
ASHCROFT SURGERY 
Prescribing Rules to aid Efficiency in Prescribing Systems
Any prescription queries or requests made by patients that are not straightforward are taken down by admin staff and tasked through to the doctor using Systm1.  These can be quite cumbersome especially if there are many.  One way of reducing the number is by being efficient in your prescribing and signing of prescriptions.  Here are some general guidelines to follow to help keep the system well oiled.
1. Try and deal with all prescription queries 

If you don’t, then it means the patient comes in, (s)he becomes frustrated with admin because it hasn’t been actioned, and then one of the other doctors has to pick it up and sort it afterwards.  

2. Sign all prescriptions 

Especially where they are clipped together.   This too leads to frustration from patients, admin and the other doctor who ends up having to do it.

3. Reauthorise when doing a Medication Review (& vice versa).  

When reviews are not done, they end up just rolling on and on into the following months.  Help cut the work load.   Some medication reviews require the doctor to see the patient.  However, for those that don’t, if all is okay:

a) Code “medication review done”

b) Set the next medication review date (by pressing R) to preferably 12 months

c) Then reathorise ALL the medication (by pressing T) at the same time (even if some don’t need reathorising).

If you don’t know the difference between reauthorizing or medication review or the review date, speak to Ram.
4. Does the acute need to be a repeat?  

One thing that generates lots of those white prescription query slips is when a doctor keeps prescribing something acutely when it should be on the repeat.  To combat this, I suggest:

a) Whenever you are starting a patient on a medication that is likely to end up as a repeat (eg fluoxetine), put it on as an acute the first time you issue it.  You should then set a review consultation to see them again BEFORE it runs out (tell them to make it  before they leave the surgery).  The next time you consult with them, if all is okay, change it to a repeat.

b) Whenever you see a white slip prescription request for something that you think should be on a repeat (eg fluoxetine again), rather than just doing an acute script, go into the patient record and see if it needs to be on a repeat.  If it does, add it as a repeat so these slips don’t keep coming through month after month.  Be careful though, I got a script request sheet for fluoxetine and when I looked at the record they hadn’t had it for 9 months: so I didn’t do the script and ask the patient to make an appt with the doctor.

5. Don’t Prescribe 

· Sunscreen creams – don’t prescribe these willy nilly (especially for nursing home patients who often request it during the summer!) UNLESS the patient has a genuine photodermatosis.  Photodermatoses = genuine cutaneous photosensitivity resulting from genetic disorders or drugs; vitligo; photosensitivity of radiotherapied areas.  For all others, simply say “you need to cover your skin”.  Drugs known to cause photosensitivity include amiodarone, phenothiazines and demeclocyline.

· Sip Feeds like Ensure etc – again often requested by nursing homes willy nilly.   You should only prescribe them if a dietician says so.  If a patient is losing weight or not eating well and they want “nutrition on prescription”, either call in a dietician or get a nursing home to monitor weights and other indices as per MUST score (most should know about this – search on Google if not).

· IVF Drugs – GPs should not use NHS prescriptions for IVF drugs required by patients who are having IVF treatment privately

· Most drugs with an ‘es’ in front of them – like escitalopram or esomeprazole – unless there is good evidence for their use.  Even if hospital consultants put patients on them, question them as to why they have specifically opted for an ‘es’ drug.

6. Prescribing for Nursing and Care Homes

The problem with nursing/care homes is that the doctor goes on a visit, prescribes something for an acute problem and then that medication gets left on and ultimately ends up becoming a repeat.  This not only leads to polypharmacy but also a waste of resources, possible interactions AND more white prescription request sheets!  

So, whenever you visit a home, state clearly:

a) Whether the drug is short term or long term

b) If short term, say how long and then tell them to stop it

c) If long term, go back to the surgery and consider adding it as a repeat (to avoid more white scripts in the future)

If ALL OF US really paid a lot of attention to this, we might cut the number of white prescription change/acute sheets.  (any further suggestions, email me rameshmehay@googlemail.com
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