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Reflections on pharmaceutical care
and pharmacist interventions

 How much have we achieved?
e Can we achieve more?
e How can we do It?

Does the extension of prescribing rights to pharmacists
represent the ultimate in pharmaceutical care provision?



Outline of presentation

Background to extension of
prescribing rights
Research in the area
On-going developments

Some crystal-ball gazing



The Review of Prescribing, Supply
and Administration of Medicines

« Crown Report 1998/1999

— Care should still be co-ordinated by a
single GP or specialist

— Medicines should be prescribed and
dispensed on an individual basis

— Other professions should be able to
prescribe in specified circumstances
within the context of guidelines

 Extension of prescribing rights
to nurses and pharmacists



Motivation for policy

Improve patient care without
compromising safety

Easier for patients to get the medicines
they need

Increase patient choice in accessing
medicines

Make better use of skills of health
professionals

Contribute to introduction of more
flexible team working across the
National Health Service (UK)



GPs’ and pharmacists’ views
on community pharmacists as
prescribers

e Qualitative study involving GPs
and community pharmacists in
uniprofessional focus groups

— 22 GPs in 5 focus groups

— 31 community pharmacists in 6
focus groups

— Discussed the role of the
community pharmacist in primary
care and future role as prescribers
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The pharmacist role In
prescribing

“..the pharmacist can give too strong
an opinion as to what we should
prescribe. |think they should leave
the prescribing up to us.” (GP7)

“We have not got pharmacy
prescribing yet....but that would be
seen by some as an invasion of their
territory....” (PH27)



Supplementary prescribing

e Partnership between the independent
orescriber and the supplementary
orescriber

— Draw up and agree an individual Clinical
Management Plan (CMP) for the patient’s
condition before supplementary prescribing
begins

e CMP enables the supplementary prescriber
to manage the treatment of individual

patients within identified parameters




Eligibility to be a
supplementary prescriber

Registered with the Royal Pharmaceutical
Socilety of GB for two years
— Pharm Society of N. Ireland

Evidence of support from a sponsoring
organization

Confirmation of appropriate supervised
practice in a defined clinical area

Support of a named medical practitioner to
as act as supervising mentor



Training required

Must undertake a 25-day training
course and complete 12 days in-
practice training under the supervision
of a designated medical practitioner
(mentor)

Curriculum includes consultation and
decision-making, prescribing in a team
context, physical examination skills

— Aspects of the curriculum have now been
Introduced Iinto undergraduate courses



What can be prescribed?

 No legal restrictions on what can be
prescribed by pharmacists
— No restrictions on clinical conditions that can
be treated supplementary prescribers
o All supplementary prescribers may
prescribe for full range of medical
conditions

— Most pharmacists are restricting themselves to
one/two clinical areas



Clinical Management Plan
(CMP)

« Cornerstone of supplementary
prescribing

 Provides detalls on:
— Who can be prescribed for
— Who are the IP and SP

— Condition being managed and
medications to be used

— Protocol/guidelines to be followed
— Frequency for review/monitoring
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Clinical Management Common
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The Supplementary Prescribing Process




Horthgate Practice — Climlcal Managemsent Plan
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Hype rtension — Chnical Managenent Plan

Mame of Patient:

Patient medication sensitivite s'allergies:

Patient identification e.g. [I} number, date of birth:

Independent Prescribers): Dir

Supplementary Prescriber{s) Chriz Williams

risk factors

Condition]s) to be treated: Hypertenzion and seseciaked

Aim of treatment: Control BE o rargst levels, reduce
rizk factors for MI and stroke.

Medicines that may be prescribed hy 5P

Preparation
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Statins
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I
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therapy.

Acspirin hyparsaraitivity.

Malignant hyperenzion e = 1507 110mmHg
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Frequency of review and monitoring by:

Supplementary prescriber
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Supplementary prescriber and independent prescriber
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Process for reporting ADRs:
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Evaluation of prescribing
pharmacists’ experiences

e Study of pharmacists and physicians
before and after supplementary
prescribing training
— Northern Ireland setting

« Have analysed all ‘before’ data;
currently collecting ‘after’ data

 Currently collecting patient data
— Qutcomes’ information is limited
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Methodology

o All pharmacists (n = 63) from the first
four cohorts were invited to participate
INn a series of focus groups

« Mentors (n = 54) asked to participate in
face-to-face semi-structured interviews

— Between September 2003 and April 2005
e All discussions/interviews were

audiotaped and transcribed, and
analysed using constant comparison



Participants in the ‘before’
phase

 Nine pharmacist focus groups

—32 hospital, 13 community and
2 primary care pharmacists

e 35 semi-structured interviews
with doctors

—21 hospital doctors, 14 GPs
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Internal drivers
Benefits and costs
Relationships

