Pharmacist-led collaborative care for
opioid dependence was feasible,

acceptable and provided good clinical

outcomes

Pharmacist-Led Collaborative Care for Medication Assisted Treatment for
Opioid Dependence: Outcomes from the EPIC-MATOD Implementation-

Efficacy Trial. INHSU October 2024
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treatment period. Intervention and
comparison cohort (receiving treatment as
usual through the same providers)

3. Patients, pharmacists and prescribers are
interviewed to gain knowledge on barriers
and facilitators to implementation.

4. Primary clinical outcome is retention at 26
weeks. Secondary outcomes include
attendance for dosing, substance use, mental
and physical health, and general wellbeing.

5. The primary implementation outcome is
treatment capacity. Secondary outcomes
include implementation costs & acceptability

DISCUSSION

Pharmacist-led collaborative care:
- Delivered equivalent outcomes to traditional

- High patient, pharmacist and prescriber

- Can increase treatment access, overcoming

- Next steps are to upscale to different

probably would have smacked some
heroin. It was a blessing”

[Patient #70, after pharmacist
reinduction]

models of care

satisfaction

geographic and other barriers

‘I went up a little bit on my dose and
it was a tiny little thing, but it was a

flexibility that wasn't there before”
[Patient #35]

regions, with accredited training and clinical
practice guidelines ready to go
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