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Abstract

Background: GPs are central to opioid strategy in chronic non-cancer pain (CNCP). Lack of
treatment alternatives and providers are common reasons cited for not deprescribing opioids.
There are limited data about availability of multidisciplinary healthcare providers (MHCPs), such as
psychologists, physiotherapists, or dietitians, who can provide broader treatments.

Aim: To explore availability of MHCPs, and the association with GP opioid deprescribing and
transition to therapeutic alternatives for CNCP.

Design & setting: Cross-sectional survey of all practising GPs (N = 1480) in one mixed urban and
regional Australian primary health network.

Method: A self-report mailed questionnaire assessed the availability of MHCPs and management of
their most recent patient on long-term opioids for CNCP.

Results: Six hundred and eighty-one (46%) valid responses were received. Most GPs (71%) had
access to a pain specialist and MHCPs within 50 km. GPs’ previous referral for specialist support
was significantly associated with access to a greater number of MHCPs (P = 0.001). Employment of
a nurse increased the rate ratio of available MHCPs by 12.5% (incidence rate ratio [IRR] 1.125, 95%
confidence interval [CI] = 1.001 to 1.264). Only one-third (32%) of GPs reported willingness to
deprescribe and shift to broader CNCP treatments. Availability of MHCPs was not significantly
associated with deprescribing decisions.

Conclusion: Lack of geographical access to known MHCPs does not appear to be a major barrier
to opioid deprescribing and shifting toward non-pharmacological treatments for CNCP.
Considerable opportunity remains to encourage GPs’ decision to deprescribe, with employment of
a practice nurse appearing to play a role.
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How this fits in

Chronic pain, when coupled with low socioeconomic factors and high opioid utilisation, presents a
difficult conundrum in the general practice setting. Despite evidence of an unfavourable balance of
efficacy and harm with long-term opioids, little is known about the unique clinical challenge of opioid
deprescribing in primary care. Close engagement with MHCPs capable of delivering behavioural
treatments is considered best practice. This cross-sectional study shows that while MHCPs may be
available, they are not currently being used to their full potential in many clinical encounters.

Introduction
Across Australian and British general practice, the reported prevalence of people experiencing
CNCP is 19% and 33-50% respectively, representing a substantial health burden.”?

Developed countries have focused on pharmacological treatments and prescribing rates have
subsequently increased.® Although opioid treatment is established as safe and effective for acute
and cancer pain,” it has been shown to be no better than a placebo in reducing CNCP.” A recent
randomised controlled trial (RCT) for chronic back and osteoarthritis-associated pain found that pain
intensity at 12 months was worse in the opioid group compared to the non-opioid treatment arm.®

Australian Pharmaceutical Benefits Scheme data identified that opioid prescribing rates exhibit
substantial geographic variation, resulting in the proposition that ‘... differences in access to alterna-
tive pain management options may be a factor’.”

In the US, the Troup study? identified 90 days as important when shifting towards potentially
more effective treatments in primary care and reducing opioid reliance.”"* Large US healthcare
groups have been working toward optimal opioid stewardship, with one group achieving a 30%
reduction in high dose prescriptions by utilising MHCPs to provide exercise and cognitive behaviou-
ral therapy.’#"? British guidance recognises the role of the patient and trained non-specialist MHCPs
to implement behavioural interventions.”® In Australia, GPs are able to create various primary care
teams using government-funded general practice management plans (GPMPs). This funding sup-
ports consultations with a range of MHCPs including psychologists, physiotherapists, pharmacists,
occupational therapists, exercise physiologists, social workers, and dietitians. Given that GPs can cre-
ate various combinations of providers, it is important to examine the availability of such teams.

This study aimed to identify each of the following among a large mixed urban, and regional sam-
ple of Australian GPs:

1. the proportion of GPs with access to various MHCPs required to potentially implement
broader treatments for people experiencing CNCP;

2. whether demographic (sex, year of graduation, qualifications, interest in CNCP, or past referral
to a tertiary pain service) and practice characteristics (number of GPs in practice, whether prac-
tice nurse is employed, percentage of caseload with CNCP, and co-location of MHCP services)
are associated with access to MHCPs for treating CNCP; and

3. whether greater access to MHCPs is associated with increased likelihood of initiating opioid
deprescribing for their most recent CNCP utilising long-term opioids.

Method
Study design and population

A cross-sectional survey of GPs in one Australian primary health network — Hunter New England
Central Coast Primary Health Network (HNECCPHN) — was conducted between February and April
2016. The HNECCPHN spans a socioeconomically disadvantaged area with 30% of households
experiencing rental stress (compared to 25% nationally), 5% of people receiving unemployment ben-
efits long-term (4% nationally), and 4.2% of people identifying as Aboriginal and Torres Strait
Islander (2.5% nationally).””

