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[bookmark: _Toc57824978]Introduction

This educational and resource pack brings together helpful resources that primary care teams can use within their practice.  It aims to support the appropriate use and review of controlled drug prescribing in Surrey Heartlands. 
Please note that our local guidance document “The Pharmacological Management of Persistent Non-Malignant Pain in Adults” is on PAD and contains additional resources.
[bookmark: _Toc57824979]Acknowledgements

This pack draws on work from a number Clinical Commissioning Groups and Health Boards. 
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Cambridgeshire and Peterborough CCG, Controlled drugs prescribing information 
West Suffolk CCG, Opiate tapering resource pack, March 2018
PresQIPP, Information about stopping your opioid medication, Feb 2019
Deprescribing.org, Benzodiazepine deprescribing algorithm, Feb 2019
NICE CKS, How to manage a patient who wants to stop taking benzodiazepines or z-drugs 
Oxford University Hospitals – Opioid Calculator



[bookmark: _Toc57824980]CD Safer Prescribing Audit

Surrey Heartlands prescribing audit 20/21 is to audit safety and best practice prescribing process for controlled drugs. 
Overall Aim:
· To review the practice prescribing processes for Controlled Drugs (CDs) to minimise risk of harm (dependency, misuse or diversion) 
Scope: 
· Includes all schedule 2, 3, 4 (part1) and some schedule 5 CDs
· Excludes palliative care patients, and injectable preparations 
· Drugs for ADHD included within part A only
Objectives: 
· To identify adherence to recommended prescribing guidelines for CDs with respect to duration and frequency of prescribing
· To determine levels of co-prescribing of CDs in individual patient’s 
· To assess adherence to best practice recommendations when initiating a CD
· To compare practice processes and policy for prescribing CDs to recommended best practice


[bookmark: _Toc57824981]General information about CDs

[bookmark: _Toc57824982]4.1	Summary of CD schedules factsheet (Cambridgeshire and Peterborough CCG)

https://www.cambridgeshireandpeterboroughccg.nhs.uk/easysiteweb/getresource.axd?assetid=11893&type=0&servicetype=1

[bookmark: _Toc57824983]4.2	Useful information about CDs

Cambridge and Peterborough CCG Controlled Drugs information and resources include factsheets on:
	· Private prescribing,
· CDs for the doctors bag
· CD storage
· Record keeping
· Running balance
· Dealing with discrepancies
	· Patient returns
· Travelling with CDs
· Raising concerns
· Dispensing CDs
· Standard Operating Procedures




CQC advice for GP practices on Controlled Drugs https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-28-management-controlled-drugs
CQC controlled drugs governance self-assessment toolkit for primary care organisations https://www.cqc.org.uk/sites/default/files/20190114_controlleddrugs_selfassessment-primary.xlsx

[bookmark: _Toc57824984]4.3	How to report a CD incident
Use CD incident reporting portal:  www.cdreporting.co.uk
Contacts for NHS England South East Controlled Drugs Team:

Julie Mccan
Controlled Drug Accountable Officer 
Julie.mccann3@nhs.net 
07900 715189
 
Charlotte Vinter
Controlled Drugs Manager
c.vinter@nhs.net
 
Carole Boarer
Controlled Drugs Manager
cboarer@nhs.net



[bookmark: _Toc57824985]Available support services
[bookmark: _Toc57824986]5.1	High Dose Pain Clinic (EStH) 

Patients meeting the referral criteria below may be referred to the pain service at Epsom & St Helier Hospital.
All patients willing to engage will be given the Brief Pain Inventory (BPI) short form and Continued Opioid Misuse Measurement (COMM) forms to complete and bring to their first and last appointment.
The first appointment will be with a pain consultant - setting out expectations, diagnostics and plan.  Subsequent appointments will be with the lead pain nurse (with consultant support) on a monthly basis with instructions to the GP about support and 2 weekly prescriptions tapering opioid doses down.  A help line number will be provided to patients.
Nurse led pain clinics are held at St Helier on Wednesday mornings.
Prescriptions will be done by the GP according to the plan set out in clinic.
When the patient is ready and if necessary pain psychology support will be sought by referral to COPE.

Referral Criteria
· Patients 16 years or older with non-cancer chronic pain on high doses of opioids 
· Greater than 100 mg equivalent of oral Morphine per day. 
(Calculate equivalents for all opioids being taken, guide to equivalents overleaf)
· Patients need to be willing to engage
· Patients need to be psychologically stable not undergoing addiction management
Avoid referral of patients if they have active cancer, or take recreational drugs (e.g. cannabis, stimulants etc.), are in detox programmes or those with unstable mental health.

[bookmark: _Toc57824987]5.2	IAPT / Talking Therapies

CBT for insomnia (CBTi) is offered by some locally commissioned IAPT services.  Information on on how to access IAPT services, including CBT for anxiety / insomnia is here: Local mental health services - Healthy Surrey 

[bookmark: _Toc57824988]5.3	Sleepstation for patients with insomnia

Sleepstation is a drug-free and clinically validated sleep improvement programme delivering cognitive behaviour therapy for insomnia.  Delivered entirely online and carefully tailored to each individual, Sleepstation helps people identify the underlying causes of their sleep problem and provides the support and guidance needed to improve sleep. Clinically proven to combat even the most severe insomnia, the personalised support is what makes Sleepstation so effective. A team of coaches and sleep experts support and guide patients on a journey to better sleep. Further information available from https://www.sleepstation.org.uk/ 
The Sleepstation service is available across England, under contract from NHS England, for patients presenting with primary sleep problems where a referral to Sleepstation is an alternative to referring to a sleep clinic.  GPs can refer patients via the NHS England national contracting arrangement by completing the attached form. 
Please note – Sleepstation cannot accept referrals for patients who:
· Are under 18 years old 
· Are currently engaged with another CBT programme 
· Are currently under the care of a psychiatrist 
· Have epilepsy, mania, schizoaffective disorder, schizophrenia or personality disorder 
· Have a history of psychosis/psychotic episodes, seizures, PTSD, severe migraine or head injury 
· Have very severe untreated generalised anxiety (this should be addressed first) 
· Have been diagnosed with a circadian rhythm disorder 
· Work variable shifts, shifting between day and night shift regularly 
· Do not have regular access to the internet 

Completed forms should be emailed to: tnu-tr.sleepstation@nhs.net via secure NHS email and the application will be processed within 48 hours. The patient will then be contacted to set up an account. 



[bookmark: _Toc57824989]5.4	Insomnia clinic (RSCH)

Royal Surrey Insomnia Service for Adults over 18 years https://www.royalsurrey.nhs.uk/-insomnia-clinic 
The service does not have any prescribers, so they are unable to help with reducing doses’, however they can support with other strategies to help insomnia, requires GP referral.



[bookmark: _Toc57824990]Examples of practice policies - general
[bookmark: _Toc57824991]6.1	CD prescribing policy (Cambridgeshire and Peterborough CCG) 



[bookmark: _Toc57824992]Opioids – examples of practice policies

[bookmark: _Toc57824993]7.1	New patients to practice on Opioids (adapted from GMMMG)




[bookmark: _Toc57824994]7.2	Issuing Opioid Prescriptions (GMMMG)




[bookmark: _Toc57824995]7.3	Practice Procedure for Patients where dependence on, or diversion of, Controlled Drugs has been identified (GMMMG)





[bookmark: _Toc57824996]7.4	Preparation for Dose Reduction (GMMMG)





[bookmark: _Toc57824997]7.5	Patient agreement form (Surrey PAD) 





[bookmark: _Toc57824998]Hypnotics - examples of practice policies
[bookmark: _Toc57824999]8.1	Sample of a GP practice prescribing policy for benzodiazepines and “Z” drugs (Welsh Medicines Partnership)





[bookmark: _Toc57825000]8.2	Example of practice policy- An example of GP practice guidelines for initiating hypnotics and anxiolytics (Welsh medicines partnership)








[bookmark: _Patient_agreement_form][bookmark: _Toc57825001]Prescribing support tools – Opioids

Note:  Dose conversion ratios are approximate as there is a lack of definitive trial data to demonstrate dose- equivalence. They are intended as a guide and may be subject to individual variation.  Prescribers should use with caution, particularly in the elderly, if there are significant co-morbidities or polypharmacy.

[bookmark: _Toc57825002]9.1	Opioid dose conversion – Opioids Aware




[bookmark: _Toc57825003]9.2	Oxford University Hospitals Opioid calculator 

This calculator has been devised to calculate the equivalent Morphine equivalent dose per day in mg. The conversion doses are approximate and assume long term use.  Note this calculator uses old Opioid Aware conversion table, not updated 2020 table.




[bookmark: _Toc57825004]9.3	Suggested opiate dose conversion ratios (SIGN) 




[bookmark: _Toc57825005]9.4	Medicines Q&As on the limitations of using dose conversion ratios (UKMI)								



[bookmark: _MON_1639215608][bookmark: _MON_1639215661]	 


[bookmark: _Toc57825006]9.5	Checklist for opioid prescribing in persistent non-malignant pain in adults (Surrey PAD)



[bookmark: _Toc57825007]9.6	Definitions of Degrees of Renal Impairment including doses of Morphine (Surrey PAD)




[bookmark: _Toc57825008][bookmark: _Toc509864230]9.7	Process for trial of strong opioid (Surrey PAD) 

This process should be followed for all patients prescribed a strong opioid e.g. morphine and oxycodone. Consider also for patients prescribed weaker opioids e.g. codeine, buprenorphine (low dose) and tramadol.



[bookmark: _Toc57825009]9.8	Tapering and stopping opiates




[bookmark: _Toc57825010]9.9	Opiate tapering Resource Pack (West Suffolk CCG)

This resource pack is designed to provide simple structured guidance and resources related to opioid tapering in adults with chronic non-cancer pain. It also contains a protocol for informed evaluation of long term opiate prescribing in primary care and a patient letter to invite patients for review of their opiate prescribing. 
http://livewellwithpain.co.uk/wp-content/uploads/2828-NHS-WSCCG-Opioid-Tapering-Resource-Pack-3.pdf

[bookmark: _Toc57825011]9.10	Opioid Risk Tool:

The Opioid Risk Tool (ORT) (from www.drugabuse.gov) is a brief, self-report screening tool designed for use with adult patients in primary care settings to assess risk for opioid abuse among individuals prescribed opioids for treatment of chronic pain. Patients categorized as high-risk are at increased likelihood of future abusive drug-related behaviour. The ORT can be administered and scored in less than 1 minute and has been validated in both male and female patients, but not in non-pain populations. 




[bookmark: _Toc57825012]Prescribing support tools - Gabapentinoids
[bookmark: _Toc57825013]10.1	Gabapentinoid reducing sheet (NHS Scotland)

Suggested gabapentin and pregabalin reducing regimens.

[bookmark: _MON_1638250905]		 
[bookmark: _Toc57825014]10.2	Gabapentinoid Quick Reference Guide (NHS Scotland)
This document contains information on evidence, side effects and risks, choice of therapy, choosing the correct dosage, high risk patients, reducing regimens and further resources. 






[bookmark: _Toc57825015]Prescribing support tools - BDZs/hypnotics
[bookmark: _Toc57825016]11.1	Difference between Benzos and Hypnotics (Welsh Medicines Partnership)
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[bookmark: _Toc57825017]11.2	Benzodiazepine deprescribing algorithm (Deprescribing.org)

https://deprescribing.org/wp-content/uploads/2019/03/deprescribing_algorithms2019_BZRA_vf-locked.pdf

[bookmark: _Toc57825018]11.3	How to manage a patient who wants to stop taking benzodiazepines or z-drugs (CKS)

Guidance from NICE CKS on approaches for withdrawal of benzodiazepines or z-drugs



[bookmark: _Toc57825019]11.4	Problems associated with the long-term use of benzodiazepines (Welsh Medicines Partnership)

The long-term use of benzodiazepines is associated with a number of adverse effects and other complications. This document contains information on adverse effects, complications relating to long term use and signs of dependence. 






[bookmark: _Toc57825020]Patient resources – Pain (letters to patients)

[bookmark: _Toc57825021]12.1	Drug holiday (GMMMG)



[bookmark: _Toc57825022]12.2	Inviting patient for review (GMMMG)




[bookmark: _Toc57825023]12.3	Letter for new patients on Opioids for review (adapted from GMMMG)





[bookmark: _Toc57825024]Patient resources – Pain (other resources)

[bookmark: _Toc57825025]13.1	Surrey Heartlands leaflet Opioids – How to reduce or discontinue patient information leaflet (adapted from NHS Fife)




[bookmark: _Toc57825026]13.2	Information about stopping Opioid Medication (PresQIPP)
[bookmark: _Toc23774904][bookmark: _Toc24616982]This document is for you to adapt for your patient(s). Please ensure that you customise the information so that it is appropriate – see notes in document.  Note once you have made amendments check that important information isn’t split across two pages. This section should be deleted prior to giving to the patient.




[bookmark: _Toc57825027]13.3	Safeguarding Users of Opioid Patches by Standardising Patient/Caregiver Counselling (AWMSG)




[bookmark: _Toc57825028]13.4	Surrey Heartlands leaflet - Reducing Gabapentinoids- Patient information leaflet (adapted from NHS Fife)



[bookmark: _Toc57825029]13.5	Pain diary (adapted from GMMMG)



[bookmark: _Toc57825030][bookmark: _Toc23770422][bookmark: _Toc24617001]13.6	Pain and self-care cycles (Live well with Pain) 
https://livewellwithpain.co.uk/resources/resources-for-patients/



[bookmark: _Toc57825031]Patient resources – Anxiety

[bookmark: _Toc57825032]14.1	Surrey Heartlands leaflet - Coming off benzodiazepines and z- drugs, patient information leaflet (Adapted from NHS Cambridgeshire and Peterborough CCG) 




[bookmark: _Toc57825033]14.2	Anxiety diary (adapted from Welsh Medicines Partnership) 




[bookmark: _Toc57825034]14.3	Relaxation guide (Welsh Medicines Partnership) 





[bookmark: _Toc57825035]Patient resources – Insomnia (letters to patients)

[bookmark: _Toc57825036]15.1	Benzo/Hypnotic clinic review (Welsh Medicines Partnership)





[bookmark: _Toc57825037]15.2	Example of a letter to be given to patients who are identified as needing to stop taking their hypnotics (Canadian Deprescribing network)



[bookmark: _Toc57825038]15.3	Example of a letter to be given to patients newly prescribed a hypnotic or anxiolytic (Welsh Medicines Partnership)





[bookmark: _Toc57825039]Patient resources – Insomnia (other resources)

16.1 [bookmark: _Toc57825040]Patient information on insomnia (NHS)





[bookmark: _Toc57825041]16.2	Surrey Heartlands leaflet - Sleeping tablets (adapted from Welsh Medicines Partnership) 




[bookmark: _Toc57825042]16.3	Sleep diary (adapted from Welsh Medicines Partnership) 




[bookmark: _Toc57825043]16.4	The good sleep guide (Welsh Medicines Partnership) 


[bookmark: _Toc57825044]16.5	New Drug Driving Rules leaflet (Department for Transport)

https://extranet.dft.gov.uk/think-downloads/wp-content/uploads/sites/29/2015/01/150213-10349-DfT-New-Drug-Driving-Rules-A5-Leaflet_DIGITAL-Amended.pdf



[bookmark: _Toc57825045]GP education resources

Opioids aware:
Developed by The Faculty of Pain Medicine of the Royal College of Anaesthetists  to support the safe and rational use of opioid medicines. The decision to prescribe is underpinned by applying best professional practice; understanding the condition, the patient and their context and understanding the clinical use of the drug. 
MHRA educational modules for safer prescribing
The MHRA has developed educational modules for medical, nursing and pharmaceutical professions – opioids and benzodiazepines.
The Faculty of Pharmaceutical Medicine of the Royal Colleges of Physicians of the United Kingdom has approved this learning module for CPD credits.
· Benzodiazepines – 2.5 CPD credits
· Opioids – 2 CPD credits
They can be accessed here: https://www.gov.uk/government/publications/e-learning-modules-medicines-and-medical-devices/e-learning-modules-medicines-and-medical-devices.
Kernow CCG information for clinicians:  
https://www.eclipsesolutions.org/Cornwall/info.aspx?bnfotherid=7
INFORMATION FOR CLINICIANS - VIDEO PRESENTATIONS 
VIDEO - Most recent update March 19 here (6 mins) Cornwall's prescribing update, how last year's videos performed and introducing our NEW video...
VIDEO -  “If I don’t prescribe.... what do I do?”   This video takes you from meeting a pain sufferer through to making a coherent plan in 3 consultations; bosh. You’ll need the HNA questionnaire and the pain cycle paperwork in consultation 2 (18mins) March 19
VIDEO – Deprescribing opioids - when, why and how - practice based and consultation strategies (30mins) March 18
VIDEO – The opioid trial - when, why and how – when to try opioids SAFELY (30mins) March 18

July 2017 VIDEO – Cornwall’s opioid strategy – the demedicalisation of chronic pain – an overview of the opioid climate, our strategy in Cornwall and where you, the clinicians, fit into the program (15 mins)

Prescribing drugs of dependence in general practice - RACGP (2020)
Royal Australian College of GPs clinical guidelines on prescribing drugs of dependence, very useful range of resources including guidance on prescribing, practice support documents and checklists.

Medicines Management Team Surrey Downs ICP. 
Approved by Surrey Heartlands MM Cell November 2020
Review date: 21/11/22

image3.png




image38.emf
Anxiety diary  (AWG).docx


Anxiety diary (AWG).docx
Anxiety diary

Use this diary to keep a note of when and where you feel anxious. You only need to make a brief entry, and record how anxious you are feeling using the anxiety scale. The scale is marked from 1 to 10; 1 indicates you are very slightly anxious, 5 is moderately anxious, and 10 is extremely anxious, or the most anxious you’ve ever been.

Filling in the chart will help figure out the cause of your anxiety, and whether there are specific times of the day or week that relate to more severe anxiety episodes. This will help us choose the best way to deal with your anxiety problem.



Your name …………………………………………………………………………………….

		Day, date and time

		Where are you?

		What are you doing?

		Anxiety scale

1 to 10 (10 extremely anxious)



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		










image39.emf
Relaxation guide  (AWG).docx


Relaxation guide (AWG).docx
Dealing with physical tension

· Finding and dedicating time to relax is essential. Give relaxation some of your time, not just what’s left over.

· Incorporate relaxing activities into your lifestyle. Do not rush tasks or try too hard to resolve issues.

· Adopt a relaxation routine, but do not expect to learn without practice.

· Relaxation routines are available (audio recordings) which help to relieve muscle tension and teach appropriate breathing exercises.

· Try not to worry about tension symptoms, such as aches, stiffness, increased heart rate, perspiration, stomach churning, etc.

· Keep fit and try adhering to a physical exercise regime. Regular brisk walks or swimming can help relieve tension.

Dealing with worry

· Accept that worrying is normal and on occasion it may be useful.

· Write down your concerns and decide which ones are more important using a rating system (i.e. marks out of ten).

· Work out a plan of action for each problem.

· Share your worries with friends, relatives or your GP, as they may provide helpful advice.

· Mentally repeating a comforting phrase may help block out worrying thoughts.

· Similarly, reading, crosswords, hobbies and interests may all help keep your mind active and positive.

· Enjoy quiet moments (e.g. sit and listen to relaxing music). Allow your mind to wander and try to picture yourself in pleasant situations.

Dealing with difficult situations

· Build your confidence by accepting and confronting circumstances that make you feel more anxious. Adopt a step-by-step approach to help face things and places which make you feel tense. Regular practice will help you overcome these issues.

· Write a plan and decide how you are going to deal with difficult situations.

· For further encouragement, reward yourself and share with others when you overcome difficult situations.

· As you face difficult situations your confidence will grow and your anxiety symptoms should become less troublesome.

· Everyone has good and bad days. Expect more good days as time goes on.

Try to put together a programme incorporating all the elements presented in The good relaxation guide” that meets the needs of your particular situation.

· Remember that expert guidance and advice is available if you need further help.
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Patient letter - BZD and hypnotics for review.docx
a) [bookmark: _Toc26860368]Benzo/Hypnotic clinic review (Welsh Medicines Partnership)

Clinic appointment Practice name and address

Dear ………………………

I note from our records that you have been taking ………………………………. tablets for some time now. There has been increasing concern about sleeping and anxiety drugs (such as ……………………………) when they are taken for long periods of time. National guidelines state they should not be used for more than four weeks. This is because:

· with time your body adapts to these drugs and they become less effective (tolerance develops);

· taking them for long periods can worsen anxiety and sleeplessness;

· these drugs may cause drowsiness, clumsiness and confusion. You may not be safe to drive or to operate machinery. They may also lead to falls (and fractures), particularly in elderly people;

· these drugs are addictive.

