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1. Introduction

The Royal Australian College of General Practitioners (RACGP) has a proud history of leading safety and quality initiatives in general practice and has developed a range of tools and resources to assist general practitioners (GPs) in providing safe, high-quality care. 
Clinical indicators are an important and powerful quality improvement tool. This set of 16 clinical indicators form part of a comprehensive suite of safety and quality indicators for general practice that include:

· practice indicators within the RACGP’s Standards for general practices (4th edition)

· patient experience indicators within the RACGP’s Standards for general practices (4th edition)

· RACGP clinical indicators for Australian general practice.

2. What is a clinical indicator?

Clinical indicators assist in understanding and evaluating what is being done to provide care and treatment.
An indicator is defined as ‘a measure, process, or outcome used to judge a particular situation and indicate whether the care delivered was appropriate’.1 They guide the assessment of healthcare processes and outcomes and act as tools to flag patient care’.2
While clinical indicators alone do not improve healthcare, these are an important component of a broad quality improvement system.
3. Framework for clinical indicators and QI&CPD

The RACGP’s Quality Improvement and Continuing Professional Development (QI&CPD) Program has introduced a quality improvement requirement for GPs in the 2014–16 triennium. Each indicator can be used to implement a quality improvement activity, such as a clinical audit or Plan, Do, Study, Act (PDSA) cycle, or these can be viewed and implemented collectively as a single PDSA cycle.

If you participate in the RACGP’s QI&CPD Program you can submit activity applications for PDSA cycles and clinical audit to claim QI&CPD points. To access the online activity applications, visit www.racgp.org.au and login to the GP dashboard.
In the development of the indicators, 10 separate and clinically relevant categories for clinical practice indicators were identified. Each indicator has been categorised in one of these 10 areas:

1. Quality and safety infrastructure
2. Clinical policy
3. Organisation of services
4. Preventive health and screening
5. Clinical documentation*
6. Clinical assessment
7. Clinical management

8. Prescribing safety*

9. Clinical practice review
10. Populations for intervention.

*Note: There are no clinical indicators within this category in the current set of RACGP clinical indicators.
Reference
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4. Types of RACGP indicators 

There are two types of RACGP clinical indicators within the set of 16:
Yes/no/not applicable indicator 

With these indicators, a practice will simply need to answer yes/no/not applicable to demonstrate whether they meet the indicator. It is for the practice to decide how they work towards achieving it. 

Data collection indicator 

With these indicators, a clinical audit tool is usually required, and a practice will need to calculate a percentage or ratio based on a defined numerator and denominator to demonstrate how they meet the indicator. The interpretation of this calculation will be dependent on individual circumstances.
5. Terminology

A number of terms are used in this document.

Active patient: a patient who has attended the practice/service three or more times in the past 2 years (note this term is used in the RACGP’s Standards for general practices (4th edition))
Clinical audit tool (CAT): a tool for collecting and analysing clinical data. 
Level of evidence: Most of the evidence supporting the clinical indicators has been sourced from National Health and Medical Research Council (NHMRC) clinical guidelines where levels of evidence and grades of recommendation are defined according to the NHMRC’s Levels of evidence and grades for recommendations for developers of clinical practice guidelines. Note that the level V used by the NHMRC pre-2009 is employed in this document. Level V indicates: opinions of respected authorities, based on clinical experience, descriptive studies or reports or expert committees. Some evidence has been sourced from the Scottish Intercollegiate Guidelines Network (SIGN) where the grade of recommendation relates to the strength of the evidence on which the recommendation is based not the clinical importance of the recommendation (see Appendix B).
6. Presentation of RACGP indicators
The RACGP indicators are set out in the following format:
	Title
	Title of indicator

	Clinical indicator 
	This describes the actual clinical indicator 

	Type of indicator
	This box indicates the type of indicator. There are two types of RACGP indicators:

Yes/no/not applicable indicator 

With these indicators, a practice will simply need to answer yes/no/not applicable, to demonstrate whether they meet the indicator.

Data collection indicator 

With these indicators, a practice will need to calculate a percentage or ratio based on a defined numerator and denominator to demonstrate how they meet the indicator.

	Numerator
	If it’s a data collection indicator, the numerator requirements are detailed in this box. 

	Denominator
	If it’s a data collection indicator, the denominator requirements are detailed in this box.

	Rationale
	The information in this box is the rationale behind the indicator. It provides the context for why the indicator is important and valuable. 

	Level of evidence
	This box describes the level/strength of evidence that supports the indicator, using the NHMRC grading system. 

	Implementation
	This box provides advice on how the indicator can be implemented. 

	Category 
	Each indicator has been categorised in one of the 10 areas.


7. Data checking and cleansing

For many of the data collection indicators, we recommend checking the quality of the practice data before undertaking the indicator. These checks will help clean the data. 

These data checks are highlighted in blue in the Example report card document in Appendix A. 

Depending on what they reveal, the checks will also give you an understanding of how reliable your data is and therefore how accurate the indicator results will be. 

For example, the below data check is taken from Indicator 10 of our Example report card: Screening for retinopathy in patients with diabetes (which uses sample data):

	Screening for retinopathy in patients with diabetes

	The percentage of patients with diabetes who have retinal screening performed in last 2 years
	 
	63.5%
	55.7%
	51.3%

	Number of patients with diabetes > 12 years recorded
	 
	1065
	1097
	1100

	Number of patients with diabetes > 12 years who had retinal screening performed in last 2 years
	 
	676
	611
	564

	Data check – Number of patients with fasting blood glucose level (BGL) > 7 and no diagnosis of diabetes 
	
	80
	76
	65

	Note: A tool to review possible undiagnosed or undocumented diabetes. Not all records of fasting BGL >7 are diabetic. Some patients have been on steroids, others have fasting BGL done, when they in fact ate within 1 hour. However, missed diagnoses do occur.

	Data check – Number of patients with HbA1c > 6.5 and no diagnosis of diabetes
	
	25
	21
	18

	Note: A tool to review possible undiagnosed or undocumented diabetes. It is acknowledged that HbA1c 6.5 may become standard. Sometimes these patients have diabetes inserted as an abbreviation or incomplete text.

	Data check – Number of patients with fasting BGL < 5.5, no anti-diabetic medication 
and a diagnosis of diabetes
	
	46
	48
	43

	Note: A tool to review inadvertent over diagnosis of diabetes. Advise caution, as many of these will also be patients with diabetes who have instituted lifestyle changes to the point of being diabetes free.


8. Summary list of clinical indicators

	Clinical area
	No
	Description

	Quality and safety infrastructure
	1
	Practice infrastructure to support safety and quality of patient care

	Clinical policy
	2
	Practice policy on prescribing addictive medication

	Organisation of services
	3
	Practice system for triaging patients with acute illness

	
	4
	Practice system to support palliative and end-of-life care

	Preventive health and screening
	5
	Assessment of absolute cardiovascular risk

	
	6
	Screening for smoking status

	
	7
	Screening for alcohol consumption

	
	8
	Childhood immunisation rates

	
	9
	Screening for chlamydia withdrawn Dec 2016 in response to a change in guidelines

	Clinical documentation
	
	Nil

	Clinical assessment
	10
	Screening for retinopathy in patients with diabetes

	
	11
	Screening for nephropathy in high-risk patients

	Clinical management
	12
	Anti-platelet/anti-coagulant therapy in patients with coronary artery disease

	
	13
	Lipid management in coronary artery disease

	
	14
	Patient access to cognitive behaviour therapy

	Prescribing safety
	
	Nil

	Clinical practice review
	15
	Audit of patients newly diagnosed with malignancy 

	Populations for intervention
	16
	Reduction of tobacco consumption in patients with chronic obstructive pulmonary disease


9. RACGP indicators 

	1.Title 
	Practice infrastructure to support safety and quality of patient care

	
	

	Clinical indicator
	Our practice: 

a) has a designated clinician who has clear lines of responsibility and accountability for encouraging improvement in the safety and quality of clinical care 

b) has clinical risk management systems to enhance the safety and quality of clinical care

c) downloads pathology results in HL7 format

d) uses a clinical audit or similar tool for evaluating clinical care.

	Type of indicator
	Yes/no/not applicable

	Rationale
	Safe, high-quality healthcare is always consumer centred, driven by information and organised for safety.1 Among other things, this means safety and quality data are collected, analysed and fed back for improvement. Safety is a central feature of how healthcare facilities are run and how staff work. 

The RACGP defines clinical governance as a framework through which clinicians and health service managers are jointly accountable for patient safety and quality care.2
The intent of clinical governance is accountable to patients to prevent harm or manage harm when it occurs, including the disclosure of harm to patients by people who care for them. The second area of accountability is to the clinical team to provide a safe, supportive and just workplace and culture.

There are seven key areas to support clinical governance: ensuring clinical competence, clinical audit, patient involvement, education and training, risk management, use of information and staff management.3 These areas are attainable through the RACGP’s Standards for general practices (4th edition), clinical indicators and adopting key infrastructure within the practice.

An Australian systematic review4 of clinical governance tools found supporting evidence that at an individual service level, practice-determined organisation of quality management, using targeted feedback to healthcare workers with supported reflection can improve quality of care. As part of the quality infrastructure, the RACGP’s Standards for general practices (4th edition) require practices to have a designated clinician who has clear lines of responsibility and accountability for encouraging improvement in safety and quality of clinical care.
Clinical systems

The RACGP’s Standards for general practices (4th edition) describe appropriate clinical risk management systems as those which can decrease medico-legal risk. These include:

· complaints handling process

· tracking tests ordered and referrals made

· recording of appointments, cancellation and any failure to attend

· infection control procedures

· recruitment, training and management of staff

· managing confidentiality and privacy.
HL7 format is essential

HL7 is a standard for exchanging information between medical applications. It defines the format and the content of the messages that applications must use when exchanging data with each another in various circumstances.

Downloading pathology results in HL7 format inserts appropriate results into separate fields (eg HbA1c goes into HbA1c field, rather than simple text report). Without HL7 format, measuring many indicators would not be possible.
Clinical audit tool

A clinical audit tool provides practices with the ability to easily extract information from the practice’s medical software to assist with analysing patient population data aimed at improving the quality of patient care. These tools will assist general practices with managing voluntary clinical indicators.

References
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national-priorities/australian-safety-and-quality-framework-for-health-care/ [Accessed 14 November 2011].

2. The Royal Australian College of General Practitioners. Standards for general practices. 4th ed Melbourne: RACGP, 2010; p. 76.

3. Phillips C, Hall S, Pearce C, et al. Improving quality through clinical governance in primary healthcare. Canberra: Australian Primary Healthcare Research Institute, 2010.
4. Phillips CB, Pearce CM, Hall S, et al. Can clinical governance deliver quality improvement in Australian general practice and primary care? A systematic review of the evidence. Med J Aust 2010;193(10):602–07.

	Level of evidence
	Level V 

	Implementation advice
	Practices can request HL7 downloads of pathology and radiology results by contacting their pathology and radiology service providers. 

Practices should also contact their software manufacturer or IT administrator to confirm compatibility between HL7 downloads and their existing clinical software package.

	Category 
	Quality and safety infrastructure.


	2.Title 
	Practice policy on prescribing addictive medication

	
	

	Clinical indicator
	Our practice has a policy on the safe prescription of benzodiazepines (BZDs) and opioids and this is discussed with the practice team.

	Type of indicator
	Yes/no/not applicable

	Rationale
	Good clinical governance in prescribing drugs of addiction is supported by a comprehensive practice policy and a unified approach to drugs of addiction which support individual GPs to prescribe these drugs safely and appropriately.

An RACGP audit of recommendations made by an Australian coroner over the past 10 years (2000–10) highlights recurrent issues surrounding doctor shopping, prescription and supply of drugs of addiction. 

