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Evidence and Decisions: 

- Different questions need different types of evidence and different resources 

Background questions: General info on a disease/medicine 
Eg. What causes…? How does this relieve…? 

Foreground questions: Specific question about an effect of an intervention in patients  
Eg. Is regular paracetamol more effective than NSAIDs for patients with osteoarthritis?  

Types of clinical evidence: 

- Other factors like personal experience, preference and financial considerations influence 
decisions 

- Groups of evidence? Clinical studies, basic science and experience  
         
                           Interventional          Observational  
                           (randomised)           (cohort study) 

Interventional: Get someone to toss a coin, women with heads take HRT and women with tails take 
placebo, then monitor them.  Investigator selects whether they take the drug/not. 
Observational: Get some women and get them to select whether they take HRT or Placebo.  
Patients select whether they take the drug/not. 

Interventional studies Observational studies 
Expensive and long time to run Cheap and easier to run 

Unethical in many situations Fewer ethical Qs raised 
Conducted on a highly selected group of 

patients 
Can be harder to analyse 

Don’t give the best evidence on adverse effects Gives best evidence in adverse effects and an 
effect of tx routine use 

 

Evidence can be misleading  Publication bias (drug works, sell more) 
                                                     Disease mongering (includes everyone like everyone needs the drug  
                                                     when marketing) 
                                                     Ghost writing  

EXAMPLES: 

1. Paracetamol effective than NSAIDs? Randomised trials  
2. Combination of NSAIDs + SSRIs increase bleeding? Unethical so observational study 
3. Anticonvulsants safe in pregnancy? Pregnant women excluded from randomised trials 

 

Health (drugs and poisons) Regulation: 

Process of Legislation:  

1. Developed by Government (Legislation) 
2. Administered by public service 
3. Interpreted by Judiciary 

 

HDPR: to protect the general public wrt potentially toxic substances  

- Paracetamol/Aspirin  Overdose 
- Strychnine (pesticide)  Poison 
- Penicillin  Potential for developing resistance/ineffectiveness  
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- Morphine  Harmful if inappropriately used  

Australian national medicines policy: 

- Availability of high quality medicines in a timely fashion 
- Equity of access 
- Viable and responsible medicines industry 
- Quality use of medicines  Judicious use (is it the right medicine?) 

                                             Appropriate use (right for this patient?) 
                                             Safe, efficacious, cost effective use (Pt. knows how to use it, SE 
                                             & therapeutic goals achieved) 

Methods for protecting the public: 

- Limit steps in supply (Authorities/endorsements based on qualification) 
- Limit use and possession 
- Include penalties for non-compliance (Magistrate court, PBA and QCAT) 

 
 Pharmacy board of Aust refers cases to QCAT where deregistration or suspense from practice 

is LIKELY.  

Who is involved in HDPR regulation: General public, Groups involved in supply, Groups involved in 
administration of Legislation.  

Layout: 

- Based on groupings of Substances (schedules of the SUSMP) 
- Use of hierarchy of layout terms: Chapters (5) 

                                                    Parts (in each chapter) 
                                                    Divisions (Within some parts) 
                                                    Sections (basic numbered paragraphs of the regulation) 

Overview of Layout: 

1. Chapter 1 = Preliminary 
2. Chapter 2 = Controlled drugs (S8) 
3. Chapter 3 = Restricted drugs (S4) 
4. Chapter 4 = Poisons (S2, S3, S5, S6, S7) 
5. Chapter 5 = Miscellaneous  
6. Appendices 1-9 = Summaries, standards for computer prescriptions etc, dictionary 

Handing out a medication: Know the regulations, ask the patient their name and address 

S8 drugs: 

- Only a single drug in the prescription and valid only for 6 months 
- Quantity – Words & numbers & duration between repeats 
- Must send to State Health Department every fortnight 
- Returned stock stored and disposed of as new stock arriving 
- Special requirements for some eg. Amphetamine, methylphenidate  
- Interstate prescriptions allowed with Nat.Registration  
- Needed for manufacturer and wholesaler, Pharmacist is not a wholesaler  
- Must be kept in an APPROVED SAFE or accepted secure place 

