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Abstract

This qualitative study explores how recently qualified nurse prescribers describe, and rate, the safety of their prescribing.

Internationally, the costs of drug errors are enormous and they can have serious implications for staff and patients. Nurses

are now undertaking extended prescribing practice throughout the UK. Nurse prescribers work across different work

settings and although safe prescribing is a priority in all of them, it is essential to ascertain the conditions that foster the

highest levels of safety and how nurses can be supported in practice.

Thirty-one nurses form the West Midlands area of England agreed to participate in an in-depth interview which sought

to elicit their responses to various aspects of their prescribing work. They came from a variety of specialities and from

hospital, community and general practice backgrounds. On completion of their training nurses were acutely aware of the

responsibility that prescribing imposed on them. Although this awareness was thought to encourage caution and safety, it

may also account for the fact that 26% of the nurses (n ¼ 8) had not prescribed since qualifying. Nurses felt that the

multidisciplinary team had a vital role to play in supporting their prescribing practice as did collaborative working. It is

concluded that those working in specialty areas that are less well-defined in terms of scope of practice (e.g. older adult

nursing and learning disability) would benefit in particular from ongoing mentoring relationships with experienced

prescribers and the development of individual formularies.

r 2007 Elsevier Ltd. All rights reserved.

Keywords: UK; Non-doctor prescribing; Safety; Drug errors; Role change; Nurse prescribers
Introduction

In the UK, modernisation of the National Health
Service (NHS) has meant that services are increas-
ingly being provided in community rather than
hospital settings. Nurses play a large part in
preventing hospital admissions by providing home
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care to people with mainly long-term conditions in
the community. In the early 1980s, it was suggested
to the UK government that nurses be permitted to
prescribe medicines within their scope of practice so
that they could increase access to medication and
prevent service users with chronic illnesses from
repeatedly having to attend GP and hospital
appointments (Nolan, Haque, Badger, Dyke, &
Khan, 2001).

Community nurses have now been able to
prescribe from a limited formulary of medication
for over twenty years in the UK and prescribing
.
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rights were extended to nurses working in other
specialities in 2003 (Department of Health and
Social Security (DHSS), 1986; DoH, 2001). The
numbers of healthcare professionals prescribing and
adjusting medication are now set to increase. The
Medicines and Human Use (Prescribing) (Miscella-
neous Amendments) Order of May 2006 and
associated medicines regulations will enable nurses
who have successfully completed a nurse indepen-
dent prescribing course to prescribe any licensed
medicine, including some Controlled Drugs, for any
medical condition within their clinical competence
(DoH, 2006). Before these changes to the legisla-
tion, nurses could prescribe medication through two
different routes, either as an independent prescriber
from a limited list in the British National Formulary
(BNF) for a specified list of conditions, or within a
supplementary prescribing relationship (DoH,
2002). As a supplementary prescriber, nurses are
permitted to prescribe any drug from the BNF,
provided they are working from a clinical manage-
ment plan (CMP) that has been put in place for that
specific service user and has been fully agreed with a
medical practitioner (DoH, 2002). Some nurses were
reliant on supplementary prescribing to prescribe
medication for their areas of practice as the drugs
they would commonly be working with were not
available for them to prescribe independently.

The extension of prescribing rights is not confined
to nurses. Pharmacist independent prescribers were
introduced in the UK in May 2006 and allied health
professionals (e.g chiropodists and physiotherapists)
are now training as supplementary prescribers
(DoH, 2006). Developments such as these are
gradually dismantling the traditional hierarchy of
healthcare provision and are not unique to the UK.

Although nurses have had extended prescribing
rights since 2003, there has been little research
conducted to consider how non-medical prescribing
differs from medical prescribing in terms of safety.
Much of the research looking at the implementation
of nurse prescribing has, necessarily, focussed on
community nurses (Luker, 1997; Courtenay &
Griffiths, 2004). However, nurses are now able to
prescribe across a wide range of healthcare settings,
from general services in large hospitals to commu-
nity teams in isolated rural communities. It is not
yet clear which environment is most appropriate for
prescribing practice, nor how these environments
differ in terms of enabling and supporting safe nusre
prescribing practice. Evidence from the US suggests
that some nurses have experienced difficulties in
coming to terms with the increased responsibility
of prescribing while nurses working in isolation
in community settings have particular concerns
(Running, 2006).