Our aim is to help you become less reliant on the tablets and to reduce the amount you are taking, with the possibility of stopping them completely at a future date. However, stopping this treatment suddenly can lead to unpleasant withdrawal symptoms and therefore needs to be done in a very gradual and controlled way. We plan to reduce your prescription over the next few months and monitor your progress as part of the practice’s medication review process.

To encourage you to do this the practice is setting up a clinic for patients to discuss the long-term use of sleeping and anxiety tablets. …………………………………………., will be running the clinic, and I have made an appointment for you to see them on the …………………………….… at………………….. If this is inconvenient please telephone the practice to re-arrange your appointment.

If you have any other queries or concerns, please contact the practice to discuss them.

Yours sincerely
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Patient Letter stopping hypnotics, Canadian deprescribing network.docx
[bookmark: _GoBack]Insert practice name and/or letterhead



Address



Date 





Dear [Patient name]



I am writing to you because I note from my records that you have been taking <medication> for some time now. Recently, doctors have become concerned about this kind of sedative-hypnotic medication (also known as sleeping pills) when it is taken over long periods.  



Using these medications over a long period is no longer recommended because scientific research has shown that they can lead to harmful side effects, including falls and fractures, memory and sleep problems, and they can be addictive. In other words, the body can get used to these tablets so that they no longer work properly.  



I am writing to ask you to consider cutting down your dose of these tablets and perhaps stopping them completely at some time in the future. As each person is different, I would like to discuss this with you in person within the next 3 months.  



Stopping sleeping pills suddenly can cause unpleasant withdrawal side effects. To avoid this, we can discuss a gradual tapering protocol that will reduce your dose very slowly. Once you start to reduce your dose, you may be able to think about stopping them altogether. We can also help put in place non-drug therapies to help you sleep, which have been proven safer and also more effective.   



If you would like to talk to me personally about this, I would be pleased to meet with you at a mutually convenient time.



Yours sincerely,



<signature of patient’s own General Practitioner>
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Patient letter - stopping hypnotics AWG.docx
Dear …………………………………………..



You have been prescribed a short course of ……………………………………by your doctor. This medicine can help you cope with short periods of severe stress or sleeplessness; however it is not intended for long-term treatment in order to avoid drug dependence.



Your GP will initially prescribe this drug for a maximum of 14 days. You may be offered a follow-up appointment in case you need support, alternative treatment or referral (for example to a team who can arrange relaxation treatments). Taking this drug for more than 14 to 28 days may lead to problems, such as:

· Depression, reduced ability to handle situations, and addiction;

· An increase in accidents on the road, and with work machinery;

· An increase in falls.



Long term treatment often makes sleep difficulties worse and may even make it difficult to discontinue drug use, so please do not ask for further supplies when these run out. Try to sleep without taking a tablet one, two or three nights a week. Avoid caffeinated drinks such as coffee, tea, Red Bull and cola after 3 pm as these may keep you awake, and avoid late-night physical and mental stimulation. In addition, avoid alcoholic drinks when taking a benzodiazepine, particularly when first starting treatment.



If you are being treated for anxiety you will be given a supply of medicine for a short period.



Do not drive or operate machinery while under the effects of these drugs



There are leaflets available that can give you further advice about sleeping tablets, relaxation and how to get a good night’s sleep. Please ask your doctor, pharmacist or nurse.
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Insomnia

Insomnia means you regularly have problems sleeping. It usually gets better by changing your sleeping habits.

Check if you have insomnia

You have insomnia if you regularly:

· find it hard to go to sleep

· wake up several times during the night

· lie awake at night

· wake up early and cannot go back to sleep

· still feel tired after waking up

· find it hard to nap during the day even though you're tired

· feel tired and irritable during the day

· find it difficult to concentrate during the day because you're tired

You can have these symptoms for months, sometimes years.

How much sleep you need?

Everyone needs different amounts of sleep.

On average, we need:

· adults: 7 to 9 hours

· children: 9 to 13 hours

· toddlers and babies: 12 to 17 hours

You probably do not get enough sleep if you're constantly tired during the day.

What causes insomnia?

The most common causes are:

· stress, anxiety or depression

· noise

· a room that's too hot or cold

· uncomfortable beds

· alcohol, caffeine or nicotine

· recreational drugs like cocaine or ecstasy

· jet lag

· shift work

Illnesses and other things that can cause insomnia



How you can treat insomnia yourself?

Insomnia usually gets better by changing your sleeping habits.

Do

· go to bed and wake up at the same time every day – only go to bed when you feel tired

· relax at least 1 hour before bed – for example, take a bath or read a book

· make sure your bedroom is dark and quiet – use thick curtains, blinds, an eye mask or ear plugs

· exercise regularly during the day

· make sure your mattress, pillows and covers are comfortable

Don't

· do not smoke or drink alcohol, tea or coffee at least 6 hours before going to bed

· do not eat a big meal late at night

· do not exercise at least 4 hours before bed

· do not watch television or use devices right before going to bed – the bright light makes you more awake

· do not nap during the day

· do not drive when you feel sleepy

· do not sleep in after a bad night's sleep – stick to your regular sleeping hours instead

How a pharmacist can help with insomnia

You can get sleeping aids from a pharmacy. But they will not get rid of your insomnia and they have many side effects.

Sleeping aids can often make you drowsy the next day. You might find it hard to get things done.

You should not drive the day after taking them.

Non-urgent advice: See a GP if:

· changing your sleeping habits has not worked

· you have had trouble sleeping for months

· your insomnia is affecting your daily life in a way that makes it hard for you to cope

Treatment from a GP

A GP will try to find out what's causing your insomnia so you get the right treatment.

Sometimes you'll be referred to a therapist for cognitive behavioural therapy (CBT).

This can help you change the thoughts and behaviours that keep you from sleeping.

GPs now rarely prescribe sleeping pills to treat insomnia. Sleeping pills can have serious side effects and you can become dependent on them.

Sleeping pills are only prescribed for a few days, or weeks at the most, if:

· your insomnia is very bad

· other treatments have not worked
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Sleeping tablets

The following advice applies to people prescribed benzodiazepines (temazepam, loprazolam, lormetazepam, nitrazepam) or ‘Z’- drugs (zolpidem and zopiclone).



Why are doctors reluctant to prescribe sleeping tablets?

Sleeping tablets may cause significant problems, which include:

· Drowsiness and clumsiness. People taking sleeping tablets are known to have more accidents (e.g. falls and car-related incidents), therefore it may not be safe to drive or operate machinery. Older people taking sleeping tablets have an increased risk of falling and sustaining bone fractures (e.g. hip injury).

· Mood and mental changes. Some people can become aggressive, confused, forgetful or depressed.

· Dependence and tolerance. Your body may rapidly get used to the effect of sleeping tablets; hence they may fail to help if you keep taking them. Some people may become addicted to sleeping tablets (i.e. dependence problems), which implies that withdrawal symptoms will occur if the medicine is stopped suddenly. Typical withdrawal symptoms include anxiety, panic attacks, sweating, headaches and shaking. Other symptoms may include the inability to sleep, sickness or being oversensitive to light and sound.





What is the alternative to sleeping tablets?

Your doctor, nurse or pharmacist can give you advice on how to tackle poor sleep without drug intervention. Advice includes reducing the intake of stimulants (e.g. caffeinated substances), more exercise and suggestions to improve your bedtime routine.

Advice if a sleeping tablet is prescribed

Sleeping tablet prescriptions will usually only last a short period (a week or so). Please do not ask for more, or for it to be added to your repeat prescription.

· If you feel drowsy the next day, do not drive or operate machinery.

· Avoid alcohol.

· Never give your sleeping tablets to anyone and always keep them in a safe place (locked cupboard).

Benzodiazepines and driving

A significant number of drivers (25%) involved in road traffic accidents have impaired driving skills owing to alcohol, drugs or illness.

The DVLA is responsible for deciding if a person is medically unfit to drive. It is the responsibility of the licence holder to inform the DVLA of any medical condition that may affect safe driving. 

Failure to notify the DVLA if you have or have had these problems is a criminal offence that may lead to a fine of up to £1,000. 

It is the responsibility of your GP to ensure that all steps are taken to maintain the safety of the patient and the general public. These issues will be discussed when you attend the appointment regarding your prescription.

What if you have been taking sleeping tablets regularly for some time?

As a rule, you should consider reducing or stopping them with advice from your doctor.

Do it gradually. Cut down the dose a little at a time.

Pick a good time to do it. It is best to wait until any life crises have passed and your stress levels are as low as possible. Consider stopping the tablets whilst on holiday, or when you have less pressure from work.

Remember to anticipate and accept that you are likely to have worse sleep when undertaking a tablet reduction regime. However, most people who reduce or stop sleeping tablet medication say they feel much better mentally and physically. There are leaflets available from your practice or pharmacy to help you with coping strategies, and tips on how to naturally improve your sleep pattern.

Look for possible causes such as pain, indigestion, breathlessness or itching. These may interfere with your sleep, but can often be treated without sleeping tablets.Sleeping Tablets



Check with your doctor or pharmacist whether any other medicines you are taking are likely to cause sleep problems. 

Use the ‘Good sleep guide’. Copies are available from your GP practice and include helpful advice on how to get a good night’s sleep. Good sleep patterns can take weeks to establish, but be confident and you will get there in the end.

IMPORTANT. Do not stop your sleeping tablet medication suddenly, as this may cause problems. It is not practical for everyone and you should discuss your case in detail with your doctor first.
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Sleep diary

Use this diary to keep a note of how much sleep you are getting, and how good your quality of sleep is. It is best to fill in the diary as soon as possible after you get up in the morning so that you can remember the details of your sleep that night. It should only take a few minutes to complete, however if this is not possible, make sure that you fill it in before the end of the day, as it is very difficult to remember sleep details after more than one night.



Measuring the pattern of your sleep:

		

		Day 1

		Day 2

		Day 3

		Day 4

		Day 5

		Day 6

		Day 7



		What time did you wake up this morning?



		

		

		

		

		

		

		



		What time did you go to bed last night?



		

		

		

		

		

		

		



		How long did it take you to fall asleep (minutes)?



		

		

		

		

		

		

		



		How many times did you wake up during the night?



		

		

		

		

		

		

		



		How long were you awake during the night in total (hours/minutes)?



		

		

		

		

		

		

		



		How long did you sleep in total (hours/minutes)?



		

		

		

		

		

		

		



		How much alcohol did you drink last night?



		

		

		

		

		

		

		



		How many sleeping tablets did you take last night?



		

		

		

		

		

		

		











[bookmark: _GoBack]Measuring the quality of your sleep:

Please answer these questions using the following scale ranging

from 0 to 4:



		0- Not at all

		1

		2- Moderately

		3

		4- Extremely 









		

		Day 1

		Day 2

		Day 3

		Day 4

		Day 5

		Day 6

		Day 7



		Do you feel rested this morning?

		

		

		

		

		

		

		



		How good was the quality of sleep last night?

		

		

		

		

		

		

		



		How mentally alert were you in bed last night?

		

		

		

		

		

		

		



		How physically tense were you in bed last night?
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The good sleep guide

Establish a regular sleep pattern

· Set the alarm for the same time every morning for seven days a week, at least until your sleep pattern settles down.

· Get up at the same time every day, even if you did not fall asleep until late.

· Do not sleep during the day.

During the evening

· Ensure you ‘put the day to rest’. Think it through and use a notebook if necessary. Tie up “loose ends” in your mind and plan ahead.

· Try to keep yourself fit by performing light exercise in the late afternoon or early evening (later than this can disturb your sleep).

· Have a regular routine before sleep, whereby you wind down during the course of the evening and avoid anything that is mentally demanding within 90 minutes of bedtime.

· Keep your sleep for bedtime (i.e. avoid falling asleep or snoozing in the armchair).

· Do not drink too much caffeinated substances (e.g. coffee, tea and certain soft drinks) and only have a light snack for supper. Try decaffeinated milk-based or herbal beverages.

· Do not drink alcohol to aid your sleep. It may help you fall asleep, but you will almost certainly wake up during the night.

· Make sure your bed is comfortable and the bedroom is not too cold (but not too warm) and is quiet (use earplugs if necessary).

At bedtime

· Go to bed when you are ‘sleepy tired’ and not before.

· Do not read or watch TV in bed.

· Turn the lights off when you get into bed.

· Relax and tell yourself that ‘sleep will come when it’s ready’. Enjoy relaxing even if you don’t fall asleep at first.

· Do not try to fall asleep. Sleep cannot be switched on deliberately but attempting to do so may switch it off!

If you have problems getting to sleep

· Try not to get upset or frustrated as sleep problems are quite common and they are not as damaging as you might think.

· If you are awake in bed for more than 20 minutes, get up and go into another room.

· Do something relaxing for a while and don’t worry about tomorrow. Read, watch television or listen to quiet music and after a while you should feel tired enough to go to bed again.

· Remember that people usually cope quite well even after a sleepless night. Only return to bed when you feel “sleepy tired”.

· [bookmark: _GoBack]Establishing a good sleep pattern may take a number of weeks; however, you should remain confident that you will achieve it by working through this guide.
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		All referrals should be sent by email to 

tnu-tr.sleepstation@nhs.net



		Referral To Sleepstation 

https://sleepstation.org.uk/

0333 800 9404



Date: DD/MM/YYYY



		

		





Referrer Details

		Referring Doctor

		



		GP Practice name or code

		



		Practice address

		



		Practice email address

		






Patient Contact Details

		FULL NAME

		



		Date of birth

		DD/MM/YYYY



		NHS number

		



		Address

		



		Home tel. number

		



		Mobile tel. number

		



		Email address

		



		Reason for referral / clinical notes













Sleepstation can effectively resolve both primary and secondary insomnia. Patients waiting for treatment for depression who are also experiencing sleep problems would be good candidates. Sleepstation should be considered as an alternative to referring to a sleep clinic for CBTi. Please be advised, pregnant ladies with pregnancy related sleep issues would not be suitable candidates for this programme.



Please note, we cannot accept referrals for patients who:

· Are under 18 years old

· Are currently engaged with another CBT programme

· Are currently under the care of a psychiatrist

· Have epilepsy, bipolar disorder, mania, schizoaffective disorder, a  personality disorder

· Have a history of psychosis/psychotic episode, seizures, PTSD, severe migraine or head injury

· Have very severe untreated generalised anxiety (this should be addressed first)

· Have been diagnosed with a circadian rhythm disorder

· Works variable shifts, shifting between day and night regularly

· Do not have regular access to the internet
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NHS

Cambridgeshire and
Peterborough

Clinical Commissioning Group

Controlled Drug Prescribing

Schedule 2 Schedule 3 Schedule 4 pt 1 Schedule 4 pt 2 Schedule 5
Codeine injection | Buprenorphine Chlordiazepoxide | Somatropin Codeine (oral)
Dexamfetamine Gabapentin Clonazepam Testosterone Dihydrocodeine
Diamorphine Midazolam Diazepam (oral)
Fentanyl Phenobarbital Lorazepam Oramorph
Ketamine Pregabalin Nitrazepam 10mg/5Smi®
Lisdexamfetamine | Temazepam Sativex® Pholcodine
Methylphenidate Tramadol Zaleplon

Morphine Zolpidem

Oxycodone Zopiclone

Sodium oxybate

Misuse of Drugs Act (MDA) 1971

The MDA 1971 and its Regulations control the availability of drugs that are considered
sufficiently ‘dangerous or otherwise harmful’, with the potential for diversion and misuse. The
drugs that are subject to the control of the MDA 1971, are listed in Schedule 2 of the Act and
are termed CDs

Misuse of Drugs Regulations (MDRs) 2001

The use of CDs in medicine is permitted by the MDRs. The MDRs 2001 divide CDs into five
Schedules, which dictate the degree to which a CD’s use is regulated. The Schedule in
which a CD is placed depends upon its medicinal or therapeutic benefit balanced against its
harm when misused.

A list of the most commonly encountered drugs currently controlled under the misuse of
drugs legislation is available of the Government website
https://www.gov.uk/government/publications/controlled-drugs-list--2

The Controlled Drugs (Supervision of Management and Use) Regulations 2013

The 2013 Regulation require those who provide services to have up to date standard
operating procedures in relation to the management and use of controlled drugs, which
cover (amongst other matters) best practice relating to—

¢ the prescribing, supply and administration of controlled drugs, and

¢ clinical monitoring of patients who have been prescribed controlled drugs.

CCG factsheets on practical management of CDs are available at
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/prescribing-
information/controlled-drugs/
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Who can prescribe CDs?

Prescriber

Permitted to prescribe

Chiropodist / podiatrist independent
prescriber

For the treatment of organic disease or injury
provided that the CD is prescribed to be
administered by the specified method:

e Diazepam,;

¢ Dihydrocodeine;

e Lorazepam; and

e Temazepam

By oral administration.

Doctors No restrictions (except Diamorphine,
Dipipanone or Cocaine for the treatment of
addiction without a licence)

Dentists CDs included in the Dental Prescribing

Formulary (Part XVIIA of the Drug Tariff) on
an FP10D prescription.

Community Practitioner Nurse Prescribers

No CD prescribing

Optometrist Independent Prescriber s

No CD prescribing

Nurse Independent Prescribers

Any Schedule 2, 3, 4 or 5 CD (except
Diamorphine, Dipipanone or Cocaine for the
treatment of addiction).

Physiotherapist Independent Prescribers

For the treatment of organic disease or injury

provided that the CD is prescribed to be

administered by the specified method:

¢ Diazepam, Dihydrocodeine, Lorazepam,
Morphine, Oxycodone, Temazepam, by
oral administration;

e Morphine for injectable administration;
and

e Fentanyl for transdermal administration.

Pharmacist Independent Prescribers

Any Schedule 2, 3, 4 or 5 CD (except
Diamorphine, Dipipanone or Cocaine for the
treatment of addiction).

Supplementary Prescribers

Any Schedule 2, 3, 4 or 5 CD (except
diamorphine, cocaine and Dipipanone for the
treatment of addiction), providing it is in
accordance with the patient’s clinical
management plan.

Any prescriber wishing to write a private prescription for a Schedule 2 or 3 CD that is
intended to be dispensed in the community must do so only on the designated stationary
and include their private prescriber number (contact NHS England for further information
https://www.england.nhs.uk/mids-east/our-work/controlled-drugs/ )

Prescriptions for Schedule 2, 3 and 4 CDs are only valid for 28 days.

It is recommended that prescriptions for Schedule 2, 3 and 4 CDs are limited to a quantity
necessary for up to 30 days clinical need. In exceptional circumstances where the prescriber
believes a supply of more than 30 days medication is clinically indicated and would not pose
an unacceptable threat to patient safety, the prescriber should:

» Make a note of the reasons for this in the patient’s notes
* Be ready to justify his/her decision if required
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Essential Process

| Minimum standards

Prescribing — general processes

Initiation of CDs

e Schedule 2, 3 and 4 CDs should only be prescribed after
careful consideration of the risks and benefits

e CDs are preferably only initiated by a doctor that knows the
patient well

e Locums and registrars are encouraged to discuss acute
prescriptions for Schedule 2 or 3 CDs with a senior partner

e CDs Locums and registrars never add schedule 2, 3 or 4

CDs to the ‘repeat medication list’

The practice aims to prescribe modified release

preparations in preference to immediate release

formulations

The practice aims to prescribe liquid formulations instead of

immediate release solid dose formulations for prn dose.

The practice aims to prescribe only monthly quantities

The practice aims to minimise prescribing of low strength /

high volume formulations

¢ The practice follows CCG formulary guidance on choice
and formulation of CD

Monitoring of CD
prescribing

The Controlled Drugs
(Supervision of
Management and Use)
Regulations 2013
require provision of
standard operating
procedures for clinical
monitoring of patients
who have been
prescribed controlled
drugs

¢ The culture of the practice allows open peer review and
scrutiny of CD prescribing at clinical meetings;

e Usual triggers for this will be anecdotal when someone has
spotted ‘something odd’ in a patient’s medical records

¢ The practice does regular audits of CD prescribing to look
for unusual products, quantities, dose, formulations and
strength

Out of hours requests or
prescriptions for CDs are
automatically
incorporate into the
medical records (unless
the patient has opted out
of sharing data)

e Each OOH CD request / prescription triggers a review of
the medical records and the medication record

e The reviewing clinician makes an entry in the medical
records of this review

Significant Event
Analysis

¢ The practice has SEA processes in place to support review
of incidents that involve CDs

e The practice routinely liaises with MOT regarding incidents
involving CDs

¢ The practice should be aware of how to contact the
Cambridgeshire police CD Liaison Officer

e Incidents involving CDs must be reported the NHS England
CDAO. This should occur within 48 hours.

Prescribing —
Repeat Prescribing

Current legislation does not allow Schedule 2 and 3 CDs to be prescribed as repeat
prescriptions (i.e. to be part of the repeat prescribing or dispensing system, also called

‘Batch prescribing’).

