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fIrete ated Specialist Palllatlve Celfe
Serwce

1N e o Xistence since 1893

atlent bnit, Day Care and community
%e gpert team from single base

atchment area involves parts of 4 PC]

Tradltlonal ‘advisory” service outside t
Inpatient unit, ie we advise, GP prescri
(hopefully as advised!)
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RBIENOI TherSpecialistPharmacist™

S tiyAa specialist pharmacist!

EVEdication reviews at consultant ward round
= eekly + regular input

e il

== Responsibility for written symptom control
= guidelines, updated at least biennially
— Education of SpRs In palliative medicine

— Input to Supportive and Palliative Care
Network
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JAKEEP a dog When YOURCAN
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park PEter yourself’>
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> Prielfs acist has establlshed track record of
mr\ Iedge and skills

2 ym.e Nanded consultant accustomed to
CAIINg  the risk of delegation with a light touch

2 Sklng GPs to prescribe on advice wastes staff
-:'-T" “and patient time, adds to overall NHS costs, and
~ denigrates GP’s skills while not improving ours!

s Palliative care light on diagnosis, heavy on
titration
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Prepanratony \Wems

TR, f——— s i —

- rrn through the fole to make sure It
rally ‘adds value”

- _J}J._ getiate acceptance from colleagues,
Sespecially in community team

::-"i Apply: for charitable funding to back fill
: phAarmacist time

e Set up definitive evaluation, to justify use
of funding
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SSPEcificrolesrenvisaged

® re}* OVEr routing tltratlon
e

( 2 _.gabapentln)

_ mptom control in well diagnosed
:Tfsnuatlons eg opioid side effects, nursing
~homes

e Support CNSs and junior SpRs
s Medication reviews/concordance at home
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Dangers, envisaged®
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> Lzl o anatomy phyS|oIogy pIechemistry
rlnr cllnlcal medicine

SING! tralnlng/experlence In physical
_Xamlnatlon
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“*:No ability to diagnose

e Tiendency to (mis)use SP as a junior
doctor!
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OREEING Workess

e BT

SESTsEnvision during training
J.eelng Clinical' Management Plans

) C pport 10 the SP so that she actually
_;:Tfprescrlbes (ke swimming, getting In Is the
“hardest part!)

e Regular review to ensure role boundaries
are maintained
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PDeveloping thesoele

- 13 ars EX|Perence in Palllatlve Care

= -.L\ C I pain management 2004

Supplementary Prescriber July 2005

Natural extension of prescribing advisory role




Potepntial areas«

e BT

e IPEIENTS
14 jru flnded fior 290 admissions per year

D \ 'Care patients
rently 42 patients attend over 4 days a week

Homecare patients

Currently 175 patients looked after by a Consultant, a Specialist
Registrar and 9 Clinical Nurse Specialists over 4 PCTs

® Nursing home patients
In 2 nursing homes
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SUfENtSUPPlementary PreschiloingPACVItIES™

e BT

Furclgel for 12 lo)u]gs per week

- Fcz sultant ward round
SMfpatient Unit Multidisciplinary Team Meeting

_-_.-'

E _._alllatlve Care patients In nursing homes
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= siHemecare Multidisciplinary Team Meetings
=4 Home visits

® Education and training
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pElliEtver Carespatients in nursinghomes™

Zilrsing homes -
SoNStltantvisits weekly
Alierieie week visits with: Consultant by CNS
and Pharmacist

= AWheni Consultant away visit alone or with CNS
= == J\Vailable to visit at other times as required

~ ® Suppert for nursing staff
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pElliEtver Carespatients in nursinghomes™

- S]ng_;.' PECEmbEr 2005 - 34 patients
- JJ; Ical Vianagement Plan for symptom control
—ar d patient comfort

=5 _Prescriptions (Inpatient and FP10) for medication
review, analgesics, laxatives, anti-emetics,
general symptom control, end of life care,
rewrites
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[ative Care Patients in nUrSINoRiBMES -

e BT

SSEPNTale, 83 Vears -
r\rlvrmgﬂ vVascular dementia, Parkinson’s disease, CVAS,
r/oe bDM recurrent UTHs