Commonly prescribed medications with a potential for addiction and abuse include BZDs and opioids.1
Long-term use of BZDs is common for anxiety disorders, insomnia and alcohol withdrawal, as adjuvant therapy, and as muscle relaxants. Their short term benefits are well recognised, but their long-term use has risks of harm in addition to dependence (eg daytime somnolence, blunted reflexes, memory impairment, and an increased risk of falls and hip fractures in older people).2
There is growing apprehension about problematic and/or unsanctioned use of prescription opioids.3 Concerns are also being raised about the escalating use of opioids for chronic non-malignant pain (CNMP) without a basis of evidence.4
Increased use of opioid prescriptions may be due to a number of factors, including increasing prevalence of chronic pain and developments in pharmaceutical opioid preparations, especially the introduction of sustained release morphine and oxycodone. These preparations have reportedly enhanced the safety and effectiveness of opioids in treating chronic pain, and consequently there has been a greater willingness by the medical profession to prescribe opioids, in part reversing a trend of ‘under-treatment’ of chronic pain over many decades.1
Unfortunately, a great deal of unskilled and inappropriate prescribing of opioid and psychotropic medications occurs in public and private hospitals. Patients are often discharged on BZDs initiated for sleep problems in hospital and on opioid regimens commenced quite appropriately to treat acute injuries or post-operative pain. Problems arise where these medicines are not ceased on discharge and where an exit plan to taper and cease the opioid prescription is not communicated clearly in a timely manner to the patient and GP.3
Content of practice policy

To be effective a practice, policy should cover the following key areas:

1. Quality improvement goals

a) Improving prescription and dispensing of opioids for people with chronic non-malignant pain.

b) Improving management of pain in people with pre-existing drug and alcohol problems.

c) Reducing unsanctioned use of BZDs and pharmaceutical opioids.

d) Improving the safety of staff and patients.
2. Continuing education for all staff

a) Evidence-based continuing education for all staff on the appropriate use of drugs of addiction. 

b) Evidence-based continuing education for clinical staff addressing the dangers of addiction to prescribed medications and the dangers of misuse or abuse of prescription medication where particular attention needs to be given to the dangers of polydrug use and the possible harmful interaction of drug combinations.

c) Specific evidence-based continuing education for registrars in the practice.
3. Clinical protocols

a) Appropriate prescribing standards and training in appropriate prescribing and recognition of dependence in patients.

b) Universal precautions as standard good clinical practice in managing CNMP, which includes attention to assessing the clinical response to opioid treatment in terms of a specific clinical evaluative framework.

c) Adoption of ‘ceiling doses’ which may trigger review by a pain medicine specialist if the dose is reached or exceeds.

d) Prescribing of all opioids should be understood by patient and doctor alike as a trial.
4. Systems of care

a) In contemporary general practice, treatment of persistent pain is based on:

i. a biopsychosocial approach

ii. multidisciplinary team 

iii. delivering multimodal treatment.

b) Referring patients to counselling, addiction agencies, mental health agencies and methadone programs in a timely fashion.

c) Formal share-care arrangements with chronic pain patients.

d) Consultant liaison services to GPs and teaching hospitals.

e) Ongoing prescription services in the absence of the primary care provider.

5. Patient selection

a) Appropriate evaluation of chronic non-malignant pain.

b) Determining if a particular patient is obtaining medication beyond therapeutic need:

i. refusing or reducing the prescribing of drugs to such patients

ii. refusing or reducing the prescribing of BZDs as well as opiates to poly drug users.

6. Patient safety

a) Harm minimisation.

7. Evaluation

a) Review compliance with practice policies and risk management systems.

b) Undertake a clinical audit of prescribing patterns (eg audit of alprazolam prescribing).

c) Review incidents where staff or patient safety was compromised.
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	Level of evidence
	Level V 

	Implementation
	The RACGP has produced sample practice policies on: 

· benzodiazepine reduction

· opioid reduction

· opioid dosing thresholds

· continuation of opioid management plans for patients with CNMP
· alprazolam prescribing.

The RACGP envisages that practices will select and customise such example template policies as they see fit or select comparable polices from an alternative source.

A crucial component to this indicator is the discussion it generates within the practice. 

The RACGP’s Prescribing drugs of dependence in general practice at www.racgp.org.au/your-practice/guidelines/drugs-of-dependence

	Category 
	Clinical policy


	3.Title

	Practice system for triaging patients with acute illness

	Clinical indicator
	Our practice has a system to identify, prioritise and respond to (triage) life threatening and urgent medical matters for:

a) sick/febrile children < 5 years

b) patients with chest pain

c) patients with mental health disorders.

These are discussed periodically with all staff including receptionists. 

	Type of indicator 
	Yes/no/not applicable 

	Rationale
	This indicator is consistent with the RACGP’s Standards for general practices (4th edition) ‘Criterion 1.1.1 Scheduling care in opening hours’ – Indicator B. Our practice can demonstrate how we identify, prioritise and respond to life threatening and urgent medical matters (triage).1
An RACGP audit of recommendations made by an Australian coroner over the past 10 years (2000–10) highlights recurrent issues regarding patients presenting to primary care clinics with chest pain and mental health disorders.

Further, despite advances in healthcare, infections remain the leading cause of death in children under the age of 5 years. Fever in young children can be a diagnostic challenge for healthcare professionals because it is often difficult to identify the cause.2
Patient safety is also a critical factor for patients presenting with chest pain or mental health disorders.

To manage the risks associated with life threatening and urgent medical matters, the practice needs an effective triage system for managing these specific patient groups.

References

The Royal Australian College of General Practitioners. Standards for general practices. 4th edn. Melbourne: RACGP, 2010; p. 8.

National Health Service. NICE Guideline. Feverish illness in children. Assessment and initial management in children younger than 5 years Issue date. London: NICE, 2007. Available at www.nice.org.uk/CG47 [Accessed 3 October 2011].

	Level of evidence
	Level V 

	Implementation
	It is envisaged general practices will refer to ‘Criterion 1.1.1’ in the RACGP’s Standards for general practices (4th edition) to design and implement effective triage systems.

Systems are likely to need to be reviewed and refreshed periodically.

	Category 
	Organisation of services


	4.Title
	Practice system to support palliative and end-of-life care

	Clinical indicator
	Our practice has a system to support palliative and end-of-life care which is periodically discussed across the practice.

	Type of indicator
	Yes/no/not applicable

	Rationale
	‘Caring for people nearing the end of their lives is part of the core business of general practice … The GP and the primary care team occupy a central role in the delivery of end-of-life care in the community. This role is greatly valued by patients and remains pivotal to the effective provision of all other care. This strategy affirms the College’s commitment to promote excellence in end-of-life care.’1
This indicator is focused on optimising palliative care in general practice and ensuring practice processes assist seriously ill patients and their families with setting priorities for care.

The care of patients with advanced illness can be hindered by under-treatment of physical and emotional symptoms, psychological and physical debilitation of caregivers, conflicts over decision making, and diminution of family financial resources.2 Patients often receive care that lacks continuity, with multiple care settings and providers, and confusing payments.

Patients, their carers and the people close to them need special care and support through the natural process of dying. GPs and the primary healthcare team have a special relationship with their patients, the patient’s carers and the people close to them. The GP and the primary healthcare team have the ability to coordinate good care and to reduce the worry and stress when a patient is at the end of their life – the key is having a guide to best practice.1 The RACGP’s Position statement: Advance care planning should be incorporated into routine general practice reiterates this ideal.3
Palliative Care Australia promotes a needs-based approach to palliative care and recognises that many people who die an expected death in Australia do not need to be cared for by a specialist palliative care service. It advocates that all health professionals be engaged in end-of-life care.4 

Palliative medicine is medical care focused on the relief of physical, emotional, and existential suffering, and support for best possible quality of life for patients and their family/caregivers. Palliative care is delivered at the same time as all other appropriate medical care and should be offered simultaneously with curative, life-prolonging, or disease-modifying treatments.

A recent study on the key components of cancer care coordination identified seven components:5
· organisation of patient care 

· access to and navigation through the healthcare system 

· the allocation of a key contact person 

· effective communication and cooperation among the multidisciplinary team and other health service providers 

· delivery of services in a complementary and timely manner 

· sufficient and timely information to the patient 

· needs assessment. 
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	Level of evidence
	Level V 

	Implementation
	Practices can take advantage of local infrastructure and services to support palliative and end-of-life care which meets patients’ needs.

An effective practice system to support palliative and end-of-life care would generally include:

· practice policy to support palliative and end-of-life care

· staff with skills/training in palliative care

· a key contact person

· links with state funded palliative care services

· home visits to support palliative and end-of-life care.

Discussing the policy periodically is likely to be important to ensuring it remains effective.

	Category 
	Organisation of services


	5.Title 
	Assessment of absolute cardiovascular risk

	Clinical indicator
	The percentage of active patient populations without known cardiovascular disease (CVD), with all required risk variables recorded to allow for an absolute cardiovascular risk assessment where patient populations are defined as:

a) patients aged 45–74 years 

b) patients aged 35–74 years who identify as Aboriginal or Torres Strait Islander.

	Type of indicator
	Data collection 

	Rationale  Numerator 
	a) Number of active patients aged 45–74 years who have all the following risk variables collected:

i. age

ii. gender

iii. smoking status

iv. total and HD cholesterol 

v. blood pressure 

b) Number of active patients aged 35–74 who identify as Aboriginal or Torres Strait Islander, and have all the following risk variables collected:

i. age

ii. gender

iii. smoking status

iv. total and HD cholesterol 

v. blood pressure 

	Denominator 
	a) Number of active patients aged 45–74 years.

b) Number of active patients aged 35–74 years who identify as Aboriginal or Torres Strait Islander.

	Rationale 
	CVD occurs in 18% of the population, with 6.9% estimated to have an associated disability.1 The majority of deaths from CVD can be prevented by changing behavioural and physiological risk factors. 

Absolute CVD risk is the probability that an individual will develop a cardiovascular event (coronary infarct or stroke) within 5 years. Preventive actions based on estimated absolute risk are more effective and efficient than those based on individual risk factors as they acknowledge the synergistic effects of multiple risk factors combined. 

The National Vascular Disease Prevention Alliance recommends that absolute CVD risk assessment using the Framingham Risk Equation (FRE) to predict risk of a cardiovascular event over the next 5 years. This should be performed for all adults aged 45–74 years who are not known to have CVD or to be at high risk of CVD (including people with diabetes under the age of 60 years). This should be re-assessed every 2 years or more frequently if a change in treatment is considered.2,3
Absolute risk should be assessed from 35 years of age in Aboriginal people and Torres Strait Islander peoples.1
In adults without known CVD, a comprehensive assessment of cardiovascular risk includes biopsychosocial factors. However, the information required to be recorded for a FRE absolute cardiovascular risk assessment is:

· age and gender

· blood pressure 

· serum lipids (high-density lipoprotein (HDL) and total cholesterol)

· diabetes status

· presence of left ventricular hypertrophy on electrocardiogram (ECG; if known)

· smoking status.
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	Level of evidence 
	Level II, B for all adults aged 45–74 years who are not known to have CVD or to be at clinically determined high risk.

Level IV, C for Aboriginal and Torres Strait Islander peoples aged 35–74 years.*

*The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th edn. Melbourne: RACGP; 2012.

	Implementation
	This indicator is about improving data collection across the practice. Its aim is record how many are screened, not how patients are managed. Data can be collected using the CAT tool.

Cardiovascular risk tables define risk as:

· < 10% = low risk

· 10–15% = medium risk
> 15% = high risk.
Screening for CVD risk requires BP to be measured every 2 years and cholesterol every 5 years. However, within the confines of the data collection system, the latest collected data will surface for the purposes of this indicator. 

	Category 
	Preventive health and screening


	6.Title
	Screening for smoking status

	Clinical indicator
	The percentage of active patients aged > 10–80 years who have a smoking status recorded.

	Type of indicator
	Data collection 

	Numerator
	Number of active patients aged > 10–80 years who have had a smoking status recorded where ‘smoking status’ is defined as current smoker, ex-smoker or never smoked. 

	Denominator
	Number of active patients aged > 10–80 years seen in the past two years.

	Rationale
	Australia has made major progress in tobacco control with the population prevalence of smoking falling substantially since the 1960s. In recent years, smoking rates have continued to fall, with 20% of people aged 18 years and over being smokers in 2007–08, down from 23% in 2004–05, where 18% of smokers were regular daily smokers.1 However, despite the decline in prevalence, smoking remains the behavioural risk factor responsible for the highest levels of preventable disease and premature death.2 The task of reducing the number of Australians who are using tobacco further requires a collaborative effort between government, health authorities, health professionals and the community.

Health professionals play an important role in educating and motivating smokers, as well as assessing their dependence on nicotine and providing assistance to quit. All health professionals should systematically identify smokers, assess their smoking status, and offer them advice and cessation treatment at every opportunity.3
Disadvantaged groups of people in Australia have significantly higher rates of smoking, alcohol use, poorer diets and lower levels of physical activity. Most disadvantaged groups have significantly higher smoking rates.
 ADDIN EN.CITE 

4–7
 For example, in 2004–05, 50% of Aboriginal and Torres Strait Islander adults were daily or regular smokers.8
Effective interventions for disadvantaged groups vary from those where there is little current evidence (eg intervention programs for Aboriginal and Torres Strait Islander populations) to interventions where there is good evidence coupled with an acknowledgment that such groups present special challenges.
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	Level of evidence
	Instituting a system designed to identify and document tobacco use almost doubles the rate of health professional intervention and results in higher rates of smoking cessation (Level II). 

