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s there a role for supplementary
prescribing in a computerised [CU?

Supplementary prescribing presents specific problems when applied to the critical care setting, not least the difficulty in obtaining consent. In this

article, Rob Shulman discusses practical solutions within the context of a large unit that has recently instituted electronic prescribing

Department of Health’s “Review of

prescribing, supply and administration
of medicines”,' the DoH announced plans
to introduce supplementary prescribing for
pharmacists, nurses and midwives in 2002.
Supplementary prescribing is defined as “a
voluntary prescribing partnership between
an independent prescriber (a doctor or den-
tist) and a supplementary prescriber (a phar-
macist, nurse or midwife) to implement an
agreed patient-specific clinical management
plan with the patient’s agreement”.” It is in-
tended to provide patients with quicker and
more efficient access to medicines and to
make the best use of the skills of trained
pharmacists, nurses and midwives.

Although supplementary prescribing was
envisaged for chronic disease management,
it opens an avenue for pharmacist prescrib-
ing in the intensive care unit (ICU).
Prescribing for ICU patients is complex.
Optimising drug therapy requires account
to be taken of organ dysfunction, fluid sta-
tus, drug compatibility, monitoring, sam-
pling and interpreting plasma levels,
formulary status and local prescribing
guidelines.

Increasingly, there needs to be a full un-
derstanding of the intricacy of electronic
prescribing via the clinical information
management system (CIMS). The pharma-
cist considers these factors to be important
and uniquely applies the attention to detail
that these issues require.

A review paper has examined pharma-
cists’ contributions to critical care in a
number of areas including clinical outcomes
such as improved compliance with guide-
lines and improving economic outcomes.’
Cost savings were achieved by rationalising
drug therapy, avoiding drug errors, follow-
ing best practice with proven clinical bene-
fits and clarifying prescriptions. The paper
concluded that pharmacists have established
themselves as integral members of the ICU
multiprofessional team. This view is borne
out by the NHS Modernisation Agency
critical care programme, which states that
“clinical pharmacists should be an integral
part of the critical care team to ensure safe
and effective drug therapy”.*

Following publication in 1999 of the
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ICU patients, being critically ill, are often sedated and ventilated

Ward round decisions not actioned

The proposed change to permit the ICU
pharmacist to prescribe was designed to ad-
dress the current problem whereby some de-
cisions agreed at the ward round were
actioned incorrectly or not at all and many
departmental guidelines were not followed.
Evidence was collected from the base unit,
over a 21-month period, that these occurred
frequently with effects that could compro-
mise patient care. This particular problem may
be unique to this ICU because the ward
round is conducted virtually with a data pro-
jector in a seminar room and plans actioned
at a later point.

Despite agreeing to many actions to opti-
mise drug therapy, ICU doctors of various
grades and levels of experience often fail to
action decisions agreed at the ward round. The
reason for this appeared to be forgetfulness
mainly, lack of understanding or, on a busy

day, that these actions were not considered to
be a priority. This presents an interesting jux-
taposition: only the doctor can prescribe yet in
many cases the doctor cannot understand, re-
member or does not view these changes as a
priority for action. Generalisations must be
approached with caution but this appears to
reveal a clear difference in the views of phar-
macists and doctors. The pharmacists’ main
focus is drug-related (in the context of the
whole patient) whereas the doctor takes a
more multiperspective approach. If one were
setting up a system from scratch, one would
empower those who “care” most about some-
thing happening, to have the power to make it
happen: in this case, to give pharmacists pre-
scribing rights. Thus one can see why phar-
macists might be keen to take opportunities to
prescribe.

Pharmacist prescribing is a logical exten-
sion to the current role of checking and op-
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Conditions treated Treatment

Plan

To receive doses as

[" Drugs in Haemofiltration ‘ per unit guidelines

™ Drugs in renal failure formulary guidelines

To receive doses as

[~ ARDS steroids per unit guidelines

[” PCP treatment formulary guidelines

[ Gentamicin ‘ unit guidelines

[ Wancomycin ‘ formulary guidelines

[" Steroids in sepsis per unit guidelines

‘ To receive doses as

Guidelines
& Protocols

To receive doses as per

To receive doses as per

To receive doses as per

Clinical Management Plan ICU - Supplementary Prescribing

Patient medicication sensitivities fallergies
As specified on the ICU Clinical Information Managernent Systern (CIMS)

Supplementary prescriber (SP)
Rob Shulman

Aim of treatment
As per guidelines on ICU or in UCLH formulary as appropriate

2|
2

Process of audit

Data collected by SP of any prescribing error or patient harm or critical incident arrising from
SP action. Discuss with ICU clinical director.

