SHARED CARE OPERATIONAL GUIDANCE 

The Recovery Orientated Alcohol and Drugs Service (ROADS) is the drug and alcohol integrated treatment system for Bristol. This guidance is designed to focus on the primary care based element of ROADS. This is led and delivered by Bristol Drugs Project (BDP).   ROADS services are delivered in conjunction with Bristol Specialist Drug and Alcohol Service (BSDAS), and Developing Health and Independence (DHI), following re-commissioning of services by Bristol City Council from February 2018
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for GPs, Pharmacists and Shared Care workers from 1st February 2018.  
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1. 
Introduction

People who are dependent on opiates are a population who experience disproportionate health inequalities. Bristol’s Recovery Orientated Alcohol & Drugs Service (ROADS) has been commissioned to deliver high quality evidence-based interventions, designed to promote long-term recovery for service users in Bristol. This population benefit from Bristol’s high level of engagement by Primary Care in providing Shared Care Opioid Substitution Treatment (OST) as part of ROADS. ROADS also recognises that Medically Assisted Recovery is a legitimate outcome for a proportion of service users, particularly the growing ageing population of people dependent on opiates who are experiencing deteriorating physical health and consequent comorbidity/ies. 

Recovery can be defined as: 

‘A broader and more complex journey that incorporates overcoming dependence, reducing risk-taking behaviour and offending, improving health, functioning as a productive member of society
and becoming personally fulfilled.’ (7)
Strang reminds us in “Medications in Recovery (2010) that:

Entering and staying in treatment, coming off
opioid substitution treatment (OST) and exiting
structured treatment are all important indicators
of an individual’s recovery progress, but they do
not in themselves constitute recovery. Coming off
OST or exiting treatment prematurely can harm
individuals, especially if it leads to relapse, which
is also harmful to society. Recovery is a broader
and more complex journey that incorporates
overcoming dependence, reducing risk-taking
behaviour and offending, improving health,
functioning as a productive member of society
and becoming personally fulfilled. These recovery
outcomes are often mutually reinforcing.

Methadone and buprenorphine are vital opioid substitute treatments in the path to recovery from opioid dependence. The aim of OST is to remove the dependence on illicit opioids or other opioid medication and stabilise a person in the initial phase of treatment. Furthermore, being on OST can improve the quality of life of opioid dependent patients, reduce the potential harm of using illicit drugs, and reduce criminality (1).

Medications should be supported by a comprehensive psychosocial programme to enhance the chances of long-term recovery from opioid dependence. A whole system approach is advocated with access to a range of interventions, including motivational interviewing, syringe distribution, naloxone prescription for overdose prevention, and OST as effective ways to manage addiction and its associated risks and improve health outcomes for individuals with opioid addiction(2). 

Close partnership working between treatment providers, primary care colleagues, peer mentors and family members is essential if Bristol is to achieve successful and sustained recovery for its drug and alcohol users.


2.  Key Features

· For new patients requesting opioid substitution treatment (OST), there is an expectation that GP’s will not commence prescribing prior to an assessment by Bristol ROADS. The GP will take a urine sample and refer immediately to the ROADS Community Recovery Service (CRS) Assessment Service, who will complete an assessment within five working days.

· Support to enhance the provision of Alcohol detoxification within Primary Care is to be offered at surgeries signing up to deliver this intervention.  This is to be delivered by the SML (Shared Care) Workers in GP Practices and is described in Section 4.

· The CRS Assessment Service will complete a comprehensive assessment of need, which will include the need for OST or detoxification from alcohol, as well as psychological and social needs. 

· All patients will be encouraged and supported to access a range of psychosocial group-work and recovery options, including mutual aid. All will be given information and support in using Breaking Free Online; a computerised assisted therapy package.

· All patients will be encouraged and facilitated to engage with the ROADS peer mentor scheme.

· All patients will receive structured and formalised recovery-orientated reviews every 12 weeks to ensure that treatment is optimised. The intensity of intervention and level of support needed will inform the Care Plan.  

· All patients completing detoxification will be encouraged to accept referral to the CRS in order to access opportunities to enhance their recovery capital and make lapse or relapse less of a risk.

3.  Assessment and Commencing Prescribing

Identification and Referral

· For all patients there is a single referral route for drug and alcohol treatment in Bristol. GPs complete the ROADS referral form which should be emailed using a domain that is accredited to the government secure email standard or the SCCI 1596 secure email standard (for example: *nhs.net or *cjsm.net) to roads@dhi-online.org.uk.cjsm.net.  Alternatively, the referral can be faxed to the ROADS Community Recovery Service (Fax no: 0117 9166 593 – Appendix 1). 

· GPs can refer patients who use any drug, over the counter medications and/or alcohol.

Opioid Substitution Treatment (OST)

Assessment and Commencing Prescribing

· If the patient has an opioid problem, the GP should take a urine sample for toxicological analysis when the person first presents, and refer to the ROADS CRS immediately.

· The ROADS CRS will aim to assess the patient’s needs within a five working day target on the receipt of a GP referral, provided the patient is available to attend an appointment.  The patient can be seen at the Health Centre for his/her assessment appointment or at another mutually agreed place, if required.

· Confirmation of the assessment appointment will be sent to the referring GP and copied to the Shared Care team using secure email or direct mail on the electronic case management system.

· The CRS worker will carry out a comprehensive assessment of need. Core information needed to establish safe prescribing practice and risk will be established, including the need for OST.

· The assessment will include screening for alcohol misuse.  Where indicated, a Severity of Alcohol Dependence Questionnaire (SADQ) should be completed with the patient.  Further information regarding alcohol pathways can be found at Section 4.

· The suitability of the full range of treatment options and recovery resources will be explored at assessment, and where appropriate, brief interventions will be delivered as part of this ‘engagement’ phase.

· Wherever possible and acceptable, new OST patients will be offered the opportunity to receive peer support or “buddying” through CRS’s Peer Support programme.

· Following assessment, the CRS worker will enter all relevant information directly onto the Practice’s electronic patient record system EMIS Web as well as completing the required details on the ROADS case management system Theseus for ongoing case management and NDTMS reporting, including a Treatment Outcomes Profile.

· The CRS assessment worker will ensure that records on EMIS Web and Theseus highlight any clinical risks, vulnerabilities and safeguarding issues/ concerns identified in the course of the assessment process.  Wherever possible the CRS worker should also discuss these with the Shared Care worker at the point of transfer.

· The GP will commence prescribing (with advice from CRS assessment worker, as appropriate) once the initial assessment has been completed and the need for treatment has been substantiated; opioid positive urine is part of this process and the urine test will have been requested at identification of problem so that results will be available prior to initiation of OST.

· Prescribing and dispensing regimes should be in accord with current national guidelines (see Sections 7,8 and 9).  Whilst the goal for most patients at the initiation of OST will be to stabilise on an optimal dose, careful titration from the starting dose to reach optimal dosing will require regular monitoring and review by the GP and the Shared Care worker.

· Once prescribing has commenced and has been recorded on Theseus, an electronic referral will be made to the Shared Care (Substance Misuse Liaison) team. This should be within 24 hours of the commencement of prescribing. The assessment event on the electronic record should show a summary of the agreed prescribing intentions together with confirmation that information and guidance around risks and safer storage of medications has been provided, where appropriate.

