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Letters

cians are aware of this and may deliberately
co-prescribe, particularly for short term treat-
ment. The alert system we designed identified
the potential interaction but only fired an
alert if the serum potassium was rising or
exceeded predefined limits. If serum potas-
sium concentration had not been monitored
for a predefined period of days
the alert also fired. This allows
patients’ safety to be ensured
without flooding clinicians with
potentially irrelevant alerts.

As Ferner says, no system
is completely error free, and
we are fortunate to have the
safety net of a pharmacist
check of prescriptions, which
has been shown to reduce error.*®
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Electronic prescribing is helpful in
children too

Eprror—We concur with Ferner in his
review of computer aided prescribing.' Our
centre’s experience of e-prescribing started
in 1996 as part of the overhaul of the clinical
management system. Voluntary reporting of
prescribing errors was the only mechanism
before the introduction of the computer sys-
tem and was certainly an ineffective way of
notification. From our own experience, the
prescribing error rate went from an average
of 10 per year in 1994 to over 100 per year
in 1997, indicating previous underreporting.
With proper electronic documentation and
monthly clinical audits, we have seen the
prescribing error rate reduced to 40 last year
(a drop of 60%).

As Farrar et al say in their rapid
response (previous letter), we believe that
the reduced error rate was due partly to
improvement in the legibility and complete-
ness of prescriptions, as well as to the
increased awareness of the prescriber to
automatic logging. Errors in prescribing
may be more likely to occur with a change of
junior medical staff every three months, as
in our centre. This is even more important in
the case of paediatric prescribing, when any
wrong dosage may result in detrimental
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consequence.” An informal survey has
shown that most junior medical staff
working with children welcome the compu-
ter system and we therefore have no doubt
that the introduction of the electronic
prescribing system has been a success.
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Decision support needs to be evidence
based

Eprror—The deficiencies of existing com-
puterised prescribing decision support sys-
tems in the United Kingdom described by
Fernado et al and Ferner are mirrored in
Australia.' * Focus groups conducted by the
Australian national prescribing service high-
lighted concerns that prescribing decision
support prompts may not be evidence based
or comprehensive.’

Subsequenﬂy, four prescribing packages
were analysed, using the drug records of 20
elderly patients (N Sharma et al, Australian
health and medical research congress,
Melbourne, November 2002). There were
5-22 recommended drug-drug interaction
prompts per patient. These interactions had
been categorised by experts as. clinically
important (for example, ergotamine and
erythromycin), clinically appropriate (for
example, celecoxib, angiotensin converting
enzyme inhibitor, and diuretic), or of low
clinical importance (for example, tramadol
and warfarin). The appropriateness of the
information for a prescriber in general prac-
tice was also examined.

Large variations in the total number of
prompts, clinical relevance, and appropri-
ateness of the information were found in the
prescribing packages. Between eight and 16
of the 32 recommended clinically significant
interactions were not detected. Pharmaco-
kinetic interactions were done well. The
packages performed poorly in detecting
pharmacodynamic and three way drug
interactions, therapeutic duplications, when
one drug treats an adverse effect induced by
another, and promoting rational drug use.

The National Prescribing Service and
General Practice  Computing Group
believes that the development of safe and
effective decision support systems requires a
formal information model based on an
evidence based clinical model, which incor-
porates the logic and workflow needed to
practice safely and effectively. The methods
and models, using asthma as an example,
and the general practice data model and

core data set,’ are currently being developed
(www.healthinformatics.unimelb.edu.au).
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Amoxicillin for non-severe
pneumonia in young children

Stop skimping, start investing in

antibiotic treatment

Eprror—The limitations of the paper on
three v five days of antibiotic treatment for
pneumonia merit additional emphasis.' The
paper had an inadequate selection of indica-
tors of treatment failure, an- insufficiently

- discriminating treatment compai‘ison (also

pointed .out by Borja and Rigau (next
letter)), insufficient detailing of patients’ his-
tory, dismissiveness towards caregivers’

~assessments, deficient survivor data, and dif-

ficulties in applying the conclusion of the
study to broader populations.

If the conclusion was acted on, predict4
able ‘deaths might occur, particularly in
undiagnosed asthma. Roughly 54 000" peo-
ple die in Britain each year from complica-
tions related to respiratory infections.

Skimping on antibiotics is a contested
tactic. False economy is evident when patients

are admitted to hospital and intubated for =

infections that could have been managed less
invasively with appropriate antibiotics.

Skimping does not address the need for
anew generation of antibiotics. No one seri-
ously doubts that antibiotics are at times
prescribed unnecessarily. But the tokenism
is inappropriate; and dangerous skimping is
likely to give a false comfort, which displaces
the need for real action on the antibiotic
problem. ' ,

Lobbying ' governments to support
research and development in antibiotics and
antiviral medicine and for -adjunct changes
in public policy is essential. A review of pro-
tocols for pharmaceutical approvals is also
required, if the necessary developments for
the future are to be viable.

Sacrificing people in the name of thc
species, when the real reason is poor
economics, is no longer politically credible.
We ought to be particularly sensitive, when it
is a vulnerable group such as children, who
are called on to make the sacrifice.
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