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	Help to Manage Rebound Symptoms

Your healthcare professional will advise on ways to help with heartburn and indigestion that can happen when you try to stop a PPI. They may prescribe or recommend a different type of medicine called an alginate.

[image: image1.emf]Alginates work by forming a physical barrier at the top of the stomach that can stop the acid getting back out into the oesophagus where it causes pain.
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Will I need to take a PPI in the future?

Heartburn and indigestion are quite common and can come and go over time.  You might find a few changes to your lifestyle or the way you eat and drink will help keep your symptoms under control. If not, your pharmacist can advise on remedies you can buy to help. If your symptoms become common or troublesome again you should speak to your doctor who may think it necessary to prescribe a PPI again. 

Always go straight to your doctor if you experience any of the following:

· Weight loss that isn’t intentional

· Difficulty swallowing

· Vomiting routinely or often

· Signs of blood if you vomit or when you go to the toilet.
	Ways to try and avoid heartburn and Indigestion

Lots of people get heartburn and indigestion from time and time. Getting to know when you get heartburn and indigestion can allow you to spot the triggers. 

If you’re not sure what sets off your heartburn try keeping a food and symptom diary and see if you can spot any patterns. Sometimes it’s not a particular food but a time of day or type of exercise.

· Eat your meals at regular times and try not to eat too quickly. Better to eat smaller meals more often, so you don’t overfill your stomach.

· Try not to eat too close to bedtime if you tend to suffer at night. Leaving 3 hours between eating and going to bed can help.

· If you’re a night time sufferer, lift the head of the bed. A good idea is to put bricks or books under the bed

· Try not to drink too many fizzy drinks, even if it’s sparkling water. The gas can cause pressure in your stomach.

· If you drink alcohol it helps to cut down but it can be the type of drink that’s a problem as well, for example white wine is a more common trigger than red wine.

· If you smoke try to cut down or stop. 

· Avoid foods you associate with symptoms. Many people know their triggers- tomatoes are a common one.


	Patient Information Leaflet

Advice for Patients taking Proton Pump Inhibitors (PPIs)

A medicine used for

 Heartburn and Indigestion 

(also called reflux)

 or to help prevent problems when taking other medications that may irritate the stomach. 
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	What are Proton Pump Inhibitors?

Proton pump inhibitors, often called PPIs are a type of medicine, usually prescribed by your doctor.

There are a number of PPIs, with different names, you may be taking:

· Omeprazole

· Rabeprazole

· Lansoprazole

· Esomeprazole

· Pantoprazole

Why do people take PPIs? 

Your stomach makes acid to help digest food but in some people the acid can irritate the stomach causing discomfort. It can also get back up into the oesophagus  (that goes from your mouth to your stomach) and causes pain, known as heartburn, this is called reflux.

PPIs are used to relieve symptoms of heartburn and indigestion and related stomach problems.

Some other medicines can irritate the stomach so sometimes people who don’t have these conditions take PPIs to help prevent this happening. 

How do PPIs work?

PPIs work by reducing the amount of acid that your stomach makes. This in turn reduces the discomfort or pain that you feel in your stomach or chest when the acid causes irritation.
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How long should you take PPIs for? 

Although PPIs are very well tolerated in most patients, no medicines are completely safe or without side effects. So, as with all medicines, you should only take a PPI for as long as you need it.

People take PPIs for different lengths of time- your doctor will advise what is right for you.  

On average, if you’re taking PPIs for heartburn or indigestion you’ll take them for 4-8 weeks to allow your body to heal any inflammation. 

If you’re taking PPIs because you’re also using another medicine that can irritate the stomach, you might need to take them for longer. 

Always take your medication as advised and talk to your doctor before stopping any treatments. 


	What happens when you stop taking PPIs?

If you take a PPI for more than a few weeks, your stomach can increase its ability to make acid. This means that when the PPI is stopped, acid levels can be higher than before you started taking them.

For this reason some people find that their heartburn or indigestion worsens when they try to stop taking a PPI. These are called rebound symptoms and they can last about 2 weeks.

