%t# GoldNet Research Network Event

The GoldNet Research Network is pleased to welcome you our research networking event. Here we will be discussing
* the current evidence & practical strategies to opioid prescribing in primary care.
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We acknowledge the Kombumerri clan
of the Yugambeh language group as the
traditional custodians of this land.

We pay respect to their Elders -

past and present for their wisdom,
teaching and cultural knowledge.

Artwork oy Narelle Urquhart 2018

Creative Commons Attribution-NonCommerdial-NoDerivitives 4.0 licence
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6:30 pm Welcome and Introduction Professor Nick Zwar - Chair
6:40 pm Opioids for acute spinal pain: Dr Caitlin Jones - University
The OPAL trial of Sydney
6:50 pm Deprescribing Opioid Analgesics Dr Aili Langford - Monash
in Primary Care University
7:00pm A practical approach to Joyce McSwan

translating opioid guidelines into
clinical practice

7:20pm Q&A Panel Chaired by Professor Zwar

7:50pm Close Professor Zwar
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Institute for
Musculoskeletal
Health

A research partnership between Sydney Local Health District and the
University of Sydney in musculoskeletal health and physical activity

OPAL: a placebo
controlled trial of an opioid
for acute non-specific low
back and neck pain

Presented by Dr Caitlin Jones
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Publication

Opioid analgesia for acute low back pain and neck pain @H®
(the OPAL trial): a randomised placebo-controlled trial .

Caitlin M P Jones, Richard O Day, Bart W Koes, Jane Latimer, Chris G Maher, Andrew ] McLachlan, Laurent Billot, Sana Shan, Chung-Wei Christine Lin,
on behalf of the OPAL Investigators and Coordinators*

Summary
Background Opioid analgesics are commonly used for acute low back pain and neck pain, but supporting efficacy data  pypjished online

are scarce. We aimed to investigate the efficacy and safety of a judicious short course of an opioid analgesic for acute June 28,2023

low back pain and neck pain. https://doi.org/10.1016/
50140-6736(23)00404-X

See Online/Comment

Methods OPAL was a triple-blinded, placebo-controlled randomised trial that recruited adults (aged =18 years) T ————
presenting to one of 157 primary care or emergency department sites in Sydney, NSW, Australia, with 12 weeks or less  s0140-6736(23)00671-2

of low back or neck pain (or both) of at least moderate pain severity. Participants were randomly assigned (1:1) using  «yiemberslisted in the appendix
statistician-generated randomly permuted blocks to guideline-recommended care plus an opioid (oxycodone-— (pp2-3)

naloxone, up to 20 mg oxycodone per day orally) or guideline-recommended care and an identical placebo, for up to  sydney Musculoskeletal Health
6 weeks. The primary outcome was pain severity at 6 weeks measured with the pain severity subscale of the Brief Pain (CMPjonesPhD,
Inventory (10-point scale), analysed in all eligible participants who provided at least one post-randomisation pain i:z?c Lg;";ﬁ:gz o
score, by use of a repeated measures linear mixed model. Safety was analysed in all randomly assigned eligible po¢c cinPh)and Sydney

participants. The trial was registered with the Australian New Zealand Clinical Trials Registry (ACTRN12615000775516).  Pharmacy School

n ra 1 LN

https://www.thelancet.com/journals/lancet/article/Pl1IS0140-6736(23)00404-X/fulltext
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Low back and neck pain

Over 577 million people
worldwide experience

L Jow.back and neck pain
at any one time

40-70% are prescribed an

Point prevalence: 8%
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| Musculoskeleta JSW | Sydney =1
Health NSW SYDN Y

sovernvent | LOcal Health District




Clinical guidelines

Clinical guidelines
recommend that opioids
can be considered for
short periods of time
when other treatments
have failed

European Spine Journal (2018) 27:2791-2803
https://doi.org/10.1007/s00586-018-5673-2

REVIEW

@ CrossMark

Clinical practice guidelines for the management of non-specific low
back pain in primary care: an updated overview

Crystian B. Oliveira' © - Chris G. Maher>*© . Rafael Z. Pinto*® - Adrian C. Traeger>*© . Chung-Wei Christine Lin?>3® .
Jean-Francois Chenot® - Maurits van Tulder® - Bart W. Koes”#©

Received: 15 March 2018 / Accepted: 17 June 2018 / Published online: 3 July 2018
©The Author(s) 2018

Abstract

Objective The aim of this study was to provide an overview of the recommendations regarding the diagnosis and treatment
contained in current clinical practice guidelines for patients with non-specific low back pain in primary care. We also aimed
to examine how recommendations have changed since our last overview in 2010.

Method The searches for clinical practice guidelines were performed for the period from 2008 to 2017 in electronic data-
bases. Guidelines including information regarding either the diagnosis or treatment of non-specific low back pain, and
targeted at a multidisciplinary audience in the primary care setting, were considered eligible. We extracted data regarding
recommendations for diagnosis and treatment, and methods for development of guidelines.

