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1. Introduction:

1 2.1 Prescription 
2 A medical prescription is an order by a qualified health care professional to a pharmacist (or other therapist e.g. exercise on prescription) for a treatment to be provided to their patient. A prescription is a legal document which not only instructs in the preparation and provision of the medicine or device but indicates the prescriber takes responsibility for the clinical care of the patient and the outcomes that may or may not be achieved. 

2.1.1 Repeat Prescribing is the method of issuing prescriptions to the patient where they have already been prescribed the item previously.

2.1.2 A ‘repeat’ prescription is one which the doctor has authorised the patient to request at designated intervals and for a specified time without consultation.

2.1.3 An ‘acute’ or ‘current’ prescription is one which may be authorised by the doctor only.

2.1.4 A ‘past’ prescription is one which the patient has been previously prescribed but is not ‘current’ or ‘repeat’ and must be authorised by the doctor only.

2.1.5 2.2.11
Detailed directions for use will be included on all prescription. 
Repeat Prescriptions

2.2.10
Repeat medications will be prescribed on 28 days cycle.  Exceptions are the Contraceptive pill, HRT, Analgesics, Topical Treatments, dressings, appliances, reliever inhalers and treatment courses. 

2.2.16 Records of repeat prescriptions will be kept indefinitely in the patient’s medical record.

4.1 Patient Information 
Once a patient is registered with the practice, the patient or carer will receive a practice patient information leaflet that describes the method for ordering repeat prescriptions. 

For most patients, a request for a repeat prescription should be made by the patient themselves or their carer. Details of the prescription request procedure are provided in the practice leaflet, copies of which are displayed in the reception area. Further information reminders may be given by use of posters in the waiting room, electronic message board, information on the practice web site and a recorded message on the answer machine/ telephone. 

Patients will be supplied with a computer generated request slip with a complete list of all current medication authorised for repeat issue. The default period of supply is 28 days for repeat prescriptions. 

Any patients regularly misusing the system will be sent a letter reminding them of the practice policy along with the information leaflet.

2. Procedure:

2.1
Prescription requests

2.1.1
Patients and carers are able to request repeat prescriptions by post, in person, by telephone, online by EMIS Access (for which a patient needs to register) or by fax.  Requests are accepted at any time. When ordering, patients are asked to be specific about which items from the repeat list they require; it is not acceptable for a patient to describe a drug or what it is taken for as this can lead to errors.

2.1.2
Prescriptions are  authorised for transmission to the Spine or are available for collection within 48 hours of ordering if they are being collected from the reception desk. Saturday, Sunday and Bank Holidays are not classed as normal working days. 

2.1.3
In urgent cases, it can be arranged for prescriptions to be ready sooner for collection from the desk but patients should be advised that normally 48 hours should be allowed from order to availability of the prescription. .

2.2
Processing the request
2.2.1
The majority of prescription requests will be processed by Reception Staff, Clinic Staff will process those generated during a consultation. 

2.2.2All diary entries and screen messages must be read and acted on accordingly with regards to issuing repeat medication.

2.2.3
Receptionists can issue all items on repeat. 

2.2.4. Before going into the medication screen ensure the following is noted and discussed with the patient:

· 
overdue diary entries

· 
overuse and under-use of medication.  Acceptable reasons for over-use are limited to holidays up to 2 months supply and ordering up to one week early for patient convenience. Regular over or under users should be referred to the GP.

· For requests for the contraceptive pill, date the patient is next due for a check should be checked.  The prescription should be for 6/7 months unless the check is due before then in which case the quantity should be altered accordingly and the patient should be instructed to make an appointment for their check before their supply runs out.

2.2.5
Requests for any acute items  should be documented in the patient’s medication request screen with the query. They must not be issued until authorised by a doctor. High risk drugs must be requested following procedure outlined in 2.4 (Methotrexate and Warfarin) .