Participants were GPs listed on the HNECCPHN register as at February 2016. GPs with incorrect
addresses were excluded.
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Procedure

A multistep recruitment procedure was used (Figure 1)."® A personalised pre-notification letter was
mailed in February 2016 to introduce the survey and summarise current best practice at the same
time as an HNECCPHN newsletter item. The first survey pack (n = 1570), mailed in March 2016, was
personally addressed to each GP and contained a copy of the questionnaire, a personalised cover
letter, details of the chance to win a sports watch valued at AU$500, and a reply paid envelope. The
University of Newcastle was identified as the sender and the paper survey had a responder-friendly
design.”??? Returns to sender were tracked.?®>?® Two weeks after the initial mail-out, a profes-
sionally designed postcard reminder was mailed to non-responders.’®27 A final mailing of the survey
package was sent to non-responders 4 weeks after the pre-notification letter.

Study measure

A 24-item study-specific questionnaire was developed by the authors using current best evidence
and expert clinician input. The questionnaire was pilot tested with three GP prescribers to ensure
accuracy, face validity, and completion within 10 minutes. Only items relevant to the study aims are
described here.

Sample size
A sample of 500 GPs was sufficient to estimate +4% for the variables of interest with 80% power.

Variables of interest

Demographic and practice variables

The survey items were: sex (male, female); year of graduation; qualifications higher than foundation
degree (yes, no); special interest working with CNCP (yes, no); previous referral of patient to tertiary
pain service (Hunter Integrated Pain Service (HIPS) or Tamworth Integrated Pain Service (TIPS), HIPS/
TIPS and other, other, never); full-time equivalent staff (1, 2-4, 5-10, >10); practice nurse (yes, no);
current clinical caseload for CNCP (0, <5%, 5-10%, >10%).

The survey asked GPs to indicate which MHCPs were available within 50 km of their main practice
to form a potential team for care. Response options were; pain specialist, pharmacist, physical thera-
pist, occupational therapist, social worker, exercise physiologist, dietitian, none, other. Responders
were asked if any of the MHCPs were co-located (yes, no, partially).

Utilisation of MHCPs in most recent patient with CNCP who had been
utilising opioids for >90 days

The item asked which approach was taken with the most recent CNCP patient taking prescribed
opioids for >90 days. Response options were derived from review of local clinical guidelines which
promoted 90 days as the time point to consider deprescribing:?® not applicable, | do not prescribe
opioids for this patient group; continued opioid prescription with dose adjustment to maintain pain
relief; rotated to another opioid to maintain pain relief and contain dose escalation; initiated gradual
opioid weaning to cessation programme; initiated broader primary team care without weaning; or
initiated switch to broader team care with specific therapeutic goal to wean opioids to cessation;
other. Responses were dichotomised as either unlikely to initiate weaning (for example, ‘continued
opioid prescription with dose adjustment to maintain pain relief’; ‘rotated to another opioid to main-
tain pain relief and contain dose escalation’ or initiated broader primary team care without wean-
ing’) or likely to initiate weaning (for example, ‘not applicable, | do not prescribe opioids for this
patient group’; ‘initiated gradual opioid weaning to cessation program’ or ‘initiated broader primary
team care with specific therapeutic goal to wean opioids to cessation’).

Statistical analysis
Data were analysed using STATA (version 14). Percentages with 95% ClI are reported for categorical
outcomes. Additional outcome variables were created based on a priori hypotheses:

e The total number of available MHCPs by summation of all available MHCPs.
e Whether a GP had a particular combination of available MHCPs: high MHCP access availability
(access to a pain specialist), moderate MHCP availability (access to two or more MHCPs, but
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Figure 1. Survey recruitment flowchart.

Research

not a pain specialist), and poor access (no access to a pain specialist and access to one or
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fewer MHCPs).

Research

Crude and adjusted Poisson regressions were used to examine which sociodemographic factors
were associated with a greater total number of MHCPs, high versus moderate/poor access to
MHCPs, and likelihood of the GP to wean their most recent CNCP patient off prescribed opioids.
The regression analysis of likelihood to wean also included the access to MHCPs variable. The rela-
tively high number of total MHCPs and low variance indicated that the distribution was under