Results We identified 15 clinical practice guidelines for the management of low back pain in primary care. For diagnosis of
patients with non-specific low back pain, the clinical practice guidelines recommend history taking and physical examination
to identify red flags, neurological testing to identify radicular syndrome, use of imaging if serious pathology is suspected
(but discourage routine use), and assessment of psychosocial factors. For treatment of patients with acute low back pain,
the guidelines recommend reassurance on the favourable prognosis and advice on returning to normal activities, avoiding
bed rest, the use of nonsteroidal anti-inflammatory drugs (NSAIDs) and weak opioids for short periods. For treatment of
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The opioid crisis

" THE LANCET

THE LANCET COMMISSIONS | VOLUME 399, ISSUE 10324, P555-604, FEBRUARY 05, 2022

Responding to the opioid crisis in North America and beyond:
recommendations of the Stanford-Lancet Commission

Prof Keith Humphreys, PhD 2 [ « Chelsea L Shover, PhD « Christina M Andrews, PhD « Amy S B Bohnert, PhD
Prof Margaret L Brandeau, PhD « Prof Jonathan P Caulkins, PhD « etal. Show all authors

Published: February 02,2022 » DOI: https://doi.org/10.1016/S0140-6736(21)02252-2
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The OPAL trial

* Recrult people with acute non-specific
back and/or neck pain who present to
general practice or EDs with moderate

to severe pain

 Randomise to up to 6 weeks of either
an opioid (oxycodone) or a placebo

* Follow up for 12-months
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Trial regimen

N = 347 received guideline care: advice to remain active, reassurance etc

4 Ny

Intervention: n =174 Control' n = 173
Oxycodone Smg / Naloxone 2.5mg Visually identical placebo tablets,
(modified release), 1 tablet twice per same regimen

day, titrating as required

For up to 6 weeks, or until recovery

» Institute for ‘(l““’,’ Health THE UNIVERSITY OF
Musculoskeletal JeWw | Sydney
Health eloqvmsr«ﬂ Local Health District SYDNEY




Outcomes

Primary outcome: Pain severity at 6 weeks

Other pain outcomes: Pain scores daily for 12 weeks
Brief Pain Inventory at weeks 2, 4, 6, 12, 26 and 52

Other outcomes: Time to recovery, function, QolL, adverse
events, use of healthcare, concomitant medicines, etc

» InstituTe fl?rl | ‘(l““’; Health THE UNIVERSITY OF
Musculoskeleta JCW | Sydney
Health !oqvmsr«ﬂ Local Health District SYDNEY




Opioids not effective for acute back and neck pain

Mean Plot over time and 95 % CI

Opioid group

Pain intensity (BPI-PS)

= / %\“‘.\\%_‘“‘—‘————
Placebo group
(lower pain scores over time)

0 2 4 . 12 26 52
Visit (week)
Opioid Placebo
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Opioids not effective for acute back and neck pain

Mean Plot over time and 95 % CI
9 MD: 0-53,
o - 95% CI -0-00 to 1-07
p=0-051

Pain intensity (BPI-PS)

-
-
——
2 - —
B
e ——
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Placebo group
(lower pain scores over time)

0 2 . . 12 2 52
Visit (week)
Opioid Placebo
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Opioids not effective for acute back and neck pain

Mean Plot over time and 95 % CI

MD: 0.57
Opioid group 95% C10.021t0 1.11

\ p=0.041

——
i / G S
e —
——,

Placebo group
(lower pain scores over time)

Pain intensity (BPI-PS)

. 2 . . 12 2 82
Visit (week)
Opioid Placebo
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Results - Secondary

Finding (MD (95% CI)

Physical functioning
Quality of life (physical)
Quality of life (mental)

Global perceived effect

Risk of opioid misuse at 12
months

» | Institute for
> | Musculoskeletal
© | Health

No difference

No difference

SFv2: -3.25 (-5-63; -0-87)
p=0.003

No difference

20% opioid versus 10%
placebo
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Results — Adverse events

* No difference between groups

« ~ 1/3 of people in each group reported at least
one AE

* Classic opioid AEs were more common in the

opioid group
Institute for l“’ Health THE UNIVERSITY OF
()
Musculoskeletal
» Health NSW Eggglelylealth District SYDNEY




Discussion - Implications

« OPAL first large and long-term study

« Guidelines should be changed to no longer recommend opioids for acute
non-specific back and neck pain

* Implement findings into practice — how can we reduce opioid prescribing for
this population?

THE UNIVERSITY OF

SYDNEY
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Discussion — Trial methods

 How did the modified release formulation impact results?

o formulated with naloxone (reduces constipation, increase compliance, and
protects blinding)

o achieved same blood concentration as immediate release after day or so, then
around-the-clock effect

o OPAL can’t answer question about immediate relief (first hours)

» Institufe fl?rl | ‘(l““’)' Health THE UNIVERSITY OF
Musculoskeleta JCW | Sydney
Health GoNVERSNﬂ Local Health District SYDNEY



Discussion — Trial methods

May have missed an effect due
to primary timepoint being 6
weeks?

Institute for (l“’, Health
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Health Local Health District
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Discussion — Trial methods

May have missed an effect due
to primary timepoint being 6
weeks?