S4 drugs: 

- Don’t need to record and endorse the prescription 
- Some sub groups with additional restrictions 
- Interstate prescriptions allowed (for most) 
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S2, 3, 5,6,7,9: 

- Store out of reach of public 
- Not sales for <16 without script except Salbutamol and Terbutaline (14years + therapy 

needed) 
- Electronic record of Pseudoephedrine sales including identity needed  

 
- Pharmacists MUST NOT sell S3 unless: Purchaser has a therapeutic need OR of purchasers 

identity 
- Pseudoephedrine = NEED a PHOTO ID and be issued by Clth or State entity 
- MUST GIVE advice on dosage, frequency of administration, general toxicity, adverse reactions 

contraindications, precautions etc 
- MUST ATTACH a LABEL! 

S3 Pseudoephedrine: 

- Record date of SALE, BRAND & QUANTITY, Purchasers NAME + ADDRESS 
- Record must be in ELECTRONIC FORM accessible online to QLD health and Police service. 
- MUST be kept for 2 YEARS! 

 DUE = Quality assurance programme specific to medications 

- DUE is for everyone 
- Is not research in its purest form but it is a WAY OF CHANGING PRACTISE 

Adverse drug reaction = Unintended and harmful, happens at doses that’s normally used by a 
person 
Adverse drug event = Unintended and harmful event due to use of medicines 
Medication incident = Any problem that comes with prescribing, dispensing or administering the 
medicine 

Medication incident > Adverse event > Adverse reaction 

Side-effect = Unwanted effect that happens by a mechanism that’s different from the drug 
mechanism 
Toxic event = Well above the designed therapeutic effect that’s uncommon 
Hypersensitivity reaction = related to immune system working overboard   

Type A: Dose related, Type B: Non-dose related 

DoTS classification:  

Dose Toxic reaction = high dose 
Collateral reaction = normal dose 

Hyper susceptibility reaction = low dose 
Time Time-independent reaction 

Time-dependant reaction 
Susceptibility Genetic, Age, sex, physiological variation, 

exogenous factors, diseases 
 
Morphine-induced constipation: 

Dose: Collateral reaction 
Time: Time independent reaction 
Susceptibility: Increased age, constipating drugs 

 Pre-clinical trials has the highest success rate 
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Phase 3 randomised trials = Good  Larger number of patients, controlled 
                                              Bad  Can’t get anything other than common SEs              

Post-marketing surveillance = Relies on health professionals                      

Complementary medicines: 

Herbal and traditional medicines = leaf crushed and put in a tablet 
Nutritional supplements = things that’s produced by the body or given by food 
Vitamins & minerals = important dietary components 
Homeopathy = tiny quantities 
Aromatherapy = very diluted, most of time used as a room fragrance etc  

 Many complementary medicines are UNSCHEDULED 

Listed: Low risk, for minor health problems [COMPLEMENTARY MEDICINES]  
Registered: High risk, Can cause overdose harms [S4] 

AUST L medicines:  

- Safety and Quality 
- Low risk  Can’t easily overdose on them 
- In the label, “assist relief of symptoms” 
- Small fee 

AUST R medicines: 

- Safety, Quality and Effectiveness (high level evidence, large scale clinical trials) 
- Some risk 
- In the label, “to treat” 
- Costly 

 
 New medicines, Sold in a medicinal dosage form = Unscheduled, Listed on ARTG 
 Sold as a tea = considered a food, not regulated by TGA (so don’t know if what’s said in the 

packaging is true.  
 Sold as a homeopathic = not for use in life-threatening or very serious illness, 4X or greater 

dilution, not listed on ARTG 
 Sold as individualised remedy prepared for a certain person = not regulated on ARTG, 

only things that’s regulated are the things that goes in to it.  

