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ABSTRACT

Objectives To support workforce deficits and rising
demand for medicines, independent prescribing (IP)

by nurses, pharmacists and allied health professionals
is a key component of workforce transformation in

UK healthcare. This systematic review of qualitative
research studies used a thematic synthesis approach
to explore stakeholders’ views on IP in primary care
and identify barriers and facilitators influencing
implementation.

Setting UK primary/community care.

Participants Inclusion criteria were UK qualitative studies
of any design, published in the English language. Six
electronic databases were searched between January
2010 and September 2021, supplemented by reference
list searching. Papers were screened, selected and quality-
appraised using the Quality Assessment Tool for Studies
with Diverse Designs. Study data were extracted to a
bespoke table and two reviewers used NVivo software

to code study findings. An inductive thematic synthesis
was undertaken to identify descriptive themes and
interpret these into higher order analytical themes. The
Diffusion of Innovations and Consolidated Framework
for Implementation Research were guiding theoretical
anchors.

Primary and secondary outcome measures N/A.
Results Twenty-three articles addressing nurse,
pharmacist and physiotherapist IP were included.
Synthesis identified barriers and facilitators in four key
stages of implementation: (1) ‘Preparation’, (2) ‘Training’,
(3) “Transition” and 4) ‘Sustainment’. Enhancement,
substitution and role-specific implementation models
reflected three main ways that the IP role was used in
primary care.

Conclusions In order to address global deficits, there is
increasing need to optimise use of IP capability. Although
the number of independent prescribers continues to grow,
numerous barriers to implementation persist. A more
coordinated and targeted approach is key to overcoming
barriers identified in the four stages of implementation and
would help ensure that IP is recognised as an effective
approach to help alleviate workforce shortfalls in the UK,
and around the world.

PROSPERO registration number CRD42019124400.

,! Melaine Coward," Nicola Carey?

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Adopting a qualitative synthesis facilitated contex-
tual understanding into the implementation of non-
medical independent prescribing (IP) in primary care
settings in the UK.

= Higher order analytical themes were identified that
offer in-depth interpretation of non-medical IP im-
plementation in UK primary care.

= The theoretical lens improved understanding of the
generalisability of factors known to facilitate non-
medical IP in UK primary care.

= Grey literature was excluded from the synthesis.

INTRODUCTION

Equitable access to primary care improves
health outcomes, lowers costs and enhances
patient experience.' * Global workforce defi-
cits®” and the rising prevalence of long-term
conditions,6 7 multimorbidityg_10 and COVID-
19" have severely threatened primary care
sustainability."*"* Medicines use in global
priorities including diabetes and cardiovas-
cular diseases is increasing, with worldwide
drug therapy days rising in 2019 to 1.8tril-
lion and an average of 234 days per person/
year.'® With one in four adults in UK primary
care taking five or more medicines daily,17
the workforce implications for meeting
prescribing needs are profound.

Mobilising primary care to improve work-
force and service sustainability is a global
challenge.” '® As in other countries,' *
primary care in the four devolved UK nations
(ie, England, Scotland, Wales and Northern
Ireland) has undergone significant restruc-
turing and reorganisation.”’** In England,
for example, the 2019 National Health
Service (NHS) long-term plan amalgam-
ated general practitioner (GP) practices
into primary care networks (PCN), covering
populations of 30 000-50 000.” Pooling
resources to achieve government targets™
with the promise of extra non-medical staff
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(eg, advanced/specialist clinical pharmacists, dieticians,
paramedics and physiotherapists), PCNs were expected
to offer additional hours within broader service options.”’
While the impact of the new 2021/2022 Health and Care
Bill on primary care workforce transformation in England
remains uncertain,28 the diverse skills of the non-medical
advanced practice workforce including prescribing capa-
bility are likely to remain important for addressing UK
primary care prescribing and medicines optimisation
needs.”™!

In line with global movements to enhance the skills of
non-medical healthcare professionals, over 90000 UK
nurses, pharmacists, optometrists, radiographers, phys-
iotherapists, podiatrists, dieticians and paramedics™
under serial legislative changes™ ™ and with accredited
additional training® ™ are authorised to prescribe using
supplementary and/or independent forms. Although UK
legislation restricts dieticians and diagnostic radiogra-
phers to supplementary prescribing, as reported by profes-
sions with dual supplementary/independent prescribing
(IP) rights (eg, nurses, pharmacists, physiotherapists,
podiatrists) IP is more workable* *' and has largely
superseded supplementary prescribing in many UK non-
doctor led primary and community care services.**™**
Enabling the autonomous initial assessment and ongoing
management of patient prescribing and medicines opti-
misation needs, IP increases practitioner autonomy/
expertise,” ¥*7 enhances clinical outcomes compared
with doctorled care® and results in high service-user
satisfaction.” Across contemporary primary care settings
in the UK and internationally IP is an increasingly essen-
tial component of service re-design.* **=*

Despite its many benefits, the UK adoption rates for IP
vary,” *° with medical opposition to prescribing roles,” **
training course drop-out,*® delayed prescribing onset™ *
and role underuse reported.”’™* Difficulties with imple-
mentation are frequently cited.*” ** % %7 Several
UK® % and international systematic®® """ and literature
reviews,” ™ have focused on implementation barriers
and/or facilitators. However, these have been profession-
specific,” "™ have included international models with
varying legislative/jurisdictional levels of prescribing
autonomy”! " and/or have addressed prescribing in
heterogenous care settings.”* ® % 7 None have synthe-
sised qualitative studies in all IP eligible professions in UK
primary care. Considering IP enhances workforce skills
and builds capacity for service redesign and improved
sustainability,™® " identifying and understanding the
challenges to its implementation is ever pressing.” ™

Aim

This qualitative meta-synthesis aimed to identify barriers
and facilitators that influence implementation of IP in
UK primary care.