Whilst clinical responsibility remains with the prescribing GP throughout this process, case management will transfer to the Shared Care (SML) team at the point of onward referral from CRS. Client and GP queries should be made to Shared Care Team on 0117 987 6018.

Maternity

· All pregnant substance users requiring treatment (including those already engaged in OST) will be referred in to AWP Bristol Specialist Drug and Alcohol Service (BSDAS). Stability around substance misuse is a priority in relation to the safety and wellbeing of the unborn baby.

· Referral into BSDAS will result in access to the Bristol Maternity Drug Service; which includes specialist social workers, specialist midwives, obstetricians and neonatologists.  

· Fathers/partners needing OST should also be referred to BSDAS in order that dispensing regimes can be aligned. This also ensures that information regarding the father/partner is available to the wider maternity team for the purposes of safeguarding.

· BSDAS will provide an assessment appointment within 5 working days of receipt of the referral. A copy of the appointment letter will be sent to the GP, referrer and specialist midwife.

· On completion of the assessment, the BSDAS worker will contact the GP to agree a plan (and date) to take over the prescribing.

· Where patients do not attend for the initial assessment with BSDAS, the worker will contact the patient by telephone to arrange a further assessment. 

· If unable to contact the patient by telephone, the BSDAS worker will send another appointment by post, copying in the referrer; GP and specialist midwife and a revised switchover date will be co-ordinated with the BSDAS assessment.

· If the patient continues to not attend, a proactive approach will be undertaken involving a joint home visit with the specialist midwife and BSDAS worker, whilst keeping the referrer/prescriber updated.

· Good communication and close joint working between the prescriber, BSDAS and specialist maternity services is essential in supporting both the parent and the unborn child.
 Young People

· Under 18’s who present with a drug and/or alcohol problem should be referred to BDP’s Alcohol & Drug Team within Bristol’s Targeted Youth Service (0117 987 6008). They will then work directly with the young person; refer to Child and Adolescent Mental Health Service where a young person meets their criteria; liaise with Young Peoples Drug Treatment Service (T:0117 342 5729) where there is Social Work involvement.

· The ROADS CRS Young People’s Transition Service will work with individuals who are already engaged with CAMHS or YPDTS, to support them exiting treatment, to ease their transition into adult services or divert them elsewhere, as appropriate.

4. ROADS Shared Care Service

· BDP Shared Care workers will work with patients over the age of 18 who have an opiate/opioid dependency or are poly drug users.

· Patients who use drugs or alcohol but who do not meet the criteria described for SML provision will be supported through other ROADS services. 

· The Shared Care service offers a stepped and layered treatment approach:

· OST Stabilisation
· OST 12-week detox (+ Contingency Management)
· OST Rapid Detox 
· OST Maintenance

· The ROADS Shared Care service is supported by several specialist treatment services delivered by BSDAS. These include inpatient detoxification and stabilisation on the Acer Unit, the After Prison Prescribing Service (APPS) for patients leaving prison without a GP, and a range of specialist community addiction treatment interventions delivered by the Complex Prescribing Service. See Appendix 6 for referral criteria details.

· The ROADS Specialist Advisory Service also provides advice and support to GP’s and the Shared Care team, as well working across the entire ROADS treatment system. The service includes a Consultant Addiction Psychiatrist (clinical), Clinical Psychologist (psychological interventions) and Social Worker (child and adult safeguarding) and can be accessed via Colston Fort: Tel: 0117 919 2345.

OST Stabilisation
  
· All patients referred for OST to SML following assessment by the CRS Assessment Team will enter this stream.

· The service user will be offered an appointment at their surgery with a Shared Care worker within two weeks of referral from CRS (except on rare instances where capacity issues prevent this).  Every effort will be made to minimise instances where capacity issues within individual surgeries impact in such a way as to delay the offer of an appointment.

· Service users will be offered regular appointments (typically weekly) for a period of around 12 weeks during which an individual Care Plan will be developed.  Medication will be titrated to optimised dose, to minimise use of illicit drugs on top of prescribed medications.

· Patients who are identified as suitable for detoxification will be referred into the OST 12-week detox (+ Contingency Management) stream or the OST Rapid Detox stream.  Those patients who are assessed as not yet ready for detoxification will be referred to the OST Maintenance stream or where appropriate remain for an extended period within the stabilisation stream, with the frequency of contact to meet individual service user need.

· During the stabilisation phase work will be focused to:

· Optimise prescribing and support stopping of on top use.  Focusing on harm reduction and health and setting goals will help this.
· Establishing when a service user wishes to prepare for a detox and making appropriate referral to services supporting this.
· Or moving to a maintenance stream where contact will be less frequent.

OST 12 Week detox (+ Contingency management)

· The detox pathway is a positive offer to all engaged with OST ready to try detoxification and committed to becoming opioid free within 12 weeks.

· Detoxification will be in line with individually agreed Care Plan. Contingency Management will underpin the pathway through engagement with the Community Detox and Link Worker.

· Service users will be offered twice weekly appointments, one with Shared Care worker and one with Community Detox & Link Worker.  Appointments with Shared Care worker will be at GP surgery, but those with CD&LW can be agreed to be at other suitable community locations.

· Service users unable to demonstrate progress in line with their detoxification plan, will return to the stabilisation or maintenance stream of Shared Care for further preparatory work.  There is no limit to how often any service user can be referred to the detox stream or to work with the CD&LW service.

OST Rapid Detox
· Where clinically appropriate and agreed with Service User as part of their Care Plan and GP as prescriber, a rapid detox, typically using a “Front-loaded” buprenorphine detox followed by symptomatic relief prescribing, can be undertaken.  Detox here is typically not longer than two weeks in length.

· Recovery support (particularly that provided within the CRS) will be encouraged and facilitated.

· Patients will have an opportunity to benefit from a relaxation in their prescribing regime as part of their recovery plan (exception is those with children on a child protection plan) where there is objective evidence of compliance with OST and no on-top using.

· Naltrexone will be offered to all those who have achieved abstinence from opioids and who are highly motivated to remain abstinent; as recommended NICE TA115 (8). 

· Naltrexone can be initiated by GPs according to the local naltrexone protocol (see GP Portal Referral Support Tool).  GPs reluctant to initiate naltrexone can request this service from the Complex Prescribing Service at BSDAS.


SML Alcohol Detoxification

· GP Practices have opportunity to offer alcohol detoxification within their surgery as part of the newly configured ROADS services.  This facility is available to those drinking with an assessed need within the mild to moderate range of dependency (as outlined in RCGP guidelines as being with an SADQ score of between 15 and 30).  

· GPs are required at referral to indicate a clinical assessment that detox can be completed safely and effectively in Primary Care.  NB Specialist advice to support clinical judgement is available throughout the process from either the ROADS Consultant Addiction Psychiatrist (Specialist Advisory Service) or the BSDAS specialist doctors via Colston Fort: Tel: 0117 919 2345.  Service users drinking in excess of 30 units daily (and/or scoring higher than 30 on SADQ) or those with other complexity or comorbidity will normally be precluded from detox in Primary Care.  These service users’ needs will normally be met through other ROADS services.

· The SML alcohol service will typically see the provision of an individually agreed three phased approach lasting around 6 weeks.  The service user will be seen twice weekly by SML staff as well as being seen by the GP Practice’s designated clinician (GP, Nurse Prescriber, Prescribing Pharmacist) during the active detox phase of intervention.   

