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Background

e Demand for Medication Assisted Treatment for Opioid
Dependence (MATOD) exceeds capacity

¢ In Victoria, it was estimated that there were 1054
prescribers for 14,804 people in 2021
e |n the last 5 years have lost 386 prescribers

e Efforts to attract and retain new prescribers have
largely been unsuccessful
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Presentation Notes
The EPIC-MATOD study was initiated in 2019 with the aim of addressing some of the barriers people face in accessing treatment for opioid use disorder. Methadone and buprenorphine remain first-line treatments, however there is a shortage of medical practitioners willing or able to prescribe these medications. As a result, MATOD provision is increasingly concentrated among a small number of prescribers, many of whom are now nearing retirement age. In Victoria alone the number of prescribers has fallen by almost a third in the last 5 years. Recruitment and retention of prescribers has been an ongoing challenge, and efforts to build MATOD capacity through GPs have largely been unsuccessful. 


Extending the role of Community Pharmacists to
improve access to MATOD

e

o 92% of MATOD supervised dosing in Victoria WHU NITY PHARMACY Open 7 days
occurs in community pharmacies

e Broader geographical spread of MATOD
pharmacies compared to prescribers

e Opportunity to extend roles within pharmacist
scope of practice
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Developing new models of care has potential in improving access to MATOD, and community pharmacists are well-positioned to take on expanded roles in the management of MATOD patients, particularly in Victoria where 92% of supervised dosing occurs in the community, and there is broader geographical spread of MATOD pharmacies compared to prescribing clinics. 

Currently, pharmacists’ recognised clinical roles are limited to dosing and providing feedback on patient attendance and stability when contacted by the prescriber, however their engagement has often been more extensive. During the COVID-19 pandemic pharmacists informally took on additional roles and responsibilities to support prescribers who were unable to see patients face-to-face, although this was done in the absence of clear procedures and defined responsibilities, or training to support this. These extended roles in MATOD-related clinical decision making are yet to be formalised and evaluated, but there are clear opportunities to extend the involvement of pharmacists within their current scope of practice. 


.

Collaborative care models of MATOD
internationally

 Pharmacist-prescriber shared-care improves treatment
access & retention & reduces prescriber workload
(DiPaula and Menachery 2015)

 Collaborative model was safe, considered highly feasible
by both pharmacists and patients, and adaptable to
changing patient needs during COVID-19 (Green et al.,
2020)

 Physician-delegated induction with buprenorphine
associated with higher retention than usual care (Green
et al., 2023)
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Presentation Notes
Collaborative care models that allow pharmacists to provide a greater range or level of care within their existing scope of practice have been develop to assist in the management of a range of chronic conditions, most commonly physical health conditions such as diabetes and cardiovascular disease, and more recently mental health conditions including depression. 

Overseas, there have been a few recent examples of collaborative care models for MATOD that include pharmacists, which have had some promising findings so far. One US study found a pharmacist-prescriber shared-care arrangement improved treatment access and retention, and reduced prescriber workload as well as overall healthcare costs. More recently, a pilot study found that a collaborative model was safe, considered highly feasible by both pharmacists and patients, and adaptable to changing patient needs during the COVID-19 pandemic. Patients also appreciated the low levels of stigma they felt accompanied the pharmacy setting. In Rhode Island a model where pharmacists facilitated induction with buprenorphine and provided follow-up care was associated with higher retention at 1-month than usual care.

In Australia, there has been some research exploring attitudes towards collaborative care for MATOD, but leveraging pharmacists to improve access remains an underutilised strategy. 



Enhancing Pharmacist Involvement in Care
(EPIC)-MATOD project

» High levels of socioeconomic disadvantage and opioid-
related harm relative to other areas in Victoria

* Poor public transport (2 hrs to get to a prescriber) Legend

« 15 MATOD prescribers in the whole region with most i
patients managed by 2-3 prescribers in Frankston (est. 1400 N B
patients each) .

