been
explainedtomeby ..o and | wish to proceed with treatment
Signed........cocoiiinnnn Name......c.coovviiiie Date..............

Emis MH upload code: ESCTIN24
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Appendix 3 (c) Consent to Opioid Substitution Treatment — Buvidal

[ER

Purpose of Treatment

a) Reasons for OST rather than detox

b) Potential risks if not on OST

¢) OST choice - differences of Buvidal vs buprenorphine vs methadone
d) Need for optimal doses

e) Reduction of harm, lifestyle stabilisation, abstinence

f) Likely time frame and potential for relapse on cessation

N

Requirements of Treatment
a) Need to attend weekly or monthly for injections
b) Importance of maintaining contact in-between injections if relevant
¢) Requirement to attend clinical review, provide samples for screening
d) Share information with other care providers

3. Risks Associated with Buvidal OST

Ongoing dependence

Loss of tolerance on cessation and risks of overdose and relapse
Risks of missed doses

Potential local injection site reactions

a) Respiratory Depression
i.  Enhanced risk with use of other drugs and/or alcohol
ii. Intercurrentillness
iii.  Asthma/COPD compliance with therapy, seek medical advice if
exacerbation
b) Potential impairment of cognitive and motor functioning
c) Potential risks and benefits in pregnancy
i.  Discuss if planning or are pregnant
d) Potential interactions with other medications
i.  Need to make doctors and pharmacy aware
ii. Issues with opioid analgesia

4. Potential Risks to Others

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

5. Fitness to Drive

I confirm that he/she understands the purpose and benefits and risks of buprenorphine
treatment and wishes to proceed.

Signed..........ooiin Name .......cooviiiiiieen Date..............

I confirm that the purpose, risks and benefits of buprenorphine treatment have been
explainedtomeby ..o and | wish to proceed with treatment
Signed........cocoiiinnnn Name......c.coovviiiie Date..............

Emis MH upload code: ESCTIN24
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HOW TO USE THE PRIMARY CARE CLINICAL PRACTICE EMAIL

It is the responsibility of the prescriber to inform GP by telephone/clinical
email at the point of starting OST and follow up with a letter detailing
assessment and treatment plan. Any further reviews and or changes to
treatment plan should be communicated in the same way.

GP clinical email swinbox address is standard with the practice code being
the XXXXX. It’s a useful way to send confidential individual info.

If information is urgent / important it should always be accompanied by a
telephone call to alert the practice as currently practices only have to read
clinical emails within 48 hours.

The clinical email is for transfer of information to the practice. It should
never be used to request actions.

The clinical email address for every practice is

goc.gpXXXXXclinical@nhs.scot

where XXXXX is the practice code — found on clinical portal.




mailto:ggc.gpXXXXXclinical@nhs.scot
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Appendix 5
Buvidal Checklist and Administration Chart — 2023 OST Guideline

Name:
CHI:
Mobile:
Worker:
Dr/NMP:

Clinic:

(x ) Checklist completed prior to first dose of Buvidal

( ) Informed consent form completed

( ) Additional consent discussion if buprenorphine naive

( ) Appropriate fitness to drive advice given

( ) Pregnancy test completed if appropriate

( ) Patient information booklet/sheet given

( ) Buvidal in stock/ordered from pharmacy

( ) Buvidal warning completed on EMIS and Portal

( ) GP notified and request to add Buvidal to ECS

( ) Pharmacy contacted to cancel any existing prescription

Buvidal Dose Weekly Monthly Weekly Monthly Weekly Monthly Weekly Monthly Weekly Monthly

(Please circle 16mg 64mg | 16mg 64mg | 16mg 64mg 16mg 64mg | 16mg 64mg

to indicate

dose) 24mg 96mg 24mg 96mg 24mg 96mg 24mg 96mg 24mg 96mg
32mg 128mg | 32mg 128mg | 32mg 128mg | 32mg 128mg | 32mg 128mg

160mg 160mg 160mg 160mg 160mg

8mg top up 8mg top up 8mg top up 8mg top up 8mg top up

Due date

Date given

Injection

side/site *

Signature and

name

Notes

*Injection sites: should be rotated between sites in the buttock (bu), thigh (th), abdomen (ab) or upper arm
(ua) with a minimum of 8 weeks before re-injection at previously used injection site. Injections on the
waistline or within 5 cm of the naval should be avoided