One criticism of healthcare policies is that they
are often conceived as part of an explicit agenda but
then implemented in a totally different context.
When defining the remit for nurses’ prescribing
practice, the onus is very much on nurses themselves
to outline their scope of practice and areas of
competence (Nursing and Midwifery Council
(NMC), 2006). This is relatively easy for those
who work in well-defined areas of nursing, however
nurses in less defined areas, such as mental health
nursing where clients are likely to report co-
morbidity, or learning disability nursing where there
are no standard evidence based drugs for the
treatment of a learning disability, will experience
more difficulty ascertaining their scope of practice.

Improving patient safety is a government priority
and the reduction of prescribing errors is of vital
importance (Royal, Smeaton, Avery, Hurwitz, &
Sheikh, 2006). Prescribing is now the most common
form of treatment in the NHS (Barber, Rawlins, &
Franklin, 2003) and the cost of drug errors is huge.
In the UK, the NHS pays out approximately £400
million a year for the settlement of clinical
negligence claims and medication errors have been
estimated to cost about £500 million a year in
addition to days spent in hospital (Audit Commis-
sion, 2001). Research suggests that in NHS hospi-
tals alone, adverse effects in which harm is caused to
patients occur in around 10% of admissions (DoH,
2000) and 10% of all untoward incidents reported in
hospitals were medication related (Hare, Davies, &
Shepherd, 2006). However, these figures are unlikely
to reflect the true extent of drug errors due to failure
to report and inconsistent reporting arrangements.
In addition to the financial cost, drug errors may
cause service users increased pain, disability and
psychological trauma while staff involved may
experience shame, guilt and depression (DoH,
2000). The reporting of iatrogenic injuries caused
by medicines are increasing and the establishment of
agencies such as the National Patient Safety
Agency, provide a unified system for the reporting
and investigating errors (Iedema et al., 2006). All of
these factors increase staff and consumer awareness
of safety as well as reducing adverse events.

Medication errors can be defined as a ‘discre-
pancy between the dose ordered and the dose
received’ (Thomsen & Schroeder, 2004). Most drug
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errors stem from a lack of accurate information
either about the drug itself or the patient (Audit
Commission, 2001; Lesar, 2002). Many healthcare
professionals continue to rely on experiential and
routinised behaviour, rather than research-based,
knowledge when making prescribing decisions
(Maynard, 1994; Prosser & Walley, 2006). Nirodi
and Mitchell (2002) conclude that carelessness and
illegibility are major causes of error. In a sample of
320 drug prescriptions written by medical staff for
elderly hospitalised patients they found that 20%
were illegible, one third contained missing informa-
tion and only 20 were error-free and legible. There
maybe tighter controls of medicines in hospitals
than elsewhere in the NHS, however, the conse-
quences of drug errors maybe more severe than in
the community (Prosser and Walley, 2006).

Approximately 80% of all NHS prescriptions are
written in primary care, and errors have been
estimated to occur in up to 11% of prescriptions
(Prosser & Walley, 2006; Sanders & Esmail, 2003).
Bradley, Taylor, and Blenkinsopp (1997) found that
48% of patients’ notes reviewed in primary care
were problematical in terms of how medicines were
recorded. Prescribers do not operate in isolation
and the responsibility for safety is shared across
organisations. Systems and team working mean that
no single individual can maintain safety and
although many approaches of clinical decision-
making exist it is imperative that all involved are
able to reach a collective decision to which they all
subscribe (Hutchins, 1995). Gherardi and Nicolini
(2002) agree that safety is not knowledge that can be
‘acquired’, but is a collective construction, a ‘doing’
within a system of social relations. Nonetheless,
much teaching in the workplace about ‘safe’
practices involves telling workers how to practise
safely (Gherardi & Nicolini, 2002).

Learning within organisations is a social process,
the goal of which is to discover what to do, when to
do it and how to do it according to routines, and
then to give a reasonable account of why it was
done in that way. Learning takes place among
others and through others (Gherardi & Nicolini,
2002) and safe prescribing should be acknowledged
as a group activity that does not rely solely on the
practice of individual prescribers. In the event of an
error, which is invariably the result of a systems
failure, the tendency is for individuals alone to be
held responsible (Dean, Schachter, Vincent, &
Barber, 2002). Merely focusing on individuals
does not get to the source of the problem and
where such approaches exist drug errors are likely to
re-occur.

The systematic reporting of ‘near misses’ is
crucial for organisations to understand how drug
errors occur. In the UK, incident reporting systems
are poorly developed and the reporting of ‘near
misses’ is almost non-existent (DoH, 2000). Phar-
macists often intervene to prevent prescribing
disasters, but information about the error is usually
given verbally to the prescriber with the clinical
team remaining unaware of it (Barber et al., 2003).
Pharmacist involvement in prescribing needs to be
more than just a ‘safety net’ otherwise some
prescribers will rely on pharmacists to check their
work, rather than adopting safety procedures
themselves (Dean et al., 2002).