It is common practice to allow patients to receive a prescription for Schedule 2,
3 or 4 CDs (hand signed by a practitioner) without a consultation. This is not
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subject to legislation, but is a clinical decision made on a case by case basis.

Repeat Prescribing:
Allowing patients to
receive a prescription for
Schedule 2, 3, or 4 CDs
(hand signed by a
practitioner) without a
consultation

The ability to create computer-generated prescriptions for
Controlled Drugs has made the actual process of
prescribing opioids much easier and opioids may be
entered into opioids onto repeat prescribing systems.
However, this practice is discouraged.
In general, opioids should not be added to the repeat
prescribing system but should be generated as acute
prescriptions.
If an opioid has a demonstrable positive benefit for an
individual patient and there is a robust system for
monitoring use then consideration may be given for short-
term authorisation of repeat prescriptions.
The prescriber and patient together should review the
continuing benefit of opioid therapy and potential harms at
regular intervals (at least twice each year).
Practices should actively assess whether changes to a
patient’s prescription should be notified to the dispensing
contractor, especially where these changes made are mid
cycle or shortly after a script has been issued.
Practices with attached dispensary or pharmacy do not
allow patients to collect ‘repeat prescriptions’ for S2 or 3
CDs without a doctor signature.
Repeat requests for S2, 3 or 4 CDs are subject to a strict
Standard Operating Procedure within the practice with
clear lines of accountability and responsibility for admin
staff and clinical staff
Prescriptions for CDs are signed by the doctor that knows
the patient the best: ‘the usual doctor’.

e Medication review is auditable with clear evidence in the

medical records that total quantities issued have been
reviewed and found to be clinically appropriate by the
doctor that knows the patient best: ‘the usual doctor’

Interaction with CCG, MOT, and the NHS England CD Accountable officer

Dealing with medicine
Optimisation updates
(e.g. Think! Medicines)

The updates are circulated in the clinical team and
discussed at the clinical meetings and easily available
electronically for reference

These updates are incorporated into the practice
prescribing policies

Dealing with requests for
information from MOT
and the NHS England
CDAO

The request is acknowledged and answered promptly
When requested to complete a CD self- assessment, the
form filled in by the most appropriate senior clinician, and
not delegated without clinician input

Information requests and self-assessment declaration are
discussed at the clinical meeting

The practice understands the role of the accountable
officer and its own obligations with regard to CDs

Requesting advice from
MOT for difficult cases

The practice is aware of the MOT prescribing partnership
contact details

The practice is aware of the MOT governance structure for
providing advice and guidance relating to CDs

The practice has active interaction and dialogue with the
MOT who attend practice meetings frequently

Prescribing — Palliative Care

Awareness of local
palliative care
formularies and

The practice is aware of local palliative care guidelines and
can obtain timely advice
A copy of local palliative care guidelines is in the practice

Page 4 of 6






guidelines

and available to all

Liaison with local
palliative care/DN team

QOF quarterly meetings

The practice follows the Gold Standard Framework
principles

Review of all practice deaths (including non-expected,
OOH deaths) with dissemination of good practice and
lessons learned

Anticipatory prescribing

The practice closely cooperates with District Nurses
The practice follows either the CCG Just in case Where
available within the GP clinical system, the CCG End of
Life Care + template is used

Prescribing — Analgesia

Opioid analgesia is not recommended for chronic pain.
The principles of the WHO analgesic ladder should not be applied to prescribing in

chronic pain.

The practice has a
prescribing policy and
formulary which covers
analgesia

¢ The practice follows the most up to date guidance from

Public Health England and Faculty of Pain Medicine —
Opioids Aware

The practice adheres to the Cambridgeshire and
Peterborough formulary

This is to include brand prescribing where indicated
The ‘analgesic ladder’ should only be applied to
requirements of patient’s receiving palliative care
Post-operative analgesia should not be continued in
primary care.

The practice has an awareness of unintended secondary
dependency by excessive / prolonged / in appropriate
prescribing

Prescribing - Emergencies

Administering CDs in an emergency is becoming rare in general practice

Any practice that chooses to have available CDs to be given in emergencies either in the
practice or during home visits must have available sufficient quantity of naloxone (as
defined in the BNF) both in the practice and during home visits.

Administering CDs in
emergencies

Situations that have needed emergency CDs are
discussed afterwards at the practice clinical meetings
The practice reviews annually the frequency and
indications for which emergency CDs are administered

Availability of naloxone

The practice has sufficient quantity of naloxone available
(as defined in the BNF) both in the practice and during
emergency Vvisits
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Prescribing — substance misuse

Tight control of e The practice has a register of these patients

prescriptions for patients e The practice is aware of local substance misuse services
on CDs for substance and referral pathways and when to use them

misuse problems e Methadone or buprenorphine prescribed by the substance

misuse service should be added to the patient’s other
medication record.

e GPs should refer patients to the local substance misuse
service who usually retain prescribing responsibility due to
specialist nature of treatment.

e GPs prescribing for drug addiction should hold RCGP level
2 certificate.

e The concurrent use of methadone with other
opioid(s)/opiate(s) and/or respiratory depressants, e.g.
alcohol, sedatives, which can result in a cumulative
respiratory depressant effect leading to serious patient
harm is avoided.

¢ Clinicians should review these medicines and avoid their
use if possible; and if prescribed, patients should be made
aware of potential interactions.

¢ Any patient on CDs for substance misuse problems have
their requests dealt with by a dedicated clinician with
support from a dedicated admin team member if
appropriate.

e There is written Standard Operating Procedure in place
describing the above process in detail which includes
arrangements to cover absence or leave.

e The care of these patients is subject to an annual audit and
review, the results of which are shared with the whole
clinical team

e Some clinical systems allow restrictions so that
prescriptions for Schedule 2 or 3 CDs can only be printed
only by clinicians, and not by admin team members.

e The practice takes part in clinical governance
arrangements with the local substance misuse services

Prescribing — mental health

The practice has a e Anxiolytics and hypnotics are used for short term
prescribing policy and use only, in accordance with product licence.
formulary which covers e Non-pharmacological interventions should

CDs for mental health always be used first line.

conditions e.g. e They should not be added to repeat lists.
benzodiazepines o Patients already prescribed long term anxiolytics

and hypnotics should be identified and dose
reduction discussed and commenced.
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a) [bookmark: _Toc26817154]New patients to practice on Opioids (adapted from GMMMG)

[bookmark: _GoBack]



Policy for new patients previously prescribed opioids.

· The patient is invited in for a review of their opioids 

· A shared discussion of goals, plans, risks and benefits should take place and a Prescription Agreement should be completed. 

· A management plan should also be agreed.  

· The GP may decide not to continue prescribing an opioid medication previously prescribed. It may be determined that such a medication is not suitable.

· The GP should not prescribe drugs of dependence if they feel that previous prescriptions were inappropriate.

· The GP should evaluate the patient’s condition and only prescribe an opioid of the strength necessary. This may be different to the drug previously prescribed 
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Policy - Issuing Opioid Prescriptions.docx
a) [bookmark: _Toc26817155]Issuing Opioid Prescriptions (GMMMG)





· Patients initiated on opioids will be asked to complete the Opioid Management Plan: Prescription Agreement.

· All new opioids will be issued as acute prescriptions.

· Wherever possible, patients will see the same Prescriber for review of the initial

prescription.

· Where opioids are initiated by an external provider the Practice will only take over

prescribing once a written request has been received.

· All patients will be reviewed within 4 weeks of initiation of an opioid prescription; pain

assessed and a decision made as to the effectiveness of the drug.

· Whilst patients are being stabilised on medication this will be issued as an acute

prescription.

· Where opioids are ineffective they will be stopped, even if no alternative is available.

· Where patients have been stabilised on an opioid which has been shown to be effective this may be added to the patients repeat medication at the prescribers discretion.

· Where opioids are added to repeat prescription the maximum re-authorisation period will be 6 months.

· Patients on long-term opioids will be reviewed every 6 months. Treatment will only be continued where there is on-going evidence of benefit.

· All opioids will be issued on prescriptions with a maximum duration of 1 month.

· All opioid prescriptions will include full directions wherever possible and use of PRN or MDU directions will be avoided.




image8.emf
Policy -  Dependence.docx


Policy - Dependence.docx
a) [bookmark: _Toc26817156]Practice Procedure for Patients where dependence on, or diversion of, Controlled Drugs has been identified (GMMMG)



· If it has been identified that patients are either dependent on, or diverting, controlled drug prescriptions this must be recorded in the patient’s medical record and a READ code added to enable the Practice to monitor/audit. (READ code for Drug Dependence is E24, there is no code for diversion.) 

· The diversion of a controlled drug or prescription must be reported to the CD Accountable Officer via www.cdreporting.co.uk in addition to any other CD incidents.

· If further advice is required, the NHS England South East Controlled Drugs Team may be contacted on the details below:



Sue Carter

Controlled Drug Accountable Officer 

sue.carter10@nhs.net  

07917 262609  

Charlotte Vinter

Controlled Drugs Manager

c.vinter@nhs.net

 

Carole Boarer

Controlled Drugs Manager

cboarer@nhs.net



· If practices need to send out an alert regarding lost or stolen prescriptions, the NHS England Local Area Team should be notified on England.secas@nhs.net who will facilitate a cascade alert to community pharmacies. Further information can be found on Annex A of the ‘Safe and Secure Management of Prescription Stationary’ guidance: https://surreyccg.res-systems.net/pad/Guidelines/Detail/5046

· The Practice must review the patient’s records when considering if it is appropriate to continue to prescribe controlled drugs for the patient. Practices may consider reviewing ordering patterns for immediate family and household members when considering patterns of behaviour.

· The patient should be invited in for review and the appropriate steps taken.

· Practices may issue a small supply of medication to cover the period until the patient attends.

· At the review, Practices should review the appropriateness of the current prescription and steps that can be taken to support the patient such as:

· Reducing and withdrawing medication including an enforced wean

· Reducing script duration e.g. weekly or daily prescriptions

· Discussion about future action should there be further issues

· Referral to substance misuse services
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a) [bookmark: _Toc26817157]Preparation for Dose Reduction (GMMMG)



Factors in deciding whether to wean opioids, and how far to reduce the dose, include:

· Evidence that opioids are not helping – patient’s complaints of pain; patient’s function; reports from patient’s family or associates

· Risk of side effects or complications of opioids

· Risk of drug theft or diversion

· Patient’s ability to cope with the effects of dose reduction

· Risk of patient procuring more dangerous opioids from alternative sources

· Physical co-morbidities

· Mental health co-morbidities including significant emotional trauma



Before weaning discuss the following with the patient:

· Explain the rationale for stopping opioids including the potential benefits of opioid

reduction (avoidance of long term harms and improvement in ability to engage in

self-management strategies)

· agreed outcomes of opioid tapering

· monitoring of pain during taper

· symptoms and signs of opioid withdrawal

· choice of opioid reduction scheme and timing of weaning steps

· incremental taper of existing drug

· defining the role of drug and alcohol services to support dose reduction

· close collaboration between the patient, his or her carers and all members of the patient's health care team

· arrangements for follow-up including agreed prescribing responsibilities

· distraction strategies, social support, help in reducing temptation to relapse

· GP or other healthcare support and monitoring during the wean

[bookmark: _GoBack]
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Patient agreement form - Surrey PAD.docx
Pain management - Prescription agreement – Surrey PAD

This is for you to adapt for your patient(s). Please ensure that you customise the text highlighted in yellow so that the information is appropriate. Please also ensure that once you have made your amendments, any important information isn’t split across two pages, or that an instruction to continue on to a second page is added.

Prescription agreement

		Patient name

		[add patient name]



		Prescriber name

		[add prescriber name]





Please read the information below and complete and sign it once you are happy that you fully understand the information. Please ask your prescriber to explain anything that you do not understand.

I understand that l will receive pain management therapy (opioids) from [insert prescriber name] as part of the management plan to treat my pain condition. This medicine is only one item amongst a range of options for my care. 

This medicine is intended to: 

· Improve my level of mobility and ability to perform daily tasks. 

· Improve my quality of life. 

· Reduce (but not eliminate) my intensity of pain. 

		I have read and understand the potential side effects (provide for patient).

		[bookmark: Check1]|_|



		I understand that this medication if misused can cause grave harm to myself or any other individual who may have access to it.

		|_|





Therefore I will; 

		Keep the medicine in a safe place and not share it with others.

		|_|



		Take the medicine as it has been prescribed to me by [insert prescriber name]

		|_|



		If I require potent medication from another source I will inform my GP

		|_|



		Agree not to take/use recreational drugs during this treatment

		|_|



		Note that this medicine may be withdrawn if the intended benefits are not obtained or abuse of prescription is suspected

		|_|



		Patient name

		[add patient name]



		Patient signature
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a) [bookmark: _Toc26817159]Sample of a GP practice prescribing policy for benzodiazepines and “Z” drugs (Welsh Medicines Partnership)



GPs in this practice will prescribe hypnotics and anxiolytics (benzodiazepines and “Z” drugs) in line with national and locally developed guidelines:

· First line treatment should be non-pharmacological measures.

· Where benzodiazepine or “Z” drug treatment is indicated, first line options should be:

· Anxiolytic: diazepam

· Hypnotic: temazepam, zopiclone



For patients who have not received these drugs regularly, GPs will only prescribe hypnotics and anxiolytics for a maximum of 14 days and at the lowest effective dose. They will only be prescribed if the GP feels that the condition is severe, disabling and subjecting the patient to extreme distress and/or for those where other interventions have not been successful. The following guidance published by NICE will apply:



· The indication for starting a hypnotic or anxiolytic will be documented.

· Other possible causes of sleep disturbance will be recorded (e.g. pain, dyspnoea, depression) and treated appropriately.

· All patients will receive advice on non-drug therapies for anxiety and insomnia.

· Patients will be advised on the potential problems of dependence (i.e. addiction).

· A second prescription will not be issued without a follow-up visit to the GP.

· Benzodiazepines or “Z” drugs should not be taken for more than 2-4 weeks (including tapering off).

· Patients who are already on a regular benzodiazepine or “Z” drug prescription will be assessed and, if appropriate, counselled for a withdrawal scheme with the aim to gradually reduce drug dosage to zero.

· Patients who are unable or unwilling to reduce drug dosage via a managed withdrawal scheme (or who use more than one drug of abuse, or who are dependent on alcohol) may be referred to the substance misuse service in their area.

· Prescriptions for hypnotics and anxiolytics should not be routinely available on repeat. However the practice accepts that there may be a small minority of people who need to be on a small maintenance dose of a benzodiazepine. Examples are people:

· with severe mental health problems under care of a psychiatrist;

· on benzodiazepines for treatment of epilepsy;

· who are seriously or terminally ill.



· Lost prescriptions will not be replaced.

· Patients will be allocated a “usual doctor” and will only deal with this person.

· If a patient takes higher doses than prescribed, and runs out of medication before the next prescription is due, they will not be prescribed extra tablets.

· The practice will undertake a regular review and audit of the prescribing practice of benzodiazepines and “Z” drugs to ensure compliance with national and local guidelines.

· Temporary residents should note that:

· patients not currently on an anxiolytic or hypnotic will be treated according to NICE guidelines and the practice policy

· regular users will not receive prescriptions without proof of dosage, frequency and date of last prescription; this can be obtained from the patient’s surgery. If they remain with the practice for more than two weeks, they should enter the reducing scheme and the policy should be followed as for a registered patient.

· Any new patients currently on hypnotics or anxiolytics will be informed that they will be placed on a withdrawal regime (unless they fall into the exclusion criteria above), when they register with the practice.

· Repeat prescriptions issued by community prescribers for patients detained in a custodial secure environment should be ceased whilst the person is detained. This is to prevent harm by the medication being taken inappropriately on release and/or the supply being used illicitly by the detainee on release or by their representatives. 








image12.emf
Policy - initiating  anxiolytics and hypnotics.docx


Policy - initiating anxiolytics and hypnotics.docx
a) [bookmark: _Toc26817160]Example of practice policy- An example of GP practice guidelines for initiating hypnotics and anxiolytics (Welsh medicines partnership)



· Establish current sleep/anxiety patterns with the help of sleep/anxiety diaries 

· Address any treatable causes of insomnia /anxiety:

· Review concomitant drug therapy.

· Review the timing of regular medication (e.g. sedating medication at night, alerting medication in the morning).

· Consider non-drug treatment options first:

· Give advice (verbally or using patient information leaflets) on nondrug treatments, and record in medical notes whether or not an anxiolytic or hypnotic is prescribed.

· When hypnotics or anxiolytics must be used:

· Use lowest effective dose.

· Use for a short period only. All prescriptions for hypnotics and anxiolytics issued to new patients should be for a maximum of two weeks.

· Ensure that no prescriptions for hypnotics or anxiolytics are on repeat.

· Encourage intermittent use rather than continual use.

· Note that hypnotics started in hospital should not usually be continued in primary care.

· Document indication.

· Provide patients with information and self-help leaflets at the time of initial drug supply. Advise about the potential for dependence (addiction), falls and driving impairment, and document in records.

· Explain that the prescription will not be repeated. Patients will be seen by a GP

before a second prescription is issued.

· In elderly patients prescribe with caution and start at a lower dose. Monitor the response as:

· Unpredictable drug metabolism and interactions may make patients more sensitive to these medicines.

· There may be an increased risk of ‘hangover’ effect due to prolonged half life.

· There may be an increased risk of ataxia and confusion, therefore causing an increase in falls.

· Use clinical judgement to assess the risks/benefits of withdrawal for individual patients.
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9.1 Opioid Dose Conversion - Opioids Aware.docx
Dose equivalents and changing opioids (Faculty of Pain Medicine Opioids Aware)



· Opioid rotation or switching may be considered if a patient obtains pain relief with one opioid and is suffering severe adverse effects.

· When converting from one opioid to another, the initial dose depends on the relative potency of the two drugs and route of administration.

· An individualised approach is necessary.

· Conversion factors are an approximate guide only because comprehensive data are lacking and there is significant inter-individual variation.

· In most cases, when switching between different opioids, the calculated dose-equivalent must be reduced to ensure safety. The starting point for dose reduction from the calculated equi-analgesic dose is around 25-50%.

· A dose reduction of at least 50% is recommended when switching at high doses (eg, oral morphine or equivalent doses of 500mg/24 hours or more), in elderly or frail patients, or because of intolerable undesirable effects.

· The half-life and time to onset of action of the two drugs needs to be considered when converting so that the patient does not experience breakthrough pain or receive too much opioid during the conversion period.

· Once the conversion has occurred, the dose of new opioid should be titrated carefully according to individual response and the patient monitored closely for side effects and efficacy, especially when switching at high doses.

· Withdrawal symptoms (eg, sweating, yawning and abdominal cramps, restlessness, anxiety) occur if an opioid is stopped/dose reduced abruptly.