Theoretical perspective
This review is broadly informed by the Diffusion of Inno-
vations theory® ® and the Consolidated Framework for

Implementation Research®® which provided theoretical

anchors for identifying contextual factors likely to influ-
ence implementation.***’

METHODS

This qualitative meta-synthesis is reported following the
Enhancing transparency in reporting the synthesis of
qualitative research (ENTREQ) guidelines” which incor-
porates elements of the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) state-
ment.”! Thematic qualitative meta-synthesis’> ** permits
synthesis of context-embodied research and is a suitable
method for identifying factors influencing implementa-
tion.”™® The review was registered in PROSPERO."”

Search strategy

A systematic search of UK literature on primary and
community care IP was undertaken in January 2021
and updated in September 2021. Barriers/facilitators
to healthcare innovations are conceptually well estab-
lished™ ' and thus grey literature was excluded. Search
terms were developed according to the Sample, Phenom-
enon of Interest, Design, Evaluation, Research Type
(SPIDER) tool'” and tested based on truncations of words
related to prescribing, community/primary care and UK
non-medical healthcare professions with IP authority (eg,
nurses, pharmacists, optometrists, physiotherapists, podi-
atrists, paramedics and radiographers). Wild card and
Boolean Search Operators were used. Qualitative search
terms were not included'* 105; all citations were screened
for qualitative methodology. Search strings (see online
supplemental file 1 examples) were adapted for six elec-
tronic databases (EBSCO - MEDLINE, CINAHL, OVID
— Embase, ProQuest - British Nursing Index, Nursing
& Allied Health, Web of Science). The 2010 inception
search date reflected major UK coalition governmental
change and the introduction of landmark legislative
reforms' """ that decentralised UK primary/community
care commissioning.''’ Inclusion criteria applied to study
selection are shown in table 1. Retrieved citations were
downloaded to EndNote V.X9 and duplicates removed.

Screening and eligibility

Two reviewers (JE and NC) independently assessed all
titles and abstracts against the inclusion criteria and the
full-text versions of papers deemed potentially relevant
were obtained and reviewed. Papers found not to meet
the criteria during screening were excluded with reasons
recorded as shown in the PRISMA table (figure 1).
Reference list hand searching supplemented database
searching.

Quality assessment

In keeping with the scope of a qualitative meta-
synthesis,111 112 studies were not excluded on the basis
of quality assessment.”” ¥ Methodological appraisal
of individual papers was undertaken using the Quality
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Table 1 Inclusion and exclusion criteria

Inclusion criteria

Exclusion criteria

» Primary research conducted in the UK (England, Scotland,
Northern Ireland and/or Wales).

» Studies employing participatory and/or non-participatory
data collection methods within any qualitative, quantitative
or mixed methods design.

» Studies addressing IP by legislated non-doctor healthcare
professionals.

» Studies addressing primary/community care IP.

» Studies presenting empirical evidence of barriers and/or
facilitators to IP implementation.

» Studies addressing non-context specific educational
programmes for non-medical IP.

» Peer reviewed, full-text articles published between 01
January 2010 and 30 September 2021 in the English
language.

IP, independent prescribing.

Assessment Tool for Studies with Diverse Designs
(QATSDD),114 which has demonstrated validity and
test-retest reliability for assessing the reporting and
methodological transparency of diverse study designs.'”
The tool uses a 4-point scoring system for assessment of
qualitative studies (14 questions) and mixed methods
studies (16 questions), resulting in total possible scores
of 42 and 48, respectively.''* Scoring was undertaken by
one reviewer (JE) and any uncertainties were discussed
and resolved with a second reviewer (NC). Online supple-
mental file 2 provides a detailed breakdown of questions
and the grading of study manuscripts.

Data extraction

Study data were extracted by one author (JE) to a bespoke
table adapted from recommended templates.116 This
collated contextual and methodological information,
data on barriers and/or facilitators and main findings
and was piloted on five index studies to ensure consis-
tency and usability. Data extraction was recursive and
involved repeated review/update between ensuing anal-
ysis stages.117

Data analysis and synthesis

The aim of thematic analysis was to develop a coherent
synthesis of barriers and facilitators that influenced IP
across stages of the implementation continuum.'®"'?
Data analysis followed a four stage, iterative process
described by Thomas and Harden'?' (table 2). Quali-
tative ‘data’ referred to participant quotations, (sub)
themes, explanations, hypotheses or new theory, obser-
vational excerpts and author interpretations.'* Barriers
were defined as ‘any obstacle (material or immaterial)
impeding adoption, implementation and/or sustain-
ability of IP"'* ** and facilitators were defined as ‘any

» International/UK literature reviews, meta-analyses or meta-
synthesis and/or grey literature.

» Quantitative studies not employing qualitative data
collection methods.

» Studies addressing supplementary, dependent and/or
collaborative models of prescribing.

» Studies addressing secondary care and/or mixed primary
and secondary care IP.

obstacle (material or immaterial) enhancing adoption,
implementation and/or sustainability of TP’.'** '**

Rigour within the analytical process

To ensure analytical rigour, two independent reviewers
(JE and NC) initially performed inductive line-by-line
data coding from five highest quality index papers (stage
2). Each reviewer produced sets of open data codes which
were compared and discussed. If different codes and/or
different interpretations were assigned to a concept, these
were discussed and revised. Disagreements were resolved
by a third reviewer (MC). Data codes were subsequently
grouped into descriptive themes, creating a codebook for
application to all papers (stage 3). To identify possible
contradictory cases and clarify thematic commonali-
ties within studies,'® a matrix of participant quotes was
charted to constituent themes (see online supplemental
file 3).'%

Patient and public involvement

The review was conducted as part of a PhD exploring
paramedic IP in UK primary care, for which a University
service user/carers group was instrumental in informing
study design and methods. However, as the systematic
review focused on implementation challenges and not
patientrelated outcomes, the group was not involved in
design or conduct.

