Shared Care Management for Drug Misusers

Integrated Care Pathway


[image: image1.wmf]Eligibility for Service: Adults age over 18, with primary opiate use who is registered with a participating GP, Clients who

are registered with a  non-participating GP will use the alternative service (see appendix one)

Client makes

appointment for

assessment

Client has complex needs: enduring

diagnosed mental health problem, complex

physical health issues, pregnancy or

requires specialist intervention

Refer to BSDS

BSDS will also offer assessment & advice

for treatment for complex cases which can

be managed in primary care(see appendix

2 for pathway)

Client can access

other non-

prescribing drug

treatment services

provided locally,

whilst awaiting

assessment

Some GPs will begin

prescribing whilst

awaiting assessment

appointment, they

may refer to Shared

Care Plus

(see appendix 3 for

details)

Client Assessed using START full assessment

Worker checks returned urine sample, agrees care plan with client, where

appropriate, agrees medication, recommends to GP start dose & titration.

Arranges convenient pharmacy

Client has care co-

ordinator, care plan

already in place. SC

worker works in

partnership with care

co-ordinator

Client not care co-ordinated. Client

requires care plan and care co-

ordinator/keyworker. SC worker or

community based agencies will

fulfill keyworker role

Client begins service: SC worker sees client fortnightly for 30

minutes. GP sees client every three months if no

complications. SC worker reviews the client's prgress every

three months, with the client.

Worker supports GP to enable them to provide effective

treatment.

Some clients may be referred to Shared Care Plus

(see appendix 3 for details of the service)

Client has access to

range of drug

project services

including

groupwork, family

work & counselling.

Also accesses other

non-substance

misuse services

Client needs

change to become

more complex

Client

breaches

contract:

Asked to

leave

service for 3

months,

may return

after this

time

Clients on a reduction

programme may be referred to

BDP/BSDS community detox

programme whilst being

supported within shared care

Client reduces

substitute script and

finishes programme

Client maintained on a Long Term

substitute script. Some GPs insist on

continued SC worker input, others

accept reduced SC input, Some GPs

will maintain script once the client is

stable without SC worker input

Client is referred on to Relapse prevention/relapse avoidance programme,

structured day care or residential rehabilitation programme.

Naltrexone Prescribing (BSDS provide induction, then the client moves back to

primary care)

RAPID

ASSESSMENT-

BDP offers a 1 off

assessment and

GP continues to

prescribe whilst

client is on waiting

list for shared care

worker, they can

refer to Shared

Care Plus

(see appendix 3)

BSDS supports

GP & SC workers

through duty

worker phone

system


Definition

Shared Care in Bristol is a partnership between the GP and a Shared Care Worker from a substance misuse agency. The GP provides a substitute prescription for the client and the worker provides support for the clients’ social and emotional needs. 

Aims & objectives 

· To reduce the risks of harm resulting from substance misuse through medically supervised substitute prescribing and management

· To change problematic substance misuse taking behaviour, improve and achieve harm reduction to the health, welfare and life chances of people in the catchment area who are vulnerable through use of illicit drugs.

· To support clients in their personal goals.

Who is the service for?

· Clients whose main presenting problem is opiate use 

· Clients whose needs have been assessed as suited to treatment in a shared care setting 

· Clients aged 18 years and over, and live in the GP catchment area (Bristol PCT) and will be registered with a GP involved in the shared care scheme

Who would not be able to use the service?

· Clients demonstrating an inability to benefit significantly on any outcome parameters , once treatment has been established

How to access the service (referral pathway)

Access to the Shared Care service is through referrals from GPs to the BDP shared care service.
Screening & Assessment 

Clients will take part in a full assessment of need using the Bristol START Assessment Tool. The assessment will identify the comprehensive range of needs a client may have for treatment and social care.

Where clients needs cannot be met within primary care, the shared care worker will discuss with the GP and where appropriate the GP will make a referral to BSDAS.

Care co-ordination

Where a client has a care co-ordinator, it is likely that they will already have a care pathway plan in place.  The shared care worker will work in partnership with the care co-ordinator whilst the client is receiving treatment through the shared care treatment service

The shared care worker will provide a support role in helping the client to follow their care plan.  They will not take on key-worker/care coordinator role or responsibilities.

Description of treatment 

The overall service provides low threshold substitute prescribing for clients and supervised dispensing, where required.  This is formalised by a signed agreement between the three providers and the client, committing to a written care plan. 

The service is provided by GP, Pharmacist and the shared care worker, as per the Bristol Protocol. The roles are outlined below:

GP

· To provide a regular prescription of oral opioid substitute medication

· To take appropriate action when other substance misuse is evident (cocaine, alcohol, benzodiazepine)

· To address the client’s general health needs, including fast track for hepatitis screening & vaccination

· To refer as appropriate to BDP, BSDAS & other agencies

· To liaise with the shared care service and the pharmacist regarding the progress of the client

· To re-assess the client every three months and review progress, wherever possible with the shared care worker.

· To refer clients to Shared Care Plus, as appropriate  

PHARMACIST

· To supervise consumption of opioid substitute medication in a discreet way which does not embarrass the client 
· To check the legality of the prescription and that the quantities and patient’s details are correct.

· To register the client on the Patient Medication Record (PMR)

· To agree a convenient time for the client to collect their medication

· To explain that missed doses cannot be collected at a later date.