A system for identifying all smokers and documenting tobacco use should be used in every practice (Strength A).*

There is a benefit in asking about smoking status in moderate and higher risk patients (predominantly Level I, A) and in Aboriginal and Torres Strait Islander patients (Level III, A).† 
*Zwar N, Richmond R, Borland R, et al. Supporting smoking cessation: a guide for health professionals. Melbourne: RACGP; 2011. 

 †The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th edn. Melbourne: RACGP; 2012.

	Implementation
	Data can be collected using the CAT tool.

Practices may find it helpful to record supportive information such as the percentage of active patients aged >10–80 years who are:

smokers

ex-smokers

never smoked.

It is likely that if a patient’s smoking status has not changed, the practice system will not have been updated (even if the question has been asked). Despite this, the indicator provides a practice with useful information to reflect on.

	Category 
	Preventive health and screening


	7.Title 
	Screening for alcohol consumption

	Clinical indicator
	The percentage of active patients aged 15–80 years who have an alcohol status recorded. 

	Type of Indicator 
	Data collection 

	Numerator
	Number of active patients who have had an alcohol status recorded where ‘alcohol status’ is defined as drinker or non-drinker.

	Denominator
	Number of active patients aged 15–80 years 

	Rationale
	Alcohol consumption is a major cause of mortality and accounts for 3.2% of the total burden of disease and injury in Australia. Alcohol-related harm causes around 3000 deaths and 65,000 hospitalisations in Australia every year.1
Alcohol has been causally linked to more than 60 different medical conditions. In Australia, alcohol has been linked to 3430 deaths per year and 85,435 disability-adjusted life years per year. In the 10 years between 1992–2001, more than 31,000 Australians died from alcohol-attributable injury and disease – a greater number died from acute conditions (usually in the context of acute intoxication) rather than chronic conditions (often related to longer term dependence on alcohol).1
Brief interventions at the primary care setting are consistently identified as a key ingredient in a comprehensive alcohol-prevention strategy because these are regarded as relatively inexpensive, take very little time and can be implemented by a wide range of health and welfare professionals.2 

The benefit of brief interventions as preventative measures arises from the relative effectiveness of treating early-stage problem drinking, obviating the need for later more intense and costly treatment.3,4 Brief interventions are designed to motivate high-risk drinkers to moderate their alcohol consumption. In Australia, brief interventions are as yet a relatively untapped opportunity, due in part to the need for greater recognition of the role that the primary health workforce can play in moderating alcohol consumption.5
All patients should be asked about the quantity and frequency of alcohol intake from 15 years of age. Brief advice in the general practice setting has been demonstrated to have resulted in a reduction in drinking of about six standard drinks per week for men.2–4,6 The impact of brief advice on reduction in consumption for women is less clear. 
 ADDIN EN.CITE 

2–4,6,7
 
Assessment of alcohol consumption is calculated from the amount of alcoholic beverages such as beer, cider, wine, spirits and mixed drinks usually consumed in one day combined with the number of days per week in which alcohol is usually consumed. Alcohol consumption is usually measured in ‘standard’ drinks.8
Risk assessment is based on alcohol consumption on any one day (short term risk) and average weekly alcohol consumption (long term risk).9
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	Level of evidence
	Level II, B for all patients ≥ 15 years.

All patients should be asked about the quantity and frequency of alcohol intake from 15 years of age (Strength A).*
*The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th ed Melbourne: RACGP; 2012. 

	Implementation
	Current practice software does not collect this information in a standardised fashion, and makes this indicator challenging but data can be collected in base form using the CAT tool:

drinker

non-drinker

binge drinker.

The RACGP’s Smoking, Nutrition, Alcohol and Physical activity (SNAP): A population health guide to behavioural risk factors in general practice provides advice and strategies on how to work with patients. For example, using the 5As – Ask, Assess, Advise/agree, Assist, Arrange

	Category 
	Preventive health and screening


	 8. Title

	Childhood immunisation rates

	Clinical indicator
	The percentage of active child patients fully immunised for their age group in accordance with the National Immunisation Program (NIP) Schedule.

	Type of indicator 
	Data collection (utilising information provided by Medicare)

	Numerator
	Number of active child patients fully immunised for their age group in accordance with the NIP Schedule:

i. 0 to < 4 months

ii. 4 to < 12 months 

iii. 12 to < 18 months 

iv. 18 to < 48 months

v. 48 to < 84 months

vi. 84 + months.

	Denominator
	Number of active child patients in the following age groups:

i. 0 to < 4 months

ii. 4 to < 12 months 

iii. 12 to < 18 months 

iv. 18 to < 48 months

v. 48 to < 84 months

vi. 84 + months.

	Rationale
	For more than 200 years, since Edward Jenner first demonstrated that vaccination offered protection against smallpox, the use of vaccines has continued to reduce the burden of many bacterial and viral diseases. As a result of successful vaccination programs, deaths from tetanus, diphtheria, Haemophilus influenzae type b and measles are now extremely rare in Australia.

Vaccination protects individuals as well as others in the community by increasing the general level of immunity and minimising the spread of infection. It is therefore vital that healthcare professionals take every available opportunity to vaccinate children and adults. It is also important that the public be made aware of the proven effectiveness of immunisation to save lives and prevent serious illness.

Extract from: The Australian Immunisation Handbook. 9th ed NHMRC; 2008.
GPs play an important role in the prevention and management of communicable diseases. This role includes advice on the prevention of infection and the provision of immunisation services.

For immunisation to be effective, there needs to be high coverage in the community. GPs need to be aware of groups with lower levels of age appropriate immunisation including: 

families with young parents (under 25 years of age)

single parent families and families with more than one child

migrant families particularly in the first years of their arrival in Australia or if a language other than English is spoken at home 

families where the parents are unemployed on low incomes or have very high or very low education levels

families who move frequently 

Aboriginal children in rural and urban areas.

Every practice receives information on immunisation rates from Medicare. 

Extract from: The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th ed Melbourne: RACGP; 2012.

	Level of evidence
	Evidence Level II, A

	Implementation
	It is recommended practices use their overall proportion of children fully immunised to achieve an upward trend in immunisation rates for all age groups over time.

This information is not collected via the CAT tool. Rather, every practice receives this information from Medicare. However, practices may not always pass this on to individual GPs. GPs may therefore need to approach their practice manager or owner to access this information.

	Category 
	Preventive health and screening


	9.Title
	Screening for chlamydia – withdrawn Dec 2016

	Type of indicator
	Data collection

	Clinical indicator
	The percentage of active patients aged 15–25 years who have been screened for chlamydia.

	Numerator
	Number of active patients aged 15–25 years who have been screened for chlamydia in the past 12 months.

	Denominator
	Number of active patients aged 15–25 years seen in the past 12 months.

	Rationale
	This indicator was withdrawn in Dec 2016 due to a change in recommendations in the RACGP Guidelines for preventive activities in general practice 9th edition
GPs play an important role in the prevention and management of communicable diseases.

Worldwide and in Australia, Chlamydia trachomatis is the most common sexually transmitted bacterial infection. In the majority of cases (80%), infection with chlamydia is asymptomatic, making detection difficult. If left undetected and untreated, chlamydia infection can move into the upper genital tract, causing inflammation and scarring in the female reproductive tracts. In women, the most common complications of chlamydia infection include urethritis, cervicitis, pelvic inflammatory disease (PID), tubal infertility and chronic pelvic pain.

Extract from: Adelaide Health Technology Assessment. Horizon Scanning Technology Prioritising Summary: Opportunistic screening of asymptomatic individuals for chlamydia. Canberra: Commonwealth of Australia; 2007. Available at www.health.gov.au/internet/horizon/publishing.nsf/
Content/6B81AEB3E7EE0001CA2575AD0080F344/$File/May%20Vol%2016%20No%204%20-%20Chlamydia%20screening.pdf [Accessed 25 October 2011].

As the vast majority of infections are asymptomatic, screening is the only effective way to detect cases and reduce the duration of infection and the risk of complications. Testing is non-invasive and single-dose treatment is available.1 

Men act as a reservoir of infection, but have lower infection rates (3.9% in a general practice sample but generally higher than this for men in sports clubs, outback mines and from an Aboriginal or Torres Strait Islander background). 

Extract from: The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th ed Melbourne: RACGP; 2012.

	Level of evidence
	Level II, A 

High risk: All sexually active young people aged 15–25 years, particularly female, Aboriginal or Torres Strait Islander peoples, and those with a pattern of inconsistent or no condom usage or with recent change in sexual partner.*

*The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th edn. Melbourne: RACGP; 2012.

	Implementation
	Linking with Pap test screening may be an efficient way of reaching part of the target population. 



	Category 
	Preventive health and screening 


	10.Title 
	Screening for retinopathy in patients with diabetes

	Clinical indicator 
	The percentage of active patients with diabetes who have retinal screening performed.

	 Type of indicator
	 Data collection

	Numerator
	Number of active patients with diabetes who have had retinal screening performed in the past 24 months.

	Denominator
	Number of active patients with diabetes seen in the past 24 months. 

	Rationale
	Diabetic retinopathy (DR) is the leading cause of preventable blindness in Australians younger than 60 years.

The treatment of DR with laser photocoagulation can prevent nearly all cases of severe vision loss and blindness.1 Thus, the 2008 NHMRC guidelines for DR management recommend regular ocular review of patients with diabetes.2
Considerable evidence now shows that diabetes is becoming a more prevalent problem in our community. This means detecting diabetic eye disease is critically important, since there are well developed and proven strategies to prevent visual loss. One of the earliest randomised controlled clinical studies to show the success of a particular treatment investigated photocoagulation therapy for diabetic retinopathy. Findings from this diabetic retinopathy study were reported in 1976, showing that appropriate laser treatment would dramatically reduce the risk of blindness.

Further major prospective trials have now shown that the control of diabetes and more recently the control of hypertension and lipid management in patients with diabetes, will reduce the risk of visual loss from diabetic eye disease.
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	Level of evidence
	Systematic screening for diabetic retinal disease should be provided for all people with diabetes (Grade B).

Patients with type 1 diabetes should be screened from age 12 years (Grade C).

Patients with type 2 diabetes should be screened from diagnosis (Grade A).

Patients with diabetes with no diabetic retinopathy could be screened every two years. All others should be screened at least annually (Grade B).*

Ensure that all people with diabetes have a dilated fundus examination and visual acuity assessment at the diagnosis of diabetes and at least every two years (Level I).†
*Scottish Intercollegiate Guidelines Network (SIGN). Management of diabetes. A national clinical guide. Guideline No 116. Edinbrugh: SIGN, 2010. Available at www.sign.ac.uk/pdf/sign116.pdf [Accessed 3 October 2011].

†NHMRC: Guidelines for the Management of Diabetic Retinopathy. Canberra: Commonwealth of Australia;2008. Available at www.nhmrc.gov.au/_files_nhmrc/publications/attachments/di15.pdf. [Accessed 24 October 2011].

	Implementation
	The data for this indicator can be challenging to collect. However, one of the purposes of the indicator is for practices to reflect and consider how they collect and use this data. 

Data can be collected using the CAT tool. 

This indicator requires the accurate documentation of an accurate diagnosis of diabetes within patient health records. The practice should undertake data checks of patient health records to confirm accurate diagnoses by checking factors such as:

number of patients with fasting blood glucose level (BGL) > 7 and no diagnosis of diabetes (where not all fasting BGL > 7 will indicate diabetes eg patients on steroids or patients who failed to fast properly)

number of patients with HbA1c > 6.5 and no diagnosis of diabetes (where it is acknowledged HbA1c = 6.5 may become standard)

number of patients with fasting BGL < 5.5 and no anti-diabetic medication and no diagnosis of diabetes.

The data check should also search for inappropriate diagnoses of diabetes (eg patients with diabetes who instituted lifestyle changes and are now diabetes free). 

	Category 
	Clinical assessment


	11.Title 
	Screening for nephropathy in high-risk patients

	Clinical indicator
	The percentage of high-risk, active patients who have been screened for nephropathy (estimated glomerular filtration rate [eGFR] and albuminuria) where high risk patients are defined as:

a) diabetic patients

b) hypertensive patients

c) Aboriginal and Torres Strait Islander patients aged > 35 years.

	Type of indicator
	Data collection 

	Numerator
	a) Number of patients with type 1 or 2 diabetes screened using both eGFR and urinary albumin in the past 12 months. 

b) Number of hypertensive patients screened using both eGFR and urinary albumin in the past 12 months.

c) Number of Aboriginal and Torres Strait Islander patients aged > 35 years screened using both eGFR and urinary albumin in the past 24 months.