RESULTS
Out of 5365 original articles identified 23 met inclusion
criteria' 271 (see figure 1, PRISMA table).

Study characteristics and quality assessment
Table 3summariesthestudycharacteristicsand qualityassess-
ment scores of included articles. Studies were undertaken
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Figure 1

Preferred Reporting ltems for Systematic Reviews and Meta-Analyses depicting study selection, screening, eligibility

for inclusion and synthesis (adapted from Page et al).?' IP, independent prescribing; NMP, non-medical prescribing.

. 129132 133 136 138 140 141 143 146-150 1271928130139
in England, 20132 %0 8cotland'? 12

or across devolved UK nations.'?! 119 14214 The repre-
sentation of independent prescribers from Wales'*' '**
and Northern Ireland'** '** was limited. Sixteen studies
used qualitative methods,127 180 181133 135-140 144-150 3o 11sed
mixed methods'® '# 192 B4 112 55d one employed a
qualitative survey.'*

Fifteen studies addressed
127-129 132-134 136-140 143 146 148 150
1P, 2 2 seven

nurse
included

1130 131 135 142 144 147 149
pharmacists 7 and one study focused

on physiotherapists.'*" Where indicated, studies were
3315713 -
conducted pre-2011,'28 120133 BTIMSIAT49 b (yeen 2011
51
915127130 132134 145 U6 150 (| eove o 0] 6-9()]9, 131135 142 144

All  studies reported results from  primary
care IP  implementation; in  general  prac-
tice,lgb_138 143 community domiciliary/residential

132139140 142 144146 150 . .
care'” b ”" ormixed general practice/commu-

. c e 127-131 133135 141 147 T48 . .
nity settings.'*’ 7 Participants included
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Table 2 Stages of analysis

Stage 1 In-depth reading and familiarisation with individual

papers, data extraction.

Inductive line-by-line coding of highest quality,
index papers (n=5) to develop a set of ‘open
codes’ by two independent reviewers (JE and NC).

Stage 2

Stage 3 Codes discussed/agreed, grouped into descriptive

themes using NVivo'®; codebook applied to all
papers, and expanded/modified by identifying new
codes/themes and/or merging/renaming existing

codes/themes.'®°

Descriptive themes organised into higher order
analytical themes and matrix charted with
corresponding indicative quotes.

Stage 4

130 132 134-137 139 140 146 147 149 150

141 143 nurse non-

ff, 127-129

nurse/pharmacist prescribers,
nurse/physiotherapist non-prescribers,
medical prescriber trainees and educational sta
service-users'™ 1+ 138 14 q  multidisciplinary  team

142 144 149 150 : C e 127-129
members.'* % Studies explored training,'*’™"?
130 136 137 139 146 149 .

IP  roles, patient  accep-
133 138 148 y - S
tance, rescribing/medicines optimisation prac-

131 132 134 140 141 150 . . Pt
2 implementation feasibility'* and

135 143 144 147

tices,
barriers and/or facilitators.
The methodological quality of included studies
(see table 3 summary) was average, with a QATSDD
mean score 25 (range 13-36), mainly due to seven low
scoring studies.”®® 72 ¥4 1 Common  methodolog-
ical weaknesses were: lack of explicit theoretical frame-
work,130 132137138 140 143 limited/absent rationale for choice
of analytical methods'’ ¥ #7101 a1 d Jack of reliability
assessment for analytical processes.'* #2157 14014 N e th od-
ological strengths of higherscoring studies were: statement
ofaims/objectivesinmain bodyofreport,' #3171 134135141145150
description of datacollection procedures' 23131 195141 144145147
and fit between research question and method of anal-
ysis, 128 134135 141 144 145 147 150 Noaply seudies providing
richer contextual descriptions,131 135 144 146 147 150 and/
or using implementation theory'” '**
and/or facilitators in greater depth.

explored barriers

Identification of barriers and facilitators and key stages of

implementation

Implementation of IP in primary care was found to be

complex and influenced by a myriad of organisational

service, team and individual stakeholder level barriers

and facilitators. Informed by descriptive/data themes,

these fell into four major analytical themes, each of which

is presented as a key stage in the implementation process

as follows:

1. Analytical theme 1: Preparation—organisational readi-
ness for implementation

2. Analytical theme 2: Training—optimising practitioner
readiness for IP

3. Analytical theme 3: Transition—ensuring early pre-
scribing support

4. Analytical theme 4: Sustainment—maximising and de-
veloping IP.

Table 4 provides an overview of analytical themes,
associated descriptive/data themes and summative find-
ings. Examples of indicative quotations making up these
themes are presented in online supplemental file 3.
Factors presented within themes acted as barriers and/
or facilitators to implementation, for example, poor
managerial support was a barrier, while proactive mana-
gerial support and leadership facilitated implementation.
It is acknowledged that barriers and facilitators overlap
some themes and in some cases are interdependent. For
example, lack of mentoring relationships with doctors
limited opportunity for informal support, which in turn
prevented prescribing competence development and
risked loss of prescriber confidence.'® '*” Therefore, to
avoid duplication of findings, barriers and facilitators
are presented within the themes deemed most appro-
priate, yet their presence and influence is acknowledged
elsewhere. Given that the majority of data were derived
from studies conducted in England or mixed geograph-
ical settings, it was not possible to deduce differences in
barriers and facilitators across the devolved UK nations.

