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A national survey of pharmacist transcribing
of discharge prescriptions

Rachel J. Hobson and Graham J. Sewell

Abstract

Objective  To provide quantitative data on pharmacist discharge prescription transcription service
(PDPTS) provision in UK hospitals.

Method  Postal questionnaire survey of clinical pharmacy managers.

Setting  Selection criteria included one hospital in each acute trust in the UK.

Key findings  The response rate was 66% (135/206). In mid-2001, a PDPTS was provided by 49
hospital pharmacy departments (36%). PDPTS was the most common prescribing activity undertaken
by pharmacists, followed by a prescription amendment policy (29%), prescribing in pre-admission
clinics (18%) and re-writing drug charts (15%). 59 departments (44%) did not undertake any
prescribing activity.

Of the 86 non-transcribing hospitals, 69% undertook no prescribing activity (range=0 to 3
prescribing activities). Transcribing hospitals offered a wider range ot prescribing activities
(range =1 to 8 prescribing activities). A weak relationship was found between the number of
pharmacists employed per hospital and the number of prescribing activities undertaken (correlation
coefficient = 0.208, P=0.018). The most frequently used PDPTS model (78%) involved pharmacists
transcribing the discharge prescriptions for their own wards. The number of pharmacists transcribing
discharge prescriptions per hospital ranged from 1 to 89 (mean=8, mode =2, median =5, 25%
percentile =2, 75% percentile = 10). The majority of pharmacists (52%) reported writing less than
five prescriptions per day; 35% were writing 5-10 prescriptions per day. The most common training
requirement for pharmacists to start transcribing was an in-house training programme (55%). The
majority of departments (80%) did not re-assess the ability of their pharmacists to transcribe.
Conclusion  Hospital pharmacy departments in the UK have started to take on prescribing roles,
especially transcribing discharge prescriptions. However, it would appear that the majority of the
PDPTS schemes are not being run extensively throughout the hospitals. It is of concern that the
principles of clinical governance are not being met in terms of training and re-assessment of the
pharmacists who are undertaking this service. The reasons why the service has developed in some
hospitals and not others are not known. In order to extend this service, funding, resources and skill-
mix maximisation need to be considered. This will enable patients to gain the inaxiinum benefit from
this service development.

Introduction

The recent Audit Commission report “A spoonful of sugar”' identified the pharmacist
as a central figure in medicines management. The report stated that pharmacists
should concentrate on their clinical, patient-centred roles, to help minimise medication
errors and manage risk. It also advised that pharmacists should reduce their traditional
role of retrospective prescription monitoring in favour of prospective, proactive roles.

This report echoes recommendations in the Review of Prescribing, Supply and
Administration of Medicines report from 1999,% which advocated extending prescrib-
ing rights to pharmacists.

Development of pharmacist prescribing in the UK can benefit from the experience
gained in the United States. Pharmacist prescribing was first introduced in California
in the late 1970s. Since then, it has been extended to at least 16 states. Only one state
(Florida) has introduced independent prescribing, where pharmacists are prescribing
from a limited list of drugs.’ Collaborative drug therapy management has become the
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suggested model of pharmacist prescribing, whereby the
pharmacist has a collaborative arrangement with a physi-
cian to dependently prescribe certain medications as
agreed in a management plan.*°

A similar model, termed supplementary prescribing, is
now being implemented in En§land, Wales and Scotland
following wide consultation.”® Training for pharmacists
in England and Wales for supplementary prescribing will
start by mid-2003.° Supplementary prescribing will involve
an agreement between independent prescribers (diagnosing)
supplementary prescribers and the patient, and will be
based on a clinical management plan (CMP).

Since the late 1990s many hospital pharmacy depart-
ments have strived to re-engineer their employees’ roles in
order to provide a better service to patients. Suggested
service developments have included pharmacists tran-
scribing discharge prescriptions,'®™'? which is similar in
principle to supplementary prescribing.'**'*

The advantages of such schemes include increased doc-
tor and nurse time for other activities, increased number
of pharmacist interventions, increased prospective inter-
ventions, decreased prescription turnover time, cost sav-
ings (as patient’s own drugs [PODs] are used more often),
decreased out of hours work for the pharmacy depart-
ment, and decreased error rate.''* ™

Pharmacist transcribing of discharge prescriptions on
clinical team ward rounds has been found to reduce the
error rate on the prescriptions when compared with those
written by doctors, to double the intervention rate by the
pharmacist, and to increase the number of prospective
interventions that the pharmacist makes.'® These findings
fall into line with the recommendations of the Audit
Commission report.'