2.2.6
Items requested from past medication and restarted by anybody other than the doctor will always be in the ‘acute’ section of the medication screen

2.2.7
Medication requests will be sent to the doctor via Medicines Management Request facility on EMIS web system. In urgent case the reception will speak to the doctor. 
2.2.8  The doctor will then authorise the prescription or ask for further action as appropriate.

2.2.9  Prescriptions request with query facility on EPS will be used to highlight any issues with the prescription to the prescriber that was identified from the request by the patient. This allows the prescriber to consider the issue when making the decision to authorise.

2.2.10Authorised prescriptions will be transmitted electronically to the Spine upon the authorisation. This can be accessed and downloaded by the patient’s nominated pharmacy, recorded on the EMIS. 

2.2.11If patient chooses not to have his/her prescription issued using EPS, the prescription will be printed using black ink on form FP10 and left on the prescriptions printer, ready for signing. It is the doctor’s responsibility to check prescriptions before signing, and passing them to reception staff for filing.

2.2.12 If the patient does not nominate a pharmacy, the default position will be to print the prescription and file it at the desk, ready for collection.

2.2.13All printed prescriptions will be sorted and file signed prescriptions, ready for collection.

2.2.15
The patient’s name and address will be checked before prescriptions are handed out to the patient or the representative.
2.2.6
When the doctor authorises a prescription, he/she will make a clinical decision as to whether an item is ‘repeat’ ‘acute’ or ‘past’. 

2.2.7
Any potential interactions, drug allergies, screen messages and screen alerts will be noted. 

2.2.8
Review dates and diary entries will checked and reset as appropriate. 
.

.

4.3 Processing Repeat Prescription Requests 
· All repeat prescriptions must be computer generated 

· Repeat prescriptions should only be generated by designated staff who has received training on Repeat Prescribing processes. 

· They should be processed away from interruptions. 

· No other duties should be performed whilst repeat prescriptions are processed. 

· Request slips should be marked with the date processing started. 

· All processed prescriptions will be placed in the appropriate Prescriber’s box for signature. 

· In the event of any queries arising, request slips/ forms should be kept to one side once the prescription has been completed. The minimum period for retention should be a week, after which they are to be shredded. 

· All appliances e.g. stoma bags, should have the full code entered in the computer, and the records to be kept up to date. 

2.3
Repeat Dispensing

2.3.1
A patient may ask to go on the Repeat Dispensing System.  They will be asked to complete form RD1 (Patient agreement to sharing information), after explanation of the system and checks to ensure that all reviews are up to date.

2.3.2
Up to 6 monthly prescriptions will be issued to the patient, using option ‘A’ from the print option in the Medication screen in EMIS. The patient will collect or arrange for collection and take to the designated Pharmacy.

2.3.3
Further batches will be issued on request, providing all review checks are up to date.

2.3.4
The dispensing Pharmacy will send confirmation of Repeat Dispensing Issue which will be filed alongside the signed form RD1.  This will be kept for a period of 2 years.

4.6 Prescription Information 
Number of days supply 

· The practice default should be 28 days and all repeat prescriptions are to be written for 28 DAYS SUPPLY. This can be by specifying the number of units in total or by stating the number of days supply. 

· Exceptions to 28 days supply include oral contraceptives, HRT, “prn” medications and special packs such as Didronel PMO. It may be necessary to issue drugs liable to be abused in smaller quantities. 

· Where 28 days is not equivalent to the number of doses in a special pack i.e. an inhaler containing 200 doses, it is permissible to specify “1 OP” (original pack) 

· Large quantities should always be queried e.g. tubs of creams, dressings, foods. 

· Repeat medication for Nursing and Residential Homes must NOT exceed 28 days 

Inequivalence 

· All repeat prescriptions are to be written for 28 DAYS SUPPLY or multiples of 28 days. 

· Inequivalent quantities should always be avoided as mixtures of quantities on prescriptions causes over-ordering. 

· When adding new medication on repeat, wherever possible the quantity prescribed should be in line with the other medication. 

· Repeat prescriptions with inequivalent quantities should be amended to 28 days default supply. 