Stepping Down or Off PPIs
Because of the rebound symptoms it is advisable to stop taking PPIs gradually and follow the advice of your doctor or healthcare professional to help manage your symptoms in the first few weeks. 

Your Healthcare Professional may advise:

· Just reducing the dose of the PPI 

· Stopping the PPI 

· Reducing the dose for a few weeks then stopping altogether

· Changing the way you take the PPI so you just take it occasionally when you feel symptoms

· Use of another medicine (alginate) for a few weeks to help with the rebound symptoms

· Lifestyle changes that could help stop symptoms coming back in the future.

	Smoking

If you want to stop smoking and think you’re ready to give it a try you might stand a better chance of succeeding if you get some help and support.

Your local pharmacist can advise or for help including nicotine replacement and other products on prescription you can contact your local Stop Smoking service on 01524 845145.

Alcohol and Drug Use

The recommended safe level of alcohol is no more than 3-4 units (1 Unit= Half a Lager or a small glass of wine) for adult males per day and no more than 2-3 units for adult females per day. There are no safe limits for young people. Excessive alcohol use is linked to violent crimes and domestic violence, car related deaths and taking risks such as having unprotected sex. You can find information about sexual health, contraception and local clinics at www.sexualhealthnlc.org.uk. 

Long-term alcohol use can lead to liver damage, stomach cancer and heart disease.

Using drugs other than alcohol also carries a whole range of risks depending on what you take. You can find a lot of information about the different drugs at Journey 2 Recovery. 

They also offer a whole range of services for people looking to stop drug or alcohol use: call 01253 870 101, or visit: www.j2r.co.uk. 
	Services in your area:

General Help and Support 

Help Direct www.helpdirect.org.uk
Tel: 0303 333 1111

NHS Choices - Healthy Living Advice

http://www.nhs.uk/livewell/ 

Help with weight loss 

Weight Watchers: www.weightwatchers.co.uk   

Tel: 0845 712 3000

Slimming World

www.slimmingworld.com 

Tel: 0844 897 8000

Ways to get active 

Y:Active  Part of Fylde Coast YMCA

http://ymcayactive.org/
01253 895115 

North Lancs. Health Trainers

0303 333 1111 

Stop Smoking Services

Smokefree http://smokefree.nhs.uk/ 

0800 022 4 332

North Lancs. Stop Smoking Service 
Tel. 01524 845145 

Support for Drug or Alcohol Problems

J2R – Journey to Recovery

www.j2r.co.uk/ 

01253 870 101
Alcoholics Anonymous 

www.alcoholics-anonymous.org.uk  

0845 769 7555
	Lifestyle Services Information

Local help and support for when you want to make positive lifestyle changes


 

	 Healthy Eating

Eating a balanced healthy diet can have lots of benefits and it doesn’t all have to be about how much you weigh.  

How eating healthy might benefit you?

• Higher energy levels and better digestion
• Improved sleep, hair and skin
• Decreased risk of some illnesses like heart disease and some cancers

NHS Choices has lots of great information about making positive diet changes www.nhs.org/healthyeating.

Eating a wide range of foods helps ensure a balanced diet. If you’re trying to meet the ‘5 A DAY’ target to include five portions of fruit and veg. remember that you can include one glass of fruit juice, canned or frozen fruit and veg and what you put into food like stews or curries. 

If you’re not keen on cooking from fresh there’s lots of food labelling information on the NHS choices website too.

Salt intake

It’s a good idea to keep an eye on your salt intake too, as eating too much can raise your blood pressure.  The recommended daily amount for adults is 6g. Cutting down on salt added to food can help, but much of the salt we eat can be found in food you buy prepared, like bread and cooking sauces. Check the labels if you’re watching your salt levels. 


	Weight Management

If you’re thinking about your weight you can see if you might benefit from gaining or losing by checking the table below. 
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If you’re not a healthy weight and would like to do something about it you can check your calorie intake. The average man needs around 2,500 calories a day to maintain a healthy body weight, and the average woman needs around 2,000 calories a day. If you’re very active or have a very physical job you may need  to eat a bit more. If you do very little exercise you’ll need less.