Daily dose
Buprenorphine

Dose of weekly
Buvidal

Dose of monthly
Buvidal

3 to 10mg 16mg 64mg
12 to 16mg 24mg Semg
18 to 24mg 32mg 128mg
24 to 32mg 160mg

EMIS Web Upload Code 85D
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Direct Line:




Our Ref:


 FILLIN "Enter Our Ref" \* MERGEFORMAT 
 FILLIN "Enter Your Ref" \* MERGEFORMAT 


Date:
  




To whom it may concern



Name:  






Date of birth: 
 




I am writing to confirm that (INSERT NAME) is a patient at the above alcohol and drug treatment service.



They will be travelling to (DESTINATION) on (DATE OF TRAVEL) and returning to on (RETURN DATE).  



(INSERT NAME) is prescribed the medication detailed below by our service.



			Medication


			Dose


			Frequency





			


			


			





			


			


			








Yours sincerely



(NAME)



(DESIGNATION)



Alcohol and Drug Recovery Service
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Planning Formal Detoxification from Substitute Prescribing






Name  _____________________________  CHI   _______________  Worker  ______________________


Indicators of Stability



			Time on stable dose


			





			Time drug free 


			





			Alcohol use



(incl breathalyser readings)






			





			Recovery supports


			





			BBV status / treatment


			





			Physical Health issues



 (?pregnancy)


			





			Mental Health issues


			





			Dental health issues


			





			Relationships


			





			Family / CFSW


			





			Offending / Justice SW


			





			Housing


			





			Debts / Financial Planning


			








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



			(include previous experience of detox and abstinence)





			





			





			








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 or Independent Prescriber


			





			





			





			








Plan for 6 Months Aftercare  -  Care Manager



			(access to drug free support services  / resources to maintain abstinence / naloxone)





			





			





			








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


			








Shared Agreement to Detoxification from Substitute Prescribing as per above plan



			Client signature


			


			date





			Care manager name and signature


			


			date





			Dr/NMP name and signature


			


			date
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_ Chief Officer Glasgow City Health and Social Care Partnership
O las q OWwW C T \1 David Williams Alcohol and Drug Recovery Services

MA (Hons) CQSW Festival Business Centre
150 Brand Street

Glasgow

G51 1DP

www.glasgow.gov.uk
www.nhsggc.org.uk

Driving: Advice for problem drug or alcohol users

Why have | been given this leaflet?

If you are attending the alcohol and drug recovery service it is likely that you have a condition that
affects your ability to drive.

The DVLA require that you tell them about these conditions if you have a driving licence — even if
you don’t own a car, or aren’t currently driving it at the moment.

What conditions must be discussed with the DVLA?
If you have a driving licence and:
e You have a problem with or are dependent on drugs or alcohol
¢ You take methadone or buprenorphine, even if you aren’t using any other drugs
e You persistently use illicit drugs — even if they are out of your system when you are driving

You are breaking the law if you hold a driving licence and do not inform the DVLA of
these conditions.

| take methadone / buprenorphine but haven’t used illicit drugs for years, will | lose my
licence?

If you are in treatment, and attend for regular reviews you may be allowed to keep your licence.
However, you need to check with the DVLA. If you do not inform the DVLA, your car insurance
may not be valid. Driving without valid insurance is breaking the law.

What will happen if | tell the DVLA about problem alcohol or drug use or dependence?

Your case will be considered by the DVLA medical officer to determine if any further action is
required. Use of illicit drugs usually results in loss of licence for at least 6 months while alcohol
dependence often results in loss of licence for at least 12 months. Getting your licence back
depends on stability, abstinence and a medical review.

Does a seizure related to drugs or alcohol mean that | can’t drive?
If you have had a seizure you need to inform the DVLA. Depending on the type of licence you
have this will lead to loss of your licence for at least 6 months, possibly longer.

What will happen if | don’t tell the DVLA?

It is your legal obligation to tell the DVLA of any conditions which affect your ability to drive. If you
don’t inform the DVLA you are breaking the law, and your car insurance may be invalid. This would
mean you are not protected in the event of an accident.

As professionals, we have a duty of care to the public, as well as to you. If we feel other road
users are at risk, we are obliged to inform the DVLA directly, even if this is against your will, in the
interests of public safety.

