
Extended prescribing by UK nurses and pharmacists

Triumph of common sense

Editor—As a consultant neonatologist in a
neonatal intensive care unit I am delighted
that the Department of Health has at last
seen sense with respect to nurse prescrib-
ing.1 This now means that the neonatal
nurse practitioners who form 40% of our
first line “medical” team on the unit will
have almost the same prescribing powers as
the senior house officers who form the
remaining 60%. If, in the context of a hospi-
tal, the department extended this permis-
sion to “controlled” and unlicensed drugs I
would be even more pleased.

What currently stands in the way of this
progress is article 12 of the Prescription
Only Medicines (Human
Use) Order 1997, which for-
bids any pharmacist from
supplying any prescription
only medicine except in
accordance with the written
directions of a doctor or
dentist in the course of the
business of the hospital.

Currently a dentist or a
consultant pathologist can legally prescribe
drugs for the babies in our neonatal
intensive care unit purely by virtue of their
medical or dental qualification and despite
their total lack of neonatal experience (I
mean no disrespect here, I am merely using
these as examples). At the same time, the
neonatal nurse practitioners, each with
many years of senior neonatal nurse experi-
ence followed by 12 months’ nurse practi-
tioner training and a further six months’
closely supervised practical experience,
cannot legally do the same.

Senior house officers joining our unit
have little idea about prescribing in neonatal
intensive care despite many years of medical
training. The quality of their prescribing is
the responsibility of those in clinical charge
of the unit, who must lay down appropriate
guidance. If this guidance is appropriate
then prescribing will be safe and effective; if
it is not it will not be.
Sam Richmond consultant neonatologist
Sunderland Royal Hospital, Sunderland SR4 7TP
sam.richmond@talk21.com

Competing interests: None declared.
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Computer systems need to incorporate
nurse prescribing

Editor—In terms of the issue of nurse and
pharmacist prescribing Avery and Pringle
are right to raise the issue of patient safety,
which must be at the heart of all we do.1

We have been in the forefront of nurse
prescribing in our general practice and have
found both good practice and some frustra-
tions. Intrinsically we have found our
extended and supplementary nurse pre-
scribing to be safe. Nurses by their training
are driven by the concept of competency,
and we have found it central to the way of
working to assess and prescribe only within
the bounds of clear competency. The

introduction of safe nurse pre-
scribing has undoubtedly been
helped by the presence of a
strong and open clinical team
supporting the nurses
throughout their initial train-
ing and on an ongoing basis.
Our frustration has been the
lack of integration of nurse
prescribing with our clinical

computer system.
This has, as the editorial points out,

removed a potential safety feature open to
doctors when they prescribe. There are ways
around this, but it would have been far better
to encourage computer prescribing by
nurses from the outset. We need a rapid roll-
out of nurse prescribing software on general
practitioners’ and community clinical com-
puting systems before April 2006.
Stephen C Earwicker general practitioner
Broxtowe and Hucknall Primary Care Trust,
Nottingham NG9 2TA
stephen.earwicker@nhs.net

Competing interests: SCE is a medical practi-
tioner.
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Supplementary prescribing by mental
health nurses seems promising

Editor—We recently conducted a qualita-
tive evaluation study assessing the impact of
mental health nurse supplementary nurse
prescribing, addressing some of the issues
raised by Avery and Pringle.1

Eleven service users, most with a diagno-
sis of psychosis, were interviewed about their
experiences of the prescribing scheme, as
were 12 consultant psychiatrist independent
prescribers and 11 trained nurse prescribers.

At the time of the interviews, eight of the
nurse prescribers had prescribed psychiatric
drugs.

The interviews for the nurses and
psychiatrists focused on the quality of the
training, support, and supervision; physical
health care; and the experiences of providing
a prescribing intervention. The service user
interviews focused on their perception of
involvement in treatment decisions, the man-
agement of adverse effects, and the quality of
the relationship with the prescribing nurse.

