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Thank you for the opportunity to comment on the proposals to introduce independent prescribing for Pharmacists.  

Suggestions are proposed to the ways in which pharmacists might prescribe certain drugs as Extended Formulary prescribers or as totally independent 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 have been trained to prescribe, so will appreciate the strengths and weaknesses of expansion of the pool of independent prescribers.

In prescribing for a skin condition, the first and most important step is making a correct diagnosis.  Skin conditions are visible, but it is dangerous to make a diagnosis of a skin condition without full examination of the skin – a situation which requires the patient to undress, and a potential need for a chaperone for the examination.  

In many instances, accurate diagnosis cannot be made without investigation, such as microbiologocal culture or skin biopsy.  For example, a flare of eczema in a patient with atopic eczema is frequently due to secondary infection of the skin with bacteria such as Staphylococcus aureus.  Such patients may often have required antibiotic treatment in the past and may have developed resistance to certain antibiotics – knowing the sensitivities of the infecting organism would be important before embarking on treatment with a new course of antibiotic.

Response to specific questions:-

1. Definition of an independent prescriber

Suggest the definition should be:

“…a prescriber (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.”

This definition is a little looser and does not suggest that any independent prescriber is solely responsible for the diagnosis and management of any patient with any condition, as the original definition does.

2. Benefits to be gained from the introduction of independent prescribing by pharmacists.

Some patients may not need to be seen by a doctor and could receive appropriate advice and treatment from a pharmacist.

The ability of pharmacists to dispense medication for clearly diagnosed conditions may greatly help pressure on appointments to see doctors – for example, when a patient runs out of a medication but needs to continue treatment, the pharmacist may be able to issue a further short-term prescription.

At the time of discharge from hospital, a pharmacist who has been closely involved with a patient and their medication during the time of the admission would be able to prescribe medicines for the patient to take home.  This would require close communication between the medical and the pharmacy teams so that any planned changes in medication at the time of discharge or soon after discharge were clear.

3. Different prescribing frameworks in different work settings.

Pharmacists in secondary care currently dispense medicines from a restricted list of drugs as defined by evidence for treatment and budgeting according to the Trust’s financial agreement.  Prescribing and therefore dispensing in primary care is also restricted by costs and evidence for efficacy, but the restrictions in primary and secondary care prescribing may be different.  The pharmacists would need to be aware of the local guidelines for treatment of a variety of different conditions and for a range of severity of specific conditions.

The possibility of pharmacists prescribing independently outside the teams of general practice or secondary care would make it vitally important for there to be a robust and immediate system of communication between patient, GP, secondary care and the whole network of pharmacists.  Patients often do not remember which drug was responsible for a previous reaction and without access to a patient’s records (as currently held by GP and hospital) there would be a risk of prescribing a drug which could precipitate a dangerous reaction.  Adverse reactions to drugs are already very common – increasing the numbers of prescribers is likely to increase the numbers of adverse reactions and hence the load on the health care system.

4. Feasibility and benefits of making no change

Pharmacists already give detailed advice about prescriptions and often diagnose common skin abnormalities.  

Making the correct diagnosis of a skin condition is more difficult than prescribing the correct treatment.  It is currently recognised that adequate training to competently diagnose and treat all skin conditions is 4 years of full-time work for doctors.  Nurses who have trained as independent prescribers have usually spent several years working in dermatology units and have gained great experience in recognition and treatment of many skin diseases. The training to recognise skin conditions for pharmacists would therefore need to be detailed, guided and practical.  Textbook pictures can help, but seen in the flesh, skin diseases can often look very different from the pictures and can have a wide variety of presentations.  Adequate exposure to ‘the real thing’ in doctors’ surgeries or hospital clinics should form a major part of training to recognise skin disease.

Repeat prescriptions for unsuitable medications would not be likely to be continued e.g. topical steroid for undiagnosed fungal infection, or topical anti-fungal cream for undiagnosed eczema.

Larger numbers of prescribers will almost certainly mean an increase in the number of prescriptions given and hence increase in the cost to the NHS.  

Increased numbers of prescriptions for antibiotics is likely to add to the problem with resistant bacteria.

Making no change to the current system would lessen the risk of increased numbers of adverse drug reactions (as in (3) above).

5. Should pharmacists prescribe for certain conditions from a limited formulary?

The option to prescribe only for diagnosed conditions and from a carefully restricted list of medicines is our favoured option, should pharmacists be enabled to act as independent prescribers.  

