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The Veterans’ MATES Journey

Early interventions introduce key ideas and concepts to 

support those in the early stages of their better health 

journey. Later interventions provide tools to support skill 

development and competency as veterans prepare to take 

action about their health and wellbeing. Each program 

is designed to repeat and reinforce messages and skills 

learned along the way.

Each one of the Veterans’ MATES programs targets one of 

the National Health Priority areas.

Asthma Arthritis & 
musculoskeletal 

conditions

Injury prevention 
and control

Mental health

Medicine safety Dementia Cardiovascular 
health

Diabetes mellitus Cancer control Obesity

The Veterans’ MATES journey is about 

bringing the veteran community on a 

journey to better health. Recognising that 

each individual is at a different point in their 

health and wellbeing journey, each program 

within Veterans’ MATES builds and develops 

key messages along the way.

It has been 17 years since Veterans’ MATES began supporting 
members of the veteran community to improve their wellbeing 
through better use of medicines, health services and by taking 
an active role in their health. During that time, the program 
has reached more than 300,000 veterans and 33,000 GPs, as 
well as all pharmacies, aged care facilities and other health 
professionals providing care to veterans and their families. 

As a precision public health initiative for the 

veteran community, Veterans’ MATES uses the 

best available health data to target effective 

health and wellbeing interventions to those  

most in need.  

The Program uses the Australian Government 

Department of Veterans’ Affairs routinely 

collected health claims data to identify ‘real life’ 

problems with health care among members of 

the veteran community.

Doctors receive information on their prescribing 

and the health services they provide plus 

recommendations tailored for the care of each 

individual DVA client they treat. Supporting 

evidence-based information is provided to 

the DVA client, their doctor, allied health care 

providers and directors of care of residential 

aged care facilities.

The Program has an established framework that 

is grounded in behavioural theories and models, 

is committed to ongoing stakeholder engagement 

and measures the impact of each intervention. 

The University of South Australia delivers the 

program, with the support of University of 

Adelaide’s Discipline of General Practice, and 

School of Public Health, the Australian Medicines 

Handbook Ltd, the Drug and Therapeutics 

Information Service, NPS MedicineWise and 

HealthLink Ltd. 

The provision of targeted and timely evidence-

based support for veterans and their healthcare 

teams has achieved many positive health 

outcomes across a range of health issues 

affecting the veteran community. Recognising 

the value of long-term health initiatives that build 

on and reinforce positive health outcomes, this 

report describes the Veterans’ MATES journey as 

it tackles a range of health issues experienced 

by not only the veteran community, but the 

Australian community as a whole.



The Pain 
Recovery Story 

Each journey begins with identifying the evidence and 

understanding the problem. We then develop tools 

and resources to respond to the evidence-practice 

gap and provide them, along with individually tailored 

recommendations. Finally we measure the impact and 

outcomes of each intervention. 

Using the data we 
identify health care 

trends and evidence-
practice gaps.

Planning  
Phase

Tools and resources 
are developed. The 

data is used to identify 
who would benefit 

from the intervention, 
and to develop the 
individually tailored 
recommendations.

Implementation 
Phase

The data enables the 
impact and outcomes 

of the intervention to be 
measured.

Evaluation 
Phase

Veterans’ MATES 2020 Report 6 | 7
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Persistent pain significantly affects 
a person’s quality of life and is 
associated with increased disability, 
high levels of psychological 
distress, anxiety and depression

57% of younger veterans 
taking opioids long term 
for persistent pain are 
also being treated for 
depression

Thanks to clinical neuroscience, 
we now know pain, whether 
acute or chronic, is a complex 
interplay of emotion, cognition 
and sensation. It is not a simple 
reflection of tissue or nerve 
damage as previously thought

There is no evidence to suggest 
long term use of opioid analgesics is 
effective in resolving persistent pain. 
It fails to treat the complex interplay of 
emotion, cognition and sensation that 
creates pain

Looking at the Evidence

Ceased opioids

25 - 54 years

30%

57%

Chronic use 
of opioids

Percentage of DVA clients 
taking opioids with depression

Traditionally, pain medicines 
have been prescribed in 7 out 
of 10 general practice visits 
for chronic pain

The Pain Recovery Story 

70%

57%

Comprehensive treatments 
that consider the whole person 
and address the physical, 
psychological and social 
factors underlying pain are the 
most effective approaches to 
managing persistent pain

Treatments are best if they 
engage a personalised health 
care team and help patients 
develop their own active self 
management strategies 

Neuroscientists have 
developed models and 
techniques to explain 
pain, how it happens and 
how to treat it

Veterans’ MATES research has shown 
that those with anxiety were more at 
risk of becoming chronic opioid users
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original article

Risk of chronic opioid use in older persons  
with pre-existing anxiety

Anna K. Moffat, PhD; Nicole L. Pratt, PhD; Mhairi Kerr, MSc; Lisa M. Kalisch Ellett, PhD;  
Elizabeth E. Roughead, PhD

ABSTRACT

Objective: Work that has shown a relationship between anxiety and chronic opi-
oid use has not focused on older people specifically, despite the additional risks in 
older populations. This study aimed to understand whether anxiety prior to opioid 
initiation increased the likelihood of chronic opioid use over time in persons aged 
60 years or older.
Design: Administrative claims data were used to calculate time between initia-
tion of opioids and a first chronic episode of opioid use. Patients were classified 
as having a history of anxiety if they were dispensed medicines in the anxiolytics 
class or had a hospitalization event for anxiety prior to treatment with an opioid. 
Proportional hazards models were used to compare the likelihood of experienc-
ing a chronic episode of opioid use between those with and without a history of 
anxiety.
Results: The cohort was 15,000 persons, of which, 5,076 (34 percent) had history 
of anxiety. Those with anxiety prior to their first opioid dispensing were 30 percent 
more likely to have an episode of chronic use after adjustment for age, gender, 
number of comorbidities, and prior surgery (HR = 1.30, 95% CI = 1.16-1.47). The 
risk of a chronic episode in patients who had surgery prior to initiation of an opi-
oid was 60 percent greater in those with anxiety compared to no anxiety (HR =  
1.60, 95% CI = 1.21-2.11) and 24 percent greater in those with anxiety but no 
prior surgery (HR = 1.24, 95% CI = 1.08-1.42).
Conclusions: A significant proportion of older people will have a chronic episode 
of opioid use. This risk is increased where a history of anxiety is present.

INTRODUCTION

Abuse of prescription opioids is a significant pub-
lic health concern1,2 and results in considerable costs 
to individuals and the community through increased 
use of healthcare, absence from work, unemploy-
ment, and homelessness.3-6 There are numerous 
adverse effects associated with opioid use including 
nausea, vomiting, sedation, constipation, respira-
tory depression, hyperalgesia, erectile dysfunction, 
endocrine abnormalities, and death as a result of 
poisoning or accident.7-13 The longer the duration 
of use of opioids the greater the risk of addiction, 

increased tolerance and, therefore, overdose and 
physical dependence.8,14,15 Effective screening for 
risk factors prior to opioid dispensing, as well as 
cessation plans and monitoring, may help mini-
mize abuse and related costs to the community.16-19 
Appropriate screening for older people requires 
understanding of risk factors specific to their age 
group in addition to information regarding timing 
of first chronic episodes following opioid initiation, 
which has not previously been investigated in older 
populations.

In addition to the risks of opioid use in the 
whole population, older people who use opioids 
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chronic opioid use
anxiety
risk
older
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Clinical 
neuroscience is 
bringing us new 
pain recovery 
approaches

As is often the case, 
translating new treatments 
into practice has been slow 

and has not fully reached the 
community or even health 

professionals
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M3 Approach
Veterans’ MATES Introduces the 
concept of a whole person view of 
pain using the M3 Approach

Helping to Solve the Pain Puzzle 
further develops the tailored multimodal approach 
and introduces pain neuroscience to GPs 

Understanding your pain
Part 1: Understanding your pain 
prepares the veterans for ACTION 
by introducing veterans to pain 
neuroscience and the health care team 
that can support their journey

Part 2: Understanding your pain 
provides tools to help the veterans take 
ACTION in their pain recovery journey 

2
Veterans’ Medicines Advice and Therapeutics Education Services. March 2014.

What can I do?

What is chronic pain?

