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Issues for ASCEPT 

• Increasing workload 

• Deprescribing, repurposing of ‘old’ drugs, 
pharmacokinetics of medicinal cannabis and 
therapeutic drug monitoring (cancer drugs) 

• Relationship of non physicians to allied health and 
scientists in ASCEPT  

• Training the workforce 

• Hospital/Uni/Government/Regulatory positions 

 

 



Deprescribing 

• Programs around Australia  

– ADeN 

– Geriatric deprescribing 

– Deprescribing in general medical patients 

– Deprescribing in palliative care 

– Inter alia 



What is it? 

• Describes the rationalisation of medicines that 
provide a limited benefit in patients, due to changing 
medical and patient factors over time. 

• ‘Potentially’ inappropriate is an inappropriate term – 
all medications are potentially inappropriate when 
prescribed poorly. 

• Medications should be ceased based on a number of 
factors including efficacy, toxicity and the changing 
ratio. 

 

 



Relevance to ASCEPT 
• Multiple physician groups examining deprescribing. 

• This is a good thing! 

• Several themes are common and relate to knowledge, 
skills and know-how in clinical pharmacology. 

• E.g. translation of clinical trial data to ‘real world.’ 

• Problems when patients have (multiple) comorbidity. 

• Problems with drug interactions. 

• Problems knowing if new symptoms/signs are due to 
prescribing or a new disease. 

 

 

 

 





Palliative care 



Palliative Care 

• evidence that inappropriate medicines (IM) are 
commonly prescribed in palliative care 

• no studies that have identified the ACTUAL impact of 
ceasing IM in this setting  

• published tools and implemented strategies have 
focused on the elderly populations 

• Further research to establish clear guidelines for the 
identification of IMs in palliative care practice as 
well as interventional studies assessing the 
outcomes of ceasing IMs in these patients is needed 

 



The Scott algorithm - A QUM framework 
AMJ 2011 

• 1) What current medications 

• 3) Life expectancy  

• 4) Overall care goals for patient  

• 5) Confirm current indications for ongoing 
treatment 

• 7) Estimate the magnitude of benefit versus harm  

• 9) Identify drugs that may be discontinued 

• 10) Single nominated clinician 
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Cannabis 

• Too fast too soon or not soon enough 
• Why can’t patients self titrate 
• Why does it have to be 

regulated/registered/GMP. 
• Which drug/chemical/combination 
• Plant vs. synthetic 
• Where grown – consistency, stability 
• Where regulated 
• Route of administration, dose, frequency 
• Script vs. patient titrate  



Varieties of Cannabinoids 

Endocannabinoids Phytocannabinoids 
Synthetic 

cannabinoids 

In your brain and body In plants From the lab 

Anandamide, 2-AG, 
Noladin ether  

etc. 

THC, CBD, CBG, CBDV, 
THCV, CBC, CBN, THCVA  

etc.  

Nabilone, HU-210, AB-
PINACA, JWH-018,   

etc 



Brain regions that express the CB1 cannabinoid receptor  

Red = abundant CB1 receptor expression     Black = moderately abundant CB1 receptor expression 

Adapted from Joy JE et al, eds. Marijuana and Medicine. 1999. 



 
>100 cannabinoids in the plant. 
Most are non-psychoactive. 
 
Each has its own pharmacological 
actions and therapeutic potential. 
 
“Entourage” effects  



Cannabinoids in chronic pain 
Systematic review: Whiting et al JAMA June 2015  



Role of clinical pharmacology 
• 3 NSW Health funded studies 

• 2 have requested early phase pharmacology studies to 
assess: 

• GMP/regulatory issues 

• Timing of administration (relevant PK parameter) 

• Route of administration – ADME 

• Linking PK with PD 

• Generates knowledge on 
– starting dose 

– dose range for different patient groups,  

– different modes of admin 



Vaporising cannabis  

• Similar to ‘e-cigarettes’ 

• Vaporising heats cannabis at 
lower temperature than 
‘smoking’. Higher bioavailability. 

• No side stream smoke (fewer 
concerns re: passive smoking) 

• Peak THC effects: typically  15-
90 min after dose, psychoactive 
effects for 2-3 hours  
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What do we adjust for and how do we dose adjust? 
• Symptom 
• Route of administration 

• t1/2, clearance 
• Age, gender, presence of other diseases 
• Obesity 
• Known/unknown drug AND FOOD interactions 
• Patient side effects - tolerability 
• Surrogates of efficacy or toxicity 
• Drug supply/chemistry 

 

Factors that affect drug-
benefit/toxicity 





Colorado dispensary 



Implications for clinicians 

• Use of illicit cannabis for ‘medical’ purposes is common in 
some areas of medicine.  

• Most patients will not disclose & most doctors won’t ask 

• Medical cannabis will become more common in Australia  

– Increasing advocacy despite unclear evidence of efficacy 
for most conditions  

– What role for health providers? 

• Need for better understanding and education of health 
providers of the potential harms and therapeutic roles of 
cannabinoids.   Medical Journal of Australia June 6, 2016 Martin J and 

Bonomo Y. 



Regulatory and pricing areas 

• Review/Reform of Therapeutic Goods 
Administration 

• BIOSIMILARS  

– Difference between biosimilars and generics 

– Industry issues (e.g. Guild) vs. patient issues vs. 
doctor/patients relationship 

– Comparative pharmacokinetics and 
pharmacodynamics 

 



Repurposing of old drugs 

• Valproate 

• Hydralazine 

• Prochlorperazine  

• Docetaxal 

 





Dose Individualisation 

• Previously known as ‘therapeutic drug 
monitoring’ 

• Easy to design, develop and apply data to dosing 
recommendations now available 

• Dose documented, sample taken at correct time 
for PK result to be meaningful, high quality assay, 
for example 

Assumes good PK data available 



CONCLUSIONS 

• Lot going on in Clinical Pharmacology 

• Resources to maintain current teaching/training, 
research support, counter detailing and regulatory 
guidance are inadequate 

• College is in a leadership position to effect change. 

• However multiple funders and multiple vested 
interests. 

• Keen to hear feedback from Fellows regarding 
potential solutions or collaborations. 

 

 



 