No difference in time to

recovery

Proportion surviving (%)

Time to recovery (cays)- median (IQR)

Opioid - 42 ( 14; NA) Placebo : 40 (14;,NA)

100 Log Rank p-value : 0.1808
80
60
40 e
I—‘_|_|—
20
0 ] I . I T , [ . | , I |
0 7 14 21 238 35 42 49 56 63 70 77 84

Time in days to the first day of the recovery (if the event occured) or last day of the available follow-up visit

Opioid Placebo
. 24¢
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Institute for
Musculoskeletal
Health

A research partnership between Sydney Local Health District and the
University of Sydney in musculoskeletal health and physical activity
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For any further questions, contact:
Caitlin Jones

Level 10 North, King George V Building
Royal Prince Alfred Hospital

PO Box 179, Missenden Road NSW 2050
Australia
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Australia’s Opioid Landscape

9P )
—
highest opioid deaths emergency department hospitalisations
consumption globally presentations

every day

Australian Institute of Health and Welfare, Opioid Harm in Australia, 2018
MONASH

University



Response to the ‘Opioid Crisis’

CDC Clinical Practice Guideline for Prescribing Opioids for Pain

— United States, 2022

Recommendations and Reports / November 4, 2022 / 71(3);1-95

Deborah Dowell, MD'; Kathleen R. Ragan, MSPH'; Christopher M. Jones, PharmD, DrPH?; Grant T. Baldwin, PhD'; Roger Chou, MD? (VIEW

AUTHOR AFFILIATIONS)

View suggested citation

Summary

This guideline provides recommendations for clinicians providing pain care, including those
prescribing opioids, for outpatients aged > 18 years. It updates the CDC Guideline for Prescribing
Opioids for Chronic Pain — United States, 2016 (MMWR Recomm Rep 2016;65[No. RR-1]:1-49) and
includes recommendations for managing acute (duration of <1 month), subacute (duration of 1-3
months), and chronic (duration of >3 months) pain. The recommendations do not apply to pain
related to sickle cell disease or cancer or to patients receiving palliative or end-of-life care. The
guideline addresses the following four areas: 1) determining whether or not to initiate opioids for
pain, 2) selecting opioids and determining opioid dosages, 3) deciding duration of initial opioid

Article Metrics

Altmetric:

‘ 1234 I

B News (257)
Blogs (9)

Policy documents
(4)

Twitter (312)
Facebook (8)
Wikipedia (2)
Reddit (2)

Video (2)
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Recommendation Generation

Guideline Questions _
Certainty of Stakeholder
evidence values

1) Does opioid

deprescribing result Qualitative
in benefits or Stakeholder Balance of
harms? Interviews

ii) How to deprescribe Acceptability Feasibility

opioids?

i)  Which interventions
are effective for
opioid
deprescribing?

Overview of Evidence to
Systematic Decision

i R
Reviews Framework esources

Recommendations

Langford, et al., Basic Clin Pharmacol Toxicol, 2023 MONASH

Langford, et al., BMJ Qual Saf, 2021
Langford, et al., Pain, 2021

Langford, et al., J Clin Epidemiol, 2023 UﬂiVGrSity
Langford, et al., Med J Aust, 2023




Public Consultation

« Dementia Australia

Australian Commission on Safety and Quality in Health Care -

* Pharmaceutical Society of Australia (PSA) Clinical Pharmacy Unit
» Society of Hospital Pharmacists (SHPA) « Faculty of Pain Medicine (FPM), Australian and New Zealand
« The Royal Australian & New Zealand College of Psychiatrists College of Anaesthetists (ANZCA)
(RANZCP) « Australian Deprescribing Network (ADeN)
 The Royal Australian College of General Practitioners « Australian Pain Management Association (AMPA)
(RACGP) « The Australasian Society of Clinical and Experimental
« The Agency for Clinical Innovation (ACI) Pharmacologist and Toxicologists (ASCEPT)
* Royal Australasian College of Physicians (RACP) — AFPHM <  Seqirus
and AChAM » Australian College of Nurse Practitioners (ACNP) & Drug &
« Painaustralia Alcohol Nurses of Australasia (DANA) (joint response)
« Palliative Care Australia (PCA) « The Australian Psychological Society (APS)
« National Aboriginal Community Controlled Health Organisation =  Northern Territory Department of Health
(NACCHO) » Victorian Department of Health
* Australian Pain Society (APS) «  Western Australian Department of Health
«  Chronic Pain Australia *  QScript Management Unit — Queensland Health

» Australian Physiotherapy Association (APA) - Pain Special
Interest Group

MONASH
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Recommendqﬁons * WHEN to deprescribe

* WHEN NOT to deprescribe
1 Classification of recommendations, adapted from the Grading

of Recommendations, Assessment, Development and i H OW 1'0 d e p resc ri be
Evaluation (GRADE) handbook®

A “recommendation for” is given when the guideline development
group is confident that the desirable effects of an Intervention
outweigh its undesirable effects. This implies that most or all
individuals will be best served by the recommended course of action. Conditional Recommendation for

Recommendation against 02 (Very low certainty evidence)
We sugagest initiating deprescribing for persons taking opioids for chronic
non-cancer pain, if (any of the following):

a) there is a lack of overall and clinically meaningful
improvement from baseline in function, quality of life or pain,

b) there is a lack of progress towards meeting agreed therapeutic
Conditional recommendation for goals, OR

c) the person is experiencing serious or intolerable opioid-related
adverse effects in the physical, psychological or social domains.

A “recommendation against” is given when the guideline development
group is confident that the undesirable effects of an intervention
outweigh its desirable effects, This implies that most or all individuals
will be best served by the recommended course of action.

A “conditional recommendation for” is given when the guideline
development group considers that the intervention's desirable effects
probably outweigh the undesirable effects but appreciable uncertainty
exists. A conditional recommendation implies that not all individuals
will be best served by the recommended course of action. There is a
need to consider the individual person’s circumstances, preferences
and values more carefully than usual.