Maintaining a positive outlook and being pro-active in your pain management can 
make a difference. Talk to your doctor about the best treatment options for you. 

Movement and lifestyle

• Maintain a healthy and balanced 
lifestyle; this involves enjoying a balanced 
diet, maintaining a healthy weight, limiting 
alcohol intake and quitting smoking.

• Keep as fit and active as possible with 
regular movement and stretching. 
Exercise has been shown to reduce 
pain and increase function, as well as 
lifting your mood. 

• Pain often leads to changes in activity 
levels; you may have given up an 
activity to avoid pain. Planning your day 
in small steps (called pacing) can help 
build activity. 

• Try to develop a regular sleep routine; 
feeling tired is often linked to pain. 

• Your doctor may refer you to a 
physiotherapist or exercise physiologist 
as part of your pain management plan. 

For further information about movement 
and exercise strategies see the 
painHEALTH website: https://painhealth.
csse.uwa.edu.au/pain-module/movement-
with-pain/

I had to learn to pace my exercise and 
activity, acknowledge pain’s there, 
don’t give it the attention, the power, 
the domination and you can keep on 
living. Jamie, Former Navy Submariner – 

Back pain

With permission from Department of Health, 
Government of Western Australia (2013) https://
painhealth.csse.uwa.edu.au/pain-module/jamie-m/

Chronic pain is when pain occurs most days of the week and lasts longer than three 
months, or beyond the expected healing time of an injury. After this time the body can 
become over-sensitive and the brain can continue to send pain messages. Although chronic 
pain may be difficult to eliminate completely, much can be done to reduce its impact. 

1 in 5 Australians has chronic pain         

3
Veterans’ Medicines Advice and Therapeutics Education Services. September 2017.

Doug talks about some of the things 
that increase his sense of safety:

All of these things can reduce Doug’s pain.  
The aim is to have more on this side.
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My Pain

Things I do
• Going for a walk  

with the dog
• Learning about  

my pain

People in my life
• My wife, friends  

and family who 
understand me

• A supportive GP

Things I hear, see, 
smell, taste, touch

• My GP explaining to  
me my scan is all clear

• My children laughing 
and playing footy

Things I say
• I understand my  

pain better
• I am going to get  

myself back to the 
things I enjoy

Places I go

• On a holiday

• Playing golf with  
my best friend

Things happening  
in my body

• Relaxed muscles 

• Feeling optimistic

• Healthy diet

• Getting a good  
night’s sleep

Things I think and 
believe

• I have a health team 
supporting me

• Exercise will not 
damage my body  
and will help me  
move more easily
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My Pain

A cognitive 
tool for 

veterans

Peer 
stories for 
veterans 

The Tools and Resources developed

The Pain Recovery Story 

Veterans’  
MATES 

develops the 
Pain Recovery 

Program

Develops new concepts further

                     Introduces new
 co

ncepts

Promotes ACTION

Recovering from Pain
Recovering from Pain reinforces the 
knowledge gained by veterans and 
provides GPs with tips to tailor a recovery 
program for their veteran patients

2

Veterans’ Medicines Advice and Therapeutics Education Services Chronic pain rehabilitation: It’s about improving function and day-to-day life.  (September 2017)  

Chronic pain is a common 
problem in Australia

• One in five Australians suffer from 
chronic pain, which increases to one in 
three for those aged 65 years and older.6

• Almost 40% of people with chronic 
pain are severely or moderately limited 
in their day-to-day lives.6

• Back problems, osteoarthritis, and 
musculoskeletal and neurological 
problems are the most common 
causes of chronic pain.6

Many patients feel pain 
even when there is no 
tissue damage

Pain is a unique and complex experience 
for each person. It can result from a 
significant or insignificant injury, emerge 
over time, be unpredictable and can 
involve a person’s emotions, thoughts, 
beliefs and behaviours.11

In persistent or chronic pain the amount 
of pain felt seldom reflects the amount of 
tissue damage.1, 11 The nervous system 
and the brain can become over-protective, 
producing more pain, more often.11 
Not understanding this over-protective 
system often leaves the patient feeling 
depressed, anxious and misunderstood, 
further contributing to the cycle of 
ongoing pain and disability. Let your 
patient know that you believe their pain  
is real and that it’s not ‘all in their head’.12

Catastrophising 
contributes to chronic pain

Chronic pain is often associated 
with psychological comorbidities, 
including post-traumatic stress disorder 
(PTSD), catastrophising, anxiety and 
depression.12, 13 Pain catastrophising is 
a significant risk factor for developing 
chronic pain and disability. It contributes 
to heightened levels of pain and 
emotional distress, and increases the 
likelihood that pain will persist over 
an extended period of time.14 Pain 
catastrophising has also been linked to 
an increased risk for opioid misuse, due 
partly to a heightened level of pain-related 
anxiety.15 Evidence suggests that if 
catastrophic thinking can be minimised, 

the likelihood of pain and disability 
becoming chronic can be reduced.11, 14

If you are concerned that your patient goes 
over their pain repeatedly in their mind, 
worries constantly that something serious 
will happen or feels helpless to do anything 
about their pain, consider assessing them 
for catastrophising (see Box 1).

Talk with your patient 
before starting opioids

Careful consideration is warranted 
before initiating opioids for chronic 
pain, especially in younger patients 
and in those with complex physical 
and mental needs.16, 17

If starting a trial of opioids, patients  
need to know:

• the limited benefits and potential for 
harm of regular opioid use18

• opioids will be one component only  
of a multi-modal rehabilitation plan18

• the early onset and long-term adverse 
effects of regular use19

• the potential opioid use disorders 
including physical and psychological 
dependence20

• the importance of taking no more than 
the dose of opioid prescribed19

• the importance of not combining 
opioids with benzodiazepines or other 
medicines that depress the central 
nervous system16, 17

• how long opioids will be trialled for and 
how they will be tapered and ceased.

Long-term use of opioids 
won’t reduce chronic 
pain or improve function

There is no evidence to suggest that 
long-term use of opioids is effective 
in resolving chronic pain or improving 
function.8, 21-24 Opioids have a modest 
effect only in relieving chronic pain in  
the short-term, with little effect on 
improving function.21

As patients proceed from acute to 
chronic opioid therapy, there is an 
increased risk of harm, including cognitive 
impairment, worsening sleep apnoea, 
sexual impairment and other endocrine 
dysfunction, immunosuppression, falls, 
driving impairment and an increased risk 
of death.9, 16-18, 24, 25 A paradoxical effect of 
opioid-induced hyperalgesia can occur as 
doses increase, which can strengthen the 
cycle of pain, misuse and dependency.21

If opioids are to be a part of the 
rehabilitation plan for chronic pain, the 
principles of opioid prescribing should 
be applied stringently. This includes a 
comprehensive assessment and a clear 
contractual agreement with the patient 
stipulating opioids are a time-limited 
component of a multimodal plan subject 
to review.8 The aim of time-limited 
opioid use is to provide patients with 
some relief while developing active 
self-management skills to regain 
control.26 Consider referring your patient 
to appropriate allied health professionals 
trained in pain management and review 

Box 1. The Pain Catastrophising Scale (PCS)14

The PCS, a 13 item questionnaire that you can work through with your patient, 
can be completed in less than five minutes, and provides an insight into what your 
patient thinks about when they are in pain.14

A total score of 30 or more represents a clinically relevant level of catastrophising. 
If the score is high, consider referring your patient to a psychologist. A psychologist 
can talk to your patient about what this means and how it can influence perception 
of pain. They can help reduce fears and change the way the patient thinks about pain.

Research shows that catastrophic thinking associated with pain can be reduced 
using multimodal interventions, including education, instruction in active self-
management strategies and physical activity.14

The PCS can be accessed at: www.painbc.ca/sites/default/files/events/materials/
Pain_Catastrophizing_Scale.pdf

Tapering 
guides for 

doctors

Catastroph-
ising scale 
for doctors
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This Veterans' MATES informa�on aims to assist you to review gabapen�noids (pregabalin or gabapen�n) that may cause harmful

side effects when used long term. It is advisory in nature. The informa�on is based on DVA claims that indicate that a veteran has

had multiple dispensings of pregabalin or gabapentin in a 12 month period.

Consider whether your pa�ent will benefit from non-pharmacological pain therapy and, if warranted, whether adjus�ng the dose or

ceasing gabapentinoids is appropriate. Please consider within the context of this patient's current treatment.

