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How prepared are pharmacists to provide over-thavey
naloxone? The role of previous education and naimitrg
opportunities

Abstract

Introduction and Aims: Opioid overdose can be reversed with timely adstiation of
naloxone. In Australia, naloxone was reschedulesmfrprescription only (S4) to
pharmacist only over-the-counter (OTC, S3) in Fabyu2016, increasing access for the
general public. A key barrier to naloxone supplygharmacists is a lack of knowledge,
highlighting the role of pharmacist education. Coumity pharmacists’ education,
experience, and training preferences related tmxoake provision, overdose, and

substance use disorder were examined.

Methods: Online survey data from a national sample of Aal&tn pharmacists on their
educational preferences regarding naloxone andloserprevention, and prior training on
substance use disorder (n = 595) was analyzed bsmagate and multivariate regression
analysis. Data from qualitative semi-structurecefiebne interviews with pharmacists

about OTC naloxone provision (n=21) was analyzedgughematic analysis.

Results: Most pharmacists (81%, n = 479) were willing totksned in opioid overdose
prevention, with greater willingness to attendrinag associated with younger age, being
female, fewer years of practice, not having attenpievious education on substance use
disorder, and higher confidence in issues relatthngubstance use disorder. Qualitative
interviews confirmed community pharmacists’ willmggs to attend training but analysis
revealed low awareness, knowledge, and confidelnoetanaloxone and preventing opioid
overdose. Most pharmacists preferred online trgioinwebinars.

Discussion and Conclusion:Most community pharmacists in Australia are wdglito
attend training on providing naloxone and preventiopioid overdose. There are
opportunities to develop and expand the online ggres of training, guidelines, and

education materials to facilitate the expanded supipOTC naloxone.
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Introduction

Deaths from opioid overdose are increasing, yebidpoverdose can be reversed with
timely administration of naloxone (1, 2). Naloxoige recommended to be widely
available by the World Health Organization (3),wtlhe intention that it is administered at
a later time by a trained layperson who witnessesverdose (also known as ‘take-home’
naloxone, or THN). Internationally, pharmaciste egcognized as potential educators and
distributers of naloxone to the community (4, 5) lbew countries are yet to widely
distribute naloxone in this setting. According teagable literature only Italy, Australia
and some US states have naloxone available withoptescription (1). To maximize
naloxone availability through pharmacies the exg@®es and attitudes of pharmacists on

their new roles as distributers of naloxone indbmmunity need to be better understood.

In February 2016 in Australia, naloxone was resalesti from prescription only (S4) to
pharmacist only over the counter (OTC, S3) (1), 98C naloxone has not been widely
taken up by community pharmacies. Previously int/lis, patients needed a prescription
from their general practitioner either via tradit@ medical appointments, or though
attendance at a specialised overdose preventimmgavorkshop (1, 6). The rescheduling
required a change to ti&andard for the Uniform Scheduling of Medicined &oisons
legislation administered by the Australian Therdjge®oods Administration (TGA) in
order to ‘downschedule’ naloxone from its existing Schedule 4ustas a ‘prescription
only’ medicine to a ‘pharmacist only’ (Schedule ®)dicine. Schedule 3, or OTC
medicines, are stored behind the counter and anawst must be involved in the sale to
ensure safe use of medicines. The dmeheduling enables pharmacists to initiate

naloxone supply and allows members of the publretuest naloxone from pharmacies.

In Australia, opioid overdose deaths have increassth year since 2006, with a 64%
increase in overdose deaths in the ten years lgaginto 2015 (9). On a global level,
Australia has a higher than average drug mortaétg with opioids being the leading
cause of drug-related death (10). In most casesettieaths are accidental and preventable
and population level responses are required torsevéhese concerning trends. The
rescheduling of naloxone in Australia recognises flotential role of pharmacists in

overdose prevention including as educators andlaisérs of naloxone (4, 5, 11, 12).