Analytical theme 1: preparation—organisational readiness for
implementation

This analytical theme refers to barriers and facilitators
influential to the planning phase of implementation
which related to the service need and relative advantage
of implementing IP, the need for consistent managerial
leadership and an interprofessional environment that was
conducive to team implementation.

Descriptive theme 1.1: clarifying need and advantage of
implementing independent prescribing

Identifying shortfalls in existing medicines pathways and
how IP could fill service gaps were key steps in this stage.
Studies described a highly qualified, specialist nursing
and pharmacy workforce delivering unscheduled, sched-
uled and out-of-hours services 30 1327137139 140 142 144 146 148-150
who routinely made autonomous clinical decisions
necessitating prescribing and medicines optimisation
skills, 127 185195 O M6 18 150 1p 1y o tangible advantage over
former methods of accessing prescribed medicines which
involved request, referral and/or the countersigning of
prescriptions by doctors. Subject to GP workload'** '*21#
and constrained availability,'*” '** '** 1% these methods
were labour intensive,MO_142 M4 146 5 efficient 30 140 141 146
and burdened services and patients through the need
for additional healthcare contacts, '3 157139 141 142 146 148 By
removing the need for doctor input, IP improved respon-
siveness with respect to medicines,' ™ 1% 139 140 142 144 146 148
enhanced care quality® "**'** and helped prevent adverse
outcomes.'*’

Lack of team clarity and transparency on IP role
intentions were persistent barriers to implementa-
tion, 7 1O M2 B UTI9 p 1 (eam understanding of TP
could limit integration,'*’ and promote role ambiguity'*
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Table 4 Analytical themes and subthemes from included studies, with summative findings

Analytical theme Descriptive theme Data theme

Summative findings

Analytical theme
1: Preparation—
organisational
readiness for

Theme 1.1: Clarifying Clarifying clinical/service
need and advantage of need for independent
independent prescribing prescribing

| 2

>

Establishing a clear service/clinical need for |P'28 138 135-187 139147 g g

identifying existing gaps in medicines pathways was a key requisite and
facilitator for adoption.'30 132 141 142144146
Team clarity on the need for adoption cemented IP role intentions and

implementation

Establishing service pathway
gaps

avoided role dissonance following implementation, 137 140 142 144147149

Role clarity

Theme 1.2: Managerial
leadership and support

Role of managers
Recognising value
Culture

Theme 1.3:
Interprofessional
environment

Inter-professional
relationships

Communication &
collaboration

Analytical theme Selection
2: Training—
optimising
practitioner
readiness for
independent

prescribing

Theme 2.1: Selecting

the right practitioners Skills and aptitudes

Theme 2.2: Preparing
and supporting
practitioners during
training

Expectations of training
Study leave

Designated Medical
Practitioners

Analytical theme 3: Theme 3.1: Transition as Self-confidence

Transition— a point of vulnerability

e?es:cl:’:’?é;i:arly Theme 3.2: Nurturing Minimum competence

p 9 confidence and .

support Experience and exposure

competence

Theme 3.3: Transition

support needs systems

Analytical theme  Theme 4.1: Service Impact on workload

4: Sustainment—  delivery

maximisin .

ancj(ldelv:alg in Theme 4.2: Supporting  Role/service expansion
. ping role development . .
independent Continued professional
prescribing development

Evaluation and reflection

>

Managerial leadership/support for IP was essential for ensuring initial

Motivation and commitment

Informal and formal support

and on-going infrastructural, funding and other implementation support
needs 127-130 132 136 137 139-142 144 146 149

» Trusting interprofessional relationships, collaboration/team-

working built confidence in IP and facilitated team support for
implementation.127 128 131 133 135 137 139 140 144 146 147 149

» Adoption was impeded by inconsistent candidate selection policies

and lack of workforce planning.'*' %% Individual practitioner expectation

of professional/personal benefit remained a key driver for IP
adoption.‘zs 130 131 136 137 139

» Skills requisite to IP (eg, physical assessment and communication skills)

were important factors influencing service user and team acceptance of
|P133 134 138 142 144 146 148-150

» Motivational barriers (eg, lack of remuneration, fear of litigation and

competing professional or personal commitments) disincentivised
training uptake. 3¢ 141143

» Lack of information on NMP training and support for managing

competing work, personal/ academic commitments negatively
influenced student learning experiences. 27129 143146

» Standardised allocation of study leave/backfill/protected time and

prepared practice mentors were essential to support learning.'?"-'2° 192

» Additional training buddying schemes helped students better manage

the competing demands of training while working.®° .

P Transition was a point of high vulnerability for new prescribers

with an initial lack of confidence often under-recognised by
teams 135 137 139 140 146 147

» Delineating a minimum scope of practice by restricting formulary and/or

using guidelines/protocols facilitated early growth of competence and
confidence 136 137 139 140 147 149

» Early exposure to prescribing opportunity, time and structured

support systems with medical supervision were essential in
transition.127 130-132 134-137 139 146 147

» IP could increase workload and imposed time

constraints, %0 1357137 139 140146150 Re nderuse was a risk in community
settings if infrastructural requisites (eg, electronic prescribing/IT clinical
record access) failed to be implemented. % 132 139 140146 147

» IP for service redesign and sustainability was facilitated by

competence development, CPD opportunity and medical/managerial
Ieadership 130 131 134 137 139 140 142 144 146 147 149 150

» CPD provision and formal evaluation of IP implementation was

inconsistent and lacked standardisation in primary care, 30 136 140 147150

» ‘Enhancement’, ‘substitution’ and ‘role specific’ implementation models

based on the maintenance or change in prescribing competence,

service reconfiguration and/or substitution of services were
identified 130 137 139 140 142 144 146 147 149

