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Abstract

This thesis presents the results of an original research programme that set out to investigate
the factors influencing the uptake and utilisation of independent non-medical prescribing by
pharmacists and physiotherapists, and to determine if these factors affect both pharmacist
and physiotherapist prescribers similarly or if there are differences. For the first time a
systematic policy review has been conducted bringing together UK non-medical prescribing
(NMP) policy documents. This review identifies the changing role for NMP, from improving
access to medicines for patients to streamlining care by reducing duplication and ensuring
that patients have access to the most appropriate person. In addition, the systematic policy
review highlighted the impact that changes in government, and reorganisation of the NHS,

had in delaying legislation and reducing policy document publication.

The policy review was followed by an exploration of the factors influencing the uptake and
utilisation of NMP, employing three standalone and sequential research methods; systematic
literature review and thematic synthesis, consensus technique and focus groups. The
systematic review was the first to investigate and synthesise the literature regarding barriers
and facilitators to NMP. The identified papers pertained to research mainly with nurse
independent non-medical prescribers (INMP), with limited representation from pharmacist
INMPs but none from any other NMP profession. A consensus technique, Delphi, was used to
investigate barriers and facilitators experienced by pharmacist and physiotherapist INMPs
(the latter a newer, and relatively unexamined, NMP profession) to identify perceived
similarities and differences between them. The two professions were chosen because they

were similar in size, and range of practice areas, but differed in the length of time since each



profession gained prescribing rights. Focus group methodology then used the lived
experiences of pharmacist and physiotherapist prescribers to understand how prescribers

perceived the impact of outside influences on their practice.

The importance of this thesis is it defines two important themes influencing the utilisation of
NMP. The first links to medical professionals and the wider clinical team, highlighting how
support from the team enables successful NMP implementation. The second theme links to
the INMP's role, which defined the knowledge they required, and thereby instilled confidence.
The research identified the factors influencing NMP, which could be a barrier or a facilitator
depending on circumstances, and their frequent interdependence. The Delphi and the focus
groups described the experiences of the two professions, identifying differences between

them, thus indicating that not all the identified factors affected each profession similarly.

Healthcare in the UK is evolving dramatically in response to workforce shortages, and this
research has identified the role NMP now plays in healthcare provision to support continuing
patient care. For the first time, not only have the factors that influence the utilisation of NMP
been identified, and their frequent interdependence, but that they do not affect pharmacist
and physiotherapist INMPs similarly. It cannot therefore be assumed that the factors
influencing NMP apply equally to all NMP professions, and this should be recognised as NMP
is expanded to other professions, such that mitigating strategies can be adopted. Likewise

these factors should be considered when developing new NMP roles.



“No man is an island, entire of itself; every man is a piece of the continent,

a part of the main.”

‘Devotions upon Emergent Occasions’

John Donne 1572-1631
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BACKGROUND TO THESIS

Prescribing interest and researcher standpoint

As a consultant pharmacist working in critical care in the National Health Service (NHS), my
role is to ensure medicines optimisation for critically ill patients. To support this, | became one
of the first cohort of pharmacy supplementary prescribers, qualifying in 2004. The constraints
imposed by supplementary prescribing quickly became apparent and | qualified as an
independent prescriber in 2006, when the law was changed to enable pharmacists to become

independent prescribers.

| also became the non-medical prescribing (NMP) deputy lead for my hospital Trust and, more
latterly, lead. This led to an appreciation that the level of support | received during my training,
and afterwards, was not always offered to other non-medical prescribers in the Trust.
Consequently, several of these non-medical prescribers did not actively prescribe following

qualification.

The lead role also led to an awareness of the expansion of NMP to professions other than
pharmacy and nursing, as well as the extension from supplementary to independent
prescribing for some professions. My Trust now has non-medical prescribers from most of the
currently eligible professions (nursing, pharmacy, physiotherapy, podiatry, and optometry),
representing a wide range of practice areas from district nursing to specialties such as diabetes
and respiratory. Non-medical prescribers in the Trust work both in primary and secondary care

and may work in teams or as solo workers.



As an active prescriber and pharmacist, | have been involved in training non-medical
prescribers, including course and curriculum development, lecturing and work-based
teaching. This has led to an understanding of the extent and limitations of the prescribing
course, and the need to support newly qualified prescribers in the Trust. These experiences
generated questions concerning the reasons why non-medical prescribers do not use their
qualification, and whether the experiences of current prescribers could be used to support

new prescribers more effectively.

This research was prompted by the extension of independent prescribing rights to
physiotherapists and the desire to understand what factors affected the uptake and utilisation
of NMP, so that new physiotherapist independent prescribers could be appropriately
supported. The values and beliefs that | bring to this research, as a patient facing pharmacist
prescriber in critical care, are balanced by input from my supervisors (JM and AR) and my
fellow doctoral student (TN), who are qualified professionals (pharmacy and physiotherapy)

but not qualified prescribers.



Format of thesis

Chapter 1 describes the evolution of NMP, and early research findings. The choice of
professions studied is explained. The research question to be answered and the aims and

objectives are listed.

Chapter 2 reviews Government policy concerning NMP, highlighting changes in political

approach.

In Chapter 3, the facilitators and barriers to NMP described in the literature are investigated.

Chapter 4 describes the use of a consensus technique to determine the facilitators and

barriers experienced by pharmacist and physiotherapist non-medical prescribers.

In Chapter 5 the findings from Chapter 4 are explored in greater depth using focus group

methodology.

In Chapter 6 a general discussion of the findings brings together the overall conclusions from

the research and identifies areas for future investigation.
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CHAPTER 1: INTRODUCTION

Chapter overview

In this chapter the evolution of NMP in the United Kingdom (UK) is described. The different
prescribing options and professions are discussed, as well as information on uptake of
prescribing and factors affecting prescribing. The research question and aims and objectives

are listed.

The majority of this chapter is taken verbatim from the introduction and background sections

of the following publications in which | am principal author.

Graham-Clarke E, Rushton A, Noblet T, Marriott J. Non-medical prescribing in the
United Kingdom National Health Service: A systematic policy review. PLoS ONE
[Internet]. 2019; 14(7): e0214630

Available from: https://doi.org/10.1371/journal.pone.0214630.

Graham-Clarke E, Rushton A, Noblet T, Marriott J. Facilitators and barriers to non-
medical prescribing — A systematic review and thematic synthesis. PLoS ONE
[Internet]. 2018; 13(4): e0196471

Available from: https://doi.org/10.1371/journal.pone.0196471.

Graham-Clarke E, Rushton A, Marriott J. A Delphi study to explore and gain
consensus regarding the most important barriers and facilitators affecting
physiotherapist and pharmacist non-medical prescribing. PLoS ONE [Internet]. 2021;
16(2): e0246273.

Available from: https://doi.org/10.1371/journal.pone.0246273

Graham-Clarke E, Rushton A, Marriott J. Exploring the barriers and facilitators to
non-medical prescribing experienced by pharmacists and physiotherapists, using
focus groups. BMC Health Serv Res. 2022;22(1):223.

Available from: https://doi.org/10.1186/s12913-022-07559-5




The text has been reordered to provide a coherent and logical overview of the introduction of
NMP in the UK. References have been updated and included where appropriate to incorporate
current information, in particular from section 1.5 onwards. Minor changes to the narrative

text have been made throughout to correct typographical and grammatical errors.

1.1 Non-medical prescribing — from neighbourhood nursing to Nurse Prescribers

Formulary

NMP is an umbrella term used to describe prescribing of human medicines by professions
other than the medical and dental professions. Nurse prescribing was introduced in the United
States of America (USA) in the 1960s with gradual introduction into other countries since then
[1]. In 2011 Kroezen et al [1] reviewed the nurse prescribing literature, identifying seven
countries (Australia, Canada, Ireland, New Zealand, Sweden, UK, and USA) that had
implemented nurse prescribing, with a further three countries where it was under
consideration. They established that nurse prescribing was often subjected to a closed
formulary or limited by the medical conditions treated, remaining subordinate to medical
jurisdiction, with the UK and Ireland notable exceptions. Kroezen et al (2011) [1] also
commented that developments with regard to nurse prescribing were slow overall, apart from
in the UK. Since the publication, the UK has pioneered the expansion of prescribing to other
non-medical professions, providing a healthcare delivery model that could be utilised by other

countries.

Traditionally, prescribing of human medicines had been perceived as a medical role, with only

medical professionals and dentists having full prescribing rights in the UK. Two seminal reports



challenged this view; the Cumberlege report [2], which paved the way for limited prescribing
by health visitors and district nurses, and the second Crown report [3], which recommended
extending prescribing rights for the benefit of patients and to utilise the skills of healthcare
professionals. Cumberlege advocated allowing neighbourhood nurses (district nurses and
health visitors) to prescribe from a limited list of medications and dressings, with initial
legislation to support this development passed in 1992 [4], and associated commencement
legislation for England and Wales in 1994 [5] and Scotland in 1996 [6]. Following pilot studies,
further legislation was passed in 1997, which defined nurse prescribers as district nurses or
health visitors [3, 7]. Furthermore, in Schedule 3 of The Prescription Only Medicines (Human
Use) Order 1997, the list of medication they could prescribe was defined, forming the basis of
the Nurse Prescribers’ Formulary (NPF) [3, 7]. The second Crown report included a review of
prescribing approaches utilised across the world, listing three main styles of prescribing:

independent, dependent or protocol driven [3].

1.1.1 Independent prescribing

The Crown report described an independent prescriber as someone responsible for the care
of the patient, including diagnosing and prescribing medication to treat them [3]. This is
exemplified classically by medical practitioners, but the Crown report identified that nurses
were also working in a similar manner in some countries (in particular Sweden and the USA)
[3]. However, as also described by Kroezen et al, these practitioners were limited in their

prescribing practice [1].



1.1.2 Dependent prescribing

Dependent prescribing describes a relationship between a primary practitioner/independent
prescriber, who makes the diagnosis, and a secondary practitioner, who prescribes [3]. The
primary practitioner retains responsibility for the patient, with the secondary practitioner only
responsible for their prescribing practice. The Crown reported various styles of dependent
prescribing ranging from simple repeat prescribing to prescribing from a choice of drugs and

doses listed in a management plan [3].

1.1.3 Protocol driven prescribing

The third style portrayed was protocol driven prescribing, as utilised in Patient Group
Directions (PGD) in the UK, whereby a protocol is drawn up allowing identified staff members
to treat a group of patients with an identified drug or drugs [8]. As an example, Emergency
Department nurses would be able, under the auspices of a PGD, to prescribe and administer

tetanus vaccine to patients who have received an open wound.

1.2 Political background in the UK and introduction of the Extended Nurse

Prescriber’s formulary

The main UK healthcare provider, within which prescribers practice, is the National Health
Service (NHS); established in 1948 to provide comprehensive healthcare to all, free at the
point of delivery [9]. The UK also has a parallel smaller privately funded health-care sector.
Healthcare policy is directed by the UK government, reflecting the principles of the governing

party at the time. Since 1948, this has been one of two main political parties (Labour,

8



Conservative), apart from 2010-2015 when a Conservative and Liberal Democrat coalition was
in power. As a general principle, Conservative governments tend to support free markets and
expansion of the private sector, whereas Labour governments support the NHS over the
private sector. Rising costs and changes in healthcare practice have led to numerous reforms
since the NHS was founded but, irrespective of the political stance, the founding principles

have remained [9, 10].

In 2000 the governing Labour Party published a White Paper ‘The NHS Plan’, which described
the government’s intention to modernise healthcare services, breaking down the traditional
demarcations between professions and introducing new ways of working to increase
healthcare capacity, shorten waiting times, and thus improve the patient experience [11].
Nurse prescribing was highlighted as one of the 10 key roles defined by the Chief Nursing
Officer and the White paper anticipated that half of all nurses would be able to prescribe by
2004 [11]. The intention was to extend nurse prescribing rights further, through extending the
drugs listed in the NPF, and by widening the range of nurses able to prescribe. The White
Paper also included broad reference to ‘therapists’ (a generic term covering the professions
allied to health) extending their roles, with prescribing included [11]. To support these
sweeping changes to traditional practice the government established the Modernisation
Agency, tasked with supporting service redesign at a local level [12], and launched a
consultation on extending nurse prescribing [13]. In 2001 the government announced the
extension of limited formulary independent prescribing by allowing other groups of nursing
staff to train as prescribers [14], with the relevant legislation passed the following year [15].

These nurses were permitted to prescribe drugs included in the Extended Nurse Prescribers’



Formulary (ENPF) for a defined range of conditions such as minor ailments and palliative care.
Included in the press release was a statement that consultation would begin on allowing
supplementary prescribing for nurses and pharmacists [14], with the consultation launched in

2002 [16] and approval granted later that year [17].

1.3 Introduction of supplementary prescribing

Supplementary prescribing is a form of dependent prescribing and is described as a voluntary
partnership between the supplementary prescriber, the doctor looking after the patient, and
the patient [18]. The supplementary prescriber is responsible for managing and prescribing
for the condition(s) and medication(s) listed in an agreed clinical management plan (CMP) but
is unable to prescribe any other medication [18]. Following passing of the necessary legislation
[19], the first nurse supplementary prescribers qualified in 2003, with pharmacists following
in 2004. In 2005 legislation was passed that allowed supplementary prescribers to prescribe
controlled drugs, as well as unlicensed medication (provided these were listed in the CMP)
and changes in the NHS regulations allowed podiatrists, physiotherapists and radiographers
to also become supplementary prescribers [20, 21]. Additionally, legislation was passed
permitting optometrists to become supplementary prescribers [22, 23]. It quickly became
apparent that supplementary prescribing, whilst ideal for complex and long-term conditions,
had significant limitations regarding acute care (where time constraints did not allow for
agreement of a CMP), hampering the government’s desire to enhance patient care through

expanding nurse and pharmacist roles and hence improving access to medication. This was
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articulated clearly in the consultation documents launched in 2005 to investigate expansion

into independent prescribing [24, 25].

1.4 Introduction of independent prescribing

The 2005 consultation documents proposed possible models for nurse independent
prescribing [25] and the introduction of pharmacist independent prescribing [24]. Legislation
to implement independent prescribing by nurses and pharmacists was enacted in 2006 [26]
and independent prescribing by nurses and pharmacists was launched under the banner of
"improving patients’ access to medicines" [27] with restrictions on the prescribing of

controlled drugs and unlicensed medication.

Table 1-1 gives an overview comparing supplementary and independent prescribing. In
addition, the British National Formulary (BNF) provides an overview of independent NMP,
including the restrictions that the various professions must abide by

(https://bnf.nice.org.uk/guidance/) [28]. All non-medical prescribers must successfully

complete an appropriate and accredited prescribing course and be registered as a prescriber
with their relevant professional regulatory body. They are expected to only prescribe within

their professional expertise and competence [29, 30].
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Table 1-1 Comparison of independent and supplementary prescribing

Prescriber type

Independent Supplementary

Accountable for care v X

Assess the patient v If required as part of the clinical

management plan

Diagnose/confirm v X

diagnosis

Plan clinical management v X

Prescribe v v

Range of medication

Any permitted by
profession relevant
legislation

Any medication or class of
medication listed in the agreed
clinical management plan and
permitted by profession
relevant legislation

From: Graham-Clarke E, Rushton A, Noblet T, Marriott J. Non-medical prescribing in the United Kingdom National Health Service: A systematic

policy review. PLoS ONE. 2019;14(7):e0214630. [31]

1.5 From the early days of independent NMP to 2021

The restrictions on prescribing controlled drugs and unlicensed medications were lifted, with
nurses and pharmacists being granted prescribing rights for unlicensed medication in 2009
[32] and controlled drugs in 2012 [33]. Since then, independent prescribing rights have been
gradually extended to a range of healthcare professionals, including paramedics in 2019 [34].

Table 1-2 summarises the evolution of NMP in the UK; listing dates when key legislation was

introduced, and the purpose (regarding NMP) that the legislation had.
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Table 1-2 Summary table highlighting key steps in the evolution of non-medical prescribing in
the UK.

Year Introduction of:

1997 Nurse Prescribers’ formulary

2002 Extended formulary prescribing for nurses

2003 Supplementary prescribing for nurses and pharmacists
2005 Independent prescribing for nurses and pharmacists

Supplementary prescribing for physiotherapists, podiatrists, and therapeutic
and diagnostic radiographers

2008 Independent prescribing for optometrists

2013 Independent prescribing for physiotherapists and podiatrists

2016 Independent prescribing for therapeutic radiographers
Supplementary prescribing for dieticians

2019 Independent prescribing for paramedics

Adapted from Graham-Clarke E, Rushton A, Noblet T, Marriott J. Facilitators and barriers to non-medical prescribing — A systematic review
and thematic synthesis. PLoS ONE [Internet]. 2018; 13(4): 0196471 [35]

Further changes in permitted prescribing rights are to be anticipated as qualified prescribers
discover the limits imposed by profession specific legislation and as other professions seek
prescribing rights. Apart from nurses and pharmacists, the NMP professions are restricted in
law regarding the controlled drugs they can prescribe, with individual drugs and forms listed.
For example, physiotherapists found their pain management treatment options were
curtailed when gabapentin and pregabalin were reclassified as Schedule 3 controlled drugs in
2019 [36] but were not included in the physiotherapy list of permitted controlled drugs. In
2020 NHS England subsequently conducted two consultations to explore widening the choice
of controlled drugs that physiotherapists and podiatrists can prescribe, with the outcome
awaited [37, 38]. Therapeutic radiographers and paramedics remain unable to prescribe any

controlled drugs, as the relevant legislation has yet to be passed [39].

Access to medicines continues to be reviewed, with the aim of improving care to patients,

with the latest scoping review falling short of recommending extending full prescribing rights
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to other non-medical professions [40]. The Health Foundation had previously identified that
physician associates are limited in their practice as they are unable to prescribe [41]; however,
until they become a regulated profession this situation will not change as registration with a

regulatory body is a prerequisite before prescribing rights can be granted [42].

This thesis refers to the activities and qualifications of non-medical professionals in the UK. As
these may vary internationally, a brief resume of the UK position is given in Table 1-3.
Prescribing forms part of advanced clinical practice, a loose definition that Health Education
England (HEE) describes as involving making complex decisions at a high level of autonomy
and encompassing four components: clinical expertise, leadership, education, and research

[43].
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Table 1-3 Brief resume of non-medical professions in the UK: highlighting activities, qualifications and other information that may differ
from the international situation.

that they are appropriate for the
patient and of suitable quality.

Provide medicines related advice

patient case load in a specialist area
e.g. renal failure, chronic pain

Work in Emergency departments to
independently manage and treat
patients.

Profession Initial Regulator | Medically | Core activities Advanced practice examples Further details on scope of
qualification qualified practice available from:
Diagnostic BSc HCPC No Conduct imaging tests on patients Interpretation and reporting on Society of Radiographers:
radiographer using ionising and non-ionisin images
grap _g . & & 8 https://www.sor.org
radiation.
Ultrasound guided biopsies
Use contrast agents or other
medication where necessary for
investigations
Nurse BSc NMC No Provide care for patients, assessing Work autonomously to manage a Royal College of Nursing:
needs and delivering treatment plans patient case load in a specialist area
. https://www.rcn.org.uk
e.g. pain management
Run nurse-led minor injury clinics
Optometrist BSc GOC No Test sight and examine eyes. Prescribe | Diagnose, assess and manage The College of Optometrists:
lenses. including prescribing) ophthalmic
( . Ep g) op https://www.college-
conditions — for example glaucoma .
optometrists.org
Detect ocular disease and
abnormalities.
Paramedic Diploma, HCPC No Assess, treat, stabilise and transfer Diagnose and treat patients. College of Paramedics:
foundation atient to appropriate care centre
d B P pprop https://www.collegeofparam
egree, BSc, Work in an urgent care centre, or edics.co.uk
apprenticeship general practice to assess and treat
patients
Pharmacist MPharm GPhC No Supply medicines to patients, ensuring | Work autonomously managing a General Pharmaceutical

Council:

https://www.pharmacyregula
tion.org

Royal Pharmaceutical Society:

https://www.rpharms.com
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radiographer

patients.

Independently manage and treat
patients throughout the course of
their radiotherapy

Physician’s Life sciences No No Work alongside medical staff to care Not applicable Faculty of Physician
associate degree regulator and treat patients Associates:
https://www.fparcp.co.uk
Voluntary (The nearest USA equivalent role is
register physician’s assistant.)
held by
Faculty of
Physician
Associates
Physiotherapist | BSc or MSc HCPC No Use various techniques to enable Work independently to manage a Chartered Society of
patients to improve movement and patient caseload in a specialist area Physiotherapy:
function and manage pain. e.g. back pain or respiratory failure https://www.csp.org.uk
Utilise techniques such as
acupuncture, steroid injections or
botulinum toxin injections
Podiatrist BSc HCPC No Diagnose and treat common foot Conduct podiatric surgery The College of Podiatry:
problems https://cop.org.uk
Specialise in areas e.g. diabetes care
or sports medicine; utilising
techniques such as acupuncture and
steroid injections
Therapeutic BSc HCPC No Use radiotherapy to treat cancer Plan radiotherapy treatment Society of Radiographers:

https://www.sor.org

BSc — Bachelor of Science, MPharm — Master of Pharmacy, MSc — Master of Science, GOC — General Optical Council, GPhC — General Pharmaceutical Council,
HCPC — Health and Care Professions Council, NMC — Nursing and Midwifery Council

From: Graham-Clarke E, Rushton A, Noblet T, Marriott J. Non-medical prescribing in the United Kingdom National Health Service: A systematic policy review. PLoS ONE. 2019;14(7):e0214630. [31]

16




1.6 Uptake of prescribing

The initial uptake of NMP was slow, with approximately 240 pharmacists and 4000 nurses
having qualified by 2005 [44], the latter contrasting with the government’s anticipated 10000
nurses by 2004 [14]. McCann et al found, in their study of pharmacist prescribers in Northern
Ireland, that only 46% (n=46) were actively prescribing and 47% (n=47) had never prescribed
[45]. In 2015 a report identified that approximately 53000 nurses and over 3800 pharmacists
were registered as prescribers [46] , but the authors were unable to identify how many were
active. Previous survey evidence indicated 14% of nurse independent prescribers and 29% of
pharmacist independent prescribers were not using their prescribing qualification [44], and
other estimates indicate under 10% of nurse independent prescribers and nearly 40% of
pharmacist and allied health professional (AHP) prescribers are not using their prescribing
qualification [47]. Similarly, surveys conducted by the General Pharmaceutical Council (GPhC)
indicate varying uptake of prescribing activity. In a 2016 survey of prescribing pharmacists
nearly 90% of pharmacist prescribers were reported as active [48], whereas the previous 2014
report had found that only 61% had prescribed in the previous year [49]. The 2016 survey had
a poor response rate (<18%) possibly overestimating activity through responder bias. Finally,
a survey from 2019 of registered pharmacists identified that 17% had a prescribing
qualification, representing over 2000 pharmacists [50]. The survey results state there was a
guestionnaire response rate of nearly 30% for pharmacist prescribers (overall response rate
of 23.1%) [50]. Of those with a prescribing qualification, 20% stated that they had never used

it, and of those who had used it, 12% had not prescribed in the last 12 months [50].

17



Data for the AHPs is more limited, but a freedom of information request published in 2019 on
the Health and Care Professions Council (HCPC) website indicates that just over 1,000
physiotherapists were annotated on the register as independent prescribers, and over 1,100
as supplementary prescribers [51]. It is unclear how many have dual annotation, or how many
are active. Similar data are available for podiatrists (n=376 and 447 respectively) and
paramedics (n=200 and 198) [51]. Data for optometrists is not readily available, and although
in 2019 there were approximately 14,000 optometrists in England, it is unknown how many

had prescribing rights [52].

1.7 Factors affecting prescribing uptake and utilisation

The full cost of training a non-medical prescriber has been calculated as approximately
£10,000 [44] and, with increasing demand on the NHS and limited funding, there is a need to
realise the full benefit of training investment. Previous studies have identified reasons for not
prescribing, including lack of support from colleagues or within their work environment [47],
or a role change [44], but did not explore these issues in depth. A previous thematic literature
review of supplementary prescribing did not address the issue of barriers and facilitators
specifically but identified a limited number including: medical practitioner support,
communication, resource limitations and specific supplementary prescribing aspects [53]. This
review also did not address independent prescribing. A study of independent and
supplementary pharmacist prescribers in Northern Ireland identified access to medical
records, insufficient funding, and lack of awareness of pharmacist prescribers as the three

main barriers [45], but was limited in scope. The three surveys conducted on behalf of the
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GPhC highlighted various reasons for not prescribing, with common themes concerning lack
of support, change of role and funding issues (including lack of commissioned services) [48-
50]. Apart from the 2014 survey conducted by NatCen [49], the reports lack detail on the
analytical methods used, with the 2016 report in particular referring only to ‘thematic

analysis’ [48].

1.8 Independent NMP professions in the UK

Over 680,000 nurses are registered with the Nursing and Midwifery Council (NMC) in the UK
of whom over 50,000 are prescribers and a further 41,000 can prescribe from the NPF [54]. In
comparison, the other NMP professions are considerably smaller, with physiotherapy and
pharmacy being the largest of these professions, having approximately 56,000 registrants in
the UK each [51, 52, 55]. Pharmacy has approximately 8000 prescribers on the register [50],
with physiotherapy having just over 1000, and prescriber numbers in the low hundreds for the
other AHP NMP professions [51]. Numbers are not available for optometrists, but as the
profession is relatively small it could be anticipated that the number of prescribers is similarly
modest [52]. Previous research indicates that utilisation of a prescribing qualification is high
for nurses, but reduced for AHPs and pharmacists [44, 47-50]. Nurse prescribing has
developed over many years, initially with neighbourhood nursing and eventually leading to
full independent NMP [2, 32, 33], and has been extensively investigated [44]. Scoping reviews
for this research did not reveal a similar level of investigation for the other NMP professions.
This research aimed to investigate the factors affecting the utilisation of prescribing, and to

determine if profession specific differences existed. Therefore, the decision was made to
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study two professions that were comparable in size, but differed in the length of time that
each profession had prescribing rights. Pharmacy and physiotherapy are similar sized
professions but differ in the length of time each has had independent prescribing rights [26,
56]. Each of these professions has sufficient prescribers to support study recruitment, whilst

limiting the potential for one profession to dominate.

Both physiotherapists and pharmacists may work as individuals or as teams and may work in
all healthcare sectors. Pharmacy gained independent prescribing rights six years earlier than
physiotherapy [26, 56]. Pharmacists are able to prescribe any medication, including controlled
drugs and unlicensed medication, except for a small number of drugs for the treatment of
addiction [57]. In comparison physiotherapists can prescribe any licensed medication, and a
limited range of control drugs, provided they fall within the physiotherapy scope of human

movement, physical performance and function [57, 58].

The approach to professional practice differs between the two professions. Physiotherapist
interaction with the patient will usually involve an initial diagnosis followed by a multi-modal
treatment plan, which may, but may not, include medication. For example, physiotherapists
are moving into first point of contact roles for patients with musculoskeletal problems, where
the ability to prescribe enables them to provide a complete treatment package without
referral to other healthcare professionals [59-62]. Pharmacists in contrast may be involved in
the initial diagnosis [63], but more frequently will assume the care of a patient who has
received an initial diagnosis, taking responsibility for prescribing, and monitoring, appropriate
medication as well as providing lifestyle advice, for example, pharmacists involved in the care

of long-term conditions [64].
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1.9 Summary rationale for research

The initial focus of government policy regarding NMP was the desire to improve patient access
to medicines. However, more recent documents from NHS England have focused on the
increased demand for services and the need to drive efficiency so that maximum benefit can
be obtained from the limited NHS budget [65, 66]. The role of NMP has been less apparent in
these later documents, and it is unclear if this reflects a change in government policy, which
warrants further investigation to determine the current place for NMP. These more recent
documents suggest that policy emphasis may have changed to a need to streamline care,
driven by workforce shortage pressures, and funding shortfalls, [59, 66]. Such plans will be
hindered if qualified non-medical prescribers are deterred, for whatever reason, from utilising
their skills. At the planning stage for this research, no robust review of the qualitative
literature relating to barriers or facilitators of independent NMP was identified, thus indicating

a gap in the knowledge base regarding the factors affecting utilisation of NMP.

Where data exists, there is an indication that utilisation of a prescribing qualification is lower
for pharmacists and AHPs than it is for the nursing profession [44, 45, 47-50]. However, the
paucity of evidence regarding the NMP professions other than nurses, identified during the
scoping work for this thesis, gives little indication why this is so. By choosing two comparably
sized but distinct professions to investigate, it was postulated that the likelihood of factors
influencing NMP being generic, or alternatively specific to a profession, will be highlighted.

Establishing factors that facilitate or prevent NMP and investigating if these are generic to
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different NMP professions, or are professional, situational or person specific will aid NMP

development.

1.10 Underpinning research paradigm

Practical problems, such as identifying factors affecting the utilisation of NMP, can be
investigated using a mixed-methods approach, underpinned by the research paradigm of
pragmatism [67, 68]. Pragmatism focuses on the research question and outcomes, utilising
research methods that enable the question to be answered [67, 68]. Kaushik and Walsh (2019)
also highlight that pragmatism epistemology acknowledges that an individual’s knowledge
derives from their experiences, and hence is unique to that person [68]. Mixed-methods
research combines both quantitative and qualitative methods, with the strengths of each
method contributing to address weaknesses in the other methods [67, 69]. Utilisation of
qualitative research methods will provide a deeper understanding of the factors affecting
INMPs, whilst a quantitative component enables the relative importance of these factors to
be determined. Hence this research was guided by the principles of pragmatism, utilising

research methods that were appropriate to address the aims and objectives.
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1.11 Research question

What are the factors influencing uptake and utilisation of independent prescribing by

pharmacists and do physiotherapists experience similar influences?