The nursing profession has long been at the
forefront of the development and implementation of
processes aimed at preventing practice errors and
threats to service user safety (Johnstone & Kanitsa-
ki, 2006). Now that nurses are extending their
practice through prescribing, it is important to
investigate how safe they believe non-doctor pre-
scribing to be and how they make judgements about
their competency. An early evaluation of commu-
nity nurse prescribing in the UK found that some
nurses based their prescribing decisions principally
on experiential knowledge of the patient (Luker,
1997). This raises concerns about evidence-based

nurse prescribing. Whether nurses will remain up-
to-date with prescribing knowledge will depend to a
certain extent on the availability of continuing
professional development (CPD) which Latter
et al. (2004) see as cause for concern for nurse
prescribers.

Trainee nurse prescribers are heavily reliant on
supervision from doctors, a situation which runs the
risk of reinforcing the historically subservient role
of nurses at a time when they are seeking to become
autonomous practitioners. Prescribing has been
described as an experimental learning process
(Prosser & Walley, 2006) with prescribing decisions
contingent upon previous prescribing decisions.
They also contend that prescribers draw on multiple
forms of validation, including colleague opinion, to
inform their knowledge, manage uncertainty and to
solve specific treatment dilemmas. Prescribing deci-
sions are largely idiosyncratic, determined by an
awareness of local prescribing norms, knowledge of
service user history and the social context within
which the service user will be taking their medica-
tion. In a study conducted by Mayo and Duncan
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(2004), 68.3% of nurses could recall making
two–five drug-related errors during their careers,
at a time when nurses were responsible only for
administering medication. If nurses were committing
errors when they were focussing on the administra-
tion of medication, it is likely that they will also
commit errors when they prescribe.

The implementation of prescribing by trained
nurse prescribers has been lower than forecast in the
UK (McCann & Baker, 2002; Pearce, 2003). It may
be that the absence of a critical mass of nurse
prescribers, combined with lack of confidence and
fear of committing an error, is discouraging nurses
from using their prescriptive authority. Trainee
nurse prescribers do not feel confident that their
knowledge of pharmacology is sufficient to support
their prescribing practice (Skingsley, Bradley, &
Nolan, 2006). The new curriculum for nurse
training introduced in the UK in the late 1980s
removed much of the education about pharmacol-
ogy and therapeutics, signalling to nurses that
medication and understanding its impact were not
their professional concern (Barber et al., 2003).
However, just two decades later, nurses are being
encouraged to collaborate with medical teams,
undertake prescribing and assume full responsibility
for medication decisions. Inevitably, many of the
nurses now training to become prescribers recognise
that their previous education around therapeutics
and pharmacology was inadequate, leading to a lack
of confidence in their prescribing knowledge and
perceived ability to practise safely.

This paper outlines the experiences of a group of
recently qualified prescribers, focussing in particular
on the perceived safety of nurses’ prescribing pra-
ctice. It examines how they rate their competency to
prescribe, how safe they feel their prescribing
decisions are, and how safe they feel the non-doctor
prescribing initiative is in general. The paper
explores how nurse prescribers could be supported
in their prescribing practice, and how prescribing
competencies could be assessed and reviewed.

Method

This qualitative interview study is part of a large
3-year evaluation of non-doctor prescribing across
the West Midlands, UK. The project was granted
ethical permission to proceed by a Multi-centre
Research Ethics Committee. Qualified nurse pre-
scribers were identified from a large sample of
nurses who had been contacted during their training
courses at five universities. Permission to contact
qualified nurse prescribers was sought from the
organisations to which the trainee nurse prescribers
belonged. Permission was granted from 48 organi-
sations, with three organisations opting not to
participate. In the first phase of interviewing, a
letter of invitation to participate in a 1–1 interview
was sent to 93 qualified nurse prescribers and 35
nurses volunteered to participate. Due to difficulties
contacting nurses and scheduling interviews, it was
not possible to conduct interviews with all 35
volunteers, but 21 interviews were conducted from
this sample over a 6-month period. Interviews were
analysed to identify key themes of interest that
required further investigation and a further 43
invites to interview were sent out to nurses working
in specialty areas and workplace settings that
required further investigation and could inform
and challenge the emerging findings. The interview
schedule was amended at this stage to include
further questions about the safety of prescribing so
as to allow exploration of this theme in detail.
Analysis was conducted alongside the interviews,
and a further 10 interviews were conducted over a
3-month period. No more interviews were con-
ducted as there were no new themes emerging from
the data. Interviews were held in a location chosen
by the nurse prescriber and lasted between 30 and
90min. The interviews were conducted at least 7
months after the nurses had qualified as prescribers
to ensure that they would have had time to register
their qualification with the NMC.