· Recovery support (particularly that provided within the CRS) will be encouraged and facilitated.


5. Psychosocial Interventions and Support

· Psychosocial interventions will be embedded in all aspects of treatment through the structured use of mind mapping and motivational interviewing.

· Patients in all aspects of Shared Care will be encouraged and facilitated to engage with groups and/or other structured support that will be provided at sites across Bristol. Referral to these groups can be made via the GP or Shared Care worker. Engagement with other aspects of the treatment system will be reviewed by the GP and/or at regular review with the Shared Care worker.

· All patients will be encouraged and facilitated to attend mutual aid groups such as Fellowship meetings, SMART recovery groups etc.

· All patients will be offered opportunity and encouraged to engage with the ROADS peer mentors. This resource is a great way for a person to keep regular contact with the ROADS service, see tangible evidence of the benefits of recovery, and get support to access ROADS structured psychosocial groupwork in order to build recovery capital.

· Service users can be referred to the CRS for a Community Care Assessment with a view to residential rehabilitation. They can also be referred for specialist 1 to 1 and group psychological interventions.

· All patients will have access to Breaking Free; a computer assisted therapy package. 

· Specialist advice and support for Shared Care workers regarding psychosocial interventions is available from the ROADS Clinical Psychologist (Specialist Advisory Service) via Colston Fort: Tel: 0117 919 2345.


6. Treatment Review
· The initial recovery care plan will identify which treatment stream is suitable for the patient. This will be regularly reviewed during treatment, a minimum of 12 weekly.

· Treatment will be ‘phased and layered’ according to individual need(7). If it appears that there is little or no progression, options for adapting or optimising the treatment within the stream will be considered e.g. increased medication, increased psychosocial provision, peer support etc.

· Workers will use structured mind mapping to set and review goals, address barriers, build strengths, action plan, and develop achievable and realistic recovery focussed care plans.

· Recovery care plans will be holistic and address a wide range of needs. Workers will agree clear and ambitious recovery goals with service users, with time scales for actions.

· Detoxification will be offered and encouraged throughout the individual’s treatment journey, and barriers to detoxification and recovery will be explored.

· Service users who complete detoxification will be referred by the Shared Care worker on to; the CRS within the ROADS system in order to access structured recovery support, training and employment opportunities and peer support., ROADS Homelessness Pathway for housing; and other support that may be required in order to maintain abstinence and achieve sustained recovery.

· Transition between the ROADS services will be carefully managed in order that patients do not disengage.

· Individuals disengaging from OST will be contacted proactively through the ROADS OST Reengagement & Vulnerable Person’s pathway delivered by ROADS Engagement & Early Intervention service (EEI) to promote rapid reengagement with treatment.

7. Medications

· Only the following medicines should be prescribed for OST:
· Methadone mixture sugar-free (1mg/1ml). 
· Buprenorphine sub-lingual.

· Methadone concentrate is not advocated because of safety issues and in particular the risk of accidental overdose. However, on rare occasions it may be prescribed when a service user is unable to tolerate high volumes of normal (1mg/1ml) methadone. This should only be initiated following consultation with BSDAS.

· Which medication to use should be decided after discussion between the patient, the prescriber and the assessment worker. 

· Reasons for choosing buprenorphine over methadone are complex. The medications are equal on most measures of effectiveness with minor differences(1) 
· There is evidence that both medications are more effective when delivered at optimum doses (1). It is advised that buprenorphine should be given at doses of 12mg or above, and methadone at 60-120mg. There is evidence that buprenorphine treatment may be a better choice in those aiming for abstinence within a year (3).
· If considering a partial opioid agonist, the default position is to use generic buprenorphine as opposed to branded versions of the drug e.g. subutex.

· There is some evidence to show that methadone is better than buprenorphine at retaining people in treatment and therefore may be a preferred choice for those who are less stable and who have a history of disengaging with services. However, methadone is a potent respiratory depressant (unlike buprenorphine) and therefore it is more dangerous, particularly at the induction phase of treatment(3). There is evidence to suggest that patients should be retained in treatment for approximately one year on methadone for there to be a benefit in terms of mortality to counteract the increased risk of mortality during the induction phase of treatment(4). 

· The ‘Orange Guidelines’ (6) give clear recommendations for safe initiation of OST and dosing guidance. Methadone dose of 60-120mg are recommended. However, patients on methadone doses 100mg or above must have regular ECGs due to risk of prolonged QTC intervals and sudden cardiac death. 
· Benzodiazepine prescribing should only be considered for planned benzodiazepine detoxification.

· All efforts should be made to avoid long-term dependence on benzodiazepines. 

· The decision to prescribe benzodiazepines should only be considered following a comprehensive assessment that confirms daily dependent use, and the individual is motivated to stabilise and reduce their drug use.

· Diazepam is the preferred choice. Starting doses should not usually exceed 30mg daily; reduction as in the BNF. It is essential to establish a planned rate of reduction prior to starting treatment, although this may need to be adjusted depending on clinical progress. N.B. Specialist advice to support clinical judgement is available from either the ROADS Consultant Addiction Psychiatrist (Specialist Advisory Service) or the BSDAS specialist doctors via Colston Fort: Tel: 0117 919 2345. 

· Diazepam can and should usually be prescribed for daily pickup on a separate blue prescription to reduce opportunity for diversion.

· Shared Care workers can manage the benzodiazepine prescription alongside the opioid medication prescription provided there is a reduction plan in place.

· Maintenance treatment for benzodiazepines is not advocated and will not be managed by the Shared Care worker.

· Care must be taken for those who drink alcohol above recommended limits (14 units a week, with alcohol free days during the week) and consume benzodiazepines. There is no indication for maintenance benzodiazepine prescribing in this situation as it only serves to increase the risks.

· Prescribing pregabalin or gabapentin in patients who are on OST is not routinely recommended as it can increase the risk of opioid-related death

· Pregabalin and gabapentin act as central nervous system depressants and have additive effects when taken in combination with other centrally acting depressant drugs such as opiates (and benzodiazepines, alcohol etc). Due to these interactions and the risk of misuse in patients with a history of substance misuse and dependence, individual risks and benefits should be carefully taken into consideration when prescribing gabapentin and pregabalin. It is advisable for GP’s to seek relevant secondary care specialist advice (i.e. pain specialist, neurologist, psychiatrist) depending on the clinical indication (neuropathic pain, epilepsy, generalised anxiety disorder).

· A useful resource for GP’s is the ‘Advice for prescribers on the risk of the misuse of pregabalin and gabapentin’, published jointly by Public Health England and NHS England, which can be accessed via this link:
 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/385791/PHE-NHS_England_pregabalin_and_gabapentin_advice_Dec_2014.pdf

· GP’s can also access advice to support clinical judgement regarding polypharmacy in patients on OST from the ROADS Consultant Addiction Psychiatrist (Specialist Advisory Service) via Colston Fort: Tel: 0117 919 2345.


8. [bookmark: _Supervised_Consumption]Supervised Consumption 

· Supervised Consumption must be used for all at commencement of treatment. 

· All new patients commencing OST should have a period of supervised consumption of up to 3 months, in line with the Department of Health and Social Care good practice guidelines. This supervision should ideally be for 6 days per week (7 days if local arrangements permit). There may be exceptions to this (see below), and where this is the case, the reasons need to be fully documented in the patient’s case records.

