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Reducing the risks with prescription opioids & gabapentinoids
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Outline

= Background information
- Appreciate lessons learnt from the US opioid epidemic
- Understand why opioids have been used in chronic non malignant pain
- Risks and benefits of opioids
- Opioids Aware: key messages and content
- Safety and opioids: what does a patient need to know?
- Prescription opioids: recognising risk factors

= Opioid and gabapentinoid prescribing and deprescribing: sharing and
learning from good practice

= How can a HCP promote and support self management within a consultation?

= Pain management: keeping your knowledge up to date, accessing education,
training and resources

v Suffolk



Prescription opioid deaths
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CONTROLLED DRUGS .. [ZH
NEWSLETTER

SHARING GOOD PRACTICE IN THE SOUTH WEST

April 2017
SPECIAL EDITION - FAYE’S STORY

What can happen when things go wrong with
prescribing for chronic pain — lessons that must
be learned by all healthcare professionals

As told by her parents, Linda and Steve

Faye (right), when she was well
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USA: Opioid misuse epidemic

New indemnity scheme for GPs |

Self harm and the inverse carelaw ) 10
Debunking doctors’ victim statusp 10
Exercise: Miracle cure for ageing?

OPIOIDS IN AMERICA
An epidemic of harm

BMJ 2017;359:j4792 doi: 10.1136/bmj.j4792 (Published 2017 October 19) Page 10f2

) EDITORIALS

Gheck for
updates

Overprescribing is major contributor to opioid crisis

Surgeons in particular must change their behaviour

BMJ 2017:359:4828 doi: 10.1136/bm;.j4828 (Published 2017 October 19) Page 1 of 1

- EDITOR'S CHOICE

Check for
Updates

What we must learn from the US opioid epidemic

Fiona Godlee editor in chief mpoh‘ncs 45 CONGRESS  SECURITY THENINE TRUMPMERICA  STATE

And speaking with reporters on the South Lawn of the White House on Wednesday, Trump said
he would have a "very big meeting on opioids" on Thursday and will be declaring the opioid

The BMJ

epidemic a national emergency “in the very near fuwre."

Public health emergency vs. national emergency

00

v Suffolk

Related Article: House panel threatens to subpoena DEA over pill dumping in West Virginia

The primary difference between the two designations is access to funding




THE OPIOID EPIDEMIC BY THE NUMBERS
2016 and 2017 Data

US opioid misuse epidemic e: o=

O 22 O znon

Oy @ o,
0 886,000 @ 22
= 11% Americans (adults) experienced chronic pain (coc 2016) i

= Over prescribing of opioids has led to enormous societal problems in USA
(Ballantyne 2012)

= National epidemic of opioid related overdoses, deaths and addictions (volkow &
McLellan 2016)

= 2016: Overdoses involving opioids killed more than 42,249 people. 40% of

those deaths were from prescription opioids (Hedegaard et al 2017)

» 2017: 70,237 drug overdose deaths: Opioids were involved in 47,600 overdose

deaths (67.8% of all drug overdose deaths) (cbc 2018)

= On average, 130 Americans die every day from an opioid overdose (cbc 201s)
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‘Unnecessary' painkillers could leave
thousands addicted, doctors warn

ptions for
lecade, NH:

Prescription pain kille

crisis', says charity

As the number of dependent Britons is said to be soaring, experts criticise
the lack of support for those struggling

Accidental addiction to painkillers 'a public health

Sunday 20

D

Twelve million more pills are being prescribed than in 2007, charity Addiction Dependency Solutions say

BERE o s News Sport Weather iPlayer TV

NEWS

Home | UK = World = Business = Politics | Tech | Science | Health = Family & Education

England LocalNews = Regions

NHS accused of fuelling rise in opioid
addiction

By David Rhodes
BBC News

© 15 March 2018 f ¥ © i < share
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Evening Standard: March 2018

https://assets.standard.co.uk/opioids/index.html

1. Cost

= £263 million of tax payers money spent in England in 2017 on prescription
opioids

2. Increase in prescriptions

» 90% prescribed by GPs’ - GPs prescribe twice as many opioids as they did 10
years ago

» 90% of nearly 24 million opioids prescribed annually are for chronic non-cancer
pain

3. Limited effectives
» 90% of opioids prescribed do not work for chronic non-cancer pain
4. Risks

= 300,000 people in the UK are said to be problem users

v Suffolk



Overdose - prescription opioids

Overdoses on opioid painkillers more
than double in a decade

Number of hospital admissions in England rose to 11,660 last year as doctors say
drugs are being prescribed too readily

The number of people attending hospital with poisoning
from opioids more than doubled to 11,000 between 2005-06 and 2015-16

(NHS Digital. Note: 2016-17 data provisional).
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Variation in English CCGs in opioid prescribing in
equivalent mg of morphine from
August 2010 to February 2014

Perth Equivalent mg morphine

aKirkcaldy per CCG per head per month
Glasgow o 6.336t013.506

O “Edinburgh 13,506 to 20,675
e 20.675t027.845
27,845t 35.014
3.014t0 42184
421840 49.353
19.3531056.523
565231063492
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Luke Mordecai et al. Br J Gen Pract
doi:10.3399/bjgp18X695057
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PHE: public-health focused review

Jan 2018

i GOV.UK

Q Departments Worldwide How governmentworks Getinvolved
Policies Publications Consultations Statistics

News story

Prescribed medicines that may cause
dependence or withdrawal

A review of the evidence on the scale and nature of problems
with some prescription medicines and how they can be
prevented and treated.

Published 31 January 2018
From: Public Health England and Steve Brine MP

Included within the scope
of the review are:

adults (age 18 and over)

medicines that may cause
dependence and
discontinuation syndrome:
- opioids
gabapentinoids
benzodiazepines
Z-drugs
antidepressants

https://lwww.gov.uk/government/news/prescribed-medicines-that-may-cause-dependence-or-withdrawal
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Why have opioids been used for
chronic non-cancer pain?

1650 1700 1750 1800 1850 1900 1950 2000
Year
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Why have opioids been used for
chronic non-cancer pain?

Pain relief viewed as a basic human right- Pain as ‘the 5 vital sign

Early emerging literature lead to a view that opioids may play a role in long
term pain

Significant pharmaceutical marketing

Absence of guidance or direction about which opioids to use and to what
dose

Many patients ‘held/ still hold strong views'’ that opioids are helpful

\E’)E(AR .
= EXCELLENeE | "o

BlcATgy 1 ASP

Lack of access to non pharmacological strategies 5 Slogy v
mv"
Traditional medications no longer in favour

The known gap between knowledge and clinical practice

w0 Suffolk
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Why have opioids been used
for persistent pain?

Stannard 2013

Because...

= People with persistent pain may exhibit distress
» Distress can lead to clinicians prescribe
= Persistent pain can be hard to treat so prescribing

something strong is a tempting idea

v Suffolk
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= Why have opioids been
L.2 used for persistent pain?

\ Ballantyne and Sullivan 2015

Intensity of Chronic Pain — The Wrong Metric?

Jane C. Ballantyne, M.D., and Mark D. Sullivan, M.D., Ph.D.

= Pain intensity ratings do not necessarily reflect extent or severity of tissue

damage.

» Suffering may be related as much to the meaning of pain as to intensity.

» Persistent helplessness and hopeless may be the root causes of suffering for

patients with chronic pain yet be reflected in a report of high pain intensity.

» [Inappropriate reliance on pain intensity ratings tends to result in the use of

opioid treatment for patients with mental health or substance abuse problems.
v Suffolk
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\ Chronic Pain & the
k- WHO analgesic ladder

Diagram 1: WHOWgin ladder

Pain improving, signs of
toxicity or severe side
effects- reduce dose or

S\ ~P 3- moderate to severr Jain
move down one step

Stro..~ opioid no~ opioid
analg. -ic * - yjuvant

N

STEP 1: Mild pain

Pain persisting Non opioid analgesic
or increasing adjuvant

move up one
step

PresQuipp B 52 V2 2013
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Opioids Aware

2015
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Opioids Aware: A resource for patients and healthcare
professionals to support prescribing of opioid

medicines for pain

w

Good practics In prescrioing opkold medicines for pain should reflect fundaments principles In prescrising generally,
The decishon W prescrise Is underpinned by aoolying best professionzl practice; undersianding Me condfion, Te
patient 3nd MEr content and UNoeTsianding Me Clinical Lse of e dnig. THis Tesource, dewioped by UK neaincans
professionals and polkeymzkers, provides M Information io support 2 53t and eMective prescribing decisin

About the

Resource

¥ Purpose

Who will use Tils
resourse?

¥ Haw 10 use Fils

resourss?

Trends In opkikd

prescriving

Professional

reguiziary and publlc

COMCEMS

w

w

w

The Condition, The
Patiant . The Coniend

w
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e

w

www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware
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Opioids are very good analgesics for acute pain and end of life
pain but there is little evidence that they are helpful for long-
term pain.

A small proportion of people may obtain good pain relief with
opioids in the long term if the dose can be kept low and use is
Intermittent, but it is difficult to identify these people at the start
of treatment.

The risk of harm increases substantially at doses above an oral
morphine equivalent of 120 mg/day, but there is no increased
benefit.

Opioids should be discontinued if the person is still in pain
despite using opioids, even if no other treatment is available.

A detailed assessment of the emotional influences on the
person's pain experience is essential for people with chronic
pain who also have refractory and disabling symptoms,
particularly if they are on high opioid doses.

IACD DOIN1C




Opioids Aware:
risk of adverse selection

Opioids Aware 2015

Adverse selection is where ‘the most risky drug regimes are prescribed to
the patients most likely to be harmed by them’ stannard 2018 BJA 120(6) 1148
Risk of running into problems with

high dose opioids
Patient factors
- Depression/common mental health diagnoses
- Alcohol misuse/non-opioid misuse

- Opioid misuse ol KUSHNER
: S \rhov

Drug factors ; Ta TR L

PERMANE
-

- High doses
- Multiple opioids
- More potent opioids

- Concurrent benzodiapines/sedative drugs

Battling Opioid Overdoses

A fentany] user and his girlfricnd at a supervised injection site in Toront




Chronic pain and opioid effectiveness

IASP 2018

About Membership  SIGs

<<<<<<<<<<<<<<<

In This Section
- Global Year
-1CD-11

February 201

Publications &
News

8

Educa

tion

IASP Statement on Opioids

Chronic pain treatment strategies that focus on improving the quality
of life, especially those integrating behavioural and physical

treatments, are preferred.

IASP recommends caution when prescribing opioids for chronic pain.

There may be a role for medium-term, low-dose opioid therapy in carefully
selected patients with chronic pain who can be managed in a monitored
setting. However, with continuous longer-term use, tolerance,
dependence, and other neuroadaptations compromise both efficacy and

safety.

https://www.iasp-pain.org/Advocacy/OpioidPositionStatement
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FACULTY OF
PAIN MEDICINE

of the Royal College of Anaesthetists

November 2018

FACULTY OF
st PAIN MEDICINE

of the Royal College of Anaesthetists

Briefing to Health Professionals on the of Opioid icati

Briefing Statement to Health Professionals on the Management of Opioid Medications

fis for chronic non-malignant pain

Jem at the time opioids began to be used for chronic pain was that there was an absence of
rection about which opioids to use and to what dose.

