Personal reflections on prescribing medical cannabis: evidence and independent practice

Picture 3. Graph data. Picture 4. MDT review.

Goal Tracking

formulary of data-led products. how we can safely prescribe medical cannabis within our
existing practices. Please feel free to have a look at the

The platform also requires patients to gather data on their platform and let me know what you think of it.

symptoms using the complimentary patient app, and one is

also able to set bespoke goals designed in collaboration with www.scriptassist.co.uk

patients to help them achieve the quality-of-life objectives they
desire. This not only helps my patients with their journey but
also gives full visibility into the medicine’s efficacy and thereby
enables and supports re-prescribing.

All new prescriptions are reviewed by a multidisciplinary team
(MDT) of experienced cannabis prescribers. This is necessary
to be compliant with GMC guidance and has also opened up a

. . . References
network of CO”eagues that | have found 'ncred'bly supportlve. 1. NICE. Cannabis-based medicinal products, 2019. Available online at https://
Finally, everything on the platform is downloadable to integrate www.nice.org.uk/guidance/ng144/chapter/recommendations#chronic-pain
with one’s existing patient medical record systems. 2. Aviram J, Pud D, Gershoni T, et al. Medical cannabis treatment for chronic pain:
outcomes and prediction of response. European Journal of Pain 2020; 25(2):
359-74.
While the development of the platform has not been quick or 3. Hill KP, Palastro MD, Johnson B, et al. Cannabis and pain: a clinical review.
easy, it has led me to consider the value of a tool like this in Cannabis and Cannabinoid Research 2017; 2(1): 96-104.

. L . \ . 4. Haleem R and Wright R. A scoping review on clinical trials of pain reduction with
Pain medicine more broadly‘ Scrlpt Assist has been deS|gned cannabis administration in adults. Journal of Clinical Medicine Research 2020;
initially for doctors who, like me, want to prescribe cannabinoid 12(6): 344-51.
medicines in their own private practioes through the provision 5. Webb CW and Webb SM. Therapeutic benefits of cannabis: a patient survey.

. . : Hawai’i Journal of Medicine & Public Health 2014; 73(4): 109-11.

of governance with the confidence in produots that had a 6. Ware MA, Wang T, Shapiro S, et al. Smoked cannabis for chronic neuropathic

certain level of evidence. pain: a randomized controlled trial. Canadian Medical Association Journal 2010;
182(14): E694-701.

7. Habib G and Artul S. Medical cannabis for the treatment of fioromyalgia. Journal

But such considerations are not exclusive to medical of Clinical Rheumatology 2018: 24(5): 255-8.

cannabis and do force us to consider the level of visibility, 8. Aviram J, Lewitus GM, Vysotski Y, et al. Prolonged medical cannabis treatment is
control and governance we could all do with prescribing any associated with quality of life improvement and reduction of analgesic medication

. . . . . consumption in chronic pain patients. Frontiers in Pharmacology 2021; 12:
medicines to our patients in the entirety of our practice. 613805,

9. Russo EB. Cannabis and pain. Pain Medicine 2019; 20(11): 2083-5.
Ultimately, what | have helped create is my suggestion to

September 2023 Vol 21 No 3 | Pain News 100



Book review

Pain and the Brain

TIHIE BRAIN
AND PAIN

Breakthroughs in Neuroscience

RICHARD AMBRON

lllustrated by Ahmet Sinav

The Brain and Pain: Breakthroughs in Neuroscience,
edited by Richard Ambron; New York: Columbia University
Press, 2022, ISBN-10: 0231204876.

Reviewed by Professor George Ikkos

Ambron directed a laboratory investigating the molecular
basis of pain for 40years and, before his retirement, he
co-directed the clinical anatomy course of the College of
Physicians and Surgeons at Columbia University. He is clearly a
master of his subject and a gifted teacher. He works his way
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from basic neuroanatomy and physiology all the way up from
the peripheral and into the central nervous system with
commendable clarity and in illuminating detail. His is a nuanced
approach. For example, he explains that the number of different
neurotransmitters regulating pain may reflect their somewhat
different targets: for opioids, the prevention of pain following
serious injury, for noradrenalin and serotonin the modulation of
pain in response to mood alterations and, possibly, for the
endogenous opioid anandamide, the down regulation of pain in
the service of obtaining a reward. This last may be the
mechanism through which high performing athletes overcome
the pain barrier. The author also discusses the implications of
the increasing understanding of the remarkable complexity of
pain physiology for analgesic drug development and for other
physical treatment methods.

