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SUMMARY 

In Wales, the role of independent prescribing pharmacists (IPPs) has developed over 

time, particularly since 2015, when the Welsh Government implemented its primary care plan 

and primary care clusters. The aim of this PhD was to explore the development of the role of 

IPPs within the primary care setting with a focus on the role of IPPs in general practitioner 

(GP) practices and community pharmacies. The study adopted a mixed-methods approach in 

which a quantitative stage involved analysis of prescribing data related to IPPs and other non-

medical prescribers, and the qualitative studies utilised semi-structured interviews with IPPs 

in GP practices and community pharmacies, and community pharmacy leads in different 

Health Boards (HBs) in Wales. The findings show that the number of non-medical independent 

prescribers and the volume of prescribing in GP practices in Wales increased over the study 

period, particularly since the implementation of primary care clusters. Thematic analysis of the 

interviews revealed that this increase, as perceived by participants, may have helped reduce 

the pressure on GPs, enhanced IPPs’ skill sets across various therapeutic areas, and 

increased their job satisfaction and motivation. Moreover, the role of IPPs in community 

pharmacies was more related to acute conditions, whereas their involvement with chronic 

conditions was more evident in GP practices.  

Some challenges to the role of IPPs were identified in this study, such as the lack of 

funding and support, the lack of access to GP records in community pharmacies, unclear 

indemnity insurance in GP practices, an unclear strategy and plan to develop the role, and a 

high workload. However, most of these challenges were resolved over time with the 

progression of the role, except for the high workload issue that needs more support. Some of 

the enablers for their roles were the Welsh Pharmaceutical Committee’s (2030) vision, which 

included a strategy to increase the number of IPPs in community pharmacies, and support 

from other healthcare professionals, GP practices, and HBs in Wales. The vision and the new 

Pharmacy Workforce Plan published by Health Education and Improvement Wales (HEIW) 

may help develop the role of IPPs and allow them to use their skills more effectively. This 

eventually may help in improving patient care and relieving the increased pressure on primary 

care settings. However, these plans need to be monitored to ensure the successful 

development of this role and its effective integration into the future healthcare service and 

workforce in Wales. Future research should focus on further understanding the prescribing 

patterns of IPPs in both GP practices and community pharmacies in Wales, patients’ 

satisfaction with the role of IPPs in these areas, clinical outcomes of patients managed by 

IPPs, and different stakeholders' and other healthcare professionals’ views on the role. 
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THESIS STRUCTURE  

This thesis consists of seven chapters which are as follows: 

Chapter One provides a general introduction to the topic and background information about 

the implementation and development of the role of non-medical prescribers, particularly 

independent pharmacist prescribers’ (IPPs) role, in the UK throughout the PhD timeline.  

Chapter Two includes the literature review that was around the role of pharmacists as 

prescribers in the UK and around the world, which then informed the aim and objectives of the 

PhD.  

Chapter Three provides an overview of the research methodologies, paradigms, sampling 

strategy, data analysis, and the ethical considerations and necessary approval processes to 

conduct the studies. It also contains detailed information on the positionality and reflexivity of 

the researcher.  

Chapter Four describes the rationale, methods, findings, and discussion of the first study in 

this thesis. This was a quantitative project which aimed to explore the development of the non-

medical independent prescribers’ (NMIPs) role in GP practices in Wales in terms of their 

numbers, prescribing trends, and the impact of the primary care clusters implementation on 

their prescribing, focusing on IPPs.   

Chapter Five reports the rationale, methods, findings, and discussion of the second study in 

this thesis, which used a qualitative approach to explore the role of IPPs in GP practices. 

Chapter Six describes the rationale, the utilised qualitative method, findings, and discussion 

of the third study in this thesis that aimed to investigate the role of IPPs in community 

pharmacies. 

Chapter Seven includes a general discussion of the research, updated literature, limitations, 

future work, and conclusion of this thesis. 
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1. Chapter 1 - General Introduction 
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In Wales, the independent prescribing role for non-medical professionals, including 

pharmacists, started in 2007 with the support of the Welsh Government (WG) (The National 

Assembly for Wales 2007). Initially, the majority of pharmacists who completed the 

independent prescribing course in Wales were based in secondary care settings (Courtenay 

et al. 2017), where many already had established services as supplementary pharmacist 

prescribers or clinical pharmacists running clinics such as warfarin and diabetes management 

(Jones 2006; Royal Pharmaceutical Society Wales 2015; Hodson 2017). There was no clear 

opportunity for pharmacists at that time to work as independent prescribers (IPs) in other 

sectors (Royal Pharmaceutical Society Wales 2015; Hodson 2017). As a result, before the 

introduction of primary care clusters in 2015, very few pharmacists worked in GP practices as 

IPs (Hodson 2018). In addition, there were no commissioned prescribing services for 

pharmacists in community pharmacies as the contract did not support such a role and only a 

very low number of independent pharmacist prescribers (IPPs) were providing private services 

(Courtenay et al. 2017; Hodson 2017). 

In 2015, the WG published a plan entitled ‘Our plan for a primary care service for Wales 

up to March 2018’ that aimed to develop primary care services and move healthcare closer to 

patients’ homes (Welsh Government 2015). The WG developed, and invested in, primary care 

clusters (n= 64) to help achieve this goal to provide more local and advanced clinical services 

(The National Assembly for Wales 2017). This resulted in more pharmacists joining GP 

clusters from other sectors, and many primary care pharmacists who worked in GP practices 

undertaking the independent prescribing course (Hodson 2018). This led to the foundation of 

the PhD, which started in October 2017 (data collection was conducted between 2018 and 

2019), that aimed to explore the role of IPPs in primary care settings as it was still in its infancy. 

During the PhD, there was a further development in the role of pharmacists in primary care in 

Wales, particularly in community pharmacies. A report published in 2019 entitled ‘Pharmacy: 

Delivering a Healthier Wales’, outlined as part of their overall pharmacy strategy, a specific 

strategy to increase the number of pharmacists who could qualify as IPs to provide clinical 

services with the vision of having at least one IPP in each community pharmacy by 2030 

(Welsh Pharmaceutical Committee 2019). In 2022, the WG changed the Community 

Pharmacy Contractual Framework which involved directing funds to clinical services within 

community pharmacies, including the commissioning of the Pharmacy Independent 

Prescribing Service (PIPS), rather than other non-clinical services such as dispensing of 

medications (Welsh Government 2022). This resulted in a large influx of community 

pharmacists enrolling on the independent prescribing course. As this development was within 

the primary care sector, the decision was taken to also explore the role of IPPs within 

community pharmacy.    
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Unfortunately, during the PhD, there were challenges; including the COVID-19 

pandemic, as well as personal circumstances for the researcher, which needed an interruption 

of study on many occasions. This introductory chapter will first explore the role of non-medical 

prescribers (NMPs) in the UK, including Wales, since its implementation. Then, it will move 

into the development of the IPPs’ role in primary care settings in Wales and the conception of 

the idea and initial aim of this PhD study. Thereafter, it will explore the development of the role 

of IPPs in community pharmacies in Wales, which shaped the final aim and objectives. Since 

there was a delay between the time that this PhD started to the submission of the thesis, the 

last part of this chapter will provide an update of new policies and developments, which will 

be referred to in future chapters. The timeline of the PhD and the subsequent developments 

in IPPs’ role are illustrated in Figure 1.    



 
 
 

 
 
 

- 4 - 

 
Figure 1 Timeline of the events and changes before and during the PhD. 
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1.1. Overview of NMPs’ role in the United Kingdom 

This section will provide a historical overview of NMPs and information about their role 

and its developments in the United Kingdom (UK).  

In the UK, the right to prescribe medicines was traditionally restricted to doctors, 

dentists, and veterinary surgeons as per the Medicines Act 1968 (Department of Health (DoH) 

1968) until the late 1980s, when the Cumberlege Report was published (Department of Health 

and Social Security [DHSS] 1986), recommending that community nurses should be able to 

prescribe. This report reviewed the care provided by district nurses (DNs) and health visitors 

(HVs) to patients in their homes and identified inappropriate delays in General Practitioner’s 

(GPs) prescribing of simple items (e.g., wound dressings and ointments) to those patients. 

The report suggested that the health care provided to patients by DNs and HVs could be 

improved, access to medications could be increased, and community nurses’ skills could be 

used effectively by enabling them to prescribe certain medicines from a limited list of items 

agreed upon by the Department of Health and Social Security.   

Following the report, in 1989 an advisory group, under the supervision of Dr June 

Crown, was established by the DoH to examine nurse prescribing. The First Crown Report 

was published in 1989 (DoH 1989). This report reviewed the recommendations of the 

Cumberlege Report and suggested that the UK Government should amend the current law so 

that DNs and HVs could have the authorisation to prescribe from a limited list of medicines, 

ointments, and dressings. In 1992, the legislation was changed by the UK Government in 

parallel with publishing the Medicinal Products: Prescription by Nurses Act (1992), allowing 

DNs and HVs to legally prescribe from the Extended Formulary for Nurse Prescribers 

(Stephenson 2000). However, it required two more years for nurses who applied to this new 

practice to complete a mandatory training programme and obtain the prescribing qualification. 

In 1998, the Extended Formulary for Nurse Prescribers was renamed to the Nurse Prescribers 

Formulary (NPF) after the recognisable success of this practice and DNs and HVs were able 

to prescribe independently from this formulary. 

The second Crown Report (DoH 1999), which was also carried out by an advisory 

group led by Dr June Crown, reviewed the prescribing, supply, and administration of 

medicines. They extensively reviewed the prescribing practice of DNs and HVs and 

recommended that prescribing authority should be extended to other healthcare professionals 

(HCPs), including pharmacists and other nurses in specific clinical areas. The aim of 

introducing the NMPs’ role was to enhance patient care and safety, improve patient access 

and choice of appropriate medicines for their conditions, use the skills of the HCPs in the most 

effective way, and promote a more flexible teamwork environment in the NHS (DoH 2006). 
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The Report suggested two types of prescribing: dependent (now referred to as supplementary) 

and independent prescribing. 

1.1.1. Types of non-medical prescribing 

1.1.1.1. Supplementary prescribing  

Supplementary prescribing is defined as a ‘voluntary partnership between the 

responsible independent prescriber and a supplementary prescriber, to implement an agreed 

patient-specific clinical management plan (CMP) with the patient’s agreement, particularly but 

not only in relation to prescribing for a specific non-acute medical condition or health need 

affecting the patient’ (Medicine Control Agency 2002, p. 3). The independent prescriber (IP) 

in this context is either a doctor or dentist. (Welsh Government 2017). 

Supplementary Prescribing by pharmacists and nurses was introduced in 2003 in 

England (DoH 2003), and 2004 in Wales (Welsh Assembly Government 2011). Since that 

time, further changes in legislation have occurred, allowing optometrists and other HCPs, 

known as Allied Health Professions (AHPs), including physiotherapists, podiatrists and 

chiropodists, radiographers, and dietitians to become supplementary prescribers once they 

have completed the required training programme (DoH 2005; DoH 2007). Initially, 

physiotherapists, podiatrists and chiropodists, radiographers, and optometrists became 

supplementary prescribers in 2005 (DoH 2007), followed by dietitians in 2016 (Welsh 

Government 2017).     

1.1.1.2. Independent prescribing   

Independent prescribing is defined by the DoH (2006, p. 2) as ‘prescribing by a 

practitioner (e.g., doctor, dentist, nurse, pharmacist) responsible and accountable for the 

assessment of patients with undiagnosed or diagnosed conditions and for decisions about the 

clinical management required, including prescribing and monitoring of that prescribing’. Like 

supplementary prescribing, initially, nurses and pharmacists were provided the opportunity to 

become IPs, followed by other HCPs (except dietitians who are only able to prescribe as 

supplementary prescribers) who have trained to assess the clinical condition and prescribe 

medicines (Welsh Government 2017). Usually, pharmacists, nurses, optometrists, and AHPs 

(except dietitians) are referred to as non-medical independent prescribers (NMIPs) (Welsh 

Government 2017). 

Before independent prescribing by non-medical practitioners was granted, a number 

of consultations and legislative changes were required. In November 2005, The Committee 

on Safety of Medicines reviewed the consultations made by the joint Department of 

Health/Medicines and Healthcare products Regulatory Agency, that studied the possibility of 
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introducing independent prescribing for nurses and pharmacists (DoH 2005). As a result, they 

recommended that appropriately trained pharmacists and nurses should be authorised to 

prescribe licensed medications within their clinical area of competence, which was agreed 

upon later in 2005 by the UK Government (DoH 2006). In 2006, a change to legislation was 

announced by the UK Government to introduce independent prescribing for pharmacists and 

nurses who completed the necessary training (DoH 2006), while in Wales it was implemented 

in 2007 (The National Assembly for Wales 2007). This was followed by the introduction of 

optometrist IPs in 2007 (DoH 2007). At that point, pharmacists who had independent 

prescribing authority were able to prescribe any licensed medicines within their area of 

competence, except for controlled drugs which could only be prescribed by supplementary 

prescribing pharmacists, if they were included in the CMP (DoH 2006). In contrast, 

independent nurse prescribers (INPs) gained the authority to prescribe any licensed medicine 

as well as some of the controlled medications, if they were confident and competent to 

prescribe them (DoH 2006). In 2012, new legislation was introduced by the UK Government 

allowing IPPs and INPs to prescribe, in addition to the licensed medicines, unlicensed 

medicines, off-label medicines, controlled drugs (except diamorphine, cocaine, and 

dipipanone to treat patients who are addicted to control drugs), and to mix any drugs for 

necessary conditions (DoH 2012).  

In 2008, a scoping project conducted by NHS England entitled ‘The Allied Health 

Professions Prescribing and Medicines Supply Mechanisms Scoping Project’ investigated the 

necessity and benefits of supporting AHPs with independent prescribing qualification to 

patients and NHS services (AHPs Federation 2018). This project evaluated the potential of 

AHPs’ prescribing, supplying, and administering required medicines to their patients. The 

project concluded that extending the qualification of independent prescribing to AHPs would 

improve their patients’ experience and access to appropriate medications. Therefore, a case 

was made in the project to enable AHPs to obtain the independent prescribing qualification 

starting with podiatrists and chiropodists, and physiotherapists in 2013 (DoH 2013; AHPs 

Federation 2018). Three years later, independent prescribing therapeutic radiographers 

started (NHS England 2016). The estimated number of HCPs who have the authority to 

prescribe medicines in the UK in 2017 was as follows: 35,000 community nurse practitioner 

prescribers; 30,000 nurse prescribers (including both independent and supplementary); 3,000 

pharmacist prescribers (including both independent and supplementary) and 600 AHPs 

(Courtenay et al. 2017).   

1.1.2. Training and scope of NMPs’ practice in the UK 

Pharmacists, nurses, and AHPs are required to be registered with their professional 
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regulatory bodies. They used to have a certain minimum period of post-registration clinical 

experience, to be able to join an NMPs’ training programme. Initially, pharmacists needed to 

have at least two years of clinical experience that involved patient-oriented practice. In 2021, 

the General Pharmaceutical Council (GPhC) changed the admissions standards for entry 

requirements onto a pharmacist independent prescribing course (GPhC 2021), allowing 

pharmacists with relevant experience in a UK pharmacy setting to apply; where relevant 

experience was not defined in years (see below, Section 1.3.5). Nurses, optometrists, and 

AHPs are required to have three years of clinical experience, with nurses spending at least a 

year of the three years practising in the clinical area that they plan to prescribe within. The 

NMPs’ programme consisted of at least 38 days. It involved at least 26 days in accredited 

facilities, mainly universities, and practical experience, known as practice-based learning for 

at least 12 days. The practical experience originally required supervision by a medical 

practitioner (a doctor or dentist), known as a Designated Medical Practitioner (DMP) in the UK 

or a Designated Supervising Medical Practitioner (DSMP) in Wales, who had at least three 

years of clinical, teaching and supervision experience, and prescribing qualification in the 

same field of practice. The learning outcomes of NMPs gained from their independent 

prescribing course and training helped to develop and assess their initial clinical assessment, 

communication skills, knowledge of medicines, evidence-based practice, clinical decision 

making, shared decision making, care planning and follow up, documentation, legal and 

ethical issues, scope of practice, continuing professional development (CPD), safety of clinical 

practice, public health issues relating to prescribing, and complying with healthcare policy 

(AHPs Federation 2018; GPhC 2018; The Nursing and Midwifery Council (NMC) 2019).  

All NMPs are responsible and accountable for their action of prescribing, and they 

should only prescribe medicines within their therapeutic area of expertise. Moreover, it is vital 

to seek appropriate advice or referrals if they lack the confidence to manage patients’ 

conditions or prescribe suitable medicines for their patients (Welsh Government 2017). 

Supplementary prescribers are able to prescribe any medicine included in the CMP, which 

should be based on an agreement between the medical prescriber (doctor or dentist), patient, 

and supplementary prescriber. This applies to all HCPs who have been legally authorised to 

prescribe medicines as supplementary prescribers. Although NMIPs are authorised to 

prescribe medications within their area of competence, their prescribing differs depending on 

their profession. IPPs and INPs have the authority to prescribe any required medicine for the 

conditions within their scope of practice, including controlled drugs with the exceptions stated 

earlier in Section 1.1.1.2 (DoH 2012). However, controlled drugs are not permitted to be 

prescribed by therapeutic radiographer IPs, while chiropodists and physiotherapists have the 

authority to prescribe controlled medicines from a limited list only (Welsh Government 2017; 
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British National Formulary 2019). In addition, optometrist IPs are allowed to only prescribe 

medicines for ophthalmic diseases and related conditions. Optometrist and therapeutic 

radiographer IPs are not authorised to prescribe unlicensed medicines. INPs (limited), can 

only prescribe medicines and appliances independently from a limited formulary that is known 

as the Nurse Prescribers' Formulary for Community Practitioners (Welsh Government 2017). 

INPs (limited) are community nurse practitioners in Wales who were previously identified as 

District Nurses (DNs) and Health Visitors (HVs). A summary of the scope of NMPs in the UK, 

including the differences between the prescribing of supplementary prescribers and NMIPs, is 

presented in the following table (Table 1): 
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Table 1 The scope of practice of NMPs and the differences between supplementary 
prescribers and NMIPs in the UK. Adapted from (Stewart et al. 2017; Welsh Government 
2017) 

 Supplementary prescribers NMIPs 

HCPs 

Pharmacists, nurses, 
physiotherapists, podiatrist, 
chiropodist, optometrists, 
diagnostic and therapeutic 
radiographers, and dietitians.  

Pharmacists, nurses, physiotherapists, podiatrist, 
chiropodist, optometrists, and therapeutic 
radiographers.  

Clinical area 
of prescribing 

Within the CMP and their clinical 
area of competence. Within their clinical area of competence. 

Diagnosis Performed by a doctor Able to assess and prescribe medicines for 
diagnosed or undiagnosed patients. 

Patients’ CMP Required. Not needed. 

Agreement 
Required between a 
supplementary prescriber, 
patient, and physician.  

Not needed. 

Medicines 
prescribed 

Supplementary prescribers can 
prescribe only medicines that 
have been included in their 
patients’ CMP and within their 
therapeutic area of competence.     

Pharmacists, nurses, physiotherapists, podiatrists, 
chiropodists, and therapeutic radiographers can 
prescribe any medicine for any medical condition 
within their therapeutic area of competence. 
Optometrists can only prescribe for ophthalmic 
diseases and surrounding tissues.   

Prescribing 
controlled 
medicines  

Supplementary prescribers can 
prescribe any controlled 
medicines that have been stated 
in their patients’ CMP, except 
diamorphine, cocaine and 
Dipipanone for treating 
addiction. 