	Denominator
	a) Number of patients with type 1 or 2 diabetes seen in the past 12 months.

b) Number of hypertensive patients seen in the past 12 months.

c) Number of Aboriginal and Torres Strait Islander patients aged > 35 years seen in the past 24 months.

	Rationale
	Diabetic patients are at risk of developing nephropathy. Measurements of urinary albumin loss and serum creatinine are the best screening tests for diabetic nephropathy. Urinary microalbuminuria has been identified as an independent risk factor for cardiovascular complications. Its presence is therefore a pointer to the need for more rigorous management of all cardiovascular risk factors. All patients with diabetes should have their urinary albumin concentration and serum creatinine measured at diagnosis and at regular intervals, usually annually.1
Other patient groups at high risk include Aboriginal and Torres Strait Islander patients and hypertensive patients. While this is not a comprehensive summary of high risk groups, this indicator recommends a particular focus be directed toward these three patient groups for quality purposes.

eGFR using the Modification of Diet in Renal Disease (MDRD) formula is the recommended method of measuring kidney function. An eGFR is automatically provided with every laboratory request for a serum creatinine in people aged > 18 years.

Further information

Scottish Intercollegiate Guidelines Network (SIGN). Management of diabetes. A national clinical guide. Guideline No 116. Edinburgh: SIGN, 2010. Available at www.sign.ac.uk/guidelines/fulltext/116/index.html
The National Institute for Health and Care Excellence. Type 2 Diabetes: The management of Type 2 diabetes. NICE clinical guideline 87. London: NICE, 2010. Available at www.nice.org.uk/nicemedia/pdf/CG87NICEGuideline.pdf
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	Level of evidence
	Diabetic patients Level III, A.

Hypertensive patients Level III, A.

Aboriginal and Torres Strait Islander patients Level III, B.*

*The Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice (Red book). 8th edn. Melbourne: RACGP; 2012.

	Implementation
	Data can be collected using the CAT tool.

This indicator requires the accurate documentation of accurate diagnoses/Aboriginal and Torres Strait Islander identification.

Where possible, the practice should undertake data checks of active patient’s health records to confirm accurate diagnoses by checking factors such as:

number of patients with fasting blood glucose level (BGL) > 7 and no diagnosis of diabetes (where not all fasting BGL > 7 will indicate diabetes eg patients on steroids or patients who failed to fast properly)

number of patients with HbA1c > 6.5 and no diagnosis of diabetes (where it is acknowledged HbA1c = 6.5 may become standard)
number of patients with fasting BGL < 5.5 and no anti-diabetic medication and no diagnosis of diabetes.

Unfortunately, there are no automated data checks for hypertension or Aboriginal and Torres Strait Islander identification.



	Category 
	Clinical assessment


	12.Title 
	Anti-platelet/anti-coagulant therapy in patients with coronary artery disease

	Clinical indicator 
	The percentage of active patients with coronary artery disease (CAD) on anti-thrombotics.

	Type of indicator 
	Data collection 

	Numerator
	Number of active patients with coronary artery disease (CAD) on anti-thrombotics.

	Denominator
	Number of active patients with CAD.

	Rationale
	CAD is a common condition in general practice with a strong evidence base for appropriate management.

Aspirin (75–150 mg/day) should be given routinely and continued for life in all patients with CAD unless there is a contraindication. Clopidogrel (75 mg/day) is an effective alternative in patients with contraindications to aspirin, or who are intolerant of aspirin. Aspirin should be avoided in patients who are anti-coagulated. 

Further information

Scottish Intercollegiate Guidelines Network (SIGN). Heart disease guidelines. Clinical guideline 96 and 97. Edinburgh: SIGN, 2013. Available at www.sign.ac.uk/guidelines/fulltext/93-97/index.html (Grade A Recommendation)
Joint British Societies. Guidelines on prevention of cardiovascular disease in clinical practice. London: BMJ Publishing and British Cardiac Society, 2005. Available at www.bcs.com/download/651/JBS2final.pdf
The National Institute for Health and Care Excellence. Lipid modification: Cardiovascular risk assessment and the modification of blood lipids for the primary and secondary prevention of cardiovascular disease. NICE guidelines [CG181]. London: NICE; 2014. Available at www.nice.org.uk/guidance/cg181 [Accessed 10 July 2015].

	Level of evidence
	Grade A (for aspirin only).

Individuals with established atherosclerotic disease should be treated with 75 mg aspirin daily (Grade A).*

*Scottish Intercollegiate Guidelines Network (SIGN). Risk estimation and the prevention of cardiovascular disease: A national clinical guideline. Guideline No 97.Edinbrugh: SIGN, 2007. Available at www.sign.ac.uk/guidelines/fulltext/93-97/index.html [Accessed 11 October 2011].

	Implementation
	This indictor shows the importance of data quality. Data can be collected using the CAT tool. 

This indicator requires the accurate documentation of an accurate diagnosis of CAD within patient health records. The practice should undertake data checks of patient health records to confirm accurate diagnoses and to exclude patients who do not have CAD (eg patients who present with angina but subsequently have CAD excluded).

For example, practices should check the number of patients with CAD/angina without a beta blocker, without an anti-lipid and without anti-thrombotic medication. 

	Category
	Clinical management 


	13.Title
	Lipid management in coronary artery disease

	Clinical indicator
	The percentage of active patients with known coronary artery disease (CAD) who have been prescribed lipid lowering therapy.

	Type of indicator
	Data collection 

	Numerator
	Number of active patients with known coronary artery disease (CAD) prescribed statin or lipid lowering therapy.

	Denominator
	Number of active patients aged ≤ 80 with known CAD.

	Rationale
	CAD is a common condition in general practice with strong evidence base for appropriate management. Lipid modifying therapy is recommended in patients with CAD to prevent future CHD events.

Multiple placebo-controlled studies, in which all participants had CHD at study entry, have demonstrated the effectiveness of lipid management in CAD. Meta-analyses1 have indicated that statin therapy was associated with a statistically significantly reduced risk of:

all-cause mortality (RR 0.79; 95% CI 0.70–0.90) 

Cardiovascular disease mortality (RR 0.75; 95% CI 0.68–0.83) 

CHD mortality (RR 0.72; 95% CI 0.64–0.80) 

fatal MI (RR 0.57; 95% CI 0.45–0.72)

non-fatal MI (RR 0.69; 95% CI 0.59–0.79) 

unstable angina (RR 0.82; 95% CI 0.72–0.94) 

hospitalisation for unstable angina (RR 0.90; 95% CI 0.84–0.97) 

non-fatal stroke (RR 0.75; 95% CI 0.59–0.95) 

new or worsening intermittent claudication (RR 0.64; 95% CI 0.46–0.91)

coronary revascularisation (RR 0.77; 95% CI 0.69–0.85).

Those intolerant of statins may need an alternative. However, the evidence base for other lipid lowering therapies is poor. 

References
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	Level of evidence
	Level 1, A

	Implementation
	Data can be collected using the CAT tool. 

This indicator requires the accurate documentation of an accurate diagnosis of CAD within patient health records. The practice should undertake data checks of patient health records to confirm accurate diagnoses and to exclude patients who do not have CAD (eg patients who present with angina type pain but subsequently have CAD excluded).

For example, practices should check the number of patients with CAD/angina without a beta blocker, without an anti-lipid and without anti-thrombotic medication. 

	Category 
	Clinical management


	14.Title 
	Patient access to cognitive behaviour therapy

	Clinical indicator
	Our practice provides appropriate access to cognitive behaviour therapy (CBT) 

	Type of indicator 
	Yes/no/not applicable

	Rationale
	CBT is a focused approach based on the premise that cognitions influence feelings and behaviours, and those subsequent behaviours and emotions can influence cognitions. 

CBT has two aspects: behaviour therapy and cognitive therapy: 

· Behaviour therapy is based on the theory that behaviour is learned and therefore can be changed. Examples of behavioural techniques include exposure, activity scheduling, relaxation, and behaviour modification. 

· Cognitive therapy is based on the theory that distressing emotions and maladaptive behaviours are the result of faulty patterns of thinking.

Therapeutic interventions, such as cognitive restructuring and self-instructional training are aimed at replacing such dysfunctional thoughts with more helpful cognitions, which leads to an alleviation of problem thoughts, emotions and behaviour. 

Skills training (eg stress management, social skills training, parent training, and anger management) is another important component of CBT. 

Extract from: Evidence-based psychological interventions in the treatment of mental disorders: A literature review. 3rd edn. Australian Psychological Society; 2010. 

CBT has become a widely used psychotherapy for major mental disorders. CBT methods were initially developed for depression and anxiety disorders and later they were modified for many other conditions.

Extract from: Wright JH. Cognitive behavior therapy: basic principles and recent advances. Focus 2006;4:173–8. 

Computer and internet based treatments are self-help options that offer patients the potential benefits of psychological treatment with less therapist involvement. They permit increased treatment flexibility, especially for individuals who do not want, or are not suitable for, drug therapy or do not wish to interact with a therapist.1
As with face-to-face CBT, pre-therapy assessment is recommended to ensure people are suitable for therapy and ongoing monitoring and support is required.1 
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	Level of evidence
	Summary of the level of evidence for the interventions reviewed for mental disorders affecting adults, adolescents and children:*

For adults

Adjustment disorder
Level III–1

Anorexia nervosa
Level III–2

Attention deficit and hyperactivity 
Level II

Binge eating
Level l

Bipolar
Level II

Body dysmorphia
Level l

Bulimia nervosa
Level l

Chronic fatigue
Level l

Depression
Level l

Generalised anxiety
Level l

Hypochondriasis
Level l

Obsessive compulsive
Level l

Pain
Level II

Panic
Level l

Post traumatic stress
Level l

Psychotic disorders
Level l

Sexual disorders
Level II

Sleep disorders
Level l

Social anxiety 
Level ll

Somatisation
Level l

Specific phobia
Level l

Substance use disorders
Level l

For children and adolescents

Sleep disorders
Level II

Social anxiety
Level II

Specific phobia
Level II

Attention deficit and hyperactivity
Level l

Chronic fatigue
Level l

Conduct and oppositional defiant
Level l

Depression
Level l

Enuresis
Level l

Generalised anxiety
Level l

Obsessive compulsive
Level l

Substance use disorders
Level l, A

*Evidence-based psychological interventions in the treatment of mental disorders: A literature review. 3rd edn. Australian Psychological Society, 2010. Available at: www.psychology.org.au/Assets/Files/Evidence-Based-Psychological-Interventions.pdf [Accessed 25 October 2011].

The MoodGYM Training Program is a popular interactive program which incorporates CBT for depression. It was first launched in 2001 and is now in its third revision. MoodGYM has been extensively researched and its effectiveness has been demonstrated in randomised controlled trials.

Extracted from: Australian National University website at www.ehub.anu.edu.au/research/moodgym.php also visit http://moodgym.anu.edu.au/welcome

	Implementation
	As with all practice policies and protocols, it is important that these are discussed periodically across the practice so staff remain aware of them and there is an opportunity for them to be updated. 

There are several different iCBT programs available, at no or low-to-moderate cost.

The Australian National University (ANU) has a tool that rates various depression-related websites (some also cover anxiety). Note that MoodGYM (see below) has been developed by the ANU.

Mindhealthconnect also offers information about and access to online programs.

· MoodGYM (used in the Christensen trial) is a free online training program developed by the Centre for Mental Health Research, ANU. It uses CBT and interpersonal therapy. MoodGYM is available in several languages.

There are many other programs, including:

THIS WAY UP clinic offers several courses developed by staff at the Clinical Unit of Anxiety and Depression at St Vincent’s Hospital, Sydney, and the University of New South Wales, Faculty of Medicine. Patient use requires a GP referral and there is a fee of $55. Progress can be monitored by the referring GP. Courses available include depression, generalised anxiety disorder and mixed depression and anxiety. Clinicians have free access.

AnxietyOnline offers assessment and treatment programs for social anxiety disorder, post-traumatic stress disorder, general anxiety disorder, depression and panic disorder. AnxietyOnline is an initiative of the National eTherapy Centre at Swinburne University of Technology, Melbourne, and is funded by the Department of Health.

beyondblue has free online programs, including Workplace Mental Health Awareness and The Desk (for students).

	Category
	Clinical management


	15.Title 
	Audit of patients newly diagnosed with malignancy

	Clinical indicator 
	Our practice undertakes a periodic audit of active patients diagnosed with malignancy to examine avoidable delays in diagnosis.