Educational material explaining the rationale for these recommendations can be found at Veterans' MATES website

FIRST & SURNAME* DOB: <DD/MM/YYYY> Gender: <Male or Female> ACCOMMODATION: Community

<Residential address>

Relevant claims history for pain

75 75 75 75
150 150

75 75 75 75 75 75

10 10 22 27 27 30 30

Feb-2019 Mar-2019 Apr-2019 May-2019 Jun-2019 Jul-2019 Aug-2019 Sep-2019 Oct-2019 Nov-2019 Dec-2019 Jan-2020

150

600

750

900

Opioid dose
(OME)2

Pregabalin
dose 1

1Dai ly average dose per month (mg), estimated from dispensing data
2Oral  morphine equivalent dai ly average dose per month (mg), estimated from dispensing data

Notes

Latest Home Medicines Review (HMR) claim None claimed in the last 2 years

Latest Psychologist visit None claimed in the last year

Medicine(s) Last Dispensed Other Prescriber

Pregabalin (Lyrica) Cap 75 mg 04/01/20 Yes

Tramadol hydrochloride (Tramal SR) controlled release Tab 50 mg 02/01/20 No

Oxycodone hydrochloride (OxyNorm) Cap 10 mg 02/01/20 No

Suggested actions:

Along with this letter, you will receive information about 4 other patients eligible for this module. If you wish to be involved with RACGP

CPD or ACRRM PDP for this clinical audit activity please follow this link to view the requirements. Note: This activity is only available

until 25 June 2020. Claim CPD points

*Based on claims for medicines  and services  according to the DVA Health Claims Database. Patient specific information is  based on claims to DVA from al l

healthcare providers. Some of the medicines  l isted might have been prescribed by other doctors . You have been identi fied as  the general  practi tioner who has

written most of the recent prescriptions for this  patient.

This information has been endorsed by the DVA Editorial Committee, which includes representatives from the AMA and RACGP.

For general comments and feedback please contact MATES.comments@unisa.edu.au

For specific questions about the program contact the Veterans' MATES Health Professional Helpline on 1800 500 869.

Dear DR P SURNAME Date: 15/03/2020

Review indication for use of medicine(s). Confirm pain is neuropathic 

Rationale: The majority of evidence for effectiveness of gabapentinoids is limited to diabetic neuropathic pain and post-

herpetic neuralgia. There is limited evidence for effectiveness of gabapentinoids when a neuropathic component is not well

established.

Review duration of use, consider tapering and ceasing. 

Rationale: Recommended duration of use of gabapentinoids is no longer than 6 months.

Check for side effects of medicine(s). Consider risks for driving or falling. 

Rationale: One-third to one-half of patients taking gabapentinoids suffer from dizziness or somnolence.

Review need for therapy, consider potential for cessation. 

Rationale: Patient received doses of pregabalin of below 150 mg per day. Potentially subtherapeutic dose for neuropathic pain.

Patient co-dispensed opioids. This increases the risk of side effects in a dose-dependent manner.

Consider referral for a Home Medicines Review (HMR) for review of medicines for pain.

The Pain Recovery Program 
has so far reached 29,700 
individual veterans

Over 1000 psychologists 
working with DVA clients 
have been engaged 
through the Pain 
Recovery Program 

To date, the Pain Recovery Program has provided doctors 
with 49,400 individualised tailored feedback messages 
about their veteran patients with persistent pain 
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 changes to phase in

Intervention 1 Intervention 2 Intervention 3 Intervention 4

Under 65 years65 to 84 years85 years and over

The Pain Recovery 
Program is reducing the 
use of opioid medicines 

The Pain Recovery Story 

Measuring the Impact

29,700

1,000

49,400

More DVA clients with persistent pain are 
visiting the psychologist 

Our transition to electronic delivery shows 
e-delivery to GPs has had a greater positive 

impact on visits to psychologists
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569 additional patient 
months of psychology 
treatment

There has been equivalent 
to 53,920 patient months 
of opioid use avoided   

When asked, 9 out of 10 GPs 
said they would incorporate 
aspects of treatment 
outlined in the therapeutic 
brief in their rehabilitation 
plans for patients

Across the interventions, 
over 40% of veterans 
said they would make an 
appointment with their 
GP to discuss managing 
their pain

When asked, 94% of 
psychologists said the 
materials provided would 
assist them in talking to their 
veteran patient about pain   

The Pain Recovery Story 

569

Measuring the Impact

40%90%

94%53,920

The Treating 
Insomnia Story 
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Insomnia and related sleep 
disturbances are common  
among veterans.

Unique military-specific factors 
and post-deployment mental and 
physical health issues, including 
post-traumatic stress disorder 
(PTSD), contribute to many veterans 
experiencing sleep disturbances

Prolonged use of hypnotic medicines can 
lead to tolerance and dependence, causing 
withdrawal symptoms such as muscle 
pain, tremors, seizures, hallucinations, 
nightmares and rebound insomnia 

Veterans’ MATES research studies 
have shown that sedative medicines 
are associated with increased risk 
of hospital admission for falls or 
confusion, delirium or dementia

Looking at the Evidence

Analysis of the DVA client population over 
65 years dispensed medicines with sedative 
effects (antipsychotics, hypnotics and sedatives, 
antidepressants, opioids, anti-epileptics, anti-
Parkinson medicines and medicines for migraine), 
found that using three or four of these medicines 
concurrently was associated with double the risk 
of falling resulting in hospitalisation, and five or 
more used concurrently, was associated with 
triple the risk

The Treating Insomnia Story 

Association between falls and the number of medicines with 
sedative properties
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79% of responding veterans 
with sleep disturbances said 
they were willing to try non-
pharmacological interventions 
to help them sleep

Overall, about 70% of 
people with insomnia 
can benefit from 
behavioural and 
cognitive interventions

Veterans’ MATES research has found that 
one third of veterans living in aged care 
were using benzodiazepines. Most were 
using them for at least eight months in a 
year despite guidelines recommending 
one month maximum

Association between hospitalisation for confusion and the number of 
medicines with sedative properties

pharmacy
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Prevalence and Duration of Use of Medicines
Recommended for Short-Term Use in Aged Care
Facility Residents

Lisa M. Kalisch Ellett, Gizat M. Kassie *, Nicole L. Pratt, Mhairi Kerr and Elizabeth E. Roughead
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University of South Australia, GPO Box 2471, Adelaide, SA 5001, Australia; lisa.kalisch@unisa.edu.au (L.M.K.E.);
Nicole.Pratt@unisa.edu.au (N.L.P.); Mhairi.Kerr@unisa.edu.au (M.K.); Libby.Roughead@unisa.edu.au (E.E.R.)
* Correspondence: gizat.kassie@unisa.edu.au

Received: 21 May 2019; Accepted: 5 June 2019; Published: 6 June 2019
����������
�������

Abstract: Background: Multiple studies have assessed the appropriateness of the use of medicines
for nursing home residents; however, few have included duration of use in their assessment. The aim
of this study was to assess the level and duration of use of medications recommended for short-term
use in residents of aged care facilities in Australia. Methods: Australian Government Department
of Veterans’ Affairs (DVA) administrative claims data were used for this study. Veterans eligible
for all health services subsidised by DVA were followed for one year from 1 July 2015 to 30 June
2016. The number of days covered for each medicine was calculated by multiplying the number of
prescriptions dispensed during the year by the pack duration for the medicine. The pack duration
was calculated by dividing the quantity supplied at each dispensing by the usual number of doses per
day in older people according to Australian prescribing guidelines. The proportion of patients using
each medicine and the number of days covered during the study period were determined. Results: 14,
237 residents met the inclusion criteria. One in five participants were dispensed antipsychotics, and the
median duration of use was 180 days in the one-year period. More than one-third were dispensed
a benzodiazepine, and the median duration of use was 240 days in the year. Half were dispensed
an opioid analgesic with a median duration of use of 225 days in the year. Fifty-two percent were
dispensed proton pump inhibitors with a median duration of use of 360 days in the year. A quarter
received an antibiotic recommended for the management of urinary tract infection, with a median
duration of use of 14 days in the year. Conclusion: Long-term use of antipsychotics, benzodiazepines,
opioid analgesics and proton pump inhibitors is common in aged care residents. Ensuring appropriate
duration of use for these medicines is necessary to reduce risk of harm.