All the nurses gave permission for the interviews
to be taped and fully transcribed. A semi-structured
interview schedule was used to help guide the
interviews. The interview schedule included ques-
tions about nurses’ experiences of prescribing, their
prescribing decision-making, their opinions about
the safety of prescribing and the future of prescrib-
ing. However, the interviews were essentially parti-
cipant-led to allow the discussion to be guided by
themes and issues deemed important by the
participant, rather than the researcher.

Interview data was analysed thematically using
principles of grounded theory (Glaser & Strauss,
1967; Richardson, 1996). Coding of the data began
line-by-line and initial concepts were recorded on
index cards. As analysis progressed, concepts were
compared and contrasted until it was possible to
group some concepts together to develop themes.
This process of data analysis continued until the
data was not felt to be adding any new material to
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the themes and the data could be described as
saturated.

Results

The nurse prescribers worked in a variety of
specialities and came from hospital, community and
general practice backgrounds (see Table 1). With
regards to their current prescribing practice, 23 of
the nurses (74%) had prescribed medication since
qualifying as a prescriber and eight nurses had not.

Three prominent themes from the analysis were
titled ‘safety’, ‘becoming confident and competent’
and ‘support’. These themes are outlined and
discussed below.

Safety

The safety of non-medical prescribing was a
prominent theme throughout the interviews. Nurse
prescribing was felt to be safer than the prescribing
‘by proxy’ that many nurses engaged in prior to
qualifying as prescribers. The novelty of prescribing
for many of the nurses was felt to encourage caution
and promote safe practice:

My sense about nurse prescribing is it is very safe
at the moment, because it’s so very new [I12;
prescribing; general practice].

Nurses on the whole were regarded as careful in
their prescribing practice, perhaps more so than
some doctors:

I think it can be safer than any other medical
prescribing, again because it’s that feeling,
medics can be far too blasé about it [I28;
prescribing; hospital].

Nurses working in hospitals felt that although
senior doctors and consultants tended to be safe
prescribers, they had concerns about the prescribing
Table 1

Workplaces and specialty areas

Acute care (N ¼ 14) Community (N ¼ 17)

Diabetes 5 Mental health 10

Cardiology 2 Learning disability 2

Pain 1 Dermatology 1

Respiratory disease 3 Practice nursing 4

Oncology 1

Gastroenterology 1

Parkinsons’ disease 1
safety of junior doctors and registrars, who were
also relatively new to prescribing. There was a
notion that these new prescribers would be less
cautious than nurses with respect to their new
prescribing roles.

The safety of nurse prescribing was felt to
begin with the selection of nurses for the prescri-
bing course itself. Only nurses with a certain
level of experience [e.g. F or G grades] were
felt to be appropriate for acceptance onto the
prescribing courses. Nurses thought that they were
capable of being safe prescribers as they were
experienced in their specialty areas and had
established long-term relationships with many of
their service users:

I know my patients very well, you get to know
them very well because you tend to see them on a
regular basis until hopefully you’ve achieved
something. I just think there’s a little bit more
thought goes into what might be prescribed for
them [I30; prescribing; hospital].

Despite this, the nurses were aware that anybody,
no matter how educated, could become a dangerous
prescriber:

ylook at the issues with Shipmanythey were
very experienced, I’m sure they’d done courses,
so yes people can still be dangerous [I18;
prescribing; hospital].

Regular audits were recommended to help
ensure that prescribing remains safe and that ser-
vice users continue to be happy with nurse
prescribing. Some employers were already invo-
lved in monitoring nurse prescribing activity as a
means of checking safety. There was also a feeling
that having a critical mass of nurse prescribers
within an organisation would increase their safety
by encouraging more discussion around prescribing
issues.

Nurses felt that they must be acutely aware of
their accountability and scope of practice in order to
sustain safety in prescribing:

I think it’s very safe as long as you’re working
within your scope of practicey . It can be very
unsafe if you’re not and you don’t keep yourself
up-to-date or prescribe outside your scope of
practice [I24; prescribing; general practice].

Some nurses felt that it was important to be
restricted to certain medical conditions rather than
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allowing nurses to access drugs from the whole of
the BNF:

I think people should be specialised in a
particular role and have access to those medica-
tions but not as a nurse, not to the whole
Formulary [I20; not prescribing; community].