CPD, continued professional development; DMPs, designated medical practitioners; GPs, general practitioners; IP, independent prescribing; NMP, non-medical

prescribing.

or misuse.'™ %6 10 U7 Consultative team stakeholder
processes facilitated clarification of current medicines
pathways bottle necks,'** helped cement clinical advan-
tage of IP'** and encouraged a collective understanding
of implementation.'* "**'* Conversely, if existing medi-
cines pathways were perceived to be expedient and IP

held limited advantage, adoption was less likely, 41 143

Descriptive theme 1.2: managerial leadership and support

Lack of managerial leadership and support were
highly cited barriers to implementation that
persisted across the review decade. Nurse/pharma-
cist prescribers reported stage specific and ongoing
funding,'® 1 ' training!?® 130 132 136 137 139 10 147 g

. 130 132 139 140 146 147
infrastructural needs 2 " that extended
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across the IP implementation trajectory. Managerial
support was, however, frequently reported to diminish
post-adoption! 2130 182 136 137 130141 138 146 147 14 oy
practitioners believed managers lacked knowledge
about [P 196 137 ML 1 mjsunderstood its potential
for improving service quality.'”” ' Nurses/pharma-
cists ascribed high value to IP for improving service
efficiency'™ 130 139 10 M6 T qnq skill  utilisa-
tion,'?0 192136140 perceiving it extended clinical knowledge
beyond prescribing,"™’ '** 1014 enhanced clinical confi-
dence'™ 197 139 MO M6 54 job satisfaction,' ' 10 and
facilitated team education.”” '**'* They perceived them-
selves a unique workforce resource with potential for
better mobilisation in under-resourced areas (eg, mental
health)."* However, there was a perception that manage-
ment lacked appreciation of primary care workforce aspi-
rations for IP'* and overlooked its scope.130 1 Better
recognition and commitment were considered essential
for leveraging and driving IP services forward.'”
Ensuring teams understood IP and its role within care
delivery mitigated subsequent barriers'*® ¥7 114 3 d was
critical for implementation success, 77 199 140 142 144 146 147 149
Doctors,receptionists,136137]49dispensingpharmacists146149
and peer colleagues'™ 0 17 19 )] played supervisory
and/or infrastructural roles in IP implementation and
understanding the need for this input was essential.
While staff clarity on their roles in relation to IP positively
influenced willingness to provide enabling supports such
as clinical administration,136 9 yecord access'** and clin-
ical supervision/pharmaceutical advice"" % 1ack of team
understanding of IP was a barrier that was cited repeat-
edly across the review decade, 32136 187139 140 143 144 146 147 149

Descriptive theme 1.3: Interprofessional environment

Respectful, trusting interprofessional relationships
promoted an appreciation of different professional skill
sets,'* helped ratify the purpose of IP'#” "*? and built team
confidence in the prescribing competence of nurses and
pharmacists.'”” ' Good relationships facilitated infor-
mation transfer,'*’ promoted supervision provision,147 19
shared learning'®” and team working."* Acceptance and
positive attitudes towards IP as a shared skill were facili-
tative to implementation'** "** '* and mitigated the like-
lihood of ‘turf wars’ emerging if IP roles was perceived
to encroach on professional territories.'* While many
nurses/pharmacists reported positive relationships with
doctors,?” 139 M0 M6 I8 o hers described jurisdictional
tensions over prescribing authority.m7 514 Building
trust for IP where relationships were weak took time,'**
and given the important supervisory role of doctors in
[p,'0 192 136 B39 O 6 47 ¢ o sideration of their strength in
adoption planning is pertinent. Good communication
networks were more likely where established relation-
ships and positive attitudes towards IP prevailed,'* '*
and were important for imparting information to teams
about IP,"*° "1 for developing supervision and peer

140 146 . 144 149
support and promoting teamwork.

Analytical theme 2: training—optimising practitioner
readiness for independent prescribing

This analytical theme refers to the extent to which organ-
isations select and prepare the right practitioners for
IP training, as well as how they support and maximise
students’ learning experiences.

Descriptive theme 2.1: selecting the right practitioners

Overall, strategic planning for IP workforce selection
lacked scrutiny, and practitioner choice,' " *% expec-
tation of improved job satisfaction,'* '**1* efficiency and
patient benefit'*® '** were the primary drivers for imple-
mentation across the review period. Training course drop
out'® and failure to prescribe following training,'*’ '**
suggest a need to ensure selection procedures match skills
and capabilities to IP and increase the chances of organi-
sational return on IP training investment. Synthesis iden-
tified essential skills'?? 13 195 1360 138 146 148 150 13 4 personal
motivation'® " as important considerations. Study
demographic data indicated a clinically experienced
workforce, %0 136 157 146 17 (i, degree/higher degree
educational and/or specialist skills attainment, 128 133 110 148
Advanced physical assessment and clinical specialty skills
not only suggested expertise and theoretical knowledge
to underpin IP but were also recognised by patients as
important contributors to care quality.'* ** " Patients
reported high levels of confidence in IP led care, with
the caveat that prescribers demonstrated knowledge and
expertise.” " 8 Good interpersonal, communication,
examination, history taking and diagnostic skills were key.
These were mandatory for differential diagnosis'?*™ 148150
and holistic management,'™ '® ™ for conferring prac-
titioner prescribing/non-prescribing decisions'** ¥ 1%
and managing treatment concordance'? 13 199 138 144 148 150
and patient expectations for medicines.””* > ** Moti-
vational deterrents to IP uptake that were identified by
non-prescribing nurses'*” and physiotherapists'*' were
being near retirement,143 a reluctance to undertake
further advanced training,141 3 concerns about training
rigour'*! and a perception of effort/remuneration imbal-
ance.""" ' Although IP job satisfaction and professional
benefits were considered future adoption drivers'* lack
of financial remuneration in particular disincentivised
practice nurse'* and physiotherapy adoption.'*!