Some key themes emerged from the
data. Service users reported that nurse
prescribers provided a greater focus on col-
laboration and treatment options. They
thought that the nurse listened to their con-
cerns, acknowledged difficulties associated
with using psychiatric drugs, and provided
information on how to minimise the risks of
use. Most of the psychiatrists reported that
nurse prescribing made their life easier and
improved the knowledge base of the team.
Both they and nurses worked in a way that
was more evidence based, improving prac-
tice as a result.

The opportunity arose for improved
physical health care for service users with
mental health difficulties. Both nurses and
psychiatrists said that this was early days in
the process of the new scheme. All of the
nurses interviewed, except for the nurse
consultant, made comparatively straightfor-
ward decisions and prescribed for only a few
service users.

The study also showed that pharmacists
had not returned any prescriptions, and no
prescribing mistakes had been made. Sev-
eral nurse prescribers and psychiatrists
identified a need to redefine roles, so that
nurse prescribing practice becomes an
advanced role, with the necessary support
structures in place.

Nurse prescribing can lead to improve-
ment in clinical practice, and it has clear
benefits for service users. We therefore
welcome the Department of Health’s
announcement.
Martin Jones nurse consultant
martin.jones@thh.nhs.uk
Dawn Miller research assistant
Ben Lucas clinical director for adult mental health
Hillingdon Primary Care Trust, Middlesex UB8 3NN

Joanna Bennett workforce development lead
Sainsbury Centre for Mental Health, London SE1
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Richard Gray senior lecturer
King’s College London, Institute of Psychiatry,
London SE5 8AE
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Reference is interesting

Editor—It is interesting that Avery and
Pringle are against “virtually the whole of
the BNF” being available to pharmacist pre-
scribers.1 As can be seen in the book’s
preface, the BNF is written and edited by
pharmacists.
Joseph F Standing research pharmacist
Great Ormond Street Hospital, London WC1N 3JH
Joseph.Standing@ulsop.ac.uk

Competing interests: JFS is a paediatric hospital
pharmacist.

1 Avery AJ, Pringle M. Extended prescribing by UK nurses
and pharmacists. BMJ 2005;331:1154-5. (19 November.)

Challenges of private provision
in the NHS

Real story is beginning to emerge

Editor—Timmins’s argument that the NHS
has never been exclusively “public sector” is
misleading.1 It obscures the astonishing
growth and concentration of corporate
power in the health sector. When the NHS
was created, pharmaceutical companies
were in their infancy, whereas today they
rank among the most powerful corporations
in the world.

Throughout the NHS’s history, most
general practitioners have been independ-
ent contractors. However, the BMA’s survey
of general practitioners’ opinion in 2001
showed that most doctors now see them-
selves as part of the NHS and do not want a
greater role for private companies in
primary care.2 Even “entrepreneurial” doc-
tors are hardly in the same league as
multinational private firms.

The involvement of big business is
already damaging the NHS. The private
finance initiative (PFI) and its latest incarna-
tion, local improvement finance trust (LIFT),
hand over control of hospitals and surgeries
to private consortia, which view them not
primarily as health facilities but as opportu-
nities to make money.

As large private companies take on
more and more NHS services, they are
likely to want to find additional revenue by
increasing user charges. Greater private
provision will come to undermine public
funding through taxation. The government
wants primary care trusts to become purely
commissioning bodies, purchasing health
care on behalf of a defined population.
This makes them effectively “social insur-
ers,” and it may not be long before private
insurance companies are invited to com-
pete, perhaps justified by reference to EU
trade rules.

