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Table 1: Theme 1 — High-risk Processes in the Pharmacy Table 2: Theme 2 — Communication Gaps Table 3: Theme 3 — Preventable Adverse Drug Reactions

METHADONE MAINTENANCE THERAPY PATIENT-PROVIDER ENGAGEMENT DRUG-DRUG INTERACTION
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patient experienced higher than normal blood pressure as a result. 3. Use “show and tell” and “teach back”
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