Section 4: Nurse Prescribing in Diabetes Services Form for Feedback
The questions in this form are designed to help you to focus your response and make it easier for us to analyse submissions.  However, you don’t have to answer every question and you are welcome to add additional comments.

Please note that you do not have to provide personal information if you would prefer not to.

This submission was completed by:

	Name:
	School of Nursing – Faculty of Medical and Health Sciences University of Auckland and School of Health Care Practice AUT University
Smokefree Nurses Aotearoa/New Zealand

	Address:
	Private Bag 92019

	Email:
	g.lim@auckland.ac.nz and mgilmer@aut.ac.nz and grace.wong@aut.ac.nz

	Organisation:
	University of Auckland and AUT University and Smokefree Nurses Aotearoa/New Zealand

	Position:
	AU by senior lecturer; AUT by Nurse Practitioners; Smokefree Nurses by Director


If an email address is supplied, we will notify you when the report of the summary of submissions is published online.

You are making this submission:
	
	as an individual

	
	

	x
	on behalf of a group or organisation

	
	

	
	other (please specify)
	


Please indicate which part of the sector your submission represents:
	
	individual nurse
	
	individual other

	
	

	
	consumer group
	
	registration authority

	
	

	
	primary health organisation
	
	Māori health provider

	
	

	
	Pacific health provider
	
	government agency

	
	

	x
	education provider (AU and AUT)
	
	professional organisation

	
	

	
	private hospital provider
	
	aged care provider

	
	

	x
	non-government organisation (Smokefree Nurses)
	
	District Health Board

	
	

	
	other (please specify)
	


In the interests of a full and transparent consultation process, HWNZ and the Nursing Council intend publishing submissions received on this consultation document on their websites.  However, if you as an individual or as an organisation object to such publication, or to the publication of your name, tick one or both of the following boxes:

	
	I do not give permission for my submission to be published online.

	
	

	
	I do not give permission for my name to be listed in the published summary of submissions.


Official Information Act requirements

Whether or not your submission is published on-line, your submission may be requested under the Official Information Act 1982.  If your submission is requested, HWNZ will release your submission to the person who requested it.  If you are an individual as opposed to an organisation, HWNZ will remove your personal details from the submission if you check the following:

	
	I do not give permission for my personal details to be released to persons under the Official Information Act 1982.


The deadline for feedback is Friday 10 September 2010.  Submissions are required in written form (including email).  Please send your submission to:

Megan Larken
Senior Policy Analyst
HWNZ Business Unit
Ministry of Health

PO Box 5013

WELLINGTON

Email: megan_larken@moh.govt.nz

Phone: (04) 816 2782
A report on the analysis of submissions and outcome of the policy process will be published on the HWNZ website (http://www.healthworkforce.govt.nz) and the Nursing Council website (http://www.nursingcouncil.org.nz) as soon as possible.
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Part A: Consultation Questions from HWNZ
A1.
Do you agree with the proposal that suitably qualified and experienced registered nurses employed in diabetes services should be designated prescribers prescribing under supervision in a collaborative setting?  If not, why not?

	Diabetes nurses working in diabetes services are already taking on extended role in terms of prescribing under standing orders and have current knowledge of the drugs (listed in the document) use in diabetes management.
Yes; we agree that suitable qualified and experienced RNs should be designated prescribers.  Suitably qualified would equate to successful completion of a diploma level qualification relevant to specialty that encompasses core papers such as assessment, diagnostic reasoning, pharmacology and pharmacotherapeutics.  If the Framework is to be utilised as the regulating body then more clarity around formal post-graduate education is needed.

Extending prescriptive authority to this group as designated prescribers under supervision by an authorised prescriber is a way forward to improve service delivery and timely access to health care interventions, and based on the performance of many diabetes nurse specialist, prescriptive authority will help extend that practice. Section 105(1) of the Medicines regulations specifically indicate that designated scope of practice within which prescribing is permitted already includes the clause designated prescribers prescribing “under supervision”.
How will prescribing under supervision be different to “prescribing under standing orders”?

HWNZ is correct in stating that starting with diabetes nurse specialist as one “demonstration site” will pave the way for other range of health professionals to improve service delivery and access to health care. However, access to health care is NOT only about prescribing DRUGS.

