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	Term
	Meaning

	AACP
	Australian Association of Consultant Pharmacy

	APC
	Australian Pharmacy Council

	ASCVD
	Atherosclerotic cardiovascular disease 

	CPD
	Continuing Professional Development

	GPhC
	General Pharmaceutical Council 

	GP
	General Physician

	NRAS
	National Registration and Accreditation Scheme

	NZ
	New Zealand

	PCNZ
	Pharmacy Council of New Zealand

	PHN
	Primary Health Networks

	PharmBA
	Pharmacy Board of Australia

	QUM
	Quality Use of Medicine

	UK
	United Kingdom

	USA
	United States of America
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[bookmark: _Toc5805589]Discussion Paper: Pharmacist Prescribing
[bookmark: _Toc5805590]About the Australian Pharmacy Council
The Australian Pharmacy Council (APC) is the independent accrediting authority for pharmacy education and training in Australia. This function falls within the National Registration and Accreditation Scheme (NRAS) and is undertaken by APC on behalf of the Pharmacy Board of Australia (PharmBA).  
APC accreditation helps to protect the health and safety of the Australian community by establishing and maintaining high-quality standards for pharmacy education, training and assessment.
APC is the authority that ensures:
· our future pharmacists trained in Australia are work-ready
· the university sector and other education providers are delivering evidence-based pharmacy programs to educate future pharmacists 
· that qualified pharmacists from overseas who want to work in Australia meet our standards for professional pharmacy practice
· the Australian community can have confidence in the nation’s pharmacy sector.
[bookmark: _Toc5805591]Publication of Submission
[bookmark: _Toc379974663]The Board may publish this submission in its entirety.
[bookmark: _Toc5805592]Stakeholder Details
	[bookmark: _Toc379974664]Organisation details

	Organisation name: Australian Pharmacy Council
Contact name: Chief Executive Officer
E-mail address: content redacted
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	How would these models of prescribing by pharmacists fulfil a public need? 
	Structured prescribing arrangements fulfil a public need by enabling pharmacists to respond to public health problems. Under this model, pharmacists address patient care needs where a new diagnosis is not required or where a diagnosis is already available and documented. Under patient specific structured arrangements, community pharmacists can have significant impact in initiating, modifying or discontinuing treatment. A community pharmacist prescriber is particularly well placed to respond to public health emergencies where population based structured agreements are available for managing disease outbreaks such as flu, whooping cough[footnoteRef:1].  [1:  Burns AL. Emerging Developments in Pharmacist’s Scope of Practice to Address Unmet Health Care Needs. Ann Pharmacother. 2016 Sept;50(9):785-7] 