Dosage instructions 

· All new drugs added to the computer system must always include clear dosage instructions. 

· This includes liquid feeds, creams, nasal sprays, drops and all other external products 

· “As directed” is not sufficient information for patients to use items appropriately. 

· Exceptions to specific directions may include Gluten free foods, bath emollients and drugs requiring regular dose adjustments, particularly warfarin, and for these the use of standard synonyms is advised. 

· Items already on the system without dosage instructions should be identified and doses added. Over-75s should be targeted as a priority. 

· If there is a query regarding lack of directions, this should be checked by the Prescriber. 

Dose optimisation When increasing a dose, and once the patient has been stabilised on that new dose, give a higher strength if available rather than doubling the dose e.g. Lisinopril 5mg od Lisinopril 10mg od (NOT 5mg 2od). There are some exceptions where it is cheaper to use the lower strengths ~ seek advice from your practice pharmacist. 

Generic prescribing 

If the drug dictionary allows, all items prescribed should be written by generic name with the exception of those drugs specified in 6.6 

Brand prescribing 

· Drugs listed in Appendix B should always be prescribed by brand name. 

· Where a patient has documented intolerance to a generic form of a drug, the brand may be prescribed and should not be switched. This needs to be documented clearly in the patient records to avoid future generic switching. 

Third Party request 

For the purpose of this policy a Third Party is defined as a supplier other than a Dispensing Pharmacy. This is often either an Appliance Contractor or Appliance Manufacturer or a manufacturer of supplementary feeds.

· Requests by third parties such as appliance contractors or specialist food manufacturers are not allowed 

· The patient should order the items they require in the same way as medicines, but it is advisable to allow more than 48 hours as the prescription usually needs to be posted to the contractor. Prescriptions for appliances or enteral feeds should always be on a separate prescription.
2.6
Prescriptions issued by Third Party

2.6.1
Where a prescription has been issued by a third party, for example by a Prescribing Nurse or Health Visitor, a copy of the details will be forwarded to the Practice. This will be added to the patient’s records and noted as prescribed ‘outside’.  

2.6.2
A copy of the prescription will be scanned and attached to the patient’s record.
2.7
Handwritten Prescriptions

2.7.1
Handwritten prescriptions will be recorded by the doctor or his delegate in the patient’s record, in the medication screen.

2.8
Prescriptions issued during a home visit

2.8.1
Doctors will update patients’ computer records as soon as possible following a visit.

4.7. Clinical Procedures/ Management Control 
Compliance check 

Practices are encouraged to make maximum use of facilities available on the electronic systems to help prevent over ordering 

· A compliance check must be made on every repeat prescription. 

· Patients under or over-using medication should see the Prescriber for advice and/or a medication review. If the repeat is well overdue, ‘under using’, compliance may be a problem, and the practice nurse or Prescriber should be informed. Under use needs to be assessed with regard to risk of endangering the patient or others e.g. patient not taking antipsychotic 

Authorisation to repeat 

· Only a Prescriber can authorise repeat status. Exceptions are covered by agreements specific to the practice – see 7.15. 

· Repeat prescribing is to be reserved for stable medication 

· No new drugs are to be put on repeat until efficacy and tolerability has been confirmed. 

· Smaller quantities than 28 days can be issued initially if this facilitates synchronising the new medication to the existing repeat medication. 

· The number of authorisations should be low initially until the patient is stabilised or if poor compliance is suspected. 

· A clear decision for the item to be repeated should be documented in notes. 

· Items not suitable for long term use should only be authorised on repeat for short periods. 

· All items should be linked to an appropriate licensed indication, READ code or if used “off-licence” should be fully documented in consultation as such and the patient should be advised of the situation. 

Items not suitable for repeat 

· Refer to Appendix C for a list of items that are not suitable for issue on a repeat prescription. 

· There should be a full record available of every prescription issued for a Controlled Drug. 

