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Executive Summary 

In response to increasing demand for treatment services for people experiencing opioid dependence, the Shared 
Care for Opioid Treatment (SCOT) Project was tasked with developing a sustainable model of care that could be 
integrated into the Metro North Mental Health – Alcohol and Drug Service (MNMH-ADS) treatment framework. 
The model aimed to increase primary health care and non-government organisation capacity to manage the 
treatment of opioid dependence with the support of specialised alcohol and drug services.  
 
The EB10 Nurses and Midwives Innovation Fund provided resources to support the project over the 12-month 
period from September 2019 to September 2020. Activities were undertaken to research best practice, develop a 
model of care appropriate for MNMH-ADS, educate staff in applying the model, develop resources to assist all 
shared care collaborators to perform their roles, and commence model implementation. 
 
The overarching aim of implementing a sustainable model of shared care was to be achieved through the delivery 
of the following outcomes: 
 

• An endorsed model of shared care treatment that is integrated into MNMH-ADS treatment model 

• That MNMH-ADS clinical staff understand the rationale for a shared care model  

• That MNMH-ADS clinical staff understand the model procedure and can undertake the processes for 

establishing shared care treatment 

• That the model of care provides MNMH-ADS patients the right care, in the right place, at the right time 

• Increased capacity for MNMH-ADS to meet treatment service demand. 

A formative evaluation assessed the applicability of the model to the local context, and an implementation 
evaluation assessed variables that would support adoption of the model, and therefore its ongoing sustainability. 
A review of project costs provided further evidence to support its implementation. 
 
MNMH-ADS staff were engaged through a modified Delphi method to develop the Shared Care for Medication-
Assisted Treatment of Opioid Dependence 005608 procedure (Appendix 1). The model was developed based on 
best practice and in consideration of the Queensland regulatory framework of the Queensland Opioid Treatment 
Program. This Method was undertaken in the development of the model to ensure that it was appropriate for the 
local context. 
 
The implementation evaluation indicated support for the model in general, however some staff expressed 
concerns that reinforce the experiences of shared care elsewhere. For example, while over 80% of staff believe 
that the model is appropriate to meet the needs of patients, only 56% believe the model meets the needs of 
MNMH-ADS, and it is therefore suggested that having a Nurse Navigator coordinating and managing shared care 
would help meet those needs. Approximately 70% of staff believe that the support resources are useful for 
implementing the model and it is suggested that increased exposure to implementing the model would result in 
strengthening that response. 
 
All staff indicated an awareness of the model which can be attributed to extensive consultation and MNMH-ADS 
Executive support. However, further education and experience in applying the model is required with only 75% of 
staff indicating their understanding the model and 60% indicating their understanding of how to apply the model 
in practice. As the model had limited use prior to surveying staff, it is believed that overall levels of understanding 
of the model will increase as more patients are transferred into shared care. 
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Some staff expressed concern that the model may not be sustainable without having a temporary or permanent 
role dedicated to coordinating and managing shared care. Only 44% believed the model could easily be integrated 
into the MNMH-ADS treatment framework (‘business as usual’), while 56% believed a temporary role driving 
shared care is necessary and 75% believed a permanent role is required.  
 
The development of the SCOT model came in on budget ($311K). Project outputs have facilitated the successful 
implementation of the model with 19 MNMH-ADS patients transferred into shared care by project end. These 
resources have been packaged-up and published to assist other Queensland Health Hospital and Health Services 
develop and implement a shared care model appropriate for their local context.  
 
To address the concern of sustainability, the cost effectiveness of a Nurse Navigator coordinating and managing 
shared care treatment was compared to a ‘business as usual’ model where clinical services expand to meet 
demand, providing treatment to the new, and more complex and high-risk patients in addition to maintaining 
patients stable in their treatment. Acknowledging this is a simple evaluation of costs associated with both models 
in meeting increased service demands, it highlights that moving patients into the right care, in the right place, at 
the right time can increase service capacity at a fraction of the cost of meeting demands by bolstering ‘business as 
usual’. The comparison indicates a cost differential of between $500k and $1.5m in favour of a Nurse Navigator 
model. 
 
In summary, the SCOT Project has highlighted the viability of a shared care model with the right supports. The 
resources developed will enable clinicians to implement shared care for their patients and assist other services to 
establish shared care as part of their treatment framework. MNMH-ADS clinical staff raised concern about the 
sustainability of the model without a dedicated role coordinating and managing shared care. These concerns are 
reflected in the experience of other services where shared care models have been attempted.  
 
The cost effectiveness of a Nurse Navigator model provides an opportunity to meet increasing demands on 
services through innovation and collaboration with primary health care. A shared care model can meet the 
Quadruple Aim, improving the patient and staff experience and health outcomes, while providing cost 
efficiencies. It is recommended that MNMH-ADS investigate possible channels to incorporate a Nurse Navigator 
model into the treatment framework to support the share care model and improve service and patient outcomes. 
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1. Overview 

1.1 Project background and policy context 

The economic and social costs associated with opioid drug use are relatively high and accordingly, opioids have 
been identified as a priority substance in the National Drug Strategy 2017-2026 1, while a range of 
Commonwealth led interventions have been implemented to reduce the harms from opioid use. 

In addition to this national focus, the Queensland Government, in response to the Queensland Parole System 

Review: Final Report (November 2016), supported the introduction of opioid substitution treatment (OST) 

programs across all Queensland prisons 2, with implementation commencing in 2018. Due to the risks associated 

with drug use on release from prison, people released on OST or requiring OST are provided ‘priority’ access to 

Queensland Health alcohol and drug services (ADS). The pharmacological properties of the OST medications 

(pharmacotherapy) used make them effective substitutions for problematic use of other opioid drugs.  

The use of pharmacotherapy to treat opioid dependence in Queensland is underpinned by the Health (Drugs and 
Poisons) Regulation 1996.  People receiving pharmacotherapy are registered under the Queensland Opioid 
Treatment Program (QOTP) which provides a regulatory framework for the provision of prescriber and dispensary 
services. Medical and Nurse Practitioners must undergo self-directed online training, complete a one-day clinical 
placement and obtain approval from the Queensland Health Chief Health Officer or their delegate, before they 
are authorised as a prescriber of QOTP treatment medications.  

Based on available data, Queensland Health indicate that implementation of prison OST may result in an 

additional 330-350 patients requiring treatment in the Metro North (MN) Hospital and Health Service (HHS) 

catchment post-release. Many of these additional patients will require treatment services in the northern region 

of the MN HHS catchment. Metro North Mental Health – Alcohol and Drug Service (MNMH-ADS) deliver QOTP 

across four sites (Brisbane, Chermside, Redcliffe and Caboolture) and is currently operating at capacity 

(approximately 1,120 patients). Clinics at Redcliffe and Caboolture already experience inconsistent service 

delivery due to sharing governance structures, limited staffing, and infrastructure restrictions as tenants in 

community health buildings.  