A scoping review and Australian national onlineveyr of pharmacists completed in 2015

revealed that community pharmacists hold posititteudes towards provision of illicit
2



drug-related harm reduction services, includingoxahe supply (7, 8). Yet few
pharmacists appear confident in their ability teritify and train patients in administering
OTC naloxone (8). Furthermore, many pharmacist® hianited knowledge of naloxone,

highlighting the importance of education in thisa(8).

To better understand the educational needs ancerprefes of pharmacists around
naloxone supply a mixed-methods study (online suraed qualitative interviews) of
community pharmacists’ preferences for provisiomaloxone to people at risk of opioid
overdose, their family, and friends was conduclexgain further insight into the findings
from the online survey data, qualitative intervieexssamined pharmacists’ behaviors and
preferences for opioid overdose prevention trainargl explored facilitators and barriers

to training on OTC naloxone. Three questions wedressed:

1. How does previous experience with substance used#is (SUD) training and
treatment provision influence current (i) confiderand (ii) willingness to supply
naloxone?

2. What factors influence pharmacist’s willingnesg#uticipate in opioid overdose
prevention training?

3. What are pharmacists’ preferences for trainingveeyi?



Methods

Using a sequential explanatory mixed methods de¢i@), community pharmacists’
education needs in relation to naloxone and overgwsvention was investigated using

two data sources:

1. Quantitative data from an existing national onkoevey (n = 595); and
2. Qualitative telephone interviews with a samplehafsie who participated in the

national online survey (n=21).

Qualitative data were used to explore, in greaggtit findings from the quantitative

national survey, providing validation of key findsand context to the survey results (14).

National online survey

Previously unreported data from a national onlimevey undertaken in September—
November 2015 (8) was analyzed. This study aimeedouit a nationally representative

sample of 10% of community pharmacies. Pharmacere wontacted by phone with the

pharmacist-in-charge or pharmacist manager invitedarticipate, with a request to

provide an email address. We sought to have onenattést (the pharmacist in charge) to
represent the situation in each pharmacy to availliple responses per pharmacy. Where
pharmacists were willing to receive further infotioa, an invitation email was sent

which included a link to the participant informatigtatement and online survey. With a
response rate of 45%, 595 community pharmacistcyated in the survey, representing
11% of the 5,450 operating pharmacies in AustréBia(see Figure 1 for recruitment

flow). The online survey was designed to take fethan 20 minutes to complete (mean

completion time was 26.6 minutes, median 18.7 nesiut

Pharmacists were reimbursed AUD$40 for completivggurvey. This quantitative study
was approved by the University of New South Walesnidn Research Ethics Advisory
(HREA) Panel: Social and Health Research (HC15556).

Measures

Four age groups (less than 25 years of age, 2%8ryld, 35-54 years and 55 years and
above), gender, years of practice and further gstucabout SUD after graduating were
examined. All were examined as binary variablesepk for years of practice which was

examined as a continuous variable.



Geographic location was classified as capital ciiyher metropolitan urban center
(population equal to or greater than 100,000),lnecation (population between 5,000 to
99,999) and remote area (population less than amletp 5,000). Rural and remote

categories were collapsed, as there were feweonegnts in these categories.

Previous experience with SUD training and configdetacsupply naloxone were examined
as binary variables. Current provision of opioithsttution treatment (OST) and whether

the pharmacy stocked naloxone were examined asybragables.

Confidence in ability to educate patients to recogpioid overdose and safely
administer naloxone was measured using a 7-pcah schere 1 = “not at all confident”

and 7 = “extremely confident”.

Willingness to educate patients to recognize opiowkrdose and safely administer
naloxone, and to attend training were both rategdyicipants on a 4-point scale from
“already doing this” to “not at all willing to dohis”. Responses were collapsed into a
binary variable where participants who were “algedding this activity” and “extremely
willing to do this activity” formed one group, whil“somewhat willing to do this” and
“not at all willing to do this” formed the otherhis was due to low response numbers in

the outer most two options (n<10).