Approximate equi-analgesic potencies of opioids for oral administration (August 2020)

		[bookmark: _Hlk499151015]Opioid

		Potency Ratio

		Equivalent dose to 10mg oral Morphine



		Codeine Phosphate

		0.1

		100 mg



		Dihydrocodeine

		0.1

		100 mg



		Morphine

		1

		10 mg



		Oxycodone

		1.5

		6.6 mg



		Tapentadol

		0.4

		25 mg



		Tramadol

		0.1

		100 mg







Transdermal buprenorphine changed at weekly intervals

		[bookmark: _Hlk499151274]Buprenorphine

		5 mcg/hr

		10 mcg/hr

		20 mcg/hr



		Codeine phosphate mg/day

		120 mg

		240 mg

		



		Morphine sulphate mg/day

		12 mg

		24 mg

		48 mg









Transdermal buprenorphine changed every three or four days (twice weekly)

		Buprenorphine

		35 mcg/hr

		52 mcg/hr

		70 mcg/hr



		Morphine sulphate mg/day

		84 mg

		126 mg

		168 mg







Fentanyl

		Fentanyl patch strength (micrograms/hr)

		Oral Morphine (mg/day)



		12

		30



		25

		60



		50

		120



		75

		180



		100

		240









Ref https://www.fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/dose-equivalents-and-changing-opioids (Accessed 12 Nov 2020)


image14.emf
OUH opioid  calculator.xlsx


OUH opioid calculator.xlsx
Sheet1

										OPIOID CALCULATOR

										for calculation of oral Morphine Equivalent Daily Dose (MED) in mg/day



										British Pain Society maximum recommended dose in chronic pain is 120mg MED per day*

										(this limit does NOT apply in acute or palliative pain)



										insert the dose of the drug under the name, and the number of doses per day for each drug used

										(these conversion doses are approximate and assume long term use)



								MORPHINE

		Morphine		doses/day		MED		Morphine liquid		doses/day		MED		Morphine tablets		doses/day		MED		subtotal MED

		modified release (mg)						immediate release (mg)						immediate release (mg)

						0						0						0		0

								OXYCODONE / HYDROMORPHONE

		Oxycodone		doses/day		MED		Oxycodone  		doses/day		MED		Hydromorphone (mg)		doses/day		MED		subtotal MED

		modified release (mg)						immediate release (mg)

						0						0						0		0

								FENTANYL **

		Fentanyl patch				MED		Actiq®		doses/day		MED		**There are no safe conversion directions available for transmucosal 

		(micrograms/hour)						(micrograms)						fentanyl products. This a calculation based on Actiq bioavailability and

						0						0		is  ONLY AN APPROXIMATE GUIDE to morphine equivalence

								WEAK OPIOIDS

		Tramadol (mg)		doses/day		MED		Codeine (mg)		doses/day		MED		Dihydrocodeine (mg)		doses/day		MED		subtotal MED

						0						0						0		0

								BUPRENORPHINE

		BuTrans® patch				MED		Transtec® patch				MED		sublingual tablet		doses/day		MED		subtotal MED

		(micrograms/hour)						(micrograms/hour)						(micrograms)

						0						0						0		0

												TOTAL ORAL MORPHINE EQUIVALENT DOSE in mg/day 								0



		Notes:

		morphine		x 1		Modified release morphine - MST®/Zomorph®/Morphgesic®/Filnarine®								Immediate release morphine - Oramorph® (oral solution)/Sevredol® (tablets)

		oxycodone		x 2		Modified release oxycodone - Oxycontin®/Longtec®								Immediate release oxycodone - Oxynorm®/Shortec®

		fentanyl patch [1]		x 60/25

		fentanyl lollipops - Actiq®[2]		x 0.15		** For conversion of other fentanyl formulations please contact OUH pharmacy on 21505 or MedicinesInformation@oxnet.nhs.uk

		tramadol [3]		x 0.1

		codeine [3]		x 0.1		References:

		dihydrocodeine [1]		x 0.1		1. BNF		https://www.evidence.nhs.uk/formulary/bnf/current/guidance-on-prescribing/prescribing-in-palliative-care/pain/pain-management-with-opioids

		hydromorphone [1]		x 5		2. Actiq SPC				http://www.medicines.org.uk/emc/medicine/30547

		Butrans® buprenorphine patch [1]		x 12/5		3. GP notebook				http://www.gpnotebook.co.uk/simplepage.cfm?ID=x20041106080808159860

		Transtec® buprenorphine patch [1]		x 84/35		4. MIMS		http://www.mims.co.uk/opioid-analgesics-approximate-potency-equivalence-oral-morphine/pain/article/1146201

		buprenorphine tablets [4]		x 0.06

						*http://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware



								Template prepared by Dr Jane Quinlan, consultant in anaesthesia and pain management

								on behalf of the pain service of the Oxford University Hospitals NHS Foundation Trust

								with thanks to David Hutchings, Lead Medicines InformationPharmacist

				date Dec 2017				review 2020		version 1.2
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Box 2: Suggested dose conversion ratios

(converting from) (converting to) Divide 24 hour dose of current opioid (column 1) by
Current opioid New opioid and/or new route | relevant igure below to calculate inital 24 hour dose
of administration of new opioid and/or new route (column 2)

Divideby 3

ht o sl morphingin 2 hours | subcutaneous dismrphine (12003 =40mg subcutaneous dzmorphine n 24

'ORALTO ORAL ROUTE CONVERSIONS

oral codeine oral morphine Divide by 10

oral tramadol oral morphine Divideby 5

oral morphine oral oxycodone Divide by 2

oral morphine oral hydromorphone Divideby 7.5

'ORALTO TRANSDERMAL ROUTE CONVERSIONS

oral morphine transdermal fentanyl Refer to manufacturer's information**

oral morphine transdermal buprenorphine | Seek specials palative care advice

‘ORALTO SUBCUTANEOUS ROUTE CONVERSIONS

oral morphine subcutaneous morphine | Divide by 2

oral morphine subcutaneous diamorphine | Divide by 3

oral oxycodone subcutaneous morphine | No change

oral oxycodone subcutaneous oxycodone | Divide by 2

oral oxycodone subcutaneous diamorphine | Divide by 1.5

oral hydromorphone ;‘;:f:ﬂf:,:‘ém Seek specialist palliative care advice

‘OTHER ROUTE CONVERSIONS RARELY USED IN PALLIATIVE MEDICINE

ubcaneous rINEAMUSCUAT | intravenous morphine Nochange

intravenous morphine. oral morphine Multiply by 2

oral morphine intramuscular morphine | Divide by 2

Conversion ratios between strong opioids: Strong evidence for converting between opioids s lacking, with the majority
of studies being single dose, small sample size pharmacokinetic studies, usually in healthy volunteers. A number of dose
‘conversion charts are available and can be useful, but there i significant interindividual variability and they should be used
‘with caution, particularly in the elderly; if there are significant other comorbidities (eg hepatic or renal impairment); or with
polypharmacy.

An altemative dose conversion table is available from The Faculty of Pain Medicine, www.rcoa.ac.uk/faculty-of-pain-medicine/
‘opioids-aware/structured-approach-to-prescribing/dose-equivalents-and-changing-opioids

* The same units must be used for both opioids or routes, eg mg morphine to mg oxycodone
** The conversion ratios of oral morphinextransdermal fentanyl specified by the manufacturer(s) vary from
around 10011 to 150:1
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Q&A 42.8

What are the equivalent doses of oral morphine to other oral opioids when used as analgesics in adult palliative care?


Prepared by UK Medicines Information (UKMi) pharmacists for NHS healthcare professionals
Before using this Q&A, read the disclaimer at https://www.sps.nhs.uk/articles/about-ukmi-medicines-qas/   

Date prepared:  26th September 2016

Background



Morphine is generally the strong opioid of choice for treating moderate to severe cancer pain (1) and a common question is how to convert a dose of another opioid to morphine or vice versa. Other opioids may be preferred, for example, if a patient obtains insufficient pain relief with morphine (or other strong opioid) and/or is suffering severe adverse effects (1,2,3). However, switching to an alternative opioid is only one approach to managing opioid adverse effects. Other strategies include (2):


· Reducing the dose of opioid (and possibly adding adjuvant analgesics).


· Symptomatic management of the adverse effect(s).


· Switching the route of administration.


If the strategies above have not worked, or are impractical, then a decision to convert to an alternative opioid may be taken, preferably with advice from a palliative care or pain team.


Answer
 


Advice on opioid conversion


		NB: Before using Table 1, read the notes below and the Limitations statement at the end of this document.





· Equivalent doses of opioids are given in Table 1. These are an approximate guide only because comprehensive data are lacking and there is inter-individual variation (3). In addition, it should be noted that sources differ in the equivalent doses they quote. Caution is required and careful monitoring during conversion is necessary to avoid both underdosing and excessive dosing (3).

· When converting from one opioid to oral morphine, or vice versa, the initial dose depends on the relative potency of the two drugs (2,3) and route of administration (2). This Q&A deals only with oral administration (see Table 1).

· Some authors have suggested that, in most cases, the calculated dose-equivalent of a new drug derived from e.g. Table 1 must be reduced to ensure safety. Based on clinical experience and published guidelines, the starting point for dose reduction from the calculated equianalgesic dose is 25-50% (2,4,5). This dose reduction is particularly important when high doses are used (4). However, the reduction may not be appropriate if the original opioid failed to control pain (see below). Reasons for this suggested dose reduction include:

· Incomplete cross-tolerance between opioid drugs. This refers to how the tolerance to an opioid currently administered to a patient may not extend to an equivalent dose of another opioid. This may lead to effects (including adverse effects) that would be greater than expected based on equivalent dosing when a switch to a new drug is made (2). 

· There appears to be a large inter-individual variability in response (2). 

· There is a need to adjust for conditions that increase opioid risk (e.g. elderly patients, co-existing medical conditions) (4).

· Most published opioid conversion tables have been derived from short-term studies in opioid-naive patients, which do not account for the influence of incomplete cross-tolerance between opioids (2).

·  A dose reduction of at least 50% is recommended when switching at high doses (e.g. morphine or equivalent doses of 1g/24 hours or more), in elderly or frail patients, or because of intolerable undesirable effects (3). A similar dose reduction is recommended when there has been a recent rapid escalation of the first opioid. ‘As required’ doses should be used to make up any deficit while re-titrating to a satisfactory dose of the new opioid (3).

· When considering opioid conversions, the severity of the pain should also be taken into account. For example, if pain is not controlled by the current opioid then it may be appropriate to administer the calculated equianalgesic dose of the new opioid (4).  

· The half-life of the two drugs needs to be considered when converting so that the patient does not experience breakthrough pain or receive too much opioid during the conversion period. 


· The time to onset of action needs to be considered, for example, if moving from a non-modified release to a modified release preparation. The timing of doses will therefore need to be carefully considered. 

· The total daily dose of the current opioid(s), including all long-acting and breakthrough doses, must be determined prior to conversion. If the patient is on multiple opioids, convert all to morphine equivalents (see Table 1) (2).


· Ensure that ‘as required’ doses of an opioid are prescribed for breakthrough pain (2,6). These should not be modified release preparations or transdermal patches.


· Once the conversion has occurred, the dose of new opioid should be titrated carefully according to individual response (1,4) and the patient monitored closely for side effects and efficacy, especially when switching at high doses (6). Careful monitoring is also particularly necessary when there has been a recent rapid escalation of the first opioid (6). In selected patients who do not obtain a satisfactory therapeutic outcome (improved pain relief or fewer adverse effects), further conversion to a different opioid may be required (2,4).

· Ensure naloxone is available.

Table 1.
Approximate equivalent potencies of oral opioids to oral morphine (see advice above). 


		Converting from another oral opioid to oral morphine:


Multiply the total daily dose of oral opioid by its potency equivalence to determine the equivalent total daily dose of oral morphine.





		Converting from oral morphine to another oral opioid:


Divide the total daily dose of oral morphine by the potency equivalence for the oral opioid which you are converting to.





		Oral Drug 


(refs)

		Duration of action


(hours)


(standard release preparations)

		Potency equivalence to


morphine 


(oral to oral)



		Notes



		Buprenorphine (7,8)

		6 - 8 




		  80 (sublingual) 




		Care required as only one literature source suggests a conversion (7) although this potency equivalence has been cited for a number of years. No dose equivalence studies comparing sublingual buprenorphine with oral morphine have been published (8). Reports of undesirable effects in patients switched to high doses of buprenorphine (6-24mg/24h) (7).



		Codeine (3,9-13)

		3 – 6

		0.08 - 0.1 

		Codeine is partly metabolised to morphine (10). 



		Dihydrocodeine (3,9,12-14)

		3 - 6

		 0.1 

		



		Hydromorphone (1,3,6,11-13,15,16)



		4 - 5




		3.5 - 10




		Some sources suggest using a potency equivalence of 5 when converting from morphine to hydromorphone (15). The manufacturer states an approximate potency equivalence of 5-10 (16).



		Morphine (3,17)

		3 - 6

		1

		



		Oxycodone (1,3,11-13,18-21)

		3 - 6

		1.5 - 2 

		Note high oral bioavailability compared to morphine (18,19). One manufacturer advises a potency equivalence of 1.5 - 2 with prolonged release formulations, together with a 25-50% dose reduction following conversion (20). Other manufacturers state an approximate potency equivalence of 2 (19,21).



		Tapentadol (3,22,23)

		4-6

		0.3 - 0.8

		Manufacturer states that direct opioid conversion has not been studied so potency equivalence has been calculated indirectly. Manufacturer suggests an analgesic potency equivalence of 0.4 - 0.8 (23). Switching from another µ agonist (e.g. morphine) may cause low-grade opioid withdrawal and as required doses of the original opioid should be used to counter this. Role of tapentadol in palliative care is unclear (3). 



		Tramadol (3,11,13,24,25)

		3 – 9

		0.1 - 0.17

		Manufacturer advises a potency equivalence of 0.1 - 0.17 (25).





Equivalent potencies are only approximate and can be unpredictable. When converting from one opioid to another, it is often appropriate to use a lower dose than the suggested equivalence above. Close monitoring for side effects and efficacy is mandatory, especially at higher doses.

Example conversion: 


Converting from morphine m/r 15mg bd to oral oxycodone: 


· Total daily dose of morphine is 30mg. 


· From Table 1, oxycodone potency equivalence = 1.5 – 2.


· Divide 30mg/1.5 = 20mg and 30mg/2 = 15mg.


· Therefore the approximate equivalent total daily dose of oral oxycodone is 15 - 20mg in divided doses. See notes above on how this should be used in practice.


Limitations


· Evidence for the effectiveness of switching opioids when managing cancer pain or chronic non-cancer pain is limited (1,4,26). 

· Considerable inter-individual differences exist in the pharmacokinetic and pharmacodynamic behaviour of different opioids, so individual dose titration is essential (26).

· Much of the dose equivalence information was derived from short term trials conducted in patients with acute post-operative pain, or patients with cancer pain on low-dose opioids and therefore may have limitations in applicability to repetitive administration and/or relatively high doses (4). 


· The studies that are available have differing patient populations, study methods and small sample sizes. The duration of opioid exposure and the issue of tolerance are also factors in the interpretation of data (27). 


· It has been suggested that the directional quality of cross tolerance may not be equal and has not been fully explored. Ratios may change according to the direction of an opioid switch; however the clinical relevance of this is not clear (27,28). Although it is unlikely to have a major impact when switching at lower doses, it is possible that failure to recognise the directional difference may result in negative consequences when switching at higher doses (28).


· Dose conversion tables are not meant to provide recommended initiation doses for a given opioid or patient (29).


· Further trials are needed to optimise conversion ratios when switching from one opioid to another (26).


· The data presented are derived from adults and so may not be applicable to children.


· Published data on opioid substitution therapy and combination preparations have been excluded.
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How should conversion from oral morphine to fentanyl patches be carried out?


Prepared by UK Medicines Information (UKMi) pharmacists for NHS healthcare professionals

Before using this Q&A, read the disclaimer at https://www.sps.nhs.uk/articles/about-ukmi-medicines-qas/

Date prepared: 15th November 2017



Background 



[bookmark: _Ref406764213][bookmark: _Ref411608454][bookmark: _Ref406763986][bookmark: _Ref406772390][bookmark: _Ref408583659][bookmark: _Ref408581229][bookmark: _Ref408581325][bookmark: _Ref408580372][bookmark: _Ref408585376][bookmark: _Ref408580273][bookmark: _Ref406763992][bookmark: _Ref406764279]Fentanyl patches are an effective alternative to oral morphine ([endnoteRef:1]). A common question is how to change a patient from oral morphine to a fentanyl patch. Fentanyl patches are indicated in patients with stable pain who have difficulty swallowing, unacceptable side effects with oral morphine or other opiates e.g. oxycodone;  renal failure, persistent nausea and vomiting, gastrointestinal obstruction or poor compliance with oral medication ([endnoteRef:2],[endnoteRef:3]). Each new patch is applied for 72 hours and provides continuous delivery of fentanyl ([endnoteRef:4],[endnoteRef:5],[endnoteRef:6],[endnoteRef:7],[endnoteRef:8],[endnoteRef:9],[endnoteRef:10],[endnoteRef:11],[endnoteRef:12]). Fentanyl patches are not suitable for acute pain or for patients who have rapidly changing analgesic requirements because the long time to steady state prevents rapid titration of the dose ([endnoteRef:13]). Fentanyl patches should not be used in opiate naïve patients (14).  [1: . National Prescribing Centre. The Use of Strong Opioids in Palliative Care. MeReC Briefing. 2003; Issue 22. ]  [2: . Twycross R, Wilcock A (eds). Palliative Care Formulary 6th Edition. Accessed online via: www.palliativedrugs.com on 14/11/2017]  [3: . Scottish Intercollegiate Guidelines Network. Guideline 106: Control of Pain in Adults with Cancer. November 2008. Accessed online at: http://www.sign.ac.uk/sign-106-control-of-pain-in-adults-with-cancer.html on 14/11/2017]  [4: . Ethypharm UK Ltd. Summary of Product Characteristics – Fencino 12,25,50,75,100 micrograms/hour Transdermal Patch. Accessed online at http://www.medicines.org.uk/emc/medicine/25007 on 07/11/2017 [date of revision of the text September 2016]. ]  [5: . Sandoz Ltd. Summary of Product Characteristics – Mezolar Matrix  100microgram/hour Transdermal Patch. Accessed online at http://www.medicines.org.uk/emc/medicine/28421  on 07/11/2017[date of revision of the text 04/2017].]  [6: . Janssen Cilag Ltd. Summary of Product Characteristics – Durogesic DTrans 100mcg/hr Transdermal Patch. Accessed online at http://www.medicines.org.uk/emc/medicine/30593 on 07/11/2017 [date of revision of the text 31/01/2017].]  [7: . Sandoz Ltd. Summary of Product Characteristics – Fentalis Reservoir 10microgram/hour Transdermal patches. Accessed online at http://www.medicines.org.uk/emc/medicine/26699 on 31/10/17 [date of revision of the text 21/05/15].]  [8: . Takeda UK Ltd. Summary of Product Characteristics – Matrifen. Accessed online at  http://www.medicines.org.uk/emc/medicine/19278 on 31/10/2017 [date of revision of the text 21/06/2017].]  [9: . Actavis UK Ltd. Summary of Product Characteristics – Victanyl 50micrograms/hour Transdermal Patch. Accessed online at http://www.medicines.org.uk/emc/medicine/21567 on 01/11/2017 [date of revision of the text 18/11/2015].]  [10: . Sandoz Ltd. Summary of Product Characteristics – Yemex 50micrograms/hour Transdermal Patch. [date of revision of the text 13/04/2017]. Accessed online at http://www.medicines.org.uk/emc/medicine/29154 on 07/11/2017]  [11: . Special Concept Development (UK) Limited. Summary of Product CharacTuesril 2017anch; inability to walk normallympleteteristics – Opiodur 50micrograms/hour transdermal patch. Accessed online at http://www.mhra.gov.uk/home/groups/spcpil/documents/spcpil/con1495775297963.pdf on 13/12/2017 [date of revision of the text 04/11/2016].]  [12: . Tillomed Laboratories Ltd. Summary of Product Characteristics – Tilofyl 50micrograms/hour transdermal patches. [date of revision of the text 08/05/2015]. Accessed via http://www.mhra.gov.uk/home/groups/spcpil/documents/spcpil/con1510894205057.pdf on 01/11/2017]  [13: .  Joint Formulary Committee. British National Formulary (online). November 2017 London: BMJ Group and Pharmaceutical Press.  Accessed online via: www.medicinescomplete.com on 14/11/2017] 


[bookmark: _Ref486408060]The Care Quality Commission (CQC) received large numbers of patient safety incident reports relating to the use of fentanyl patches, between 2009 and 2012. From those which involved a dose conversion error, one resulted in death and three resulted in moderate harm. As a result, guidance from the CQC and NHS England was issued to prevent harm from fentanyl patches.  This advocated the use of locally or nationally approved dose conversion charts ([endnoteRef:14]).   [14: . Care Quality Commission. Safer Use of Controlled Drugs – Preventing harms from fentanyl and buprenorphine transdermal patches. Accessed online at: http://webarchive.nationalarchives.gov.uk/20140507145122/https://www.cqc.org.uk/service-providers/special-reviews-and-inspection-programmes/controlled-drugs/use-controlled-drugs  on 14/11/2017.] 


NICE guidance on the safe use and management of controlled drugs, also advocates the use of a recognised opioid dose conversion guide when prescribing, reviewing or changing opioid prescriptions ([endnoteRef:15]).   [15: . National Institute for Health and Clinical Excellence. Controlled drugs: safe use and management. NICE Clinical Guideline 46. Issue date: April 2016. Accessed online via www.nice.org.uk on 14/11/2017] 


Answer 



Advice on equivalent potencies of oral morphine and transdermal fentanyl

Explicit guidance on switching opioids is difficult because both the reasons for switching and the patient’s circumstances differ (2). When initiating transdermal fentanyl in a patient currently treated with oral morphine, the initial dose should be based upon their previous 24-hour opioid requirement (13).  