OST can also be delivered by private prescribers. Historically, provision of OST by General Practitioners (GPs) in 

Queensland has been limited, where many patients are seen by relatively few GPs without the capacity to 

manage significant caseload increases. On occasion, HHSs have responded to unexpected GP treatment cessation 

and assumed management of these large caseloads. Consequently, HHS absorb the significant treatment service 

demand across Queensland. It is expected that MNMH-ADS will be unable to meet the anticipated additional 

demand within current clinical resources. In addition, the prioritisation of people recently released from prison 

for OST could delay access to treatment for people from the community. 

The Queensland Medication-Assisted Treatment of Opioid Dependence: Clinical Guidelines 2018 (MATOD 

Guidelines) describe a treatment model of shared care between an ADS and a community GP 3. In this model, the 

patient treatment remains registered with the ADS and the patient maintains access to their case manager; while 

the GP monitors the patient and provides ongoing treatment scripts. Importantly, the GP is not expected to 

complete any training to become a specialised QOTP treatment provider.  
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In a typical patient journey the patient would attend the ADS for assessment, planning and goal setting, 

treatment commencement and stabilisation. The patient would then transfer to their GP once their treatment is 

stable. The ADS would conduct annual patient reviews and provide ongoing support to the GP.  

The MATOD Guidelines encourage shared care because of benefits such as:  

• normalising treatment 

• reducing stigma   

• enhancing patient autonomy 

• improving links between GPs and ADS that can assist with other referrals 

• allowing ADS resources to be redirected to new/complex patients. 3 

Other benefits of shared care include: 

• It provides a holistic health approach which can improve general health monitoring and preventative 

health checks 4, 5, 6 

• It supports a recovery approach and promotes patient responsibility for their own health 4 

• The supportive shared care arrangement can encourage approved prescribers to take on further patients; 

and the experience of managing care for stable patients can improve their confidence in treating people 

experiencing drug dependence. GPs report having a better understanding of alcohol and other drug use 

and describe the experience as largely rewarding. This may also lead to shared care approved prescribers 

becoming authorised QOTP prescribers in the future. 6, 7 

This model has limited uptake with only one HHS providing a recognised service where approximately 10% of 
their patients are engaged in shared care. It is unknown whether this figure represents a model operating at high 
or low capacity of shared care. There are several identified reasons why shared care or moving patients to a 
primary health care setting has achieved limited success or failed to be implemented or maintained in the 
past.  GPs have historically been reluctant to take on treatment of opioid dependence and report concerns about: 

• the “type of patient” (i.e. challenging) attending the clinic 5, 8, 9, 10, 11, 12 

• being inundated with people requesting treatment or drugs once they are known as a prescriber 

• the lack of specialised alcohol and other drug knowledge or experience 4, 10, 12 

• the lack of adequate support by specialised services 4, 5 

• the amount of time required to treat patients and the lack of meaningful payment. 5, 10,12 

Further exploration of unsuccessful attempts in moving patient treatment to GPs indicated that a common issue 

was that the GP was expected to become an independent prescriber of treatment rather than a treatment 

provider in conjunction with an ADS.  

However, successful shared care models nationally and overseas indicated common factors that facilitated shared 

care. The most common enabling features were: 

• identification of stable patients  

• establishing a common support person for the GP 11 

• case managers retaining responsibility for their patient’s care  

• access to specialist medical officers and information 5, 7, 9, 10 

• flexibility – allowing GPs and clinics to find the best fit.  
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While GPs were not interested in becoming registered prescribers of treatment for opioid dependence, the 

supported shared care arrangement, where the GP is not known as an independent registered prescriber, has 

proven to have a much better acceptance rate. 

The evidence indicated that a successful model would need to address the identified barriers and have ongoing 

ADS support with ease of access to specialist knowledge when required.  

A shared care model was considered an appropriate strategy to improve the capacity of MNMH-ADS to meet the 

demand for access to treatment services for new, and complex and high-risk presentations. 

In addition to aligning with the MATOD Guidelines, a shared care model would address the Queensland State 

Government’s commitment to implement OST to all Queensland correctional centres, and align with: 

• Metro North Mental Health - Clinical Services Plan 2018-202313 

o Developing partnerships with non-government agencies, empowering patients to live healthy and 

well 

o Strengthening culture, teamwork and leadership 

o Innovation in models of care. 

• Metro North Hospital and Health Service - Strategic Plan 2016-2020 (revised 2019)14 

o Putting people first 

o Improving health equity, access, quality and health outcomes 

o Delivering value-based services through innovation. 

• Queensland Health - Connecting Care to Recovery 2016-2021: a plan for Queensland’s State-funded 

mental health, alcohol and other drug services15 

o Access to appropriate services as close to home as practicable and at the optimal time. 

• Queensland Health - My health, Queensland’s future: Advancing health 202616 

o Implementing new models for better connected healthcare and improved health outcomes and 

ensuring Queenslanders receive clinical care within an appropriate time regardless of location or 

socio-disadvantage. 

• Queensland Health - Department of Health Strategic Plan 2019-202317 

o Promoting health where people live, work and play 

o Safe and high-quality services 

o Partnerships to achieve goals 

o Models that enhance sustainability and service efficiency of the right care, in the right place, at 

the right time 

o Workforce leadership and development.  

• Queensland Mental Health Commission - Shifting minds: Queensland Mental Health, Alcohol and Other 

Drugs Strategic Plan 2018–202318  

o Cross-sectoral collaboration to improve individual, population and whole-of-system outcomes. 

1.2 Project aim 

The Shared Care for Opioid Treatment (SCOT) Project aims to increase the ability of community and non-

government organisation (NGO) medical and nurse practitioners to treat people experiencing opioid dependence 
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and increase MNMH-ADS capacity to respond to new, and the more complex and high-risk community 

presentations including those being released from Queensland correctional centres. To achieve this, a sustainable 

model of shared care for patients being treated for opioid dependence would be developed - moving stable 

patients into a more appropriate treatment setting and freeing up MNMH-ADS medical and nursing hours. 

Intended outcomes of the project are: 

• An endorsed model of shared care treatment will be integrated into MNMH-ADS treatment model 

• MNMH-ADS clinical staff understand the rationale for a shared care model  

• MNMH-ADS clinical staff understand the model procedure and can undertake the processes for 

establishing shared care treatment 

• A model of care providing MNMH-ADS patients the right care, in the right place, at the right time 

• Increased capacity for MNMH-ADS to meet treatment service demand. 

1.3 Description of the project 

The SCOT Project received funding from the EB10 Nurses and Midwives Innovation Fund to resource two full-time 

equivalent (FTE) Clinical Nurse Consultants (CNC, NG7), as Project Lead and Senior Project Officer to complete the 

project activities to meet the indicated outcomes. Conditions of funding dictated a 12-month project timeframe 

from September 2019 to September 2020. Delays in recruitment and staff commencement reduced project 

activity over the first quarter of the project timeframe. 

The CNC roles were housed within MNMH-ADS Statewide Clinical Support Services (SCSS, Insight Unit). The 

Project Lead and Senior Project Officer undertook project management and all activities to achieve project 

outcomes, including stakeholder engagement, and model and resource development. In addition, the project 

team provided monthly reports on project status, deliverables, achievements and projected activity.  

