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Outline

1. The updated framework
- the updated framework: what has changed?
* using the framework to demonstrate competence in non medical prescribing
practice
2. Developing the team
« implementing the framework within different professional groups

* supporting non medical prescribers: infrastructure needed to support the
safe and effective development and implementation of non medical
prescribing

 developing advanced roles and services around prescribing

3. Keeping up to date
* ensuring you have the history-taking, clinical assessment and diagnosis skills

» keeping your prescribing knowledge up-to-date: accessing education, training
and resources
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Who will use the framework?

[s33 y of
Eﬁﬁ Reading

THE UPDATED FRAMEWORK

Non- . .
oy Prescribing New Experienced
[ preac(glFt’)mg J { student J { prescriber } [ prescriber J
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What is competence?
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 Reading

INTERPRETING FRAMEWORKS

« Competence'
= “the ability to do something successfully or efficiently”
« Competent!

« “having the necessary ability, knowledge, or skill to do something
successfully”

« Competency?
« “...quality or characteristic of a person that is related to effective
performance” niversity of
- Reading

mperial College Healthcare (INHS|

Knowledge Skills

Experience §§ Behaviours
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How can the framework be used?

% University of
=” Reading

MILLER’S PYRAMID? (CLINICAL COMPETENCE)

Demonstration in real life i.e. practice
A Observations, workplace based
assessments
Shows Demonstration of application of facts
how OSCEs, simulation

Knows how Application of facts
Essays, case studies, presentations

Facts
/ Knows \ MCOs

Imperial College Healthcare INHS |
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How can the framework be used?

Unconscious
?Reflective incompetence
competence
[ Lack of use J L Feedback }
?Reflection
?Peer review

Unconscious Conscious
competence incompetence
[ Practise } [ Learning }

Conscious
competence




How can the framework be used?

w Unwermty of
¥ Reading

DREYFUS MODEL OF SKILL ACQUISITION4

( -
Novice
* Needs supervision

N\

(Advanced beginner )

« Competent at simple
tasks in wider supervised
process

« Narrow decision making

. J/

p
Expert

« Regularly demonstrates
excellence

( N\
Competent
» Safe holistic practice
(uses judgement
appropriately)
J
N

-
Proficient
» Routinely produces good

work
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Uses of the competency framework

. If acquired and maintained, the prescribing competencies in this framework, will help
healthcare professionals to be safe, effective prescribers who are able to support patients to
get the best outcomes from their medicines.

. The framework can be used by any prescriber at any point in their career to underpin
professional responsibility for prescribing.

. The framework can be used to support revalidation.

* It can also be used by regulators. education providers, professional organisations and
specialist groups to inform standards, the development of education, and to inform guidance

and advice.

* It provides the opportunity to bring professions together and harmonise education for
prescribers by offering a competency framework for all prescribers.



National Prescribing Competency Framework

Alexander 2018

Using the prescribing competency
dimensions for nurse prescribing practice

Use the framework to:

“*Train to become a prescriber

“*Develop a ‘learning contract’ for your CPD

“*Ensure that the key behaviours are ‘always events’
“*Support and mentor aspiring non-medical prescribers

* Extend or change your scope of practice



National Prescribing Competency Framework

Alexander 2018

The Competency Framework for all
Prescribers

PRESCRIBING GOVERNANCE

Provide information
Monitor and review

I. Assess the patient 7. Prescribe safely

2, Consider the options 8. Prescribe professionally

3. Reach a shared decision 9. Improve prescnbing practice
4. Prescnbe 10. Prescribe as part of a team
S

6.




Key changes to updated framework

(Hall 2019)

PRESCRIBING COMPETENCY FRAMEWORK

What are the key changes/messages
A Competenc y for you?

Imperial College Healthcare [INHS|




Key changes to updated framework

(Hall 2019)
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“OPINION POLL”

1. Treatment options (1.1, 2.2, 2.5)

2. Working in partnership (3.1, 3.3, 3.6, 5.1)

3. Electronic systems and remote prescribing (4.9, 4.10, 7.3)
4. Information management (5.3, 7.2, 7.5)

5. Risk management (7.4)

Imperial College Healthcare [\ 51
P g NHS Trust Copyright University of Reading




Key changes to updated framework

(Hall 2019)
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1. TREATMENT OPTIONS

*1.1 Take an appropriate medical, social and medication* history

* This includes current and previously prescribed and non-prescribed
medicines, on-line medicines, supplements, complementary remedies,
illicit drugs and vaccines

2.2 Considers all pharmacological treatment options including
optimising doses as well as stopping treatment (appropriate
polypharmacy, deprescribing)

« 2.5 Assesses how co-morbidities, existing medication, allergies,
contraindications and quality of life impact on management options

Imperial College Healthcare [\'/15 ) . ]
WHS Trase o Copyright Universi ity of Reading




Key resources to help with tackling
inappropriate polypharmacy and deprescribing

(Hall 2019)
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1. RESOURCES

Guidance Prescribing tools
* NICE guideline on multi-morbidity *STOPP/START
* www.nice.org.uk/guidance/ng56/resources *NO TEARS
* PrescQIPP webkit « Beers Criteria
* WWW.prescqipp.info «MA| tool

* /-steps approach

« hitp://www._polypharmacy.scot.nhs.uk/7-
steps/

Imperial College Healthcare [\'/z53 ) ! ]
MHS Truse o Copyright Universi ity of Reading




Key changes to updated framework

(Hall 2019)

% University of
= Reading

2. WORKING IN PARTNERSHIP

* 3.1 Works with the patient/carer in partnership to make informed
choices, agreeing a plan that respects patient preferences including
their right to refuse or limit treatment

* 3.3 Explains the rationale behind and the potential risks and benefits
of management options in a way the patient/carer understands

* 3.6 Explores the patient/carers understanding of a consultation and
aims for a satisfactory outcome for the patient/carer and prescriber.