Conditional recommendation against

A "conditional recommendation against” is given when the guideline
development group considers that the intervention’s undesirable
effects outweigh the desirable effects but appreciable uncertainty
exists. A conditional recommendation implies that not all individuals
will be best served by the recommended course of action. There is a
need to consider the individual person’s circumstances, preferences
and values more carefully than usual.

(Low certainty evidence)

When available, we suggest the use of interdisciplinary or
multidisciplinary care, or a multimodal approach which emphasises
non-pharmacological and self-management strategies to

.I O Conditional Recommendation for

A consensus recommendation can be given for or against an deprescribe oplolds.

intervention. This type of recommendation is used when there is not

enough evidence to give an evidence-based recommendation but the " )
guideline development group still considers it important ta give a Conditional R_ECU'm!'l'l'endatlon for
recommendation. These recommendations are made based on expert -I -I (Very low certainty evidence)

opinion and were formulated by a consensus process. We suggest the consideration of evidence-based co-interventions

to support opicid deprescribing.

~ MONASH

University




NHMRC Approved Guideline

2022

Evidence-Based
Clinical Practice
Guideline for
Deprescribing
Opioid Analgesics

THE UNIVERSITY OF

SYDNEY

© The University of Sydney, 2022

Authors: Langford AV, Schneider CR, Lin CWC, Bero L, Blyth FM, Doctor IN,
Holliday S, Jecn YH, Moullin JC, Murnicn B, Nielsen S, Osman R, Penm J, Reeve
E, Reid 5, Wale J, Gnjidic D.

Suggested citation: Langford AV, Schneider CR, Lin CWC, Bero L, Blyth FM,
Doctor IN, Holliday S, Jeon YH, Moullin JC, Murnion B, Nielsen S, Osman R,
Penm J, Reeve E, Reid S, Wale J, Gnjidic D. Evidence-based Clinical Practice
Guideline for Deprescribing Opicid Analgesics. Sydney: The University of
Sydney; 2022,

Disclaimer: This guideline is a general guide to appropriate practice, to be
followed subject to the health care professional's judgement and the person's
values, preferences, circumstances and needs. This guideline is designed to
provide information to assist decision-making and the recommendations
included within are based on the best evidence available at the time of
development.

Date of Publication: December 2022

Publication approval: The guideline recommendations on pages 19-20 and 40-
62 of this document were approved by the Chief Executive Officer of the
National Health and Medical Research Council (NHMRC) on 14 September 2022
under section 14A of the National Health and Medical Research Council Act
1992. In approving the guideline recommendations, NHMRC considers that
they meet the NHMRC standard for clinical practice guidelines. This approval is
valid for a period of five years.

NHMRC is satisfied that the guideline recommendations are systematically
derived, based on the identification and synthesis of the best available
scientific evidence, and developed for health professionals practising in an
Australian health care setting.

This publication reflects the views of the authors and not necessarily the views
of the Australian Government.

Australian Government

National Health and Medical Research Council

Organisations endorsing this guideline

COADeN

Australian Depreseriting Mt

ork

Australian Deprescribing Network

WS THE
USTRALIAN

PAIN SOCIETY

s

The Australian Pain Society

Australasian Society of Clinical and
Experimental Pharmacologists and
Toxicologists (ASCEPT)

FPM

Faculty of Pain Medicine
ANZCA

The Faculty of Pain Medicine (FPM)
Australian and New Zealand College
of Anaesthetists (ANZCA)

CIAPS 5

Australian Psychological Society (APS)

“shpa

Saeiety of Hospital Pharmacists of
Australia (SHPA)

o deprescribing org

This guideline has been rated using the
AGREE Il criteria by deprescribing.org,
and meets the eriteria for endorsement
as an evidence-based deprescribing
guideline.

MONASH
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Guideline Summary

Clinical practice guideline for deprescribing opioid
analgesics: summary of recommendations

Aili V Langford" @, Christine CW Lin®, Lisa Bero®, Fiona M Blyth?, Jason Doctor”, Simon Holliday®, Yun-Hee Jeon?, Joanna Moullin’,
Bridin Murnion®®, Suzanne Nielsen® ® , Rawa Osman'®, Jonathan Penm?®"", Emily Reeve, Sharon Reid? @ , Janet Wale®,

Carl R Schneider™, Danijela Gnjidic™*

ain and pain-related conditions are a leading cause of [N tr et

pdisabllity and disease burden globally,'l with one in five
adults aged 45 years and over reporting persistent, ongoing
pain.2 Opioids are commonly prescribed for the management of
pain, and increases in the use of prescription opioids have been
observed globally over recentdecades, particularly in Organisation
for Economic Co-operation and Development (OECD) countries.”
In Australia, over 1.9 million adults initiate opioid therapies each
year," with the majority of prescriptions in primary care issued
for maintenance therapy in chronic non-cancer pain.5’f‘ Although
shown to be an effective component of the management of acute
pain, opioids may not provide longer term clinically important
improvements in pain or function compared with placebo or non-
opioid medications.”® Further, opioid use presents a significant
risk of harm, with about 80% of people who take opioids for three
months or more experiencing adverse effects.”

Escalating opioid use and subsequent harm has been recognised
as an international public health concern. The World Health
Organization has set a global goal of reducing severe avoidable
medication-related harm through its Medication Without
Harm Global Patient Safety Challenge.m Australia’s response

Langford, et al., Med J Aust, 2023

Introduction: Long term opioids are commonly prescribed to
manage pain. Dose reduction or discontinuation (deprescribing)
can be challenging, even when the potential harms of continuation
outweigh the perceived benefits. The Evidence-based clinical
practice guideline for deprescribing opioid analgesics was
developed using robust guideline development processes and
Grading of Recommendations, Assessment, Development and
Evaluation (GRADE) methodology, and contains deprescribing
recommendations for adults prescribed opioids for pain.