Realisation of the benefits and the developments that
can arise from such service provision could also help
pharmacists gain acceptance within the clinical team as a
provider of pharmaceutical knowledge, and lead to
further development of the pharmacist’s role.

The disadvantages of such a service relate to resource
issues. For the service to be implemented throughout a
hospital, it would be necessary to maximise the technician
role in order to release pharmacist time from the dispen-
sary and other duties.

One of the key elements of the British Government’s
White Paper “Information for Health”?' is the implemen-
tation of Level 3 electronic prescribing within 100 per cent
of acute hospitals by 2005. Following that, there will still
be a role for the pharmacist to decide upon the appropri-
ateness of treatment on discharge and to input the dis-
charge prescription onto the computer. Pharmacists are
already using electronic prescribing systems in this man-
ner, and have become more integrated into the healthcare
team as a result.”> **

Several UK reports have identified other pharmacist
prescribing roles, such as in pre-admission clinics to obtain
patient medication histories and write the inpatient drug
charts as well as the discharge prescription according to set
protocols?**" and also outpatient clinic prescribing.”®

A survey conducted in 1999°? identified the services that
hospital pharmacies were providing to facilitate seamless
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care upon patient discharge. The study established that out
of 162 hospital trusts, one-third involved pharmacists writ-
ing discharge prescriptions, but their overall impact on the
total number of prescriptions written was negligible. That
survey did not attempt to suggest reasons for this, but did
report that managers stated that there were continuing
resource and staffing difficulties. The survey did not aim
to describe the pharmacist prescribing services.

A literature review undertaken before our survey was
developed did not identify any surveys that gave quanti-
tative data on PDPTS provision in the UK.

The objectives of this survey were to identify the
frequency of PDPTS provision in the UK and to provide
detail of the level and type of service provided and the train-
ing requirements for pharmacists involved in such services.

Methods

Questionnaire development

Pharmacists from two hospitals with an existing PDPTS
were visited to inform the development of a written, self-
completion questionnaire containing a mixture of open and
closed questions. Construction of the questionnaire was also
aided by a literature review undertaken before the survey
was developed. The review elicited the pharmacist “prescrib-
ing activities” that departments were then questioned about
in the survey. These included PDPTS, transcribing inpatient
drug charts, various prescribing activities in pre-admission
clinics (which often includes transcribing discharge prescrip-
tions**") and prescription amendment policies.

For the purposes of this study, and in the absence of a
recognised definition of transcribing, transcription is
defined as “a process where a pharmacist copies a list of
drugs that has been prescribed by a doctor from one chart
to another chart or prescription”. Although this definition
implies that the pharmacist merely copies existing treat-
ment instructions, in undertaking the act of transcription,
there is an implied professional obligation on the pharma-
cist to review the prescribed medicines and act upon any
errors and assure suitability for the patient.

The questionnaire was divided into five sections. Section
A inquired about general demographic data. Section B
inquired about different prescribing roles undertaken. The
rest of the questionnaire sought to establish the details of
PDPTS provision. Section C inquired about the extent of
the service provision among those hospitals that offered a
transcription service (ie, directorates/wards covered and
operating hours of the service), and the model of service
used. Section D covered training issues (eg, reassessment,
types of training used) and Section E aimed to quantify the
service provided (eg, number of prescriptions written/day/
pharmacist, advance notice required). Confidentiality was
maintained by number-coding the questionnaires.

Validation and piloting

Face-to-face interviews with pharmacists (from hospitals
with and without a PDPTS) were used to validate the
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questionnaire. These hospitals were chosen from the same
region as the researcher for ease of travel. The question-
naire was then piloted in 20 randomly chosen hospitals
from Wales, Scotland, England and Northern Ireland in
July, 2001. Minor adjustments to the instructions for
completing the questionnaire were made. Data collected
from the pilot questionnaires were not included in the
final analysis. Advice on data analysis was sought from
a statistician.