Keywords: residential aged care facility; nursing home; inappropriate medication use; appropriate
medication use; medication review; potentially inappropriate medicines; over prescribing;
older people

1. Introduction

Older people frequently have multiple comorbidities, and in turn, they commonly use both short-
and long-term medications to manage these conditions [1]. In one nation-wide cross-sectional survey
involving 1600 Australians aged 50 years or older, 43% reported that they had used five or more
medicines in the past 24 hours [2]. As the number of medications being concurrently taken by a patient
increases, the likelihood of inappropriate use also increases [3,4]. A study involving 4373 patients
in nursing homes in Norway found that the number of medicines used was significantly associated
with the likelihood of using potentially inappropriate medicines (r= 0.43, p< 0.001) [5]. Prior research

Pharmacy 2019, 7, 55; doi:10.3390/pharmacy7020055 www.mdpi.com/journal/pharmacy

Non-drug therapies based on 
behavioural and cognitive approaches 
are more effective in the long term 
than hypnotic medicine. They provide 
a more sustained benefit, and 
improve patient and carer satisfaction
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Effective approaches for a common problem
Effective approaches for a common problem introduces 
GPs to non-pharmacological approaches to treating insomnia, 
including a sleep diary and therapy selection guide  

Helping veterans learn to sleep well
Helping veterans learn to sleep well reinforces earlier 
messages and introduces Cognitive Behavioural Therapy for 
insomnia (CBTi) as a practical alternative to hypnotic medicines

Reviewing the risk of hypnotics
Reviewing the risk of hypnotics highlights the risks associated with 
hypnotics and provides guidance to GPs on reduction and discontinuation

The Tools and Resources developed

Veterans’ 
MATES develops 

the Insomnia 
Treatment 
Program

The Treating Insomnia Story 

Therapeutic Brief 18 - Insomnia Management: Effective approaches for a common problem. March 2009.Veterans’ Medicines Advice and Therapeutics Education Services

How to use the sleep diary

• Place an A for each glass of alcohol
• Place a M when sleep medication is taken
• Place a down arrow (  ) at the time you intend to 

turn out the lights to go to sleep

Figure 4: Sleep Diary

Just before going to bed each night:
• Record the day (eg Mon)
• Draw a line on the graph for any day time naps
• Place a C for each cup of coffee, tea or cola

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8Day

Please list ALL your current medications:

Example Graph

AM PM AM

Sleep Diary (24 hrs) commences at 9am.
MidnightNoon

Mon C C CA M

When you get out of bed:
• Record the time you got out of bed with an (  )
• Draw a line to show the time you were asleep.  

Leave gaps to show any time you believe you were awake. 
Only estimate - Do not clock watch!

Name:Please complete this diary and show your doctor at your next appointment. Do not return to DVA.

Good Sleep Guide
A simple guide introducing 
veterans to sleep hygiene 
principles

Myth and Facts 
Provides veterans with 
accurate information about 
sleep to modify unrealistic 
sleep expectations and 
highlight the limitations of 
hypnotic medicines

Sleep well, feel well 
Sleep well, feel well reinforces earlier messages and 
prepares veterans for action by providing insight into 
what a psychologist led CBTI program involves

3

So, what is CBTi and how can it help veterans?

INTRODUCTION
Part 3
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Over 870 psychologists 
working with DVA clients 
have been engaged 
through the Insomnia 
Treatment Program 

32,600 GP educational 
communications have been 
provided by the Insomnia 
Treatment Program

79,200 individual 
veterans have been 
reached through the 
Insomnia Treatment 
Program 

Measuring the Impact

The Treating Insomnia Story 

870+

RESEARCH ARTICLE Open Access

Reducing hypnotic use in insomnia
management among Australian veterans:
results from repeated national
interventions
Lisa M. Kalisch Ellett, Renly Lim* , Nicole L. Pratt, Mhairi Kerr, Emmae N. Ramsay, Tammy V. LeBlanc,
John D. Barratt and Elizabeth E. Roughead

Abstract

Background: The Australian Government Department of Veterans’ Affairs (DVA) Veterans’ Medicines Advice and
Therapeutics Education Services (Veterans’ MATES) programme conducted two intervention (March 2009, follow-up
intervention June 2012) both of which aimed to reduce hypnotic use among Australian veterans. We evaluated the
effectiveness of the interventions, and estimated the associated health consequences.

Methods: Both interventions targeted veterans who had been dispensed hypnotics prior to the intervention.
Patient-specific prescriber feedback containing patient details and the volume of hypnotics dispensed, along with
tailored educational information, was mailed to general practitioners. Veterans, pharmacists and directors of care in
residential aged care facilities were mailed tailored educational information. Interrupted time-series and segmented
regression modelling were used to determine the effect of the two interventions on the rate of hypnotics
dispensing. The cumulative patient-months of hypnotic treatment avoided as a result of the interventions was
calculated. We estimated improvements in health consequences of as a result of hypnotic treatment avoided based
on the results of cohort studies in the same population identifying the association between hypnotic and sedative
use on the outcomes of falls, and confusion.

Results: After the first Veterans’ MATES intervention in March 2009, hypnotic use declined by 0.2% each month,
when compared to the baseline level (p = 0.006). The intervention effect was attenuated after one year, and use of
hypnotics was found to increase by 0.2% per month after March 2010. Following the second intervention in June
2012, there was a further significant decline in use of 0.18% each month over the 12 months of follow up (p = 0.
049). The cumulative effect of both interventions resulted in 20,850 fewer patient-months of treatment with
hypnotics. This cumulative reduction in hypnotic use was estimated to lead to a minimum of 1 fewer hospital
admissions for acute confusion and 7 fewer hospital admissions due to falls.

Conclusions: The Veterans’ MATES insomnia interventions which involved multiple stakeholders were effective in
reducing hypnotic use among older Australians. Repetition of key messages led to sustained practice change.

Keywords: Health service areas, Hypnotics, Insomnia, Trends

* Correspondence: renly.lim@unisa.edu.au
Quality Use of Medicines and Pharmacy Research Centre, School of
Pharmacy and Medical Sciences, University of South Australia, GPO Box 2471,
Adelaide, South Australia 5001, Australia

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.
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The use of hypnotic medicines decreased after the interventions 

veteransmates.net.au

INSIDE 
The health consequences of insomnia can be 
substantial 

Assess your veteran patients for insomnia 
and related sleep disturbances

Educate your patients 

Explain that cognitive behavioural therapy for 
insomnia is effective 

Is there a place for medicines in the 
treatment of insomnia?

Emphasise the importance of starting to 
reduce the dose 

- A guide to tapering hypnotic use

Helping veterans learn to sleep well
Insomnia and related sleep disturbances are common  
among veterans.1-4 Unique military-specific factors and  
post-deployment mental and physical health issues, including 
post-traumatic stress disorder (PTSD), contribute to many 
veterans experiencing sleep disturbances.2, 3, 5

Key symptoms of insomnia include having difficulty falling asleep or staying 
asleep, or waking earlier than intended, which causes distress, tiredness and 
impaired daytime functioning.6 Chronic insomnia occurs when this persists on 
at least three nights a week for three months.6

Often veterans seek help only when insomnia has become chronic, and 
cognitive, behavioural and social habits contribute to its persistence.7, 8 Cognitive 
behavioural therapy for insomnia (CBTi) is evidence based and an effective 
therapy for treating insomnia.5, 9, 10 Benzodiazepines and related (Z) hypnotics are 
less effective than CBTi in the long-term,11, 12 and are associated with adverse 
effects, dependence, tolerance and misuse.13 Guidelines recommend CBTi as 
the first-line treatment.13, 14

1Helping veterans learn to sleep well  |  June 2019

Key points
Consider using the DVA-
funded Australian Defence 
Force (ADF) Post-discharge 
GP Health Assessment to 
help identify mental and 
physical health problems 

Consider cognitive 
behavioural therapy for 
insomnia (CBTi) as the  
first-line treatment