- Efforts to T GP prescribers have failed ' o
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The project was developed with the aim of developing, implementing, and evaluating a collaborative model to better utilise pharmacists and reduce geographic barriers to care in the FMP region of Victoria. The FMP is a region with high levels of opioid-related harm and approximately 1,400 MATOD patients, many of whom reside in low SES on the peninsula such as Hastings and Rosebud West, where it can take up to two hours to reach the Frankston CBD by public transport. Mapping done with the A4PN shows how the MPS had virtually no prescribers - in total, there were 15 MATOD prescribers in the whole region with 2-3 prescribers in Frankston managing most patients (est. 1400 patients each). In recent years there had been substantial investment in expanding prescriber numbers, but efforts to increase GP prescribers in the region had failed. So this was an ideal location to trial a collaborative pharmacist-prescriber model of care.



Developing partnerships to guide development
of a Collaborative Care Model

- FMP-PCP & Peninsula Health, MARC, peak professional
bodies (AMA, RACGP, Pharmacy Guild, PSA, HRVic)

- Area Pharmacotherapy Network

- Collaboration & involvement of peak bodies key to ensuring
co-design

- Peer involvement at every stage
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Settings assessment & co-design with Clinical
reference group

Interviews with consumers, pharmacists, prescribers and other stakeholders (n = 30)

Identify barriers and enablers to address through implementation
« Understand training needs

» Confidence/competence

 Attitudes to collaborative care arrangements

» Resource needs

» Physical space requirements in pharmacies
 Information sharing and clinical record keeping systems

Workshopped model of care with Clinical Reference Group

PR, MONASH
Q) Peninsula Health University
@drsuzinielsen Y


Presenter
Presentation Notes
Co-design with seed funding – important to test what would work and be acceptable on the ground


* Training and competency assessment (OSCE) to support prescriber confidence to delegate tasks

* Individualised treatment agreements to inform care

* Flexibility to delegate (or not delegate) specific tasks (dose adjustment, adjusting takeaway doses,
and reinducing patients after missed doses), depending on patient needs and pharmacist
relationship

« Standardised review process, validated tools, clear points for contacting the prescriber,
structured reinduction protocol

« Extensively reviewed Clinical Practice Guidelines to support practice

 Requirement for separate room or confidential space

* Remuneration to allow scheduling of additional pharmacist

* Dosing fees paid for in the pilot study to remove this as a confounding factor

* Clearly specified communication requirements (e.g., Communication log and standardised forms
for clinical records)

* Changes in the treatment plan communicated by pharmacist within 24hrs
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A protocol-based model of care was developed to incorporate these features, with delegation of care (to adjust doses, adjust unsupervised doses and reinduct patients) via an individualised treatment agreement, agreed to by providers and patient.    



Training requirements

. EPIC-MATOD training and OSCE 9%~~~

- Victorian Opioid Pharmacotherapy Program (PSA) RESELE

Sv? Pharmaceutical
» Society of Australia

. Long-acting Injectable Buprenorphine (PSA)

- Mental Health First Aid/Suicide Prevention \" MENTAL
- o

HEALTH

FIRST AID
"\ Australia
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A prerequisite training programme for pharmacists has been developed, which includes an online module hosted and accredited by the PSA followed by an Objective Structured Clinical Examination

Other training

Clinical support also provided by Area 4 GP mentors 


Collaborative Treatment Agreement

Minimum pharmacy review frequency (determined by the prescriber)