If you want to loss weight, consider joining a local or online group – the support might help you stick with it. There are lots around, like Weight Watchers and Slimming World. There are contact numbers and website addresses on the back of this leaflet. 
	Activity and Exercise

If you’re looking to increase your fitness or just get a bit more active, you could help prevent illnesses like heart disease, high blood pressure and diabetes. 

A bit of regular exercise can also help fight depression and improve your mood. 

Try to find something you can do regularly and that you enjoy, so you don’t give up too quickly. If you aren’t keen on sport or going to the gym you can still get active by making a few changes to your daily routine:

· Think about whether you really need to take the car or if you could walk more often

· DIY can be very active- plan a few improvements maybe?

· Housework that gets you moving around and gardening can count too.

· Try working with a Health Trainer 

North Lancashire Health Trainers

Health Trainers are local people who can help you with a whole range of positive lifestyle changes. Your health trainer can work with you to set realistic activity goals and support you to ensure you meet your targets.

To  contact a health trainer

Call: 0303 333 1111

Email: admin2@nlancshealthtrainers.co.uk
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1. Indications for PPIs

1.1 Treatment and maintenance therapy

Diagnosis, referral and management should follow NICE CG 17 Management of dyspepsia in adults in primary care. August 2004.

On first presentation with dyspepsia symptoms:

· Review medications for possible causes of dyspepsia, for example, calcium antagonists, nitrates, theophyllines, bisphosphonates, steroids and NSAIDs. Patients undergoing endoscopy should be free from medication with either a proton pump inhibitor (PPI) or an H2            receptor antagonist (H2RA) for a minimum of 2 weeks.

· If patient needs endoscopy stop NSAID and also where possible in   un-investigated dyspepsia patients 

· Consider trial of alginate if not already taking and review in one month if not needing referral

Lifestyle advice

· Offer simple lifestyle advice, including advice on healthy eating,

           weight reduction and smoking cessation.

· Advise patients to avoid known precipitants they associate with

           their dyspepsia where possible. These include smoking, alcohol,

           coffee, chocolate, fatty foods and being overweight. 

· Raising the head of the bed (using bricks or plank of wood not use of more pillows) and having a main meal well before going to bed may help some people.

Read codes for lifestyle advice should be recorded as follows:

Lifestyle counselling             67H

Smoking cessation advice    8CAL

Patient advised re diet          8CA4

Alcohol advice                      8CAM

Advice re exercise                8CA5

Provide patient information leaflets – www.patient.co.uk-  for conditions as below plus  local lifestyle and PPI step down step off leaflet.

Dyspepsia (indigestion)

Acid reflux and oesophagitis

Risks associated with PPIs

PPIs may be associated with an increased risk of

C. difficile

Fractures of wrist, hip and spine

Pneumonia

Consider if benefits of PPI outweigh risks for patients susceptible to these conditions e.g. elderly, care home residents, respiratory patients. Review continuing need for treatment regularly.

Licensed indications, doses, length of treatment

PPIs may be used to treat un-investigated dyspepsia, non-ulcer dyspepsia (NUD), gastro-oesophageal reflux disease (GORD) and peptic ulcer disease (PUD).

Generic omeprazole or lansoprazole capsules should be used first line. Dispersible formulations should be reserved for patients with dysphasia.

Refer to NICE algorithms for management pathway. Table 1 shows recommended dosages and treatment lengths from NICE.

Read codes for GI indications

Recording indication for PPI prescribing using Read code speeds up medication review and assists other HCPs who may see the patient.

Frequently used indications are as follows:

Dyspepsia

GORD

Oesophagitis

Hiatus hernia

Reflux

Gastritis

Barrett’s oesophagus

Non-ulcer dyspepsia

Peptic ulcer disease

Patient information and review timescales

· Ensure patients are aware of why they have been prescribed a PPI- supply patient leaflet from www.patient.co.uk
· Prescribe as acute for one month and ask patient to arrange a review appointment

· Only put PPI on repeat if need for long-term therapy has been established

· Explain to patients that over time there dose may be reduced and they may be asked to stop treatment once symptoms well controlled- supply leaflet on step-down step-off.

