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ANTICIPATORY PRESCRIBING IN
COMMUNITY PALLIATIVE AND
END-OF-LIFE CARE: A REALIST REVIEW

ABSTRACT

Background: Access to community palliative and end-of-life care that is patient-
centred, culturally sensitive and responsive is not equitable for all people in New
Zealand. There is an opportunity to transform primary palliative care through an
anticipatory prescribing approach and an interdisciplinary workforce. Research
is needed to inform the development of best practice and give confidence to
authorised prescribers.

Aim: This study aimed to identify the factors influencing anticipatory prescribing
in community palliative and end-of-life care.

Methodology: A literature search was undertaken of the databases CINAHL
Complete, Science Direct, PubMed, Google Scholar, Grey Lit, Open Grey,
Mednar and Open Core. Seven relevant primary research studies were selected.
A meta-synthesis of the qualitative research was carried out using a critical
realist framework.

Findings: Three main themes emerged from the reviewed articles to explain
the factors influencing anticipatory prescribing in community palliative and
end-of-life care, including expertise, teamwork and prioritisation. Expertise had
two subthemes, which were knowing when to prescribe and knowing how to
prescribe.

Conclusions: Developing and maintaining expertise in primary palliative

care, developing better interdisciplinary teamwork, and the prioritising of

this prescribing practice are the factors underpinning effective anticipatory
prescribing in palliative and end-of-life care. There is an ethical responsibility to
anticipate the likely deterioration and end-of-life needs of palliative patients, so
timely care can be provided and symptoms managed. Anticipatory prescribing
should be individualised, approached with an equity lens, and delivered through
an interdisciplinary health workforce to effectively meet population needs.

This article was accepted for publication in October 2021.
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INTRODUCTION

nterdisciplinary teamwork is integral to the philosophy of palliative

care (Brown, 2015). The complexities of whole-person care require

the complementary approaches of different team members to work
together to meet the needs of the patient and their whanau or family
(Dyess et al, 2020; Ministry of Health [MoH], 2012). Relieving physi-
cal suffering is an important component of palliative and end-of-life
care, an intervention which should not have to be delayed (Rome et
al, 2011). Predicting when patients’ end-of-life will occur remains a

significant challenge to health professionals, however, and respond-
ing to acute needs at short notice can present a challenge to general
practices in New Zealand.

The approach of anticipatory prescribing for palliative and end-of-
life care needs is used overseas (Antunes et al, 2020; Brady, 2016)
and has the potential to provide timely and more equitable access
to symptom control here in New Zealand. This article reports on a
meta-synthesis of qualitative research, applying a realist framework
to better understand the factors affecting anticipatory prescribing in
community palliative and end-of-life care.
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BACKGROUND

Anticipatory prescribing is the approach of prescribing medications
ahead of clinical need for symptoms that are likely to occur, so

the medications are readily available when they are needed most
(National Clinical Guideline Centre, 2015). Anticipatory prescribing

is used for end-of-life care to reduce potential distress or suffering.
This approach can also be used in the management of long-term and
palliative-stage conditions, where providing medication in advance
of likely recurrent symptoms can enable treatment to be initiated
sooner before a worsening deterioration develops. Meeting people’s
palliative and end-of-life care needs is internationally recognised as a
basic human right (World Health Organization, 2020). The burden of
disease and the changes that take place when dying mean that there
is potential for suffering, which can often be avoided.

Palliative care aims to improve an individual's quality of life until
their death, attending to their physical, psychosocial and spiritual
needs in a culturally sensitive way (MoH, 2011). For care to be fairly
distributed, patients should have equitable access to care. However,
in New Zealand, significant health disparities are known to exist
between Maori and non-Maori, including in accessing palliative care
(MoH, 2014). M&ori have a higher incidence of life-limiting disease,
yet their access to palliative care has failed to match their need (Kidd
et al, 2018). Despite the principles and obligations under Te Tiriti o
Waitangi (The Treaty of Waitangi), to preserve and improve health for
Maori, equitable provision of palliative care has not been achieved
in New Zealand (MoH, 2019). There are also other inequities in
palliative care that are not specific to Maori, relating to non-cancer
diagnoses, age, other minority ethnicities, and rural geographical
locations, which need to be addressed for care to be fairly distributed
(Palliative Care Council of New Zealand, 2010).

The palliative death rate in New Zealand is projected to increase
by more than 47 percent over a 22-year period, from 30,500 deaths
in 2016 to 45,000 deaths in 2038 (McLeod, 2016; see Table 1,
below). The three most common categories of palliative deaths relate
to the circulatory system, cancer, and “other” causes, which largely
encompasses dementia and frailty (McLeod, 2016; see Table 2,
below). By 2038, non-cancer related deaths are expected to reach

Table 1. Projected palliative deaths in New Zealand

Number of deaths Change

triple the number of cancer deaths (McLeod, 2016).