	 Type of indicator
	 Yes/no/not applicable

	Rationale 
	Cancer is a major health problem in Australia and has recently overtaken cardiovascular disease as the leading cause of the burden of disease and injury.1,2
Diagnostic delay of cancers is a recognised concern of GPs.3
Figures from medical defence organisations show a regular trend in claims against GPs for delayed diagnosis of cancer.4 A 10-year audit of GP claims undertaken by MDA Australia in 2011 revealed that 15% of all GP claims relate to failure to diagnose cancer.

The past decade has seen improvements in cancer care in the developed world, and as a result, there have been significant reductions in mortality rates – almost a 20% reduction since 1995.

Australia has very good cancer care outcomes (as measured by high rates of 5-year survival) by international standards5 and outcomes are continuing to improve in line with advances in cancer treatment and management. However, opportunities exist for further improvements across the cancer control spectrum to help ensure Australia meets the challenges arising from the converging demands of increasing cancer incidence and treatment complexity.6
Making an accurate diagnosis can sometimes be difficult in primary care because of non-specific symptoms at presentation. Many patients will have comorbidity which can make the evaluation of symptoms complex (eg tiredness which can indicate cancer).7
What constitutes a delayed diagnosis and the effect of that delay is a complex and much debated issue in cancer management. Cancer diagnoses are made on screening, as incidental findings and following the presentation of an individual with symptoms to a healthcare practitioner. 

A delay in diagnosis can occur for many reasons such as:

an individual does not attend for screening

the screening service does not diagnose the cancer or initiate a treatment pathway

an incidental finding is not appropriately acted upon

an individual does not recognise a symptom of cancer

an individual with symptoms does not seek healthcare advice

a healthcare practitioner or system fails to detect a cancer or initiate a treatment pathway (eg delayed access to public colonoscopy services).

Late diagnosis is a patient safety issue. To improve routine monitoring and evaluation of delayed diagnosis, general practices should initially review new diagnoses of the following cancers:

breast 

bowel 

cervical. 
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	Level of evidence
	Level V

	Implementation
	Depending on the size of the practice, it would be reasonable to undertake a ‘periodic audit’ every 1–2 years. You may wish to focus on just one cancer. We have listed the three that are part of national screening programs.

In the context of general practice and qualified privilege, the audit should have generalised findings which do not include documentation on individual patients.

Practices will approach this indicator in different ways, but the RACGP provides a simple audit resource, developed by the UK’s RCGP, to assist with this indicator. For a copy, email clinicalindicators@racgp.org.au

	Category 
	Clinical practice review


	16.Title
	Reduction of tobacco consumption in patients with chronic obstructive pulmonary disease 

	 Clinical indicator
	The practice has a smoking cessation program for active patients who have chronic obstructive pulmonary disease (COPD) and continue to smoke.

	Type of indicator
	 Yes/no/not applicable

	Rationale
	Health authorities have been advocating that general practices actively manage their clinical populations and sub-populations to ensure safety and quality of healthcare. 

The RACGP’s Standards for general practices (4th edition) describe characteristics of good clinical governance including ‘systems to manage patients with chronic conditions systematically and to proactively identify those at special risk or those who would benefit from special intervention’.1
Targeting smoking cessation in patients with COPD within the practice is an indication of good clinical governance. 

A comprehensive review of smoking cessation in patients with respiratory diseases has been published by the European Respiratory Society. This review suggests smoking cessation programs should be made readily available. 

Health professionals play an important role in educating and motivating smokers as well as assessing their dependence on nicotine and providing assistance to quit. All health professionals should systematically identify smokers, assess their smoking status and offer them advice and cessation treatment at every opportunity.2
Pharmacotherapies double the success of quit attempts. Behavioural techniques further increase 
the quit rate.3
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	Level of evidence
	Smoking cessation reduces the rate of decline of lung function (Level I, A).
Pharmacotherapy with nicotine replacement therapy or bupropion sustained release is an effective aid to assisting motivated smokers to quit (Level I). 

In the absence of contraindications, pharmacotherapy should be offered to all motivated smokers who have evidence of nicotine dependence. Choice of pharmacotherapy is based on clinical suitability and patient choice (Strength A).

	Implementation
	Data can be collected using the CAT tool. 

This indicator requires the accurate documentation of an accurate diagnosis of COPD and smoking status within patient health records. The practice should undertake data checks of patient health records to confirm accurate diagnoses and accurate smoking status and to exclude patients who do not have COPD.*

* The Royal Australian College of General Practitioners. Supporting smoking cessation: a guide for health professionals. Melbourne: RACGP; 2011. Available at www.racgp.org.au/guidelines/smokingcessation 

	Category
	Populations for interventions
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Appendix A: Example report card 

The following template uses sample data to demonstrate how a practice might report its indicators. 

Example notes are provided to show how a practice might interpret results of the indicator.

Note: All data extracted should be based on active patients.

Category 1: Quality and safety infrastructure

	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	1. Practice infrastructure to support safety and quality of patient care
Our practice:

	a)
has a designated clinician who has clear lines of responsibility and accountability for encouraging improvement in safety and quality of clinical care 
	 
	No
	No
	No

	b)
has clinical risk management systems to enhance the quality and safety of our patient care
	 
	Yes
	Yes
	Yes

	c)
downloads pathology results in HL7 format
	 
	Yes
	Yes
	Yes

	d)
uses a clinical audit or similar tool
	 
	Yes
	Yes
	Yes


Example notes on quality and safety infrastructure:

Ongoing responsibilities for quality management has yet to be determined by the practice.

Category 2: Clinical policy

	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	2. Practice policy on prescribing addictive medication
Our practice has a policy on:

	a)
safe opioid tapering and withdrawal
	 
	No
	No
	Yes

	b)
safe benzodiazepine tapering and withdrawal 
	 
	No
	No
	Yes

	c)
opioid prescribing thresholds for chronic non-malignant pain
	 
	No
	No
	No

	d)
continuation of pain management programs
	 
	No
	No
	No

	e)
alprazolam prescribing
	 
	No
	No
	No

	f)
other
	 
	 
	 
	 


Example notes on clinical policy: 

Development of formal policies around drugs of dependency has been considered for some time. The provided policies will be reviewed and discussed by all staff at the next clinical meeting.
Category 3: Organisation of services

	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	3. Practice system for triaging patients with acute illness
Our practice can demonstrate how we identify, prioritise and respond to life threatening and urgent medical matters (triage) for:

	a)
sick/febrile children (< 5 years)
	 
	Yes
	Yes
	Yes

	b)
patients with chest pain
	 
	Yes
	Yes
	Yes

	c)
patients with mental health disorders
	 
	No
	No
	No

	4. Practice system to support palliative and end-of-life care
Our practice has a system to support palliative and end-of-life care

	a)
our practice has a policy to support palliative and end-of-life care
	 
	No
	No
	No

	b)
our practice has staff with advanced skills/training in palliative care
	 
	No
	Yes
	Yes

	c)
our practice has a key palliative care contact person(s)
	 
	No
	No
	No

	d)
our practice has formal/informal links with state funded palliative services
	 
	Yes
	Yes
	Yes

	e)
our practice provides home visits to support palliative and end-of-life care
	 
	Yes
	Yes
	Yes


Example notes on organisation of services: 

Development of a formal response for mental health patients has not been a recognised issue for the practice. However, discussions with front line administration staff has highlighted difficulties in this area. Formal process change will come. The practice continues its policy of seeing all sick children on the day. Patients who complain of chest pains to reception staff either by phone, or at presentation have well-rehearsed process for management.

Palliative care services are strong with doctors who have completed further training in palliative care. The practice has good relations with public terminal care services.

There are issues about identifying non-cancer palliative patients, and the formal implementation of advance care plans, etc. The practice does need a designated liaison person within the practice to coordinate external services, as well as start to organise internal quality palliative mechanisms. Funding remains an issue.

Category 4: Preventive health and screening
	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	5. Assessment of absolute cardiovascular risk
The percentage of patients with all required information recorded to allow for an absolute cardiovascular risk assessment:

	a)
general population aged 45–74 years
	Patients
	5873
	5623
	5305

	 
	Percentage fully assessed
	59.9%
	66.2%
	71.6%

	b)
Aboriginal and Torres Strait Islander population aged 35–74 years
	Patients
	18
	15
	22

	 
	Percentage fully assessed
	77.0%
	66.7%
	63.0%

	6. Screening for smoking status

	The percentage of active patients aged >12–80 years who have a smoking status recorded
	Patients
	13,389
	12,755
	11,681

	 
	Percentage screened
	77.7%
	81.7%
	86.0%

	 
	Non-smoker
	47.5%
	50.2%
	52.9%

	 
	Ex-smoker
	16%
	17.3%
	19.4%

	 
	Smoker
	14.2%
	14.1%
	13.7%

	7. Screening for alcohol consumption

	The percentage of active patients in target range 15–80 years who have an alcohol status recorded 
	Patients
	  
	12,279
	11,298

	 
	Percentage screened
	7.2%
	17.1%
	26.7%

	 
	Non-drinker
	2.20%
	4.90%
	7.60%

	
	Drinker
	5%
	12.2%
	19.1%

	8. Childhood immunisation rates
The percentage of fully immunised children for their age:

	a)
0 to < 4 months
	 
	..
	.
	.

	b)
4 to < 12 months 
	 
	98.2%
	96.2%
	98.2%

	c)
12 to < 18 months 
	 
	93.2%
	88.6%
	85.1%

	d)
18 to < 48 months
	 
	97.0%
	97.5%
	98.4%

	e)
48 to < 84 months
	 
	92.5%
	95.5%
	94.7%

	f)
84 +
	 
	100%
	100%
	100%

	Overall
	 
	95.2%
	96.0%
	95.7%

	9. Screening for chlamydia

	The percentage of female patients aged 15–25 years screened for chlamydia
	 
	NA
	NA
	NA

	Number of female patients aged 15–25
	 
	1246
	1186
	1010


Example notes on preventive health and screening: 

Development of optimal preventive health and has been a priority for the practice over many years. This is evidenced by high vaccination rates, high CVS risk screenings and smoking assessments. Alcohol screening became an issue 3 years ago and shows positive signs on improvement. 

Chlamydia screening remains problematic due to the intermittent nature of patients presenting in this age group. A new system may be trialed in future in association with contraception.

Cervical screening is an area of concern for the practice. Nurse practitioners at the public hospital have been targeting the breast screening unit and pregnancy clinics for provision of free Pap tests. While the service is completed, the resultant Pap test is not recorded on Medicare databases as it is performed by the hospital. These patients are subsequently removed from the practice recall system – as we use the state based recall system. The fragmentation of care results in a continually declining Pap test rate over several years.
Category 5: Clinical assessment
	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	10. Screening for retinopathy in patients with diabetes

	The percentage of patients with diabetes who have retinal screening performed in last 2 years
	 
	63.5%
	55.7%
	51.3%

	Number of patients with diabetes > 12 years recorded.
	 
	1065
	1097
	1100

	Number of patients with diabetes > 12 years who had retinal screening performed in last 2 years. 
	 
	676
	611
	564

	Data check – Number of patients with fasting blood glucose level (BGL) > 7 and no diagnosis of diabetes 
	
	80
	76
	65

	Note: A tool to review possible undiagnosed or undocumented diabetes. Not all records of fasting BGL > 7 are diabetics. Some patients have been on steroids, others have fasting BGL done, when the in fact ate within 1 hour. However missed diagnoses do occur.

	Data check – Number of patients with HbA1c > 6.5 and no diagnosis of diabetes
	
	25
	21
	18

	Note: A tool to review possible undiagnosed or undocumented diabetes. It is acknowledged that HbA1c 6.5 may become standard. Sometimes these patients have diabetes inserted as an abbreviation or incomplete text.

	Data check – Number of patients with fasting BGL < 5.5, no anti-diabetic medication and a diagnosis of diabetes
	
	46
	48
	43

	Note: A tool to review inadvertent over diagnosis of diabetes. Advise caution, as many of these will also be patients with diabetes who have instituted lifestyle changes to the point of being diabetes free.