Pharmacists and nurses can prescribe controlled 
medicines, expect for cocaine, diamorphine, 
dipipanone for treating addiction. 
Physiotherapists, podiatrists, and chiropodists can 
each prescribe from a separate (specified to each 
profession) limited list of controlled medicines. 
Therapeutic radiographers and optometrists are 
not allowed to prescribe controlled medicines.  

Prescribing 
unlicensed 
medicines  
 

Supplementary prescribers can 
prescribe unlicensed medicines 
that have been included in their 
patients’ CMP.   

Pharmacists, nurses, physiotherapists, podiatrists, 
and chiropodist can prescribe unlicensed 
medicine within their therapeutic area of 
competence. 
Optometrists and therapeutic radiographers are 
not allowed to prescribe unlicensed medicines. 

Prescribing 
off-label 
medicines  
 

Supplementary prescribers can 
prescribe off-label medicines 
that have been included in their 
patients’ CMP.   

Pharmacists, nurses, physiotherapists, podiatrists, 
chiropodists, and therapeutic radiographers can 
prescribe off-label within their therapeutic area of 
competence. 
Optometrists can only prescribe off-label 
medicines for ophthalmic diseases and 
surrounding tissues. 

1.1.3. Implementation of NMPs’ role in Wales 

Wales is one of the devolved nations in the UK. However, the implementation of NMPs' 

services in this nation was slightly different than that in other UK nations due to political 
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aspects related to the health sector. For example, as indicated earlier (Section 1.1) the DNs 

and HVs prescribing of certain medications and appliances started in the early 1990s in 

England (DoH 1989), it was not until the end of 2000 when this role was introduced in Wales 

(National Assembly for Wales 2001). Thereafter, many policies were published that aimed to 

improve NMPs’ practice in Wales. One of these reports was published in 2001 (National 

Assembly for Wales 2001), entitled ‘Improving Health in Wales: A plan for the NHS with its 

Partner’ and indicated that patient access to medicines should be improved as well as 

increasing the number of HCPs who can prescribe medicines effectively. This report, followed 

by another one in 2001 (National Assembly for Wales 2001, ‘Report of the task and finish 

group for prescribing in Wales’) provided recommendations to the Health and Social Services 

Committee to improve the quality of prescribing by HCPs. Consequently, a third report 

published in 2001 (National Assembly for Wales 2001, ‘Improving Health in Wales: The Future 

of Primary Care’) emphasised the need to find ways to increase patient’s access to the 

appropriate medicines and the prescribing practice of repeat medications by pharmacists. 

Therefore, it highlighted the necessity for the implementation of prescribing medicines by other 

HCPs and addressed the legal framework associated with it.  

In 2002, several proposals for the implementation of pharmacist and nurse 

supplementary prescribing were discussed (Medicines Control Agency 2002). Later in 2002, 

the Minister of Welsh Health and Social Services stated that the WG was aiming to introduce 

supplementary prescribing for nurses in the future (Welsh Assembly Government 2011). This 

was followed by the publication of a consultation document by the Welsh Assembly 

Government (2002) that involved a strategic plan to improve the practice of pharmacists in 

Wales. This document pointed out that in 2004, pharmacists, who completed the necessary 

training course, would be able to prescribe medicines legally as supplementary prescribers. 

In 2003, an amendment to the NHS Wales regulation was made, enabling supplementary 

prescribing of medicines by pharmacists and nurses after the completion of their training (the 

National Assembly for Wales 2003). In 2004, 250 pharmacists and nurses were trained to be 

qualified as supplementary prescribers in Wales (Welsh Assembly Government 2011).  

In Wales, the extension of prescribing independently by non-medical HCPs was driven 

by the report entitled ‘Designed for Life-Creating World Class Health and Social Care for 

Wales in the 21st Century, May 2005’ (Welsh Assembly Government 2005). IPPs and INPs’ 

role became effective in Wales in 2007 after changes to the National Health Service 

regulations were made, with the same aim as the implementation of NMPs’ role in the UK (The 

National Assembly for Wales 2007). Following this, supplementary prescribing by 

physiotherapists, optometrists, podiatrists, and radiographers was introduced in the same year 

(The National Assembly for Wales 2007). Then, qualified, and trained optometrists were 
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enabled to prescribe medicines independently in 2008 (Welsh Assembly Government 2011).  

Up until 2017, the following HCPs who have completed the necessary training could 

prescribe medicines as either IPs or supplementary prescribers: pharmacists, nurses, 

therapeutic radiographers, chiropodists and podiatrists, physiotherapists, and optometrists 

(Welsh Government 2017; UK Statutory Instruments 2018). On the other hand, the following 

registered professionals, including midwives, specialist community public health nurses, 

diagnostic radiographers, and dietitians had the authority to prescribe medicines as only 

supplementary prescribers once they attain the required qualifications (Welsh Government 

2017). Furthermore, as highlighted in Section 1.1.2, HVs and DNs are known as INPs (limited) 

in Wales (Welsh Government 2017).  

Whilst in 2007 any pharmacist who met the criteria could become an IP; the evidence 

suggested that IPPs were mainly based in the secondary care sector in Wales (Courtenay et 

al. 2017). The utilisation of this role was not widespread in primary care settings, which may 

be because there were not many pharmacists working in primary care settings. This resulted 

in only a few of them being qualified as IPPs in GP practices and community pharmacies 

(Jones 2006; Hodson 2017). This difference was because there was no drive or policies that 

could support the role of IPPs within the primary care sector, which led to the role being not 

well established in this area.    

1.1.4. Primary care services in Wales  

In Wales, the NHS provides its services via three NHS Trusts and seven Health Boards 

(HBs). The three NHS Trusts are Public Health Wales, Velindre NHS Trust, and Welsh 

Ambulance Service NHS Trust. The seven HBs are Abertawe Bro Morgannwg University HB 

(ABMUHB) (N.B. This HB was renamed a few years ago to Swansea Bay University HB), 

Cardiff and Vale University HB (CVUHB), Cwm Taf Morgannwg University HB (CTMUHB), 

Hywel Dda University HB (HDUHB), Powys Teaching HB (PTHB), Betsi Cadwaladr University 

HB (BCUHB) and Aneurin Bevan University HB (ABUHB). The services in each HB include:  

- primary care services, which are delivered by GP practices, other practitioners in 

surgeries and health centres, and community care settings that are responsible for 

taking care of patients in their local areas (NHS Wales 2016). 

- secondary care services provided via ambulance services and hospitals, 

- tertiary care services associated with treating certain conditions like cancer. 

 

Primary health care settings are the initial point of care for patients in the NHS. In 

Wales, it has been estimated that around 90% of people’s contact with the NHS is with primary 

care services. GP practices are the main point of contact within the primary health care service 
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in Wales (Welsh Government 2015). In 2016, there were 441 GP practices in Wales and 2009 

GPs (excluding, locums, retainers, and registrars) (Wales Audit Office 2018). Besides GP 

practices, there are some other local community services provided to the public through the 

primary care sector for people who have certain health needs (Welsh Government 2015). 

These services are delivered to patients via GPs, dentists, nurses, pharmacists, opticians, 

physiotherapists, and other HCPs (NHS Wales 2016).  

Community pharmacies also fall under the primary care sector. There are more than 

700 community pharmacies geographically distributed across Wales in areas where people 

live and work (NHS Wales 2021). Community pharmacies’ services are provided by 

pharmacists, which patients can access without an appointment. Three types of services are 

provided by pharmacists at a community pharmacy, which are essential, advanced, and 

enhanced services. The essential services include advice on medications, reviewing and 

checking the clinical appropriateness of prescribed medications, dispensing and repeat 

dispensing of medications, and signposting. An example of advanced services is the 

discharge medicines review (DMR). The enhanced services are additional services 

commissioned and supported by GP practices or HBs, such as smoking cessation and 

Common Ailments Services (CAS) (NHS Wales 2021). 

As a part of the primary care sector, the WG and HBs initiated primary care clusters 

(also called GP practice clusters) in 2015, which are groups of adjacent GP practices clustered 

together by combining their registered populations to provide their services locally (National 

Assembly for Wales 2017). These clusters were introduced to create specific local planning 

and services for the local population registered within each cluster and ensure better 

communication between HCPs within the local network of GP practices (Welsh Government 

2015). Primary care clusters were founded to support one of the top five priorities of the 

primary care plan in the report published by the WG (2015) entitled ‘Our plan for a primary 

care service for Wales up to March 2018’ which was to provide healthcare services locally by 

different HCPs instead of being delivered via hospitals (Welsh Government 2015). The overall 

aim was to improve the quality of life of the Welsh population by increasing their access to 

treatment and overcoming GP shortages (Welsh Government 2015). Clusters were first 

proposed in 2010 in ‘Setting the Direction: The Welsh Government’s Primary and Community 

Services Strategic Delivery Programme’ (The National Assembly for Wales 2010). However, 

they were not established until an agreement between the WG, and the General Practitioners 

Committee (GPC) occurred in 2014, and funding support was provided by the WG in 2015 

(The National Assembly for Wales 2017). In 2017, there were 64 primary care clusters in 

Wales providing its services for a population range of 30,000 to 50,000 patients for each 

cluster (The National Assembly for Wales 2017).  
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In the UK, the NHS is endeavouring to use the skills of HCPs in the most effective way 

and encouraging them to work together in a multidisciplinary team (Welsh Government 2015). 

In Wales, a report published in 2015 entitled ‘Your Care, Your Medicines: Pharmacy at the 

Heart of Patient-centred Care’, stated that pharmacists could offer more services than they 

traditionally provided, particularly in the primary care sector (Royal Pharmaceutical Society 

Wales 2015). Therefore, pharmacists have been involved in a great deal of the services 

provided by primary care clusters to use their skills effectively and address the shortage of 

GPs and nurse practitioners (Brennan 2017 and Jones 2017). Pharmacists practise their role 

in primary care clusters as either IPPs, Practice-Based Pharmacists (only work in one GP 

practice), Primary Care Pharmacist/Prescribing Advisors, Cluster Pharmacists (work across 

multiple GP practice within the cluster), Community Pharmacists, Intermediate Care 

Pharmacists, or Clinical Specialist Pharmacists (Advanced Practitioners) (Royal 

Pharmaceutical Society Wales 2015). With the new policies and developments in the primary 

care sector since 2015 in Wales, including the WG plan (Welsh Government 2015) and 

primary care clusters (National Assembly for Wales 2017), many pharmacists moved from 

secondary care to work in GP practices and a lot of them desired to undertake the independent 

prescribing course to be qualified as IPPs, which may have resulted in a shift in the workforce 

(Hodson 2018). This represented a new role for IPPs in GP practices that had not been 

researched in Wales, which provided an opportunity to evaluate it in this PhD. This informed 

the first objective of this PhD, which was to identify the number of NMIPs, including IPPs, and 

their prescribing volume over time in relation to the implementation of GP clusters (Study 1; 

Chapter 4). In addition, it outlined the second objective, which was to explore the views of 

IPPs regarding their role in GP practices in Wales (Study 2; Chapter 5). 

1.1.5. Initial aim of the PhD (2017)  

The initial aim of this PhD was to explore the development of the prescribing role of 

NMIPs and their number in primary care settings in Wales, with a focus on the role of IPPs in 

GP practices. 

1.1.6. Initial objectives of the PhD (2017)  

1. To identify the number of NMIPs and the trends of their prescribed items that were 

dispensed in primary care settings in Wales from 2011 to 2018, and the impact of the 

primary care clusters implementation in 2015 on these trends. 

2. To describe the roles of IPPs working within GP practices in Wales and to explore their 

views on how their role is embedded in primary care. 
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1.2. Changes to the role of NMPs since establishing the initial objectives, and 
during the PhD 

This section presents the development of the NMPs’ role during the PhD up to the end 

of the data collection period.   

The first development is related to the introduction of the prescribing role, as either 

supplementary prescribers or IPs, to paramedics in 2018 in the UK, including Wales, as they 

are the latest AHPs to obtain this qualification (AHPs Federation 2018). Supplementary 

paramedic prescribers are authorised to prescribe any medicines that are stated in their 

patients’ CMP and within their scope of practice (UK Statutory Instruments 2018; College of 

Paramedics 2021). On the other hand, independent paramedic prescribers are allowed to 

prescribe medicines autonomously, including off-label use of licensed medicines, within their 

clinical area of competence; except for controlled medicines that can be only prescribed from 

a limited list. They are not authorised to prescribe unlicensed medicines (UK Statutory 

Instruments 2018; College of Paramedics 2021; Community Pharmacy England 2021). 

Another development is associated with the role of IPPs in community pharmacies in 

Wales. To continue achieving the WG plan to improve primary care (Welsh Government 

2018), services within the community pharmacy sector were also targeted to be developed by 

the WG. The Welsh Pharmaceutical Committee's response to the plan, ‘Pharmacy: Delivering 

a Healthier Wales in 2019’ (Welsh Pharmaceutical Committee 2019) outlined the vision to 

include at least one community IPP in one-third of community pharmacies in Wales by 2023, 

and in each community pharmacy in Wales by 2030. This involved utilisation of the recognised 

skills of pharmacists as IPPs to enhance the services in this sector (up until this time, only a 

few community pharmacists had qualified as IPPs in Wales, as the service and reimbursement 

for providing it were not formalised). The role of the IPPs aims to enhance patient-centric care 

in the community pharmacy sector, alleviate the burden on GPs, and achieve better financial 

resource allocation of services toward more clinical roles (Welsh Pharmaceutical Committee 

2019). This report also recommended an investment in community IPPs to be more involved 

in the clinical services that are already in place in community pharmacies, such as the CAS 

(Wickware 2019). The CAS is provided within local community pharmacies in Wales and is 

designed to provide patients with convenient and free access to advice, treatment, and 

medications for various minor illnesses and common health conditions, such as sore throats, 

acne, constipation, and colic (NHS Wales 2019). It allows patients to seek medical aid directly 

from their local pharmacists without the need for an appointment. Although pharmacists in this 

scheme are not IPs, they are trained to assess patients’ symptoms, offer appropriate advice, 

and provide medications as needed, including over the counter (OTC) and, in certain 

conditions, prescription-only medications from a limited list under specifically authorised 
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protocols. The CAS aims to direct patients with minor health issues to community pharmacies 

so that they may be managed by qualified HCPs and provide them with quick access to 

treatment and reduce pressure on other HCPs and healthcare services, such as GPs and 

emergency departments (NHS Wales 2019). 

As a result, in 2019, the WG informed contractors in the community pharmacy sector 

that the contract would change in terms of payment for different services (Community 

Pharmacy Wales 2019). The WG maintained the original amount of funding for the contract, 

but it redirected the fund to clinical services, such as the role of IPPs in community 

pharmacies, rather than other services, e.g., dispensing (Community Pharmacy Wales 2019). 

This change provided the opportunity for pharmacists to train as IPPs in this sector either by 

self-funding or with WG support for their training (Community Pharmacy Wales 2019). The 

WG also provided money to Health Education and Improvement Wales (HEIW) (the strategic 

workforce body concerned with training HCPs, making workforce strategies, and addressing 

workforce issues for NHS Wales) to fund the training of community pharmacists to be IPPs 

(NHS Wales 2019). HEIW started by commissioning the training of 50 IPPs in 2019 to provide 

a prescribing service in community pharmacies across Wales, with an expectation that the 

commissioned numbers would increase in the future (Community Pharmacy Wales 2019; 

Slawther 2019). In addition to paying the course fees, HEIW decided the funding would also 

include payment for the DSMPs towards the cost of training community pharmacists, 

acknowledging that the community pharmacists are not employed by the GP practice 

(Community Pharmacy Wales 2019). Some HBs chose the scope of practice for their IPPs, 

such as contraception in CVUHB and urinary tract infections (UTIs) in CTUHB, as there was 

no national guidance or specific scope of practice for community pharmacists (Hodson 2018). 

With the new policy that aimed to support more IPPs to be based in community pharmacies 

as a part of the primary care sector (Welsh Pharmaceutical Committee 2019), many 

pharmacists completed the independent prescribing course and qualified as IPPs in these 

settings. The role of IPPs in community pharmacies in Wales was still in its infancy and lacked 

research. This new initiative represented an opportunity to explore the implementation and 

development of IPPs' services in community pharmacies to inform future policies and 

changes, which was not accounted for in the initial objectives of the PhD since the role started 

in 2019. As a result, the final objectives in the PhD included a new third objective, which was 

to explore the views of IPPs and relevant stakeholders, who were community pharmacy leads 

in HBs (each HB has a community pharmacy lead and their role will be discussed in detail in 

Chapter Six, Section 6.2), about this role and its implementation in community pharmacies 

(Study 3, Chapter 6).          
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1.2.1. Final aim of the PhD (2019) 

The aim of this PhD is to explore the development of the prescribing role of NMIPs and 

their number in primary care settings in Wales, with a focus on the role of IPPs in GP practices 

and community pharmacies.  

1.2.2. Final objectives of the PhD (2019) 

1. To identify the number of NMIPs, and the trends of their prescribed items that were 

dispensed in primary care settings in Wales from 2011 to 2018 and the impact of the 

primary care clusters implementation in 2015 on these trends. 

2. To describe the roles of IPPs working within GP practices in Wales and to explore their 

views on how their role is embedded in primary care. 

3. To explore the views of community IPPs and HB community pharmacy leads regarding 

the role of IPPs within a community pharmacy setting. 

 

[NB: Interruptions of study occurred between August 2021 – February 2023] 

 

1.3. Further development of the NMPs’ role during and after the PhD hiatus 

The aim and objectives of the PhD were finalised in 2019. However, interruptions of 

study took place between August 2021 and February 2023, in which time a number of further 

developments occurred in relation to the NMPs’ role. This section will highlight the new 

information related to the development of this role, particularly the role of IPPs, during this 

time and up to the submission of the thesis.   

1.3.1. Updated figures of IPPs’ numbers and volume of prescribing in the UK 

The updated figures of the number of IPPs and their prescribing volume are increasing 

over time in the UK. The number of IPPs increased by more than three-fold between May 

2016 (n=2,781) and May 2020 (n=8,806) as obtained from the GPhC through a freedom of 

information request (Wickware 2021). The largest increase in the absolute number was in 

England, where the number of IPPs increased by 5,124 (from 2,224 in May 2016 to 7,348 in 

May 2020), followed by Scotland (from 390 in May 2016 to 975 in May 2020), and Wales (from 

167 in May 2016 to 483 in May 2020) (Wickware 2021). The number of pharmacists with an 

independent prescribing qualification or who had started their prescribing training in primary 

care settings in England had increased significantly by 77% (n=617 in 2019/20 to 1,094 in 

2020/21), with no such data available for Wales and Scotland. This highlighted the necessity 

of exploring the implementation of this role in primary care settings within these nations.          
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A more recent figure of IPPs who were registered by the GPhC in the UK showed that 

their numbers increased by almost two-thirds (66%) from May 2020 (n=8,806) to August 2022 

(n=14,635) (Burns 2022). Similarly, most of the IPPs, as shown by the GPhC in August 2022, 

were based in England (n=11,863), followed by Scotland (n=1,841), and Wales (n=812), and 

then 199 IPPs in Northern Ireland, the Isle of Man, and the Channel Islands. However, the 

greatest proportion of pharmacists who had the independent prescribing qualification in the 

pharmacy workforce was in Scotland (34%), followed by Wales (29%) and England (22%), 

which may suggest that the Scottish Government was more proactive in implementing this 

role compared to other nations. Although the number of IPPs is increasing over time in the 

UK, Burns (2022) highlighted that the findings of a recent salary survey by the Pharmaceutical 

Journal revealed that around 18% of IPP respondents had never prescribed any medication 

and almost 51% of IPP respondents were prescribing daily for their patients. 