As cancer has a more predictable disease trajectory than other
palliative diseases, the projected increase in non-cancer related
deaths will result in less predictable patterns of illness, including
the onset of patients’ last days of life (Thomas et al, 2016). Over
the coming decades, death rates for Maori are expected to stay
constant, but those deaths are projected to occur at much older ages
(McLeod, 2016). Considering Maori are currently under-represented
in the uptake of palliative care (Kidd et al, 2018), achieving equity will
involve matching the current need and increasing resources to match
the rising need (MoH, 2016).

International studies indicate that most people prefer to die at
home (Grattan Institute, 2014; Nilsson et al, 2017; Pennec et al,
2015; Stanford School of Medicine, 2021). However, in New Zealand,
over a third of adults aged 65 and over die in acute hospitals (Broad
et al, 2015). Data on place of death suggests that there is poor
continuity of care and support being provided at home (MoH, 2016)
which can lead to crises (which may involve suffering and harm) and
care being provided contrary to the patient's wishes. Furthermore,
there are quality and sustainability concerns, which may result in
poorer outcomes for patients and families (Health Quality & Safety
Commission [HQSC], 2020). These concerns are likely to compound,
resulting in significantly strained resources for future palliative
patients if not addressed (HQSC, 2020).

Enabling anticipatory prescribing to become a safe and widespread
practice would require a true integration of services. For example,
anticipatory care plans and prescriptions could primarily be
developed by GPs and primary care nurse practitioners (NPs). They
could also be initiated by secondary and specialist care providers,
with a request for review by the patient’s primary provider within
a defined timeframe. As outlined in the Resource and Capability
Framework for Integrated Adult Palliative Care Services (MoH,
2012), most palliative care would continue to be provided by primary
care providers, with support from specialist services. However, the
anticipatory care plans and prescriptions could be accessed by other
community health-care providers as appropriate, allowing them to
provide care whenever needed, according to the patient’s wishes and
the directives of the primary provider.

METHODOLOGY

The origins of critical realism come from the writings of Roy
Bhaskar, who made the distinction between epistemology, a
focus on knowledge, and ontology, a focus on reality (Archer

2016 30,500
f 47.5% (over 22 years)

45,000

Table 2. Most common causes of palliative deaths

1 (most common) 2 3

et al, 2013; Bhasker, 1975). The underpinning philosophy of
realism deals with the truths behind what is unobservable,
seeking to understand the causal processes between the
context of an intervention and the outcomes (Chakravartty,
2017). Informed by the three domains of reality (see Figure
1, next page), theory or data can be evaluated through four
basic forms of logic: deductive, inductive, abductive and
metaphoric inference (Eastwood et al, 2014). Retroduction
can then be used to conceptualise the hidden causal forces
that emerge from these forms of logic. The result (see Figure

2016 circulatory system cancer

other (includes dementia, frailty)

1) is a layered approach to explaining the mechanisms that
result in particular outcomes within particular contexts.

circulatory system other cancer

Applying a realist review approach to a synthesis of the
findings of primary research studies can enable a deeper
understanding of these causal processes.
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Domain of Emperical
Experiences/observations of events

Domain of Actual
Events which are generated by real structures

Domain of Real
Structures and mechanisms which generate events

Figure 1. The three domains of reality (Stevens, 2020,

adapted from

Mingers, 2004).

Realist review approach

The methodo

logical process followed in this review was informed by

the realist review stages outlined by Power et al (2019). According

to Power et a
review.

|, there are six active stages in carrying out a realist

e Stage 1: Setting a clear scope for the review and developing a
theoretical framework.

Table 3. PICO table

Key words Synonyms and other terms

e Stage 2: Creating a search strategy.

e Stage 3: Selecting and appraising the primary research studies.
e Stage 4: Undertaking a process of data extraction.

e Stage 5: Data synthesis and analysis processes.

e Stage 6: Testing and refining theories that have been developed.

These six stages were adapted to form a basis for the
methodology for this study. Elements of the PICO (population,
intervention, context and outcome) were identified as authorised
prescriber, anticipatory prescribing, community palliative and end-of-
life patients, and symptom management respectively, as represented
in Table 3 below.

To apply these elements of the PICO to a critical realist framework,
the intervention and context were considered as mechanisms, the
population viewed as human agency, and the outcome was viewed
as an inter-relation of the above, as shown in Figure 2 below.

Search strategy:The second stage involved refining and complet-
ing the search strategy. The terms from the PICO table were used
as a basis for searching databases. The terminology used in other
countries was explored to maximise the capture of international
findings. The search strategy for PubMed is shown in Box 1 (oppo-
site page), and was adapted for CINAHL Complete, Science Direct,
Google Scholar, Grey Lit, Open
Grey, Mednar and Open Core.
Study selection: Inclusion and
exclusion criteria were applied to
the selection of studies. Primary re-
search studies published in the last

Population

Authorised prescriber

General practitioner, GP, nurse practitioner, NP, nurse
prescriber, family doctor, family physician.