Preferred format of training was examined. Sevetionp were offered: “face-to-face
(one-to-one)”, “online”, “webinar”, “both online @anface-to-face”, “would not like to

receive training”, “face-to-face (group)” and “wigh”.

The time willing to spend receiving education abm#ioxone was offered as six
groupings: “less than 5 minutes”, “between 5-15 utes”, “between 16-59 minutes”

“between 1-2 hours”, “up to 4 hours”, and “morertidahours”.

Data were descriptively analyzed to examine phaist&igrevious continual professional
education (CPD) and their willingness, time andfignences for training relating to OTC
naloxone supply. Ordinal logistic regression wasduso assess the associations with
pharmacists confidence to educate patients in dmeerdose and administering naloxone.
Multivariable logistic regression analyses were dwarted with dependent variables:
willingness to educate patients regarding opioidrdese and administering naloxone and
willingness to participate in training. Indepentleariables explored were OST provision,
and previous SUD training, adjusting for pharmatisiemographic characteristics,
5



confidence and experiences with naloxone. Pharmsageeferences around naloxone

training were descriptively explored. All analysesre conducted using SPSS Version 23.

Qualitative telephone interviews

Pharmacists who had participated in the nationalesu who indicated interest in
participating in further research were contactedebail and invited to participate in a
short telephone interview, in addition to promotitige study through professional

networks.

We interviewed 21 community pharmacists from thstges in Australia, Victoria (n=6),
New South Wales (n=10) and Queensland (n=5). Wpqgsively recruited for variation
according to gender, age, geographic diversity et as provision of harm reduction
services. Around half (11 of 21) were female; seravaged 20-29 years, nine were 30-39
years and six were aged over 40 years. Most (160bdl) were from metropolitan
locations (as opposed to regional or rural), emgbwided Needle Syringe Program (NSP)

services, and 11 provided OST services.

All procedures were approved by University of Nesuth Wales HREA Panel G: Health,
Medical, Community and Social (HC16598) and UQ $tlod Pharmacy Ethics
Committee (Ref: 2016/7, #2016001381).

Interviews were used to explore community pharntsicexperiences of and attitudes to
providing OTC naloxone. Topics included: the rofepbarmacists supporting people at
risk of opioid overdose; knowledge of and attitudesOTC naloxone provision; and
required information or training. This paper is dsed on their accounts of naloxone
training, willingness to receive future training, \&ell as training preferences. Pharmacists
were interviewed over the telephone using a seracired interview guide. A brief

survey was used to collect basic demographic indbion.

Interviews took 30-45 minutes. Pharmacists chosethdr to be reimbursed AUD$50 for
their time and contribution to research or to derf&t/D$50 to one of three charities. Data

were collected between September 2016 and Decezthér

Interviews were digitally recorded and professignatanscribed. Transcripts were de-
identified and data were analysed in NVivo 11 safevusing a thematic analysis



approach (14, 15). Preliminary analysis, includihg development of a preliminary
codebook, was conducted by author KLJC guided key rdsearch questions above.
Following the steps outlined by Braun and Clark)(Xoding and analysis of the full
dataset was completed by author AO. Transcriptsewead and re-read, comparing
interviews for similarities and differences. Tramgts were then coded systematically to
establish themes. This manuscript focusses oririlia§s relating to previous experiences

of SUD training, confidence and willingness to syppaloxone, attitudes to training and
preferences for training delivery.

Please see supplementary material for full detdilguestions asked in the online survey
and qualitative interviews.



Results

Participant demographics.

Table 1 displays the descriptive statistics forghevey participants. The 595 respondents
were roughly split evenly between males and fem@é% and 46%, respectively).
Respondents had been practicing for a median eb&yIQR: 5-21 years) with
approximately half receiving training on SUD aftgaduating (n=288, 48%) and currently
providing OST services (n=307, 52%). Despite thgnty of pharmacists having heard
of naloxone being used in the community for opi@dersal (n=425, 71%), only around a

quarter were aware of naloxone being stocked im gi@rmacy (n=136, 23%).