[bookmark: _Ref255220933]Most manufacturers of fentanyl patches recommend two parallel dosage conversions. For patients stabilised on oral morphine for several weeks and who need opioid rotation, the recommended conversion is based upon a ratio of oral morphine to transdermal fentanyl of 150:1. For patients who are highly opioid-tolerant who have been on a stable and well-tolerated opioid regimen for a long period, and who need opioid rotation, the conversion is based upon a ratio of oral morphine to transdermal fentanyl of 100:1 (6). However, since the manufacturers list a wide range of oral morphine doses corresponding to each fentanyl patch strength, the true ratios for individual conversions may be more varied (4-12). Studies confirm the wide range in conversion ratios and note that ratios that are conservative in one direction may be excessive in the reverse ([endnoteRef:16]).  [16:  Patanwala A, Duby J, Waters D et al. Opioid Conversions in Acute Care. Ann Pharmacother 2007; 41: 255-267. ] 


[bookmark: _Ref254873702]Direct conversion from oral morphine to transdermal fentanyl with a ratio of oral morphine to transdermal fentanyl of 100:1 was examined in 98 patients with- cancer pain ([endnoteRef:17]). Regression analysis at the end of the study revealed a mean oral morphine to transdermal fentanyl ratio of 70:1 (17). However, the study did not take into account the dose of morphine used for breakthrough pain. The authors concluded that a calculation table for the conversion of oral morphine to transdermal fentanyl with a ratio of 100:1 is safe and effective (17). Although this is lower than the ratio determined in the study, it implies a sufficient margin for safety and may avoid overdoses caused by inter-individual differences in response to different opioids (17). A further study which evaluated the records of 129 patients, who had undergone opioid rotation from other opioids to transdermal fentanyl, also suggested that the ratio of oral morphine equivalent daily dose to transdermal fentanyl is 100:1 ([endnoteRef:18]).This study adjusted for breakthrough opioid use.  [17:  Donner B, Zenz M, Tryba, M et al. Direct conversion from oral morphine to transdermal fentanyl: a multicenter study in patients with cancer pain. Pain 1996;64:527-534.]  [18:  Reddy A, Tayjasanan S, Haider A. The opioid ratio of strong opioids to transdermal fentanyl in cancer patients. Cancer 2016; 122:149-156.] 


A conversion ratio of 100:1 is also endorsed by the Palliative Care Formulary (PCF), a resource about the use of medicines in palliative care (2). The British National Formulary also supports the use of a conversion ratio of 100:1 for patients who are on well-tolerated therapy for long periods (13). However, if switching because of possible opioid-induced hyperalgesia, the calculated equivalent dose should be reduced by 25-50% (2,13). Comparative doses of oral morphine to transdermal fentanyl are given in Tables 1 and 2. The dose conversion used in Table 1 of oral morphine: transdermal fentanyl demonstrates one of the ratios advocated in practice of 100:1.

Table 1: Conversion doses from oral morphine to transdermal fentanyl based on the dose ratio 100:1 (adapted from the PCF and the BNF) (2,13)

Note: this table should be used in conjunction with Summary of Product Characteristics for the fentanyl patch being used

		Oral 24-hour morphine (mg/24hours)

		Transdermal fentanyl 

		When required dose of oral morphine (mg) advised in PCFa



		

		(micrograms/hour)

		(mg/24hours)

		



		30

		12

		0.3b

		5



		60

		25

		0.6

		10



		120

		50

		1.2

		20



		180

		75

		1.8

		30



		240

		100

		2.4

		40





1. using traditional 1/6 of total daily dose as when required dose

1. correct to one decimal place



The opioids aware resource, funded by Public Health England (PHE) advocates a conversion ratio of 150:1 ([endnoteRef:19]). The dose conversion used in Table 2 demonstrates this alternative ratio of oral morphine: transdermal fentanyl of 150:1. [19:  Public Health England: Opioids Aware – a resource for patients and healthcare professionals to support prescribing of opioid medicines for pain. Accessed online at http://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware on 14/11/2017] 


Table 2: Conversion doses from oral morphine to transdermal fentanyl based on the dose ratios 150:1 (adapted from the PHE Opioids Aware Resource)

Note: this table should be used in conjunction with Summary of Product Characteristics for the fentanyl patch being used

		Oral 24-hour morphine

 (mg/24hours)

		Transdermal fentanyl 

		When required dose of oral morphine (mg)a



		

		(micrograms/hour)

		(mg/24hours)

		



		45

		12

		0.3b

		7.5



		90

		25

		0.6

		15



		180

		50

		1.2

		30



		270

		75

		1.8

		45



		360

		100

		2.4

		60





a. using traditional 1/6 of total daily dose as when required dose

b. correct to one decimal place



These are approximate guides only as comprehensive data are lacking and there is inter-individual variation. Patients who are taking a daily dose of morphine that falls between fentanyl patch strengths will need to be changed to a patch which is either slightly less or slightly more potent than the morphine dose (2). This will be a clinical decision which must take into account all individual patient factors. For changes in analgesia, generally the total daily dose should not be increased in steps greater than 50% of the previous daily dose (14). The Summary of Product Characteristics (SPC) for the specific fentanyl patch being used should also be consulted as guidance may vary between individual products. The CQC and NHS England guidance on preventing harm from fentanyl patches advises to: “formally double check the calculations and where possible have the patient’s dose independently verified” (14).


It is crucial to appreciate that conversion ratios are never more than an approximate guide (2). Patients will require frequent reassessment of efficacy and adverse effects and dose titration after patch initiation or dose change, as well as a short acting opioid for breakthrough pain (3). Upon initiation, the serum fentanyl concentrations increase gradually, generally levelling off between 12 and 24 hours. For all practical purposes a steady state concentration is reached by the second 72-hour application (5-12). The patient should use breakthrough analgesia as needed for the first 3 days particularly the first 24 hours (2). Appropriate “when required” doses of morphine are given in Table 1 and 2. 



If the patient requires two or more rescue doses of morphine per day after 48 hours, the strength of the next patch to be applied should be increased (by 12-25 micrograms/hour) (2). Dose adjustment is not normally recommended more frequently than every 72 hours, with some manufacturers advising a 144 hour interval (4-12, 16).  However the British National Formulary states that if necessary the dose should be adjusted at 48-72 hour intervals (13). Dose titration should usually be limited to increments of 12 to 25 micrograms/hour as appropriate (2,13,16). More than one fentanyl patch may be used for dose adjustments and for doses greater than 100micrograms/hour (4,5,8,13). However, they should be applied at the same time to avoid confusion (13). 



When should the regular oral morphine be stopped following the initiation of fentanyl patches?

Effective systemic analgesic concentrations of fentanyl are usually reached less than 12 hours after applying the patch (2). When converting oral morphine to transdermal fentanyl:

· if taking 4 hourly oral morphine, continue giving regular doses for 12 hours after applying the fentanyl patch 

· if taking 12 hourly modified release morphine, give the last modified release dose and apply the first fentanyl patch at the same time

· if taking 24 hourly modified release morphine, apply the first fentanyl patch 12 hours after the final modified release dose (2)



Are there any other factors to consider when switching from oral morphine to fentanyl patches?

· Fentanyl is less constipating than morphine (2,17). Therefore, when patients are converted from morphine to fentanyl, the dose of laxative(s) may need to be halved and subsequently adjusted according to need (2).

· Patients may suffer from withdrawal symptoms (e.g. restlessness, diarrhoea, colic, nausea, sweating) despite satisfactory pain relief (2). These symptoms can be treated with rescue doses of morphine until they resolve after a few days (2).

· [bookmark: _Ref327974201]Healthcare professionals should ensure patients and caregivers are aware of signs and symptoms of fentanyl overdose – i.e. breathing difficulties; marked drowsiness; confusion, dizziness, impaired speech; inability to walk normally; and feeling faint. Patients and caregivers should be advised to remove the patches and seek medical attention immediately if overdose is suspected (13,[endnoteRef:20]). Fentanyl toxicity may be more subtle than morphine toxicity due to a lack of hallucinations, myoclonus etc. and can present as vagueness, drowsiness or ‘not feeling well’ ([endnoteRef:21]).  [20:  MHRA. Drug Safety Update. September 2008. Accessed online at www.gov.uk/drug-safety-update/serious-and-fatal-overdose-of-fentanyl-patches on 14/11/17.]  [21:  Back, I. Fentanyl, Palliative Medicine Handbook. Accessed online at http://book.pallcare.info on 15/11/2017.] 


· After discontinuing a fentanyl patch, fentanyl levels fall gradually. It takes around 20 (range 13-27) hours for the plasma-fentanyl concentration to decrease by 50% (4-14). Patients who experience serious adverse effects should have patches removed immediately and should be monitored for at least 24 hours after the patch is removed (4-12).

· Increased body temperature, exposure of patches to external heat sources, and concomitant use of CYP3A4 inhibitors may lead to potentially dangerous increases in serum fentanyl levels. Concomitant use of other CNS depressants might also potentiate fentanyl adverse effects (20) 

· There are two different formulations of fentanyl patch – reservoir patches and matrix patches (2).  It has been recommended that fentanyl patches should be prescribed by brand (14).

· NICE Guidance states: “Consider initiating transdermal patches with the lowest acquisition cost for patients in whom oral opioids are not suitable and analgesic requirements are stable, supported by specialist advice where needed” ([endnoteRef:22]).  [22:  National Institute for Health and Clinical Excellence. Opioids in palliative care: safe and effective prescribing of strong opioids for pain in palliative care of adults. NICE Clinical Guideline 140. Issue date: May 2012. Accessed online via www.nice.org.uk on 21/11/2017
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Specialist palliative care pharmacist, Royal Marsden Hospital London, previous versions (27/03/15, email.)] 


· Particular attention to monitoring and dose titration is needed when switching between opioids at high doses, or when there has been a recent rapid escalation of the first opioid (2).

· Caution is needed when prescribing fentanyl patches if there is a history or high risk of abuse or diversion (2). 



 Summary



· Explicit guidance on switching opioids is difficult because both the reasons for switching and the patient’s circumstances differ. 

· When initiating transdermal fentanyl in a patient currently treated with oral morphine, the initial dose should be based upon their previous 24-hour opioid requirement.

· Two parallel dosage conversion ratios are currently recommended by most manufacturers of fentanyl patches. 

· Data from two small studies has shown that conversion of oral morphine to transdermal fentanyl with a ratio of 100:1 is safe and effective. This ratio is endorsed by the Palliative Care Formulary, and is also advised by the British National Formulary for patients who have been on a stable and well-tolerated opioid regimen for a long period and who need opioid rotation.

· An alternative ratio of oral morphine to transdermal fentanyl of 150:1 is recommended by the PHE Opioids Aware Resource, and is advised by manufacturers for patients who have been stabilised on oral morphine for several weeks and who need opioid rotation. 

· The decision regarding which conversion ratio to use should be based on patient specific factors, the level of patient monitoring which can be offered and the clinical setting.

· Comparative doses of oral morphine and transdermal fentanyl are given in Tables 1 and 2. These should be used in conjunction with the Summary of Product Characteristics for the fentanyl patch being used.

· If switching because of possible opioid-induced hyperalgesia, the calculated equivalent dose should be reduced.

· Patients who are taking a daily dose of morphine that is not exactly equivalent to a particular fentanyl patch strength, will need to be changed to a patch which is either slightly less or slightly more potent than the morphine dose. This will be a clinical decision based on patient specific factors and patients should be monitored.

· The CQC and NHS England  advised to: “formally double check the calculations and where possible have the patient’s dose independently verified”

· Effective systemic analgesic concentrations of fentanyl are reached less than 12 hours after applying the patch. Guidance is given above regarding the discontinuation of the regular oral morphine dose.

· Serum fentanyl concentrations increase gradually and level off between 12 and 24 hours. Steady state concentrations are reached by the second 72-hour application. The patient should use breakthrough analgesia as required for the first 3 days particularly the first 24 hours. 

· Patients will require frequent reassessment of efficacy and adverse effects and dose titration after patch initiation or dose change as well as a short acting opioid for breakthrough pain.

· The dose of laxative(s) may need to be reduced and subsequently adjusted according to need as fentanyl is less constipating than morphine.





Limitations

The data presented are derived from adults and may not be applicable to children. 

Caution is needed when converting patients between oral morphine and transdermal fentanyl. The conversion ratios given are an approximate guide only because of:

· wide inter-individual variation in opioid pharmacokinetics (2). 

· variables such as concurrent medication and nutritional status (2). 

· a lack of comprehensive trial data. 



The information in this Q&A should be used in conjunction with the relevant Summary of Product Characteristics.
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[bookmark: _Toc27484327]Checklist for opioid prescribing in persistent non-malignant pain in adults (Surrey PAD)



		When initiating opioid therapy consider the following:





		· 

		Ensure optimisation of non-opioid pharmacotherapy and non-pharmacological therapy has taken place rather than a trial of opioids



		· 

		Aggravating factors such as anxiety and depression have been adequately managed 



		· 

		Explain that the evidence for the use of opioids as analgesics is best used in the management of acute pain and opioids are poorly effective for long term pain



		· 

		Evaluate risk of misuse and harm and discuss risk factors with patient. If patient has a history of current or past substance use dependency or severe psychiatric disorders, specialist referral may be necessary. Consider using an opioid risk tool http://www.cpsa.ca/wp-content/uploads/2017/06/Opioid-Risk-Tool.pdf



		· 

		Check if the patient has any contra-indications or cautions to the use of opioids e.g. elderly, frail patients, impaired renal and hepatic function, previously poorly tolerated opioid therapy, drug interactions etc.



		· 

		Assess baseline pain and function and set realistic goals for pain and functional goals that might be achieved based on diagnosis. Discuss the degree of pain relief that might be expected



		· 

		Discuss the potential side effects of opioid treatment including: sedation, nausea, constipation, effects on hormones, effects on the immune system, effects on the respiratory system, effects on mood, the potential for these drugs to worsen pain and potential for problematic drug use and addiction



		· 

		Discuss opioids and impairment of driving skills



		· 

		Discuss the opioid trial



		· 

		Set criteria for continuing opioids and discuss the circumstances in which opioid therapy will be stopped and the process to discontinue if objectives are not met



		· 

		Discuss arrangements for review



		· 

		Complete prescription agreement form







		When reviewing opioid therapy consider the following:





		· 

		Assess pain and function and compare results to baseline



		· 

		Evaluate risk of harm or misuse



		· 

		Ensure optimisation of non-opioid pharmacotherapy and non-pharmacological therapy



		· 

		Determine medicine taking behaviour



		· 

		Review appropriateness of therapy and determine whether to continue, adjust, taper, or stop opioids. If opioids have been ineffective they should be tapered/stopped



		· 

		Refer patients on more than 120mg Morphine MR/SR equivalent in 24 hours to a specialist pain service



		· 

		Schedule reassessment at regular intervals







1
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Definitions of Degrees of Renal Impairment including doses of Morphine (Surrey PAD)



		

		GFR (mL/min)

		Dose of morphine



		Mild renal impairment

		20-50

		75% normal dose



		Moderate renal impairment

		10-20

		Use small doses, e.g. 2.5–5mg and extended dosing intervals. Titrate according to response



		Severe renal impairment

		<10

		Seek renal physician advice for options in   severe renal impairment.  Use small doses, e.g. 1.25-2.5mg and extended dosing intervals. Titrate according to response





(Source: The  Renal Handbook Third Edition)



An immediate release preparation given at longer intervals than normal is more appropriate than using a modified release preparation in these patients.





		

		GFR (mL/min)

		Dose of oxycodone



		Mild renal impairment

		20-50

		Dose as in normal renal function



		Moderate renal impairment

		10-20

		Dose as in normal renal function



		Severe renal impairment

		<10

		Seek renal physician advice for options in severe renal impairment. Start with small doses and gradually increase according to response





(Source: The  Renal Handbook Third Edition)





The Faculty of Pain Medicine has produced useful resources for patients and healthcare professionals to support prescribing of opioid medicines for pain. This web based resource has received contributions from several medical royal colleges. NICE, Royal pharmaceutical society, the British Pain Society, Public Health England, NHS England, the CQC and the NHS Business Services Authority
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[bookmark: _Toc27598153][bookmark: _Toc509864230]Process for trial of strong opioid (Surrey PAD) 

This process should be followed for all patients prescribed a strong opioid e.g. morphine and oxycodone. Consider also for patients prescribed weaker opioids e.g. codeine, buprenorphine (low dose) and tramadol.Pre-Trial

· Assess pain type and severity and consider whether trial of strong opioid may be appropriate. For example pain assessment tools see supporting resources document

· Consider co-existing co-morbidities and drug treatment in the context of strong opioid therapy.

· Assess potential for medication abuse, diversion or accidental ingestion see Appendix 1 for Checklist for opioid prescribing in persistent non-malignant pain in adults

· Discuss and develop plan with patient before prescribing and document fully.

· Set clear objectives and realistic goals e.g. 30% reduction in pain, improved sleep, defined functional improvement

· Discuss side-effects/potential problems including potential addiction and tolerance and effect on driving – see Appendix 6

· Define review period

· Explain that if treatment is ineffective it will be stopped, even if there is no alternative treatment available

· Complete patient agreement form – See Appendix 7























Prescribing the Opioid trial – ‘Start Low and Go Slow’

Duration of Trial

· In stable constant chronic pain the trail may be concluded within 1-2 weeks

· For intermittent disabling flare ups trial should be long enough to observe effect on 2-3 episodes of pain

Drug, Dose and Formulation

· Use immediate release (IR) morphine tablets or liquid – explore different doses within a specified range e.g 5 to 10mg every 4-6 hours for 1-2 weeks. If 20mg is ineffective as a single dose then opioids are unlikely to be of benefit

· Alternatively use low dose modified release (MR) morphine e.g. Zomorph 10mg bd. Allow time for 1 or 2 dose increases which may take 3 weeks or more.

· Ask the patient to complete a diary recording doses taken and effect on sleep, pain and activities.



















Assessing Effectiveness of Opioid Trial and Continued Prescribing

· Compare reported effectiveness with treatment goals and if ineffective taper and discontinue over one week.

· MR preparations are usually more appropriate for persistent pain.

· IR preparations may be suitable for some patients e.g. if pain intermittent and short-lived or infrequent exacerbations.

· Caution with prescribing for breakthrough doses – IR preparations should not be used routinely

· Maximum dose of morphine 90-120mg/day or equivalent (oxycodone 45-60mg/day) – doses in excess of this are associated with increased risk of harms e.g. overdose and side-effects but are unlikely to provide further pain relief.

· Review patient and their response to the analgesia at least every 3 months with a view to stepping down or discontinuing as soon as possible.

· Consider referral of patients to a pain specialist early in their treatment, in particular those taking doses at or in excess of the maximum recommended dose or if taking for 12 months or more.
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Tapering and Stopping Opioids (Faculty of Pain Medicine, Opioids Aware)

It is important to taper or stop the opioid regimen if: 

· the medication is not providing useful pain relief. The dose above which harms outweigh benefits is 120mg oral morphine equivalent/24hours. Increasing opioid load above this dose is unlikely to yield further benefits but exposes the patient to increased harm

· the underlying painful condition resolves

· the patient receives a definitive pain relieving intervention (eg, joint replacement)

· the patient develops intolerable side effects

· there is strong evidence that the patient is diverting his/her medications to others 



Preparation for dose reduction includes:

· explanation of the rationale for stopping opioids including the potential benefits of opioid reduction (avoidance of long term harms and improvement in ability to engage in self management strategies)

· agreeing outcomes of opioid tapering

· deciding which patients may need admission for opioid taper/cessation informed by existing opioid dose

· physical co-morbidities

· mental health co-morbidities including significant emotional trauma

· [bookmark: _GoBack]monitoring during taper of pain

· symptoms and signs of opioid withdrawal

· choice of opioid reduction scheme

· incremental taper of existing drug

· conversion to methadone or buprenorphine

· defining the role of drug and alcohol services to support dose reduction

· close collaboration between the patient, his or her carers and all members of the patient's health care team

· arrangements for follow-up including agreed prescribing responsibilities



The dose of drug can be tapered by 10% weekly or two weekly.

		Stopping opioids in primary care



		The decision to taper/stop an established opioid regimen needs to be discussed carefully with the patient including: 

· explanation of the rationale for stopping opioids including the potential benefits of opioid reduction (avoidance of long term harms and improvement in ability to engage in self management strategies)

· agreeing outcomes of opioid tapering

· arrangements for monitoring and support during opioid taper

· documented agreement of tapering schedule













		Stopping opioids in collaboration with specialist services



		Patients who are failing to derive benefit from large doses of opioids (greater than oral morphine equivalent of around 300mg/day) may need support from specialist services in order to reduce medication.

This must include detailed exploration of emotional and mental health history (including addiction). Opioid tapering/cessation when patients are taking high doses is more likely to succeed if patients’ emotional and mental health needs are identified and an appropriate plan for support established.







		Points to discuss with patients when de-prescribing:



		· Remain empathic and focus the discussion on medicines only

· Take a full medicines history and ask the patient how well the medicines are working, and reflect that the patient is describing severe pain despite medicines

· Share that the experience of many patients is that taking medicines results in no observable benefit for pain

· Explain that we have much better ways of working out how helpful medicines really are and we know that a lot of things that we thought were helpful in the past have proved to be disappointing and...

· ...take responsibility for contributing to where we are now!