10 years were included. Anticipato-
ry prescribing in contexts other than

Intervention

Anticipatory prescribing

Advanced prescribing, pre-emptive prescribing, just-in-case

palliative and end-of-life care were
excluded. Articles not published in

medications. English were excluded unless an
Context Community palliative Palliative, last days of life, terminal, dying. Eng!l§h translation Wa_s available.
and EOL patients Home, primary care, community. Additional relevant articles were
handpicked from the reference lists
Outcome Symptom management Symptom relief, “good death” vs “bad death”. of secondary research studies to

add completeness and rigour. The
PRISMA process diagram (Fig-

ure 3, opposite page) shows the
identification of the studies selected

m

Intervention Contextual

Anticipatory Community palliative &
prescribing end-of-life care patients

echanisms: mechanisms:

Population at each stage.
(human agency): Data extraction: Research article

Authorised titles were screened to indicate
prescribers whether the topic was potentially

relevant, and if so, the abstract

Figure 2. Components of the critical realist approach in the context of the

Outcomes:
Symptom management

present research (following Spacey et al, 2019)

was screened. Article titles which
included palliative, terminal, dy-
ing, last days of life, or symptom
management, had their abstracts
screened. If articles were found to
be exclusive to hospital anticipatory
prescribing, prescribing for as-
sisted dying, or involved examining
decisions about the administration
of anticipatory medications for ex-
ample, they were excluded. During
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Box 1. PubMed search strategy

“symptom control” OR “symptom management” OR “symptom re-
lie*” OR “suffering” OR “distress” AND “palliative” OR “end stage”
OR “terminal” OR “last days of life” AND

“anticipatory prescribing” OR “anticipatory medication” OR “just
in case prescribing” OR “just in case medication” OR “end-of-life
prescribing” OR “end-of-life symptom

management” OR “end-of life medication” AND “authorised pre-
scriber” OR “authorized prescriber” OR “medical

practitioner” OR “general prescriber” OR “GP” OR “nurse

practitioner” OR “NP” OR “prescriber” OR “family doctor” OR “fam-

ily physician”
FILTERS: in the last 10 years

LIMITS: publication year >2011, research article/
primary research

EXCLUDES: guidelines, quantitative, secondary research

the full-text review, 11 of the articles were found ineligible on the
basis of not directly mentioning anticipatory prescribing.

Quality appraisal: The Joanna Briggs Institute (JBI, 2017)
critical appraisal checklist was used as assessment criteria for
all seven articles. Three of the 10 appraisal areas highlighted
some areas which were lacking strength. Three studies did not
locate the researcher culturally or theoretically. Two studies did
not address the influence of the researcher and there was a level
of uncertainty with two further studies of this being adequately
addressed. The final area of potential inadequacy was in two
studies which did not provide reader assurance that the voices of
the study participants were adequately represented. One article
was excluded since it did not demonstrate ethical review in a
study involving palliative patients as the population.

Characteristics of the selected studies: The characteristics
of the seven studies selected for inclusion in the review are set
out in Table 4 (next page). Five of the studies were English, one
was Scottish (of note: the National Health System (NHS) in Eng-
land and Scotland are sepa-
rate health system bodies).

IDENTIFICATION OF STUDIES VIA RESEARCH DATABASES

The seventh study took place
in Victoria, Australia (Khalil et
al, 2021). The community set-
tings had GP or nurse practi-
tioner clinical oversight, with
interdisciplinary team involve-
ment. Aged residential care
homes were included as a
community setting; hospice
in-patient units were excluded.
The seven studies were

) published between 2012 and

Titles and abstracts excluded (n = 1687)

Limited to the administration of AP by nurses or carers

Nurse prescribing in community palliative care but not

Direct patient research without ethics approval (n = 1)

J

Figure 3. PRISMA diagram (page et al, 2021)

- a
Titles identified through
searches (n = 1715)
5 Science Direct (n = 851) Duplicate records
=) Google Scholar (n=474) > removed
.8 PubMed (n = 63) (n = 47)
._"":.3 Mednar (n = 194)
= Open Core (n = 126)
=) Handpicked (n = 7)
=
\ J
P
Quantitive only studies
Secondary research
Titles and Paediatric palliative care
abstracts screened Specialist-managed AP
(n=72) Syringe driver AP
Assisted dying or euthanasia
English translation not available
o Dental AP
= N
c
g e
S full i Studies excluded (n = 12)
2 ull text studies Primary EOLC but not specific to AP (n =9)
assessed for —_—
eligibility specific to anticipatory prescribing (n = 2)
(n=27)
\
=]
9 Studies
=] included in review
= (n=7)
—

2021 in general practice,
nursing and palliative care
journals. Three study designs
were qualitative descriptive,
two were ethnographic, one
was observational and one
was based on grounded
theory. Although Bowers et al
(2020) note that anticipatory
prescribing is encouraged
practice for end-of-life
symptom management in
the United Kingdom (UK),
Australia and New Zealand,
no New Zealand-based
studies were located.