* 5.1 Checks the patient/carer’s understanding of and commitment to
the patient's management, monitoring and follow-up

Imperial College Healthcare [i/i5 . a
NHS Trus Copyright University of Reading




Key resources to support shared
decision making ez
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2. RESOURCES

*\What care would you, your friends and your family want?

* EBM + patient centred practice = values based practice
- http://valuesbasedpractice.org/
* NES module on values based practice in mental health
« www.nes.scot.nhs.uk/media/417158/mental_health_module 4.pdf

Imperial College Healthcare [\'/5 ) . )
NHS Trust Copyright University of Reading




Key resources to support shared
decision making ez
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2. RESOURCES

* NHS RightCare Patient Decision Aids

« www.england.nhs.uk/rightcare/shared-decision-making/
» Centre for Shared Decision Making

« http://med.dartmouth-hitchcock.org/csdm toolkits.him| HEErErr
» Teach Back technique

« www.teachbacktraining.org/

- https://www.youtube.com/watch?v=bzpJJYF tKY A Qﬁ%’é‘?ﬁﬁfﬁ!ﬂ Lg;';gd"

Imperial College Healthcare INHS
NHS Trust



Key resources to support shared
decision making iz

i . upi:i.'ort,' Leat’s work asla' team
‘and ask about goals to make? a decision that ]
suits you best

PELLLE T
we® ta,

-
) Active
*s,, listening ¥ 3
.y Y )
Payifit4sse artettion
3 and responding accurately 2

Deliberation

Thinking carefully about
i options when facing A

prefererice-based adecision .
decisions ¥

o Tellme what matters s
most to you for this ~ »

decision o
-

7

Let’s compare the
possible options

oy -
v aemapansnt®

e 4

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




Key resources to support updated
framework

(Hall 2019)

* Informed consent



Key changes to updated framework

(Hall 2019)
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4. INFORMATION MANAGEMENT

» 5.3 Guides patients/carers on how to identify reliable sources of
information about their medicines and treatments

7.2 Knows about common types and causes of medication errors
and how to prevent, avoid and detect them

7.5 Keeps up to date with emerging safety concerns related to
prescribing

Imperial College Healthcare INHS |
NHS Trust



Key resources to support information
giving iz
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4. RESOURCES

* Behind the Headlines
« www.nhs.uk/news/

* Clinical Knowledge Summaries (CKS)
* https://cks.nice.org.uk

Imperial College Healthcare m
NHS Trust



Keeping up to date
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KEEPING UP-TO-DATE

* Professional bodies / special interest groups
« Email updates
» Annual conferences
» Study days
* Online forums
- Concise, summarised updates from organisations linked to your
clinical specialism(s)
» e.g. NICE www.nice.org.uk/news/nice-newsletters-and-alerts
» Medicines and prescribing alerts, guidance updates etc.

Imperial College Healthcare INHS |
NHS Trust

Copyright University of Reading



Keeping up to date

Alexander 2018

Keeping your knowledge up-to-date:
accessing education, training and resources

“*Do you get regular up dates from NICE www.nice.org.uk/news/nice-
newsletters-and-alerts

“*Medicines and prescribing alerts - each time new information is published by
the NICE medicines and prescribing team

“*Medicines and prescribing: important new evidence - A monthly update.
Summarises the most important pieces of guidance and advice relating to
prescribing and medicines optimisation.

“*Medicines awareness service - daily or weekly email service that provides
links to current awareness and evidence-based information relating to
medicines and prescribing.




NICE {0t once

Home ¥ News

NICE newsletters and alerts

MNICE news

L ing you up
Subscribe for information an:

stMICE.

implementstion achice
comsultations, meetings and events
our atest news, festures snd staries.

¥ View recent nevsletters

Surveillance report alerts

Surveillance reparts contain important new evidence
relating to NICE zuidelines. They cantsin:

* 3 summary of new evidence related to the
zuidsline

* an in-death cammentary on 3 selaction of this
evidence

* 3 decision anwhether the relevant puideline
shauld be updated, with the| e behind this.

Evidance

xced ta highiig
relating topublished scoredited suidance.

Bslizhed widance updates are available

Medicines and prescribing alerts

Reczive slerts ech time new information is
published by the NICE medicines snd prescribing.
team.

Includes:

* new evidence summaries

» medicines 3nd prescribing uidance
* news or updates relating to medicines.

NICE

About NICE

Evidence resources library bulletin

Our quarkerly bulletin provides up-to-date news =

s% | e @ T
Standards Evidence
S | i | 3w ]

Update for primary
care

‘Our monthhy newsletter for GPs and others.
warkingiin primary care.

et newlatier

MICE in Social Care

Subscribe ta our free manhy social care e-bulletin,

rary. 4
services community.