Acute skin conditions such as scabies, impetigo, allergic contact dermatitis etc. can be treated acutely from the list of medicines already developed.

Patients with chronic skin disease such as acne, atopic dermatitis and psoriasis are aware of their diagnosis and frequently aware of what treatment works for them.  

Even prescribing within the current list of conditions and drugs, there is the risk of inappropriate treatment being prescribed or prescribed for an inappropriate length of time.  For instance, a potent topical steroid can be an effective treatment in the short term for flares of severe atopic eczema.  However, it is not an appropriate treatment to be continued extensively long term.  If a patient were able to attend several pharmacists during an acute exacerbation of eczema, what would be the system in place to ensure that multiple prescriptions of potent topical steroid were not prescribed and which could be ‘stockpiled’ for inappropriate long-term use?

6. Suitability of the formulary and list of conditions for pharmacist independent prescribing.

The basic list of skin conditions and drugs to treat these as listed for nurses prescribing independently from the extended formulary is more than adequate for independent pharmacist prescribers.

Conditions that should not be included on the list for pharmacist independent prescribing:-

Animal and human bites are 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 or pharmacists 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.

Some of the conditions listed would not be easily treated by community pharmacists:

Scabies is an infectious disease.  There is no point in treating the infected individual without also treating close contacts.  It might be difficult for a pharmacist in the community to trace family members or social contacts and to co-ordinate treatment for several people.

Impetigo is also infectious.  Close contacts may need investigation and treatment. 

Acne is a chronic disease and treatment may need to be continued for months or years.  Treatment (efficacy and side effects) would need to be monitored.

Some conditions could be added to the list of conditions to be treated by community pharmacists:

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 for both nurse and pharmacist independent prescribers would improve access to treatment for many patients and would not increase risk of treatment side effects.

7. Should pharmacists prescribe for any condition from a limited formulary?

No.  Diagnosis of a skin condition is paramount before a prescription can be made.  It is unlikely that pharmacists can be adequately trained, within the shorter term, to recognise the variety of even the commonest skin conditions

8. Suitability of the Nurse Prescribers Extended Formulary for Pharmacist independent prescribing.

See (6) above.

9. Should pharmacists prescribe from the full British National Formulary for a specific set of conditions?  Should other conditions be included in the formulary as used by nurse prescribers?

No.  The full formulary contains too many drugs which should not be prescribed without full evidence for their use or without regular monitoring.

10. Should pharmacists prescribe for any condition from the full national formulary?

No.  Correct diagnosis of a skin disease is essential before any treatment is started.  

As examples, acute ringworm can look like impetigo and without correct investigation, can be incorrectly treated as such; facial seborrhoeic dermatitis can be confused with facial psoriasis and treatment for one could be inappropriate as treatment for the other; intraepithelial squamous cell cancer of the skin can be confused with psoriasis with potential risk of missing a cancer; 

11. Should there be a different approach to prescribing by pharmacists in different clinical settings?

Nurse prescribers have been able to prescribe within a framework of general practice or secondary care.  Pharmacists run businesses independent of general or hospital practice and the financial rewards for prescribing should not be dismissed.

See (3) above.

12. Should pharmacists be able to prescribe any medicine from the BNF provided that a diagnosis has been already made by a GP or consultant and from an agreed formulary where there is not a diagnosis?
No.  

13. Which option is favoured?

Preferably - No change

Possibly – Prescription by Pharmacists from a restricted list of drugs for a limited list of conditions.

14. If options 3 to 7 were adopted, there would be differences in the rules governing independent prescribing by pharmacists and nurses – are there reasons why a different approach should be taken and what are they?

Pharmacists not working within a team i.e. primary care or secondary care, should have a more restricted list of drugs which they are able to prescribe.  Decisions for use of a particular therapy may depend on many factors including local or national guidelines and local formulary decisions.  A pharmacist working outside these teams may not be aware of these local ‘rules’.

15. Should the same advice on the separation of prescribing and dispensing be given to pharmacists as is given to supplementary prescribers?  Is this sufficient to ensure safety?  Are there other practical arrangements that could be made to ensure this?

See (14).

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 pharmacists to be able to prescribe drugs, such pharmacist prescribers will need to fulfil regular continuing medical education on the recommended use of both new therapies and also refreshing of knowledge on existing therapies.  Study leave time and funding will have to be available for all such 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.