Data synthesis &
analysis: The Stepwise
Framework (Bygstad et al,
2016) was used to guide the
stages of data analysis and
synthesis. This framework
was chosen for the six-step
process it provides with

an applied critical realist
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approach (see Table 5, below).

The first step involved noting the events and issues that lead to
anticipatory prescribing from each of the seven studies. The second
step involved identifying the key entities that constituted structures
with causal powers (Bygstad et al, 2016). By the third step, an
exploration of meaning was applied, where through abduction,
themes to explain and interpret the events were noted. The fourth
step, made up of four sub-steps, involved going through the data with
retroductive inference, a process of identifying the circumstances
where anticipatory prescribing would not occur. The analysis as
part of step five involved explaining the causal properties of the
events and how they related to dependent factors and contributed
to mechanisms. Finally, in step six, the explanations of the causal
properties and mechanisms were tested repeatedly against the
theorising already made, and the wording of these was refined until
the explanatory power was most effectively explained (Power et al,
2019). Once the explanations had been tested, the coding of data
was compiled in a table under the explanatory themes.

Table 5. Data synthesis and analysis

. Description of events and issues that constitute the phenomenon of interest.

FINDINGS

Three primary themes emerged from the synthesis, including
expertise, teamwork and prioritisation. Expertise has two subthemes,
which are knowing when to prescribe, and knowing how to prescribe
(see Figure 4, below).

Expertise

Effective anticipatory prescribing for palliative and end-of-life care
needs is underpinned by expertise. This idea of expertise is reflected
in the primary research findings referring to “getting the timing right”
(Bowers et al, 2020); “knowledge of when to prescribe” (Khalil et

al, 2021); “awareness of pathways” (Khalil et al, 2021); “knowledge
of publicly available resources” (Khalil et al, 2021); “reflecting on
expertise and experience” (Faull et al, 2013); and in “reading the
situation” (Bowers & Redsell, 2017). A well-placed confidence to
prescribe for palliative and end-of-life care comes from knowledge
and experience (Wilson et al., 2016) and through education, such
as from local integrated projects for palliative care which include
guidance on anticipatory prescribing (Lawton et

al, 2016). Knowing “when” and knowing “how” to
prescribe anticipatory medications both require
expertise.

Knowing when to prescribe: Knowing when to pre-

. Identification of key entities.

scribe anticipatory medications requires the greatest

. Theoretical re-description (abduction).

expertise. It is challenging to accurately predict when

N W | NN

. Retroduction

a) immediate outcomes

b) interplay between entities

c) the candidate affordances

d) the stimulating/releasing conditions

symptoms will occur, and identifying the right stage to
prescribe anticipatory medications is also a challenge
and significant barrier to its implementation (Bowers
& Redsell, 2017; Khalil et al, 2021). Some prescrib-
ers only use anticipatory prescribing for end-of-life.
Others prescribe for earlier stages, aware that there

5. Analysis of the set of affordances and associated mechanisms.

are additional benefits and indications for anticipatory

6. Assessment of explanatory power.

prescribing (Khalil et al, 2021). Noticing that a patient

is deteriorating is the most obvious indication for which

prescribers agree to prescribing anticipatory medica-
tions; there will likely be a consensus
too, if the practitioner can anticipate the

primary themes

subthemes

A

patient’s disease deterioration (Khalil et
al, 2021). Nurses also make judge-
ments about when anticipatory prescrib-
ing may be appropriate, initiating
conversations with families and recom-

Knowing when to prescribe ‘

mending that GPs consider anticipatory
prescribing (Bowers & Redsell, 2017;

e

Wilson et al, 2016). These clinical

Knowing how to prescribe ‘

judgements by the nurse may or may
not be shared by the prescriber (Wilson

Prioritisation

Figure 4. Themes and subthemes of the findings

et al, 2016). Some GPs, on the other
hand, fully rely on nurses to prompt
them to consider anticipatory prescrib-
ing, particularly in aged residential care
(Bowers et al, 2020).

Knowing when to prescribe is a
learnt skill (Bowers & Redsell, 2017;
Faull et al, 2012). Prescribers need
a forward-planning approach and
may tie in the timing of anticipatory
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prescribing with other care-planning decisions such as resuscitation
status and preferred place of care and death (Bowers et al, 2020).
Interdisciplinary team meetings provide shared expertise and

lead to shared decision-making on when to prescribe anticipatory
medications (Wilson & Seymour, 2017). The Gold Standards
Framework (GSF), a tool designed to help clinicians develop a more
planned approach to life-limiting conditions (Thomas & Noble, 2007),
forms the basis and purpose of interdisciplinary team meetings
(Wilson & Seymour, 2017).

“In our practice, we have regular Gold Standard Framework
meetings where we keep up to date on what’s happening with
the patients. The district nurses normally let me know when
anticipatory drugs are needed.”

(GP interview, Wilson & Seymour, 2017, p 131).

This quote provides an example of where patient care is improved
by different professions working together. The different lens they
bring from their clinical backgrounds, experience and working
contexts adds more than an individual practitioner or single-
disciplinary team are likely to provide.