PFI providers will increasingly link up
with the private health care companies now
running independent service treatment
centres, creating giant monopolies,
complex subcontracting chains, and deals
shrouded in “commercial confidentiality.” It
will then be extremely difficult for the pub-
lic sector to intervene, even when public
safety may be at stake. The planning

function of the NHS will be eroded: it will
not only be fragmented but its hands will
also be tied by long term, immensely
complicated contracts. The BMJ has a
responsibility to take a position on what
may be the slow death of the NHS.
Rachel Aldred researcher
Goldsmiths College, University of London, London
SE14 6NW
Rachel.Aldred@gold.ac.uk

Competing interests: None declared.
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Treatment centres and their effect on
surgical training

Editor—Timmins questions whether the
benefits of using independent providers for
health care outweighs the risks.1 He notes
the tendency for treatment centres to take
on simpler cases, leaving the NHS to deal
with complex surgery, but he brushes over
the devastating effect that this is having on
surgical training.1

Cataract surgery is the most common
operation performed by treatment centres.
It takes intensive training to become a good
cataract surgeon. It is usually possible to
predict which cataract operations are going
to be difficult or high risk when the patient is
seen before the procedure.2 In our depart-
ment, these complex cases are listed as “con-
sultant to do.” The remainder are listed as
“any surgeon to do,” and it is these patients
who may be suitable for training.

Since Netcare, a mobile treatment unit,
and the Shepton Mallet treatment centre
started operating in Somerset, we have
noticed a dramatic reduction in training
opportunities for cataract surgery. The
number of “any surgeon to do” patients on
each consultant list has halved from three
patients per operating list in 2003 to 1.5
patients per list in 2005. Trainees are often
unable to operate because of a lack of
suitable cases. This will affect all ophthalmic
training grades, but particularly senior
house officers.

Fielder and Watson, noting that Action
on Cataracts had failed to consider surgical
training, made some excellent suggestions
about how training could be improved.3

Their ideas of high volume service and low
volume training surgical lists, with blocks of

intensive surgical training seem eminently
sensible. The demand for surgery was
apparently overestimated when planning
treatment centres.1 Could the NHS now use
this excess capacity in the form of low
volume surgical training lists? It seems very
“short sighted” that, although the number of
cataract operations performed in the UK is
increasing, the future of cataract surgery
training is under threat.
Catherine Guly senior house officer ophthalmology
Catherine_Guly@yahoo.co.uk
Richard Sidebottom senior house officer
ophthalmology
Kim Hakin consultant ophthalmologist
Keith Bates consultant ophthalmologist
Taunton and Somerset NHS Trust, Musgrove Park,
Taunton TA1 5DA
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Private health sector in India

Is private health care at the cost of public
health care?

Editor—Sengupta and Nundy’s editorial
makes good reading, but I do not see any
connection between the burgeoning private
healthcare sector in India and the abysmal
condition of the government healthcare
system.1

To say that private healthcare is growing
at the cost of public health care is unfair.
While public spending on health care has
been dropping, during the first half of the
1990s, India’s defence budget grew at 1.5%
yearly in real terms. Since 1996-7, the
defence budget has been growing at 10%
yearly in real terms.2 Would it not be appro-
priate to say that defence spending is grow-
ing at the cost of public health care?

Patients from other countries and
patients from eastern India go to south
India for treatment at private institutions
since these are perceived to offer better
treatment than their counterparts in eastern
India. The levying of a tax on hospital bills of
foreign patients, to be credited to a “fund for
the poor,” or diverting a portion of the
revenue earned from medical tourism to the
government to be spent on health care
would not work. Patients from eastern India
should then contribute to the coffers of the
state governments in south India. Also, in all
probability this revenue will end being spent
on defence.

Private health care in India is expensive
for Indian patients: 28-30% of the project
cost of a 100 bed hospital and upwards
relates to recurrent expenditure on medical
equipment. Maintenance costs and import
duties for such equipment are high. The say-
ing in private hospitals is: “Spend in US dol-
lars and earn in Indian rupees.”
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Private health care is there for those who
can afford it. Berating private health care for
not assuming the government’s role in
providing health care to its citizens is not the
solution.
Amitava Bose hospital consultant, facility and
equipment planning
22 H Block, New Alipore, Kolkata 700053, India
bose.amitava@gmail.com

Competing interests: None declared.
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Single level health care is the only
solution

Editor—The editorial by Sengupta and
Nundy on the private health sector in India
raises interesting issues.1 2 People who still
believe in the much discredited “trickle
down” effects of money supply need to know
that the Indian system rarely allows the gov-
ernment to collect legitimate taxes from rich
and privileged people. Therefore and
especially, there cannot be even the smallest
hope of any public good coming of medical
tourism in India, no matter how profitable it
might be to the service providers.