Protecting Children 
· BSCB Protocol to prevent childhood exposure to opioid substitution medication can be found at:
https://bristolsafeguarding.org/media/1174/prevent-opioid-exposure.pdf

· ROADS Specialist Advisory Service Social Worker can provide detailed advice via Colston Fort: Tel: 0117 919 2345.

· Adults on OST who spend one or more nights per week in a household where a child of 5 years or under also lives, 6-day supervised consumption of dispensed OST is the ideal and recommended arrangement.  In cases where this recommendation is not applied, the reasons should be documented clearly in the case record and safe storage advice should also be given.  Exceptions where 6-day supervision is not implemented may include:

· Working parents
· Those who have shown proven stability and good engagement
· Those attending college or further education
· Those who have other caring responsibilities that restrict their ability to attend a pharmacy.

· In cases where a child protection plan is in place:  7-day supervised consumption of dispensed OST is the expected arrangement where local pharmacy provision is available. Where 7-day supervision is not available at the usual pharmacy then attempts should be made to arrange 7-day supervision at the nearest available pharmacy. Consideration needs to be given to the distance from the patient’s address, travel costs, individual health needs and family situation e.g. more than one child, to ensure the choice of pharmacy does not have a negative impact on the patient and the child. It is paramount that the safety of the child is the primary concern.

· Where 7-day supervision is not feasible then 6-day supervision should apply and the decision documented in Theseus and with the Consultant social worker who is the child’s case co-ordinator.

· For all patients who are receiving targeted social work involvement any exceptions to 6-day supervision need to be communicated to the Social Worker involved within 48 hours and where a Child Protection Plan is in place it may be necessary to review the Child Protection Plan to ensure that the needs of the child are met and that they are not placed at risk of harm.

· All exceptions to 6-day supervised consumption will be reported to Bristol’s Shared Care Monitoring Group using the Adverse Incident Reporting Procedure.

· Bristol has rates of supervision that are higher than the national average in 2017/18, 85.6% of Methadone prescriptions supervised (England 69.3%) and 71.4% of Buprenorphine (England 53.7%) It is important to review dispensing arrangements in light of an individual’s progress in treatment. Acknowledgement and encouragement of progress should be rewarded by more trusting care arrangements, e.g. transfer from supervised consumption to daily dispensing or less frequent pick-up of opioid substitute (5).

· The GP (or at review with a Shared Care worker) may decide that there can be some relaxation of the patient’s pharmacy supervision or pick-up arrangements (NOT if they have children on a child protection plan).

· Exceptions to daily supervised consumption may be proof of regular employment, severe disability, or a judgement that daily supervised consumption may jeopardise a person’s recovery journey or current stability 

Unsupervised Consumption should only be considered where safety parameters are met i.e.
· Lower doses of medication
· No on-top use
· No unsafe use of other drugs including alcohol
· Reliability and compliance with treatment
· Low risk of diversion or accidental overdose 
· No risk to children/vulnerable people living at same address

· Before the regime is changed to unsupervised consumption, the GP/Shared Care worker should wherever possible have sight of the locked cabinet e.g. sight of box, or an associated professional may conduct a home visit to assess safety of medications. The lockable cabinet needs to be able to accommodate a week’s total amount of medication.

· The patient should be informed of the requirement to keep their medication in a locked cabinet for safety reasons, and particularly of the dangers associated with children having inadvertent access to these medicines. This conversation must be recorded on the electronic patient medical notes and the Prescribed Medication Risk Assessment Screen completed and reviewed regularly.

· If the patient wishes someone else to collect a dispensed controlled drug on their behalf e.g. in the event of illness, they must provide written authorisation including the name of the representative. A separate letter should be provided each and every time the patient sends a representative to collect, and the representative should bring identification. If supervision is expected, the pharmacist should contact the prescriber to check that they are happy with this arrangement. However, if it is not possible to speak with the prescriber, the pharmacist can, in the interest of the patient, make the decision to supply without supervision. More detailed guidance can be found in Medicines, Ethics and Practice Guide for pharmacists; “Collection by a representative of a drug misuse patient” (10).


9. Dispensing and Prescriptions

· Medication should be dispensed at a specified pharmacy with appropriate opening hours. The choice of pharmacy should be agreed with the patient, though there may be limited choice where 6 or 7-day supervision is required. The name of the pharmacy should be written on the prescription and in the medical notes.

· At the start of treatment, the GP or CRS assessment worker will inform the pharmacy by telephone that a referral is being made. 

· Prescriptions should normally be sent direct to the pharmacy, and direct handling by the patient should be minimised.

· It is good practice that a signature is obtained to identify the recipient when any prescriptions change hands.  

· Couples will have the same medication dispensing regime where there are children involved (regardless of whether the adult is the parent or not).
Holiday arrangements

· If a patient is due to go on holiday, he/she needs to inform the Shared Care worker/GP as far as possible in advance, with proof of travel provided. Patients should provide a minimum of two weeks’ notice.

· Those holidaying or going out of area for a short period in this country should be maintained on their usual script and arrangements made in advance with a destination pharmacy for dispensing and supervision as relevant. If the patient usually has supervised medication,
 
· If the patient usually has supervised medication, the same dispensing arrangements should apply. The Shared Care worker should arrange for the patient to visit a pharmacy close to where he/she is staying on holiday. 

· If supervised consumption is not possible e.g. going abroad, no local pharmacies which supervise consumption, the Shared Care worker should follow the guidance below to ensure appropriate safeguarding arrangements are in place:

· Ascertain whether children are with the patient

· Discuss safe storage of medication and toxicity to opioid naïve people/children

· Ascertain/see that the patient has a sufficiently large enough locked box to store medication for duration of holiday

· Ascertain if there is a responsible adult accompanying the patient on holiday who is willing to take responsibility for managing the storage and administration of the medication

· The Shared Care worker should discuss any relaxation of supervision regimens with their Team Leader and the GP or the specialist drug and alcohol service.

· If the patient is travelling abroad, consider whether Physeptone tablets may be an easier/safer alternative to liquid methadone.

· Patients travelling outside the UK will also need to check with the embassy of the country they are travelling to what regulations there are in relation to carrying controlled drugs (https://www.gov.uk/travelling-controlled-drugs). This will vary according to the particular country.

· The patient will require a Home Office licence if they are entering or leaving the UK for 3 months or more with medication containing a controlled drug. Patients requiring a Home Office licence can download an application form on https://www.gov.uk/travelling-controlled-drugs.

· The patient does not need a licence if they are carrying supplies for less than 3 months but they should have a letter from their prescribing doctor or Shared Care worker confirming the patient’s name, address, date of birth, outward and return dates of travel, destination country for visiting and a list of the drugs being carried, including dosages and total amounts. This letter may be needed for customs.

· It is the responsibility of the patient to check the export and import regulations for travel as well as airline regulations as relevant

· Prescribers should be aware of the CCG guidance on prescription security. 

Replacement of lost prescriptions or medication

· Only in the most exceptional circumstances will medication that is provided unsupervised be replaced if it has been lost by the patient. This rule should be made clear at the outset of treatment.

· Where medication has been stolen, a new prescription may be re-issued provided the patient has obtained a crime number from the police and the prescriber is satisfied that it has not already been consumed by the patient.