Knowing how to prescribe: The skill in knowing how to prescribe
has several important elements. Best practice in prescribing dictates
that prescribers must know the patient's condition well, have under-
taken adequate assessment of the patient’s situation, and know that
the medications are safe and appropriate for the patient's needs
(General Medical Council, 2021; Medical Council of New Zealand,
2020). Most GPs report seeing the patient for themselves following
a nurse suggesting anticipatory prescribing, but a minority would
prescribe on account of a well-known and trusted nurse (Bowers et
al, 2020). Conversations with patients and their families about an-
ticipatory prescribing need skill and sensitivity, tailored at a level that
matches their needs (Bowers et al, 2020). Although some patients
and families are open to talking about the need for anticipatory pre-
scribing and are believed to be reassured by it being implemented,
others have appeared ambivalent. GPs report framing anticipatory
prescribing as a clinical recommendation, while giving the patient
and family the opportunity to opt out (Bowers et al, 2020). GPs need
to know where to find appropriate guidance, otherwise they may be
unlikely to prescribe anticipatory medications (Wilson & Seymour,
2017).

Afinal but significant element of knowing how to prescribe is in
the correct completion of prescriptions. Wilson et al's (2016) study
of 575 community nurses involved with palliative care revealed that
incorrectly prescribed anticipatory medications affected around one
fifth of nurses. GPs seemed to lack understanding of the impact of
incomplete prescriptions on their interdisciplinary colleagues. What
GPs considered small errors in their prescriptions, were in fact legally
incomplete prescriptions/documents for pharmacists to dispense or
nurses to administer. However, the lack of understanding about these
differing responsibilities led to time-consuming processes, delays in
access to medications and considerable frustration on both sides.
Skill and experience could lead to more accurate prescriptions being
written, and improved understanding of professional colleagues’
responsibilities.

“If we get a form right, it's usually cause for celebration. Just
because all of the ‘I's and all of the ‘T’s definitely have to
be crossed. I'm not sure they actually definitely have to be

crossed but our district nurses feel that they actually have to
definitely be crossed”.

(GP interview, Wilson & Seymour, 2017, p 132)

I think sometimes doctors don’t seem to understand the
importance, the legal requirements of doing a controlled drug
prescription. For example, the validity, there’s got to be direc-
tions, dosage, quantity, they've got to be in words and figures
... There’s times when prescriptions come from surgeries
that haven't been signed, where legally you cannot dispense it
then”.

(Pharmacist interview, Wilson & Seymour, 2017, p 132).

Inexperience — the opposite to expertise — leads to a reluctance
to do anticipatory prescribing and results in variations in practice
between prescribers (Faull et al, 2013; Wilson & Seymour, 2017,
Wilson et al, 2016). The fears documented about anticipatory
prescribing include prescribing opioids, expediating death, misuse,
waste, and medication shortages, which lead to reluctance and in
turn, less real-world experience of using this approach (Bowers
& Redsell, 2017; Faull et al, 2013; Khalil et al, 2021). For more
experienced clinicians, misuse and waste are viewed as risks rather
than fears, and risks are weighed up against the potential benefits.
While there may be risks involved in putting medications in a
house too early, the possibility that individuals may not get effective
symptom management if left too late is often a greater cause for
concern (Bowers & Redsell, 2017). In cases where medications were
left in homes for longer periods, experienced GPs would rely on
nurses to provide feedback on any concerns they had (Bowers et al,
2020).

Teamwork

The process of anticipatory prescribing is smoother and more
successful when health professionals work as a team. Nurses
were often the first to identify the need for anticipatory prescribing
(Wilson & Seymour, 2017) and GPs typically assumed responsibility
for initiating the anticipatory prescribing conversations with the
family (Bowers et al, 2020). Nurse prescribers would often take
responsibility for both. They initiated conversations both with

the family unit and the GP, having the authority to prescribe
independently within their scope, but with the aim to act
collaboratively (Stenner & Courtenay, 2008).

GPs were reported as being receptive to nurses requesting that
they consider anticipatory prescribing, were influenced by them,
valued them greatly, and frequently relied on them (Bowers et al,
2020). Specialist and palliative care nurses were considered an asset
to GPs, and nurses were aware that they were acting as the eyes
and ears of the GPs (Bowers & Redsell, 2017; Bowers et al, 2020;
Wilson & Seymour, 2017). However, as non-specialised providers of
palliative care, district nurses could feel undervalued and not listened
to by GPs, in many cases stemming from hierarchical attitudes and
poor understandings of nurses’ responsibilities and capabilities
(Wilson & Seymour, 2017). Other studies contrasted with this finding,
showing that district nurses formed closer relationships with GPs
than specialist nurses (Bowers & Redsell, 2017). The reason for this
was that GPs and specialist nurses could both attempt to take the
lead, and as a result experience conflict. Specialist nurses were also
thought to value specialist palliative views over the generalist views
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of GPs (Bowers & Redsell, 2017).