In Wales, the WG shared recent figures of IPPs who were actively prescribing 

(prescribed at least one item in GP practices that was dispensed in a community pharmacy in 

Wales on a monthly basis) (NHS Wales 2023). It showed that the number of actively 

prescribing IPPs in GP practices in March 2023 was 175, and their number of prescribed items 

was around 100,000 items. 

1.3.2. The developments in the community pharmacy sector in the UK 

In March 2020, the WG agreed to provide more funding support of £18.3 million over 

three years (2022/2025) for community pharmacies in Wales compared to only £1 million in 

2021/2022 (Welsh Government 2021). This agreement aimed to secure the continuation of 

the funding of IPPs’ education and training as well as reforming the clinical services provided 

in community pharmacies across HBs, aimed at expanding these services as well as the 

number of IPPs in this sector. Later in 2020, the WG launched a new service known as the 

Pharmacy Independent Prescribing Service (Pharmacy IPS), which is a free NHS local service 

delivered by IPPs in community pharmacies rather than GP practices (Royal Pharmaceutical 

Society 2021). The aim of this service is to provide advice and treatment to patients, if needed, 

within a wide range of conditions within the pharmacist’s scope of practice (Royal 

Pharmaceutical Society 2021). While both the CAS and IPS involve pharmacists providing 

medication-related services in community pharmacies, they differ in scope, purpose, and level 

of pharmacist involvement. The CAS focuses on specific minor illnesses within defined 

protocols, whereas IPS allows pharmacists to independently prescribe medications as part of 

broader patient care initiatives within their prescribing competence that can be extended over 

time with more training. The IPS started with a pilot in 13 community pharmacies in six HBs in 

Wales in which the Choose Pharmacy platform was used to allow a ‘read’ access to patients’ 
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Welsh GP records (WGPR) to effectively assess their medical conditions and safely prescribe 

medicines for them (Choose Pharmacy 2020). The Choose Pharmacy is an IT system 

provided by Digital Health Care Wales, which is available in almost 99% of community 

pharmacies in Wales to support them in providing healthcare services for patients (Choose 

Pharmacy 2020). Pharmacists, including IPPs, could access this platform in community 

pharmacies when providing a wide range of services, including the CAS, DMR, Seasonal Flu 

Vaccination Service, Emergency Medicine Supply Service, Contraception Services, and IPS 

(NHS Wales 2023). The Emergency Medicine Supply Service was the first module to allow a 

‘read’ access to the WGPR, whereas the CAS was the first service that allowed information to 

be transferred to GP practices, followed by the DMR service in the Choose Pharmacy platform 

(Hodson 2023). The new IPS module on the Choose Pharmacy platform used the existing 

features of the Emergency Medicine Supply module, providing IPPs with access to the digital 

WGPR of patients (NHS Wales 2023).  

The prescribing sessions within the pilot Pharmacy IPS were commissioned by HBs 

and ranged from one to three prescribing sessions per week within the IPPs’ scope of practice, 

with a maximum of nine consultations conducted in each session. Each HB determined the 

appropriate clinical services for IPPs in community pharmacies based on the needs of the 

population and the scope of their practice, such as opioid withdrawal. Patients usually walked 

in or booked appointments. They could be referred by their GPs or could see an IPP if they 

were already aware of the role. IPPs also provided telephone and video (virtual) consultations 

as part of their prescribing role in community pharmacies, particularly during the COVID-19 

pandemic, which is still offered by some IPPs (Welsh Government 2020; Mantzourani et al. 

2023).  

The Pharmacy IPS evolved into an all-Wales service in April 2022, as changes were 

made by the WG to the Community Pharmacy Contractual Framework in Wales, which paved 

the way for more clinical services, including PIPS, to be available to patients (Welsh 

Government 2022). These changes involved plans to continue increasing the number of IPPs 

in community pharmacies across different HBs in Wales (CTMUHB 2019; Allen and Mackridge 

2022). This was in addition to the other prescribing services within specific therapeutic areas 

of need that IPPs have been responsible for within their local HBs, as stated in ‘A New 

Prescription, the Future of Community Pharmacy in Wales’ (Welsh Government 2021). 

Although the Welsh Pharmaceutical Committee aimed in the vision to reach a target of 30% 

of community pharmacies in Wales providing independent prescribing services by the end of 

2022/2023, by May 2022 only about 13% had been achieved (Welsh Pharmaceutical 

Committee 2019; Wickware 2022). In May 2023, the number of IPPs users in the Choose 

Pharmacy platform was 118, while the number of community pharmacy sites was 135 (Hodson 
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2023). This indicates that in 2023, nearly one in six community pharmacies in Wales were 

providing the IPS.  

As previously discussed, in terms of the financial support for the role of IPPs in 

community pharmacies in Wales, the WG provided funding to HEIW to manage the fund in 

relation to independent prescribing courses and mentors’ fees. HEIW aims to offer funding to 

train all pharmacists who have patient-facing roles to obtain an independent prescribing 

qualification within the next two years (2024/2025). In the year 2021/22, funding was offered 

by HEIW to train 150 pharmacists as IPPs in GP practices. HEIW has also supported the role 

of IPPs in community pharmacies by training more than 200 pharmacists to obtain the 

independent prescribing qualification (Hodson 2023). In the current year (2023/24), the WG 

has invested up to £12 million to deliver the IPS within community pharmacies (Hodson 2023). 

This funding included the training of around 300 pharmacists (Hodson 2023). The estimated 

total number of pharmacists that HEIW has funded to train as IPs is around 700. The number 

of training places for IPPs in community pharmacies in Wales also increased from 50 in 

2020/21 to 60 in 2021/22 (Burns 2021). Almost two-thirds of the training places that were 

offered to pharmacists to qualify as IPs were undertaken each year. The funding provided by 

the WG also included a payment of £3,000 as a training bursary to each community pharmacy 

to allow staff to undertake the prescribing training. The WG in collaboration with the HBs has 

also provided funding to DSMPs with £3,000 to train community pharmacists as IPPs.  

Based on data shared by the Royal Pharmaceutical Society (RPS) in Wales in 

collaboration with NHS Wales and Community Pharmacy Wales, up until 2021, 33 community 

pharmacies (out of 713) have conducted more than 16,000 patient consultations by IPPs as 

part of the IPS. It involved the management of acute conditions, contraception, and drug 

withdrawal (Burns 2021; Welsh Government 2021). A study conducted as part of a PhD project 

at Cardiff University by Al Hussain (2022) analysed secondary data obtained from the Choose 

Pharmacy platform about IPPs’ consultations and prescriptions in Wales from June 2020 to 

September 2022. It showed that the number of consultations and prescriptions made 

increased over the study period. The total number of consultations made by IPPs in community 

pharmacies over the study time was 30,401. The number of prescribed items was 29,256 

prescribed in 24,356 out of the 30,401 consultations (most of the consultations were made in 

four HBs). The approach of seeing IPPs in community pharmacies highlighted that 39% 

(n=11,814) of patients were self-referred as they were unable to see a GP, 26% (n=8,006) 

were referred to the community pharmacy by GPs, and more than 6% of the consultations 

were made during the out-of-hours period. IPPs have also referred many patients to 

emergency departments, GPs, dentists, optometrists, and others. More recent figures of 

recorded consultations in Choose Pharmacy made by IPPs in community pharmacies in 
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Wales, which were obtained from the WG, showed that the number of consultations between 

May 2022 and May 2023 was 63,278 (Hodson 2023). This represented more than double the 

number in the findings of Al Hussain’s (2022) study over a shorter period, which shows that 

the IPPs’ services are growing over time in community pharmacies in Wales.   

Each nation in the UK has decided to initiate the services of IPPs in community 

pharmacies differently, except in Northern Ireland where this role has not been implemented 

in this sector. Scotland was at the forefront of community pharmacists becoming IPs, as the 

community pharmacy contractual framework changed in 2020 to implement this role (NHS 

National Services Scotland 2023). In addition, the Minor Ailment Service that had been 

conducted in community pharmacies since 2006 was replaced by the new NHS Pharmacy 

First Scotland service. This new service enables patients to visit or call a community pharmacy 

as their initial point of contact to receive treatment from IPPs (NHS National Services Scotland 

2023). However, in England, the NHS is planning to fully commission and incorporate 

independent prescribing services by pharmacists in community pharmacies from 2026 (NHS 

England 2023). In 2023, NHS England announced a new programme for community 

pharmacies known as Independent Prescribing Pathfinder to all integrated care boards (ICBs) 

and planned to include 210 community pharmacies across the 42 ICBs to provide IPPs’ 

services (NHS England 2023). This programme aimed to test and support various prescribing 

models to inform the development of a framework for the commissioning of independent 

prescribing services in community pharmacies in England. The scope of the practice of IPPs 

within these pathfinder sites was determined by ICBs that involved both chronic and acute 

conditions management, which was opposite to the role of IPPs in Wales and Scotland which 

was more related to acute conditions. 

1.3.3. General new pharmacy policies in Wales   

In 2022, the Welsh Pharmaceutical Committee published an updated policy entitled 

‘Pharmacy: Delivering a Healthier Wales 2025 Goals’ (Welsh Pharmaceutical Committee 

2022), that set out goals for 2025 that represent a significant step towards achieving the 

broader vision for 2030 outlined in ‘Pharmacy: Delivering a Healthier Wales’ (Welsh 

Pharmaceutical Committee 2019). It aimed to eliminate barriers across healthcare settings, 

ensuring patients receive seamless care. The goals also focused on creating dynamic and 

diverse career pathways for pharmacy professionals. This policy emphasised an innovative 

and collaborative approach to pharmaceutical care delivery, with a commitment to maximising 

the impact of pharmacy professionals in meeting the health services and the Welsh 

population's needs. These goals built upon the innovation and progress in pharmacy since 

2019 considering the challenges posed by the Covid-19 pandemic and the subsequent 
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recovery efforts. Key objectives included developing the entire pharmacy team's skills across 

different healthcare settings, embedding pharmacy professionals in multidisciplinary care 

approaches, and driving innovation and technology to prioritise patient-centred care and 

enhance the patient experience.  

Also, a new pharmacy workforce plan was launched in June 2023 in Wales entitled 

‘HEIW Strategic Pharmacy Workforce Plan’ (NHS Wales 2023). It involved a 10-year plan that 

has outlined long-term goals and short-term actions as well as some principles to transform 

and develop the pharmacy profession in Wales. It has been developed in collaboration with 

the WG, education providers, professional bodies, employers, employees, independent 

contractors, trade unions, and charities in Wales. This plan provides 31 key actions that aim 

to drive the improvement and transformation in the values, support, and development of the 

whole pharmacy workforce, including the role of IPPs across Wales. It will help to provide 

more development opportunities, a stable multi-professional workforce for employers, and a 

better working environment. This is to ensure that Welsh citizens will get more services as 

well as derive the most benefit from the existing services offered by their local pharmacy. It 

has also been designed to promote the different pharmacy careers and to ensure that an 

adequate number of employees within the pharmacy workforce are highly educated, trained, 

and available to fulfil the services’ requirements. It recognises the potential of pharmacists to 

take on independent prescribing responsibilities and aims to promote their role in primary care 

settings in Wales. In addition, HEIW aims to offer funding to train all pharmacists with patient-

facing roles to obtain independent prescribing qualifications. This would help to provide a 

sustainable workforce of IPPs and ensure the continuation of their services in community 

pharmacies, GP practices, and secondary care settings in Wales (NHS Wales 2023). 

1.3.4. The development of NMIPs’ Competency Framework  

The practice experience of NMIPs required for the programme originally had to be 

under medical supervision as illustrated earlier in Section 1.1.2. However, a new UK pharmacy 

regulation in 2019 was announced in which DSMPs changed to Designated Prescribing 

Practitioners (DPPs), which authorised either medical professionals or NMIPs to mentor 

pharmacists during their independent prescribing training course (GPhC 2021). This change 

aimed at providing more training opportunities for pharmacists to be qualified as IPs and 

increase their numbers across different healthcare sectors, as DSMPs were not always 

available to mentor them (GPhC 2021). The eligibility criteria to become a DPP include having 

at least three years of experience as an active prescriber in a patient-facing role with 

appropriate knowledge and expertise within the area of clinical practice, demonstrating clinical 

leadership and professional integrity, and possessing experience or training in teaching and 
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supervising (GPhC 2021).      

Other developments were related to expanding the scope of practice of IPPs and other 

NMIPs. The RPS released new guidance in 2022 aimed at supporting NMIPs, including IPPs, 

seeking to expand their independent prescribing scope of practice (RPS 2022). It 

acknowledged the need to broaden their expertise beyond narrow specialty focuses to do 

more general roles as IPs. This could involve broadening their prescribing within different 

medical conditions, improving their prescribing confidence, initiating new pharmacy services 

(e.g., pain management), or transitioning into new independent prescribing roles or settings. 

The guidance provided a structured framework to help IPs identify new prescribing areas for 

further development, plan skill enhancement through self-directed learning, courses, training, 

and mentoring, and document their newly developed areas and expertise. This framework 

aims to ensure that NMIPs have the required skills and knowledge during their training to 

provide their independent prescribing services in a legal, effective, and safe manner. It also 

presented case studies illustrating scenarios where already qualified NMIPs, including IPPs, 

have expanded their prescribing scope.  

In terms of the scope of practice of other NMIPs, a change in the legislation in 2023 

was announced by the UK Government allowing paramedic IPs and therapeutic radiographer 

IPs to prescribe specific controlled drugs (N.B. each of these professions prescribe different 

kinds of controlled drugs) (The UK Government 2023).  

1.3.5. Developments in the initial education and training programme (IETP) of 
pharmacists in the UK 

The current available routes for pharmacists to obtain an independent prescribing 

qualification in the UK are either through independent prescribing training courses or the IETP. 

The independent prescribing course consists of self-directed study, face-to-face teaching 

sessions, and practical training that are delivered and arranged by accredited facilities (see 

Section 1.1.2) (GPhC 2022). As mentioned previously, there has been a change in the 

requirements for the independent prescribing course entry in 2021, removing the need for at 

least two years of clinical experience in a particular therapeutic area before undertaking the 

course (GPhC 2021). The other route is through the new changes in the IETP in 2021 in the 

UK, which incorporated prescribing training and skills into undergraduate pharmacist 

education in order to allow them to become IPs ready from the point of registration (GPhC 

2021). These changes also involved revising the learning outcomes over the entire five years 

of education and training of pharmacists to focus more on clinical decision making, clinical 

assessment skills, risk management, and clinical supervision (GPhC 2021). The new changes 

may eliminate the gaps in clinical and diagnostic skills for the newly registered pharmacists. 
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These changes would provide them with a greater degree of confidence, knowledge, and skills 

when practising their prescribing role, compared to the already qualified IPPs in the meantime 

who had to complete an independent prescribing course after they had become registered 

pharmacists.  

In the UK, the new ‘Standards for the Education and Training of Pharmacist 

Independent Prescribers’ published by the GPhC (2022) states that from 2026, all new 

pharmacists who are going to join the GPhC register will be recognised as IP ready if they 

have met the following criteria: 1) have completed the 2021 IETP standards, 2) have passed 

the GPhC registration evaluation; and 3) have met the GPhC entry criteria. In Wales, the 

changes to facilitate the standards for the IETP were made by the HEIW in 2022 (HEIW 2022). 

These changes were to offer the independent prescribing qualification to new registrants by 

implementing the curriculum of the post-registration foundation pharmacist programme in 

collaboration with the RPS, which is a programme that provides clinical knowledge and skills 

for early career pharmacists to practise in any area at a ‘generalist post-registration foundation 

level’ (HEIW 2022; NHS Wales 2022). This programme also focuses on two domains: the 

prescribing governance domain and the consultation domain (HEIW 2022; NHS Wales 2022).         

1.3.6. Indemnity insurance 

Before 2019, there was a lack of clarity regarding the indemnity insurance for IPPs in 

Wales. However, since then the issue of indemnity insurance has been resolved by the 

General Medical Practice Indemnity (GMPI) scheme (NHS Wales 2019). This scheme 

provides indemnity insurance to all medical staff in GP practices for clinical negligence claims 

arising from incidents. It covers the activities associated with the definition of ‘primary medical 

services’, which are healthcare services delivered under a contract, agreement, or 

arrangement formed following specific sections of the NHS Wales Act 2006 (NHS Wales 

2019). These sections are Section 41(2) (primary medical services), Section 42(1) (general 

medical services contracts), and Section 50 (arrangements by local HBs for the provision of 

primary medical services). Therefore, the prescribing activities of IPPs employed by GP 

practices fall within the category of ‘primary medical services’, which would be captured by the 

GMPI scheme. The indemnity insurance for IPPs in community pharmacies also depends on 

their activities (NHS Wales 2019). If it also falls within the category of ‘primary medical 

services’, it will be included in the GMPI, such as their prescribing role. However, some other 

activities, such as the dispensing service, may not be covered by the GMPI (NHS Wales 

2019).  
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1.4. Summary 

The role of NMPs has been a fast-evolving field since its implementation. In particular, 

pharmacy practice has significantly developed since the second Crown report that allowed the 

introduction of prescribing rights to pharmacists. Initially, a very low number of IPPs were 

based in primary care settings, including GP practices and community pharmacies, but with 

the changes in the primary care plan in Wales, such as the implementation of GP clusters and 

the pharmacy vision, many IPPs have moved to or started their prescribing role in this sector. 

With these developments, there will be even more changes in the future. As a result, it’s 

important to explore and evaluate the implementation of this role in practice, as well as the 

views and considerations of practitioners to inform future policy decisions and future 

developments. Even though the aim and objectives were defined before some of these 

developments, the findings of the PhD will be discussed in relation to all relevant policies and 

practices.   

 

This chapter explored the implementation of NMPs’, including IPPs’, role in the UK 

since its beginning. Chapter Two will provide a literature review of research conducted on the 

IPPs’ role around the world and in the UK to date.  
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2.1. Overview  

The previous chapter illustrated the definitions, types, and implementation of non-

medical prescribing in the UK. However, the adoption of NMPs’ role, especially the 

incorporation of nurses and pharmacists among prescribing professionals, fundamentally 

began in the United States of America (USA) and Canada and then extended to the UK, New 

Zealand, and Australia. In contrast, it is very limited in other countries throughout the world 

(Bhanbhro et al. 2011; Kroezen et al. 2011; Raghunandan et al. 2017; Walpola et al. 2024). 

Outside the UK, nurses and pharmacists are the main HCPs who have been granted the 

authority to prescribe medicines. The ability of optometrists, midwives, and surgical podiatrists 

to prescribe has only been implemented in a few countries, including the UK, New Zealand, 

and Australia (Raghunandan et al. 2017; Walpola et al. 2024). Extending the drug prescribing 

mandate, particularly within primary care settings, has been implemented for some reasons. 

In North America, Australia, and New Zealand, NMPs’ practice was adopted to overcome the 

low numbers of HCPs who provide healthcare services, especially around rural and remote 

regions (Hobson 2008; World Health Organization 2016). Other reasons that have contributed 

to the development of this new role were the expansion in population, an increase in morbidity 

rates, and providing more cost-effective healthcare services (Hobson 2008; World Health 

Organization 2016).  