Associations with confidence and willingness to edate patients on opioid overdose
and naloxone administration.

The majority of survey participants were eitheeatty (n=10, 2%) or extremely willing
(n=471, 76%) to educate patients on opioid overdesegnition and safe naloxone
administration, while the median confidence levabvaverage (4 out of 7), with two
thirds (62%) of pharmacists falling between 3 ar{d being ‘not at all confident’ and 7
being ‘extremely confident”). Confidence was asated with gender (OR 1.91, 95%ClI
1.43, 2.57) with males being more confident thandkes (Table 2). Provision of OST
services, number of years practicing and confidéo@zlucate were all associated with
willingness to educate patients on overdose riglbl@ 3). Pharmacists already providing
OST services were more willing (OR 1.65, 95%CI 12%3) as were those who were
confident to educate (OR 1.45, 95%CI 1.27, 1.6Aarmacists who had been practicing
for longer were less willing to educate patientspioid overdose and naloxone
administration (OR 0.97, 95%CI 0.95, 0.99). No a&gmn was found between previous
education on SUD for either willingness or confidenwhilst OST provision had no effect

on confidence.

Pharmacists’ willingness to attend training on nalaone and overdose prevention

Few pharmacists interviewed in the qualitative gthed attended any naloxone specific
training and most seemed unaware of resourcesaonrtg available to assist them in
providing OTC naloxone. This is illustrated in fliedowing quotations.



| don’'t really know much at all. | tried to have laok at the PSA
[Pharmaceutical Society of Australia] guideline f&TC naloxone, but I'm
not a member of PSA, so | couldn’t get the gui@slirotherwise | would
have had a read of that to see what pharmacists dmn(Female, 30-39

years, Regional Pharmacy NSW)

| only receive the training how to do the opioidstitution program from
my own boss, but | haven't heard anything aboubxahe actually from
him. (Male, 20-29 years, Metro NSW)

... because we don't get asked for it [naloxone]. Ber.. | don't really
know because | haven’t done it [training]. (Femad€)-49 years, Remote
NSW)

Overall, most pharmacists who participated in tinevey were extremely willing to attend
(n=471, 79%) or had already completed training al@loxone (n=8, 1%). Analysis of
the survey data shows that particular demograph@racteristics were associated with
their willingness to attend education on opioidrolse prevention (Table 4). Pharmacists
who had had previous education on SUD were alnvasetas willing to attend training
(OR 1.94, 95%CI 1.23, 3.06) than those who had Males were half as likely to be
willing attend (OR 0.44, 95%CI 0.28 , 0.70) tham#des.

Each year of increased practice experience wasiasst with reduced odds of being
willing to attend training (OR 0.96, 95% CI 0.9598). Pharmacists who were confident
about educating patients in opioid overdose and irddtration of naloxone were
significantly more willing to attend training (OR31L, 95% CI 1.14, 1.50). No association
was found between willingness to attend trainingl aurrent provision of OST or

geographical location of pharmacy.

While most pharmacists were willing to attend tiragnon opioid overdose prevention or
naloxone provision, some were reluctant. Analysfisthe qualitative interview data
suggests that this may be, in part, because sormenpbists believe that people living
with SUD are a problematic client group, and thabrone provision is best provided in
services specifically catering for people living tiviSUD rather than community
pharmacies. The following quotations highlight #nesncerns.



See, the issue is like dealing with those typgseople overdosing. I'm not
trying to stereotype or anything, but ... this tygepeople are not really
easy to handle or to manage ... | believe not evieaymacist is going to do
it. So if we make it obligatory ... we are obligingesy pharmacist to
manage or to handle this type of medical conditorthis type of patients,
which is not easy for every pharmacist or for everge of pharmacy.

