4 Levine DF, Bleakley A. Maximising medi-
cine through aphorisms. Med Educ 2011
(in press).

5  Levine DF. Personal observations.

In response

In response to the thoughtful comments of
Levine and Bleakley we are pleased to reem-
phasise the principal purpose of our paper.

Cognitive shortcuts were first identified
as key triggers of errors in judgement and
decision taking.! Subsequently this view
was challenged by researchers who have
shown the value of ‘cognitively hard-wired’
systems in making sense of complex situa-
tions.? Clearly, ‘intuition’ plays a part in the
diagnostic process. However, in our
analyses of case records of emergency
admissions, we were perturbed to find that
the conclusions of clinical clerking by
trainees usually appear under the term
‘Tmp’ (ie impression). This term is non-
specific and as a result follow-up actions
may be ill-defined.

Recent evidence demonstrates that ‘get-
ting it right’ using intuition is a marker of
expertise. Experienced doctors may be able
to arrive at the correct answer very quickly
— their expertise has become cognitively
implicit. Psychologists have developed a
number of techniques to examine this
aspect of expertise (including cognitive
task analysis and verbal protocol analysis).3
We conclude that intuition-based decision
making may work well for an expert diag-
nostician but is likely to be less fruitful for
a trainee physician.

In the light of this evidence we suggest
that junior members of the care team
should use a systems approach to back up
initial thoughts. In caring for older
patients, clinicians often face a complex
web of possibilities. The proposed simple
tabulated format (charting observations,
conclusions and resultant actions) allows
the team to create a plan for a patient, to
share it adequately (including during han-
dovers), and to provide follow-up.

We agree that diagnosis is a non-linear,
dynamic cognitive process. It is exactly for
this reason that a tabulated plan could help
render the process more tractable. Care
plans have been shown to improve out-
comes in intensive care units.* However, it
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is likely that such changes in process can
only come from central directives. If it
could be shown, in a prospective study, that
tabulated observations, conclusions and
resultant actions (of the type proposed)
significantly enhance the process of
assessing acute admissions to hospital, then
it would seem reasonable to add such tabu-
lations to the ‘generic medical record-
keeping standards’ proposed by the Royal
College of Physicians in 2007 and accepted
by more than 80% of physicians.’

GRAHAM NEALE

Visiting professor,
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Imperial College, London
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Including pharmacists on
consultant-led ward rounds

Editor — Miller and colleagues highlight the
useful interventions of pharmacists in pre-
scribing on consultant-led ward rounds
(Clin Med August 2011 pp 312-16). We
have previously shown how giving feed-
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back to junior doctors on consultant-led
ward rounds can lead to a reduction in pre-
scribing errors.! However, a major problem
with this approach is that the doctor who
wrote the drug chart is often not present on
the round, as patients are quickly moved
from the on-call or acute medical team to
another ward. We therefore extended our
work to a one-year study in which the
pharmacist gave feedback to foundation
year (FY) 1 doctors responsible for mod-
erate or severe prescribing errors irrespec-
tive of the ward they worked on. Drug
charts and take home prescriptions were
systematically reviewed on three medical
and one surgical ward by a single desig-
nated ward pharmacist who conducted the
study. Feedback was given by the pharma-
cist face-to-face whenever possible (58% or
errors), by telephone (26%) or by email if
the trainee was otherwise difficult to con-
tact (16%). The feedback was supple-
mented by six formal teaching sessions in
which the prescribing errors were discussed
in anonymised fashion.

In total, 275 errors were recorded by 25
FY1 doctors. The two most common errors
were due to incorrect medication history
itself, followed by wrong dose. There was a
62.8% reduction in total prescribing errors
over the course of the year from 86 in the
first eight weeks to 32 in the final eight
weeks. Severe errors reduced by 92.3% from
13 in the first eight weeks to one in the final
eight weeks. A questionnaire evaluation of
the FY1 doctors’ perceptions of the study
revealed an overall feeling that providing
feedback in this way was useful and effec-
tive. Six FY1s revealed that they had never
received prescribing feedback from a senior
member of their medical team.