Table 1. Demographics of Hunter New England Central Coast Primary Health Network GPs

n =681 % 95% Cls
Individual GP characteristics
Sex
Male 390 57.3 54.6 to 61.0
Female 290 42.6 39.0 to 46.4
Year of graduation
Before 1995 396 58.1 56.9 to 64.4.
1995-2005 183 26.8 24.7 to 31.7
2006-2010 60 8.8 72t0 11.7
2011-2014 13 1.9 1.2 to 3.4
Higher
qualification
Yes 472 69.3 66.7 to 73.6
No 200 29.3 26.4 t0 33.3
Special interest in pain
Yes 174 25.6 22.7 t0 29.3
No 499 73.3 70.7 10 77.3
Past referral to a pain clinic?
HIPS/TIPS 346 50.8 47.9 to 55.5
HIPS/TIPS + other 236 34.7 31.7 t0 39.0
Other 69 10.1 8.2t0 12.9
Never 18 2.6 1.7 to 4.2
Current caseload
of CNCP, %
0 4 0.6 02to 1.6
<5 200 29.4 26.5 to 33.5
5-10 339 49.8 46.9 to 54.5
>10 126 18.5 16.0 to 22.0
Practice characteristics
FTE GPS at
practice
1 64 9.4 7.5t0 12.0
2-4 255 374 34310 41.6
5-10 297 43.6 40.4 to 47.9
>11 57 8.4 6.6t0 10.8
Practice nurse
Yes 627 92.1 90.8 to 94.7
No 47 6.9 531092

Cl = confidence intervals. CNCP = chronic non-cancer pain. FTE = full-time equivalent. HIPS = Hunter Integrated Pain Service.
TIPS = Tamworth Integrated Pain Service. Totals may not add to 681 (or 100%) due to missing data.
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dispersed. Robust variance estimators were used to estimate the coefficient standard error to pro-
tect against biases. Logistic regression was used to measure associations between access to MHCPs
and demographic, practice characteristics, as well as the GPs likelihood to initiate broader care.
Each of the covariates were modelled separately, then collectively in an adjusted model. The refer-
ence category for the logistic regression was set as ‘poor/moderate access’ to measure the odds of
‘high access’.

Results

Sample
Of the 1570 mailed postal questionnaires, 1480 were delivered and 681 were completed. Of the 90
undeliverable surveys, three were due to ‘GP deceased’ and 87 due to ‘GP no longer working at the
practice or retired’. The total valid adjusted response rate was 46%. There were no significant differ-
ences between responders and non-responders in regard to their sex.

Demographic characteristics of the sample are shown in Table 1. Female GPs accounted for 43%
of responders which is consistent with national figures.?? Most practices (n = 627, 92%) employed a
practice nurse, which is higher than a 2012 finding of 63%.%*

Compared to national data from Bettering the Evaluation and Care of Health (BEACH), which
estimated 15% (95% ClI = 14 to 17) of patients attending general practice experience
CNCP," 19% (95% Cl = 16 to 22) of this sample indicated a similar caseload.

GP access to MHCPs

Figure 2 shows the distribution of the total number of available MHCPs for each responder. The
majority of GPs reported access to seven MHCPs (mean 6.27, standard deviation 1.32).

Availability of MHCPs is reported in Table 2. Access to a physical therapist was the most com-
monly selected MHCP (n = 663, 97%). The subgroup combination of physical therapist, pharmacist,
and dietitian was available to most GPs (n = 620, 91%).

400

300

Frequency
n
o
o

100

- fos e N [
0 2 4 6 8
Number of multidisciplinary healthcare providers available

Figure 2. Histogram showing total number of MHCPs available to GP
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Table 2. Availability of resources within 50 km of main practice (for a GPMP/TCA)

n =681 % 95% Cls
Access to multidisciplinary resources
Pain specialist
No 157 231 20.3 to 26.7
Yes 516 75.8 73.3t0 79.7
Pharmacist
No 31 4.6 3.3t0 6.5
Yes 642 94.3 93.5 to 96.7
Physical therapist
No 10 1.5 0.8 to 2.7
Yes 663 97.4 97.3 to 99.2
Occupational therapist
No 87 12.8 10.6 to 15.7
Yes 586 86.0 84.3t0 894
Exercise physiologist
No 69 10.1 8.2t0 12.8
Yes 604 88.7 87.2t0 91.8
Dietitian
No 32 4.7 34t0 6.7
Yes 641 94.1 93.3 to 96.6
None
No 666 97.8 97.8 to 99.5
Yes 7 1.0 0.5to0 2.2
Access to combinations
Combination PS/PH/DT/PT
No 188 27.6 24.7 to 31.5
Yes 485 71.2 68.5t0 75.3
Combination OT/EP
No 11 16.3 13.9 t0 19.5
Yes 562 82.5 80.5 to 86.1
Combination PS/SW
No 257 37.7 34.6 to 41.9
Yes 416 61.1 58.1 to 65.4
Combination DT/PT
No 36 5.3 39t07.3
Yes 637 93.5 92.7 to 96.1
Combination PT/PH
No 34 5.0 36t07.0
Yes 639 93.8 93.0 to 96.4
Missing data 8 1.2
Combination PT/PH/DT
No 53 7.8 6.1 to 10.2
Yes 620 91.0 89.8 to 93.9
Combination PS/PT/SW
No 257 37.7 34.6 to 41.9
Table 2 continued on next page
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Table 2 continued

n = 681 % 95% Cls
Yes 416 61.1 58.1 to 65.4
All providers
No 275 40.4 37.2to 44.6
Yes 398 58.4 55.4 to 62.8
Co-location of providers
All selected 19 2.8 1.8to 4.4
Some selected 253 37.2 344 to 41.8
None selected 393 57.7 55.3 to 62.8