Appendix 4: Collaborative treatment agreement (CTA) o The patient should be reviewed by the pharmacist at least every weeks until [date]
*  Pharmacist reviews must be documented in the patient file and an electronic/faxed copy provided to the
Enhancing Pharmacist Involvement in Care in Medically Assisted Treatment for Opioid Dependence (EPIC- prescriber within 24 hours of review completion.
MATOD)
Collaborative Treatment Agreement Delegation of tasks
*  The delegated pharmacist will provide services to assess progress in opioid agonist treatment and make
[SAMPLE AGREEMENT]: This document establishes formal agreement for the participating pharmacist(s) to recommendations for treatment, including opioid agenist therapy changes. Opioid agonist therapy changes
continue, discontinue, taper, and modify opioid agonist treatment within a shared care treatment plan. This will be documented in the review summary which will form part of the patients file, with an electronic/faxed

agreement is to serve as a delegation of specific roles functions and authority by and between prescriber(s) and the copy provided to the prescriber within 24 hours of completion.
pharmacist(s) herein. A formal guidance document for collaborative-care with opioid agonist treatment will provide *  The pharmacist{s) may alter the opioid agonist treatment regimen within the following parameters, and
a detailed description of the type and extent of services the pharmacist(s) will provide. This will ensure that each according to the study clinical guidance document:

patient referred to the pharmacist(s) for opioid agonist treatment will receive a pre-established standard of care.

and the referring provider(s) will have detailed information about the services the

Qualifications of participating pharmacist
®  Pharmacist(s) must be registered with AHPRA and completed the shared—cT. l'h t: h I'lll". & H ﬂt
credentialing

delegated

Qualifications of participating prescriber

*  Medical practitioner(s) participating in this agreement must hold a currem
opioid-dependent person with methadone or buprenorphine and have con 1 . M J us t dﬂ [ 2 u[ Eml‘w ey t h o A nE i uf mE Iﬂ D
2 of the training for pharmacotherapy prescribers outlined in the Victorian —
opioid dependence Iri E I:E r d 3 ?

Informed consent

*  Prior to providing services to patients pursuant to this agreement, the pre:
from each patient, which will be reflected by signing this agreement. :
*  Signing the treatment agreement shall indicate consent for: (1) the releas: ¥

Determine the number of takeaways provided a week, between the range of a
b he ph d iber; (2) th ices the pati .
the pharmactt and (3) avaenens of the rght to o ot ang e to (Mot applicable for LAIB)

‘may withdraw consent at any time by submitting a verbal or written reque
* Currently, collaborative care is only available as part of the ‘Enhancing Pht
Medication Assisted Treatment for Opioid Dependence’ Study. Consent fo

data for research purposes willbe obtained separately. 3. Perform a review and recommence treatment if the patient has missed 4 consecutive | O
Communicating/acceptable methods of communicati doses, but no more than 28 consecutive buprenorphine doses (or LAIB equivalent) or

o Al mm:nuniccrlﬁun of health information, including via electronic means, r.
patient’s privacy. All personal and health information must be handled in ¢ I ] ] r 1 B y
Rocords Avt 2001 anel The Information Privocy Act 2000, & consecutive methadone doses, provided the prescription is still valid.

* Communication relating to clinical care will occur within timeframes outlir,

Individualised agreement

Signature, Date
Scope of disease agreement .
®  Pharmacist(s) and collaborating prescriber(s) will manage patients receiving medication assisted treatment Patient (Name) (DOB)
for opioid dependence.
Sig Date

Eligibility _ . M N S
* Patients with a serious medical condition that, in the opinion of the study medical clinician, would make Pharmacist (Name) (Practice Address) ( ) A H

participation difficult or medically hazardous/unsafe this could include will not be eligible to participate. sig U n |v e rS | ty

These conditions may include but are limited to acute psychiatric disorders, presence of suicidal or homicidal

ideation and pregnancy


Presenter
Presentation Notes
**Highlight that all parties sign so there is clarity for everyone about what is delegated. 


.