· Out of surgery hours, where there is an error on a regular prescription for buprenorphine or methadone (through no fault of the patient), the pharmacist may use the Out of Hours Service provision for a replacement prescription to be issued to allow the patient to have their medication uninterrupted (see appendix 3 for the Out of Hours protocol).

Moving to another area

· Patients leaving Bristol should be actively linked with services in their new area by their Shared Care worker or GP. It is recommended that a maximum of 4-6 weeks treatment is provided by the service in these circumstances to cover transitional arrangements. An End of Treatment Notice and Exit TOP need to be completed by the Shared Care worker at this stage. 


10. Drug Testing

· A urine drug screen should be taken before commencement of opioid substitution therapy.  

· During substitution prescribing, the best way to establish “on top use” is by holistic assessment of the patient, in the context of a relationship of trust.

· Random urine tests may be useful to corroborate a patient’s statement that they are “illicit drug free”, to motivate and provide positive feed-back.  There is little evidence that routine urine testing improves care.  If a patient continues to “use on top” then consideration should be given to increasing the treatment dose. Random urine screening may be helpful where there is concern that medication is not being consumed by the patient but being diverted / sold to others (also benzodiazepines).

· Patients should be informed from the outset that urine testing is part of the treatment programme and failure to provide them on request may jeopardise their treatment. Failure to provide a specimen will be considered as a positive sample and result in a return to daily supervised consumption.

· Where there is concern that urine samples may be from another person or adulterated in some way, patients can be asked to leave their coats and bags in the consulting room whilst they use the toilet.

· Some patients receiving opioid medications may have difficulty passing urine. However, failure to provide a urine sample is not acceptable.


11. Failure to attend appointments

· Regular attendance at appointments is important for the Shared Care worker/GP to assess the patient’s progress and identify any risk to his/her health and the health and safety of others.

· For patients who regularly miss appointments, a review will be conducted to examine options for optimising treatment, and will include stepping up the intensity of input and support e.g. a return to supervised consumption, increased medication dose, increased access to group programmes etc.

· Withdrawal of OST is associated with poor outcomes and should be considered as a last resort. Exclusion and withdrawal of OST should only be adopted following a careful assessment of the risks to the patient. Such decisions must involve the prescribing clinician and the SML Team Leader or service manager. Patients must be forewarned of the potential actions and consequences that the prescriber and the team may take where OST is not optimised and be offered the opportunity to set new goals or identify contingencies that might influence their progress from this point.

· Opioid prescribing may continue in cases where “on-top” heroin use occurs and where there are clear health/social gains. Assessing the risk of remaining in treatment which is not optimised with the risks associated with disengagement from treatment is a matter for clinical judgement. Advice can be sought from the ROADS Consultant Addiction Psychiatrist (Specialist Advisory Service) via Colston Fort: Tel: 0117 919 2345. Email: awp.bsdasadvice@nhs.net for non-urgent advice. 

· The following guidance should be followed in most cases:

· Ideally all prescriptions should end a few days after the regular Shared Care appointment. No prescriptions should begin on a Monday (due to numerous Bank Holidays), Friday or a weekend. Wednesday is ideal and should be aimed for.

· Every effort should be made to speak with the patient by telephone if they fail to attend an appointment without notification. If they call, a telephone consultation may suffice or the appointment may be re-arranged where the worker has capacity. 

· The GP or Shared Care worker should make every effort to speak with the pharmacist to check that the patient has been regularly consuming their medication and to elicit feedback on patient behaviour and wellbeing.

· Close liaison with other workers/organisations involved is vital, to check if they have had recent contact.

· Provided the patient and pharmacist are contacted and the worker is reassured that there is no increased risk, a continuation prescription may be issued. The patient must be made aware that their prescription is in jeopardy if they fail to attend future appointments.

· Only in MOST EXCEPTIONAL cases will the Shared Care worker advise the patient to make an appointment with his/her GP for the GP to assess whether to issue a prescription.


12. Worker annual leave/absence

· If the worker identifies that certain patients would benefit from attending an appointment with their usual GP when the worker is on annual leave, the worker should arrange this in advance, inform the patient and liaise with the GP so that the GP is aware of all pertinent information and current care plan.

· In cases of sickness or emergency unplanned leave, every effort will be made to cover the worker’s session. Where this is not achievable, a Team Leader will speak to the GP Practice manager/appropriate responsible person at the health centre and outline necessary actions to ensure all patients receive prescriptions, are given new appointments and support where needed.


13. Confidentiality and Information Sharing

· Patients who are referred to ROADS need to be aware of the Bristol ROADS Privacy Notice, which governs the sharing of information across the ROADS treatment system (ARA, BDP, BrisDoc, BSDAS, DHI, GP surgeries, Hawkspring, The Junction Project and The Salvation Army).  The notice is in Appendix 5. 

· The value of information sharing across the wider treatment system should be explained to the patient. Many patients, including those involved in drug treatment through the criminal justice system, will, following appropriate discussion, understand the value to them of sharing appropriate personal information with others on a need-to-know basis. 

· Patients can object to sharing information if they wish but this may prohibit access to treatment. For patients wanting to access treatment provided at their surgery (OST or alcohol detoxification) need to be aware that they will be unable to access drug or alcohol treatment if they do not consent to sharing information with the GP, Pharmacist and BDP as a minimum. 

· Clinicians must be satisfied that local decisions concerning information sharing are consistent with GMC and/or other professional guidance, and that produced by their local agency.  


14. Safeguarding

· All staff have a duty to ensure that they safeguard and promote the welfare of children and protect them from significant harm. Clinicians need to identify which patients are parents and/or have children staying with them, and to keep the child in focus whilst engaging with the responsible adult or carer.

· Considering the needs of the children of drug-using parents, Hidden Harm (ACMD, 2003) sets out expectations that a local treatment system should work together to ensure that adequate steps are taken to protect and improve the health and wellbeing of the children of drug- misusing parents. To do this, clinicians need to ensure that they assess risk to children, such as making sure that detailed knowledge of a patient’s children and risks to them are ascertained as part of all assessments.

· Effective working and information sharing with other agencies and professionals is key; at the core of many child protection Serious Case Reviews is the failure to share important information.  Where appropriate, advice should be sought from appropriate child protection officers and relevant professionals (contact Bristol Children First Response Team on 0117 903 6444).

· ROADS Specialist Advisory Service Social Worker can provide detailed advice via Colston Fort: Tel: 0117 919 2345.

· The following local guidance has been developed:

Joint Practice Guidance for Children’s Services and Adult Substance Misuse Services – Children and Families living with Substance Misuse (November 2012, Updated 2017)
https://bristolsafeguarding.org/media/1194/bscb-safer-bristol-substance-misuse-guidance.pdf


DR
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APPENDIX 1 

CCG Out of Hours Service - Provision of Opiate Substitution 

Service to be provided:

Objective
To provide emergency back-up for amendments or re-issuing of established prescriptions for opioid substitution treatment.

Hours of operation
· Monday – Friday: 6.30 pm till 8.00 am
· Saturday, Sunday and Bank Holidays: 0.00 pm till 12.00 pm

Target group
Service to be provided for patients who are currently being prescribed by a Bristol GP or the Bristol Specialist Drug and Alcohol Service, and where evidence shows that they have not missed more than 2 consecutive doses.