Main survey

The questionnaire was distributed at the end of August,
2001, to each NHS trust in the UK providing acute hos-
pital services. Single hospitals from each trust were identi-
fied using a combination of the UK Drug Information
Pharmacists’ Group Directory and the Chemist &
Druggist Directory. ° The questionnaire was sent to one
hospital from each trust. Any hospitals that were found to
have merged with another trust were removed from the
database.

The questionnaire was accompanied by a letter which
included recognised descriptions of independent and
dependent (now supplementary) prescribing,” and the
researcher’s definition of transcribing, in order to clarify
recipient’s understanding of the different types of pre-
scribing.

The covering letter was addressed to the chief pharma-
cist, principal pharmacist or clinical services manager. The
recipient was requested to pass the questionnaire on to the
most relevant person to complete (if it was not them-
selves). A freepost-addressed envelope was included for
return of the questionnaire.

No deadline for completion of the questionnaire was
stated on the questionnaire or covering letter, but non-
respondents were followed up by a telephone call after
three weeks and then again at six weeks. Further copies
of the questionnaire were sent out to those who requested
them. The final deadline for accepting returned question-
naires was 11 weeks after they had been originally posted.

Data obtained from returned questionnaires were
coded and analysed using the Statistical Package for the
Social Sciences (SPSS) version 10, and the significance
of the association between variables was assessed using
chi-squared, Kruskal-Wallis and bivariate correlations
(Spearman’s rho), where appropriate.

Results

General demographics

A total of 234 hospital pharmacy departments were iden-
tified, of which 20 were used for piloting the question-
naire, leaving 214 hospitals for the main study. Eight of
these hospitals were removed after it was established that
they had merged with another Trust, leaving 206 hospitals
eligible for the study. Of these 206 hospitals, responses
were received from 135 (66 per cent response rate). Sixty-
eight per cent of responses (n=92) came from district

general hospitals, 27 per cent (n= 37) from teaching hos-
pitals, and 4 per cent (n = 5) from tertiary referral centres.

The questionnaire was completed by clinical pharma-
cist/managers (26 per cent, n = 35), chief pharmacists (26
per cent, n=35), principal pharmacists (25 per cent,
n = 34), pharmacy managers (7 per cent, n=10), deputy
chief pharmacists (5 per cent, n=7), medicines informa-
tion manager/pharmacists (4 per cent, n=5), discharge
services pharmacist (4 per cent, n=35) and one interface
pharmacist (1 per cent).

The size of the hospitals varied, with bed sizes ranging
from <100 to >1,500, with the most common range
being 401-600 (33 per cent, n=44).

Prescribing activities

PDPTS

Thirty-six per cent of departments (49/135) were currently
offering a pharmacist discharge prescription transcription
service. This was the most common prescribing activity
undertaken by pharmacists. Twenty departments (15 per
cent) reported that they transcribed inpatient drug charts.
The majority of these departments (17/20, 85 per cent)
also transcribed discharge prescriptions. No tertiary refer-
ral centres transcribed.

Prescription amendment policy

The second most common pharmacist prescribing activity
was a prescription amendment policy (39/135, 29 per cent)
whereby the pharmacists could change timings and fre-
quencies of drugs or change a non-formulary drug to a
formulary alternative within the same pharmacological
class, following agreed protocols.

Pre-admission clinics

Twenty-four of the 135 departments (18 per cent) reported
that they performed prescribing roles in pre-admission
clinics. Twenty departments stated that pharmacists
wrote patients’ normal medication onto drug charts.
Twelve departments reported that pharmacists prescribed
medicines on to a drug chart at pre-admission clinics
according to set protocols, including analgesia, antibiotics
and venous thromboembolism prophylaxis, and eight
departments prescribed discharge medication at pre-
admission clinics according to set protocols. Six depart-
ments performed two of these roles and five departments
performed three of these roles.

No prescribing activity
Hospitals with no pharmacist prescribing comprised the
largest group of respondents (n= 59, 44 per cent).