Diagnosis precedes the process of prescribing reasoning. The practitioner undergoes processes of diagnostic reasoning then prescribes accordingly. If we use the collaborative prescribing approach, then the team determines the diagnosis and the nurse prescribes treatment accordingly. What do the HMNZ mean by a collaborative approach to prescribing? It is important to clarify who makes the final diagnosis. Is the role of the suitably qualified and experienced registered nurses in diabetes mainly focused on adjusting medications rather than initiating the decision to prescribe that medication? Or the diagnosis?

This means that learning to prescribe rationally, appropriately and cost effectively will require that all prescribers will have the knowledge and skills required to make prescribing decisions. Supervise prescribing will mean the prescriber follows the guidance, direction and supervision of another MORE experienced prescriber. The model will still not allow independent decision making and nurses (suitably qualified and experienced registered nurses) will still be dependent on the doctors and specialist to come-up with the diagnosis and treatment options.
On the other hand, if these nurses are trained and educated as prescribers then they will in the future ‘take responsibility’ and practice ‘autonomously’ in completing episodes of care required for patients. 

So, Yes suitably qualified and experienced registered nurses can prescribe drugs indicated in the submission document ONLY after suitable training, education and accreditation as ‘designated prescribers’ with limited formulary, not supervised. As new prescribers, they will be supervised and guided, just junior doctors. Collaboration in decision making regarding pharmacological and non-pharmacological approaches especially for more complex and challenging patients should be expected. But the aim should be to make these nurses autonomous practitioners in the area of diabetes management. It is important to ensure that they will not be limited to “supervise” prescribing as that is what they are already doing now.
 All new prescribers should have support as new practitioners/prescribers, not only in terms of prescribing but also diagnosis. Doctors are supervised, guided and mentored even up to two to three years in both diagnosis and what treatment to prescribe. This should be the same for all prescribers. Although we agree that qualified RNs should be designated prescribers, we have some concerns with this model.  The Nursing Council is continuing to work on changing the ‘designated’ status of nurse practitioner prescribing to authorised prescribers.  Perhaps it would be prudent to facilitate this process prior to initiating another nurse prescribing pathway into the mix.  One advantage would be that nurse prescribers would then have the benefit and support of prescribing nurse practitioners.  Of concern is that it appears with this model nurses will be then supervised under the medical model.  Does not this mirror more of a physician assistant model?  This model could place nurse prescribers at the mercy of their  medical supervisor to define their practice


A2.
Do you have any comment on the proposed list of medicines and medical devices that suitably qualified and experienced registered nurses employed in diabetes services will be able to prescribe as designated prescribers?

	The list specified on page 9 section 2.3.1 is appropriate and the exclusion of glibenclamide needs to be made clear. Not all nurses will understand exclusion of glibenclamide.
Suitably qualified practitioners will have knowledge of the rationale behind why some drugs are excluded. If trained and educated appropriately, suitably qualified and experienced nurses can make appropriate and rational decisions on treatment and diagnosis, initially with mentorship and supervision but the aim should be independent practice in the future.
Lack of clarity re the proposed model of ‘supervised prescribing’ makes it difficult to include cardio-preventative medicines. This is not on the list (not all anyway) yet critical in the management of Type 2 diabetes. Glitazones are also excluded from the list. If nurses are best positioned to improve service delivery and access to medication especially for some susceptible groups, glitazones may be an important group of drugs for early management of diabetes or pre-diabetes?
Can the list be modified if a NEW list of drugs for diabetes is made available? Will there be flexibility in the regulation to change the list of drugs?
Many individuals with diabetes have problems with wounds thus to provide holistic, accessible care it would seem appropriate to include some devices used in wound care.

Diabetes nurse specialists are in an ideal position to improve access to pharmacotherapies for smoking cessation as they are already engaged with diabetic individuals who smoke. Therefore the inclusion of nicotine replacement therapy is very appropriate.  As smoking is so detrimental to those with diabetes and associated problems, considering inclusion of varenicline seems reasonable for nurse prescribing in view of its relatively safe prescribing profile and efficacy over 52-week with continuous abstinence rates of 21% to 23% (Cleveland Clinic: Current Clinical Medicine, 2010). Diabetes nurse specialists are well placed to monitor diabetic patients as described under the Special Authority criteria for the recent proposal for PHARMAC to fund varenicline (PHARMAC, 2010). Similarly diabetic nurses would be able to participate in the Intensive Medicines Monitoring Programme which varenicline falls under currently (Medsafe, 2009). Alternatively there should be clear provision for the inclusion of varencline in the future and depending on the final outcome of the Intensive Medicines Monitoring Programme.