Table 1.  Indications, dosages and length of treatment (NICE Dyspepsia Guideline 2004)
	
	Drug
	Dose (NICE)
	Initial course
	Responsive
	Not responsive or relapse

	Un-investigated dyspepsia
	Omeprazole


	20mg
	4 weeks
	Return to self care
	H2RA or prokinetic 1m then low dose prn or Test & Treat

	
	Lansoprazole


	30mg
	
	
	

	NUD* 
	Omeprazole


	10mg

(or H2RA)
	4 weeks
	PRN dosage- 

limited

no Rx

then return to self care


	Try alternative therapy, higher dose PPI and/or refer

	
	Lansoprazole


	15mg

(or H2RA)
	
	
	

	GORD**:

Oesophagitis

Endoscopic –ve reflux disease
	Omeprazole


	20mg
	4-8 weeks

4 weeks
	Low dose PRN dosage- limited Rx then return to self care


	Double PPI dose – response as left, no response H2RA or prokinetic 1m

H2RA or prokinetic 1m



	
	Lansoprazole


	30mg
	
	
	

	PUD***


	Omeprazole


	20mg


	4-8 weeks
	Low dose PRN dosage- limited Rx then return to self care


	Ulcer not healed- refer

	
	Lansoprazole


	30mg
	
	
	


*If H.pylori +ve, eradicate and return to self-care

** A minority of patients have persistent symptoms despite PPI therapy and this group remain a challenge to treat. Therapeutic options include doubling the dose of PPI therapy, adding an H2RA at bedtime and extending the length of treatment.

***If H. pylori +ve eradicate but give 8 weeks full dose PPI first if NSAID use.

1.2 Prophylaxis of GI complications due to other drugs

Drugs requiring use of gastro-protection

Certain patient groups may need gastro-protection with PPIs during treatment with the following drugs:

a. NSAIDS

Gastro-protection should be given to

· Anyone with osteoarthritis or rheumatoid arthritis (NICE)

· Anyone 45 years of age and older with chronic low back pain (NICE)

· Patients aged 65 and over

· Past history of peptic ulcer disease (PUD) or serious GI complication

· Concomitant oral steroids or anticoagulants

· Presence of cardiovascular disease, diabetes, hypertension, renal or hepatic impairment

· Requirement for prolonged use of maximal doses of NSAIDs

Doses for NSAID prophylaxis:

Lansoprazole 15-30mg, Omeprazole 20mg

People younger than 45 years of age and at low risk of GI adverse events (e.g. no history of GI bleeding or Helicobacter pylori infection and not on aspirin, warfarin, or oral corticosteroids) may not need the concomitant use of a gastroprotective drug with an NSAID. 

Options for gastroprotective drugs to prescribe with standard NSAIDs also include misoprostol or a histamine2–receptor antagonist, but a PPI is the preferred choice. (CKS Feb 2012)

b. Aspirin

Gastroprotect patients on low dose aspirin if also prescribed an NSAID, SSRI, a history of PUD or serious GI complication.

c. SSRI

 Gastroprotect patients on SSRIs if co-prescribed an NSAID. Note CSK table below recommends alternative antidepressants for patients on NSAIDs:

	Medication being taken for a chronic physical health problem
	Recommended antidepressant(s)

	Nonsteroidal anti-inflammatory drugs (NSAIDs)
	Do not normally offer an SSRI or an SNRI — but if no suitable alternative can be found, offer gastroprotection in addition to an SSRI or SNRI.

Consider any alternative (for example mirtazapine, moclobemide, reboxetine, or trazodone).

	Warfarin
	Do not normally offer mirtazapine*, TCAs, SSRIs, or SNRIs.

Consider reboxetine, trazodone, or mianserin.

	Heparin
	Do not normally offer an SSRI or an SNRI.

Consider any alternative (for example mirtazapine, trazodone, reboxetine, or a TCA).

	Aspirin
	Use SSRIs and SNRIs with caution — if no suitable alternative can be found, offer gastroprotection in addition to an SSRI.

When aspirin is used alone, consider trazadone or reboxetine.

Consider mirtazapine.