DT = dietitian. EP = exercise physiologist. GPMP = general practice management plan. OT = occupational therapist. TCA =
team care arrangement. PH = pharmacist. PS = pain specialist. PT = physical therapist. SW = social worker. Totals may not add
to 681 (or 100%) due to missing data.

Factors associated with GPs access to MHCPs

The crude modelling suggested that graduating recently, having referred to tertiary pain services in
addition to the specified local tertiary pain services, being in a practice with 5-10 GPs rather than a
solo practice, and employment of a nurse, were significantly associated with high availability of
MHCPs for pain management (P = 0.047). After adjusting for all covariates, employment of a nurse
and prior referral to ‘other’ tertiary pain services were statistically significantly associated with the
number of available MHCPs. The adjusted model, however, is the most important result as it
accounts for differences within sample demographics. It is estimated that for a GP whose main prac-
tice employed a nurse, there was an increased rate ratio of the number of MHCPs available by
12.5% (IRR 1.125, 95% Cl = 1.001 to 1.264). According to the adjusted model, previous referral to
both local and ‘other’ tertiary pain services was significantly associated with 7% higher access to
MHCPs compared to GPs who had only referred to local tertiary pain services (IRR = 1.07, 95% Cl =
1.033 to 1.108, P = 001). Further information is available from the authors on request.

Greater access to MHCPs and deprescribing
Table 3 shows the treatment choices made by GPs for their most recent CNCP patient who had
been utilising opioids for >90 days.

The crude models are presented to highlight the effects before and after adjusting for potential
confounding factors; however, none of the factors (sociodemographic or access to MHCPs) included
in either the crude and adjusted logistic regression models, were significantly associated with
reported opioid deprescribing of a CNCP patient (with or without team care) within the past 90
days.

Table 3. Most recent approach with CNCP patient on long-term opioids

n = 681 % 95% Cls
Not applicable, do not prescribe 27 4.0 2910 6.0
Continued opioid prescription 98 14.4 12.6 to 18.2
Rotated to another opioid 38 5.6 43t080
Initiated gradual wean 131 19.2 17.3 to 23.6
Team care, no wean 67 9.8 8.2to 13.0
Team care with opioid wean 217 31.9 30.0to 37.3
Other 68 10.0 8.4 to 13.1

Cl = confidence intervals. Totals may not add to 681 (or 100%) due to missing data.
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Discussion

Summary

This survey was the first of a large sample of urban and regional Australian GPs to examine the geo-
graphic availability of known MHCPs required to potentially form a local team to deliver behaviour
change treatments for people experiencing CNCP and utilising long-term opioids. The data sug-
gested it is possible to access appropriate MHCPs even in a regional area.

The findings did not support the hypothesis that a lack of availability of known MHCPs is a strong
driver of current liberal opioid prescribing. Most GPs had at least moderate access (within 50 km) to
form a team of MHCPs capable of providing broader care. It is possible that MHCP availability may
influence GP confidence in negotiating treatment alternatives.?® However, the view that opioid pre-
scribing is a surrogate for inadequate access to MHCPs was not supported.®’

Pain services located within Australian tertiary public hospitals actively promote deprescribing of
long-term opioids.*?73# Responders who had previously referred to these services reported access
to a greater number of local MHCPs than those who referred locally only. Willingness to explore
MHCP treatment options is considered likely to be a necessary component for improving outcomes
for this patient group” and these findings indicate that referral habits are important.

Employment of a practice nurse was positively associated with the number of available MHCPs. It
is likely these practitioners are coordinating the shift toward broader care,?*~*” which is congruent
with the literature.

The data failed to show any association between MHCP accessibility and likelihood of opioid
deprescribing. Only about one-third took the recommended approach of shifting toward broader
treatments plus deprescribing. These findings suggest that Australian GPs are beginning to exercise
good stewardship via referrals for specialist support to assist with weaning. Pain specialists are a rel-
atively ‘expensive’ resource, however, allocating more funding for medical specialist input could be
helpful if integrated with primary care. The extent of uptake of GPMPs for initiating a rehabilitation
approach for CNCP is not known.*® Reasons why GPs do not initiate opioid deprescribing are not
well known, however a recent study of early-career GPs identified potential barriers, including gaps
in undergraduate training.®?