Pharmacist review summary

 Completed by the pharmacist and
sent to the prescriber within 24
hours of completion

* Includes items from the ATOP and
TEA

e Short (~15 min) but with key
prompts around stability and risk
factors

* Developed to facilitate pharmacists’
clinical record-keeping and provide
consistency in reviews

Peninsula Health

Appendix 6: Pharmacist review summary

Review summary — to be completed by the pharmacist with the patient [not for patient self-complete]

Patient (Full name): D.0.B: I/

(name, for and dose):

1. How have you been feeling with your current pharmacotherapy dose?
Consider any withdrawal symptoms or sedation, comfort throughout the day, sleep and side effects

2. How are you doing with substance use? Think about the frequency and amount of your substance use,
money spent, extent of drug cravings, any negative impacts of substance use on your life

Poor [} 1 2 3 4 5 6 7 8 9 10 Good

2a. Have you used any non-prescribed opioids since the last review?
If yes: record type of drug used and patterns of use

2b. Have you used any other substances (including alcohol) since the last review?
If yes: record type of drug used and patterns of use

2¢. If yes to 2a or 2b Have overdosed on any substance since the past review?
If yes: record type of drug/drugs involved, outcome, etc (e.g., ambulance called), and ensure naloxone provided

3. How would you rate your physical health? (extent of physical symptoms and bothered by illness)

Poor o 1 2 3 4 5 6 7 8 9 10 Good

hological health? (anxi dep lon, probl with - and feelings)

4. How would you rate your
Poor 1] 1 2 3 4 5 3 7 8 9 10 Good

How would you rate your overall quality of life? (e.g., able to enjoy life, get along with family and partner,
satisfied with living conditions)

Poor o 1 2 3 4 5 6 7 8 9 10 Good

[Where scores for physical or psychological health, or quality of life are low (5 or less) or 2 points lower than the
previous review, direct contact with the prescriber is required to determine what, if any action is needed]

For patients on unsupervised doses, also confirm storage arrangements for these doses at home. Where
the treatment plan includes monitoring specific aspects of health, be sure to alse ask about these

End of patient assessment. Document review over page.

in substance use and/or other risk factars)

Risk (refer to far PR of y doses if N/A
Inciude details of any significant concerns or changes in risk level: if not applicable, check ‘N/A”
a.  Significont changes in substance use, stability, or risk-level {document details, and check SafeScript o
to confirm recent use of monitored medicines):
b. Significant deterioration or change in mental or physical health (including pregnancy) (m]
© Emergence of significant psychosocial issues (e.g.. homelessness, domestic violence, child protection

concerns) o
d. Emergence of any patient-specific referral flags (as noted by the prescriber in the

treatment agreement) g
Review of current 1 any )

a. and treatment e (any missed doses or interruption to regular opioid use) o
b. Dose adegquacy, withdrawal symptoms or side effects present (m]
[ Chonge in suitability for takeaways, or change in level of supervision that is oppropriate {changes o

Summary of Subjective and Objective information and Assessment considering treatment goals (refer to
individualised treatment plan)

Changes in treatment PLAN (dose, unsupervised dosing, review frequency or other details)

[ate of review: dd 7 mm vy

Time taken to complete cesisw
Copy of review document sent to prescriber? YES / NO Details:

Review completed by (Name of pharmacist) Signature
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Review form
Primary piece of documentation for sharing clinical review information, completed by pharmacist and sent to prescriber within 24 hours
Includes validated items from the ATOP (used across NSW health) and TEA (Ling) 
Designed to be relatively short to complete, but with key prompts around stability and risk factors 
Developed to facilitate pharmacists’ clinical record keeping skills (pharmacists not usually making clinical notes about a patient)

[Note for ali – they may not be able to see form so you may need to walk through what is on it in terms of the question domains, the risk factors and the SOAP notes format]



.