A3.
Do you believe there should be any restrictions placed on prescribing by suitably qualified and experienced registered nurses employed in diabetes services?
	Newly diagnosed cases or diagnosis and management of patients likely to develop, diabetes or those patients likely to develop cardiovascular risk (both macro and microvascular) are cases more suitable to a nurse practitioner or specialist role.
Highly complex, multiple pathology and clients with more challenging situations such as beginning stages of renal dysfunction are best managed by experienced doctors and consultants.

Restrictions are already placed based on the submission document. As beginning practitioners, the list provides a list of drugs they can initially prescribe as emergent prescribers. This LIST however should not be defined. As nurses gain more experience in prescribing so will their confidence in expanding the repertoire of the drugs they can prescribe. Designated prescribers should be given the autonomy to develop and use knowledge and skills they see appropriate. 

If the decision to prescribe a drug will still be dependent on another “practitioner”, how does the nurse specialist develop skills in ‘risk benefit’ decisions? Will prescribing under supervision be best for interprofessional collaborative practice? Or as some studies in the UK have shown, doctors are still frustrated with nurse prescribers’ practices in diagnosis and prescribing as the decision is still left to the doctors to make. Is this the model we intend to see in these ‘demonstration sites’?

If drug safety is the issue, can we be sure that supervised prescribing will deliver, rational, appropriate and cost effective prescribing?

Will the nurse prescriber be the initial and only contact with the individual with diabetes?  We believe that if an individual with diabetes who is not progressing to goal, who wants to see a provider with more training/education, or is beyond the complexity of the training and experience of the nurse prescriber then the nurse should restrict care and refer onward.


A4.
Do you have any other comments?

Those specialising in the management of type 2 DM / cardiovascular disease need to be familiar with findings from the published RCTs  and keep abreast of the debate around ideal blood glucose levels in those with type 2 DM.  This includes assessing for, and ideally reversing insulin resistance and CV risk factors, along with early intervention (lifestyle and pharmaceutical) and management of those with diagnosed with type 2 DM in reducing CV events, microvascular complications and mortality.

	Regarding experience; it appears that there are broad areas of interpretation within the National Diabetes Nursing Knowledge and Skills Framework.  For example the Framework as it currently sits does not specify the level of competence of the assessor.
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Part B: Consultation Questions
from the Nursing Council
B1
Qualification required for first-time prescribing
Which of the following options do you support for academic preparation prior to first-time prescribing?

	(a)
	
	Postgraduate certificate (which includes all or some of the following subject matter:

	
	
	pathophysiology, clinical assessment and decision-making, pharmacology)

	(b)
	x
	Postgraduate diploma (which includes all or some of the following subject matter:

	
	
	pathophysiology, clinical assessment and decision-making, pharmacology)

	(c)
	
	Successful completion of a Council-approved clinical master’s programme

	
	
	

	(d)
	
	Other option
	


Please provide reasons for your choice or suggest any other option.

	‘Masters prepared’ practitioners stands the gold standard for Nurse practitioner preparation. What council is proposing is another model of ‘practitioner’... experienced nurses with prescriptive authority. Obviously the nurses referred to in the submission document are experienced nurses in diabetes management. Research management of diabetes do change over time based on population studies and new research. 
A suitably qualified experienced nurse must keep abreast with these future changes and be able to use evidence to improve health management ( both non-pharmacological and pharmacological approaches) for those with diabetes and those with pre-diabetes... and be able to provide opportunistic screening for OTHER population groups in the community who are  or have increased susceptibility to developing diabetes.

Although as clinicians, they would have been practicing in this area for years, prescribing is a skill they commonly do not perform. “Telling doctors what to prescribe’ does not mean practicing the processes of clinical reasoning. Deciding which drug to use from a group of drugs available is not a skill nurse’s use in their deliberation. Knowledge of drug interactions, pharmacogenetics and genetic polymorphism exists in prescribing several drugs. Being supervised does not mean the ‘experienced prescriber” is aware of all these issues as well. The aim should be to develop the skills of rational prescribing in both nurses and doctors.
Nurses taking on this role must understand the principles of rationale and appropriate prescribing. They need to make decisions that are appropriate to the patients’ context. Adherence is a huge issue and prescribers must ensure patients understand why they have to take drugs. Monitoring and evaluation of treatment is vital for ongoing care and follow-up and these nurses are best-positioned for this role.