Further information is available at www.gov.uk/health-conditions-and-driving
or call 0300 790 6806 for more information about driving with medical conditions.




http://www.gov.uk/health-conditions-and-driving


http://www.glasgow.gov.uk/





ADRS OST Prescribing Guidelines

File Attachment

Please click here





Appendix 13 Contact details for GGC Blood Borne Virus clinical teams

HIV Treatment

If a service user is on medication to treat HIV it is usually issued from the same pharmacy
as the individual’s OST. If changing community pharmacy, the BBV outreach team and
HIV pharmacy team will coordinate moving HIV treatment. Please let them know details of
individual, old and new pharmacy and date of change:

BrownleePharmacy@ggc.scot.nhs.uk or 0141 211 3383

Hepatitis C (HCV) Treatment

If a service user is on medication to treat HCV it is usually issued from the same
pharmacy as the individual’s OST. It is short term treatment for 2 or 3 months and during
this time, HCV treatment cannot be moved between pharmacies. This should be
considered before treatment is started. If changing community pharmacy for OST cannot
be avoided, the HCV pharmacy team should be contacted urgently. Please let them know
details of individual, old and new pharmacy and date of change:

HepatitisC.PharmacyTeam@qggc.scot.nhs.uk or 0141 211 3367 / 0618

If a service user is being considered for a switch to Buvidal it is good practice to liaise with
the teams detailed above to discuss the risk benefit balance.




mailto:BrownleePharmacy@ggc.scot.nhs.uk
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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:

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

o Check baseline urea and electrolytes, liver function tests with GGT, full blood
count, vitamin By, 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).

o Complete urine drug screening — near patient test or lab sample

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

e 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.

e 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.





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

e 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).

e 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





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.





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.





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 (Omcg/100ml).

Dose & Freq Support/Supervision

Discuss supervision with the patient
e Evidence shows that Disulfiram is effective when supervised.

200mg daily ***

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,






it may be prudent for the person supervising to note the
disulfiram tablet markings.

e 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):

e 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.

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

e 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.

e More severe side effects” Psychotic reactions occur rarely, allergic
dermatitis, peripheral neuritis has been reported.

e 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.

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





* 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.
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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 Dose and Frequency
Patient
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.





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:

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

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

See SPC via link below:
http://www.medicines.orqg.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.orq.uk/EMC/medicine/25878/SPC/Naltrexone+Hydrochloride+5

0+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
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Appendix 2 Consent to Disulfiram Treatment

Fatient Mame:

CHI number: EMISweb Scanning code: EMISMOCOZTE

Consent to Disulfiram Treatment
1. Aim of Treotment
To support the prevention of relapse in alcohol dependence in conjunction with appropriate
psychosocial interventions.

2. AReguirements of Tregtment

& Remain abstinent from alcohaol

# adhere to medication supervision arrangements as agreed with addiction recovery senvice

« Comply with arrangements for healthcare practitioner and prescriber review, including checks to
confirm abstinence [bloods, breathalyser etc.)

# Engage with appropriate psychosocial activities to support abstinence from alcohol

« Safe custody, storage and disposal.

3. Risks Associated with Disulfiram

a. Relapse; disulfiram - aloohol reaction (DAR)

- Expected reaction [severe flushing, breathlessness, headache, heart palpitations, nausea and
vomiting)

- Severe reaction; tachycardia, hypotension, respiratory depression, chest pain, QT prolongation,
5T depression, arrhythmias, coma, comvulsions

- Rare complications; hypertension, bronchaspasm, methasmoslobinasmia (complication with
the supply of oxyzen to body tissues)

- Inrare cases death has ocourred

- Aall products (toiletries etc) used are required to be alcohol (ethanol, ethyl alcohol) free

b. Possible side effects, listed in order of severity and frequency:
[Frequencies quoted as per choice and medication leaflet and practitioner experience)
- Liver cell damage [rare)
- Psychiatric disorders (rare); deprassion, mania, paranoia, schizophrenia. Reduction in libido.
- Peripheral neuritis / Optic neuritis (rare)
- Encephalopathy (rare)
- Allergic dermatitis [uncommon)
- MNausea [ Vomiting (common)
- Drowsiness [/ Fatigue during initial treatment (common)
- Halitosis [comman)
3O choice ond Medication Patient Information Leaflet provided
https )/ fwanw cholceandmedication.org/nhsa 4/ senerate ‘pill disulfirarm pdf