Homeopathy: Like cures like (caffeine keeps you awake, if you dilute more then it will do the 
opposite), each dilution is mixed by succussion  

Flower remedy: Not regulated on ARTG, 4X or greater dilution (shape of the leaf is a heart so it helps 
with your heart) 

- Medium-level scientific evidence (AUSTL) + Low level scientific evidence  Complementary 
medicines 

AUSTL AUSTR 
St John’s Wort – For mild to moderate 

depression 
Iberogast – IBS 

Glucosamine sulfate -Osteoarthritis Kaloba – Bronchitis 
Probiotics – Diarrhoea, IBS  
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- Evidence based practise provides advice to practioners on how best to make therapeutic 
effects 

Managing patients in the pharmacy: 

- Pharmacists provide important primary care  Most accessible health professionals for 
minor/common illness 

- Your expectations and patients could be different (If they want a product for cold or to help 
them sleep at night?) 

Evidence and cold preparations: 

- Many OTC medicines don’t have much clinical trial evidence 
- Most OTC medicines are cheap off-patent and relatively safe 

Reasons for lack of evidence? 

- Get better in few days even without medicines 
- Treatment improves the symptoms 

TGA recommendations for cough and cold medicines for children < 2 and children <6 and 6-12 
years: 

- DON’T USE cough and cold medicines for CHILDREN UNDER 2 YEARS  Only can be given 
with a prescription (S4) 

- DON’T GIVE to CHILDREN UNDER 6 YEARS 
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- ONLY BE GIVEN TO CHILDREN 6-11  On the advice of a doctor, pharmacist or nurse 
practioners.  

Common cold: 

- It’s an upper respiratory tract infection 
- Cold lasts a couple of days but a cough for couple of weeks 

Symptoms: Runny nose, Sneezing, nasal congestion, often with cough and sore throat 
Systemic effects: Malaise, headache, chills and fever (mild sx with a cold but more likely INFLUENZA) 

Symptoms (children): Lower respiratory symptoms (bronchitis, pneumonia), croup (really chesty & 
barking cough), fever and diarrhoea 

Viruses that cause common cold sx: Rhinovirus, Coronavirus, Influenza, Parainfluenza, Respiratory 
syncytial virus, Adenovirus.  

Other conditions: Influenza, Streptococcal sore throat (like racer blade), Pertussis (cough for long 
time), Sinusitis (pain in the sinuses) 

Refer  Systemic sx, very yound & old, Sx for long time, Dysphagia (trouble swallowing), Chest pain, 
Barking cough or Stridor or Rash, Cough without other symptoms 

 

Decongestants 
 

- Short-term management 
- For runny nose that can’t have 

antihistamines 
- Commonly used for children 

Oral (more SEs) = Phenylephrine, 
Pseudoephedrine 

Intranasal (works quickly) = Phenylephrine 
(causes congestion if you use it for more than 3-

4 days), -Zoline 
 

MOA = Agonists at α1 receptors, Vessels 
inflamed so cause vasoconstriction 

 
Evidence = Cochrane review including placebo-

controlled trials, Benefits observed, LACK OF 
EVIDENCE FOR EFFECT IN CHILDREN < 12 

 
Adverse effects = Increase in BP, 

Hallucinations, nervousness, palpitations etc  
Drug interactions = Anti-depressants (MAO-I) 

 
History of HIGH BP, HEART DISEASE, 

DIABETES  AVOID 
Antihistamines 

 
- Healthy adults with runny nose 
- Cough due to post-nasal drip 

Sedating antihistamines (stops runny nose) = 
Dexchlorpheniramine, diphenhydramine, 
doxylamine, pheniramine, promethazine, 

trimeprazine 
 

MAO = anti-H1 effects, anticholinergic and anti-
dopaminergic effects 

 
Evidence = Conflicting trial evidence, helps to 

ease runny nose and sneezing, LACK OF 
EVIDENCE FOR EFFECTIVENESS IN CHILDREN, 

EVIDENCE OF LACK OF EFFECT ON NON-
SPECIFIC, LACK OF EVIDENCE REGARDING 

COUGH DUE TO POST-NASAL DRIP 
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Adverse effects = Drowsiness, dry mouth, 
constipation, hypotension 