1.11.1 Research Aims

1. Toidentify key policy documents supporting the use of independent NMP, and determine
the current role of independent medical prescribing in the delivery of healthcare in the

NHS.

2. To evaluate the literature concerning the use, facilitators, and barriers of independent

NMP in primary and secondary care in the UK.

3. To gain consensus regarding the factors that have supported, or discouraged, pharmacist

and physiotherapist non-medical prescribers from utilising their prescribing qualification

4. To determine factors that influence prescribing utilisation, and if these were perceived

similarly between pharmacists and physiotherapists.

5. To further explore the barriers and facilitators to NMP experienced by pharmacist and

physiotherapist prescribers.
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1.11.2 Research Objectives

24

To conduct a systematic policy review investigating changes in UK Government policy
position to NMP, since the introduction of independent prescribing for nurses and
pharmacists to determine the current role of independent NMP in the delivery of

healthcare in the NHS, providing a snapshot of a dynamic situation.

To conduct an extended systematic literature review to evaluate the use, facilitators, and

barriers of independent NMP in primary and secondary care in the UK.

To use the Delphi technique to identify common themes affecting the utilisation of NMP
by pharmacists and physiotherapists, and to obtain consensus of those themes that have

the greatest impact.

To use the Delphi technique to determine if the factors influencing uptake and utilisation

of prescribing affect both physiotherapist and pharmacist prescribers similarly.

To use focus group methodology with pharmacist and physiotherapist independent
prescribers to further explore the lived experiences of NMP by pharmacists and

physiotherapists.



CHAPTER 2: NON-MEDICAL PRESCRIBING IN THE UNITED KINGDOM NATIONAL

HEALTH SERVICE: A SYSTEMATIC POLICY REVIEW

Chapter overview

The previous chapter describes the background to NMP in the UK. In this chapter, policy
evolution regarding NMP is reviewed and the drivers behind the expansion of independent

prescribing are highlighted.

The majority of this chapter is taken verbatim from the following publication in which | am

principal author:

Graham-Clarke E, Rushton A, Noblet T, Marriott J. Non-medical prescribing in the
United Kingdom National Health Service: A systematic policy review. PLoS ONE
[Internet]. 2019; 14(7): e0214630

Available from: https://doi.org/10.1371/journal.pone.0214630.

The introduction has been substantially reduced to avoid duplication, and an introductory
sentence added to place the paper in context of the overall thesis. For clarity and to provide
more explanation, methods sections 2.2.4 and 2.2.7 have been expanded. In particular,
section 2.2.7 relating to data syntheses has been expanded to describe the background to,
and process of, narrative synthesis. The discussion has been expanded to clarify and expand
on the findings, in particular section 2.4.3. The results and conclusions are taken verbatim
from the paper. Other sections such as chapter summary and key points have been included

but draw on information included in the paper. Minor changes to the narrative text have been
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made throughout to inform the thesis structure, and correct typographical and grammatical

errors.

Details of authors’ contributions (as acknowledged in the published paper):

E Graham-Clarke (EGC) conceived the protocol, conducted the searches, analysed the data,
wrote the first draft, and edited the manuscript. J Marriott (JM) and A Rushton (AR) conceived
the protocol, reviewed the data analysis, and edited the manuscript. T Noblet (TN) conceived
the protocol, conducted the searches, acted as second reviewer, reviewed the data analysis,

and edited the manuscript.

A copy of the published paper is included in appendix 8.1, and the reviewers’ comments (and

author responses) in appendices 8.2 and 8.3.
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2.1 Introduction

Chapter 1 describes the evolution of NMP in the UK. The initial focus of government policy to
NMP was the desire to improve patient access to medicines. However, more recent
documents from NHS England have focused on the increased demand for services and the
need to drive efficiency so that maximum benefit can be obtained from the limited NHS
budget [65, 66]. The role of NMP has been less apparent in these later documents, and it is

unclear if this reflects a change in government policy.

The aim of this section of work was to identify key policy documents supporting the use of
independent NMP and determine the current role of independent medical prescribing in the

delivery of healthcare in the NHS.

2.1.1 Research Objective:

To conduct a systematic policy review investigating changes in UK Government policy
position to NMP, since the introduction of independent prescribing for nurses and
pharmacists and to determine the current role of independent NMP in the delivery of

healthcare in the NHS, providing a snapshot of a dynamic situation.
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2.2 Methods

2.2.1 Protocol and registration

A systematic policy review was conducted to explore the evolution of government policy
concerning independent NMP in the UK. To ensure transparency and enhance rigour a
predefined protocol was developed in-line with the PRISMA-P statement [70] and registered
with PROSPERO (CRD42015019786) (appendix 8.4) The results are reported following the

PRISMA statement (appendix 8.5) [71].

2.2.2 Eligibility criteria

Documents describing policy concerning independent NMP (or independent and
supplementary prescribing) in the UK were included. Outputs included White and Green
Papers, policy statements, consultation documents and reports. Documents solely concerned
with supplementary or dependent prescribing were excluded as were documents concerning
the policy outside the UK. Documents published since 2006 were included, as the legislation

permitting nurse and pharmacist independent prescribing was enacted in that year [72].

2.2.3 Information sources

Advice was taken from expert University of Birmingham librarians regarding appropriate
electronic databases and websites to search (listed in Table 2-1) and to aid development of
search strategies. Broad search terms (e.g. prescribing, non-medical) were used to capture as

wide a range of documents as possible. Boolean operators and truncation were used if the
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database supported them. Iterative and ‘snowball’ search techniques were employed [73],
with the primary searches complete to the end of February 2018, and secondary searches
conducted as necessary (see appendix 8.6 for sample search strategy). Documents obtained
were mapped to identify gaps (for example, documents relating to the consultation process
or profession specific policy documents) enabling targeted secondary searches to be
conducted. The citation lists in the selected documents were reviewed for additional
references, which were also obtained, and personal files were searched [73]. Full texts of the

selected documents were screened to remove those that did not meet the eligibility criteria.

Table 2-1 List of databases and websites searched for policy review

Databases and websites

Professional body websites

Google Scholar

Chartered Society of Physiotherapists

HMIC - Ovid

College of Optometrists

Lexis Nexis

College of Paramedics

UK Government Web Archive

General Optical Council

UKOP (UK Official Publications)

General Pharmaceutical Council

UK Parliamentary Papers - ProQuest

Health and Care Professions Council

Web of Science

Institute of Radiology

www.gov.uk

Nursing and Midwifery Council

www.health-ni.gov.uk

Royal College of Nursing

www.publications.scot.nhs.uk

Royal Pharmaceutical Society

www.scot.nhs.uk

The Association of Ambulance Chief Executives

www.wales.nhs.uk

The College of Podiatry

The Royal College of Radiologists
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2.2.4 Policy document selection

Initial screening of titles/abstracts obtained from all searches was conducted to remove
duplicates and the number removed recorded [71]. Two reviewers (EGC and TN) conducted
each stage independently, resolving differences by discussion, with a third reviewer (AR)

available if required for mediation [74]. Numbers excluded were recorded [71, 74].

2.2.5 Data collection process and data items

Selected documents were entered into a Microsoft® Excel for Mac (version 16) spreadsheet.
Home nation and professions covered by the reference were noted, and whether the
reference related to policy or consultation. The full texts were read, and notes made of any

reference to NMP, including the context.

2.2.6 Risk of bias assessment

Unlike research papers, whether qualitative or quantitative in nature, policy and consultation
documents are not developed according to well-recognised principles, such as evidence base.
Risk of bias assessment is therefore not appropriate for this type of document and was not
conducted. Policy documents are liable to be biased towards the ethos of the government in
power at the time and documents produced by profession specific bodies towards their
profession. The results are reported according to the relevant government era and, where

appropriate, the specific professional body involved.
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2.2.7 Data syntheses

Information from the selected documents underwent narrative synthesis with visual
depictions, described as an appropriate approach for non-research documents [75-77].
Narrative synthesis is described as differing from a narrative review in that the findings are
used to generate new ideas and can incorporate visual representations such as spider maps
to depict the synthesised findings [75, 76]. Mays et al [76] identified three main stages in

narrative synthesis:

e Establishing the preliminary synthesis

e Exploring relationships between the findings

e Reviewing the robustness of the synthesis.

Furthermore Popay et al emphasis that these stages should be iterative, rather than

sequential, and that narrative synthesis can be used to build a credible ‘story’ [75].

Following tabulation and data extraction, the selected documents were grouped depending
on whether they concerned policy or consultation. To aid this process and to visualise the time
distribution they were also plotted on a timeline, with a further timeline developed for the
consultation documents. Using these techniques, a narrative summary was able to be
developed by one researcher (EGC), and the findings were then debated and critically assessed

by the research group to reach agreement.
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2.3 Results

2.3.1 Policy document selection and characteristics

The search strategy identified 99 full text articles to be assessed for inclusion. Following

exclusions, 45 documents were included in the review (see

Figure 2-1).

Figure 2-1 PRISMA paper selection flow diagram for policy documents

Electronic Websites References of
databases references
Full-text articles Full-text articles excluded
assessed for eligibility > (n=154)
(n=99) Prior to 2006: 3

Legislative changes: 14
Not relating to NMP: 20
Guidance: 6

Information: 5

A 4

Papers included in
narrative review
(n =45)

Of the included documents, 23 relate to policy or strategic report documents (see Table 2-2),
and 22 to the consultation process concerning extension of independent NMP responsibilities

to various healthcare professions (see Table 2-3).
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Table 2-2 Policy and strategic report documents included in the policy review.

Professional Group

Brief overview

Nurse | Pharmacist | Physiotherapist | Podiatrist | Paramedic | Radiographer | Optometrist | AHP | INMP of contents

Title Source Date "'°"."e
Nation

Improving Department of Apr-06 England Y Y Highlights aims of
Patients' Access | Health independent
to Medicines: A prescribing
Guide to Describes the scope of
Implementing everything needed to
Nurse and implement
Pharmacist independent
Independent prescribing
Prescribing
within the NHS
in England [27]
Medicines Department of | Jul-06 United Y Y Y Describes the
Matters. A Health Kingdom prescribing, supply
guide to and administration of
mechanisms for medicines, Including
the prescribing, the aims of the non-
supply and medical prescribing
administration program
of medicines
[78]
Guidance for Scottish Aug-06 | Scotland Y Highlights aims of
Nurse Executive independent
Independent Health prescribing
Prescribers and Department Describes the scope of

for Community
Practitioner
Nurse
Prescribers in
Scotland: A
Guide for
Implementation
[79]

everything needed to
implement
independent
prescribing
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Improving Department of Dec-06 | Northern Highlights aims of

Patients’ Access | Health Social Ireland independent

to Medicines: A | Services and prescribing

Guide to Public Safety Describes the scope of

Implementing everything needed to

Nurse and implement

Pharmacist independent

Independent prescribing

Prescribing

within the HPSS

in Northern

Ireland [80]

The best Commission Jan-07 England Covers all aspects of

medicine: the for Healthcare medicines

management of | Auditand management in

medicines in Inspection secondary care

acute and Includes a brief

specialist trusts mention of non-

[81] medical prescribing

Mental Health: Department of Apr-07 England Covers progress with

New Ways of Health, developing New Ways

Working for National of Working, and plans

Everyone. Institute for and strategies for

Progress Report | Mental Health further development.

[82] in England Described how non-
National medical prescribing
Workforce will support these
Programme changes in practice

Non medical Welsh Jul-07 Wales Highlights aims of

prescribing in Assembly independent

Wales - A guide Government prescribing

for Describes the scope of

implementation everything needed to

[83] implement

independent
prescribing

New Ways of Department of | Oct-07 | England Provides guidance on

Working for Health, implementing New

Everyone: A National Ways of Working,

best practice
implementation
guide [84]

Institute for
Mental Health
in England

using theoretical
examples to illustrate
points
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National
Workforce
Programme

Examples include the
use of non-medical
prescribing

Consultation on | The Scottish Nov-07 | Scotland Consultation strategy
A Safe Government, paper covering
Prescription: Primary Care implementation of
Developing Division non-medical
Nurse, Midwife prescribing and the
and Allied role of non-medical
Health prescribing in service
Profession development and
(NMAHP) redesign
Prescribing in
NHS Scotland
[85]
Pharmacy in Department of | Apr-08 | England Government White
England: Health Paper describing the
Building on current role of
strengths — pharmacy and how
delivering the pharmacy skills could
future (Cm be better utilised
7341) [86] Includes use of
prescribing by
pharmacists with case
studies as examples
Allied health Department of | Jul-09 England Describes current
professions Health position with regard
prescribing and to AHPs and their
medicines changing role
supply Highlights that
mechanisms expansion of
scoping project prescribing rights
report [87] would improve
patient care, with
examples
Identifies priorities in
prescribing expansion
A safe The Scottish Sep-09 | Scotland Final version of the
prescription; Government consultation strategy
Developing paper
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nurse, midwife

Includes key

and allied healthcare policy
health drivers where non-
profession medical prescribing
(NMAHP) may be beneficial
prescribing in
NHS Scotland
[88]
Pharmacist Medical Jan-10 England Describes the
Prescriber Education background to the
Training England pharmacist
Working Group prescribing, current
Report for the context and future
MPC developments
Programme Highlights changes to
Board [89] undergraduate
teaching that should
occur to optimise
pharmacist as
prescribers
Prescription for The Scottish Sep-13 | Scotland Describes the Scottish
Excellence [90] Government vision that all
pharmacists will
become independent
prescribers, working
in partnership with
medical practitioners
Now or never: The Royal Nov-13 | England Covers the current

shaping
pharmacy for
the future [91]

Pharmaceutical
Society

pharmacy activity and
potential future
developments.
Include examples of
pharmacist
prescribers and
mentions how many
have qualified.
Highlights poor
awareness of
pharmacy profession
by patients and wider
healthcare service
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Seven Day The Royal Jun-14 | United Describe the

Services in Pharmaceutical Kingdom challenges in moving

Hospital Society to full seven-day

Pharmacy: services

Giving patients Gives examples of

the care they pharmacist

deserve [92] prescribers supporting
seven-day services

Our Plan for Welsh Nov-14 | Wales Highlights general

Primary Care in Assembly, NHS practice doctors’

Wales up to Wales workforce shortfall

March 2018 Highlights how

[93] healthcare
professionals can
support general
practitioners,
including non-medical
prescribing

A Planned Welsh Jun-15 Wales Covers workforce

Primary Care Assembly, NHS development,

Workforce for Wales profession by

Wales: profession, to enable

Approach and support for general

development practitioners

actions to be Highlights the need

taken in for expansion in non-

support of the medical prescribers

plan for a

primary care

service in Wales

up to 2018 [59]

The future of Health Jul-15 United Describes the

primary care: Education Kingdom challenges in general

Creating teams England practice

for tomorrow Highlights

[60] development of non-
medical professionals
to support general
practice

Transformation NHS England Sep-16 | England Describes the actions

of seven day
clinical

needed to develop
seven day working
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pharmacy
services in
acute hospitals
[94]

Includes examples of
pharmacist
prescribing supporting
the multi professional
team

Improving care The Royal Nov-16 | England Describes improving
for people with Pharmaceutical care of patients with
Long Term Society long term conditions,
Conditions [64] utilising pharmacists’
skills
Recommends
prescribing as a key
skill
The General Health Mar- England Review of general
Practice Nursing | Education 17 practice nursing,
Workforce England highlighting practice
Development role and potential
Plan [95] workforce issues
Identifies challenge of
freeing time for
prescribing training
Facing the Public Health Dec-17 | England Describes the current
Facts, Shaping England workforce issues

the Future: A
draft health and
care workforce
strategy for
England to 2027
[96]

including recruitment
and retention
Reviews this in
context of services
and of individual staff
groups

AHP — Allied Health Professional
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Table 2-3 Consultation documents included in the policy review

Professional Group

Brief overview of

Nurse | Pharmacist | Physiotherapist | Podiatrist | Paramedic | Radiographer | Optometrist contents
Title Source Date | Home Nation
Consultation on Medicines & Aug-06 United Kingdom Y Describes scenarios
proposals to Healthcare where optometrist
introduce Products prescribing would be
independent Regulatory beneficial
prescribing by Agency Includes options for
optometrists (MLX immediate referral and
334) [97] management of long-

term conditions

Public consultation - | Home Office, Mar-07 | United Kingdom Y Y Includes risk and impact
independent Drug Strategy assessments
prescribing of Unit Highlights that controlled
controlled drugs by drug prescribing would
nurse and support the aims of
pharmacist improving patient care
independent and choice
prescribers
(MLX338) [98]
Public consultation Medicines & Aug-08 United Kingdom Y Report of outcome of
(MLX 334): Healthcare public consultation,
Proposals to Products including confirmation
introduce Regulatory that CHM recommend
independent Agency optometrist prescribing
prescribing by
optometrists —
outcome [99]
Proposals to Department Mar-10 | United Kingdom Y Highlights scenarios
introduce of Health where prescribing would
prescribing be beneficial
responsibilities for Discusses which
paramedics: paramedics would be

stakeholder
engagement [100]

suitable, and planned
safeguards
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Engagement Department Sep-10 United Kingdom Described, with examples,

exercise: To seek of Health podiatry roles and

views on training

possibilities for Describes potential

introducing benefits of independent

independent prescribing

prescribing Uses open questions to

responsibilities for gain information from

podiatrists [101] stakeholders

Engagement Department Sep-10 United Kingdom Described, with examples,

exercise: To seek of Health physiotherapy roles and

views on training

possibilities for Describes potential

introducing benefits of independent

independent prescribing

prescribing Uses open questions to

responsibilities for gain information from

physiotherapists stakeholders

[102]

Proposals to Department Jul-11 United Kingdom Describes potential

introduce of Health financial and other

independent benefits from streamlined

prescribing by pathways for each option

podiatrists: impact under consideration

assessment [103]

Consultation on Department Sep-11 United Kingdom Public consultation

proposals to of Health describing current role of

introduce podiatrists and scenarios

independent where prescribing would

prescribing by be beneficial

podiatrists [104] Seeks clarification on
areas such as education
and governance
Prescribing unlicensed
medication excluded
following engagement
exercise

Consultation on Department Sep-11 United Kingdom Public consultation

proposals to of Health describing current role of

introduce
independent
prescribing by

physiotherapists and
scenarios where

40




physiotherapists
[105]

prescribing would be
beneficial

Seeks clarification on
areas such as education
and governance
Prescribing unlicensed
medication excluded
following engagement
exercise

Summary of the Commission May-12 | United Kingdom Reports that the
Commission on on Human committee was able to
Human Medicines Medicines support independent
meeting held on prescribing for podiatrists
Thursday 17th & and physiotherapists in
Friday 18th May line with results from
2012 [106] consultation exercise
Summary of Public Department Jul-12 United Kingdom Majority of respondents
Consultation on of Health supported independent
Proposals to prescribing from a full
Introduce formulary
Independent There was also support
Prescribing by for a limited list of
Physiotherapists controlled drugs and to
[107] allow mixing of medicines
Proposals to Department Jul-12 United Kingdom Describes potential
introduce of Health financial and other
independent benefits from streamlined
prescribing by pathways for each option
physiotherapists: under consideration
impact assessment Includes risk and
[108] governance
Summary of Public Department Jul-12 United Kingdom Majority of respondents
Consultation on of Health supported independent
Proposals to prescribing from a full
Introduce formulary
Independent There was also support
Prescribing by for a limited list of
Podiatrists [109] controlled drugs and to
allow mixing of medicine
Independent NHS England Jan-15 United Kingdom Set out a policy

prescribing by
radiographers:

background and describes
scenarios where
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Impact Assessment
[110]

prescribing may be
beneficial e.g. managing
radiotherapy side effects
Describes financial costs,
governance arrangements
and potential risks

prescribing by

Consultation on NHS England Feb-15 United Kingdom Public consultation
proposals to Describes current role
introduce and scenarios where
independent prescribing may be
prescribing by beneficial
radiographers across Describes governance
the United Kingdom proposals
[111]
Consultation on NHS England Feb-15 United Kingdom Public consultation
proposals to Describes paramedic roles
introduce and changes in practice
independent that result in more
prescribing by patients being treated at
paramedics across home
the United Kingdom Highlights that this would
[112] be for advanced
paramedics
Proposal to NHS England Feb-15 United Kingdom Highlights current issues
introduce and rationale for
independent prescribing
prescribing by Details of the various
paramedics: impact options and associated
assessment [113] costs
Identifies potential risks
Summary of The Commission Oct-15 United Kingdom Describes that committee
Commission on on Human was unable to support
Human Medicines Medicines paramedic or diagnostic
Meeting held on radiographer
Thursday 15 October independent prescribing
and Friday 16 The Committee was able
October 2015 [114] to support the
therapeutic radiographer
independent prescribing
Independent NHS England Jan-16 United Kingdom Impact assessment for

therapeutic radiographers
only
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therapeutic
radiographers [115]

Set out policy background
and describes scenarios
where prescribing may be
beneficial

Describes financial costs,
governance arrangements
and potential risks

Summary of the NHS England Feb-16 United Kingdom Majority of respondents
responses to the supported independent
public consultation prescribing by paramedics
on proposals to There was also support
introduce for a limited list of
independent controlled drugs and to
prescribing by allow mixing of medicine
paramedics across
the United Kingdom
[116]
Summary of the NHS England Feb-16 United Kingdom Majority of respondents
responses to the supported independent
public consultation prescribing from a full
on proposals to formulary
introduce There was also support
independent for a limited list of
prescribing by controlled drugs and to
radiographers across allow mixing of medicines
the United Kingdom It was noted that the
[117] CHM supported
independent prescribing
for therapeutic
radiographers only
Summary of the Commission Sep-17 United Kingdom Brief notes that feedback

Commission on
Human Medicines
meeting held on
Thursday 7th
September 2017
[118]

on Human
Medicines

on independent
prescribing by paramedics
had been considered and
discussed, and that they
would now endorse the
recommendation to
support prescribing
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The policy and strategic report documents relate to specific professions (nursing n=3,
pharmacy n=7), multiple (n=12), or address a generic NMP approach (n=1). The majority of
these documents concern matters in the home nations (England n=12, Scotland n=4, Wales
n=3 and Northern Ireland n=1) with only three concerning the UK. They can be divided into
two chronological eras, with just over half published between 2006 and 2010, and the
remainder published since 2013 (Figure 2-2). The period 2006-2010 corresponds to a Labour
(socialist) government. Then during 2010-2015 a Conservative and Liberal Democrat coalition

was in power, and this was followed by a Conservative government.
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Figure 2-2 Timeline of documents included in the policy review

Policy documents are listed above the timeline and printed in black

Consultation and associated documents are listed below the timeline. The colour depicts the profession as follows:

Paramedic — blue, Podiatrist — red, Physiotherapist- green

Optometrist — brown, Radiographer — purple,
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2.3.2 Synthesis of results

2.3.2.1 The Labour Government era 2006-2010.

Four of the early documents comprised guidance issued by the home nations to support NMP.
These were released as the relevant regulations governing prescribing were amended to
permit independent NMP. The first was released by the Department of Health in April 2006,
coinciding with the initial changes in legislation and regulations permitting independent
prescribing by nurses and pharmacists [26, 27, 72]. This was followed by Scotland’s guidance,
released in July 2006, Northern Ireland’s guidance in December 2006 and the Welsh guidance
in 2007 [79, 80, 83]. All four documents are similar in nature, however, Scotland’s relates to
nurse prescribing only whereas the other three relate to nurse and pharmacist prescribing.
This reflects the changes made by the home nations whereby England, Wales, and Northern
Ireland each introduced nurse and pharmacist independent prescribing simultaneously,
whereas Scotland introduced nurse independent prescribing first [119], followed a year later
by pharmacist independent prescribing [120]. Although the bulk of these documents relates
to practical implementation guidance, each states the core policy drivers behind NMP which

were:

e Improving patient care, without reducing safety

e Making it easier for patients to access the medicines they require
e Increasing patient choice

e Utilising the skills of health professionals

e Supporting team working
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The Welsh guidance included the additional benefits of improving healthcare capacity and

enhancing patient access for advice and services.

Scotland conducted a prescribing strategy consultation exercise, with the final strategy
launched in 2009 [85, 88]. These documents covered independent prescribing by nurses and
midwives and supplementary prescribing by AHPs but not pharmacist prescribers. The
documents highlighted the variable adoption of NMP across Scotland and had the aim of

improving uptake of NMP to support the NHS Boards in delivering patient centred care.

There were two remaining prescribing specific documents in this era: the scoping report on
allied health professional (AHP) prescribing and a report on pharmacist prescribing training
[87, 89]. The former reviewed the developing role of AHPs and highlighted some of the
limitations resulting from their inability to prescribe. Professions that would benefit most from
the ability to prescribe, either independently or as a supplementary prescriber were
identified, and also which professions should not become prescribers were stated.
Additionally, the professions were prioritised regarding the need to prescribe, with
physiotherapy and podiatry identified as high priorities for independent prescribing, followed
by radiography. The latter document reviewed pharmacist prescribing experiences and
recommended several changes to training, both at undergraduate level and regarding the

qualifying postgraduate prescribing course.

The remaining documents produced in this era, although generic in nature, include references

to NMP. The first was a Department of Health document released in 2006 providing further
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guidance on medicines supply and reiterating the drive behind NMP [78]. The document

included several proposed next stages for NMP:

e To consult on optometrist independent prescribing

e To promote nurse and pharmacist independent prescribing

e To review the prescribing needs of emerging roles
This was followed by the Healthcare Commission report in 2007 on medicines management,
which mentioned the development of nurse and pharmacist prescribing and described the
distribution of prescribers at that time [81]. Data collection had been conducted in 2005 and
2006 and therefore the majority of these data would have been collected from supplementary
prescribers. The Healthcare Commission recommended that Trusts identify where NMP would
provide the maximum benefit clinically and that work should be performed to identify why

some non-medical prescribers did not prescribe regularly.

The “New Ways of Working in Mental Health” project released two documents in 2007, a
progress report and an implementation guide [82, 84]. The progress report reiterated the five
core drivers behind NMP and described how NMP should be incorporated into the changes in
working practice such as multidisciplinary team working. The implementation guide provided

theoretical examples of changed practice, which incorporated NMP.

The final document in this era was the pharmacy White Paper [86]. This highlighted the roles
that pharmacists could play in improving the healthcare of patients, including the example of
prescribing in long-term conditions. Although some case studies were described, most of the

suggested roles for prescribers were aspirational.
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2.3.2.2 The Coalition and Conservative Governments era 2013-2017.

The first two documents in this era were both concerned with the role of pharmacy in
providing patient centred health care. The first of these was the Scottish Government’s vision
for pharmacy, which envisaged integration of pharmacists into all aspects of healthcare [90].
Drivers for this document included NHS Scotland’s 2020 vision [121] and a report
commissioned by the Scottish Government into pharmaceutical care [122]. Central to this
vision was the aim of having all pharmacists qualified as independent prescribers. The second
document was a report by the Royal Pharmaceutical Society (RPS) on pharmacy activity and
future potential [91]. Various examples of prescribing practice are described (for example,
pharmacists running cardiovascular and chronic pain clinics). A significant comment indicated
that it is not sufficient to provide prescribing courses, without developing roles that utilise this
activity. The report contrasts the English and Scottish governments approach to pharmacy, to
the detriment of the former. Although the Scottish government had delayed introducing
pharmacist independent prescribing [120], other developments, for example a minor ailment

service, had been introduced to support an earlier pharmacy strategy [123].

There are three further pharmacy specific documents in this era, with two of these concerning
seven-day hospital clinical pharmacy services. The first was a report by the RPS discussing
potential approaches to providing a seven-day service and the associated challenges [92].
Examples where seven-day pharmacy services had been implemented were given, with many
of the contributors anticipating the use of pharmacist prescribers to support delivery. The
second report, from NHS England, describes the need to deliver clinical pharmacy services

seven days a week, highlighting the impact that pharmacy services make and describing the
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importance of prescribing to support the multi-professional team [94]. The final pharmacy
specific document was the RPS produced policy, concerning care for patients with long-term
conditions [64]. This highlights the role that pharmacists can play in supporting these patients
and makes several key recommendations, the first of which is that pharmacists should have
the opportunity to become prescribers enabling them to manage the treatment of these

patients.

The Welsh Assembly produced a plan for primary care in 2014, followed by a primary care
workforce development plan in 2015 [59, 93]. The first of these documents highlighted the
increasing pressure on general practice from a combination of increasing demand, a shortage
of general medical practitioners (GP) and financial constraints. The focus was on health rather
than ill-health and to provide person-centred care within the local community, using the most
appropriate healthcare professional for the task. Advanced practice such as NMP was
perceived to relieve pressure on GPs. The associated workforce plan described the potential
role of NMP for various professions and provided examples. One such example was the
monitoring of low-risk glaucoma patients by optometrists, and the document comments that
there will be an increased need for optometrists to train as prescribers as they develop these

advanced roles.

A report commissioned by HEE on primary care, published in 2015, described how primary
care could be delivered using a wide range of healthcare professionals [60]. Included in the
recommendations was the role of the prescribing pharmacist to support medicines
optimisation activities, such as changing the medication of patients at risk of polypharmacy

and adverse drug events, and the potential for physiotherapist prescribers to enable them to
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provide streamlined care for patients [60]. This was followed in 2017 by the general practice
nursing workforce plan [95]. Prescribing is described as complementing the nursing role, but
challenges are acknowledged particularly in enabling time for training. Finally, in this era,
there was the draft workforce strategy for England, which was released for consultation in
December 2017 [96]. This specifically mentioned prescribing in the pharmacy section,
describing a project to put advanced pharmacists with prescribing qualifications into
emergency departments, and also commented that increased numbers of nurse prescribers
would be required in the community and primary-care sectors. No mention was made of

prescribing by any other non-medical healthcare professional.