They also felt that they were individually respon-
sible for keeping themselves up-to-date if they were
to maintain safe prescribing practice:

Keeping up-to-date [to remain safe]. Being aware
of any changes in the pharmaceutical side of
things. Knowing the patient [I25; prescribing;
general practice].

There were felt to be specific issues around
supplementary prescribing and safety. The clinical
management plan (CMP) was thought to be a useful
tool to assure safety provided the plan had been
discussed, received full agreement from, and been
signed by, the medical prescriber:

If the nurse has actually gone through discus-
sions while [the CMP] is being drawn up and
she’s taken an active role in drawing it up, then I
feel that the issues of safety would be covered
[I25; prescribing; general practice].

the CMP is even safer because you’ve got two
signatures on the document [I23; prescribing;
hospital].

Indeed, some nurses felt they would continue to
use a CMP even once they were able to prescribe the
necessary medication independently. However, one
nurse had concerns that allowing nurses full access
to medication within the BNF would be unsafe,
even as a supplementary prescriber:

I think that supplementary prescribing could be
unsafe because of the larger group of drugs that
you’ve got to choose from [I24; prescribing;
general practice].

Other nurses disagreed with this viewpoint feeling
that giving nurses more scope for their prescribing
practice would encourage them to be even more
aware of their own limitations careful not to ‘over
step the mark’. Indeed, one nurse felt that restricting
independent access to medication caused a feeling
that nurses were not really going to be prescribing
anything that could be too dangerous:

I’m not using that [independent nurse prescrib-
ing] really, and for what I’d use it for there’s
nothing too dangerous out there [I23; prescrib-
ing; hospital].

Nurses felt that pharmacists had a clear role in
checking nurses’ prescriptions

I did do one wrong dosage, we have a pharmacy
next door, I did a children’s dose for an adult for
something and [the pharmacist] next door who I
used a lot when I was training, he phoned me up
and said ‘you need to rewrite it’y[I12; prescrib-
ing; general practice].

The involvement of pharmacists was reassuring for
nurses as they knew there was somebody checking
their prescriptions before they were dispensed.

Having a mentor available to check any clinical
decisions was also felt to be another method of
assuring safety. It was recognised that there was a
clear role for multi-disciplinary collaboration in
terms of maintaining prescribing safety, particularly
with pharmacists

I think it’s possibly good relations with the
pharmacist, obviously so that they are aware of
you and your limitations and that you know if
there is anything that’s not been prescribed
appropriately [I21; prescribing; community].

Becoming competent and confident

The nurses did not see the course as full
preparation for prescribing, instead they viewed
completion of the course as a starting point that
would be added to in practice:

I don’t think [the course] could address every
specialties needs in that sense, I think that they
just have to give you the base knowledge and
then you have to go away and sort of add to it
yourself [I3; not prescribing; community].

Confidence was seen as something that would
grow alongside prescribing practice:

..[prescribing] will get easier as you get used to
doing it, at the moment I still have to think about
it so, eventually I’ll just get used to doing it [I9;
prescribing; community]

In one case, attending the course itself caused one
nurse to realise just how much they did not know
about prescribing:

..it’s almost the more you find out, the more you
realise what you don’t know or what you still
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need to know, it’s that sort of ongoing voyage
really isn’t ity [I13; prescribing; community].

Some nurses may like to spend time familiarising
themselves with certain medicines and developing
their competence before extending their prescribing
practice:

yI’ve tried to focus on those few [drugs] so I’ve
become familiar with those medications and I feel
almost comfortable with my knowledge of those
medications, I don’t think it would be a good
idea as a new prescriber to prescribe across the
whole range [I 1; prescribing; community].

Competency could be further encouraged
through liaison with other nurse prescribers:

..say I was doing a nurse-led clinic and somebody
came with yscabiesy I would feel competent to
be able to prescribe appropriately for that and
constipation as well, again because we’ve got a
constipation specialist nurse I would probably
liaise and say, or ask, what would be the
appropriate medicationy [I6; prescribing;
hospital].

Becoming competent and keeping within their
competency is something that nurses are very
concerned with:

ythe worry often is keeping within your
competencies, because the temptation is, because
I can prescribe it and you might think ‘oh it
won’t matter’ but ‘no I won’t’ and so that is an
area because you do want to do the best for your
patient but you have to step back and say ‘hang
on if I do do this am I competent in what I’m
doing?’ [I12; prescribing; general practice].