(Male, 40-49 years, Metro NSW)

| think if a patient is on an opioid replacemembgram, there should be
some kind of educator in the methadone clinic erdbctor to explain the

importance of [naloxone]... (Male, 20-29 years, Mati8\W

Despite these expressed concerns, qualitativeviates confirmed that most pharmacists
were willing to attend training, and those alreaalyolved in OST were notably positive

about extending harm reduction efforts to includ®rone supply.

I mean, if you are willing to engage in the pharwtherapy [OST]
program, the hope is that you would be willing tagage in ... harm
minimization ... it sort of goes hand in glove withatvyou are already
doing. So you'd hope that it's not too much of adean. A lot of people
engage in that sort of training anyway and it'senim keep the knowledge

up. (Male, 20-29 years, Metro Victoria)

Preferred mode of delivery for training

More than two thirds of the survey respondents dagmteference for between 5 and 59
minutes (n=413 of 595, 69%), while fewer (h= 157586, 26%) were willing to spend
more than one hour on naloxone training (TableR&sponses from interview participants
on time willing to spend on naloxone training vdrieom less than five minutes to more
than four hours. Pharmacists expressed availaldliystraints during working hours.
Furthermore, they were reluctant to spend timeramihg unless the education session
was counted towards their continuing personal agrekent (CPD) points or there was a
financial incentive associated with counselling addtribution of naloxone from

pharmacies.
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If it is a rep from a company, | would like to sgeabout 10-15 minutes with
him, because basically that is the time that yoadn® counsel a patient

with the naloxone too(Male, 20-29 years, Metro NSW)

In terms of mode of delivery, most pharmacists cletnpg the survey preferred
online/webinar training (n = 328, 55%), or faceface training (n = 253, 45%). Fourteen
(2%) participants did not express a preference &etwface-to-face or online training:
three (<1%) indicated a preference to attend botim® and face-to-face training, six (1%)
preferred written training and five (<1%) did noistv to attend any training at all (Table
4). In addition to their primary choice of trainirdglivery, 32 respondents provided
additional comments. The most common comment atietitional or multiple preferences
(n=19), 6 stated face to face would be ideal budfisn impractical (especially for rural
pharmacists), 4 suggested supplementary writtesntine material for later review and 3

highlighted the importance for interactive sessi@imslity to ask questions.

Responses from interview participants on prefemedle of delivery also varied. Some
indicated that they engaged in self-learning (sashreading articles and guidelines and
watching webinars), others expressed desire farctstred training activities (such as
formal workshops and training modules), while stithers noted a lack of time and
preference for short demonstration training (suekleort one-on-one demonstrations from
drug company representatives or online videos). fbilewing quotations illustrate the

diversity of training preferences.

A video would be nice to watch at home in your tieee and it's flexible.
(Female 20-29 years, Metro NSW)

Journals are also good, because we can read irspare time. (Female 20-
29 years, Metro NSW)

| don't really have a lot of time to get to faceféwe training so ... | don’t
mind online and ideally when you are looking at ase study and an
interaction like actually seeing a video of differ@xamples of appropriate

or inappropriate ways to go about it. (Male 30-3fays, Metro Victoria)

Most suggested that the Pharmacy Guild, PSA angihiarmaceutical companies were

possible or preferred providers of the education.
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I would like the PSA and the Guild to actually gehind it and actually do
some training. (Male 50-59 years, Regional NSW)

| prefer if there is a representative from naloxoc@mpany to visit the
pharmacies to give some education that will be awes (Male 20-29

years, Metro NSW)

Leaflets with diagrams and videos demonstratingpxwle administration, as well as
counselling skills were considered to be helpfidoteces. Interviewees said there is a
need for a PSA protocol or Pharmacy Guild guideltnesupplement any training,

providing a step-by-step guide in when to supplpairto supply OTC naloxone.