Other prescribing

The most common “other” form of pharmacist prescrib-
ing that was reported was prescribing in anticoagulant
clinics (10 per cent, n=13) and total parenteral nutrition
(TPN) prescribing (3 per cent, n=4). Four departments
reported that they had pharmacists that independently
prescribed. Other pharmacist prescribing included
chemotherapy, in cardiac rehabilitation clinics, migraine
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clinics, any “P” medicines and medicines that the patient
had been taking before admission.

Future plans

Of the 86 departments not offering a PDPTS, 36 (42 per
cent) indicated that there had been discussions about
pharmacist transcribing, but no decision had been made
as yet. Thirty-four per cent (n=29) indicated that there
were no plans for such a development, and 22 per cent
(n=19) said that they were currently developing such a
service (2= missing data).

Eleven of the departments that said they were imple-
menting a transcription service intended to implement the
service in 2002, and two departments intended to imple-
ment the service in 2003. One department intended to
implement the service during December 2001 (5= missing
data).

Of the 86 non-transcribing pharmacy departments, 59
(69 per cent) undertook no prescribing activity (range =0
to 3 prescribing activities). Transcribing departments
offered a wider range of prescribing activities (range = 1
to 8 prescribing activities).

A weak relationship was found between the total num-
ber of pharmacists employed per hospital and the total
number of prescribing activities undertaken (correlation
coefficient = 0.208, P =0.018).

Prescribing systems

Asked when the pharmacy departments started their tran-
scription service, one hospital stated that they had been
running such a service since the 1980s; all of the other
hospitals with a PDPTS had started the service between
1995 and 2001.

The majority (68 per cent, 32/47) operated the service
during normal working hours, Monday to Friday. A few
hospitals had extended to parts of the weekend or later in
the evenings, but this was an exception.

The wards/directorates in which the PDPTS was
offered are illustrated in Figure 1. The most common
directorate to have a PDPTS was the medical directorate,
with 51 per cent of hospitals (24/47) running the service

No. of Hospitals

Directorate/ward where PDPTS operates

Figure 1 Directorates/wards where PDPTS operates (n=47).

within this directorate. The next most common directorate
was the surgical directorate (36 per cent, 17/47). Only 11
per cent of hospitals (5/47) had rolled out the service to all
wards, and one hospital provided the service to all wards
minus those wards that stocked pre-packed drugs. One
hospital operated PDPTS only in those wards where an
electronic prescribing system (EPS) was in place.

The pharmacy departments mainly funded the PDPTS
(58 per cent, 28/48). Some services were funded by the
medical and/or surgical directorates (23 per cent, 11/48)
and some had received trust monies into the pharmacy
budget (8 per cent, 4/48).

The number of pharmacists providing PDPTS per hos-
pital ranged from 1 to 89 (mean=8, median=>5,
mode =2, 25% percentile =2, 75% percentile = 10). The
total number of pharmacists (whole time equivalent) per
department that provided PDPTS ranged from 7 to 102
(mean =19, median =16, mode =9). The percentage of
pharmacists involved in PDPTS per department ranged
from 3 per cent to 100 per cent (mean=39 per cent,
median = 33 per cent, mode = 33 per cent).

The models of PDPTS in use are shown in Table 1. The
first four models of service were established from site visits
and the other categories were identified from the results of
the “other” option in the questionnaire, from which com-
mon themes were identified. The most common model
used was the ward pharmacist model (78 per cent) in
which pharmacists transcribed the discharge prescriptions
for their own ward.

The majority of departments (79 per cent, 37/47)
reported using paper-based prescriptions for PDPTS.
Pharmacists produced prescriptions on electronic pre-
scribing systems in nine departments (six used computer-
generated prescriptions and three used both paper and
computer systems).

Table 2 illustrates the number of discharge prescrip-
tions pharmacists reported transcribing per day. The

Table 1 Models of PDPTS in use (n=49).

Model Frequency (%)
Pharmacists attend whichever ward 3 (6)
bleeps them
Ward pharmacist mode! 38 (78)
Medical pharmacist attends whicliever 8 (16)
ward within the medical direciorate
bleeps them
Surgical pharmacist attends whichever 4 (8)
ward within the surgical directorate
bleeps themn
Ward model plus urgent bleeps 1(2)
Ward model plus only at specific 2 (4)

times/ward round
Ward model plus odd prescriptions
written in pharmacy

1(2)

The total is greater than 49 as some respondents ticked more than
one option for this question.
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Table 2 Number of pharmacist-written prescriptions/pharmacist/
day (n=48).