A strength of the book is the attention it gives to the central
psycho-neurophysiology of pain. It discusses both ascending
and descending modulating pathways, their neurochemistry,
and the impact of psychological factors. Of interest is the
discussion of reduction of pain through analgesics, placebo
and meditation and the distinct neurophysiological mechanisms
that underly each one of them. | was surprised to read about
the different physiological mechanisms that appear to underly
response to pain in masochism and also in religious
martyrdom. Ambron is an enthusiast for meditation and
explains the science that motivates his position. The final
chapter offers a brief general introduction to pain management.

For a wide range of clinicians, Ambron offers an excellent
introduction to the clinical neuroscience of brain and pain,
including their relation to emotional and other psychological
factors. Particularly helpful are the carefully chosen, simple and
clearly designed black and white illustrations by Ahmet Sinav.
They clarify and reinforce the text.
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The meeting

Portrait of a Married Couple. Anthony van Dyck 1617-1618.
Budapest Museum of Fine Arts, Budapest, Hungary

It was the first time | had been inside Wendy’s new house; up
until now, | had just driven up her small cul-de-sac and said a
quick hello at the door when | was dropping off or picking up
one of the children. This evening, | was invited to sit in an
alcove off the kitchen bathed in light from the floor length
windows on three sides. Wendy indicated a wicker chair, a
chair that had previously resided in the garden room of the
house Wendy and | had shared when we were married.

Wendy left me there for a few minutes. She returned and
placed a cup of coffee on a coaster in front of me along with a
plate of biscuits. The closeness and familiarity of the situation
brought some confusing emotions for me. The most notable of
which was a sense of something good that had been lost.
There was a gentleness and vulnerability in Wendy this evening
in contrast to our encounters over the last few years which had
mainly been marked by coldness and confrontation. | could see
that she was very nervous, as was |.

Wendy produced a folder from which she pulled out a sheaf
of maybe six A4 sheets, both sides of each sheet covered in
her distinctive handwriting, bold and legible but with an almost
childlike script. In my pocket was my own aide memoire, a
folded scrap inscribed with a number of bullet points.
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‘Right then’, she said, her voice shaky and uncertain. ‘Shall |
go first?’

My affair with Julie, a married women with two children of her
own, had shocked and scandalised my family, our friends and
the church we both belonged to. | had left Wendy and our two
teenage children to move to a rented house, and a week later, |
was sat outside Julie’s house in the car while she carried bags
and cases full of her stuff to load into the boot. She didn’t want
me to get out of the car and help for fear of incensing her
husband. Our decision to both leave our respective spouses
had been agonised over for months. The affair was being
conducted in secret, and we wanted to end the deceit. At the
time, neither of us could see a better way of ending our
marriages and being together than to tear the plaster off and
move in together. We had no illusions about how our actions
would be perceived, and we desperately hoped our children
would be able to forgive us for disrupting their security and
quickly adjust to the new arrangements. From the car window |
watched Julie force herself away from a tearful doorstep
goodbye with her two and promised them that she would see
them in a few days when they could come and stay with us.

The divorce was bitter. Wendy and | agreed we should try
and be civil and fair, and with this in mind, we opted for a
collaborative divorce. In the spirit of collaboration, | chose a
lawyer who came across as reasonable and fair-minded, but |
was outmanoeuvred by Wendy who chose a lawyer who was,
frankly, ruthless. In the collaborative meetings, the four of us
around a table, Wendy’s lawyer, with digs and asides, took
every opportunity to drive home the pain and sense of loss |
had caused Wendy. It took me a while, but | eventually realised
that this was a tactic of Wendy’s lawyer who would ultimately
judge her success on what she could ‘win’ for Wendy. | wanted
to feel | had been honourable and gracious in the division of our
shared assets, so | put up little resistance. It was a humiliating
experience and, | reasoned, no more than | deserved.