2.9
Medication changes notified by Hospital Letter

2.9.1
Reception staff will update changes to medication on the patient’s computer record.

2.9.2
Additions will be added to acute and drugs discontinued will be removed according to letter instruction.  

2.9.3
Any action will be documented on the hospital letter which will be checked by the doctors who will verify or amend as appropriate. 
Lost printed prescriptions or medication 

· Confirm that adequate steps have been taken to locate the lost printed prescription or medication. Also make a note of the event in the patient records and the practice incident book. 

· Use the MM request with query facility to send  to Prescriber for consideration. 

· If Prescriber authorises the re-issue, mark the new prescription “duplicate”. Do not use the reprint facility unless the practice issues bar coded prescription. If this is the case all duplicates must be reprinted.
· Patients who have lost or had stolen, prescriptions for medication liable to abuse must have notified the police and be in possession of an ‘incident number’ before a further prescription can be issued. This needs to be recorded in the patient’s notes. 

· For Controlled Drugs, Accountable Officer must be informed via www.cdreporting.co.uk
Uncollected/ returned printed prescriptions 
· Any prescriptions not collected after one month from date of issue must be reviewed and the issue deleted from the computer where appropriate. A note should be added on the patients notes 

· Any prescriptions not collected one month after the issue date, should be shredded after their issue has been removed from the computer screen. 

· If it has not possible to cancel the last issue, the serial numbers should be recorded on the patient records, and a comment to the effect that the prescription was not collected. Then the prescription should be shredded.

Prescriptions returned by community pharmacists that have not been dispensed will be handled in the same way. 

Medication review
Patients should have a full medication review at least annually. 

· When re-authorising, any patient not seen within the last 12 months should be recalled for review. 

· Patients over-75 or on four or more drugs⁶ should be targeted for a medication review every 6 months VI. 

· Patients should be fully reviewed every 6-12 months, ideally in a face to face consultation between the Prescriber/clinician and patient, and the next review date recorded. 

· Where this is not possible (or deemed unnecessary) a thorough review of the patient's up-to-date prescription should be undertaken in conjunction with the case-notes. This should be conducted by a clinician. 

· An appropriate code for the relevant level of medication review should be used.
·  A medication review can be carried out using an electronic template/protocol to facilitate recording of what has been undertaken. 

· A Medicines Use Review (MUR) is an assessment of patient concordance. It is not a clinical medication review. Community pharmacists who undertake MURs should communicate recommendations with the relevant GP practice. 

2.13
Redundant Item.
2.13.1
Items not issued for 6 months are flagged to the doctor who will authorise them to stay on repeat or be transferred into past medication.  

Medication started by other agencies.
Letters from secondary care frequently advise on changes to patients’ treatment and it is important that they are processed with due care and attention. 

· All discharge summaries and hospital letters should be seen by the Prescriber first. 

· New drugs should be added to acute as “no issue” by the prescriber until a full clinic letter is received.
· Once a clinic letter is received this will be actioned by the prescriber ad the necessary actions regarding medication taken.

· The patient’s record should be updated to remove any discontinued medicines from the repeat screen by the prescriber and documented in the patient records. 

2.14
Prescription Security & Storage

2.14.1
The Practice Manager or their delegate will order FP10 SS prescriptions on a weekly basis as necessary from Lasca.  Stocks will be kept to a minimum.

2.14.2
Orders are received by reception staff and signed for on the first day of the working week (usually a Monday) in the morning.  Boxes of prescriptions are then locked in a cupboard and the Stock Control Sheet (Appendix 8) updated. Any movement in or out of the storage cupboard will be documented.  Partial boxes will not be split between two locations.  Completed Stock Control Sheets will be kept for 3 years before being disposed of securely.

2.14.3
Unsigned prescriptions will be in a lockable drawer or cupboard and will be secured in the evening and at weekends and holidays.  Signed prescriptions will be stored in the Admin office in the lockable cupboard. 

2.14.4
Doctors will have a pad of prescriptions for handwriting when on home visits. Each doctor will keep a record of the prescription numbers and the prescriptions are locked either in the safe or in a locked drawer when in the surgery.