As the NMPs’ role has been broadly adopted only in the above countries, it is 

necessary to understand its implementation, the available literature that investigated its 

utilisation, and the views of different stakeholders on their services, particularly on pharmacist 

prescribing (Raghunandan et al. 2017; Walpola et al. 2024). Three types of non-medical 

prescribing were identified in these countries: independent prescribing (adopted across all 

countries, except in New Zealand), supplementary prescribing (in the UK), and collaborative 

prescribing (across all countries, except the UK) (Ghabour and colleagues 2023a). 

Independent and supplementary prescribing were defined in Chapter One (Sections 1.1.1.2 

and 1.1.1.1, respectively). Collaborative prescribing is defined by Weeks and Marriott as ‘any 

spectrum of prescribing undertaken in collaboration with a medical practitioner, including the 

transcribing of medication orders, prescribing by protocol, initiating and modifying medication 

therapy’ (Weeks and Marriott 2008, p. 271). It could also involve monitoring patients’ 

medications and discontinuing treatment once the pharmacist has gained their prescribing 

authority (Alberta College of Pharmacists 2013; Evans 2022; Adams et al. 2023). This model 

involves a partnership between a doctor (medical practitioner) who is responsible for making 

the diagnosis and initial treatment decisions and a pharmacist prescriber to manage patients’ 

conditions and their medications (Pearson et al. 2002; Adams et al. 2023). However, the 

overall patients’ conditions, outcomes, and risks are the responsibility of the head of the team 
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(doctor) (Ministry of Health 2021a; Pharmacy Council 2021; Adams et al. 2023). A similarity 

between the collaborative and supplementary prescribing models is that both involve a 

partnership between a pharmacist prescriber and a doctor (Weeks and Marriott 2008). 

However, the supplementary prescribing model involves a specified CMP agreed upon by a 

medical practitioner, pharmacist, and patient, in which the pharmacist can prescribe only from 

this plan (DOH 2003). While collaborative prescribing does not require patients’ agreement to 

prescribe medications within the team (Weeks and Marriott 2008). There were also some other 

differences identified in the literature regarding the implementation of pharmacist prescribing 

across these countries in terms of the adopted type of pharmacist prescribing, requirements 

to become a prescriber, training to obtain prescribing qualifications, and their healthcare 

sectors of practice, which are summarised in Table 2.  

The next section will discuss the type of literature review conducted, followed by 

detailed information regarding the implementation of this role and available literature in each 

country, focusing on pharmacist’s prescribing roles. 
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Table 2 Pharmacist prescribing across the USA, Canada, Australia, New Zealand, and the UK  

Country Type of pharmacist 
prescribing Requirements to obtain prescribing qualifications Healthcare sector of practice 

USA 

- Mainly collaborative 
prescribing. A few states 
have implemented a very 
limited independent 
prescribing role.   

- Varies across different states, but all require clinical experience and being 
registered with the regulatory organisation in each state. 

- Some states require the completion of additional short courses and training. 

- Varies across different states, 
but collaborative prescribers 
are across all settings.  

- IPPs are mainly in hospitals 
and community pharmacies, 
and a few are in outpatient 
primary care clinics. 

Canada - Both collaborative and 
independent prescribing. 

- Varies across different provinces, but mainly requires one year of full-time 
clinical experience, having a Pharm D degree from a Canadian Council for 
Accreditation of Pharmacy Programmes (CCAPP), having a good 
collaboration with other HCPs, and continuing the development of their 
clinical knowledge and skills, and register with the regulatory organisation in 
each province.   

- Some provinces require the completion of an online module for minor 
aliments scope of practice.   

- Across all healthcare settings. 

New 
Zealand 

- Only collaborative 
prescribing.    

- Obtaining a postgraduate clinical qualification of prescribing. 
- Having a minimum of three years of clinical experience. 
- Completing at least 600 hours of applied pharmacotherapy.  
- Registering with the Pharmacy Council of New Zealand. 

- Only in hospitals and 
outpatient clinics.  

Australia 

- Only collaborative 
prescribing.    

- Independent prescribing 
is being piloted at this 
time in only three states. 

- Holding a bachelor’s or master’s degree in pharmacy via an accredited 
Australian university.  

- Registering with the Pharmacy Board of Australia. 
- Having at least two years of clinical experience. 
- Developing a portfolio of clinical training, experience, and skills. 

- Only in hospitals and 
outpatient clinics. 

- The IPPs’ pilot is only in 
community pharmacies.    

UK 
- Both independent 

prescribing and 
supplementary 
prescribing. 

- Holding a pharmacy degree, being registered with the GPhC, and 
completing an independent prescribing training course. 

- From 2021, there are no requirements for 2 years of experience in practice. 
- From 2026, all new pharmacists registered with the GPhC will be recognised 

as IPs if they have completed the 2021 IETP standards, passed the GPhC 
registration evaluation, and met the GPhC entry criteria. 

- Across all healthcare settings. 
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2.2. Type of literature review 

This chapter aims to discuss the implementation of NMPs’ roles and provide a literature 

review focusing on the pharmacist prescribing role in the UK, the USA, Canada, New Zealand, 

and Australia. The literature review will highlight the studies that explored pharmacist 

prescribing regarding its implementation, training, and the views of the public, patients, other 

HCPs, stakeholders, and the pharmacist prescribers themselves. The literature review covers 

the time since the initiation of the pharmacist prescribing role (supplementary) in 2003 in the 

UK to 2024. A narrative literature review approach was utilised (also known as a traditional 

literature review), which is an unstructured review that is used to examine and describe the 

current literature. It is also used to establish a theory, identify a gap, or provide a justification 

for a research topic (Jesson et al. 2011; Stratton 2019). Since this literature review has not 

focused on a very specific topic, such as understanding the role of IPPs in managing a certain 

medical condition or clinic, the use of systematic, meta-analysis, and Cochrane review was 

deemed to be inappropriate (Munn et al. 2018). As the investigated topic is very broad, a 

scoping review was also not considered (Munn et al. 2018; Tricco et al. 2018). A rapid review 

was not utilised since the aim of this literature review was not to make evidence-based 

decisions about a practice issue or policy within a specific time frame (Grant and Booth 2009; 

Munn et al. 2018).  

A narrative literature review has the advantages of reviewing very broad areas of 

investigation, including studies with different methodologies, providing a summary of a topic, 

justifying an examined research subject, and identifying a gap in the literature compared to 

other types of literature review (Grant and Booth 2009; Munn et al. 2018; Stratton 2019). 

Although narrative review lacks the use of a structured method to conduct the literature review 

compared to other types, it provides a more flexible approach that is considered helpful in 

investigating broad areas (Munn et al. 2018). Since the scope of this literature review is 

considered very broad (the roles of pharmacist prescribers in the USA, Australia, Canada, 

New Zealand, and the UK), different areas and topics may emerge from the data. This may 

require the use of a descriptive analysis approach, which can be conducted via the use of a 

narrative review that is characterised by its flexibility during data analysis (Peters et al. 2020). 

As a result, a narrative review was considered appropriate to conduct a literature review for 

this PhD thesis. 

The researcher aimed to ensure transparency of the review by highlighting the steps 

applied. First, the PCC (Population, Concept, and Context) framework (Peters et al. 2020) 

was used to develop the literature review question. Based on the scope of the literature review 

illustrated above, the review’s Population is ‘pharmacist prescribers’, the Concept is ‘the role 

of pharmacist prescribers’, and the Context is ‘the UK, the USA, Australia, Canada, and New 
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Zealand’. Therefore, the research question aims to answer: 

‘What is the available empirical evidence of the role of pharmacist prescribers in the 

UK, the USA, Australia, Canada, and New Zealand?’.       

No ethical approval was needed to conduct this literature review as it did not involve 

the use of participants to collect data; no personal or confidential data were collected. 

Databases searched included Ovid Medline, Ovid Embase, Ovid Emcare, Scopus, and Web 

of Science (Appendix 1 shows screenshots of the databases’ search). These databases were 

chosen as they offer good coverage and a wide range of literature related to healthcare and 

the pharmacy profession, ensuring an effective and comprehensive search process (Bramer 

et al. 2017). In addition, the combined use of these databases was used to ensure relevant 

studies were captured, to minimise bias, and maximise the inclusion of diverse related topics 

(Bramer et al. 2017). The searches were performed using truncations and advanced Boolean 

AND/OR operators that combined keywords to identify peer-reviewed research (Gough et al. 

2012). The keywords used to search were identified from the literature related to pharmacist 

prescribing and they are presented in Appendix 2. A specialist librarian in the pharmacy 

subject assisted with the use of correct search terms and searching within different databases. 

After searching, findings were imported into the EndNote Software (Version 20), which was 

used to remove duplicated articles. Thereafter, the identified studies were imported into 

Microsoft Excel (Version 16), in which study selection occurred. The selection criteria for 

relevant literature were limited to the relevant published and peer-reviewed primary research 

studies in English from 2003 to 2024. It is recognised that grey literature is not formally and 

rigorously peer-reviewed (Bramer et al. 2017). Therefore, a decision was made to not include 

it since the focus of this search was to specifically look for evidence-based and published 

peer-reviewed articles (the inclusion and exclusion criteria are presented in Appendix 3). 

Literature that investigated specific topics not related to the role of pharmacist prescribing was 

excluded. For example, studies that focused on guidelines or policies in healthcare facilities 

or the pharmacological properties of medications.  

The process of selecting a study began with reviewing its title, followed by its abstract 

using the inclusion criteria. If the title and abstract indicated that it might be appropriate to be 

included, a full text of this potentially relevant research was further reviewed to make sure it 

was aligned with the inclusion criteria. The significant findings related to the purpose of this 

literature were narratively reported using a descriptive approach for each country in the 

following sections.     

2.2.1. USA 

In 1969, certain practitioners, including nurses and doctor assistants, in remote and 

rural areas in the USA, gained authority to prescribe medicines for patients in the primary care 
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sector under the doctors’ supervision and control to increase patients’ access to treatment 

and overcome doctors’ shortage (Craig 1996). The authority of pharmacists to collaboratively 

prescribe medicines in the USA began early in the 1970s (Carmichael et al. 1997). Their role 

involved managing patients with ongoing medications for certain chronic diseases or acute 

conditions such as flu under the supervision of a doctor. Florida was the earliest state, in 1984, 

to permit individual pharmacists to prescribe drugs independently (Carmichael et al. 1997). 

Nonetheless, during that period, the degree to which a pharmacist may independently or 

dependently prescribe medicines in the USA was restricted to specific drugs, with most of 

them being OTC medicines that pharmacists could supply with no need for prescriptions to be 

issued (Eng 1987; Doering 2007). The ability to prescribe OTC medicines is similar to the role 

that pharmacists traditionally had within the UK where they are able to sell OTC medicines. 

This is distinct from the independent prescribing role of pharmacists in the UK that started in 

2006 (2007 in Wales), in which they were able to prescribe any medication within their area 

of competence.     

Since the early 1990s, the structure of the American medical prescribing practice has 

significantly developed. However, the right to prescribe medicines independently in the USA 

by nurses and pharmacists differs between states based on their individual regulations and it 

can only be obtained after achieving a certain postgraduate clinical qualification as either 

Pharm D or a postgraduate master’s degree (Hammond et al. 2003; Evans 2022; Adams et 

al. 2023). Only a few states, such as New Mexico and Idaho, alongside Florida, have moved 

towards more independent prescribing rights for pharmacists after obtaining additional 

certifications and training (Evans 2022; Adams et al. 2023; Munger 2023). These states 

developed protocols that specify the medical conditions, including some acute minor 

conditions like hay fever, simple infections, and skin conditions, and medications that can be 

managed and prescribed by pharmacists, such as opioid antagonists, smoking cessation 

products, hormonal contraceptives, and immunisations (Evans 2022; Adams et al. 2023). The 

list of conditions does show some similarity to the CAS service within community pharmacies 

in Wales. In addition, the pharmacists’ independent prescribing scope of practice is very 

limited across different states in the USA compared to the UK, in which IPPs can diagnose 

their patient’s condition and also have a much wider scope of practice. In other states in the 

USA, pharmacists may prescribe medicines collaboratively as a member of the team under a 

doctor's supervision (Drug and Therapeutics Bulletin 2006; Roberts and Gainsbrugh 2010; 

McBane et al. 2015; Evans 2022; Adams et al. 2023).      

The implementation of the pharmacist collaborative prescribing role is across all 

healthcare settings, while IPPs are mainly based in hospitals and community pharmacies, and 

to a lesser degree in outpatient primary care clinics (Hammond et al. 2003; Feehan et al. 2017; 
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Evans 2022; Adams et al. 2023). There was a lack of studies within the literature exploring the 

implementation of pharmacist prescribing in the USA across different states and healthcare 

sectors, their volume of prescribing, and the utilisation of this role. Most of the studies that 

explored pharmacist prescribing in the USA focused on the clinical effectiveness and patient 

outcomes of their interventions within specific areas of practice. The identified therapeutic 

areas of pharmacist prescribing in the literature were contraception medications (Gardner et 

al. 2008; Rodriguez et al. 2016; Batra et al. 2018; Anderson et al. 2019; Ahmad et al. 2022; 

Pelaccio et al. 2022), naloxone co-prescribing (Xu and Mukherjee 2021; Dhakal et al. 2022); 

statin prescribing (Haby et al. 2020; Vincent et al. 2020), managing opioid misuse (Lagisetty 

et al. 2020), hypertension management (Victor et al. 2018), and sitagliptin co-prescribing 

(McFarland et al. 2009). Most of these studies identified the significant impact and clinical 

effectiveness of pharmacist collaborative prescribing within these clinical areas of practice.  

Similarly, almost all the studies that explored the views of pharmacists, patients, and 

relevant stakeholders about the collaborative prescribing role of pharmacists were related to 

specific services or a very narrow scope of practice, such as tobacco cessation service (Xiong 

et al. 2021; Berry et al. 2023), naloxone management (Skoy et al. 2021; Banawis et al. 2023), 

and hormonal contraception service (Borrego et al. 2006; Rodriguez et al. 2016b; Lio et al. 

2018; Wilkinson et al. 2018; O’Connell et al. 2020; Rodriguez et al. 2020; Seamon et al. 2020; 

Rafie et al. 2021; Rodriguez et al. 2021; Gomez et al. 2022; Magnusson et al. 2022; Adgalanis 

et al. 2023). Only one study (Feehan et al. 2017) aimed to explore patients' preferences for 

the healthcare services provided by pharmacists in the USA, which was related to their role in 

community pharmacies, using a discrete choice experiment online survey (n= 9202). The 

factors that could maximise their acceptance of the role included ensuring access to their full 

medical records, offering appointments to see patients, providing limited physical and 

diagnostic assessment services (e.g., measuring vital signs and blood pressure), and drug 

prescribing services. Most participants provided a strong preference for administering 

vaccinations at community pharmacies rather than traditional healthcare settings. Almost two-

thirds of the participants also preferred chronic conditions to be managed by pharmacists 

rather than doctors or other HCPs, particularly their chronic medications management, due to 

the increased accessibility to treatment and shorter waiting time. They were also willing to pay 

additional costs for this more convenient option. However, patients implied a higher preference 

for the management of their conditions by pharmacists under doctors’ oversight than 

independently.  

The studies that explored the prescribing of hormonal contraceptive services by 

pharmacists indicated a high degree of patient satisfaction, acceptance, support, positive 

experience, and convenience of this role. These studies also highlighted the benefits of these 
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services, which were the increased access to contraceptive treatment and consultations, 

particularly in urban areas, as well as educating patients about medications (Wilkinson et al. 

2018; O’Connell et al. 2020; Rodriguez et al. 2020; Seamon et al. 2020; Gomez et al. 2022; 

Magnusson et al. 2022; Adgalanis et al. 2023). Pharmacist prescribers also expressed their 

high confidence, capabilities, willingness, knowledge, and skills to do the role (Borrego et al. 

2006; Rodriguez et al. 2016b; Lio et al. 2018; Seamon et al. 2020; Rafie et al. 2021; Rodriguez 

et al. 2021). They also indicated high satisfaction with their prescribing role as it improved their 

profession (Lio et al. 2018; Rafie et al. 2021; Rodriguez et al. 2021). However, some concerns 

and barriers regarding this role were highlighted, including lack of patients’ awareness, 

competence and training (Lio et al. 2018; O’Connell et al. 2020; Gomez et al. 2022; 

Magnusson et al. 2022), privacy issues related to the location of the consultation (Wilkinson 

et al. 2018; Gomez et al. 2022), limited training opportunities and support (Rodriguez et al. 

2016b; Rafie et al. 2021; Rodriguez et al. 2021), lack of funding, policies, and regulatory 

support (Borrego et al. 2006; Rodriguez et al. 2020; Seamon et al. 2020), lack of consultation 

skills (Wilkinson et al. 2018), and personal beliefs (Borrego et al. 2006).  

Similar findings were reported in the studies that investigated the other prescribing 

services, including naloxone prescribing and tobacco cessation, provided by pharmacists 

(Xiong et al. 2021; Skoy et al. 2021; Banawis et al. 2023; Berry et al. 2023). However, 

additional barriers and concerns were identified, including governance issues (Banawis et al. 

2023), lack of pharmacist prescribers’ experience compared to doctors (Berry et al. 2023), 

and lack of time (Xiong et al. 2021). Other benefits of the role were also reported, including 

the delivery of healthcare services in a personalised approach, improving patient safety (Skoy 

et al. 2021), and involving patients in the treatment plan and decision (Xiong et al. 2021).   

2.2.2. Canada 

In the early 1990s, collaborative nurse prescribing was introduced in Canada for the 

same reason as its implementation in the USA, which was to address the shortage in the 

number of doctors who served the population in isolated and remote regions to improve 

patients’ care and access to treatment (Forchuk and Kohr 2009). In 2006, the nature of nurses' 

prescribing practice was reassessed by the Ministry of Health in Canada, which recognised 

the benefits of this role within these regions. As a result, they recommended increasing the 

number of collaborative nurse prescribers, and the Minister of Health proposed the extension 

of collaborative prescribing rights to pharmacists (Sullivan 2008). Consequently, the Health 

Professional Regulatory Advisory Council (HPRAC) pursued the Minister’s proposal of 

extending collaborative pharmacist prescribing, which was then implemented in 2007 (Sullivan 

2008). However, the uptake of collaborative pharmacist prescribing was slow until the change 

in the reimbursement model in 2012/13, which allowed a lot of pharmacists to obtain 
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prescribing authorisation in Canada (Morton 2024). Since then, pharmacists and advanced 

nurse practitioners (ANPs) who have gained prescribing authority across Canada mainly 

prescribe collaboratively (Alberta College of Pharmacy 2013). However, the practice in 

Canada differs from one province to another in terms of the degree of pharmacist prescribing 

implementation, legal and policy frameworks, education and training, and professional 

requirements; these are determined by regulatory bodies in each province (Bhatia et al. 2017; 

Habicht et al. 2017). Alberta was the first province to initiate collaborative and independent 

pharmacist prescribing in Canada through the implementation of a formal Additional 

Prescribing Authorization (APA) model by the Alberta College of Pharmacy, which allows 

pharmacist prescribers to prescribe only Schedule 1 drugs (medications that require a 

prescription to sell and dispense) in line with Section 45 (subsections 2 and 3) of the Health 

Professions Restricted Activity Regulation of clinical pharmacists, ordering and reviewing 

laboratory tests, and administration of injectable medicines (Government of Alberta 2023; 

Alberta College of Pharmacy 2024; National Association of Pharmacy Regulatory Authorities 

2024). Schedule 1 drugs include all federally scheduled drugs in Canada (n= 1635), such as 

statins and penicillin (Government of Alberta 2023; National Association of Pharmacy 

Regulatory Authorities 2024). Section 45 (subsection 2) of the Health Professions Restricted 

Activity Regulation states the need for clinical pharmacists to fulfil the council requirements to 

become pharmacist prescribers on the registrar. Section 45 (Subsection 3) states that clinical 

pharmacists can only prescribe Schedule 1 drugs if they determine the appropriateness of the 

required medication(s) after assessing the patient, receiving a recommendation of patient 

treatment from other HCPs who have the authorisation to prescribe Schedule 1 drugs, or after 

consultation or collaboration with other HCPs who can prescribe Schedule 1 drugs 

(Government of Alberta 2023). Some other provinces, such as Saskatchewan, British 

Colombia, Ontario, Quebec, and Manitoba followed Alberta’s model of pharmacist prescribing 

(Alberta College of Pharmacy 2013; Canadian Pharmacists Association 2023). However, the 

range of medicines that they can prescribe differs based on the province’s regulations, which 

could be restricted to certain medicines such as emergency hormonal contraception (Alberta 

College of Pharmacists 2013; Alberta College of Pharmacy 2014; Alberta College of 

Pharmacists 2021; Canadian Pharmacists Association 2023). 