2.3.2.3 Consultation documents.

Two public consultations, to gauge opinion, were launched during the period 2006-2008. The
first concerned the introduction of independent prescribing for optometrists, and the second
regarding controlled drug prescribing by nurse and pharmacist independent prescribers. The
consultation process for the introduction of independent prescribing by optometrists was
launched in August 2006, with the outcome announced in 2008, and associated legislation
passed the same year [97, 99, 124]. This time period contrasts with the second consultation
in 2007 on controlled drug prescribing, where agreement that this should be permitted was

reached, but changes in legislation were not enacted until 2012 [33, 98, 125].

Following the 2009 AHP scoping report, stakeholder engagement exercises were launched in
2010 to investigate independent prescribing rights for both podiatrists and physiotherapists

followed by consultation exercises in 2011 and the outcome and approval in 2012, the whole
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process taking a little under two years [101-109]. The consultation for radiographers was
launched in 2015 with approval, for therapeutic radiographers only, granted in 2016
(diagnostic radiographers were excluded) [110, 111, 114, 115, 117]. These relatively short
consultation exercises contrast strongly with those concerning paramedics. The initial
document mentioning paramedic prescribing had been published in 2005 [126], with the
stakeholder engagement exercise held in 2010, a year before that of the podiatrists and
physiotherapists [100-102]. The potential for paramedic prescribing was reiterated in the
2013 urgent care report, which described the changing role of paramedics, and the potential
for further role extension such as treatment at home by a paramedic to reduce demand on
emergency care services [127]. Furthermore, when the formal paramedic consultation
process began, advanced paramedics had started to work in a range of settings such as
emergency care departments as well as the more traditional ambulance service [112]. The
paramedic and radiographer consultation exercises ran simultaneously, but final approval for
paramedic prescribing was only granted in 2017 [112, 113, 116, 118, 128]. Acomment is made
in the related paramedic impact assessment that the consultation exercise was delayed

because of capacity issues [113]. The relative timescales are shown in Figure 2-3.
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Figure 2-3 Consultation documents timeline for allied healthcare professions

The timeline compares the relatively compact timescale taken for podiatrists, physiotherapists, and therapeutic
radiographers to attain independent prescribing rights, with the lengthier timescale for paramedics
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2.4 Discussion

2.4.1 Summary of evidence

This is the first policy review bringing together the UK policy documents concerning NMP to
describe the role of this evolving activity. The document review reveals two main themes,
which are expanded below. The first theme highlights issues arising from inspecting the
chronological aspects of the selected documents. The second theme covers the evolving
approach to healthcare provision and describes how NMP has become embedded into routine
practice for many non-medical prescribers. However, differences in practice remain and these

are highlighted.

2.4.2 Chronological aspects

Inspection of the timeline of included documents reveals a noticeable gap between 2010 and
2013, when no reports or strategic documents concerning NMP were released by a
government body. The beginning of this period coincides with the change in government in
2010 from Labour to the Coalition. Two factors are likely to be responsible for this dearth of
publications. Firstly, the Coalition embarked on an overall reorganisation of the NHS in
England, initiated in the 2010 White Paper ‘Equity and Excellence’, and enacted through the
Health and Social Care Actin 2012 [129, 130]; focussing on the high-level NHS structure rather
than finer details of how, for example, commissioning for healthcare services would be
implemented. Secondly, the country had been in economic recession since 2008 and the

Coalition’s 2010 budget introduced austerity measures designed to reduce the nation’s
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budget deficit and improve economic growth [131, 132]. The government attempted to
protect the NHS from financial cuts implemented more generally across all services, however
the funding growth rate for the NHS in England was curtailed to 1.4% a year compared with
6% a year under the previous Labour government [133]. Government priorities were therefore
concerned with major reform of the NHS structure and introduction of commissioning groups,

rather than the continued development of existing practices.

The change in government also probably explains the delay in extending controlled drug
prescribing for nurses and pharmacist independent prescribers. Extending controlled drug
prescribing rights requires the agreement of the Department of Health, the Home Office, the
Medicines and Healthcare Products Regulatory Agency (MHRA) and the Advisory Council on
the Misuse of Drugs (ACMD), and, subsequently, amendments to the Misuse of Drugs
Regulations 2001 and medicines legislation [98]. The consultation closed in June 2007, and in
November 2007 the ACMD wrote to the Under-Secretary of State at the Home Office, and the
Minister of State for Public Health at the Department of Health, to support the proposals and
the change in legislation [134]. However, the required change in legislation was only enacted
in 2012, and it can be surmised that with the Coalition’s priorities focused on reorganisation
of the whole NHS, extending controlled drug prescribing to nurse and pharmacist independent

prescribers was accorded low priority [33, 125].

The consultation processes for the AHPs (physiotherapists, podiatrists, and radiographers)
were all concluded within a reasonable timeframe, despite the change in government
occurring between publication of the AHP scoping report and initiation of the physiotherapy

and podiatry consultation exercises [87, 101, 102]. The AHP scoping report had demonstrated
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a clear role for prescribing for each of these professions in streamlining and improving patient
care. In addition, the report prioritised which professions should be considered first, taking
into consideration the strength of case for prescribing for each profession and the capacity of
the Department of Health and MHRA to conduct the necessary consultations. As an aside, the
consultation exercises reflect the NHS reorganisation, with the physiotherapy and podiatry
consultation exercises conducted under the auspices of the Department of Health, and

subsequent consultation exercises under NHS England.

In comparison, the lack of clarity concerning how prescribing would be utilised by paramedics,
and their evolving role, explains the extended time period between the initial
recommendation regarding paramedic independent prescribing and final approval. At the
time of the initial report, paramedics had recently become registered with the HCPC, and the
NHS advanced practice role was developing [126] with a shift in training from resuscitation,
to assessing and treating the patient at home. The urgent care report in 2013 highlighted the
potential for treatment by paramedics to reduce demand on emergency care services [127].
Following the consultation, the Commission on Human Medicines (CHM) was unable to
recommend prescribing by paramedics because of concern that paramedics would need
training in a large range of conditions to ensure patient safety [114]. The minutes for the 2017
CHM meeting simply say that they endorse the recommendations for independent prescribing
for paramedics, and it is to be presumed that they had been provided with reassurance

concerning the training and role of paramedics [118].

56



2.4.3 Healthcare provision—evolution of policy

The five drivers for prescribing documented in the implementation guidance reiterated the
aims of the 2000 NHS White Paper to improve patient care and break down the traditional
demarcations between professions [11, 27, 79, 80, 83]. These and other earlier documents
such as “Medicines Matters”, and the “Mental Health New Ways of Working” project were
published before full independent prescribing was embedded [78, 82, 84]. As such, they
address the potential for NMP to improve patient care and, in particular with the mental
health documents, develop novel ways of working. “Medicines Matters” explicitly commented
that NMP was unsuitable for patients with complex conditions, recommending the use of
supplementary prescribing instead [78]. The pharmacy White Paper listed prescribing as one
of the activities that pharmacists could undertake, including in the care of long-term
conditions, but many of the examples are theoretical [86]. The 2009 AHP scoping report
highlights the changing role of, for example physiotherapists or podiatrists, commenting that
they may now be responsible for a full package of patient care but were hampered by the
inability to prescribe independently [87]. Again, this document describes potential or

theoretical benefits.

However, when the Scottish government published their NMP strategy, they were able to
draw on a number of published papers providing evidence of the benefits [88], although in
reality the only full independent prescribers included were nurses. Likewise, the pharmacist
prescriber training report in 2010 was also able to draw on practice examples to illustrate

various different ways that independent prescribing had been implemented [89].
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The 2010 White Paper “Equity and excellence: liberating the NHS” signalled a change in
direction for the health service, putting the patient at the centre of care with ‘no decision
about me without me’ [129], but without the previous emphasis on workforce development;
a point highlighted in a later staffing report [41]. The need for responsive and patient-centred
care, within the constraints of limited finances, was further developed in the subsequent
“Five-Year Forward View” [66]. This document sets the need to provide more integrated care,
giving patients greater control, against the background of increasing demand, rising costs
resulting from new technologies, and budgetary constraints. Although prescribing is not
specifically mentioned, there is a call to challenge traditional ways of working and to use the

most appropriate healthcare professional for the task in hand.

This approach is echoed by the Welsh Assembly primary care plan, which describes a future
model of primary care in which the GP acts as the leader over a multi professional team, who
between them care for the patient [93]. The Welsh Assembly associated workforce
development plan depends on other healthcare professionals taking on roles traditionally
associated with GPs or secondary care, with NMP perceived as integral to these developments
[59]. The English primary care report [60] describes a number of approaches to reducing the
burden on GPs. Included in this are new models of practice such as the work of physicians’
associates, but as The Health Foundation comments, their role in relieving pressure on doctors
will be limited if they cannot prescribe [41]. Nurse prescribing is not specifically mentioned,
although the report does identify that nurses have many responsibilities, including the care of
patients with long-term conditions. More recently, the draft workforce strategy describes

advanced practice for a number of professions such as nursing and paramedics but does not
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define what this entails [96]. It also describes podiatry and physiotherapy being potential first
contact points for patients with musculoskeletal disorders. Prescribing would support all of
these activities but is not explicitly mentioned and it could be perceived that NMP is seen to
be so routine and embedded in practice for these professions that it warrants no mention.
This compares with the pharmacy situation, where the same document put pharmacist
independent prescribing as one of the priority areas to address. Other reports also make
explicit mention of pharmacy prescribing as one of the tools to enhance medicines
optimisation practices [64, 94], suggesting that pharmacist prescribing is still not embedded

into routine practice.

A review of the professional distribution of policy documents supports this supposition
concerning NMP becoming routine practice, with the majority involving generic NMP or
covering multiple NMP professions (see Table 2-2). Of the three nursing specific policy
documents, two date from before 2010, and the final one from 2017 [79, 82, 95]. Pharmacy
alone of the professions is associated with multiple policy documents since 2013, with three
by the RPS and one by each of the Scottish government and NHS England [64, 90-92, 94]. A
potential driver for this could be the transformation of the RPS into a professional
representative body, following the GPhC assuming the regulatory function in 2010, and
consequently the need to re-establish a role. However, this would not explain the
governmental documents produced during the same time. Similar policy documents for the
same period could not be identified for any other of the NMP professions, despite in-depth
searching. This may reflect the need for pharmacists to develop new roles and skills as the

traditional dispensing role diminishes because of technological advances such as electronic
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prescribing and robotic dispensing. With medicines central to pharmacy practice, it is
appropriate that new roles such as prescribing support medicines optimisation; however,
these are not existing roles that a pharmacist can move into, rather they are roles that require
creation. Itis also notable that while community (drugstore/high street) pharmacists comprise
the majority of the profession, most prescribers are found in primary care (general practice)
and secondary (hospital) care instead, indicating challenges with adopting prescribing in
community practice [48, 50, 55]. Historically community pharmacy provided a supply function,
enabling separation from prescribing (by general medical practitioners) and therefore acting
as a safety mechanism for patients. The current GPhC guidance for prescribers maintains this
approach, with a requirement that prescribing and supply functions are separated, potentially
limiting the use of prescribing by community pharmacists [135]. The pharmacy orientated
policy documents describe to pharmacists and commissioners, as well as other stakeholders,
how pharmacist prescribing could work in practice. This compares with other healthcare
professions, such as physiotherapy, where medicines form an adjunct to their main practice
area, enhancing role expansion. Pharmacy could also be perceived to be an innately cautious
profession [136], and the policy documents could thus serve to overcome a reluctance to

adopt innovative working practices.

It is notable that there has been a shift regarding the role that NMP plays in the care of
patients. The 2006 document, Medicines Matters, envisaged independent prescribers utilising
a comparatively small personal formulary of drugs, excluding controlled drugs and unlicensed
medicines, to treat uncomplicated conditions [78]. This represented an evolution from limited

list prescribing for community nurses proposed in the Cumberlege and first Crown reports [2,
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137], to encompass prescribing within a prescriber’s area of expertise [3]. However, since
independent prescribing for nurses and pharmacists was launched, their prescribing rights
have been gradually extended to include unlicensed medicines and controlled drugs [98, 138]
and more recent documents describe the role NMP has in the care of long-term conditions
and patients with complex conditions, such as palliative care [60, 64]. This is echoed by the
changing role of medical staff in patient care. The early implementation guidance described
medical staff retaining an overview of patient care, with nurse and pharmacist prescribing
intended to improve patients’ access to medicines [27, 79, 80, 83]. Subsequent consultation
processes (with podiatry, physiotherapy, radiography and paramedics) have changed so that
the examples given in these documents describe the provision of a complete package of care

without the need to involve other healthcare professionals.

Indeed, the consequent reduction in costs through reducing patient appointments is listed as
a benefit in the impact assessments [103, 108, 110, 113]. More recently, the HEE primary care
report envisages that GPs will be treating patients with complex conditions, with other

healthcare professionals providing routine care [60].

2.4.4 Strengths and limitations

The strengths of the present policy review include the systematic, iterative approach to
identifying relevant policy documents, using document mapping techniques to identify
missing documents. The dynamic nature of this healthcare area inevitably means that this
review provides a snapshot of the situation between 2006 and 2018, which may well be

superseded, for example if political changes resulting from unanticipated developments such
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as ‘snap’ general elections or referenda occur. The selected documents relate to the UK and
the home nations only and this may limit generalisability to other countries. Additionally,
although the legislation permits the use of NMP in UK private healthcare, the policy
documents concern the use of NMP in the NHS and this may further limit generalisability for
alternative healthcare systems. However, it can also be argued that the development of NMP
in the UK could provide a roadmap for other countries wishing to expand their NMP

workforce, by providing examples of successful NMP implementation into routine practice.

Despite extensive searches there may well be further policy documents available, such as from
the home nations or professional bodies that are not easily identifiable through a systematic

search strategy.

2.5 Conclusions

In conclusion, this policy review has revealed that the government approach to NMP has
changed over the 12-year period from 2006. NMP was originally intended as a means of
improving patient choice and access to medicines, whilst also developing the workforce. A
subsequent change in government (and associated political ideology) combined with financial
and staffing shortfalls have resulted in the emphasis changing to NMP supporting, or even
replacing, medical practitioner input. Patients are expected to be cared for, and treated by,
the most appropriate health care professional such as a physiotherapist for a musculoskeletal
problem. Medical workload is thus reduced, enabling the more complex cases to still be

treated by medical practitioners despite a reduction in their numbers. Costs are reduced by
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streamlining care through reducing multiple appointments with different healthcare

professionals, and by focussing on the most appropriately qualified professional.

This policy review has also highlighted the role that NMP now plays in patient care, with
prescribing perceived as one activity in the advanced practice armamentarium used to treat
and support patients, enabling patients to benefit from receiving a complete package of care
from a single healthcare professional. As prescribing has become embedded into day-to-day
practice for the majority of the NMP professions, so the need to highlight prescribing in policy
documents has diminished (as seen in the recent workforce development document), just as
it is no longer felt necessary to describe in detail advanced practice in these professions. As
new models of practice are developed, such as the use of physician’s associates, so has the
demand for NMP to expand to other healthcare professional groups continues, with the

implication that prescribing is integral to these roles.

However, this policy review has found that while NMP has become embedded into routine
practice for many professions, this is not universal. Despite pharmacists having achieved
independent prescribing rights in 2006, it would appear from the repeated policy documents
describing the need for pharmacist prescribing that it is still not embedded into pharmacists’
routine practice. Medicines remain at the core of pharmacy practice through supply and
optimisation but, until the new roles become established, prescribing has yet to be perceived

as a ‘normal’ pharmacist activity.

This policy review has also highlighted the practical impact that a change in government can

have, as shown by the gap in policy document publication during the Coalition’s review and
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reorganisation of the NHS, and the delays in legislation concerning controlled drugs. However,
these delays are not inevitable, as shown by the physiotherapist and podiatrist consultations

which were conducted during this period.

While these findings concern a publicly funded health service in a single country (albeit one
comprising four dependent nations and four separate, but linked, health services), and may
therefore be considered to have limited generalisability, there are messages that may
resonate in other settings. These concern the impact of reorganisation on service

development and how uptake of a novel activity is adopted by professions.

2.6 Chapter summary

In this chapter a systematic policy review investigated and described changes in government
policy towards NMP since 2006. Documents included in the review comprised 23 policy
documents and 22 relating to consultations. Findings could be linked to both chronology and
healthcare provision. For the former, it was noticeable that a change in Government,
associated with an NHS review, resulted in a dearth of policy documents at that time. Policy
changed over the time period to acknowledge the role non-medical prescribers could have in
supporting medical staff and reducing healthcare costs. Whilst it appears that NMP is
embedded into practice for many professions, this would not appear to be so for all
professions, particularly pharmacy. A clear role for prescribing appeared to facilitate the

consultation process, although implementation could be affected by changes in Government.
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2.7 Key points

e This is the first policy review bringing together UK policy documents concerning NMP.

e Two main themes are identified, relating to chronology and healthcare provision.

e Government policy towards NMP has changed since the original inception in 2006 of

independent prescribing, driven partly by financial and staffing shortfalls.

e Prescribing is now embedded into practice for many NMP professions, reflected in

reduction of policy documents relating specifically to prescribing.

e Differences remain however, with repeated policy documents highlighting potential
roles for pharmacist prescribers, indicating that prescribing is still not fully adopted by

pharmacists.

2.8 Introduction to next chapter

Policy documents such as the Welsh Assembly primary care workforce development plan and
the draft workforce strategy for England highlight roles for non-medical prescribers [59, 96].
However, few comments are made regarding factors that might support or hinder prescribing
development, although the general practice nursing workforce plan acknowledges there may
be challenges [95]. In the next chapter, a systematic literature review is conducted to identify

the barriers and facilitators affecting the development and implementation of NMP.
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CHAPTER 3: FACILITATORS AND BARRIERS TO NON-MEDICAL PRESCRIBING — A

SYSTEMATIC REVIEW AND THEMATIC SYNTHESIS

Chapter overview

The results from Chapter 2 described the evolution of policy relating to NMP in the UK.
However, there were few references to the factors that influence the development and
implementation of NMP. In this chapter potential barriers and facilitators to NMP are

identified.

The majority of this chapter is taken verbatim from the following publication in which | am

principal author:

Graham-Clarke E, Rushton A, Noblet T, Marriott J. Facilitators and barriers to non-
medical prescribing — A systematic review and thematic synthesis. PLoS ONE
[Internet]. 2018; 13(4): e0196471

Available from: https://doi.org/10.1371/journal.pone.0196471.

The introduction has been substantially reduced to avoid duplication, and an introductory
sentence added to place the paper in context of the overall thesis. For clarity and to provide
more explanation the methods section has been expanded. In particular, section 3.2.2 has
been expanded to include a discussion of the choice of assessment tool. The results, discussion
and conclusions are taken verbatim from the paper. Other sections such as chapter summary
and key points have been included but draw on information included in the paper. Minor
changes to the narrative text have been made throughout to inform the thesis structure, and

correct typographical and grammatical errors.
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3.1 Introduction

The previous chapter described NMP policy evolution in the UK; highlighting the change in
focus from improving patients’ access to medicines to streamlining healthcare delivery, with
non-medical prescribers providing complete packages of care. This vision will only be
supported if the development of NMP is supported and encouraged. Earlier studies and
surveys indicated that variable proportions of non-medical prescribers were not utilising their
gualification (range 10-40%) [44, 47-49]. Although some studies had identified some reasons
for not prescribing [44, 47, 48], there had been no in-depth exploration of these issues or

robust literature review.

The aim of this section of work was to evaluate the literature concerning the use, facilitators

and barriers of independent NMP in primary and secondary care in the UK.

3.1.1 Research Objective:

To conduct an extended systematic literature review to evaluate the use, facilitators, and

barriers of independent NMP in primary and secondary care in the UK.

3.2 Methods

3.2.1 Search strategy and selection criteria

A systematic review and thematic synthesis was conducted to explore the barriers and

facilitators to non-medical independent prescribing in the UK. A protocol for the review was
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developed in advance, following the PRISMA-P statement [139], and registered with
PROSPERO (CRD42015019786) (see appendix 8.4). The results are reported in accordance with

the PRISMA and ENTREQ statements (appendices 8.9 and 8.10) [71, 140].

Qualitative and mixed-methods research studies investigating independent NMP in the UK
were included. These included appropriate qualitative designs of empirical research [141]
such as focus groups, interviews and questionnaires. Narrative reports describing a service,
opinion papers and abstracts were excluded [141]. The legislation permitting independent
prescribing by nurses and pharmacists was enacted in 2006 and therefore only studies

published since 2006 were included [72]. There was no language restriction.
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Table 3-1 - Search strategy terms for facilitators and barriers systematic review

Inclusion Exclusion
Participants (P) Nurses Doctor
Allied health professionals Physician
Physiotherapist Medical practitioner
Pharmacist
Podiatrist
Chiropodist
Therapist
Intervention (I) Independent non-medical Supplementary prescribing
prescribing Dependent prescribing
Nurse prescribers’ formulary
prescribing

Independent medical prescribing

Comparators (C) | Not applicable

Outcomes (O) Themes relating to:
Facilitators

Barriers

Attitudes

Utilisation

Setting (S) Primary and secondary care

Specific search strategies were developed, with expert librarian support, for each electronic
database, and included broad and narrow, free-text, and thesaurus-based terms as this
approach has been shown to capture the greatest number of references when reviewing
qualitative literature [142]. Boolean operators and truncation were used. The selected
keywords were: nurse, pharmacist, physiotherapist, podiatrist, non-medical, therapist, allied
health professional, chiropodist, independent prescribing, utilisation, barriers, facilitators,

role, education, support, guidelines, policy, procedures, attitudes and clinic.

The following databases were searched: AMED, ASSIA, BNI, CINAHL, EMBASE, ERIC, MEDLINE,
Open Grey, Open access theses and dissertations, and Web of science. Papers that cite, or

were cited by, the included papers were screened to identify any further relevant papers.
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Personal files were examined to identify further papers [73]. Searches were completed to 26

March 2017 (Appendix 8.11 Medline (Ovid) search strategy).

Titles/abstracts obtained from all searches were screened to remove duplicates and papers
that did not meet the eligibility criteria. Full-text copies of the papers remaining were obtained
and reviewed. Two independent reviewers (EGC and TN) conducted each stage and resolved
differences by discussion, with a third reviewer (AR) available for mediation if required [74].

Numbers excluded at each stage were recorded) [71, 74].

3.2.2 Quality assessment

Critical appraisal and quality assessment of included papers is a key component of a
systematic review [143, 144] and can result in exclusion of lower quality papers in quantitative
reviews [144]. Including low quality studies in a qualitative systematic review is debated, with
some researchers arguing for their inclusion as they may provide valuable insights, whereas
others argue they should be excluded [141, 145, 146]. Hannes describes four elements in the
critical appraisal of qualitative studies, which are “credibility, transferability, dependability
and confirmability”, corresponding to the terms internal and external validity, reliability and

objectivity used in quantitative research [141].

3.2.2.1 Choice of tool

A review of published systematic qualitative reviews in 2012 found that over 70% of identified
papers used some form of critical appraisal tool, with CASP the most popular [147]. An
evaluation in 2010 of three online assessment tools found that the CASP tool was less sensitive
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in determining validity (i.e. credibility or transferability) than either the Joanna Briggs Institute
tool or the Evaluation tool developed by the Health Care Practice and Research Development
Unit at Salford [145]. Hannes and Macaitis [147] identified considerable variability in reported

items, such as databases searched and key words used.

To support researchers and publishers a consolidated checklist of 32 items was developed -
COREQ (Consolidated Criteria For Reporting Qualitative Research) [148]. This tool, while
suitable for quality assessment of studies, was designed specifically for interview and focus
group study designs. In the review by Cooper et al [53] most of the studies detected were

guestionnaire or survey studies, making this tool potentially unsuitable.

More recently a validated quality assessment tool, (Quality Assessment Tool for Studies of
Diverse Designs, QATSDD) has been developed, based on the EPPI-Centre tool and with input
from the York Centre for Reviews and Dissemination [149]. The tool was developed to support
quality analysis where studies use different designs, including qualitative, quantitative, and
mixed-methods [149]. The tool comprises 16 elements (listed in appendix 8.12, QATSDD
scores for each paper) covering aspects such as theoretical approach, research setting, data
collection, and method of analysis. Each element is rated on a scale of 0 — no evidence, to 3 —
full details, with clear reasons defined for each score [149]. Twelve elements are common to
all studies, with two specific elements each for qualitative and quantitative studies, which
permits assessment of a variety of study designs [149]. Validation reported in the paper
indicated reasonable correlation with a kappa score of 67.8% with the original researchers,
and a score of 71.5% when piloted with researchers naive to the tool [149]. The developers of

the tool commented that the tool should be used in an iterative manner, with an initial
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assessment, followed by a further review [149]. The framework has subsequently been
utilised in several systematic reviews, including a review of patient safety reporting [150, 151].
Fenton and co-researchers expressed concern about clarity of some element descriptions and
the equal weighting given to all elements [152], indicating that like many tools QATSDD does

have limitations.

Hannes states that the tool selected should be appropriate for both the type of study to be
reviewed and the expertise of the researchers [141]. Hannes further comments that
assessment tools with closely defined criteria are more suitable for use by novice researchers
[141]. The studies included in this review used a variety of research methods, primarily
interviews, questionnaires and focus groups, making the QATSDD tool suitable. In addition,
the descriptions for each element were considered sufficiently detailed to be appropriate. The

tool was piloted before use in the study.

Two reviewers (EGC and TN) independently assessed the studies using the tool, resolving any
disagreement in the scores through discussion. The decision was taken to include all studies
to inform synthesis and conclusions regardless of quality assessment, but to report on the
quality assessment results (see Table 3-2), particularly as from an initial scoping search, limited

studies were identified.

3.2.3 Analysis

Thematic analysis, to identify recurrent barriers and facilitators to NMP and themes relating

to use, was conducted on text from the results and findings sections of the papers together
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with any included participant quotations [153, 154]. Thomas and Harden describe this as a
three-stage process, coding text, developing descriptive themes, and finally developing
analytical themes [154]. The studies were read to identify initial emerging themes, and then
underwent line-by-line thematic coding utilising NVivo®11 (QSR International). As further
themes emerged, new codes were created. All codes and themes were reviewed iteratively
for consistency and appropriateness and amended if necessary. The findings were
summarised under descriptive theme headings, permitting development of a hierarchy. The
analysis was conducted by one researcher (EGC) and the initial themes and coding discussed
and critically debated by the research group. The final version was agreed by the group
following further refinement of the theme headings and hierarchy. At the end of data analysis
no further themes were identified, indicating that data saturation had been reached [154].
EGC is a practising independent non-medical prescriber (INMP), and an NMP lead with a role
in supporting other INMPs. This researcher standpoint was balanced by the other three

members of the group, none of whom are prescribers.

3.3 Results

The search strategy identified 3991 potentially relevant studies. Following exclusion of 459
duplicates and 3436 from title and abstract review, 96 studies were reviewed at the full-text

stage. Following exclusions, 42 papers were included (Figure 3-1).
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Figure 3-1 PRISMA paper selection flow diagram
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Overall, the studies included were assessed as moderate quality. There were three low scoring
papers [155-157] (score <25%), and four high scoring papers [158-161] (score >75%); the latter
being doctoral theses (Appendix 8.12). Key issues highlighted by the scores were the data
collection tool choice, analytical method justification, research question and analytical

method fit, user involvement and poor reporting of theoretical framework.

Of the 42 papers included, 30 (71%) were published between 2007 and 2012, with the
remainder published subsequently. Nurse independent prescribers were studied in 24 papers
[155, 157, 159, 162-182], pharmacist prescribers in five papers [45, 156, 160, 183, 184], and a
mixture of nurse and pharmacist prescribers in a further six papers [158, 161, 185-188]. The
remaining papers investigated the views of patients and staff associated with INMPs [170,

189-194].

Thematic analysis identified 17 subthemes of which 15 described the factors that may impact
on INMPs and two described the range of activity. These were grouped into three over-arching
themes, which were 1) factors relating to the INMP themselves, 2) human factors and 3)
organisational aspects. The themes and subthemes are presented in Table 3-3, together with
example factors, and Appendix 8.13 lists the papers from which the themes were identified.
The 15 sub-themes impacting on NMP contained factors that could be barriers or facilitators;

in many instances, this was dictated by circumstances.
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Table 3-2 Characteristics and details of selected papers included in the systematic review.