Once the divorce was done and dusted, shared house sold,
assets divided, Wendy and | began to tentatively rebuild some
sort of friendship. We talked about the children on the phone,
we occasionally saw each other at social functions and we
chatted for a few minutes at these occasions. | would ask
about her parents and family, who | missed, but my
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The meeting

relationship with them was one of the casualties of our divorce.
Wendy would ask about how things were going at the surgery
where | worked as a GP. These conversations were awkward —
for my part, | was wary, not wanting to open old wounds and
expose myself to the sting of a barbed comment. In Wendy, |
sensed the same wariness and a determination to not be hurt
by me again.

But it all changed around 12 months after the divorce when,
at one of these social functions, Wendy handed me a book and
asked if | would read it — “The book of forgiving’ by Archbishop
Tutu and his daughter Mpho — based on lessons learned and
examples from the Truth and Reconciliation Commission in
South Africa. Examples were given of the victims of violent or
sexual assault meeting their assailant or of the bereaved
meeting their loved one’s murderer. At these meetings, the
victim would try and describe the pain and suffering they had
experienced and how their lives had been ruined. The
perpetrators would listen and then would describe their lives
leading up to the crime. The book was filled with descriptions
of the healing power of these meetings for both victims and
assailants.

Wendy told me she had been having counselling, and she
had come to see that the failure of our marriage was a two-way
thing. Her counsellor had given her the book to read and gently
proposed that Wendy and | might seek a reconciliation.

Wendy suggested we follow the example in the book. Each
explain to the other the hurt we have caused through our
marriage and in the aftermath. One listening and not
interrupting while the other explains. At the end, we each
acknowledge the hurt the other has suffered and then ask for

and, in turn, receive forgiveness.

| read the book, and we met as Wendy suggested. Reading
from her prepared A4 sheets, Wendy began hesitantly. She
explained that she had not wanted the marriage to end. She
would have tried to forgive me if | had ended the relationship
with Julie and come back. She said that after | left, she had
become despairing to the point of booking herself into a hotel
near Beachy Head with the intention of ending her life. Annie,
our daughter, had found out her intentions and put a stop to
it. | found this almost unbearable to hear. Wendy then
apologised for her perceived failings as a wife and asked me
to forgive her for being controlling and for belittling me by not
taking into account my opinions and feelings through our
marriage. | was humbled by the courage it must have taken
for Wendy to lay herself bare in that way. As she spoke, |
realised | wouldn’t need to detail what | felt was wrong with
our marriage — Wendy’s apology had covered most of it. And
at my turn, | found that what | needed to do was to
acknowledge her pain and to apologise for the hurt | had
caused her and for wrecking her perceived future. The
meeting was possibly the most powerful and moving
experience of my life. At the finish, we were both tearful, and
as we embraced, | felt a profound feeling come over me — a
feeling of the slate being wiped clear and of my sins being
washed away.

Another 8years have now passed. There are still some
members of my family, some old friends and members of the
church who cannot bring themselves to talk to me if we
happen to meet. But | am reconciled to Wendy and we are
friends and | still wonder at her courage and the grace she
showed me in paving the way for the meeting.

103 Pain News | September 2023 Vol 21 No 3







TIME IS

/ Who has time
for buffering,

dilution and
slow-infusion?