Review medicines and other 
substances your patient is 
using to help them sleep

With your patient, plan to 
stop benzodiazepine or 
related hypnotic use

Therapeutic Brief

June 2019

What veterans told us:15

79% 72%
OF RESPONDENTSOF RESPONDENTS

A previous Veterans’ MATES topic targeting almost 53,000 DVA patients 
dispensed at least one hypnotic for sleep disturbances found that:

were willing to try non-
pharmacological interventions 
to help them sleep

were willing to reduce the 
dose of hypnotic they were 
using

79,200

32,600
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7 out of 10 responding GPs 
said they would review one 
or more of their veteran 
patients who were taking 
hypnotics

7 out of 10 responding 
veterans have found 
the insomnia treatment 
program resources useful

Measuring the Impact

116,000 fewer patient 
months of treatment 
with hypnotics 

43 hospitalisations for 
hip fractures prevented 
due to falls avoided

The Treating Insomnia Story 

43

70%

The Diabetes 
Management 
Story 

70%

116,000
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Diabetes requires lifelong medical 
care with the support of a range 
of health professionals and active 
patient self management 

About 30% of veterans did 
not have an HbA1c test 
and 60% did not have a 
microalbuminuria test as 
recommended

Veterans’ MATES research shows 
diabetes services are generally under-
utilised among the veteran community

Looking at the Evidence

Untreated diabetes can lead to serious 
complications such as blindness, foot 
problems, limb amputations, kidney failure, 
heart disease and stroke

The Diabetes Management Story 

Diabetes may also be 
associated with distress, 
anxiety or depression

Author's personal copy

Diabetes processes of care in the Australian veteran
population§

Elizabeth E. Roughead a,*, John Barratt a, Andrew L. Gilbert a, Robert Peck b, Graeme Killer b

aQuality Use of Medicines and Pharmacy Research Centre, Sansom Institute, University of South Australia, South Australia, Australia
bDepartment of Veterans Affairs, Canberra, Australia

1. Introduction

Diabetes currently affects an estimated 1 million Australians,

with an estimated 600,000 currently diagnosed and receiving

treatment [1]. Diabetes, if poorly managed, is associated with

significant morbidity and mortality. However, good glycaemic

control, dietary and lifestyle interventions andmodification of

cardiovascular risk factors for people with type 2 diabetes and

microalbuminuria can reduce the risk of cardiovascular

events by about 50% [2].

Diabetes has been a national health priority for Australia

since 1996 [3] and much effort has been focused on

improving its diagnosis and management. In 2001/2002,

the Australian government committed funding of AUS$ 43

million over 4 years to the National Integrated Diabetes

Program [3]. This included funds for GPs to undertake annual

diabetes care plans, of which 68,000 were undertaken in

2001/2002, rising to 140,850 in 2005/2006 [4]. Funding was also

provided to divisions of general practice to establish diabetes

registers [3].

d i a b e t e s r e s e a r c h and c l i n i c a l p r a c t i c e 7 9 ( 2 0 0 8 ) 2 9 9 – 3 0 4

a r t i c l e i n f o

Article history:

Received 4 May 2007

Accepted 26 August 2007

Published on line 10 October 2007

Keywords:

Diabetes
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Microalbuminuria

Care plans

Administrative data

a b s t r a c t

Objective: To determine the proportion of veterans with diabetes who had claims for

recommended processes of diabetes care in 2005.

Design: Observational study of 19,810 veterans’ dispensed medicines indicative of diabetes.

Claims to the Department of Veterans’ Affairs for HbA1c, microalbuminuria, ophthalmology

or optometry services, podiatry services, diabetes care plans, medication reviews, case

conferences and GP management plans were assessed.

Results: Overall 63% had at least one HbA1c claim in the year under review, while 40% had a

microalbuminuria claim. Themajority (87%) had a claim for an ophthalmology or optometry

service, while two-thirds had a podiatry service claim. Only one-fifth had claims for an

annual diabetes care plan. Just under half had a claim for any type of care plan, including

medication review, discharge plan, case conference, GP management plan or health care

plan. Veterans resident in aged-care facilities were significantly less likely to have claims for

any of these services apart from medication review.

Conclusions: While administrative claims data may under-represent some processes of care

carried out routinely in general practice, this study suggests under-utilisation of services for

veterans with diabetes, particularly those resident in aged-care facilities.

# 2007 Commonwealth of Australia. Published by Elsevier Ireland Ltd. All rights reserved.

§ Thiswork is copyright. Apart fromany use as permitted under the Copyright Act 1968, no partmay be reproducedwithout priorwritten
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expressed in this version of the work do not necessarily represent the views of the Minister for Veterans’ Affairs or the Department of
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General Practice 
Management Plans have 
led to increased use of 
guideline-recommended 
services and a reduction 
in diabetes related 
hospitalisations 

The annual diabetes 
cycle of care can be 
a useful framework 
for the care of people 
with diabetes

Understanding 30-day re-admission after
hospitalisation of older patients for diabetes:
identifying those at greatest risk
Gillian E Caughey1, Nicole L Pratt1, John D Barratt1, Sepehr Shakib2, Anna R Kemp-Casey1,3, Elizabeth E Roughead4

The known Re-admissions are a significant contributor to the
burden and medical costs associated with hospitalisation of
people with diabetes.

The new Almost one-quarter of older patients hospitalised for
diabetes were re-hospitalised within 30 days, most of whom
were re-admitted within 14 days of discharge. The patients at
greatest risk of re-admission were those with comorbid heart
failure, multiple recent hospitalisations, and multiple
prescribers involved in their care.

The implications Identification in hospital of at-risk patients
with diabetes, together with targeted follow-up during the first
14 days after discharge, may facilitate appropriate
interventions that avert their re-admission.

P eople with diabetes are often admitted to hospital several
times; it was reported in the United States that 30% of
patients hospitalised for diabetes had been admitted at

least twice during the previous year.1 These findings have
important consequences for health care costs; hospital inpatient
care was identified as the largest item of medical expenditure for
patients with diabetes in the US, accounting for 43% of the total
medical costs, or US$409 billion.2 In Australia, hospital inpatient
care for people with diabetes was conservatively estimated to cost
$647 million in 2008e09, or more than 40% of all diabetes-related
health care expenditure.3 About 85% of patients hospitalised for
type 2 diabetes in Australia are aged 65 years or over,4 and the
average cost per hospitalisation is $8755.3 Many of these admis-
sions could potentially be prevented were appropriate primary
care provided.5 Hospitalisations for diabetes account for almost
one-quarter of all potentially preventable admissions inAustralia.5

Re-admissions are a significant contributor to the burden and
medical costs associated with hospitalisation of people with dia-
betes.6,7 Studies in the US have found that as many as 20% of
patients hospitalised for diabetes are re-admittedwithin 30 days of
discharge, compared with 5e14% for other types of admission.8,9

Almost half of these re-hospitalisations (9.4% of index admis-
sions) are for a diabetes-related diagnosis.8

Hospital re-admission, particularly within 30 days of discharge, is
usedas aquality-of-caremetric in theUS, andhas been identifiedas
a high priority health care quality measure for patients with dia-
betes.10,11 It is suggested that poor coordination of care and
discharge planning contribute to high rates of re-admission;10 a
large US study of almost 600 000 re-admissions within 30 days of
discharge (for either a medical or surgical index condition) found
that half of the patients had had no primary care visit between
discharge and re-hospitalisation.11,12

Little is known at the population level about the rate of
re-admission after hospitalisation for diabetes in Australia or the

factors that contribute to the risk of re-admission. The aim of
our study was to identify which patients are at risk of 30-day
re-admission, and factors that contribute to re-hospitalisation of
older Australians with diabetes.

Methods

Data source
We undertook a retrospective cohort study of administrative
claims data in the health claims database of the Department of
Veterans’Affairs (DVA) for all patients hospitalised for a diabetes-
related condition between 1 January 2012 and 31 December 2012.
The DVA database contains details of all subsidised prescription
medicines, medical and allied health services, and hospitalisations

Abstract

Objective: To identify factors that contribute to older
Australians admitted to hospital with diabetes being
re-hospitalised within 30 days of discharge.

Design, setting and participants: A retrospective cohort study
of Department of Veterans’ Affairs administrative data for all
patients hospitalised for diabetes and discharged alive during
the period 1 January e 31 December 2012.

Main outcome measures: Causes of re-hospitalisation and
prevalence of clinical factors associated with re-hospitalisation
within 30 days of discharge.

Methods: Multivariate logistic regression analysis (backward
stepwise) was used to identify characteristics predictive of
30-day re-hospitalisation.