Medicines and prescribing: important
new evidence

Amonthiy pcate. Summarises the mast important
pieces of guidance and advice relating o prescribing

Includes infarmation from key national bodies
including NICE, SIGN and the MHRA.

Reusing ou

Reuseinformation

WIICE 11K i Crnbreet

fori

* new social care guidelines and standards

* apportunities o comment on draft zuidance

* how you < shape future topics

* how NICE guidance is being used in adult and
children's social care.

Medicines awareness service

Adaily Hy email servi provides links to

current swareness and evidence:

d informatian
ralating to medicines and pressribing
Fravides 2 quick suarvisw of the lztest suidence-
based information, ta help busy heaith prafessionals
stayuptodate.

o [ e

Get involved

Regicter 2z 2 stakeholder




Using the framework

Eﬁ; Umver5|ty of
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USING FRAMEWORKS

1. Review the framework in your context
 For your practice
 For your workplace
 For you patients
2. Decide which statements you feel are essential for your practice
» Decide which are desirable
- If you think any are not applicable you need to be able to justify this

3. Talk to your peers
 Learn from their experiences — they will help shape your next steps

Imperial College Healthcare [i'/1 5
P 9 MHS Trust Copyright University of Reading



Using the framework
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USING FRAMEWORKS

4. Draft your next steps
* Action plan/learning needs assessment/learning contract/PDP/revalidation

* Who will support you?
- What resources do you need?
* How long do you need?

5. Discuss this with your mentor/line manager/workplace supervisor
6. Finalise your plan and review regularly

* When do you need to review and when do you need to re-write your plan?
* Feedback to your peers

Imperial College Healthcare INHS )
NHS Trus Copyright University of Reading



Application of framework to practice

2.2 Considers all pharmacological treatment options including optimising doses
as well as stopping treatment (appropriate polypharmacy, deprescribing)

3.1 Works with the patient/carer in partnership to make informed choices,

agreeing a plan that respects patient preferences including their right to refuse
or limit treatment

3.3 Explains the rationale behind and the potential risks and benefits of
management options in a way the patient/carer understands

7.5 Keeps up to date with emerging safety concerns related to prescribing

DEVELOPING THE TEAM







The framework
journey

Working in collaboratively with HCPs across professional and R
geographical boundaries

Assisted with the development of local guidance for safer
prescribing of opioids and opioid tapering

Lobbied for resources to be available on a national website

Disseminated information/ guidance: 1:1, workshops,
conferences and through publications



USA: Opioid misuse epidemic

BMJ 2017;358:4792 doi: 10.11368/bmj 4782 (Published 2017 Oclober 13) Page 10f 2

- EDITORIALS

Tk for
undaies

Overprescribing is major contributor to opioid crisis

Surgeons in particular must change their behaviour

-

BMUI 2017 3504828 doi: 10.11380mj 4828 {Puldiched 2017 Ociober 19) Page 1 ol 1

e
% EDITOR'S CHOICE

Chack fne

upciates

What we must learn from the US opioid epidemic

Fiona Godlee editor in chief po| itics 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
epidemic a national emergency "in the very near future.”

The BMJ

Public health emergency vs. national emergency

e0o

Related Article: House panel threatens to subpoena DEA over pil 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=
Quwe Qe
QOur Q@uu
= 11% Americans (adults) experienced chronic pain (coc 2016) ° @z

= Qver 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) (coc201s)

= On average, 130 Americans die every day from an opioid overdose (coc 2018)



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




Overdose —prescription opioids

Overdoses on opioid painkillers more
than double in a decade

MNumber of hospital admissions in England rose to 11,660 last year as doctors say
dmigs 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).



Variation in English CCGs in opioid prescribing in

equivalent mg of morphine from
August 2010 to February 2014

Luke Mordecai et al. Br J Gen Pract
doi:10.3399/bjgp18X695057

©2018 by British Journal of General Practice

Perth
aKirkcaldy

Glasgow o
O Edinburgh

Kilmarnock
o

Equivalent mg morphine
per CCG per head per month |

EEEEECOCOO

6.336t0 13.506

13.506 t0 20.675
20.675 0 27.845
27.845 10 35.014
35.014 to 42.184
42.184 10 49.353
49.353t056.523
56523 t0 63.692

JU[@Y British Journal of General Practice
bringing research to clinical practice



YEARS
THE Meds

England

Opioids Aware; an audit of general practice prescribing of high dose opioids in NHS England Midlands and
East (E)

Data analysis of the first 74 responders

Findings from the first 74 practices, representing 663,418 patients

Patients were identified as being on high dose opioids 1022 patients
0.16% of the population

Prescription for high dose opioids for chronic pain 87% of all high dose opioid prescriptions
0.13% of the population

Indication for prescriptions was not clear in 34%

Evidence of overuse or misuse in 6.8%

Not had a medication review in the last 3 months 52%

Co prescribed a gabapentinoid drug 42%

Co prescribed a Z drug 14.3%

Co prescribed a benzodiazepine 14%




Opioids Aware

2015

Opioids Aware: A resource for patients and healthcare
professionals to support prescribing of opioid
» mawsanemen MeEdicines for pain
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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 O©TNh1LC