Descriptive theme 2.2: preparing and supporting practitioners
during training

UK non-medical prescribing training programmes
employ profession-specific or interprofessional models,
delivering 26 days equivalent full-time education along-
side a supervised learning in practice period.127 Given the
onus for safe prescribing, programmes were reported by
students and nurse/pharmacist prescribers to be academ-
ically rigorous.'® ' There was evidence however that
students lacked key knowledge about generic training
models,'” the learning expectations of different pedago-
gies,'” as well as course assessment and portfolio require-
ments.'? Expecting narrower, specialty specific rather

Edwards J, et al. BMJ Open 2022;12:052227. doi:10.1136/bmjopen-2021-052227
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than generic training was common.'* '*® Students found
the academic demands of training while continuing
their usual clinical duties challenging indicating a need
to better balance work, personal and academic commit-
ments.'?” ' The degree of allocated support time'?* '#
and the quality of mentoring during supervised practice
learning'?’ were key influences on student learning expe-
riences. Adequate study leave, protected time and backfill
respectively optimised study time, reduced personal time
encroachment and negated the need to absorb usual role
duties while training.'”® Despite organisational require-
ment to confirm study leave arrangements pre-training,
primary care allocation was highly unstandardised, with
some students entering training without a confirmed
agreement.'® Prepared practice mentors with clarity on
their role obligations in general provided a higher level
of input to students,'”” and good mentor-student rela-
tionships that continued post-training facilitated tran-
sition."” Additional training buddying schemes helped
students better manage the competing demands of
training while working, although time constraints limited
their uptake.'®

Analytical theme 3: transition—ensuring early prescribing
support

This analytical theme highlighted the importance of the
post-qualification transition period in the development
of prescribing confidence/competence and identified
a high need for supervision and informal and formal
support. Delineating the scope of prescribing compe-
tence facilitated early implementation.

Descriptive theme 3.1: transition as a point of vulnerability

Many nurses/pharmacists held vivid memories of anxiety
and fear during their first IP encounters,'7 199 140 146 147
reporting a diminution of self-confidence during the early
transition period.'” 157139 140 M6 147 P finding traversed
the review decade and was unrelated to how prepared
prescribers felt by training.'”” '*® Heightened awareness
of the risks of error,""’ the cautionary approach instilled
by training'”’ "7 and liability for personal account-
ability®® ' fuelled feelings. It was recognised that self-
confidence and competence development were essential
for prescribing'”” "7 and mitigated anxiety,'*® but were
highly dependent on exposure to prescribing opportuni-
ties,146 M7 time'®” 7 and above all, the level of available
support.127 132 139 146 17 without a channel for accessing
supervision, nurses/pharmacists could doubt compe-
tence, lose confidence and defer from prescribing.147 This
led to a lack of competence development and underuti-
lisation of IP'” and suggests that greater acknowledge-
ment of transitional developmental needs is necessary.

Descriptive theme 3.2: nurturing competence and confidence

Establishing competence boundaries and recognising
personal limitations were important enablers in transi-
tion. 37 147 Nurse/pharmacist prescribers defined compe-
tence as the immediate clinical areas in which they had the

o1 136 137 139 140 147 149
knowledge and confidence to prescribe. ™ !

Delineating individual scope of prescribing practice by
restricting the range of medicines prescribed to circum-
scribed clinical areas'® ' 0 % i Jine with clinical
guidelines and protocols'”’ encouraged the early devel-
opment of competence.'*” Alternatively, prescribing
outside these boundaries,” as in complex polyphar-
macy or comorbidity,"* '*” was deemed risky, unsafe and
unprofessional.®® "7 9 Nurses/pharmacists reported
that teams often failed to recognise their self-confidence
issues related to competence, ™ and exerted inappro-
priate expectations for IP.*2 1% 137 Recognising that as a
new skill, development of prescribing competence was
time and opportunity dependent'®” ***7 several nurses
expressed anxiety that prescribing skills would diminish
during transition if not used.'*®

Descriptive theme 3.3: transition support needs

Reports of poor transition supg)ort pervaded the review
decade'™" 172 195 136 139 140 146 47 30 there was limited
evidence of pre-emptive, formalised supervision provi-
sion.”” Nurses reported this absence as immediately
impactful,”™ especially in isolated roles and in services
with few prescribers.'* "7 While nurses and pharmacists
desired structured and informal supervision,"** '*7 in all
seven studies addressing this theme,'?" 132 136 139 140146 147
most could only access a variable level of informal support.
‘Open door’ contemporaneous advice given by GPs was
the primary source, although specialist doctors, peers
and pharmacists were also consulted. Team receptiveness
to providing this mentoring,"*’ its reliability'® '* and
accessibility'*® '*7 were key facilitators. Informal oppor-
tunities for discussion provided security147 and were
valued.?* 1 M0 7 gy emplifying barrier interdependence,
lack of mentoring relationships with doctors limited
opportunity for informal support, prevented prescribing
and limited competence with specific medicines or clinical
conditions."” In turn this necessitated re-engagement of
GP referral for prescribing and culminated in inequitable
patient medicines management."*” "7 To address short-
falls in formal support provision, several prescribers set
up local peer networks,'” '** 1" however a strong desire
for formalised mentorship was expressed.'* 1% 140 17

Analytical theme 4: sustainment—maximising and developing
independent prescribing

This analytical theme describes barriers and facilitators
within the descriptive subthemes of service delivery and
supporting role development, which relate to how IP was
used and maximised in primary care.