	11. Screening for nephropathy in high risk patients
The percentage of high risk patients who have been screened for nephropathy (eGFR and albuminuria)

	a) active patients with diabetes seen in the last year
	Patients
	1065
	1097
	1100

	percentage screened in the last year
	eGFR
	87.6%
	83.2%
	81.1%

	 
	Microalb
	67.1%
	62.9%
	53.8%

	 
	M/A and eGFR
	 
	 
	 

	b) active patients with hypertension seen in the last year
	Patients
	2843
	2966
	2932

	percentage screened in last year
	eGFR
	88.6%
	88.6%
	86.6%

	 
	Microalb
	22.4%
	22.7%
	20.9%

	 
	M/A and eGFR
	 
	 
	 

	c) active Aboriginal and Torres Strait Islander patients > 35 years
	Patients
	17
	22
	33

	· 35 years and screened in last 2 years
	eGFR
	87.4%
	95.5%
	84.8%

	 
	Microalb
	52.9%
	50.0%
	33.3%

	 
	M/A and eGFR
	 
	 
	 


Example notes on clinical assessment: 
It is a concern that our secondary screening/evaluation in chronic diseases seem to be declining. Reasons for this will be discussed at the next clinical meeting.

Category 6: Clinical documentation

No indicators under this category.

Category 7: Clinical management

	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	12. Anti-platelet/anti-coagulant therapy in patients with coronary artery disease

	The percentage of patients with coronary artery disease (CAD) on aspirin, an alternative anti-platelet therapy, or taking an anti-coagulant
	 
	84.1%
	79.6%
	78.3%

	Number of patients with CAD
	 
	845
	869
	865

	Number of patients with CAD and on NO anti-thrombotic/anti-coagulant
	 
	134
	177
	188

	Number of patients with CAD and on anti-thrombotic/anti-coagulant
	 
	711
	692
	677

	Data check – Number of patients with CAD without a beta-blocker, without anti-lipid and without anti-thrombotic medication.
	 
	 
	46
	57

	Note: A tool to assist in excluding patients with presumed angina. Some patients who present with chest pain and are documented as ’angina’, are subsequently found to have a normal cardiovascular state. This audit assists in identifying these patients (not a totally fool proof tool).

	Data check – Number of patients with CAD not seen in the last year
	 
	 
	
	3

	Note: To enable review of those patients with CAD who may have died or left the practice

	13. Lipid management in coronary artery disease

	The number of active patients with existing coronary artery disease (CAD) 
	 
	845
	869
	865

	Percentage of patients on lipid lowering therapy
	 
	76.4%
	75.4%
	76.5%

	 
	 
	 
	 
	 

	See previous data checks with CAD
	 
	 
	 
	 

	14. Patient access to cognitive behaviour therapy

Our practice ensures patient access to cognitive behaviour therapy (CBT)

	a)
Our practice has a trained professional(s) delivering CBT onsite 
	 
	No
	No
	No

	b)
Our practice can refer to professionally trained CBT providers external to the practice
	 
	Yes
	Yes
	Yes

	c)
Our practice utilises internet sources and handouts as CBT resources.
	 
	No
	No
	No


Example notes on clinical management: 

Data check items suggest a clean of the database is required before the cardiac indicators can be interpreted. The practice plans to undertake this process in the coming year.

Development of mental health services within the practice is considered a priority. 
Category 8: Prescribing safety

No indicators under this category.

Category 9: Clinical practice review
	Indicator details
	Audit period
	2007–09
	2008–10
	2009–11

	15. Audit of patients newly diagnosed with malignancy
Our practice undertakes an audit of patients diagnosed with malignancy to examine avoidable delays in diagnosis

	We are undertaking this review
	 
	No
	No
	No

	New diagnoses of breast cancer in last 2 years
	 
	 
	 
	 

	New diagnoses of cervical cancer in last 2 years
	 
	 
	 
	 

	New diagnoses of bowel cancer in last 2 years
	 
	 
	 
	 

	New diagnoses of lung cancer in last 2 years
	 
	 
	 
	 

	New diagnoses of melanoma in last 2 years
	 
	 
	 
	 

	New diagnoses of brain cancer in last 2 years
	 
	 
	 
	 


Category 10: Populations for intervention

	Indicator details
	Audit period
	2007– 09
	2008– 10
	2009–11

	16. Reduction of tobacco consumption in patients with chronic obstructive pulmonary disease (COPD)

	The percentage of patients who have COPD and continue to smoke
	 
	25.5%
	27.1%
	27.1%

	We are undertaking this intervention
	 
	No
	No
	No

	Number of active COPD patients
	 
	396
	435
	454

	The percentage of active COPD patients smoking not recorded
	 
	6.1%
	6.0%
	4.6%

	The percentage of COPD patients who are ex-smokers
	 
	55.3%
	53.8%
	53.7%

	The percentage of COPD patients who have never smoked
	 
	13.1%
	13.6%
	14.5%

	The percentage of patients who have COPD and continue to smoke
	 
	25.5%
	27.1%
	27.1%

	Data check – the number of COPD patients not seen in the last year
	 
	 
	 
	 

	Note: To enable review of those patients with COPD who may have died or left the practice


Appendix B: Levels of evidence for clinical indicators

Level of evidence: Most of the evidence supporting the clinical indicators has been sourced from National Health and Medical Research Council (NHMRC) clinical guidelines where levels of evidence and grades of recommendation are defined according to the NHMRC’s Levels of evidence and grades for recommendations for developers of clinical practice guidelines (see Table 1). 

There are several indicators that have been assigned Level V evidence as no evidence could be obtained from controlled trials or studies. However, the RACGP Clinical Indicator Taskforce agreed these indicators should be included in the core indicator set based on their collective clinical experience.

Table B1

	Levels of evidence

	Level
	Explanation

	I
	Evidence obtained from a systematic review of all relevant randomised 
controlled trials

	II 
	Evidence obtained from at least one properly designed randomised controlled trial

	III 
	Evidence obtained from any of the following:

· well-designed pseudo randomised controlled trials (alternate allocation or some other method)

· comparative studies with concurrent controls and allocation not randomised (cohort studies), case

· control studies, or interrupted time series with a control group

· comparative studies with historical control, two or more single arm studies, or interrupted time series without a parallel control group

	IV 
	Evidence obtained from case series, either post-test, or pre-test and post-test

	V 
	Opinions of respected authorities, based on clinical experience, descriptive studies or reports of expert committees

	No evidence 
	After thorough searching no evidence was found regarding recommendations in general practice for the target disease or condition

	Grades of recommendation

	Strength
	Recommendation

	A
	Body of evidence can be trusted to guide practice

	B
	Body of evidence can be trusted to guide practice in most situations

	C
	Body of evidence provides some support for recommendation(s) but care should be taken in its application

	D
	Body of evidence is weak and recommendation must be applied with caution


The evidence for some clinical indicators has been sourced from the Scottish Intercollegiate Guidelines Network (SIGN) where the grade of recommendation relates to the strength of the evidence on which the recommendation is based, not the clinical importance of the recommendation (refer to Table B2).
Table B2

	Levels of evidence

	Level
	Explanation

	1++ 
	High quality meta-analyses, systematic reviews of randomised controlled trials (RCTs), or RCTs with a very low risk of bias

	1+ 
	Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias

	1- 
	Meta-analyses, systematic reviews, or RCTs with a high risk of bias

	2++
	High quality systematic reviews of case control or cohort or studies
High quality case control or cohort studies with a very low risk of confounding or bias and a high probability that the relationship is causal

	2+
	Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate probability that the relationship is causal

	2- 
	Case control or cohort studies with a high risk of confounding or bias and a significant risk that the relationship is not causal

	3
	Non-analytic studies, eg case reports, case series

	4
	Expert opinion

	Grades of recommendation

	Strength
	Recommendation

	A
	At least one meta-analysis, systematic review, or RCT rated as 1++, and directly applicable to the target population; or 

A body of evidence consisting principally of studies rated as 1+, directly applicable to the target population, and demonstrating overall consistency of results

	B
	A body of evidence including studies rated as 2++, directly applicable to the target population, and demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 1++ or 1+

	C
	A body of evidence including studies rated as 2+, directly applicable to the target population and demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 2++

	D
	Evidence level 3 or 4; or
Extrapolated evidence from studies rated as 2+

	Good practice points

	(
	Recommended best practice based on the clinical experience of the guideline development group


Appendix C: Template practice policy on benzodiazepine reduction

The purpose of the policy is to set a guideline for tapering or withdrawal of benzodiazepine (BZD) medication.1
Tapering or discontinuing BZDs 

Withdrawal typically occurs within 2 days of ceasing short-acting BZDs (eg oxazepam), and 2–10 days after ceasing long-acting BZDs (eg diazepam).
However, the onset of BZD withdrawal may be as late as 3 weeks after cessation of drugs with a long half-life. Withdrawal from BZDs with a short half-life tends to be more severe than from BZDs with a long half-life. Withdrawal is often protracted and may extend over a number of weeks or months.

BZD withdrawal clients commonly experience a concurrent physical and/or psychosocial problem, such as anxiety or a sleeping disorder. This concern is typically a driver of BZD misuse and must be addressed during withdrawal care. Assessment should seek to identify the user category into which a BZD client falls.

Tapered BZD withdrawal

1. Convert the patient to diazepam and reduce by 10% every 1–2 weeks.

2. When dose is at around 5 mg, reduce by 1 mg every 1–2 weeks.

3. Provide ongoing review, support and reassurance.

4. Manage therapeutic issues underlying the BZD dependence.

5. Supervised pick-up of doses should be based on a management plan in conjunction with a community prescribing doctor.

Conversion table for BZD/diazepam transfer with speed of onset and half-life
	Generic name
	Trade name
	Speed of onset and time to peak concentration
	Elimination half-life
	Approximate equivalent dose to diazepam 5 mg*

	Diazepam
	Antenex, Ducene, Valium, Valpam
	Rapid 30–90 minutes
	Biphasic: rapid phase 3 hours; elimination half-life 20–48 hours
	5 mg

	Alprazolam
	Alpraz, Kalma
	Rapid–intermediate 1 hour
	6–25 hours
	0.5 mg

	Bromazepam
	Lexotan
	– 0.5–4 hours
	20 hours
	3 mg

	Clonazepam
	Paxam, Rivotril
	Intermediate

2-3 hours
	22–54 hours
	0.25 mg†

	Flunitrazepam
	Hypnodorm
	Rapid 1–2 hours
	20–30 hours
	*

 

	Lorazepam
	Ativan
	Intermediate 2 hours
	12–16 hours
	1.0 mg‡

	Nitrazepam
	Alodorm, Mogadon
	Rapid 2 hours
	16–48 hours
	5 mg

	Oxazepam
	Alepam, Murelax, Serepax
	Slow–intermediate 2–3 hours
	4–15 hours
	15 mg

	Temazepam
	Euhypnos, Normison, Temaze, Temtabs
	Intermediate 30–60 minutes after tablets, 2 hours after capsules
	5–15 hours
	10 mg

	Triazolam
	Halcion
	Rapid 1–3 hours
	Biphasic: rapid phase 2.5–3.5 hours; elimination half-life 6–9 hours
	0.25 mg

	Zolpidem
	Stilnox
	Rapid 0.5–3 hours
	2.5 hours
	10 mg

	Zopiclone
	Imovane
	–
	5 hours
	7.5 mg

	*A broad review of published equivalents shows inconsistent data. The widely varying half-lives and receptor binding characteristics means that exact equivalence is difficult. †There is a wide variety of reported equivalence between clonazepam and other benzodiazepines. ‡Lorazepam may be relatively more potent at higher doses. 

Adapted with permission from Drug and Alcohol Withdrawal Clinical Practice Guidelines – NSW. Sydney: Ministry of Health, 2008{ref#95}


Cognitive behavioural therapy

Cognitive behavioural therapy (CBT) is an effective adjunct to a tapered medication regimen in some BZD patients. It is also an appropriate way of linking clients into ongoing, post-withdrawal care.

Psychosocial support

Psychosocial interventions complement the medical management of BZD withdrawal symptoms and will be available at all withdrawal services.

References
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Appendix D: Template practice policy on opioid reduction

The purpose of the policy is to set a guideline for tapering or withdrawal of opioid medication.

Tapering or discontinuing opioids 

Not all patients benefit from opioids, and general practitioners (GPs) frequently face the challenge of reducing the opioid dose or discontinuing the opioid altogether. The hallmark of this policy is to enable opioid reduction or cessation in a safe and effective manner.

Reasons to discontinue opioids or refer for addiction management1 

· Severe pain despite an adequate trial of several different opioids.

· No improvement in function and pain.

· Opioid-related complications (eg sleep apnoea, falls).

· As a component of ‘structured opioid therapy’ for addicted patients with a pain condition who do not access opioids from other sources or alter the route of delivery.

· Patient exhibits drug-seeking behaviours or diversion. 

· If in the GPs judgement, the health risks outweigh the benefits.

From a medical standpoint, weaning from opioids can be done safely by slowly tapering the opioid dose and taking into account the following issues:

1. Precautions for opioid tapering

· Pregnancy – Acute withdrawal can cause premature labour and spontaneous abortion.