Results: 848 people were hospitalised for diabetes; their
median age was 87 years (interquartile range, 77e89 years) and
60% were men. 209 patients (24.6%) were re-hospitalised
within 30 days of discharge, of whom 77.5% were re-admitted
within 14 days of discharge. 51 re-hospitalisations (24%) were
for diabetes-related conditions; 41% of those re-admitted within
14 days had not seen their general practitioner between
discharge and re-admission. Factors predictive of re-
hospitalisation included comorbid heart failure (adjusted odds
ratio [aOR], 1.49; 95% confidence interval [CI], 1.03e2.17;
P ¼ 0.036), numbers of prescribers in previous year (aOR [for
each additional prescriber], 1.06; 95% CI, 1.01e1.08; P ¼ 0.031),
and two or more hospitalisations in the 6 months before the
index admission (aOR, 1.79; 95% CI 1.15e2.78; P ¼ 0.009).

Conclusion: Older people hospitalised for diabetes who have
comorbid heart failure, multiple recent hospitalisations, and
multiple prescribers involved in their care are at greatest risk of
being re-admitted to hospital within 30 days. Targeted
follow-up during the initial 14 days after discharge may
facilitate appropriate interventions that avert re-admission of
these at-risk patients.

1Quality Use of Medicines and Pharmacy Research Centre, University of South Australia, Adelaide, SA. 2Royal Adelaide Hospital, Adelaide, SA. 3Centre for Health Services Research,
University of Western Australia, Perth, WA. 4University of South Australia, Adelaide, SA. gillian.caughey@unisa.edu.au j doi: 10.5694/mja16.00671
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Better outcomes for 
patients with diabetes 

have been associated with 
the implementation of a 

systematic approach to care 
and patient education
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Building a comprehensive 
care cycle 
Building a comprehensive care cycle 
promotes the diabetes annual cycle of 
care to health professionals

Staying on Board: 
The Diabetes Cycle 
of Care 
Introduces the cycle of care to 
veterans using the interactive 
cycle of care wheel and 
reinforces the message for 
health professionals

The Tools and Resources developed

Veterans’ 
MATES develops 

the Diabetes 
Management 

Program

The Diabetes Management Story 

Diabetes: self care really matters
Reinforces the key messages of the earlier intervention 
and provides individualised feedback to veterans

Provided by: University of South Australia    Quality Use of Medicines and Pharmacy Research Centre
In association with: Discipline of General Practice, The University of Adelaide    School of Public Health, The University of Adelaide   
NPS MedicineWise    Australian Medicines Handbook    Drug and Therapeutics Information Service VMGL_0918

1301013011221002110120302132212101213 045/000001

*821008347* *821008347*

SAMPLETOWN SA 5555
Sample Medical Centre
Mr S Sample

<Dear Mr Sample>

<Date><Dist_date>

Dear <title> <fname> <surname>

The latest release of the Veterans’ Medicines Advice and Therapeutics Education 
Services program (Veterans’ MATES) is about managing your diabetes together 
with your GP and other members of your healthcare team. 

For most people with diabetes, having diabetes tests and health checks may help 
to identify any health concerns early in the management of diabetes.

The following table shows when you last had a test for HbA1c, HDL cholesterol, and 
protein in the urine, according to Department of Veterans’ Affairs funded services: 

Test Type of test
Last time you  
had this test*

Action to take

HbA1c 
to check your past 

blood glucose 
(sugar) levels

Blood test 20/10/2016
Check with your 
GP if you are due 

for this test

HDL cholesterol
to check your 

blood HDL (good) 
cholesterol level 

Blood test None recorded
Check with your 
GP if you are due 

for this test

Protein in the urine
to check your  
kidney health

Laboratory  
urine test 10/08/2019

Test has been  
undertaken in the  

last year

*We understand that you may have completed these test(s) since these date(s). 

More information about these tests and health checks is in the included brochure, 
Diabetes: self care really matters.

PLEASE TURN OVER

*942*

<title> <fname> <surname>
<addr1>
<addr2>
<addr3>
<town> <state> <postcode>

Individualised 
feedback for 

veterans
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The Diabetes Management 
Program has distributed 
32,000 interactive cycle of 
care wheels to veterans 
and their healthcare 
professionals

The Diabetes Management 
Program has provided 18,600 
GPs with individual patient 
feedback highlighting services 
not claimed within the 
recommended period

The Diabetes 
Management Program 
has so far reached 
43,400 individual 
veterans

Measuring the Impact

18,60043,400

The Diabetes Management Story 
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The uptake of 
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The Diabetes Management 
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the number of completed 
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More than 1,200 additional 
glycosylated haemoglobin 
tests completed

More than 950 additional 
microalbuminuria tests 
completed

Measuring the Impact

8 out of 10 veterans indicated 
that the information in the 
brochure will help them to 
remember the tests and health 
checks needed to manage 
their diabetes

6 out of 10 veterans 
indicated they intended to 
take a more active role in 
their diabetes management

1,200 950

The Diabetes Management Story 

80% 60% Osteoporosis & 
Falls Prevention 
Story 
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Osteoporosis is common but under-
detected and under-treated. 
Osteoporosis related fractures 
significantly impact on quality of 
life and can result in pain, loss of 
function, loss of mobility and loss  
of independence

The cause of falls in older 
people is typically multifactorial. 
Medicines are a frequent 
contributing factor and 
one of the most modifiable 
interventions

Injuries sustained in a fall requiring hospitalisation 
commonly include hip fracture and traumatic brain injury. 
Hip fracture contributes to high morbidity and mortality 
in older people.
•	 One in four will die within a year 
•	 One in two will experience a mobility related problem 

within a year
•	 One in ten will be admitted to an aged care facility 

after discharge from hospital

Looking at the Evidence

Osteoporosis is preventable and treatable. 
Evidence from clinical trials suggests 
that available therapies reduce the risk of 
fractures by as much as 30 - 50%

The Osteoporosis & Falls Prevention Story 

In Australia, falls occur in at least 30% 
of people over the age of 65 years 
living in the community, and 50% of 
residents in aged care facilities

30-50%

Veterans’ MATES research has 
found the risk of hip fracture 
from a fall, more than doubled 
when SSRIs or opioids are 
initiated and remained high with 
continuous use.

The risk of hip fracture was also 
significantly increased when 
antipsychotics or hypnotics  
are used O
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Initiation of commonly used medicines and 
increased risk of hip fracture

Ground breaking Veterans’ MATES 
research has shown 

•	 an SSRI and a benzodiazepine when 
initiated together increased the risk of 
hip fracture almost five-fold

•	 an SSRI and an opioid when initiated 
together increased the risk of hip 
fracture four-fold

•	 the addition of an antipsychotic to 
continuous SSRI use more than 
doubled the risk of hip fracture

•	 the addition of an opioid or a 
benzodiazepine to continuous SSRI 
use increased the risk of hip fracture 
three-fold

Osteoporotic fractures can be prevented through 
identifying risk factors and appropriate management.

Pharmacological interventions have been shown  
to be highly effective in preventing further bone loss, 
and reducing the risk of fractures for patients  
with osteoporosis

Despite ready access to evidence-based detection 
and treatment for preventing and reducing the 
progression of osteoporosis, many people in 
Australia are not receiving adequate treatment. 

When we first started, less than 30% of women and 
10% of men in Australia who have osteoporosis 
reported using specific pharmacological therapy

ORIGINAL RESEARCH ARTICLE

Risk of Hip Fracture in Older People Using Selective Serotonin
Reuptake Inhibitors and Other Psychoactive Medicines
Concurrently: A Matched Case–Control Study in Australia

Michael J. Leach1,2,3 • Nicole L. Pratt1 • Elizabeth E. Roughead1

Published online: 17 May 2017

� The Author(s) 2017. This article is an open access publication

Abstract

Background Few studies have assessed the risk of hip

fracture following concurrent use of psychoactive medici-

nes, and none has investigated combinations with selective

serotonin reuptake inhibitors.

Objectives To assess the risk of hip fracture in older

people as a result of concurrent use of selective serotonin

reuptake inhibitors and other psychoactive medicines.

Methods A matched case–control design was employed.