Nurses choose to prescribe in areas in which they
are confident and have already developed a good
working knowledge of relevant medicines. However,
concerns were voiced about the potential for nurses
to become too confident and over-estimate their
competence in prescribing:

My own opinion would be that people may be
extending themselves further than what their
actual capabilities and their competencies. It
could be over enthusiasm but it’s also I
thinkymaybe people think they are more
competent than they are really [I20; not prescrib-
ing; community].
Although nurses must become confident practi-
tioners, they must be aware that they don’t become
over-confident and make mistakes:

yyou could be confident without having the
training, but you can be too confident and there
lies the mistakes, you’ve got to have that knowl-
edge first [I5; prescribing; community].

Nurses felt they were responsible for ascertaining
their own level of competency when making a
prescribing decision. For nurses working within
very well-defined specialty areas (e.g. pain), compe-
tency is not a prominent issue as nurses are very
familiar with, and knowledgeable about, the drugs
being prescribed:

I’m quite fortunate because acute pain is quite a
well defined area and I don’t step outside that. I
will not be prescribing the morning after pill!
[I14; prescribing; hospital].

In other, less well defined, areas of nursing (e.g.
learning disability nursing) nurses feel more con-
cerned about their competence, in particular
whether they will ever need to independently
prescribe items for co-existing conditions:

I certainly wouldn’t want to diagnose and treat
any other minor ailments, with my general, just
general knowledge really because that’s all it
would be, it wouldn’t be a professional judge-
ment [I11; prescribing; community].

There was a feeling that nurses should not
prescribe in these circumstances, at least not with-
out support from other clinicians:

..if it starts to get more complicated, then I do
need the back up of a more experienced
clinicianybecause I don’t think I’ve necessarily
got that competency, when you look at the
medication and physical health and things like
thaty[I7; prescribing; community].

Continued professional development (CPD) is
seen as important in helping nurses to achieve, and
then maintain, their competence. Nurses felt that
they would need to receive education and experience
in any new area of prescribing practice before
feeling competent to prescribe in that area:

yif you said to me ‘go to work in a clinic where
you can prescribe the morning after pill’, I’d say
‘I need to have a, b, c and d in terms of
education’, if a certain remit comes and until I’ve
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had that education, I wouldn’t prescribe’ [I18;
prescribing; hospital].

Support

Nurses described how their prescribing training
had increased their confidence to discuss and debate
medicines with doctors:

I’ve found that I’m able to say to them [doctors]
are you choosing that because of....? Or, do you
think that we might be better withy? [I4;
prescribing; community].

It’s really useful to have the knowledge available
and also, to question things. Because what is
actually happening here? What is it supposed to
be doing for the individual? Its nice to see the
Consultant we have here now, he’s actually
starting to look at the treatment of problems
in very different ways [I22; not prescribing;
hospital].

However, a few doctors were perceived as being
threatened by this change in role and this could
prevent nurses from utilising their prescribing skills
fully:

I’m not quite sure what his perception is [of nurse
prescribing] but he would certainly feel threa-
tened by it [I3; not prescribing; community].

The effectiveness of nurse prescribing was felt to
be dependent, to some extent, on the availability of
support from medical staff. Support from experi-
enced prescribers was particularly important for
unpicking prescribing decisions:

Listening to y an experienced prescriber explain
how they come to their decisions from somebody
sitting in front of them and giving them their
problems and their diagnosis to how they get,
work through that and how they make their
decisions, what drugs they usey[I2; prescribing;
community].

Doctors were also recognised as an educational
resource, with some doctors sharing literature to
help nurses keep up-to-date. Indeed, discussion
about prescribing decisions with consultant collea-
gues was regarded as a type of ‘safety net’ for the
nurse:

.ywe get the consultant involved, but we always
discuss cases with them anyway even if they’re
not involved y so that’s like the ‘safety net’ if
you like, it’s been discussed [I5; prescribing;
community].

Working within a hospital setting, nurses were
able to readily access team members for advice and
having direct access to consultants or the junior
house officers was felt to be supportive with regards
to prescribing practice:

ysay a GP or a patient rang up with a query and
we weren’t sure what needed to be done then
we’ve got direct access to the Consultants or the
Junior House Officer. So we’re well supported
[I16; prescribing; hospital].

Pharmacy departments were also acknowledged
as a great resource for advice and queries about
prescribing:

yat work if I have any queries we’ve got a
fantastic pharmacist who is very supportive. I use
him as a brilliant resource [I15; prescribing;
hospital].

I think the greatest support here is actually
pharmacy [I14; prescribing; hospital].