Medicines that may be prescribed by SP
Any drug in line with approved guideline.

2|

Specific indications for
referral back to Independent

Preparations Indication Dose Schedule Prescriber (IP).
ﬂ All drugs that fit All conditions As per guidelines When situations do not fit the
above criteria. above. and good clinical norm. Where significant ARDs

practice, occur, If SP makes a prescribing

To receive doses as per
Frequency of review / monitoring

error.

Patient review at daily consultant wardround, Review of scope of SP role each year in April.

Process for reporting ADRs

SP to discuss with consultant / ICU team and report via CSM yellow card scheme.

No data exists
for this chart.

CIMS and patients notes.

Agreed by IP

Geoff Bellingan (ICU
Clinical Director) on behalf
and in agreement with ICU
consultants,

Date March 2004

Agreed by SP
Rob Shulman
Date March 2004

_:.I Shared record to be used by IP and SP

Date agreed with patient / carer

Most ICU patients are unable to give
informed consent. By default this
policy is agreed for all patients.
Approved by Use of Medicines
Committee,

New OK

Figure 1: A new CIMS screen was devised that could record all the necessary information required by the Department of
Health, but with tick boxes that could be specific to the patient with hotlinks to the relevant protocols

timising drug therapy. Health care profession-
als will always test the boundaries of what is
possible and creatively respond to opportuni-
ties.® Although pharmacist prescribing was
not seen as the holy grail of career develop-
ment, it was viewed as a tangible, high profile
enhancement of the current role.

Areas for supplementary prescribing
There are several areas that can be considered
as suitable for supplementary prescribing in
intensive care units. These include:

# Drug dosing haemofiltered patients (as per
formulary guidelines)

m Septic shock steroid regimen (as per unit
agreement)

B Acute respiratory distress syndrome steroid
regimen (as per unit guidelines)

® Gentamicin/vancomycin therapy (as per
unit guidelines/as per template)

B Pneumocystis carinii pneumonia treatment
(as per formulary guidelines)

# Drug dosing in renal failure but not
haemofiltered (as per formulary guide-
lines)

B Prevention of deep vein thrombosis

B Prevention of stress ulceration

B Prescribing of total parenteral nutrition

Preparing clinical management plans

One of the fundamental principles behind
supplementary prescribing is that the pre-
scribing is carried in accordance with a clin-
ical management plan (CMP) agreed by the
independent prescriber, the supplementary
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prescriber and the patient.” While the
Department of Health is quite flexible on the
layout of this, they insist that each CMP in-
cludes certain headings and should be kept in
the patient notes. This would prove ex-
tremely time-consuming in the base ICU
environment, where 1,500 patients per year
are seen.

In addition there is a move away from
paper records in the ICU. The CIMS is
available at each bedside to record all pa-
tient-specific monitoring that would previ-
ously have been recorded on paper charts.
The prescribing is also electronic and there
is a plan to institute the full multidisciplinary
patient notes on to this system. Thus the in-
troduction of a paper CMP could be seen as
a backward step.

A new CIMS screen was devised that
could record all the necessary information re-
quired by the Department of Health, but
with tick boxes that could be specific to the
patient with hotlinks to the relevant protocols
(Figure 1).

This could be criticised for not actually
being entered in patients’ notes. In answer to
this, it could be countered that in the days be-
fore the CIMS, all the daily monitoring charts
were stored in patients’ notes. Now this infor-
mation is not stored in the notes but is re-
tained in the CIMS and can be easily
retrieved and is in line with the
Government’s information technology strat-
egy.’ By the same token the CMP can be ac-
cessed virtually and thus is arguably more
accessible than the patient notes.

Patient agreement

Initially it was not envisaged that supplemen-
tary prescribing could apply to the ICU sce-
nario because it requires patient agreement,’
and ICU patients, being critically ill, are often
sedated and ventilated.

Requiring patient agreement has its ethi-
cal roots in the concept of respect for auton-
omy. Personal autonomy refers to a person’s
capacity to choose freely for himself or her-
self and to be able to direct his or her own
life. This serves as an antidote to medical pa-
ternalism. The necessity for patient agreement
is not the same as consent. Informed consent
requires the individual to remember the in-
formation provided, comprehend the infor-
mation and make a judgement about the
information regarding their best interests.”

It is recognised that many factors may re-
duce the capacity of individuals to make a
competent choice, including sedating drugs
and cognitive incapacity, eg, confusion due to
head injury. The legal and ethical status of pa-
tient agreement is less well defined.