Major drug interactions and cautions

· PPIs undergo extensive hepatic metabolism. In people with liver disease do not exceed 20 mg daily for omeprazole, pantoprazole, and esomeprazole, and 30 mg daily for lansoprazole. There are no data on the use of rabeprazole in people with severe hepatic impairment, and the manufacturer advises caution.

· Occasional and unpredictable bleeding has been reported with warfarin and certain PPIs (esomeprazole, omeprazole, and lansoprazole). The interaction is not thought to occur with rabeprazole or pantoprazole [Baxter, 2006]. Advise INR clinic when starting or stopping PPIs with interaction potential.

· There are case reports of omeprazole, esomeprazole, and lansoprazole interacting with phenytoin (causing an increase in phenytoin level). No special precautions would normally seem necessary if lansoprazole or omeprazole is given with phenytoin, but prescribers should be aware of this possible interaction.

· Because of decreased intragastric acidity, the absorption of ketoconazole or itraconazole may be reduced during PPI treatment.

· Omeprazole can significantly reduce the efficacy of clopidogrel.  Lansoprazole should be PPI of choice in patients prescribed clopidogrel.

· Omeprazole and possibly lansoprazole increase plasma concentration of cilostazol increasing risk of toxicity. Avoid concomitant use 
2. Medication review process

Exclusion criteria

The following patients are not suitable for PPI review:

· Patients under 18 (except for GP review)

· Patients on healing doses of PPIs< one month for un-investigated dyspepsia. 

· Patients on maintenance dose PPIs< one month for Non-Ulcer dyspepsia. 

· Patients on healing doses of PPIs< two months for Gastro-oesophageal reflux disease / Peptic Ulcer disease 

· Patients currently on H. Pylori eradication therapy 

· Patients under review at GI clinic or awaiting referral 

· Patients awaiting gastroscopy or review 

· Zollinger-Ellison Syndrome 

· Patients in end stage GSF 

· Patients with grade 3 or 4 oesophagitis 

· Patients on high dose steroids with life threatening or chronic illness, e.g. patients awaiting transplant, post-transplant patients 

· Patients receiving immuno-suppression therapy 

· Patients undergoing chemotherapy or radiotherapy 

· Patients with oesophageal strictures or oesophageal dilation 

· Patients with a history of oesophageal varices 

· Alarm signs- refer to GP- If any of the following alarm features are present the patient should be referred to the GP for immediate consultation. 

·  Anaemia 

·  Vomiting 

·  Weight loss 

·  Dysphagia 

·  Epigastric mass 

·  Haematemesis 

·  Jaundice 

·  Progressively worsening symptoms

The following patients may be considered for step-down to the lowest maintenance dose of PPI (and change to generic, cost-effective PPI where applicable as per NICE), but should not proceed to self-management plans: 
· Patients with a history of peptic ulceration associated with clo negative status. 

· Patients diagnosed with Barrett’s Oesophagus (20mg maintenance dose omeprazole) 

· Patients who must unavoidably continue with NSAID therapy apart from those considered at high risk i.e. those with previous ulceration; those on other medication harmful to the gastric and duodenal lining; the elderly and those on long term high NSAID use. (20mg Omeprazole is defined as maintenance dose for NSAID coverage). 

· Patients using Aspirin or Clopidogrel to prevent cardiovascular disease can be stepped-off concomitant Proton Pump Inhibitor (PPI) treatment, apart from those considered to be at high risk e.g. those with previous ulceration; those on other medication harmful to the gastric or duodenal lining and the elderly. 

Review process

If patient attends LTC clinic – Practice nurse to review at next clinic appointment

If patients does not attend LTC clinic – Practice pharmacist or GP to review

1. Confirm drug indication- patient notes or by asking patient why they are taking the PPI

2. Confirm if they are in the exclusion group or for step down only as above.

3. Is the prescribing for treatment or prophylaxis? If for prophylaxis, is the other drug still being prescribed or still needed?

4. Check length of treatment and dosage- can healing dose be stepped down, maintenance dose stepped off? Check symptom control.

5. Discuss risk factors associated with long term use of PPIs i.e. increased risk of fractures, pneumonia and C. difficile.