Current practice vs EPIC-MATOD model

Current practice

Patients attend regular appointments with their prescriber for  Pharmacists conduct face-to-face assessments at the
treatment reviews (range in guidelines) frequency determined by the prescriber (meaning patients
see the prescriber as little as once every 6 months)

Pharmacists cannot adjust doses unless range is prescribed  Pharmacists can adjust doses

Pharmacists need to contact the prescriber for authorisation ~ Pharmacists can determine the number of takeaway doses
to change the no. of take-away doses provided a week

Patients need to be seen by their prescriber to be re-started ~ Pharmacists can reinduct patients after a pre-specified
onto MATOD if they have missed 4+ doses number of missed doses (up to 6 for methadone, and 28 for
buprenorphine)
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Under the current Victorian ‘Policy for maintenance pharmacotherapy for opioid dependence’ patients need to attend regular appointments (as often as fortnightly as req’d by guidelines) with their prescriber for treatment reviews, and attend pharmacies initially daily for supervised daily consumption of doses. Pharmacists have limited capacity to adjust doses; currently some prescribers provide dose ranges on the prescription, but they are generally narrow. Patients also need to be seen by their prescriber to be re-started onto MATOD if they have missed four or more doses of methadone or buprenorphine, while pharmacists dispensing MATOD need to contact the patient’s prescriber to get authorisation to change the number of take-away doses. 

Tasks delegated to pharmacists over the 6-month period covered by the treatment agreement
Pharmacist reviews: Pharmacists will conduct face-to-face assessments, providing information back to the prescriber on any changes in health, dosing or supervised dosing arrangements, according to the frequency of review outlined in the collaborative treatment agreement (and in accordance with the current Victorian pharmacotherapy Policy) 
Three optional tasks, with parameters: prescriber has the discretion to delegate or not delegate these (with patient consent)
Dose adjustments, within a set range (optional)
No. takeaway doses provided a week (within a set range
Reinduction, following pharmacist assessment and in accordance with a re-induction protocol







The EPIC-MATOD implementation study'”

(ACTRN12621000871842)

Hybrid Implementation-Effectiveness Trial design

Treatment cohort Comparison cohort Prescribers and
(n = 60) (n = 60) Pharmacists

(n = 12-15)

=
Contents lists available at ScienceDirect

RESEVCEA SR

AVBNSTRATIVE AR

Research in Social and Administrative Pharmacy

RSP

ELSEVIER journal homepage: www.elsevier.com/locate/rsap

Baseline interview, Baseline interview A prospective, multisite implementation-efficacy trial of a collaborative
prescriber-pharmacist model of care for Medication Assisted Treatment for

Opioid Dependence: Protocol for the EPIC-MATOD study

Suzanne Nielsen *, Ali Cheetham ®, John Jackson , Sarah Lord ¢, Dennis Petrie ©, David Jacka ',

26 weeks treatment, ooty S b
Louisa Picco ”, Kirsty Morgan

3~ and 6-month
Interviews

3-and 6-month

I nlewlewﬁ * Monash Addiction Research Centre, Eastern Health Clinical School, Monash Universiey Peninsula Campus, Frankston, Victoria, Australia
® Frankston Mornington Peninsula Primary Care Partership, Peninsula Health, Australic
€ Centre for Medicine Use and Safecy (CMUS), Faculty of Pharmacy and Pharmaceutical Sciences, Monash University, Melbourne, Victoria, Australia
o Pharmacotherapy Mediation, Advocacy, and Support (PAMS), Harm Reduction Victoria, Australia
® Centre for Health Economics, Monash Business School, Gaulfield East, Vicroria, Australia
f Monash Health Drug and Aleohol Service, Monash Health, Melbourne, Vietoria, Australia

Linked MBS and PBS Linked MBS and PBS
data for health data for health
economics analysis economics analysis
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Outcomes (mapped to the RE-AIM framework)

Number of pharmacists, prescribers, and patients recruited

S50\ 3SR 26-week retention; substance use, mental health, physical health, quality of life

ADOPTION Number, proportion, and geographical representatives of the MATOD pharmacists and
prescribers; extent to which pharmacists & prescribers implement the model
Fidelity with treatment protocol, time and costs to deliver model of care, treatment

IMPLEMENTATION o , o . .
satisfaction and healthcare provider satisfaction, barriers to delivering the model of care

L GE T T8 Retention of pharmacists and prescribers in model of care
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Results (so far)