Precautions = Glaucoma, hyperthyroidism, 
peptic ulcer 

Drug interactions = Other anticholinergic 
drugs, CNS depressants 

 
NOT FOR CHILDREN UNDER 2 YEARS 

Antitussives 
 

- Easier to list when not to use 
- Healthy adults with troublesome 

non-productive cough 

Codeine, Dextromethorphan, Dyhydrocodeine, 
Pholcodine 

 
MOA = Opioid effects, dextro and Pholcodine 

have little and no opioid effects 
 

Evidence = Codeine was not found to reduce 
cough, dextromethorphan conflicting results but 
reduces cough, nothing was more effective than 

placebo in children  
Adverse effects = Drowsiness, constipation, 

nausea and vomiting  
 

Respiratory diseases, lower respiratory sx 
(bronchitis, productive cough)  AVOID 

Expectorants & Mucolytic 
 

- For productive cough 

Expectorants = Guaiphenesin, ammonium 
chloride, senega & ammonia 

Mucolytic = Bromhexine 
 

MOA = Clear mucous from respiratory & 
Reduce viscosity of mucous 

 
Evidence = Conflicting evidence from both, 
larger study supported benefit in reducing 

cough (Guaiphenesin), Single study suggesting 
benefit in cough (Bromhexine), Evidence better 

than placebo 
Analgesics 

 
- Short term use is effective 

 

Non-steroidal anti-inflammatory drugs = 
Aspirin, ibuprofen 

Paracetamol 

Zinc, Vitamin C, Echinacea Zinc = Reduce cold symptoms, Insufficient 
evidence for prophylactic use 
Vitamin C = Over use has SEs 

Echinacea = Conflicting evidence, Trial found 
no significant benefit. AVOID IN PREGNANCY 

& BREASTFEEDING.  
 

Allergic Rhinitis: 

Symptoms: Rhinorrea (runny nose), sneezing, obstruction of nasal passage (congested), lacrimation 
(watery eyes) and puritis of conjunctiva (itchy eyes), itchy nose and throat.  

- Intermittent  (<4 days/week or weeks at a time) or Persistent  (>4 days/week) 
- Mild  Normal sleep, Normal daily activities etc or Mod-severe  Can’t sleep/do activities 

 
- More likely to get it in childhood if you have asthma.  
- RISK FACTOR for ASTHMA 
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Early-phase allergic response = Exposure to allergen  IgE-mediated response 
                                                       MEDIATED by HISTAMINES  

Late-phase allergic response = Begins 2-4 hours after exposure  
                                                     INDUCED by LEUOTRIENS + POSTAGLANDIS  

Intermittent Persistent 
Mild = Antihistamines, IF NOT ADD Intranasal 

Corticosteroids 
Mild = Intranasal Corticosteroid, IF NOT ADD an 

antihistamine 
Mod-Severe = Intranasal Corticosteroids, IF 

NOT ADD an antihistamine 
Mod-Severe = Intranasal Corticosteroids, IF 

NOT ADD Immunotherapy 
 
Treated in Pharmacy  Older children & adults with mild intermittent symptoms OR diagnosed  
Refer = Persistent or mod-sever symptoms, Pain, Anosmia or hearing loss  

Intranasal Corticosteroids Beclomethasone, budesonide, fluticasone 
 

Evidence = Meta-analysis says it’s better than 
antihistamines, especially for nasal sx 

 
MOA = Anti-inflammatory and 

immunosuppressant actions by regulating gene 
expression 

 
Benefit = in 3-7 hours, max in 2-3 days 

Adverse effects = Local irritation, dryness, 
cough 

Antihistamines Less-sedating = Loratadine, cetirizine, 
fexofenadine 

Little role of sedating antihistamine due to 
SEs 

 
Benefit = 1 hour, max in couple of days 

Adverse effects = Well tolerated 
 

Intranasal antihistamines are as effective as 
oral antihistamines  

Other medications Decongestants = Intranasal decongestants 
effective BUT can cause rebound effect, Oral 

decongestants effective BUT more systemic SEs 
 

Sleep disorders: 