[ew of the Faculty of Pain Medicine is that opioids do work for chronic pain in selected patients
They should be used in low doses with close monitoring

Key Messages:

There is an urgent need to:-
- Screen and assess people on opioids,
ds it opioid reducti d optimal pain where appropriate,
- Identify the best clinical approach and place (GP surgery, hospital clinic, community pharmacy) for this
to occur,
« Ensurethat there are resources to deal with those patients captured by any screening process,
- Employ  corporate approach to manage those who are non-compliant (see ‘Recommended Actions’).

“This should be proactively linked to interdisciplinary pain assessment and management to ensure best pain
management through other strategies and treatments.

The required services need to be fully commissioned to support patients.

Introduction

There is considerable and continuing public concern related to an increase in the use of opioid painkillers in
the United Kingdom. There is also professional and governmental concen regarding misuse of prescription
medicines and the number of prescriptions of opioid analgesics. The backdrop are the serious public health
concerns in the USA. This document sets out the issues and recommendations for action locally.

Opioids in Chronic non-malignant pain

Pain is the 5th vital sign and pain relief can be viewed as a basic human right. Opioids play a very important
role in acute pain where there is a close relationship between pain and tissue damage. Examples of opioid use
would be in Emergency Departments after trauma or following surgery. They are frequently considered the
“Gold Standard” for such acute pain treatment.

In addition, opioids play an important role in the management of cancer pain and in the short to intermediate
term for some other medical conditions.

The effectiveness of opioids in long-term chronic non-malignant pain is less clear. Ten to twenty years ago
emerging literature led to a view that opioids may play a role in long-term pain. New opioid products and
preparations were brought to the market with this in mind. While the evidence did not stretch into the long-
term, it was recognised that it would be very difficult to undertake such long-term trials. Nevertheless, there
was a strong clinical view that opioids were helpful in some patients not treatable by other methods which was
logical given their known physiology.

in
Jct. Dase escalation suggests that the pain is probably not apioid-respansive and the dose should
wn. Doses above 120mg morphine equivalence per day should be considered high dose and are
h increasing risks to the patient. This might change as new information becomes available. Best
keen the opicid dose as low as possible and the balance of dose-related risks and benefits shoul
iewed

we are where we are

\as proven to be complex to assess, evaluate and manage. There is a lack of pain training at
duate and postgraduate level yet most patients continue to be seen by doctors other than
5. Lack of understanding that pain can be a disease in its own right rather than a symptom and
Jof the WHO analgesic ladder has sometimes led to premature or inappropriate initiation of

hatters, when strang opicids began to be used for chronic pain, the experience of most medical
r using opioids in the longer term refated to their use in palliative care. In cancer patients,
5 of opioid would be commaonplace together with the use of high doses for breakthrough

doses to 2 daily dose and opioid deses would rise to
to be required for clinical effect.

this clinical direction, many patients have strong views that opioids are helpful. They describe
forse when medicines are reduced or omitted. However, it is concerning that many of these
escribe having very high levels of pain, distress and disability. It is important to state that the
medicines as prescribed without evidence of misuse but at doses that have higher risks. A

mis that, if opioids are used by patients more frequently or at higher doses than originally
accasionally happens due to limited responsiveness, the situation becomes increasingly difficult
Jfurther opicids are not prescribed to fill the inevitable gap when the current opicid prescription
usted at an earlier point, then acute withdrawal might occur meaning GPs are caught between
ard place, a process that can lead to further escalation even when the aim was to reduce them.
averuse of opiids is not recreational use but poorly controlled pain.

have been very significant public health concerns in America regarding opioid related deaths.
n transferred across to Europe. The position in the United Kingdom is different due to the
heare structures and particularly with individuals registered with one General Practitioner.

[ is  growing concern about the increase in use of opioid painkillers in the UK and whether
justified. Increase in opicid prescription could be antributed to an improvement in the

and assessment of pain problems, but this is unlikely to be the full explanation. The Faculty of
has been concerned by reports of prescriptions of apioids at high dose that are very unlikely

linical benefit. In addition, it is clear that the higher the dose then the higher the risk of side

2

rsion. The risks are also greater when other psychoactive medications are used,
also increasingly clear that many patients who reach higher doses of apioids
alating dose steps through recurrent tolerance with no significant effect on

hderstanding of this issue is complicated by competing lobbies {with both
Jal interests). One view focuses on their value while the second competing
otion of an opioid epidemic. In this debate, emphasis must remain on the

in on individuals causing distress, disability and leading to huge societal costs.

v pain services must not . The
ic pain can only ever be part of a package of care. Deficiencies in the provision
Jered part of the problem resulting in a lack of availability of other treatments

rugs in certain circumstances should not be ignored but, while recognising the.
bppropriate knee jerk responses promoting widespread withdrawal. Opi
patients, which are not replicated in other drugs and cannot be easily

cognises the management of complex pain is not straightforward and with
loped the “Opioids Aware Resource”* for professionals and patients to enable
ioid medications. The resource has 2 dedicated area for patients, which they

edications can improve the quality of life for tens of thousands of patients in
complex pain. However, all healthcare staff need to ensure they are not deing

in the prescription of opioids across the United Kingdom. Pain physicians
act robustly in investigating, assessing and, where necessary, acting.

in pain units. Currently, all patients aending a Pain Unit should have their
Ipioid doses, and advice given. A careful risk benefit analysis has to be
isk of morbidity and mortality in reducing opioids. Increased pain or withdrawal
[uidity. If the patient is well established on a dose that has not escalated for
Joved quality of life and significant reduction in pain, any opioid dose changes
For mast patients, opioid reduction can be done slowly in the community, but
pharmaties should have the facility to work clasely with supportand advice
necessary, jointly with addiction centres. Patients will also require support in
ing their withdrawal
ble doses should always be the central aim.

|

2 tps:/ /v re0a ac uk/node 21133

Suffo
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Prescription opioids:
effectiveness versus harm

W W = o
A 1 y i NG

Team falk

Work together. describe
choices, offer support.
and ask about goals

Active
listening

Paying close attention

3 and responding accurately 2

Decision talk Deliberation Option talk
Get to informed Thinking carefully about Discuss alternatives
preferences, make options when facing using risk
preference-based 3 decision communication

decisions principles

Tell me what matter ,
o - ks Let’s compare the

possible options

Three-talk model of shared decision making, 2017.
Glyn Elwyn et al. BMJ 2017;359:bmj.j4891
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Chronic pain and opioid effectiveness

In trials:

= Most medicines for long-term pain only benefit around one in every four
or five people and on average only provide a 30% reduction in pain

(Opioids Aware 2015).

= Clinical practice: probably fewer than one in ten patients prescribed
opioids in real life....will be helped much at all, with benefit being
modest at best but potentially life changing for the better when it occurs

(Stannard 2018 BJA 120 (6) 1148).

= There is no particular type of pain that is more suitable for or responsive
to opioid treatment (stannard 2018).

= Short term efficacy does not guarantee long-term efficacy opois aware 2015).

v Suffolk
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Opioid adverse effects & risks

/ AN

Nausea or vomiting

Endocrine dysfunction

/
Overdose

(risk is dose dependent) \

ltching

Immune system

|

Misuse: 1.4-1.5
Abuse/diversion

Feeling dizzy/sleepy/
confused

Opioid hyperalgesia

Addiction (dependency)
1.10-1.11

Chronic constipation

Falls and fractures

Co-prescriptions with
hypnotics & CNS
depressants including
alcohol

/

Weight gain

Road traffic accidents

\S\erotonin syndrome

/

Difficulty in breathing at
night/respiratory
depression

Neonatal abstinence
syndrome

Refractory tolerance; when
treating acute or end of life

pain
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BNF app

BNF Publications

Royal Pharmaceutical Society of Great Britain

#7 in Medical
*kk kil 4.5, 252 Ratings

Free

Screenshots iphone ipad

Browse complete
drug monographs

Check
drug doses

Search for
drug interactions

Review
drug interactions

< Mathotrexate BNF «  Interactions checker

Methotrexate

Methotrexate inhibits the enzyme indication and dose
ication an

dihydrofolate reductase, essential
for the synthesis of purines... Mo

3 intoractiony bet:

I Severe Crohn's discase

@ Ciprotioxacin

Indication and dose © Methotrexate

by intramuscular injection
| DT

Initially 25 mg once wookly until
remission induced; maintenance
15 mg once weekly.

© Phenyton

Unlicensed use

Contra-indications, cautions
and safoty

Interactions

Side-effects . =
Maintenance of remission of

severe Crohn's disease

Monitoring and screening

Interactions

Methotrexate + Phenytoin
antifolato offect of methotrexate
Incroased by phenytoin

Ciprofloxacin + Phenytoin

ciprofloxacin increases or decreases.
plasma concentration of phenytoin
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Prescription opioids: patient information

Taking Opioids for Pain

How do opioids work?

Opioids provide pain relief by acting on areas in the spinal cord and brain to block the transmission of pain signals. Opioids
provide pain relief by acting on areas in the spinal cord and brain to block the transmission of pain signals. Opioids are
considered to be some of the strongest painkillors available and are used to treat pain after surgery, serious injury and cancer.
Opioid drugs can h " 1 "

PAIN LADDER - CHRONIC PAIN

Pain treatment pathway for non-cancer chronic pain 3 months duration in adults in primary care'”**

Clinical Commissioning Group

West Suffolk

Information Leaflet

Opioid medicines cd

When should | ta
For continuous long

bt sonpzrdiin, Ten Opioid Safety Messages

i— _
Ensure you know:

Why the opioid medicir| FACULTY OF

for you. ; PAIN MEDICINE
How long you are expej of the Rayal Calege of Anaesthetists
medicine for.
How long the opioid mqg
How to use the opioid 1]
release and immediate
have been prescribed t
Requirements for the rq

Driving and Pain

Information for Patients

FACULTY OF
PAIN MEDICINE

of the Royal College of Ansesthetists

Driving and Pain

Guidance for Faculty of Pain Medicine Members

o trafi sccides < " in 2 = were over 130000
- i desths on U

1966}, around 1800 pecgie # e sl e 1 ad actiderts The Rgure has rered largely unchange see

2010, The top bwo contributrg factors thet led o crashes that resuied in s desth were oz o contref and Tafing

10 look croperh’ There 1 aiso 8 strong fink betmeen fatal crashes and ight ime droving with such crashes much

s from 3 sk

mare ety to occus between the hoursof 110m and Gam

indeed, ot snd tredness may be a contriutory factor n 25 many 5 20% o ol roed accidents

4 Drving remaing a complex dynamic tack and chronic pn may fiect  mumber of factors that fluence drver
-+ i condiboms themseives may effect sbaty t dve. a3 may medications and co-morted condons.
perceston ‘and 25 such relles on eyes,

Sraim smdt muscudcskeietal ot working togther

This guidance: 1 which Chronic pa the effects of
current legistation on pain doctors and patients, and how  adice patients on ths topic

The effect of pain on driving
Pan - s e wnd
ogien tor e, dereng e ¢ people

i fow bach pain may experiarce SMiultes using foot pedah * Tests of G road dring per

qute 3 bt of dificulty or 2 great deal o
basic safety = such a5 checking. - o s

Key Principles

]

= Consider early referral to West Suffolk Pain Service Sil
excesswe uncontrolled or rapid escalating opioid reqy
sleep, function or work, or causing distres:

CONTINUED FROM STEPS 1, 2 & 3 OVERLEAF

ngresslng through the steps below does not guaran|
relief. Medication does not always work; stop me]
3-monthly medication reviews are recommended for
prioritise Polypharmacy Medication Reviews for pa

* Exclude red flags.