Number of prescriptions/day Frequency (%)
<5 25 (52)

5-10 17 (35)

11-15 3(6)

16-20 2 (4)

26-30 1(2)

Total 48 (100)

majority of pharmacists (52 per cent) said they were writ-
ing less than five prescriptions per day and 35 per cent
were writing 5—10 prescriptions per day.

The advance notice required by the pharmacy depart-
ment to produce a pharmacist-written discharge prescrip-
tion is shown in Table 3.

Training

Training requirements for pharmacists who transcribe dis-
charged prescriptions were explored (Table 4). The most
common training requirement was the completion of an
in-house training programme (55 per cent), followed by
designation by a senior pharmacist (31 per cent), and
possession of a clinical diploma (20 per cent). Fourteen
per cent of hospitals reported no additional training
requirements.

Twenty-seven hospital pharmacy departments reported
that they had an in-house training programme for
PDPTS, but only cight of these reported having a formal
training prograrine Of these, five used tutorials, seven
used observation, seven used supervision, and four used
an examination (some departments used a combination of
techniques).

Of the 11 departments that said that they assessed
competency to transcribe, four did this via non-ward
based training/assessment, four departments carried out
ward-based assessment and one completed an annual
competency review (2 = missing data).

Reported frequency of re-assessment of competency of
the pharmacists who were transcribing is shown in Table 5.
One-third of departments (n=15) did not conduct re-

Table3 Advancenotice required to produce a prescription (n = 48).

Advance notice required Frequency (%)
Less than 1 hour 16 (33)

1-2 hours 6 (13)

3-4 hours 1(2)

24 hours 6 (13)

No rule as such 13 (27)

Only written while pharmacist is on the ward 6 (13)

Total 48 (100)

Table 4 Training required for pharmacists to transcribe (n = 49).

Training Frequency (%)
Clinical certificate 8 (16)
Clinical diploma 10 (20)
MSc in clinical pharmacy 1(2)
Designation by senior pharmacist 15:(31)
2 years’ ward experience 7 (14)
3 years’ ward experience 1)
In-house training programme 27 (55)
No further training 7 (14)
At least 1 year of diploma completed 1(2)
Clinical diploma or 3 years’ experience 1(2)
Training programme in development 1(2)

The total is greater than 49 as some respondents ticked more than
one option for this question.

Table 5 Frequency of reassessment of pharmacists providing a
PDPTS (n = 46).

Frequency of reassessment

Frequency (%)

Twice a year 24
Once a year 1(2)
Once every 2 years 3(7)
Never reassess 15(33)
Not reached a decision 22 (48)
On-going assessments 3(7)
Total 46 (100)

assessment. The nine departments that did undertake
some form of re-assessment were asked how they did this.
Three departments used observation and two used a “total
competency assessment programme”. One department used
supervised transcription of discharge prescriptions, one
used an examination, one used on-going assessment via
an intervention programme, and one completed an audit
of prescriptions prepared by the pharmacist.

Discussion

Critique of method

The response rate was slightly lower than similar ques-
tionnaire surveys”"” but this may be due to the fact that
the questionnaire was sent out in the summer. It is possi-
ble that sending the questionnaire out at this time of year
could have introduced an element of bias but this seems
unlikely as the data collection period was 11 weeks and so
staffing bias was not expected.

Difficulties obtaining an up to date list of clinical
pharmacists resulted in some questionnaires being dir-
ected to chief pharmacists and principal pharmacists. This
may have affected the response rate and also the inform-
ation in the response, and so may have led to some bias. A
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manager, such as a chief pharmacist or a principal pharma-
cist, would be indirectly involved with the service whereas a
clinical pharmacist would be directly involved with the day-
to-day running of a transcription service. Another problem
was identifying hospitals where trusts had merged. Some of
these were not identified until questionnaires were returned;
these hospitals were then removed from the results.