- Sleep disorders especially insomnia & obstructive sleep apnoea is common 
- PRIMARY TX for INSOMINA  Good sleep practises, behavioural techniques 
- Obstructive sleep apnoea increases CVD and road accidents  
- TX for OBSTRUCTIVE SLEEP APNOEA  Continuous positive airways pressure  
- Amount and the type of sleep you get depends on your age.  

Stages of sleep: 

W = awake  Muscles are sleep, brains active 
REM = rapid eye movement  Body sleep, eyes moving 
N1 = first stage of sleep 
N2 & N3 = Deep sleep, neurons slowing down, getting more rest 

Neurotransmitters (influence the sleep cycle) = Histamine, Ach, dopamine, GABA, 5-HT and NA 
Hormones = Cortisol and Metalation 
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Insomnia 
[Can’t fall or have enough sleep] 

Obstructive Sleep Apnoea 
(Chronic fatigue, sleepiness/tiredness during the 

day) 
Symptoms = Can’t fall asleep, wakes during the 

night, tired during the day  
Symptoms: Short period where they stop 

breathing through their sleep. MOSTLY PEOPLE 
WHO ARE OBESE 

Causes = Due to anxiety, change or life event 
OR mental health disorders/neurological 

disorder (Parkinson’s)/Chronic pain, asthma etc 
 

Drug induced insomnia = Caffeine, nicotine, 
alcohol, anti-depressants, WITHDRAWAL OF 

BENZODIAZEPINES.  
 

Management = Avoid exposure to bright lights, 
Avoid heavy meals, Take regular exercises, Avoid 
caffeine/tobacco/alcohol, Have a light snack or 

a warm milk and bath before bed 
 

Acute-insomnia = Short term tx with hypnotics 
eg. Temazepam, zolpidem or zopiclone 

Chronic insomnia = Intermittent tx with a 
hypnotic 

 

 

Benzodiazepines -Pam eg. Alprazolam, Diazepam 
 

MOA = GABA agonist, sedative hypnotic, 
muscle relaxant, anxiolytic and anticonvulsant 

 
Adverse effects = Problem with driving, 

drowsiness, sedation etc  
 

Tolerance = to sedative effects after 2 weeks 
Dependence = Occurs on a similar time 

Withdrawal effects = especially insomnia 
 

AVOID FOR MORE THAN 2 WEEKS 
CONTINOUSLY 

Non-benzodiazepines Zolpidem, Zopiclone 
 

MOA = Similar sedative-hypnotic effects 
Problem with tolerance and dependence 

 
WARNING ZOLPIDEM  UNEXPECTED 

CHANGES IN BEHAVIOUR 
Other medications Antidepressants = TCAs eg. Amitriptyline 

Antihistamines = Sedating eg. Doxylamine 
Melatonin = Improves insomnia 

Valerian = CM, evidence for efficacy limited by 
range of preparations used, safe but not very 

effective  
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Lower GIT: 

Constipation = May be due to diet, lifestyle, medical disorders or medicines  
Medical conditions causing it  IBS, Diabetes, depression, Heart failure etc 
Medicines causing it  Opioids, Anticholinergics, Ca2+ channel blockers, Antacids 

Refer = Acute/recent constipation (>50), Weight loss, bleeding, fever, abdominal pains, Family history 
of IBS 
 
Management: 

1. Diet and Lifestyle  
2. Bulk-forming laxatives (Metamucil) 
3. Osmotic laxatives (Movicol) 
4. Stimulant laxatives (Senna) 