Cases were Australian Government Department of Veter-

ans’ Affairs beneficiaries aged over 65 years who experi-

enced a hip fracture between 2009 and 2012. Each case

was matched with up to four randomly selected controls of

the same age (±2 years) and sex. Medicine-hip fracture

associations were estimated via conditional logistic

regression. The relative excess risk due to interaction

(RERI) was calculated to determine whether combined

effects differed from the sum of individual effects.

Results There were 8828 cases and 35,310 controls. The

median age of subjects was 88 years and 63% were

women. The risk of hip fracture was elevated for all

medicines assessed individually, most notably selective

serotonin reuptake inhibitors (initiation: odds ratio

[OR] = 2.7, 95% confidence interval [CI] 2.1, 3.6) and

opioids (initiation: OR = 2.3, 95% CI 1.9, 2.9). Combi-

nations associated with an increased odds of hip fracture

included addition of benzodiazepines to selective serotonin

reuptake inhibitor therapy (OR = 3.0, 95% CI 1.9, 4.8;

RERI = 0.9, 95% CI -0.5, 2.3), concurrent use of both

opioids and selective serotonin reuptake inhibitors

(OR = 2.2, 95% CI 1.9, 2.6; RERI = 0.1, 95% CI -0.3,

0.5), addition of opioids to selective serotonin reuptake

inhibitor therapy (OR = 3.2, 95% CI 1.8, 5.5; RERI = -

0.1, 95% CI -2.0, 1.7), and initiation of both benzodi-

azepines and selective serotonin reuptake inhibitors

(OR = 4.7, 95% CI 1.7, 13; RERI = 1.3, 95% CI -3.8,

6.3). The RERI results suggested that the effect of each of

these medicine combinations equalled the sum of the

effects of individual medicine use.

Conclusions In older people, the concurrent use of selec-

tive serotonin reuptake inhibitors and other psychoactive

medicines increased the risk of hip fracture as much as the

sum of the risks owing to individual medicine use. Our

results highlight the need for prescribers to consider the

sedative burden of medicines in each older patient as well

as the potential for an additive risk of hip fracture when

initiating additional psychoactive therapy.
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Looking after your bones 
Keeping your bones healthy 
These interventions encourage veterans to 
talk to their doctors about osteoporosis risk

Unsteady on 
your feet? 
Provides practical tips 
on what veterans can 
do and which health 
professionals can help

The Tools and Resources developed

Veterans’ MATES 
develops the 

Osteoporosis & 
Falls Prevention 

Program

Veterans’ Medicines Advice and Therapeutics Education Services. June 2008. Veterans’ Medicines Advice and Therapeutics Education Services. June 2008. Veterans’ Medicines Advice and Therapeutics Education Services. June 2008.

osteoporosis tipsquestions
What is osteoporosis?

When bones lose calcium, they 
become fragile and brittle. This is 
called osteoporosis. 

Brittle and fragile bones can break 
more easily. Even a minor bump or 
fall can cause a serious fracture. 

Both women and men can be 
affected by osteoporosis. 

Could I have osteoporosis? 
Answer these 9 questions1. If you 
answer ‘yes’ to any of them, talk to 
your doctor about osteoporosis.

A ‘yes’ answer to any question does 
not mean you have osteoporosis. It 
does mean that you are more likely 
to have osteoporosis than those 
who answer ‘no’ to all questions. 

How is osteoporosis 
diagnosed?

Your doctor will review your medical 
history to help determine your risk of 
getting osteoporosis. 

Your doctor may then recommend 
a bone mineral density (BMD) test 
which is a quick and painless scan. 

What if I have osteoporosis? 
The good news is osteoporosis can 
be treated. 

Healthy diet and lifestyle are the first 
steps. Effective medications are also 
available for treating osteoporosis. 

Your doctor will recommend the best 
treatment for you. 

1. Do you think you have shrunk  
 in height?

Yes No

2. Are you thin with a small frame?
Yes No

3. Do you have a family history of  
 osteoporosis?

Yes No

4. Have you had sudden, severe  
 unexplained back pain?

Yes No

5. As an adult, have you broken a 
  bone after a minor bump or fall?

Yes No

6. Have you become hunched over in 
 the top and middle part of your spine?

Yes No

7. Do you stay out of the sun most  
 of the time?

Yes No

8. Does your diet lack calcium?
Yes No

9. Do you sit most of the day and  
 rarely exercise?

Yes No

1Questions adapted from Stop the next fracture: 
Consumer Guide – managing osteoporosis. 
Produced by Osteoporosis Australia

The Osteoporosis & Falls Prevention Story 

Helping you stay active 
Empowers veterans to take action to stay 
active, reinforcing earlier messages 

10 Veterans’ MATES 2017 Report

Medicines with sedative properties 
may also increase the risk of hip 
fracture. Veterans’ MATES research 
has shown that the risk of hip 
fracture doubles in the first week after 
someone starts an antipsychotic, 
and while this risk is not quite as 
high in subsequent weeks, people 
are still 30 to 40% more likely to 
have a hip fracture while they are on 
antipsychotics compared to when 
they are not. Translating this into 
actual patient harms means that for 
every 4 to 12 persons who show 
improvement in the management 
of behavioural and psychological 
symptoms of dementia, one would be 
hospitalised for hip fracture.

Step 2:  
Driving practice change

Veterans’ MATES has delivered a 
range of programs aimed at reducing 
the risk of falls and fractures in our 
older veteran community. Initiatives 
have targeted a range of medicines, 
including hypnotics and antipsychotics, 
which contribute to falls risk and 
fractures. 

Your action...

Preliminary Fall Risk Screening

Risk Score:  15 / 20

RECENT FALLS (with or without hospitalisation)

none in last 12 months  

one or more between 3 and 12 months ago

one or more in last 3 months

one or more in last 3 months whilst inpatient/resident

not taking any medications known to increase risk of falls

taking one medication known to increase risk of falls

taking two medications known to increase risk of falls

taking three or more medications known to increase risk of falls

does not appear to have any of these

appears mildly affected by one or more

appears moderately affected by one or more

appears severely affected by one or more

intact

mildly impaired

mod impaired

severely impaired

Risk Score:  15 / 20

MEDICATIONS (Sedatives, Antidepressants, Antiparkinsonians, Diuretics, Antihypertensives, Hypnotics)

PSYCHOLOGICAL (Anxiety, Depression, ÜCooperation, ÜInsight or ÜJudgement, esp. re mobility)

COGNITIVE STATUS

Automatic High Risk Status:

Recent change in functional status and / or recent change in medications affecting safe mobility (or anticipated)

Dizziness / postural hypotension

Fall Risk Status: HIGH

1

Weeks

IR
R

 (9
5%

 C
I)

0

1

2

3

4

2-8 9-12 > 12

RISK OF HIP FRACTURE WITH ATYPICAL ANTIPSYCHOTICS  
IN ELDERLY

GPs provided with individually tailored 
feedback identifying risk of falls for their 
veteran patients
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2,700 residential aged care facilities have 
been provided with a tailored staff guide 
illustrating the risks associated with 
increasing sedative load

78,800 GP educational 
encounters have been 
provided by the Osteoporosis 
& Falls Prevention Program

192,300 individual 
veterans have been 
reached through the 
Osteoporosis & Falls 
Prevention Program 

Measuring the Impact

78,800192,300

The Osteoporosis & Falls Prevention Story 

Osteoporosis screening is increasing 
amongst older DVA clients 

The rate of hip fracture in younger at risk 
veterans is decreasing
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Measuring the Impact

The Osteoporosis & Falls Prevention Story 

33,600 additional patient 
months of treatment with 
medicines for osteoporosis

5,600 additional DVA 
clients have received tests 
for bone mineral density

268 fractures have 
been avoided

9 out of 10 responding 
GPs found the Helping 
older patients stay 
active intervention useful

9 out of 10 responding 
veterans found the 
osteoporosis prevention 
program useful 

33,600

5,600

90%

90%

268

The Dementia 
Management 
Story 
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Behavioural and psychological 
symptoms of dementia (BPSD) are 
common. They are distressing for 
patients and carers, and are often a 
trigger for moving to residential care

Antipsychotics have limited 
efficacy and can cause serious 
adverse effects in the elderly.