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




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 5 i microgram/hr microgram/hr microgram/hr
Tapentadol 0.4 25mg Codeine
phosphate 120mg 240mg
Tramadol 0.15 67mg (mg/day)
Tramacol 100m! 200m, 400m,
(mg/day) ¢ ¢ ¢
. . Morphine
Transdermal buprenorphine changed every three or four days (twice weekly) sulphate 12mg 24mg 48mg
(mg/day)
35 7] 70
microgram/hr microgram/hr microgram/hr
Morphine
sulphate 84mg 126mg 168mg
(mg/day)

https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-
aware/structured-approach-to-prescribing/dose-equivalents-and-
changing-opioids




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



Dose equivalence charts

-
@i NHS
& o
e West Suffolk
egrated working Clinical Commissioning Group
1-3
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 <12.5 mg bd = <50 mg < 25 mg bd = <100 mg 25 mg bd = 100 mg 30mgbd =120 mg 50 mg bd = 200 mg
i i e 5 75 meg/hr =
Fentanyl transdermal patch 12 meg/hr = 45 mg 25 meg/hr = 90 mg 25 meg/r = 90 mg 50 megihr = 180 mg 100 rr;cggf'lv A g
Buprenorphine transdermal patch 23 :Egi:;z I .Ij, 35 mogthr = 84 mg 35 meghr = 84 mg 52 mcgthr= 126 mg 70 mcg = 168 mg
Tapentadol 50 mg bd = 40 mg 100 mg bd = 80 mg 100 mg bd = 80 mg 150 mg bd = 12(
Tramadol 50 mg gds = 30 mg 100 mg qds = 60 mg
Codeine 60 mg gds = 24 mg
RISK OF HARM

Patient factors: Pregnancy, age =65, anxiety or depression, overdose history, personal or family history of alcohol, substance/opioid 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 alcohal 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 WSCLG Medicines Management Teamn and West Suffolk integrated Pain Management Service.
1. Opioids Aware 2. CDC Guidelines for Prescribing Opioids for Chronic Pain United States 2016, 3. LASP Statemant on Opioids 2018 Varsion 1 March 2018. Review Date March 2020,




Dose equivalence calculator

Pain M t

Woest 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 Oral mg

Dihydrocedeine Oral mg

Oxycodone Oral mg

Tramadol Oral mg

Hydromorphone Oral mg

Tapentadol Oral mg

Methadone Oral mg

Fentanyl SC mcg

Diamaorphine SC mg

Alfentanil SC mcg

Hydromorphone SC mg

Oxycodone SC mg

Morphine IV mg

Fentanyl IV mcg

Fentanyl Paich mcgih

Buprenorphine Patch mcg/h

Morphine Epidural mg R d d b N H S

Morphine Intrathecal mcg y
convert

http://paindata.org/calcul
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Opioids Aware:
risk of adverse selection

Opioids Aware 2015; Sullivan 2012

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 (x 3-4)
- Alcohol misuse/non-opioid misuse (x 4-5)
- Opioid misuse (x 5-10)
Drug factors
- High doses
- Multiple opioids
- More potent opioids (Schedule 2)
-Concurrent benzodiapines/sedative/hypnotic drugs




Pain and opioid effectiveness

Opioids Aware 2015

Opioids are effective for:
v" Surgical pain
v Trauma

v" Child birth

v Cancer pain

IASP strongly advocates for access to opioids for the humane treatment of
severe short-lived pain, using reasonable precautions to avoid misuse,
diversion, and other adverse outcomes (iasp 2018).



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

OCCUIS (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 osis aware 2015).



Opioid adverse effects & risks

N

Nausea or vomiting

Endocrine dysfunction

" Overdose \
(risk is dose dependent)

ltching

Immune system

|

Misuse:1.4-1.5

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

Qarotonin syndrome

/

Difficulty in breathing at
night/respiratory
depression

Neonatal abstinence
syndrome

Refraciory tolerance; when
treating acute or end of life

pain




Britain’s
opioid
epidemic
kills five
‘everyday
INVESTIGATION

: 'Andreiv Gregory
~ and David Collins

Britain is in the grip of an opioid

epidemic, experts have warned, .

after an investigation by The Sun-
day Times exposed a huge rise in
prescriptions of powerful painkill-
ers and soaring addiction rates,
overdoses and deaths.

Feb 2019



Briefing Statement to Health Professionals on the Management of Opioid Medications

November 2018

Briefing

FACULTY OF
PAIN MEDICINE

of the Royal College of Anaesthetists

to Health on the

fds for chronic non-malignant pain

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

of Opioid

jew of the Faculty of Pain Medicine is that opieids de work for chronic pain in selected patients
They should be used in low doses with close monitoring

There s an urgent need to;
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|t Dose escalation suggests that the pain is probably not opioid-responsive 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

fkeep the opioid dose as low as possible and the balance of dose-related risks and benefits should
iewed

we are where we are

a5 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 O right Father than  symptom and
Jof the WHO analgesic ladder has sometimes led to premature or inappropriate initiation of

Inatters, when strong opioids began to be used for chronic pain, the experience of most medical
far using opioids in the longer term related to their use in palliative care. In cancer patients,
fes of opiid would be commonplace together with the use of high doses for breakthrough p

doses 103 daily dose and opioid doses would rise to
d to be required for clinical effect.