Referral source
Request for service can only come from a Bristol Community Pharmacist

Protocols:
· Faxed copy of insufficient prescription to Out of Hours service as proof of existence with details of change required to replace existing script;
· In circumstance where script is lost, then pharmacist faxes details of on-going prescription using official pro-forma script to cover the minimum period required;
· Out of Hours provider to advise patient’s GP of script issued within two working days;
· Pharmacist to advise patient’s GP /CCG of incident using standard incident reporting template;
· Replacement scripts can only be provided :
a) where script exists but requires amendment;
b) where evidence of the most recent dispensing is available;
NB – this service is intended for compliant patients, and should not be used where it appears there have been more than 48 hours of discontinuous treatment.
· Out of Hours service to ensure safe delivery to the pharmacy within 2 hours.





Procedure Chart at Pharmacy



Patient arrives at pharmacy
Problem with script
Pharmacy unable to issue methadone, surgery closed




Pharmacist rings Out of Hours Service




Pharmacist completes pro-forma and faxes to Out of Hours Service
(with evidence)




Pharmacy receives new script




Pharmacy issues opioid substitution




Pharmacy completes Incident Report




Pharmacy sends completed report to patient’s GP and CCG



Procedure Chart at Out of Hours Service


Out of Hours Service receives telephone call from pharmacy




Faxed pro form received with detail of issue



	Evidence of existing script
	            Script missing

	



	

	Reprint with amendments
	                 Use pro-forma to issue
                script for minimum period

	

	

	
	

	Out of Hours ensures safe delivery
 of script to pharmacy within 2 hours

	




	Advise patient’s GP within 2 working days





	

Request for replacement script
	

	(opioid substitution programme)
	



Name of requesting pharmacist:

Address of requesting pharmacy (stamp): 

Date of request:

Time of request:


Patient details

Name:							Date of birth:

Address:

GP and surgery address:

___________________________________________________________________

	Nature of problem (please tick):

	1. Script needs amendment
	□

	2. Script mislaid
	□

	3. Other
	□

	

	1. 	Amendment needed (please fax copy of script)
	


	2.	Lost script
· Details of most recent current script (fax copy of label)

· Date last dispensed:

· Medication provided:

· Daily dose:

· Level of supervision:

· How many days required:


	1. Other (please specify)






Signature of pharmacist:

Name of pharmacist:

Date:

Please fax this form together with evidence of current dispensing arrangements to: 
FAX: 0117 903 0019  (T:0117 903 0017 professionals line)






































APPENDIX 2 

Essential Standards for GP’s

Access
· All practices are required by their GMS or PMS contract to offer general medical services to all patients within their practice area, including those having a substance misuse problem.  If, for whatever reason, the practice is unable to offer a Shared Care substance misuse service then they should still accept the patient in the normal way.  There should be no discrimination on the basis of a patient's disease or associated problems.  

· If the practice is unable to offer a Shared Care substance misuse programme in their own practice, then they should make a referral to a practice that does offer the service and is able to accept patients of other practices.  (For details of these practices contact the Public Health Business Team on 0117 922 2920).

Address 
· Evidence that the patient is resident in the GP practice area before prescribing – for some patients, proof of identity and address is difficult, please consider these options;

· Ask the new patient to write down their address, register them and send them a welcome letter and asking them to bring the letter to their first appointment as proof of address.

· Ask the new patient to have a friend or charity sign the back of a photograph of the new patient to verify they are who they say they are.

· Ask for a letter of support from a local charity or campaign group.

· Allow for the use of less official documents to provide evidence, such as membership cards, etc.

Training
· It is a minimum standard that Practice GP Leads must have training or competence equivalent to the RCGP Certificate in Substance Misuse Part 1. This training is available in Bristol annually. All GPs may access this.    

· Best practice meetings are provided at least annually for purposes of updating all practices on current issues.

· All practices will be expected to have undertaken mandatory Safeguarding Children Training.

Incident Reporting and Significant Events
· Practices should use their in-house significant event reporting system to provide a forum to discuss, evaluate and reflect on any incidents which arise around this service.

· Safer Bristol incident reporting framework should be used to report any clinical or non-clinical incidents associated with the provision of this service (see appendix 10).

Audit

· Practices are required to carry out an annual audit, as requested by Public Health Bristol.
APPENDIX 3

Essential Standards for Pharmacists

· The relationship between the prescriber and the pharmacist is crucial, and communication between the two is key. The community pharmacist will have regular contact with the patient; dispensing, and often supervising the consumption of prescribed medications on a daily basis.

· Community pharmacists who provide supervised consumption will adhere to the Local Enhanced Service Agreement, which will include the following requirements;

· The part of the pharmacy used for provision of the service
provides a sufficient level of privacy and safety and meets other
locally agreed criteria.

· The pharmacist or suitably qualified technician will present the
medicine to the service user in a suitable receptacle and will
provide the service user with water to facilitate administration
and/or reduce the risk of doses being held in the mouth.

· Terms of agreement are set up between the pharmacist and
patient, facilitated by the Shared Care worker, which will define how the service will operate, what constitutes acceptable behaviour by the patient, and what action will be taken by the GP and/or the pharmacist if the patient does not comply with the agreement.	

· The pharmacy should maintain appropriate records.

· The pharmacy needs to have a Business Continuity Plan that describes the arrangements in place in the event of unexpected
closure; alternative arrangements need to be established in order that patients can continue to receive their supervised dose of methadone.  In the event of an unplanned closure, the pharmacy will notify the NHS Local Area Team (email: england.bnsssg-pharmacy@nhs.net) within 2 hours of the closure to inform them of the alternative arrangements made.  

Risk management and untoward events

· All controlled drugs incidents should be reported using the incident form on the webpage: http://psnc.org.uk/avon-lpc/nhs-england/bristol-n-som-s-glos-and-somerset/bnsssg-controlled-drugs-resource-page/

· Safer Bristol incident reporting framework should be used to report any clinical or non-clinical incidents associated with the provision of this service (see appendix 10).

Training and accreditation

· Opiate treatment: supporting pharmacists for improved patient care open learning.

· Locally organised Best Practice meetings (pharmacists to be encouraged to attend multi-disciplinary meetings).

· Pharmacists can also participate in the RCGP Certificate in the treatment of substance misuse (Part 1), available locally.

http://elearning.rcgp.org.uk/

http://elearning.rcgp.org.uk/drugmisuse





 APPENDIX 4

 Safer Bristol Adverse Incident Reporting Form


Adverse Incident Reporting Form
Please email this form to mark.mcnally@bristol.gov.uk

	Organisation reporting the incident- 

	Name of person completing form-


	Date of report- 
	Phone number-


	
	

	Initials of client(s) affected- 

	Client’s Date of Birth


	Gender- 

	Ethnicity-

	Date of incident- 

	Place of incident- perpetrator’s place of residence – 

	


	Category of incident (for other- please include details)

	Death
	
	Medication issue
	

	Suicide
	
	Aggression/violence
	

	Overdose (non-fatal/near miss)
	
	Confidentiality breach
	

	Other (please state)
	
	Details of other:  

	Details of incident;



















	To your knowledge has a similar incident occurred to the client or at the place of incident?