PRECIOUS

» No reconstitution

« No buffering

- No dilution

« No slow infusion

« Reaches C,,.x in 3 minutes'

OUTSIDE
THE BAG

AKIS® (DICLOFENAC SODIUM) 75mg/mL SOLUTION FOR INJECTION

PRESCRIBING INFORMATION: Please refer to Summary of Product
Characteristics before prescribing. ACTIVE INGREDIENT: Each
1 mL ampoule contains 75 mg diclofenac sodium. INDICATIONS:
By intravenous bolus injection for treatment, or prevention, of
post-operative pain in hospital settings. By intramuscular and
subcutaneous injection in acute forms of pain, including renal colic,
exacerbations of osteo- and rheumatoid arthritis, acute back pain, acute
gout, acute trauma and fractures, and post-operative pain. DOSAGE
AND ADMINISTRATION: Adults: by intramuscular, subcutaneous
or intravenous bolus injection. Not to be given by i.v. infusion. Use
the lowest effective dose for the shortest duration necessary. For
severe pain a dose of 75mg may be needed. Exceptionally, and in
severe cases, a second dose of 75mg can be administered after 4- 6
hours. Lower doses may suffice for mild and moderate pain, where
freedom from the usual side-effects of NSAIDs is a priority and in the
elderly particularly if frail or underweight. Maximum daily dose 150mg.
Maximum treatment duration two days. Elderly: Maximum daily dose
150mg. Monitor regularly for Gl bleeding. Children and adolescents:
Not recommended. CONTRAINDICATIONS: Haemostasis disorders or
current anticoagulant treatment (i.m. use only), hypersensitivity to
active substance or excipients, active gastric or intestinal ulcer, bleeding
or perforation, historic NSAID-related gastrointestinal bleeding or
perforation, active or history of recurrent peptic ulcer/haemorrhage,
last trimester of pregnancy, severe hepatic, renal or cardiac failure,
history of NSAID or acetylsalicylic acid precipitated asthma, urticaria,
or acute rhinitis, established congestive heart failure, ischemic heart
disease, peripheral arterial disease and/or cerebrovascular disease.
Specifically for i.v. use: Concomitant NSAID or anticoagulant use
(including low dose heparin), history of haemorrhagic diathesis
or asthma, history of confirmed or suspected cerebrovascular
bleeding, operations associated with high risk of haemorrhage,
moderate or severe renal impairment, any cause of hypovolaemia
or dehydration. SPECIAL WARNINGS AND PRECAUTIONS FOR USE:
Avoid use with systemic NSAIDs or COX-2 inhibitors. Caution in the
elderly particularly if frail or underweight. Monitor for anaphylactic/
anaphylactoid reactions and signs and symptoms of infection. Adhere
to instructions for intramuscular injection to avoid adverse events
at injection site including injection site necrosis and embolia cutis
medicamentosa (Nicolau syndrome). Caution and close medical
surveillance with symptoms indicative of gastrointestinal disorders or
with a history suggestive of gastric or intestinal ulceration, bleeding
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or perforation. Consider combination therapy with protective agents
for these patients and those requiring concomitant medications
likely to increase gastrointestinal risk. Discontinue immediately if
gastrointestinal bleeding or ulceration occurs or at first appearance
of skin rash, mucosal lesions, or other signs of hypersensitivity. Close
medical surveillance and caution in patients with ulcerative colitis,
Crohn’s disease, after gastro-intestinal surgery, impaired hepatic
function, hepatic porphyria, impaired cardiac or renal function, history
of hypertension, the elderly, patients receiving concomitant treatment
with diuretics or medicinal products that can significantly impact
renal function and patients with substantial extracellular volume
depletion from any cause. Monitor for fluid retention and oedema
in patients with history of hypertension and/or mild to moderate
congestive heart failure. Caution in patients with significant risk
factors for cardiovascular events (e.g. hypertension, hyperlipidaemia,
diabetes mellitus, smoking). Careful monitoring in patients with
defects of haemostasis. Monitor haemoglobin and haematocrit
levels if symptoms of anaemia are detected. Risk of hyperkalaemia
in diabetic patients or those taking potassium-sparing drugs. Special
precaution recommended in patients with asthma, seasonal allergic
rhinitis, swelling of the nasal mucosa, COPD, chronic infections of the
respiratory tract, and patients allergic to other substances. Increased
risk of aseptic meningitis in patients with SLE and mixed connective
tissue disorders. INTERACTIONS: Lithium, digoxin, diuretics, ACE
inhibitors, angiotensin-Il antagonists, other NSAIDs, corticosteroids
and acetylsalicylic acid, anticoagulants and heparin (administered
in the elderly or at curative doses), thrombolytics and anti-platelet
agents, SSRIs, antidiabetics, methotrexate, pemetrexed in patients
with normal renal function, calcineurin inhibitors (e.g. ciclosporin,
tacrolimus), deferasirox, quinolone antibacterials, phenytoin, colestipol
and cholestyramine, potent CYP2C9 inhibitors, (e.g. sulfinpyrazone
and voriconazole), mifepristone, tacrolimus, zidovudine. PREGNANCY,
LACTATION AND FERTILITY: Avoid during first and second trimester
of pregnancy unless clearly necessary. Consider antenatal monitoring
for oligohydramnios resulting from foetal renal dysfunction
and ductus arteriosus constriction after exposure to diclofenac
for several days from week 20 onward; discontinue if found.
Contraindicated during the third trimester of pregnancy. Not be
administered during lactation. May impair female fertility. DRIVING:
May cause visual disturbances, dizziness, vertigo, somnolence or other
central nervous system disturbances. Driving or use of machines