Strengths and limitations
The major strength of this study is the large sample size. It is also the first study to provide a profile
of resources available to GPs in the region.

Recall bias by GPs asked about MHCP availability may have limited the accuracy of study findings.
However, there is no accurate and accessible database to objectively assess availability of MHCPs.
The survey response rate while low, compares favourably to other surveys of GPs.“?~*Z The response
rate may result in a lack of precision in the study data. Information on distribution of MHCPs col-
lected in this survey may not be generalisable to other rural and remote areas.® This study’s defini-
tion of access fails to capture other facets such as affordability and appropriateness, and therefore
provides an overestimate of ‘true’ access. Other non-MHCP resource related influences on GPs’ will-
ingness to initiate deprescribing, such as patient pressure and pharmaceutical marketing, were not
explored.*#*® Asking GPs about their most recent patient has limitations as this patient may not be
typical.

Comparison with existing literature

This is the first study specifically exploring the accessibility of therapeutic alternatives when GPs are
considering deprescribing opioids. Existing literature has been growing on the disturbing rise in opi-
oid prescription and clinicians are being urged to consider more cautious prescribing.” A recent
observational study using Veterans Health Administration databases from 2010-2016 suggested that
long-term opioid prescribing is declining, however the role of therapeutic alternatives was
not explored.*® The UK-based COPERS trial was a multi-centre, pragmatic trial across 27 general
practices aimed at reducing pain-related disability. While the brief intervention did not achieve the
desired outcome, it certainly suggested that access to therapeutic alternatives could improve the
psychological well-being of people with CNCP.*”
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Implications for research and practice

The results of this survey among Australian GPs suggests that availability of known MHCPs is not
likely to be a major barrier in shifting towards non-pharmacological treatment for CNCP, at least in
urban and regional primary care settings. Sociodemographic and practice characteristics provide
very little further explanation of GPs’ decision to continue rather than wean opioids. Globally, there
is a need to identify and test whether standard practice can be shifted towards treatments which
promote behaviour change. Such care, delivered by experienced and appropriately trained MHCPs,
may be a viable non-pharmacological alternative for people with CNCP.

Funding

RAW is supported by funding from the Ann Taylor Scholarship. CLP is supported by a National
Health and Medical Research Council (NHMRC) Career Development Fellowship. AWB is supported
by Early Career Fellowships from the NHMRC (APP1073317) and Cancer Institute New South Wales
(13/ECF/1-37). These funding bodies had no role in determining the study design; in the collection,
analysis, and interpretation of data; in the writing of the report; and in the decision to submit the
article for publication.

Ethical approval

This study received ethics approval from Hunter New England Health and University of Newcastle
Human Research Ethics Committees (HNEHREC reference No:15/10/21/5.01; NSW HREC Reference
No: LNR/15/HNE/371; SSA Reference No: LNRSSA/15/HNE/372).

Provenance
Freely submitted; externally peer reviewed.

Acknowledgements
The authors would like to thank HNECCPHN, who supported the survey; the GPs who returned the
survey; and Sandra Dowley for data management.