OPIOIDS ARE OF LIITED USE FOR THE TREATMENT OF CHRONIC LONG TERM PAIN
ND THERE IS SIGNIFICANT RISK OF SIDE EFFECTS AND DEPENDENCY
Assess risk for lang term opioid treatment: History of mental health, substance buse,
‘overdose, concurrent benzodiazepine use, sleep disordered breathing. Opioid risk tool

Decreased risk Elevated risk
icd Manage within primary care Refer to West Suffolk Pain Services
Assessment and non pharmacologlc: = pEr 1o West Sl r

+ Consider possibility cfneuropam\dmlxed pam neu

¥

. Embhsh expectations and agveed goals
Uss non pharmacological strategies and provi
B e Wal sl S PR s

| sreea | e

+ Prodde

programmes or TENS
L 2

and beneiits of long 1
therapy and impairment of diiving

Trial of high dase opioids
{nat o be iniated by non medical prescribers outsids specialist reas)
pain intensity, specific functional
oid improvemeniimprovement in skeep Jong enough to
* Keep a diary of twice daily reports of episodes of increased pain
« Asmal proportion of people m:

(1g tds f < 50 kg, maknourished, renal o

e resttic gl
of wal e.g. 30-50% reductionin

the long term if the.
il o for 12 wosks  n constant__kow an e s et

pain; if intermittent flare ups trial for

i dood paim et wiih opids in

23

Paracataml alone is not recommended mans
+/0R

Further

Touprofen oral 400 mg tds fopical 5% gel ids OR
NSAD at lowest effective dose for shortest

7
n{orMM s Auare:

S -
Inefiective or Buprenorphine nmh or S/L tablets
Partially effective: conside 1059
ifpatient intolerant to mophine and on advice of West Suffolk o
k2 Pain Services clue to isk of addiction B
‘Oxycodone oral solution up to 4-6 hourly: age related dose =

Codeine oral 15-60 m:

Morphine Sulfate oral solution
Up to 4-5 hourly: age related dose
o

Age related dose for oral solution
46 hourly

Avoid if breast feeding or if patient has experienced exce
Tramadol oral 50-100 ]
oR

Meptazinol oral 200 mg 3

-
Consider referral to West Suffolk Pain Servica S|
d etc) click b

optimal dose and reassess

« DO NOT prescribe opioid dose 00 mg/
24 hours of oral morphine equivalent
unless on advice from the West Sufolk

Pain Services (rsk of overdose}
+ HARM > BENEFIT if opioid dose

>120 ma/ 24 hours of oral morphine

= Prescribe for 1-2 weeks trial, adjust to

le equivalent
nefiective o not tokeratedt STOP|
ol Step Trial unsuccessful Trial successful {snd safe o continue)
OPIOIDS ARE OF LIMITED USE FOR THE TREATME + el neffsctive or ot toerated tapar down + Convert to modiied rolesse
"AND THERE IS SIGNIFICANT RISK OF SIDE EJ andadiscontinue opioid cve one wesk, + Monitor: anslgesia, aclvty adverse efects, mocel, sleep and

PLEASE TURN OVERLEAF FOR|

9 §uffollk

even if o ather treatment is available.

aberrant behaviours

« Once dose and symptorms are stable, and no sdditional dlinical
concerns, review 3-6 monthly

« Consider tapering dose down at reviews

KEY MESSAGES Dase equivalence and changing opioids:
Benzod xtreme caution if prescrib o
Crmbmre peind iy Highdoe cpicids et o o b . bromyaga o hdiches,
D P! * Poat evidence of benefit in chroni non cancer pain.
Feral imgaiment: Seck advice
ingament oo adice

e | Ops e 2. P 143 an 20172,
A TULAR mcsmemedstions o sy 10
“CYPIDG b rapid etsbeliers

aragement feam. e,
Nersion 1 Noveres 1017, Revew Date Nmerber D19

https://www.westsuffolkccg.nhs.uk/clinical-

area/prescribing-and-medicines-

management/formularies-and-guidelines/
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Recognising the patient on

high doses of opioids

Prescription

Guesstimate
of oral MED/d

Calculated dose of
oral MED/d

OxyCodone modified release 60
mg twice a day

Fentanyl transdermal patch 75
microgram hour

Buprenorphine transdermal patch
70 microgram an hour

Tramadol 100 mg four times a day

Buprenorphine 20 microgram an
hour plus codeine 60 mg four
times a day

MED/d = Morphine equivalent dose / day
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Approximate equi-analgesic potencies of opioids for oral administration

Potency ration Equivalent dose
with oral to 10mg oral
morphine morphine
Codeine phosphate 0.1 100mg
Transdermal Opioids
Dihydrocodeine 0.1 100mg
Hydromorphone 75 1.3mg A. Buprenorphine
Transdermal buprenorphine changed at weekly intervals
Methadone * *
Morphine 1 10mg 5 10 20
T 2 i microgram/hr microgram/hr microgram/hr
Tapentadol 04 25mg Codeine
phosphate 120mg 240mg
Tramadol 0.15 67mg (mg/day)
Tramadol 100m: 200m 400m
(mg/day) ¢ ¢ ¢
Transde I b hine ch d th four d i k| ST
ransdermal buprenorphine changed every three or four days (twice weekly) ~rp s 12mg 24mg 48mg
(mg/day)
35 52 70
microgram/hr microgram/hr microgram/hr B. Fentanyl

Morphine
sulphate 84mg 126mg 168mg Fentanyl patch strength

Oral morphine (mg/da
(mg/day) (microgram/hr) - (mg/day)

25 90
50 180
. L o 75 270
https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids- 100 s50

aware/structured-approach-to-prescribing/dose-equivalents-and-
changing-opioids
Inaop b SUffOlk 300 1120

GP FEDERATION




Recognising the patient on high
doses of opioids

Prescription Guesstimate Calculated dose of
of oral MED/d oral MED/d
OxyCodone modified release 60 240 mg MED/d

mg twice a day

Fentanyl transdermal patch 75 270 mg MED/d
microgram hour

Buprenorphine transdermal patch 168 mg MED/d
70 microgram an hour

Tramadol 100 mg four times a day 60 mg MED/d
Buprenorphine 20 microgram an 72 mg MED/d
hour plus codeine 60 mg four

times a day

MED/d = Morphine equivalent dose / day
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Dose equivalence charts

INHS|

West Suffolk
teg waorking Clinical Commissioning Group
OPIOID EQUIVALENCE, RISKS AND RECOMMENDATIONS*?

The information in the table below applies to non-cancer chronic pain in adults
OPIOID Dose of stated opioid approximately equivalent in oral morphine equivalent dose/ day (MED/d)
Oral morphine Oral morphine Oral morphine Oral morphine Oral morphine
< 50 mg per day 50 - <100 mg per day 100 mg per day 120 mg per day 200 mg per day
Oxycodone <12.5mgbd=<50mg | <25mgbd=<100mg 25 mg bd = 100 mg 30 mg bd = 120 mg 50 mg bd = 200 mg
Fentanyl transdermal patch 12 meg/hr = 45 mg 25 meg/hr =90 mg 25 meg/hr = 90 mg 50 mcg/hr = 180 mg 7 meg/hr -
00 mcgthr =
e i :zgj:[ o 35 meg/hr = 84 mg 35 meghr - 84 mg 52 meg/hr = 126 mg 70 meg = 168 mg
Tapentadol 50 mg bd =40 mg 100 mg bd = 80 mg 100 mg bd = 80 mg 150 mg bd = 120 mg 250 mg bd = 200 mg
Tramadol 50 mg qds =30 mg 100 mg gds = 60 mg
Codeine 60 mg qds = 24 mg
RISK OF HARM

Patient factors: Pregnancy, age =65, anxiety or depression, overdose history, personal or family history of alcohol, substancefopioid misuse, renal and hepatic impairment, COPD or underlying respiratory conditions.

Drug factors: Multiple opioids, multiple formulations of opioids, more potent opioids, concurrent prescriptions of benzodiazepines/CNS depressants.

® Dosages = 120 mg oral MED/d the risk of harm is substantially increased without increased benefit.

® Opioid related overdose risk is dose-dependent.

» Dosages of 50-<100 mg MED/d increases the risk for opioid overdose by factors of 1.9 to 4.6 compared with 1-<20 mg MED/d.

» Dosages = 100 mg MED/d increases the risk of overdose significantly: 2.0-8.9 compared with 1-<20 mg MED/d.

DRIVING

» Patients may be particularly vulnerable to impairment when first starting a pain medication, following dose adjustments (up or down), when another drug is added or opioid taken in conjunction with alcohol.

 All opioid medicines have the potential to impair driving. A patient on high dose morphine (around 200-220 ma/ 24 hours) driving could be as impaired as someone with blood alcohol around the level
above which it is illegal to drive. Alcohol and sedatives may impair driving at a lower morphine dose.

RECOMMENDATIONS

Undertake polypharmacy medication review, assess whether benefits outweigh risks and whether opioid trial goals are still being met. Consider opioid tapering and discontinuation.
There may be a role for medium term, low dose opioid therapy in carefully selected patients who can be monitored. Provide patient information leaflets.

References: Produced by the WSCCG Medicines Management Team and West Suffolk Integrated Pain Management Service.
1. Opioids Aware 2. CDC Guidelines for Prescribing Opioids for Chronic Pain United States 2016, 3 IASP Statement on Opioids 2018 Version 1 March 2018. Review Date March 2020
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Dose equivalence calculator

Pain Management

West of Scotland Chronic Pain Education Group

Guidance on Opioid Switching

Enter 24-hour total doses below, then click the convert button to display 24-hour equianalgesic doses.

Morphine Oral mg
Codeine Qral mg
Dihydrocodeine Oral mg
Oxycodone Oral mg
Tramadol Oral mg
Hydromorphone Oral mg
Tapentadol Oral mg
Methadone Qral mg
Fentanyl SC mcg
Diamorphine SC mg
Alfentanil SC mcg
Hydromorphone SC mg
Oxycodone SC mg
Morphine IV mg
Fentanyl IV mcg
Fentanyl Patch mcg/h
Buprenorphine Patch mcg/h
Morphine Epidural mg
Morphine Intrathecal mcg

 Suffolk

Recommended by NHS Scotland
http://paindata.org/calculator.php
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Opioids and chronic pain:
initiation trial and monitoring

[INHS

West Suffolk

king Clinieal Commissioning Group

PAIN LADDER - CHRONIC PAIN

Pain treatment pathway for non-cancer chronic pain = 3 months duration in adults in primary care'2*4

Key Principles

= Consider early referral to West Suffolk Pain Service Single Point of Access in patients with
excessive, uncontrolled or rapid escalating opioid requirements, andfor significant pain

preventing sleep, function or work, or causing distress.

Progressing through the steps below does not guarantee increased benefit or better pain

relief. Medication does not always work; stop medicines that are not working.