2.14.5
Patients will not be left unattended in a room where prescriptions are being used

2.14.6
Any suspicion of any missing batches of prescriptions will be notified to the Practice Manager or the doctor immediately.  The local notification process will then be followed, see Managing Medicines on Transfer of Care – ELHE Overarching Policy
3 Appendices
3.1
Appendix 1 - Repeat Prescriptions Reminder
3.2
Appendix 2 - Warfarin conditions of supply
3.3
Appendix 3 - Methotrexate conditions of supply
3.4
Appendix 4 - Clopidogrel Policy
3.5
Appendix 5 – Depo-Provera Injection Protocol
3.6
Appendix 6 – Orlistat Prescribing
3.7
Appendix 7 – Prescription Stock Control Sheet
3.8
Appendix 8 – Flow diagram

3.9
Appendix 9 – Controlled Drugs

3.10
Appendix 10 – Gluten Free Products
4 Training

4.1
The Practice Manager will be responsible for carrying out appropriate checks to ensure that clinicians and receptionists are appropriately qualified.

4.2
This protocol will form the basis of reception staff training.

4.3
The Practice Manager will provide access to this and any referenced protocols and documents, usually via the Practice Computer Network System. 

4.4
The Practice Manager will provide or delegate training of all staff in this protocol.

5 References

5.1

 Managing Medicines on Transfer of Care – ELHE Overarching Policy East Lancashire Medicines Management Board (elmmb.nhs.uk).

Appendix 1
Repeat Prescriptions Reminder

· Prescriptions are ready within 48 hours from request. They may be collected from the front desk or directly form the nominated dispensing pharmacy. 
· Current and past medications can only be issued with a doctor’s authorisation and can only be changed to repeat with a doctor’s authorisation.
· Any overuse should be queried with the patient; an acceptable explanation would be a holiday.  Unacceptable explanations should be documented and the request not issued without a doctors authorisation – it may also be appropriate to add a screen message.
· The quantity set by the doctor should not be altered unless it is for a holiday, but then for no more than 3 months supply.
· Prescriptions not collected from the desk after 3 months should be destroyed and the issue cancelled from the patient’s record.
· If a prescription appears to be lost, checks should be made to ensure it is not still in the system before reissuing.
· The patients name and address should be checked before giving a prescription to a patient or their representative.
· Requests for repeat prescriptions should not be accepted from pharmacies, unless they are doing so on behalf of the patient. 

· Pharmacies collecting prescriptions should request them on an individual patient basis
Appendix 2 - Warfarin Prescriptions

· Patients using warfarin require a regular blood test; this is normally carried out in the Anticoagulant Clinics in Secondary Care or the District Nurse in the case of housebound patients.
· When taking a request for repeat prescription of Warfarin, the receptionist will add a consultation to the patient’s medical record (unless already added when a copy of the yellow book has been taken previously).
· Wherever possible, a copy of the patient’s monitoring book (Yellow Book) which shows the patient’s most recent blood test, will be taken by the Receptionist.  If this is not practicable, the information will be accepted verbally from the patient or their representative.

· The information required includes

· Last appointment date

· INR value on that date

· Next appointment date

· INR target range
· The consultation will be coded as 66Q - Warfarin Monitoring

· The receptionist will request the prescription from the doctor using Medicines Management with query facility prompting the doctor to check the monitoring information.

· If the patient is not on EPS, the prescription will be printed and left for the doctor to check and sign. These should be left separately from other printed prescriptions with anticoagulant booklet photocopy attached.

· The doctor will access the consultation to check it is safe to issue the prescription
· The prescription will be handled as per the Repeat Prescribing Protocol.
· Monthly  search will be done by practice manager  as a failsafe to ensure  patient on warfarin have had INR done 
Appendix 3 - Methotrexate Prescriptions

· Patients prescribed with Methotrexate require a regular blood test. This is carried out by the Healthcare Assistant in practice.

· The Healthcare Assistant is responsible for completing the Methotrexate Monitoring Card and ensuring the code 66P-High Risk Drug Monitoring is entered on patients screen. The frequency of blood tests is manged through the diary dates.