References
1. Henderson JV, Harrison CM, Britt HC, et al. Prevalence, causes, severity, impact, and management of
chronic pain in Australian general practice patients. Pain Med 2013; 14(9): 1346-1361. doi: 10.1111/pme.
12195
2. Fayaz A, Croft P, Langford RM, et al. Prevalence of chronic pain in the UK: a systematic review and meta-
analysis of population studies. BMJ Open 2016; 6(6): €010364. doi: 10.1136/bmjopen-2015-010364
3. Hall WD, Farrell MP. Minimising the misuse of oxycodone and other pharmaceutical opioids in Australia.
Med J Aust 2011; 195(5): 248-249. doi: 10.5694/mja11.10832
4. Ballantyne JC. Opioids for chronic nonterminal pain. Southern Medical Journal 2006; 99(11): 1245-1255.
doi: 10.1097/01.smj.0000223946.19256.17
5. Moore A, Derry S, Eccleston C, et al. Expect analgesic failure; pursue analgesic success. BMJ 2013; 346:
f2690. doi: 10.1136/bm|.f2690
6. Krebs EE, Gravely A, Nugent S, et al. Effect of opioid vs nonopioid medications on pain-related function in
patients with chronic back pain or hip or knee osteoarthritis Pain: The SPACE randomized clinical trial.
JAMA 2018; 319(9): 872-882. doi: 10.1001/jama.2018.0899
7. Australian Commission on Safety and Quality in Health Care and National Health Performance Authority.
Australian atlas of healthcare variation. Sydney: ACSQHC, 2015.
8. Martin BC, Fan MY, Edlund MJ, et al. Long-term chronic opioid therapy discontinuation rates from the
TROUP study. J Gen Intern Med 2011; 26(12): 1450-1457. doi: 10.1007/s11606-011-1771-0
9. Von Korff M, Kolodny A, Deyo RA, et al. Long-term opioid therapy reconsidered. Ann Intern Med 2011; 155
(5): 325-328. doi: 10.7326/0003-4819-155-5-201109060-00011
10. Kroenke K, Krebs E, Wu J, et al. Stepped Care to Optimize Pain care Effectiveness (SCOPE) trial study
design and sample characteristics. Contemp Clin Trials 2013; 34(2): 270-281. doi: 10.1016/j.cct.2012.11.008
11. Von Korff MR. Health care for chronic pain: overuse, underuse, and treatment needs: commentary on:
chronic pain and health services utilization-is there overuse of diagnostic tests and inequalities in
nonpharmacologic methods utilization. Med Care 2013; 51(10): 857-858. doi: 10.1097/MLR.
0b013e3182a53db3
12. Eriksen J, Sjegren P, Bruera E, et al. Critical issues on opioids in chronic non-cancer pain: an epidemiological
study. Pain 2006; 125(1-2): 172-179. doi: 10.1016/j.pain.2006.06.009
13. Sjegren P, Grenbaek M, Peuckmann V, et al. A population-based cohort study on chronic pain: the role of
opioids. Clin J Pain 2010; 26(9): 763-769. doi: 10.1097/AJP.0b013e3181f15daf
14. Losby JL, Hyatt JD, Kanter MH, et al. Safer and more appropriate opioid prescribing: a large healthcare
system’s comprehensive approach. J Eval Clin Pract 2017; 23(6): 1173-1179. doi: 10.1111/jep.12756

White R A et al. BJGP Open 2018; DOI: 10.3399/bjgpopen18X101609 10 of 12


http://dx.doi.org/10.1111/pme.12195
http://dx.doi.org/10.1111/pme.12195
http://dx.doi.org/10.1136/bmjopen-2015-010364
http://dx.doi.org/10.5694/mja11.10832
http://dx.doi.org/10.1097/01.smj.0000223946.19256.17
http://dx.doi.org/10.1136/bmj.f2690
http://dx.doi.org/10.1001/jama.2018.0899
http://dx.doi.org/10.1007/s11606-011-1771-0
http://dx.doi.org/10.7326/0003-4819-155-5-201109060-00011
http://dx.doi.org/10.1016/j.cct.2012.11.008
http://dx.doi.org/10.1097/MLR.0b013e3182a53db3
http://dx.doi.org/10.1097/MLR.0b013e3182a53db3
http://dx.doi.org/10.1016/j.pain.2006.06.009
http://dx.doi.org/10.1097/AJP.0b013e3181f15daf
http://dx.doi.org/10.1111/jep.12756
http://dx.doi.org/10.3399/bjgpopen18X101609

Open

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Berna C, Kulich RJ, Rathmell JP. Tapering long-term opioid therapy in chronic noncancer pain: evidence and
recommendations for everyday practice. Mayo Clin Proc 2015; 90(6): 828-842. doi: 10.1016/j.mayocp.2015.
04.003

Price C, Lee J, Taylor AM, et al. Initial assessment and management of pain: a pathway for care developed
by the British Pain Society. Br J Anaesth 2014, 112(5): 816-823. doi: 10.1093/bja/aet589

Hunter New England Central Coast PHN. Health Planning Compass. 2016. http://www.hneccphn.com.au/
media/14230/compass-jun-16-final-002.pdf. (accessed 1 Oct 2018).

Edwards PJ, Roberts |, Clarke MJ, et al. Methods to increase response to postal and electronic
questionnaires. Cochrane Database Syst Rev 2009; 3(3): MRO00008. doi: 10.1002/14651858.MR000008.
pub4

Glidewell L, Thomas R, MacLennan G, et al. Do incentives, reminders or reduced burden improve healthcare
professional response rates in postal questionnaires? Two randomised controlled trials. BMC Health Serv
Res 2012; 12(1): 25. doi: 10.1186/1472-6963-12-250

Cho VI, Johnson TP, Vangeest JB. Enhancing surveys of health care professionals: a meta-analysis of
techniques to improve response. Eval Health Prof 2013; 36(3): 382-407. doi: 10.1177/0163278713496425
Thorpe C, Ryan B, McLean SL, et al. How to obtain excellent response rates when surveying physicians. Fam
Pract 2009; 26(1): 65-68. doi: 10.1093/fampra/cmn097

Pit SW, Hansen V, Ewald D. A small unconditional non-financial incentive suggests an increase in survey
response rates amongst older general practitioners (GPs): a randomised controlled trial study. BMC Fam
Pract 2013; 14(1): 108. doi: 10.1186/1471-2296-14-108

Australian Medicare Local Alliance. General Practice Nurse National Survey Report 2012. Australian Primary
Health Care Research Institute. 2012. http://healthypractices.apna.asn.au/wp-content/uploads/2015/03/
General-Practice-Nurse-National-Workforce-Survey-2012.pdf (accessed 1 Oct 2018).