	Prescribing under supervision fulfils a public need by enabling pharmacists to improve the quality of care of specific target groups of patients in primary or hospital care settings. This contributes to improved continuity of care, reduced hospitalisations and emergency visits and decreased GP workload. Prescribing under supervision is logistically easier to implement in a medical practice or hospital setting than within a community pharmacy because of easier access to the supervising GP and the patient medical records. In addition, incorporating a pharmacist prescriber into a multidisciplinary health care team provides the opportunity for multiple perspectives on optimising patient care to be considered.
	Autonomous prescribing fulfils a public need where there is limited access to medical practitioners and other prescribers such as in rural and remote areas.  Across PHN areas, people living in the Northern Territory saw a GP 4.4 times per person, compared with 7.7 times per person in South Western Sydney[footnoteRef:2]. This model may also provide an affordable option for obtaining access to medicines. In 2016-2017, 8% of people aged 15 years and over said the cost of services was the reason they delayed or did not seek GP or specialist services when they needed them[footnoteRef:3]. Autonomous prescribing can also fulfil public need within niches areas in critical care. [2:  Medicare Benefits Schedule GP and specialist attendances and expenditure in 2016-17. Australian Institute of Health and Welfare. https://www.aihw.gov.au/reports/. Accessed 21 March 2019. ]  [3:  Patient’s out-of-pocket spending on Medicare services 2016-17. Australian Institute of Health and Welfare. https://www.aihw.gov.au/reports/. Accessed 21 March 2019.] 
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	What is the evidence that these models of prescribing by pharmacists would be a safe and effective way of improving access to medicines for the community?
	There is an accumulation of global evidence that pharmacist prescribing regardless of the model used, is a safe and effective way of improving access to medicines as documented in the discussion paper and the Pharmacist prescribing forum – Background Paper. 
Illustrative examples: Literature
In the UK, non-medical prescribing (which includes pharmacists) is considered safe and acceptable to patients and other clinicians and provides benefits such as faster access to medicines, more flexible patient-orientated care, time savings, and improved service efficiency[footnoteRef:4]. Pharmacist prescribing has been found to improve access to medications for chronic disease management, such as statins for high-risk primary care-based population [footnoteRef:5],[footnoteRef:6],[footnoteRef:7] hypoglycemics,[footnoteRef:8] anticoagulants and hepatitis therapies[footnoteRef:9] . In the USA, state wide protocols are widely used to provide consumer access to medicines via pharmacist prescribing such as antiviral medications during influenza outbreaks[footnoteRef:10].  In Scotland, the Prescribing Safety Assessment” pilot confirmed that independent pharmacist prescribers benchmarked favourably to medical students[footnoteRef:11].  Pharmacist supplementary prescribing has been perceived to improve access to medicines and safety concerns were not considered significant in the UK[footnoteRef:12].   [4:  Non - Medical prescribing. A quick guide for commissioners. March 2010. https://static1.squarespace.com/static/515ab73de4b01cd3b024edd0/t/51eefaf8e4b0de4b8d276d80/1374616312229/NMP_QuickGuide.pdf Accessed 28th March 2019.]  [5:  Krska J, Allison K, Delargy M et al. Implementing a statin switching programme in primary care: patient’s views and experiences. Br J Pharmacol. 2012 Jul;74(1)147-53.]  [6:  Al Hamarneh YN, Tsuyuki RT, Jones CA et al. Effectiveness of Pharmacist Interventions on Cardiovascular Risk in Patients with CKD: A subgroup analysis of the Randomized Controlled RxEACH Trial. AM J Kidney Dis 2018. Jan;71(1):42-51.]  [7:  Vincent R, Kim J, Ahmed T, Patel V.  Pharmacist Statin Prescribing Initiative in Diabetic Patients at an Internal Medicine Resident Clinic. J Pharm Pract.2019 Jan 29:897.]  [8:  Manesell K, Edmunds K, Guirguis L. Pharmacist’s Scope of Practice: Supports for Canadians with Diabetes. Can J Diabetes. 2017 Dec;41(6):558-562.]  [9:  Ourth H, Groppi J, Morreale AP, Quicci-Roberts K.Clinical pharmacist prescribing activities in the Veterans Health Administration. Am J Health Syst Pharm .2016 Sept 15;73(18):1406-15.]  [10:  Collaborative Drug Therapy Agreement for Influenza Antivirals in Washington State. Northwest Center for Public Health Practice. University of Washington. http://www.nwcphp.org/training/opportunities/toolkits-guides/collaborative-drug-therapy-agreement-for-influenza-antivirals-in-washington-state. Accessed 21 March 2019.]  [11:  Reid F, Power A, Stewart D et al. Piloting the United Kingdom “Prescribing Safety Assessment” with pharmacist prescribers in Scotland. Res Social Adm Pharm 2018 Jan;14(1):62-68.]  [12:  Cooper R,Anderson C, Avery T et al. Stakeholders’ views of UK nurse and pharmacist supplementary prescribing. J Health Serv Res Policy. 2008 Oct;13(4):215-21.] 
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	What is the evidence that these models of prescribing by pharmacists support the Quality Use of Medicines (QUM), i.e. judicious, safe, appropriate and efficacious use? (For example, by minimising overuse of medicines, reducing adverse events, improving health outcomes and/or other elements outlined in QUM)
	Pharmacist prescribing supports Quality Use of Medicine (QUM). Although the literature points to evidence of improved health outcomes, improved patient adherence and appropriate medicine selection, there is a less evidence supporting impact on reducing adverse events
Illustrative examples: Literature
A systematic review of a total of 65 studies from UK, Australia, Canada the USA found that the benefits of pharmacist prescribing included improved patient outcomes and ease of patient access to healthcare services[footnoteRef:13].  In hospital settings, pharmacist prescribing under dependent and collaborative prescribing models was found to minimise prescribing errors and result in better selection of treatment options (improved adherence to guidelines)[footnoteRef:14].  Research on prescribing practices in Canada found that pharmacist prescribing improved patient health outcomes[footnoteRef:15]. Several studies have documented improved treatment outcomes and adherence in disease specific groups such as patients with atherosclerotic cardiovascular disease (ASCVD)[footnoteRef:16] as a result of structured pharmacist prescribing. A comparison of pharmacists and physicians on the quality of prescribing for ambulatory hypertensive patients found that pharmacist prescribers did significantly better than the physician prescribers in choosing the right drug.[footnoteRef:17].  Prescribing pharmacists at the University of North Carolina Medical Center had a positive impact on clinical and cost outcomes[footnoteRef:18]. The Centre for Medicine Use and Safety at Monash University found that non-medical prescribers compared favourably to medical prescribers in primary and secondary care settings[footnoteRef:19]. In their review, which included 20 studies that involved pharmacist prescribers globally, the authors found that non-medical prescribers (including pharmacists) delivered comparable outcomes for medication adherence, quality of life and surrogate health markers such as blood pressure, glycated haemoglobin and cholesterol.  [13:  Jebara T, Cunningham S, MacLure K et al. Stakeholder’s views and experiences of pharmacist prescribing: a systematic review. Br J Clin Pharmacol. 2018 Sep;84(9):1883-1905.]  [14:  Poh EW, McArthur A, Stephenson M, Roughead EE. Effects of pharmacist prescribing on patient outcomes in the hospital setting: a systematic review. JBI Database System Rev Implement Rep. 2018. Sept;16(9):1823-1873.]  [15:  Faruquee CF, Guirguis LM. A scoping review of research on the prescribing practice of Canadian pharmacists. Can Pharm J (Ott). 2015 Nov;148(6):325-48.]  [16:  Todd BA, Lamprecht DG Jr, Stadler SL. Pharmacist prescribing practices in a clinical pharmacy cardiac risk service. Am J Health Syst Pharm. 2016 Sept 15:73(18):1442-50.]  [17:  McGhan WF, Stimmel Gl, Hall TG, Gilman TM. A comparison of pharmacists and physicians on the quality of prescribing for ambulatory hypertensive patients. Med Care 1983 Apr;21(14):435-44.]  [18:  Hawes EM, Misit C, Burkhart JI et al. Prescribing pharmacists in the ambulatory care setting: Experience at the University of North Carolina Medical Center. Am J Health Syst pharm. 2016 Sept 15;73(18):1425-33.]  [19:  Weeks G, George J, Maclure K, Stewart D. Non-medical prescribing versus medical prescribing for acute and chronic disease management in primary and secondary care. Cochrance Database Syst Rev. 2016 Nov 22;11.] 
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	Are there any gaps in the evidence for pharmacist prescribing under these models? If so, how could this evidence be obtained?
	Globally policy-makers and health professionals views about pharmacist prescribing have been well studied and documented but less is known about the views of the public and patients. One of the few published studies[footnoteRef:20] that looked at patient and public views found that both groups had concerns about the lack of privacy during consultation and lack of adequate resources to ensure safe prescribing by pharmacists.  In Australia, available data from two studies found that patients were highly satisfied with pharmacist prescriber consultations in a sexual health clinic[footnoteRef:21] . There are opportunities to gather more evidence (through research) on perceptions of the Australian public and patients on pharmacist prescribing, including development of strategies to address concerns raised. In general, available evidences points to the positive impact of pharmacist prescribing on treatment outcomes, however, few studies have evaluated the economic impact and cost savings to the health care system[footnoteRef:22]. These data are useful in informing policy and funding decisions to direct resources to areas with the greatest unmet need. Although pharmacist intervention in reducing medication errors and preventing adverse effects in various settings is well documented, little is known about the impact of pharmacist prescribing in reducing medication misadventure.  Other gaps in the literature include a dearth of studies that compare pharmacist prescribing models, effect of pharmacist prescribing on physician services and overall patient safety.  [20:  Famiyeh IM, McCarthy L. Pharmacist prescribing. A scoping review about the views and experiences of patients and the public. Res Social Adm Pharm 2017 Jan-Feb:13(1): 1-16.]  [21:  Hale A, Coombes I, Stokes J, et al. Patient satisfaction from two studies of collaborative doctor-pharmacist prescribing in Australia. Health Expect. 2016 Feb;19(1): 49-61.]  [22:  Rafferty E, Yaghoubi M, Taylor J, Farag M. Costs and savings associated with a pharmacists prescribing for minor ailments program in Saskatchewan. Cost Eff Resource Alloc. 2017 April 11; 15:3.] 
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	What education requirements (if any) would pharmacists with general registration need to complete to competently prescribe under each model? (i.e. postgraduate education)
	APC does not believe there is the need for additional training for pharmacists with general registration to competently prescribe under a structured arrangement. However, APC proposes that prescribing guidance be developed so that before entering into such arrangements, pharmacists can self-assess against the Prescribing Competencies Framework[footnoteRef:23] and develop a learning plan to meet identified gaps. Strengthening the competencies to support structured prescribing could  be achieved through appropriate CPD.  [23:  NPSMedicinewise. Prescribing Competencies Framework. https://www.nps.org.au/prescribing-competencies-framework Accessed 29 March 2019.] 