In all cases, an adequate nurse-GP (or other prescriber)
relationship needs to be established (Bowers & Redsell, 2017). An
understanding of differing professional responsibilities is also vital.
When these aspects of connection and relationship are properly
understood, it can lead to increased communication and trust in
the anticipatory prescribing process. In contrast, lack of trust and/or
relationship tends to be the weak link in the process of anticipatory
medications in the home (Faull et al, 2013).

‘I offered to meet the out-of-hours doctor, it was a . . . patient
who was very, very terminally ill and he said he would, but didn’t,
and he . . . admitted that patient and she died in the ambulance
on the way to hospital and you know, that was — | was quite
happy to meet him, to give whatever, but he wasn't interested.”

(Nursing professional, focus group 8,
Faull et al, 2013, p 3).

“We had a patient who was requiring an awful lot of morphine . .
. the breakthrough dosages were very high and were continually
being adjusted and because [specialist palliative nurses] were
involved | used to give quite a big range actually, because they
were women that | worked with . . . and | know and trust, so you
give a big range . . . but when you have a [different] nurse going
in at night, they were very, very reluctant to give the dose that
they had been having and they would tend to go to the lowest
dose on the range, which caused difficulty with pain control . . .
not knowing the patient, not knowing the family, not knowing me,
not knowing the team, and being asked to give what seemed to
be a lethal dose of morphine.”

(GP interview 2, Faull et al, 2013, p 4).

The health professionals in these examples appear to have
acted independently, rather than as part of a team, highlighting
that insufficient links between them prevent a more comprehensive
approach to care. Nurses working in aged residential care, in
relative isolation from the health-care team, may request admission
of palliative patients to hospital, which may later be identified as
inappropriate (Lawton et al, 2016). Having one GP allocated to an
aged care home has the potential to improve the relationship and
trust between members of the health team in this context (Wilson
& Seymour, 2017), as it promotes continuity of relationship as well
as continuity of care. Nurses advocating for patients in aged care
settings have successfully promoted collective discussions about
anticipatory medications (Bowers et al, 2020).

Where nurses work well with GPs, they report good access to
anticipatory medications (Faull et al, 2013). Being located in the
same building enhances relationships; the closer the proximity, the
more frequently the informal “corridor” conversations take place
(Wilson & Seymour, 2017). When nurses have been overstretched
in their workload or split off from GPs geographically, it has made
their working relationships, interdisciplinary communication, and
the process of anticipatory prescribing more difficult (Bowers et al,
2020). One solution has been having the GP review the shared
electronic records where nursing care is documented. Anticipatory
prescribing was also reportedly used as a signal to visiting clinicians
that symptom control was the priority focus when shared electronic
records were not available (Bowers et al, 2020).

Nurses know to provide regular updates to GPs in relation to

patients who may need anticipatory medications (Bowers & Redsell,
2017). Yet nurses encounter issues with some GPs when they
broach the subject of anticipatory prescribing. Even senior nurses
with direct experience in anticipatory prescribing reported “playing
the game” when negotiating with GPs over what to prescribe. Nurses
are documented as having to balance the patient advocacy role with
negotiation tactics — compromises, persuasions, suggestions and
tailored approaches to individual GPs (Bowers & Redsell, 2017).
However, healthy negotiations tend to be valued by nurses, like in the
following example.

“It's very rare that your suggestions are ignored. The problem
is | don't like the doctors that say no to everything and | don’t
like doctors who say yes to everything, | like the negotiation.”

(Rene, community palliative nurse, Bowers & Redsell,
2017, p 18).

Even when conflicts arise, nurses would work to get the best out-
come for the patient.

“They don't always agree with me and sometimes you have to
choose your battles, but ultimately you have got to do what’s
right for the patient . . . I'm not afraid to be the advocate and
push that forward.”

(Debbie, community palliative nurse, Bowers & Redsell,
2017, p18).

GPs also put their patients’ needs above that of concerns within
the interdisciplinary team. For example, concern would arise if the
GP had no connection with the third party who would be initiating
the anticipatory medications. However, the greater concern for GPs
was that the patient would not be given the prescribed medication
when needed, and that this would result in a bad death (Bowers
et al, 2020). Ultimately, health professionals are still navigating
interprofessional issues to continue to provide the safest and most
effective patient care they can.

Prioritisation

Recognising the benefits of anticipatory prescribing, and acting to
prioritise them, is the third theme to emerge from the analysis. The
prescribers involved in facilitating anticipatory prescribing were
aware of the benefits it could bring to patients and their families; to
relieve distressing symptoms when they occurred meant caring for
the physical needs of the patient, and offering a sense of control
to patients and their families in knowing that these needs could be
managed (Bowers & Redsell, 2017).

‘I like to have those conversations early. To get them out of the
way sounds like I'm trying to avoid them, | think get them out
of the way for their benefit so that they don’t have to, they can,
there’s a lot to sort out, ‘let’s get it all sorted out and then enjoy

IR

the last time you have’.

(Dr Matthews, GP and out-of-hours doctor,
Bowers et al, 2020, e734).