· When prescription for methotrexate is requested by the patient, the receptionist will request the prescription from the doctor using Medicines Management Request with Query Facility, prompting the doctors to check the blood results for the purpose of Methotrexate monitoring.

· If the patient is not on EPS, the prescription will be printed and left for the doctor to check and sign. These should be left separately from other printed prescriptions.
· The doctor will access the blood results to ensure it is safe to issue the prescription

· The prescription will be handled as per the Repeat Prescribing Protocol.
Monthly search will be done by  practice manager as a failsafe to make sure having monitoring 

· Appendix 4

This policy is to be followed in conjunction with ELMMB Guidelines for the Use of clopidogrel: 
1.  Prescribing of clopidogrel (in combination) initiated by secondary care

· Ensure that discharge information contains both a diagnosis and a recommendation of duration of treatment. This information should reflect ELMMB Guidelines for the Use of Clopidogrel.

· Where this information is not available, where possible, it must be obtained from secondary care.

· This information must be recorded on the clinical system. 

· The treatment stop date should be calculated for clopidogrel and must be included in the directions.

· Staff involved in the repeat prescribing process, should be made aware of the limited duration of treatment with clopidogrel, in combination with aspirin and the reasons for this.

· When the treatment stop date approaches, this should be brought to the attention of the prescribing doctor.

· The prescribing doctor should carry out a medication review, prior to discontinuation of the clopidogrel.

Appendix 5
Depo-Provera Injection Protocol 
The Depo-Provera contraceptive injection (150mg/ml) for women is available for long-term use.

The practice nurse can administer the first injection, after the patient has discussed any contraindications, risks and side effects with the GP.

The first injection is administered during the first 5 days of the menstrual cycle; the contraceptive effects are then immediate.

Subsequent injections are given at 12-week intervals.

Patients experiencing any side effects related to the Depo-Provera injection should be referred to the GP.

At the time the injection is administered, the patient will be given an appointment for when the next injection is due and a diary entry will be set on the computer.

The receptionist responsible will send out a reminder letter to the patient 7/10 days prior to the appointment.  Patients will be identified via the practice diary and receptionists should print new lists on a monthly basis.

Late / Missed Appointments

· From day 85 – 91, the injection can be given plus condoms or equivalent to be used during the next 7 days (Nurse appointment)

· From day 92 to 98, give the injection, plus emergency contraception (usually by a hormonal method) plus condoms for 7 days (no pregnancy testing required) (nurse appointment)

· Beyond day 98 postpone the next injection, the patients should abstain or use condoms until 14 days have elapsed since last intercourse.  Perform pregnancy test at end of 14 day period.  If negative, give next injection, plus condoms or equivalent for next 7 days and repeat pregnancy test after 2 weeks (Send PN to nurse initially (GP if no nurse available), advice can be given on telephone and documented via PN, nurse appointment following negative pregnancy test and abstention / condom use for 14 days)

· If the patient is not prepared to abstain or use condoms as above, a POP (i.e. Cerazette) can be prescribed for that period before performing pregnancy test and administering injection if negative, with advice for added precautions for 7 days and repeat pregnancy test after 2 weeks

Appendix 








Ilex View Medical Practice – Prescribing Orlistat
Prescribing orlistat 

· Orlistat should only be prescribed for people between the ages of 18 and 75 years. 

· The patient should be on a nutritionally balanced, mildly hypocaloric diet, where 30% of calories are obtained from fat.

· The recommended dose is 120mg TDS with water immediately before, during or up to one hour after each main meal.

· Prescriptions should only be issued as acute and not exceed more than 28 days supply at a time. 

Starting treatment with orlistat
· The patient should: - 

· be offered support and counselling on diet, physical activity and behavioural strategies (GP appointment).

· have made serious attempts to lose weight previously by diet, exercise or other behavioural modifications (ascertained by GP).