The requirements to qualify as pharmacist prescribers in Canada also vary across 

different provinces, which reflects the variation in regulations and scope of practice. However, 

the general requirements are having a Pharm D degree from a CCAPP, at least a full-time 

year of clinical and patient-facing role experience, having collaborative relationships with other 

HCPs, having and maintaining the essential knowledge, skills, and manners to be able to 

make a clinical judgment related to patient care, completing additional education and training 
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modules (in some provinces) related to patient assessment, clinical decision-making, and 

prescribing practice (Alberta College of Pharmacy 2023). Thereafter, they apply to the 

regulatory organisation in each province and provide evidence of these required qualifications, 

skills, experience, and competence (Alberta College of Pharmacy 2023). The education and 

training modules also vary across different provinces, for example in Ontario, an online 

mandatory orientation module known as Minor Ailments Prescribing Module (that can take 

only one hour to complete) must be completed to become prescribers (Ontario College of 

Pharmacists 2024), whereas in Alberta no such module is needed (Alberta College of 

Pharmacy 2023). In provinces such as Nova Scotia all registered pharmacists have 

permission to prescribe for certain minor ailments without the need for additional training. 

However, the University of Dalhousie in Nova Scotia offers online training and education 

courses for pharmacists to ensure their CPD (Habicht et al. 2017). This variation was also 

identified in the study conducted by Ghabour and colleagues (2023a), which highlighted the 

need for addressing these differences to inform various stakeholders, such as the Government 

and regulatory bodies, and provide a national education and training framework, in order to 

achieve effective pharmacist prescribing services across the country. The lack of CPD support 

for pharmacist prescribers in most provinces was also indicated as a barrier to the 

development of their role (Shearer et al. 2018).  

Initially, the role of pharmacist prescribers was mainly implemented in hospitals and 

outpatient primary care clinics (Law et al. 2012; Habicht et al. 2017). However, one prescribing 

service provided by all registered pharmacists across different provinces in community 

pharmacies was related to emergency prescribing of a minimum and sufficient amount of 

patients’ medications until they can see their doctors (Law et al. 2012; Canadian Pharmacists 

Association 2023). Some IPs were running clinics in hospitals and outpatient clinics, such as 

hypertension and diabetes management clinics, in which already diagnosed patients were 

referred by doctors for the pharmacist to initiate, adjust, stop, or change their medications (Al 

Hamarneh et al. 2013; Tsuyuki et al. 2015). Over the last two years, IPPs were implemented 

more effectively in community pharmacies across different provinces, except in Nunavut and 

Northwest Territories, as a walk-in service to prescribe for minor conditions such as mild acne, 

diarrhoea, and allergic rhinitis (Alberta College of Pharmacists 2023b; Alberta College of 

Pharmacy 2023c; Morton 2024). However, the range of minor conditions and prescribing 

authorities for pharmacists varies across provinces. For example, Alberta has a wide scope 

of minor conditions that pharmacist prescribers can prescribe for compared to other provinces 

(Alberta College of Pharmacists 2021; Canadian Pharmacists Association 2023; Morton 

2024). In conclusion, three types of pharmacists’ prescribing services are implemented in 

some provinces in Canada. First is the independent prescribing for minor and self-limited 
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conditions in community pharmacies. Second is collaborative prescribing in hospitals and 

primary outpatient clinics. Third is comprehensive drug therapy management as a 

collaborative (mainly) or independent prescribing in hospitals and outpatient primary care 

clinics (Alberta College of Pharmacists 2021; Canadian Pharmacists Association 2023; 

Morton 2024). 

According to Pojskic and colleagues (2014), Schindel and colleagues (2017), and 

Grant and colleagues (2023), there has been increased recognition of pharmacists as 

collaborative and independent prescribers in Canada as many provinces utilise their services 

more to achieve better medication outcomes and reduce doctors’ workload. Only a few studies 

in the literature have explored the integration, volume, and therapeutic areas of pharmacist 

prescribing in different healthcare settings in Canada. In terms of the implementation of the 

pharmacists’ prescribing role within healthcare, Grant and colleagues (2023) identified the 

well-established role of pharmacists as collaborative and independent prescribers in hospitals, 

and their growing role as IPs in community pharmacies. The exact role of pharmacist 

prescribers also varied widely depending on the healthcare sector as community pharmacists 

were focusing more on product prescribing compared to hospital and primary care clinic 

pharmacists who applied a disease-focused prescribing approach (Guirguis et al. 2014). In 

addition, Faruquee and colleagues’ (2018) study indicated that 74% of pharmacist prescribers 

were involved with renewing (repeat) prescribing of medications (in community pharmacies), 

17% modifying prescribed medications, and only 9% initiating medications (the last two groups 

were mainly working in hospitals). Regarding the pharmacist prescribers’ volume of 

prescribing, only one study used secondary data analysis to examine the volume of 

pharmacist prescribing (Grant et al. 2023), which revealed a significant increase in the 

average number of prescribed items over the study period which was mainly related to chronic 

medical conditions such as hypertension. Other studies, including Faruquee and colleagues’ 

(2018) and Banh and Cave’s (2021) studies, used different methodological approaches 

(mainly surveys) and identified chronic medical conditions as the main area of pharmacists’ 

prescribing. However, Heck and colleagues (2015) highlighted that the pharmacists who 

participated in their study (n= 77) used their prescribing role as part of a multidisciplinary team, 

independent prescribing by pharmacists was only for a minority of patients, and their 

prescribing services varied across different hospitals. Similarly, some studies indicated that 

the utilisation of the pharmacists’ prescribing role was highly variable as many pharmacist 

prescribers were not using their prescribing rights in specific clinical areas such as paediatric 

and neonatal acute care (Barton et al. 2020), oncology (Hynes et al. 2023), and inpatient 

department (Almawed et al. 2023). Almost two-thirds of the participants (n= 38 pharmacists, 

of which 13 IPPs) in the Guirguis and colleagues’ (2014) study identified their care settings as 
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adopters of the pharmacists’ prescribing role, while the work settings of the other one-third of 

the participants were not utilising this role.  

Some challenges and enablers to the implementation and utilisation of the pharmacist 

prescribers’ role were also reported in the literature. The factors impacting the adoption of 

independent pharmacist prescribing in Canada were explored in two studies (Makowsky et al. 

2013; Isenor et al. 2018). Both studies identified regulatory factors (e.g., legal concerns and 

the existing prescribing model), pharmacy related factors (e.g., adequate work staff and 

available time for prescribing), healthcare system factors (such as limited remunerations, 

pharmacist-doctor relationship, and pharmacist-patient relationship), and individual factors 

(such as knowledge and skills) as the most commonly reported factors that impacted their 

prescribing behaviour; or their decisions to qualify as prescribers. Some other barriers 

reported in the literature were high workload, increased responsibilities, communication issues 

with other HCPs (Hughes et al. 2014; Almawed et al. 2023), lack of confidence, the need for 

additional education (Heck et al. 2015; Waite et al. 2018), the complex and long prescribing 

authorisation application process, the rigorous requirement for evidence of competency, and 

the difficulty in finding prescribing mentors (Charrois et al. 2012; Hutchison et al. 2012). 

However, Rosenthal and colleagues (2015) indicated that pharmacists who had the 

opportunity to work in a supportive cultural environment and those who were more passionate 

and open to new experiences were more likely to qualify as prescribers and overcome the 

challenges in order to utilise their prescribing rights. The enablers of this role were also 

highlighted in the literature, which were the positive dynamics of the interdisciplinary care team 

and the benefits of the role. Both enablers encouraged many pharmacists to obtain and utilise 

the prescribing rights (Hutchison et al. 2012; Hughes et al. 2014; Heck et al. 2015). Benefits 

of the role were also reported, including professional development, as many pharmacists 

believed this role represented a natural progression of their pharmacy profession (Hutchison 

et al. 2012; Hughes et al. 2014), providing more effective healthcare services (Hutchison et 

al. 2012), enhancing patient care regarding their medication optimisation and medical 

conditions (Charrois et al. 2012; Hughes et al. 2014), and improving their relationships with 

other HCPs as the role fostered a collaborative practice approach (Heck et al. 2015; Banh and 

Cave 2021).    

The increase in the uptake of collaborative and independent pharmacist prescribing in 

Canada provided an opportunity for some researchers to explore the clinical effectiveness of 

this role. A few quantitative studies used randomised control trials to investigate this matter 

within certain clinical conditions (Al Hamarneh et al. 2013; Tsuyuki et al. 2015; Tsuyuki et al. 

2016a; Tsuyuki et al. 2016b; Beahm et al. 2021). The findings of these studies showed a 

significant improvement in patient’s conditions as follows: dyslipidaemia and achieving 
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cholesterol targets (Tsuyuki et al. 2016a), uncomplicated UTI management and following 

antimicrobial stewardship guidelines (Beahm et al. 2021), glycaemic management in poorly 

controlled type 2 diabetes (Al Hamarneh et al. 2013), hypertension control and management 

(Tsuyuki et al. 2015), and in the reduction of the risk of cardiovascular (CVD) events (Tsuyuki 

et al. 2016b).     

With the extension of the pharmacist prescribing role as an initiative in Canada to 

expand effective healthcare services delivery, there was limited research on pharmacist 

prescribers, the public, patients, GPs, pharmacists, other HCPs, and other stakeholders' views 

on the pharmacist collaborative or independent prescribers in the country. The studies that 

explored pharmacist prescribers’ views (Hutchison et al. 2012; Hughes et al. 2014; Heck et al. 

2015; Banh and Cave 2021; Almawed et al. 2023) focused on the challenges and enablers of 

their role, as illustrated above. None of these studies explored the satisfaction of pharmacist 

prescribers or their preferred type of prescribing as either collaborative or independent 

prescribers. Perepelkin (2011) conducted a study to explore public opinion of pharmacist 

prescribing in Canada during early implementation in Saskatchewan province. The findings 

revealed that although the public generally trusts pharmacists in terms of their medication 

expertise and knowledge, there is variability in their understanding of their extent of prescribing 

authority. The study emphasised the need for increasing public awareness and education of 

this role to improve their acceptance and communication with pharmacist prescribers. 

Patients’ satisfaction and views of pharmacist prescribers’ services were examined by Mansell 

and colleagues (2014) for minor ailments management, Famiyeh and colleagues (2019) for 

different community pharmacies services, and MacDonald and colleagues (2023) for human 

immunodeficiency virus (HIV) prophylaxis and management. These studies indicated a high 

degree of patient satisfaction with and support for this role. Patients (n= 125) in the study 

conducted by Mansell and colleagues (2014) identified that they had better and quick access 

to treatment, their symptoms improved, and pharmacist prescribers were experts in 

medicines, therefore, they were not concerned with side effects. However, Famiyeh and 

colleagues’ (2019) and MacDonald and colleagues’ (2023) studies highlighted access to 

medical records and laboratory results, clinical knowledge and skills, and the degree of 

pharmacist and doctor collaboration as a few participants believed that prescribing should be 

the doctors’ responsibility, as key concerns for some patients. These concerns would need to 

be addressed in order to improve their willingness to use and support pharmacist prescribers’ 

services. 

The different stakeholders’ and HCPs’ (except for doctors as the literature lacked their 

views on this role in Canada) views of the pharmacist prescribing role were explored by Pojskic 

and colleagues’ (2014), Schindel and colleagues’ (2017), Lewis and colleagues’ (2021), and 
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Hutchison and colleagues’ (2012) studies. These studies indicated their acceptance and 

support of this role highlighting its benefit in improving patient quality of care. In addition, the 

pharmacist participants (who did not have prescribing authority) in the Lewis and colleagues’ 

(2021) and Hutchison and colleagues’ (2012) studies showed their willingness to become 

prescribers as they believed this role would improve their pharmacy profession and patient 

care. However, the lack of a clear understanding of the pharmacists’ prescribing role and their 

training and capabilities was also emphasised in these studies (Hutchison et al. 2012; Pojskic 

et al. 2014, Schindel et al. 2017, and Lewis et al. 2021).  The stakeholders in Pojskic and 

colleagues’ (2014) study added that the lack of accredited training and continuing education 

programmes for pharmacist prescribers may negatively affect patient safety, particularly with 

the lack of specific diagnostic and clinical assessment skills training. In addition, Schindel and 

colleagues (2017) emphasised the need for more efforts from healthcare stakeholders to 

effectively implement the pharmacist prescribing role, particularly as IPs.    

2.2.3. New Zealand 

Similar to the other countries, New Zealand’s effort to adopt non-medical prescribing 

was mainly to improve patients’ access to medications and overcome shortages of doctors 

(Raghunandan et al. 2017; The Royal New Zealand College of General Practitioners 2020). 

In 1991, midwives were the first group of NMPs in New Zealand to gain prescribing authority 

(Moller and Begg 2005). In 2001, prescribing rights were extended to include nurse 

practitioners with a postgraduate master’s level qualification to prescribe independently. This 

was mainly in the primary care sector to deal with medical conditions such as asthma, diabetes 

mellitus, mental health, occupational health as well as family medicine (Moller and Begg 

2005). Prescribing rights were then broadened to involve optometrists in 2005 to prescribe 

either independently or dependently (collaboratively). In 2013, the list of NMPs widened to 

legally authorise competent pharmacists who have a postgraduate degree in clinical practice 

to only prescribe medicines collaboratively (known as designated pharmacist prescribers) 

(Parliamentary Council Office 2013). Their prescribing role was implemented within a defined 

clinical area of practice, such as renal, oncology, and paediatric care, and only in hospitals 

and outpatient departments (Raghunandan et al. 2017; Ministry of Health 2021a). The aim of 

utlising this role is to use their skills efficiently in order to optimise patients’ medication 

management and improve their access to appropriate treatment clinics (Parliamentary Council 

Office 2013; Pharmaceutical Society of New Zealand Incorporated 2014). Currently, the 

designated pharmacist prescribers in New Zealand are allowed to prescribe from an updated 

list of a total of 1,713 medications within their clinical area of practice, which includes 200 new 

medications that were added to their prescribing formulary in 2021 (Ministry of Health 2021b). 

Recently, in 2016, dietitians with a postgraduate master’s degree were the last group of HCPs 
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permitted to prescribe medicines collaboratively in New Zealand (Raghunandan et al. 2017). 

Only two universities, which are the University of Auckland and the University of Otago, 

are offering a postgraduate certificate in pharmacist prescribing in New Zealand and only 

accept a small number of candidates (Pharmacy Council 2021). This course is a postgraduate 

clinical qualification (Diploma) that involves both taught sessions and practical training, which 

is delivered over at least one year. The requirements for pharmacists to enter this course are 

completing at least 600 hours of applied pharmacotherapy and having a minimum of three 

years of recent post registration clinical experience within a collaborative healthcare team 

environment. Then, after completing the course, pharmacists must register with the Pharmacy 

Council of New Zealand in the Pharmacist Prescriber Scope of Practice (Pharmaceutical 

Society of New Zealand Incorporated 2014). The whole process for pharmacists to qualify as 

prescribers could therefore take a long time and the course is usually self-funded (Dadelszen 

2019; Pharmacy Council 2021; Ghabour et al. 2023a). These factors might therefore have 

contributed to a low number of pharmacist prescribers in New Zealand (Pharmacy Council 

2020; Pharmacy Council 2022), compared to the UK in which pharmacists can be qualified as 

prescribers in a much shorter time. It might also have led to a slow increase in the number of 

collaborative pharmacist prescribers in New Zealand over the years since its implementation 

(n= 15 in 2016, n= 34 in 2020, and n= 46 in 2022) (Pharmacy Council 2020; Pharmacy Council 

2022). A recent study conducted by Ghabour and colleagues (2023b) also highlighted some 

barriers to undertaking the course that were reported by pharmacist participants, who were 

not qualified as prescribers. These barriers were the lack of funding and institutional support, 

inability to find a medical supervisor, having less than three years of clinical experience within 

a collaborative healthcare team, inadequate up-to-date knowledge, the length of the 

prescribing programme, and the lack of remuneration for practising this role. However, a new 

Health Workforce Plan 2023/24 (Health New Zealand 2023) indicated a significant investment 

($4 million) and commitment to increase the number of training places to allow 50 pharmacists 

to be registered as prescribers each year from 2024 to 2026, to have a more sustainable 

workforce.  

A very limited number of studies were identified in the literature review that have 

explored the role of collaborative pharmacist prescribers in New Zealand. Only one study, 

which was conducted by Raghunandan and colleagues (2021b), examined the volume of 

prescribing by NMPs, including collaborative pharmacist prescribers, using secondary data 

analysis obtained from a national database between 2016 and 2020. The findings indicated 

that the proportion of NMP pharmacists, who issued at least one prescription, increased from 

1% in 2016 to 9% in 2019. The study emphasised that although pharmacist prescribing has 

increased over time, their number and prescribing volume could have been utilised further to 
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overcome the shortage of medical practitioners and improve patients' access to treatment, 

particularly for chronic conditions’ management in primary care settings in New Zealand. 

Similarly, most pharmacists in other studies (Raghunandan et al. 2021a; Ghabour et al. 2023b; 

Norman et al. 2023) highlighted the potential positive impact of the prescribing role of 

pharmacists in the primary care sector, including community pharmacies and primary care 

settings, that could improve the healthcare system, delivery of healthcare services, increase 

patients' access to treatment, and potentially relieve pressures on other HCPs and healthcare 

settings. Raghunandan and colleagues (2021a) added that financial incentives were a less 

influential factor for pharmacists to qualify as prescribers compared to factors related to their 

professional satisfaction and patient interaction, which they highly valued. Further benefits 

were identified by the pharmacist prescribers in the Norman and colleagues’ (2023) studies, 

including spending more time with patients compared to doctors and nurses as they used a 

holistic approach to manage their chronic conditions, applying pharmacological and lifestyle 

interventions, as well as patients’ education. They also highlighted the significance of 

considering the ‘whole person’ in their care approaches, as well as tailoring treatments 

according to individual patient requirements. Most pharmacists who participated in this study, 

and in the study conducted by Raghunandan and colleagues (2021a) were in favour of the 

independent prescribing role rather than the collaborative one as they believed they had the 

required skills and knowledge. Pharmacists in the Raghunandan and colleagues’ (2021a) 

study had a strong preference for managing patients with minor acute conditions, such as for 

minor ailments, in community pharmacies, whereas participants in Norman and colleagues’ 

(2023) study favoured managing patients with chronic conditions as they were more familiar 

with. 

Public opinion on the pharmacist prescribing role in New Zealand was explored in only 

one study, which was conducted by Raghunandan and colleagues (2023). In this study, most 

participants strongly preferred pharmacist prescribers with a high level of clinical experience. 