The Director, SCSS provided business support, support for resource development, research guidance, project 

promotion and endorsement of monthly reporting. The Nursing Director MNMH-ADS provided guidance on 

MNMH-ADS strategic direction and business support, access to clinical staff and project promotion, and 

endorsement of monthly reporting.  

The MNMH-ADS Executive team endorsed the consultation strategy including team-leader and individual team 

consultation, and external engagement. A description of identified stakeholders and their roles is provided in 

Table 1. 

Table 1 Stakeholders and shared care roles  

Stakeholder Role 

MNMH-ADS Executive (Operations, 
Clinical, Nursing, Allied Health and 
Statewide Clinical Support Services 
Directors) 

Endorsement of project approach; sponsors and facilitators of 

implementation of a new service model of care. 
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Roma Street, Melaleuca, 
Redcliffe/Caboolture clinic staff 
(NUMs, medical officers, clinical 
and registered nurses)  

OST service delivery; multidisciplinary teams; case managers. The 

teams will be responsible for identification of patients for shared care, 

and assisting patients prepare for a shared care treatment model. 

Biala Acute Care Service staff (CNC, 
medical officers, clinical and 
registered nurses) 

Receive referrals for review and assessment of patients with alcohol 

and drug use and can commence patients on OST. Clinicians also work 

across other clinics and will need to be familiar with SCOT. 

MNMH-ADS psychosocial teams 
(Team leaders, psychologists, social 
workers) 

Provide psychological therapies to patients of MNMH-ADS, including 

OST patients. Provide input into multidisciplinary team reviews. 

Brisbane North Primary Health 
Network (PHN - alcohol and drug 
unit staff, Clinical Advisory Group) 

Work with GPs, other primary and secondary health care providers 

and hospitals for improved patient outcomes. The Brisbane North 

PHN provide opportunities to reach network members, and feedback 

on appropriateness of model of care and resources. 

Monitored Medicines Unit (MMU) Have administrative responsibility of the QOTP and provide approval 

for GPs to collaborate with the ADS in shared care.  

Patients (stable OTP) Patients are the focus of shared care and will make choices about 

their own health care. They will be the recipients of a model of care 

that can facilitate their recovery journey. 

General Practitioners and NGOs GPs and NGOs are partners in providing shared care treatment for 

people experiencing opioid dependence. They will provide ongoing 

holistic care, or rehabilitative services to people with the support of 

MNMH-ADS.  

Pharmacists Provide dispensary services of OST medication to patients. They will 

need to be aware of regulatory components of shared care treatment 

and will provide regular pharmacist reviews to the GP and ADS as part 

of the multidisciplinary team providing shared care. 

MNMH-ADS Service Development 

Coordinator 

Provide guidance on requirements and processes for model and 

resource development and access to the Alcohol and Drug Service 

Client Advisory Committee. 

Insight (Centre for alcohol and other 

drug training and workforce 

development) 

Provide support in development of resources including educational 

videos. Facilitate promotion of SCOT and will host developed 

resources for ongoing use by other HHS. 

Adis (24/7 alcohol and drug support) Provide 24/7 telephone support services for health professionals and 

patients and require knowledge of the shared care model. 

Offender Health Provision of OST in prisons and vital for collaboration with ADS to 

improve levels of transfer of care. 
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Common barriers to, and enablers of, the provision of treatment of opioid dependence in primary care were 

identified through a literature review. Consultation with existing HHSs that have implemented or attempted to 

implement shared care (Sunshine Coast, Metro South and Central Queensland), reinforced these findings and 

provided further information relevant to Queensland.  

GPs and pharmacists who had expressed an interest in working with patients experiencing problems with alcohol 

and drug use were targeted for consultation, seeking to determine what they viewed as the enablers and barriers 

to engaging in shared care. Draft documents that would support clinical review and information sharing for 

clinicians engaged in shared care, were socialised with these stakeholders in addition to the PHN Clinical Advisory 

Group, for feedback. 

The local COVID-19 response restricted access to general practice and therefore broader consultation. The project 

team focussed on refining the draft documents and commenced engagement with the MNMH-ADS clinical staff 

to develop the shared care model. Clinical staff engagement occurred through informal conversations, team 

meetings and a modified Delphi method which included staff in developing a model that incorporated their 

expert opinions and considered the local context. A more detailed explanation of the modified Delphi method is 

provided in Chapter 2.3. A draft procedure for the shared care model was developed through three rounds of the 

modified Delphi method. 

Consultation with Offender Health Service representatives was delayed due to significant service demands due to 

the COVID-19 response. In addition, the rollout of OST in prisons was delayed due to further Government review 

processes. Further implementation is not expected before 2020/21 financial year. The project team identified this 

as an opportunity - allowing time for a considered and staged approach to shared care.  

Opportunities were taken to promote SCOT through professional development activities for GPs and pharmacists, 

and in the Brisbane North PHN newsletter, Network Link. 

In addressing barriers to shared care, a range of resources to provide specialist advice, education and information 

already existed such as:  

• Alcohol and Drug Clinical Advisory Service (ADCAS) which can provide specialist clinical advice;  

• Insight which has contemporary and engaging education and training resources; and  

• Adis 24/7 alcohol and drug telephone support who are able to connect clinicians to support services. 

Additional resources were developed to inform GPs of these support services and provide further information on: 

• common clinical presentation and indicators that meet the criteria for stability 

• how we would collaborate and how the ADS would provide support to the GP 

• the expectations of the approved prescriber  

• other support networks that exist. 

A package to assist clinical staff, GPs and pharmacists was put together containing: 

• information resources 

• a patient brochure 

• a short video responding to GP frequently asked questions 

• clinical review and information sharing support documents 
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• PowerPoint educational videos explaining how and when to use all documents. 

This package was de-branded for free and open use by other HHSs, combined with information on how to 

develop a locally focussed model of shared care treatment and hosted on the Insight website as the “SCOT 

Toolkit”.  

The project transitioned to the implementation phase (transition of identified stable OST patients from MNMH-

ADS to GPs and/or NGOs) in the last quarter of the project. During implementation the project team worked 

closely with clinical staff to work through the procedure and coordinated the transfer to shared care, including 

the provision of education and support to the GPs and practice staff. 

1.4 Purpose and scope of the evaluation 

The purpose of the evaluation of the SCOT Project is to enable an assessment of its design and implementation. 

While many outcomes cannot be realised by the end of the project timeframe, implementation of the new model 

is expected to achieve improved health outcomes, patient and staff experiences and cost efficiency in the long-

term. The evaluation will also consider the cost effectiveness of a proposed Nurse Navigator model for ongoing 

coordination and management of SCOT. 

The evaluation findings will provide the MNMH-ADS Executive, including the MNMH Executive Director and other 

stakeholders in Queensland Health, a rationale for the developed model of care and the ongoing viability of the 

model to achieve better outcomes for patients and the health system. The information can support decision 

makers when considering ongoing investment and scalability to improve service delivery and efficiencies in 

providing treatment for people experiencing opioid dependence. 