JAkis

diclofenac sodium 75 mg/1 mL
solution for injection

READY WHEN YOU ARE

Intravenous bolus injection for treatment,

or prevention, of postoperative pain
in hospital settings

should be avoided if affected. UNDESIRABLE EFFECTS: AKIS Post-
marketing experience: Very common: injection site reactions.
Common: nausea, limb discomfort. Serious: hypersensitivity reaction,
ischaemic colitis, Nicolau syndrome NSAID class effects: Common:
headache, dizziness, vertigo, nausea, vomiting, diarrhoea, dyspepsia,
abdominal pain, flatulence, transaminases increased, rash, injection
site reaction, injection site pain, injection site induration. Serious:
Thrombocytopenia, leukopenia, anaemia (including haemolytic and
aplastic anaemia), agranulocytosis, anaphylactic and anaphylactoid
reactions, psychotic disorder, convulsion, aseptic meningitis,
cerebrovascular accident, cardiac failure, myocardial infarction,
Kounis syndrome, hypertension, vasculitis, asthma, pneumonitis,
gastrointestinal haemorrhage, haematemesis, diarrhoea haemorrhagic,
melaena, gastrointestinal ulcer, colitis (including haemorrhagic colitis
and exacerbation of ulcerative colitis or Crohn’s disease), stomatitis,
diaphragm-like intestinal strictures, pancreatitis, hepatitis, hepatic
necrosis, hepatic failure, bullous eruptions, erythema multiforme,
Stevens-Johnson syndrome, toxic epidermal necrolysis (Lyell’s
syndrome), acute renal failure, haematuria, proteinuria, nephrotic
syndrome, interstitial nephritis, renal papillary necrosis. Prescribers
should consult the summary of product characteristics in relation
to other adverse reactions. PHARMACEUTICAL PRECAUTIONS:
Store below 25°C. Do not refrigerate or freeze. Store in the original
packaging to protect from light. Do not use if crystals or precipitates
are observed. DATE OF REVISION OF PRESCRIBING INFORMATION:
March 2023 LEGAL CATEGORY: POM. BASIC NHS PRICE: £24.00
(5x75mg/1 mL ampoules). MARKETING AUTHORISATION HOLDER:
IBSA Farmaceutici Italia Srl, Via Martiri di Cefalonia 2, 26900 Lodi (Italy).

Adverse events should be reported. Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Flynn Pharma Ltd.
Medical information: Tel 01438 727822

MARKETING AUTHORISATION NUMBER: PL 21039/0042. Marketed
in the UK by Flynn Pharma Limited, Hertlands House, Primett Road,
Stevenage, Herts SG1 3EE, Tel: 01438 727822, E-mail: medinfo@
flynnpharma.com. Information about this product, including adverse
reactions, precautions, contraindications and method of use can be
found at http://medicines.org.uk/emc/. AKIS is a registered trademark
of IBSA Farmaceutici Italia Srl.

Reference 1. Akis Summary of Product Characteristics (Accessed March 2023)