Bulk-forming laxatives Metamucil, Normafibre, Fybogel 
 

MOA = Add fibre to diet, must take it with 
enough fluids 

 
FIRST LINE TREATMENT for MILD 

CONSTIPATION + LIFESTYLE CHANGES 
Osmotic laxatives Lactulose, Macrogols (Movicol) 

 
MOA = Pulls water into the bowel 

 
Adverse effects = flatulence, abdominal 

cramps, diarrhoea, nausea 
 

CHRONIC USE SHOULD BE AVOIDED IN 
DIABETICS 

Stool softeners  Docusate (Coloxyl) and Liquid paraffin (lubricant 
laxative)  

 
MOA = Softens the stool by helping to mix 

water and fat 
Stimulant laxatives Senna (senokot, bisalax) 

 
MOA = Stimulate colon 

 
Adverse effects = Abdominal cramps, 

dehydration 
 

- Constipation is common in children, may be due to poor diet or fluid intake, food 
allergies. 

- Management  Soften stools, Encourage good toilet behaviour 
- FIRST LINE = INCREASE FIBRE, SIT ON TOILET REGULARLY AFTER MEALS AND ON 

WAKING 
- Pregnancy  Avoid magnesium sulphate and stimulant laxatives  
- Elderly  Avoid liquid paraffin  

Diarrhoea tx in pharmacy = Symptoms for less than 24-48 hours.  
Refer = 1 day in children <1 year, 2 days in children <3 years, 3 days in everyone else 
             Severe vomiting or fever, recent travel etc  
Medicines causing diarrhoea = NSAIDs, Anti-depressants, Antibiotics  



PHRM2011 REVISION 

Anti-motility drugs = Loperamide, diphenoxylate-atropine  

Loperamide (Imodium) MOA = Inhibits intestinal motility  
Adverse effects = Abdominal pains, bloating, 

nausea, vomiting 
Diphenoxylate-atropine (Lomotil) MOA = Opioid effect 

Adverse effects = Abdominal pains, bloating, 
nausea, vomiting  

 

Pain and its management: 

Acute pain = Tissue damage 
Chronic pain = Ongoing tissue damage or changes to SNS. 

Pain = Unpleasant emotional and sensory experience with actual or possible tissue damage.  
Pain  An experience, a symptom, a warning system, a disease  

- Nociception is the feeling of pain 
- Primary sensory afferents: sensory nerves responding to stimuli eg. Touch, heat/cold 
- Types of neurons: A-β (skin, touch etc), A-∂ (deep m 
- uscles, has to have lot of pain), C (unmyelinated).  
- Pain goes to the spinal cord then to brain. Noiceptors enter via the dorsal root.  

Neuropathic pain = Something wrong with the SNS, burning, tingling or like an electric shot 
[Hyperpathia/Allodynia  If someone brushes their leg, it hurts them] 

Chronic pain = Pain continuously occurring, like after surgery  

Nociceptive pain = Due to tissue injury 
Somatic pain = In deep tissues (bones) 
Visceral pain = In internal organs 

Neuropathic pain = Damage to SNS 

L ocation 
I  ntensity 
N ature 
D uration 
O nset 
C oncormitants 
A ggravating 
R elieving  
R adiating 
F requency  

STEP 1: Non-opioid (Paracetamol, NSAIDs) +- Adjuvant (TCA, antiepileptics) 
STEP 2: Opioid for mild-mod pain (Codeine), +- Non-opioid +- Adjuvant 
STEP 3: Opioid for sever pain, +- Non-opioid, +- Adjuvant 

Acute pain  Paracetamol or NSAID 

FIRST LINE TX for NEUROPATHIC PAIN = ADJUVANT DRUGS + ANTI-EPILEPTICS 

- NSAIDs  COX-1 and COX-2 inhibitors 

Opioids: 

- For moderate – severe pain 
- Opioid acts at opioid receptors eg. µ-receptors (side effects also comes from this) 
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- It pre- and post synaptically reduces pain transmission in periphery and in the 
spinothalamic tract 