12



Discussion

This mixed-methods study of Australian communityaphacists shows that most
pharmacists are willing to receive training on grevision of OTC naloxone and opioid
overdose. Preferences for online and face-to-feaiaing were about equal. Responses
from pharmacists also indicated that they are lgrgsmaware of existing training
resources, highlighting the urgent need for wideagdreducation if the potential for
community pharmacy supplied naloxone is to be zedli This research suggests that
training around naloxone is not easily accessiblepharmacists. We are aware of an
online training module offered by the Pharmaceult®aciety of Australia, however the
webinar is only available to members. We are alsara of targeted naloxone training
programs for health professionals in the stateiofdvia. This is particularly important as
Australian community pharmacists are bound by thend&ards for the Provision of
Pharmacy Medicines and Pharmacist Only Medicine€ammunity Pharmacy which
includes the need for “[A]ll staff members who slyppgPharmacy Medicines and
Pharmacist Only Medicines receive initial and ongadiraining on products, services, and

procedures relevant to their supply”.

In addition, there needs to be a consistent appromcnaloxone training (for community
members and professionals). Education workshopgedlet! in the United States highlight
the importance of multi-disciplinary care and engba pharmacists’ involvement as part
of the overall patient care in opioid overdose praion (16, 17). One strategy would be to
establish a national program, as has been achigvesicotland, where training and
distribution is coordinated across multiple comntynioutlets (e.g., drug user
organizations, drug treatment services, pharmacist®rder to maximize the reach of

these initiatives (18).

Results from this study also suggests that promadiod education are needed to attract
those pharmacists who are less confident in workitg those living with SUD. Those
already involved with harm reduction on some I€pebviding OST or stocking naloxone)
were most interested in further training. Williregs to attend training was also associated
with prior post-graduation training in SUD and fewgears of experience. However,
pharmacists’ confidence in recognizing opioid owsa&l and supplying naloxone was
generally low (including among those with prior pgsaduation training on SUD and

13



with more years of experience). suggesting that rtih@ae general SUD training could be

updated to include naloxone but also that traimifigrts on THN need to be widespread. .

Pharmacists expressed a range of preferences atmwdhey might receive training.
Professional pharmacy organizations and pharmaatutompanies would be the
preferred or expected providers of any new educalimitiatives. The role of professional
organizations in leadership and creation of trgrand guidelines is important in practice
change in pharmacy (17, 19). Respondents notedahe of a PSA protocol or Guild
guideline to supplement the training, providingtepsby-step guide in when to supply or
not to supply OTC naloxone. Pharmacists appeatbereiinaware, or unable to access,
existing resources on naloxone potentially becatisey require membership to
pharmaceutical societies to retrieve the resouroeshecause the availability of the
resources have not been heavily promoted. Visaalitrg aids and counselling skills were
considered helpful resources. Visual, hands-omitrgiis useful for learning about a drug
that requires intramuscular administration. A rangfe resources exist in Australia
developed by groups other the pharmaceutical ingusind related professional
organizations (20). However, these do not appebletosed as a source of information by
pharmacists. Further, there may be a need to expamdnt training resources as recent
research reviewing the content of naloxone trainfog pharmacists highlighted the
importance of educating pharmacists baw to communicate about naloxone with
patients, in addition to what information should demmunicated (21). In light of low
uptake of THN from community pharmacies, trainifgatt addresses communicate on
these sensitive issues may be a way to improvexoaéosupply in pharmacy practice. We
note that pharmaceutical companies traditionallgress this need. However, with no
patented naloxone product consistently availabléhattime of the study, this had not
occurred. With the emergence of new intranasalxaale formulations this may change
(22).

Time is a common barrier when seeking to train gssionals (17, 23-26). Most

pharmacists preferred a short duration of trainingp more than one hour. Accredited
training that can be counted towards pharmacisgsidatory training requirements is one
strategy that may help to overcome time barriegeagnced by most pharmacists, since it

is a professional requirement to allocate timectwredited training.
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The availability of pharmacist training alone idikely to address challenges in expanding
naloxone supply. The low availability of naloxona (ess than one in four pharmacies
surveyed) supports that there is enormous poteiatiadcrease pharmacy involvement in
this area. Furthermore, public knowledge of OTCorahe availability needs to be

enhanced in order to increase the number of patieequesting the medicine in

pharmacies. Current research suggests that amapdepeho inject drugs there has been
an increase in awareness of naloxone (27). Howaweng the other target patient group,
those prescribed opioids, there is low awarenessloikone and overdose risks in general
(28).