Common law recognises an individual’s
right to have his or her bodily integrity pro-
tected.® Medical interventions require con-
sent, except in the emergency scenario.
Medical interventions were traditionally
viewed as meaning surgical procedures. This
was viewed as “reasonable” by the medical
community and thus justifiable by the Bolam
principle.” Now consent is required for all as-
pects of medical care."” However, under UK
health care law, no surrogate can act as a
proxy for consent on behalf of an incapaci-
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tated patient. So is treatment possible when
the patient cannot consent to treatment?
Intensive care is rarely an elective situation al-
lowing the level of debate and discussion re-
quired. ICU patients are usually incompetent
adults. In this situation the medical team may
act in the “best interests” of the patients and
out of “necessity”. In deciding what may be
in the patient’s best interests the medical team
may take the views of the next of kin on
board. However, these discussions are more
about whether to escalate or withdraw sup-
portive care rather than whether to start a
particular drug.*

Set against this background, can supple-
mentary prescribing proceed in the critical
care environment? This specific question was
posed to the supplementary prescribing rep-
resentative of the Department of Health in a
informal question-and-answer session. The
response offered was that one can use the de-
fence of acting in the patient’s best interests in
the situation of necessity. Data are available
that drug errors are common on the ICU.
The guidelines agreed are based on the best
data available. Implementation of these
guidelines can be expected to provide supe-
rior health care provision to the patient. Thus
it can be argued that supplementary prescrib-
ing is acting in the best interests of the pa-
tient. This deals with the unconscious patient,
but what about the conscious?

In general on our ICU, issues such as
changes in drug therapy are not discussed
with the conscious patient. Consent discus-
sions are undertaken for more elective inva-
sive procedures, such as surgery. This
approach is justified because the patients are
critically ill and under enormous stress, and
routine discussions about trivial matters
would not be warranted and may be harmful
to the patient. Generally their mental condi-
tion is fragile. This may be considered a pa-
ternalistic approach but appears to the staff to
be utterly justifiable and is also adopted by
others.” Hence even in these patients it was
argued that a pharmacist explaining the mer-
its of supplementary prescribing and seeking
agreement would not be suitable or indeed
workable. Clandestine working in isolation
from the next of kin was not desirable but
also as they cannot give consent, so by the
same token it was interpreted that they can-
not give agreement for supplementary pre-
scribing. It was decided not to seek patient
agreement unless the patient was able to
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communicate and was considered psycholog-
ically stable. This was approved by the local
drug and therapeutics committee.

Is the patient the pawn in the interprofes-
sional relationship?'' It could be argued that
this is an example of the battleground being
fought for the sacred turf of prescribing.
Patients, caught in the middle of this, are
being denied their rights enshrined in law for
agreement to supplementary prescribing. Not
only patients, but also patients’ advocates,
looking after their best interests while they
are critically 1ll, are also excluded from legit-
imate discussion, by professionals who think
they know best.

The issue is more complex than at first
sight. It can be problematic identifying who
precisely is the next of kin. Some patients
have several relations using the relatives’
room. What if they say different things? How
can one identify who is officially the next of
kin? The next of kin actually has no legal
right to consent. When the pharmacist is not
on the ward the nurses would have to explain
what supplementary prescribing is all about,
which would be an added burden for them.
The conclusion drawn appeared reasonable
but did raise ethical dilemmas which reflected
a somewhat paternalistic position which sits
uneasily with current best ethical practice.

Discussion

This article has followed the progression of
adding a prescribing arm to the ICU phar-
macist’s role in order to address medication
errors, guideline compliance and implemen-
tation of agreed plans. Despite the fact that
supplementary prescribing was envisaged to
manage chronic disease states, the concept
was adapted creatively to suit the critical care
scenario. Many hurdles were overcome, in-
cluding the necessity for patient agreement in
the unconscious patient and a computerised
CMP. Development of the new role benefited
from refreshingly flexible leadership from the
Department of Health, which was clearly
keen to encourage pharmacists to develop
supplementary prescribing. Direct resistance
to the change from those who might have felt
threatened was minimal, but did occur to
some extent.

While changing roles, it is important not
to lose sight of the fundamental values that
underpin the profession. In nursing, where
roles have been extended dramatically, con-
cern has been raised that it may have lost

sight of “caring” responsibilities as a conse-
quence of acquisition of knowledge, skills and
status.'” Care must be taken by supplementary
prescribers not to “go native” by prescribing
in a sloppy fashion.

It is clear that the scope of supplementary
prescribing described here will not be suit-
able for all units. It was designed to address
particular issues around doctors not imple-
menting agreed drug-related plan at the base
hospitals. This may be a unique problem, pos-
sibly due to having a non-bedside ward
round and electronic prescribing. Other units
may have other problems, which supplemen-
tary prescribing may be used to overcome.
There is no “one size fits all” approach to suc-
cessful supplementary prescribing.
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