	It is possible that two pathways could be provided for approving prescribing under supervision at this time. One pathway would be based on completing of additional training and the other on robust assessment of work experience including other any current accreditation and/or credentialing.
Current pharmacists who have general registration without other additional credentialing should be required to undertake an additional accredited foundation level prescribing course. A short program that provides didactic learning and work-based experience with a designated prescriber would be desirable. In the UK pharmacists who attended supplementary prescribing courses found them useful[footnoteRef:24].  Pharmacists accredited by the Australian Association of Consultant Pharmacy (AACP) may not need additional training and have been reported to be less supportive of additional training[footnoteRef:25]. However, a robust assessment process may be useful to determine competencies to prescribe under this model. The APC notes that in the future, graduates of pharmacy degree programs may not need additional training to prescribe under this model. Proposals included in the draft 2020 Accreditation Standards for Pharmacy Programs[footnoteRef:26] ,currently under review, will enable degree programs to include coverage of the current gaps as they emerge into programs as identified by the Board’s background paper.  [24:  Cooper RJ, Lymn J, Anderson C et al. Learning to prescribe – pharmacists’ experiences of supplementary prescribing training in England. BMC Med Educ 2008 Dec 5; 8:57]  [25:  Hoti K, Hughes J, Sunderland B. Identifying the perceived training needs for Australian pharmacist prescribers. Int J Pharm Pract 2014 Feb:22(1):38-46.]  [26:  Australian Pharmacy Council. APC review of the Accreditation Standards for Pharmacy Programs. https://www.pharmacycouncil.org.au/standards-review/. Accessed 28th March 2019.] 

