Flow Chart for Community Dose Assessment (CDA) - using Supervised Consumption (5C) with daily dispensing

Adapted from ‘Slaying the Dragon' - the Birmingham Shared Care Guide produced by a partnership of Birmingham &Ps, Drug Solutions Birmingham and the
Birmingham Drug Action Team. Please feel free to use/adapt this document for your own purposes with an acknowledgment of the use of the source.

Assessment process identifies need for substitute prescribing NB 'Patient Comfort’ as a guide to
this process is equally valid for stabilisation prior to detox as for dose assessment:
preparation for maintenance Persistence of these indicates
likely need for dose increase:
Y e Significant street drug
Prescriber discusses desirability of CDA with patient and identifies an SC pharmacy as use
close as possible to patient's address (see criteria and SC Pharmacy list) e Craving

e Dysphoria/low mood,

insomnia or anxiety - /f
Prescriber telephones pharmacy and sets up Supervised Consumption assessed as probably the

result of tolerance to
/\ opiates
Methadone Buprenorphine
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Start methadone dose between 30-40mg and then increase dose as Follow guidelines for the avoidance of precipitated
required following assessment of the patient which will probably be withdrawal and once established on 4-8mg dose, increase
weekly. Assessment between weekly visits is likely to be based on the dose over 2 -3 weeks to 'normal’ stabilisation dose
discussion with the pharmacist (as deemed necessary) and centred (using the same criteria as for methadone - see below) of
on regularity of attendance at pharmacy for supervised 12-16mg. There is no need to use a lengthy titration
consumption and the presence/absence of sedation/intoxication process with buprenorphine.
Over subsequent weeks the dose can be increased by increments of Some patients will require doses higher than 12-16mg (up
about 5-10mg (as appropriate) twice weekly (max weekly increase in to 32mg daily in some people)
Orange Book is 30mg) according to the observed response, probably NB many patients have no desire for and some patients
to the range 60-120mg (and much higher in some people) have no need of higher doses

NB many patients have no desire for and some patients have no

need of higher doses /

For both methadone and buprenorphine optimal treatment (which is not what every patient will be ready for) is based on the dose which: i. Reduces
illegal drug use to a minimal or absent level (‘absence of street drug use is probably necessary if a detox is planned) ii. Stops/minimises offending to

fund drugs iii. Prevents withdrawal symptoms iv. Enables the patient to sleep reasonably well and feel ‘comfortable’ NB many patients are aided
by progressing the dose beyond that which abolishes withdrawal to a level which stabilises mood, sense of psychological well-being and sleep