· Unstable medical and psychiatric conditions – While opioid withdrawal does not have serious medical consequences, it can cause considerable anxiety and insomnia that might exacerbate severe, acute medical or psychiatric conditions. Consider specialist review.

· Opioid addiction – Outpatient tapering is unlikely to be successful if the patient regularly accesses opioids from other doctors or the street; methadone or buprenorphine treatment is advised.

· Concurrent medications – Avoid sedative-hypnotic drugs, especially benzodiazepines (BZDs), during the taper.

2. Opioid tapering protocol

2.1. Before initiation

· Emphasize that the goal of tapering is to make the patient feel better – to reduce pain intensity and to improve mood and function.

· Have a detailed treatment agreement.

· Be prepared to provide frequent follow-up visits and supportive counselling.

· Physical rehabilitation is an important factor that should be integrated into the opioid reduction program, with adequate attention and management of other psychological issues.

2.2. Type of opioid, schedule, dispensing interval

· Use controlled-release morphine if feasible. 

· Prescribe scheduled doses (not as needed).
· Prescribe at frequent dispensing intervals (eg daily, alternate days, or weekly, depending on patient’s control over opioid use); do not refill the prescription if the patient runs out.

· Keep daily schedule the same for as long as possible (eg three times daily).

2.3. Rate of taper

· Can vary from 10% of the total daily dose every day to 5% every 1–4 weeks.

· Slower tapers are recommended for patients who are anxious about tapering, those who might be psychologically dependent on opioids and those who have cardiorespiratory conditions.

· Once a third of the original dose is reached, slow the taper to half of the previous rate.

· Hold or increase the dose if the patient experiences severe withdrawal symptoms or worsening of pain or mood.

2.4. Switching to morphine

· Consider switching patients to morphine if the patient is addicted to oxycodone or hydromorphone.

· Calculate equivalent dose of morphine. 

· Start patient on half this dose (tolerance to one opioid is not fully transferred to another opioid).

· Adjust dose up or down as necessary to relieve withdrawal symptoms without inducing sedation.

2.5. Monitoring during taper

· See patient frequently – at each visit ask about the benefits of the taper (eg improved pain, mood, alertness).

· If a patient is not successfully reducing, or there is an escalation in dose beyond prescription, involve other practitioners.

· Doses may need to be dispensed daily by a pharmacy to assist weaning process.

· Use urine drug screening to ensure compliance.

2.6. Completion of taper

· Taper can usually be completed in between 2–3 weeks and 3–4 months.

· Patients who are unable to complete the taper may be maintained at a lower opioid dose if they are compliant with the treatment agreement.

A decrease by 10% of the original dose per week is usually well tolerated with minimal physiological adverse effects. Some patients can be tapered more rapidly without problems (over 6–8 weeks). 

If opioid abstinence syndrome is encountered, it is rarely medically serious although symptoms may be unpleasant. 

· Symptoms of an abstinence syndrome, such as nausea, diarrhoea, muscle pain and myoclonus can be managed with clonidine 0.1–0.2 mg orally every 6 hours or clonidine transdermal patch 0.1 mg every 24 hours (Catapres TTS-1) weekly during the taper while monitoring often for significant hypotension and anti-cholinergic side effects. In some patients it may be necessary to slow the taper timeline to monthly, rather than weekly dosage adjustments. 

· Symptoms of mild opioid withdrawal may persist for 6 months after opioids have been discontinued. Rapid reoccurrence of tolerance can occur for months to years after prior chronic use. 

· Consider using adjuvant agents, such as anti-depressants to manage irritability, sleep disturbance or anti-epileptic for neuropathic pain. 

· Do not treat withdrawal symptoms with opioids or BZDs after discontinuing opioids. 

· Referral for counselling or other support during this period is recommended if there are significant behavioural issues. 

· Referral to a pain specialist or public health dependency centre should be made for complicated withdrawal symptoms. 

There are no fool-proof methods for preventing behavioural issues during an opioid taper, but strategies implemented at the beginning of the opioid therapy are most likely to prevent later behavioural problems if an opioid taper becomes necessary.
Washington State Apple Health (Medicaid) in collaboration with the University of Washington pain management experts has developed an Opioid Taper Plan Calculator, which makes it easier for prescribers to calculate safe and effective taper plans for patients who would benefit from lower opioid doses. This is available at http://hrsa.dshs.wa.gov/pharmacy/pdf/TaperSchedule.xlsx
Recognising and managing behavioural issues during opioid tapering 

Opioid tapers can be done safely and do not pose significant health risks to the patient. Special care needs to be taken by the prescriber to preserve the therapeutic relationship at this time. Otherwise, taper can precipitate doctor shopping, illicit drug use, or other behaviours that pose a risk to patient safety. Extremely challenging behavioural issues may emerge during an opioid taper. 

Behavioural challenges frequently arise when a prescriber is tapering the opioid dose and a patient places great value on the opioid he/she is receiving. In this setting, some patients may feel overwhelmed or desperate and will try to convince the prescriber to abandon the opioid taper. Challenges may include: 

· focus on right to pain relief (eg ‘You don’t believe I have real pain’) 

· arguments about poor quality of pain care with threats to complain to administrators or licensing boards 

· attributing one’s deteriorating psychological state, including suicidal thoughts, to opioid withdrawal. 
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Appendix E: Template practice policy on opioid dosing thresholds

Purpose

To detail safe limitations for prescribing opioid medication in this practice. The policy relates to indications other than malignant pain.
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Example policy 

	Table E1. Calculation of morphine equivalent dose2

	For patients taking more than one opioid, the MEDs of the different opioids must be added together to determine the cumulative dose. For example, if a patient takes four codeine 30 mg combined with paracetamol 500 mg and two 20 mg oxycodone extended release tablets per day, the cumulative dose may be calculated as follows:

codeine 30 mg x 4 tablets per day = 120 mg per day 

using the MED dose table, 120 mg of codeine = 15 mg morphine equivalents 

oxycodone 20 mg x 2 tablets per day = 40 mg per day 

using the MED dose table, 20 mg oxycodone = 30 mg morphine, so 40 mg oxycodone = 60 mg morphine equivalents 

cumulative dose is 15 mg + 60 mg = 75 mg morphine equivalents per day.


	Table E2. Dosing threshold for selected opioids2

	Opioid
	High caution level 
(100 MED)
	Recommended dose threshold (100 MED)
	Recommended starting dose for opioid-naïve patients
	Considerations

	Codeine
	240 mg per 24h
	Not recommended
	30 mg q 4–6h
	Codeine has a limited role in the treatment of chronic pain. It is a short-acting opioid suitable only for mild to moderate pain. The Australian Medicines Handbook states that the maximum daily dose of codeine is 240 mg daily, and advises that an alternative opioid should be considered if this dose is reached.3

	Buprenorphine transdermal
	52.5 mcg/h weekly
	
	5 mcg/h weekly
	

	Fentanyl transdermal
	25 mcg/h
(q 72h)
	37.5 mcg
(q 72h)
	Not for opioid naïve patients
	Use only in opioid-tolerant patients who have been taking ≥ 60 mg MED daily for a week or longer.

	Hydromorphone
	24 mg per 24h
	30 mg per 24h
	2 mg q 4–6h
	

	Methadone
	33 mg per 24h
	40 mg per 24h
	2.5–5 mg BID–TID
	Methadone is difficult to titrate due to its half-life variability. It may take a long time to reach a stable level in the body. Methadone dose should not be increased more frequently than every 7 days. Do not use as PRN or combine with other long-acting opioids.

	Morphine
	100 mg per 24h
	120 mg per 24h
	Immediate release:
10 mg q 4h
	Adjust dose for renal impairment. A metabolite of morphine can accumulate to toxic levels in patients with renal impairment.

	
	
	
	Sustained release:
15 mg q 12h
	

	Oxycodone
	64 mg per 24h
	80 mg per 24h
	Immediate release:
5 mg q 4–6h
	See individual product labelling for maximum dosing of combination products. Avoid concurrent use of any OTC products containing same ingredient.

	
	
	
	Sustained release:
10 mg q 12h
	

	Oxymorphone
	33 mg per 24h
	40 mg per 24h
	Immediate release:
5–10 mg q 4–6h
	Use with extreme caution due to potential fatal interaction with alcohol or medications containing alcohol.

	
	
	
	Sustained release:
10 mg q 12h
	

	Tramadol
	400 mg per day
	
	
	Associated with seizures in patients at high risk of seizure or when combined with medications that increase serotonin levels (eg SSRIs).

	Tapentadol
	
	
	
	Therapeutic Guidelines (online) states ‘Tapentadol has been approved by the Australian TGA, but at the time of writing experience with use in Australia is limited. It is reported to be a stronger mu-opioid agonist than tramadol, with noradrenergic but no serotonergic effects’.

	h = hours, q = every, BID = twice daily, TID = three times daily, PRN = as needed, OTC = over the counter, SSRIs = selective serotonin reuptake inhibitors, TGA = Therapeutic Goods Administration


	Table E3. Approximate* potencies of various opioids relative to 10 mg parenteral morphine4

	Opioid
	Parenteral
	Oral
	Conversion ratio (morphine:drug)2
	Comment

	Morphine (reference)
	10 mg IM/IV/SC
	30 mg
	1:1
	–

	Buprenorphine (oral)
	400 mcg IM/IV
	800 mcg SL
	–
	–

	Codeine
	–
	240 mg
	1:8
	Codeine is not suitable for patients with severe pain.

	Fentanyl
2.1 mg patch
4.2 mg patch
8.4 mg patch
12.6 mg patch
16.8 mg patch
	15–30 mg/24 h
30–40 mg/24 h
60–80 mg/24 h
90–120 mg/24 h
120–160 mg/24 h
	30–60 mg/24 h
60–100 mg/24 h
120–200 mg/24 h
180–300 mg/24 h
240–400 mg/24 h
	2.5–5.0:1
	–

	Hydromorphone
	1.5–2 mg IM/IV/SC
	6 mg
	5:1
	–

	Methadone
	–
	–
	Complicated
	When changing from morphine to methadone, conversion ratios vary considerably depending on the morphine dose. Methadone should only be prescribed for chronic pain by practitioners experienced in its use.

	Oxycodone
	10 mg IV/SC
	20 mg
	1.5:1
	–

	Tramadol
	100 mg IM/IV
	150 mg
	1:5
	Tramadol may not be suitable as the sole analgesic for patients with moderate to severe pain.

	IM = intramuscular, IV = intravenous, SC = subcutaneous, SL = sublingual, h = hours. 
* These are average equivalent doses because of pharmacokinetic variation between individuals. When changing from one opioid to another, commence with 50% to 75% of the calculated equianalgesic dose and then titrate to response.


	Table E4. Morphine equivalent doses5

	Drug (oral)
	Equianalgesic dose
	Conversion ratio (morphine:drug)

	Morphine
	10 mg
	1:1

	Codeine
	80 mg
	1:8

	Hydromorphone
	2 mg
	5:1

	Oxycodone
	7.5 mg
	1:5:1

	Tramadol
	50 mg
	1:5
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Appendix F: Template practice policy on continuation of opioid management plans for patients with chronic non-malignant pain

The purpose of this policy is to document the standards under which this practice agrees to continue management of opioid treatment programs.

Patients often arrive from other practices or institutions requesting continuation of their opioid management programs. These practices and institutions can have prescribing practices which are variable, and may not be evidence based or safe. To ensure the safety of these programs, and the quality of services provided by this practice, the following standards are to be observed.

First visit

1. Opioids may not be prescribed at initial visit:

a. Opioids may not be prescribed until satisfactory evidence of need is established. Such evidence may be in the form of medical records or direct communication with the previous prescriber. This is necessary to avoid the risk that the patient is drug-seeking or presenting fraudulently to obtain drugs.

b. If it is difficult to confirm prior appropriate prescribing, you may request that the patient ask previous prescribers or pharmacists to contact you before you will continue the purported prescribing. Difficulty in obtaining this information may signal that the patient is attempting to defraud you. Drug-seeking patients often attend a practice after hours or when such information is difficult to obtain. Do not allow the patient to pressure you into prescribing. Politely inform the patient that a prescription will be considered only when the information becomes available.

c. All records are required to enable a comprehensive evaluation of the patient – a signed release of information form is required.

2. Given that there is a high prevalence of drug-seeking for opioids, and that there is a high risk that these drugs may be sought and diverted for misuse or trafficking, it is important that each doctor independently make a thorough clinical assessment of the patient claiming to be in pain, and develop a pain management treatment plan consistent with clinical guidelines. Each doctor must satisfy themselves that the full range of treatment options are utilised, and these may or may not include opioid medications. Doctors are legally confined to treating a medical condition of a patient under your care.

