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All of us in clinical practice have experienced first-hand the
complementary roles our nurses and pharmacists play alongside
doctors. Over the past decade, their knowledge and skills have
grown exponentially and are indispensable members to the clinical
teams in all healthcare settings today.

A key area in which nurses and pharmacists play an important
role is in medication management. As an example, patients on
warfarin therapy require regular monitoring and dose adjustments
as result of lifestyle changes. Our pharmacists and nurses who
are medication experts have taken on this role to ensure that our
patients are appropriately dosed and managed on warfarin, and
this has reduced the risk of unexplained bruises and bleeding
events. In the area of diabetes management, our nurses not only
manage the medication aspects for glucose control, but also foot
and eye screenings as well as lifestyle advice for holistic care.

Our nurses and pharmacists have been involved in team-based
care for more than a decade. The extension of prescribing rights
to our Advanced Practice Nurses (APN) and Senior Pharmacists
not only recognises their capabilities, but also provides them with
the autonomy to manage their patients, which is the next step
forward to fully appreciating the concept of true inter-disciplinary
patient care. The term ‘Collaborative Prescribing” was coined to
reflect the collaboration between our nurses and pharmacists,
with their medical doctors in providing team-based care.

This document will also serve as a guide for healthcare
institutions to set up a robust clinical governance framework to
oversee collaborative prescribing services. Every institution may
have differing service needs, and they are given the autonomy to
set up services that meet their respective needs. It is therefore the
responsibility of the institution to ensure that the competency of
the practitioners and the quality of the services that they provide
are upheld.

This set of guidelines is a good start for an APN or Pharmacist
who wish to embark on their prescribing journey, and for any
healthcare establishment that wish to set up Collaborative
Prescribing Services.

| would like to thank all who have helped produce these guidelines

and hope practitioners find the ‘Guidelines for the Implementation
of Collaborative Prescribing Services’ useful in their work.

e

Prof Kenneth Kwek
Chief Executive Officer, Singapore General Hospital
Chairperson of Collaborative Prescribing Standing Committee
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Chapter 1A
COMPETENCY

:.::_.‘,:_-.,,. ........... ...'.::_..:... FRAMEWORK FOR
(e COLLABORATIVE
PRESCRIBER
. . Collaborative Prescribing Practitioner
Consultation

Job Description

E :E Collaborative Prescribing Practitioner

..':-'.'-..,. Critical Work Function

.............. Consultation

Key Tasks

(1) Assessing patients
(2) Considering treatment options

(3) Reaching a shared decision (with patient/caregiver)

C h a pte r ] (4) Prescribing

COMPETENCY ——
FRAMEWORK FOR

Technical Skills and Competencies

C 0 LLA B 0 RATIVE History Taking / Data Interpretation / Diagnostic

Formulation / Physical Examination / Clinical Decision Making / Applied

Therapeutics / Psychosocial Aspects of Prescribing / Collaboration
P R ES C R I B E R with the Multi-Disciplinary Team / Therapeutic Communication /

Documentation




Chapter 1A - Collaborative Prescribing Practitioner

ASSESSING
1 PATIENTS

..................................................................................................................

Competencies

History Taking / Data Interpretation / Diagnostic
Formulation / Physical Examination / Documentation

.................................................................................................................

Knowledge, Skills and Abilities

1.1
Assessing Patients @ Ability to access, consolidate and interpret all
available and relevant patient records.

o_o
® 1.2
‘ Ability to interview patient/caregiver to obtain an
appropriate clinical, psychosocial and medication
history including over the counter/ traditional
. . . . medicines, online medicines and drug allergies.
Monitoring Considering g anere
& Reviewing Treatment Options 1.3

KEY TASKS Ability to perform relevant physical examinations,

. where appropriate.
Consultation
5 3 1.4
Ability to request and interpret relevant
investigations necessary to inform treatment options.

oo 1.5

Ability to make, confirm and document the working
or final diagnosis by systematically considering the
various possibilities (differential diagnosis).

4 ' . 1.6

Knowledge of the condition(s) being treated and their
natural progression.

Providing
Patient Education

Reaching a 1.7 _ _ o
Shared Decision Ability to assess their severity, deterioration and

anticipated response to treatment.

1.8
Ability to review adherence to and safety and efficacy
of current treatment plan.

1.9

Ability to collaborate and consult with another
member of the team, a specialist or a prescribing
information source when necessary.

Prescribing
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CONSIDERING
TREATMENT OPTIONS

......................................................................................

Competencies

Clinical Decision Making / Applied Therapeutics /
Psychosocial Aspects of Prescribing

......................................................................................

Knowledge, Skills and Abilities

21
Knowledge of non-pharmacological and
pharmacological treatment options.

2.2

Ability to choose the most appropriate treatment
options and if medication is needed, choose the
most appropriate based on safety, efficacy and cost
effectiveness and prescribe doses adjusted according
to disease and clinical conditions, including dose
optimisation.

2.3
Ability to stop treatment (de-prescribing), if there is
no indication.

2.4
Ability to assess the risks and benefits to the patient
of taking or not taking a medicine or treatment.

25

Knowledge and ability to apply understanding of
the pharmacodynamics and pharmacokinetics of
medication being prescribed and how these may
be altered (e.g. by genetics, age, renal impairment,
pregnancy).

2.6

Ability to assess how co-morbidities, existing
medication, allergies, contraindications and quality of
life impact on management options.

2.7

Ability to take into account psychosocial aspects of
patient (e.g. ability to swallow, religion, affordability)
and the potential impact on route of administration
and formulation of medicines.

............................

2.8

Ability to identify, access, and use reliable and
validated sources of information and critically
evaluate other information.

2.9

Knowledge and ability to stay up-to-date in own area
of practice and apply the principles of evidence-based
practice, including clinical and cost-effectiveness.

2.10

Ability to take into account the wider perspective
including the public health issues related to medicines
and their use and promoting health.

2.11

Knowledge of the antimicrobial resistance and
the roles of infection prevention, control and
antimicrobial stewardship measures.

REACHING A SHARED DECISION
(WITH PATIENT/CAREGIVER)

..................................................................................................................

Competencies

Psychosocial Aspects of Prescribing / Therapeutic Communication /

Documentation

.................................................................................................................

Knowledge, Skills and Abilities

3.1
Ability to build rapport with patient and/or caregivers.

3.2

Ability to identify and respect the patient and/or
caregivers in relation to diversity in values, beliefs and
expectations about their health and treatment with
medicines.

3.3

Ability to explain the rationale behind and the
potential risks and benefits of management options
in a way the patient and/or caregiver understands,
including discontinuing treatment.

3.4

Ability to work with the patient and/or caregiver in
partnership to make informed choices, agreeing on
a treatment plan that respects patient preferences

including their right to refuse or limit treatment.

3.5

Ability to routinely assess adherence in a non-
judgemental way and understand the different
reasons for non-adherence (intentional or non-
intentional) and how best to support patients/
caregivers.

3.6

Ability to explore the patient/caregivers
understanding and expectations of a consultation
and aim for a satisfactory outcome for the patient/
caregiver and prescriber.