	APC supports a requirement for additional accredited post graduate training for autonomous pharmacist prescribers. Prerequisite for entry into the prescribing programs should be determined. An Australian study that gathered pharmacy stakeholder’s views on postgraduate requirements for pharmacist prescribers supported a university-based course of study combined with collaborative interprofessional training[footnoteRef:27]. This is consistent with independent prescribing models in the UK23, and New Zealand[footnoteRef:28] . APC has accredited the NZ Pharmacist Prescriber program since its inception in 2012. It would be useful to align closely with New Zealand[footnoteRef:29]  requirements to enable mutual recognition of pharmacist prescribers under the Trans-Tasman Mutual Recognition Act. Pharmacists who prescribe under supervision should be able to progress to Independent prescribing on completion of additional training. However, training pre-requisites and requirements should not be so burdensome or create unnecessary barriers to reduce uptake of potential pharmacist prescribers. [27:  Kamarudin G, Penm J, Chaar B, Moles R.Preparing hospital pharmacists to prescribe: stakeholder’s views of postgraduate courses. Int J Pract 2013 Aug;21 (4):243-51.]  [28:  Raghunandan R, Tordoff J, Smith A. Non-medical prescribing in New Zealand: an overview of prescribing rights, service delivery models and training. Ther Adv Drug Saf 2017 Nov; 8 (11): 349-360.]  [29:  Pharmacy Council of New Zealand. Guidance Statement: Pre-requisite qualification requirements for the Pharmacist Prescriber course. http://www.pharmacycouncil.org.nz/New-Zealand-Registered-Pharmacists/Interns-Pharmacists-and-Pharmacist-Prescribers/Pharmacist-Prescribers.Accessed 29th March 2019.] 
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	Are current undergraduate program providers addressing the competencies to prescribe under each model? If not, what are the gaps and how can they be addressed?
	Undergraduate programs have a desire to train future focused pharmacists. Responses to the APC’s consultation on accreditation standards[footnoteRef:30]  have confirmed the need to revise current accreditation standard for degree programs to promote: [30:  Australian Pharmacy Council. Summary Report – Consultation one. https://www.pharmacycouncil.org.au/standards-review/ Accessed 29 March 2019.] 