Pharmacists recruited: 12/7
* 12 pharmacists from 9 pharmacies: 6 (from 5
pharmacies) providing collaborative care

Prescribers recruited: 2/? '..
o 2 prescribers from 2 clinics "‘

(Frankston and St Kilda)
Patients recruited: 30/120
o 20 collaborative care, 10 controls
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So far, we are on our way to meet out recruitment targets, although there have been a few hurdles along the way. We initially began recruiting pharmacists in late 2021, but few had capacity to begin training given the vaccine rollout in community pharmacies, plus staff shortages. In response to this, recruitment was paused for 3 months and recommenced in April 2022. 
 
Since then recruited 12 pharmacists from 9 pharmacies, with 6 having completed the training and the OSCE and begun providing collaborative care (2 more should be doing their OSCE next week). Our original recruitment target was 6-10 pharmacists, but we will keep recruiting until our target of 60 collaborative care participants is reached.
 
With prescribers, we initially focussed on the main clinic in Frankston that holds most of the permits for the FMP region. However, given the lack of prescribers in this area (2 at 1 clinic, and some leaving the area after starting the study), we decided to also reach out to clinics in St Kilda and broaden the reach of the project from the FMP specifically to Melbourne’s Southeast. This led to the recruitment of two pharmacies outside the FMP.
Across the 2 prescribers and 5 pharmacies we have 20 collaborative care patients and 10 controls recruited (goal is 60 per arm)
 


“‘Really satisfied with it. It’s

Early |eamings just easier...l only have to

go to the one place”
[Patient]

» Model appears to be feasible and acceptable
to patients, pharmacists, and prescribers

* Prescribers have typically delegated all tasks
to pharmacists

« Benefits for patients include greater
convenience and fewer appointments with
their GP

“Frankston is a long way away,
it's a good 40-45 minutes away
from here, so...when | don't have
a car or a license it makes it
pretty hard” [Patient].

| just feel like | can talk to
[pharmacist] a lot easier about
what | need to do for me, to get
better [Patient]
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The first patients have now reached the 3-month mark, so we’ve had the opportunity to start doing some in-depth interviews with participants about their experiences with the model. Early results suggest the model is feasible and from what we’ve been told so far has been received well by patients, pharmacists, and prescribers. Prescribers have been comfortable delegating all three tasks to the pharmacists taking part, and pharmacists have so far been happy to take these on. 
 
Patients have appreciated not having to travel to see their prescriber, with particular benefits for those further down the Mornington Peninsula in suburbs like Rye and Rosebud. Some were travelling up to an hour and a half by bus to get to the Frankston CBD, and through speaking to pharmacies it’s become evident that some people are travelling even further than that – one patient in Crib Point who travels up to Clayton to see their prescriber – which is 70km and up to 3hrs on public transport. 
 
In addition to greater convenience, for some patients the model is also leveraging a positive relationship with their pharmacist. They’ve described being able to be more open about their problems, which could potentially translate into health benefits (although no data on this yet)


Early learnings - Reach

* Prescribers and pharmacists felt currently stable
patients were the focus

* Prescriber involvement may be particularly
important to patients with more complex health
needs

* To have greater impact, a broader range of
patients would need to be involved (e.g.
patients with complex needs require more
prescriber time)

"~ MONASH
University

Peninsula Health

@drsuzinielsen Y


Presenter
Presentation Notes
Although the eligibility criteria for the study are deliberately broad to allow enrolment of a diverse group of participants, so far there has been a tendency for pharmacists to choose more stable patients. This is not unexpected given this is new territory for them, and we are finding that pharmacists are identifying additional patients they’re happy to take on as the study progresses.
 
One pharmacist also noted that when speaking to patients about the study, those with more complex needs wanted to make sure they’d still be seeing their doctor, because they often had other mental or physical health needs that they needed medication for. This echoes what we found in the settings assessment – while we’re not aware of anyone who has declined to take part for this reason, addressing apprehension among people with more complex needs (as well as their pharmacists) might be important to recruit a broader group of participants. 
 