3.7
Ability to develop, finalise, implement and document
the treatment plan.




12

4 PRESCRIBING

.....................................................................................

Competencies

Clinical Decision Making / Applied Therapeutics /
Collaboration with the Multi-Disciplinary Team /
Psychosocial Aspects of Prescribing

......................................................................................

Knowledge, Skills and Abilities

4.1

Ability to prescribe a medicine safely with knowledge
of its mechanism of action, indications, dose,
contraindications, interactions and adverse effects.

4.2

Knowledge of the potential for adverse effects and
ability to take steps to avoid/minimise, monitor and
manage them.

4.3
Ability to ensure no omission of medicine resulting in
any untreated indication.

4.4
Ability to ensure medicines without indications are
discontinued.

4.5

Ability to prescribe within relevant frameworks for
appropriate medicine use (e.g. local formularies, care
pathways, protocols and guidelines).

4.6

Ability to prescribe generic medicines for cost
effectiveness and when medicines with narrow
therapeutic index should be prescribed by specific
brands.

4.7

Knowledge of relevant national frameworks for
medicines use and ability to apply them to own
prescribing practice.

4.8

Ability to accurately complete and routinely check
calculations relevant to prescribing and practical
dosing.

.............................

............................

4.9
Ability to consider the potential for misuse of
medicines.

4.10

Ability to use up-to-date information about
prescribed medicines (e.g. availability, pack sizes,
storage conditions, excipients, costs).

4.11

Ability to electronically generate or write legible
unambiguous and complete prescriptions which meet
legal requirements.

412

Ability to effectively use the systems necessary to
prescribe medicines (e.g. medicine charts, electronic
prescribing, decision support).

4.13
Ability to make accurate, legible and timely records
and clinical notes of prescribing decisions.

4.14

Ability to communicate information about medicines
and what they are being used for when sharing or
transferring prescribing responsibilities/ information.

PROVIDING
PATIENT EDUCATION

..................................................................................................................

Competencies

Therapeutic Communication

.................................................................................................................

Knowledge, Skills and Abilities

5.1

Ability to establish the patient/caregiver’s
understanding of and commitment to the patient’s
clinical management, monitoring and follow-up.

5.2

Ability to give the patient/caregiver clear,
understandable and accessible medication
information (e.g. what it is for, how to use it, possible
unwanted effects and how to manage and/or report
them, expected duration of treatment).

5.3

Ability to guide patients/caregivers on how to identify
reliable sources of information about their medicines
and treatments.

5.4

Ability to ensure that the patient/caregiver knows
what to do if there are any concerns about the
management of their condition, if the condition
deteriorates or if there is no improvement in a specific
time frame.

5.5

Ability to, when possible, encourage and support
patients/caregivers to take responsibility for their
medicines and self-manage their conditions.
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MONITORING
AND REVIEWING

..................................................................................................................

Competencies

History taking / Data interpretation / Clinical Decision Making
Documentation

..................................................................................................................

Knowledge, Skills and Abilities

6.1
Ability to establish, document and maintain a plan for
reviewing the patient’s treatment.

6.2
Ability to ensure that the effectiveness of treatment
and potential unwanted effects are monitored.

6.3
Ability to detect and report suspected adverse drug
reactions using appropriate reporting systems.

6.4

Ability to review and adjust the management plan

in response to patient’s clinical progress and patient’s
preferences.

6.5
Ability to recommend an appropriate duration for
next monitoring and review.

TECHNICAL SKILLS AND
COMPETENCIES

Knowledge, Skills, Ability

Q)

History Taking

1.2 Ability to interview patient/caregiver to obtain
an appropriate clinical, social and medication history
including over the counter/ traditional medicines,
online medicines and drug allergies.

1.8 Ability to review adherence to and safety and
efficacy of current treatment plan.

6.2 Ability to ensure that the effectiveness of
treatment and potential unwanted effects are
monitored.

Chapter 1A - Collaborative Prescribing Practitioner

'CQ

Physical Examination

1.3 Ability to perform relevant physical examinations,
where appropriate.

1.6 Knowledge of the condition(s) being treated and
their natural progression.

1.7 Ability to assess their severity, deterioration and
anticipated response to treatment.

..........
.......

..........
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TECHNICAL SKILLS AND
COMPETENCIES

Knowledge, Skills, Ability

Data Interpretation

1.1 Ability to access, consolidate and interpret all
available and relevant patient records.

1.4 Ability to request and interpret relevant
investigations necessary to inform treatment options.

6.3 Ability to detect and report suspected adverse
drug reactions using appropriate reporting systems.

Clinical Decision Making

1.7 Ability to assess their severity, deterioration and
anticipated response to treatment.

2.4 Ability to assess the risks and benefits to
the patient of taking or not taking a medicine or
treatment.

2.6 Ability to assess how co-morbidities, existing
medication, allergies, contraindications and quality of
life impact on management options.

2.8 Ability to identify, access, and use reliable
and validated sources of information and critically
evaluate other information.

2.9 Knowledge and ability to stay up-to-date in

own area of practice and apply the principles of
evidence-based practice, including clinical and cost-
effectiveness.

O

e

Diagnostic Formulation

1.5 Ability to make, confirm and document,
the working or final diagnosis by systematically
considering the various possibilities (differential
diagnosis).

4.5 Ability to prescribe within relevant frameworks for
medicines use as appropriate (e.g. local formularies,
care pathways, protocols and guidelines).

4.7 Knowledge of relevant national frameworks
for medicines use and ability to apply them to own
prescribing practice.

4.9 Ability to consider the potential for misuse of
medicines.

6.1 Ability to establish, document and maintain a plan
for reviewing the patient’s treatment.

6.4 Ability to review and adjust the management plan
in response to patient’s clinical progress and patient’s
preferences.

6.5 Ability to recommend an appropriate duration for
next monitoring and review.

TECHNICAL SKILLS AND
COMPETENCIES

Knowledge, Skills, Ability

Applied Therapeutics

1.6 Knowledge of the condition(s) being treated and
their natural progression.

2.1 Knowledge of non-pharmacological and
pharmacological treatment.

2.2 Ability to choose the most appropriate medication
and prescribe doses adjusted according to their
disease and clinical conditions, and consider all
pharmacological treatment options including
optimising doses as well as stopping treatment
(appropriate polypharmacy, de-prescribing).

2.4 Knowledge and ability to apply understanding
of the pharmacodynamics mode of action and
pharmacokinetics of medicines and how these may
be altered (e.g. by genetics, age, renal impairment,
pregnancy).

2.11 Knowledge of the antimicrobial resistance
and the roles of infection prevention, control and
antimicrobial stewardship measures.

4.1 Ability to prescribe a medicine safely with
knowledge of its mechanism of action, indications,
dose, contraindications, interactions and adverse
effects.

4.2 Knowledge of the potential for adverse effects
and ability to take steps to avoid/minimise, recognise
and manage them.

4.6 Ability to prescribe generic medicines for cost
effectiveness and when medicines with narrow
therapeutic index should be prescribed by specific
brands.