= Ih Apr|l 2006 referred to PC team seen by Consultant
d_-d-.:-.-._-Ea:nd CNS
JA‘ppears terbe entering terminal phase, sleeping comfortably,
= et distressed, passing urine, still able to swallow

® RXx Aspirin 75mg od, ISMN 60mg od, Atorvastatin 10mg
0d, Sodium Valproate MR 500mg od, Paracetamol 1g
QDS prn, Diazepam 5mg PR prn
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SR ay seen by GP
A8 cfz)) y \f\ |thout fltias
R JeA_c aose 5% 1 litre by SC infusion over 24 hours

May seen by JNG
ZSIeeplng soundly, unresponsive
Spoke Withr daughter to obtain consent to prescribe
- [ssue of hydration and sedation raised by daughter

e Deteriorating condition
Clinical management plan for symptom control and patient comfort
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& Carerpatientsyin nursineromes ™

O ICINTECICINES SIOPPET
FUCNEE 10192% 1. litre SC infusion over 24 hours for 2 days
VI rlsw_ am 2.5mg SC prn 2 hourly (Diazepam 5mg PR prn Rx)

r)f'l_fcl&" amol 19/ PR prn QDS (po Rx)

upply eff Midazelam injection and Paracetamol
= {:‘“:Esupposnorles arranged

- s Asked Consultant to speak to daughter about hydration

e Patient died peacefully on 5" May
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it SUpplementary/ARrESCrHBING™

Aufelji |

e

- Dec 2 05 to Oct 2006 - 23 patlents
ClJm al Vianagement Plans in 65%

P e:* rlptlons I 48%
2 ‘6 5% ofi total prescription orders by the PC team

== 34 prescriptions: 31% for pain, 18% for Gl disorders,

= 1129% for nausea and vomiting

® 58 Interventions, 81% preventing morbidity

Kishan Thakerar, A Retrospective Audit of a Pharmacist Supplementary Prescribing Service in Palliative

Care, King's college London, March 2007




IHomecare patients

I g—— s —

- rJOfer‘ are muIt|d|SC|pI|nary team meetlngs for 4'PCTs
— CU ntly 175 patients

- 1cat|on feview, drug interactions, desing in renal

ENmpaiiment (Gabapentln Zoledronic aC|d) TDM
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=

® Home visits
Poor concordance due to confusion over regime

No supply
Symptom review
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Benefits, terpatients!

e BT

® .;_inuity Of care

. e—

cess tor medicines
\/alue-added service

® Risk management




| essons learnt«
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SIGIWHLILSTESMY Progress

=

o

.-__i/ing role

m —reV|ous Working relationships and integration
—.‘? =W|th|n a team have made it workable

m—

= Supportive Independent Prescriber keen to allow role development

e Documentation

Clinical Management Plans, Information for patients and relatives,
Medical notes, Palliative Care notes, Patient information records




> Chiziniefigie) fo)le

FOr { her pealthcare professionals and patients

< B__gf | Ie I'S

= ‘?ﬂme management

~ = Development of skills

Consultation and clinical

e Patient consent issues
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Loeking fernwares

e BT

SR BIENEXPaNSIoN
NoEcare — home visits
BEVGare and nurse led clinics — medication review
'e'pendent prescribing
s ut moe; Centrelled Drugs!
Apatients — discharge medicines, review of therapy, amendments

—® Consultant pharmacist
Maintaining practice base without management responsibilities




Thedoenefits

e

SaNsliciimeaceutical dimension: tor everytning
yyekele
_g,e eC|f|c services, particularly to the
ilirsing homes, more cost-effective

= Development of a valued team member
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ndependent PrescribingpAces

Viere?

T o—

- Hron: dependlng on the medicall consultant
involvee

_Ssues wecause of large number of CDs In palliative
S Calie prescribing
| ;::'f*Stress level for pharmacist will have to be
= supported and managed
% |ndependent prescriber will need review and
supervision as a clinical specialist
— Implications for consultant time