· Medicines for pain can be associated with significant harm

· It matters a lot that the patient has confidence that all their medicines are working well

· Usually stopping medicines makes no difference to the pain but can make people feel better

· If a tapering trial doesn't work we can think again
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Opioid Risk Tool

Introduction

The Opioid Risk Tool (ORT) is a brief, self-report screening tool designed
for use with adult patients in primary care settings to assess risk for opioid
abuse among individuals prescribed opioids for treatment of chronic pain.
Patients categorized as high-risk are at increased likelihood of future
abusive drug-related behavior. The ORT can be administered and scored in
less than 1 minute and has been validated in both male and female patients,
but not in non-pain populations.

http://www.drugabuse.gov/nidamed-medical-health-professionals





Opioid Risk Tool

This tool should be administered to patients upon an initial visit prior to beginning opioid therapy for
pain management. A score of 3 or lower indicates low risk for future opioid abuse, a score of 4 to 7
indicates moderate risk for opioid abuse, and a score of 8 or higher indicates a high risk for opioid abuse.

Mark each box that applies Female Male

Family history of substance abuse

Alcohol 1 3
Illegal drugs 2 3
Rx drugs 4 4

Personal history of substance abuse

Alcohol 3 3
Illegal drugs 4 4
Rx drugs 5 5
Age between 16—45 years 1 1
History of preadolescent sexual abuse 3 0

Psychological disease

ADD, OCD, bipolar, schizophrenia 2 2

Depression 1 1

Scoring totals

Questionnaire developed by Lynn R. Webster, MD to asses risk of opioid addiction.

Webster LR, Webster R. Predicting aberrant behaviors in Opioid-treated patients: preliminary validation
of the Opioid risk too. Pain Med. 2005; 6 (6) : 432
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[bookmark: _GoBack]Gabapentin

Suggested gabapentin reduction regime from 1200mg TDS

		Gabapentin

		Morning

		Afternoon

		Night

		No. 300mg capsules



		Week 1 

		1200mg (i.e. 4 x 300mg) 

		900mg (i.e. 3 x 300mg) 

		1200mg (i.e. 4 x 300mg) 

		77 



		Week 2 

		900mg 

		900mg 

		1200mg 

		70 



		Week 3 

		900mg 

		900mg 

		900mg 

		63 



		Week 4 

		900mg 

		600mg 

		900mg 

		56 



		Week 5 

		600mg 

		600mg 

		900mg 

		49 



		Week 6 

		600mg 

		600mg 

		600mg 

		42 



		Week 7 

		600mg 

		300mg 

		600mg 

		35 



		Week 8 

		300mg 

		300mg 

		600mg 

		28 



		Week 9 

		300mg 

		300mg 

		300mg 

		21 



		Week 10 

		300mg 

		-

		300mg 

		14 



		Week 11 

		-

		-

		300mg 

		7 







Pregabalin

Suggested pregabalin reduction from 300mg BD

		Pregabalin*

		Morning

		Night



		Week 1 

		250mg 

		300mg 



		Week 2 

		250mg 

		250mg 



		Week 3 

		200mg 

		250mg 



		Week 4 

		200mg 

		200mg 



		Week 5 

		150mg 

		200mg 



		Week 6 

		150mg 

		150mg 



		Week 7 

		100mg 

		150mg 



		Week 8 

		100mg 

		100mg 



		Week 9 

		50mg 

		100mg 



		Week 10 

		50mg 

		50mg 



		Week 11 

		25mg 

		25mg 



		Week 12 

		-

		25mg 







*prescribe pregabalin generically

In practice, reduction regime may be adjusted depending on individual response and degree of associated risk 
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Gabapentinoid Prescribing for Chronic Pain in Primary Care - Resources for Clinicians and Boards
Quick Reference Guide (ull resource available at: hitps-/www therapeutics. scot.nhs. uk/oain)
Background & Evidence

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

Drug NNT NNH
Precabalin 7.7 (95% C1 6.59.4) 139 (95% 01 11.6-17.4)
Gabapentin 6.3(95% C15.0-8.3) and 256 (95% C1 15.3-78.6) and

8.3 (95% C1 6.2-13) for extended release (ER) preparations 31.9 (95% C1 17-230) for ER preparations

‘Gabapentinoids are not licensed for non-neuropathic pain, Nor i there any evidence to sUpporE their use.
Gabapentinoids wil be reclassified class C controlled substances under section the Misuse of Drugs Act from April 201921

Side Effects & Risks
‘Common side effects include dizziness, drowsiness and balance issues. With gabapentin, there have also been issues of respiratory depression,
although thisis not common. Caution should be shown when initiating gabapentin in patients with compromised respiratory function or neurological
disease, renal impairment, and/or concomitant use of CNS depressants. Elderly people might be at higher risk of severe respiratory depression 2 &
Drug-related deaths in Scotland involving gabapentin and pregabalin have risen from 2 in 2009, to 225 in 2016.6 Public Health England advice states:
Professionals prescribing preaabalin and gabapentin should be aware not only of the potential benefits of these drugs to patients, but also that the
drugs can lead to dependence and may be misused or diverted.2l

Choice of Therapy
SIGN 136 recommends amitriptyline or gabapentin as irst line medicine in neuropathic pain, dependent on clinical preference and patient factors
(including the risks below). Pregabalin is an alternative in patients who have found no benefit from, or not tolerated, amitriptyline or gabapentin.
Patients’ aims for pharmacological treatment should be discussed using the What matters to you? approach. The Pain Concern Navigator Too can be
used to support discussion and enable the patient to be a partner in making decisions about their care. See full esource for further information.
Realistic aims may include pain reduction (e.g. 30%) and/or functional goal improvement. &

|

g the Correct Dosage

“The following principles may be useful in the process of determining the correct dose for a patient:

~Atitrated approach is recommended, accounting for patient characteristics, &.g elderly, renal impairment, breast feeding, etc.
~Gabapentin — Start 300mg at night, Titrate upwards by 300mg per week. Evidence suggests a minimum of 1200mg is needed but doses may
need to be increased to the maximum of 3600mg.
~Pregabalin — Start 75mg twice daily. Titrate up to a maximur of 300mg twice daily. Manage according to side effects and dlinical
effectiveness.

“Regular review should be scheduled, particularly during the initiation phase, with first review within 4 weeks,

~Atrial of dose reduction/cessation should be undertaken, following a period of stability

~stepping up should be closely monitored. Dispense daily or weekly in high-risk patients

~Aim to maintain patients on the minimum dose which controls pain

“Where patients fail to engage with review, or there is no or insufficient effect in 2 months, consider gradual dose reduction and stopping
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High Risk Patients
Itis recommended that practitioners give careful consideration to the individual patient when prescribing pregabalin and gabapentin to minimise
the risk of misuse, dependence, and diversion. Referral to specialst substance misuse services is advised, as required, for assessment and
psychological treatment of the underlying diffculties where the whole substance misuse picture will be considered.

‘Assessment of the balance of benefits and risks is essential.

Individuals at high risk of misusing or diverting gabapentinoids may include those who:

~Have 3 history of substance misuse

~Make specific requests for initiation of either gabapentin or pregabalin

“Request pregabalin or gabapentin following liberation from prison service

“Make repeated early prescription requests

~Repeatedly report lost medication

~Contact out of hours services for supplies of medication

Reducing a Patient’s Dosage
Doses should be normally be reduced gradually to minimise symptoms of withdrawal and allow assessment of response.

The following principles may be useful:

«Atrial of dose reduction/cessation should be undertaken, following a period of stability

«A suggested reduction regime (full regime available in the full guide) for analgesic use would be:

~Gabapentin ~ reduce at maximurm daily rate of 300mg every week

reduce at maximurm daily rate of 50-100mg every week

«In high risk patients, temporarily halt reduction, in preference to re-escalating the dose when required

«Rapid reduction to stop s justified if there is clear evidence of attempts to divert or obtain ilicit supplies of gabapentin or pregabalin
In practice, reduction regime may be adjusted depending on individual response and degree of associated risk.

Care should be taken when prescribing Gabapentinoids in the management of neuropathic pain. Steps should be taken to minimise the risk of abuse.
Caution, with due consideration of first line options, and special care exercised in the substance misusing population is required to help minimise the
risk of misuse and diversion. Early and ongoing review is essential for allpatients prescribed gabapentinoids. Extreme care should be taken when co-
prescribing gabapentinoids and opioids.

Further Resources
The full guide is available at ‘and includes principles for prescribing, reduction regimes, a patient pain
management plan, and links to websites with a variety of patient resources.

References

Finnerup NB et al 2015. Pharmacotherapy for neuropathic pain in adults a systematic review and meta-analysis; 2 NNT - patients achieving 50% pain relief with
treatments asting more than three weeks. NNH - patients needing treated for one to drop out due to adverse effects; 2 viw.gov.uk/government/news/pregabalin-
‘and-gabapentin-to-be-controlled-as-class-c-drugs; £ summary of Product Characterisics; &l MHRA October 2017; 1 wwi. nrscotland gov.uk/files/statstics/drug-
related-deaths/drd2016/16-drug-re-deaths pdf, Clunuw gov.uk/government/uploads/syster/uploads/attachment_data/file/385791/PHE-
NH_England_pregabalin_and_gabapentin_advice_Dec_2014.pdf, & Quality Prescribing for Chronic Pain, Scottish Government, 2018
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Table 1. Differences between benzodiazepines

)
. equivalent
Indication o e vid g to

diazepam
5mg"

2mg tds max 30 mg in

[Diazepan Anxiety divided doses
Insomnia

Diazepam associated | 5-15mg nocte 1-2 days -
with aniety

10 mg tds max 100 mg in

Chiordiazepoxide | Anxiety Al 6-30 hours 15mg
Lorazepam Anxiety 1~4 mg daily in divided 12 hours. 05mg
doses

Oxazepam Anxiety 1530 "‘%:;4 fimesa | 6 50 hours 15mg
Nitrazepam Insomnia 5-10 mg nocte 24-40 hours 5mg
Temazepam Insomnia 10-20 mg nocte 8-15 hours 10mg
Loprazolam Insomnia 1-2mg nocte 8 hours 05-1mg
Lormetazepam  Insomnia 05-15mgnocte | About 11 hours | 0.5-1mg

a. Half-life data from individual Summaries of Product Characteristics (SPCs)
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Table 2. Differences between z-drugs

Dose Half-life*
(Generally use | (Varies between individuals
half an adult dose e.g. prolonged in the

in elderly patients) elderly)
Insomnia 7.5 mg nocte 5 hours
Zolpidem | Insomnia 10 mg nocte Mean of 2.4 hours

Zopiclone

a. Half-life data from individual SPCs

Dose

equivalent

to diazepam
5mg"

10 mg
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a) [bookmark: _Toc27598166]How to manage a patient who wants to stop taking benzodiazepines or z-drugs (CKS)



· For all people undergoing assisted withdrawal, provide resources such as patient information leaflets, for example from the Royal College of Psychiatrists for benzodiazepines, and MIND for z-drugs, in addition to information about local and national support groups, a list of which can be found in the Ashton Manual.

· Note: the two potential approaches for withdrawal are slow dose reduction of the person's current benzodiazepine or z-drug, or switching to an approximately equivalent dose of diazepam, which is then tapered down.

· Switching to diazepam should be considered for: 

· People using the short-acting potent benzodiazepines (that is, alprazolam and lorazepam).

· People using preparations that do not easily allow for small reductions in dose (that is alprazolam, flurazepam, loprazolam and lormetazepam).

· People experiencing difficulty or who are likely to experience difficulty withdrawing directly from temazepam, nitrazepam, or z-drugs, due to a high degree of dependency (associated with long duration of treatment, high doses, and a history of anxiety problems).

· Seek specialist advice (preferably from a hepatologist) before switching to diazepam in people with hepatic dysfunction as diazepam may accumulate to a toxic level in these individuals. An alternative benzodiazepine without active metabolites (such as oxazepam) may be preferred.

· For information on switching to diazepam, including dose equivalences, see the section on Switching to diazepam.

· Upon dose reduction of the person's existing drug or diazepam, negotiate a flexible withdrawal schedule (dose tapering). Be guided by the person in making adjustments, so that they remain comfortable with the withdrawal.

· Advise the person that:

· Drug withdrawal should be gradual to minimize the risk of withdrawal effects. 

· With slow tapering, many people experience few or no withdrawal symptoms. If withdrawal symptoms are present, some users will have lost all their symptoms by the end of the drug withdrawal schedule. For most people, symptoms will disappear within a few months. Only a very small number of people will suffer from protracted withdrawal symptoms which will gradually improve over a year or longer. For more information, see the section on Prognosis.

· Nearly all of the acute symptoms of withdrawal are those of anxiety.

· Some of the withdrawal symptoms may be similar to the original complaint but do not indicate a return of this.

· It is not possible to estimate the severity and duration of withdrawal symptoms as these will depend on a number of factors (such as severity of dependence and speed of withdrawal).

· Offer reassurance that the person will be in control of the drug withdrawal and can proceed at a rate that suits them. Drug withdrawal may take 3 months to a year, or longer if necessary. Some people may be able to withdraw in less time.

· The rate of reduction should take into account the drug, dose and duration of treatment, as well as personal circumstances.

· Titrate the drug withdrawal according to the severity of withdrawal symptoms. If the person experiences difficulties with a dose reduction, encourage them to persevere and suggest delaying the next step down. Do not revert to a higher dosage. Make future dose reductions in smaller steps if necessary.

· Where available, and if considered necessary and appropriate, cognitive behavioural therapy (CBT) may be offered to help ameliorate withdrawal symptoms.

· Advise the person against taking extra tablets in times of stress and compensating for benzodiazepines or z-drugs by increasing the intake of alcohol or other drugs (prescription, non-prescription, or illicit drugs) or smoking.

· For information on specific withdrawal schedules, see the section on Withdrawing a benzodiazepine or z-drug.

· Remind the person of the DVLA regulations relating to benzodiazepine use and driving (note: use of a supratherapeutic dosage outside BNF guidelines constitutes persistent misuse or dependence for licensing purposes, whether in a programme of substance withdrawal or maintenance, or otherwise). The following advice should be given to people who take benzodiazepines:

· You should not drive if you feel drowsy, dizzy, unable to concentrate or make decisions.

· It is an offence to drive if you have more than a specified amount of benzodiazepine in your body whether your driving is impaired or not.

· Roadside drug screening tests are in place in the UK. These test the saliva for drugs that impair driving. If you have a positive roadside drug test for benzodiazepines, the police may ask you to provide a blood sample to measure the amount of benzodiazepine in your body.

· If you are found to have more than the specified amount of benzodiazepine, as long as your driving is not impaired, you are taking your medicine on the advice of your GP, or your pharmacist, you will be able to raise a 'statutory defence' and the police may not prosecute you.

· It may be helpful to keep evidence with you while you are driving, that you are taking a benzodiazepine in accordance with medical advice. Suitable evidence may include: your medication box with the pharmacy label on, or the other half of your prescription with the list of medicines prescribed by your doctor.

· The DVLA provides no advice for people taking z-drugs.

· For more information, see Assessing fitness to drive: a guide for medical professionals available on the DVLA website.

· During the withdrawal process, review the person frequently (with exact intervals determined by clinical judgement) to detect and manage problems, and to provide advice and encouragement. At review:

· If anxiety is present:

· Explain that anxiety is the most common acute withdrawal symptom.

· Reassure that anxiety is likely to be temporary.

· Consider slowing or suspending withdrawal until symptoms become manageable.

· Consider recommending non-drug treatments including relaxation techniques (such as progressive muscular relaxation and controlled breathing techniques), or CBT if symptoms are severe or protracted. For more information, see the CKS topic on Generalized anxiety disorder.

· Adjunct drug therapy should not be routinely prescribed, but may be considered.

· Propranolol: for severe, physical symptoms of anxiety (such as palpitations, tremor, and sweating) only if other measures fail.

· Antidepressants: only if depression or panic disorder coexist or emerge during drug withdrawal.

· Do not prescribe antipsychotics which may aggravate withdrawal symptoms.

· Seek specialist advice if symptoms are severe and/or difficult to manage.

· If depression emerges or coexists with withdrawal symptoms:

· See the CKS topic on Depression for further information on management.

· Consider suspending drug withdrawal until the depression resolves.

· If insomnia is present.

· Provide information on good sleep hygeine.

· For more information on management, see the CKS topic on Insomnia.

· Be aware that stopping the last few milligrams is often seen as being particularly difficult:

· Reassure the person that this is usually an unfounded fear derived from long-term psychological dependence.

· Warn the person not to be tempted to prolong the drug withdrawal to an extremely slow rate towards the end (such as reducing by 0.25 mg diazepam each month). Advise the person to consider stopping completely when they reach an appropriate low dose (such as diazepam 1 mg daily).

· If the person did not succeed on their first attempt, encourage them to try again.

· Remind the person that reducing benzodiazepine dosage, even if this falls short of complete drug withdrawal, can still be beneficial.

· If another attempt is considered, reassess the person, and treat any underlying problems (such as depression) before trying again.



· How should I withdraw a benzodiazepine?

· Withdrawal should be gradual (dose tapering, such as 5–10% reduction every 1–2 weeks, or an eighth of the dose fortnightly, with a slower reduction at lower doses), and titrated according to the severity of withdrawal symptoms.



· These schedules are adapted from the Ashton Manual [Ashton, 2002b].



· Diazepam is available in a variety of strengths (2 mg, 5 mg, and 10 mg) and formulations (scored tablets or liquid) to facilitate dose reduction, particularly at lower doses.

· Suggested withdrawal schedule for diazepam



· From diazepam 40 mg per day or less:

· Reduce dose by 2–4 mg every 1–2 weeks until reaching 20 mg per day, then

· Reduce dose by 1–2 mg every 1–2 weeks until reaching 10 mg per day, then

· Reduce dose by 1 mg every 1–2 weeks until reaching 5 mg per day, then

· Reduce dose by 0.5–1 mg every 1–2 weeks until completely stopped.

· Estimated total withdrawal time:

· From diazepam 40 mg per day: 30–60 weeks.

· From diazepam 20 mg per day: 20–40 weeks.

· Suggested withdrawal schedules for temazepam, nitrazepam, and zopiclone without diazepam conversion



· From temazepam 20 mg daily or less:

· Reduce daily dose by a quarter of a 10 mg tablet (2.5 mg) every 2 weeks.

· The target dose for when to stop is when the person is taking only a quarter of a 10 mg tablet as a daily dose.

· If stopping is not possible at the target dose, offer temazepam liquid (10 mg/5 mL) and an oral syringe to achieve further reductions.

· Estimated total withdrawal time: 16–20 weeks or longer.

· From nitrazepam 10 mg daily or less:

· Reduce the daily dose by a quarter of a 5 mg tablet (1.25 mg) every 2 weeks.

· The target dose for when to stop is when the person is taking only a quarter of a 5 mg tablet as a daily dose.

· If stopping is not possible at the target dose, offer nitrazepam (2.5 mg/5 mL) liquid and an oral syringe to achieve further reductions.

· Estimated total withdrawal time: 16–20 weeks or longer.

· From zopiclone 7.5 mg per day or less:

· Reduce the daily dose by half of a 3.75 mg tablet (1.875 mg) every 2 weeks.

· The target dose for when to stop is when the person is taking only half of a 3.75 mg tablet.

· If stopping is not possible at the target dose, one option is to convert to diazepam to complete the withdrawal, although this is controversial.

· Estimated total withdrawal time: 16–20 weeks or longer.

· For more information on withdrawal schedules for other benzodiazepines and z-drugs, see the Ashton Manual (available online at www.benzo.org.uk).
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[bookmark: _Toc27598167]Problems associated with the long-term use of benzodiazepines (Welsh Medicines Partnership)



The long-term use of benzodiazepines is associated with a number of adverse effects and other complications. 



Adverse effects (which may also occur with short-term use) include:

· Drowsiness and falls.

· Impairment in judgement and dexterity.

· Increased risk of experiencing a road traffic accident.

· Forgetfulness, confusion, irritability, aggression, and paradoxical disinhibition.



Complications related to long-term use include:

· Depression.

· Reduction in coping skills.

· Tolerance and dependence.



Dependence often presents in one or more of the following ways:

· Patients gradually “need” benzodiazepines to carry out normal day-to-day activities.

· Patients continue to take benzodiazepines although the original indication for the prescription is no longer relevant.

· Patients have difficulty in stopping treatment or reducing the dosage due to withdrawal symptoms.

· Short-acting benzodiazepines may cause patients to develop anxiety symptoms between doses.

· Patients contact their doctor regularly to obtain repeat prescriptions.

· Patients become anxious if the next prescription is not readily available.

· Patients may increase the dosage stated in the original prescription.