The scope of the evaluation includes: 

• an assessment of the development and acceptability of the clinical framework 

• an assessment of the cost to develop a shared care treatment model 

• an economic evaluation of ongoing additional human resource support for the framework. 

It is intended that beyond the life of the project that monitoring of the model will continue with assessment of 

the number of: 

• shared care prescribers  

• patients in shared care; and 

• QOTP prescribers in the Brisbane North region since commencement of the project. 

Additionally, MNMH-ADS will seek to survey patients, case managers and community prescribers about their 

ongoing experience of engaging in shared care. 
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2. Methodology / Conceptual approach to the evaluation 

The research and stakeholder consultation indicated that for shared care to be sustainable, a driving force was 

required. It is proposed that a Nurse Navigator coordinating and managing shared care would provide that role. 

However, in an economically constricted environment it is important that the shared care model could be 

sustainable without a Nurse Navigator.  

The project outcomes are related to the implementation of a sustainable model of shared care. This evaluation 

aims to assess some of the variables that would support the adoption of the model, and therefore it’s 

sustainability.  

The adoption of the model by the clinical staff is required to provide sustainability. To improve the uptake, clinical 

staff would need to take ownership of the model, accept it as an appropriate treatment model and be aware of 

the processes involved. In addition, the clinical staff would require resources to reduce the administrative burden 

associated with this highly regulated treatment. 

Staff were engaged to develop the model with the intent that this would encourage ownership, and also ensure 

the model was appropriate for the local context. Resource packages were then developed to support the model. 

These packages provided all necessary document templates and stepped out the process for clinical staff to guide 

the procedure. 

Survey questions in this evaluation were developed by the project team after consultation with project sponsors 

and will also consider the cost effectiveness of a Nurse Navigator model against a ‘business as usual’ model. 
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2.1 Program logic 

Table 2 below, provides additional detail relating to the outcomes specified in the program logic model, including 

how they align with the Quadruple Aim, and when they are expected to occur. 

Table 2 Intended project outcomes, by time horizon 

Time horizon Patient experience Health outcomes Staff experience Cost efficiency 

Short term Satisfaction with 

having health care 

managed by one 

provider. 

Reduced patient levels 

of stress or discomfort 

associated with 

attending ADS. 

Satisfaction in assisting 

patients progress in 

their recovery. 

Model and supporting 

resources developed 

within EB10 Nurse and 

Midwives Innovation 

Fund budget. No 

additional costs. 

Mid term Increased health 

literacy through 

involvement in own 

health care. 

Improved general 

health monitoring and 

preventative health 

checks for the 

individual. 

Reduced stress by 

being able to focus on 

tertiary care services. 

Under a Nurse 

Navigator support 

model, further 

treatment service 

efficiencies can be 

explored, and quality 

improvements 

undertaken, 

particularly in 

collaboration with 

Offender Health 

Services. 

Long term Increased 

responsibility for own 

health and a treatment 

model supportive of 

the recovery journey. 

Improved health 

management and 

recovery for the 

individual.  

Improved population 

health outcomes 

through increased 

patient health literacy 

and engagement in 

health care. 

Opportunity for career 

progression if Nurse 

Navigator support 

model implemented. 

Under a Nurse 

Navigator support 

model, cost transfer to 

primary health care 

sector and increased 

capacity of MNMH-

ADS to treat new and 

more complex and 

high-risk patients. 
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2.2 Evaluation domains and questions 

Table 3 Evaluation domains and questions  

Domain Evaluation questions 

Formative 

Design How has local context been accounted for in the shared care model design? 

Implementation 

Acceptability Do clinical staff consider the shared care model to be an acceptable approach to assist clients 
in their recovery journey? 

Do clinical staff consider the shared care model to be an acceptable approach to assist MNMH-

ADS increase capacity to see new and more complex presentations? 

Do clinical staff consider the support documents and resources useful in supporting shared 

care implementation? 

Is there anything else required to make the model more acceptable to meet the client or 

MNMH-ADS needs? 

Awareness Are clinical staff aware of the shared care model? 

Do clinical staff understand the shared care model? 

Do clinical staff understand how to apply the shared care model? 

Is anything else required to assist you increase your awareness and understanding of the 

shared care model? 

Costs What are the costs to develop the shared care model? 

Sustainability Do clinical staff believe the shared care model can be easily incorporated and integrated into 

‘business as usual’? 

Do clinical staff believe a temporary role is required to incorporate and integrate the shared 

care model into ‘business as usual’? 

Do clinical staff believe a permanent role is required to incorporate and integrate the shared 

care model into ‘business as usual’? 

Is there anything else required to ensure the shared care model is incorporated and integrated 

in MNMH-ADS ‘business as usual’? 

Economic 

Cost-effectiveness What is the cost differential between ‘business as usual’ and implementing a Nurse Navigator 
model to coordinate and manage shared care? 
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2.3 Data collection 

Formative evaluation 

To determine best practice project staff: 

• Conducted a literature review investigating several models of shared care from Australia (Queensland and 

New South Wales) and overseas.  

• Consulted with Queensland Health staff who have implemented (Sunshine Coast HHS, Metro South HHS), 

or attempted to implement (Central Queensland HHS), a shared care model of treatment. 

• Applied industry experience with knowledge of other models of care. 

Relevant components of the existing models were combined with the regulatory and legislative framework of the 

QOTP and used to describe a hypothesised model of shared care. This was used to assist MNMH-ADS Executive 

and clinical staff conceptualise how a model would integrate within usual service delivery. 

A modified Delphi method was then used to develop the shared care model of treatment. This method is a 

structured communication relying upon a panel of experts to make decisions. The experts answer questionnaires 

in two or more rounds and after each round are provided an anonymised summary of the decisions from the 

previous round including any reasons provided for their judgments. In subsequent questionnaires, the experts 

may be encouraged to revise their earlier answers in light of the replies of other members of their panel. It is 

expected that during this process the range of the answers will decrease, and the group will converge towards the 

"correct" decision. The process is completed once a predefined stop criterion is reached. The process for the 

development of the SCOT model was completed after two questionnaires and a group consultation. 

Implementation evaluation 

To evaluate implementation, a brief survey hosted through SurveyMonkey® was administered. Clinical staff who 
were intended to implement the model were asked to familiarise themselves with the MNMH-ADS Shared Care 
for Medication-Assisted Treatment of Opioid Dependence 005608 procedure and view the staff education 
presentation if they were unfamiliar with the support resources. The survey was sent to clinicians via the MNMH-
ADS Nursing Director with further email reminders from the project team and Nursing Director. The survey used a 
Likert scale and respondents were asked to indicate their level of agreement with nine statements as either 
agree; somewhat agree; neither agree nor disagree; somewhat disagree; and disagree. The statements relate to 
staff acceptance and awareness of the model, and staff opinion regarding model sustainability. Additional 
questions asked the respondents to suggest any other requirements to improve the model. Analysis of results is 
conducted through SurveyMonkey®. 
 