From speaking to prescribers, the overall impact of the model on their workload is likely to be dependent on the willingness of pharmacists to take on patients with more complex needs. 



S
Early learnings - Adoption

C C
» High level of interest but moderate uptake P € \a
among pharmacists S_ “\\*" Ik ° ‘ C
* Difficult for some (but not all) to balance \ [t Vil lf |
with the demands of their regular workload | | ‘eas g4 \
» Ongoing staff shortages in some . | T PR
pharmacies [l' A U
 Has utility for regions beyond the FMP \__; N-\_’
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In terms of adoption, it’s been relatively easy to engage with pharmacies as there’s been a high level of enthusiasm for the project. However, it has been difficult for some to balance the demands of their workload with the training. While we expect to have greater than a 50% completion rate, only 6 of the 12 pharmacists that started the training have completed it so far. 
 
Pharmacists have also typically only taken on around 3 patients, which is fewer than we expected with our initial recruitment targets. In some cases, this is because they’re a small pharmacy with not many people on the program, but we do have some pharmacists at larger pharmacies who have been cautious in taking on more due to staff shortages impacting their workload. 
 
Having reached out to prescribers and pharmacies in St Kilda and other suburbs in the inner south, it seems the model could be of interest to healthcare providers and patients in other regions, that do not necessarily have the same geographical barriers and other challenges as the FMP, but where prescribers still struggle due to the sheer volume of patients they see. So far, the model has been positively received by prescribers in St Kilda and we plan to reach out to other prescribers in the Southeast this year (which may further extend our network of pharmacies). 


Early learnings - Implementation and Maintenance

“Having to make certain decisions, like
maybe restarting a patient on methadone,

 Pharmacists need time to gain experience it just feels quite high risk. So | suppose

and build confidence. Prescriber there's a bit of lack of confidence in the

involvement appears essential at this stage decisions | made and the risks that come
along with that” [Pharmacist]

 Multiple pharmacists per pharmacy would
ensure no gaps in patient care if one leaves

» Remuneration is important if collaborative o .
Having more pharmacists on, more

arrangement is to be ongoing support in terms of staffing and

continuing the renumeration is the
main thing” [in determining whether the
model can be sustained] [Pharmacist]

MONASH
University

Peninsula Health

@drsuzinielsen Y


Presenter
Presentation Notes
Pharmacists have been risk-averse in selecting their first few patients to manage collaboratively. This seems to have been the case regardless of years of experience - three have 10+ years of experience with MATOD but have still be cautious with who they take on. Confidence may increase over time as they become more comfortable with reviews and making clinical decisions (none have done more than 3 reviews so far). 

Having more than one pharmacist per pharmacy is necessary to ensure there is coverage if one leaves (have had one pharmacist leave in the first 3 months so far – remaining pharmacist has been trained and will provide collaborative care until the end of the treatment period, but would be a smoother transition if there was backup from the beginning


Other learnings — Implementation and Maintenance

 Broader challenges with the
pharmacotherapy system, and media on
divisive topics like independent pharmacist k

_

prescribing can impact prescriber morale

* The potential for a collaborative model with
the pharmacist embedded in a clinic
environment has been raised (more than
once!) for exploration

Craatas by Bantmasiar

=0 MONASH
University

Q) Peninsula Health

@drsuzinielsen Y



Next steps

* Aim to finish recruitment by mid-2023
» Collect data on clinical outcomes, implementation, and cost-effectiveness

 Explore potential for scale up to regions outside the FMP
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MONASH ADDICTION&%
RESEARCH CENTRE

WORKING IN PARTNERSHIP
TO CHANGE THE WAY WE
THINK ABOUT AND RESPOND
TO ADDICTION

monash.edu/medicine/ehcs/marc

Q' Peninsula Health

Thank you!
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Acknowledge pharmacist, consumes, prescribers, steering group and CRG
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