6. Discuss lifestyle issues (see 1.1) and Read code for advice given.

7. Discuss rebound and rescue treatment

8. Follow up after 2-3 months

Refer to pharmacist if concerned about drug interactions, contra-indications or if concerned about stopping any other medications.

Patient counselling/Lifestyle advice 

All patients will be counselled about effective non pharmacological treatments to reduce the occurrence of heartburn. 

Counselling will include advice on weight loss, head elevation in bed, avoidance of bending over, dietary advice (fatty foods), alcohol intake reduction etc. 

2.1 Stepping down PPI dose

Patients who have been prescribed a PPI healing dose for more than four to eight weeks and are not excluded by the specified exclusion criteria in stage one of the protocol will be identified and counselled by the nurse / pharmacist. If appropriate these patients should then be stepped down to a low dose treatment as required with an agreed limit on the number of repeat prescriptions. 

To improve symptom control and the success of this dosage reduction, a suitable alginate / antacid symptomatic treatment may be recommended at a nurse / pharmacist clinic consultation, to prevent, and / or treat occasional break through symptoms, due to rebound acid hypersecretion / acid breakthrough. 

Patients stepped down from a PPI healing dose to a PPI maintenance dose, and who are not excluded by the step down only caution criteria, will be reviewed for step off (usually 2-3 months post step down).

2.2 Stopping PPI and other drugs

Patients who have been prescribed a PPI maintenance dose for more than eight weeks and are not excluded by the specified exclusion criteria in stage one of the protocol will be counselled and recommended by the nurse or pharmacist to be stepped off PPI treatment to a suitable alginate / antacid symptomatic treatment. 

Consider stopping other medication which could be contributing to symptoms as follows:

a. NSAIDs- see 1.2 for need for PPI. Follow NSAID discontinuation flow chart

Give NSAID leaflet and try alternative analgesia. Review after one month.

If successfully stopped NSAID, step off PPI.

b. SSRIs- If patient has been taking for > 2 years and not under regular review  discuss possibility of withdrawal. Follow SSRI protocol for discontinuation.

Once stopped discontinue PPI if appropraite. Follow SSRI discontinuation flowchart protocol.

c. Aspirin/clopidogrel- No longer recommended for primary prevention patients. Stop and step off PPI if no other ongoing need.

d. Nitrates and nicorandil-  

Was PPI started for chest pain prior to diagnosis of angina? If so try stepping off and monitor symptoms

Is angina well controlled? Consider reducing dose of nitrate and/or nicorandil- refer to GP to confirm

e. Steroids- only need PPI if also on NSAID or aspirin. If long-term check prescribed bisphophanate for osteoporosis prophylaxis- if not refer to GP.

f. Theophyllines- Are respiratory symptoms well controlled on maximal tolerated doses of inhaled meds? Try reducing theophylline dose and review symptom control.

Record step down, step off or any other amendments to medication. Where all medication has been reviewed, code as ‘medication review done’ and move diary date of next review on.

Review period

Step down patients- review 2-3 months post step down. If symptoms controlled consider step off where not covered in step down only criteria.

Step off patients- Follow up not necessary but encourage patients to report any further symptoms or issues.  
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Discontinuation of NSAIDs in adults
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Exclude patients in any of the following groups:
currently under secondary or tertiary care
on more than one CNS drug (BNF category 4)
with a previous history of relapse on discontinuation of SSRI
at significant risk of relapse on discontinuation of SSRI
have had symptoms of anxiety or depression within the last 6 months
on either Venlafaxine or Duloxetine
Include patients if they have been taking an SSRI for > 2 years