The findings indicated the characteristics of the pharmacist prescribers’ services that 

participants would prefer, which involved focusing on medication optimisation and only making 

changes to current medications, having a shorter waiting time with lower consultation costs, 

and providing their services over longer working hours, while the duration of consultation was 

the least important preference. 

Mixed patients’ perceptions about the role of pharmacists as collaborative prescribers 

in New Zealand were identified in the literature. Some patients in the study conducted by 

Officer and colleagues (2021a; 2021b) were satisfied with pharmacist prescribing services, 

particularly with the holistic healthcare approach, educational level and competence, 

personalised provision of care, and convenience of accessibility. However, many participants 
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displayed an unclear understanding of the role and services of pharmacists as prescribers, as 

well as their position within the healthcare system (Officer et al. 2021b). All participants placed 

doctors at the top of the practice hierarchies, followed by nurses, and put pharmacist 

prescribers underneath them, as they viewed doctors as managers of their healthcare. Some 

participants indicated that effective communication with those practitioners was a crucial factor 

as it would result in a better understanding of their role within the hierarchy and higher 

satisfaction with their services (Officer et al. 2021b). In addition, most participants emphasised 

the need for pharmacist prescribers to be more accessible, engage more with them, and 

practise their services with passion to improve their views as patients on their prescribing role 

(Officer et al. 2021a). 

Doctors’ opinions on the potential pharmacists’ role as prescribers (before the 

implementation of their services) were highlighted in the study conducted by Hatah and 

colleagues (2012), which also indicated a mix of positive and cautious views. All doctors in 

this study were supportive of the new clinical services provided by pharmacists, such as 

medication review, but less supportive and protective of potential pharmacists’ role as 

prescribers. Most doctors acknowledged the benefits of the clinical services by pharmacists 

as they believed it helped in improving medication management and enhanced patient 

education and compliance with medicines. However, the majority expressed concerns 

regarding their clinical knowledge and skills to undertake the prescribing role compared to 

doctors. Some challenges to this potential role, at that time, were identified, which were the 

lack of a clear boundary to the prescribing services, lack of public and patients’ awareness of 

this role, the possibility of not fully being incorporated within existing healthcare teams and 

building work relationships, and uncertainty about their prescribing competence. Similar views 

were reported by different stakeholders in the study conducted by Wheeler and colleagues 

(2012), which highlighted the need for a new study to understand the current views of doctors, 

relevant stakeholders, and other HCPs about the pharmacist prescribing role.   

2.2.4. Australia 

To date, NMPs' role is a topic that has resulted in significant political debate in 

Australia, since there is an opinion that the country has been extremely slow in adopting this 

practice (Tonna et al. 2007; Hale et al. 2016; Ogilvie et al. 2022). The practice is not unfamiliar 

in Australia since nurses, midwives, optometrists, and surgical podiatrists have been permitted 

to issue prescriptions under certain circumstances and legislations in various states (RACGP 

2013). For instance, since the 1990s, Advanced Nursing Practitioners, with a minimum of a 

postgraduate master’s degree, have been conducting collaborative prescribing and also 

allowed to undertake independent prescribing under certain protocols (Dunn et al. 2010). That 

is specifically the case in remote and rural regions due to the shortage of healthcare workforce 
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at that time (Hope and King 2017). The aim is to deliver rapid care, especially to children and 

the elderly while managing particular circumstances. This will include immunisations and pain 

management for the elderly, and to help with the increased demand for healthcare services 

(Health Workforce Australia 2013).  

Although independent prescribing of medicines by nurses has been incorporated into 

the Australian health system to some extent (RACGP 2013), pharmacists have not yet been 

authorised to fully prescribe medicines independently in this country. The prescribing role for 

pharmacists was only implemented through the collaborative approach (Freeman et al. 2016; 

Dolovich et al. 2018; Percival et al. 2023a). The aim was mainly to optimise medication 

management, ensure patients’ safety, and help with the increased pressure on the medical 

profession (Percival et al. 2023a). In 2022, the Australian Government started piloting 

independent pharmacist prescribing services within community pharmacies in only four states, 

which were Queensland, Victoria, the Australian Capital Territory, and New South Wales. 

Queensland trialled their services in specific therapeutic areas, such as minor ailments (e.g., 

UTI) and certain chronic conditions (e.g., hypertension). In contrast, Victoria, the Australian 

Capital Territory, and New South Wales piloted IPPs’ services in contraceptive medications, 

New South Wales also added some ear infections and minor skin ailments to their scope of 

practice (The Pharmacy Guild of Australia 2022a; The Pharmacy Guild of Australia 2022b). 

The training of the pilot IPPs varies across the four states. One example is in Queensland in 

which pharmacists need to complete an additional prescribing course that consists of two 

parts. The first part was delivered by the Queensland University of Technology, which includes 

integrated learning components and 120 hours of supervised training by an authorised 

prescriber over a 13-week semester. The second part provided by James Cook University 

involved a six-month part-time course that consisted of modules on diagnosis, clinical 

assessment, and management of patients’ conditions that were included in the pilot (James 

Cook University 2024; Queensland Government 2024). However, to date, the IPPs’ role has 

not been officially authorised in Australia as the pilot is yet to be completed, therefore, the 

literature lacks studies exploring pharmacists’ role as IPs.  

The requirements of pharmacists to obtain the collaborative prescribing qualification 

include holding a bachelor’s or master’s degree in pharmacy via an accredited Australian 

university, registering with the Pharmacy Board of Australia, and having at least two years of 

post-registration clinical experience that involves developing a portfolio that demonstrates 

clinical training, experience, knowledge, and skills (Australian Pharmacy Council 2020). 

Although pharmacists who met the above criteria could become prescribers in Australia, there 

is a lack of existing prescribing education and training courses that could specifically prepare 

pharmacists to qualify as collaborative prescribers. Weeks and colleagues (2010) indicated 
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the need for a new training and education programme, similar to the prescribing course in the 

UK, to equip pharmacists with the skills, knowledge, and professional expertise needed to 

practise as prescribers in Australia. This would improve their competence, communication 

skills, clinical knowledge and skills, and safety of their prescribing practice. Similarly, 

Kamarudin and colleagues (2013) and Hoti and colleagues (2014) identified the need to 

develop a prescribing course tailored to the pharmacists’ clinical needs before commencing 

their prescribing services to gain more skills and knowledge in areas related to clinical 

assessment and monitoring, principles of diagnosis, and pathophysiology of conditions.  

The degree of collaborative pharmacist prescribing adoption in Australia also varies 

across different states. However, collaborative pharmacist prescribers are mainly based in 

hospitals, while their role in primary care clinics is restricted to providing medication advice to 

doctors (Finn et al. 2020; Fussell et al. 2022; Ogilvie et al. 2022; Percival et al. 2023b). In the 

literature, there is a gap in investigating pharmacist prescribing as IPs and collaborative 

pharmacist prescribers’ roles are yet to be fully established across different states in the 

country. However, there are a few studies that explored the potential implementation of 

collaborative prescribing roles within certain areas, including the management of patients with 

asthma in community pharmacies (Hanna et al. 2014), chronic conditions in GP practices 

(Percival et al. 2023b), opioid dependence in community pharmacies (Cheetham et al. 2022), 

and prescribing of oral antibiotics across different healthcare sectors (Ung et al. 2016). These 

studies identified the appropriateness of this role in the treatment outcomes of patients within 

these areas. Similar findings were reported in the few studies that investigated collaborative 

pharmacist prescribers’ views on their role in Australia using a quantitative approach (surveys) 

(Hanes and Bajorek 2005; Hoti et al. 2010b; Hoti et al. 2013; Bajorek and Krass 2017; Sinkala 

et al. 2018). Most collaborative pharmacist prescribers in these studies also expressed their 

appreciation for expanding their pharmacy profession through this role. In addition, Hoti and 

colleagues (2010b) emphasised that most pharmacists, who were not qualified as 

collaborative prescribers, in Australia support the expansion of the pharmacist prescribing role 

as a care improvement strategy. For, example, Ung and colleagues (2016) indicated that 

pharmacists considered their skills as underutilised and viewed their prescribing role as key 

to better use of medications and reducing antibiotic resistance. However, Hoti and colleagues 

(2013) identified greater support for collaborative prescribing compared to independent 

prescribing among pharmacists in Australia. Most pharmacists in this study were based in 

community pharmacy. They reported a preference to conduct a potential prescribing role in 

hospitals in order to be involved in the management of wider medical conditions rather than 

being restricted to minor ones in community pharmacies. A significant enabler of collaborative 

prescribing by pharmacists was identified by Cheetham and colleagues (2022), which was the 
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already established communication between pharmacists and different stakeholders, 

including medical prescribers, before commencing this role. However, some challenges to the 

implementation of this role were also identified by community pharmacists, including the lack 

of pharmacist training, capability, and skills in patient assessment, diagnosis, monitoring, and 

prescribing guidelines; the lack of appropriate resources (such as access to patient blood test 

results) (Hoti et al. 2013; Bajorek et al. 2015; Cheetham et al. 2022), inappropriate 

remuneration, high workload, lack of awareness of their role in Australia (Hanes and Bajorek 

2005; Hoti et al. 2010b; Hoti et al. 2013; Bajorek and Krass 2017; Sinkala et al. 2018), lack of 

facilities in community pharmacies to practise their prescribing services and accreditation 

requirements (Hoti et al. 2013). 

The clinical safety and effectiveness of collaborative pharmacist prescribers in 

Australia were explored in a few studies in the literature (Taylor et al. 2019; Finn et al. 2020; 

Fussell et al. 2022; Ogilvie et al. 2022). Different methodological approaches were used in 

these studies including, randomised controlled trials in Finn and colleagues’ (2020) and 

Ogilvie and colleagues’ (2022) studies, retrospective secondary care analysis in Taylor and 

colleagues’ (2019) study, and an intervention approach in Fussell and colleagues’ (2022) 

study; across different areas, which were geriatric, emergency, admission, and renal 

departments, respectively. These studies indicated a significant reduction in medication errors 

and an improvement in prescribing safety by pharmacists compared to the usual medical 

professional model of care.    

There was a gap in the literature regarding public opinion on the pharmacists’ 

prescribing role in Australia with a limited number of studies exploring the views and 

perceptions of patients, other HCPs, and stakeholders. Hale and colleagues (2016), Hoti and 

colleagues (2010b), and Le and colleagues’ (2018) explored patients’ perceptions and views 

on this role, which both revealed positive feedback, high satisfaction, and trustworthiness with 

collaborative pharmacist prescribers’ consultations and services. However, the patient 

participants in Hale and colleagues’ (2016) study preferred the initial diagnosis of their 

conditions to be restricted to doctors. In addition, patient participants in Le and colleagues’ 

(2018) study preferred a continued doctor contribution to the management of their conditions.  

Since the role of independent pharmacist prescribing has not been officially 

implemented yet in Australia, the few studies (conducted in primary care) that explored 

doctors’ perceptions of this role showed that they were more supportive of collaborative 

prescribing and were resistant to a potential independent prescribing role (Vracar and Bajorek 

2008; Bajorek et al. 2015; Cheetham et al. 2022; Percival et al. 2023b). The older studies 

(Vracar and Bajorek 2008; Bajorek et al. 2015) indicated that most doctor participants believed 

that this role may involve issues with patient safety, lack of awareness of their training, 
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knowledge, and capabilities, remuneration issues, and interference with the doctor-patient 

relationship. In contrast, the two more recent studies (Percival et al. 2023b; Cheetham et al. 

2022) highlighted a change in doctors’ acceptance of such a role in this sector due to its 

perceived potential benefits over time. These included providing more convenient access to 

healthcare services, particularly in rural areas, high continuity of care, reduction of their 

workload, and a high level of pharmacist knowledge and skills in medication management. 

Most participants in these studies also believed that the presence of pharmacists as 

collaborative prescribers within the GP practice could provide invaluable assistance and will 

improve the management of chronic diseases, optimise patients’ medications, and increase 

safety. These benefits were also highlighted by the nurses and hospital medical officers in a 

study conducted by Tran and colleagues (2021) that explored their views on this role.      

2.2.5. UK 

In the UK, two types of pharmacist prescribing have been implemented, as identified 

in Chapter One (Section 1.1.1), which were supplementary prescribing (initiated in different 

UK nations in 2003, and in Wales in 2004) (DoH 2003; Welsh Assembly Government 2011) 

and independent prescribing, which started in 2006 (2007 in Wales) (DoH 2006; The National 

Assembly for Wales 2007). Specific information about the definitions of these types and the 

implementation of these roles in the UK has previously been described in Chapter One.   

A few studies have investigated supplementary prescribing by pharmacists in the UK, 

which focused on training and implementation challenges, their roles, perceptions, views, and 

experiences of different stakeholders. The training experience, benefits, and challenges of 

pharmacists to qualify as supplementary prescribers were explored in studies conducted by 

George and colleagues (2007a; 2007b; 2008), Stewart and colleagues (2007) Cooper and 

colleagues (2008a), and Tann and colleagues (2010). These studies highlighted the views of 

pharmacists and mentors on supplementary prescribing training, which pharmacists valued 

greatly, particularly the training with their DSMPs. The mentors described the pharmacists’ 

enthusiasm and capabilities to conduct this role. Some benefits of the training were reported 

which were improved professional roles, more focus on patient care (George et al. 2007a), 

assistance in building competence and confidence in prescribing practice, and how it provided 

essential clinical skills (George et al. 2007b; George et al. 2008; Tann et al. 2010). Some 

challenges associated with the prescribing training were identified including insufficient 

support (George et al. 2007a), the complexity of prescribing training and curriculum (George 

et al. 2007b; Cooper et al. 2008a), and inadequate training (George et al. 2007a; Stewart et 

al. 2007). The findings of these studies emphasised the importance of providing more robust 

training courses and adequate support systems to enable the effective implementation of 

pharmacist supplementary prescribing.  



 
 
 

 48 

Only one study examined the prescribing pattern and volume of pharmacist 

supplementary prescribing in the UK, conducted by Guillaume and colleagues (2008) using 

secondary data analysis in primary care settings in England. The findings showed a significant 

increase in the prescribed items by pharmacist supplementary prescribers between 2004 (n= 

2,706) and 2006 (n=31,052), However, their prescribing volume represented only 0.004% of 

the total prescribed medications. Their most prescribed therapeutic class of medicines was 

related to chronic conditions, in which cardiovascular was the highest, followed by central 

nervous system (CNS), respiratory, endocrine, and gastrointestinal groups. Prescribing for 

chronic conditions, particularly cardiovascular medications, was also reported in the studies 

that explored the views of supplementary pharmacist prescribers on their role (George et al. 

2006; Hobson and Sewell 2006; Tully et al. 2007; Cooper et al. 2008b; Weiss et al. 2009; 

Lloyd et al. 2010; Dawoud et al. 2011). Most participants in these studies indicated positive 

views and experiences of their supplementary prescribing services, reporting increased job 

satisfaction, professional development, providing an effective clinical (patient-facing) role, 

representing a step towards a more independent role, and benefits to patients and other HCPs 

within different healthcare settings. These advantages helped to improve patient care. 

However, most participants in Hobson and Sewell’s (2006) and Tully and colleagues’ (2007) 

studies emphasised that their supplementary prescribing role was more beneficial in primary 

care settings as it helped implement new services and clinics within a wider scope of practice 

than in secondary care. Some challenges to implementing or utilising their role were reported 

in the literature, including the lack of clear guidelines, increased responsibilities, high workload 

(Hobson and Sewell 2006), lack of awareness about the role, concerns about their skills and 

training, being replaced by IPPs (Cooper et al. 2008b), lack of diversity within their scope of 

practice (especially in hospitals), being disliked by junior doctors (Lloyd et al. 2010), and lack 

of funding support and remunerations, particularly in the primary care sector (George et al. 

2006). The challenge of this role to medical dominance, particularly in the primary care sector 

in the UK, was also identified as a barrier by Weiss and Sutton (2009).  

The threat of pharmacist supplementary prescribing to the medical domain was also 

reported in studies that explored the views of GPs on this role (Blenkinsopp et al. 2008; 

Stewart et al. 2009; Stewart et al. 2010; Cooper et al. 2012). Although GPs who participated 

in these studies recognised the benefits of this role in terms of medication management, 

access to healthcare services, and relief of their workload pressure; they expressed concerns 

about their professional boundaries, the threat to their professional independence as medical 

professionals, the adequacy of pharmacists' training, clinical knowledge, diagnostic skills, and 

safety of their prescribing practice. It also indicated the need for a clear role definition and 

more collaboration and communication between GPs and pharmacist supplementary 
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prescribers to effectively integrate this role into primary care settings. Cooper and colleagues 

(2012) also highlighted the need for a cultural shift within the healthcare structure by increasing 

awareness of this role and ongoing support to improve the interprofessional relationships 

within the team. 

Patients’ experiences, perceptions, and views regarding the role of pharmacist 

supplementary prescribing were explored in a few studies (Stewart et al. 2008; Stewart et al. 

2009; Deslandes et al. 2015), which revealed patients’ satisfaction and positive experiences 

across different healthcare settings. Most participants valued their accessibility, holistic 

approach to healthcare, effective communication (Stewart et al. 2008; Stewart et al. 2009; 

Deslandes et al. 2015), continuity of care compared to other HCPs, and their high knowledge 

of medications (Deslandes et al. 2015). Similar findings, including positive feedback and 

benefits of this role, were reported in the limited studies that investigated other HCPs, 

policymakers, and perceptions of pharmacist supplementary prescribing (McIntosh et al. 2012; 

Cooper et al. 2008b; Stewart et al. 2009; Lloyd et al. 2010).  

The IPPs’ role was introduced (2006) after only three years of pharmacist 

supplementary prescribing implementation (2003) in the UK. This new role had a huge impact 

on pharmacist supplementary prescribing. The focus of regulatory bodies and pharmacists 

changed to support and be involved with this new role rather than supplementary prescribing. 

This was to utilise the skills of pharmacists more effectively and improve the quality of patient 

care. The supplementary prescribing courses were discontinued or adjusted to educate and 

train pharmacists as IPs. In addition, many supplementary pharmacist prescribers undertook 

the independent prescribing course to qualify as IPs to avoid being replaced by IPPs and to 

develop their skills and knowledge. These factors led to a great reduction in the number of 

supplementary pharmacist prescribers. As the role of pharmacist prescribers progressed to 

IPs, the aim of the literature moved on from supplementary pharmacist prescribing to 

independent pharmacist prescribing. As a result, most of the available literature focused on 

the role of pharmacists as IPs, whereas the literature that examined supplementary 

pharmacist prescribing was limited and can be considered outdated.  

The studies that explored pharmacist prescribing in the UK focused on their role as 

IPPs in terms of their training, implementation of their role, volume, patterns, and views of 

prescribing, challenges and enablers related to their independent prescribing services, clinical 

area and effectiveness of their prescribing, and views of the public, patients, GPs, different 

HCPs and stakeholders. Although the role of IPPs developed over time since its 

implementation, little research has been conducted on the training of IPPs in the UK, (George 

et al. 2006b; Tonna et al. 2010; Mclntosh et al. 2011; Mclntosh et al. 2012; McIntosh et al. 

2015; Kauser et al. 2022; Alhawas et al. 2024). These studies highlighted the participants' 
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(pharmacists') willingness to qualify as IPs.  A few studies identified the enablers and barriers 

to enrol in independent prescribing courses (McIntosh et al. 2015; Kauser et al. 2022; Alhawas 

et al. 2024). The enablers were only reported in the recent study conducted by Alhawas and 

colleagues (2024), which included the availability of comprehensive training and education 

independent prescribing courses across the UK and the Government’s funding support for the 

course fees and mentors. On the other hand, the barriers to undertaking the independent 

prescribing course were the lack of clinical experience, lack of confidence (George et al. 