· A future practice focused approach to education 
· an increased emphasis on interprofessional learning and experience
· patient-centred consultation and decision-making skills
· fitness-to-practise in the current environment and adaptability to new practice environments 
· flexibility to encompass new scopes of practice as they emerge
These elements are included in the draft Accreditation Standards25 under review which will further enable undergraduate program providers address pharmacist competencies to prescribe and to create opportunities for collaboration with other professions which currently are authorised to prescriber.
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	Before being authorised to prescribe under each model, would a pharmacist need to accumulate a minimum period of supervised practice under the supervision of an authorised prescriber (e.g. during the internship, before gaining general registration or after gaining general registration)? 
	APC is cautious in supporting a requirement for supervised practice under an authorised prescriber for pharmacists to be able to prescribe under a structured arrangement. Structured agreements outline procedures for a pharmacist including the roles of other health professionals. Practicing pharmacists in Australia would be able to follow and perform well under such instruction.
	APC supports a requirement for a period of supervised practice with an authorised prescriber after gaining general registration. It would be preferable for this to be the prescriber under whose supervision the pharmacist wishes to prescribe. This will allow supervising prescribers to assess the readiness of the pharmacist while also fostering relationship and building common agreement on boundaries. A robust work-based competency assessment process should be used, and examples of these should be provided and approved by APC and the PharmBA. Supervised practice for prescribing should occur after gaining general registration as part of the requirements to obtain approval to prescribe under supervision
	APC supports a requirement for a period of supervised practice with an authorised prescriber, but that these prescribers should still be required to practice within a Collaborative Health Team environment[footnoteRef:31].  Learning to prescribe was found to be a highly interdependent process in an Australian tertiary hospital[footnoteRef:32]. APC supports a rigorous supervised practice period in a multidisciplinary team for pharmacists who wish to be autonomous prescribers. This would be completed after obtaining the additional postgraduate training in prescribing as outlined above, which would occur after gaining general registration.  The current requirements for a Designated Medical Prescriber supervision as is required by the PCNZ for Pharmacist Prescribers could be used as a basis. This states: Entrants must have identified potential Designated Medical Practitioners (DMPs) to provide supervision, support and shadowing opportunities for the pharmacist to the education provider[footnoteRef:33]  [31:  Pharmacy Council of New Zealand: Key Components of a Collaborative Health Team Environment http://www.pharmacycouncil.org.nz/Portals/12/Documents/prescribers/Key%20Components%20of%20a%20Collaborative%20Health%20Team%20Environment.pdf?ver=2017-02-20-125642-537 Accessed 2 April 2019.]  [32:  Noble C, Billett S. Learning to prescriber throug co-working: junior doctors, pharmacists and consultants. Med Educ 2017 Apr;51(4):442-451.]  [33:    Pharmacy Council of New Zealand. Accreditation Standards for the Prescribed Qualification Pharmacist Prescriber Scope of Practice. http://www.pharmacycouncil.org.nz/Portals/12/Documents/prescribers/Accred%20Stds.pdf?ver=2017-02-20-125935-717 Accessed 2 April 2019.] 
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	Before prescribing under each model, would a pharmacist need to have achieved a minimum period of practice experience as a pharmacist with general registration? If so, for what period?
	APC does not see the need for any minimum period of experience for pharmacists with general registration to be able to prescribe under a structured agreement.  Structured prescribing can be an avenue for upskilling and expanding a junior pharmacist’s role and may also contribute to better job satisfaction. As indicated in (5) above it would be the pharmacist’s responsibility to self- assess their competencies against the Prescribing Competencies Framework and address any gaps through appropriate CPD.
	The APC proposes a minimum period (2) two of practice experience. Pharmacists should be able to demonstrate work experience across a broader range of therapeutic areas compared to that of a pharmacist opting for structured prescribing.  A period of time of 2-3 years would be desirable to ensure that graduate pharmacists have obtained a good foundation in the application of their basic training.Current accreditation with the Australian Association of Consultant Pharmacy (AACP) could be considered as equivalent to demonstrable work experience. Pharmacists would also need to demonstrate a sustained period of appropriate CPD relevant to prescribing under supervision.
	APC also supports a minimum period of general practice experience years as part of the prerequisites for Independent prescribing. A minimum period of (2) two years with demonstrable work experience across a range of therapeutic areas including clinical experience would be desirable. Current accreditation with the AACP could be considered equivalent to demonstrable work experience. Pharmacists would also need to demonstrate a sustained period of appropriate and specialised CPD relevant to autonomous prescribing in a specialist area of practice.
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	Would pharmacists prescribing under each model need to meet different annual CPD requirements to pharmacists who do not prescribe? 
	APC believes that the current CPD requirements do not need to change for pharmacists prescribing under a structured arrangement. 