4.8 Ability to accurately complete and routinely check
calculations relevant to prescribing and practical
dosing.

4.10 Ability to use up-to-date information about
prescribed medicines (eg. availability, pack sizes,
storage conditions, excipients, costs).

22

Collaboration with
The Multi-Disciplinary Team

1.9 Ability to collaborate and consult with another
member of the team, a specialist or a prescribing
information source when necessary.

4.14 Ability to communicate information about
medicines and what they are being used for when

sharing or transferring prescribing responsibilities/
information.
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TECHNICAL SKILLS AND
COMPETENCIES

Knowledge, Skills, Ability

Therapeutic Communication

3.1 Ability to build rapport with patient and
caregivers.

3.3 Ability to explain the rationale behind and the
potential risks and benefits of management options
in a way the patient/caregiver understands, including
discontinuing treatment.

3.4 Ability to work with the patient/caregiver in
partnership to make informed choices, agreeing on
a treatment plan that respects patient preferences
including their right to refuse or limit treatment.

3.6 Ability to explore the patient/caregivers
understanding and expectations of a consultation
and aim for a satisfactory outcome for the patient/
caregiver and prescriber.

5.1 Ability to establish the patient/caregiver’s
understanding of and commitment to the patient’s
management, monitoring and follow-up.

5.2 Ability to give the patient/caregiver clear,
understandable and accessible information about
their medicines (e.g. what it is for, how to use it,
possible unwanted effects and how to report them,
expected duration of treatment).

5.3 Ability to guide patients/caregivers on how to
identify reliable sources of information about their
medicines and treatments.

5.4 Ability to ensure that the patient/caregiver

knows what to do if there are any concerns about

the management of their condition, if the condition
deteriorates or if there is no improvement in a specific
time frame.

5.5 Ability to when possible, encourage and support
patients/caregivers to take responsibility for their
medicines and self-manage their conditions.

TECHNICAL SKILLS AND
COMPETENCIES

Knowledge, Skills, Ability

==

Documentation

3.7 Ability to develop, finalise, document and
implement the treatment plan.

4.11 Ability to electronically generate or write legible
unambiguous and complete prescriptions which meet
legal requirements.

4 .12 Ability to effectively use the systems necessary
to prescribe medicines (e.g. medicine charts,
electronic prescribing, decision support).

4.13 Ability to make accurate legible and
contemporaneous records and clinical notes of
prescribing decisions.

Psychosocial Aspects of Prescribing

2.7 Ability to take into account psychosocial
aspects of patient (e.g. ability to swallow, religion,
affordability) and the potential impact on route of
administration and formulation of medicines.

2.10 Ability to take into account the wider perspective
including the public health issues related to medicines
and their use and promoting health.

3.2 Ability to identify and respect the patient/
caregivers in relation to diversity, values, beliefs and
expectations about their health and treatment with
medicines.

3.5 Ability to routinely assess adherence in a non-
judgemental way and understand the different
reasons non-adherence can occur (intentional or
non-intentional) and how best to support patients/
caregivers.
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Chapter 18

COMPETENCY
FRAMEWORK FOR
COLLABORATIVE
PRESCRIBER

Collaborative Prescriber
Prescribing Governance

Job Description
Collaborative Prescribing Practitioner

..................................................................................................................

Critical Work Function

Prescribing Governance

..................................................................................................................

Key Tasks

(1) Prescribing safely
(2) Prescribing professionally
(3) Improving prescribing practice

(4) Prescribing as part of a team

..................................................................................................................

Technical Skills and Competencies

Inter-Professional Collaboration / Prescribing Systems /
Professional And Ethical Considerations Of Prescribing

Chapter 1B - Collaborative Prescribing Practitioner

o

Prescribing Prescribing
Safely Professionally

KEY TASKS

Prescribing
Governance

Improving Prescribing as
Prescribing Practice Part of a Team

21
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PRESCRIBING
SAFELY

..................................................................................................................

Technical Skills and Competencies

Prescribing Systems / Professional and Ethical Considerations
of Prescribing

.................................................................................................................

Knowledge, Skills and Attitude

1.1
Ability to prescribe within own scope of practice and
recognise the limits of own knowledge and skill.

1.2

Knowledge of the common types and causes of
medication errors and ability to prevent, avoid and
detect them.

1.3

Ability to identify the potential risks associated with
prescribing via remote media (telephone, email or
through a third party) and takes steps to minimise
them.

1.4

Ability to minimise risks to patients by using or
developing processes that support safe prescribing
particularly in areas of high risk (e.g. transfer of
information about medicines, prescribing of repeat
medicines).

1.5
Knowledge and ability to keep up to date with
emerging safety concerns related to prescribing.

1.6

Ability to report prescribing errors, near misses and
critical incidents, and review practice to prevent
recurrence.

PRESCRIBING
PROFESSIONALLY

................................................................................................

Technical Skills and Competencies

Prescribing Systems / Professional and Ethical Considerations
of Prescribing

.................................................................................................

Knowledge, Skills and Attitude

21
Ability to ensure confidence and competence to
prescribe are maintained.

2.2
Accepts personal responsibility for prescribing and
understands the legal and ethical implications.

23

Knowledge and ability to work within legal and
regulatory frameworks affecting prescribing practice
(e.g. regulators guidance, supplementary prescribing).

2.4

Ability to make prescribing decisions based on the
needs of patients and not the prescriber’s personal
considerations.

2.5

Ability to recognise and deal with factors that might
unduly influence prescribing (e.g. pharmaceutical
industry, media, patient, colleagues).

..................

Chapter 1B - Collaborative Prescribing Practioner

.................

23
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IMPROVING
PRESCRIBING PRACTICE

..................................................................................................................

Competencies

Prescribing Systems / Professional and Ethical Considerations
of Prescribing

.................................................................................................................

Knowledge, Skills and Attributes

3.1
Ability to reflect on own and others prescribing
practice, and acts upon feedback and discussion.

3.2

Ability to act upon (whistle blow) colleagues’
inappropriate or unsafe prescribing practice using
appropriate mechanisms

3.3

Knowledge of the available tools and using them to
improve prescribing (e.g. patient and peer review
feedback, prescribing data analysis and audit).

PRESCRIBING AS
PART OF A TEAM

........................................................................................

Competencies

Inter-Professional Collaboration

........................................................................................

Knowledge, Skills and Abilities

4.1

Ability to act as part of a multidisciplinary team to
ensure that continuity of care across care settings is
developed and not compromised.

4.2

Ability to establish rapport with other professionals
based on understanding, trust and respect for each
other’s roles in relation to prescribing.

4.3
Ability to negotiate the appropriate level of support
and supervision for role as a prescriber.

4.4

Ability to provide support and advice to other
prescribers or those involved in administration of
medicines where appropriate.

..........................

Chapter 1B - Collaborative Prescribing Practioner

..........................
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TECHNICAL COMPETENCIES

Knowledge, Skills, Attributes

D

Inter-Professional Collaboration

4.1 Ability to act as part of a multidisciplinary team to
ensure that continuity of care across care settings is
developed and not compromised.