3-monthly medication reviews are recommended for all patients taking regular analgesics;
prioritise Polypharmacy Medication Reviews for patients taking opioids or gabapentinoids Y

-

-

Assessment and non pharmacological strategies

* Exclude red flags. Assess pain/impact and
» Consider possibility of neuropathic/mixed pain: neuropathic pain ladder

* Establish expectations and agreed goals

* Discuss non pharmacological strategies and provide signposting information

*» Consider referral to: Wellbeing Service, physiotherapy, gentle exercise/weight loss

programmes or TENS
L 2

| stees | Tl of high dase opoids

| stee2 | Parscotamol et 1o s

{1g tds if < 50 kg, malnourished, renal or hepatic impairment)
Paracetamol alone is not recommended management for low back pain?
+/OR
Ibuprofen oral 400 mg tds fiopical 5% gel tds OR Naproxen oral 250-500 mg bd
NSAID at lowest effective dose for shortest period. Consider a PPI.

exf pi; refer to peurop

Ineffective or not tolerated: STOP
ly effective: consider adding

W

Codeine oral 15-60 mg qds
Avoid if breast feeding or if patient has experienced excessive response to codeine previously*
OR

Tramadol oral 50-100 mg qds
OR

Meptazinol oral 200 mg 3-8 hourly

Consider Step 4
OPIOIDS ARE OF LIMITED USE FOR THE TREATMENT OF CHRONIC LONG TERM PAIN
AND THERE I5 SIGNIFICANT RISK OF SIDE EFFECTS AND DEPENDENCY

PLEASE TURN OVERLEAF FOR STEPS 4 &5

0 Suffolk

CONTINUED FROM STEPS 1, 2 & 3 OVERLEAF

OPIOIDS ARE OF LIMITED USE FOR THE TREATMENT OF CHRONIC LONG TERM PAIN
AND THERE IS SIGNIFICANT RISK OF SIDE EFFECTS AND DEPENDENCY
Assess risk for long term opicid treatment: History of mental health, substance abuse,
overdose, concurrent benzodiazepine use, sleep disordered breathing. Opioid risk tool

Decreased risk Elevated risk
Manage within primary care Refer to West Suffolk Pain Services
See Step 4 or seck specialist advice

. 4

(ot to be initisted by non medical prescribers outside specialist areas)

Discuss with patient: pain intensity, specific functional pain; if intermittent flare ups trial for
* Risks and benefits of long term opicid mprovementfimprovement in skeep long enough 1o observe effects on 2-3
therapy and impsimment of driving kils = Keep a diary of twice daiy reports of episodes of incressed pain
* Pro uje i and pain intensity, o its on sleep and = A small proportion of people may
leaflets activity levels, doses taken and side obtain good pain relief with opicids in
* Agree and document realistic goals effects the long term if the dose can
of trial e.g. 30-50% reduction in » Trial opicid for 1-2 ks if in constant low and use is intermittent

Further information see Opicids Aware: Structured approach to prescribing of opicids in chronic pain

W

Morphine Sulfate aral solution Age related dose for oral solution
up to 46 hourly: age related dose 46 hourly

o i) Oxyeodone

if patient intolerant to morphine and unable to swallow T 5m TmaEm
Buprenorphine patch or 5/1 tablets — 3 - 9'5“3

OR _10ma 2=

if patient intolerant to monhine and an advice of West Suffolk Lajbme 1 Same
Pain Services due to risk of addiction — —

Oxycodone oral solution up t 4-6 hourly: age related dose 2.5 mg 1.25mg

* Prescribe for 1-2 weeks trial, adjust to
optimal dose and reassess

+ DO NOT prescribe opicid dose >80 mg/

24 hours of aral morphine equivalent

unless on advice from the West Suffolk

Pain Services (risk of overdose)

HARM > BENEFIT if opicid dose

>120 mg/ 24 hours of oral morphine

aquivalent
b 4

Trial unsuccessful Trial successful (and safe to continue)
= Tnal ineffective or not tokerated taper down Convert to modified release
and discontinue opicid over one week, Monitor: analgesia, activity, adverse effects, mood, sleep and
even if no other treatment is available. abarrant behaviours
Once dose and symptoms are stable, and no additional clinical
concerns, review 3-6 monthly
Consider tapering dose down at reviews

KEY MESSAGES Dase equivalence and changing opioids:
Seck achi

High dose apiaick are not far chronic back pain, Rbromyslgia o headaches

Foor eidente of benefit in chronic non cancer pain

Benzodiazepines: extreme caution if pnesmbmg
with strong opicids and short term only.

Renal impaiment:
Hepatic impaiment: Seek adme
Further information
Recencs: 1. Opios A 2. PesOFY 140 20173 NCE NG 53 Wow 2016, Feacha by the WSCCG Mo Weragement Tem r West Suffolk P S
recomemendations for Rbomyigia 20 Version 1 Naverries 2017 eview Daie Naverber 2019

4. FLLAR
*CYPI06 ultra rapid metabolisers
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| Opioid tapering resource pack

Opioid Tapering
Resource Pack
This resource pack Is dosigned to provide simple

Ciwcal Commissioning Geoup . West Suffolk
Ol cal Commissioning Group

OPI10ID TAPERING FOR CHRONIC NON-CANCER PAIN
Guidance for adults In primary care '* OPIOID TAPERING FOR CHRONIC NON-CANCER PAIN
cuidance for adults In primary care '

r Indikcations far oplold taparing andior discontinuation B
= Patient regquest = LUrderlying panful condition reschees or stable for 23 months
= 2 120 mg oral momphing equivalent por day « Sk ofiects iImokeable or mpairs function

= Opicid rot providing weetul pain relief = Pabient recehves a definitive pain reéleving intereention
« ‘Opiokd ¥ial goas reot mat « Strong owdercs that e patient & thair meication
0 ﬂpndd st o mmadunmhotam‘rnplm b CLINICAL REVIEWS
* Dhverckose: sk ireread * Indicators for dpandency « Froguency of rviow dopant on rate of taper and dogree of support requined & 0. monthly f 109 drop avery 1-2 wasks
= Opicidk wmed 1o wgubato meod = Ask about rduction in side "'“‘tb improvemants in derinew, daiky Iving, mobdity and emaoticral welbaing a5 well =
PPrecawticans: pregnancy, urstabe prychiatric & medical conditions & opioid addicion withdrawal toms and pain
= Same prs hd'dhlr'wwpﬂhml figdophans or face 1o fas) prior b demeasing sach doa

CONTIHUED FROM STEFS 1, 2 & 3 OVERLEAF

.

EZXH ASSESS RISK Coresor wse of ogigkd ci tool) ¥ ¥
Patiant factors Drug factors Escabation of pain or worssning of mood (mhﬁiﬂ;jnpbunu
Depresion, andety & history mental heatth High doses = 120 mg oral morphine equivalentiday Disouss with patient: Disouss with patient:
History of doohal or substance dbuse Mukipks opioids + Youwill desshy work with them 1o manage = Wou will work dosely with them to manage
History of opioid or prescription dnag misse Mulipls formulations of opioids their pain and mood
irabikty 0 engage In sorwces 1o moet oducational Maore potont oploids « Tha importance of wing non-dnag rolatod =« Although withdraadl symptoms
ard epchological health needs Concurent beneodiapines, gebapentingis or sedatves W Boor j_“ the: Eaperin P'“‘-'z'r:""d arc
Further Information: odkcators for dapsndass. ﬂ:l'zam they e rardy medically serious
st miost withcrawal symptors stfe
within a few weeks some may perssit for uy
106 months after decontinuation of opiok

¥

king specialist = Hold the tapering dose. Avoid reversing the Hold the tapsaning dose and comsider
’d“““"“'m"' opicid tapering o adding in PSN opsoits, whether taparing rate needs to be sowed
I sedatives, yprctics especially berrodiapires dovem from wesk e weekly to monthly
. Hpmlhzmmmndnmph:mngj adpsimonis
Considar refarral at amy stage to West Suffolk Pain Services single point of access for optimization of sduction meeder 2 referral o sreder the 1sa-of 3 smost musda
non-pharmacaloglcal paln management strategles and dar education & support foroploid tapering Wit Suffoll Pain Serices - .

wlbeing Servces 2 \
m i i Lofexiding, coniding, tiranidine: on advice by
agents ‘Wost Suffole Pain Services: 01284 T13528

Frezoription « Dptimise non-opioid managomant of
Diseuss with pationt Tapar opiokds first f co-prescribed E:mndliznphn
Risks and benedis of opioid tapering - ll\.'gmpmlinmal:hual opioid medication nto: ona
Acreed opioid tapering goaks & plan and roviow spphs sk madthiod ralsae proparatian
:_mml'mm drlses e . nmb-:rmhdmm ok PR darss

risk of mvendose if 2 higher dosa of opioid s faken -
I alimwing tpenng 2 tokaranca & reducnd E?:Fuf[? dum;mlm:l the same for 2z ong 2 poshle

. nqoidup«m;mlmalnu,h:dcpm - riwnﬂp:;': =0 Famtanyl Patches Tapering _,,|1d.;||.ru facioe
L oo

ir control
= Prowde Dpiold Taporing wittten information

=
m - RESOURCES
Rata of tapar Rt Tmﬂ ofthe totddaly doso ey Chinical adaca mquired: West Sufiolk Commenity Fain Sendce, Tol: CE452413313 opian 5 WSH Fain Sanioss: 01284 712528

Opioids favare:
Discss with pationt Showar Wy b indicatnd For pationis wha af arioas, = R
* Adeoea w“':lhm?ddm['“m fx'{ypqldwlognl,dapmdcmm::uds:r Awiate: Coioids by ils-taponng ind o ping dindfeation & af d patlents
& by

tapering q:uods A
onditiors
hpmng |a1-m;, m.' mdmb responsa F “"’i‘ = k mibuse and d nca LK guidelines on clinkal man: Ouky 200 7-minor revisiors Novemier 2017}

a'pkll:'\:fup:ﬂngmmi:i from weslcsimonths e agnficant :dm'.uﬂnm dhanant
~unﬂma:hﬁn¢sap|ﬁ::um & rached perrg ;z;tahnuni :\‘u\:lsadcrg‘bm:'.‘cI

the interel betwsen doses can Ona third of _ Consder Siowang tha Gper o 10 Pl of th

Prescriptienes vl nat namaly be renawed sconce orginal dosa  previos rate if chnically indicated 0. 5-10%

thar expecied kumdud vary 2-8 wasls

v

”"3.*“"""- ‘ -
FLEASE TURN DWERLEAF FOR STEP & Z — i e S

https://www.westsuffolkccg.nhs.uk/clinical-area/prescribing-and-medicines-management/formularies-and-guidelines/




Education and therapies

West Suffolk Pain Management Service
Non-pharmacological Services

O Understanding pai
Education Options O Managing ;;:?npam

Pain medication education

Opioid education

Getting fit to stay or get back to work
Diet, nutrition & pain

Sleep & relaxation

Journey towards change (based on CBT)
Valued living (based on ACT)

Education for discharge /admission

\4

o o

avoidance

Therapies

Psychological

Specialist pain physiotherapy
TENS

Hypnotherapy and relaxation
Mental health pain clinic

00000

Services underpinned by shared decision making., Education and therapies delivered
either 1:1 or in groups. On-line learning is available

vd Suffolk s

NS Foundation Trust

West Suffolk Pain Services:
opioid education

v Suffolk

Evidencel/information

= Why have we used strong opioids for persistent pain?