· Despite benzodiazepine therapy, patients may present with recurring anxiety symptoms, panic, agoraphobia, insomnia, depression and an increase in physical symptoms of anxiety.
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12.1 Patient letter - Drug holiday.docx
a) [bookmark: _Toc26860363]Drug holiday (GMMMG)

 [Practice name]

[Address]

[Tel]

[Fax]

[Email]

[Date]

[Title/Initial/Surname]

[Patient Address Block]



Dear [Title] [Surname]



You have been given this information sheet because you have been taking painkillers for a time.

We are particularly talking about painkillers in the opioid class like co-codamol, co-dydramol, codeine, dihydrocodeine and buprenorphine patches.



Recent medical evidence questions the benefit of drugs like this (which are in the morphine family) for long-term pain. Strange as it might sound – we don’t think they are very good at killing pain at all when taken for more than a few months.

There are some risks too – they can

sometimes make pain worse

cause side effects to the intestines and the stomach

make the body feel dependent on them so if you miss a dose you feel a bit jittery and anxious

increase the risk of falls

there’s even a risk of overdose and death, especially if taken in overdose with alcohol or benzodiazepines like diazepam.



For these reasons we suggest you try a “drug holiday” This means you taper off and stop your painkillers over a month or so to see for sure whether they’re helping or not. It’s not unusual for pain to flare up a bit when doses are reduced and discontinued but that’s to be expected. Once you’re off them for a month you’ll have a good idea as to whether they’re making a positive difference to your life. If they are, feel free to restart them – try to find the lowest dose that works. For those on buprenorphine patches, ask the surgery for lower strength patches and reduce the dose every 2-4 weeks until you are off them.





If you’ve got any questions about this feel free to make an appointment with a doctor of your choice to discuss.



Best wishes and good luck!



Medical Team
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a) [bookmark: _Toc26860364]Inviting patient for review (GMMMG)

[Practice name]

[Address]

[Tel]

[Fax]

[Email]

[Date]

[Title/Initial/Surname]

[Patient Address Block]





Dear [Title] [Surname]





At ............................... Surgery we take patient safety very seriously. We follow the latest advances in medical research and continually update and review our clinical practice to ensure patient care is of the highest standard.



Recent research has highlighted a significant risk to patient safety around the use of opioid type painkillers for chronic pain. We know that these drugs are helpful in pain of recent onset for example a broken bone and they are also effective in patients with cancer related pain.

However, recent medical evidence questions the benefit of opioid type painkillers for chronic pain. Strange as it might sound – we don’t think they are very good at killing pain at all when taken for more than a few months.



Our records suggest that you are being prescribed opioids for chronic pain (please tell us if that’s incorrect) and, because we don't want our patients put at risk, we would like to see you to discuss the current research and new methods of managing chronic pain with less emphasis on drug therapy.



Please book a face to face appointment with a doctor of your choice before your next

medication repeat is due and we’ll work together towards a safer, more effective treatment plan.





Yours sincerely





Dr XXX and partners
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a) [bookmark: _Toc26860365]Letter for new patients on Opioids for review (adapted from GMMMG)



Clinic appointment Practice name and address



Dear ………………………



I note from our records that you were prescribed …………………………………….by your old GP practice. 



We would like to invite you for a review at the practice to discuss your prescription. I have made an appointment for you on the …………………………….… at………………….. If this is inconvenient please telephone the practice to re-arrange your appointment.



It is our policy that GPs do not prescribe drugs of dependence if they feel that previous prescriptions were inappropriate. Your GP will evaluate your condition and only prescribe an opioid of the strength necessary for you. This may be different to the drug you had prescribed at your previous GP Practice. Your GP may decide not to continue prescribing an opioid medication previously prescribed for you. It may be determined that such a medication is not suitable.



If the decision to prescribe is taken after a shared discussion of goals, plans, risks and benefits, you may be required to confirm your consent in writing. You will be asked to complete the Opioid Management Plan: Treatment Agreement that will detail our practice’s expectations when prescribing drugs of dependence. This agreement details your responsibilities as a patient taking a drug of dependence; any prescriptions issues; advice on taking your medications; how we will monitor your care; and the standards of behaviour that are expected.



If you have any other queries or concerns, please contact the practice to discuss them.



Yours sincerely

XXXXXXXXXXXX
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What are opioids?

Opioids are a type of pain management medicine. Codeine and dihydrocodeine are weak opioids. These are often prescribed in combination with paracetamol (co-codamol and co-dydramol). Strong opioids include tramadol, morphine (Zomorph®) and oxycodone (Longtec®). They should only be used by the person they are prescribed for.

Opioids for chronic (long term) pain relief

While some types of pain, e.g. cancer pain, respond well to opioids they are not effective in many chronic pain conditions. Research shows they have limited benefit especially with long term use. Side effects and risks need to be balanced against any benefits. Taking these medicines may affect your ability to drive.

Your GP should explain the differences between sustained release and immediate release formulations, when they are prescribed together.

You may need to show identification when you collect your medicines and your community pharmacist will advise you on how to safely dispose of these medicines.

When opioids are used to treat chronic pain there can be benefit initially but this may not continue. For many patients, opioids provide little or no pain relief in the long term and can lead to an overall reduction in the quality of life.

It is important to remember that taking medicines for your pain is only one part of managing your pain. Learning more about your pain and other ways to manage it may be more beneficial in the longer term.

Why reduce

A trial reduction of opioids should be considered every 6-12 months, when prescribed for chronic pain. A review and trial reduction can be useful to check:



whether you are still getting benefit

if it is causing you any side effects

and minimise long term risks.

Long term risks of opioids

There are risks of taking opioids long term. They can affect your hormone system and bone mass. They can affect your immune system making you more likely to get infections. They may also cause ‘hyperalgesia’ where you may feel an increase in all-over pain.

Opioids have the potential to cause tolerance, dependence and addiction, although this is rare when taken as prescribed for chronic pain. This is more likely if they are or have been dependent on other drugs, alcohol or nicotine.

Physical dependence to opioids can develop when taken regularly for more than a few weeks. Suddenly stopping these medications can cause withdrawal effects which are uncomfortable but are not life threatening.

Tolerance is a need for higher doses to maintain the same level of pain relief. If tolerance becomes a significant problem this may mean that the prescribed opioid will need to be gradually withdrawn.

Addiction is a psychological dependence with patterns of behaviour associated with obtaining and consuming the medicine. If it is felt this is happening the prescribed opioid will be gradually withdrawn.

Abuse is a term meaning that the medicine is not being used in a responsible way as prescribed. When abuse of the prescribed opioid is suspected it will be gradually withdrawn.

If you think you are having any of these effects or if you have any worries about them, please discuss these with your doctor, pharmacist or pain specialist. Not everyone will experience these long term side effects.

Withdrawal effects

Not everyone experiences symptoms but they are more likely if you stop opioids suddenly or reduce the dose too quickly.

You may get withdrawal effects such as anxiety, aching muscles, runny nose, hot and cold flushes, yawning, poor sleep, nausea, vomiting, stomach cramp or diarrhoea. These symptoms can occur 24 to 48 hours after the last dose and can last up to three weeks.

If you do get withdrawal effects then do not reduce further. Maintain the dosage that you have reduced to. Wait for the withdrawal effects to stop before reducing further. You may need to reduce more slowly or by smaller amounts to manage these effects. If withdrawal effects continue to persist then speak to your doctor, pharmacist or pain specialist.

Reducing opioids

The most suitable way to reduce or withdraw the opioid depends on the individual, the dose and how long it has been taken for.

A dose reduction plan can be discussed and agreed with your doctor, pharmacist or pain specialist. You may need different strengths of your medication to do this.

A reduction of 5-10mg (or 10%) of your total daily dosage of morphine is often recommended. The dose should only be reduced every 1 or 2 weeks.

For example, If you are taking Morphine (Zomorph®) at a dose of 50mg twice a day you could try reducing the dose by 10mg. You would then be taking 40mg in the morning and 50mg at night. This should be maintained for 1 or 2 weeks.Opioids: How to reduce or discontinue using them



If after this time your symptoms are no worse than when you were on the higher dose then you are ready to make the next dose reduction. This process can be repeated until the opioid is withdrawn.

What if my pain increases?

Pain medication can often be reduced without any increase in pain. If your pain does increases then do not reduce further. Maintain the dosage that you have reduced to until the pain settles. If the increased pain does not settle then speak to your doctor, pharmacist or pain specialist.
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Patient Information Leaflet

Please read the patient information sheet given with each medication. It will give you more information about the medicine and any side effects



Opoids: How to reduce or discontinue using them Patient Information Leaflet

Opoids: How to reduce or discontinue using them Patient Information Leaflet                                                   Adapted from NHS Fife Opioids: How to reduce or discontinue Opioids patient                                                                           …                                                                                                                                                                          information leaflet- July 2018
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Information about stopping Opioid Medication - Prescqipp.docx
[bookmark: _Toc27598156]Information about stopping Opioid Medication (PresQIPP)

[bookmark: _Toc23774904][bookmark: _Toc24616982]This document is for you to adapt for your patient(s). Please ensure that you customise the information so that it is appropriate.  Once you have made your amendments check that important information isn’t split across two pages. This section should be deleted prior to giving to the patient.



Information about stopping your [opioid] treatment 

As discussed with your GP we plan to start reducing your opioid treatment.

Your medication [state opioid] has been converted to morphine modified release capsules starting at [state dose].  This will be reduced gradually over [x] weeks.	Comment by Sajida K.: Note to reviewer- Delete if not converting to morphine

· We plan to decrease your starting dose by 1/10th per week, however if you have problems we can discuss doing this more slowly at your next review. 	Comment by Sajida K.: Note to reviewer- Sometimes a slower tapering may be needed- prescriber to amend as necessary

If you experience any problems or side effects during this treatment reduction, please call your GP/nurse/pharmacist on [insert telephone number]. 

		Your name

		



		Your GPs name

		



		The change being made to your treatment 

		Gradually stopping your [opioid] treatment



		How long will this change take?

		 [X] weeks



		When do I need to come in for a review?

		Example - you will need to come in every week to be reviewed and issued a new prescription.





How your dose of [morphine MR capsules/tablets] will be reduced over [x] weeks	Comment by Sajida K.: Note to reviewer- the plan may be to reduce down to a lower dose in which case delete sections not needed.

		

		Your weekly prescription

		Daily dose of Morphine

		How to take your medication



		Your current dose

		14 x 60mg MR capsules

		120mg 

		You currently take one 60mg MR capsule two times a day OR [insert dose] [delete as necessary]



		Week 1

		7 x 60mg MR capsules

7 x 30mg MR capsules

14 x 10mg MR capsules

		110mg 

		You need to take one 60mg MR capsule in the morning and one 30mg MR capsule and two 10mg MR capsules in the evening OR [insert dose] [delete as necessary]



		Week 2	Comment by Sajida K.: Note to reviewer- ensure key information for each week is not split across two pages

		14 x 30mg MR capsules

28 x 10mg MR capsules 

		100mg 

		You need to take one 30mg MR capsule and two 10mg MR capsules two times daily OR [insert dose] [delete as necessary]



		Week 3

		14 x 30mg Capsules

14 x 15mg MR capsules

		90mg 

		You need to take one 30mg MR capsule and one 15mg MR capsule two times daily OR [insert dose] [delete as necessary]



		Week 4

		14 x 30mg MR capsules

14 x 10mg MR capsules

		80mg 

		You need to take one 30mg MR capsule and one 10mg MR capsules two times daily OR [insert dose] [delete as necessary]



		Week 5

		14 x 30mg MR capsules

14 x 5mg MR capsules

		70mg 

		You need to take one 30mg MR capsule and one 5mg MR tablet two times daily OR [insert dose] [delete as necessary]



		Week 6

		14 x 30mg MR capsules

		60mg 

		You need to take one 30mg MR capsule two times daily OR [insert dose] [delete as necessary]



		Week 7

		28 x 10mg MR capsules

14 x 5mg MR tablets

		50mg 

		You need to take two 10mg MR capsule and one 5mg MR tablet two times daily OR [insert dose] [delete as necessary]



		Week 8

		28 x 10mg MR capsules



		40mg 

		You need to take two 10mg MR capsules two times daily OR [insert dose] [delete as necessary]



		Week 9

		14 x 10mg MR capsules

14 x 5mg MR tablets

		30mg 

		You need to take one 10mg MR capsule and one 5mg MR tablet two times daily OR [insert dose] [delete as necessary]



		Week 10

		14 x 10mg MR capsules



		20mg 

		You need to take one 10mg MR capsule two times daily OR [insert dose] [delete as necessary]



		Week 11

		14 x 5mg MR tablets

		10mg 

		You need to take one 5mg MR tablet two times daily OR [insert dose] [delete as necessary]



		Week 12

		STOP – You will stop taking morphine from the beginning of week…
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BACKGROUND

The aim of the counselling checklist is to assist healthcare professionals, working in
community pharmacies, primary care and secondary care, in the essential counselling
of patients on the safe and effective use of opioid patches. The inclusion of a checklist
for patients/carers to refer to following counselling will also encourage the safe use of
opioid patches.

Fentanyl patches are strong opioid analgesics indicated for chronic intractable pain.
Buprenorphine patches are strong opioids indicated for moderate to severe chronic
cancer pain and moderate to severe pain unresponsive to non-opioid analgesics?.
Fentanyl is a Schedule 2 Controlled Drug and buprenorphine is a Schedule 3 Controlled
Drug?.

In 2008, the National Patient Safety Agency published a Rapid Response Report,
alerting all healthcare professionals to the risks of patients receiving unsafe doses of
opioid medicines®. In 2014, the Medicines and Healthcare products Regulatory Agency
(MHRA) highlighted the risk of inadvertent exposure to fentanyl patches?*, emphasising
the need for providing information to patients and caregivers regarding the safe handling
of patches. The MHRA had also previously issued a drug safety update in September
2008, detailing serious and fatal overdose from dosing errors, accidental exposure and
inappropriate use®. In December 2015, Welsh Government issued a Patient Safety
Notice regarding the risk of harm from the inappropriate use and disposal of fentanyl

patches®.

It is important that patients who are prescribed opioid patches are appropriately
counselled on the safe use, storage and disposal of their medicine, so as to reduce the
risk of overdose from dosing errors, accidental exposure and inappropriate use’.

If appropriate, it is beneficial for a patient's carer to be involved in any counselling,
especially as symptoms experienced in the event of overdose may prevent a patient from
seeking help. In community pharmacies, ascertain who is collecting the medication and
make a record of it. Patients and carers should be told to keep the manufacturer’s patient
information leaflet (PIL) for reference. It is important that information regarding safe use
and side effects is reiterated when patients collect their prescriptions, even for those
using opioid patches long-term. Consider documenting that the checklist has been
discussed with the patient/carer (e.g. by using a Read Code). The Patient Medication
Record (PMR) or a Medicines Use Review (MUR) form can also be used to document
counselling given.

Information on the initiation of treatment with transdermal opioids can be found in various
resources, including the Summary of Product Characteristics (SPC), British National
Formulary (BNF), and Monthly Index of Medical Specialities (MIMS). Opioids should be
withdrawn gradually unless there are signs and symptoms of opioid toxicity*®.

Opioid patches may affect the patient’s ability to drive and operate machinery; patients
should not drive until they know how the medicine affects them. For further advice,
see Department for Transport guidance for healthcare professionals on drug driving.

Various medicines can interact with opioids and potentiate the associated risks of their
use! (consult the BNF or SPC for full details); a careful drug history in a patient unfamiliar
to you is therefore essential, even if it means contacting the prescriber. This is particularly
important for patients new to opioid patches. It is good practice to record any over the
counter (OTC) items supplied to the patient and check these for interactions with opioid
patches. It is important to establish whether there are any concurrent co-morbidities, and
opioid patches should be used with extra caution in special populations (consult the BNF
or SPC for full details).

If you have any concerns/suspicions regarding a particular patient and patch abuse
potential, please contact the prescriber or your local substance misuse specialist team.
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OPIOID PATCH SAFETY: COUNSELLING CHECKLIST

o If the patient is calling back, please attach a counselling required note.
e Appropriate health professional to issue prescriptions (e.g. assistant technical
officers or students are not to issue these prescriptions without supervision).

For completion by the clinical checker

Yes No Comment

Patient details

A | Has the patient received this treatment before? Check that not opioid-naive
B | Has the dose changed?

C | Is the brand of opioid patch the same as previously used?

D Double-check for drug interactions when new items are prescribed

E | Has the patient been given information on breakthrough pain relief?

F Presence of PIL within the packaging

Counselling checklist: For completion by the counsellor

Already

Check the patient knows: Yes No
aware

a e How many patches to apply and how often

e To choose the patch application site carefully and to not apply to the same site twice in
arow (see PIL)

e To not apply the patch to broken, irritated or irradiated skin. Ensure skin is
c non-hairy and dry before application. If necessary, cut hair with scissors; do not shave
the area before applying a patch

d e Never to cut the patch

e The process for applying the patch (refer to PIL):

— Remove old patch and carefully fold it over so sticky sides are stuck together. Put
back in its original pouch and safely dispose of it out of discovery of
children/animals

— Apply new patch (avoid touching sticky sides)

— Press patch firmly in place for 30—60 seconds and wash hands afterwards

b

f e That it may be helpful to use a calendar to record day of application
g e That the patch may not start or stop working straight away

o If the patch falls off, start another patch. Do not re-use patch. If the edge of the patch
h starts to peel, use suitable tape (e.g. white surgical tape, transparent adhesive film
dressing) to secure the patch

e To keep patches out of sight/reach/discovery of children and animals and to seek
immediate medical attention if patch is swallowed, or it is applied to the skin of
anyone other than the patient. Patches are not plasters! Incidents have involved

i children mimicking what they have seen others do. Deaths have occurred where
children have removed patches from co-sleeping adults. Wearing an item of clothing
over the patch when sharing a bed with children or a partner is recommended. Deaths
have also occurred where children have swallowed discarded/‘fallen-off’ patches

e The effect of heat on patch. Avoid applying external heat sources against/near the
patch, e.g. hot water bottles, heat pads or heat blankets. Avoid hot tubs and saunas.
i Caution about long hot baths. Keep the patch area out of excessive sun. Store patches
away from heat sources. Seek urgent medical advice if feverish. The body can
absorb too much medicine if patch is exposed to excessive heat

e Signs and symptoms of too much medicine and what to do. Seek medical attention
immediately if trouble breathing, or shallow/very slow breathing; extreme sleepiness or
sedation; inability to think/walk/talk normally; feeling faint, confused or more dizzy than
usual

e That opioid patches may cause drowsiness and affect ability to drive/operate
| machinery. Do not drive/operate machinery if affected. Alcohol may potentiate
these effects

e To use a regular community pharmacy and seek their advice when buying OTC/herbal
products (e.g. antifungals for thrush, antihistamines)

e To bring medicines/current medicines list to clinic/hospital/attend out-of-hours
n services/dentist/A&E/for scans, X-rays or any hospital procedures. Medicine-containing
patches cannot be worn during an MRI scan

Discussed with: Counselled by: Information to  Documented (e.g. on Date:
patient/carer o PMR/MUR) o
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The Opioid Patch Information to Keep Patients Safe, on the following page (in English
and Welsh), should be given to patients to serve as a reminder of the safety issues
discussed with the healthcare professional regarding the use and storage of their opioid
patch. It should therefore be given to the patient after the healthcare professional has
completed the Opioid Patch Safety: Counselling Checklist (see previous page).
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OPIOID PATCH INFORMATION TO KEEP PATIENTS SAFE

You may find this information helpful if you are a patient who uses opioid patches
(e.g. fentanyl patches/buprenorphine patches), or you care for someone who uses
opioid patches. You should read the patient information leaflet in the packaging
along with this information. Use the patch exactly as directed by your doctor, nurse
or pharmacist.

Safeguarding Users of Opioid Patches by Standardising Patient/Caregiver Counselling

This patch is designed to provide you with better overall background pain relief. If
you still experience pain throughout the day, you can take fast-acting painkillers
exactly as advised by your doctor, nurse or pharmacist. Contact your doctor, nurse
or pharmacist if you have any queries or would like more information.

What do | need to know about opioid patches?

Using and disposing of your opioid patch safely

e Make sure you know how many patches to apply and how often you should apply
them.

e Make sure you know the correct place on your body to apply the patch. When
you change to your next patch, you should take the old one off and then apply
the new patch to a different area of skin on your body.

e Where possible, you should use the same make of patch each time. If you notice
that your patch looks different from those that you are used to using, ask your
pharmacist for advice.

e Do not apply patch to broken or irritated skin. Do not use the patch on skin
that has undergone radiation therapy. Use the patch on non-hairy and dry skin.
Cut any hair in the area with scissors. Do not shave the area before applying a
patch as this may irritate the skin.

e Never cut the patch.

e Make sure you follow the correct process for applying the patch:
— Remove the old patch and carefully fold it over so the sticky sides are stuck
together. Put it back in its original pouch.

