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Infection Management Guidance
The revised NHSGGC Adult Infection Management
Guidance is now available on staffnet in full and
abbreviated poster versions. Laminates of the
poster will be available from prescribing support
teams soon.

The key changes in this version are:

Upper UTI/Pyelonephritis in non-pregnant
women and men — Trimethoprim 200mg bd now
first line with co-amoxiclav 625mg or ciprofloxacin
500mg reserved for use if resistant organism
suspected. Duration of treatment is now reduced
to 7 days.

Recurrent UTI — addition of 6 months duration
added (in line with SAPG advice)

Lower UTI in pregnancy — First line options are
now nitrofurantoin 50mg or amoxicillin 500mg with
trimethoprim 200mg 2" line (off label) and
cefalexin 500mg 3" line. All 7 days.

Acute Prostatitis — First line options now
ciprofloxacin or trimethoprim for 28 days (and not
nitrofurantoin).

Meningitis - removal of chloramphenicol IV (as
difficult to obtain)

The GP Antibiotics App and E-formulary and
synonyms for GP prescribing systems will be
updated in due course.

A protocol for the use of fosfomycin (unlicensed
antibiotic for multi-resistant UTI as recommended
by a microbiologist) is also now available.

Illicit diazepam and new

benzodiazepines

NHSGGC addictions services have recently advised
of concern with service users reporting adverse
effects and behaviours when they are using street
‘diazepam’. These diazepam come in a variety of
blue tablets which contain anything from 8mg to
48mg per tablet.

There has been awareness for some time of the
increased risk of drug related harm and overdose
for users when taking these types of tablets, often
in large quantities, along with a variety of other
depressants such as heroin, methadone and
alcohol.

The 2013 report on drug related deaths in
Scotland showed that benzodiazepines were
implicated in, or potentially contributed to, 149
deaths (28% of drug related deaths) and
substances such as phenazepam and etizolam
were implicated or present in a high proportion of
drug related deaths.

Important considerations for GPs:

Service users being prescribed

benzodiazepines (benzos):

e There is no way of screening for illicit benzo
use while prescribed benzos, only patient self
report and clinical assessment of patient.

e Chaotic/disinhibited behaviour, history of
previous benzo use, ‘lost’ benzo prescriptions,
low mood unresponsive to treatment etc may
indicate illicit top up.

e Consideration should be given to overdose risk
if patient assessment suggests illicit use in
addition to prescribed benzos and Z-hypnotics.

¢ Review dose and instalment prescribing.
Counsel on risks of using illicit benzos on top
of prescription and/or with other depressants.

Those reporting illicit benzo use (and
potentially requesting benzo script due to
illicit use):

e Elicit pattern of use — is often weekly or
fortnightly rather than daily dependant.

e Counsel patient on risks of illicit benzo use and
in particular overdose risk when used with
other depressants.

e Reassure patient they can safely reduce and
stop illicit benzos whether dependant or
sporadic use.

e Patients can contact CAT team for signposting
to recovery services or support with self
reduction.

e Exercise caution if considering prescribing as
cannot quantify type or amount of benzo in
street tablets and lack of evidence base to
support prescribing.

The message that these drugs should not be
used with other depressants (including
alcohol) should be made very clear to users.

Useful resources: http://www.smmgp.org.uk/ and
http://www.sdf.org.uk/
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Review of patient prescribed the same antidepressant for >2years
Background: Long-term antidepressant prescribing is increasing, however the frequency of antidepressant
reviews decreases with treatment duration, and the number of general practice consultations for depression
has more than halved since 2003/04. The aim of this GMS indicator was to enable and support the review of
patients prescribed the same antidepressant for >2 years (excluding amitriptyline).

Method: All patients prescribed antidepressants (excluding amitriptyline) were identified from records by the
prescribing support team between August and October 2013. GPs selected a portion of patients, equivalent
to 30 per 4000 registered patients, for face to face review of clinical condition and medication. Pre- and
post-review data were collected; average antidepressant doses and changes in prescribed daily doses (as
defined daily doses (DDDs)) were calculated. Onward referral to support services was recorded. Changes in
patient care were compared to previous NHSGGC work in 4 CHCPs.

Results: 28 practices participated in the initial identification work with 27 practices submitting data collection
forms: 86% (25/29) of Renfrewshire practices and 2 non-Renfrewshire practices. 8.7% of all registered
patients were prescribed an antidepressant with 47.7% prescribed the same antidepressant for >2 years.
Practice antidepressant point prevalence varied significantly: median 8.9% (range 5.4% to 13.1%) for those
prescribed an antidepressant with 48.5% (range 29.8% to 63.5%) of those prescribed the same
antidepressant for =2 years. There was a significant positive correlation between the point prevalence and
weighted DDDs/1000 patients (Pearson correlation 0.747, p<0.0001), and a weak non-significant correlation
between long-term use and weighted DDDs/1000 patients (Pearson correlation 0.04 p=0.983).

27 practices reviewed and submitted data collection forms for 18.8% (n=1166) of patients prescribed the
same antidepressant for =2 years: 58 + 14 years old with 72.6% being female. The main indications for
antidepressant use were: 63.6% depression, 20.2% mixed depression anxiety and 11.0% anxiety disorders.

310 (26.6%) patients reviewed had a change in antidepressant therapy: 4.9% stopped, 11.1% reduced dose,
5.6% increased dose and 5.0% changed antidepressant altogether resulting in a 7.5% (95% CI = 7.2% to
7.9%, p=0.048) reduction in prescribed daily doses, expressed as DDDs, with an estimated 3.5% (£3240 per
annum) reduction in prescribing costs which is comparable to previous NHSGGC antidepressant review work.
4.9% were referred onwards; two thirds to mental health services.

Mean antidepressant doses were higher than previously reported in literature: fluoxetine 43% higher and
sertraline 30% higher; however, citalopram doses were lower than previously observed in NHSGGC dropping
by 17% to doses comparable with literature.

Conclusion: Almost half of all people were prescribed the same antidepressants for 22 years. Appropriate
reductions in prescribing can be achieved by reviewing patients.

Higher antidepressant doses may be contributing to current antidepressant growth. Although, average
citalopram doses were lower than observed in previous NHSGGC review work; possibly due to the MHRA
warning regarding citalopram and QT prolongation. Generally the use of higher selective serotonin re-uptake
inhibitor (SSRI) doses, >20mg fluoxetine/citalopram/paroxetine or >50mg sertraline daily, are of
questionable value in treating depression; as SSRIs demonstrate a flat dose response for treatment of
depression. Therefore higher doses do not routinely provide better effects, but are associated with more
adverse effects.

Please see the website for the results charts and referenced version of this article.

SiIdenafiI amended but we will advise in a future bulletin
when this occurs. We do not have any information
as to when this will happen at this stage.
Prescribers in Scotland should continue to observe
the SLS requirements in the interim.

The Department of Health have recently removed
the restrictions on the use of sildenafil (ie those
required for the selected list scheme (SLS)). The
regulations for Scotland have not yet been

Produced by: The Prescribing Team, Queens Park House, Victoria Infirmary, Langside Road, G42 9TT
Tel. 0141 201 5157
Prescribing@ggc.scot.nhs.uk