We would therefore like to propose that a postgraduate diploma with Diagnostic reasoning (common conditions in particular scopes, advanced assessment skills- (in own speciality), pharmacotherapeutics (basic pharmacology as the pre-requisite) or another paper ( Principles for Medication Management – Nursing 761 that combines pharmacotherapeutics and pharmacology and clinical assessment) be undertaken to prepare and educate nurse specialist of the prescribing role.


B2
Education and training required for first time prescribing
Which of the following do you support?  You may support more than one option.

	(a)
	X
	Practicum period working with authorised prescriber

	
	
	

	(b)
	X
	Simulated practicum including an OSCE (objective structured clinical examination)

	
	
	

	(c)
	X
	Other option
	Completion of relevant clinical post-graduate diploma


Please provide reasons for your choice or suggest any other option.

	The education and training of designated prescriber must include mentorship with an authorised prescriber. Mentorship provides the knowledge and practical skills required of prescribers. Risk-benefit deliberations when prescribing can be captured through practical approaches and mentorship provides this medium. Mentorship also enhances a nurses understanding of the processes of clinical reasoning that doctors do undergo when making diagnosis and treatment choices. Prescribing has its own ‘culture’ of practice that can ONLY be understood when one becomes a prescriber.
 We are proposing postgraduate – level of education and training to enable suitably qualified registered nurses as ‘designated prescribers’ to be prescribing collaboratively and independently in this area of practice.
Like doctors however, the first two years mentorship need to continue. Providing mentorship will also improve interprofessional collaboration between professionals. Mentorship rather than supervision is the key to better collaborative relationship.


B3
Demonstration of knowledge to safely prescribe
Which of the following do you support?  You may support more than one option.

	(a)
	x
	Minimum of four years experience as a registered nurse in diabetes care

	
	
	

	(b)
	x
	Able to provide evidence of meeting specialist level at the National Diabetes

	
	
	Knowledge and Skills framework or equivalent

	(c)
	x
	Evidence of knowledge of regulatory framework for prescribing

	
	
	

	(d)
	x
	Evidence of knowledge of medications in schedule

	
	
	

	(e)
	X
	Other option
	Formal education as described in B2


Please provide reasons for your choice or suggest any other option.

	As indicated above, we support these options to demonstrate knowledge to safely practice in diabetes management.


Ongoing competence to prescribe

B4
Other education and training
Which of the following do you support?  You may support more than one option.

	(a)
	x
	Minimum of 40 days per year of ongoing practice in a prescribing relationship

	
	
	in diabetes services

	(b)
	x
	Minimum of 20 hours per year of professional development aggregated over a

	
	
	three-year period, that includes specific professional development relating to prescribing in diabetes services

	(c)
	
	Other option
	


Please provide reasons for your choice or suggest any other option.

	Educating and sharing knowledge with primary care providers.


B5
Assessment of competence
Which of the following do you support?  You may support more than one option.

	(a)
	x
	A nurse permitted to prescribe must provide evidence when applying for an

	
	
	annual practising certificate every year that he/she has maintained his/her prescribing competence

	(b)
	
	A nurse permitted to prescribe must provide a competence assessment that

	
	
	includes evidence of ongoing review of the nurse’s prescribing practice by the medical practitioner providing supervision

	(c)
	
	Other option
	


Please provide reasons for your choice or suggest any other option.

	Selection (b) is concerning as we are asking disciplines other than nursing to define nursing competence.  To prescribe implies self-assessment and responsibility by engaging with professional supervision and peer review.  These processes enhance competence assessment.


Any other comments.

	It appears that Nursing Council is trying to align nurses on the same regulatory framework.  With this in mind, it is unclear why it would be beneficial to develop another pathway of prescribing for nurses.  The role of clinical nurse specialist appears to often lie within the DHBs and embedded in the medical model therefore often has various roles, definitions, and qualification requirements.  As this could be a template for other types of clinical nurse specialists, why not recognise clinical nurse specialists and protect the title for those that have completed the education, skills, and experience consistent with a nurse that has completed an endorsed CNS pathway.   


Thank you for your contribution.
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