= What lessons have we learnt from using opioids for persistent pain?

= Understanding risks and benefits of long term opioid therapy

= Exploring your risk factors for taking opioids

= What are the current recommendations for the use of opioids in persistent pain?
= Driving and opioids: what should | know?

= Improving the safety of taking opioids in pain: what can you do?

Opioid tapering

= Overuse of opioids: exploring common reasons
= What are the challenges and benefits of reducing opioids? §
= Useful tips for reducing opioids

= Dose reduction or not: what are your options?
= Useful resources

v Suffolk
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Key resources

REVIEW
Where now for opioids in chronic pain?

Corresponde

» Opiolds are valuable In the management of acute pain, pain related to cancer and for pain management at the

rYvyewy

need to reduce the dose or stop the opioid.

There is a lack of robust evidence on the benefit of long-term opioids in the management of chronic pain 1)
Inappropriate use of long-term o)
The risk of harm from oplolds incre

onic pain is associated with serious adverse effects. Shooh for
25 significantly above a dose equivalent to 120 mg/day of oral morphine.
In conjunction with the patient, regularly review the effect of opioid treatment and consider whether there isa

BMJ 2018:362:2990 doi: 10.1136/bm|.k2990 (Published 27 September 2018)

PRACTICE

UNCERTAINTIES

https://dtb.bmj.com/content/56/10/118

medicine®

Hospital, Middiesbrough,

What interventions are effective to taper opioids in
patients with chronic pain?

H Sandhu associate professor and consultant' health psychologist in pain management "M
Underwood professor, primary care research’, AD Furlan associate professor of medicine®, J Noyes
speciality trainee anaesthetics and pain research fellow*, S Eldabe professor, consultant in pain

"Warwick Ciinical Triais Unit, Wanwick Medical School, UK; “Department of Medicine, University of Toronto, Canada; *The James Cook University
UK

€ C o [Da mpmencons @ @ f1] | Q worans omng tempan >
o ara e
Ratecich et pldown show iy NIC National Institute for NICE NICE Standards Evidence

Health and Care Excellence Pathways  guidance  andindicators | services

Home ¥ NICE Guidance  Service delivery, i staffing 3 Medi 13 d ather

Medicines optimisation in long-term pain

Key topic [KTT21] January 2017 Last updated: February 2018

n o

b Suffolk
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Jg‘ OPIOID PRESCRIBING FOR ACUTE PAIN w t
e g KEY RECOMMENDATIONS s comest Suffolk

Prescribing opioids for acute pain is associated with an increased likelihood of long-term opioid use.

To minimise the initial opioid exposure, keep the duration of treatment as short as possible and the
total dose as low as possible. This also minimises the risk of overdose and the likelihood of diversion/
inappropriate use; however, severe untreated acute pain may lead to the development of chronic pain.

GOAL

Thie goal for prescribing opicids in acute pain should
be a tolerable level of pain that facilitates optimal
physical and emotional function and avoidance of
complications.

BEFORE PRESCRIBING OPIOIDS

Undertake comprehensive assessment.

+ Promote and optimise

strategies for acute pain.*

Optimise non-opioid therapy when benefits

outweigh risks to maximise analgesia and reduce

opioid requirements.

Exercise caution when prescribing opioids for older

or debilitated patients.

Consider and address underlying anxiaty and

depression.

Absolutely avoid

+ Co-proxamol.*?

Avoid

+ Compound analgesics.” Prescribing soparately gives
flexibility in both adjustment of doses and in the
selection of most appropriate combination.

* Modified-release opicid preparations.*

* Oxycodone as first line.

» (Cp-prescibing medications with sedating properties,

whenever possible. In particular, avoid co-presaibing

with benzodiazepines due to increased risk of

potantially fatal overdosa® and with gabapentinoids

due to increased risk of CNS depression 57

DURATION

* Each day of unnecessary opioid use inceases the
likelihood of physical dependence without addad
banefit.=

Proscribe

* For the expected duration of the pain severe enough

to require opioids or until a follow-up appointment is

scheduled. Duration of 3 days or less is usually sufficient.

A duration of more than 7 days is rarely neaded.”

Aim to stop strong opioids commenced for post-

operative pain within 7 days of surgery. Duration of

opioid prescription post-surgery, not dose, is a more
significant risk factor for subsequent opioid misuse.”

* Review diagnosis and treatment plan if severa acute
pain continues longer than expected. Consider
seeking advice.

Avoid

* Placing opioids on repeat prescriptions for acute
pain - opioids should be a course of treatment with
a definitive end date.

* Prescribing additional opicids in acute pain for the
'just in case’ scenario.

DOSE

» Refer to local acute pain guidelines.*

*» Prescribe lowest effective dose of immediate-release
opioid for the expected duration of the pain severe
enough to require opioids =

* Use age related dosa if prescribing morphine or
oxyoodone_*

+ Adjust dose for clinical factors such as renal or
hepatic insufficiency and pain intensity.

» 'With prn opicids indude maximum daily amount
or frequency of doses ®

» Avoid making dose increases under pressure:

A team dacision for complex patients shares
the load.

PROVIDE PATIENT INFORMATION

» Benefit and risks of opioid therapy and
alternative options.

How to use opioids.

Driving impairment and opioid safety
Requirements for review and monitoring.

How to taper and discontinue opioids.

To take unwanted or unused opioids badk to a
community pharmacy or dispensary to minimise
risks of diversion and inappropriate use.

REFERENCES
mlu\d{wn;nnﬂ (P01E). Presription: of opiokds in opinid-naivg pation
’ * BNECANH). hitprs:/Tbf rice. o, ubdtrasimant-ssmmany on sloesics himl

at shouwd not routinally ba prescnbed in primary cre

Guidonog for 00Gs
-M‘N. Mils F. 2315 Controlod-reloea opivid: 2usa ham and should ba aecidad in
4 e mpﬂnmopudnmrp.mls BIA D00 hmpefdol

FURTHER INFORMATION
*WSIOCG Aot Pain Ldder or WSCOG Cheonic Poin Logider

Producsd by WSITG Medicines Management Team in collsbaration with West Suffoli Integrated Pain Service. Final Version 1. January 2019, Review Jaruary 2021,

BEST OF HEALTH FOR WEST SUFFOLK
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Gabapentinoids

Researc| h Letter

November 27, 2018

Trends in First Gabapentin and Pregabalin
Prescriptions in Primary Care in the United
Kingdom, 1993-2017

= The rate of patients newly treated with gabapentinoids has tripled from

2007 to 2017 in primary care.

By 2017

= 50% of gabapentinoid prescriptions were for an off-label indication.
= 20% of gabapentinoid prescriptions had a co-prescription for opioids.

Public Health
England England

Advice for prescribers on the risk of the misuse of
pregabalin and gabapentin

PHE 2014

v Suffolk

Advice for healthcare professionals:

® be aware of the risk of CNS depression, including severe
respiratory depression, with gabapentin

e consider whether dose adjustments might be necessary in patients
at higher risk of respiratory depression, including elderly people,
patients with compromised respiratory function, respiratory or
neurological disease, or renal impairment, and patients taking
other CNS depressants

e report any suspected adverse reactions on a Yellow Card

MHRA 2017
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Gabapentinoids

NICE Simsete ., st i [ Firstoption
*  Amitriptyline, duloxetine, gabapentin or
pregabalin as initial treatment (except
trigeminal neuralgia).
Second, third and fourth option
« If the initial treatment is not effective or is not
tolerated, offer one of the remaining 3 drugs,
and consider switching again if the second and
N e e third drugs tried are also not effective or not
tolerated etc. etc

Home 3 NICE Guidance > Conditions and diseases » Neurological conditions » Neuropathic and persistent pain

Neuropathic pain in adults: pharmacological
management in non-specialist settings

Clinical guideline [CG173] Published date: November 2013  Last updated: April 2018

dated April 2018) = +ymna = ConS|der

< C @ o) nice.orguk; = B u=x - Unu (Nover 2013 y v
2 o NICE NICE Standards Evid
N I c ”gﬁhmérigsggfé%eneme Pathways guidance a;dninzr'\catms s;viinec: M N SAI DS for L B P

* Weak opioids with or without paracetamol for
management of acute LBP only if NSAID
contraindicated, not tolerated or in effective

Do not offer

+ Paracetamol alone for LBP

* Opioids routinely for acute LBP

* Opioids for chronic low back pain

« SSRIs, SNRIs, TADs or anticonvulsants for
LBP

See NICE CG 173 for management of sciatica

Home > NICE Guidance ¥ Conditions and diseases > Musculoskeletal conditions » Low back pain

Low back pain and sciatica in over 16s: assessment and
management

NICE guideline [NG59]  Published date: November 2016
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Gabapentinoid
background and evidence

I Articles

@H® Pharmacotherapy for neuropathic pain in adults:
a systematic review and meta-analysis

[

Gabapentinoid Prescribing for Chronic Pain in Primary Care - Resources for Clinicians and Boards v1.0
Quick Reference Guide (full resource available at: https://www.therapeutics.scot.hhs.uk/pain/)

Background & Evidence

Gabapentinoids, when used appropriately, have been shown to be effective for some patients in the management of neuropathic pain.
The table below Ll provides the number needed to treat (NNT) and number needed to harm (NNH) for both drugs.2l

Drug NNT NNH
Pregabalin 7.7 (95% Cl 6.5-9.4) 13.9(95% Cl 11.6-17.4)
Gabapentin 6.3 (95% Cl 5.0-8.3) and 25.6 (95% CI 15.3-78.6) and
8.3 (95% Cl 6.2-13) for extended release (ER) preparations 31.9 (95% Cl 17-230) for ER preparations

abapentinoids are not licensed for non-neuropathic pain, nor is there any evidence to support their use*
Gabapentinoids will be reclassified class C controlled substances under section the Misuse of Drugs Act frdm April 20191

https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/11/Gabapentinoid-Quick-Reference-Guide-23112018-Final-v1.0.pdf

v Suffolk
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Changing evidence base

= Trusted evidence.
- Cochra ne Informed decisions. Search... O\
Better health.
Qur evidence About us Join Cochrane News and jobs CochraneLibrary »

Gabapentin for chronic neuropathic pain in adults

-3
Published: Bottom li
ublishes ottom fine Who is talking about this article?)

9 June 2017

RESEARCH

Anticonvulsants in the treatment of low back
pain and lumbar radicular pain: a systematic
review and meta-analysis

Oliver Enke MBBS MSc, Heather A. New MBBS MPH, Charles H. New MBBS, Stephanie Mathieson PhD, Andrew
J. McLachlan PhD, Jane Latimer PhD, Christopher G. Maher PhD, C.-W. Christine Lin PhD

W Cite as: CMAJ 2018 July 3;190:E786-93. doi: 10.1503/cmaj.171333

vi Suffolk

ON

Gabapentin at doses of 1800 mg to
3600 mg daily (1200 mg to 3600 mg
gabapentin encarbil) can provide good
levels of pain relief to some people
with post herpetic neuralgia and
peripheral diabetic neuropathy.
Evidence for other types of
neuropathic pain is very limited.

Moderate to high quality evidence
that anti-convulsants are ineffective
for treatment of LBP or lumbar
radicular pain.