Author Population Setting and/or Study type Participant numbers Results/Findings QATSDD
speciality
Adigwe (2012) NMPs Primary & SSI-F2F NP (n=9) Supportive mechanisms & 90%
[158] Patients secondary care Online survey PP (n=13) safe prescribing environment
SSI-F2F NP (n=141) required to support
PP (n=27) prescribers
Other NMP (n=11)
Patients (n=12)
Armstrong (2015) Senior nurse Urgent care SSI Senior nurse (n=1) Benefits of autonomous 45%
[162] Medical consultant | setting - one Questionnaire Doctor (n=1) working identified by staff &
NP hospital NP (n=2) patients.
Nurse Nurse (n=1)
Pharmacist Pharmacist (n=1)
Patients Patients (n=20)
Bennett et al Practising NP HIV clinics - Postal questionnaire NP (n=8) Impact of prescribing on 45%
(2008) [163] community & Focus group NP (n=7) NP/doctor and patient
secondary care relationships discussed.
Overall perceived to be
beneficial.
Bewley (2007) Recently qualified Paediatrics Facilitated workshop Recently qualified nurses (n=35) Pharmacology knowledge 14%
[155] nurses Facilitated workshop Senior paediatric nurses (n=?) poor during nurse training.
Senior paediatric Narrative NP (n=1) Identified as challenging in
nurses Semi-structured questionnaire NP (n=19) NMP course.
NP Scoping exercise HEI (n=4)
HEI
Bowskill (2009) NP Primary & SSI NP (n=26) Trust between nurse and 90%
[159]* secondary care doctor identified as
necessary for a successful
prescribing partnership.
Bowskill et al NP Primary & SSI NP (n=26) Trust between nurse and 60%
(2013) [164]* secondary care doctor identified as
necessary for a successful
prescribing partnership.
Secondary care practitioners
had more restrictions.
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Brodie et al (2014) PP Primary care SSI-F2F PP (n=4) PP/NP have holistic approach | 38%
[185] NP NP (n=4) to treatment. Concerns they
were underutilised.
Carey et al (2009) NP Specialist Interviews NP (n=7 participants, 18 interviews) NMP believed to improve 55%
[165]F children’s hospital care provided to patients.
- Intrinsic case
study
Carey et al (2009) NP Specialist SSI-F2F NP (n=7 participants, 18 interviews) Successful NMP 48%
[166]T Doctors children’s hospital Doctors (n=4) implementation but
DMPs - Intrinsic case DMPs (n=7) variations in approach and
Clinical Leads study Clinical Leads (n=3) expectations.
Carey et al (2010) NP Dermatology SSI-F2F NP (n=11) NMP improved access to 45%
[167]% Doctors services - primary Doctors (n=12) treatment, with ability for
Administration staff | & secondary care Administration staff (n=11) service reconfiguration.
Non-nurse — 10 site collective Non-nurse prescribers (n=6) Inconsistent support post-
prescribers case study training.
Carey et al (2014) NP Respiratory SSI - telephone NP (n=39 Wide variations in practice, 62%
[168] conditions - Non-prescribing NP (n=1) but overall improved service
Primary & to patients. Several
secondary care, challenges to NMP identified.
East of England
SHA
Courtenay et al NP Primary & Questionnaire NP (n=1377) Nearly 70% of NP reported 56%
(2008) [169] secondary care problems with implementing
NMP.
Courtenay et al Doctors Specialist F2F interviews Doctors (n=7) Benefits in improving 71%
(2009) [170]t DMPs children’s hospital DMPs (n=4) services to patients
Clinical leads - Intrinsic case Clinical leads (n=3) identified, but concerns
study raised regarding roles and
NMP selection.
Courtenay et al NP Dermatology 1) SSI-F2F 1) NP (n=10) Benefit to care reported by 56%
(2009) [195]% Doctors services - primary | 2) Videotaped observations Doctors (n=12) patients.
Administration staff | & secondary care 3) Questionnaire Administration staff (n=11)
Non-nurse — 10 site collective Non-nurse prescribers (n=6)
prescribers case study 2) NP (n=37)
Patients 3) Patients (n=165)
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Courtenay et al NMP leads, of Primary & SSI NMP leads (n=28) Four key aspects of role 52%
(2011) [189] whom half had a secondary care - identified: information,

prescribing one SHA promotion, clinical

qualification governance, and training

Cousins et al (2012) | NP General practice SSI-F2F NP (n=6) NMP enhanced job 57%

[171] satisfaction but increased

work-related stress.

Dapar (2012) [160] PP Community, 1) Questionnaire 1) PP (n=695/1643) Implementation of NMP 98%
primary & 2) Telephone interview 2) PP (n=34) requires support, and ability
secondary care to overcome challenges.

NMP role clarification

required.
Daughtry et al NP One PCT, north SSI NP (n=8) NMP expands role, but 38%
(2010) [172] England misunderstandings exist with

other work colleagues.
Dobel-Ober et al Nursing directors Mental health Postal questionnaire Directors of nursing (n=39/66) Majority of trusts had 46%
(2010) [190] trusts - England policies and strategies

supporting NMP. Only 1

Trust had no NMPs.

Downer et al (2010) | NP Community - two Conversational F2F interviews NP (n=8) Benefits to self and patients 48%

[173] health boards, identified, but also
Scotland challenges, including lack of

support.

Green et al (2008) NP (n=12) Mental health Email qualitative survey INMP (n=10) 50% prescribing, others 48%

[186] PP (n=1) trust - Humber (profession not indicated) providing advice. NMP

qualification of positive
benefit.
Herklots et al NP Community - two SSI NP (n=7) NMP enhanced role, and 50%
(2015) [174] PCTs knowledge from course
beneficial to wider practice.
Support, inc. CPD, variable.
Hill et al (2014) Patients Addiction services 1) SSI based on questionnaire 1) Patients (n=86) Overall satisfaction with PP 33%
[183] PP - Lanarkshire 2) Questionnaire alone PP (n=5) led clinic, with enhanced job
GPwSI 2) GPwSI (n=6) satisfaction.

Kelly et al (2010) Practice nurses, +/- | Primary care - one | Postal questionnaire No prescribing qualification (n=120) 46% respondents not 35%

[175] prescribing southern English NP (n=31) intending to train as NMP,

qualification county citing various issues relating
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to the course and age as
reasons

Maclure et al General public Scotland Postal questionnaire General public (n=1855/5000) General support for NMP, 43%
(2013) [191] but several concerns raised.
Maddox (2011) PP Primary & 1) Unstructured interviews 1) PP (n=4) NMPs most confident when 95%
[161]8 NP community - 2) Focus group x 3 NP (n=14) prescribing within guidelines.
predominantly 3) SSI (F2F or telephone) 2) NP (n=10) ‘Time burden’ for DMPs
NW England 4) Q-method 3) PP (n=5) acknowledged as significant.
NP (n=15)
4) PP (n=22)
NP (n=34)
Maddox et al PP Primary & 1) SSI(F2F or telephone) 1) PP (n=5) NMPs cautious when 69%
(2016) [187]& NP community - 2) Focus group x 3 NP (n=15) prescribing, confidence
predominantly 2) NP (n=10) improved with good support.
NW England
McCann et al PP Primary & Postal structured self-administered PP (n=76/100) Over 50% had or were not 42%
(2011) [45]9 secondary care - questionnaire prescribing. Issues included
Northern Ireland lack of funding and lack of GP
awareness.
McCann et al PP Primary & SSI-F2F PP (n=11) Benefits of holistic care for 60%
(2012) [184]9 DMP secondary care - DMP (n=8) patient and team working
Key stakeholders Northern Ireland Stakeholders (n=13) identified, together with
several challenges.
McCann et al PP Patients 3 case studies, Focus Groups x 7 Patients (n=34) Lack of prior awareness of 62%
(2015) [192]1 primary & PP. Patients identified
secondary care - benefits of team approach,
Northern Ireland but expressed some
reservations.
Mulholland (2014) PP Neonatal units, Electronic survey PP (n=22) NMP identified as a team 23%
[156] Non-prescribing United Kingdom Non-prescribing pharmacists (n=23) benefit, with utilisation of
pharmacists pharmacist knowledge.
Mundt-Leach NP NHS addiction Telephone survey NP (n=20) Benefits of NMP for patients | 21%
(2012) [157] services felt to outweigh challenges.
Oldknow et al NP Older peoples’ 1) F2F interviews 1) Participants unknown (n=?) Report of a pilot 35%
(2010) [176] Consultant mental health 2) Postal survey 2) Patients (n=16/58) implementation of NMP,

psychiatrists

services - one

3) Document review

3) Unknown
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Patients mental health which indicated service
trust benefits.
Oldknow et al Non-prescribing NP | One mental health | Interviews Non-prescribing NP (n=6) Several barriers identified, 71%
(2013) [177] trust including lack of
remuneration.
Ross (2015) [188] NP Mental health - 1) Focus groups x 9 1) & 2) Distribution unknown. Patient/NP relationship 60%
PP Tees, Esk & Wear 2) Interviews - F2F & telephone 6. NP (n=35) positive with benefit seen by
Nurse manager Valleys NHSFT (n=13) 7. PP(n=3) all participants. De-
Consultant Nurse manager (n=2) prescribing highlighted as an
psychiatrists Consultant psychiatrists (n=7) important role.
GP GP (n=1)
Patients 8. Patients (n=9)
Ross et al (2012) NP Mental health - 3) Email/postal Questionnaire 1) NP (n=33/60) Majority of NMPs yet to 71%
[178] Scotland 4) Focus group 2) NP (n=12) prescribe. Numerous barriers
identified including lack of
support from employer and
lack of adequate
remuneration.
Shannon et al GP Heart Failure - one | 1) Focus groups x 4 1) GP(n=9) Participants generally 57%
(2011) [193] Cardiac physician primary care 2) 1-2-1interviews Cardiac physician (n=8) supportive of NMP, but
centre & one 2) GP(n=1) identified communication as
hospital, West Cardiac physician (n=3) a key challenge.
Scotland
Stenner et al (2007) | NP Acute, chronic & SSI-F2F NP (n=26) NMPs more likely to provide | 57%
[1801]|| palliative pain - advice on treating
community, chronic pain patients than
primary & prescribe. Reasons for this
secondary care include budgetary
restrictions.
Stenner et al (2008) | NP Acute, chronic & SSI-F2F NP (n=26) Many benefits to NMP 52%
[181])] palliative pain - identified, resulting from
community, autonomous practice.
primary &
secondary care
Stenner et al (2008) | NP Acute, chronic & SSI-F2F NP (n=26) Multi-disciplinary team 67%
[182])| palliative pain - working benefits both NMPs
community, and other team members.
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primary & Support from policies and
secondary care CPD identified as important.
Stenner et al (2010) | NP Diabetes - SSI NP (n=10) Prescribing incorporated into | 50%
[179] Doctors community, Doctors (n=9) existing role, with support
Administration staff | primary & Administration staff (n=9) from other staffs. Some
Non-prescribing secondary care - 9 Non-prescribing nurse (n=3) issues initially, but now
nurse site collective case mainly resolved.
study
Stenner et al (2011) | Patients Diabetes - 6 sites, SSI Patients (n=41) Patients identified a range of | 57%
[194] Primary care benefits from NMP, including
improved disease
management.
*, § — paper derived from linked theses; 1, ¥, 1), || — linked reports of data from one study

DMP, designated medical practitioner; F2F, Face-to-Face; GP, general practitioner; GPwSI, GP with a special interest; HEI, Higher education institute; NHSFT,
National Health Service Foundation Trust; NP, nurse prescriber; INMP, non-medical prescriber; PP, pharmacist prescriber; PCT, primary care trust; QATSDD,
Quality Assessment of Studies of Diverse Designs; SHA, strategic health authority; SSI, Semi-Structured interviews
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Table 3-3 The themes and subthemes that influence non-medical prescribing.

Theme

Sub, and subsub, themes

Quotations

Interpretation/example factors

1. Non-medical
prescriber

1.1.

Attitude [158, 159, 161-166,
168, 170-175, 179, 181, 182,
185-188]

“I think it’s been a marvelous (sic) thing really and it’s been good, it’s
good for my confidence, it’s given me a lot to think about. It’s given
me a new string to a bow, it, keeps me interested.” Nurse [168]

“it scares the hell out of me even though | am autonomous in my
clinics. | still after doing a prescription have to get a GP to sign to
check” Nurse [175]

Job satisfaction and confidence of the practitioners enhanced by
non-medical prescribing.

Lack of confidence and anxiety can prevent practitioner from
using prescribing skills.

Attitude towards NMP and role can be affected by views of
others.

1.2,

Practice

1.2.1.

Area of competence [156-161,
164-166, 168, 169, 171, 172,
174, 175, 179, 181-185, 187,
191, 192, 194, 195]

“

.. with contraception | thought before | start initiating new pills |
really want to do an update and | was encouraged to do that quickly.
It has given me a lot more confidence to prescribe in that area” Nurse
[159]

“Some of our patients now would be more difficult to manage you
know patients with other conditions like some of our anaemia
patients as well as being renal are also oncology patients and that
makes them a bit more awkward and those patients | would definitely
refer before upping or decreasing a dose” Pharmacist [184]

Confidence gained by defined area of competence.

Constraints of co-morbidity acknowledged, need to refer when
outside, or perceived to be outside, competence area.

1.2.2.

Role [157-162, 164-168, 171-
173, 175, 178, 179, 181, 182,
184-187, 192, 193]

“Hospital trust G and primary care trust A agreed for the nurse
specialist to run nurse led clinics in primary care settings. Her
prescribing qualification has enabled the successful development of
this new service for patients. Without a nurse prescriber in these
posts a doctor is required to be present in the community to prescribe
for patients accessing healthcare at this point. “I couldn’t do my role
without nurse prescribing” ” Nurse [159]

“I' have to develop my own role; fighting to find a place in between
GPs and prescribing nurses” Pharmacist [160]

Found to enhance existing roles. Success more likely where
practitioner’s role well-defined or when role specifically
designed to include prescribing.

Success less likely when lack of role clarity, where role wasn’t
valued or where organisational issues constrained role
development.

2. Human factors

2.1

Patients [158, 160, 162, 163,
176, 179, 183, 186, 188, 191-
194]

“I think they (nurse prescribers) look at all the care. They will check
that the drugs they have prescribed don’t clash with other things.
They are interested in my home life. They sit down and take an
interest so you don’t relapse.” Patient [188]

“My one (disadvantage) would be crossing the specialisms — crossing
the illnesses. My experience here is in relation to diabetic

Patients appreciate receiving holistic care and understandable
information from NMPs.

Concerns about communication with GP, and that NMP may
have limited knowledge/ability to deal with complex issues.
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management, but | would also like one that is appreciative of my
overall (health)” Patient [192]

2.2,

Staff

2.2.1.

Managers [45, 158-161, 163,
164, 166-168, 173, 175, 177-
179, 182, 185, 189, 190]

“...I think the non-medical prescribing lead did a good job in setting it
up initially...we are lucky in our Trust because the non-medical
prescribing lead has driven it from the onset, he was one of the first
supplementary prescribers and he has driven its right from the word
go really and he has fought long and hard to get it recognized and
that's why we are in the position that we are in now.” Nurse [158]

“Management appeared threatened, hostile and jealous of my
prescribing authority and it is extremely annoying that major
decisions regarding nurse prescribing are made by people in
management who know nothing about it” Nurse [178]

Development and implementation of NMP, enabled by
managerial support, including strong strategic vision.

Implementation of NMP hindered through lack of understanding
or organisational unpreparedness by managers.

2.2.2.

Medical professionals [156,
158-170, 172-179, 181-186,
188, 193]

“Team working gives you much more information about the patient,
and it gives you much more support if you need it; and | have a good
working relationship with the GPs ... | have referrals from the practice
nurse; | have referrals from the doctor...So | think the close working
relationship in the team is the best part” Pharmacist [160]

“Again my anxiety is largely for the nurses involved; it doesn’t seem
at the moment clear, exactly what their responsibility is and if there
is @ mess up, who carries the can. | am not clear if a nurse prescriber
prescribes something at a dreadfully wrong dose and somebody is
harmed as a result, who carries the can. Is that my MDU subscription
oris it a separate thing? | think those areas are something that to me
are not entirely clear.” Doctor [170]

Doctors understanding and appreciating benefits of NMP role,
including seeking advice.

Lack of clarity over role boundaries and concern over loss of
control.

2.2.3.

Peers [156-162, 164-167, 169,
172-174, 178, 179, 181-184,
186, 187, 189]

“Long term trusting relationship of mutual respect between medical,
nursing and other health care professionals and myself” Pharmacist
[160]

“I think as soon as they realize you can prescribe they expect you to
be able to do exactly what doctors can do. They don’t understand your
limitations and you can only work within the scope of your knowledge,
and they expect you to sign repeat prescriptions, and send everybody
through to you. So it can be quite difficult at times explaining to
them.” Nurse [172]

Peer/NMP relationship providing mutual support and improving
team working.

Lack of understanding of NMP and/or antagonism hindering
NMP.

3.

Organisational
aspects

3.1.

Administration
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3.1.1.

Formulary [158-161, 163, 167,
168, 174, 178, 180, 182, 185,
186, 191]

“You do take each patient on their own merit but within that
framework and if there wasn’t that framework | think I might be
floundering a bit more”. Nurse [159]

“The clinic is actually limiting the range of non-HIV medications that |
can prescribe, even if many of these agents prove very useful in
treatment support aims.” Nurse [163]

Personal formulary used to define area of competence, and
supported by national guidelines.

Formulary restrictions derived from organisational policy or cost
pressures.

Policy [158-160, 162, 167, 178,
182, 186]

“I guess the only thing that | would change is by having standards
across the country, | think each Trust is allowed to adopt non-medical
prescribing within their own guidelines and within their remit and |
think it's been good in some areas but it has hindered non-medical
prescribing in some others and it has not allowed them to develop
their practice, as they would do.” Nurse [158]

“My Trust has no guidelines and there is no guidance. | don’t know
anyone in our area who is prescribing” Nurse [178]

Clear policy supporting NMP, and acting as safeguard.

Lack of, or restrictive, policy hindering NMP development and
implementation.

Remuneration [45, 158, 160,
168, 173, 175, 177, 178]

“...you know, at the end of the day, | am doing it not for the money
and not for the banding, it is for my practice and having a qualification
that allows me to develop my practice but also to manage my career
plan for the future, if you like...” Nurse [158]

“l think that if there was a clear reward in taking up the nurse
prescribing mantel, you know, | would be prescribing now” Nurse
[177]

Prescribing qualification for role extension or career progression,
not for financial reward.

Lack of financial reward seen as disincentive to training and
unappreciative of role.

3.2,

Development

3.2.1.

Post course support [156, 158,
160-162, 166-168, 170, 173-
175, 178, 179, 181, 182, 184-
187, 189, 191, 193]

“I support them to ensure that they have access to further training,
development and [continuous professional development]”
Pharmacist [162]

“Ongoing support has gone very hit and miss. In the first year there
were a few evening sessions on general stuff, not specific to
dermatology. Now with all the reorganisation it has completely hit the
bin and you don’t get any CPD from the employer.” Nurse [167]

Post training support necessary for continued development of
skills and confidence. Enabled by provision of training courses,
and managerial support.

Time and funding provision limiting access to courses. Peer and
professional support absent.

3.2.2.

Training [155, 156, 158, 160-
162, 166, 170, 173-175, 178,
179, 185-187, 189, 190, 192,
193]

“All candidates have been required to [. . .] have some clear objectives
around the need and use of the skills and ability to prescribe.” Nurse
[190]

Prior to course, need for NMP should be identified, and
appropriate candidates selected. Role of clinical mentor crucial
for successful completion.
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“Nurses that have done course say [very] intense and difficult. | have
two children and am single parent — so limited commitment to study”
Nurse [175]

Time and course commitments off-putting or leading to
challenges in completing course.

3.3.

Service delivery

3.3.1.

Impact on time [156-158, 160-
163, 165-168, 170, 172-174,
176, 179, 181, 183-186, 188,
191-195]

“I think it's because of timing issues, you know, because normally if
it’'s someone who has rung in the morning, then they won’t get a GP
visit till the afternoon, and if they’re last on the list, by then they’re so
far down the line they’re in hospital. So timing issues are very
important in managing a deteriorating patient ... you get it on board
quicker; I mean, it’s a 12-hour difference sometimes.” Nurse [174]

“Oh, it has changed dramatically. Workload had trebled. We see most
of the minor ailments. We have taken a lot more on—the more
knowledge you get the higher the workload. We do all medication
reviews and all hypertension reviews” Nurse [172]

Patients able to receive timelier and streamlined care with NMP.
Ability to prescribe saves time for NMP, doctor, and patient.

Workload pressure increasing because of prescribing.

3.3.2.

Infrastructure [45, 156, 158-
161, 164, 165, 167-169, 173,
174, 178-180, 183, 185, 186,
191, 193]

“What we get on the referral is what we know. | think we’ve had three
more practices now go on to the same system we’re on and the GPs
are finally coming round to understanding that sharing their notes is
a benefit to all of us. So it is improving. I've now got two [GP practices]
on my caseload where | can see their notes as well.” Nurse [168]

“I feel that pharmacy independent prescribing can only take place in
a primary care setting, within GP practices. This is because we have
no access to patient history and notes otherwise. This makes
prescribing from elsewhere more difficult and possibly less effective”
Pharmacist [45]

Prescribing supported by good access to patient records,
particularly electronic systems.

Limited or no access to patient records (including electronic)
preventing prescribing and impeding good communication.

3.3.3.

Service [156-158, 160-163,
165-168, 170-172, 174, 176,
181, 183-189, 192-195]

“I can do their prescription there and then, whereas sometimes they’d
have to come back for it. For the younger people, who have taken
time off work, they don’t want to come back again, and sometimes
they get angry or frustrated if it puts them out, so yes, it's much, much
better for them that it’s done there and then.” Nurse [168]

“At the moment we only have one [nurse prescriber] so it makes it
impossible if X is off sick for another nurse to do her clinic without a
lot of stress for the other person. And also time consuming for the
patients because that nurse might have all the knowledge and skills
but they will have to get the doctor to come in because they have not
done the prescribing course.” Nurse [167]

Service to patient improved and streamlined, with improved
patient satisfaction and efficiency.

Services dependent on NMPs, with issues arising when NMPs are
unavailable.
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3.3.4.

Use in practice

3.3.4.1.

Patients [157, 159-161, 163-
168, 170, 175, 177, 179-182,
184-186, 192, 194]

“we started one patient on insulin in the community which is
fantastic, saved so much hassle for a demented man not to have to go
into hospital” Nurse [159]

“The odd time you get people in who are, live on the streets, you
know, I'd prescribe for them, and you can get those things over-the-
counter because they haven’t got the money and they get free
prescriptions” Nurse [161]

Long-term conditions such as diabetes. Complex patients such as
those with comorbidities. Minor ailments. Patients with social
needs for example drug users.

3.3.4.2.

Setting [45, 156, 157, 159-161,
167, 168, 172, 175, 180, 182,
183, 186, 190-194]

“A major benefit of seeing the patient in their home, in a setting
where it's to their best convenience” Doctor [193]

“My main dealings are treating people with acute respiratory
problems. Their medicines’ (ran) out, or they’re becoming ill with
complications. That’s mainly an out of hours setting. It is a benefit for
them to walk in to the walk-in centre. At least they’re getting care
somewhere.” Nurse [168]

Primary and secondary care, including cross sector working,
ranging from home based care to specialist clinic.
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3.3.1 Non-medical prescriber themes

Factors affecting the INMP were subdivided into those arising from the attitude of the INMP
and those derived from their practice (See Table 3-3). Prescribing enabled the professional to
practice autonomously [72, 159, 162, 168, 171, 173, 181], enhancing job satisfaction [159,
168,171, 173, 181, 183, 186], and supporting professional development [158, 175, 185, 186].
Some practitioners, however, expressed anxiety [163, 168] and cautiousness [158, 161, 174,
181]. Practitioners indicated that their area of competency enabled them to prescribe
confidently [161, 172,174, 179, 181, 182], and to resist pressure to prescribe outside this area
[161, 165, 172, 179, 181, 182]. Roles were perceived to be enhanced through including

prescribing [157, 158, 166, 168, 171, 172, 179, 185, 193].

3.3.2 Human factor themes

Human factors described the impact that INMPs had on their patients, colleagues, and
managers, and the impact that these people had on the INMP themselves. Medical staff that
had been involved in the training of INMPs [45, 170, 193] were more supportive than those
who were unaware of the training involved [160, 170]. This was regardless of seniority [182,
184]; junior medical staff were less likely to be supportive [170]. Managers were instrumental
in developing and supporting the INMP role [158, 160, 167, 189]. Lack of support, flexibility or
understanding by managers hindered the implementation and development of NMP [45, 158,
159, 161, 163, 164, 168, 173, 179, 182, 188]. INMPs gained support from colleagues,

describing enhanced team working [156, 158, 160, 164-166, 174, 179, 181-184, 186, 189], and

88



were perceived as supportive experts and leaders [158, 160, 164, 179, 186]. However, INMPs

encountered opposition from some colleagues [158-161, 164, 169, 172, 178, 182, 186].

3.3.3 Organisational aspect themes

Organisational aspects encompassed a range of themes covering administration,
development and service delivery. Administration comprised three subthemes: formulary,
policy, and remuneration. A formulary could be self-imposed [158, 159, 161, 164, 174], or
organisation derived [158, 159, 163, 164, 167, 178], and while they could be empowering [159,

161, 167, 182], they could be restrictive [158, 161, 163, 164, 167, 174, 178].

Local policies could be supportive [158, 182, 186], restrictive [158-160, 182], or missing [178].
Remuneration was not considered to be commensurate with skills [45, 158, 160, 173, 175,
177, 178]. Development covered both training, including selection for the independent
prescribing course, as well as post course support. Course facilitators included appropriate
selection of candidates [166, 170, 175, 186, 189, 190], awareness of course commitments and
requirements [174], and support from medical mentors [160, 193], and managers [170, 189,
190]. Post course support included the provision or facilitation of professional development
courses [158, 167,174,179, 186, 189], mentoring [158, 174, 175, 189], and clinical supervision
[158, 167, 182]. Absence of such support hindered INMP development [158, 160, 161, 166-
168, 173, 174, 178, 179, 182, 185, 193]. Infrastructure covered several issues, each with the
potential to support or hinder the prescribing role, including access to: patient records [45,
158, 160, 161, 168, 173, 180, 183, 191, 193], information technology [158-160, 167, 169, 174],

prescriptions [158-160, 164, 168, 169, 178, 179], and facilities [160, 183]. INMPs spent more
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time with patients [161, 166, 168, 170, 183, 184, 186, 192-194], and were considered to
provide a responsive, efficient, and convenient service [158, 163, 166-168, 170, 172, 174, 176,
181, 183, 185, 186, 194]. Doctors’ time was released by INMPs activity [160, 163, 167, 179,
191, 193], but time constraints and workload could hinder the INMP service [161, 163, 165,
166, 172, 173, 183, 193]. Some services were now reliant on INMPs [167, 168] and had issues
when cover was absent [167]. The settings and patient groups where NMP was utilised were
diverse. Examples were given of utilising NMP to treat patients who may find accessing
healthcare difficult such as frail and housebound patients [161, 168, 193], the homeless [161],
and drug users [157, 160]. NMP was also utilised in more conventional healthcare settings
such as specialist clinics (for example, dermatology [160, 167], anti-coagulation [192], and
cardiovascular [160]), minor illness clinics [159, 167, 168, 172, 175], and out-of-hours services

[161, 167, 168].

During analysis, it became apparent that many factors were not present in isolation but were
interdependent. Frequently, the interdependence was between a member of staff, the INMP,
an organisational aspect such as policy, and how this impacted on the INMP’s confidence and
ability to prescribe. Examples include a situation whereby a supportive GP had given an INMP
confidence to develop their competence area and expand their personal prescribing formulary
[158], and identification by NMP leads that an INMP role was more likely to flourish when
linked to a strategic vision and a well-defined area of practice [189]. Other interdependencies
were within organisational aspects, such as the increased time required when the INMP was
unable to easily access the patient’s notes [168], or when the NMP policy specifically

supported access to continuing training [162].
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3.4 Discussion

This is the first systematic review to investigate and synthesise the qualitative and mixed-
methods literature regarding barriers and facilitators to, and use of, independent NMP. Three
overarching themes, each comprising subthemes: were identified; the INMP, human factors
and organisational aspects. The themes and subthemes could all impact on successful

implementation of NMP and could be interdependent.

The INMP theme describes three aspects: one is intrinsic to the person (attitude), one derives
from their role (role), and the final one may be personally or externally derived (area of
competence). The later subtheme ‘Area of competence’ was one of the four most highly
mentioned aspects found during analysis, highlighting its importance. This is supported by the
“Competency framework for all prescribers” [30] and the NMC "Standards of proficiency for
nurse and midwife prescribers” [29], which state that practitioners should only prescribe
within their scope of practice. In contrast, in the traditional medical model, doctors would
expect not only to initiate new treatment, but to continue existing medication, often started
by another speciality. The EQUIP study found that junior doctors felt unsupported with their
prescribing, implying that they were being asked to prescribe outside their competency area
[196]. There are implications if an INMP changes role as further training and support in these
new areas would be required. Closely defined areas of competence could also hamper full
utilisation of NMP, particularly in patients with co-morbidities, not by restricting the range of
medication as with supplementary prescribing, but through limitations on the conditions to

be treated.
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The second theme ‘human factors’ describes the complex interrelation between the INMP,
their managers, peers, the medical professionals they work with, and their patients. This
theme included the most frequently mentioned subtheme ‘Medical professionals’, identified
in 32 papers. It is notable that, in contrast with the review by Cooper et al, medical
professionals generally accepted the INMP role [53]. Reasons for acceptance may be because
NMP has become established practice but also because INMPs have made deliberate efforts
to gain trust. There was an appreciation that the INMP role permitted medical professionals
to concentrate on patients where their expertise was necessary. Changes in managerial
personnel could adversely impact on NMP, particularly where systems and processes were
not embedded into practice. This review found that patients’ views of NMP were mixed, with
many patients appreciating the time taken and holistic approach of the INMP, whereas others
expressed concerns. A lack of public understanding of NMP remains, even with patients
treated by INMPs. Cooper et al noted that very little research was identified investigating the
views of patients about NMP [53]. The present review identified one paper investigating public
perception of NMP [191] and eight papers that included the views of patients [158, 162, 176,
183, 188, 192, 194, 195]. However, one of these only included quantitative ‘rating’ data from

patients [195]. Research into patients’ opinions of NMP warrants further investigation.