An important goal of ward pharmacists
should be to educate. Receiving feedback on
performance is the most powerful way to
learn.? Our study shows that pharmacists
giving feedback to trainees on prescribing
errors is feasible and effective even though
they may not be working on the ward in
which the errors were detected.

SIMON QUANTRILL

Consultant physician

DANIELLA WEBBE
Pharmacist

Whipps Cross University Hospital, London
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In response

We thank Quantrill and Webbe for their
response, and agree completely both that
an important role of pharmacists is to edu-
cate, and that better systems are needed for
providing feedback to prescribers about
any errors made. We believe that feedback
is complementary to pharmacist atten-
dance on consultant ward rounds, and that
both approaches are required. Pharmacists
attending ward rounds are likely to be more
aware of patients’ current priority medical
problems, and are able to discuss drug
therapy with senior members of the med-
ical team, resulting in the higher interven-
tion rate demonstrated in our paper.
Separately, better feedback on prescribing
errors, particularly to junior doctors, is also
needed, to facilitate learning. Several
studies have shown that junior doctors get
little or no feedback on their prescribing
errors at present. We recently completed
some exploratory work with junior doctors
and pharmacists to explore these issues,
and found a key barrier to be pharmacists
unable to ascertain the identity of the pre-
scriber. We are therefore considering
piloting the use of name stamps, and are
designing a controlled study to explore the
impact of providing feedback to our junior
doctors.  We would encourage Quantrill
and Webbe to publish their findings in
more detail so that others can build on
them further.
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Pharmacy Department
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‘The tubercular diabetic’

Editor — We read with great interest the
article by Bailey and colleagues (Clin Med
August 2011 pp 344-7). Treatment of people
with tuberculosis (TB) and diabetes is
indeed
rifampicin potentially adversely alter the

complicated. Not only does
pharmacokinetics of gliclazide,! glipizide,?
pioglitazone,’ nateglinide* and repaglinide,’
but like isoniazid, it may increase insulin
requirements.® Liver and nerve toxicity from
anti-TB drugs may be difficult to distinguish
from diabetes-associated non-alcoholic fatty
liver disease and peripheral neuropathy
respectively and for those with co-morbid
HIV infection with access to treatment,
there is the added complication of antiretro-
viral-associated insulin resistance.” TB itself
may precipitate hyperglycaemia by a stress
hormone response and there is some evi-
dence of glucose intolerance in TB patients
reverting to normal in up to 75% of patients
after three months of TB treatment.?

We wholeheartedly endorse Bailey and
Grant’s conclusion that TB and diabetes
demand increased attention from clinicians
and academics if we are to ensure that
future patients receive optimal manage-
ment of both conditions.

HEMANTHA CHANDRASEKARA
Specialty registrar in
endocrinology and diabetes,

Royal Liverpool University Hospital

KEVIN HARDY
Consultant in endocrinology and diabetes,
Whiston Hospital,

Prescot, Merseyside
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In response

We read with appreciation the comments
of Chandrasekara and Hardy. The manage-
ment of concomitant tuberculosis and dia-
betes mellitus remains challenging and
highlights two important factors. Firstly,
that our level of clinical suspicion of dual
pathology here in the UK needs to be raised
so that management can be optimised,
including appropriate adjustment and
monitoring of medication. Secondly, that
as diabetes progresses in low-income coun-
tries we need to consider collectively how
best to manage this chronic disease in
resource-limited settings and indeed this is
a focus of our ongoing research.

PAUL GRANT
Specialist registrar in diabetes
and endocrinology,
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SARAH LOU BAILEY

Clinical lecturer in infectious diseases
and global health,
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Oxygen therapy in acute
coronary syndrome: current NICE
recommendations

Editor — I read with great interest the concise
guidance by O’Driscoll and colleague (Clin
Med August 2011, pp 372-5) on emergency
oxygen use in adult patients. Oxygen therapy
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