Main recommendations: Eleven recommendations provide advice
about when, how and for whom opioid deprescribing should be
considered, while noting the need to consider each person’s goals,
values and preferences. The recommendations aim to achieve:

+ implementation of a deprescribing plan at the point of opioid
initiation;

« initiation of opioid deprescribing for persons with chronic non-
cancer or chronic cancer-survivor pain if there is a lack of overall
and dinically meaningful improvement in function, quality of life
or pain, a lack of progress towards meeting agreed therapeutic
goals, or the person is experiencing serious or intolerable opioid-
related adverse effects;

« aradual and individualised deprescribing, with reqular monitoring

J MONASH

University




Next Steps

2022 .
Evidence-Based
Clinical Practice H fe — B |

Guideline for
Deprescribing
Opioid Analgesics

THE UNIVERSITY OF

SYDNEY
—————————— Monash Institute of Pharmaceutical Sciences

awarded close to $10m in NHMRC funding

19 December 2023

Dr Aili Langtord

Monash University

Researchers from the Monash Institute of
Pharmaceutical Sciences (MIPS) have collectively
generated $9,492 833 in National Health and Medical
Research Council (NHMRC) Investigator, Ideas and
Development Grant funding across six projects in

Dr Aili Langford is a pharmacist and postdoctoral research fellow at the Centre for Medicine Use and Safety (CMUS), Monash University. Aili's
research focuses on reducing medication-related harm through deprescribing (medication dose reduction or cessation). During her PhD at the
University of Sydney, Aili led the development of the Australian Evidence-Based Clinical Practice Guideline for Deprescribing Opioid Analgesics,
with recommendations approved by the National Health and Medical Research Council. Aili is passionate about exploring ways to translate
evidence into practice to improve medication management and patient care.

Developing evidence-based resources for older adults to support person-centred opioid deprescribing total
One in five Australian adults have chronic pain. Opioids are medicines commonly prescribed to manage pain. When taken long-term, opioids Funded projects, announced by the Minister for Health
do not significantly improve pain or function and can cause many side effects (e.g. constipation, falls, confusion, overdose). Older Australians are more likely to and Aged Care, the Honourable Mark Butler MP, will

take opioids and experience opioid-related harms. Deprescribing is the process of reducing or discontinuing a medicine when the risk of harm outweighs the address a range of medical needs including metabolic
benefits. This project aims to develop resources for consumers to educate and empower them to engage in opioid deprescribing. Focus groups and interviews will disease, cardiovascular disease, diabetic kidney

be conc?ucted to deﬁgn and refine the content, format, design and language of the resources. By. co-designing resources with cons‘umers and healthcare disease, safer approaches to treating pain, and - MONAS H
professionals, we will make sure that they are clear and easy to use. They will support conversations between older adults and their healthcare professionals to reducmg harm associated with op|01ds

help older adults take the right pain medicines at the right doses for them, while reducing the chance of harm. 2023 NHMRC Investigator Grant Recipients L - R: Professor Patrick Sexton '\Qj’ U n |Ve rSlty

Professor Rebecca Ritchie, Professor Denise Wootten, Dr Arisbel Gondin
Director of MIPS, Professor Chris Porter, welcomed Professor Ray Norton, Dr Aili Langford

the funding and said the projects all aim to address

Award: $9,921
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7/ Steps to medication rationalisation

Step 1 - AIM

« What matters to the patient

Step 2 -NEED

* Identify essential drug therapy

Step 3 - NEED

* Does the patient take unnecessary drug therapy?

Step 4 - EFFECTIVENESS

* Are therapeutic objectives being achieved?

Step 5 - SAFETY

* Is the patient at risk of ADRs or suffers actual ADRs?

Step 6 - EFFICENCY

* Is the drug therapy cost effective?

Step 7 - PATIENT-CENTRED

* Is the patient willing and able to take drug therapy as intended?

https://managemeds.scot.nhs.uk/for-healthcare-professionals/principles/the-7-steps-medication-review/ . Accessed 29t May 2023



https://managemeds.scot.nhs.uk/for-healthcare-professionals/principles/the-7-steps-medication-review/

Weighing up the risks

The risk of serious harm:
Accidental overdose, death, hospitalisation, unconsciousness,
respiratory failure

Compared to OMEDD 1-20mg:

OMEDD RISK MULTIPLIER

20-50mg 1.5x
50-100mg 4 X
>100mg 9 X

Risks are likely to be developed by 80% of people on long term
opioids.

Dunn KM, Saunders KW, Rutter CM, et al. Opioid prescriptions for chronic pain and overdose: a cohort study. Ann Intern Med. 2010;152(2):85-92. 2



The ART of medication rationalization

0 Medication rationalization is a complex process
0 Careful judgement is required - Unconscious bias
0 Balanced approach

0 Risk vs. benefits of withdrawing/tapering medicines



Translating medication rationalization to clinical practice

Step 1 - AIM « What matters to the patient

Step 2 -NEED « Identify essential drug therapy

Step 3 - NEED * Does the patient take unnecessary drug therapy?