The final theme covers the organisational aspects that support and enable an INMP to
practice. It contains two of the four most frequently mentioned subthemes, ‘impact on time’
and ‘service’. In comparison to other subthemes, these two were frequently interdependent
on each other, with both highlighting the perceived improvement to patient care by providing

a streamlined, holistic, and convenient service. Funding pressures may make this aspect of the
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service, appreciated by patients, difficult to sustain. The current review identified that

contingency and succession planning should be considered during service development.

3.4.1 Strengths and Limitations

This review’s strength lies in its rigorous methodology and breadth of search strategy. This
compares with the previous investigations, which were limited in scope and rigour [48, 53].
The predetermined stringent protocol, registered with PROSPERO, and the use of two
independent reviewers are recognised strategies to reduce potential bias associated with
paper selection [141, 143]. Limitations included the inconsistent definitions used to describe
INMPs, which became apparent during the literature search. The terminology would have
been appropriate when those studies were conducted, but the meaning changed as
prescribing rights evolved (see Table 1-2). Every effort was made to limit the included studies
to those investigating full independent NMP. The nursing profession dominated the included
studies, with limited representation from pharmacist prescribers (mentioned in 11 of the 42
papers [45, 156, 158, 160, 161, 183-188]) and none from other NMP professions. This reflects
the relative numbers of the different professions, with nursing the largest profession, followed
by pharmacy [49, 197] and the numbers of qualified prescribers in each profession [46].
However, the numbers of AHPs are likely to have increased recently following legislation
changes and that could be considered a limitation. Research into independent NMP by the
permitted other professions (currently optometry, physiotherapy, podiatry, paramedicine,

and radiography) is needed to identify if they experience the same barriers and facilitators.
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3.5 Conclusions

The themes and subthemes identified in this review influence the implementation and
development of NMP; each could act as a barrier or facilitator depending on circumstances.
Where there was a lack of understanding of the NMP role, or lack of trust in the INMP, then
the factors were more inclined to be barriers. For example, medical professionals were less
likely to support NMP where there was a lack of clarity about who took responsibility for the
prescribing practice [166, 170, 175]. Facilitation of NMP occurred when medical professionals
trusted the INMP, for example enabling access to patient records [168]. As a consequence of
budgetary constraints, factors may become barriers, such as the use of restrictive formularies
as a cost saving measure [161, 168, 180]. Additionally, this review has identified that these
themes and subthemes do not stand in isolation but are interdependent on each other. Each
of these aspects should be considered when developing a NMP service and could be utilised
as a model for developing a NMP strategy framework. It could be postulated that addressing

all these aspects will enable the full benefit of an NMP service to be realised.

3.6 Chapter summary

In this chapter a systematic literature review investigated the barriers and facilitators to NMP.
From thematic analysis of the 42 included papers, three major themes were identified that
influenced the utilisation of NMP: the INMP, human factors and organisational aspects. The
most frequently mentioned factors related to medical professionals, area of competence, and
impact on time and service. Factors could be barriers or facilitators, depending on
circumstances, and were often interlinked. Most papers concerned nurse prescribing with a
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smaller number relating to pharmacists. No papers were identified that studied other NMP

professions.

3.7 Key points

This is the first systematic review investigating the literature regarding barriers and

facilitators to, and use of, independent NMP.

e Three main themes were identified: relating to the INMP, human factors and

organisational aspects.

e The most frequently mentioned factor concerned the impact of medical professionals.

e Each factor could be a barrier or facilitator depending on circumstances.

e Most papers concerned nurse prescribing, with a smaller number pharmacist

prescribing, but none related to the other NMP professions.

3.8 Introduction to next chapter

The identified factors influencing NMP were derived from studies investigating nurse and
pharmacist prescribing only. It remains unclear if these factors similarly affect other NMP
professions. In the next chapter, a Delphi study is conducted comparing the views of
prescribers from an established prescribing profession (pharmacists) and a relatively new

prescribing profession (physiotherapists) regarding barriers and facilitators to prescribing.
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CHAPTER 4: A DELPHI STUDY TO EXPLORE AND GAIN CONSENSUS REGARDING

THE MOST IMPORTANT BARRIERS AND FACILITATORS AFFECTING

PHYSIOTHERAPIST AND PHARMACIST NON-MEDICAL PRESCRIBING

Chapter overview

The results from CHAPTER 3: highlighted barriers and facilitators to NMP that were derived
from nursing and pharmacy literature only. In this chapter, the experiences of pharmacists are
compared with a newer, and relatively unexamined, NMP profession (physiotherapy). A
consensus technique, Delphi, is used to investigate barriers and facilitators experienced by

these two professional groups to identify similarities and differences between them.

The majority of this chapter is taken verbatim from the following publication in which | am

principal author:

Graham-Clarke E, Rushton A, Marriott J. A Delphi study to explore and gain
consensus regarding the most important barriers and facilitators affecting
physiotherapist and pharmacist non-medical prescribing. PLoS ONE [Internet]. 2021;
16(2): e0246273.

Available from: https://doi.org/10.1371/journal.pone.0246273

The introduction has been substantially reduced to avoid duplication, and an introductory
sentence added to place the paper in context of the overall thesis. For clarity and to provide
more explanation the methods section has been expanded. In particular section 4.2.1 which
discusses the choice of consensus technique, section 4.2.2 which concerns the questionnaire

delivery method, section 4.2.3 concerning participant selection and section 4.2.5 which
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describes the procedure for each round and choice of statistical tests. The results (sections
4.3.1,4.3.2,4.3.3,4.3.4 and 4.3.5) have been expanded to include more information on the
results from each round. The discussion and conclusions are taken verbatim from the paper.
Other sections such as chapter summary and key points have been included but draw on
information included in the paper. Minor changes to the narrative text have been made

throughout to inform the thesis structure, and correct typographical and grammatical errors.

Details of authors’ contributions (as acknowledged in the published paper):
EGC conceived the protocol, conducted the study, analysed the data, wrote the first draft, and
edited the manuscript. J]M and AR conceived the protocol, reviewed the data analysis, and

edited the manuscript.

A copy of the published paper is included in Appendix 8.14, and the reviewers’ comments (and

author responses) in Appendix 8.15.
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4.1 Introduction

In the previous chapter, 15 themes relating to the utilisation of NMP were identified in the
systematic literature review. The included studies concerned nursing primarily with a smaller
number of studies reporting research involving pharmacists. No studies were identified that
investigated the barriers and facilitators to prescribing in other NMP professions. It is
therefore unclear if other NMP professions experience similar barriers and facilitators,
potentially affecting how transferable the review findings are to other NMP professions, and
if they can provide insight for future NMP professions. This section of work presents the
results of further investigation into the facilitators and barriers encountered by an established
NMP profession, pharmacy, compared with a newer NMP profession, physiotherapy, which is
relatively unexamined. These professions were chosen as they are similar sizes in the UK
(approximately 56,000), may work individually or as teams, and may work in all healthcare
sectors [51, 55]. They differ in the length of time that each profession has had prescribing
rights, with pharmacy gaining independent prescribing rights six years earlier than

physiotherapy [56, 72].

The primary aim was to gain consensus regarding the factors that have supported, or
discouraged, pharmacist and physiotherapist non-medical prescribers from utilising their
prescribing qualification. Furthermore, to determine which factors that appear to be
associated with the greatest influence on prescribing utilisation, and if these factors were

perceived similarly between pharmacists and physiotherapists.
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4.1.1 Research objectives

1. To use the Delphi technique to identify common themes affecting the utilisation of
NMP by pharmacists and physiotherapists, and to obtain consensus of those themes

that have the greatest impact.

2. To use the Delphi technique to determine if the factors influencing uptake and
utilisation of prescribing affect both physiotherapist and pharmacist prescribers

similarly.

4.2 Method

4.2.1 Consensus research methods

Research methods, such as consensus techniques, that systematically obtain and prioritise
expert opinion can be utilised when published information is scanty or non-existent [198,
199]. Consensus research methods were developed as a means of enabling expert opinions to
be gathered, collated and prioritised [198]. Four main consensus methods have been
described in the literature; nominal group technique, RAND appropriateness method,

consensus development conference and Delphi technique [198, 199].

4.2.1.1 Nominal group technique

The nominal group technique is a structured group meeting where ideas are generated

individually, debated as a group and then voted on [200]. Group size varies, although a
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maximum of seven participants has been recommended [200]. There are practical
considerations to be considered such as arranging a suitable date, providing appropriate

facilities and consideration of travel costs [199, 200].

4.2.1.2 RAND appropriateness method

In the RAND method, nine participants are asked to rate a list of statements that have been
determined from the literature. The participants then meet for a panel discussion, following
which they re-rate statements [199, 201]. As with the nominal group technique, there are

practical issues concerning organisation of the panel meeting.

4.2.1.3 Consensus development conference

A small group of experts is convened to listen to public evidence on the topic under
consideration. They then meet in private to discuss the evidence, with the intention of
reaching consensus [198]. This technique is resource intense, and usually run by large
organisations such as the Kings Fund or the United States National Institutes of Health [198,

202].

4.2.1.4 Delphi technique

The Delphi technique was developed by the RAND Corporation in the 1950s as a forecast
method, originally for predicting sites for nuclear attack, and since then it has been
increasingly used in healthcare research [203]. It is an iterative technique using sequential

guestionnaires and controlled group feedback, with anonymity of participants to each other

100



as a key feature [204, 205]. The classic Delphi design has an information seeking first-round
followed by prioritisation rounds, stopping when consensus is achieved. The literature
describes variations, such as using literature reviews to generate the first round questionnaire

[203].

Some aspects of these techniques are summarised in Table 4-1.

Table 4-1 Comparison of consensus techniques

Nominal RAND Consensus Delphi technique
group appropriateness development
technique method conference
Face to face meeting v v v X (v if a focus group
is used)
Questionnaire X v X v
Prior literature review | X v v )
Anonymity X X X v’ (X if a focus group
is used)
Limited number of v v v X

participants

Resources

Meeting room
Travel costs

Questionnaire —
postal or online

Meeting room
Travel costs

Questionnaires —
postal or online

Facilitator Meeting room Facilitator
Travel costs
Facilitator
Participant time 1-2 hours, 1-2 days, plus Several days %-1 hour per
commitment potentially completion of prior questionnaire,
longer questionnaire repeated at intervals

4.2.1.5 Consensus, agreement and stability

Three aspects need to be considered when determining whether the group has reached
consensus or not. There is debate about the definitions of the following terms, but the
following interpretations were used in this research [202, 205]. Tests selected for each aspect

are described in section 4.2.5.

e Consensus is described as the level to which participants agree with each other [202].
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e Agreement is described as participants having a similar majority viewpoint on a
statement [202, 205]. Agreement includes the potential to achieve consensus

regarding the statement, but with significant outliers as well.

e Stability is described as group consistency of response between rounds. Individual
stability between rounds has been measured in some studies, however von der Gracht
[205] argued that consensus is a group decision and hence group stability is more

important than individual stability.

4.2.1.6 Choice of technique and design

Delphi can be described as a mixed-methods research technique as analysis comprises both
guantitative and qualitative elements. Statistical techniques are used to assess agreement and

consensus, and qualitative methods used to assess stability in responses between rounds.

In the present study, the Delphi technique was chosen for several reasons. This technique can
include many participants (‘experts’), enabling a range of pharmacist and physiotherapist
prescribers to be included. Participants do not need to attend a meeting and are able to
complete the questionnaire at their own pace. As participants remain unknown to each other,
they are less likely to be biased by opinions of other participants [205-207]. The technique
does not require resources such as meeting rooms and travel expenses, making it suitable for
minimally funded researchers. The preceding systematic literature review, showing an
absence of physiotherapist literature, indicated the appropriateness of the classic Delphi

information gathering first round to seek physiotherapy opinions [205].
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The technique is not without limitations which can include participant fatigue with sequential
rounds and, consequently, increasing dropout rates [204]. The technique requires high levels

of organisation by the researcher and can be time consuming and complex [204].

4.2.2 Delivery format of questionnaire

Questionnaires are traditionally distributed using the postal service, but they can also be
administered via online web survey software or e-mail, a design which Hasson and Keeney

describe as ‘e-Delphi’ [203].

Boulkedid et al [208] in their systematic review of Delphi reporting recommended using both
electronic and postal options to optimise response rates. This was based on a study by Leece
et al [209] comparing response rates for postal versus online questionnaires and finding a
higher response rate with the postal version. More recent studies comparing electronic and
postal versions have found negligible differences in response rates between the two delivery
systems [210, 211]. Use of online questionnaires is more common recently, ranging from
simple feedback on online purchases to consultations on healthcare services (NHS England:

https://www.engage.england.nhs.uk). It could be postulated that as online surveys have

become more commonplace, so response rates will improve.

Postal questionnaires require paperwork preparation, including stamped addressed
envelopes for return of questionnaire, and obtaining postal addresses. Costs are incurred with

printing and postal charges, not only for each round but also each reminder. Careful
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administration is needed to track responses at each stage. Participants are able to complete

the questionnaires in stages before returning them.

Electronic questionnaires can be delivered via email as a direct electronic equivalent of the
postal system, by using online survey software or specific web-based software. The former
two require similar preparation to the postal system, such as questionnaire design; the later
can incur significant development costs [209]. The latter two methods can support study
administration including response tracking and automatic reminders [212]. Current, valid

email addresses are required.

Questionnaires were administered using online survey software (https://www.

onlinesurveys.ac.uk/) supporting participant anonymity whilst providing response tracking

and automatic reminder facilities. Online Surveys is the University preferred electronic survey

software and stores data securely in accordance with UK data protection laws.

4.2.3 Participants

Delphi participants are described as ‘experts’ and require knowledge of the research topic. A
criterion based purposive technique was adopted to recruit pharmacist and physiotherapist
independent prescribers, qualified since 2013 when the law was amended to permit

physiotherapist independent prescribing, using a sample matrix (Table 4-2) [56, 213, 214].

e Newly or recently qualified prescribers might be perceived to benefit from

“Pathfinder” prescribers but, as the inclusion timeframe was short, differentiation was
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only required between those that have qualified within the previous 12 months and

those qualified longer.

e Representation was weighted towards the two main practice areas (primary and

secondary care), whilst allowing representation from other practice areas

e More experienced professionals might be perceived to benefit from enhanced working
relations with medical and other colleagues compared to younger professionals.
However, as the prescribing course can be completed at any stage in the professional
career, the sample matrix was designed to allow representation across the experience

range.

Table 4-2 Sample matrix for selecting Delphi participants

Criteria Pharmacist | Physiotherapist | Years of professional
Profession 30 30 practice

Length of time qualified as a prescriber: >5 0-10
212 months 5-20 5-20 6-10 0-10
<12 months 5-20 5-20 11-15 0-10
Main practice area: 16-20 0-10
Primary Care 5-20 5-20 >21 0-10
Secondary care 5-20 5-20

Community 0-5 0-5

Other (please describe) 0-5 0-5

Other requested information (but no control required for sampling):
Home nation — England, Scotland, Wales, Northern Ireland

Readily accessible lists of such prescribers are unavailable, and recruitment was conducted
indirectly. Invitation emails were sent to West Midlands NMP Leads, CHAIN (a healthcare

orientated online mutual support network: www.chain-network.org.uk) and Health Education

England (a national body overseeing education: https://www.hee.nhs.uk) Pharmacy Deans,

requesting they forward the email invitation to physiotherapist and pharmacist prescribers.
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Invitations to participate contained a brief study outline, participant information sheet and
contact details (see appendices 8.16 and 8.17). Potential participants were invited to contact
the lead researcher with questions and to express their interest in participation. Sample sizes
for Delphi exercises vary, ranging from fewer than 10 to several hundred, with smaller
numbers suitable for homogenous samples [204]. The current research sample was
heterogenous since recruitment covered all healthcare sectors and levels of experience. As
the number of qualified physiotherapist independent prescribers was unknown, a pragmatic
target sample size of 30 for each profession was chosen. Recruitment was closed in October

2018.

4.2.3.1 Inclusion criteria:

Independent prescribing pharmacists or physiotherapists, who gained their prescribing

qualification during or after 2013

4.2.3.2 Exclusion criteria:

Supplementary prescribing pharmacists or physiotherapists

4.2.4 Overall Design

A three round Delphi was conducted, following the scheme in Figure 4-1. People responding
positively to the invitation email were sent an email link to the first questionnaire. Subsequent
guestionnaires were sent to participants who responded to the previous questionnaire. Each

round was open for one month, with non-respondents sent reminder emails at two and three
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weeks to maximise the response rate [200, 206, 212, 215]. Regular emails regarding the
progress of the exercise were sent to all participants to minimise response dropout; an
acknowledged limitation of Delphi studies [212, 215]. The Round One questionnaire was
piloted with nurse independent prescribers and the questionnaires for Rounds Two and Three

were reviewed by the research group.

Figure 4-1 Delphi Scheme overview, detailing researcher and participant activities for each
round

Researcher Participant
p Initial questionnaire requesting Individual barriers and facilitators
Roun barriers and facilitators added
One
p Collated list of barriers and Barriers and facilitators rated
R_c;u" facilitators. individually
wo Rating instructions given

|

[Consensus scores calculated for

Individual ranking.
Review of individual ratings
compared to group response

Round
Three

each item. Items removed for
ranking or no consensus.
Remainder included for re-rating.

0
AN

to provide overall ranking.
Consensus scores calculated for

Consolidated rankings calculated
remaining items.

107



4.2.5 Procedure and analysis

4.2.5.1 Round One

The Round One questionnaire comprised three sections (Appendix 8.18). The first section
included study information and a consent statement; participants could only proceed further
if consent was agreed. The second section requested brief demographic data. The third
section, using open ended questions, asked participants to provide at least three facilitators

and/or barriers to prescribing that they had encountered.

Participants were provided with the following definitions to aid them:

‘A facilitator is something that has helped, or made it easier, for you to
practice as a prescriber.’

‘A barrier is something that has prevented, or made it difficult, for you to
practice as a prescriber.’

Participants were asked to state whether they considered the given issue to be a facilitator or
a barrier, in case of ambiguity, and were able to add free-text if they wished to elaborate.
Routing was used to expand the questionnaire if the participant wished to add more than four

facilitators/barriers (Appendix 8.18, and Appendix 8.19- routing structure).

Proctor and Hunt [216] described the potential for the first round to generate a large quantity
of information, which can be difficult to manage. However, to prevent a paucity of responses,

some authors recommend requesting a minimum or set number of responses from each
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participant [204, 217]. The decision was made to request a minimum of three responses,
allowing participants to add further responses if they wished, with the aim of achieving a
balance between highlighting all relevant issues and deterring participants by specifying a
higher number of mandatory responses. Participants were able to comment on questionnaire

design and content.

Demographic data were imported into SPSS (IBM® SPSS® Statistics 25) for descriptive
statistics. The open responses, detailing barriers and facilitators, were exported into NVivo®
12 (QSR International) for content analysis [218-220]. The responses were reviewed and
coded to identify recurrent themes and used to develop the Round Two questionnaire [204,
206, 221]. An algorithm was developed to describe the process of exporting responses,
assigning codes and how to resolve responses that were not in the anticipated format, see

Figure 4-2.
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Figure 4-2 Algorithm highlighting the process for exporting and analysing the Delphi Round
One responses

Receive responses Download into Excel

v

L 4
Remove blank and
Import into NVivo g other irrelevant
columns

A 4

Responses not in Issue and free-text boxes contain

Read responses > —
pol anticipated format unconnected statements
A\ 4 1 1

Assign Free-text box Are statements able to stand
barrier/facilitator contains relevant alone as barriers/facilitators
code as appropriate information

A 4

Re-read and
assign/develop Yes No
theme codes
v
Discard

The final list of statements, following content analysis, was reviewed by JM, AR and EGC, and
used to formulate the Round Two questionnaire. The original wording was used wherever
possible, with only minor editing to clarify statements or to render them generic [206]. Where
additions were made to clarify a statement, then the addition was enclosed in square

brackets, for example:

‘[Lack of] Funding for time spent prescribing’

(in this example the participant had described the statement as a barrier).
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4.2.5.2 Round Two

The Round Two questionnaire comprising the tabulated statements was sent to all
participants who had responded to Round One (Appendix 8.20). Participants were asked to
rate the importance of the factors in each statement to their practice through a 5-point Likert
scale [212, 222-224] and were able to add free-text comments throughout to explain their
ratings. Anonymous rating data were exported from the online survey software into an Excel

spreadsheet (Microsoft® Excel for Mac 16) and thence into SPSS (IBM® SPSS® Statistics 25).

Approaches to measuring consensus vary widely in the literature as demonstrated by the
reviews by Diamond et al, and von der Gracht, which list numerous methods ranging from
gualitative analysis to descriptive and inferential statistics [205, 225]. In general, studies use
two or more tests to determine if consensus has been achieved; often a combination of
percent agreement and a measure of central tendency with or without additional inferential

statistics [204, 224, 226].

Percentage agreement, median and interquartile range (IQR) were calculated for each
statement [204, 205, 212, 223]. The median and IQR were chosen as they are appropriate for
ordinal scales such as Likert [198, 204, 205, 212]. Kendall’s Coefficient of Concordance (W)
was calculated as a measure of group response agreement and was chosen as a suitable non-
parametric statistic [205, 217, 227]. Kendall’s Coefficient of Concordance (W) results range
from 0 (no agreement) to 1 (full agreement). The null hypothesis that there is no agreement
is thus tested statistically. Diamond et al [225] argue that consensus definitions, both criteria

and cut-off values, should be defined a priori. Values set for the a priori definitions (Table 4-3)
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were arbitrary but similar to other Delphi studies [212, 223, 224, 226]. As with the choice of
tests for consensus, there is no agreement on appropriate values, however Murphy et al
comment that the more stringent the criteria, the blander the conclusions will be [198].
Keeney et al argue that the values should be appropriate for the issues under discussion [215].
The calculations were performed for the physiotherapist and pharmacist groups separately,
as well as the combined group. Results of the descriptive statistics were compared with the a
priori consensus criteria to determine which statements reached consensus, which

statements met some but not all criteria and which statements met no criteria.

Table 4-3 A priori agreed consensus criteria for Delphi Round Two and Three

Test Round | Round | Purpose of test

Two Three
Percentage agreement 60 70 Level of agreement
Median 35 4 Measure of central tendency
Interquartile range <2 <1 Measure of dispersion
Kendall’s Coefficient of Concordance P<0.05 | P<0.05 | Consensus
(W)

4.2.5.3 Round Three

The Round Three questionnaire was derived following analysis of Round Two, using the
decision criteria listed in Table 4-4. and was sent to all participants who had completed Round
Two (Appendix 8.21). Participants received group median feedback on statements included
for re-rating and were invited to review and amend their rating, using the same 0-5 Likert
scale. Statements achieving consensus in Round Two were included separately, with

participants asked to rank the ten most important to them, from one to ten.
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Table 4-4 Decision tool for selecting ranking, re-rating or removal of the factors, for developing
the Delphi Round Three questionnaire

Decision Criteria

Included for Met all consensus criteria, for all participants and for individual
ranking professional groups

Included for re- Met two consensus criteria and/or disagreement between groups
rating (all participants, individual professional groups)

Removed from Met one or no consensus criteria, for all participants and for
study individual professional groups

Factors removed from the questionnaire were omitted from subsequent analysis. Whether or
not statements should be removed or amended between rounds is debatable; Hasson states
that removing statements may introduce bias in subsequent rounds but that this may be

balanced by making questionnaires more manageable [206].

Consensus criteria analyses were calculated as described in Round Two. The number of
comments received in Round Two and Round Three were compared, with a decrease in
numbers supporting stability in participant responses [228]. The ranking data were exported
into an Excel spreadsheet (Microsoft® Excel for Mac 16) and weighted sum ranks calculated,
allowing ordering of statements (See Appendix 8.22 for worked example of the method used).
Statements were ordered according to weighted rank, both for all participants and for each
individual professional group. Kendall’s Coefficient of Concordance (W) was calculated for the
ranking results using SPSS as before. Results were reported for the whole participant group

and for each professional group [205, 227].
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4.2.6 Research governance and ethical considerations

The study was approved by the University of Birmingham’s Science, Technology, Engineering
and Mathematics Ethical Review Committee (application number: ERN_18-0602A) and all data
were held securely in accordance with university guidance. The study is reported in
accordance with the criteria proposed by Junger et al, in the absence of an agreed reporting

structure for Delphi studies (Appendix 8.23) [229].

4.3 Results

4.3.1 Demographic data

Forty-nine participants expressed an interest in participating and received the Round One
questionnaire. The Round One questionnaire was completed by 42 participants (n = 24
pharmacists, n = 18 physiotherapists). Participant demographic data is presented in The
demographic data compared favourably with the proposed sample matrix except for primary
care pharmacists. The intention had been to recruit between five and 20 participants, but only

three were recruited.

Table 4-5. The majority of physiotherapists (11/18) had been qualified in their profession for
> 21 years, compared to pharmacists (6/24). Secondary care was the predominant practice
area for recruited pharmacists (21/24), with physiotherapist practice areas distributed across
all sectors. Physiotherapists were also more likely to have a secondary practice area (7/18)
than pharmacists (1/24). More pharmacists were active prescribers (20/24) compared to

physiotherapists (11/18). The demographic data compared favourably with the proposed
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sample matrix except for primary care pharmacists. The intention had been to recruit between

five and 20 participants, but only three were recruited.
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Table 4-5 Delphi participant demographic data

Demographics Pharmacists (n=24) Physiotherapists (n=18) | Total (n=42)
n % % n %
Years qualified in <5 2 8.3 0 0 2 4.8
profession 6-10 7 29.2 1 5.5 8 19.0
11-15 4 16.7 3 16.7 7 16.7
16-20 5 20.8 3 16.7 8 19.0
>21 6 25 11 61.1 17 40.5
Time qualified as <12 months 7 29.2 5 27.8 12 28.6
independent prescriber >12 months 17 70.8 13 72.2 30 71.4
Home nation in which England 23 95.8 18 100 41 97.6
they qualified Scotland 4.2 0 0 1 2.4
Wales 0 0 0 0 0 0
Northern 0 0 0 0 0 0
Ireland
Main practice area Primary Care 3 12.5 5 27.8 8 19.0
Secondary care 21 87.5 6 33.3 27 64.3
Community 0 0 5 27.8 5 11.9
Private practice 1
Other 0 0 Memalbealth 1111 | 2 48
people 1
Secondary practice areas | Primary Care 0 0 1 5.5 1 2.4
Secondarycare | O 0 0 0 0 0
Community 1 4.2 4 22.2 5 11.9
Other Private practice 1
0 0 Out—pat?ents 1 111 2 4.8
Active prescriber Yes 20 83.3 11 61.1 31 73.8
No 4 16.7 7 38.9 11 26.2
Average number of <5 5 20.8 7 38.9 12 28.6
prescriptions written per | 6-15 7 29.2 3 16.7 10 23.8
week* 16-25 2 8.3 1 5.5 3 7.1
26-35 3 12.5 0 0 3 7.1
36-45 1 4.2 0 0 1 2.4
>46 2 8.3 0 0 2 4.8
) Generalist 10 41.7 7 38.9 17 40.5
Type of practice§ Specialist 13 54.2 11 611 | 24 57.1
Specialities listed Anticoagulation Critical care and
Antimicrobials respiratory
Clinical MSK and pain
research/cardiology Pain Management (n=2)
Critical care Pain management and
Diabetes and community acquired
Hypertension infections
Heart Failure Persistent pain
Infections Respiratory
Mental Health Rheumatology
Nephrology Spinal orthopaedic
Neuro-developmental services
disorders Stroke
Osteoporosis Stroke/Neurology
Palliative care
Respiratory Medicine
* Percentage response calculated using total n for group, not just active prescribers
§ Not all participants responded to this question, therefore percentages do not add up to 100%
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4.3.2 Response rate

The response rates at each stage, including after each reminder, are given in Table 4-6. The
response rate decreased from an initial 85% response to the final overall response rate of

41%.

Table 4-6 Delphi response rates for each round

Stage Invitations Responses Percentage response rate
(n=49)

Delphi Round One 49

First reminder 26 53
Second reminder 39 79
End of Round One 42 85
Delphi Round Two 42

First reminder 15 31
Second reminder 20 41
End of Round Two 31 63
Delphi Round Three 31

First reminder 9 18
Second reminder 17 35
End of Round Three 20 41

The survey software enabled a breakdown to be made of progress through each page of the
guestionnaire, indicating where participants stopped completing the questionnaire. The
breakdown for each questionnaire round is shown in Table 4-7.

Table 4-7 Progress through questionnaire pages for each Delphi round

Pg. | Pg. |Pg. |Pg. |Pg. |Pg. |Pg. |Pg. |Pg. |Pg |Pg |Pg | No.ofPg'sin
Round | 1" 15" |37 |4 |5 |6 |7 |8 |9 |10 |11 |12 | survey

One o |0 (O (2 |O (O |O |O (O |O 1 |42 | 12(N.B.pg's4-10

optional
Two 0 3 4 0 31 5
Three |1 1 0 1 3 0 20 7
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Consequently, three participants started, but didn’t complete, the first questionnaire, seven
participants the second questionnaire and six the third questionnaire. The dropouts for the
second questionnaire occurred at page 2 and page 3 which asked participants to rate the
facilitator and barrier statements. For the Round Three questionnaire, page 5, which asked

participants to rank statements, incurred the most dropouts.