It would have been preferable to use a sampling
method whereby the questionnaire was sent to every hos-
pital in every trust rather than one of them. This is because
some trusts have only recently merged and may have
different pharmacist prescribing roles and transcription
services in place from the other hospital(s) in the trust.
However, time constraints meant that the number of ques-
tionnaires would have been too great to deal with.

There are several areas where it has become apparent
that further questioning would have been useful:

e The percentage of the overall prescriptions written in
the hospital that were written by pharmacists

e Is any other type of pharmacist assessment underta-
ken? Some hospitals commented that although they did
not complete an assessment specifically for pharmacists’
transcription abilities, they did complete a whole compe-
tence assessment regularly

e Is the PDPTS regularly audited?

e Opinions about the impact of electronic prescribing on
PDPTS

e Reasons for lack of further extension of PDPTS.

Prescribing activities

Just over half the departments had undertaken some form
of pharmacist prescribing. The most common type of
prescribing was transcribing discharge prescriptions, fol-
lowed by prescription amendment, pre-admission clinics
and rewriting drug charts. Hospitals that offered a
PDPTS also offered a wider range of other pharmacist
prescribing activities than those hospitals not offering
such a service.

Prescribing systems

The ward model of pharmacist transcribing was the most
commonly used (78 per cent). Ideally, the ward pharma-
cist should be writing discharge prescriptions while on the
ward round, whea medicine management issues can be
discussed with the whole team as a collaborative pro-
cess.*® The pharmacist could write the discharge prescrip-
tions as the ward round is continuing, meaning that as
soon as the discharge decision is made, the prescription
can be written and passed on to ward technicians to
process.

The majority of pharmacists (52 per cent) who were
transcribing discharge prescriptions were writing less than
five prescriptions per day. As over half of the hospitals
had less than five pharmacists who transcribed prescrip-
tions, it can be assumed that the majority of hospitals who
ran such a service were not having a large impact on the
overall number of discharge prescriptions being written in

the hospital. This agrees with the findings of Sexton’s UK
survey of 1999, which found that pharmacists were
involved in writing discharge prescriptions in about one-
third of hospitals, but their impact was considered to be
negligible on prescribing overall.?’

The transcription services were mainly operating dur-
ing normal working hours Monday to Friday. Slee and
Farrar’? showed that on weekdays 50 per cent of inpatient
and 18 per cent of take-home prescriptions were written
outside the traditional 9am-5 pm working day. Thus the
transcribing service may not be meeting patient needs. If a
transcription service 1s to have a significant impact, it
needs to be operated over extended hours. The optimum
benefit from this service provision may actually be from
5 pm until midnight when junior doctors are working with
minimal senior support. It could be hypothesised that this
time would pose the maximum risk for prescribing errors.

Training

Even though all pharmacists who are competent to prac-
tice should be able to transcribe discharge prescriptions,
the requirements of clinical governance mean that the
service should be quality assured and accountable.” All
pharmacists providing the service should be assessed
against key competencies, to provide a consistent service
of a suitable standard.

A relatively low number of hospitals (n=8) had a
specific and formalised training programme. This finding
suggests that when 55 per cent of respondents said that
they asked their pharmacists to undertake an in-house
training programme in order to be authorised to tran-
scribe, some of these “programmes” may be ad-hoc
arrangements.

The service should also be regularly audited to make
sure that standards are being maintained. Principles of
clinical governance are not being adhered to if these issues
are not addressed.

Future research

Further research is needed to investigate the different
models of pharmacist prescribing and the impact of this
service development upon the pharmacy department, to
enable hospitals that are not currently offering pharmacist
prescribing services to introduce the optimum service
model. Also, an economic study to investigate the cost/
benefit ratio of providing such a service should be under-
taken.

Conclusion

A pharmacist discharge prescription transcription service
is being operated in around one-third of UK hospitals.
The transcription services offered tend to be rather ad-hoc
and only available in certain wards or single directorates.
The reasons for this limited availability are unknown.
Training and competency assessment of this role appear
not to meet the requirements of clinical governance.
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Published literature supports the patient benefits of such a
service in terms of reduced waiting time for medicines on

discharge

14,16,18.20 1,9,14,19
12 Iny

and also reduced error rates.

order to extend this service, funding, resources and skill-
mix maximisation need to be considered. This will enable
patients to gain the maximum benefit from this service
development.
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