Population level responses are required to revémseincreasing number of opioid
overdoses. The increasing number of opioid oveslos@ustralia include pharmaceutical
opioids as well as heroin. As the primary distrérsatof pharmaceutical opioids in our
communities, pharmacists are increasingly beinggeised as potential educators and
distributers of naloxone (4, 5, 11, 12). The dowstheduling enables members of the
public to request naloxone from pharmacies but &dsgpharmacists to initiate naloxone
supply. Training and supply issues identified instlstudy suggests that pharmacists

require more support if their potential role in m@se prevention is to be realised.

Limitations

There are some limitations to consider in inteipgethese findings. Not all pharmacists
responded, though from our random sample, partitip@mographics represented that
pharmacists were broadly representativEemales in this sample were slightly
underrepresented with females representing 61%gi$tered pharmacists in Australia as
of September 2015 (22). The distribution of pharistac by state and age was
representative of the national distribution (2Zhere is the potential for social desirability
bias relating to self-reported data. To minimizes thffect data collection for the online

survey was anonymous and participants from intervievere informed that their data
would be de-identified (8, 29). The question exang further training in substance use
disorders was limited in that we did not capturéaile on the extent of the training, or
when it occurred. Future studies may capture gredegail to allow a more detailed

examine of this aspect. Further, the qualitativejgmt sample was self-selected and
findings may not be generalizable across all phaista Finally, the online data were

collected prior to rescheduling, and the quali@atilata were collected after, meaning that
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those pharmacists in the qualitative study hadtgrespportunity to hear about naloxone.
The low knowledge in both samples suggests thatwls unlikely to have influenced

results.

Conclusion

Most Australian pharmacists are willing to attendirting on opioid overdose and

naloxone provision. Most pharmacists did not repgogh levels of confidence in their

ability to recognize opioid overdose and supplyorahe, irrespective of previous SUD

training, suggesting there is a need for targetadhing on naloxone. Based on the
preferences of pharmacists, training should betsimmdt offered in a range of modalities
(online and face-to-face). National pharmacy orgatmons are ideally placed to provide
leadership on education. Given the importance ddxamme as one strategy to address
rising opioid-related mortality, there is an urgewed to better coordinate training and

delivery of the naloxone.
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Table 1. Survey participant demographics

: Frequency (%)
Demographic N=595
Gender
Male 324 (54.45%)
Female 271 (45.55%)
Age
Less than 25 years 26 (4.37%)
25-34 years 304 (51.09%)
35-54 years 192 (32.27%)
55 years and above 73 (12.27%)
State
Victoria 120 (20.17%)
Tasmania 16 (2.69%)
New South Wales 226 (37.98%)
Queensland 110 (18.49%)
Northern Territory 5 (0.84%)
Western Australia 63 (10.59%)
South Australia 45 (7.56%)
Australian Capital Territory 10 (1.68%)
Geographical Location
Capital City 247 (41.51%)
Other Metropolitan Urban Centre 162 (27.23%)
Remote or Rural 186 (31.26%)
Had received previous training on SUD 288 (48.40%)
Currently provides OST services
(methadone, buprenorphine or suboxone 307 (51.60%)
dispensing)
Pharmacy currently stocks naloxone 136 (22.86%)

Heard of Nal_o?<one being used to reverse 425 (71.43%)
effects of opioids

Number of Years in Practite 9(5-21)

#median and interquartile range presented. SUD+anbs use disorder,
OST=opioid substitution therapy
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Table 2. Associations with confidence to educate opinid overdose and naloxone
administration