this clinical direction, many patients have strong views that opioids are helpful. They describe
Juorse when medicines are reduced or omitted. However, itis 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

m s that, if opicids are used by patients more frequently or at higher doses than originally
occasionally happens due to limited responsiveness, the situstion becomes increasingly difficult
further apioids are not prescribed to fill the inevitable gap when the current opioid 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.
overuse of opioids is not recreational use but poorly contralled 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.

e s 2 growing concern about the increase in use of opicid painkillers in the UK and whether

v iustified. Increase in opioid prescription could be attributed to an improvement in the

[z 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 opioids at high dose that are very unlikely

ToTE TRV

3l benefit. In addition, it is clear that the higher the dose then the higher the risk of side
3

e b ceher g hoactne medications are uied,

ThEt many pamients ik
[istasing gose st toserance on
This buse b " it oty
emian of - In This debate, emph
Jaim n indriduats cousing dismess, nl»ﬁw-nnuumneru:mma-mu
The

unanrnnmmmenannruxlmatrm M-mnm»umﬂ
K of

oge shexkd nct be igs , white e ogrinirg the
Jeoprogns knee jerk responses prommating widespresd withcrawal. Opicd
|ov matesits, whvich are not replcated in other drugs and caneot be exily

Ty ) Wity
Joped the "Dpiowds * for o T Tp—
i mesicanions. The resamre has 3 dedicates ares for paments, which they

hedications can impeove the quality of Ide dor tens of thaussnds of patients in
complei pan. owever, 8l Realthcane ST nded b endure hey re Rot dong

agdom Pain ployaciars
Y, #08

i undts. Curresitly, o paEnts BtEending 4 Pain Unit shoesa have thei
[pizsis senes, and advice gren A cacehis Fnk benehit analysis hat 1o e

Joe of vty withawal
[osaity 1r the pamert u B doe Ehat has foc
of e and 3 4

For maa? patients, oookd um:nmmesmlrnmummm But

with JBOOM a4 advice

s Paticnts vifl ab

neceaary, gointhy with adds oot in
g heks wethideswat

abis Sobes $houdd Bhwirys be the central sim

P R P




Deprescribing of inappropriate
prescription opioids

Patients urged to reduce use of opiloids - but

e OO B O e ewwwe Prescribing GP Leads
meetings in both the
East and West have
recently focused on
reducing the risks
associated with
Inappropriate
prescribing of
prescription opioids and
gabapentinoids




WSCCG revised analgesic ladders

PAIN LADDER - ACUTE PAIN

Guidance on analgesic cholce for non-cancer acute pain < 3 months duration in adults irf

Preferred and alternative options
after optimising non pharmacological strategies
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Clinical Commistioning Group

PAIN LADDER - CHRONIC PAIN PR
Pain treatment pathway for non-cancer chronic pain = 3 months duration in aduits in g b o ‘West Suffalk
lgraind warking Cisecal Commissioning Group
Key Principles
= Consider early referral 1o West Suffolk Pain Service Single Point of Access in patien| PAIN LADDER - NEUROPATHIC PAIN (except trigeminal neuralgia)
excessive, uncontrolled or rapid escalating opioid requirements, andlor significant ik ik e et e i e primary care! 23
preventing sleep, function er work, or causing distress ad P s it

= Progressing through the steps below does not guarantee increased benefit or bett: ' 4
relief. Medication does not always work; stop medicines that are not worki Assessment and non pharmacological strategies
+ 3-monthly medication reviews are recommended for all patients taking regular an + Dicuce 1 f3gs A i and Irpiac DA & B95 paln sces
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Assessment and non pharmacological strategies

* Exclude red flags. Assess pain/impact and

Starting dese Incrament mal
« Consider possibility of neurt pain ic pain ladder s o -
* Establish expactations and agreed goals e wkakddanclx Ting |k Jweskial | whickomal oc sebiviy
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OPIDIDS ARE OF LIMITED USE FOR THE TREATMENT OF CHRONIC LONG TERM PAIN

AND THERE IS SIGNIFICANT RISK OF SIDE EFFECTS AND DEPENDENCY 1
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Acute Pain

PAIN LADDER - ACUTE PAIN

West Suffolk

Clinleal Cammissaning Graup

Guidance on analgesic choice for non-cancer acute pain < 3 months duration in adults in primary care! <

Preferred and alternative options
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OPIOID PRESCRIBING FOR ACUTE PAIN
KEY RECOMMENDATIONS

[NHS|

West Suffolk

Clinical Commissioning Group

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

To minimise the initial opioid exp: keap the du

of as short as possible and the

total dose as bw as possllle ﬁﬂs also minimises the risk of overdose and the likelihood of diversion/

acute pain may lead to the development of chronic pain.

GOAL

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

BEFORE PRESCRIBING OPIOIDS

Undertaka comprehensive assassment.

Promote and optimise

strateqies for acute pain.*

Optimise non-opioid therapy when benefits
outweigh risks to maximise analgesia and reduca
opioid requirements.

Exercise caution when prescribing opioids for older
or debifitated patients.

Consider and address underiying anxiety and
depression.

Absolutely avoid

® Co-proxamol®’

Avoid

s Compound analgesics.” Prescribing separately gives
flexibility in both adjustment of doses and in the
selection of most appropriate combination
Modified-relesse opioid preparations.*

Oycodone as first line.