Making Sense of Pain
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Translating medication rationalization to clinical practice

STOP

* The obvious ones: person does not like them, is not taking
them, should not be on repeat or the condition has resolved.

SORTED

* Medicines assessed and monitored within the last 12 months

» E.g. Chronic disease clinics, Specialist review, no outstanding
concerns.

SPECIAL

» Focus of discussion
» Person’s priorities, high-risk medicines, prescribing indicators

Avera A et al. Rationalising medications through deprescribing.BMJ 2019;364:1570 doi: 10.1136/bmj.1570



Case Study 1. Meet Sam

Age: 65 year old man
Ht: 163cm; Wt: 70kg

Pain Hx:

2010 — MVA, no fractures, concussion and complained of
neck pain at the time

2013 — Depression and anxiety

2015 - LBP from a fall in his house whilst doing gardening
2016- Low back pain — complain of severe tension

2022 — Osteoarthritis — bilateral knee pain

Work history:

* Worked since yearly 20s as a commercial cleaner
» 2016- stopped work due to pain

» 2017- Taxi driving - now stopped

Other medical conditions:
» Depression and anxiety
» Hypertension

Biochemistry:
* FBC —normal
« LFTs and RFTs — normal



Case Study 1. Meet Sam

Reason for referral:
Referred by ED team due to frequent ED presentation, 6 presentations in the last 2 months due to extreme
pain

Clinical presentation:

Sam was nervous and appeared to have a brave face of his pain. Very softly spoken man.

Observed to have antalgic gait.

Also complains of low back pain of 8/10 and tension in muscles localised to the L5, S1 region, worsened
on exertion. Localised allodynia in the L5,S1 area which limits how long he can sit for.

Sitting capacity is approximately 10 minutes.

Walking capacity is approximately 10 minutes on even surface. Hesitant to walk on uneven surfaces or up
hills.

Lying does relieve the pain, but he has to change sides frequently.

Neurological symptoms are absent.

Radiculopathy is absent.

Observed to be apathetic and complains of severe fatigue.

Insomnia at night even though he is very tired, he can’t sleep.

Not keen to see allied health, especially physios, as he has had poor experience previously

Also complains of peripheral oedema



Case Study 1. Meet Sam

Medication:

Amlodipine 5mg daily

Oxycodone SR 20mg BD (Started since 2015 when he fell at home and dose increased over time)
Pantoprazole 20mg daily

Pregabalin 150mg BD (Started since 2016, not sure if it works)

Duloxetine 90mg at night (Started since 2018 after he stopped driving taxis)

Diazepam 5mg 2-3 PRN (Started since 2018 when he could not sleep and back spasms became worse)
Paracetamol 500mg/Codeine 30mg — 2 QID PRN (Take this when he has a flare up, usually post exertion)
Ibuprofen 400mg TDS PRN (Takes this when he has a flare up, usually post exertion)

Tramadol IR 50mg — 1 QID PRN (Alternative to Paracetamol/Codeine)

Previous interventions:

2017- Facet Joint injection, L5/S1 — 1-2 months benefit

2020 — Nerve block — L5/S1 — worsened pain for 1 month and 3 months marginal benefit
Not keen on any other invasive interventions

Patient’s Priority:

Sleep better

Improve fatigue

Reduce back tension

Be able to sit and walk for longer duration
Drive taxi again or do some volunteer work

grs Wi



Rationalising Sam’s medications

Oxycodone
Tramadol
Paracetamol/codeine
Ibuprofen

Diazepam

Other conditions:

+ Pantoprazole

Potential side effects:
* Peripheral oedema

» Fatigue
e Insomnia




Rationalising Sam’s medications and priorities

» Change duloxetine to morning dose and reduce to 60mg
mane

Sleep better

* Monitor Testosterone levels

I m p rove » Reduce Pregabalin by 25mg mane with the aim of ceasing
depending on symptom control (may also improve peripheral

oedema)

fa_tl g u e * Reduce diazepam use if orphenadrine is helpful

* Trial orphenadrine 100mg BD PRN in place of diazepam

R e d u Ce b aC k * Low continuous heat therapy (FlexEze®)

 Physio consult for gentle neural glide knowledge and exercise

» Celecoxib 400mg STAT for flare ups in place of Ibuprofen,
S p aS I I l Paracetamol/codeine or tramadol.

* Physio consult for graded movement planning and
understanding of pacing vs. movement goals — rapport and
reassurance ++

Sit, walk for et
IO n g er d u ratl O n IC\B/Iilr:i;g\rnsgipheral oedema and consider changing amlodipine

to lecarnidipine (discuss with GP)



Rationalising Sam’s medications

1 month later

Testosterone level = 5.5 nmol/L

It reported a reference range of 9.7—34.3 nmol/L with a mean of 18.2 nmol/L (Australian study in 21-35 year
olds)

Vitamin D levels — 20 nmol/L (deficient)

» Change duloxetine to morning dose and reduce to 60mg mane — Sleep
improved

Sleep better

*Low testosterone — discussion about reducing oxycodone SR

*Reduction going well, reduce Pregabalin by 25mg nocte with the aim of ceasing depending on
symptom control (no change in peripheral oedema) and no worsening of pain symptoms
*Diazepam dose reduced to 5mg nocte PRN only

*Reduce Oxycontin to 10mg TDS

Improve fatigue

» Orphenadrine well tolerated and has been helpful for back tension

» Low continuous heat therapy (FlexEze®) — going well and finding it helpful

* 2 physio visits so far — going well

» Celecoxib 400mg STAT for flare ups —helping and less overall use of other PRN analgesics

Reduce back tension

. . » Has graded walking and sitting plan — now walking for 13 minutes
Slt, Walk fOI‘ |Onger duraﬂon « GP was keen to change to lecarnidipine
« Commence Vit D 2000IU daily




6 months later ......