Beyond the current professional
comfort zone



Internal drivers

 Natural progression, professional
development, fear of getting left
behind

—“For me it was the next step, em, | had
been working quite closely with GP
practice, em with medication reviews,
medicines management and it was the
next step, progression from that”.
(Community pharmacist 14)



Benefits and costs

 Promotion of multidisciplinary working,
Improved status

— “It was good to have, you know, have her around
as a pharmacist and as you know nowadays, the
whole process is [a] multidisciplinary approach to
treating patients”. (Consultant 19)

« Who will check pharmacists, deskilling of
junior doctors, professional encroachment

— “Who checks us? That’s what | think is a
disadvantage”. (Hospital pharmacist 14)



Relationships

« The need to have a good working
relationship
— “It all depends on the bond of trust and close
working relationship between the prescriber and
the supplementary prescriber” (Consultant 20)
 Less well-established relationships between
GPs and community pharmacists, but SP
may improve this
— “l have spoken to XXXX on the phone on two

occasions and | have met him once here in the
surgery. Prior to that | didn’t know him”. (GP 1)



Beyond the professional
comfort zone

« How far can prescribing go for
pharmacists?

—“the way It stands, it is very restrictive.”
(gl3%49)

—“lthink as long as it is clearly stated that
the pharmacist is prescribing on behalf
of the clinician who iIs overall in charge of
the supervision of that prescribing..... We
will remain in charge.” (C5)



Can independent
prescribing be areality?

« Some pharmacists saw It as a natural
extension to SP

—“There’s not a lot of point in going down
the road of supplementary prescribing Iif
you can’t eventually see that you will be
able to prescribe independently.” (HP4)

e Doctors......?

—“Independent prescribing will still have to
be protocol-driven (C10)

Major concerns over diagnosis and pharmacists



Independent prescribing Is
a reality!
‘DR Department Consultation followed

- of Health by Change |n
regulations on May

Improving Patients’ Access to Medicines: 1St 2006

A Guide to Implementing Nurse and Pharmacist

Independent Prescribing within the NHS in

England

Department of Health
Gateway reference: 6429




Independent prescribers

* A practitioner responsible and
accountable for the assessment of
patients with diagnosed or undiagnosed
conditions and for decisions about the

clinical management required, including
prescribing



Training
e Conversion courses

— Allow supplementary prescribers to become
Independent prescribers

— More in-practice training
« Emphasis on independent working
« Autonomous decision-making

 Awareness of personal limitations and scope of
professional competence

 Must be signed off as competent in clinical
assessment by mentor
— Stand-alone independent prescribing courses
e Currently being accredited
e Belfast course accredited in January 2007



Independent prescribing
within a team context

 Requires an initial patient assessment,
Interpretation of that assessment, a
decision on safe and appropriate
therapy and a process of on-going
monitoring

— Normally carried out within a
multidisciplinary healthcare team, either
In hospital or in a community setting and
within the context of a single accessible

healthcare record



Differences between Supplementary
Prescribing and Independent Prescribing

* Independent Prescribing
— No CMP

— Can prescribe any drug apart from
Controlled Drugs and those which are
unlicensed

e Likely to change with revised legislation
— Recommended that the Independent

Prescriber keeps his/her own
documentation



Diagnosing doctors and
prescribing pharmacists?

 Prescribing is the natural point of
contact between pharmacy and
medicine

— Primary point of conflict

 Can our professional skills be
exploited to iImprove prescribing?
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“Prescribing is becoming increasingly difficult....Modern
drugs are pharmacologically complex, the population is
ageing and the use of polypharmacy is increasing”



Challenges in prescribing
In older populations

 Reduce inappropriate polypharmacy

* Promote appropriate polypharmacy
— Evidence of under-treatment



€ Therapy in the Elderly?

. they are at imcreasing risk af accumulating layer upon layer

Jermy Avamn, MD

Gurwitz. Arch Intern
Med 2004 164:
1957-1959
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What we need to think about,
according to Jerry Gurwitz

 The lack of high quality evidence for
prescribing in older people
— Relevance to older people with multiple co-
morbidities
 Need for systems that improve drug
safety and enhance adherence in older
people on complex medication regimens
— Multidisciplinary teams involving
pharmacists
 Financial barriers to access to
medications



“As older people move through time,
often from physician to physician,
they are at increasing risk of
accumulating layer upon layer of drug
therapy, as a reef accumulates

layer upon layer of coral.”

Jerry Avorn MD
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