Co-prescribing medications with sedating propertics,
whenever possible. In particular, avoid co-presaibing
with benzodiazepines due to inceased risk of
potentially fatal cverdose® and with gabapenhnnlds
due to increased risk of CNS depression =

DOSE

= Refer to local acute pain guidelines.*

* Prascribe lowest effective dose of immediate-release
opioid for the expected duration of the pain severe
enough to require opioids.®

= Uso age related dose if prescribing marphine or

o

= 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 pressura:

A teamn decision for complax patients shares
the load

DURATION

= Each day of unnecessary opioid use increases the
likefihood of physical dependence without added
benefit >

Prescribe

* For the expected duration of the pain savere enough

to require opioids or until a follow-up appointment is

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

A duration of more than 7 days is raraly needed.®

Ajim to stop strong opicids 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 opicid misuse.”

Review diagnosis and traatment plan if sovere acute

pain continues longer than expected. Consider

seaking advice,

Avoid

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

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

PROVIDE PATIENT INFORMATION

» Benefit and risks of opioid therapy and
alternative options.

How to use opiocids.

Driving impaimment and opiold safety
Requirements for review and monitoring.

How to taper and discontinue opioids.

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

REFERENCES
Fioo o ard Covngion

FURTHER [NFORMATION
*WSCCS Acutn Prn s or WSCCT Chwom Fan Lok

Frodizoed by WSCLG Mesiicines Management Team i collsbaration with West

Sufolk integrated Poin Service. Fnal Verson 1. January 2019, Resew laruary 3021




Chronic Pain

PAIN LADDER - CHRONIC PAIN

[IVHS |

West Suffolk

Clinical Commissioning Group

Pain treatment pathway for non-cancer chronic pain = 3 months duration in adults in primary care’?**

Key Principles
* Consider early referral to West Suffolk Pain Service Single Point of Access in patients with

~

excessive, uncontrolled or rapid escalating opicid requirements, and/or 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;

y Medication R

prioritise Poly

for patients taking opioids or gabapentinoids

5

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

. 2

Paracetamol oralirectal 1g qds
{1g tds if < 50 kg, maknourished, renal or hepatic impairment)
alone is not n for low back pain®

+/0OR

fhuprofen oral 400 mg tds topical 5% ge! tds OR Naproxen oral 250-500 mg bd

NSAID at lowest effective dase for shortest period. Consider & PPI.

: refer to neuropathic pai

y of meurcpat

Consider pos:

ader

Ineffective or not tolerated: STOP
Fartially effective: consider adding

. 2

Codeine oral 15-60 mg qds

Awoid if breast feeding or if patient has experienced excessive responsa to codeine previously™
OR

Tramadol orel 50-100 mg qds
ol

R
Meptazinal oral 200 mg 3-6 hourly

n
Consider referral to West Suffolk Pain Service Single Point of Access, Consider the

Condition Specific A

. duloaetine, gabapent

{amitrg

Ineffective or not tolerated: STOP Step 3 opioid
Consider Step 4

OPIQIDS ARE OF LIMITED USE FOR THE TREATMENT OF CHRONIC LONG TERM PAIN

AND THERE 15 SIGNIFICANT RISK OF 5IDE EFFECTS AND DEPENDENCY

PLEASE TURN OVERLEAF FOR STEPS4 & 5

CONTINUED FROM STEPS 1, 2 & 3 OVERLEAF

OPIDIDS 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 lang term opicid treatment: History of mental heslth, substance abuse,
overdose, concurent benzodiarepine use, sleep disardered breathing. Opioid risk tool

Decreased risk Elevated risk -
Manage within primary care Refer to West Suffolk Pain Sarvicas
See Step 4 or seek specialist advice

h 4

-P'Dwe

Discuss with patient:
= Risks and benefits of long term opicid
therapy and impairment of driving skills  » Keep a diary of twice daily reparts of
Taking opivids for pain.

= Agree and document reafistic goals
of trial 2.g. 30-50% reduction in

Trial of high dose opioids
{nat to be initiated by non medical prescribers outside specialist areas)
pain; if intermittent flare ups trial for
long enough to observe effects on 2-3
episodes of increased pain
and pain infensity, comments on deepand  » A small proportion of people may
activity levels, doses taken and side abtzin good pain relief with opioids in
the long term if the dose can be kept
low and use is intermittent

pain intensity, specific functional
smprovementimprovement in sleep

leafi

« Tzl opicid for 1-2 wesks if in constant

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

W

Oxycodone oral solution up ta 46 hourly: age related dose

Marphine Sulfate arsl schution

Age related dose for oral solution
up to 4-5 hourly: age related dose 46 hourly
OR

e e P R Age . Dwrrdone
.mmhmmu ‘ 1530 75125 ma Imgbma

g [ T 0 mg S5 tmg

e patint mm}eran!inrrn‘pﬁmandmsdmdwmﬁrﬁ‘cﬁ 6063 | 2575mg | 125dmg
s e 7085 | 25%ma 12525 mg

85 iEm 135 mg

= Prescribe for 1-2 weeks trial, adjust to

optimal dose and reassess

DO NOT prescribe opioid dese >00 ma/
24 hours of oral marphine equivalent
unless on advice from the West Suffolk
Pain Services (risk of overdose)

HARM > BEMEFIT if opicid doss

>120 mg! 24 hours of oral marphine

equivalent
L 4

Trial unsuccessful
« Trial meffective or not tolerated taper down
and discontinue opicid over one
even if no other treatment is available.