Anticipatory prescribing was seen as an insurance plan, a way
of managing uncertainty and preventing crises, particularly for
non-cancer conditions where disease trajectories could be very
difficult to predict (Bowers et al, 2020). In these patients, anticipatory
prescribing was done while the patient was still stable, and could
involve medications to cover end-of-life symptoms as well as earlier
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needs (Bowers et al, 2020; Khalil et al, 2021). Only some clinicians
used anticipatory medications to manage other stages of late disease
and specifically injectable medications in patients for whom oral
medications were no longer best, for example, when swallowing
issues were present and gastroparesis (Bowers et al, 2020; Khalil et
al, 2021). Having a proactive mindset enabled GPs to put anticipatory
medications in place before the clinical needs occurred. Knowing the
benefits of anticipatory prescribing is the first step in this; prioritising
the action is the next, even if the need does not arise for a while.

“One or two of the partners said, ‘I think it's a problem thinking
when to do it | said, ‘Why? Why can't you just leave it [anticipa-
tory medications] gathering dust . . . why can't you do it early?’”

(Dr Taylor, GP, Bowers et al, 2020, p3)

While some GPs felt it was the responsibility of out-of-hours
services to attend to end-of-life symptomatic needs (Wilson et al,
2016), many other GPs felt anticipatory prescribing was a more
optimal approach to covering out-of-hours care needs (Bowers et
al, 2020; Bowers & Redsell, 2017). Anticipatory prescribing was
therefore put in place to benefit patients and their families, as well
as to prevent additional work for their out-of-hours colleagues
(Bowers et al, 2020). The risks of leaving medications in homes for
months where they could go missing, be misused or expire are well
documented, and in some contexts accessing these medications to
begin with could be challenging, and the cost could affect patients
(Bowers et al, 2020; Faull et al, 2013; Khalil et al, 2021). However,
for many GPs these challenges were worked around, whenever the
clinical and emotional benefits outweighed the risks (Bowers et al,
2020).

As a result of the anticipatory prescribing approach, many GPs
found working in palliative care extremely rewarding, and were
willing to work hard to prioritise end-of-life symptom control (Bowers
et al, 2020). This willingness cultivated a culture where anticipatory
prescribing was encouraged (Bowers et al, 2020). Ultimately there
was also agreement on the principle that distressed patients should
not have to wait for relief, that without anticipatory prescribing “bad
deaths” occurred, and “good deaths” could occur where anticipatory
prescribing was present (Faull et al, 2013; Lawton et al, 2016).

“Just in case [JIC] drugs used 3 times in the last 24 hours of
life — family delighted with the care.”

(Afterdeath review in Care Home, number 12, Lawton et al,
2016, p 496).

Anticipatory prescribing then, can enable “good deaths” to occur in
accordance with patient and family wishes.

DISCUSSION

The relevance of international studies for the New Zealand context
of community palliative care needs to be considered on various
levels. At the most fundamental level, the relevance of anticipatory
prescribing is universal, and indeed ethical. The definition and
purpose of anticipatory prescribing — that palliative and end-of-life
patients in physical distress should not have to wait for relief —
remains the same.

Conceptually then, the principles underpinning anticipatory
prescribing are universal. However, on a cultural level there are
differences between palliative care in New Zealand and in other

countries. Despite the cultural diversity that exists in the UK and
Australia, through immigration and asylum, and the indigenous
populations that live in Australia, culturally safe practices were not
discussed in the articles reviewed. In New Zealand, considerable
efforts have been put into developing culturally safe practices,
particularly for Maori, the indigenous people of New Zealand.

Health inequities have persisted for Maori for generations (MoH,
2020a; MoH & University of Otago, 2006), and a commitment to
changing these inequities has shaped the education of health-care
professionals in New Zealand, underpinned by the Treaty of Waitangi.
Relating the concept of cultural safety to the findings of this study, the
skills and competencies required for culturally safe practice fit with
the “expertise” theme. As health-care professionals become more
aware of the impact of their own views and biases (Medical Council
of New Zealand, 2020), and seek to work with patients and whanau
and their differing worldviews, the aim of achieving toi ora (health)
could be closer to being realised (Te Riinanga Hauora Maori o Te
Moana a Toi, 2019).

The interdisciplinary approach encouraged by the Gold
Standards Framework (2019) speaks to the value of different health
professionals playing their part as a team in providing palliative care.
Hierarchical attitudes and poor understandings of other professionals’
roles exist in New Zealand as well as overseas (Forgues, 2018).

The primary care funding model in New Zealand may reinforce
these attitudes and prevent more interdisciplinary approaches

from occurring (Pullon et al, 2009). The fee-for-service model links
payments to tasks, which separates the team into practitioner types,
and the biggest revenue stream by far is for the doctors, who tend
to work independently (Pullon et al, 2009). This model provides little
incentive for a one-team approach in a context where privately-
owned practices have fiscally tight margins and alternative ways of
working may offer little guarantee of investment return. As for GPs
having an interdisciplinary approach with other health professionals
outside their practice, such as district nurses and ambulance
personnel, the barriers are potentially greater, due to tight scheduling
templates, and separate working facilities.