The implementation costs were evaluated comparing actual costs to the project budget. Costs were determined 
by monthly budget labour reports and the summation of staff consultation time using known staff levels and 
hourly wage rates; and costs associated with resource development and transport. 

Economic evaluation 

A full economic evaluation of this model was not feasible due to time and resource constraints. However, an 
existing shared care model at the Sunshine Coast Hospital HHS indicates that 10% of patients are managed 
through shared care. This is the only shared care model operating with any recognised capacity in Queensland 
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and is used as a benchmark for this evaluation. It is unknown whether this figure represents a model operating at 
high or low capacity of shared care so evaluation at 5%, 10% and 15% will be provided. Cost effectiveness is 
assessed by comparing ‘business as usual’ and supporting the model with a Nurse Navigator. 
 
The cost differential is determined between:  

• business as usual (QOTP patients being treated in a clinic staffed by Senior Medical Officers, Nurse Unit 
Manager, Clinical Nurses and Administration support); and 

• a Nurse Navigator model to coordinate and manage shared care treatment for 5-15% of MNMH-ADS 
QOTP patients with community prescribers.  

 
Queensland Health costing templates have been used to ensure consistent application of awards and non-labour 
costs and are calculated for the 2020/2021 financial year. 

2.4 Ethical considerations 

In conjunction with project sponsors it was decided to conduct a modified Delphi method for model development 
as research and two research proposals were made to evaluate medium term patient and clinician (including GPs) 
outcomes and improve the model into the future.  
 
Ethics approval was sought and granted by The Prince Charles Hospital Human Research Ethics Committee for all 
research proposals. Due to timeframes of the project and implementation of the model, the research activities 
are incomplete for clinician experience, however the findings presented here represents the survey of MNMH-
ADS clinical staff about the implementation of the model. Research into patient experiences have not 
commenced but will be provided to the MNMH-ADS Executive upon completion and will be made available for 
further dissemination. 
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3. Formative evaluation findings 

This chapter evaluates how the design of the shared care model has been informed by the local context. 

3.1 Design 

3.1.1 How has the local context been accounted for in the shared care 
model design? 

The MNMH-ADS Shared Care for Medication-Assisted Treatment of Opioid Dependence 005608 procedure was 

developed through the modified Delphi method – achieving consensus on components of the model by MNMH-

ADS clinicians, based on best practice models and in the context of the regulatory framework of the QOTP.   

Components of the hypothesised model (best practice components in the context of the QOTP regulatory 

framework) were used to structure the first questionnaire which, rather than asking open questions on how the 

model should be structured, presented clinicians with 41 clinical guideline statements asking them to provide 

yes/no answers and providing further comments if required.  

As an example of how the components of the model were broken down to form the questionnaire; there are 

three medications used for treatment of opioid dependence, each with their own properties, benefits and risks. 

Clinicians were asked three questions to determine which medications are suitable for shared care: 

Should clients receiving methadone be considered for shared care? 
Should clients receiving sublingual buprenorphine be considered for shared care? 

Should clients receiving sublingual buprenorphine-naloxone be considered for shared care? 

 
By breaking down the components of the hypothesised model in this way, the process ensured that the clinicians 

could determine the how the model would function, taking into consideration best practice and the Queensland 

regulatory environment. In addition to determining what is considered a stable patient, this method also 

determined general components of shared care, required patient assessments, GP responsibilities and 

psychosocial support.   

There were 25 and 34 respondents for the modified Delphi questionnaires one and two respectively. Respondents 

were from a range of health disciplines including addiction medicine specialists, psychiatrists, medicine, nursing, 

psychology and social work, while roles included discipline directors, team leaders and clinical staff. The collective 

responses of the first questionnaire were used to refine the model and generate new components for 

consideration. Consensus was achieved on 24 components, three of which were determined to be irrelevant to 

shared care. The second questionnaire asked the clinicians to reconsider two components, refine 15 and consider 

four new components.  

A third qualitative questionnaire was conducted as a face-to-face discussion with 11 staff including medical 

specialists and nurse practitioners, discipline directors and nursing team leaders. It was conducted this way as 

there were only 6 elements that needed clarification, which related to prescribing and service structure. 

To illustrate the process: 
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• The first questionnaire asked if patients treated with methadone should be considered for shared care. 

• Consensus was yes, but several comments indicated that dose limits should be considered. 

• In the second questionnaire, clinicians were provided this feedback and information from clinical guidelines. 

• Clinicians were asked which of three doses should be considered as an upper level. 

• There was no clear consensus. 

• In the final discussion, clinicians were informed of the previous results. 

• The discussion reminded clinicians that patients would be assessed as psychosocially and medically stable after being   
reviewed by the multi-disciplinary team, and the dose could not be independently altered by the approved 
prescriber (elements of the model determined previously). 

• Clinicians were asked if a dose maximum should exist or emphasis placed on individual patient stability; and if 
there should be any specific criteria for patients prescribed methadone. 

• Consensus was achieved through this discussion. 
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4. Implementation evaluation findings 

This chapter evaluates whether clinical staff consider the model an acceptable intervention to meet the intended 
outcomes, the level of awareness and knowledge of the model, and whether the model is able to be integrated 
into usual service delivery and sustained. The responses of 16 (N=16) clinical staff provide the data for this 
evaluation.  

In addition to the questions evaluating acceptability, awareness and sustainability of the model, staff were 

provided with free-text fields to indicate if anything else was required to improve these implementation domains 

Relevant comments are provided in the discussions below and the full transcript is available in Appendix 2. 

Implementation costs are also evaluated.  

4.1 Acceptability 

4.1.1 Do clinical staff consider the shared care model to be an acceptable 
approach to assist clients in their recovery journey? 

Staff responded to the statement: The shared care model is an acceptable approach to assist clients in their 
recovery journey. 

Agree (%) Somewhat agree (%) Neither agree nor disagree (%) 

81 13 6 

 

While the model is generally considered acceptable for clients; 

“This model is excellent to meet client needs.” “The philosophy underpinning the shared care model (based on recovery 

framework) is embraced by staff.” 

there is concern that clinical staff will not be able to implement shared care to meet its capacity due to the 
demands of higher acuity patients and other service requirements. 

“…CM will continue to prioritise chaotic clients and not get the time to set up stable clients into shared care.” 

“…can compete for attention with other dynamic, emergent issues requiring clinician focus…” 

4.1.2 Do clinical staff consider the shared care model to be an acceptable 
approach to assist MNMH-ADS increase capacity to see new and 
more complex presentations? 

Staff responded to the statement: The shared care model is an acceptable approach to assist MNMH-ADS increase 
its capacity to see new and more complex clients. 

Agree (%) Somewhat agree (%) Neither agree nor disagree (%) 

56 31 13 
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In considering acceptability of the model for MNMH-ADS, it is suggested that a role coordinating and managing 
shared care is required for the model to meet service needs. This suggestion interconnects with the concerns 
voiced about competing demands and inability for clinical staff to devote time in implementing shared care. 

“A nurse navigator position to continue to drive this program.” 