High quality evidence that

gabapentinoids have a higher risk of
adverse effects.
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Gabapentinoids for neuropathic pain

WSCCG 2017

-
B [IVHS|
B
¢ West Suffolk
o wrsing Chwal Cammissioning Group

PAIN LADDER - NEUROPATHIC PAIN (except trigeminal neuralgla)
Guldance on analgesic cholce for non-cancer neuropathic pain in adults In pAimary care'*?

e = Gabapentinoids should be used only

= Discuss benedis and risks of drig therapy, Siration regimen and Impairment to drving:

e i ST T as part of a wider management plan

—_— e e T e
Amtriptdne 10 mg ol necie T meckly a0 efocive dosa Edwegkuwihat | « Ewooks Tnatmeni . . -
e R = Hyperlinks embeded within ladder
a
| Jor-ndaind -'\-r;nwnrncl fokeratnd |
Prescrbe: Show titration* Fast tration al Decontinuation . . . .

el e e = Included trial and discontinuation

abusa and dhesrsion :'QIMI Mo B0 | 73 doys e o dose 600 ng ik max iokaratod doss
| Covtra-ndicaed .-\-inwancl tokeratod | g u Id an Ce

Prescribie: starting dase: Incramant al Dbcontihuzten
030 me ol daly I I B0 mg S ify whan Bl over at ket -7 wesks
STOF: Gabapentin, bapantin doesa b at kast babed
and withdraw 358 ¥ partl epos inkk p o a

B e = Pregabalin on advice from West
' S — | Suffolk Pain Services

ICE‘MSS-\ ES :lmmm'rllm‘tlhdm:mlmmmbuulm
** S Hiraon. akdarkfialor aceria flacks Wi bighar s 5% madicatat plasian: coy I Pt Wit Fo Hepes heasis
Faris peescriing infoemation m!nmnmammwmnmnmrm:m
St VI OF O SR A RN b [ark Wik el o w1mm1:wnmq?rmwm:mmawmhﬂm:m . .
hepsie mpa meant with 3 sgnfiant nearcpatic mrponer or pallaie . I FHN rvew ooy afe
ora| 01900 g - by, ma oz n 9 b .00 g Oy 1.8 ek of reviow 2 300 e bWt Sl P Soer | eVIeW atlents - I ' lont
T a2 s SOy e S0d fa1 39 O DO, L0035 38 LOy N mm:mhmnilm
dvre of W Sefel Pan Saniee Furiher infamsation MICE X5 or ST
Pregubalinc or acicz ronWest Sulok o Sanio Mmﬂw‘nm-ﬂmﬂmmum
Capsabcin BUITS% coomc 1 sparngly op o 3-8 bmes daily net mor v 36 man

Thés QUEENE ACMmena; corin o LG A Inoeaone Ao wtEt thane 5 no LI mantal g Scthomanion. The preseribor shoui idow ekt
rfesion) guidbnes; pevich palivnd information and i i nesponsiaty for fihe Sockion. inaomed consnt should be dorumaniod!

Ao 1. HIE Cirical Gukdelre 173 Rssmpeliic o - e nars s Wk Sl P Sorviom.
# (Mowernim: 371 updiriac taks 31T 2. Chicsd o B = s Wi 517 Ao i oo 073
Seariettic pein - dng T T, 3 PrmelF Bulintin 17
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Some of the adverse effects & risks

(Adapted from Granger 2018)

Dizziness Ataxia
24-31%
Somnolence Cognitive impairment including memory

22%

Peripheral oedema

Depression /suicidal ideation

Weight gain
6%

Diversion/misuse/abuse

Dry mouth/blurred vision

Co-prescriptions with hypnotics & CNS
depressants including alcohol

Sexual dysfunction
Decreased libido 35%
Erectile dysfunction 51%
Decreased libido 35%
Anorgasmia 35%

Death
England and Wales 2016-165 deaths in England and
Wales of which 147 involved an opioid (ONS 2017)

Rate of adverse effects (AEs) are dose related which increases

with higher doses

No clear relationship between AEs to age
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Misuse, abuse and dependent use

\\'\g\\er risk Usg Pregabalin inhibitions. ** May be used to enhance the effects of heroin and reduce the

Positive effects

* Euphoria, liftedmood, giddiness, relaxation, increased motivationand lower

amount of heroin needed. 12

* Relaxation, calmness and euphoria. Some users have reported that the *high”
from snorting gabapentincan be similar to taking a stimulant. ¢

Negative effects

* Drowsiness, sedation, respiratory depression and death may occur when used
in combination with other central nervous system depressantsincluding
S opioids, antidepressants, antihistamines, tranquillers andalcohol. 1213
'98cribed us® * Physical dependencies, illegal diversion, misuse and abuse.

Gabapentin

Pregabalin and
gabapentin:

* Chest pain, wheezing, swelling of extremities, weight gain, thirst, clumsiness,
Pregabalin muddled thoughts, dizziness and drowsiness, sedation, vision changes and, less
commonly, hallucinations. 1223

High risk patients

Assessment of the balance between benefits and risk essential

History of substance misuse

Request for initiation of gabapentinoids following liberation from prison services
Specific request for initiation of gabapentinoids

Repeated early prescription requests

Repeatedly lost prescriptions

Contact out of hours services for supplies of medication

http://www.publichealth.hscni.net/sites/default/files/Pregabalin%20Guidance%20Booklet%20A4%20Final%20Web_0.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/11/Gabapentinoid-Quick-Reference-Guide-23112018-Final-v1.0.pdf
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Gabapentinoid reclassification

(2018)

thelmj
BMJ 2018;363:k4364 doi: 10.1136/bmj k4364 (Publi

NEWS

cccccccc
uuuuuu

Pregabalin and gabapentin become controlled drugs
to cut deaths from misuse

Susan Mayor

= Gabapentinoid to placed under Schedule 3 of the Misuse of Drugs Regulations
2001 and Class C of the Misuse of Drugs Act 1971 form April 2019

Patient information
= Why: illicit drug use (dependency, misuse or diversion) increased in deaths.

= |tis illegal to possess controlled substances without a prescription or to sell or
otherwise supply them to others.

= Prescriptions of pregabalin and gabapentin will be limited to 30 days’ treatment, and
repeat prescriptions will not be issued. Any prescription received must be dispensed
within 28 days.

v Suffolk
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Pregabalin and gabapentin withdrawal
summary guidance

WSCCG 2019

dp INHS
i West Suffolk

Clinical Commissioning Group

Pregabalin and Gabapentin: Withdrawal Summary Guidance
for NON-CANCER pain in adults in primary care

F ic therapy should not be i 4 lone term stratesy
. . v
How often to review & W\-;q—;;—]
= Atleast monthly, as an absolute priority, for patients with a history of misuse or if recently released from prisont e oy Sy
* B weeks after initiation® mm‘*‘ —
*  Atleast every 3 months if co-prescribed with opioids — —
= Ewvery 3-6 months for all other patients: i i e i 1 Gabapenis 31 ki, whih may e o 16 Felp g
Assess effectiveness, tolerability, adverse effects and adherence T “‘Ww"““iﬁ?;'.;‘;.'i.:ﬁ:i""xl‘.ﬁ?
g e rdg e o g euchd. s g oy e o o oo o
Wy thoukd | reduce the et S patepe Ttk Tecioron that | e’
Indications for trial withdrawal e e e o e el B retute e e Ay poer e
= After two months of relative improvement in pain following stabilisation on treatment SorvtTome e mpodog T bl o e NHS]
« Every 6 months for patients on long term treatment et S i .o v
= If poor response to treatment ;Mr . |
* Where gabapentinoids are being prescribed for pain outside their licensed indication, e.g. for non-neuropathic pain {unless T Vhtar :::;':v..n: ]
recommended by the West Suffolk Integrated Pain Management Service) + Moy e mpniming sy Current
* Onrequest of patient i e | s vy gabasannsi S
*  If side effects are intolerable et et b ) S ——
= [f there is evidence of diversion or non-adherence to treatment Flaacs s Sabie vt sal for yaar badic :‘:;':
= [f patient is pregnant, breastfeeding or planning to conceive (unless the benefits to the mother cutweigh the potential risk [P ———
1o the foetus or baby) WEAErasl bimeacra cir be Lrphanar Evening dose:
LB ey amariscs e
Pl ety Yo pebapmitectd redvction pion |
Micommlspepioms myecurite Dute Motring dose Midday dose Evening oone
e e e |
Reduction schedule TS Frpepiees b e |
Gradual dose taper allows observation of emergent symptoms that may have been controlled by the drug. s
Gabapentin . - " o s 3 T T
(total daily dose > 900 mg) Reduce total daily dose by 300 mg every 10 days (range 7-14 days) e P et o 5
Gabapentin . X P s ! |
(total daily dose < 900 mg) Reduce total daily dose by 100 mg every 10 days (range 7-14 days) m: 42 F pade nceaansa t
Pregabalin Reduce total daily dose by 50-100 mg every 10 days (range 7-14 days) e N
Warn patients of risk of overdose or death if a higher dose of pregabalin or gabapentin is taken following tapering as i S 0
tolerance is reduced [S—— 10 1 | |
u
e i | n T T

Unsuecessful withdrawal
*  If complete withdrawal of treatment is not successful, continue on the last dose in the reduction regimen at which pain was

ot recuce faster than once 8 week uniess SuggrEIRd by your GF or Pan Specesst Team

o M you wouk

iow own O 594 Up The LapEnng PrOcess, GISCuUSS Thes with your GF

tolerable and discuss long term goals and non-pharmacological management. Consider referral to West Suffolk Integrated et Sy W NS Fetwni by
Pain Management Service and/ or cendition specific service. Re-attempt tapering in 3-6 months as dictated by patient and
clinical factors.

Patient Support Available
= Patient Information Leaflet: Gabapentinoid Reduction
= _Clinical advice via: West Suffolk Integrated Pain Service. Tel: 01284 712528 or 0845 241) 3313 (option 6)

References and resources:

1. PrescQIPP. 2016. Bulletin 118 ic pain_Prexshalin and 7 ibing. January 2016

2. WSOCG. 2017. Pin Jacder-chronic pain. Pain treatment pathway for nen-canees chronic pain 23 manths durstion in sdults in primary care, 2017,

3. NHS England recommencations. 2014. Adyice for prescribers on the risk of mizuse of prezabalin and gabapentin, Dec 2014

CKS. 2018. ic pain — drug tregtment, [Last revised 2018}

NHS Scotland. 2018. for chranic pain in primary eare. Quick reference guide.