4.2 Ability to establish rapport with other
professionals based on understanding, trust
and respect for each other’s roles in relation to
prescribing.

4.3 Ability to negotiate the appropriate level of
support and supervision for role as a prescriber.

4.4 Ability to provide support and advice to other
prescribers or those involved in administration of
medicines where appropriate.

Prescribing Systems

1.2 Knowledge of the common types and causes of
medication errors and ability to prevent, avoid and
detect them.

1.4 Ability to minimise risks to patients by using or
developing processes that support safe prescribing
particularly in areas of high risk (e.g. transfer of
information about medicines, prescribing of repeat
medicines).

1.6 Ability to report prescribing errors, near misses
and critical incidents, and review practice to prevent
recurrence.

2.3 Knowledge and ability to work within legal and
regulatory frameworks affecting prescribing practice
(e.g. regulators guidance, supplementary prescribing).

3.3 Knowledge of the available tools and using them
to improve prescribing (e.g. patient and peer review
feedback, prescribing data analysis and audit).

Chapter 1B - Collaborative Prescribing Practioner

Professional and Ethical
Considerations of Prescribing

1.1 Ability to prescribe within own scope of practice
and recognise the limits of own knowledge and skill.

1.5 Knowledge and ability to keep up to date with
emerging safety concerns related to prescribing.

2.1 Ability to ensure confidence and competence to
prescribe are maintained.

2.2 Accepts personal responsibility for prescribing
and understands the legal and ethical implications.

2.4 Ability to make prescribing decisions based on the
needs of patients and not the prescriber’s personal
considerations.

2.5 Ability to recognise and deal with factors
that might unduly influence prescribing (e.g.
pharmaceutical industry, media, patient, colleagues).

3.1 Ability to reflect on own and others prescribing
practice, and acts upon feedback and discussion.

3.2 Ability to act upon (whistle blow) colleagues’
inappropriate or unsafe prescribing practice using
appropriate mechanisms.

ee®ee
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Chapter 7

GOOD
PRESCRIBING
PRACTICE
GUIDELINES
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INTROBUCTION

Overarching Practice Statements

The Collaborative Prescribing ("CP”) Practitioner is
responsible for the care of the patient and should have
knowledge and access to patient’s most updated clinical
records

The CP practitioner should:
a) Establish the patient’s clinical history, latest investigations
and concurrent use of medications.

b) Assess the patient’s clinical condition(s).

c) Apply appropriate clinical reasoning to identify the most
appropriate treatment options (i.e. pharmacological and
non-pharmacological) in partnership with the patient and/
or caregiver.

d) Explain and ensure that patient / caregiver understands the
treatment plan.

e) Document the treatment plan clearly, accurately, and legibly
in a timely manner.

f) Communicate with the patient’s physician and/or the
multidisciplinary team involved in patient’s care whenever
necessary.

Accountability and Responsibility
of Prescribers

a) The CP practitioner is professionally accountable for his/
her prescribing decisions, including initiation, titration and
discontinuation of medications.

b) The CP practitioner should avoid playing the role of the
prescriber, dispenser and administrator concurrently, with
the exception of home care situations to ensure patient
safety.

¢) The CP practitioner should remain up-to-date with the
knowledge and skills required for safe prescribing practice.

28

KEY TASKS

CP Practitioner

CP Pratitioner—l

-

Assess Patient’s
Clinical Condition

Establish Patient’s
Clinical History

}
£
®

Identify Treatment  Explain Treatment
Options Plan

]
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Communicate with
Patient’s Physician

) )~

Document
Treatment Plan

GUIDELINES FOR COMMUNICATION
AND CLINICAL DOCUMENTATION

Communicating With
' . Patients And Family
Members And Caregivers
Appropriate education and provision of information to patients
about their medications is essential to ensure safe and effective
medication use. CP practitioners should inform patients about
their treatment options, indications, risks that include potential

adverse effects, and complications; and responsibilities towards
an agreed medication management plan.

CP Practitioners should:

(a) Provide information on prescribed medicines to patients
and caregivers as part of the clinical consultation with
documentation of this counseling in the patients’ record.
Where necessary, printed medication information can be
given to patients to enhance understanding.

(b) Provide communication channel for patients and/or caregivers
to clarify any doubts or concerns; and to report any side
effects, so that early medical attention can be sought.

/ Good Recording
Practice

All consults with CP practitioners must be documented either on
electronic or handwritten case logs.

a) Electronic case log entries should not be altered, and changes
in clinical decisions and prescriptions should be clearly
documented as addendums.

b) Handwritten case log entries should be legible and made in ink.
Any amendments made should be crossed out with a single
line, initialled, dated and time-stamped.

Recording Specifications

The documentation should include pertinent discussions with
the patient and CP practitioner, and should include the following
when necessary:

a) Date and time of consult.

b) Identifying information, including that of the member
documenting the patient contact.

c¢) Patient presenting symptoms or concerns (e.g. medication
assessment, pharmaceutical opinion, follow-up, etc.).

d) Patient history summary and care plan if developed.
(The record should acknowledge whether a care plan was
available. If a care plan is part of the patient record it should be
acknowledged in the documentation).

e) Documentation of patient’s voluntary and informed or implied
consent, or that of their substitute decision maker, if any.

f) Information provided to or received from other caregivers.

g) Collaboration undertaken with other caregivers, including
outcomes, and/or proposed courses of action.

h) Assessments, interventions, and recommendations where
professional judgment was exercised along with the evidence on
which the recommendations are based; and

i) A follow-up plan that is sufficiently detailed to monitor
the patient’s progress and ensure continuity of care by the
CP practitioner, and other regulated health professionals or
caregivers, if applicable.

29
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GUIDELINES FOR
CP PRESCRIPTIONS

Good Prescribing
Practice

All CP Practitioners must have sufficient knowledge of the
medications they prescribe; if in doubt, they should check with
senior medical practitioner, senior pharmacist or check with drug
references.

The CP Practitioner should indicate the following
on an CP prescription:

a) Patient Identification
The patient’s name, address and identification number should be
included on the prescription.

b) CP Practitioner Identification
The CP Practitioner’s name, employment address and nurse /
pharmacist registration number.

c) Date and Time of the prescription
The CP prescription should not be back-dated, or signed off in
advanced.

d) Medication Name

Medications prescribed by the CP Practitioner must be written
in their non-proprietary name, except for medications in
combination, and when patients are allergic to certain excipients
(i.e. can only take particular brand(s)).

e) Dosage Form
The dosage form and/or route of administration must be clearly
stated on the prescription.

) Dosage Regimen

For medications intended to be taken when required (i.e. PRN),
the prescriber should state the indications and the number of
doses required and/ or the total quantity to be dispensed.

g) Duration and/or Quantity of Medication
For medications where the duration cannot be indicated, the
quantity to be prescribed should be clearly stated.

h) Signature and Professional Registration Number of the

CP Practitioner

In order to ensure timely review of the patients, the prescriptions
should not be written or printed-off and signed in advance.