“…regard to ADS needs, … would be significantly enhanced by creation of a permanent Metro North ADS CNC role dedicated 

to shared care.” 

4.1.3 Do clinical staff consider the support documents and resources 
useful in supporting shared care implementation? 

Staff responded to the statement: The support documents and resources are useful in supporting the 
implementation of shared care. 

Agree (%) Somewhat agree (%) Neither agree nor disagree (%) 

69 25 6 

 

While over two thirds of respondents indicate the supporting resources are useful, there remains a significant 
portion that while not in disagreement, are unsure. This could be explained acknowledging that only 19 patients 
are currently in shared care - so many clinical staff have not yet implemented the model or implemented it 
infrequently and may not have experience in the utility of the resources. 

“…once the shared care approach has been implemented for a period of time, then gaps to make the system may become 

evident.” 

4.2 Awareness  

4.2.1 Are clinical staff aware of the shared care model? 

Staff responded to the statement: I am aware of the MNMH-ADS shared care model. 

Agree (%) 

100 

 

Staff awareness represents regular consultation, promotion through the Insight webinar series, and positive 
messages provided to MNMH-ADS staff from the Operations Director and Nursing Director and team leaders 
reinforcing the incorporation of a shared care model into MNMH-ADS treatment services. 
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4.2.2 Do clinical staff understand the shared care model? 

Staff responded to the statement: I understand the MNMH-ADS shared care model. 

Agree (%) Somewhat agree (%) 

75 25 

 

Awareness has not translated to understanding the model.  

“There is some question about which clients are suitable.” “Is there a 'timeline' for who is deemed 'stable'?” 

As the model states that there is no timeline for assessing for stability, this result indicates the need for further 
education on the model, or the time for clinical staff to read and absorb all components of the model. 

4.2.3 Do clinical staff understand how to apply the shared care model? 

Staff responded to the statement: I understand how to apply the shared care model. 

Agree (%) Somewhat agree (%) Neither agree nor disagree (%) 

62.5 25 12.5 

 

Similarly, clinical staff were not as confident in their ability to apply the model compared to their awareness. 
However, this may be a factor of time and experience in implementing the model. 

“Only thing that will increase understanding of the process is putting it into practice.”  
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4.3 Costs 

4.3.1 What are the costs to develop the shared care model? 

Table 4 Implementation costs 

Cost Budget  Actual 

Budget items - 2.0 FTE Nurse Grade 7 
(NG7) 

- project labour   

     - 0.2 FTE NG7 14/10/19 to 17/11/19 

     - 1.2 FTE NG7 18/11/19 to 31/12/2019 

     - 2.0 FTE CNC 01/01/2020 to 20/09/2020 

- stakeholder (clinical staff) consultation    

- Delphi research, resource (SCOT video production, SCOT 
toolkit) development    

- transport   

 

The output of this expenditure includes: 

• MNMH-ADS Shared Care for Medication-Assisted Treatment of Opioid Dependence 005608 procedure 
(Appendix 1). 

• 19 MNMH-ADS clients successfully transferred into shared care with 19 different GPs in the Brisbane 
North Primary Health Network (PHN). 

• SCOT Toolkit (hosted by Insight: Centre for alcohol and other drug training and workforce development) 
https://insight.qld.edu.au/shop/shared-care-for-matod-procedure-document 

containing: 

o Case Manager, Approved Prescriber and Pharmacist packs each with; template documents for 
patient review and information sharing; a guide how and when to use the documents; and brief 
recorded PowerPoint presentations that take the health professional through the relevant 
information and documents for their role 

o Client brochure – developed in collaboration with the Alcohol and Drug Service Client Advisory 
Committee  

o SCOT video providing information for GPs in response to common questions and concerns raised 
by GPs and general practice staff in relation to working with alcohol and drug services in 
providing shared care  

o Flyer with alcohol and drug support services information for primary health care professionals  

o Package describing how to develop a model of shared care suited to the local context 

https://insight.qld.edu.au/shop/shared-care-for-matod-procedure-document
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o Myths and misconceptions video (in collaboration with Insight) for primary health care staff to 
assist in addressing perceptions of people who use drugs.  

• Webinar presentations for Insight, West Moreton HHS Prison Health Services, and pharmacy and general 
practice specific forums. 

• Promotional article published in the Brisbane North PHN newsletter – Network Link (April 2020) 
https://brisbanenorthphn.org.au/news-events/newsletters/network-link 

• Ethics approval and commencement of 3 ongoing research projects 

o SCOT: Developing a shared care model for treatment of opioid dependence in Brisbane North 
using a modified Delphi method  

o SCOT: Evaluating clinician experiences of implementation of a shared care model for treatment of 
opioid dependence in Brisbane North  

o SCOT: Evaluating client experiences of implementation a shared care model for treatment of 
opioid dependence in Brisbane North.  

4.4 Sustainability 

4.4.1 Do clinical staff believe the shared care model can be easily 
incorporated and integrated into ‘business as usual’? 

Staff responded to the statement: The shared care model can easily be incorporated and integrated in MNMH-
ADS ‘business as usual’. 

Agree (%) Somewhat agree (%) Neither agree nor 
disagree (%) 

Somewhat disagree (%) 

44 25 19 12 

 

Sustainability is evaluated by considering the integration of the model into the MNMH-ADS treatment service 

framework. Over two thirds of clinical staff indicate that the model can be integrated into the MNMH-ADS, 

however, one third of respondents are unsure or disagree. This is reflected in the comments provided. 

“Set up takes the most time. GP/pharmacy visits hard to organize in a “business as usual” clinic. Cars not available to all.” 

“We do not have the time and resources to drive to see a GP and the process takes a lot longer than promised.” 

These comments may reflect a lack in understanding of the model and supporting resources – which has been 
indicated in a previous evaluation (4.1.3, 4.2.2, 4.2.3) – and may change with exposure to model implementation. 

https://brisbanenorthphn.org.au/news-events/newsletters/network-link
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4.4.2 Do clinical staff believe a temporary role is required to incorporate 
and integrate the shared care model into ‘business as usual’? 

Staff responded to the statement: A temporary role is required to ensure the shared care model is incorporated 
and integrated in MNMH-ADS ‘business as usual’. 

Agree (%) Somewhat agree (%) Neither agree nor 
disagree (%) 

Disagree (%) 

56 19 19 6 

 

Model implementation commenced in June 2020, with 19 patients in shared care at the time of reporting. The project team 

have worked closely with clinical staff to coordinate and manage this process. As discussed previously, experience in 

implementing the model will improve understanding and confidence in the model and supporting resources. A temporary 

role may provide the necessary support to clinical staff to reach that level understanding and confidence for the model to be 

integrated into the service framework, recognising that almost half the respondents believe the model can be integrated.  

“Once commenced no problems in integrating.” 

“Support by the SCOT project developers, at the least, during the initial implementation of the shared care model will be  an 

asset.” 

“…set up and maintaining of SCOT clients should be given to a full-time/part-time staff member.” 