The fact that the state medical machin-
ery so miserably fails in India—and similar
systems do only marginally better in the
United Kingdom or the United States—has
to do with the simple reality that the wealthy
and the influential sections of the public
have no interest in it. In the absence of the
country’s powerful folks’ direct dependence
on a healthy public system there can be only
the dimmest hope for improvement. The
opinions and self interest of the influential
and the wealthy always sway government
policies and priorities. The only solution is a
single level, universal healthcare system with
no one unqualified for it or exempt from it.
If the privileged section of the population is
still dissatisfied with the national arrange-
ment, it can always buy services from
commercial providers outside of the
country—as many such Indians even now do.

Having lived in Canada long enough to
know what it was like before our one-payer
health system came into existence, I know
too well what the other options are like.
Shyamal Bagchee professor
University of Alberta, Edmonton, AB, Canada T6G
2E5
sbagchee@ualberta.ca
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Let’s not confuse the issues

Editor—Sengupta and Nundy argue that
the private health sector in India is burgeon-
ing at the expense of public health care,1 but
the two issues cannot be muddled together.

We cannot wait for potable drinking
water and electricity to reach every village

before we design and build rockets. Develop-
ment in different areas should proceed
simultaneously, and this should be borne in
mind in the healthcare industry. Foreign
exchange earned by medical tourism will cer-
tainly boost India’s economy, which will in
turn raise the standard of healthcare systems.
What is needed is a systematic approach to
make sure that a part of the funds earned is
channelled to primary health care.

Raising the allocation in the budget for
health is definitely called for, but not at the
cost of a new source of national income.
T D Rajan consultant in skin and sexually transmitted
diseases
CMPH Medical College, Mumbai, India
rajan.td@gmail.com

Competing interests: None declared.
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Line between profit and profiteering is
often thin

Editor—The private health sector in India
undeniably suffers from many drawbacks.1

However, if the private sector is a part of the
problem, it is also a part of the solution.

The health needs of a billion people sim-
ply cannot be managed by the public sector
in a country that lacks basic infrastructure.
The public health sector needs a boost in
investment so as to provide quality care to the
patients and to preserve the morale of the
staff. It is appropriate and desirable for the
private sector to shoulder some of the burden
of the population’s health needs.

The authorities need to regulate the
healthcare delivery standards expected of
the private sector. The private health sector
magnates must realise that the line between
profit and profiteering is often thin. Much
can be achieved if both the government and
the private sector respect this boundary.
Abhijit M Bal specialist registrar
Department of Medical Microbiology, Aberdeen
Royal Infirmary, Aberdeen AB25 2ZN
abhijit.bal@nhs.net

Competing interests: None declared.
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Reforming research in the
NHS
Editor—Cole highlights some of the chal-
lenges to the proposals to reform research
support from the Department of Health,1–3

but the need to restore academic medicine
does not reflect an intrinsic failure. Rather, it
has been a victim of financial constraints,
and clinical research has been marginalised
in an increasingly citation and commercial
focused academic environment.

The proposed creation of a virtual
National Institute of Health Research could
provide a powerful national voice for
academic medicine at a time of unprec-
edented change, facilitate research collabo-
ration, and build a national networked
research expertise. Several fundamental
consequences of the decline of clinical
academic medicine, however, seem not to
have been fully appreciated.

The central paradigm behind the suc-
cess of academic medicine has been the two
way interaction between “bench and bed-
side.” The Department of Health proposals
emphasise support for “research involving
patients.” This would be much too narrow a
concept. The goal must be to reinforce clini-
cal research not in isolation but as an
integral limb of the totality of biomedical
research and its application.