The professional scope of nurses in primary care has been much
slower to advance in New Zealand than it has in the UK (Hoare et
al, 2012). Community nurses have been able to prescribe injectable
medications for end-of-life care since 1994 in the UK (Legislation UK,
1992), and as Bowers and Redsell (2017) reported, these nurses are
frequently involved in initiating anticipatory prescribing. Twenty-seven
years on, nurse prescribers in New Zealand still cannot prescribe
injectable medications for palliative and end-of-life care (New
Zealand Legislation, 2016; Nursing Council of New Zealand, 2018).
Nurse practitioners working in primary care in New Zealand are
able to attend to these end-of-life needs however, including for the
anticipatory prescribing approach, and the numbers of these primary
nurse practitioners are increasing (MoH, 2020b).

Members of the health workforce who provide palliative and end-
of-life care will vary between the UK and New Zealand; indeed this
varies within regions of New Zealand. When anticipatory medications
are prescribed, it could vary from area to area who would administer
them. District nurses, hospice nurses, doctors or ambulance
personnel are the most likely members of the workforce to do this.
Sometimes family members may be comfortable with carrying this
out. Ambulance personnel have an increasing role in end-of-life care,
particularly when families need support in the home at relatively short
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notice and when someone from their primary health-care team is not
available (McCormick & Thompson, 2019).

Until now in New Zealand, anticipatory prescribing has featured
more in specialised and residential care settings (Canterbury District
Health Board, 2011; MoH, 2009; MoH, 2013), with little evidence of it
being used in primary care. In the last few years however, the Te Ara
Whakapiri documents Principles and Guidance for the Last Days of
Life (MoH, 2017a) and Te Ara Whakapiri Toolkit Care in the Last Days
of Life (MOH, 2017b) have encouraged anticipatory prescribing as a
means of guiding the care of dying patients across all settings in New
Zealand, including the home setting (MoH, 2017b). These documents
view anticipatory prescribing as integral to planning for end-of-life
care needs, responding quickly to symptoms and optimising the
care that is delivered. General practice was also represented in the
working group for these documents (MoH, 2017a).

LIMITATIONS

Most of the studies included in the meta-synthesis were from the UK,
with just one from Australia. The limited availability of New Zealand
research on anticipatory prescribing reduces the potential for broader
insights. Studies which did not have an English translation were also
excluded. Perhaps the most significant issue and limitation emerging
from the selected studies, however, was that there was minimal
consideration for cultural needs and equitable health care. Although
cultural components of the UK and Australia have differences to

New Zealand, it would have been useful to have diversity and equity
incorporated in the thematic findings of the study.

CONCLUSIONS

This meta-synthesis has revealed that the factors which influence
anticipatory prescribing in community palliative and end-of-life

care settings fall under the themes of expertise, teamwork and
prioritisation. Authorised prescribers require expertise in knowing
when and how to prescribe anticipatory medications. Possessing the
expertise to initiate and guide serious conversations with patients and
whanau/family also promotes the anticipatory prescribing approach.

It is readily apparent that a wider team is needed for an optimal
anticipatory prescribing approach. An interdisciplinary approach can
enable safer and more comprehensive palliative care to be provided,
and is facilitated through a clear understanding of differing roles,
open communication, relationship, trust and mutual respect. Finally,
clinicians need to recognise the benefits of anticipatory prescribing
given the unpredictable nature of end-of-life care, and take steps to
prioritise it. If anticipatory prescribing is not prioritised, it potentiates
patient and family crises, preventable access to and demand for
acute services, and ultimately “bad deaths” for these patients and
their whanau/families. Limiting the palliative prescribing approach
to immediate indications rather than the likely and inevitable
symptomatic needs will allow harm and inequities to continue.
Anticipatory prescribing should therefore be enabled and embraced
whenever possible and appropriate, to provide timely palliative and
end-of-life care for patients and their whanau/families, supported by
an interdisciplinary workforce.

RECOMMENDATIONS

¢ Education on anticipatory prescribing needs to be available to
prescribers to equip them with the knowledge and skill to do this well,
incorporating cultural safety and patient-centredness.

¢ Interdisciplinary training and education sessions are needed to
foster teamwork in the provision of anticipatory prescribing.

e Experienced palliative care clinicians need to be retained to help
upskill the existing workforce to be competent in improving timely
palliative care in a patient-centred way.

¢ Anationally adopted tool is needed to improve consistency and
equity in palliative care, either using the Supportive & Palliative Care
Indicators Tool (SPICT) or the Gold Standard Framework (GSF), as
determined through a consultation process.

® New Zealand research is urgently needed to understand

the perspectives of patients and their whanau/family regarding
anticipatory prescribing.

e Anticipatory prescribing could be added to the nurse prescribing
scope in New Zealand, drawing on the experiences of nurses in the UK.
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