4.3.3 Round One results

The number of statements received from each participant ranged between three and seven,

with 172 in total. Content analysis resulted in 24 major themes, (see Table 4-8).
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Table 4-8 Identified themes following content analysis of Delphi Round One results

Theme Description Facilitator (n) | Barrier (n)
Alternative As alternative to a doctor, or replaced by an alternative, 2 3
prescriber possibly ‘cheaper' model
Clinical skills Clinical examination skills — acquisition or lack of. 2
Confidence Personal confidence in skills 2 2
Employer Support from Trust, department, manager etc 12 5
Funding Funding to practice 5
Information Access to information sources, use of information 2
sources sources. Keeping up to date with new information.
Infrastructure Access to clinic room, prescription pads etc. 2
Knowledge Experience in prescribing area (or lack of). Specialist 1
knowledge.
Legal Aspects Prescribing legislation, indemnity, registration
Medical Access to medical records - paper or electronic 3
Records
Medical Medical support - GP/Consultant etc. Includes 19 6
support acceptance of role etc..
Nursing support | Relationship with nursing staff. Could be supportive or 2 2
indicate lack of understanding of the role.
Patients Patient experience and knowledge of NMP. 5
Peer support Other colleagues and clinicians. 12
Post Course Post course development including appraisals 3
Support
Prescribing Access to prescribing budget 1 1
budget
Prescribing Usefulness/appropriateness of course. Aspects relating 0 3
Course to communication from the university during and
following course completion.
Prescription Pharmacy review of prescriptions. Includes need for 1 5
review second pharmacist.
Role Personal job role. Includes effect of change in role.
Role model Acting as a role model. Being inspired by other role
models.
Time Time to prescribe, time free from other duties etc. 0 10
Ward round Role and attendance on ward rounds. Attendance at 1 2
MDT meeting.
Working Totality of working environment, including protocols 2 3
environment and policies guiding activity.
Minor themes Competency, formulary, practice area, external drivers 1 4
and working patterns

Following removal of duplicates, 127 statements were included in Round Two across the 24

themes (59 facilitators, 68 barriers). In many cases, participants elaborated on the statement
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using a free-text facility. For example, participant Pharm17 listed ‘effective personal

development reviews’ as a facilitator and expanded on it as follows:

‘effective  PDR enable (sic) to identify areas of development and
opportunities for expansion of areas of practice’ [Pharm17]

Likewise, Physio05 gave ‘the Law’ as a barrier, elaborating with:

‘as a physio | am restricted to my prescribing. In most terms this is
appropriate but it does cause me to have to go to a GP for a prescription that
I may have been able to do myself’ [Physio05]

Finally, participants were asked for any further general comments that they had; 24 had no
further comments to make and 13 commented that the questionnaire was easy to complete.

PhysioQ9 stated:

‘very easy to complete and made me stop and reflect on the
facilitators/barriers to my practice (which was good!)’ [Physio09]

Two participants had expected more questions about their role, but one accepted that this
was probably outside the research remit. Physio13 gave a lengthy response, highlighting their

concern at the lack of understanding about physiotherapist prescribing:

‘I think as a Physiotherapist we need more staff promotion about our
extended roles. .... Other professions are often very good at promoting
themselves with extended roles, perhaps that’s the problem with AHPs with
procuring funding for courses as a NMP or other MSc modules. .... Perhaps
we should start in the universities with talks on injection, NMP ordering and
reporting of x-rays and bloods. Consultant roles and leadership on
rehabilitation ...ect (sic)’ [Physio13]
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4.3.4 Round Two results

Of participants completing Round One, n = 31 responded in Round Two. Kendall’'s W was
calculated with the significance results indicating agreement between participants as a whole

and for pharmacists and physiotherapists separately (Table 4-9).

Table 4-9 Kendall’s Coefficient of Concordance (W) results for Delphi Round Two

Group Population N Kendall's | Chi- df Significance
w Square

All statements | Total group 31 |.284 1110.893 | 126 | <0.01
Pharmacists 14 | .393 692.609 126 | <0.01
Physiotherapists 17 | .294 629.334 126 | <0.01

Facilitator Total group, 31 |.234 420.712 58 <0.01

statements Pharmacists, 14 | .333 270.610 58 <0.01
Physiotherapists 17 |.230 226.642 58 <0.01

Barrier Total group 31 |.090 187.220 67 <0.01

statements Pharmacists 14 | .223 209.178 67 <0.01
Physiotherapists 17 | .151 171.609 67 <0.01

Twenty-nine statements reached consensus and included 28 facilitator and one barrier
statement. Of the 40 statements not reaching the consensus criteria, 10 were facilitators and
30 barriers and were removed from further rounds as described in Table 4-4. The remaining
statements were included for re-rating in Round Three. Full results are presented in

Appendices 8.24 and 8.25.

Comments were received for most statements, with 300 received for facilitators (range 0-16
per statement), and 134 received for barriers (range 0—6 per statement). Comments included
requests for more explanation (5% of all comments) or indicated that the statement was
irrelevant to themselves or their practice (facilitator statements—30%, barrier statements—
43%). No overriding or common themes were highlighted by the comments.

121



For example, the statement:

‘My employer has provided the support for me to be able to go on the NMP
course and then supported me once qualified’

received ten comments including:

“I was given time to spend in clinics and assisted with legalities when
needed” [Pharm?24]

“No support since qualification, my supervisor has left and | am on my own
entirely, | have had to seek my own support from peers” [Physio20]

“Define the support measures provided.” [Pharm17]

“without my manager support | would not have been able to have been given
the time to show the specialties the role a prescribing pharmacist could play
within the team.” [PharmO08]

“l am very well supported but the ongoing review of my prescribing has been
led by me and my colleagues as prescribers not the trust at all.” [Physio05]

A general free-text question “would you change the wording of any questions?” was asked
after each block of statements, and this generated 21 comments (19 from the facilitator
statements and 2 from the barrier statements). Some were comments on the wording of the

statements such as:

“Quite a few boxes are worded strangely” [Physio11]

Other comments stated that the statements were unclear, or the participant requested more

explanation, for example:
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“Itis not clear whether the 'training time' means university time or it includes
mandatory supervision sessions as well” [Physio19]

A few were more general remarks, rather than comments on statements, for example:

“I agree with statement re specialty, but | relate it to specialty in general. |
don't see prescribing as a specialty but as a skill” [Physio04]

And some participants stated that statements are not relevant to their practice, for example,

“steroid questions very specific, didn't understand the point of these?”
[PharmO07]

In reply to the question “are there any barriers/facilitators that are missing” four responses
were received (relating to governance, funding, NMP leads and change in role), but without a

common theme, indicating that all main themes had been captured.

The final question concerning completion of the questionnaire generated ten comments (of
which two responses were “no”). The main foci were the length of the survey, the lack of
relevance of some statements to the participant, the vagueness of some statements and the
lack of a ‘not applicable’ option. Four participants stated they were unsure how to rate

III

statements that were inapplicable to their practice, with some rating them as “neutral” and
some as “strongly disagree”. The Round Three information was amended following these

comments, with instructions to rate ‘not applicable’ statements as “neutral”.
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4.3.5 Round Three results

Of the 31 participants receiving the Round Three questionnaire, 20 responded. No further
statements reached consensus following re-rating (Appendices 8.26 and 8.27). Round Three
Kendall’'s W is reported in Table 4-10, indicating agreement except for the facilitator
statements from physiotherapists. Whilst the lack of agreement for facilitator statements
from the physiotherapists influenced the total group result regarding facilitator statements,
the total group result remained significant. Fewer comments were received, compared with
Round Two, indicating stability within responses (30 for facilitators [range 0—4 per statement],
11 for barriers [range 0—1 per statement]). However, a small number of comments indicated
a failure to understand the limitations imposed on selected professions. For example, a
pharmacist responded to the statement: “Lack of medical cover at times means | cannot

prescribe opioids” with:

“Why would this be an issue?” [Pharm12]

Table 4-10 Kendall’s Coefficient of Concordance (W) results for Delphi Round Three re-rating
of statements

Group Population N Kendall's | Chi- df Significance
w Square

All statements | Total group 20 .207 236.360 |57 <0.01
Pharmacists 10 .302 172.251 | 57 <0.01
Physiotherapists | 10 .306 174.689 | 57 <0.01

Facilitator Total group, 20 .071 28.235 20 0.104

statements Pharmacists, 10 191 38.165 20 0.008
Physiotherapists | 10 122 24.444 20 0.224

Barrier Total group 20 128 92.162 36 <0.01

statements Pharmacists 10 .287 103.400 | 36 <0.01
Physiotherapists | 10 231 83.039 36 <0.01
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Table 4-11 reports Kendall’s W for the ranking exercise and indicates agreement within groups
(p>0.05). Table 4-12 lists the weighted rank sums, for all participants and each profession. The
ranks for all participants are presented graphically in Figure 4-3 and for each profession in
Figure 4-4. The highest ranked statement was common to all participants and to each

profession:

“Being able to prescribe to patients is more effective and really useful
working [in my area]”

Table 4-11 Kendall’s Coefficient of Concordance (W) for ranked statements from Delphi Round
Three

Population N Kendall's W Chi-Square df | Significance
Total group 20 132 73.812 28 | <0.01
Pharmacists 10 .185 51.761 28 | 0.004
Physiotherapists 10 .168 47.014 28 | 0.014

Differences are noted when the top ten ranked statements from all participants are compared

with either the pharmacist or physiotherapist groups. Statements made by the pharmacist

group concur with the top ten statements from all participants, albeit in a different rank order.

When the top ten statements for physiotherapists and all participants are compared, three

statements differ. In the pharmacist top ten, all weighted sums for statements were 230,

however only the top five for physiotherapists were >30. The weighted sums for remaining

statements for physiotherapists were low, with tied ranks affecting 17 statements.
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Five comments were received that indicated participants found the ranking section difficult to
complete because of the way it was displayed on the computer screen, and 17 participants

requested a copy of the results, which were provided.
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Table 4-12 Weighted sums and ranks for statements — presented by all participants and each
profession (ordered according to weighted sum for all participants)

Statements All participants Pharmacists (n=10) Physiotherapists
(n=20) (n=10)
Weighted Rank | Weighted Rank | Weighted | Rank
sum sum sum
Being able to prescribe to patients is more 917 1 201 1 280 1
effective and really useful working [in my area]
Having a speciality allows development of skills 164 2 38 8 94 2
and knowledge
Direct contact with medical team caring for patient | 160 3 95 2 17 14
Motivation to help the patients who will benefit 157 4 90 3 13 16
with prescribing and cut care delay / duplication
Patient requirements. A need for patients to have 139 5 36 9 39 4
streamlined care by being able to prescribe at the
point of contact
Good relationship with consultants 128 6 46 5 30 5
Working as part of an MDT [multidisciplinary team] | 90 7 40 7 24 6
/ interdisciplinary group
Personal confidence in specialism 88 8 45 6 21 9
Well supported by team and they allow me to 69 9 60 4 9 20
prescribe for their patients
My knowledge of medication 62 10 34 10 24 6
Supportive nursing colleagues 54 11 5 24 43 3
Easy access to medication info 49 12 19 12 18 12
Clinical supervision with a [doctor] has massively 44 13 14 17 16 15
helped me increase my confidence prescribing
My employer has provided the support for me to 44 13 16 14 24 6

be able to go on the NMP course and then
supported me once qualified

Forward thinking DMP [designated medical 38 15 14 17 18 12
practitioner] who is keen to integrate different
MDG [multidisciplinary group] professionals into

the team

Lack of time to develop further prescribing skills 35 16 15 15 20 11
Supportive medical colleagues 32 17 3 25 21 9
Great antibiotic guidelines in this trust/area 27 18 20 11 7 23
Support from the employer/department for the 26 19 15 15 11 18
role of non-medical prescribers

Doctors have been working [with] this [NMP] 19 20 9 21 10 19
model

Management support enables funding and training | 19 20 10 20 9 20
time to qualify as a prescriber

Supportive working environment [with NMP] 18 22 12 19 6 24
policies in place

Support from my line manager 17 23 17 13 0 28
The nature of the role facilitates prescribing 16 24 7 22 9 20
practice as part of the overall review of patients

Supportive medical supervision / mentorship 13 25 0 28 13 16
Wide variety of options that you can offer patients | 13 25 7 22 6 24
to improve their experience

The law enables me to practice as an NMP 9 27 1 27 6 24
Support from other NMPs 4 28 0 28 4 27
Mentor already NMP - creates a positive 3 29 3 25 0 28

environment for NMP
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Figure 4-3 Ranked statements for all participants presented by weighted rank sum
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Figure 4-4 Ranked statements for professional groups presented by weighted rank sum
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4.4 Discussion

This is the first study to identify the factors influencing the uptake and utilisation of prescribing
by physiotherapists and pharmacists and to investigate if each profession perceived them
similarly. A similar number of barriers and facilitators were identified in Round One. Following
Round Two, consensus was obtained for 28/59 facilitator statements, but only 1/68 barrier
statements, with no further consensus achieved after Round Three. It is striking that despite
the greater initial number of barrier statements, only one achieved consensus. This suggests

that most NMP barriers are specific to the post and person, whereas facilitators are generic.

4.4.1 Themes

Of the themes identified from content analysis, 13 had statements achieving consensus.
“Medical professionals” was the most highly cited theme, reinforcing the importance of their
support for NMP identified in the preceding literature review. A higher number of medical
professional statements reached consensus (7/29) in Round Two compared with other
themes. The numbers of statements relating to patient care (4/29) and employer (4/29)
themes that achieved consensus were similar. Themes such as medical records and
infrastructure highlighted in the preceding literature review were not associated with

statements reaching consensus.

The ranking results emphasised the importance of prescribing to patient care, with the
foremost statement overall concerning the effectiveness of prescribing for patients. Both

professions highlighted the benefit of streamlining care for patients. Additionally, pharmacists
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ranked highly the statement regarding motivation to help patients benefit from reduced delay
and duplication, possibly driven by perceived secondary care hinderances in prescribing
medication. Pharmacists and physiotherapists ranked practice related statements in their top
ten statement ranking, highlighting the importance to their role. In particular, those related
to the benefit of a specialist area in allowing the development of skills and knowledge and
building confidence. Both professions ranked good working relationships with consultants in
their top ten. Subtle differences in the manner in which pharmacists and physiotherapists
practice were highlighted by the distribution of statements in the top ten. Pharmacists ranked
the three statements mentioning teams in their top ten (direct contact with medical team,
working as part of a multidisciplinary team and support from team) showing the importance
of team working in their practice. In comparison the physiotherapist top ten highlighted the
benefits of multidisciplinary teams but also supportive nursing and medical colleagues,
suggesting a more independent mode of working. Only physiotherapists ranked an employer
support statement in their top ten statement ranking, which may be driven by the newness of
prescribing to physiotherapists and the need for employer support. In comparison, several
pharmacists commented that they had changed employer since qualifying as an independent
prescriber. Qutside the top ten, the weighted rank sums for the remaining statements for both
groups were low; rendering them inappropriate as discriminators. The only barrier reaching
consensus concerned the lack of time to develop skills and was ranked 16th overall and
outside the top ten for both pharmacists and physiotherapists, implying that while this was a

concern, it was not a major deterrent to prescribing.
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The difference in the number of barriers and facilitators gaining consensus is striking, but
closer inspection of the Round One content analysis results, when considered in conjunction

with the demographic data, may help to explain them.

Table 4-8 indicates that the distribution of the facilitator and barrier statements are very
different, with facilitators clustered around three themes: ‘Employer’, ‘Medical support’, and
‘Peer support’, whereas the barrier statements are more evenly distributed. All prescribers
will work with medical professionals and other colleagues, so these working relationships will
be important, as will the relationship with their employer. In comparison a barrier such as
legal limitations on controlled drug prescribing would be relevant for physiotherapists but the
impact would also depend on their speciality. Hence the change in legal status of gabapentin
and pregabalin affected pain physiotherapists, who are limited in their choice of controlled
drugs they can prescribe [36], whereas this did not impact on pharmacists (regardless of
speciality) and may have had less impact on physiotherapists working in specialities such as
respiratory. Likewise, access to medical records may be limited in community practice,
however most participants worked in primary and secondary care, where records are
generally more accessible. Thus the barrier statements were less likely to reach consensus as
they are dictated by profession and area of practice, as well as any other circumstances unique

to the person and/or post.

4.4.2 Demographics

Equal numbers of pharmacists and physiotherapists completed Round Three, with potentially

the same weighted rank sum, so it is surprising that the physiotherapist weighted rank sums
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were relatively low compared with pharmacy results. This may be explained by the variety of
physiotherapy practice areas and associated factors indicated by the participants. This

compares to pharmacists who were primarily recruited from secondary care.

Initially more pharmacist than physiotherapist prescribers were recruited, reflecting both
difficulty in accessing physiotherapist prescribers and differences in prescribing legislation
dates [26, 56]. Physiotherapists were more likely to have been registered in their profession
longer than pharmacists. This reflects previous early prescribing studies which suggested that
more experienced professionals adopted prescribing initially after its introduction to their
profession [48, 169, 230-232]. Recruited physiotherapists worked in several healthcare
settings, whereas pharmacists were mainly from secondary care. Pharmacists were more
inclined to be active prescribers, which may reflect how embedded pharmacist prescribing
has become, although several comments indicated that pharmacists were now in roles that

did not support prescribing.

The two professions were initially selected because of the difference in independent
prescribing implementation stage, with pharmacists having a six-year potential advantage
over physiotherapists. This time difference is most apparent when the participant
demographics are reviewed, with physiotherapists tending to be both more experienced
practitioners and less likely to be actively prescribing compared to pharmacists. However,
when the ranked statements are reviewed the differences between the groups would appear
to be more related to practice areas and mode of practice, than to prescribing implementation
stage. The exception is the support from employers that the physiotherapist group ranked in

their top ten, whereas for pharmacists this was not perceived to be as important an issue.
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4.4.3 Delphi process

The relevance of the topic was indicated by the Round One response rate (85%), and the
number of barriers and facilitators initially identified. Comments received for each round
supported the high engagement level of the participants. Despite steps taken to minimise
drop-out, the response rate decreased over the three rounds, with a final response rate
representing 41% of the initial 49 participants. The survey software enabled the overall
progress through each questionnaire to be reviewed, indicating the potential for
guestionnaire design and survey software constraints to contribute to the attrition. For Round
Two, a balance was required between returning all the statements back to participants, risking
disengagement if apparent repetition, and grouping similar statements as a single statement,
risking introducing researcher bias [206, 227]. Consequently, the decision was made to only
omit those where there was evident duplication. Supported by participant comments in
Round Two, statements were removed from Round Three (as described earlier) rendering the
guestionnaire more manageable, whilst accepting the potential introduction of bias [206,
227]. The survey software constraints resulted in sub-optimal display for the ranking question,

with participants commenting that selecting their top ten was challenging.

A small number of comments were received from pharmacist participants indicating they
were unaware of prescribing constraints for some professions, or they had forgotten there
were physiotherapy participants. Failure to understand these constraints is concerning as it
indicates that pharmacists, responsible for dispensing prescriptions, are unfamiliar with

prescribing regulations [233].
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4.4.4 Strengths and limitations

This is the first study investigating and comparing prescribing barriers and facilitators in
pharmacy and physiotherapy professions. The participants’ level of engagement, emphasised

by the Round One responses and free-text comments, highlight the relevance of the topic.

The recruitment strategy relied on self-identifying participants, potentially introducing bias as
participants with strong views are more inclined to volunteer [206]. Accessing physiotherapist
prescribers also proved difficult, with an initial imbalance in participant numbers. Participant
fatigue and attrition are recognised Delphi limitations [212, 215] and this was evident, despite
approaches to minimise attrition. Software limitations influenced questionnaire design,

deterring participants from completing Round Two and Three, and affecting response rate.

4.5 Conclusions

This study set out to explore the factors (both facilitators and barriers) that affected
pharmacist and physiotherapist prescribing, and to determine if there were differences
between the two professional groups. Greater understanding of factors influencing NMP
utilisation will aid successful implementation, and identifying if inter-professional differences
exist would indicate that profession specific research into potential barriers and facilitators
should be undertaken when considering granting prescribing rights to a profession. Initially
similar numbers of facilitator and barrier statements were identified by participants, but only
one barrier statement reached consensus, compared to 28 facilitator statements. Improving

patient care and medical professionals’ support appear to be the most important factors in
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enabling NMP. In contrast the lack of time to develop prescribing skills was the only barrier to
reach consensus. These results indicate that prescribing barriers are post and person specific,
whereas facilitators are more likely to be generic. Differences in the ranking of facilitator
statements were detected between pharmacy and physiotherapy, appearing to reflect the
manner in which the two professions practice. In particular pharmacists favoured factors
relating to team support whereas these were less important for physiotherapists who may
work more independently. This intimates that factors identified in the preceding literature
review may not be universally applicable to all NMP professions. Participants’ opinions shape
Delphi results and further research is required to determine the transferability of these results

[203, 234].

4.6 Chapter summary

In this chapter a Delphi consensus technique was used to investigate barriers and facilitators
experienced by two professional groups, pharmacists and physiotherapists. A representative
sample of physiotherapists and pharmacists was recruited; with 20 participants completing
the Delphi (10 pharmacists, 10 physiotherapists). Consensus was reached regarding 29
statements (28 facilitators, one barrier). Ranking of these statements by the participants
revealed that the most important statement concerned the effectiveness of prescribing for
patients. Review of the rankings by profession revealed apparent differences between the
professions. This may reflect newness of prescribing to physiotherapists, or the wide range of
practice areas that the recruited physiotherapists practised in, in comparison to the recruited

pharmacist group.
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4.7 Key points

e This is the first study to explore and compare barriers and facilitators to prescribing in

the pharmacy and physiotherapy professions.

e |Initial response rate was high, indicating the topic’s relevance, with a final response

rate of 41%, despite difficulties reported by participants in completing the final round.

e Consensus was reached for 29 statements, of which only one was a barrier.

e Participants ranked the statement relating to the effectiveness of prescribing for

patients as the most important.

e Facilitators appeared generic, regardless of practice area, whereas barriers appear to

be specific to post and person

e Differences were apparent between the two professions.

4.8 Introduction to next chapter

The Delphi Oracle was notorious for ambiguous prophecies, illustrated by the story of Croesus
of Lydia who received the reply, when he consulted the Oracle, that if he went to war against
Persia then a great empire would fall [235, 236]. The Lydians were duly beaten by the Persians
and the Lydian Empire fell. Likewise, the Delphi technique could be deemed to produce
ambiguous findings. The Delphi technique provides a representation of expert opinion, based

on the participants knowledge and experiences at the time of the study [203]. The findings
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from a Delphi technique should be interpreted in the light of other evidence and can be used
to inform further research [234]. In the next chapter, focus group methodology is used to

explore the Delphi findings in greater depth.
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CHAPTER 5: EXPLORING THE BARRIERS AND FACILITATORS TO NON-MEDICAL

PRESCRIBING EXPERIENCED BY PHARMACISTS AND PHYSIOTHERAPISTS, USING

FOCUS GROUPS

Chapter overview

The results from Chapter 4 indicate that prescribing facilitators are mainly generic, compared
with barriers which appeared specific to person and post. Differences between the
physiotherapy and pharmacy professions were also apparent. In the present chapter, focus
group methodology is used to explore these findings, using the lived experiences of
pharmacist and physiotherapist prescribers, to understand how prescribers perceived the

impact of outside influences on their practice.

The majority of this chapter is taken verbatim from the following publication in which | am

principal author:

Graham-Clarke E, Rushton A, Marriott J. Exploring the barriers and facilitators to
non-medical prescribing experienced by pharmacists and physiotherapists, using
focus groups. BMC Health Serv Res. 2022;22(1):223.

Available from: https://doi.org/10.1186/s12913-022-07559-5

The introduction has been substantially reduced to avoid duplication, and an introductory
sentence added to place the paper in context of the overall thesis. The introduction includes
a short section (5.1.1) on the Covid-19 pandemic, which occurred whilst this portion of the

research was being undertaken. For clarity and to provide more explanation the methods
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section has been expanded, in particular section 5.2.2. The results, discussion and conclusions
are taken verbatim from the paper. Other sections such as chapter summary and key points
have been included but draw on information included in the paper. Minor changes to the
narrative text have been made throughout to inform the thesis structure, and correct

typographical and grammatical errors.

Details of authors’ contributions (as acknowledged in the published paper):

EGC conceived the protocol, conducted the study, analysed the data, wrote the first draft, and
edited the manuscript. J]M and AR conceived the protocol, reviewed the data analysis, and

edited the manuscript.

A copy of the published paper is included in Appendix 8.28, and the reviewers’ comments (and

author responses) in Appendix 8.29.
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5.1 Introduction

The previous chapter described a three round Delphi study investigating facilitators and
barriers to independent NMP, conducted with qualified independent prescribers from the
physiotherapy and pharmacy professions [237]. Consensus was gained for one barrier and 28
facilitators, however, item ranking orders differed for the pharmacist and physiotherapist
groups. This suggested that the facilitators and barriers to NMP differ depending on
profession. However, it was possible that the differences arose from chance and did not

accurately reflect experiences.

In this chapter, focus groups are used to further investigate the findings of the Delphi study:
to further explore the barriers and facilitators to NMP experienced by pharmacist and
physiotherapist prescribers. This would indicate how generalisable the Delphi study findings
are to the wider pharmacist and physiotherapist prescribing populations. This research stage
coincided with the Covid-19 pandemic (January 2020 onwards [238]), affecting study design,

and impacting on recruitment of potential participants.

5.1.1 Covid-19 pandemic

At the end of December 2019, cases of viral pneumonia of unknown origin were reported in
Wuhan, China [239]. By January 2020 the cause was identified as a novel coronavirus, later
named SARS-CoV-2, and the resultant disease Covid-19 [239]. By March 2020 Covid-19 had
spread sufficiently for the World Health Organisation (WHO) to declare a pandemic [239]. On

March 23 2020, the UK went into the first lockdown as hospital and critical care cases started
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to rise [238, 240]. Vulnerable people were advised to shield by staying at home and only
essential work permitted [238]. The full lockdown was eased in England from June 2020, with
a further four-week lockdown occurring in November 2020 [238]. This was followed by

another national lockdown in January 2021 [238, 240].

Many healthcare workers were redeployed to assist in areas such as critical care, Nightingale
hospitals (large scale, dedicated, rapidly built healthcare facilities) and vaccination centres
[241, 242]. Some healthcare workers were amongst those advised to shield and worked from
home or were furloughed [238]. Most healthcare workers, and the wider UK population, had

to adapt to new modes of working, for example remote working and online meetings.

5.1.2 Research objective

To use focus group methodology with pharmacist and physiotherapist independent
prescribers to further explore the lived experiences of NMP by pharmacists and

physiotherapists.

5.2 Methods

5.2.1 Research team and reflexivity

EGC, JM and AR developed the study protocol and topic guide and EGC conducted the focus
groups. EGC is a doctoral student, researching influences affecting NMP utilisation and inter-
professional differences. The research question was prompted by her activity as an

independent pharmacist prescriber, and her role as NMP lead for an acute NHS Trust in the
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Midlands. Her researcher standpoint is balanced by the other two researchers, neither of
whom is a prescriber, but who have extensive research experience and represent the

pharmacy and physiotherapy professions.

EGC acted as the contact point for participants during recruitment. Participants were made
aware of the background to the research via the participant information sheet, issued at the

time of recruitment, and this information was reinforced at the start of each focus group.

5.2.2 Study Design

The study design and analytical approach were guided by the principles of Interpretative
Phenomenology Analysis (IPA) [243]. IPA acknowledges that the lived experience of each
participant reflects their world view, and that interpretation is affected by the researcher’s
own experiences. This study sought to understand how non-medical prescribers perceived
their practice was affected by outside influences, whether procedural or people. Each
participant will have had different formative experiences, shaping their view of NMP, and IPA
will aid in interpretation of this, whilst recognising the potential influence of the lead

researcher.

Focus groups enable discussion between participants on selected specific topics. The
discussion and interaction between the participants allow ideas and views to be developed
and refined, and thus provide a deeper understanding of the issues being considered [244,
245]. There is also the potential for unanticipated ideas to be expressed, supporting further

understanding of the research topic [245]. Research indicates that 80% of ideas are generated
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within the first two or three focus groups, and these comprise the most frequently mentioned
themes [246, 247]. Furthermore, Hennink describes focussed research questions requiring
fewer focus groups to generate ideas than research questions where the issues are unknown
[248]. A pragmatic approach to the groups was adopted, balancing available resources and
the level of information anticipated from the closely defined topic guide [248]. Two focus
groups were planned, using the ‘Zoom’ virtual platform (Zoom.us), hosted by the University
of Birmingham. Each group was led by a moderator (EGC) and the conversation was audio
recorded digitally, using the virtual platform record feature, and handwritten fieldnotes were
taken. Each focus group followed a similar format of introduction, main discussion and closing

stage, and followed an a priori developed topic guide [244, 249-251].

The topic guide was drafted by EGC, using the previous Delphi results as a guide, and debated
within the research group to ensure that the guide was clear, followed a logical progression
and was appropriate for the aim of the study (appendix 8.30). To allow sufficient time for the
group to fully discuss each topic, the number of topics for discussion was limited [252]. An
initial, broad, topic was used to open the discussion [251, 252]. This was followed by further,
more specific, topics to probe the research area in greater depth. Each topic was introduced
using neutral and nondirective language, with follow-up questions and prompts for probing
included in the discussion guide [251, 252]. Topics were selected where there was apparent
disagreement, shown by the Delphi results, between the professions. A final general ‘wind
down’ topic asked participants what advice they would give to new non-medical prescribers

to enable them to utilise their new qualification [251]. The discussion was summarised after
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each topic and at the end of each focus group, enabling participants to comment and correct

any misinterpretation.