NHS Scotland. 2018. Gabapentineid prezeribing for chranic pain in arimary sare. Resaurces for clinicians and baards, Scottish Government and NHS. 2018,
Quality preseribing for chronic pain. & guide for improvement 2015-2021

Produced by: W5CCG Medicines Management Team in collaboration with West Suffolk Integrated Pain Management Service. Final version 1. January 2019,

Review: January 2021.
THE BEST OF HEALTH FOR WEST SUFFOLK




NHS

West Suffolk

Clinical Commissioning Group

Pregabalin and Gabapentin: Withdrawal Summary Guidance
for NDN CANCER pam |n adults in prlmanf care

o
LY

Haw nften to review
At least monthly, as an absolute pricrity, for patients with a history of misuse or if recently released from prison®
8 weeks after initiation*

At least every 3 months if co-prescribed with opioids

Every 3-6 months for all other patients:

Assess effectiveness, tolerability, adverse effects and adherence

¥

Indications for trial withdrawal
After two months of relative improvement in pain following stabilisation on treatment
Every 6 months for patients on long term treatment
If poor response to treatment
Where gabapentinoids are being prescribed for pain outside their licensed indication, e.g. for non-neuropathic pain (unless
recommended by the West Suffolk Integrated Pain Management Service)
On request of patient
If side effects are intolerable
If there is evidence of diversion or non-adherence to treatmenit
If patient is pregnant, breastfeeding or planning to conceive (unless the benefits to the mother outweigh the potential risk
1o the foetus or baby)

Reduction schedule

Gradual dose taper allows observation of emergent symptoms that may have been controlled by the drug.

Gabapentin . ;
(total daily dose > 900 mg) Reduce total daily dose by 300 mg every 10 days (range 7-14 days)
Gabapentin )
(total daily dose < 900 mg) Reduce total daily dose by 100 mg every 10 days (range 7-14 days)
Pregabalin Reduce total daily dose by 50-100 mg every 10 days (range 7-14 days)?

Warn patients of risk of overdose or death if a higher dose of pregabalin or gabapentin is taken following tapering as
tolerance is reduced

d

Unsuccessful withdrawal
If complete withdrawal of treatment is not successful, continue on the last dose in the reduction regimen at which pain was
tolerable and discuss long term goals and non-pharmacological management. Consider referral to West Suffolk Integrated
Pain Management Service and/ or condition specific service. Re-attempt tapering in 3-6 months as dictated by patient and
clinical factors.

-

-

Patient Support Available

Patient Information Leaflet: Cabapentingid Beduction
Clinical advice via: West Suffolk Integrated Pain Management Service. Tel: 01284 712528 or 0845 241) 3313 (option &)
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Pregabalin and gabapentin withdrawal
summary guidance: withdrawal symptoms

Withdrawal symptoms: . .
. angerandyirr::ability u I nCIdence and Severlty Of

* nausea and stomach cramps

- anietyand pani withdrawal symptoms may be dose
i and speed of reduction related pHE

* sweating
¢ suicidal thoughts 2014, Granger 2018, SPC 2018)
* poor concentration

¢ sleep problems

® aches

- chils = Several case reports of serious

* crying spells

- fesing e o, el withdrawals requiring hospitalisation
. or intensive therapy (Granger 2018).
o

* hot flushes

e e = Gradually reduction advised to

Pregabalin will experience significant

withdrawal symptoms. Some do and they m i n i m ise Sym ptoms Of Withd rawal

may experience quite a few of the above.
We will discuss how to reduce the chances

bl i and allow assessment of response
(NHS Scotland 2018) .

http://www.publichealth.hscni.net/sites/default/files/Pregabalin%
20Guidance%20Booklet%20A4%20Final%20Web_0.pdf
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Gabapentinoids:
Key resources and quick reference guide

https://www.therapeutics.scot.nhs.uk/wp-
content/uploads/2018/11/Gabapentinoid-Quick-
Reference-Guide-23112018-Final-v1.0.pdf

NHS
——

SCOTLAND

Gabapentinoid Prescribing for Chronic
Pain in Primary Care

Resources for Clinicians and Boards

VERSION 1.2 - 11'" December 2018

https://www.therapeutics.scot.nhs.u
k/pain/

v Suffolk

«.“ Journal of Anesthesiology and Pain
// Research

Granger, J anesthesiol pain res 2018, 211

hevewtrucle e ceess
Gabapentinoids for Chronic Pain: Do the Harms Outweigh the Benefits?

Amy Kathryn Granger

th, Royal North Shor

19,2018
f the Creative Commons Attrbution License, which permits unrestricted use,
dited

https://www.omicsonline.org/open-
access/gabapentinoids-for-chronic-pain-do-the-
harms-outweigh-the-benefits.pdf
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Supporting self-management

It is recommended that health care professionals (HCPs) should
work with patients to develop:

Their understanding of chronic pain.

The value of self-management and non-pharmaceutical
approaches.

Supportive strategies to enable people to access the tools,

resources and support available to put these approaches in to
practice.

£30
3>

PAIN LADDER - CHRONIC PAIN
hronic pain = 3 months duration in adults in

Pain treatment pathway for non-cancer c




Non-pharmacological hyperlinks

N West Suffolk

tegrated working Clinical Commissioning Group

PERSISTENT PAIN: SUPPORTING SELF-MANAGEMENT
CLINICIAN’S QUICK GUIDE

Pain Cycle

‘... o

i

mﬁbav TUESDAY

& %:%0pm 3:30pm
=
fatigue
tbolk{% SR
Moore P. 2017)

N

+ Discuss with patient the impact of pain - see pain cycle above ]
1o £ pain /

* Enable access: to resources/tools to increase knowledge & skills
* Assess: patient's confi to self-

« Self referral: One Life Suffolk, Physiotherapy, Wellbeing
* Refer: West Suffolk Pain Services Single Point of Access

PLEASE TURN OVER FOR RESOURCES AND TOOLS —

o Version 1 November 2017. Review Date November 2019.

»H

%
\l\>/

NHS

West Suffolk

tegrated working Clinical Commissioning Group

PERSISTENT PAIN: SUPPORTING SELF-MANAGEMENT
CLINICIAN’S QUICK GUIDE

STEP 1: Resources to explain persistent pain
Understanding pain and what to do about it in less than 5 minutes - You tube for patients.

Retrain Pain - Free course. & short modules which provide a scientific approach to understanding persistent pain
through clear diagrammatic illustrations and key messages.

STEP 2: Resources/tools for patients

Signposting information - Local and national signposting information for patients with persistent pain.
Pain tool kit slide set — Power point presentation that introduces the pain tool kit.
Pain Toolkit - Simple guide that provides some handy tips and skills to help patients understand and manage

their pain better. Available in hard copy, app, and an animated video. Website contains useful links for both
patients and professionals.

Patient information leaflets - Wide selection of information leaflets to help patients to manage persistent pain.

Leaflets can be printed via the Pain Service link.

Musculoskeletal self-help information - Online information and exercises developed by Allied Health
Professionals Suffolk.

Understanding and managing long-term pain-information for patients - British Pain Society publication.
Members of the public can request a free hard copy by contacting the BFS secretariat on 0207 269 7840 or
info@britishpainsociety.org

Overcoming chronic pain - A self-help guide using itive behavi 1| i This book on prescription
can be borrowed from the library.

Resources for clinicians
Introducing the toolkit -You tube demonstrating how to introduce the pain toolkit during consultation

Professional section on the Pain Toolkit website - On line information that explains how to use the persistent
pain cycle with patients. Website also has extensive selaction of resources for clinical practice.

Live Well with Pain - A website that provides support to clinicians to increase their confidence and skills in

enabling people to live well through both self-management and effective medication use.
Launch date Nov 2017.

Procuced by the WSCCH Medicines Management Team and West Suffolk Fain Services. Version 1 November 2017. Revew Date Nowember 3013,
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Steps to promote and support
self-management

* Discuss with patient the impact of pain - see pain cycle above
* Explain: persistent pain / reassure

* Enable access: to resources/tools to increase knowledge & skills
* Assess: patient's confidence to self-management

» Self referral: One Life Suffolk, Physiotherapy, Wellbeing
* Refer: West Suffolk Pain Services Single Point of Access

PLEASE TURN OVER FOR RESOURCES AND TOOLS —

Produced by the WSCCG Medicines Management Team and West Suffolk Pain Services. Version 1 November 2017. Review Date November 2019.

v Suffolk
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Step 1: Explain pain

Australian video:

Understanding pain and what to do about it in less than 5 mins

UNDERSTAND PAIN

8 lessons (one minute each)

s PR

1. Why do we feel pain V hal caus e 3. A simple metaphor 4. The elephant in the 5. Strange pain and
stent pa room magic in the brain




Step 2: Resources/tools

“PAIN- W Suffolk
. MANAGEMENT ¢ "
‘ West Suffolk Pain Management Service
Persis Pain: q
Useful Information and Resources for Patients & Carers

The i -
LOCAL ORGANISATIONS . ‘oo'k' ’t

The Pain Toolkit

Allied Health Professionals: hitp:i/ahpsuffolk.co uk/ o tel. 0333043
-..is for people who live with

Healthy walks or exercise on referral: Jacke chubb(@acleisure com or 01284 757481

West Suffolk Chr P: ppos p: v uid or tel
Orras teTare o or persistent pain
Suffolk Carers: v suffolk-carers.or.ul/ or telephone 01473 835477 A persisi

affolk s > — s lent pain prodiem can be aiflicult to understand
03001231781 manage on an everyday basis.

One Life Suffolk: hitp.lonelfesufiolk co Uk or tel. 01473 718103
‘Sufolk Independent Living: wirw sufekinosoendentining om uk/or el 01473 803578 The Pain Toolkit is a simple information booklet that
et SouKa provide you with some handy tips and skilfs to

Tuming Point: www tumning-point co.uk or tel. 01284 764
Support you along the way to manage your pain

STEP 1: Resources to explain persistent pain
Understanding pain and what to do about it in less than 5 minutes: You tube for It Is not meant to be the last word in
patients. https i/ youtube comwatch?v=RIWMKucusils self-management but pPaj .
Retrain Pain: Fres online courss. Short modules which provide 3 scientfic approach to a handy guide to
through clear key message ”wyﬂugé!slaned~alyouneedlobe reSCrI e a OO
Explaining Pain. Unde:::andmg ¥ i in and how it affer s';nw)'e’ or D’:"suggeem ”:l::)?ke an g
your life: http limy ivewe lwihpan coukl
STEP 2: Key Resourceshools luck!
: P - . :
Forstant pin: cupperingSof _mamagument Ussul nfoometion and resouy oo Despite the surge in popularity of self-
- Bt e@Patntoolkit, ory A
Fain il st Fovr ol resenston it rectces e ikt wewpaintootkitorg help literature, books are not a greatly
Suskies @paintootkit2
Pa\nl;lod;\t.gmplegu\?mmpmﬁm&a’nﬂyn&mshhwnelgpanl d l = h
understand an e their pain betier Avalable n . app. and an = Pete Moore who
video Websie contains usemlﬁks hitps fwnw paintoolkit n?; o these tools m,:,”m“;'-"in-n asthma and ostecad used resource by peop € WIt i
Patient information leaflets. Wide ssiection of mformation leaflets to help pa’ Protessonais help of fnends, family and he|
manage ‘via the Pair 3

nlcieis ety romaion e e % Buctrsling win Fan o] The Reading Agency is a good place
Unclrs ey oot amasin to Sy .':'_'”‘:::::-m,.. Tool7-Leam inse] ~ WhAt is recommended. There are so
mowen fosio  Toald-Swhng#Ed  hooks on their website that can be

refresh knowledge and understandi

Understanding and managing long-term pain-information for patient:
‘Society publication. Members of the public can request a free hard copy
reading-well.org.uk/books/bool
prescription/long-term-conditions

BPS secretariat an 0207 268 7840 or info@britshpainsociety org.
hitps v biiishpainsogiety.orgstaticluploadsresources fles Tasier
anaging Longterm Pain 2015 oaf

Overcoming chromic pain. A sei-help guide using cognitive behaviot
book an prescription can be bomowed from the West Sufolk Library.
well org uk/resources/B42

Prochn by o W Sk P Mo ericm it Voo duent 5038 oo
\

A self-help guide using
Cognitive Behavioral Techniques

Book of the mon S

An Introduction to Living Well with Pain

A pocket size book designed to guide people with pain

through “10 Footsteps’ of self management to live a full, 0 introduction 1o
valued life despite pain. An easy read, with illustrations LM“Q Well
- a great a starter to self management. with Pain

Published by Little, Brown Book Group

£4.99

ISBN 9781472137722

Available online from Amazon; Wordery; Waterstones
and from all good bookshops



New websites developed by clinicians
for clinicians and patients

For Clinicians For patients

Mt’ For people who are living with pain.
: & Really useful information and resources to help you live well, despite
L‘x%y{%” About  Resources  News  Contact SRS DONATE S llU ij@l the pain.

wilh pain

Shifting the conversation About  Resources  Links  Contact
How to move patients towards taking control of their
pain

Find out more.