Trial successful {and safe lo contnie)
Convart to madified relaase
Monitor: analgesia, activity, adverse effects, mood, sleep and
aberrant behaviours
= Once dose and symptoms are stable, and no additional dinical
concerns, review 3-6 monthly
Cansider tapering dose down at reviews

Access and)

KEY MESSAGES Dose equivalence and changing opioids:
Benzodiazepines: extreme caution if prescribing f‘“ x* g0 o chonic backpaln, romelg o hescaches.
with strang opioids and short term anly. p.mu.mmrmrnm il P":m
impaiment:
Heuan( i

impsiment: Seek advice
Further information: Opinids Aware

e 1OV M2 e Y A 010 1 N NE
4 EUCAR secommendatiors, for fibmmyia 10
*CYFIDE uhira rapid metabalizers.

1 overmber 2017, fiview

Pandhaced by the WICEE Medicines Mangm-ﬂ:mwwm Suffclk Pan Servizes.
Vrsion Date Mavember 7019




Prescription opioids: patient information

[INHS|

West sutfolk

Chnisal Commiasiring Greun

aking Opioids for Pain

PAIN LADDER - CHRONIC PAIN
Pain treatment pathway for non-cancer chronic pain = 3 months durathon in adults in primary care'" '~

-
Key Principles ‘]
» Consider early referral 10 West Sufiol: Pain Service Sirj
eugessive, uncontrolied or rapid escatating oploid reqy CONTSUED FROM STEPS 1.2 &3 OVERLEAF

preventing sleep, funciion or work, of causing distresy
Progressing through she steps balow does not guaran)

considered to be some est pi . sfter surgery,

s injury and eancer

Opioid drugs can h - - — rekel. Medication does ot always work: stop me
9 iRfaration Lesfiet » Zamoethly medication s ane mecominended for 4
How are opicids
e niormation Lea | Priotitise Polypharinacy Medication Reviews for i
fhan should | tal o
v Ten Opioid Safety Messages | sters |

Assessment and non pharmacologic
_ o e
Ensure you know: nnsider possibiity of neuropathicmined pain: neay

» Esiablish expactations and agréed goals

Why the opicid medicin FACULTY OF . m@,} ,h;mw,gw ,‘,W, and prov
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Opioid tapering

resource pack

INHS)

West Suffolk

O el Commizsianing Group

OPIOID TAPERING FOR CHRONIC NON-CANCER PAIN
Guldance for adults In primary care **

~
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OPIOID TAPERING FOR CHRONIC NON-CANCER PAIN
‘Guldance for adulis In primary e
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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.

[NHS |

West Suffoll

PAIN LADDER - CHRONIC PAIN

Pain treatment pathway for non-cancer chroalc pain = 3 months duration in adults In primary care' "1

i Key Pnncmles

= Consider arly referral to West Suffolk Pain Service Sin gEPo nt of Access in patients with
XCESSIVE, ur nts, andror significant pain

i n does not always work: mp medl ines that au not wurkinﬂ
= F-manthly med a't ia7g} re\.'lews are recormmended for all patients taxing regular Ig
prioritise Polyy v for taking ofp ar

Assessment and non pharmacolegical strategies
= Exclude red flags. Asses: smlndmpa:.l dgello.w_ﬂags

= Consider possibility of neurcpathicim pain: neuropathic pain ladder
= Establish expectations ndaqr&dgc l

= Discuss non pharmacological strategies and provide signposting information
= Consider referral to: Wellbeing Service, physiotherapy. gentle exercise/weight loss
programmes or TENS




Non-pharmacological hyperlinks
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West Suffolk
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PERSISTENT PAIN: SUPPORTING SELF-MANAGEMENT
CLINICIAN'S QUICK GUIDE

Pain Cycle

&® -

Moore P 2017

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

Assess: patient's confid to self

Enable access: to resources/tools to increase knowledge & skills ]

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

PLEASE TURN OVER FOR RESOURCES AND TOOLS —

. Version 1 Nowamber 2017, Review Date November 2019,

£
S INHS
w West Suffolk

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. 8 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 — Py point 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.

M if-help - 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 BPS secretariat on 0207 269 7840 or
info@britishpainsociety.org

Overcoming chronic pain - A self-help guide using i havi chni
can be borrowed from the library.

This boek on prescription

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 selection 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.

Frocuced by the WSCCS Madcines Management Taam and Wiest Suftal Fain Servces. Varsion 1 Novomber 2017. Rnview Dato November 2013,




Gabapentinoids

B oo cuasonso Auvenc 4

Research Letter

MNovember 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
Enciand England

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

PHE 2014

Advice for healthcare professionals:

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

* 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
neurclogical disease, or renal impairment, and patients taking
other CNS depressants

® report any suspected adverse reactions on a Yellow Card

MHRA 2017




Pregabalin and gabapentin withdrawal
summary guidance

WSCCG 2019

$n IVHS|
" West Suffolk

Clinical Commissioning Group

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

Pharmacalogic therany should not be i A lone term SUEIEEY

How often to review
= Atleast monthly, as an absolute priority, for patients with a history of misuse or if recently released from prisont
* B weeks after initiation*
= Atleast every 3 months if co-prescribed with opioids
= Every 36 months for all other patientss
Assess effectiveness, tolerability, adverse effects and adherence

2 2

Indications for trlal W|thdrawa|

= After two months of relative impi 1t in pain followi on

* 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)

*  Onrequest of patient

*  If side effects are intolerable

= [f there is evidence of diversion or non-adherence to treatment

= [f patient is pregnant, breastfeeding or planning to conceive [unless the benefits to the mother outweigh the potential risk
to the foetus or baby)

I 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 3 higher dose of pregabalin or gabapentin is taken following tapering as
tolerance is reduced

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 senvice. Re-attempt tapering in 3-6 months as dictated by patient and
clinical factors.