— Make sure you safely dispose of patches out of the
reach/discovery of children/animals. This may be in a bin
with household rubbish.

— Apply new patch (avoid touching sticky sides).

— Press the patch firmly in place for 30—-60 seconds.
— Wash hands afterwards. 2 2z 24

e It may be helpful to use a calendar to record the day you put the

patch on. %

e The patch may not start or stop working straight away. You may need to take
additional fast-acting painkillers when starting the patch, as advised by your
doctor, nurse or pharmacist.

o If the patch falls off, start another patch. Do not re-use patch. If the edge of the
patch starts to peel, use suitable skin-friendly tape (e.g. white surgical tape) to

secure the patch.
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Keeping yourself and others safe

e Keep out of sight/reach/discovery of children and animals.
Seek immediate medical attention if patch is swallowed, or it ‘
is applied to the skin of anyone other than yourself. Patches »
are not plasters! Incidents have involved children mimicking what
they have seen others do. Deaths have occurred where children o
have removed patches from co-sleeping adults. Wearing an item

of clothing over the patch when sharing a bed with children or a partner is
recommended. Deaths have also occurred where children have swallowed

discarded/‘fallen-off’ patches.

e Seek medical attention straight away if the patch is swallowed by yourself or

others. If the patch sticks to the skin of anyone other than you,
remove it and seek medical attention straight away.

e Avoid placing heat sources against/near the patch, e.g. hot
water bottles, heat pads or heat blankets. Avoid hot tubs and
saunas. Caution with long hot baths. Keep the patch area out of
excessive sun. Store patches away from heat sources. The body
can absorb too much medicine if the patch gets too hot.

Signs and symptoms of too much medicine and what to do

e Seek medical attention immediately if: g
— feverish; r 9 %
— trouble breathing, or shallow/very slow breathing; i |
— extreme sleepiness or sedation; ‘,\;L_‘W’ l’
— inability to think/walk/talk normally; F A

— feeling faint, confused or more dizzy than usual.
Increased sleepiness and driving or operating machinery

e Opioid patches may make you sleepy and affect your ability
to drive/operate machinery.

e Do not drive/loperate machinery if affected.
e Drinking alcohol whilst using opioid patches can also make you more sleepy.
Taking other medicines and using medical services

e Use aregular community pharmacy and seek their advice when buying over the

counter medicines/herbal products.

e Bring your medicines or a list of your current medicines with you if you come to
clinic/hospital/attend out-of-hours services/dentist/ A&E/for scans, X-rays or any

hospital procedures. Opioid patches cannot be worn during an MRI scan.

Further information

e Fentanyl information leaflet for patients and caregivers (Medicines and Healthcare products Regulatory

Agency), available at:
https://assets.publishing.service.gov.uk/media/54730808e5274a1301000046/con437440.pdf

o Fentanyl patch patient information leaflet, and Opioids and driving patient information leaflet (Velindre

Cancer Centre), available at: www.velindrecc.wales.nhs.uk/palliative-care-1
e  Drugs and driving: the law (Department for Transport), available at: www.gov.uk/drug-driving-law
e  Opioids in Palliative Care — Patient Information Manual (AWMSG), available at:
http://www.awmsg.org/awmsgonline/medman_patient leaflets.html
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GWYBODAETH AM GLYTIAU OPIOID ER MWYN CADW CLEIFION YN DDIOGEL

Efallai y bydd y wybodaeth hon yn ddefnyddiol i chi os ydych yn glaf sy’n defnyddio clytiau
opioid (e.e. clytiau fentanyl/clytiau buprenorphine), neu eich bod yn gofalu am rywun sy’n
defnyddio clytiau opioid. Dylech ddarllen y daflen gwybodaeth i gleifion sydd yn y pecyn
ynghyd &'r wybodaeth hon. Defnyddiwch y clwtyn yn union fel y cyfarwyddwyd gan eich
meddyg, nyrs neu fferyllydd.

Diogelu Defnyddwyr Clytiau Opioid drwy Safoni Cwnsela Claf/Rhoddwr Gofal

Bwriedir i'r clwtyn roi gwell lleddfiad poen cefndir cyffredinol i chi. Os ydych chi'n dal i gael
poen drwy gydol y dydd, gallwch gymryd cyffur lladd poen sy’n gweithio’n gyflym yn union
fel y cynghorwyd gan eich meddyg, nyrs neu fferyllydd. Cysylltwch &ch meddyg, nyrs neu
fferyllydd os oes gennych unrhyw gwestiynau neu os hoffech gael rhagor o wybodaeth.

Beth sydd angen i mi wybod am glytiau opioid?
Defnyddio a gwaredu eich clwtyn opioid yn ddiogel

e Gwnewch yn siwr eich bod yn gwybod sawl clwtyn i'w ddefnyddio a pha mor aml y
dylech eu defnyddio.

e Gwnewch yn siwr eich bod yn gwybod lle yn union ar eich corff i osod y clwtyn. Pan
fyddwch yn newid i'ch clwtyn nesaf, dylech dynnu’r hen un i ffwrdd ac yna rhoi clwtyn
newydd ar ran gwahanol o groen ar eich corff.

e Panfo hynny'n bosibl, dylech ddefnyddio clwtyn o’r un gwneuthuriad bob tro. Os ydych
chi'n sylwi bod eich clwtyn yn edrych yn wahanol i'r rheini yr ydych yn arfer eu
defnyddio, gofynnwch i'ch fferyllydd am gyngor.

e Peidiwch & rhoi clwtyn ar groen sydd wedi torri neu sy’'n llidus. Peidiwch a
defnyddio clwtyn ar groen sydd wedi derbyn therapi ymbelydredd. Defnyddiwch y
clwtyn ar groen heb flew a sych. Torrwch unrhyw flew yn yr ardal gyda siswrn.
Peidiwch ag eillio’r ardal cyn gosod clwtyn gan y gallai hyn lidio’r croen.

e Peidiwch byth & thorri’r clwtyn.

e Gwnewch yn siwr eich bod yn dilyn y broses gywir ar gyfer gosod y clwtyn:
— Tynnwch yr hen glwtyn a phlygwch ef yn ei hanner fel bod yr ochrau gludiog
yn sownd i'w gilydd. Rhowch ef yn 6l yn y cwdyn gwreiddiol.

— Gwnewch yn siwr eich bod yn gwaredu clytiau allan o
gyrraedd/darganfyddiad plant/anifeiliaid. Gallai hyn fod mewn
bin gyda sbwriel y cartref.

— Gosodwch glwtyn newydd (osgowch gyffwrdd &’r ochrac
gludiog).

— Gwasgwch y clwtyn yn gadarn yn ei le am 30-60 eiliad.

— Yna golchwch eich dwylo. —i—

e Efallai y byddai'n ddefnyddiol i ddefnyddio calendr er mwyn cofnodi'r + = =

diwrnod y gwnaethoch osod y clwtyn.
e Efallai na fydd y clwtyn yn dechrau neu’'n stopio gweithio ar unwaith. .

Efallai y bydd angen i chi gymryd cyffur lladd poen sy’'n gweithio’n
gyflym yn ychwanegol pan fyddwch yn dechrau ar y clwtyn, fel y cynghorir gan eich
meddyg, nyrs neu fferyllydd.

e Os bydd y clwtyn yn syrthio i ffwrdd, dechreuwch un arall. Peidiwch ag ail-ddefnyddio
clwtyn. Os yw ymyl clwtyn yn dechrau plicio, defnyddiwch déap sy’n addas ar gyfer y
croen (e.e. tap llawfeddygol gwyn) i osod y clwtyn yn sownd.
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Grwp Strategaeth Meddyginiaethau Cymru Gyfan
Cadw eich hun ac eraill yn ddiogel

e Cadwch glytiau allan o olwg/cyrraedd/darganfyddiad plant
ac anifeiliaid. Ceisiwch sylw meddygol ar unwaith os llyncir ‘
clwtyn, neu os rhoddir ar groen unrhyw un heblaw chi. Nid -
plasteri yw clytiau! Cafwyd digwyddiadau lle gwelwyd plant yn
dynwared yr hyn y maent wedi gweld eraill yn ei wneud. Bu -~
marwolaethau pan fo plant wedi tynnu clytiau oddi ar oedolyn sy’n '
cysgu gyda nhw. Argymhellir gwisgo difledyn dros y clwtyn pan fydadwch yn rhannu
gwely gyada phlant neu bartner. Bu marwolaethau hefyd pan fod plant wedi llyncu
clytiau sydd wedi'u taflu neudisgyn i ffwrdd o’r croen.

-~ =
gt
iy

e Ceisiwch gyngor meddygol ar unwaith os caiff y clwtyn ei lyncu gennych chi neu
unrhyw un arall. Os bydd y clwtyn yn glynu ar gorff unrhyw un heblaw chi, tynnwch y
clwtyn i ffwrdd a cheisiwch gyngor meddygol ar unwaith.

e Osgowch roi ffynonellau gwres yn erbyn/yn agos i'r clwtyn, e.e.
poteli dwr poeth, padiau gwres neu flancedi gwres. Osgowch dybiau
poeth a sawnau. Byddwch yn ofalus os cewch fath poeth hir. Cadwch
ardal y clwtyn allan o haul eithafol. Storiwch glytiau oddi wrth ffynonellau
gwres. Gall y corff amsugno gormod o feddyginiaeth os yw’r clwtyn
yn mynd yn rhy boeth.

Arwyddion a symptomau gormod o feddyginiaeth a beth i’'w wneud

e Ceisiwch sylw meddygol ar unwaith os ceir profiad o unrhyw rai o’r canlynol:
— twymyn, A 4w
— anhawster anadlu, neu anadlu bas/araf iawn; r f
— cysgadrwydd neu lonyddiad eithafol; ! j“
— methu & meddwl/cerdded/siarad yn arferol; ! M_‘W‘ 4
— teimlo’'n wanllyd, dryslyd neu'n fwy penysgafn nag arfer. IS e

1

Cysgadrwydd cynyddol a gyrru neu weithio peiriannau

e Gall clytiau opioid eich gwneud yn gysglyd ac effeithio ar eich
gallu i yrru/gweithio peiriannau.

e Peidiwch & gyrru/gweithio peiriannau os effeithir arnoch.

e Gall yfed alcohol pan fyddwch yn gwisgo clytiau opioid hefyd eich
gwneud yn fwy cysglyd.
Cymryd meddyginiaethau eraill a defnyddio gwasanaethau meddygol

e Defnyddiwch fferyllfa gymunedol reolaidd a cheisiwch eu cyngor wrth brynu
meddyginiaethau/cynnyrch llysieuol dros y cownter.

e Dewch &'ch meddyginiaethau neu restr o’ch meddyginiaethau presennol gyda chi os
ydych yn dod ir clinig/lysbyty/mynychu gwasanaethau tu allan i
oriau/deintydd/damweiniau ac achosion brys/ar gyfer sganiau, pelydr-X neu unrhyw
weithdrefnau ysbyty. Ni ellir gwisgo clytiau opioid yn ystod sgan MRI.

Gwybodaeth bellach

e Taflen wybodaeth fentanyl ar gyfer cleifion a rhoddwyr gofal (Asiantaeth Rheoleiddio
Meddyginiaethau a Chynhyrchion Gofal lechyd), ar gael
yn: https://assets.publishing.service.gov.uk/media/54730808e5274a1301000046/con437440.pdf

e Taflen gwybodaeth i gleifion clwtyn fentanyl, a thaflen gwybodaeth i gleifion opioidau a gyrru
(Canolfan Canser Felindre), ar gael yn: www.velindrecc.wales.nhs.uk/palliative-care-1

e Cyffuriau a gyrru: y gyfraith (Yr Adran Drafnidiaeth), ar gael yn: www.gov.uk/drug-driving-law

e Opioidau mewn Gofal Lliniarol — Llawlyfr Gwybodaeth i Gleifion (AWMSG), ar gael yn:
http://www.awmsg.org/awmsgonline/medman_patient_leaflets.html
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Safeguarding Users of Opioid Patches by Standardising Patient/Caregiver Counselling
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What are gabapentinoids?

Gabapentinoids are medications used to help manage nerve (neuropathic) pain. Neuropathic pain is a type of pain that follows after damage to a nerve. It is thought to result from a “rewiring” of the nerves of the spinal cord .They become very sensitive and send too many pain signals. The pain can be there all the time or can come and go. Normal touch can feel painful. There is often a “burning” or “shooting” feeling, or pins and needles.

Why reduce?

A trial reduction of gabapentinoid should be considered every 6-12 months, when prescribed for chronic pain. A review and trial reduction can be useful to check:

Whether nerve pain is still a problem

Whether you are still getting benefit

If it is causing any side effects

How to reduce gabapentinoids

The dose should be reduced gradually each week as this will minimise withdrawal effects. It will also allow you to check if there is any change in your pain. The amount and time will depend on your current dose and how long you have been taking the medication. 

Often the dose can be reduced in reverse order to how it was increased for example:

Gabapentin could be reduced by 300mg per week 

Pregabalin could be reduced by 75mg per week 

Please follow your reduction plan. Gabapentin and pregabalin come in different strengths. You may require different strengths to allow you to follow the reduction plan.

Do not try to reduce at stressful times or when your pain is flared up. Do not make more than one medication change at the same time.

What are withdrawal symptoms?

Withdrawal symptoms may occur when you have been taking a medication for some time and then stop it suddenly. These can be reduced or stopped from happening by reducing the dose slowly.

The most common withdrawal effects are Anxiety, Difficulty sleeping, Nausea, Pain, Sweating.

These can occur within a day and last up to seven days. If you do get withdrawal effects then do not reduce further. Maintain the dosage that you have reduced to. Wait for the withdrawal effects to stop before reducing further. You may need to reduce more slowly or by smaller amounts to manage these effects.

If withdrawal effects continue to persist then speak to your doctor, pharmacist or pain specialist.

What if my pain increases? 

If your pain increases then do not reduce further. Maintain the dosage that you have reduced to.

If the increased pain does not settle within a few weeks then increase your dose slowly again to the lowest dose that controls your pain. This can be done in the reverse order to how it was reduced. This may be less but should not be more than your original dose.

If the increased pain does not settle then speak to your doctor, pharmacist or pain specialist.



Medication in chronic pain

The benefit from taking medication should always be more than any side effects you may have. Only you:

know how bad your pain is

are able to say if your medication is helping

know what side effects you are having.

It may take a few weeks or several trials of different medications to find the best combination for you and your pain. It may help to keep a diary of your pain and other symptoms. Side effects often become less once you have been on a medicine for a few days.

Please read the patient information sheet given with each medication. It will give you more information about the medicine and any side effects.

You can discuss your pain medication with your doctor, pharmacist or pain specialist. They can give you advice on which pain medicines may help and they can help you find the best way to take your medicines. They can advise you on putting your dose up safely if your pain is worse and on taking less medication safely when your pain is less.Gabapentinoid Reduction



If your medicine is not helping you may not need to take it. Please talk to your doctor or pharmacist first. Some pain medicines should not be stopped suddenly.

Do not share or take other people’s medication. Always advise your doctor, pharmacist or pain specialist about any other medication or products you are taking for chronic pain including things bought from the pharmacy, herbal supplements or non- prescribed medicines.

Understanding how your medications work may help you to get the best pain relief from it with the least side effects.
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Your doctor, nurse or pharmacist will explain to you how to take your pain relief medications. 



This diary will help you and your doctor, nurse or pharmacist to decide whether the pain relief medications you take are suitable for you. 



Please fill in the pain diary every time you take your pain relief medication or at least twice a day.



When you fill in your pain intensity please use the pain assessment tool below to help you describe the pain you are experiencing. Record your pain intensity just before taking your pain relief medications, take your medications, then wait 30 – 60 minutes and record your pain intensity again. 



Please keep a note of any side effects that your pain relief medications cause and how the pain is affecting your daily activities such as stopping you doing activities, or limiting how far you can walk.



Please bring the completed pain diary to the next appointment for your pain. You and your doctor, nurse or pharmacist can use the information you record to decide if your pain relief medications are right for you.
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		Date and time

		Name of medication and dose taken



		Pain intensity

before

taking pain

relief 

(0-10)

		Pain

intensity

after

taking

pain relief (0-10)

		Any side effects? What are they?



		Is your pain affecting daily activity? In what way?

		Was your sleep disturbed

by pain?
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What are benzodiazepines and why they used?

Benzodiazepines, such as temazepam and diazepam, are a group of drugs which have been available since the early 1960s and are used as sleeping tablets or to help with severe anxiety. ‘Z’ drugs, such as zolpidem, zopiclone, and zaleplon, are also used as sleeping tablets. Benzodiazepines and ‘Z’ drugs are only available on prescription. It is illegal to supply them in any other circumstances, including giving them away.

Benzodiazepines and ‘Z’ drugs should only be taken for a short period of time (maximum of two to four weeks) to help cope with a crisis. The can be taken for sleeplessness but they should not be taken for more than one night in three. They treat the symptoms of a condition and not the causes. However, their effectiveness is limited to about four weeks. You may feel that you need to keep taking them despite any beneficial effect and, if taken over a long period of time, addiction may occur.

Counselling and other non-drug treatments have proven to be more effective than drugs in many cases.

What are the effects of taking benzodiazepines? 

Benzodiazepines act on the brain and may affect your memory and concentration. Other potential side-effects include tiredness and drowsiness. Drinking alcohol while taking these tablets is dangerous. Alcohol can increase the effects of benzodiazepines and ‘Z’ drugs and make you sleep very deeply so that you do not breathe properly or have difficulty waking.

The effects of benzodiazepines and ‘Z’ drugs may make you too sleepy to drive or operate machinery.

Benzodiazepine and ‘Z’ drug treatment is associated with a number of side effects, which include drowsiness and falls, impairment in judgement and dexterity, increased risk of traffic accidents, forgetfulness, confusion, irritability, aggression, and excitability, withdrawal symptoms.

Complications related to long-term use include depression, reduction in coping skills, tolerance and dependence, dementia and Alzheimer’s, disease, increased risk of premature death from any cause.

How to stop taking benzodiazepines and ‘Z’ drugs?

If you have been taking benzodiazepines to help you cope with a personal crisis, it may be advisable to wait until things settle down before starting to reduce the dose. The following tips may help once you have decided to withdraw.

You should not attempt to give them up completely all at once. The rate at which a person should reduce his or her intake varies. It is important, however, once you have decided to withdraw that you make this a slow, gradual process as this often gives a better chance of long-term success. It is important that you take it at your own pace—one that feels right for you.

Consult your doctor, practice nurse, or pharmacist. They can give advice on the rate at which you should reduce the dose of the drug and help you to consider other ways of dealing with your worries/sleeping problems. This could be anxiety management groups or counselling. Depending on which drug you are taking it may be easier to withdraw if you change to diazepam. Diazepam is available in 2mg, 5mg, and 10mg tablets which make it easier to cut your dose down more slowly. Discuss the possibility of change with your doctor.

Don’t go back. When people begin to reduce their dose, they become able to deal with normal day-to-day events and may feel much better. However, it is usual to have a bad patch at some time during withdrawal. If this happens, stick with the current dose until you feel ready to reduce again. This may take several weeks, but try not to increase the dose.

Keep a written record. Plan your withdrawal. Most people have found that about one to two weeks between reductions works for them, but everyone finds their own level. Keeping a diary can help as it records your progress and achievements, which will give you confidence and encouragement to carry on.

[image: C:\Users\simon.laws.SHEARTLANDS\AppData\Local\Microsoft\Windows\INetCache\Content.Word\virtual_gp_apt_laptop.jpeg]Coping with withdrawal symptoms

Not everyone experiences the same symptoms when withdrawing from benzodiazepines and ‘Z’ drugs. Some people may not experience any symptoms whereas some will suffer more than others:

Panic attacks are a very common symptom of withdrawal and understanding the cause is important. Establishing control over breathing will help to remove the feeling of fright.

Anxiety may be mistaken for the condition for which the drug was initially prescribed. Gradual drug withdrawal should help to minimise symptoms.

Aches and pains are very common during withdrawal from benzodiazepines and ‘Z’ drugs. Your local pharmacy can advise on a suitable painkiller to reduce these effects.

Agoraphobia ranges from being unable to go out on your own, to simply not wanting to go out despite being able to do so with effort. Usually, as withdrawal continues, agoraphobic feelings are reduced.Coming off benzodiazepines and ‘Z’ drugs



Sleeping problems are common during withdrawal, hence it is important to get some exercise as this helps to encourage sleep. Try not to worry about lack of sleep – the more you worry about not getting sleep, the less sleep you are likely to get.

Others include stomach problems, vivid dreams/nightmares, hot flushes or shivering and sinus problems.



Remember that the symptoms are not the disease – they show that you are progressing.
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