- SIDE EFFCTS = Respiratory depression (hypoventilation), Constipation, Euphoria/excitement, 
Physical dependence , OTHER SIDE EFFECTS = Skin irritation, nausea, dry mouth  

- Can get both tolerance and dependence 

Tolerance = Effectiveness reduces when using drug (respiratory depression, analgesic effects in 
morphine) 
Dependence = Get withdrawal symptoms when you stop the drug 
Addiction = Behavioural, psychological dependence to drug  

Pseudoaddiction = abnormal behaviour due to under-tx of pain  

Managing side-effects: 

- Respiratory depression = Use lower doses in elderly, monitor sedation (increased sedation is 
a good early predictor of it)  Naloxone will help it. 

- Constipation = Use a laxative (docusate plus senna) + fibre and water 

Morphine: 

- 1st line in many situations 
- For people with renal impairment, it can lead to toxicity so move to another opioid 
- If it doesn’t work, use another opioid 

Codeine: 

- For mild-moderate pain 
- Can convert to morphine via CYP450 2D6. 
- Our genes determines the function of our ability to convert codeine to morphine 
- Poor metabolisers don’t get the analgesic effect but may get side effects, ultra-metabolisers 

can get toxicity  

Tramadol: 

- Weak µ-agonist so don’t take up 5-HT and NA (same as effects from anti-depressants) 
- NA/5-HT effects benefits patients with neuropathic pain 
- Use limited due to SE and drug interactions (serotonin toxicity, CYP450 interactions) 

Oxycodone: 

- Alternative to morphine that is well tolerated by some patients 
- It doesn’t have metabolites that accumulate renal impairment patients.  

Fentanyl: 

- Short DOA, used in acute and chronic pain 
- Good if someone has renal impairment 
- Comes in patches etc 
- Causes less constipation and confusion compared to morphine  
- Has to start on another opioid then move into this, can’t start at first.  

Buprenorphine: 

- Less prone to cause respiratory depression in high doses but less effective  
- Used in opioid replacement instead of methadone 
- Widely used for chronic pain but less experience 
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Cancer and Palliative Care: 

 

- Can’t localise it, it’s in the organs  Visceral nociceptive pain, Hip pain worse when moving 
 Nociceptive pain. 

 
 
Perindopril = Blood pressure tablet 
MS Contin = Slow released 
morphine 
Oxycodone = For breakthrough 
pain 
Naproxen = For bone pain 

 

- Oxycodone dose suggests that his baseline opioid dose is not enough 

Plan: 

1. Take out the Tramadol 
2. Improve baseline management of his pain and re-calculate dose for breakthrough pain 
3. Start pregabalin – For neuropathic pain  
4. Consider additional management for metastatic bone pain: Radiation therapy, 

bisphosphonates  

Process: 

1. Convert ALL current opioids to 24-hour oral morphine equivalent dose using conversion 
factors 

2. Apply a safety factor when changing opioids, give 50-75% of the equipotent dose 
3. For 12-hourly sustained release opioid: Give HALF of the calculated dose TWICE daily  
4. For breakthrough dose: Give 1/12 to 1/6 dose when required (Either the dose that’s given 

or half of that dose).  
5. Assess patient for pain relief and opioid toxicity (Monitor for excessive sedation)  

 

Converting 1 opioid to another, 
Morphine 30mg is the same as 
oxycodone 20mg. 

 

 

John’s daily morphine 
equivalent dose 
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Safety factor of 75% as   
he’s under treated for his 
pain 

 

- Calculate a range. Upper range for 75% is 127.5mg and the lower range for 50% is 
115mg. So morphine dose must be between 115mg and 127.5mg.  

- Easiest to give is 120mg/2 = 60mg TWICE a day.  
 

 

 
John’s breakthrough dose 

 

 

- Has to convert morphine dose to oxycodone dose, So = 15mg/1.5 = 10mg of 
oxycodone PRN.  

 
 
John’s NEW medications!  

 

 

 

 

Palliative care = Improving quality of life of patients and their families who are facing life-
threatening illness.  