	Pharmacists with approval to prescribe under supervision could be subject to the reaccreditation requirements similar to that set by the Australian Association of Consultant Pharmacy (AACP). This includes
1. Annual reaccreditation by AACP
2. Completion of 60 CPD points annually

	A review of expertise development of pharmacist and nurse Independent prescribers in the UK found that continuous workplace practice improved prescribing skills and attitudes[footnoteRef:34].  In addition to the current reaccreditation requirements (which require 60 CPD points) set by the AACP, the APC proposes that Independent prescribers submit a practice portfolio every 3 years. APC suggests that the Board consult with the PCNZ on their recertification/CPD requirements for independent pharmacist prescribers to seek their guidance.  [34:  Abuzour AS, Lewis PJ, Tully MP. Practice makes perfect: A systematic review of the expertise development of pharmacist and nurse independent prescribers in the United Kingdom. Res Social Adm Pharm 2018 Jan; 14(1):6-17.] 
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	Would these models of prescribing by pharmacists require additional regulation by the Pharmacy Board or could it be adequately governed through relevant jurisdictional policy or legislation? 
	Defacto structured prescribing already exists in hospital settings in Australia and appears to be adequately governed by institutional policies[footnoteRef:35]. The APC does not believe that additional regulation is required. The APC understands alterations will need to be undertaken in a number of state and territory jurisdictions for this activity to be enacted and then adequately governed. [35:  Pharmacist Prescribing in Australia. A report commissioned by the Pharmacy Board of Australia. October 2017. https://www.pharmacyboard.gov.au/News/Professional-Practice-Issues/Forum-Pharmacist-prescribing.aspx. Accessed 1 April 2019. ] 

	Existing regulation by the Pharmacy Board is sufficient. Any additional regulation may be better placed within State and Territory legislation to give jurisdictions greater autonomy in developing regulation that meets the needs of their communities and to strengthen oversight and control.
	An endorsement for scheduled medicines in accordance with Section 94 of the National Law would be required for pharmacists to prescribe under this model. Existing regulation by the Pharmacy Board is sufficient. Any additional regulation may be better placed within State and Territory legislation to give jurisdictions greater autonomy in developing regulation that meet the needs of their communities and to strengthen oversight and control. 