Variable Adjusted Odds Ratio  95% Confidence Interva
Have received further education about substanceligseders after graduating
No previous training REF -
Had previous training 1.14 (0.842 — 1.531)
Currently providing OST services
Does not provides OST REF -
Currently provide OST 1.31 (0.978 — 1.756)
Gender
Female REF -
Male 1.9+ (1.426 — 2.569)
Year of Practice

0.996 (0.983 — 1.009)
Geographic Location
Capital City REF -
Other Metropolitan 0.93 (0.656 — 1.321)
Rural or Remote 0.88 (0.624 — 1.238)
Whether the pharmacy stocks naloxone
Does not stock naloxone REF -
Currently stocks naloxone 0.985 (0.699 — 1.389)

*=P<0.05, *=P<0.01, ***=P<0.001, OST=opioid sulistion therapy, REF=reference group
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Table 3. Associations with willingness to educate apioid overdose and naloxone
administration

Variable Adjusted Odds Ratio  95% Confidence Interva
Have received further education about substanceligseders after graduating
No previous training REF -
Had previous training 1.21 (0.783 — 1.869)
Currently providing OST services
Does not provides OST REF -
Currently provide OST 1.65* (1.072 — 2.531)
Gender
Female REF -
Male 1.14 (0.743 - 1.739)
Year of Practice

0.97%*** (0.953 - 0.987)
Geographic Location
Capital City REF -
Other Metropolitan 1.18 (0.723 — 1.915)
Rural or Remote 1.90* (1.120 — 3.224)
Whether the pharmacy stocks naloxone
Does not stock naloxone REF -
Currently stocks naloxone 0.94 (0.571 — 1.565)

Confidence in ability to educate patients to redpgopioid overdose and safely
administer naloxone

1.45% (1.263 — 1.670)

*=P<0.05, *=P<0.01, ***=P<0.001, OST=opioid sulistion therapy, REF=reference group
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Table 4. Associations with willingness to atteralrting on overdose prevention

Variable Adjusted Odds Ratio  95% Confidence Interva
Have received further education about substanceligseders after graduating
No previous training REF -
Had previous training 1.94** (1.234 — 3.063)
Currently providing OST services
Does not provides OST REF -
Currently provide OST 1.09 (0.703 — 1.692)
Gender
Female REF -
Male 0.445%** (0.281 -0.702)
Year of Practice

0.965*** (0.948 - 0.982)
Geographic Location
Capital City REF -
Other Metropolitan 1.22 (0.726 — 2.055)
Rural or Remote 1.48 (0.881 — 2.500)
Whether the pharmacy stocks naloxone
Does not stock naloxone REF -
Currently stocks naloxone 1.88* (1.069 — 3.296)

Confidence in ability to educate patients to redpgopioid overdose and safely
administer naloxone

1.31% (1.136 — 1.505)

*=P<0.05, *=P<0.01, ***=P<0.001, OST=opioid sulisiion therapy, REF=reference group
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Table 5. Distribution of pharmacist's preferences mode of delivery and length of

training

Mode of Delivery

Frequency (%)
N=595

Length of Training

Frequency (%)
N=595

Face to Face (one on
one)

Face to Face (group)
Online

Webinar

Written

Both online and face to
face

Would not like to attend

102 (17.14%)

151 (25.38
281 (47.23%
47 (7.90%

6 (1.01%)

3 (0.50%)

5 (0.849

0)

Less than 5 minutes

Between 5-15 teésnu
Between 16-59 minutes
Between 1-2 hours

Up to 4 hours

More than 4 hours

25 (4.20%)

182 (30.59%)
231 @BB
123 (20.67%)

20 (3.36%)

12 (2.35%)
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Figure la- Recruitment to online survey

1317 pharmacies contacted

1217 pharmacists in charge agre

to receive email with study detai

595 completed eligible surveys f
quantitative analysis

Figure 1b — Recruitment to qualitative interviews

595 Pharmacists provided cona
information after the survey oI
participation in further researc

16 pharmacists responded to
survey invitation

20 pharmacists contacted via

professional networks 21 pharmacists interviewed
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