CP practitioners should issue electronic prescriptions as much
as possible, and any amendments should be made to the
prescription within 24 hours.

o
-% Mode of

Prescribing

Electronic prescriptions should be issued by the CP Practitioner,
and handwritten prescription(s) could be issued when necessary if:

a) The CP practitioner is on a home care visit, and/or
b) There is a system downtime.

Handwritten prescriptions by the CP practitioner must be written
in non-erasable ink and should be written by the same CP
practitioner throughout.

Prescription
Storage
All original hard copy and electronic prescriptions issued by CP

practitioners should be preserved for a minimum of 2 years from
date of issue for audit and legal purposes.

NON-ROUTINE
PRESCRIBING SCENARIOS

Medication
Refill

Medication Refill refers to the re-ordering of medications not

previously ordered by the CP practitioner, but in accordance to a
previously prescribed medication list for patients under their care
without consultation with a medical doctor or an CP practitioner.

The CP practitioner should only issue a medication refill if:

a) The quantity of medication prescribed does not match the next
appointment date given.

b) Prescriptions or medications have been misplaced.

c) Medication has disintegrated and/or has its integrity
compromised.

d) Appointment date has been rescheduled to a later date.

When issuing a medication refill, the CP practitioner should:
Ensure that the patient
@ s clinically stable.

@ Has been taking all the medications at the same
dose since the last consult.

@ 's on regular follow-up with their doctor (i.e. not
more than 1 year).

0 Has fixed his/her next appointment date.

@ Check the patient’s latest available and relevant medical record
to ensure that the medication and/or its dose has not been
adjusted since his/her last visit.

@ Re-order medications that are on the approved drug formulary
in the Collaborative Practice Agreement.

The duration of medication refilled should not:

a) Exceed the patient’s next appointment date.

b) Exceed a 2-week supply if the patient has not made his/her
next appointment date.

Prescribing in a
Home Care Setting

The CP practitioner that carries out home care visits should
maintain the list of patients made readily accessible to members
of the same care team. The CP practitioner should maintain these
patient records on the electronic databases of their employed
institution, which is subject to a review by a medical doctor(s) of
the same care team on a regular basis as stipulated within their
individual CPAs.

The CP practitioner’s employed institution must ensure that there
is proper inventory mangement of the medications checked-in
and checked-out of their employed institution’s medication supply
or pharmacy, which must be regularly audited by the person-in-
charge of the medication supply or a registered pharmacist at
least once every 3 months.

The inventory documentation must include the following

information:

a) Name of CP practitioner

b) Professional Registration number of CP practitioner

c) Date and time of check-in and check-out of medications

d) Medications (i.e. name, dosage form, quantity, strength and
batch number)

e) Expiration date of the medications

The CP practitioner should avoid playing the role of the
prescriber, dispenser and administrator concurrently, with the
exception of emergency situations where delayed treatment would
result in a drastic deterioration of the medical condition.

3



32

RISK
MANAGEMENT

N

Risk Mitigation
The aim of risk management is to

a) Ensure patient safety through the minimization of risk
associated with the inappropriate use of any prescription
medication, and

b) Improve the quality of the collaborative prescribing system.

The section details the possible scenarios where risk mitigation
would be useful.

a) Prescribing rights

- CP practitioners should only prescribe when they have been
privileged. When E-prescribing systems are in place, the CP
practitioners would only be granted the rights to prescribe
after privileging has been approved.

b) Prescribing beyond the scope of the CPA

- CP practitioner should verify that the medication prescribed is
within the approved medication list.

- The approved medication list should be made easily available
to all healthcare professionals employed within the institution.

c) Prescribing during system downtime

- CP practitioners should manually obtain clinical history,
including medications and possible allergies, from the patient
and/or caregiver.

- Written prescriptions issued should be retrospectively
documented on the electronic system.

- CP practitioners should review his/her prescriptions against the
patients’ clinical history once the system has been restored.

- When in doubt or when the risk of error is high, and if the
situation is non-urgent, the prescription should be delayed until
the necessary verification can be conducted.

¢

Medication Safety

The following are recommendations to ensure medication safety
when prescribing:

a) Electronic medication ordering and clinical decision support
system should be utilized, where possible.

b) Routine checking of latest available patient records prior to
and/or during each consult

c) Clear communication with the patient and/or their caregivers
to obtain a full clinical history.

d) Patient and/or caregiver are provided with a channel for
feedback or advice in the event of an adverse reaction or
medication incident.

e) Proper documentation of patient’s consultation.

f) Where errors and adverse events have been detected, the
patient should be reviewed at the earliest possible opportunity.

g) Training on medication safety and on-going education of CP
practitioner should be provided regularly.

INCIDENTS AND COMPLAINTS
REPORTING MANAGEMENT SYSTEM

sl

Whistle-Blowing

Whistle-blowing is important to patient safety, but is often

avoided for fear of being in the vanguard of change. This section

details the various aspects of whistleblowing and the appropriate

reporting channels.

Protection for Whistle-blowers

An employer shall not penalise or threaten to penalise an

employee or cause or permit any other person to penalise an

employee, for having made a disclosure.

Types of incidents reported include:

a) Unfair judgement of CP practitioner’s clinical practice resulting
in unjust treatment of CP practitioner (e.g. dismissal of CP
practitioner)

b) Failure to provide adequate information of medication to
patient where significant risks are present

¢) Failure to report suspected drug addicts to Director of Medical
Services and Director of Central Narcotics Bureau.

d) Irresponsible or injudicious prescribing, in particular a
substance of potential abuse

e) Malpractice such as prescribing for relatives without proper
medical consultation

f) Exceptional failure such as fatal medication error
g) Anticipation of potential catastrophic error/event
Disclosure on fellow colleagues should be made
@ In good faith without any malice.

0 Where there is reasonable belief that the information is
substantially true.

@ Where there is no intended personal gain.

@ Where it is reasonable considering the circumstances.
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Chapter 3

COLLABORATIVE
PRESCRIBING
CLINICAL
GOVERNANCE
GUIDELINES

a) Improve patient’s accessibility to care,
b) Provide quality care without compromising patient safety,
¢) Increase patient choice in accessing medicines, and

d) Enable better use of their expertise.

Definitions

Collaborative Prescribing ("CP”) Practitioners refer to Advanced
Practice Nurses and Pharmacists registered with the Singapore
Nursing Board and Singapore Pharmacy Council respectively, who
are permitted to prescribe within a scope of practice as defined in
their Collaborative Practice Agreement.

Collaborative Practice Agreement ("CPA") is an agreement
between the CP Practitioner and their collaborating medical
practitioner, endorsed by the clinical and professional heads
of department, and approved by the healthcare institution’s
Credentialing Committee.

d) Tests and Investigations.
e) Escalation Criteria.
f) Patient Exclusion Criteria.

Credentialing is the formal process of reviewing, verifying and
evaluating a professional’s credentials (i.e. education, training,
experience, certification, licensure and other professional
qualifications) to ensure that they are sufficiently competent to be
awarded clinical privileges to practice within an approved scope of
practice.