2006b; McIntosh et al. 2015; Alhawas et al. 2024), time constraints due to their already high 

workload, and inadequate support from and funding to other pharmacists to cover their 

responsibilities during the course time (Kauser et al. 2022; Alhawas et al. 2024). However, the 

clinical experience to enrol in the prescribing course and qualify as IPs is not required anymore 

since 2021 as indicated in Chapter One (Section 1.3.5) (GPhC 2021). Kauser and colleagues 

(2022) also highlighted some other barriers for community pharmacists to undertake the 

course, such as the need for community pharmacy workforce restructuring and the lack of 

high-quality training tailored to their needs. Other studies explored the awareness and views 

of pharmacists on the independent prescribing course (George et al. 2006b; Tonna et al. 2010; 

Mclntosh et al. 2012). The participants in Mclntosh and colleagues' (2011) and Tonna and 

colleagues' (2010) studies indicated their awareness of the course and were strongly in favour 

of its requirements, including training (that involves clinical examination, consultation, and 

patient monitoring skills), and being a registered pharmacist for at least 2 years (before the 

new changes that excluded the 2 years of experience). However, the study conducted by 

George and colleagues (2006b), which can be considered outdated since it explored the views 

of pharmacists at the early stage of its implementation, revealed the participants’ inadequate 

awareness of the course and this role. Some participants in George and colleagues’ (2006b) 

study indicated the need to focus more on clinical assessment and patient monitoring skills, 

as they expressed their concerns about the ability of the course to prepare them to conduct 

clinical examinations and make the right diagnosis. Some safety concerns were also reported 

by some participants, particularly if there is a lack of a continuous monitoring system that could 

assess their competence after the course and training completion. Other studies investigated 

the implementation of certain modules within the independent prescribing courses or within 

the current undergraduate pharmacy programme that could allow pharmacists to be IPs ready 

in 2026 (GPhC 2022) as identified in Chapter One (Section 1.3.5). Examples of these modules 

were the assessment of a core set of clinical skills (Hasan Ibrahim et al. 2022), antimicrobial 

stewardship (Hamilton et al. 2023), prescribing safety assessment (Power et al. 2021), a 

training programme for IPPs in care homes (Wright et al. 2021; Birt et al. 2022), and virtual 

ethics discussion groups (O’Hare et al. 2020). These studies highlighted the potential benefits 
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of such courses within the independent prescribing training and education programme, which 

could improve the safety of their prescribing practice and ensure competence. 

The implementation of the IPPs’ role in the UK was also explored in the literature, 

which revealed a variation in the utilisation of IPPs’ services across different nations and 

healthcare sectors. Most of the earlier studies were conducted in England and most 

participants (IPPs) in these studies indicated that they were based in hospitals (Courtenay et 

al. 2012; Baqir et al. 2014), and almost a third of the IPPs were not using their prescribing 

qualification (Courtenay et al. 2012). Similarly, in Wales, a study conducted by Courtenay and 

colleagues (2017a) indicated that the majority of IPPs in Wales were based in secondary care 

settings, the role was limited in the primary care sector, and implementation was inconsistent 

across HBs and NHS Trusts. Contrasting findings were revealed in an early study conducted 

in Northern Ireland (McCann et al. 2011), in which almost half of the IPPs’ participants were 

based in GP practices. The findings highlighted that the uptake of pharmacist prescribing at 

the time of the study was not fully embedded in the different healthcare settings in Northern 

Ireland, which is still not utilised in community pharmacies until the current year (2024) in this 

country. While in Scotland, there was no available study in the literature that explored the 

implementation of this role. More recent studies that examined the implementation of IPPs' 

services in the UK identified a significant increase in the adoption of this role in primary care 

settings; in either GP practices (Stewart et al. 2019; Alshehri et al. 2021; Deslandes et al. 

2022; MacVicar and Paterson 2023) or community pharmacies (only in Wales) (Mantzourani 

et al. 2023). The recent studies that examined this role in GP practices found that the majority 

of IPPs were involved in the management of chronic conditions and medication reviews 

(Stewart et al. 2019; Alshehri et al. 2021; Deslandes et al. 2022; MacVicar and Paterson 

2023). Deslandes and colleagues (2022) used a retrospective secondary analysis of 

prescribing data obtained from a national database in Wales over a decade (2011–2021), 

which showed that the volume of NMPs, including IPPs, increased significantly over the study 

time. The prescribed items were mostly from seven therapeutic groups of medicines, including 

infections, cardiovascular system, respiratory system, CNS, gastrointestinal system, 

endocrine system, and skin conditions. In contrast, the study conducted by MacVicar and 

Paterson (2023), which also carried out a retrospective secondary data analysis in Scotland, 

investigating the prescribing activity of medical prescribers and NMPs, including IPPs, from 

2013 to 2022 indicated a decrease in independent pharmacist prescribing over the study time 

by 20%. The reason for such a reduction was not highlighted in the study, therefore, further 

research needs to be conducted to investigate this matter. Mantzourani and colleagues (2023) 

aimed to explore the views of IPPs on the pilot module of the IPS in community pharmacies 

in Wales. They indicated that the prescribing of IPPs was mostly related to acute conditions 
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such as UTIs and ear infections. This showed the WG’s and HBs' intention to support this role 

within the scope of minor acute conditions in community pharmacy settings to relieve pressure 

on GP practices, increase patient access to treatment, and improve their quality of care as 

highlighted in the new Community Pharmacy Contractual Framework in 2022 (Welsh 

Government 2022). The participants in Mantzourani and colleagues’ (2023) study also 

believed that the IPS was convenient for their patients as they felt that patients had a good 

experience, and it increased their access to medical care. Only one study used retrospective 

secondary data analysis in hospitals, which was in England, to explore prescribing of NMPs, 

including IPPs, and focused on antibiotics prescribing. It revealed that NMPs accounted for 

almost 10% of all prescribed antibiotics and increased over the study period. It also showed 

that around 85% of their prescribing adhered to the antimicrobial stewardship guidelines, 

reflecting the high competence of NMPs in antibiotic prescribing. Similarly, IPP participants in 

Tonna and colleagues' (2010) study believe that they can reduce the risk of antibiotic 

resistance, increase access to appropriate antibiotic treatment, and effectively use evidence-

based medicine even for more complex conditions related to antimicrobials in secondary care 

settings. 

Many studies in the literature have investigated the clinical areas that IPPs were 

managing in the UK and the effectiveness and safety of their practice. For example, IPPs were 

practising safely as they helped in deprescribing of inappropriate medications, and their role 

was effective and well received by patients in care homes in the UK (Inch et al. 2019; Alharthi 

et al. 2022; Birt et al. 2023; Holland et al. 2023; Wright et al. 2023). Similarly, the prescribing 

of IPPs was safe in the following areas of practice: mental health services (Buist et al. 2019; 

Shah et al. 2021), critical care (Bourne et al. 2015; Cross et al. 2017), homeless outreach 

services (Johnsen et al. 2021), in management of patients with chronic kidney disease (Alraiisi 

et al. 2021), left ventricular systolic dysfunction following acute myocardial infarction (Forsyth 

et al. 2019), HIV-1 (Nicholls et al. 2013), chronic pain (Bruhn et al. 2013), diabetes (Bowron 

et al. 2011; Twigg et al. 2013), and prescribing of antimicrobials (Tonna et al. 2010). The 

appropriateness and safety of IPPs’ prescribing were also examined in the literature (Latter et 

al. 2012; Baqir et al. 2014; Turner et al. 2020; Roberts et al. 2023), which all highlighted very 

low prevalence of errors in their prescribing compared to medical and other prescribers. These 

studies highlighted the significance of IPPs’ pharmacological knowledge and their previous 

experience in checking prescribed medications by doctors to reduce errors and improve 

patient safety. 

The views of IPPs on their prescribing role were also explored in limited studies in the 

literature. Some studies reported a high degree of satisfaction with their independent 

prescribing role across different healthcare settings, which was mainly related to the benefits 
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of their services (McCann et al. 2012a; Hill et al. 2013; Fisher et al. 2018; Stewart et al. 2019; 

Alshehri et al. 2021; Mantzourani et al. 2023). Most participants in these studies believed that 

this role enabled them to conduct a more patient-facing role, allowed them to effectively use 

their skills and knowledge, provided them with the opportunity to develop their profession, and 

enhanced their job satisfaction. They also believed it improved patient care, reduced their 

medication burden, and decreased doctors’ workload, particularly in GP practices. This was 

because GP practices allowed them to do a more general prescribing role in which they were 

able to develop their scope of practice in wider conditions compared to hospitals. Abuzour and 

colleagues (2018) explored the approach of pharmacists when they practise as IPs, which 

was more related to examining their patients' medical notes, laboratory results, and 

medications compared to other prescribers, particularly INPs, who mainly focused on their 

interactions with patients. They indicated that IPPs need to focus more on their communication 

skills to improve their interactions with patients. Another comparison between the role of IPPs 

and INPs was highlighted by Weiss and colleagues (2015), IPPs were believed to include their 

patients in decisions related to their management plan to a greater extent compared to INPs. 

A few studies reported the enablers and barriers that IPPs came across during their 

prescribing practice. The enablers were good relationships with other HCPs and patients, 

supportive organisational environments (Courtenay et al. 2017a; Fisher et al. 2018; Graham-

Clarke et al. 2021; Graham-Clarke et al. 2022), access to patient records in hospitals (Fisher 

et al. 2018), and their previous experience and clinical background. All of these gave 

participants the confidence and competency to make their prescribing decisions (Courtenay 

et al. 2012; Abuzour et al. 2018). In contrast, the barriers that impacted their prescribing 

decisions or prevented them from using their prescribing rights were inadequate funding and 

resources, time-consuming paperwork related to their prescribing role, unavailable pharmacist 

prescription forms on computers, lack of collaboration, support, and understanding of their 

role by patients and other HCPs (McCann et al. 2011; Maddox et al. 2016; Courtenay et al. 

2017a; Courtenay et al. 2018; Alshehri et al. 2023; Mantzourani et al. 2023), lack of support 

from other HCPs, lack of access to patient records on a national scale; particularly in 

community pharmacies, a high workload, time constraints (Graham-Clarke et al. 2021; 

Graham-Clarke et al. 2022; Kauser et al. 2022), inadequate training, high responsibilities 

(Maddox et al. 2016; Mantzourani et al. 2023), inadequate assessment skills, particularly in 

managing patients with complex conditions, and difficulties in fulfilling the required CPD 

(Roberts et al. 2023). Most participants in the study conducted by Maddox and colleagues 

(2016) were reluctant in some therapeutic areas to accept responsibility for prescribing due to 

the risk associated with it and lack of competence within these areas, which they identified as 

a barrier to their role that resulted in referring such patients to a medical prescriber or delaying 
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the prescribing of medicines. Similarly, the IPP participants in the recent study by Alshehri and 

colleagues (2024) also highlighted practising beyond their therapeutic scope of practice as a 

major challenge to their role. However, these studies were conducted within different nations 

in the UK in which the utilisation of IPPs’ services differs as indicated in Chapter One (Section 

1.3.2). For example, the role of IPPs in community pharmacies was implemented only in Wales 

and Scotland over recent years through the support of regulatory bodies within these nations 

that involved funding for their services, including remunerations (Welsh Government 2022; 

Mantzourani et al. 2023; NHS National Services Scotland 2023). In addition, challenges were 

different between these nations, and also a few have been resolved, such as the lack of 

access to patient medical records in community pharmacies in Wales and Scotland (NHS 

Wales 2023). 

The general public awareness of the IPPs’ role was only explored in two studies in the 

literature, which were conducted in Scotland (Stewart et al. 2009b; MacLure et al. 2013). Both 

studies highlighted that more than half of the participants were aware that trained HCPs, other 

than doctors, could write prescriptions for medications. Most participants’ awareness of the 

role was related to older ages, having HCPs within their family, or being highly educated. Most 

participants were more comfortable with and supportive of IPPs compared to other 

prescribers. However, concerns related to clinical governance, education and training, privacy, 

and confidentiality of their data as patients were highlighted by the participants. Both studies 

identified the need for more public engagement, understanding, and acceptance of this role. 

However, both studies are considered outdated, and the literature lacks recent evidence on 

the public awareness of the IPPs’ role that may have changed over time as the role has 

become more established.  

In the literature, many studies investigated patients’ perceptions and views on IPPs’ 

role, which were mostly conducted in GP practices across the UK. Their views and perceptions 

differ greatly depending on their awareness of this role and their experiences with IPPs. A few 

studies that were conducted in the early stages of the implementation of this role indicated a 

high resistance of patients to change as they preferred the management of their conditions by 

GPs rather than by IPPs as they believed that pharmacists should focus only on medications 

and dispensing (Tinelli et al. 2009; Hobson et al. 2010). However, younger patients in these 

studies were more open to IPPs’ role compared to older ones. Hobson and colleagues’ (2010) 

study revealed that some patients had the perception that IPPs have less knowledge and 

fewer skills than doctors and INPs. Additionally, the lack of awareness and understanding of 

IPPs’ role, training, and monitoring, as well as clinical governance and privacy issues, due to 

the lack of places to conduct the consultations, were matters of concern to some patients 

(Tinelli et al. 2009; Hobson et al. 2010). Some earlier studies (Stewart et al. 2011; Gerard et 
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al. 2012; McCann et al. 2012b; Tinelli et al. 2013) also showed the preferences of patients to 

see doctors as the first choice to manage their conditions rather than IPPs. In addition, the 

majority of participants in two studies (Stewart et al. 2011; Tinelli et al. 2013) would like to be 

managed by doctors when their health conditions were acute or seemed to deteriorate due to 

their high training and experience, while IPPs should be involved in the management of 

chronic conditions. The participants in McCann and colleagues’ (2012b) study would 

appreciate a more multidisciplinary team approach to provide healthcare instead of being 

managed by IPPs alone, particularly when managing patients with more complex conditions. 

Hobson and colleagues’ (2010) and Tinelli and colleagues’ (2013) studies also highlighted 

that having a good and long-term therapeutic relationship with a prescriber played an 

important role in the patient’s preference, as a result, many patients who were managed by 

INPs preferred their services compared to IPPs. In contrast, most participants in Stewart and 

colleagues’ (2011) study preferred IPPs over INPs due to their knowledge and skills, 

particularly in medications. However, all these studies were conducted in the early years of 

independent pharmacist prescribing adoption, while recent views and perceptions of patients 

may have changed as their role has developed and their number increased over time. 

Therefore, new studies need to be conducted to explore their current views and perceptions 

of this role.   

Contrasting views were reported by most patients who participated in more updated 

and recent studies, as they were highly satisfied with IPPs’ services in general and they trusted 

and supported the role (Hill et al. 2013; Tinelli et al. 2013; Weiss et al. 2014; Weiss et al. 2015; 

Nabhani-Gebara et al. 2020; Mann et al. 2022; Alshehri et al. 2023). A few studies also 

reported patients’ high satisfaction with IPPs within specific prescribing areas, including 

homelessness (Johnsen et al. 2021), mental health (Shah et al. 2021), and management of 

acute respiratory tract infections (Courtenay et al. 2017b; Courtenay et al. 2017c). As reported 

by participants in these studies, their high satisfaction was related to the positive impact of 

IPPs’ role on them as they felt that they were holistically managed by IPPs compared to 

doctors and INPs’ services (Tinelli et al. 2013; Weiss et al. 2015), had better medication 

consultations since IPPs were experts in this (Hobson et al. 2010; Gerard et al. 2012; Stewart 

et al. 2011; Mann et al. 2022), were provided with more detailed instructions and information 

about taking their medicines and possible side effects, which increased the safety of their 

prescribing practice (Stewart et al. 2011; Gerard et al. 2012; Mann et al. 2022), were more 

accessible (Stewart et al. 2011; Mann et al. 2022), had more knowledge and experience as 

they tend to be specialists in certain clinical areas (Tinelli et al. 2013), and provided longer 

appointments during which IPPs listened to them carefully (Mann et al. 2022). 

A few studies in the literature have explored the views, perceptions, and experiences 
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of doctors with IPPs, which were related to their role within GP practices in the UK. Two studies 

investigated the GPs’ views on the early adoption of IPPs (Blenkinsopp et al. 2008; McCann 

et al. 2012b). Most GPs in both studies expressed their selective acceptance of the role as 

they preferred to limit IPPs’ decision-making and diagnosis, being only involved with 

supplementary prescribing, and only assigning them to routine work. Some GPs did not refer 

their patients to IPPs, while GPs who referred patients described the benefits of this role with 

some ambivalence. This was similar to the views of GPs on supplementary pharmacist 

prescribers highlighted earlier in this section (Blenkinsopp et al. 2008; Stewart et al. 2009). In 

contrast, most GP participants in recent studies reported their positive views on the IPPs’ role 

and they were supportive of their independent prescribing services (Maskrey et al. 2018; 

Ibrahim et al. 2022; Johnson et al. 2022; Hurley et al. 2023a; Hurley et al. 2023b). These 

studies identified the benefits of the IPPs’ prescribing services, which included improving 

medication management, continuity of healthcare, patient education and outcomes, access to 

appropriate care, cost savings of treatment, and evidence-based practice (Ibrahim et al. 2022; 

Hurley et al. 2023a; Hurley et al. 2023b); increasing communication between GP practices 

and community pharmacies, and alleviating pressure on themselves and GP practices, 

particularly in the management of patients with multiple morbidities (Maskrey et al. 2018; 

Ibrahim et al. 2022; Johnson et al. 2022). In addition, most GPs were in favour of increasing 

IPPs’ prescribing sessions, highlighting their knowledge, skills, effectiveness, and safety of 

prescribing practice which allowed them to focus more on complex cases (Maskrey et al. 2018; 

Ibrahim et al. 2022; Johnson et al. 2022). However, some GPs expressed concerns about the 

actual impact of this role on their workload, IPPs’ clinical training needs (particularly on 

assessment skills and clinical decisions), funding of their services, clarity of their role within 

the practice team (Ibrahim et al. 2022; Hurley et al. 2023a; Hurley et al. 2023b), IPPs’ 

indemnification insurance, and the potential of this role in weakening the GP-patient 

relationships (Hurley et al. 2023b). Those GPs were supportive of the role of IPPs in terms of 

only providing medication information (as advisory) and review compared to prescribing 

independently. 

The stakeholders’ and HCPs’ views on the role of IPPs in the UK were explored in a 

few studies in the literature, which were also conducted in the primary care sector in the UK. 

Most stakeholders and HCPs indicated their positive opinions and broad support of the role of 

IPPs due to the recognition of its benefits (McCann et al. 2012a; Hill et al. 2013; Tonna et al. 

2014; Hindi et al. 2019; Ryan et al. 2019; Graham et al. 2020; Lane et al. 2020). These benefits 

were the same as those reported by GPs that were illustrated earlier in the previous 

paragraph. Most stakeholders in McCann and colleagues’ (2012a) and Hill and colleagues’ 

(2013) studies suggested recruiting more IPPs as they believed that this role represented a 
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better utilisation of pharmacists’ knowledge and skills and helped in improving other HCPs’ 

practices, particularly doctors. The enablers of IPPs were identified by stakeholders’ 

participants in Hindi and colleagues’ (2019) study, including support from other HCPs and staff 

within the team, confidence of IPPs, and good relationships and communication with patients 

and other HCPs. However, some concerns were highlighted, which were similar to those 

reported by GPs. Nevertheless, additional concerns were acknowledged, including lack of 

competence in specific areas of practice (Hindi et al. 2019), not providing a more general role 

as they were limited to their areas of practice, lack of ability to manage complex conditions, 

inadequate diagnostic skills (McCann et al. 2012a), lack of awareness of their exact role and 

responsibilities, and difficulty in their integration within the team (Lane et al. 2020).   