4.4.3 Do clinical staff believe a permanent role is required to incorporate 
and integrate the shared care model into ‘business as usual’? 

Staff responded to the statement: A permanent role is required to ensure the shared care model is incorporated 
and integrated in MNMH-ADS ‘business as usual’. 

Agree (%) Somewhat agree (%) Neither agree nor 
disagree (%) 

Somewhat disagree 
(%) 

Disagree (%) 

75 6.25 6.25 6.25 6.25 

 

As discussed, early research indicated the value of a designated role in coordinating and managing shared care to 
ensure sustainability and therefore success. This is reflected with the majority of clinical staff agreeing that a 
permanent role driving shared care is required to ensure integration. Comments provided also echo the 
consultation with other HHS staff. 

“…makes sense to make this role PERMANENT role to ensure the success of the model.” “Which then, naturally leads to 

positive/beneficial outcomes for client, their family and the community in general.” 

“Perhaps that could be followed up by permanent role.” 

“If a permanent staff member had access to a car and understood the SCOT project process completely then it will work. Then 

the AOD staff can focus on managing their case load.” 
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It is acknowledged that the questions asking about the value of temporary or permanent roles coordinating and 
managing shared care may have provided confusion for some respondents. A better question may have been 
“Would a temporary or permanent role be required to incorporate and integrate the shared care model into 
‘business as usual’?” However, the evaluation indicates that a clear majority of staff believe a permanent role is 
necessary, while over half indicate that a temporary role at minimum is required. 

  



 

Nurses and Midwives EB10 Innovation Fund – Evaluation Report – Shared Care for Opioid 
Treatment - 27 - 

  

5. Economic evaluation findings 

Research into shared care models indicated that sustainability was dependent on having a role that coordinated 

and managed the shared care model. This was reflected in stakeholder consultation and the opinions of the 

clinical staff as shown in the sustainability evaluation. The role of the project team as coordinators of the shared 

care model, and in providing support to the clinical staff and GPs was a strength in the implementation phase. It is 

proposed that a Nurse Navigator role to coordinate and manage the model ongoing could provide cost 

effectiveness as a long-term outcome.  

A full economic evaluation of this model was not feasible due to time and resource constraints. However, an 

existing shared care model at the Sunshine Coast Hospital HHS indicates that 10% of patients are managed 

through shared care. This is the only shared care model operating with a recognised service in Queensland and is 

used as a benchmark for this evaluation. It is unknown whether this figure represents a model operating at high 

or low capacity of shared care. This could be determined through further evaluation in the future. 

5.1 Cost effectiveness 

5.1.1 What is the cost differential between ‘business as usual’ and 
implementing a Nurse Navigator model to coordinate and manage 
shared care? 

MNMH-ADS treats approximately 1050 clients under the QOTP across three services (Melaleuca Clinic, Redcliffe-

Caboolture Clinic and Roma Street Clinic). The Nurse Navigator would coordinate and manage the shared care 

model of treatment for approximately 100 (low acuity) patients. This is considered a reasonable caseload based 

on typical nursing caseloads of between 50 and 75 clients with greater proportions of medium to high acuity 

clients. Caseloads of 5% (50 patients) and 15% (150 patients) will also be considered to provide a range service 

capacity that would reflect the growth over time, noting that 1.8% of MNMH-ADS patients transferring to shared 

care was achieved in the early implementation period.  

It is recognised that this model transfers costs to the Commonwealth who reimburse the community prescribers 

based on Medicare recognised activities; or the patient where a bulk-billing arrangement is not applied. However, 

this transfer of costs is coupled to a release of clinical time, in the way of medical and nursing review 

appointments and administrative duties, that assists MNMH-ADS in providing access to tertiary care services for 

new presentations and the treatment of the more complex and high-risk presentations. 

It is expected that the Nurse Navigator would also conduct service a quality improvement activity to support the 

transfer of care of patients from Queensland correctional centres when released to the MN HHS catchment area. 

This work includes collaboration with offender health services across Queensland and in particular south east 

Queensland which contains 10 adult correctional centres. Strategies to improve transfer of care between ADS and 

offender health services would be coordinated and managed by the Nurse Navigator. 

 

 



 

Nurses and Midwives EB10 Innovation Fund – Evaluation Report – Shared Care for Opioid 
Treatment - 28 - 

  

Table 5 Cost effectiveness; ‘Business as usual’ (BAU) clinic v Nurse Navigator  

Model Staff  FTE Cost ($) Differential 
($) 

Nurse Navigator 

50 patients 

Nurse Grade 7 (NG7) 

Medical Officer (L27) (provision of 
annual reviews) 

1.0 

0.02 

158,798 +500,348  

for BAU 
model 

Clinic* 

50 patients 

NG7 

NG6 

Administration Officer (AO3) 

MO L23 

MO L27 

1.0 

2.0 

0.8 

0.30 

0.25 

659,146 

Nurse Navigator 

100 patients 

Nurse Grade 7  

MO L27 (provision of annual 
reviews) 

1.0 

0.03 

165,660 +997,265 

for BAU 
model 

Clinic* 

100 patients 

NG7 

NG6 

Administration Officer (AO3) 

MO L23 

MO L27 

1.0 

4.0 

1.6 

0.60 

0.50 

1,162,925 

Nurse Navigator 

150 patients 

Nurse Grade 7  

MO L27 (provision of annual 
reviews) 

1.0 

0.05 

169,092 +1,497,613 

for BAU 
model 

Clinic* 

150 patients 

NG7 

NG6 

Administration Officer (AO3) 

MO L23 

MO L27 

1.0 

6.0 

2.40 

0.90 

0.75 

1,666,705 

* based on current Redcliffe-Caboolture Clinic operations (100 patients) with Nurse Unit Manager, medical officer, 
clinical nurse and administrative support FTE. 

From Table 5 above, it is proposed that to meet the demand of treating 50 new patients, the health service could 
increase treatment clinic FTE at the cost of $660k, or implement a Nurse Navigator led shared care model, 
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transferring the care of stable patients to GPs and providing ongoing support for $160k. This equates to a cost 
differential of $500k.  

As discussed, it is reasonable to plan that a Nurse Navigator would coordinate and manage up to 150 patients 
(15% of the MNMH-ADS patients). The cost differential is starker at this hypothesised level of service ($1.5m). 
However, this reflects the utility of a Nurse Navigator model where a topic-expert clinical coordinator can manage 
a shared care treatment model for stable patients, releasing clinic medical officer and nursing hours to be used in 
meeting the increased demand from new and more complex and high-risk presentations. The alternative is 
increasing FTE medical, nursing and administrative support hours to meet the demand while continuing to 
manage a stable cohort of patients who are better suited to ongoing care through primary health care services. 