· To liaise with the shared care worker and the GP regarding the progress of the client 

· To explain that methadone or other substitute medication will not be automatically dispensed if the client has missed three or more instalments.

SHARED CARE SERVICE
· To ensure that the client has nominated a Pharmacy who is willing to participate in the 4 way agreement.

· To complete the relevant paperwork which forms the shared care agreement.

· To complete the client assessments and recommend a programme of treatment to the GP for their consideration

· To liaise with the GP and the Pharmacist on the client’s behalf

· To support clients in compliance with the treatment regime in their care plans

· To support GPs to enable them to provide effective treatment

· To re-assess the client every three months and review progress, wherever possible with their GP, via the shared care protocols

· To refer clients to Shared Care Plus, as appropriate

Once the agreement has been made the shared care worker will assess the client, check the returned urine sample, agree a care plan & medication, recommend to GP the start dose and anticipated titration and treatment regime and then will arrange a convenient pharmacy. The service then proceeds as follows:

· GP writes prescription fortnightly, once the client is stable.

· SC worker sees client fortnightly for 30 minute appointment at surgery

· GP to see patient at least every 3 months if there are no complications

· SC worker reviews patient progress every three months with the patient.

Departure planning, aftercare & support

Unplanned discharge:

Not attending:

If a client does not attend for an appointment there are a number of options for what will happen depending on which surgery the client is attending. Some of the options are listed below, it is important that the client is made aware of what will happen at the surgery they are attending.

1. Some GPs will automatically write/sign a script without seeing the client

2. Some GPs will expect the client to see them before they will write/sign a script

3. If the client phones the SC worker on the day of their appointment a script will usually be provided

In most cases, if clients make contact as soon as possible with either their GP or their SC worker when they are unable to attend an appointment they will receive a script and their place on the shared care scheme will be safe. Staying in contact with the GP or SC worker is important if clients are unable to attend.

Using on Top:

Clients who persistently use on top of their prescription for whom it is clear that an opioid substitute prescription is providing no apparent harm reduction benefits, will be asked to leave the programme. 

Aggressive behaviour:

Clients who use aggressive or threatening behaviour or violence towards staff or other patient will be asked to leave the programme

Clients who breach their contract are usually asked to leave the program for three months, after which time they can restart. In practice, very few clients are asked to leave the service, as it is felt more important in terms of harm reduction to keep clients within a service wherever possible. 

Onward referrals


Departure from the service and onward referral should be part of the care plan. The development of an appropriate package of aftercare and support should take place in the final phase of the treatment episode.

Some clients remain on a long term substitute prescription. In some cases the GP will take over sole care of clients who are stable on a long term script. Other GPs may not feel as confident in maintaining clients on a long term script without support from the shared care worker. In these cases the Shared Care worker will reduce the frequency of their meetings with the client, with regular review, with the view that in time the GP will feel confident to maintain the script on their own.

Other clients may reduce their script to zero, in some cases this may be with the support of the BDP/BSDS partnership providing a community detoxification. These clients may be referred onto relapse prevention/avoidance programmes, residential rehabilitation programmes or structured day care.

Linking Services 

Clients in the shared care service will have access to the range of substance misuse services which are available locally this includes counselling, structured day care and family support services. 

Clients may also be signposted to other services such as housing support, benefits advice and employment & training advice.

APPENDIX ONE
Care Pathway for Patients of Non-Prescribing GPs
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APPENDIX TWO

Integrated Care Pathway for Shared Care Clients referred to BSDS
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Description:

The Shared Care Plus (SC+) provides a time-limited package of intensive support to clients, as an adjunct to Shared Care and also as a support to clients who are working exclusively with their GP. 

SC+  has a limited capacity therefore the service  will need to prioritise cases and will not be available to all clients receiving support for their opiate dependence in primary care.

Service Objectives:

· To support clients to make more effective use of existing drugs services and related support services

· To support clients to make more effective use of their treatment programme

· To support clients to understand and use services appropriately, effectively and move through services at a steady pace

· To encourage more effective engagement

· To support clients who may have more complex needs/or short term difficulties

Who is the service for?

Clients must be receiving support from a GP and/or a Shared Care Worker and in receipt of a prescription for opiate/opioid dependence.

The service is aimed at four main groups of clients:

1. Those who have recently begun treatment and are new to receiving a prescription for opioid dependence. These clients may need extra support in understanding and accessing drugs treatment and related services in Bristol.

2. Those who do not have a shared care worker, who only see their GP infrequently for a script. These clients may need support to use treatment effectively and to progress at a steady pace.

3. Those who may be ‘stuck’ in treatment, who have been receiving a prescription for opioid dependence for a significant period of time and may not be making or maintaining progress or recognisably moving forward.

4. People who have complex needs, who would like to do a community detox, and who need extra support towards preparing for their community detox.

How to access the service:

GP or Shared Care worker referral

Description of the Service:

The service provides a 12 week intensive support package to clients. The service is not a prescription management service, the GP and Shared Care workers maintain responsibility for the management of the prescription.

The service works with clients in a focused way to enable them to achieve specific goals that they may have around their drug treatment or other psychosocial needs e.g. addressing issues of using-on-top, housing, accessing education or employment opportunities or accessing other drug treatment services.

Onward Referrals:

On completion of 12 weeks of support clients will continue to receive the Shared Care support or GP-only care that they received before beginning the Shared Care Plus. 

Some clients may go onto the community detoxification service.
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