Privileging is the process of determining each professional’s
level of competence to carry out specific diagnostic, treatment
procedures and prescribing. It focuses on the individual’s current
skills and competence. Clinical privileges are granted when
professionals are assessed to be qualified to perform the specific
service/procedure required.

Prescriptions written and signed off by a CP Practitioner
authorises a patient to be issued a medication or treatment as
defined in their Collaborative Practice Agreement, which can be
filled at any PHMCA-licensed facilities or pharmacy in Singapore.
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ROLES AND RESPONSIBILITIES OF
THE CP PRACTITIONER

Accountability

CP Practitioners are accountable for all aspects of their
prescribing decisions including actions and omissions, and are not
permitted to delegate this accountability to any other person.

They must be able to ensure that the:
a) Medicines prescribed are safe and effective for the patient
under their care and the condition being treated,

b) Potential influence from the patients, colleagues and
pharmaceutical industry that may result in inappropriate
prescribing are recognised and managed, and

c¢) Choice of medicinal product for the patient is made based on
clinical suitability and cost effectiveness.

CP practitioners should only see patients on first visit as part of a
care team led by a medical practitioner within the ambit of a CPA.

ROLES AND RESPONSIBILITIES
OF THE COLLABORATING
MEDICAL PRACTITIONER

Accountability

Collaborating medical practitioners are held accountable for
the scope of practice of the CP practitioner as indicated in the
Collaborative Practice agreement, and must ensure that:

a) All acts of prescriptive authority are document and utilised in a
manner that is consistent with any rules and conditions imposed
upon the CP service,

b) They are available for consultation or assistance, as required by
the CP practitioners, and

c) The CP practitioners have avenues to review and improve on
their service, when necessary.

The Collaborative medical practitioner can delegate his/her
supervisory duties to medical practitioners within the same care
team.

ROLES AND RESPONSIBILITIES OF
THE EMPLOYING INSTITUTION

CP Services within
Employing Institution

The employing institution is held vicariously responsible for
the CP practitioners, who are permitted to prescribe as part of
their professional duties with the institution’s consent.

The CP Practitioner should not be the prescriber, reviewer
or dispenser for the same patient at the same visit. Under
circumstances where the CP practitioner has to take on
multiple roles, a second suitable competent person (i.e.
registered nurse, medical doctor, pharmacist, pharmacy
technician) should be involved in the checking process.

CP services with
External Institution

For CP services provided by the CP practitioner to an external
healthcare institution, as agreed upon by the employing
institution, a service contract which details the accountability of
each institution is required in addition to a CPA.

(A) Scope of Practice in Collaborative Services

The CP Practitioner and the medical practitioner’s (who may
be employed by the external institution) scope of practice and
specifically parameters of prescribing must be clearly defined in
the CPA. The following should be considered when drafting the
CPA:

- The prescriber’s professional competency in the area
of practice.

- Ability to value add to current service.

(B) Practice Framework

Clinical governance - The services of a CP Practitioner can be
contracted by institutions with differing operational structure and
clinical governance systems, as such arrangements must be in
place to audit practices and safeguard the patients under their
care.

Support and escalation - The employer and the respective
collaborating institutions must ensure that there are adequate
support mechanisms, resources, and escalation processes

to support and guide the CP practitioner’s practice for the
contracted services.

(C) Accountability

CP practitioners are accountable for all aspects of their
prescribing decision, and should only prescribe within the stated
agreement and work within their own level of professional
competence and expertise.

(D) Dispute resolution (i.e. Prescribing conflicts)

Institutions involved should include considerations of dispute
resolution (e.g. differing opinions involving course of treatment)
as part of the service agreement.
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INSTITUTIONAL COLLABORATIVE
PRESCRIBING GOVERNANCE

Clinical Governance Officer

The Clinical Governance Officer ("CGO") of Collaborative
Prescribing services should

a) Be a Registered Medical Practitioner and a member of the
institution’s medical or clinical board,

b) Review the findings of the Service Review Committee and
ensure that necessary measures be put in place to address any

issues raised by the committee.

c) Identify and harmonise the same CP services across multiple
departments;

d) Work with the Nursing, Pharmacy and/or Allied Health Head of
Departments to appoint the CP leads.

e) Suspend CP practitioners and/or their services, or escalate to
the PHMCA Licensee where necessary.
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Credentialing Committee

The functions of the Credentialing Committee ("CC”)with
respect to CP practitioners are to:

a) Review the application and renewal of CP practitioners;

b) Review and approve the Collaborative Practice Agreements
("CPA"); and

¢) Where conditions of credentialing have not been met or
have been contravened, recommend the suspension of the CP

practitioner to the CGO if necessary.

The Credentialing Committee will consist of a minimum number
of 3 members including:

a) Medical Practitioners

b) Profession-specific CP practitioner* (i.e. APN and/or
Pharmacist); and

¢) Member of a Safety Committee or equivalent.

*Where available

The Chair of the CC must be a medical doctor, appointed by the
Chairman Medical Board or equivalent. The term of office of the

members of the Credentialing Committee shall be determined by
the Chairman Medical Board or equivalent.

INSTITUTIONAL COLLABORATIVE
PRESCRIBING GOVERNANCE

)
PAVS

Collaborative Prescriber Lead

The profession-specific CP Lead(s) would be appointed by the
CGO, with recommendations from the Nursing, Pharmacy and/
or Allied health Head of Departments, and their roles are to:

a) Communicate: To convey relevant national CP updates to their
employed institutions.

b) Advocate: Identify and review areas of service needs where
CP can improve the quality of care and/or improve clinical
workflow.

¢) Coordinate: Identify and collaborate with the designated
medical practitioner for APNs and pharmacists enrolled in the
CP training programme, and ensure the sustainability of the CP
services.

d) Clinical governance: Ensure that the CP practitioners maintain
and update their personal competency portfolio.

e) Support: Serve as a mentor to the CP practitioner.

Service Review Committee

Every institution that sets up CP services must appoint a

CP Service Review committee ("SRC"). The functions of the

committee are to:

a) ldentify trends and patterns that do not comply with the service
standards set up for CP service (e.g. against a DMS directive,
licensing terms and conditions), which should prompt further
investigations into the appropriateness of care;

b) Recommend solutions or interventions to improve the
utilisation trends or patterns of such services in the institution;

c) Assess the effectiveness of implemented solutions;
d) Oversee the implementation and compliance to the CPAs.

e) Conduct regular reviews of the monitoring and outcome
indicators and report the findings to the CGO and CC, and

f) Make recommendations to suspend the CP service to the CGO,
if necessary.