This model does not reduce costs to MNMH-ADS – it requires increased FTE to resource the Nurse Navigator. 
What this model does provide is the ability of MNMH-ADS to meet the increasing demands for treatment of 
opioid dependence more cost-effectively. 
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6. Recommendations 

The economic and social costs associated with opioid drug use are relatively high and accordingly, opioids have 

been identified as a priority substance in the National Drug Strategy 2017-2026.1  

MNMH-ADS provides treatment of opioid dependence across four sites in Brisbane, Chermside, Redcliffe and 

Caboolture, and is currently operating at or near capacity managing 1050 patients under the QOTP while 

experiencing increased demands on treatment services. It is expected that demand will increase further due to:  

• implementation of OST delivery in all Queensland (adult) correctional centres, and  

• national strategies to mitigate the significant the risks and negative outcomes of increasing 

pharmaceutical opioid use. 

Expected demand from correctional centre OST could see a 25% increase in patient numbers as people attempt 

to manage their substance use before entering prison and on return to the community. Many of these additional 

patients will require treatment services in the northern region of the MNHHS catchment at Redcliffe and 

Caboolture. These clinics already experience significant service delivery pressures.  

MNHHS need to proactively respond to the pending significant increase in demand for treatment services. This 

can be achieved by partnering with the primary health care providers such as GPs and NGOs to enhance 

community capacity to manage treatment of opioid dependence with the support of specialised ADS. 

The development and implementation of a shared care model through the SCOT Project has highlighted its 

viability with the right supports. The resources developed will enable clinicians to implement shared care for their 

patients and assist services to establish shared care as part of their treatment framework. 

Early experience of this model indicates that GPs are willing collaborators in providing shared care treatment for 

their patients, reflected by the 19 individual GPs who have engaged in the model to-date. This is promising as it 

has traditionally been difficult to engage GPs in providing treatment for opioid dependence in Queensland.  

Experience in other services and jurisdictions indicate that the success of shared care can be improved where 

there is a dedicated role in coordinating and managing the model. MNMH-ADS staff reflect this experience 

through their survey responses and commentary expressing concern that the model, while supported, requires a 

dedicated role for sustainability.  

The cost effectiveness of a Nurse Navigator model provides an opportunity to meet increasing demands on 

services through innovation and collaboration with primary health care. A shared care model can meet the 

Quadruple Aim, improving the patient and staff experience and health outcomes, while providing cost 

efficiencies. It is recommended that MNMH-ADS investigate possible channels to incorporate a Nurse Navigator 

model into the treatment framework to support the share care model and effectively increase Service capacity 

while improving patient and population health outcomes. 
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Acronyms 

Term Description 

CM Case manager – nursing clinical staff in MNMH-ADS 

GP General practitioner 

FTE Full-time equivalent 

HHS Hospital and Health Service 

MATOD Medication-assisted treatment of opioid dependence 

MO Medical officer 

MMU Monitored Medicines Unit 

MNMH-ADS Metro North Mental Health – Alcohol and Drug Service 

NGO Non-government organisation 

NP Nurse practitioner 

OST Opioid substitution treatment 

PHN Primary Health Network 

QOTP Queensland Opioid Treatment Program 

SCOT Shared Care for Opioid Treatment 
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Appendix 1 

Metro North Mental Health – Alcohol and Drug procedure  

Service Shared Care for Medication-Assisted Treatment of Opioid Dependence 005608 

 

 

https://insight.qld.edu.au/shop/shared-care-for-matod-procedure-document 

 

https://insight.qld.edu.au/shop/shared-care-for-matod-procedure-document
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Appendix 2 

Implementation evaluation free-text field transcript. 
 
Is there anything else required to make the model more acceptable to meet the client or MNMH-ADS needs? 

1. A nurse navigator position to continue to drive this program. Without a team to implement this program 

CM will continue to prioritise chaotic clients and not get the time to set up stable clients into shared care. 

2. Short power point/video for the clients explaining the process & addressing common questions. 

3. This model is excellent to meet client needs. In regard to ADS needs, sustainability of the model could be an 

issue, and would be significantly enhanced by creation of a permanent Metro North ADS CNC role 

dedicated to shared care. This is based on a few factors:  

1. The cohort of stable clients suitable for shared care require very little clinical resources, given their high 

degree of stability. The resource saving is likely 30 minutes of doctor time every 3 months, and minimal 

case-manager/team time to monitor scripts/appointments/emergent issues. Having such clients on a 

caseload are 'wins' for case managers, in comparison to other clients who have complex, high clinical 

needs.  

2. There is a streamlined approach to current processes involved in OTP case management, and shared 

care requires a slight deviation from the current processes. It represents an additional thing to monitor 

outside of usual processes.  

3. The set-up of shared care requires a devoted amount of time/resources. This is to co-ordinate and 

participate in numerous discussions with the client, AP, pharmacist, clinical team and MMU, complete 

required documentation, set-up and monitor processes.  

4. The slight change in focus with shared care processes while small, can compete for attention with other 

dynamic, emergent issues requiring clinician focus such as movement of ATODS-IS to CIMHA, amending 

TADs up or down according to COVID restrictions/risk, changing MO availability based on COVID tier 

response, as well as expected issues such as P/H TADs, staff training, working within changing staff 

resources.  

5. The philosophy underpinning the shared care model (based on recovery framework) is embraced by 

staff.  

A dedicated role facilitating the transition to shared care would clearly delineate resourcing, focus and 

commitment to this particularly stable cohort.  

4. I think that once the shared care approach has been implemented for a period of time, then gaps to make 

the system may become evident. 

Is anything else required to assist you increase your awareness and understanding of the shared care model? 

1. There is some question about which clients are suitable. This was highlight during a discussion with an OTP 

prescriber yesterday. A new intake client was given a registration appointment with our clinic, and the 

doctor spoke of moving the client to a shared care AP once they had registered with us and were on a 

stable dose (potentially a week or so after registration). Is there a 'timeline' for who is deemed 'stable'? 
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2. The current information is great. Only thing that will increase understanding of the process is putting it into 

practice. 

Is there anything else required to ensure the shared care model is incorporated and integrated in MNMH-ADS 

‘business as usual’? 

1. Set up takes the most time. GP/pharmacy visits hard to organize in a “business as usual” clinic. Cars not 

available to all. Perhaps that could be followed up by permanent role. Once commenced no problems in 

integrating. 

2. It makes sense to make this role PERMANENT role to ensure the success of the model. Which then, 

naturally leads to positive/beneficial outcomes for client, their family and the community in general. “Harm 

minimisation” at its best! 

3. Continuing Care Units represent a transition place for clients in recovery, living with significant mental 

health issues and moving back into the community. A resourced specialist Shared Care Unit within the OTP 

sector would similarly ensure the needs of clients in recovery with opioid-use disorder are met. 

4. We do not have the time and resources to drive to see a GP and the process takes a lot longer than 

promised. The set up and maintaining of SCOT clients should be given to a full-time/part-time staff 

member. If a permanent staff member had access to a car and understood the SCOT project process 

completely then it will work. Then the AOD staff can focus on managing their case load. 

5. Support by the SCOT project developers, at the least, during the initial implementation of the shared care 

model will be an asset. Is there any process for clients that have been "stable" for many years, that are in 

shared care and for whatever reason, are no longer able to be managed within the shared care model? Or a 

consent form that outlines the expectation of the client when in shared care? 

 