If yes please give details or the date reported to Safer Bristol





APPENDIX 5

ROADS Privacy Notice


ROADS Privacy Notice  
The purpose of this Privacy Notice is to tell you about information we collect when you use our service, how we use that information and who we may share it with. As of 1st February 2018, this replaces any previously given consent and is due to a change in data protection regulations.
Bristol ROADS (Recovery Orientated Alcohol & Drugs Service) is Bristol’s service for people seeking support with drug or alcohol problems. Bristol ROADS is delivered by ARA, BDP, BrisDoc, BSDAS, DHI, GP Surgeries, Hawkspring, The Junction Project and The Salvation Army, and is funded by Bristol City Council. 
Bristol City Council is the data controller. The data controller is someone who determines how the information we collect from you may be used. It complies with its obligations under the General Data Protection Regulations by keeping personal data up to date; by storing and destroying it securely; by not collecting or retaining excessive amounts of data; by protecting personal data from loss, misuse, unauthorised access and disclosure and by ensuring that appropriate technical measures are in place to protect personal data.
Your information will be kept safe and secure on paper and in a variety of electronic formats, including a case management system called Theseus.

Why we need to collect your information:
We will use this information to help us:
· meet your needs and make sure that you receive the most appropriate support and treatment
· monitor and improve the drugs and alcohol services in Bristol 
· ensure continued funding for drugs and alcohol services in the future. 
It also means that you don’t have to repeat yourself to different workers or organisations.





What information is collected and the legal basis for processing it:
To deliver Bristol ROADS, we have legal obligations to process your personal information. Your information will only be accessed by people directly involved in the coordination of your care.  Information we collect includes:
· Your personal details including name, age, gender, date of birth, address details, sexuality, disability status and ethnicity
· Your Next of Kin and/or emergency contact
· Your risk information, both to yourself and to others
· Your health information, including past and current substance use, injecting status, mental and physical health, medications and medical history 
· Your housing status
· Your social situation, including relationships with friends and family
· Your employment and financial status
· Whether you are a parent, pregnant, details of any children you have or live with and any involvement with Social Services
· A record of your sessions with treatment and support providers
· Any past and present offending 
· Any equipment supplied through BDP needle exchange. Information regarding needle exchange equipment is only made available to members of the Needle Exchange team

We need to collect this information to ensure we can provide the best service for you. If you refuse to provide it, the quality of the service you receive may be affected or the service withdrawn.
Under Article 6 of the General Data Protection Regulations (GDPR) processing your data is a legal obligation under the Care Act 2014, Childcare Act 2006, Children Act 2004, Crime and Disorder Act 1998, Digital Economy Act 2017, Health and Social Care (Quality & Safety) Act 2015, National Health Service Act 1977 and the National Health Service Act 2006. 
Processing is also necessary for the performance of a task carried out in the public interest or in the exercise of official authority vested in us. 
Under Article 9 of the GDPR Processing is necessary for carrying out obligations under social protection law and for reasons of the provision of health or social care or treatment or management of health or social care systems and services on the basis of EU or Member State law or a contract with a health professional; 
[The wording to the GDPR including full details of the processing conditions contained in Articles 6 and 9 can be found her: https:/gdpr-info.eu/]

How long we will keep your information for:
We will hold this information for eight years after treatment or support ends. 


Who we may share your information with and why:
Your information will be made available to: any ROADS providers directly involved in your care and support as well as Bristol City Council’s Think Family team to help them identify people who would benefit from family support.
We may make your information available to partners if they are directly involved in your care. This may include: pharmacies, other organisations such as the NHS and other providers of physical and mental health care, Councils/Local Authorities, Department of Work and Pensions, the Ministry of Justice, housing, social care, employment and training services. We will always try and discuss this with you first.
If there are concerns for the neglect or abuse of children or if you are at serious risk of harming yourself or others (including the prevention of terrorism), we will make your information available to relevant criminal justice or safeguarding bodies which includes the Police, the Probation services, Children’s and Social services and the Youth Offending Team amongst others.  

Where we use your information to help improve services:
We may use information that does not identify you as an individual, to help determine the most positive treatment plan for you by analysing the effectiveness of treatment options across ROADS. Personal information and risk information will also be used to help us do this. 

Where we receive your information from a third party:
If you are in ROADS, we may have information of a personal nature from other public agencies and organisations such as the NHS, health organisations and Councils/Local Authorities, Department of Work and Pensions, the Police, the Ministry of Justice, the Probation services, housing, social care, employment and training services, safeguarding bodies and the Youth offending Team. We will have this information to ensure that we are providing the right help and support to you, as well as protecting you, and those around you. Any information obtained will be held safely and securely and when handled in ROADS is subject to this Privacy Notice. 

Your information rights as a ROADS service user:
You have the right to request access to your information and where information is found to be inaccurate to have that information corrected.  In certain circumstances you have the right to have information held about you erased, or the use of it restricted, you may be able to object to processing as well as the right to have your information transferred to another data controller.
If you have any questions about how your information is used please speak to your worker. 
You also have a right of complaint to the Information Commissioner’s Office (ICO) at www.ico.org.uk if you think we have dealt with your information in an inappropriate manner.
You can ask to see what information we hold about you and have access to it. This request is free of charge and you will receive a reply within one month of the request being received. You can do this, by contacting:
Senior Data Protection Officer
Bristol City Council 
ICT Commissioning and Information Governance
P O Box 3176
BRISTOL
BS3 9FS                  
Data.protection@bristol.gov.uk




Date: May 2018       Version number: 2       Review date: November 2018
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Bristol Specialist Drug and Alcohol Service (BSDAS)
Acer Unit Inpatient Service Standard Operating Procedure – Criteria for Service Access

	Intervention Type
	Inclusion Criteria 
	Exclusion criteria 
	Access

	Medical inpatient detox (Acer)

(Alcohol detox: average 14 days, determined on clinical need) 


Client need :
Alcohol dependent requiring medical intervention that cannot be managed in the community (risk of seizures etc.)

	· Alcohol dependency above 10 units daily (variable)

· Pregnancy

· High client complexity

· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
	· Under the age of 18
· Need treatment for acute medical emergencies 
· Need treatment for acute psychiatric emergencies, which preclude proper assessment or Service Users ability to engage with the detoxification / stabilisation programme
· Require medium or high secure conditions of Treatment
· Where the primary purpose of admission is not the treatment of a severe substance use disorder, or service users with severe and enduring mental health disorders requiring longer term treatment. 
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· First and third trimester of pregnancy, unless there is medical assessment to suitability.

	Bristol clients: 
· Wednesday referral meeting at 3pm @ Colston fort.
· Representatives from Complex, Acer, BDP, DHI
· Electronic referral to CP service
· Referral discussed at the referral meeting 
Out of Area clients:
· Spot purchase arrangements with local commissioners
· Self-funding through third sector organisations
· Require keyworking relationship

	Medical inpatient detox (Acer)

(Opiate detox)

Client need:
 Opiate dependency requiring medical intervention that cannot be managed in the community (due to severity of physical health, mental health, and psycho-social issues)
	· Opiate (prescription or illicit) dependency
· Failed community detox attempt(s)
· Pregnancy
· High complexity e.g. comorbid physical or mental health problems
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
	· Non-opiate dependency
· Other acute physical / mental health issues requiring other inpatient management, precluding Acer unit inpatient setting
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
	As above

	Medical inpatient detox (Acer)

(Polydrug detox)

Client need:
Multiple and varied drug and/or alcohol dependency
	· Polydrug and/or drug and alcohol combination dependency.
· Relapsed after community detoxes
· Co-morbidity issues which preclude community detox.
· Pregnancy
· High client complexity
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
	· Non-polydrug dependency
· Other acute physical / mental health issues requiring other inpatient (hospital) management, precluding Acer unit inpatient setting
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
	As above

	Medical inpatient detox (Acer)

(Novel Psychoactive substance detox)

Client need:
NPS dependency, detox requiring inpatient admission


	· NPS dependency / significance of withdrawal symptoms and treatment management.
· 24 hour observation period required due to nature of NPS treatment management.
· Pregnancy.
· High client complexity
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.