The committee will consist of a minimum number of 5 members
including:

a) Medical practitioners.

b) Profession-specific CP practitioners* (i.e. APN and/or
Pharmacist); and

¢) Member of a Safety Committee or equivalent.
*Where available
The Chair of the SRC must be a suitably qualified healthcare

professional with the understanding of CP services and be
appointed by the Chairman Medical Board or equivalent.
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INSTITUTIONAL COLLABORATIVE
PRESCRIBING GOVERNANCE

Licensee

Clinical Governance Officer

(CP Services)

Oversight
Oversight of all CP services within the
HCI and reports back to MOH

Credentialing Committee CP Lead

Approve
Credential the CP
practitioner with
prescribing privileges

Advocate

services can support

Actively identify areas of
service needs where CP

Service Review Committee

Check

Regular review of the CP
services on within the
healthcare institution

Clinical Team

CPA

(named practioner basis)
Medical Doctor(s)
CP Practitioner
CP practitioner (i.e.
APN or Pharmacist)

Clinical Team

CPA

(named practioner basis)
Medical Doctor(s)
CP Practitioner
CP practitioner (i.e.
APN or Pharmacist)

CREDENTIALING
PROCESS

Pre-Requisites for
CP Service Application

A service need must first be identified by the Head of Department
where a CP Practitioner prescribing would improve the clinical
workflow. Thereafter, the clinical head(s) of department identifies
the suitable APN(s) and/or Pharmacist(s) suitable to provide the
service. The identified APN and/or Pharmacist can then proceed
to register for the CP training programme with a Letter of Support
from their respective Heads of Department endorsed by their
collaborating medical practitioner and the Clinical Governance
Officer.

Upon completion of the CP training programme, the Advanced
Practice Nurse or Pharmacist should enter into a Collaborative
Practice Agreement ("CPA") with a medical doctor(s) within 3
years. The CPA must subsequently be reviewed and approved by a
CC, before the CP practitioner is awarded the clinical privilege to
prescribe. The Advanced Practice Nurse or Pharmacist can then
submit their CP certification and CPA to the Ministry of Health
("MOH") to be entered into the list of CP Practitioners that is
published on the MOH’s Healthcare Professionals Portal.

Review of Collaborative Practice
Agreements

The CPA must be reviewed once every 3 years and may be
amended in writing and signed by all parties.

For each CP service, the CP Practitioner should submit
monitoring indicators to the respective institutional professional
designates for tracking and audit purposes. These could include
the following:

a) Safety (e.g. number of errors/near misses, number of CPA
deviations, number of ADRs reported) [Compulsory].

b) Process (e.g. number of patients prescribed under CPA).

¢) Outcome (e.g. time within therapeutic range, number of
bleeding events, number of disease flares).

d) Quality (e.g. patient satisfaction).

The respective Heads of Department must prepare a performance
report regularly (not less than 3 yearly) detailing the various
submitted indicators, gaps and deficiencies identified, and
proposed improvement plan (within 6 months) to bridge gaps and
deficiencies identified. This report should be submitted to the
institution’s SRC for review and audit.

Ad-Hoc Review of Collaborative
Practice Agreements

For changes that need to be made prior to the scheduled review
of the Collaborative Practice Agreements, the CP practitioner
should seek approval and inform the respective parties.

CP Practitioners must seek approval from the CC for the
following changes to the CPA:

a) Changes in partnering institutions for collaborative services.

b) Changes to the scope of practice (e.g. change in list of medical
conditions, addition of new procedures).

¢) Changes to the escalation criteria to medical doctors.

d) Inclusion of new prescription-only-medicines to the drug
formulary.

CP Practitioners can seek approval from their Head of Pharmacy
Department and/or Director of Nursing and subsequently
inform the CC for the following changes to the CPA:

a) Changes to the department of practice.

b) Change to the clinical team and signatories.

¢) Inclusion of new general sales list medication and pharmacy-
only medications to the drug formulary.

d) Inclusion of new investigations and tests.

The Ministry of Health should be informed of any changes to the
CPA (e.g. change practitioners, scope of formulary, supervisors or
drug formulary). This can be done in the form of highlighting the
amendments in the CPA and send the CPA to elis@moh.gov.sg.
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MAINTENANCE OF COMPETENCY
FOR CP PRACTITIONERS

CP Competency Portfolio

The CP lead should ensure that the CP practitioners maintain a
competency portfolio for re-credentialing.

The portfolio should consist minimally of:
a) Collaborative Practice Agreement.

b) 4 Prescribing logs per year (please refer to Annex A for the
template).

c¢) Continuing Professional Education log specific to area of CP
practice (please refer to Annex B for the template).

d) Clinical supervision where applicable.

In addition, the CP practitioner should be following the
Continuing Professional Education requirements of their
respective professional boards but at least 30% should be related
to the area of CP practice. The review of the CP practitioner’s
credentialing should be carried out every 3 years, which should
coincide with the review of Collaborative Practice Agreements by
the CC.

Leave of Absence

CP Practitioners who have taken a leave of absence exceeding
2 years should undergo a competency reassessment and/or
clinical supervision for a period of time, before they can be
re-credentialed by the CC to practice as a CP practitioner, as

stipulated by their respective professional Heads of Department.

DISCIPLINARY
MANAGEMENT

Complaints and Disciplinary Actions
Against CP Practitioners

Any complaint of a CP practitioner should be submitted to the
SRC for review in writing, and can consist of:

a) Improper conduct of a CP which brings disrepute to his/her
profession;

b) Information on the conviction of a registered CP practitioner
of any offence implying a defect in character which makes him
unfit to practise as a CP practitioner;

¢) Professional services provided by a CP are substandard; or

d) Information that indicates that the CP practitioner is
physically or mentally unfit to practice.

Any wilful acts of disregard for approved CPA and policies and
procedures should be escalated by the SRC to the CGO. The
CGO shall inform the relevant authorities in the event of the
scenarios listed below.

(A) Professional boards

- Act of negligence.

- Professional misconduct.

- Action that causes or would cause harm to the patient.

(B) Health Sciences authority

- Any medication prescribed by the CP practitioner that is not on
their approved medication list as stated in the CPA.

Incident Reporting

All errors, near misses, and deviations from the CPA should be:

a) Reported in institutional risk management system as per
institutional policy.

b) Submitted to the SRC within 48 hours.

All errors that had resulted in any form of harm would require

a root cause analysis to be conducted by the institutional
medication safety committee or equivalent. The results of
investigation and recommended course of action should then be
routed to the SRC for review.

Suspension of Services Provided by
CP Practitioners

This section refers to the suspension of CP service in a
particular service area if the review of the SRC reveal:

a) Significant number of Adverse drug events as decided by SRC;
b) Negligent prescribing outside the list of approved medications;

¢) Negligent prescribing / consultation for patients not registered
with your service;

d) Unauthorized delegation of prescribing; and

e) Any other deviations from the CPA, including as determined
by the SRC that may compromise patients’ safety and welfare
or bring disrepute to the profession.

The service may be suspended for the duration of investigations
by the institutions” SRC. The CGO must be notified of all
suspensions and outcomes of the investigations.

The continuation of the CP service after the investigation has
been completed would be subject to the SRC's findings and CGO's
decision. MOH must be informed should all CP services within
the institution need to be suspended.