Descriptive theme 4.1: service delivery

Prescribers reported that IP romoted efficient,
streamlined services,'%0 137 139 140 142 146 However, views
on how it impacted individual practitioner workload
differed. ' 197 139 140 146 147 1p reportedly lengthened
consultations,lgo 136 2dded administrative tasks'®® ¢ and
increased job-related stress.'™® Undertaking in-depth

10

Edwards J, et al. BMJ Open 2022;12:€052227. doi:10.1136/bmjopen-2021-052227



holistic assessment to inform prescribing needs imposed
time constlraints,l?’0 150 \Which were exacerbated in strict
10-minute clinical allocation systems.'” *® Additional
time and experience could however be mitigating.'* '’
Community IPs reported their main workload barriers
as administrative and related to absent or incompat-
ible electronic record and prescription generation
systems, '3 199 140 146 17150 geoliing clinical information
caused significant delays, in some cases causing IPs to
revert to GP referral for prescribing needs,'* %9 146 147
However, recent IT accessibility was suggested to mitigate
retrieval problems.'**

Attitudes towards role change because of IP also influ-
enced perceptions about workload.'**'*” Some prescribers
perceived that GPs abdicated responsibility for prescribing
following introduction of TP"*® which increased workload
and job demand.”® ™7 Prescribers negatively referred
to this as work offloading,"” and were suspicious of
underpinning financial motives.'* Alternatively, other
prescribers viewed the benefits of IP at a broader service
level and as an opportunity to reduce GP colleague work-
force pressures.”” '** 1% While GPs in one study stressed
that their acceptance of pharmacist IP rested on whether
it increased existing workload'* limited team member
involvement within studies precluded synthesis of wider
primary care workload impact of IP.

Descriptive theme 4.2: supporting role development

Despite limited contextual detail on workforce plan-
ning,”™ " " three broadly categorised ‘models’ of
IP implementation were identified. The first Enhance-
ment’ model introduced IP to enhance the efficiency
of existing nurse/pharmacist roles without changing
the pattern of service provision, client group or condi-
tion complexity.'* 1% M0 17149 The second Substitution’
model adapted existing IP roles to directly substitute or
replace GP services, which required some level of struc-
tural re-organisation of care and/or a change in core
prescribing competence,?’ 1% 142 #1146 (oo ubstituting
GPs in out-of-hours palliative care services and addition-
ally managing non-cancer terminal illness'*®). The final,
less frequently evidenced ‘Role specific model created new
roles specifically for pharmacist prescribers, for which
geriatric chronic disease and comorbidity management
were new areas of competence, and in which pharmacists
assumed a transfer of responsibility from GPs for care
home medicines management.'* '** One study found
that the specific models of employment/funding influ-
enced how well IP roles were integrated,'® with direct
GP practice employment as opposed to commissioned
Primary Care Trust (PCT) funded roles creating greater
sense of permanence, better role use and enhanced team
involvement. This was assumed to result from improved
relationships, trust and team building.'** '*

A strategical top—down approach to implementation of
IP was unclear from the reviewed studies, and overall an
individual practitioner, bottom—up approach appeared
to drive adoption. However, there was some evidence

that where skill mix was recognised and valued within
services,'** 'Y CPD was readily available'* and doctors
provided leadership'™ '* TP was used to greater extent
for primary care redesign and service sustainability.
Absent policy and national targets restrained IP resource
allocation,” while policy and national guidance was
facilitative.'** '"** Doctors also imposed constraints on
IP by limiting clinical caseloads," '*" restricting formu-
laries'” ' or by retaining sole diagnostic prescribing
responsibility for patients.'” '** For some prescribers,
competence expansion was synonymous with crossing
job descriptions and mandated formal negotiation with
employers.'*’

Provision of CPD overall was inconsistent, untargeted to
evolving learning needs,'”® ' and prescribers identified
pharmacology,” statutory drug updates'*® as key topics.
Lack of confidence with heart failure,140 mental health
conditions'™ polypharmacy and off-label prescribing'*’
suggested CPD in comorbidities warranted further input.
Trust provision included forums/meetings,"”*'* commis-
sioned training, national conference attendance'™ '’ and
electronic journal resources.'™ However, provision varied
widely and with few prescribers reporting accessible CPD
systems,'® 1" there was agreement that improved imple-
mentation was necessary,' " 170 139 140 147150

With time and input to create support systems'*’ and
enhance communication concerning role boundaries'*’
prescribers reported that IP integration improved.
However, formal evaluation following implementation
was rare,"” with only two studies'” " identifying quality
assurance activities such as audit and local/national data
benchmarking in the context of antibiotic stewardship.

DISCUSSION

The future of UK primary care is reliant on workforce
expansion and introduction of new first-contact non-
medical roles.”” '~ Ensuring practitioners have the
right skills to enable sustainable service development,
at scale and pace is key.'” '® Recent reports of rising
non-medical prescriber numbers in some regions of the
UK 7 %7 suggest healthcare providers are recognising
the value of prescribing for skill-mix and workforce
transformation. Ensuring implementation is optimised,
sustained and IP roles are maximised for service and
patient benefit is essential.

This is the first meta-synthesis evaluating barriers and
facilitators to the implementation of IP by non-medical
healthcare professionals in primary care. Guided by
theory and synthesising factors across a continuum of
implementation provides a temporal dimension and
insight into three primary ‘enhancement’, ‘substitu-
tion’, and ‘role specific’ models of implementation
that previous UK systematic reviews lack.” % % 7 In its
infancy in UK primary care non-medical prescribing
research,'” ' 198 159 implementation theory is likely to
become increasingly important for informing imple-
mentation strategies as the governance arrangements for
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extended prescribing rights grow in complexity'”’ and
the socio-political primary care landscape continues to
change.'”