Sleep better

Improve fatigue

Reduce back tension

Sit, walk for longer
duration

Vitamin D

» Change duloxetine to morning dose and reduce to 60mg mane — Sleep
improved

» Less overall diazepam taken — now 5mg PRN (approx. fortnightly for anxiety)

*Pregabalin ceased

*Oxycodone SR 5mg TDS with paracetamol 665mg 2 TDS
*Diazepam dose reduced to 5mg nocte PRN only for anxiety
*Fatigue improved

*Volunteering at grand kids school for reading time

*Orphenadrine well tolerated and has been helpful for back tension

*Low continuous heat therapy (FlexEze®) — going well and finding it helpful
*Monthly physio visits

*Celecoxib 400mg STAT for flare ups

*Topical NSAIDs — compounded

*Paracetamol/codeine, tramadol and ibuprofen ceased

* Now walking 20 minutes every second day, pacing with movement program
as a guide

* Peripheral oedema now improved

 Continue on Vitamin D 2000IU daily and levels improved to 40nmol/L-less
fatigue



In review....10 months later

Medication changes:

Amledipine 5mg-datly—L ecarnidipine 5mg daily
Oxycodone SR 20mgBb-2.5mg TDS
Paracetamol MR 665mg — 2 TDS

Pantoprazole 20mg daily

Pregabalin 150mgBD -

Duloxetine 99mg-atright-60mg in the morning
Diazepam 5mg 2-3-PRN-once daily PRN
Paracetamol 500mg/Codeine -
tbupreten-460mgFBSPRN—-

FramadoHR 50mg—LOIBPRN—
Celebrex 400mg STAT PRN

Vitamin D 20001U daily

Patient’s Priority:

Allied Health:

* Physio — Every 4 weekly visits for gait and
exercise review

» Going to floatation therapy — finds this
relaxing

Social Activities:

» Volunteering in grandchildren’s school for
reading time

* One day a week goes for coffee at the beach
café (can’t walk on beach yet but enjoys being
there)

» Going for lunch with a friend once a month

Reduce back tension — allodynia much improved and low back more relaxed
Be able to sit and walk for longer duration — sitting for 30 mins and walking

v Sleep better - sleeping better overnight
v" Improve fatigue — less fatigue in the day and clearer in the mind
v
v
for 20 minutes
v

school for reading time

Drive taxi again or do some volunteer work - volunteering at grandchildren’s



Explaining opioid withdrawal

A. Baseline: Normal production of NA

Outside Neuron

Mu

OPIOID
RECEPTOR

Inside Neuron

B. Acute opioid inhibition of converting enzyme:
Abnormally low production of NA

. OPIOID
Outside Neuron

Mu

OPIOID
RECEPTOR

Inside Neuron

Ref: Kosten T, George T, The Neurobiology of Opioid Dependence:

Implications for Treatment. Sci Pract Perspect. 2002 Jul; 1(1): 13-20.

C. Chronic opioid inhibition leads to increased convert-
ing enzyme activity: Normal NA level

Outside Neuron
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OPIOID
OPIOID
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CONVERTING
ENZYME

Inside Neuron

D. Discontinuing opioid leads to increased cyclic AMP
due to loss of inhibition: NA excessively high

Outside Neuron

Mu

OPIOID
RECEPTOR

Inside Neuron


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2851054/

A. Baseline: Normal production of NA

Outside Neuron MU C. Chronic opioid inhibition leads to increased convert-

orIOID ing enzyme activity: Normal NA level
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B. Acute opioid inhibition of converting enzyme:

Abnormally low production of NA Inside Neuron

OPIOID D. Discontinuing opioid leads to increased cyclic AMP
Outside Neuron due to loss of inhibition: NA excessively high
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Drowsiness

Outside Neur:
Counter effect

Anxiety
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§ Muscle cramps
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Ref: Kosten T, George T, The Neurobiology of Opioid Dependence: ' ,
Implications for Treatment. Sci Pract Perspect. 2002 Jul; 1(1): 13-20. Inside Neuron
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2851054/

A Gray Area... Complex Persistent Opioid Dependence

[

Opioid tapering

Neuroadaptive
process

Complex Persistent Opioid Dependencel
OR
Opioid Induced Chronic Pain syndrome?

Manhapra A, Sullivan MD, Ballantyne JC, MacLean RR, Becker WC. Complex Persistent Opioid Dependence with Long-term Opioids: a Gray Area That Needs Definition, Better
Understanding, Treatment Guidance, and Policy Changes. J Gen Intern Med. 2020 Dec;35(Suppl 3):964-971. doi: 10.1007/s11606-020-06251-w. Epub 2020 Nov 6. PMID:

33159241; PMCID: PMC7728942.
2. Manhapra, A. Complex Persistent Opioid Dependence—an Opioid-induced Chronic Pain Syndrome. Curr. Treat. Options in Oncol. 23, 921-935 (2022).