	11
	What are the risks associated with each model of pharmacist prescribing and how could they be managed?
	There are several risks associated with pharmacist prescribing. Although the magnitude may vary across each model the following issues apply;
· Prescribing errors
· Poor skills and training
· Inadequate access to patient clinical records
· Lack of organisational and financial support
· Tensions between prescriber and non-prescribing peers and between medical and pharmacist prescribers
· Accountability of prescribing
· Lack of privacy during consultations
· Conflicts of interest for the prescribing pharmacist
· Professional indemnity
· Uncertain delineation of roles and boundaries within the interprofessional team
· Conflicts between members of the collaborative health care team
Strategies that aim to reduce risks such as developing clear written agreements, promoting electronic prescribing and record keeping, judicious selection of models, robust models, infrastructure that supports privacy, and education of patients as well as the medical profession can assist in managing risk. 

	
	




	
	
	

	
	[bookmark: _Toc2062403]OTHER
	
	
	

	12
	What factors would contribute to sustaining each model of pharmacist prescribing if introduced?
	The APC proposes a wholistic approach to sustaining pharmacist prescribing to avoid a fragmented strategy that may inadvertently promote one model at the expense of another. Solutions documented in the literature include patient and public education, relationship building to resolve role/boundary confusion with medical practitioners, pharmacist prescriber training and development, robust competency assessment and use of structured frameworks for implementing pharmacist prescribing models[footnoteRef:36]. [36:  Wheeler A, Crump K, Lee M et al. Collaborative prescribing: a qualitative exploration of a role for pharmacists in mental health. Res Social Adm Pharm 2012 May-June;8(3):179-92.] 

We note that the UK’s General Pharmaceutical Council (GPhC) has developed Guidance for Pharmacist prescribers and are currently seeking stakeholder comment. Similar guidance applicable to the Australian context would assist efforts to introduce and sustain pharmacist prescribing. APC suggests that the Board consult with the GPhC and seek guidance on this and other initiatives aimed at promoting pharmacist prescribing.

	13
	Do you have any additional comments about these models of prescribing by pharmacists?
	Any Pharmacist prescribing training courses should be accredited by the APC itself, not by APC CPD Accrediting organisations. As the independent authority that accredits pharmacy education and training in Australia, the APC is committed to working with the Board and stakeholders to develop accreditation standards for pharmacist prescriber training programs. Use of Accreditation Standards will promote public confidence in pharmacist prescribing and will ensure pharmacist prescribing is socially sustainable and accountable. 
The Medicine Safety:Take Care report[footnoteRef:37] highlights the urgent need for pharmacist involvement in all levels of health service delivery to reduce medication related problems in Australia. Pharmacist prescribers must have the necessary competencies and training to play an active role. Experience from the UK demonstrates that although nurse and pharmacist prescribers self-reported competence and participation in pharmacovigilance this was not consistent with practice and the majority identified a need for further training to optimise their role[footnoteRef:38],[footnoteRef:39]. Every opportunity to place pharmacists at the fore front of medication safety will benefit the Australian community. [37:  Pharmaceutical Society of Australia. Medicine Safety: Take Care. https://www.psa.org.au/advocacy/working-for-our-profession/medicine-safety/. Accessed 28th March 2019.]  [38:  Stewart D, MacLure K, Paudyal V et al. Non-medical prescribers and pharmacovigilance: participation, competence and future needs. Int J Clin Pharm. 2013 Apr;35(2)268-74.]  [39:  Thompson A, Randall C, Howard J et a. Nonmedical prescriber experiences of training and competence to report adverse drug reactions in the UK. J Clin Pharm Ther.  2019 Feb; 44(1):78-83.] 
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