My Live Well with Pain is completely free to use, and is full of trusted techniques that people with

persistent pain have found useful, in helping them to get on with their lives and live well with pain.
Welcome to Live Well with Pain, developed by

clinicians, for clinicians to help you support your

patients towards better self management of Booklets and leaflets Other useful resources
their long term pain.

m Living with pain?
. I’ Visit My Live Well with Pain for really useful
livewell iromston ans esoures

information and resources to help you live well,
withpain despite the pain »

Opioids — shoud | reduce them?

Use our handy Decision Guide with your GP
to find out what's right for you

Find out more

e Are you a GP or pain specialist?

e |' Visit Live Well with Pain for professional tools and resources to
VeWNe : _ e o
with pain help you increase your skills and confidence in working with

people with persistent pain.

Live Well with Pain is completely free to use, and is full of techniques and resources
that GPs and pai jali found useful many years. They will increase
your skills and i ing with people who live with persistent pain.

. . . http://my.livewellwithpain.co.uk/
https://livewellwithpain.co.uk/



Summary-a good prescription

(Stannad 2016, 2018 )

FACULTY OF
PAIN MEDICINE

of the Royal College of Anaesthetists

Briefing to Health ionals on the of Opioid

Messages:
B

There s an urgent need to:-

Screen and assess people on opioids,
+ Make dlinical decisions about opioid reduction and optimal pain management where a
Identify the best clinical approach and place (GP surgery, hospital clinic, community p!
to occur,

Ensure that there are resources to deal with those patients captured by any screening
- Employ a corporate approach to manage those who are non-compliant (see ‘Recomme

This should be proactively linked to interdisciplinary pain assessment and management to
management through other strategies and treatments.

The required services need to be fully commissioned to support patients.

Introduction

Opioids in Chronic non-malignant pain

Pain is the Sth vital sign and pain relief can be viewed as a basic human right. Opioids play 4
ole in acute pain where there is a close relationship between pain and tissue damage. Exa

- T

There is considerable and continuing public concern related to an increase in the use of opid

the United Kingdom. There is also professional and governmental concern regarding misuse

medicines and the number of prescriptions of opioid analgesics. The backdrop are the seric

concerns in the USA. This document sets out the issues and recommendations for action lod

would be in Emergency Departments after trauma or following surgery. They are frequent)

“Gold Standard” for such acute pain treatment. -

In addition, opioids play an important role in the management of cancer pain and in the shq /

e O e S n O a r I I I a n O n e e S e
I chronic lignant pain is less clear. Ten to tw|

e of opioids
emerging literature led to a view that opioids may play a role in long-term pain. New opioid
preparations were brought to the market with this in mind. While the evidence did not strej
term, it was recognised that it would be very difficult to undertake such long-term trials. Ng
was a strong clinical view that opioids were helpful in some patients not treatable by other
Iogical given their known physiology.

Is legal and accurate

Key message
So giving a prescription for something that is likely not to wor

is a clinical ‘big deal’ in relation to iatrogenic harm

Stannard BJA 2018 120(6) 1148
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Summary

Opioids are valuable in the management of acute pain, pain related to cancer and for pain
management at the end of life.

There is a lack of robust evidence on the benefit of long-term opioids in the management
of chronic pain.

Ensure you are able to explain chronic pain and support self-management strategies

Inappropriate use of long-term opioids in chronic pain is associated with serious adverse
effects.

The risk of harm from opioids increases significantly above a dose equivalent to 120
mg/day of oral morphine.

Identify patients most at risk of harm e.g. adverse selection.

In conjunction with the patient, regularly review the effect of opioid treatment and consider
whether there is a need to reduce the dose or stop the opioid.

Keep abreast of changing evidence base with the use of gabapentinoids and follow local
guidance.

v Suffolk
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Health coaching

Living with chronic long term illnesses can be
challenging and distressing for patients - which is
why they often visit their clinicians. Adding a
health coaching approach to the tool box of
communication skills you use in your consultations
can help promote patient self-sufficiency,
satisfaction and motivation, enabling people to
manage their condition with greater independence
and self-confidence.

The facts
+  People with long term conditions account for 50 % of all GP appointments, 70% of
allinpatient bed days and 70% of overall NHS spend

- Thenumberof people with three or mare long fem coniions is predicted to fise by 1
miion to 29 milion by 2018

. all deaths wil b it of 2020,

What is health coaching?

Health coaching is talking to people with long term conditions in a way that supports and
empowers them to better manage their own care, fulfi their sef-identified health goals and
improve their quality of life.

What are the benefits of health coaching?

*  Improves communication fundamental to care.

+ Encourages peoplewith long term coniiions to prioitse their health and do mare to
care for themselves
+ Enables inicians o shine the spofight d

e cirician/pater

- Canincrease patient seffsufficiency, satisfacion, confidence, motivation,
compliance, and reduce costs for organisations.

What skills will | learn?

Youwill leam a combination oftoolks and techniques you can use every day with patients that
supportbehaviour changeand help you listen, buiil rapportand challenge more skiffull, as
well as set goals, motivate and encourage your paients.

Which teams and patients would benefit most?
with all particularly in the following areas: with long tem

‘condiiions; mid anxiety, depression; medicafion compliance; pain management; festyle;
recovery, and rehabilitation.

How does this fit with other priorities for me and
my organisation?

The training will help you work towands addressing the following:
Improving patient experience and quality of care
Increasing Fiends and Family test scores.
+ Reducing complints especially around commurication
+ Reducing organisational costs and savingtime:
+ Buids relafionships with colleagues, and colaborafive working
*  Supports y
+ Enhances local plans for managing patients with long term condiions

Course Dates 2018/19:

The: Health Coaching frainir ildays,

8% and 15" November 2018
12 and 19t December 2018
10" and 17 January 2019

6% and 14 February 2019
13" and 21% March 2019

v Suffolk
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NMP forums and conference

NMP forum

Friday 15" March 2019: 9:30 am - 12:30 pm
Thursday 11t July 2019: 9:30 am — 12:30 pm
Monday 215t October 2019: 9:30 am — 12:30 pm
Venue: Pod room 1 at Stow Lodge

NMP conference

Monday 15t July 2019

Venue: UoS

Further information
Sarah Miller, Governance Manager, Suffolk GP Federation

NHS Email: sarah.miller29@nhs.net
v Suffolk
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e-Pain

Publications Faculty of Intensive Care Medicine Faculty of Pain Medicine Lifelong Learning Book an Event/Exam Secure Area Admin Login

-w z; FACULTY OF

Listen with @ browsealoud

o

- == PAIN MEDICINE -y
~

< Back to the RCoA site

Home » Faculty of Pain Medicine » Faculty Initiatives » e-PAIN

> Faculty of Pain Medicine e-PAI N
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FPM10 ,
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A Career in Pain Medicine

Events

v VWV VvV VvV VvV Vv

Core Standards and
Commissioning
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Reflection and group discussion

Questions
1. Historically what has the role of the physiotherapist been in:
a) Promoting medication safety with analgesia?

b) reducing the risks associated with inappropriate analgesic polypharmacy?

2. What could the role of the physiotherapist be in:
a) promoting medication safety with analgesia?

b) reducing the risks associated with inappropriate analgesic polypharmacy?

3. Identify potential barriers and factors that would be helpful to maximise your
potential as a physiotherapist with:

a) promoting medication safety with analgesia?

b) reducing the risks associated with inappropriate analgesic polypharmacy?

W0 Suffolk
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Key references

Key references

WSCCG Pain Guidance https://www.westsuffolkccg.nhs.uk/clinical-area/prescribing-and-medicines-
manaqement/formularies-and-quidelines/

Stannard C. 2018 Where now for opioids in chronic pain. https:/dtb.bmj.com/content/56/10/118

Stannard C. 2018 Pain and pain prescribing: what is in a number? British Journal of
Anaesthesia, 120 (6):1147-1149

Canadian Guideline for Opioids for Chronic Non-Cancer Pain (2017)
http://nationalpaincentre.mcmaster.ca/documents/Opioid%20GL%20for%20CMAJ_01may2017.pdf

CDC Guidelines for Prescribing Opioids in Chronic Pain. United States 2016 (2016)

https://www.cdc.gov/immwr/volumes/65/rr/rr6501el.htm

Opioids Aware 2015 : nttps://ww.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware

v Suffolk

62



Key resources for opioid information

Key Resources

= CDC Guideline for prescribing opioids in chronic pain: resources

https://www.cdc.gov/drugoverdose/prescribing/resources.html

= NICE (NG 46 September 2016) Controlled Drugs: Safe use and management

https://www.nice.org.uk/guidance/ng46

= NICE (KTT 21 January 2017) Medicines Optimisation in long term pain
https://www.nice.org.uk/advice/ktt21

= Opioid resources

https://lwww.rxfiles.ca/rxfiles/uploads/documents/Opioid-Taper-Template.pdf

2017 Canadian Opioid Prescribing Guideline
http://www.cfpc.ca/uploadedFiles/CPD/Opioid%20poster CFP_ENG.pdf

= 2017 PresQIPP 149 Jan 2017; management of non neuropathic pain
https://www.prescqipp.info/media/1483/149-non-neuropathic-pain-23.pdf

2018 Quality Prescribing for Chronic Pain. A Guide for Improvement 2018-2021
http://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/03/Strategy-Chronic-Pain-Quality-Prescribing-for-

Chronic-Pain-2018.pdf v Suffolk
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Opioid resources recommendations
(from chief pharmacists)

= PrescQIPP website

= NHSE are promoting practices (and pharmacies) to undertake high dose
opioid audits (doses >120mg morphine or equivalent). The audit can be
accessed via the following
link: https://www.prescqgipp.info/component/jdownloads/category/420-high-
dose-opiate-searches

In conjunction with the audit, there is also a series of recorded webinars
available from

= https://www.prescdipp.info/media/opioid-aware-webinar-session-1-of-2-13-
october-dr-ruth-bastable

= https://www.prescdaipp.info/media/opioid-aware-next-steps-webinar-session-2-
of-2-18-october-dr-ruth-bastable

= https://www.prescqipp.info/prescqipp/news/media/opioids-aware-audit-
webinar-dr-ruth-bastable-9th-may

v Suffolk
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Before we move on any
guestions?
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