5.2.3 Choice of setting

Focus groups are conventionally run face-to-face, using a location suitable for researchers and
participants. However, to reduce transmission of Covid-19, people were advised to physically
distance themselves, to meet outdoors rather than inside and to wear face masks [253],
making physical meetings difficult to conduct. Virtual focus groups have been previously
reported, with researchers using a variety of techniques such as message boards and video
conferencing, with cost of equipment (e.g., webcams) and programmes listed as potential
disadvantages [254, 255]. The restrictions imposed to limit the spread of Covid-19 accelerated
the widespread adoption of virtual meeting platforms such Zoom® for both work and social
uses. Indeed, many participants in this study described the benefits of online meetings,
indicating that many of the earlier challenges with virtual platforms, such as equipment
availability, had been overcome. Table 5-1 lists potential advantages and disadvantages of
physical (under Covid-19 restrictions) and virtual meetings. The assessment was made that,
with the ongoing pandemic associated restrictions, the virtual platform was the most

appropriate technique to enable the focus groups to be conducted.

145



Table 5-1 Comparison of potential advantages and disadvantages of physical (under Covid-19
restrictions) and virtual meetings for focus groups

Physical meeting, under Covid-19 Virtual meeting
restrictions
Advantages ¢ No special equipment e No travel required; participants
required e.g., cameras may be able to join who would
e Conversation and discussion otherwise be time restricted.
can flow easily e Virtual platform includes record
e No specialist knowledge function
(e.g., computer literacy) e Face masks may not be required,
required dependent on participant’s
location

e Participants can join from any
suitable location

Disadvantages | e Large room required to e Only one person can speak at
enable social distancing once, potentially stilting
e Face masks need to be worn, conversation
hiding facial expressions e Depends on internet connectivity
e Recording equipment e Requires computer or smartphone
required or similar, with audio and camera
e Travel, and travel time, e Participants required to have basic
required to attend meeting computer literacy
location

5.2.4 Participants and recruitment

Participants for the focus groups included independent prescribing pharmacists or
physiotherapists working in primary or secondary care in the West Midlands region. No easily
accessible list for pharmacist and physiotherapist independent prescribers was available and
therefore participants were recruited indirectly using groups such as the United Kingdom
Clinical Pharmacy Association and West Midlands NMP leads. An email, including study
details, participant information sheet, screening questionnaire and contact email address, was
sent to these groups and recipients were requested to forward the email to potential

participants (see appendices 8.31, 8.32 and 8.33).
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The number of qualified independent pharmacist and physiotherapist prescribers in the West

Midlands region is unknown, as this information is recorded by individual healthcare

providers, and not centrally. Therefore, the intention was to recruit ten prescribing

pharmacists and ten prescribing physiotherapists, allowing for non-attendees, but providing

sufficient participants for a meaningful discussion [244, 248, 256]. The literature on focus

groups recommends a group size of 6-8 participants, with recommendations to over recruit

by approximately 20% in case of non-attendance [244, 248, 256]. Participants were required

to have obtained their prescribing qualification since the beginning of 2013 (when

physiotherapists gained independent prescribing rights [56]), and the final selection was

guided by the sample matrix in Table 5-2.

Table 5-2 Target sample matrix for focus group participants

Criteria Pharmacist Physiotherapist | Years of professional
Profession 10 10 practice

Length of time qualified as a prescriber: <5 0-5
>12 months 1-6 1-6 6-10 0-5
<12 months 1-6 1-6 11-15 0-5
Main practice area: 16-20 0-5
Primary Care 1-6 1-6 >21 0-5
Secondary care 1-6 1-6

Participants were asked to sign and return a consent form, including consent to record the

focus group, prior to the focus group being conducted (appendix 8.34). Recruitment was

closed in October 2020.

5.2.5 Ethical considerations

Ethical approval for the study was obtained from the University of Birmingham’s Science,

Technology, Engineering and Mathematics Ethical Review Committee (ERN_19-1900) and all
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data were held securely in accordance with university policy. Participation was voluntary and
participants were free to withdraw at any time, however they were made aware that if they
had already participated in the discussion, then it would not be possible to remove their
contribution. All participants gave written consent, including for digital audio recording, prior
to the focus group. All recordings were transcribed verbatim and anonymised to ensure that
participants, locations, or other identifiable information were removed, and participants were

assigned an identification code.

5.2.6 Data analysis

Digital transcripts of each conversation were produced by the virtual platform, and these were
checked for accuracy, corrected, and verified by EGC. This process required repeated listening
to the recording, hence ensuring all information was captured accurately, and permitting
immersion in the data. Following transcription, data were imported into NVivo® 12 (QSR
International) for thematic analysis [220, 244, 257]. The transcript for Focus Group One was
read and reread to identify emergent themes and patterns, and coded line by line, with new
codes created as themes emerged. The process was repeated for Focus Group Two, with
further themes added as they emerged. Coding was an iterative process, with repeat
reviewing of the coded data to ensure consistency and initial thoughts on the findings
recorded using the NVivo memo function. Finally, the themes were reviewed and consolidated
where appropriate. A codebook was produced to support the coding process. Data was
visualised using a concept map of the major and minor themes and interdependencies, and a

sunburst graph which depicted the frequency that themes were mentioned. Quotations
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illustrating each theme were presented as a table (Table 5-4). The initial coding was performed

by EGC, and the themes and hierarchy were discussed critically by the research team.

The study is reported in accordance with the COREQ statement (appendix 8.35) [148].

5.3 Results

Eighteen participants initially expressed an interest in participating in the focus groups. The
recruitment window was extended, and further invitation emails sent to encourage further
interest in participation, but the response remined low. The decision was taken to conduct
the focus groups with the existing pool of potential participants, rather than risk a high
dropout rate as participants were called to care for Covid-19 patients. Even with this approach,
five potential participants who had previously expressed an interest failed to respond to the
focus groups emails. A further three participants were excluded: two were ineligible, and
dates were unsuitable for one, leaving ten participants. Three participants participated in
Focus Group One and seven participated in Focus Group Two. Brief demographic data are
included in Table 5-3. Focus Group One was held on 23 November 2020 in the evening and

Focus Group Two on 3 December 2020 during the day, each lasting just over one hour.
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Table 5-3 Focus group brief participant demographic data

Participant [Profession Practice area Years qualified in [Active prescriber Focus Group
ID profession

FG1-P1 Pharmacist \Ward, secondary care 16-20 Yes One
FG1-P2 Pharmacist Clinic, secondary care 16-20 Yes One
FG1-P3 Pharmacist \Ward, secondary care 6-10 Yes One
FG2-P1 Physiotherapist |Clinic, primary care 16-20 Yes Two
FG2-P2 Pharmacist Clinic, secondary care 6-10 Yes Two
FG2-P3 Physiotherapist [Ward, secondary care 16-20 No, temporarily stopped |Two
FG2-P4 Pharmacist \Ward, secondary care 16-20 Yes Two
FG2-P5 Physiotherapist |Clinic, primary care >21 Yes Two
FG2-P6 Pharmacist Clinic, secondary care 11-15 Yes Two
FG2-P7 Pharmacist \Ward, secondary care 11-15 No, never prescribed Two

Initial coding was reviewed by EGC by reading the results for each node coded and the matrix
tool in NVivo utilised to check that coding was appropriate. A concept map of themes was
derived by EGC following coding of the transcripts, and the map and derived themes were
debated by EGC, AR and JM to ensure they reflected participants views. After further
discussion, the hierarchy and concept map were re-drawn to reflect the lived experiences of
the participants more accurately. For example the original hierarchy did not contain a ‘self’
theme and hence ‘personal competence’ was grouped under ‘governance’ instead. However,

as this quote highlights, ‘personal competence’ is derived from the participant’s views and

feelings, not externally driven:

‘..as long as it's, it's, something that, you know, you feel comfortable within
your competence, because | think that's where sometimes, some of my
colleagues have got more experience in sexual health, whereas | haven't so
it might be something that I'll say ‘I'm not comfortable. | would refer you to

this service’...” [FG1-P2]
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Obsolete or duplicate codes were also removed, for example the original codebook included
an ‘advisory role’ code, but on review the ‘team role’ code was deemed to be more

appropriate.

Thematic analysis identified five themes each comprising several subthemes. Figure 5-1
depicts the themes as a sunburst chart and Figure 5-2 is a concept map depicting the hierarchy
and interrelationships between themes and subthemes. Table 5-4 lists the themes and sub

themes, their code book descriptions, and illustrative quotes from the participants.
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Figure 5-1 Sunburst chart depicting the themes and subthemes derived from the focus groups, and their relative importance

(The size of each segment reflects the number of references to the item, and hence the relative importance of the topic to the participants. The inner
ring contains the themes, with subthemes radiating out.)
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Figure 5-2 Concept map of hierarchical structure depicting interrelationship between themes and sub themes derived from the focus groups
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Table 5-4 Code book description of themes and sub themes, with illustrative quotes

Name Description/Code book lllustrative quotes
entry
Staff Overarching theme bringing all staff related themes together

Clinical team

Prescribing within, or supported
by, multidisciplinary team.
Degree of integration into the
team. Team or autonomous
working.

“| say that because | work in a really small MDT and |, and | work with consultants that because we're such a small team It's all first
name terms, we can easily kind of have a dialogue and get hold of each other...” [FG1-P2]

“1 think, for us being able to prescribe has kind of made me more part of the medical team. Yeah, because they kind of see me as
more similar to them. So, they've sort of accepted me a little bit more, if that makes sense?” [FG2-P3]

“I sometimes feel like I'm not fully part of any one team because | sort of dip in and out of different teams.” [FG2-P4]

“Um, for me, because we mostly work on our own and autonomously, a lot of the decisions fall with just myself with prescribing
unless there is an issue, and then | would refer, would ask for advice from our specialist that we have meetings with every week.”
[FG2-P1]

Junior
medical staff

Working relationships with
junior medical staff. Impact on
junior medical staff workload.
Potential for deskilling junior
medical staff by prescribing.
INMP teaching junior medical
staff.

“...so it is actually taking a lot of workload out of that system for the junior staff particularly so they can focus on things | can't do
like bloods...” [FG1-P3]

“1 think the junior medics appreciate having a specific point of call. I, like, during the day | get often get bleeps and queries from all
over the hospital about ‘oh I've got this patient on this and we want to switch them to this for discharge.” [FG2-P2]

“...the junior doctors accept that it's normal to have an ACP, and they prescribe, and it's normal that they're from a variety of
backgrounds, because that's what they've been exposed to.” [FG2-P3]

Senior
medical staff

Working relationships with
senior medical staff. Building
trust between INMP and
consultants. Constructive
discussions with senior medical
staff. Consultant concern
regarding accountability.

“The only thing | was gonna say is some of the consultants, particularly those when they’re sort of new to having an ACP around
still feel that they are responsible and accountable for what you do.” [FG2-P3]

“1 think there is a shift now of um understanding as sort of more junior consultants have come through. Um, it's fine now, but |
think this is, | mean, this has been happening over several years now. Now it's, it's much more accepted that physios don't just do
exercises or patting on the back. (laughs)” [FG2-P1]

“And | think the consultants probably work with me in a slightly different way. They tend to ask if they’ve got more complex
queries or areas where there's less evidence for kind of my interpretation of it, and that tends to be more of a discussion” [FG2-P2]
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Team Team awareness of prescribing | “But as for junior doctors, I'm not even sure if they know that I'm a prescriber because | suppose | don’t go around saying ‘I'm a
awareness role, or lack of awareness. prescriber’.” [FG2-P4]
“...my, my colleagues, that I've been working with for many years, have gone through that process with me because obviously
they’ve been my supervisors and stuff, so, um yeah, it's kind of more the not, not the inexperienced but the ones that haven't been
part of the team that are unaware of that.” [FG2-P5]
Team role INMP role within the team. “I feel like I'm very much part of the team and they recognize my area of expertise and things like that (nods from FG2-P6). So, |
Includes team interest in think | feel like we work like well together. And it's, it's a really good job. | wouldn't want to give it to someone else!” [FG2-P2]
rescribing or lack of, and the . . - . . . .
P & “So, | work with consultants, with clinical specialist nurses as well and psychologists. ... ... So, you know, | don't think it's imperative
effect on the INMP workload ; . .
and role. Also. is the team in a for my role that | needed to, | need to prescribe. | need to have an understanding, though, of the, of the drugs because | work with,
better position to prescribe than you know, other members that can prescribe. | suppose my skills are elsewhere.” [FG2-P5]
INMP or are INMP’s non- “I sometimes feel amongst, that certainly some of the doctor teams, | work with, it's, it feels the opposite, and they very much
prescribing skills utilised more | want to palm off work. ... ... So, | haven't left on time for a long time ... ... a large part of that is because I'm constantly being
than prescribing. stopped by nurses that now know I’'m a prescriber and want me to write things up.” [FG1-P3]
Decision Who makes the initial “So, I think they’re finding it useful to have like an extra prescriber who'’s physically there, who can, if he says, ‘l want to increase
making prescribing decision - INMP or | this dose’, | can physically do the writing of that on the chart. Yes, | think, | mean in psychiatry it's usually the consultant who
medical team? Does the INMP | makes a decision about which medication to use, but they’re quite open to discussion about that and tweaking things.” [FG2-P4]
make full use of their taught - . . . .
skills or not? Outcome g “The thought | want to throw in is do you, do you sometimes feel though as if you are... ... do you feel sometimes you just seen as
) o the person just doing the writing of the prescription rather than doing the decision making of the prescription or, or is that ... ... is
dependant on role within the .. "
. that accepted now so that we can make the full decision process?” [FG1-P1]
team, and medical staff
attitude. “No, I'd say, | don't really find that find that | feel like I'm just kind of writing out somebody else instructions, either. so, any new
antiretroviral it's always a very sort of team led decision.” [FG1-P2]
Managers Impact on INMP. Support for “...my line manager is, had completed the prescribing course before me. So was very well versed in what it involved and what it

INMP and INMP role and
understanding of INMP role.
Differences highlighted between
prescribing and non-prescribing
managers. Links with ‘CPD’,
‘Training’ and ‘Governance’
themes.

could, how it could enhance my role and then has put me in a, in a position to use it in a really effective way.” [FG1-P3]

“Yeah, | was gonna say so my line manager is nonclinical. They are from management background, so they have no real
understanding of the role when they started. So, it was an explanation of the role and what it meant. Um, so they have quite
limited understanding about the issues that might be involved.” [FG2-P3]

“...because often like quite a few people have said your actual line manager doesn't have an understanding of what you might be
doing clinically or the risks you might be taking.” [FG2-P2]

“So, the new one, | think she's just happy that she's got a prescriber, because | was a first pharmacist prescriber in the team. ... ...
she's always kind of offering me out to people, and ‘oh, FG2-P4 can come and do some clinics.” But | think it's, | don't know if she
understands the logistics and sort of how it'd be.” [FG2-P4]
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Self Overarching theme containing themes relating to the NMP themselves, their views and practice.
Personal Personal competence around “Okay, yeah, | would just say | suppose know what your specialist area is. it's not that you can't ever prescribe off your, your limited
competence | prescribing. When they refer on | formulary. But know what your limits are because | think | know people go, oh I've got to get a doctor to need to sign this, can you
to someone else and which just sign this and you think well no, that’s not what I'm here to do.” [FG2-P4]
areas the INMP is comfortable - . X . . \ X
to prescribe in. | just want to say | don't a!ways necessarily agre-e with the p.rescnblng of the consultan‘ts ....So, 1 ‘tend to, | wouldn't pr(.escrlbe that
myself and | wouldn't rewrite that because then it's got my signature on it. ... ...I'll certainly prescribe what I'm happy with
prescribing.” [FG2-P4]
“...some of my colleagues have got more experience in sexual health, whereas | haven't so it might be something that I'll say ‘I'm
not comfortable. | would refer you to this service’” [FG1-P2]
Prescribing Role that prescribing plays “...but I've never thought as a prescriber that I've ever been given that allocation of time to make sure that, you know, you can
Role within the job. Whether or not | function in the role when you're doing clinics.” [FG2-P6]
prescribing is fan.ess'entlal e “I think it's probably easier, like my role was a new role and the expectation from the medical side was that this person would
of role. For existing jobs, who . o ) . . L. .
covers aspects of the existing pressrlbe, whereas I think it's maybe slightly h.arder if you've got an existing role and then do it, because then you need to create
R . the time to do it and some other part of your job has to go somewhere or to someone else, ...” [FG2-P2]
role. Blurring, or clarity,
between INMP and professional | “So, you know, | don't think it's imperative for my role that | needed to, | need to prescribe.” [FG2-P5]
role aspects. Links with . . . . .
‘Stopping’ theme. “you know, we've taken on that role and, er, and, and, particularly sort of with more some more clinical competencies coming
along we’re properly taking on newer roles’ um, but we need to make sure that, then the sort of traditional roles are either filled or
taken up” [FG1-P1]
Support Who, or when, to ask for help. | “...so | asked to have a professional kind of supervisor in a way, that | could go to if there were any issues and to make sure that |
Support from different areas sort of safety netted myself...” [FG2-P3]
::spr;e:.p:ier;l(lisvii?; ?;(t::f?rks for “...so if | see a patient that's more complex or slightly unusual, that doesn't fit the usual pattern, then | can just catch him between
theme. patients or if it's less urgent I'll discuss that patient with him at the end of the clinic.” [FG2-P2]
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Training Ease of access to training “And it comes with a whole host of other skills, isn't it, that you're learning as well. It's about, you know, your history taking,
course, or challenges. Personal | examination skills and a whole host of other skills as well” [FG1-P2]
development during the trainin
coursepMedicaI supgervisor 8 “...my line manager has supported me in terms of the prescribing, are quite happy for me to go on the course...” [FG2-P7]
support and change in working | “The, the course itself really enhanced my practice because although it was an absolutely mission, getting the hours in around full
relationship resulting from the | time work ... ... | really do think it helped me hugely because the um so spending time one on one with consultants in their clinics,
course. Benefit of an area of for example. ... ...l think they then saw me as more of an integrated member of the team.” [FG1-P3]
expertise when undergoing the . . .
course So, so that, yeah, that took a little while to actually get the agreement for the, for the for the funding to, to do that, because they

couldn't just quite understand what the purpose of it is, yeah.” [FG1-P1]

Governance | Overarching theme which incorporates aspects such as policies and guidance, formulary, legislation etc. Certain aspects have cross links with other
themes, for example ‘CPD’ links with ‘Managers’.

CPD Support to attend CPD, “If it's something that costs money, then it can be a bit more difficult to arrange” [FG2-P2]
including provision of time and i ) . e . -
fundinggAFz/ailability of CPD “1 book my own diary. Um so | if | need to do CPD, I can just build it in but also, | can attend the monthly non-medical prescribing
within \A./ork environment and meetings that we have at our trust, which also has an element of CPD as part of the meetings...” [FG2-P1]
outside. Self-directed or “In fact, this, this Covid’s been a wonder, because | can actually get to all these webinars, instead of having to go to stuff.” [FG1-P3]
directed by
manager/organisation. Benefits “...we have a monthly pharmacists clinical supervision meeting and also the monthly NMP supervision meeting so there’s various
of web-based meetings and things that built in that you can do CPD but obviously you can go off and do more reading and things in your own time as well.”
conferences. [FG2-P4]

NMP register | Ease of registering as an INMP | “I think I've signed a form but I’'m really not quite sure what actually happened with it.” [FG1-P1]
with organisation. Maintenance e . . . .
of regis?ration Amending “Um, yeah, | think it's just that attitude in Trusts that NMPs have to jump through many hoops, don't they, and they have to, once
register entry ’ you’re qualified, you can't just start prescribing, you have to then go to a committee to be stamped, and they have to prove

’ evidence of things.” [FG2-P4]
Policies and | Policies and guidelines relating | “We’ve got a non-medical prescribing policy, haven’t we, but it seems quite a vague in its limitations.” [FG1-P3]
uidance to INMP: the clarity and value of . . . . . . X

& ty “So, | think our, our, | guess, policy and things are quite clear that you, you have like an allocated clinical supervisor, as such, and
them, or absence of them. The g X > i L, )
support given by them you should be meeting them like once or twice a year to kind of check in...” [FG2-P2]

Formulary Personal or organisation “And | had to give a list of a maximum of 10 drugs | could prescribe...” [FG2-P3]

formulary affecting INMP role.

“Have your small, very small personal formulary and build up so that you're prescribing really well, just a small handful of drugs to
begin with and then slowly expand it.” [FG2-P1]
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Legislation

Effect of legislation on
prescribing, particularly
affecting physiotherapists.

“...the main sort of medications you would have used, we weren't able to as physio’s, um so, your gabapentin, obviously, and
pregabalin’s changed, codeine we weren’t, we weren’t able to, so co-codamol we weren’t able to prescribe.” [FG2-P5]

Second check

Value of second check by a
pharmacist when prescribing.
Mentioned by pharmacist
prescribers within the context
of safety.

“1 think, | think, | think it's probably both true, isn't it, because FG1-P2 you've got a very, very specialist role and, and so have, | and
we can both, our prescriptions will go and be checked by somebody else...” [FG1-P1]

“..in reality, a lot of TTOs don't come through pharmacy, a lot of them are nurse lead TTOs. so | am, | then become the technician,
pharmacist and pharmacist prescriber for that patient. I’'m the only pharmacist contact, pharmacy contact, that that patient sees or
gets and I'm prescribing as part of that role, which probably opens me up to some risk of error in terms of not getting a second
check.” [FG1-P3]

of, across areas. Issues using IT.

Practical Overarching theme which incorporates aspects such as access to clinic rooms, budget, admin support etc.
aspects
Admin Availability of administrative “_..like some weeks | might do three clinic sessions, which then generates a significant amount of after clinic work but there's no,
support support. Allocated time to there’s not the recognition that you also need time to do that work.” [FG2-P2]

complete INMP associated . .. .. L

P . . “1 do a mixture of home visits and clinics and we have as much admin time as we need really.” [FG2-P1]

administration.
Budget For post and equipment. Source | “Because | think, particularly | think in pharmacy, they look to get that financial support from the directorates that they're

of budget — single or multiple prescribing for rather than just coming out of the pharmacy budget.” [FG2-P6]

departments.

P “...I've had to sort of justify why | need a laptop, why | need a mobile phone, why | need headset and camera...... my role is jointly
funded by pharmacy and the ID directorate as well so it's the barrier | find sometimes is, is well which budget is it going to come
from.” [FG1-P2]

Clinic rooms | Access to, and availability of, “In our trust, clinic rooms are at a premium. They are really struggling for space and that has been one of, one of the barriers...”
clinic rooms. [FG2-P7]
Facilities Access to facilities needed for “Still on paper. So sometimes it's just physically getting hold of the flaming drug chart.” [FG1-P3]
rescribing. Includes dru
f:)harts nofes etc & “we have a very clear process in the trust, | get my pads from a... ... lockable drawer from a named person, everything’s secure
! ’ where | work, so I've got no problems.” [FG2-P1]
IT Access to IT. Integration, or lack | “...the IT infrastructure in our place is just, it's just woeful...” [FG1-P3]

“we also share in, in our trust, it's community and acute services, and | have access to the electronic patient record that's used in
the hospital, which | can also add records on, if I'm managing a patient that's also managed by the respiratory consultant, so we've
got a really seamless um patient record...” F[G2-P1]
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Patient care

Overarching theme exploring the use of NMP in patient care

Impact on Direct or indirect impact on “...make sure it's happening in a time efficient manner, so patients are, you know, getting the prescriptions when they need
patients patients and patient care. because, particularly with the home care prescriptions as you have to work a month ahead.” [FG1-P2]
“For me, it's definitely reduced the time to treat, so before we’d have to write, request from GPs to prescribe inhalers or, urgent
medications, whereas now writing a script in the patient's home, it’s just so much quicker.” [FG2-P1]
Quality & INMP improving quality and “1 guess for the inpatient side, um, when | do more of that, | guess more of patients are more likely to be started on the
Safety safety of prescribed medicines | appropriate anticoagulation, at the right dose, etc.” [FG2-P2]
for the patient. Links to
'Governr;nce’ theme “I suppose, and | probably said this, | think the probably the influence | have on the consultants is their, is their..., you know,

’ assessing the use of their pain meds now, and is that appropriate. ... ... whereas consultants, if that's been their practice for years
and years and years, it, you know, it wouldn’t, er wouldn't change unless it was challenged and | think we've got a good
environment now that we can, we can have those discussions. ... ... And | think we bring a more balanced view possibly (nods from
FG2-P4).” [FG2-P5]

Stopping Function as INMP to stop “And also, that they get the medication they need stopping, stopped a lot quicker (nods from FG2-P4, FG2-P5 and FG2-P6).” [FG2-
medication/refer back to main | P3]
rescriber/GP.
P / “... we do more deprescribing now so I'm using it a lot less and when | do use it, it's more to give advice to GPs on how to maybe
rationalize medication more than anything.” [FG2-P5]
Orphan These themes do not fall easily under one overarching theme. They may cross link to several other themes or stand alone.
themes
Conflict of Theme highlighting conflicts of | “...they don't want to push the case too hard, because they also want additional consultants, and they feel if they're saying | can do
interest interest identified by it than that weakens their case. So, it's almost like a conflict of interest there at the moment.” [FG2-P7]
articipants.
P P “But | suppose, even, even with herself, there is a conflict of interest because if I'm off prescribing that’s time taken away from
delivering our service which she needs to manage.” [FG2-P7]
Covid Impact that Covid-19 pandemic | “...particularly with Covid that aspect of the service has become more and more NMP led. | think at one point | was actually the

has had on INMP and /or their
prescribing practice

only prescriber prescribing for that group of patients.” [FG1-P2]

“my most recent experience was during Covid and being redeployed to wards for a couple of, well it was eight weeks, and you
know generally junior medical staff did receive the prescribing well” [FG1-P2]

159




Good advice

What advice would the
participants give new or
prospective non-medical
prescribers

“I would say you need to have decided with your organization where you're going to use it before you do the course, because
otherwise you end up kind of stuck in limbo maybe without either the time or a role to use it.” [FG2-P2]

“I think it’s really important that it's not just an additional duty that you take on as part of your role, have a dedicated area, have
that time, time carved out so you can actually carry out that role.” [FG2-P6]

“Don't be afraid to ask for help. You're independent, but you're not alone.” [FG1-P3]

Undergrad Px

Prescribing taught at
undergraduate level.
Preparedness of new

prescribers to take on role.

Impact on rest of service.

“...I share both your concerns, that | think at the moment the undergrads coming out too green to be independently prescribing
and what we've already discussed about being not just the prescriber in, on paper, but actually it changes your role and becoming
far more embedded into your team.” [FG1-P3]

“...having undergrads coming out as prescribers, from a trust point of view, they're just going to be really expensive junior doctors,
aren't they?” [FG1-P3]

“...I think that when you’ve got a lot of junior people applying for jobs and you always say ‘Where do you see yourself in five years’,
and they always say they want to do the prescribing course and you think, well, who's going to be left just to do the day job, if
everybody sees themself as a prescriber...” [FG2-P4]

“...they're not really taught an awful lot about medications, never mind prescribing at undergraduate level so | think that’s got a
long way to come.” [FG2-P1]

Abbreviations:

ACP — advanced clinical practitioner

IT —information technology
prescriber
TTO — ‘to take out’ — discharge medication
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The five themes identified were ‘Staff’, ‘Self’, ‘Governance’, ‘Practical aspects’ and ‘Patient
care’. Some subthemes did not fall easily under any of these themes, rather they linked
disparate themes or subthemes, and are described as orphan themes. These were ‘Conflict of

interest’, ‘Covid’, ‘Undergraduate prescribing’, and ‘Good advice’.

5.3.1 Staff

This was the most frequently mentioned theme, particularly in relation to the clinical team
but also to managers. The theme described the relationship between participants and senior
and junior medical staff as well as other team members. Differences were highlighted in
interactions between participants and senior or junior medical staff. The role within the
clinical team was described and who leads on decision making. A lack of awareness of NMP
was identified by some, mainly physiotherapist, participants. Managers who prescribed were
more supportive compared with non-prescribing managers, who may be unaware of
prescribing governance issues. The ‘Managers’ subtheme linked to ‘Training’ and ‘CPD’

through the provision of funding and time.

5.3.2 Self

This was the second most important theme, describing the participants’ practice. It
encompassed the role prescribing took within their job and, for some, the challenges
associated with incorporating this into their existing role, as well as prescribing within their

personal competence, and support they gained from others, such as the clinical team. The

161



theme highlighted training aspects including access to, and skills gained on, the course. The

‘Prescribing role’ subtheme linked to the ‘Stopping’ subtheme as part of ‘Patient care’.

5.3.3 Governance

This theme incorporates aspects such as policies and guidelines supporting NMP, organisation
NMP registers, formulary and continuing professional development (CPD). Participants
highlighted other policies affecting their practice, including accountability for patient care,
which may influence the senior medical approach to NMP. Two minor subthemes were
identified, which were profession specific: ‘Legislation’ affecting physiotherapists and ‘Second

check’ affecting pharmacists.

5.3.4 Practical aspects

This theme incorporates those resources required to undertake prescribing, such as access to
clinic rooms, information technology, appropriate budget and administrative support.
Administration time was built into the roles for physiotherapist participants, whereas

pharmacist participants described a lack of provision for administration time.

5.3.5 Patient care

This theme incorporates aspects of patient care including the impact on patients by ensuring
prescriptions were appropriate and completed in a timely manner. Other benefits included
improvements in quality and safety for example by stopping inappropriate medication and

having sufficient clinic time to check adherence. ‘Quality and safety’ linked with ‘Governance’.
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5.3.6 Orphan themes

Two of these themes were only mentioned by pharmacist participants and they were ‘Conflict
of interest’ and ‘Undergraduate prescribing’. Several participants highlighted the impact the
Covid-19 pandemic had on their practice and the final theme collated the advice the

participants would give to new prescribers.