· have a body mass index (BMI) of 28 kg/m2 or more with significant co-morbidities e.g. diabetes, hypertension, hypercholesterolaemia 

or body mass index (BMI) of 30 kg/m2 without significant co-morbidities (recorded by GP).

· The patient must achieve the following weight loss targets in order to continue treatment
· At 3 months - at least 5% of their body weight since the start of treatment (monitored by practice nurse or HCA).  
· Conditions of treatment should be explained to the patient, including attendance at the surgery for monthly weight monitoring (initially by GP and reinforced by nurse or HCA).

· The patient is required to sign to say they will comply with these requirements (section on monitoring card to be done with GP and note in consultation made).

· An ‘orlistat weight reduction monitoring and progress’ card indicating starting body weight together with the 3 and 6 month target weights should be given to the patient (by the GP). 

Continuing treatment with orlistat

· Patient’s weight and BMI must be measured and recorded each month on both practice system and on the patient’s monitoring card (by the nurse or HCA) before a prescription is issued. 
· An acute prescription must only be authorised by the GP, once a weight has been recorded on the practice system and on the patient’s monitoring card.
SUMMARY - Information requiring documentation on Practice system

· Baseline weight and BMI taken 1 month prior to initiation of treatment

· Weight and BMI at start of treatment

· Confirmation that appropriate advice has been given and patient has agreed to the management plan.

Weight and BMI at monthly intervals
Appendix 8 - Stock Control sheet for FP10 Prescription
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Appendix 10 – Controlled Drugs (CDs)
Prescriptions for Controlled Drugs must include the following, written or printed in black ink. They are not suitable for EPS prescribing

Full name, address, NHS number and age of the patient.

1) Medicine name, strength and form.

2) Dose.

3) Total quantity or dose units to be supplied in both words and figures.

4) Usual signature of the doctor, this must be handwritten.

5) Date of issue.

6) Professional address of the doctor.

7) A maximum of 28 days supply, or the smallest quantity necessary to meet a patient’s needs.

· Controlled Drugs should be issued on acute prescriptions each time but where that is not possible, item authorisation should be limited to one issue of a maximum of 28 days in line with the repeat prescribing policy default, to ensure that prescriptions for Controlled Drugs are actively reviewed at each issue by a GP. This also ensures prescribing does not exceed the recommended quantities for controlled drug prescribing. 

· The prescriber should ‘blank off’ any space on the prescription form that has not been written on 

· Initiation of, and dose alteration to the computer prescription record should only be made by a Prescriber/ prescribe with the appropriate drug knowledge base.
Please note that the validity period of NHS and private prescriptions for Schedule 2, 3 & 4 controlled drugs has been restricted to 28 days. This is a mandatory requirement and means that the prescription should not be dispensed if more than 28 days have elapsed since it was signed and dated by the prescriber, or if the prescription has a later start date, not more than 28 days from this date. v 
If a prescription is returned by a pharmacy for replacement for this reason, it must be forwarded to the prescriber and documented fully in the patient records. There must be no deletions from patient records but it must be coded as prescription returned and not dispensed. 

· It is recommended that prescriptions for controlled drugs awaiting collection are entered into a log book, the member of practice staff handing over the prescription and the person collecting are both to sign for the prescription in the log book. This procedure should also be extended to drugs subject to abuse. 

Appendix 11


In certain conditions some foods and toilet preparations have characteristics of drugs and the Advisory Committee on Borderline Substances (ACBS) advises as to the circumstances in which such substances may be regarded as drugs. 

Gluten free foods may only be prescribed on the NHS for Gluten-sensitive enteropathies or Gluten-sensitive enteropathies with coexisting established wheat sensitivity.

Details of which products may be prescribed on the NHS for these conditions are included in List A of Part XV of the Drug Tariff under the section headed GLUTEN-FREE PRODUCTS.

The use of regular gluten free prescribed foods helps to aid compliance and prevent long term complications associated with Coeliac Disease.

Prescribing of Gluten Free Foods

· Ensure that the patients medical record on the clinical system contains a diagnosis of either coeliac disease (Read code of J690), dermatitis herpetiformis (Read code of M140), or a recommendation for the prescribing of gluten free foods from a dietitian or specialist.