Harris C, Day N, Young D, et al. Improving general practice survey response rates: Bells (primers), whistles
(reminders) and carrots (incentives). Aust J Prim Health 2005; 11(2): 106-112. doi: 10.1071/PY05028
Koopman L, Donselaar LC, Rademakers JJ, et al. A prenotification letter increased initial response, whereas
sender did not affect response rates. J Clin Epidemiol 2013; 66(3): 340-348. doi: 10.1016/j.jclinepi.2012.09.
012

Gattellari M, Zwar N, Worthington JM. No difference demonstrated between faxed or mailed prenotification
in promoting questionnaire response among family physicians: a randomized controlled trial. J Clin
Epidemiol 2012; 65(5): 544-552. doi: 10.1016/j.jclinepi.2011.08.014

Hunter Integrated Pain Service. Understanding pain: what to do about it in less than five minutes? YouTube.
2011. https://www.youtube.com/watch?v=5KrUL8tOaQs (accessed 24 Oct 2018).

Hunter Integrated Pain Service. Reconsidering opioid therapy — a Hunter New England perspective. 2014;
http://www.hnehealth.nsw.gov.au/Pain/Documents/Reconsidering_opioid_therapy_May%202014.pdf
(accessed 25 Sep 2018)

Britt H, Miller GC, Valenti L, et al. The changing face of Australian general practice across the decades. Aust
Fam Physician 2016; 45(9): 628-631.

Lamb J, Dowrick C, Burroughs H, et al. Community engagement in a complex intervention to improve
access to primary mental health care for hard-to-reach groups . Health Expect 2015; 18(6): 2865-2879. doi:
10.1111/hex.12272

Finestone HM, Juurlink DN, Power B, et al. Opioid prescribing is a surrogate for inadequate pain
management resources. Can Fam Physician 2016; 62(6): 465-468.

Hayes C, Hodson FJ. A whole-person model of care for persistent pain: from conceptual framework to
practical application. Pain Med 2011; 12(12): 1738-1749. doi: 10.1111/j.1526-4637.2011.01267 .x

Schatman ME. Physician complicity in the transformation of pain medicine from a ‘profession’ to a 'business’:
strategies for reversing a growing trend. Pain Med 2012; 13(9): 1149-1151. doi: 10.1111/j.1526-4637.2012.
01464.x

White R, Hayes C, White S, et al. Using social media to challenge unwarranted clinical variation in the
treatment of chronic noncancer pain: the ‘Brainman’ story. J Pain Res 2016; 9: 701-709. doi: 10.2147/JPR.
S115814

Walker KO, Labat A, Choi J, et al. Patient perceptions of integrated care: confused by the term, clear on the
concept. Int J Integr Care 2013; 13(3): 1-9.

VanDevanter N, Combellick J, Hutchinson MK, et al. A qualitative study of patients’ attitudes toward HIV
testing in the dental setting. Nurs Res Pract 2012; 2012(rr14): 1-6. doi: 10.1155/2012/803169

Gordon AJ, Sullivan LE, Alford DP, et al. Update in addiction medicine for the generalist. J Gen Intern Med
2007; 22(8): 1190-1194. doi: 10.1007/s11606-007-0133-4

Cant RP, Foster MM. Investing in big ideas: utilisation and cost of medicare allied health services in Australia
under the chronic disease management initiative in primary care. Aust Health Rev 2011; 35(4): 468-474. doi:
10.1071/AH10938

Holliday SM, Hayes C, Dunlop AJ, et al. Does brief chronic pain management education change opioid
prescribing rates? A pragmatic trial in Australian early-career general practitioners. Pain 2017; 158(2): 278-
288. doi: 10.1097/j.pain.0000000000000755

Cohen MM, Penman S, Pirotta M, et al. The integration of complementary therapies in Australian general
practice: results of a national survey. J Altern Complement Med 2005; 11(6): 995-1004. doi: 10.1089/acm.
2005.11.995

