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Thank you for the opportunity to comment on the proposals for changes to prescribing for Nurse practitioners.  It is a timely document in that prescribing by nurses has been in place for long enough to evaluate both any unnecessary restrictions and also the requirements for appropriate regulation and training.

Suggestions are proposed to the ways in which nurses might prescribe certain drugs as Extended Formulary nurse prescribers.  On behalf of the British Association of Dermatologists, I can comment from the point of view of prescribing for skin conditions.  Most dermatologists will now work in multidisciplinary teams alongside nurses who prescribe, so will appreciate the way the system operates within secondary care at the moment.

1)
Within primary care, many skin conditions are seen both as acute problems and also as chronic disease.  Many of the conditions listed may be seen by nurses and / or doctors and are appropriately treated by them.  We felt that both animal and human bites were not suitable for inclusion in the list of ailments of the skin – such bites should have full assessment of underlying tissue damage and the risk of infection.  Only minor bites should be managed entirely by nurses in primary care and many would require hospital and possibly specialist evaluation and management.  For instance, wounds may require debridement and there may be risks of infection, including atypical infections if the wound has been contaminated with soil or bodily fluid from the animal or human inflicting the bite.

2)
There are several conditions which should be included in the list of skin conditions which could be managed by nurses.

a) Psoriasis.  Although not listed as a condition for which nurse practitioners may prescribe, I understand that this condition has recently been included.  This will be of great benefit to patients with this chronic skin condition.

b) Molluscum contagiosum.  This skin disease has also recently been included in the list for which nurses may prescribe.

c) Dermatitis, asteatotic.  Other forms of eczema are listed as conditions for which nurses may prescribe.  Asteatotic eczema is a common condition experienced especially by the elderly.  Treatment is with regular emollients and mild to moderate strength topical steroids, which nurses are already able to prescribe.  The inclusion of this condition on the list of skin diseases would improve access to treatment for many patients and would not increase risk of treatment side effects.

d) Actinic keratoses.  Nurses currently treat these lesions with cryotherapy.  Once diagnosis is certain and the possibility of skin malignancy is excluded, a course of treatment or intermittent therapy is frequenty undertaken.  Several topical treatments can be of use for the milder forms of widespread actinic (solar) keratoses and it would be of patient benefit for such treatments to be prescribable by nurse practitioners.

e) Rosacea.  We have previously made representation to the MHRA for the inclusion of rosacea (acne rosacea) in the list of medical conditions in the nurse prescribers’ formulary.  The therapies used for the treatment of this condition are all already included in the list of medicines in the formulary.  The addition of this condition in the list would further simplify the management for patients with this skin condition.

3)
Changes to list of drugs able to be prescribed by nurses.


Several conditions are listed for which suitable prescriptions are not listed.

 
a)
Head lice and scabies  -  all suitable therapies are available over the counter


b)
Herpes labialis  -  External acyclovir (available OTC) is listed, but the evidence for its efficacy in treatment of reactivation of herpes simplex is minimal if at all.  Evidence to support the use of oral acyclovir is much more convincing and in both primary or secondary care, only the oral form of the drug is worth prescribing.  Although a firm diagnosis of herpes simplex should be made before prescribing oral acyclovir, its use can be of great benefit to those suffering with frequent troublesome reactivation episodes.

c)
Psoriasis  -  the addition of psoriasis to the list of medical conditions for which nurses may prescribe is a great advantage.  However, the prescription of dithranol and tar preparations is an important and major part of treatment of this chronic condition.  With only vitamin D analogues and topical steroids on the list of prescribable agents for psoriasis, there will be a potential risk of faster rebound and less control of the disease than if tar and dithranol preparations were added to the list.

4) Comments on possible proposed changes

Definition of independent prescriber

We suggest changes to the definition (in italics) to be:

A practitioner (e.g. doctor, nurse, pharmacist) with responsibilities for the assessment of patients with undiagnosed or diagnosed conditions and for decisions about the clinical management required which may include prescribing.

Option A
No change – maintain a Nurse Prescribers’ extended formulary

This has worked well as the system has been established – nurses have gained experience in prescribing within a limited framework.  We can appreciate the inertia in maintaining the system as is and would support a move to adapt on the basis of experience gained.  If the process for keeping the current system up to date was less unwieldy, this option is favoured.  Alterations to the formulary should only need to be made every 2 years.

Option B
Prescribing for any condition from a specific formulary

We would not support this suggestion.  In skin disease, as in any disease, diagnosis is crucial and it can be very easy to take the route of ‘try this first’ before making a diagnosis.  Such an approach can easily lead to extensive inappropriate use of topical steroids or topical antibiotics with consequent ill-effects for the patient and the community.  

Option C
Prescribing for specific medical conditions from a full formulary

This is our preferred option if the process for maintaining Option A cannot be made more workable.  Bearing in mind that diagnosis is the crucial step before initiating treatment, we favour an option to limit the use of prescription of therapy to those conditions for which a definite diagnosis has been made.  Many skin conditions are chronic and would appropriately be treated by a nurse for at least some of their course.  Conditions for inclusion in the list of conditions to be treatable by nurses are listed in 2) above. Diagnosis of many skin conditions is only possible after investigations such as microbiological culture, blood tests or histopathological analysis of skin biopsy. However, once the diagnosis is certain, appropriate therapy could be instigated by any independent prescriber.  It would also be advisable for any such prescribing to be locally controlled according to team expertise.

Option D
Prescribing for any medical condition from a full formulary

We would not support this option for the reasons listed above.  The diagnosis of many skin conditions is crucial before any therapy is instigated.

Option E
Advanced practice nurses with a higher level of competencies

The addition of specialist nurse prescribers would be appropriate with specialist secondary care.  Many nurses working within specialist units already have knowledge of a wide range of therapies and experience with patients who have received such therapies. Such treatments would include systemic immunosuppressive agents such as cyclosporine, azathioprine, biologicals, and other systemic therapy such as dapsone, methotrexate, oral retinoids.  Initiation of these potentially dangerous or expensive therapies should preferably be restricted to doctors, but prescribing for on-going therapy with such drugs could fall into the remit of Advanced Specialist Nurse prescribers.

Controlled drugs

The expansion of  prescribable drugs by supplementary prescribers to include controlled drugs would be advantageous in palliative care.  Other nurse prescribers should not be included in this expansion.

Other comments

The more individuals who are able to prescribe for a patient in both primary, secondary and emergency care, the increased likelihood of confusion about medications with regard to dose and possible interactions.  There is a case for encouraging the development of patient-held records of current drugs and previous adverse reactions.

Resource implications

Any less-experienced prescriber or practitioner can find it more difficult to know when NO treatment is the best option.  Increasing the number of potential prescribers is likely to lead to an increase in prescribing costs.  Many of the therapies on the restricted list for nurse prescribers are not high risk and may generally be used as therapy without great risk to the patient.  An inexperienced prescriber may find it easier to prescribe such a therapy rather than advise to do nothing.  

As well as full and appropriate training for nurses to be able to prescribe a fuller range of therapies or for a larger range of conditions, such nurse prescribers will need to fulfil regular continuing medical education on both new therapies and also refreshing of knowledge on existing therapies.  Study leave time and funding will have to be available for all such nurse prescribers on a regular basis.  Practitioners who will be involved in the delivery of any courses for training or on-going education will also need to be released from other NHS contractual commitments in order to deliver such teaching/training.