Looking at the Evidence

Antipsychotics are often prescribed for the 
management of behaviours of concern 

The Dementia Management Story 

Patients with dementia are more sensitive 
to cognitive impairment induced by 
medicines with anticholinergic properties. 
A cumulative anticholinergic burden is 
associated with an increased risk of 
confusion, cognitive and physical decline, 
delirium, hospitalisation and death

Verbal disruptions, disinhibited behaviours, 
wandering, pacing, sleep disturbances 
and repetitive behaviours respond poorly 
to treatment with an antipsychotic. 
Antipsychotics are only indicated for 
psychotic symptoms or non-responsive 
severe and persistent agitation 

Non-pharmacological interventions, tailored 
to the patient’s needs, are recommended 
as first line treatments and tend to be most 
effective in minimising BPSD

Ground breaking Veterans’ MATES 
research quantifies the harm associated 
with antipsychotic use in the elderly

•	 1 excess death occurring for every  
11 to 33 persons helped 

•	 1 excess cerebrovascular event for 
every 2 to 5 persons helped 

•	 1 excess hospitalisation for 
pneumonia for every 2 to 5  
patients helped 

•	 1 excess hospitalisation for  
hip fracture for every 4 to 12  
patients helped

IR
R

 (9
5%

 C
I)

0
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3

4

1 week 2-8 weeks 9-12 weeks

1

Risk of hip fracture for patients prescribed antipsychotics  
for dementia 

>12 weeks
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Managing behaviour 
change in dementia
Introduces the 3 steps:  
Think, Try, Check to help 
carers to ease the symptoms 
of dementia 

The Tools and Resources developed

tipstriggers

A person living with dementia may 
experience changes in personality and 
behaviour that can be very distressing 
for the person, their family and carers. 

Confusion, restlessness, frustration 
and anger are behaviours that can 
occur as the person struggles with 
the day to day changes in memory, 
understanding and concentration.

Following the 3-steps below may help 
to ease these symptoms and provide 
comfort to the person living with 
dementia, their family and carers. 

 What can be done?
• Step 1 - Think

Try to identify when the symptoms
occur and what is the trigger.

• Step 2 - Try

Try to change what is causing the
problem.

• Step 3 - Check

See if there has been an
improvement.

Step 1: Think 
What is the trigger?

The trigger may be:

A medical condition such as pain, 
a bladder infection, constipation, 
pneumonia or diabetes

or

An unwanted effect of a medicine 
such as dizziness or drowsiness

or

The surroundings such as poor 
lighting or heating, excessive noise, 
disruption to normal routines or lack 
of things to do.

Step 2: Try 
What can I change?

Even if you are not sure of the cause, 
please arrange a visit to the doctor. 
Identifying and treating a medical 
condition or an unwanted side effect 
of medication is likely to help.
Making changes to the surroundings 
may also help. 
For example:
• Ensure there is good lighting and

the surroundings are comfortable
and calm.

• Spend time preparing for a change
to routine. Avoid last minute rushing.

• Introduce walks, simple exercises or
useful things to do during the day.

• Maintain social networks.
• Eat healthy food and drink water

regularly.

Step 3: Check 
Is there any improvement? 

See if the changes have made a 
difference.
Improvement may take time. 

Antipsychotics in 
dementia
Highlights the limited benefits and 
risks associated with antipschotic 
use to reframe the management  
of dementia behaviours

Antipsychotic use in BPSD: limited 
benefits, high risks 
Provides supportive resources to help GPs manage 
behaviours of concern, including an antipsychotic ceasing 
guideline and non-pharmacological interventions guide. 

Includes the TOP 5 tool to help carers take ACTION and 
share their TOP 5 ACTIONS with health professionals 

• Disruptive vocalisations
• Disinhibited behaviours
• Voiding inappropriately
• Emotional withdrawal
• Incontinence
• Wandering
• Pacing
• Repetitive behaviours
• Insomnia

• Psychotic symptoms
• Persistent aggression
• Persistent agitation

Short-term antipsychotic use might help 
SOME PATIENTS with these behaviours2

These behaviours respond poorly,  
if at all, to an antipsychotic1

‘At a glance’ 
When to Use 

guide for doctors 
and aged care 

facilities 

Reducing the load: 
Medicines best 
avoided in patients 
with dementia
Highlights the importance 
of avoiding medicines with 
anticholinergic effects in 
patients with dementia 

Thinking clearly about 
the anticholinergic 
burden 
Reinforces earlier messages 
and introduces ‘the cumulative 
effect of anticholinergics’ using  
‘At a glance’ tools including  
the ‘anticholinergic burden 
indicator’ provided for each 
patient 

TOP
5

The Dementia Management Story 

Veterans’ 
MATES develops 

the Dementia 
Management 

Program
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The use of antipsychotics 
to treat BPSD in dementia 
is now decreasing 

The Dementia Management 
Program has so far 
provided doctors with 
80,100 targeted messages 
individually tailored for 
each of their DVA clients 
with dementia

Measuring the Impact

80,100

30,900 GP educational encounters 
have been provided by the Dementia 
Management Program
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reducing risperidone
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TGA changes

Intervention:  
reducing symptoms

Intervention:  
reducing risperidone

Intervention:  
reducing symptoms

12,900 fewer patient 
months of treatment with 
risperidone 

351 hospital admissions 
for pneumonia avoided

114 hip fractures 
avoided

98% of responding 
directors of residential 
aged care indicated 
staff would assist family 
members and carers to 
complete the TOP 5 tool 

 

75% of responding doctors 
reported increased 
confidence to cease an 
antipsychotic

12,900

351

114 98%

75%

The Dementia Management Story 

30,900

The Anticholinergic Burden (Sep 2014)

Patient selection criteria: Veteran patients aged 65 years or older who have been dispensed more than one
prescription for a medicine with anticholinergic properties in the three month period 1st March 2014 to 31st May
2014.

Information included: For each veteran identified we have provided an indication of their overall anticholinergic
burden, listed medicines which may contribute to their anticholinergic burden as well as indicating the
anticholinergic rating of each medicine.

Jaycob Devin CORLETTE  NSW  2315

  Baseline (1st March 2014 to 31st May 2014)

PATIENT OVERALL ANTICHOLINERGIC BURDEN

 Low Burden High Burden 

Medicine Brand Strength Anticholinergic
rating

Last
Dispensing

Other
Prescriber

GP Action
Change

Med
Stop
Med

OXYCODONE Endone TAB 5mg low 22/05/2014 Y

FRUSEMIDE TW
Chemists

TAB
40mg low 21/05/2014 Y

FLUOXETINE TW
Chemists

CAP
20mg low 09/05/2014 Y

What is the type of accommodation?: Residential Aged Care
Date of the last Medicines Review (HMR or RMMR) claimed: 22/09/2013

Notes:
High anticholinergic burden. Consider reducing dose or number of anticholinergic medicines.

Generated from Veterans' MATES website (11/07/2017 01:56 PM)
This report contains confidential patient information and is a partial record only
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The People We Have Reached

177,200 members of the veteran 
community have been involved 

in the Veterans’ MATES Program

177,200
30,900 GPs have received 

tailored information about their 
patients

30,900
2,700 aged care facilities have 

received veteran specific 
aged care information 

2,700

Veterans’ MATES, thank 
you for sending this good 

advice to me regarding 
my health. Thank you for 
caring about my welfare.

DVA client

Thank you for the papers 
from Veterans’ MATES.  

I am thankful - as always 
- for all help from DVA. 
Hope you all keep well.

DVA client

I wanted to say a very 
belated thank you for 

your information pack 
about dry mouth for 
dentists. I found the 

leaflets very informative 
and interesting and I 
will be changing my 

practice because of it.

Dentist

Thanks for what you 
do, and please keep 

doing it.

DVA client

I am a pharmacist and 
enjoy the exceptional 

content that you 
guys create. It is an 
indispensable tool.

Pharmacist

AND A TOTAL OF 31,000 ALLIED HEALTH PROFESSIONALS HAVE RECEIVED VETERAN 
SPECIFIC EDUCATIONAL INFORMATION

Pharmacists

9,200
Dentists       

8,600
Physiotherapists     

9,600
Exercise  

Physiologists

2,900
Psychologists   

1,300

In the last 5 years 

I have over many years 
enjoyed receiving the paper 

copies of the topics you 
cover. The professionals and 
patient material are always 

excellent. It does make a 
difference to my practice

General Practitioner

Thank you for the Veterans 
MATES program, which 

I have found consistently 
helpful.

General Practitioner