Patlent Support Available

Patient Information Leafiet:
= Clinical advice via: West Suffolk Integrated Pain N
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Service. Tel: 01284 712528 or 0845 241) 3313 (option 6)

References and resaurces:
1. PrescQiPP. 2016. Bulletin 115 I sain, Prezabsli January 2016
2.WSCOG. 2017 Pain ledder-chrenic pain. Pain ireasment pathway fer nen-canses chrenic pain 23 manths duration in sdulis in primary sars, 2017,
3. NHS England recommendations. 2014, Advice for prescrivers an the risk of misuse of preszbaiin and zabapentin, Dec 2014
C€¥5.2018. Neuropathic pain — druz trastmert, {Last revized November 2018}
2018 initi prescribing for chraric o ary care. Quick reference pide.
NHS Scotland. 2018. Gabapentingid prescribing for.ch 1y sare. Besgurces for clinicians and boards, Scottizh Government and NHS. 2018,
Quality prezcribing for chronic pain. A guide for improvemen: 2018-2021

Teamin ion with West Suffolk Intezrated Pain Management Service. Final version 1. Jaruary 2019,
Review: January 2021
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Gabapentinoids:
Key resources and quick reference guide
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Gabapentinoid Prescribing for Chronic

Conic ign sad stoppive

Pain in Primary Care

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

VERSION 1.2 - 11" December 2018

Journal of Anesthesiology and Pain

https://www.therapeutics.scot.nhs.uk . i ‘
% '/ esearch Grangsr, J anesthesiol pain res 2018, 21

/pain/ :

Gabapentinoids for Chronic Pain: Do the Harms Outweigh the Benefits?

SW Health, Rayal North Shore Hospital, Australis, E-ras

©
amykgrangergmai com
i ember 3, 2018 December 12, 2018; December 18, 2018

" c Atirbution License, which

s unrestricled use.

Copyright: K. This iz an open-access artice the terms.
ditribon any madium, providad the ongenal author and sourc 1 cr

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



Summary-a good prescription

(Stannad 2016,2018)

FACULTY OF

(3, O]

i; PAIN MEDICINE

of the Royal College of Anaesthatists

Briefing to Hualth Prof Is on the of Opiaid Medicati

bernd P
management thiough othes strategies and treatments.

The required services noed to be fully commbssioned ta suppart patients,

|s effective for the condition
Does not harm the patient

Does not harm anyone else
|s acceptable to the patient

Is legal and accurate

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

‘big deal’ in relation to iatrogenic harm
Stannard BJA 2018 120(6) 1148




Thank you

Further information and references on request

Christine.waters4@nhs. net

E @Chrisrgwatersi



What do we know



Key changes to updated framework

(Hall 2019)

% Unwersny of
Reading

3. E-SYSTEMS AND REMOTE PRESCRIBING

*4.9 Electronically generates or writes legible unambiguous and
complete prescriptions which meet legal requirements

*4.10 Effectively uses the systems necessary to prescribe medicines
(e.g. medicine charts, electronic prescribing, decision support)

+ 7.3 Identifies the potential risks associated with prescribing via
remote media (telephone, email or through a third party) and takes
steps to minimise them

Imperial College Healthcare INHS
———




Key resources to support remote
prescribing wizos

% Universi.ty of
% Reading

3. RESOURCES

» What practice standards exist to support remote prescribing?

« Standards of proficiency for nurse and midwife prescribers
« Standard 20

* GMC guidance
» Good practice in prescribing and managing medicines and devices
« Paragraph 60

Imperial College Healthcare INHS
NHS Trust




Context: a brief history

Picton 22017

)
% ROYAL PHARMACEUTICALSQCIETY «Section Title

Context: a brief history

+  Developed to support the introduction of
non-medical prescribing.

+  Developed before competency frameworks
became commonly used in the NHS.
Extensive empirical research.

«  Individual frameworks for nurses and
midwives, pharmacists, optometrists and
allied health professionals.

+  Used extensively in practice to underpin
curricula development, as part of approved
education programmes and to facilitate
continuing professional development.




Context: a brief history

Picton 22017

5 ]
ROYAL FHARMAC] SOCIETY

*Section Title

Context: a brief history

«  Cumulative development experience
and practical application indicated
that, regardless of professional
background, there is a common set of
prescribing competencies.

*  Asingle competency framework for all
prescribers was published in May
2012 (consolidated the profession
specific frameworks then updated
with input from doctors and dentists).

A single competency
framework for all prescribers

Thin sinle prescribing compelency famewok | all previous prudeasion
specific competency fameworks mublishen by the: National Prescribing Cenfre:




Using the framework for service
improvement and revalidation

* Nfrom standrads
* Edcuaytopn revalidation
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