In GP surgeries, nurses described how accessing
IT prescribing systems could help them to check
prescriptions were accurate, with the systems alert-
ing them to either spelling or dosing errors:

I always copy it off the therapy screeny . Before
I do my hand written prescription, so that I can
make sure that I’ve got the spelling right, and the
dosage of course, because it will bring up alerts,
and patients allergies or interactionsy [I12;
prescribing; community].

These systems were not available to those nurses
prescribing in the community as they were produ-
cing prescriptions within patients’ homes.

Discussion

It is important to note that this study was
conducted before amendments to legislation per-
mitted nurses to prescribe medicines from the entire
BNF for any medical condition within their clinical
competence. However, many of the issues that are
discussed by the nurses who participated in the
study around perceived safety and competence to
prescribe are still relevant in the new prescribing
climate.

Participants were cautious about their new
prescribing authority, just as the nursing profession
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itself has been cautious in approaching prescribing.
In the UK, fewer nurses than expected have opted
to train as prescribers, and not all who have trained
have started writing prescriptions. This may reflect a
feeling amongst nurses in general that they are not
ready to take on the responsibility of prescribing.
While most of the nurses in the study described
working alongside colleagues who were supportive
of their new prescribing role, this was by no means
always the case. In some instances, medical collea-
gues had resisted any collaboration with non-
medical prescribers, therefore the decision not to
prescribe did not lay solely with the nurse.

The novelty of prescribing would appear to be
making nurses cautious in their prescribing practice.
Similar to nurse prescribers in the US (Running,
2006), these study participants felt strongly the
increased accountability and responsibility involved
in writing prescriptions. They were mindful of
prescribing only those drugs they were familiar
with, so would be unlikely to extend their prescrib-
ing practice to utilise the entire BNF, despite the
fact that it has now been ‘opened up’ to nurses.
However, there is still a fear that with experience
nurse prescribers might become over confident and
start making mistakes (Mayo & Duncan, 2004).
Complacency is to be avoided at all costs, particu-
larly if it leads nurses to stretch their prescribing
activity beyond their scope of practice.

Knowledge and experience are vital for safe
prescribing practice and, as with previous samples
of nurse prescribers (Latter et al., 2004), the nurses
in this study described a need to engage in CPD as a
means of maintaining their prescribing knowledge.
Formal learning opportunities are less accessible in
a financially constrained health service, so it is
reassuring to see that nurses find multi-disciplinary
collaboration in practice to be a useful learning tool.
Opportunities for collaboration with non-doctor
prescribing colleagues are likely to be enhanced as
new groups of healthcare professionals become
prescribers, although vigilance will need to be
exercised in the future in circumstances where allied
health professionals work in isolation, i.e. private
practice. The nurse prescribers interviewed for this
study did not strive to work as completely
autonomous practitioners. They valued opportu-
nities to discuss their prescribing decisions with
doctors and other prescribing colleagues. This is a
positive finding in relation to collaborative working
in healthcare in the UK. While many practitioners
embark on the prescribing course with the desire to
work more autonomously (Bradley, Campbell, &
Nolan, 2005) this should not translate into nurses
working alone.

For nurses, the move towards prescribing en-
courages them to move from a subservient relation-
ship with doctors towards one of collaboration. The
majority of nurses in this study felt that their
prescribing qualification had empowered them to
discuss medication with doctors and question them
about how they made prescribing decisions. Medical
teams could be encouraged to formalise their
support for nurse prescribing by continuing the
supportive relationships that were established dur-
ing prescribing training via the mentoring scheme.
This would encourage further discussion of specific
prescribing decisions and support clinical effective-
ness and safety. There is also a clear case for
increasing the role of the pharmacy department in
mentoring and supporting nurse prescribers. Phar-
macists should not find themselves becoming
involved with non-doctor prescribing only when a
‘near miss’, or prescribing error, is identified (Barber
et al., 2003). Multi-disciplinary CPD sessions for
prescribing professionals could encourage colla-
boration across teams, whilst providing nurses with
a source of information to keep their prescribing
information up-to-date.

It is of note that eight of the nurses who
participated in the study had not yet prescribed. This
reflects the national picture where nurses have not
embraced prescribing as originally hoped (Pearce,
2003). It may be that this signifies caution rather than
doubts about non-medical prescribing itself. There
was a feeling among these nurses that confidence and
competence grow with prescribing practice. However,
nurses who are reluctant to start prescribing are likely
to feel less confident and competent as time passes by
(Luker, Hogg, Austin, Ferguson, & Smith, 1998).
Consideration needs to be given as to how to support
nurses when they first qualify as prescribers so that
they feel safe in initiating their prescribing practice as
soon as possible.