A key feature of the decline in academic
medicine has been the flight of young clini-
cians from science.4 The proposal to provide
£100m to support new clinical academic fel-
lowships and lectureships2 over the next 10
years is encouraging. Clinicians appointed
to this programme must be supported in
undertaking creative original research,
supervised by committed senior clinical aca-
demics willing to act as role models and
mentors. They must also be protected from
excessive service demands and offered
appropriate career structures. Recent evi-
dence of recovery of academic medicine in
the United States seems to be linked to pro-
grammes addressing the specific needs of
young clinicians.5

The proposals would create five aca-
demic medical centres selected in open
competition to be re-run every seven years.
However, in a scheme where “the best get
more,” advantage defaults to those initially
successful and changes are less likely in
future rounds. This may improve long term
continuity of the centres selected, but the
broad base of academic medicine would be
squeezed by a handful of elite centres
isolated by competition. The aim must
surely be to raise the baseline more widely,
while encouraging the best.

These Department of Health proposals
are a welcome initiative to restore clinical
research in the UK and have much to com-
mend them. The objectives are ambitious,
but nothing less is appropriate.
D J Sheridan professor of cardiology
Imperial College School of Medicine, Academic
Cardiology Unit, St Mary’s Hospital, London W2
1NY
d.sheridan@ic.ac.uk
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Diabetes and the quality and
outcomes framework

Diabetes needs reintegration of primary
and secondary care

Editor—Kenny analysed the way in which
the care for people with diabetes has devel-
oped in Britain over the past 15 years or so.1

This primary sector concern for the welfare
of people with diabetes is a welcome but
recent turn of events.1 In the late 1980s, the
rising prevalence of diabetes drove two
major developments in hospital based
diabetes care: the introduction of diabetes
specialist nurses, and the creation
of a countrywide network of relatively
open access, hospital based, diabetes
centres.

The hope was that these developments
would evolve into new collaborative care
networks where diabetes centres passed into
the “joint ownership” of primary care, the
specialist teams, and their constituencies of
patients. Any aspirations of a new, patient
based system were ended by the politicians,
who opted for the health economists’ view
that the NHS could be made to work
efficiently only by imposing a contestational
structure on it. Primary care and hospital
services were put on opposite sides of a
transactional divide, and there they remain
(except in Scotland, where the market has
been closed down).

Simultaneously, new financial incentives
were offered to general practitioners to take
over the care of diabetic patients, and the
response was remarkable. Primary care
seemed to be rising to the diabetes
challenge, largely by dint of a great
expansion of practice nurse power, who
were given opportunities to refresh and
update their knowledge through training.
Largely by enhanced nursing effort have
quality standards been raised in primary
care, and I hope that this will be recognised
in the distribution of the financial incentivi-
sation that Kenny considers to have been so
important.

Times change. Primary care trusts now
carry responsibility for commissioning hos-
pital services. The fate and future of the dia-
betes centres will inevitably be influenced by
their policies. I hope that in the future, the
interests of diabetes patients will be the cen-
tral determinants of changes in the organi-
sation of the delivery of diabetes care and
that reintegration rather than disintegration
is the chosen path.

Harry Keen professor
Unit for Metabolic Medicine, King’s College
London, London SE1 9RT
h.keen@ntlworld.com

Competing interests: HK is a past chairman,
British Diabetic Association, and president, NHS
Support Federation.
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Integrated care is best model for diabetes

Editor—The Association of British Clinical
Diabetologists (ABCD) welcomes Kenny’s
editorial on the impact of the quality and
outcomes framework on diabetes manage-
ment and supports his plea for supporting
and strengthening secondary (specialist)
care diabetes services.1

The implementation of the updated
contract for general medical services
(GMS2) has resulted in a welcome increase
in the monitoring of patients, especially
those with type 2 diabetes, who have been
comparatively neglected in the past. How-
ever, the need to improve glycaemic control
to meet the target value of 7.5% for HbA1c

has had some unforeseen consequences. In
most specialist centres, referrals of patients
treated with tablets for consideration of
insulin treatment have increased, and many
general practices do not feel confident with
this. Simultaneously, it is not only extremely
difficult for secondary care to attract
additional resources, but there is actual
“downsizing” of some specialist units by
local primary care trusts, in line with the
government’s desire to transfer most, if not
all, of chronic disease management from
secondary to primary care.