· Where this information is not available from the patient’s medical record, where possible, it must be obtained from the initiating prescriber prior to authorisation.

· This information must be recorded on the GP clinical system. 

· Patients receiving prescriptions for gluten free foods should be able to access at least the minimum prescribable amounts of units each month as recognised by Coeliac UK or the tailored recommendations of their dietitian.

· Where possible, prescribing of gluten free foods should not be restricted; however any excessive amounts will result in the patient being referred back to their dietitian or specialist for a review of their requirements as recommended by the Dietetics Departments 

· The Prescriber is responsible for satisfying themselves that the product can be safely prescribed, that the patient is being adequately monitored and that, where necessary, adequate specialist supervision is available.

How much to prescribe

Prescribing guidelines have been produced by Coeliac UK to aid healthcare professionals involved in the prescribing process, based on:

· Consumption data from the National Diet and Nutrition Surveys (1)

· The Balance of Good Health model

· Gluten-free foods available on prescription providing 15% total energy (total CHO
 should provide 50% total energy which includes naturally gluten-free foods such as rice, potatoes and breakfast cereals, intrinsic and milk sugars as well as gluten-free foods available on prescription.)  

The guidelines provide a minimum monthly amount of gluten-free food, calculated in units, based on requirements of different ages and sexes. Gluten-free foods have been given a unit value (see tables below). Additional amounts are added for high activity levels, breastfeeding and 3rd trimester of pregnancy.

	Age and Sex
	Number of Units
	
	Food Item
	Number of Units

	Child 1-3 years
	10
	
	400g bread/rolls/baguettes          
	1

	Child 4-6 years
	11
	
	500g mix                                           
	2

	Child 7-10 years
	13
	
	200g biscuits/crackers                  
	1

	Child 11-14 years
	15
	
	250g pasta                                       
	1

	Child 15-18 years
	18
	
	2 x 110-180g pizza bases             
	1

	Male 19-59 years
	18
	

	Male 60-74 years
	16
	

	Male 75+ years
	14
	

	Female 19-74 years
	14
	

	Female 75+ years
	12
	

	Breastfeeding
	Add 4
	

	3rd Trimester Pregnancy                          
	Add 1
	

	High Activity Levels
	Add 4
	


· Practice staff must be aware of excessive ordering of gluten free foods and are responsible for highlighting overuse to the Doctor.
· Patients on occasions may make changes to their regular items to try new products.
· The prescribing doctor should carry out a medication review, every 12 months, to ensure the patient is receiving adequate amounts for their needs. Alternatively, this may be completed by the dietitian or specialist at the patient’s regular review. 
Initiating a Patient on Gluten Free Foods

· Items are to be initiated in the first instance on acute for a limited period of 2 months to reduce redundant items being left on the patient’s repeat medication list on the GP clinical system. After this period, regular items may be moved to repeat ordering.

Dietitians at the East Lancashire Hospitals Trust and East Lancashire PCT recommend that a patient ‘samples’ a variety of different products following their diagnosis to find the most suitable items for their requirements. It is recommended that during this period the patient is made aware to order the minimum amount of products to minimise wastage.[image: image4][image: image5][image: image6]
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Prescription requested





Yes





Print prescription, check required destination





Is it due?








Check reason /advise patient.





Pass to Doctor with information.





Restart from past medication or add from hospital letter. Current section of medication screen.








Item on current?








Item on repeat?








Make appointment / advise patient /ask for information /query with doctor





Outstanding diary entries / messages?








Authorise?





Check





Pass to Doctor





Sign, pass to reception





File for collection





Give reason for refusal.





Pass to reception for action if necessary.





No





Yes





Yes





Yes





Yes





Yes





No





No





No





No





No
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� Taken from Coeliac UK Website � HYPERLINK "http://www.coeliac.org.uk" ��www.coeliac.org.uk�





� Carbohydrate energy source
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