In general, reduce the dose or frequency of the antidepressant gradually over a 4-week period to minimize discontinuation symptoms. 
Discontinuation symptoms include dizziness, nausea, paraesthesiae, anxiety, diarrhoea, flu-like symptoms, and headache (for complete list see fig 1). They may occur when stopping or reducing the dose of any antidepressant. 
Onset is usually within 5 days of stopping treatment. Occasionally, symptoms occur during tapering or after missed doses. 
These symptoms are usually mild and self-limiting, rarely lasting for more than 1–2 weeks. However, occasionally they can be severe, particularly if the drug is stopped abruptly. 
Discontinuation symptoms are more common with longer treatment courses, and rarely occur with treatments lasting less than 8 weeks. 
Discontinuation symptoms are more likely with antidepressants with a short half-life (see below) and in people who developed anxiety symptoms at the start of treatment.
For people taking fluoxetine — treatment can be stopped abruptly because fluoxetine has a long half-life and active metabolites. However, people taking higher doses (40 mg to 60 mg daily) may require gradual withdrawal.
Advise the person to seek advice if they experience significant discontinuation symptoms. 
If discontinuation symptoms are mild, reassure the person that they will pass in a few days — this is often all that is required. 
If discontinuation symptoms are severe, consider reintroducing the original antidepressant at a dose not associated with discontinuation symptoms (or another antidepressant with a longer half-life from the same class) and then taper more slowly while monitoring symptoms.

 If patients experience withdrawal symptoms at any stage, move back to previous week’s dosage and reduce more slowly. For lowest doses may need to switch to liquid preparations where available- may also assist if need slower withdrawal.

For lowest doses may need to switch to liquid preparations where available- may also assist if need slower withdrawal.

Fluoxetine at doses less than 40mg daily may be stopped without gradual reduction. For higher doses consider dosage reduction of 25% per week as for other drugs below 

*Check indication for fluoxetine 60mg not for eating disorders

** Where dose is split, choice of whether to reduce AM or PM dose first depends on patient preference


	Drug
	Starting daily dose
	Week 1
	Week 2
	Week 3
	Week 4 then stop

	Citalopram
	40mg
	30mg
	20mg
	10mg
	10mg alt days

	
	20mg
	20mg/10mg alt days
	10mg
	10mg alt days
	5mg alt days

	
	10mg
	10mg/5mg alt days
	5mg
	5mg alt days
	5mg alt days

	Escitalopram
	20mg
	20mg/10mg alt days
	10mg
	10mg alt days
	5mg alt days

	
	10mg
	10mg/5mg alt days
	5mg
	5mg alt days
	5mg alt days

	Fluoxetine
	20mg
	STOP
	
	
	

	
	40mg
	40mg/30mg alt days
	30mg
	30mg/20mg alt days
	20mg

	
	60mg*
	60mg/40mg alt days
	40mg
	As for 40mg above
	

	Fluvoxamine**
	150mg BD
	150mg + 100mg
	100mg + 50mg
	50mg BD
	50mg

	
	100mg BD
	100mg + 50mg
	50mg BD
	50mg
	50mg alt days

	
	100mg
	50mg BD
	50mg BD + 50mg daily alt days
	50mg
	50mg alt days

	
	50mg
	Miss every 3rd days dose
	50mg alt days
	50mg alt days
	50mg every 4th day

	Paroxetine
	30mg
	30mg/20mg alt days
	20mg
	20mg/10mg alt days
	10mg

	
	20mg
	20mg/10mg alt days
	10mg
	10mg alt days
	10mg alt days

	Sertraline
	200mg
	200mg/150mg alt days
	150mg
	100mg
	50mg

	
	150mg
	150mg/100mg alt days
	100mg
	100mg/50mg alt days
	50mg

	
	100mg
	100mg/50mg alt days
	50mg
	50mg alt days
	50mg half a tab alt days

	
	50mg
	Miss every 3rd days dose
	50mg alt days
	25mg (half a tablets)
	25mg alt days



Alginate barrier
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Patients do not meet exclusion criteria as follows:


Patients under 18 (except for GP review)


Patients on healing doses of PPIs< one month for un-investigated dyspepsia.


Patients on maintenance dose PPIs< one month for Non-Ulcer dyspepsia.


Patients on healing doses of PPIs< two months for Gastro-oesophageal reflux disease / Peptic Ulcer disease


Patients currently on H. Pylori eradication therapy


Patients under review at GI clinic or awaiting referral


Patients awaiting gastroscopy or review


Zollinger-Ellison Syndrome


Patients in end stage GSF


Patients with grade 3 or 4 oesophagitis


Patients on high dose steroids with life threatening or chronic illness, e.g. patients awaiting transplant, post transplant patients


Patients receiving immuno-suppression therapy 


Patients undergoing chemotherapy or radiotherapy 


Patients with oesophageal strictures or oesophageal dilation 


Patients with a history of oesophageal varices 


Alarm signs- refer to GP- If any of the following alarm features are present, the patient should be referred to the GP for immediate consultation. 