Resources

GUIDELINE FOR DEPRESCRIBING OPIOID ANALGESICS
https://www.opioiddeprescribingguideline.com/

RACGP aged care clinical guide (Silver Book) 5th edition Part A. Deprescribing
https://www.racgp.org.au/getattachment/1e7f5be2-910e-44e6-8274-
6a8263fcd8dd/Deprescribing.aspx

Deprescribing.ORG
https://deprescribing.org/

NPS Tapering algorithm
https://www.nps.org.au/assets/NPS-MedicineWise-opioid-tapering-algorithm.pdf

Opioid Analgesic Stewardship in Acute Pain Clinical Care Standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards/opioid-analgesic-
stewardship-acute-pain-clinical-care-standard



https://www.opioiddeprescribingguideline.com/
https://www.racgp.org.au/getattachment/1e7f5be2-910e-44e6-8274-6a8263fcd8dd/Deprescribing.aspx
https://www.racgp.org.au/getattachment/1e7f5be2-910e-44e6-8274-6a8263fcd8dd/Deprescribing.aspx
https://deprescribing.org/
https://www.nps.org.au/assets/NPS-MedicineWise-opioid-tapering-algorithm.pdf
https://www.safetyandquality.gov.au/standards/clinical-care-standards/opioid-analgesic-stewardship-acute-pain-clinical-care-standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards/opioid-analgesic-stewardship-acute-pain-clinical-care-standard
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Managing Director, PainWISE Postdoctoral Research NHMRC Emerging
Pty Ltd Associate Leadership Fellow .
GCPHN Persistent Pain Program The Institute for Musculoskeletal Centre for Medicine Use and Prof. Nick Zwar
Clinical Director, BNPHN Health, Safety, Faculty of Pharmacy Executive Dean of the Faculty
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% 4, GoldNet Research & UQGP Research - Online

*}* Journal Club

The GoldNet Research Network is pleased to invite you to our upcoming online collaborative .
journal club with UQGP Research - The University of Queensland PBRN. Time: 6 pm - 7 pm (AEST)

Hosted by: °
Prof. Nick Zwar Professor Katharine Wallis ' M Mdy

Executive Dean, Faculty of Mayne Professor and Head,

Health Sciences and Mayne Academy of General
Practice and Head, General W

Date: Tuesday 215t May 2024

Medicine, Bond University &
Chair of GoldNet Practice Clinical Unit, Medical
School, The University of

Queensland [ f f f
Dr Anish Menon 2
Endocrinologist,
The University of Queensland -

Guest Panel:

Dr Geoffrey Spurling
Southern Queensland Centre
of Excellence in Aboriginal
and Torres Strait Islander
Primary Health Care and
General Practice Clinical Unit,
The University of Queensland
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Current Projects - APCOM *ézf“

« The APCOM Trial is a randomized controlled clinical trial that

' ' aims to test a personalised self-management support
ACtlvatmg program, to be delivered by Practice Nurses (PNSs) to patients
Prlmary Care with COPD and other long-term health conditions.

COPD Patients « The trial will evaluate whether this program is effective in
with improving quality of life, increasing patient knowledge of
: . COPD and can be effectively implemented in primary care.
Multimorbidity

(A PCO M) Trial - 29 practices across Australia, and 221 patients

Lung
&% Foundation
Australia

i 5 BOND
APNA &= UNIVERSITY

THE UNIVERSITY OF

SYDNEY

UNIVERSITY
OF WOLLONGONG
AUSTRALIA




Current Projects

GP’s use of
non-drug
Interventions In
primary care

A INSTITUTE FOR
BOND ‘ Evidence-Based Healthcare

%> UNIVERSITY

Institute for Evidence-Based Healthcare
researchers invite GPs to participate in a
gualitative, semi-structured interview
about GP’s barriers and facilitators to
using non-drug interventions and the
RACGP Handbook of Non-Drug
Interventions (HANDI)

This study will assist in understanding
the enablers and barriers in using NDIs
and HANDI in general practice and
assist in the development and co-design
of a platform to improve the ease of
prescription of NDIs

Interviews are from 30-45 minutes and
can be conducted face-to-face or
virtually.

Scan the QR code for more



Current Projects

 Griffith University researchers are currently
- co-designing a vaping cessation
Devel O pl ng a program for young adults aged 18-24yrs
Co_d eS|gn (GU Ref 2022/925).
Vap N g - They are currently recruiting Key
i Stakeholders who may be involved in the
cessation care of young adults’ health, such as a
f General Practitioner, Psychiatrist,
p ro 9 ram T1or Psychologist, Addiction Specialist,
Pharmacist, Counsellor, and/or Practice
young adults oo,
Scan the QR code for more

« The workshops explore vaping cessation,
and ideas previously generated by vapers

u” and former vapers of what they think a
L J vaping cessation program should look like.
Griffith Participants will be offered a gift voucher

UNIVERSITY $50 as a token of thanks.

Queensland, Australia




Current Projects ¥

Evaluating the
feasibility of a
digital program
for secondary
prevention of
stroke.

MONASH
" University

 We are seeking 8-10 GPs across

*, *
%

CAPS

CARE ASSISTANT PLATFORM
FOR STROKE

Researchers at the CSIRO and
Monash University have
developed a digital program for
secondary stroke prevention.

We are conducting research with
General Practitioners to better
understand the potential barriers
and facilitators for its
implementation in practice.

Scan the QR code for more

Australian e-Health
Research Centre

@

Australia to participate in an
online 1-hour focus group
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PBRN, please scan the QR
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