3. Examination of the patient should include excluding evidence of intravenous or other injecting drug use, or drug or alcohol intoxication.

4. Evidence that the state or territory Drugs and Poisons Unit or Pharmaceutical Services unit has issued a permit for long-term opioid prescribing may be sought (refer to Resources).

5. Information may also be sought from the Prescription Shopping Information Service operated by the Pharmaceutical Benefits Scheme (refer to Resources). This requires prior registration. 

6. A baseline urine drug test (UDT) will be performed at the initial visit with a request to include detection of oxycodone and other drugs not recognised by immunoassay. Detection of oxycodone requires a GC/MS test.

7. Schedule a follow-up visit for when UDT results and medical records are available.

8. A patient information leaflet regarding the practice policies and procedures for pain management is provided.

9. This practice deems the following to be high risk, and requires referral to public alcohol and drug facilities, or a general practitioner (GP) with advanced training in addiction medicine, to support ongoing management (strike out or add as required):

· patients with serious mental health comorbidities, or anti-psychotic medication

· past family or personal history of substance misuse

· mixed use of opioids and illicit drugs

· mixed use of opioids and benzodiazepines (BZDs)
· recent discharge from correctional services facility

· patients discharged from other general practices due to problematic behaviour.

Second visit

10. Opioids may not be prescribed until all health records are available.

11. There is a comprehensive evaluation of the patient condition and analgesic modalities and a treatment plan has been prepared and documented in the notes.

12. All analgesic doses are converted to a daily morphine equivalent dose (MED) (see Table 2 in Appendix E).

13. Results of the UDT should provide no contraindication for future management at the general practice.

14. Doctors should prescribe opioids according to their best judgement, even if this goes against the wishes of patients, the recommendations of consultants, or the practices of the patient’s previous doctors.

15. Patients taking inappropriate doses should be advised that the dose will be tapered in the near future. 

16. Patients who are unwilling to comply with the taper should be referred to specialist or public health services.

17. Full and complete notes should be kept describing the results of history, examination, investigations, diagnosis, and treatment plan.

18. Relevant permits to prescribe should be obtained from the state or territory Drugs and Poisons Unit or Pharmaceutical Services. In the case of continuing prescribing, this should be sought immediately if the patient has been receiving opioid treatment for eight weeks or longer. This will enable coordination of treatment and reduce the risk that previous prescribers will continue prescribing concurrently.

Patients who satisfy criteria and are accepted under the continued care of a single doctor will be prescribed ongoing medication according to the practice protocols. This includes:

· a comprehensive assessment

· a failure of adequate trial of other therapies

· a contractual approach to opioid use

· universal precautions adopted

· a treatment agreement based on informed consent regarding the risks of dependence

· clear boundaries surrounding the use of opioids

· registration with state health laws.

Patient information on practice policy – Narcotics Prescribing Policy

Many of our patients require strong narcotic pain medication to help manage their condition. Due to increasing reports of abuse of narcotics, [this practice] has established a protocol to ensure adequate treatment of your pain, and reduce the risk of problems with narcotic drug prescriptions. 

The major points are:

· Your general practitioner (GP) may decide not to prescribe a narcotic medication for you. It may be determined that such a medication is not suitable.

· It may take time to get accurate medical information about your condition. Until such information is available, your GP may choose not to prescribe any medication.

· Your GP will evaluate your condition and only prescribe a narcotic of the strength necessary for you. This may be different than what another doctor may have given you in the past.

· You may be asked to sign a Pain Contract that will detail our, and your responsibility to continue on narcotics for a period of time.

· We will not fill narcotic prescriptions on weekends (including Friday night) and after hours. Please advise us ahead of time (at least 3 business days) if you will need a new prescription.

· Repeat prescriptions will be only filled when these fall due. These will not be filled ahead of time.

· You must only see your doctor (or a doctor in this practice, if your doctor is not available) for this medication. You must not obtain this medication from any other source.

· You must not increase your medication, sell or give it to others.

· You must not use your medication in any other way than it is prescribed.

· We will not refill any controlled substance prescriptions that have been lost or stolen or spilled. This is your responsibility. We have many alternatives to help painful conditions. Please speak with your GP if you have any questions or concerns about our Narcotics Prescribing Policy.

· Any abuse of the practice staff will not be tolerated.

· Failure to comply will result in immediate cessation of your medication.
Table F1. Interpreting unexpected results of UDTs
	
	Unexpected

result
	Possible explanations
	Actions for the GP

	1
	UDT negative for

prescribed opioid
	False negative

Non-compliance

Diversion
	Repeat test using chromatography – specify the drug of interest (eg oxycodone often missed by immunoassay)

Take a detailed history of the patient’s medication use for the preceding 7 days (eg could learn that patient ran out several days prior to test)

Ask patient if they’ve given the drug to others

Monitor compliance with pill counts.

	2
	UDT positive for

non-prescribed opioid or BZDs
	False positive

Patient acquired opioids from other sources (eg double-doctoring, street)
	Repeat UDT regularly

Ask the patient if they accessed opioids from other sources

Assess for opioid misuse/addiction

Review/revise treatment agreement

	3
	UDT positive for illicit drugs (eg cocaine, cannabis)
	False positive

Patient is occasional user or addicted to the illicit drug

Cannabis is positive for patients taking dronabinol (Marinol),THC:CBD (Sativex) or using medical marijuana
	Repeat UDT regularly.

Assess for abuse/addiction and refer for addiction treatment as appropriate

Ask about medical prescription of dronabinol, THC:CBD or medical marijuana access program

	4
	Urine creatinine is lower than 2–3 mmol/litre.
	Patient added water to sample
	Repeat UDT

Consider supervised collection or temperature testing.

Take a detailed history of the patient’s medication use for the preceding seven days

Review/revise treatment agreement

	5
	Urine sample is cold.
	Delay in handling sample (urine cools within minutes).

Patient added water to sample.
	Repeat UDT, consider supervised collection or temperature testing

Take a detailed history of the patient’s medication use for the preceding seven days

Review/revise treatment agreement


Appendix G: Template practice policy on alprazolam prescribing

The purpose of the policy is to reduce inappropriate use of prescription alprazolam (Xanax, Alprax, Kalma, Zamhexal) within this practice.

Background

Alprazolam is a rapid-onset, short-acting benzodiazepine (BZD). It is indicated for the treatment of panic disorders where other forms of treatment have failed or are inappropriate.1 Panic disorder is very uncommon, and should be distinguished from general anxiety disorder and anxiety symptoms. Alprazolam IS NOT considered first line treatment for panic disorder. Currently, cognitive behavioural therapy (CBT) is superior to medication. If pharmacotherapy is indicated, the selective serotonin reuptake inhibitor (SSRI) anti-depressants eg sertraline and paroxetine are indicated. Tricyclic anti-depressants and monoamine oxidase inhibitor (MOAI) are other alternatives.

Ideally alprazolam should be prescribed for short periods, such as 2–4 weeks only. 

Given the prescribing framework, the uncommon frequency of panic disorder, and the abundance of alternate therapies, there is little if any place for long term alprazolam prescribing.

Currently alprazolam is one of the most abused drugs in Australia.2 It is used individually, or to enhance the highs of injected opiates, and to ameliorate the ‘come down’ from stimulant/amphetamines. Agitation, aggression and disinhibited behaviour are common with this drug use. Ischaemic limbs requiring amputation is associated with intravenous use of alprazolam.

Guidance on prescribing alprazolam

The hallmark of this policy is to document the standards under which this practice agrees to support management with alprazolam.

Short-term prescriptions

· Alprazolam will not be prescribed at initial visit.
· Alprazolam will not be prescribed until all health records are available, and clinical staff are satisfied that failure of alternate therapies has been trialled and documented.

· All records are required to enable a comprehensive evaluation of the patient – signed release of information form is required.

· A full medication review is undertaken.

· A baseline urine drug test (UDT) will be performed at the initial visit, and at any subsequent visit as deemed necessary by the doctor involved.

· Schedule a follow‐up visit for when UDT results and medical records are available.
The practice supports appropriate prescribing where:

· there is a clear diagnosis of panic disorder using DSM IV criteria

· a full evaluation of all medical conditions and medications is undertaken

· there is a failure of adequate trial of first and second line therapies

· there are no high-risk patients

· there is an anticipated treatment span of less than 4 weeks.
A patient information leaflet regarding the practice policies and procedures for BZD is provided. All patients prescribed alprazolam should be advised of the risk of dependence and adverse events.

This practice deems the following to be high risk, and requires referral to public alcohol and drug facilities, or a general practitioner (GP) with advanced training in addiction medicine, to support ongoing management:

· patients with serious mental health comorbidities, or anti-psychotic medication

· mixed use of opioids and illicit drugs

· mixed use of opioids and BZDs

· recent discharge from correctional services facility

· patients discharged from other general practices due to problematic behaviour

· there are signs of potential misuse of alprazolam.

No private scripts for alprazolam will be written.

Prescriptions beyond 4 weeks:

19. A current letter of support from a psychiatrist is required.

20. Patient is willing to engage in treatments other than BZDs (eg anti-depressants, CBT).

21. Doctors should prescribe alprazolam to a level according to their best judgment, even if this is lower (not greater) than the recommendations of consultants.

a. Patients taking inappropriate doses should be advised that the dose will be tapered in the near future. 

b. Patients who are unwilling to comply with the taper should be referred to specialist or public health services

22. There is an agreement that the patient will only see one doctor and one pharmacy, and that alprazolam treatment will be reviewed if there are concerns about risk, with clear documentation and explanation to the patient

23. There are no signs of alprazolam misuse. 

24. Regular urinary drug screen to detect undisclosed drug use is performed.

25. There are no high risk patients. Do not prescribe alprazolam in the presence of opioids. Concurrent use markedly increases the risk of fatal overdose.3
26. No private scripts for alprazolam will be written.

27. There is compliance with state health authorities.

28. Withdrawal is offered to patients with inadequate responses. Withdrawal from BZDs may be facilitated by changing patients to long half-life medications, eg diazepam, and then slowly reducing the dose. One-to-one counselling may be supplemented by self-help support programs during withdrawal.

Signs of potential misuse of alprazolam:

· Reports of lost/stolen prescription or medication.

· Patient specifically requests drug by name.

· Patient exhibits demanding or intimidating behaviour.

· Patient presents intoxicated.

· New patient to clinic and no previous medical reports available.

· Signs of recent or past injecting.

· Patient unwilling to engage in treatment as outlined in the Guidance on prescribing alprazolam.
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[Insert practice name]


Date effective:


Review date:


SAFE LIMITS FOR OPIOID PRESCRIBING


The practice policy is to not prescribe more than an average daily morphine equivalent dose (MED) of 80–100 mg without further validation. Most patient’s pain will be controlled on MEDs far less than this. Prescribed opioids have accepted individual and a combined morphine equivalent threshold, after which the risk of adverse events significantly rises.


Opioids should be reserved for patients who have not responded to non-opioid treatments and who have defined somatic or neuropathic pain conditions for which opioids have been shown to be effective.


Before prescribing an opioid:


A diagnosis of the source of the pain must be made.


Simple analgesia and other appropriate treatments should have been trialed. 


An opioid-risk tool should be used to determine if the patient is at risk of opioid misuse.


A contract defining treatment goals, length of treatment and an exit strategy should be signed with the patient.


There should be regular assessment of the patient using the 5As.


Dosing thresholds


The prescriber should routinely evaluate the safety and effectiveness of opioid therapy for chronic non-cancer pain. 


Assessing the effectiveness of opioid therapy should include tracking and documenting both functional improvement and pain relief.


Compared with patients receiving 1–20 mg per day of opioids, patients receiving 50–99 mg per day had a 3.7-fold increase in overdose risk. Patients receiving 100 mg per day or more had an 8.9-fold increase in overdose risk. Most overdoses were medically serious, and 12% were fatal.1


1. If < 100 mg MED:2


No assistance from a senior general practitioner (GP) or a pain management consultant needed if the prescriber is documenting sustained improvement in both function and pain. 


Consider getting assistance if frequent adverse effects or lack of response is evident in order to address: 


evidence of undiagnosed conditions 


presence of significant psychological condition affecting treatment 


potential alternative treatments to reduce or discontinue use of opioids. 


2. Before exceeding 100 mg MED per day threshold:2 


Seek assistance from a senior GP or pain management consultant to address: 


potential alternative treatments to opioids


the risks and benefits of a possible trial with opioid dose above 100 mg MED/d 


the most appropriate way to document improvement in function and pain 


a possible need for consultation from other specialists. 