Suspension of CP Practitioners

The following situations may warrant an investigation by the
SRC and result in suspension of the CP practitioner:

a) Failure to renew CP privilege and CPA.
b) Significant number of adverse drug events as decided by SRC;
¢) Wilful prescribing outside the list of approved medications;

d) Wilful prescribing / consultation for patients not registered
with your service;

e) Unauthorized delegation of prescribing; and

f) Any other situations deviations from the CPA, as determined
by the SRC that may compromise patients’ safety and welfare.

The CP practitioner’s right to prescribe may be withheld by the
institution pending investigation by the SRC. The CP practitioner
would be notified of their suspension in writing by the CC.

The CP practitioner should not prescribe during the investigation
period, and any non-compliance will be escalated to the
respective professional boards and HSA. The CP practitioner’s
prescribing rights will be restored by the CC only after the

investigation has been completed, subject to the SRC's findings
and the CGO's decision.
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DISCIPLINARY
MANAGEMENT

Appeal System

The CP Practitioner whose credentials have been denied or
terminated has the right to appeal against the decision of the CC.

Appeals shall be made to the CC within 30 days of receipt of
notification that the clinical privileges have not been granted

or terminated. The appellant should attach to his/her letter of
request for appeal relevant documentation such as logbook that
details the training courses attended, number of hours of hands-
on experience, appropriate endorsement by renowned authority
and other relevant information to support his/her case.

The CC will reply within 14 days after receipt of all relevant
documents and if the appellant is not satisfied with this outcome,
he/she may then submit a final appeal to the institution’s
Chairman Medical Board or equivalent within the next 14 days.

The Chairman Medical board or equivalent will appoint a panel
(3 or more) with no conflict of interest, minimally comprising

a doctor, a pharmacist CP practitioner, and/or a nursing CP
practitioner to review the appeal application. The panel will
meet within 21 days of receiving the appointment letter to review
the application. Information and opinion may be sought from
external institutions if required. The CC will present the case

to the institution’s appeals panel. The panel may also conduct
“an interview with the appellant and the respective Heads of
Department, and other involved parties to seek clarifications and
identify their concerns if necessary.

The panel should submit a report on their final decision and
recommendations to Chairman, Medical Board within 60 days
from the review commencement date.

A letter will be given to the appellant on the outcome of his/

her appeal, with the reasons clearly stated if his/her appeal is
rejected. The CP Standing Committee, Medical Board, CGO, SRC,
CC would be kept informed of the final outcome of the appeal.

Appeal Submitted

within 30 days of receipt of

notification that the clinical
privileges have not been
granted or terminated

l 30 Days

Credentialing Committee

reply within 14 days
after receipt of all
relevant documents

l 14 Days

Chairman Medical Board

appoints an

investigating

panel with no
conflict of interest

Investigation Panel

meet within 21 days
of receiving the

appointment letter to

review the application

Chairman Medical Board

recieves final report from

investigation panel within

60 days from the review
commencement date.

l

Annexes
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Annex A

PRESCRIBING LOG (EXAMPLE)

CP practitioners will be expected to complete at least
4 prescribing logs on an annual basis to be included
into their CP Competency Portfolio. Patient data must
be anonymized to maintain confidentiality.

SIGNS AND SYMPTOMS
(INCLUDING PATIENT
MEDICAL HISTORY,

MEDICATIONS, CLINICAL
EXAMINATION AND
FINDINGS, ALLERGIES)

Presenting Complaint
Hypertension Review.
Chronic dry cough after
taking Enalapril

Past Medical History
Hypertension

Type 2 Diabetes on
lifestyle management
Smoker 20 sticks per day
LDL Cholesterol
4.3mmol/L

Examination
BP 160/90
BMI 27kg/m2

Current medication
(including OTC, Herbal,
Internet) [must include
dosage strength and be
linked to PMH).

Enalapril 5mg BD (not
regular 4 weeks)

Allergies
None known

POST
ASSESSMENT
DIAGNOSIS

Adverse reaction
to Enalapril

BP remains
elevated

TREATMENT PLAN
(DRUG NAME,
DOSAGE FORM,
DOSE, FREQUENCY,
AMOUNT)

Losartan 50 mg OM
x 28 days

ADVICE, REFERRAL/
REVIEW, OUTCOME

Adyvice

50 year Chinese male
Overweight with Type

2 Diabetes - Weight
management& lifestyle
modification

Moderate smoker- Smoking
cessation advice

Referral/Review

Review in 2/52 for repeat BP
check and renal panel
Discussed referral to smoking-
cessation clinic- patient not
ready at moment

Patient Qutcome
Patient has high atherosclerotic
cardiovascular risk

Review lifestyle modification
and smoking status at future
appointment

Review response to losartan
and check renal panel

To consider initiation of statins
id LDL cholesterol still Elevated

REFLECTIONS AND
LEARNING POINTS

Use of Enalapril is associated with
potential side effect of cough and
substitution with another class of
renin-angiotensin-system blockade
agents may be needed. Patient
should be forewarned.

Patient may not always be ready
for change in a particular lifestyle
habit (i.e. smoking) and principles
of motivational interviewing can
be employed to engage patient
while going on to other lifestyle
modifications.

MOH Lipid Clinical Practice
Guideline 2016 categorizes this
patie

SIGNS AND SYMPTOMS
(INCLUDING PATIENT

MEDICAL HISTORY, o

ASSESSMENT
DIAGNOSIS

MEDICATIONS, CLINICAL
EXAMINATION AND
FINDINGS, ALLERGIES)

TREATMENT PLAN
(DRUG NAME,
DOSAGE FORM,
DOSE, FREQUENCY,
AMOUNT)

ADVICE, REFERRAL/
REVIEW, OUTCOME

REFLECTIONS AND
LEARNING POINTS

CP Practitioner’s Signature:

Collaborating Doctor’s Signature:

CP Practitioner’s Signature:

Collaborating Doctor’s Signature:




Annex B Glossary of Terms

CONTINUING PROFESSIONAL EDUCATION LOG

CP Practitioners must refer to their respective
professional boards for maintaining and

recording of their Continuing Professional The Clinical Governance Officer ("CGO") is responsible for the

Education ("CPE") points. oversight of the clinical management of patients registered with
the Advanced Practice Nurse and/or Pharmacists-managed clinics
providing Collaborative Prescribing services.

Clinical Governance Officer

Credentialing Committee
Name:

The Credentialing Committee is responsible for the extension

of prescribing rights, within an approved scope of practice, to
selected Advanced Practice Nurses and/or Pharmacists that have
completed the Collaborative Prescribing Programme offered by

Record of Number of hours Record what you have learnt, how you will apply what you have learnt and what the National University of Singapore.

CPEtaken of CPE will be beneficial to your area of CP practice?

Collaborative Prescriber Lead

The profession-specific Collaborative Prescriber Lead(s) would
be responsible for the welfare of the Collaborative Prescribing
practitioner, and the resource person for the Collaborative
Prescribing services across the institution.

Service Review Committee

The Service Review Committee is responsible for the regular
review and monitoring of the Collaborative Prescribing services
across the institution, so as to ensure that the quality and
standards of these services are upheld.
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