5.4 Discussion

This study enabled an in-depth investigation of issues affecting pharmacist and
physiotherapist non-medical prescribers. Participants’ lived experiences supported further
exploration of the findings from the previous Delphi study (see Chapter 4). Five themes,

describing the experiences of the participants were identified.

5.4.1 Themes

The theme of “Staff” reflected the previous Delphi findings whereby the clinical team
(medical, nursing and peer support) accounted for approximately 40% of factors affecting
NMP achieving consensus [237], and further confirming the role of medical professionals and
colleagues in supporting NMP, identified in the preceding review [35]. This is unsurprising as
all participants described working collaboratively to share the patient caseload, within a
multidisciplinary team usually led by a medical professional. Traditionally senior medical staff
were accountable for the patient’s care, and team members had closely defined roles. More
latterly the move has been towards advanced practice in the non-medical professions, to

develop a flexible workforce that is able to adopt innovative ways of working. This was
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described in the 2017 draft workforce strategy, which highlighted the increasing demand on
the NHS, and the limited number of clinicians to provide care [96], and which built on earlier
work such as developing primary care services [60, 93]. In addition, NMP courses require the
trainee to complete a period of practice-based training supervised by an experienced
prescriber. Until recently (2019) all regulatory bodies required this trainer to be a member of
the medical profession, fostering closer links between trainer and trainee, which many

participants commented on.

The “Self” theme, accounting for approximately a quarter of all references, focused on the
“Prescribing role”, the role that prescribing within the participant’s job and whether
prescribing was integral to that role. All prescribers are required to prescribe within their
scope of practice and the prescriber’s role implicitly defines that scope, together with
guidance from regulatory and professional bodies [30, 58, 135]. Some pharmacist prescribers
described challenges when prescribing had been added into their existing role, implying that

for this group, the potential impact of prescribing had not been fully considered.

The “Practical aspects” and Governance” themes together highlighted the importance of
ensuring adequate facilities for the prescriber, and a strong governance framework to support
their prescribing practice. Covid-19 was found to affect some prescribers, either by altering
how they practice, or by temporary changes to their role, as found by the “Covid-19” theme.
However, changes brought about by the Covid-19 pandemic also appeared in the “CPD”
theme, with many participants describing online conferences and meetings becoming routine

practice; enabling participation by a wider audience.
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The relatively limited number of references to patient care may be considered surprising when
compared with the Delphi study (Chapter 4), where the top ranked statement concerned the
effectiveness and benefits of prescribing for patients [237]. However, this finding partially
reflects the different research methods, with Delphi seeking consensus whereas focus groups
enable deeper exploration of lived experiences of the participants. It also reflects the topics
chosen for discussion, which were those where there were areas of potential disagreement
between the two prescribing professions, and hence patient care was a subsidiary aspect of

the discussion.

5.4.2 Inter-dependencies

The previous review (see Chapter 3) exploring barriers and facilitators to NMP identified that
many of the factors involved were inter-dependent [35]. The experiences of the participants
in the present study supported this finding, with the important secondary co-dependencies
depicted in Figure 5-2. The “Quality and safety” theme was interdependent with all aspects of
the “Governance” theme, perceived to result in improved care for patients. For example,
participant FG2-P5 described constructive discussions with senior medical staff, informed by
policies and guidance, resulting in team-wide changes in prescribing practice and improved
patient care. For pharmacy managers, there was an implicit conflict between service delivery
and governance, inferred by the “Second check” theme. Pharmacists are experts in medicines
[258]; clinically screening prescriptions, the so called ‘second check’, to ensure
appropriateness for the patient. Pharmacy managers are required to maintain the governance
structure surrounding medicines supply, within a limited staffing establishment, and this can

result not only in limiting time for pharmacist prescribing, but also difficulty in providing the
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second check. Evidence indicates that pharmacist prescribers make fewer errors than medical
staff [259], but pharmacist participants perceived that they had been left without an
important safety net. Further co-dependencies described by participants included the impact
on senior medical staff of policies regarding patient accountability, with concern by some
senior medical staff that they were accountable for the non-medical prescriber’s actions. This
lack of clarity regarding accountability was identified in the previous systematic review (see
Chapter 3). Prescribers are accountable for their prescribing decisions, as stated in the
prescribing competency framework for all prescribers [30], and would be subject to
prosecution under relevant legislation if the occasion arose, regardless of any perceptions to
the contrary. However, if a policy regarding patient accountability states that the senior

doctor is responsible for the actions of their entire team, then this could result in confusion.

5.4.3 Inter-professional differences

Differences were highlighted between professions, many of which could be anticipated from
the way in which each profession traditionally works. For physiotherapists, prescribing forms
another treatment option when caring for patients, fitting in to existing roles such as in
musculoskeletal clinics [260], whilst also supporting the development of new roles based on
existing skills [61]. For the secondary care pharmacist participants, prescribing in many
instances was in addition to their existing role, without due consideration to restructuring job
plans to allow sufficient time. Consequently, physiotherapist participants felt well-supported
for administration time, whereas for the pharmacist participants, unless expressly included in
their job plan, administration time was a source of stress. Similarly, pharmacist participants,

used to working in a team, described a team approach to decision-making, compared with
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physiotherapists, used to planning treatment courses for patients, who were more inclined to

make their own decisions.

For the physiotherapist participants, the choice of medicines that they can prescribe is limited
by their professional scope of practice and legislation [58, 261], compared with pharmacists
who can prescribe any medication, except certain drugs for the treatment of dependence [33,
262]. For the physiotherapists, probable changes in controlled drug legislation have the
potential to influence how advanced practice roles develop, particularly if physiotherapists
continue to have restricted access to controlled drugs [37]. One physiotherapist participant
described the constraints imposed by controlled drug legislation in chronic pain management,
but commented that current guidance was moving away from drug treatment and hence
expanding the choice of controlled drugs physiotherapists could prescribe may have limited

impact in their case [37, 263].

Physiotherapist participants were more likely to describe lack of awareness of physiotherapist
prescribing by the clinical team, than pharmacist participants. This reflects both the relatively
short time span in which physiotherapists have had prescribing rights (independent
prescribing rights granted in 2013) and the small numbers registered as prescribers (1017
independent prescribers in 2019) [51, 56]. In comparison, pharmacists gained independent

prescribing rights in 2006, with 8077 independent prescribers on the register in 2019 [26, 50].

Planned changes in pharmacist pre-registration training, including at undergraduate level, will
result in newly registered pharmacists registering as independent prescribers [264].

Pharmacist participants expressed concerns about this development, including detraction
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from training aspects and potential exacerbation of prescribing errors, as previously identified
with junior medical staff [196]. The participants placed their views in the context of their own
prescribing training, highlighting the struggle that less experienced pharmacists had with the
course, and commenting that routine pharmacy work still needed addressing. However, the
development is in-line with the Carter report and draft workforce strategy, which both
envisaged a clinical pharmacy workforce, with pharmacy technicians adopting some of the
traditional pharmacist roles [96, 265]. The concerns expressed by pharmacist participants
regarding time pressures to complete their tasks suggest that advanced pharmacy technician

roles, which would release pharmacist time for prescribing, have still to be adopted.

5.4.4 Data trustworthiness

Trustworthiness of the data is supported by the approach to analysis. Full, in-depth discussion
of the findings by all authors, with challenge of the derived themes to ensure that they
reflected the participants experiences was undertaken. The differences in background and
experiences of the research team composition ensured that EGC’s longstanding prescribing
experience in critical care, and possible preconceptions, were counterbalanced by the other
team members, who were non-prescribers but clinicians in both physiotherapy and
pharmaceutical fields. Data saturation was achieved, with the themes and main subthemes
identified by each focus group and profession. This is supported by the answers to the final
guestion regarding advice to new prescribers, added as a positive end note to each session.
No new ideas were articulated but participants emphasised the need for a prescribing role,
ensuring facilities were in place beforehand, asking for advice and not being pressurised to

prescribe medication that they deemed outside their personal competence.
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5.4.5 Strengths and Limitations

The present study allowed in-depth discussion of issues affecting pharmacist and
physiotherapist prescribers, with ideas developed by the participants throughout the
discussion. Participants drew on their experiences to describe issues affecting them, allowing
a greater understanding of the background and contributory factors. As the themes were

derived directly from these lived experiences, they acquired content and face validity.

The virtual platform, with choice of dates and times, allowed participants to join who may

otherwise have been unable to because of constraints such as work commitments.

The Covid-19 pandemic limited recruitment: in particular fewer physiotherapist participants
were recruited than planned. However, findings appeared unaffected with no new themes
emerging from the second focus group. This supports the assertion that data saturation was

achieved for the major themes identified.

It is acknowledged that recruitment may have been enhanced by widening the geographical
catchment area. However, it was possible that some of the variation seen in the previous
Delphi results [237] may have arisen from the wide range of practice and geographic areas in
which participants were employed. Therefore a deliberate decision was made to limit
recruitment to pharmacist and physiotherapist prescribers working in the NHS West Midlands
area (either primary or secondary care), to reduce the risk of introducing variability into the

findings.
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5.5 Conclusion

The key finding from this study related to the theme of collaborative working with the clinical
team; emphasising the impact this has on successful implementation of NMP. When their role
was specifically designed to include prescribing, this was a benefit for pharmacist participants.
Multiple factors contribute to the themes of governance, practical aspects and patients, and
each factor is important for successful implementation of NMP. Crucially, the identified
themes and subthemes cannot be considered in isolation but are inter-dependent on each

other.

Differences between the professions were illustrated from the analysis, most reflecting the
way each profession practises and, for pharmacists, the way that prescribing has been
introduced into their role. For the pharmacists, healthcare managers need to address the skill

mix within pharmacy to enable pharmacist prescribers to practise with support.

To ensure NMP is fully enabled, all aspects must be fully scoped before recruiting or training
a non-medical prescriber. Failure to do so may limit full utilisation of prescribing skills and

result in a poorly motivated workforce.

5.6 Chapter summary

In this chapter focus group methodology was used to further investigate the findings from
Chapter 4 by exploring the lived experiences of pharmacist and physiotherapist prescribers. A
sample of physiotherapists and pharmacists, working in the West Midlands, was recruited (7

pharmacists, 3 physiotherapists); who participated in one of two online focus groups.
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Thematic analysis identified five themes, each comprising several subthemes, and various
inter-dependencies between these themes. The key finding was the impact that collaborative
working between the INMP and the clinical team had on successful implementation of NMP.
Professional differences were highlighted, relating to the way each profession practises, and

for pharmacists, how the prescribing role had been introduced.

5.7 Key points

This study explored the lived experiences of pharmacist and physiotherapist

prescribers.

e Study design and recruitment were affected by the ongoing Covid-19 pandemic

e Five themes, and subthemes were identified: staff, self, governance, practical aspects,

and patient care.

e Many interdependences were identified between the themes and subthemes.

e The key finding was the collaborative working between the INMP and the clinical team.

e Differences were identified between the two professions.

5.8 Introduction to next chapter

In the next and final chapter, the findings of the preceding research chapters (Chapters 2-5)
are critically discussed, and overall conclusions derived. Areas for future research are also

identified.
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CHAPTER 6: DISCUSSION AND CONCLUSIONS

Chapter overview

In this chapter the findings from the preceding research chapters are synthesised and critically
discussed to address the overall thesis research question. Recommendations for future

research are highlighted and final conclusions drawn.

This research programme set out to investigate the factors influencing the uptake and
utilisation of independent NMP by pharmacists and physiotherapists, and to determine if
these factors affect both pharmacist and physiotherapist prescribers similarly or if there are
differences. In the first stage of the research the background policy regarding NMP was
reviewed to identify the current role of NMP in delivering healthcare in the UK. This was
followed by a systematic review to identify the factors influencing the uptake and utilisation
of NMP. In the third and final stages, the experiences of two prescribing professions
(pharmacy and physiotherapy) were investigated, using first a consensus technique and then
focus groups, to gain an in depth understanding of the factors influencing their utilisation of

NMP.

6.1 Policy review

Issues identified in the policy review impact on the factors affecting INMPs. The policy review
identified that legislation permitting INMPs to prescribe controlled drugs required the

involvement of many agencies and government departments, consequently resulting in delays
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in passing legislation to enable nurses and pharmacists to prescribe controlled drugs [33, 98].
Similar delays are now being experienced by therapeutic radiographers and paramedics,
whereby initial legislation granting prescribing rights listed the controlled drugs they would
ultimately be able to prescribe [266-268], but the relevant amendments to the Misuse of
Drugs Regulations have not yet been passed [39]. Recent consultations on expanding the
range of controlled drugs able to be prescribed by physiotherapists and podiatrists closed in
December 2020 [37, 38] but, as of May 2022, the conclusions have yet to be reported. Delays
in implementing any decisions could be anticipated to occur, not only resulting from impact
of the Covid-19 pandemic [238], but also the ongoing health service reorganisation [269]. The
previous reorganisation, described in the 2010 White paper [129] and enacted in 2012 [130]
coincided with a reduction in policy document production and delays in the passing of

legislation, as depicted in Figure 2-2 (Page 45).

The policy review emphasised the changing role for NMP, from improving access to medicines
for patients to streamlining care by reducing duplication and ensuring that patients have
access to the most appropriate person, for example physiotherapy first contact practitioners
[61]. As identified, the consultation documents stressed the benefit of a reduction in costs
through reducing appointments, particularly with medical staff [103, 108, 110, 113], a key
consideration when healthcare costs are growing. A recent report highlighted that demand
for healthcare continues to expand with an UK population ageing, and living with increasing
morbidity [133]. Additional cost pressures arise from the introduction of new technologies
and treatments, as well as staff costs [133]. Since 2018, funding for the NHS had been

sequentially increased by the UK government, including top-up funding to support increased
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expenditure resulting from the Covid-19 pandemic [270-273]. A further challenge to NMP may
be the overall shortage of staff, with The King’s Fund reporting a shortfall of around 84,000
full-time equivalent staff [274], with approximately 10% of nurse and GP posts vacant [62].
However, this may also act as an opportunity to expand roles such as physiotherapy first
contact practitioners and primary care pharmacists. Beech and et al highlighted these two
specific roles as having the potential to significantly reduce GP workload by, pharmacists
taking on routine prescribing and medication review activities, and physiotherapists treating
musculoskeletal problems (including prescribing appropriate medication): these roles have
been described as accounting for 20-30% of the GP workload [62]. NMP would now appear to
be an accepted component of UK healthcare provision, and the roles are likely to continue to
develop as the NHS endeavours to match demand with the available workforce. Indeed, the
Covid-19 pandemic accelerated changes in the way care is delivered [275] and this, combined
with the workforces shortages exacerbated further by the pandemic [274], has created an

opportunity for NMP to become fully embedded into healthcare delivery.

6.2 Factors influencing the uptake and utilisation of NMP

Chapters 3, 4 and 5 explored the factors influencing the uptake and utilisation of NMP
sequentially, with the latter two chapters focusing on the experiences of pharmacist and
physiotherapist prescribers. Consequently, it is possible to bring together the results from
each study to determine the overall common factors, a process described as methodologic
triangulation [276]. Methodological triangulation describes the use of different research

methods to answer a research question, therefore enhancing understanding of the study area
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[276-278]. In addition, Creswell and Plano Clark describe triangulation as a method of testing
the validity of research findings [67]. Hence the use of triangulation can be seen to enhance
study rigour by comparing and contrasting the results obtained from the different research
methods [276-278]. Where convergence of the results occurs, then this supports the validity
of the findings, whereas complementary or divergent results enable a greater understanding

of the research area [277].

Although each research study in this thesis followed on sequentially from the previous one,
they were analysed independently, and hence the thematic groupings of the factors derived
from each study varied in description. However, it is possible to ascertain the presence of
common themes/factors by triangulating and tabulating the results from these sequential
studies. Table 6-1 tabulates and summarises the factors identified from the literature review
(Chapter 3), Delphi study (Chapter 4) and focus groups (Chapter 5) using three main headings
- Self/INMP, People and Organisational Aspects, with footnote symbols (T, ) used to highlight
common factors. The terms ‘barrier’ and ‘facilitator’ were frequently used in the studies
included in the systematic review and by participants in the Delphi and focus groups to
describe the impact of a factor on them. However, the results showed that something could
be both a barrier and facilitator, depending on depending on circumstances and hence the

term factor is used to encompass both positive and negative connotations.
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Table 6-1 Summary of the factors influencing NMP (main and minor) identified in Chapters 3,
4 and 5, grouped by overarching theme.

Research chapter Self/INMP People Organisational aspects
Chapter 3, Main Non-medical Human Factors Organisational aspects
Systematic themes | prescriber
review Minor Attitude Patients Formulary
themes | Area of Managers Policy
competencet Medical Remuneration
Rolet professionalst Post course support
Peers Training
Impact on time
Infrastructure
Service
Chapter 4, Themes | Alternative Employer Funding
Delphi* prescriber Medical support¥ Information sources
Lack of clinical Nursing support Legal aspects
skills Patients Medical records
Confidencet Peer support Post course support
Knowledget Role model Prescribing budget
Role* Prescribing course
Prescription review
Time
Ward round
Working environment
Chapter 5, Main Self Staff Practical aspects
Focus Groups themes Patient Care Governance
Minor Personal Clinical team* CPD
themes | competencet Junior medical stafft | NMP register
Prescribing Senior medical staff¥ | Policies and guidance
rolet Team awareness Formulary
Support Team role Legislation
Training Decision making Second check
Managers Admin support
Impact on patients Budget
Quiality and safety Clinic rooms
Stopping Facilities
IT

*Themes derived from content analysis results
t linked themes — prescribing role
t linked themes — medical professionals

The most prevalent theme overall was found to be that relating to medical professionals, and
by wider implication, the clinical team. It was the most frequently mentioned theme in the
systematic review and the Delphi (both the results from Round One and the statements
reaching consensus). “Clinical team” was also the most frequently mentioned theme in the

focus groups, partly influenced by the topic guide, but with a wider scope. This underscores
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the importance, if NMP is to succeed, of good working relationships between medical staff
and the INMP. Hostility towards and lack of acceptance of INMPs were identified in several
papers included in the systematic review [158-161, 166, 170, 172, 175, 179, 182, 184, 193].
However, lack of acceptance was only mentioned once in the Delphi Round One and not in
the focus groups, neither was hostility raised as an issue, suggesting increasing acceptance of
INMPs by the medical profession. Concern regarding accountability for care of the patient was
highlighted both in the systematic review [45, 166, 170, 193] and the focus group, with the
medical staff indicating to the INMP that they were unclear who would take ultimate
responsibility for the prescribing decisions made by the INMP. With developments such as
first contact practitioners [61], which require the medical practitioner to ‘surrender’ the
management of their patients to another practitioner, it would be prudent to ensure that all
staff, and the policies governing these developments, are clear regarding accountability.
Without this, medical professionals may feel that they need to retain some control over the

patients, limiting the intended benefits of NMP.

The other main recurring theme through the three research studies linked to the INMP’s role
and, by association, their area of competence and knowledge. The role defined the knowledge
they required, in turn becoming their area of competence and instilling confidence. All
prescribers are expected to only prescribe within their scope of practice, which encompasses
area of competence and associated knowledge, together with other requirements, for
example professional such as pharmacists who must include some documentation relating to
prescribing when submitting revalidation documents [30, 135]. INMPs described seeking

further training to enable them to expand their existing role, or if they moved to a new role,
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indicating that an area of competence was not fixed but changeable. Where a role lacked
clarity, or prescribing was added into an existing role in addition to usual duties, then NMP
proved more challenging. Thus, when developing a strategy to expand NMP, managers and
clinicians should ensure that NMP roles are clearly defined and, if necessary, some duties

should be reallocated to other staff.

It is clear from both the systematic review and the focus groups that identified themes do not
stand in isolation but are frequently interdependent upon each other. This adds complexity to
developing NMP roles, and expansion and implementation strategies, but consideration of all
factors will support the successful introduction of INMP. Although there is a tendency to
regard the identified themes as barriers or facilitators, this is too simplistic a view. It is clear
from the present results that each theme, or factor, had the potential to be both a barrier and
a facilitator, sometimes simultaneously. For example, Stenner et al found that some doctors,
whilst confident of INMPs they worked with, were less confident with INMPs that they did not
know, expressing concern regarding their potential prescribing decisions [279]. It would be
appropriate for managers, when devising NMP roles and strategies, to use the overarching
themes as headings to aid identification of the factors that need to be considered. This may
reveal that different approaches are required for each post, and, in addition, aid prioritisation
when implementing the strategy by initially concentrating on posts supported by more

favourable factors whilst working to resolve less favourable factors.
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6.3 Pharmacy

The systematic policy review identified that pharmacy, alone of the NMP professions,
continued to produce policy documents during the review search period (2006 to February
2018), highlighting the benefits that pharmacist INMPs could bring [64, 90-92, 94]. More
recently the Royal Pharmaceutical Society launched a policy document to support pharmacist
INMPs in 2018 [280], followed in 2021 by new recommendations designed to increase the
numbers of pharmacist INMPs [281], suggesting that there is still a perceived need to promote
the uptake of pharmacist prescribing. This may arise from the planned changes in pharmacy
education, with the GPhC new pharmacist education standards enabling registration as a
pharmacist and prescriber simultaneously [264]. To benefit fully from these changes, roles for
these new prescribers will need designing, or existing services adapted to incorporate
prescribing [282], and challenges such as lack of funding for community prescribing
pharmacists will need addressing [50]. Additionally there will be a large pool of legacy
pharmacists, currently without a prescribing qualification, who will require support [281]. The
focus group results highlighted that where roles were developed, due thought needed to be
given to aspects such as provision of administration time and delegation of some duties to

other staff such as pharmacy technicians, and this is a further consideration for managers.

It was clear that pharmacists appreciated being able to prescribe for patients, finding that it
motivated them to care for the patient and made their care more effective and timelier. The
lack of a second check of their prescribing by another pharmacist (as would routinely happen

to other prescriptions) was raised in the both the Delphi and the focus groups, with
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pharmacists stating this left them feeling vulnerable. The GPhC standards for prescribing state
that where possible the prescribing and supply functions should be separated to safeguard
the patient [135]. If this is difficult to achieve in a hospital setting, as described by the
participants, where several pharmacists are usually employed, then it will be challenging to
achieve in community where pharmacists are often sole practitioners, potentially limiting

further the uptake of pharmacist prescribing.

6.4 Physiotherapy

A recurrent theme for the physiotherapists in both the Delphi and the focus groups concerned
the impact of legislation limiting which controlled drugs they could prescribe [261]. For
physiotherapists working in pain management, this was compounded by the change in legal
status resulting in gabapentin and pregabalin becoming Schedule 3 controlled drugs, and
rendering them unable to be prescribed by physiotherapists [36]. The Delphi highlighted that
these restrictions did not impact equally on all physiotherapists, with another group
benefitting from the ability to prescribe steroid and opioid joint injections, and a further group
finding their activities as ACPs hampered. For the latter group, there was the potential for
them to work in similar roles to nurse ACPs, but with very different prescribing rights [33, 283].
ACPs are key in delivering care in a wide variety of healthcare settings, as endorsed by the
NHS Long Term Plan [284], but the full benefit of physiotherapist ACPs may not be realised if
their role is constrained by their prescribing limitations, and this should be considered when

developing these roles.
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Compared to the pharmacist prescribers, physiotherapists appeared to place less emphasis
on team working. This is unsurprising as physiotherapists are used to delivering a package of
care which includes identifying the problem and providing appropriate treatment options.
Prescribing has simply added an extra treatment choice and removed in most instances the
need to refer the patient to a medical professional for a prescription. Consequently,
physiotherapists did not appear to encounter the same problems as pharmacists in ensuring

sufficient time for prescribing.

6.5 Profession comparison and implications for practice

Both professions studied identified the benefit that prescribing brought to patient care, with
the top ranked statement in the Delphi by both pharmacists and physiotherapists supporting
this, as well as patient care mentioned in the focus group discussions, despite not being listed
in the topic guide. Factors relating to themselves as INMPs, such as prescribing role, were also
highlighted by both professions. Identified differences included those relating to controlled
drug legislation and physiotherapists, ‘second checks’ for pharmacists, and provision of
administration support. Many of the perceived differences seem to relate to the prescriber’s
role as much as their profession, for example, the limits imposed by controlled drug legislation
only concerns physiotherapists, but does not impact on all physiotherapists, as many were

able to practice within the current constraints.

The identified factors frequently spanned both professions, and reflected many of the factors
highlighted by the systematic review. However, the relative importance of each factor appears

to vary depending on the profession and the role. For example, team working was more
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important for pharmacists than physiotherapists, but was still relevant for physiotherapists.
Factors identified by the systematic review were reflected in the results of the Delphi and
focus group studies. The main area of difference between the studies related to organisational
aspects, where the Delphi and focus group studies described a range of issues in greater
depth, except for the issue of renumeration, which had been highlighted by the systematic

review, but was not mentioned by participants in either of the two following studies.

To ensure success when developing NMP roles the two most important factors for managers
to consider are ensuring the support of the medical team and the prescribing role design. For
the latter, a broader review of workforce may be required than initially anticipated so that
prescribing can be successfully implemented: this was clearly articulated by some of the
pharmacist participants who described competing demands from their traditional pharmacy
and prescribing roles, which could be alleviated if some duties were delegated to other staff,
for example pharmacy technicians. Some factors, for example the impact of legislation on
physiotherapist prescribing, are outside the control of managers and prescribers, and

prescribing roles should be developed accordingly.

6.6 Areas for future research

e This research programme has revealed that there are common factors influencing the
utilisation of NMP. However, it has not addressed the impact of these factors on INMPs
over time; for example, is the INMP able to overcome factors that are seen as barriers
to practice, and if so, what strategies did they adopt. This could be investigated by

following a group of INMPs from starting their prescribing practice, either as newly
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qualified prescribers or in a new prescribing role, through to working as established
prescribers. By conducting semi-structured interviews, designed to explore the factors
that affect prescribing practice, at regular intervals it should be possible to identify the
strategies they had adopted to resolve any issues, as well as to determine if prior
experience as a prescriber was beneficial in addressing such issues.

Changes in pharmacy training will result in all new pharmacists also qualifying as
prescribers [264]. What is unclear at the present time is how they will be able to
implement their prescribing practice and what constraints, if any, are applied to them
by their employers. This requires investigation to ensure that the intended
consequences of this development are met, firstly by surveying newly qualified
pharmacist prescribers, who have been through this revised training programme, and
a cross-section of employers, to determine whether the prescribing qualification is
utilised, and if so, what constraints if any are imposed. Secondly, more in-depth
investigations, such as focus groups or interviews, could be conducted to explore
successful, or otherwise, utilisation of the prescribing qualification and the reasoning

behind any imposed constraints.

6.7 Strengths and limitations

The strengths and limitations of each individual research study are documented in the

relevant chapter, with each study reported using the relevant reporting statement (for

example PRISMA and COREQ). The overall strength of this research lies in mixed-methods

used to generate data, with each method providing different, but complementary,

perspectives on the factors affecting the utilisation of NMP. Each study was conducted as a
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standalone but sequential piece of research. For each method a full protocol was developed
prior to conducting the study, and fully debated by EGC, JM, and AR, and for the first two
studies, also TN. The analysis for each method was conducted in isolation from the preceding
method to reduce preconceptions when interpretating the results, and the results debated
and challenged within the research team. The discussion of the results enabled findings from
the preceding research studies to be triangulated, and the final discussion described the
common themes. Attention is also drawn to apparent differences in the findings from each
method. The Delphi and focus group study findings provided greater understanding of the
factors affecting NMP utilisation by pharmacist and physiotherapist prescribers; two

professions that had limited representation in the systematic review papers.

The main limitation related to the challenge of identifying and recruiting participants for the
Delphi and focus groups. Although the regulators will have details of those registered as
prescribers, it is not possible for a doctoral student to easily access them. Instead, recruitment
relied on other approaches such as professional message boards and regional NMP leads. In
addition, for the focus groups, the Covid-19 pandemic affected workload for both contacts,
such as regional NMP leads, and potential participants. Consequently, although sufficient
participants were recruited, the spread of workplaces represented was not as diverse as

originally planned, limiting the transferability of the results.
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6.8 Conclusions

This research set out to investigate the factors influencing the uptake and utilisation of NMP
by pharmacists and physiotherapists, and to determine if the professions experience these

factors similarly.

The systematic policy review identified changes in UK Government policy position regarding
NMP and the current role of independent NMP in the delivery of healthcare in the NHS, with
INMPs now an integral part of the healthcare system, and often providing a complete package
of care to patients. Three main themes were identified in the systematic literature review,
those relating to the INMP themselves, those relating to the people and patients the INMP
works with and the organisational aspects, with the most frequently mentioned factor
concerning the impact of medical professionals. In addition it was identified that each factor

could be a barrier or facilitator depending on circumstances.

Participants in the Delphi study reached consensus on 29 statements, of which only one was
a barrier and the rest described as facilitators. The effectiveness of prescribing for patients in
their working practice was ranked as the most important statement overall. The importance
of factors influencing uptake and utilisation of prescribing appeared different between
physiotherapist and pharmacist prescribers, with the two professions ranking the statements

differently.

From the focus groups, five themes, and subthemes, were identified: staff, self, governance,

practical aspects, and patient care, with participants highlighting the collaborative working
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between the INMP and the clinical team as key. In addition, participants described, through

their lived experiences, the many interdependences between the different factors.

This research has identified that the two most cited factors influencing the use of NMP related
to team working and the INMP themselves. Whilst most factors influencing the utilisation of
NMP are generic, there are some profession specific differences for pharmacy and
physiotherapy. It is therefore likely that other NMP professions will also have profession
specific differences. It would be advisable when considering the expansion of NMP to other
professions that attempts are made to identify these in advance, so that mitigating strategies

can be put in place.
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