- Provides relief from pain and other distressing symptoms 
- Affirms life and regards dying as a normal process 
- Offers a support system, approach to address the needs of patients and caregivers, avoiding 

futile interventions.  
- Find alternative routes of administrations if they can’t take oral eg. Subcutaneous 
- Nausea and vomiting can occur 
- Constipation can be a problem so  Laxative (Movicol), BULK FORMING LAXATIVES NOT A 

GOOD OPTION (Metamucil).  

Rheumatoid arthritis, Osteoarthritis, Gout: 

Rheumatoid arthritis = autoimmune, inflammation and destruction of synovial joints 
Symptoms = Inflammation of joints in hands and feet (early morning), fatigue, subcutaneous nodules, 
lung involvement, pericarditis and anaemia of chronic disease 
Pathophysiology = B-lymphocytes and T-lymphocytes are switched on and they don’t get switched 
off 
Diagnosis = Symptoms for MORE THAN 6 WEEKS, early morning STIFFNESS FOR MORE THAN 1 
HOUR, In 3 OR MORE REGIONS, RHEUMATOID FACTOR +VE, EVIDENCE IN X-RAYS. 
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 C-reactive protein is a good marker of inflammation, infection etc 

DMARDs Methotrexate 
Additional DMARDs = Hydrochloroquine, 

Sufasalazine 
 

MOA = Reduce inflammation preventing bone 
damage, Affects immune mediators 

 
Dose = Once a week 

Side-effects = GIT problems, increase risk of 
infection, rash and photosensitivity 

 
Management of SEs = Vaccinations, full blood 

count, liver function tests, chest x-rays 
 

FOLIC ACID CAN REDUCE SOME SIDE EFFECTS 
 

Benefit = in 2 or 3 months 
bDMARDs Cytokine modulators 

Effective in patients if combination on DMARDs 
don’t work 

Patients use one bDAMRD at a time 
FASTER THAN DMARDs 

 
SIDE EFFECTS AND EXPENSIVE 

 

Symptoms management:  

- NSAIDs reduce symptoms but not long-term 
- CORTICOSTEROIDS  IF DON’T TOLERATE NSAIDs 
- FISH OIL to reduce symptoms, but need a higher dose 
- REGULAR PARACETAMOL  

Osteoarthritis: Joint failure, cartilage loss and joint breakdown eg. IN KNEES 
Non-pharmacological tx: Weight loss, Avoid activities that worsen pain, physiotherapy 
 

Regular Paracetamol FIRST LINE = Paracetamol,  
NSAIDs if needed 

Glucosamine MOA = Increase cartilage  
Evidence = Conflicting 

Dose = 500mg tds 
Benefit = 2-3 months 

Side-effects = GIT upsets 
 

AVOID IN PATIENTS WITH SEAFOOD OR 
SHELLFISH ALLERGY 

Chontroitin Less evidence of benefit than Glucosamine 
IN COMBINATION WITH GLUCOSAMINE 

 

Gout = Increased urate crystals in joints, MOSTLY EFFECTS MIDDLE-AGED MEN + POST-
MENOPAUSAL WOMEN 
Symptoms = First only in one joint eg. Big toe, Quick onset and very painful 
 Acute attack resolves within 8-10 days  

First attack  NSAIDs 



PHRM2011 REVISION 

Lifestyle: USE ICE PACKS to reduce inflammation, USE CARDBOARD BOX to keep sheets off 
joints, AVOID SHOES/SOCKS when possible, have a LOW PURINE DIET, DRINK LOTS OF WATER 
and LOSE WEIGHT.   

Allopurinol 
[When there’s no attack, can get attack as 

soon as you start it] 

MOA = Inhibits xanthine that increases uric acid 
levels  

LONG HALF LIFE 
Adverse effects = Mild rash, allopurinol 

hypersensitivity (Rash + Fever)  
Colchicine MOA = Reduce crystal-induced inflammation 

 
IF ATTACK  NSAIDs + COLCHICINE 

 

 

 

 
 