. Potential risks and benefits in pregnancy
Pragnancy test may be necessary / Report if planning or are pregnant
O Pregnancy Patient Information Leaflet provided (please tick)

https:fwaow chokeandmedication.org/nhs2 4/ zenerate/handyfact sheet pennataldisulfirarm. pdf

d.  Meed to make all treating doctors and pharmacy aware (carry patient treatment card) e g. if
admitted to hospital for an operation

1 have fully discussed disulfiram with ..o ] [
Note particular risks emphasised or concerns raised

| confirm that hefshe understands the purpose, benefits and risks of disulfiram treatment and
wishes to proceed.

1= TR Print Name ......... Date

| confirm that the purpose, benafits and risks of disulfiram treatment have been explained to me by
the above and | wish to proceed with treatment.

SEned. _Print Mame ... Diate. ...
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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
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Appendix 4

Disulfiram Prescription Examples

Mr James Bond

50 Moonraker Drive
Parkhead Glasgow

G 3 T i B ©

0101791111

Disulfiram Tablets
Send <28> tablet

Daily

On Day Of Collection

00698
Addiction Services

Tel No. 0141 800 0660
1000000

140664

Dumwmye- P S2E 0.4

99 Saracen St, Glasgow, G22

-
-

Any . Glasgow Addiction Service

00830083

NATIONAL HEALTH SERVICE (SCOTLAND)

200 mg
Label 1Tab Daily Supply 1Tab

Breathalysed And Supervised

<000000000323278009> ;
Dose and instalment: |7 : : * ¢
one tab daily, it s
7 day pharmacy. e

2015

SAP

GP10(SS)(5)

Mr James Bond

NATIONAL HEAI

50 Moonraker Drive
Parkhead Glasgow

Ml 0101791111

Tablets
tablet
DAILY
B DAI

Disulfiram

<000005000323278009>
*

A T S S
I T
T T T

23.11.2015

Quwpes-QhTtenT
00698
Any . Glasgow Addictiol
Addiction Servic

99 Saracen St, Glasgow
Tel No. 0141 800 0660
1000000

w, G22 5AP

00830083

OTLAND) |

TH SERVICE (S¢

200 mg

-| Dose and instalment:
| one tab daily Mon-Sat,
.| 6 day pharmacy.

n Service

Mr James Bond

NATIONAL HEALTH

50 Moonraker Drive
it Parkhead Glasgow

0101791111

ulfiram Tablets
Send <24> tablet

Lab 'ABS MON 2TABS
2TABS FRI SUPPLY 2T
WED FRI
Breathal
On Day C

d Anc

009>
Dose and instalment: R
2 tabs Mon, Wed, Fri. “ o
20.11.2015
Dummythreg :
00698
Any 3 ow Addiction Service
Add ervices -
99 8t, Glasgow, .
Te No. 41 BOD 0660
1000000
2909140691 00830083

f Collection
<000000000323278

SERVICE (SCOTLAND)

200 mg

Supervised

Mr James Bond

50 Moonraker Drive
Parkhead Glasgow

6.3 1 1 BT

ot 0101791111

Disulfiram Tablets
Send <28> tablet

NATIONAL HEALTH SERVICE

seariaaT]

200 mg

Label 3TABS TUES & 4TABS I
TUES & 4TABS RI
and Supervised
llection
<000000000323278009>
* * * * * M .
. . . . . | Doseand instalment:
.« +« + « | 3tabs Tues, 4 tabs Fri.
20.11.2015
Oummy Paricr” ; 2
00698
Any . w Addiction Service
Addic 8 -
9! lasgow, G22 SAP
Te o. 01 0660
1000000
92909140637 00830083 -
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Mr James Bond
G 31

Disulfiram Tab

Label 2TABS MON

ABS ON FRIDAY

T v S

T S g

P S S S

NATIONAL HEALTH SERVICE (SCOTL ‘..\fﬂ

50 Moonraker Drive
Parkhead Glasgow

118 R v

I
[N 0101791111

lets 200 mg

Send <24> tablet

WED FRI

25/09/2015

Breathalysed And Supervised
On Day Of Collection

<000000000323278009>

Dose and instalment:
2 tabs Mon, Wed, Fri,
with one take home dose.