This is one of the main reasons for the
increasing frustration and discontent among
diabetologists, which has led to a decline in
recruitment into the specialty and many
unfilled consultant posts. If as a result
specialist services are lost then it will be diffi-
cult to re-create them. There is general
agreement that integrated care is the best
model for diabetes. However, integrated care
will work only if there is something to
integrate with. Without diabetologists and
their multidisciplinary teams, general practi-
tioners will be left unsupported and access
to specialists for patients with complicated,
diabetes related problems will be reduced.
Most consultant diabetologists also provide
an endocrine service and make a substantial
contribution to acute general medicine.
These functions cannot be devolved into the
community.

ABCD therefore believes that the gov-
ernment and the Department of Health
must rapidly reverse its present policy of
downsizing hospital diabetes services if we
are to avoid a serious deterioration in the
quality of care for people with diabetes in
the primary and secondary care sectors.
Richard Greenwood chairman
richard.greenwood@nnuh.nhs.uk
Ken Shaw treasurer
Peter Winocour secretary
Association of British Clinical Diabetologists, c/o
Norfolk and Norwich University Hospital NHS
Trust, Norwich NR4 7UY
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Soundings author apologises
Editor—To quote a fellow Soundings
columnist from a few years back, “I’m in
trouble this week, and deservedly so.” Two
weeks ago I tackled a sensitive issue in an
insensitive way: writing—on the basis of a
range of observations over the years, but no
very deep scholarship—about issues that
may arise for and around people in
medicine with Asperger’s syndrome.1

A series of rapid responses have made
clear a number of things: that quite a few
people—with and without Asperger’s, within
and beyond medicine—were seriously
offended; that the tone of the piece—at once
flippant and somewhat glacial—was a major
source of the offence caused; and that
anything less than appropriately profes-
sional and compassionate reference to any
disability is unacceptable, in Soundings
columns as elsewhere.2 On reflection, there-
fore, there are no excuses: this was a column
to apologise for, and I am more than happy
to apologise for it.

I learnt other things too: that the
sensitivities around any form of autism are
such that all comment must—quite
reasonably—be carefully and sensitively
phrased; that there are people with Asperg-
er’s in medicine who are doing very nicely,
and I am pleased to have heard from them;
and that some people with Asperger’s call
themselves Aspies (whereas non-autistic
folk are labelled, for better or worse,
neurotypicals).

I find myself now not only apologetic,
but interested, more sympathetic than I was,
and wanting also to know more about the
topic I addressed. Are there studies, and if so
what do they tell us? Is career guidance
available, and is it useful? And is there a sup-
port group, and if not why not? But it would
have been far better to have got there
without causing offence; and, for any offence
I have caused along the way, once more may
I say frankly that I am sorry.
Colin Douglas doctor and novelist
Edinburgh

Competing interests: None declared.

1 Douglas C. Dr A will see you now. BMJ 2005;331:1211. (19
November.)

2 Electronic responses to Douglas. http://
bmj.bmjjournals.com/cgi/eletters/331/7526/1211-a
(accessed 25 Nov 2005).-

We select the letters for these pages from the rapid 
responses posted on bmj.com within five days of
publication of the article to which they refer.
Letters are thus an early selection of rapid responses
on a particular topic. Readers should consult the 
website for the full list of responses and any authors'
replies, which usually arrive after our selection.

Letters

1340 BMJ VOLUME 331 3 DECEMBER 2005 bmj.com