From stakeholders’ experiences of implementing IP,
barriers and facilitators were identified in four key analyt-
ical themes: ‘Preparation’, “Iraining’, “Iransition’ and
‘Sustainment’. While some interdependence and overlap
is acknowledged, these themes present a stage based
road map of barriers and facilitators for consideration in
future implementation.

In the theme ‘Preparation’, the importance of organ-
isational readiness for implementing IP was reflected by
a need for consistent managerial leadership/support,
improved team understanding of prescribing role inten-
tions and an interprofessional environment that supports
novice prescribers. While nurses and pharmacists consid-
ered IP integral to advanced practice and essential to
enhance workforce skill utilisation there was concern
that it lacked strategic prominence in primary care.
Accordingly, the “Training’ theme identified a need for
improved managerial recognition of primary care work-
force aspirations for IP along with a need to ensure skills
and motivations matched those necessary for training.
In line with national reports,*” **** the response to the
non-medical prescribing agenda has been sluggish in
some UK regions,” with reforms to commissioning either
marginalising’® or fragmenting its funding.""” '*" More-
over, in common with national evaluations,43 B9 162163 1 ig
synthesis identified a continuing practitioner led imple-
mentation of IP with largely voluntary uptake. Contrary
to secondary care,” there was limited evidence'** '** for
policy driven service design or targeted strategy embed-
ding IP within career or service pathways. This suggests
a disjointed approach to implementation that may
reflect the rapidly changing policy and service context
of UK primary care.'”'* However, with a third of the
non-medical general practice workforce near retirement
age,'”” and succession of IP roles lacking guarantee,"*
sustainability of non-medical prescribing capability is
a key concern for future management of primary care
patient medicines needs.'®

Transition was identified as a key stage in implementa-
tion that warrants greater scrutiny and has resonance for
professions such as paramedics who are new to prescribing.
While its affective nature'® '™ and need for bespoke
support systems has been previously recognised,'” " few
studies have specifically sampled novice prescribers'™ '”
to ascertain optimal supervisory requirements.169 Despite
extension of IP rights to optometrists, physiotherapists,
radiographers, podiatrists and paramedics over the past
13 years, focus on implementation issues during transi-
tion within each profession has been limited.**'”* '™ This
is likely to be especially important for paramedics who,
awarded IP rights in 2018 have not been subject to the
supplementary prescribing lead in period that charac-
terises other professions'’® and who are historically less
well established in the primary care workforce.'”” " Early
data suggesting challenges around role isolation, team

expectations of paramedic IP and lack of legislative parity
for controlled drugs warrants further exploration to
determine whether paramedics too, face similar barriers
identified by this review.'” "

In common with other UK reviews,68 % Jimited overall
focus on long-term sustainability or strategy for implemen-
tation at either local, regional or national level was found.
This was echoed by the dominance of the ‘enhancement’,
as opposed to ‘role specific’ implementation models
identified and may reflect the multiple changes made
to policy,'® leadership'™ and commissioning'® and the
ongoing embedding of new governance structures within
primary care.'® Of note, despite finding a need for more
cohesive managerial support that extends across the
entire implementation trajectory, minimal reference was
made to the championing and change agent functions of
non-medical prescribing leads.'” '™ The Department of
Health has long recommended implementation of non-
medical prescribing under direction of a designated lead
with strategic, operational and governance footholds.”
A lack of representation in recent regional research'’
supports the tenet that many of these roles were not
replaced in England following the abolition of primary
care trusts.'” Successful implementation is more likely
when champions are fully organisationally supported'®*
and provide sustained input to implementation activi-
ties. 171 185 186 However, a lack of role infrastructure, clarity
and designated time,"”” ' along with the increasingly
diverse non-medical prescribing workforce is challenging
this important role. While other models of primary care
workforce mentoring show promise,'® the repetition and
frequency of barriers exposed by this synthesis over the
review decade indicate urgent need for a more cohesive
approach to supporting IP.

Strengths and limitations
This review strengthens the UK evidence base by identi-
fying challenges to IP implementation in traditional and
contemporary primary care contexts. Using comprehen-
sive search strategies and robust analysis methods, it high-
lights factors during ‘Preparation’, “Training’, “Iransition’
and ‘Sustainment’ stages and models of implementation
which can be used by practitioners and policymakers to
identify areas for improving implementation support.
Although limited to UK literature, the theoretical lens
ensured focus on common factors known to facilitate
implementation (eg, the need for leadership and cham-
pioning) which are generalisable to any implementation
context, either in the UK or internationally. We did not
however include grey literature and although qualitative
synthesis enabled rich description of elements perceived
by stakeholders to influence implementation of IP in the
UK, reviews that include quantitative literature in primary
care are encouraged. Our focus on primary care excluded
barriers and facilitators that may be unique to acute
care and other settings. Moreover, as the non-medical
prescribing agenda is disseminated across the NHS, it
will be increasingly important to consider the theoretical
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basis for developing strategies to achieve more successful
implementation of this complex innovation in different
professions.® 19 188

CONCLUSION

Globally, healthcare systems are implementing strategies
to address workforce deficits that enhance the skills of
nurses, pharmacists and other non-medical healthcare
professionals. Integral to advanced scope of practice,
it is imperative that IP capability is optimised through
successful implementation. This meta-synthesis has iden-
tified persistent barriers at the ‘Preparation’, ‘Training’,
‘Transition’ and ‘Sustainment’ stages of implementation.
A more coordinated and targeted approach to overcome
barriers identified in these stages is key to ensuring that
IP is an effective approach to helping alleviate workforce
shortfalls in the UK, and around the world.
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