- Anaemia 


- Vomiting 


- Weight loss 


- Dysphagia 


- Epigastric mass 


- Haematemesis 


- Jaundice 


- Progressively worsening symptoms














PPI Polypharmacy medication review process





If on high dose PPI prescribe lower dose of generic PPI with alginate cover and explain re rebound effect. Advise to contact surgery if any alarm symptoms as per PIL. Read code for step down and lifestyle advice given








Is co-prescribed drug still on repeat? If drug requiring gastro-protection stopped, follow step down and/or step off arm





If on low dose PPI, stop PPI and prescribe alginate cover. Explain re rebound effect. Advise to contact surgery if any alarm symptoms as per PIL. Read code for step off and lifestyle advice given








Discuss risks with PPIs, lifestyle, step down process


Give PIL on lifestyle and step down/step off








Prescribe lower dose generic PPI with alginate cover and explain re rebound effect.


Advise to contact surgery if any alarm symptoms as per PIL. Read code for step down and lifestyle advice given





Discuss risks with PPIs, lifestyle, step down process


Give PIL on lifestyle and step down





Suitable for step down only:





Patients with a history of peptic ulceration associated with clo negative status;


Patients diagnosed with Barrett’s oesophagus (20mg maintenance dose omeprazole);


Patients who must unavoidably continue with NSAID therapy apart from those considered at high risk (see prophylaxis arm)








Patient on PPI for prophylaxis of GI complication due to other meds





If on NSAID or SSRI see flow chart for discontinuation 





Patient on PPI for gastro indication or not coded





Patients who must unavoidably continue with NSAID therapy and considered at high risk should continue without step down i.e. those with previous ulceration; those on other medication harmful to the gastric and duodenal lining; the elderly and those on long term high NSAID use. (20mg Omeprazole is defined as maintenance dose for NSAID coverage). 








If co-prescribed drug still needed, check dose of PPI and choice of drug- change to lowest effective dose of generic PPI for gastro-protection.





Could co-prescribed drug be stopped? Follow flow chart for NSAIDs or SSRIs.


If stopped review patient after 1 month and follow step down and/or step off arm for PPI





Review after 2-3 months to consider step off.





Suitable for step down and/or step of i.e. not covered in other two arms





Review after 2-3 months. Send out clinic / telephone review invitation plus process questionnaire.





Review after 2-3 months to assess symptom control. Send out clinic / telephone review invitation plus process questionnaire.








Exclude patients with long term indication for NSAIDs as follows:





Rheumatoid arthritis


Ankylosing spondylitis


Acute gout


Dysmenorrhoea


Patients awaiting referral for musculoskeletal symptoms/conditions


Patients in end stage GSF








Is patient in high risk group for harm from NSAIDs:





Renal failure or impairment


Heart failure


History of PUD or GI bleed


Over 65


Cardiovascular disease including hypertension


More than one NSAID 





Prescribe alternative paracetamol based analgesia if not already taking. Ensure regular dosing not PRN.





Prescribe alternative paracetamol based analgesia if not already taking.


Advise regular dosing and reserve NSAID for PRN only flare-ups





Determine indication for NSAID and how often being taken





Provide PIL re NSAIDs and advise lowest dose, shortest length of treatment.





Provide PIL re NSAIDs and discuss safety issues- aim to stop NSAID in high risk patients





YES





NO





Review after 1-2 months or sooner if any problems





Provide PIL re condition for advice re non-pharmacological measures e.g. for OA


� HYPERLINK "http://www.patient.co.uk" �www.patient.co.uk�








LONG HALF LIFE SSRI’s


Fluoxetine		96 hours





SHORT HALF LIFE SSRI’s


Paroxetine 		21 hours


Sertraline		26 hours


Citalporam		35 hours


Escitalopram	30 hours