White R A et al. BJGP Open 2018; DOI

: 10.3399/bjgpopen18X101609 110f 12


http://dx.doi.org/10.1016/j.mayocp.2015.04.003
http://dx.doi.org/10.1016/j.mayocp.2015.04.003
http://dx.doi.org/10.1093/bja/aet589
http://www.hneccphn.com.au/media/14230/compass-jun-16-final-002.pdf
http://www.hneccphn.com.au/media/14230/compass-jun-16-final-002.pdf
http://dx.doi.org/10.1002/14651858.MR000008.pub4
http://dx.doi.org/10.1002/14651858.MR000008.pub4
http://dx.doi.org/10.1186/1472-6963-12-250
http://dx.doi.org/10.1177/0163278713496425
http://dx.doi.org/10.1093/fampra/cmn097
http://dx.doi.org/10.1186/1471-2296-14-108
%20http://healthypractices.apna.asn.au/wp-content/uploads/2015/03/General-Practice-Nurse-National-Workforce-Survey-2012.pdf
%20http://healthypractices.apna.asn.au/wp-content/uploads/2015/03/General-Practice-Nurse-National-Workforce-Survey-2012.pdf
http://dx.doi.org/10.1071/PY05028
http://dx.doi.org/10.1016/j.jclinepi.2012.09.012
http://dx.doi.org/10.1016/j.jclinepi.2012.09.012
http://dx.doi.org/10.1016/j.jclinepi.2011.08.014
https://www.youtube.com/watch?v=5KrUL8tOaQs
http://www.hnehealth.nsw.gov.au/Pain/Documents/Reconsidering_opioid_therapy_May%202014.pdf%20
http://dx.doi.org/10.1111/hex.12272
http://dx.doi.org/10.1111/hex.12272
http://dx.doi.org/10.1111/j.1526-4637.2011.01267.x
http://dx.doi.org/10.1111/j.1526-4637.2012.01464.x
http://dx.doi.org/10.1111/j.1526-4637.2012.01464.x
http://dx.doi.org/10.2147/JPR.S115814
http://dx.doi.org/10.2147/JPR.S115814
http://dx.doi.org/10.1155/2012/803169
http://dx.doi.org/10.1007/s11606-007-0133-4
http://dx.doi.org/10.1071/AH10938
http://dx.doi.org/10.1071/AH10938
http://dx.doi.org/10.1097/j.pain.0000000000000755
http://dx.doi.org/10.1089/acm.2005.11.995
http://dx.doi.org/10.1089/acm.2005.11.995
http://dx.doi.org/10.3399/bjgpopen18X101609

Open

41.

42.

43.

44.

45.

46.

47.

Johnson CE, Lizama N, Garg N, et al. Australian general practitioners’ preferences for managing the care of
people diagnosed with cancer. Asia Pac J Clin Oncol 2014; 10(2): e90-e98. doi: 10.1111/ajco.12047
Parkinson A, Jorm L, Douglas KA, et al. Recruiting general practitioners for surveys: reflections on the
difficulties and some lessons learned. Aust J Prim Health 2015; 21(2): 254-258. doi: 10.1071/PY13129

Briggs AM, Slater H, Bunzli S, et al. Consumers’ experiences of back pain in rural Western Australia: access
to information and services, and self-management behaviours. BMC Health Serv Res 2012; 12(1): 357. doi:
10.1186/1472-6963-12-357

Trescot AM, Boswell MV, Atluri SL, et al. Opioid guidelines in the management of chronic non-cancer pain.
Pain Physician 2006; 9(1): 1-39.

Moynihan R, Heath |, Henry D. Selling sickness: the pharmaceutical industry and disease mongering. BMJ
2002; 324(7342): 886-891.

Hadlandsmyth K, Mosher H, Vander Weg MW, et al. Decline in prescription opioids attributable to
decreases in long-term use: a retrospective study in the Veterans Health Administration 2010-2016. J Gen
Intern Med 2018; 33(6): 818-824. doi: 10.1007/s11606-017-4283-8

Taylor SJ, Carnes D, Homer K, et al. Novel three-day, community-based, nonpharmacological group
intervention for chronic musculoskeletal pain (COPERS): a randomised clinical trial. 2016; 13(6): €1002040.
doi: 10.1371/journal.pmed.1002040

White R A et al. BJGP Open 2018; DOI: 10.3399/bjgpopen18X101609 12 0f 12


http://dx.doi.org/10.1111/ajco.12047
http://dx.doi.org/10.1071/PY13129
http://dx.doi.org/10.1186/1472-6963-12-357
http://dx.doi.org/10.1186/1472-6963-12-357
http://dx.doi.org/10.1007/s11606-017-4283-8
http://dx.doi.org/10.1371/journal.pmed.1002040
http://dx.doi.org/10.3399/bjgpopen18X101609