	· Non-NPS drug dependency
· No clear specialist drug and alcohol treatment need
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
	As above

	Medical inpatient detox (Acer)

(Benzodiazepine detox)

Client need:
Benzodiazepine dependent
(Please note that benzodiazepine detox regimes usually last for a minimum of 3 weeks)

	· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
· Community benzodiazepine detox is unsuitable / not feasible due to length of time
· History of unsuccessful community detox
	· Non-benzodiazepine dependent.
· No established aftercare / contingency planning.
· No clear specialist drug and alcohol treatment need
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
	As above

	Medical inpatient stabilisation (Acer)

(Polydrug stabilisation)

Client need:
Due to psycho-social influences in the community, client requires inpatient stabilisation.
	· Pregnancy
· Client unable to stabilise successfully in the community
· High client complexity
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
	· No clear specialist drug and alcohol treatment need
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.
· Client requires straight detox (i.e., not alcohol detox and drug stabilisation)
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.

	As above

	Medical inpatient stabilisation (Acer)

(Benzodiazepine stabilisation)

Client need:
Client requires benzodiazepine stabilisation – either/both illicit and prescribed use
	· Pregnancy
· Client unable to stabilise in the community
· High client complexity
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.

	· Non-benzodiazepine dependency
· First and third trimester of pregnancy, unless there is medical assessment to suitability.
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.

	As above

	[bookmark: _GoBack]Medical inpatient – high dose methadone to Buprenorphine transfer (Acer unit)

Client need:
Client requires high dose methadone to Buprenorphine transfer

Client needs fast-track treatment to access other opportunities, due to physical / mental / psycho-social grounds
	· Extra mental / physical health issues precluding community transfer treatment
· Clinically and socially evident resilience of clients
· Must have socially and clinically appropriate and agreed aftercare and contingency plan management during admission and post-discharge.
	· Non-opiate dependence
· Client requires straight detox of opiates
· Physical / mental health severe enough as to warrant acute (hospital) treatment, precluding Acer inpatient treatment.
· Acer unit right to determine behavioural suitability (history) of clients provisionally admitted to the unit.

	As above
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Bristol Specialist Drug and Alcohol Service (BSDAS) 
Complex Prescribing Service & 
After Prison Prescribing Service (APPS) Criteria
	Intervention Type
	Inclusion Criteria
	Exclusion Criteria
	Gatekeeping/access

	1:1 support: High Intensity / Complex needs 
Client Need:
Clients who require additional intensive, short-term medical and psychological interventions to support their recovery from drug / alcohol use and reduce associated risk 

	Examples of client need:
-Numerous attempts at
detox/ rehab with little
change
-High risk clients or complex
clients (e.g. non-severe and
enduring mental health)
-Clients who are ‘stuck’
having made attempts in primary care to change substance misuse but have been unsuccessful
-Preparation and aftercare for detox for individuals requiring more intensive 1:1 work than DHI can offer
	No clear specialist drug and alcohol treatment need 

	Wednesday referral meeting 


	Specialist Psychological Groupwork 
Client Need:
DBT 
(this will be delivered jointly with the Assertive Community Engagement Team – ACE and DHI). 

	-Clients with a diagnosis of borderline personality disorder (BPD), or clients who experience symptoms similar to those in BPD e.g., emotional dysregulation, significant difficulties in relationships, and self- harming behaviours
- Not able to access DBT in secondary mental health services
-Motivated to engage with group and individual therapy and practise skills
- Not considered a risk to others within the group setting
	Life-threatening behaviour that is so extreme that the main priority for the service is to keep the client safe.
-Aggressive behaviour which would interfere with other client’s ability to participate in the DBT programme.
-Alcohol or drug use to a level that would interfere with their ability to participate in the DBT programme, e.g., attending visibly intoxicated.
-Cognitive deficits
which may prevent them from retaining and using the DBT programme.
	Wednesday referral
meeting / Complex service assessment


	Specialist Psychological Groupwork 
Client Need:
Safety First 6 group sessions alongside 6 individual sessions 
This is an educational and skills group; the traumatic experiences will not be explored at length in the group 
Jointly delivered with DHI 
	-Client has a history of trauma or complex trauma which causes them distress in the present - such as nightmares, flashbacks, difficulty sleeping, avoidance, hyper or hypo- arousal
-Motivated to learn and practice skills to manage their experiences
- Able to attend 6 group sessions
- Able to attend 6 individual sessions
- Not considered a risk to others within the group setting

	Alcohol or drug use to a level that would interfere with their ability to participate in the programme, e.g., attending visibly intoxicated 





	Wednesday referral
meeting / Complex service assessment












	Inpatient Treatment preparation and co- ordination 
Client Need:
Clients wishing to access inpatient detoxification or stabilisation who are unable to do so via a BDP or DHI worker
	-Assessed as unable to detox in the community
-Providing layered support for complexity to other areas of ROADS
	OST SML clients wanting opiate detox / stabilisation 

	Weds referrals meeting and acer assessment 


	Community Detox 
Client Need:
Clients who wish to achieve abstinence through medically assisted withdrawal from alcohol, opiates or a range of other substances 

	Medically fit to undertake detox
-Suitable environment and support available to detox
- Preparation, planning and
aftercare have been robustly
undertaken
- Are assessed as unable to
detox via their GP
- drinking 30-50u daily (if
more, work on reduction
plan or refer to Acer)
- drinking any amount but
with physical and/or mental health issues that mean added support of Colston Fort would be helpful
- Willing/able to attend CF daily
	-Those requiring inpatient detox
-IF unsure whether Colston Fort or acer required (CF will assess and then arrange detox or do ongoing referral to Acer if necessary)
	BSDAS Assessment slots with a Doctor [via speciality doctor] 


	Maternity 
Client Need:
Specialist pharmacological interventions for pregnant women and their partners [as part of the Bristol Maternity Service, BMDS] 
	-A priority group with near- immediate assessment
-Pregnant drug and/ or alcohol dependent and their partners
	Those not dependent on drugs and / or alcohol 

	Direct internal referral 


	Relapse Prevention Prescribing

Client Need:

Abstinent alcohol or opiate service users needing additional pharmacological support to maintain abstinence

	-Completion of full assessment
-Abstinent and ideally engaging in a psychosocial relapse prevention
-LFTS, U&E’s and FBC results available from GP [not needed for Acamporsate and Naltrexone]
	Continued drug or alcohol use related the relapse prevention medication 

	ROADS checklist / Weds referral meeting 


	APPS
After Prison Prescribing Service
Client Need: 
Specialist prescribing service following prison or court release to ensure smooth continuity of Opiate Substitution Treatment (2- 4 week service referring onward to SML/GP) 

	All service users released from prison to Bristol with no GP, no GP within area of residence or released from court 

	-Those with current GP with planned release from prison
- Those no longer prescribed OST following detox in prison
	Direct referral from Her Majesties prison services via secure inbox, fax and telephone 
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