None of the nurses reported any concern that
there would be an increase in wasted drugs or repeat
ordering as a consequence of there being more
prescribers. Indeed, anecdotal evidence from com-
munity nurses working across the geographical
region in which these nurses work suggests that
the non-doctor prescribing role reduces waste and
repeat orders. Community nurses talking to service
users about their prescriptions at home may have
the opportunity to assess their current stores of



ARTICLE IN PRESS
E. Bradley et al. / Social Science & Medicine 65 (2007) 599–609608
medicines and avoid writing repeat prescriptions if
medicines are already available and in date.

Training courses currently recommend that
nurses put together their own formulary from which
they will prescribe. The content of this will depend
entirely on the expertise and knowledge of each
individual nurse. Healthcare organisations intro-
duce formularies in order to manage the costs of
prescription medicines (Simon, Psaty, & Hrachovec,
2005) yet studies have suggested that restrictive
formularies are associated with higher overall
healthcare costs, may reduce adherence, limit access
to new treatments (Glassman et al., 2001) and
restrict one-to-one decision making with clients
(Simon et al., 2005). Practitioners’ personal for-
mularies are rarely discussed or reviewed (Carthy,
Harvey, Brawn, & Watkins, 2000; Robertson,
Fryer, O’Connell, Smith, & Henry, 2001).

The purpose of asking non-medical prescribers to
outline their personal formularies is to assist them in
identifying which conditions and diagnoses they will
be happy to prescribe for. They can discuss their
formularies with mentors and other medical collea-
gues. Whilst nurses are building up their confidence
in prescribing, an individual formulary could help
them to define their scope of practice to clients and
colleagues. For those nurses who may be working in
isolation in community settings, such a formulary
could prevent competencies being stretched.

One limitation of the study is the absence of any
exploration of specific incidents or ‘near misses’.
Instead, the study chose to focus on issues of
support to encourage safety, thereby providing
insights into the prevention of errors. Participants
felt that pharmacists had a clear role to play in
checking prescriptions for drug errors. However,
studies looking at the documentation of ‘near
misses’ note that correspondence about errors with
prescribers is not filed (Barber et al., 2003). If the
safety of nurse prescribing is to be accurately
assessed, it is vital that a system of recording ‘near
misses’ is established that is non-threatening to
nurses and operates within a no-blame culture. In
this study, nurses were encouraged to reflect on their
newly initiated prescribing practice and consider
how their roles had changed since they qualified as
prescribers. The fact that interviewers were inde-
pendent of the environment within which these
nurses were working meant that the new prescribers
had an opportunity to discuss in detail how they felt
about their practice without being afraid that
findings would be reported back to their employers.
Conclusions

Nurses who have engaged with the non-doctor
prescribing initiative feel an enhanced sense of
accountability and responsibility. Such feelings,
coupled with the absence of a critical mass of nurse
prescribers within individual organisations, encou-
rage nurses to be cautious in their prescribing
practice. Competency and confidence are recognised
as developing through practice, and nurses would
benefit from extra support to help them to initiate
prescribing practice when they first qualify. New
nurse prescribers are mindful that they limit their
practice to their areas of expertise, keeping within
their scope of practice. It might be beneficial for
nurses’ working in broad clinical areas to use an
individual formulary drawn up during prescribing
training, and added to as prescribing practice
develops.

The inclusion of nurse prescribers within teams
promotes an environment whereby nurses and
doctors can discuss and question prescribing deci-
sions. The relationships that many nurse prescribers
share with their service users, their caution around
prescribing, and willingness to discuss prescribing
decisions with their peers should encourage an
environment within which prescribing can be
critiqued and evaluated. It is important to consider,
however, that discussion of medicines between
doctor and nurse prescribers at this stage may be
more about negotiating professional turf than
reaching a prescribing-decision. Despite that,
critique could have a role in encouraging safer
prescribing practice across the healthcare disci-
plines, providing a ‘safety net’ for prescribers, but
also encouraging prescribers to consider which
factors encourage service users satisfaction and
concordance. Protected time for CPD and sched-
uled workshops would provide a formal environ-
ment for this discussion, encouraging all prescribers
to remain competent and confident practitioners.

It is notable that we are viewing nurse prescribing
in the early stages of the initiative and there is no
guarantee that this picture will continue. It may well
be the case that when nurses are required to see far
more service users than they currently do, pressure
of work may affect their prescribing decision-
making. Future research should focus on the impact
that increasing workload has on nurses’ prescribing
decision-making and also concentrate on any
emerging benefits of non-medical prescribing, parti-
cularly from service users themselves.
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