- * * * o el
Qommq!ﬁmm
00698
Any . Glasgow A
Addiction Ser
99 saracen

Tel No. 0141 80
1000000

92909140682

T
*  x *
* ok *
% *
¥ T R
Wt Frr e
* * *
N
R
* ko
*  *
—% %k
20.11.2015

ddiction Service
s

, Glasgow, G22 SAP

0 0660

0083008

m NATIONAL HEALTH SERVICE (SCOTLAND

620001
29091

40673 00830083

Mr James Bond

50 Moonraker Drive
Parkhead Glasgow

G 31 1. BT

0101791111

Disulfiram Tablets 200 mg

Send <24> tablet

Label 2T MON WED FRI

MON WED FRI

D AY 28/08/2015

Breathalysed And Supervised

On Day Of Collection
<000000000323278009>

I e, |
" M Sl T
O S S S

Dose and instalment:
2 tabs Mon, Wed, Fri,
with one week take home.

U PO
% % % % % A 3 % 2 ¥ %

e T S

20.11.2015

Te
1000000
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Appendix 5 Disulfiram Patient Treatment Card

You have been prescribed Disulfiram tablets and you must not consume any alcohol as long as
you are taking this medicine and for at least 14 days after stopping treatment. If you are taking
‘other medicines particularly cough syrups and tonics you should check with your doctor or
pharmacist to make sure they are safe to take with Disulfiram.

The following preparations should be avoided as they may contain alcohol: perfume,
after-shave or other toiletries; some vinegar; pickles and sauces. Caution should also be
exercised with alcohol-free or low-alcohol beers and wines which may provoke a reaction
‘when consumed in sufficient quantities.

Please carry this card with you at all times to make sure you receive the correct treatment
in the event of an accident or sudden illness.
Fyou get any side effects, talk to your doctor, pharmacist or nurse. This includes any possible
listed in the package leaflet. You can also report side effects directly via the
e at www.mhra.gov.uk/yelloward

you:‘cian help provide more information on the safety of this medicine.
' www.tevauk.com

10l in any form until 14 days after stopping
7 rug metabolizing enzymes and may
(see SPC for full details).

Request these from Teva® (email: medinfo@tevauk.com) or contact the

Alcohol Pharmacist (email: Jennifer.Torrens@ggc.scot.nhs.uk).

19



mailto:medinfo@tevauk.com

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



Appendix 6 EMIS Scanning code: 38G1

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: CHlI: Date:

Enter scores at time zero, 30min after first dose, 2 h after first dose.

Pre dose At 30 At 2 hours
minutes

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 ¥2 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
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Clinical Opiate Withdrawal Scale (COWS) continued

Pre dose

At 30
minutes

At 2 hours

Gl Upset: over last ¥2 hour

0 no Gl symptoms

1 stomach cramps

2 nausea or loose stool

3 vomiting or diarrhoea

5 Multiple episodes of diarrhoea or vomiting

Gl Upset: over last ¥z hour

0 no Gl 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

ATTENTION/MEDICAL PERSONNEL!

This patient is taking the oral
opioid antagonist naltrexone
(naltrexone hydrochloride 50 mg film-coated tablets).

NTX02_16UK

Non-opioid analgesia should be administered in case of emergency need
for analgesia.

If this patient should require analgesia with an opioid, the amount of
opioid required to achieve a given level of analgesia may be greater than
usual, and the resulting respiratory depression may be deeper and more
prolonged. In such circumstances a rapidly acting analgesic that minimises
respiratory depression is preferred. The amount of analgesic administered
should be titrated to the needs of the patient, and the patient should be
monitored closely by appropriately trained personnel in a hospital setting.

Please refer to Summary of Product Characteristics for further information

on naltrexone.

For further information medical

personnel should call: ®°

AOP Orphan Pharmaceuticals AG (UK) & AOP ORPHAN
on 01212624119 FOCUS ON RARE DISEASES

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




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




image1.jpeg
NHS
N~

Greater Glasgow
and Clyde




image10.jpeg
NHS
N~

Greater Glasgow
and Clyde