2.3. Discussion 

This narrative literature review provided a summary of non-medical prescribing, 

focusing on pharmacist prescribing in the UK, the USA, Canada, Australia, and New Zealand, 

which are the countries that utilise this role in the world. Pharmacists’ and nurses’ prescribing 

role was adopted in all these countries. Compared to the list of NMPs in the UK (Chapter 1, 

Section 1.1.1), doctors’ assistants in the USA, midwives, optometrists, and dietitians in New 

Zealand, and midwives, optometrists, and surgical podiatrists in Australia were the other 

NMPs who can obtain prescribing authority. The narrative literature review highlighted the 

recognition and growth of the pharmacist prescribers’ role within these countries. However, it 

showed the different approaches to adopting this role across these countries on their 

healthcare systems and regulations associated with its implementation. The UK was the only 

country that greatly implemented the independent prescribing role of pharmacists on a 

national level with a wide scope of practice across all healthcare sectors and defined national 

regulations of their training, education, and requirements to qualify as IPs. While Canada's 

practice of pharmacist prescribing was more associated with the collaborative prescribing 

model within hospitals and primary care clinics, some provinces have also established the 

independent pharmacist prescribing role in community pharmacy settings to mainly manage 

certain minor ailments. However, it was still very limited in terms of their scope of practice and 

the range of prescribing of medications compared to the UK and it significantly varies from 

one province to another based on their own regulations. Similarly, in the USA, it also greatly 

differs across the states although the independent pharmacist prescribing role is also very 

limited to specific conditions or even a group of medications, such as hormonal contraceptives 

within community pharmacies. The main type of pharmacist prescribing in the USA was the 

collaborative model, which is mainly based in hospitals. Likewise, Australia and New Zealand 

only implemented the collaborative pharmacist prescribing model within their countries, which 

also varies across different states. The practice of collaborative pharmacist prescribers in 
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Australia and New Zealand was only based in hospitals and outpatient clinics. However, 

Australia has started to pilot independent pharmacist prescribing services in community 

pharmacies in four states with a very limited scope of practice to examine this role before 

implementing it across the country. However, the scope of IPPs in the USA, Canada, and 

Australia is considered narrow compared to this role in the UK. In addition, most of the IPPs’ 

services in these countries are similar to the CAS in Wales.  

The different approaches in implementing this role across different healthcare sectors 

within these countries might be related to the variation in their healthcare systems. In the UK, 

GP practices are the first point of contact for patients seeking medical care free of charge, but 

requiring patients’ registration with GP practices to receive healthcare services (Welsh 

Government 2015; NHS Wales 2016; Jacob 2023). In addition, GP practices in the UK are 

funded by the Government via public taxation and delivered through the NHS, as is the 

secondary care sector. Therefore, the UK Government highly supports the prescribing role of 

other HCPs, including pharmacists, to overcome the shortage of GPs (Welsh Government 

2016a; Brennan 2017; Jessup 2017; Jones 2017) and relieve pressure on them, which may 

reflect the expansion of this role in this country (Welsh Government 2015; NHS Wales 2016; 

Jacob 2023). This also might explain the availability of secondary databases of prescribing 

data, particularly in primary care settings, for healthcare services and reimbursement 

purposes by the Government (NHS Wales Shared Services Partnership 2021). In the other 

countries, the primary care sector is mainly provided and funded through healthcare insurance 

companies, and patient access is closely tied to insurance coverage (Phillips 2005; Salgado 

et al. 2020; Jacob 2023). Therefore, healthcare services are usually delivered through a 

specialist within the medical area of care in secondary care settings (Jacob 2023). As a result, 

pharmacists’ role as prescribers in these countries was more dominant in hospitals (Salgado 

et al. 2020; Jacob 2023). 

The literature review highlighted another major difference in the implementation of 

pharmacists’ prescribing between the UK and other countries, which was related to their 

training to become prescribers. It indicated a lack of standardisation and a high degree of 

variation across countries. For example, in the UK, pharmacists do not need to have clinical 

experience as an entry requirement for prescribing courses since 2021 (GPhC 2021). In other 

countries, pharmacists are required to have two or three years of clinical experience and in 

some countries to have a clinical postgraduate degree (usually self-funded) to be prescribers. 

In the UK, pharmacists need to complete a well-established prescribing training model (usually 

funded by the Government) to gain the essential skills and knowledge around clinical 

assessments, therapeutic prescribing, legal and ethical aspects, and professional limitations. 

As indicated above, the role of IPPs is a well-established practice across the UK in 
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terms of the regulatory system, prescribing framework, and education and training that allow 

them to integrate their independent prescribing services within all different healthcare sectors 

compared to other countries. In addition, it showed the rapid development of the IPPs’ services 

and scope of practice in the UK, which emphasise the Government’s plan to utilise 

pharmacists’ knowledge and skills in the healthcare system to achieve the objectives of the 

second Crown report (DOH 1999; DOH 2006). Most studies exploring public, patients, 

pharmacists, and other HCPs and stakeholders’ perceptions about the role of IPPs in the UK, 

and in other countries, showed both positive and negative views. In particular, older studies, 

that investigated the early adoption of this role across healthcare sectors within different 

countries, showed a high degree of patients, doctors, or even pharmacists’ resistance to 

changing the prescribing culture that used to be limited to doctors. However, most recent 

studies reported the changing views of those practitioners and healthcare service users of 

pharmacist prescribers that became more positive due to its recognised benefits. The reported 

benefits of the role in the literature included improving patient safety and quality of care, 

increasing patient access to healthcare services and treatment, using their skills effectively, 

professional development, and high job satisfaction. The literature review has also indicated 

some enablers to their role, such as good relationships with other HCPs, support of other 

HCPs to their role, high confidence and competence, and the availability of independent 

prescribing education and training courses. However, some challenges to the implementation 

of the IPPs’ services were highlighted in the literature, such as the lack of support, inadequate 

funding, lack of awareness and understanding of their role, access to patient medical records, 

high workload, time constraints, lack of confidence, CPD issues, and some other logistical 

challenges.  

At the time of conducting studies within this PhD (2017/19), almost all the identified 

literature was conducted in different areas in the UK, but only one published study investigated 

the implementation of NMPs, including IPPs, in Wales (Courtenay et al. 2017a). This 

highlighted the inconsistent implementation of this role across different healthcare settings, 

particularly in the primary care sector. This study also identified some of the challenges that 

affect the implementation and practice of IPPs, such as funding issues and a delay in the 

delivery of their computer prescription form that may impact the implementation of their role. 

In Wales, and the UK as a whole (before the beginning of conducting this PhD), none of the 

studies that were identified in the narrative literature review, investigated the prescribing 

trends of IPPs. In addition, there was no available published literature on the role of IPPs in 

primary care settings in Wales. As indicated in Chapter One (Sections 1.1.3 and 1.1.4), the 

WG planned to develop the primary care sector in Wales since 2015 (Welsh Government 

2015), which involved the establishment of GP clusters locally (National Assembly for Wales 
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2017) and the WG’s strategy for primary care that included the development of this role within 

community pharmacies in response to the 2030 Pharmaceutical Committee's vision (Welsh 

Pharmaceutical Committee 2019). Therefore, a lot of IPPs started or moved to work in the 

primary care sector. These factors, as well as some of the more general literature being 

outdated, identified the need for a new study to understand the early implementation, current 

practice, barriers, enablers, experiences, and views of IPPs in primary care settings, including 

GP practices and community pharmacies in Wales, regarding these developments. This 

indicated the success of the narrative literature review in identifying a clear gap in the literature 

about the role of IPPs in primary care settings in Wales, which also helped in informing the 

research question, aim, and objectives of this PhD. 

2.4. Research question of the PhD 

- How has the NMIPs’ prescribing role, with the focus on the role of IPPs, and their 

numbers in primary care settings in Wales developed over time?  

- How has the role of IPPs been embedded in primary care settings in Wales? 

2.5. Aim of the PhD  

The aim of this PhD was to explore the development of the NMIPs’ prescribing role 

and their number in primary care settings in Wales, with the focus on the role of IPPs in GP 

practices and community pharmacies.  

2.6. Objectives of the PhD  

1. To identify the number of NMIPs, and the trends of their prescribed items that were 

dispensed in primary care settings in Wales from 2011 to 2018 and the impact of the 

primary care clusters implementation in 2015 on their prescribing trends. 

2. To describe the roles of IPPs working within GP practices in Wales and to explore their 

views on how their role is embedded in primary care.  

3. To explore the views of community IPPs and HB community pharmacy leads regarding 

the role of IPPs within a community pharmacy setting. 
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3.1. Introduction 

Selecting an appropriate research methodology is a crucial step in any research 

project. According to Buckley and Chiang (1976), a research methodology is a strategy that 

involves the use of mapped-out tools to solve a specific problem. The main types of research 

methodological approaches are quantitative, qualitative, and mixed methods (Creswell 2014). 

Each one of these approaches possesses unique strengths and limitations (Creswell 2014). 

However, Holden and Lynch (2004) stated that research should involve factors that extend 

beyond the practicalities of selecting a proper methodological approach. They emphasised 

that the researcher’s philosophical perspective and the nature of the explored research 

question should be considered to successfully choose the right methodology for a research 

project.  

This chapter will provide a general overview of the research philosophy, paradigms, 

theoretical assumptions, and methodologies that the researcher considered to explore the 

development of the NMIPs’ role, with the focus on IPPs, and their prescribing in primary care 

settings in Wales. It will also describe and justify the research strategy and design of the 

studies, as well as ethical considerations. Each study in this PhD will be discussed in a 

separate chapter, which will include a method section describing the study's specific 

methodological approach in further detail. 

3.2. The philosophy of research  

Research philosophy guides the researchers’ perspective to formulate a research 

question, prepare a plan on how to investigate a problem, choose the appropriate research 

design, and determine which methods to use, as well as the way to collect, analyse, and 

interpret data (Bhattacherjee 2012). It is mainly influenced by the researcher’s assumptions 

and opinions about the investigated topic, target population, and society (Bowling 2009). A 

researcher fundamentally starts a research project with either a deductive or inductive 

approach. The deductive approach is mainly applied in quantitative methodologies in which a 

researcher begins by generating a theory and hypothesis that can be proven or disproven by 

data (Bowling 2009). Whereas in the inductive approach, which is primarily used in qualitative 

methodologies, data, and information are collected by the investigator to generate and 

potentially test a hypothesis (Bowling 2009). In philosophy, paradigms represent the 

researcher's philosophical framework and stance on research. The following section will 

discuss the definition and types of research paradigms.    

3.3. Research paradigms 

A research paradigm is defined as a set of beliefs and agreements that serves as a 



 
 
 

 63 

guide for researchers when conducting research to understand and address the investigated 

problems (Guba 1990). It consists of ontology, epistemology, theoretical perspective, and 

research methodology (Creswell and Clark 2018). Ontology is about answering the question 

of ‘What is reality?’ within the research. Epistemology is about answering the question of ‘How 

can we know reality/knowledge?’. The theoretical perspective is about answering the question 

of ‘What approach do we use to get knowledge?’. The research methodology is about 

answering the question of ‘What procedure do we use to acquire knowledge?’. There are three 

main types of research paradigms, which are the positivist, interpretivist, and pragmatist 

paradigms (Creswell and Clark 2018).  

3.3.1. The positivist paradigm 

The positivist paradigm ontology assumes the presence of a single truth or fact within 

the investigated phenomena, which is known as a realist ontology (Bhattacherjee 2012). The 

epistemology of the positivist paradigm embraces the observation and measurement of a 

single fact without the researcher's intervention, it believes this is done as objectively as 

possible (Guba and Lincoln 1994). The theoretical perspective of the positivist paradigm is the 

deductive approach, which is only concerned with measuring variables to determine the 

relationship between the cause and effect without any influence from the researcher on the 

tested phenomenon (Tebes 2005). The research methodology of the positivist paradigm is the 

use of quantitative methodologies (Creswell and Clark 2018). 

3.3.2. The interpretivist paradigm 

The interpretivist paradigm (also known as constructivist) ontology implies that social 

realities are formed through people's experiences with certain phenomena (Denzin and 

Lincoln 2005). It assumes that social realities are not presented as discrete measurable facts. 

Rather, it suggests that individuals develop a social reality as they live and function in society 

by creating subjective and multiple interpretations for their interactions (Creswell and Clark 

2018). The epistemology of the interpretivist paradigm suggests that the researcher must 

consider local contexts and the interpretations that people make from their experiences to 

acknowledge any mutual influences that may occur between the researcher and social reality 

(Creswell and Clark 2018). To help in understanding the social world, interpretivist demands 

that the researcher is at the centre of the study process (Creswell and Clark 2018). It requires 

the researcher’s engagement with participants’ narratives and experience with the 

investigated phenomena to find relationships in the collected data to help in understanding the 

meanings of phenomena from the study participants' point of view (Bowling 2014). The 

theoretical perspective of the interpretivist paradigm is the inductive approach, which means 

that the most important research tool is the researcher since the researcher role is not just to 
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collect data, but also to generate data that describes the phenomena in depth (Barbour 2008). 

The research methodology of the interpretivist paradigm is qualitative methodologies 

(Creswell and Clark 2018). 

3.3.3. The pragmatist paradigm 

The pragmatist paradigm ontology believes that reality is in the real-world practice that 

is continuously being renegotiated, argued, and interpreted (Creswell and Clark 2018). The 

epistemology of the pragmatist paradigm is to look for and use the best methods that could 

solve the investigated problems (Creswell and Clark 2018). The theoretical perspective of the 

pragmatist paradigm is the use of both inductive and deductive approaches (Winit-Watjana 

2016). The research methodology of the pragmatist paradigm is using mixed methods of both 

quantitative and qualitative approaches (Creswell and Clark 2018). It is characterised by its 

flexibility since it involves the use of multiple methods to collect data, not being limited to a 

particular philosophical framework and the use of different data analysis approaches. This 

makes it favourable for researchers who do not want to be restricted when conducting 

research (Creswell and Clark 2018). 

3.4. Positionality of the researcher 

As discussed above (Section 3.3.3), the epistemology of the pragmatist paradigm is to 

use whatever methods are appropriate to address the research question (Creswell and Clark 

2018). As there are both descriptive and exploratory objectives within this PhD, a mixed-

method approach was deemed to be the most appropriate, allowing the researcher to pursue 

both objective (facts) and subjective (perspectives) data. The generation of findings utilised 

both deductive and inductive theoretical perspectives. 

3.5. Mixed methods research  

A beneficial alternative research method to either quantitative or qualitative approach 

is the use of a mixed methods approach. The mixed methods approach must utilise at least 

one quantitative and one qualitative methodology that are used within the same study or many 

related studies (Hesse-Biber and Johnson 2015). According to Creswell and Clark (2018), any 

researcher carrying out mixed-methods research should give a philosophical and theoretical 

justification for mixing the methods used; provide the purpose of utilising mixed methods 

approach; use a logical manner when organising data and carry out procedures; and collect, 

analyse, and combine data of both qualitative and quantitative methodologies in light of the 

research question. Researchers often mix quantitative and qualitative approaches in a study 

for a variety of reasons. According to Greene et al. (1989), ‘triangulation’, ‘development’, 

‘expansion’, ‘complementarity’, and ‘initiation’ are the five reasons for merging quantitative and 



 
 
 

 65 

qualitative methods (i.e., more than one of these five reasons can be related to one mixed 

methods study).  

3.5.1.  Benefits of using mixed methods research 

Many scientists view mixed methods research as a strategy that offers complete and 

beneficial information that can show the entire picture of the investigated problem (Johnson 

et al. 2007). Therefore, researchers who conduct mixed methods research can investigate 

social phenomena utilising at least one methodology from both quantitative and qualitative 

approach. The use of mixed methods research has several benefits (Creswell and Clark 

2018). Combining quantitative and qualitative methodologies in a research project could 

minimise the weaknesses of using either approach on its own. Another benefit of using a 

mixed methods approach is that it provides researchers with the freedom to examine the issue 

both qualitatively and quantitatively and address research questions that were difficult to 

answer using only one method. 

3.5.2. Mixed methods design 

It is vital that a researcher should focus on the design of mixed methods research. 

According to Teddlie and Tashakkori (2009), it is difficult to create a comprehensive typology 

of mixed methods research design because of its mixed nature. However, Creswell and Clark 

(2018) have identified three types of mixed methods designs, which are convergent design, 

exploratory sequential design, and explanatory sequential design. The convergent design 

involves conducting both quantitative and qualitative methods concurrently at the same time 

and, thereafter, combining both in the discussion. The exploratory sequential design is to start 

with a qualitative study and then to conduct a quantitative study to help with quantifying the 

qualitative study’s findings. The explanatory sequential design is to conduct a quantitative 

study at first followed by a qualitative study to provide a justification and explanation for the 

findings of the quantitative study. An explanatory sequential mixed methods design was 

adopted for this PhD with a quantitative study conducted first, followed by qualitative studies 

(Schoonenboom and Johnson 2017).  

3.5.3. Point of integration 

Any moment in a study where a researcher combines more than one research 

component, such as qualitative and quantitative data, has been referred to as a point of 

integration (Schoonenboom and Johnson 2017). According to Schoonenboom and Johnson 

(2017), every mixed methods research must include at least a point of integration. Fetters and 

colleagues (2013) have identified three levels of integration in mixed-methods research. The 

first level is that the initial results from one study may be used to design or influence 
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modifications in the data collection for the following studies (e.g., developing an instrument). 

This occurs at the first instance of mixed-methods research design, which is called the study 

conceptualisation. The second level takes place at the level of methods and analysis in which 

integration occurs by linking the used methods for data gathering and analysis. Some of the 

possible ways in which this can occur are by merging (combining the two data sets, followed 

by analysing them, and subsequently merging), connecting (in which respondents are to be 

interviewed after completing a survey), embedding (linking the data collection and analysis at 

multiple points), and building (using the findings of one project to design the data collection 

method for the other projects). The third level of integration can take place when a researcher 

explains or discusses the findings of the quantitative and qualitative studies in reports (at the 

level of interpretation). For this PhD, the first (at the study design) and third (at the 

interpretation) levels of mixed methods research design were the points of integration of the 

quantitative and qualitative methodologies. Both quantitative and qualitative data were 

conducted using a variety of data collection tools. 

3.6. Quantitative research methodology  

Quantitative research methods numerically examine a theory or hypothesis via a 

standardised instrument to answer the how, when, and by how much something has 

happened or changed; it allows comparison and tracks a specific process, or system over time 

(Creswell and Creswell 2018, Austin and Sutton 2019). This involves collecting and analysing 

data that answers the research question to produce new scientific information that investigates 

the existence of reality within a specific social phenomenon (Bowling 2014). 

Quantitative research designs cover a wide variety of specific methods, which are 

mainly categorised as experimental or quasi-experimental (also, known as non-experimental) 

methods (Trochim et al. 2016). The experimental research methods mainly analyse the causal 

relationship between two or more variables, whereas the quasi-experimental research 

methods have a mainly descriptive approach that aims to describe the variables’ 

characteristics (Trochim et al. 2016). Both categories are explained briefly in the following sub-

sections.     

3.6.1. Experimental research methods 

In natural science, researchers should ensure that experiments are conducted in a 

controlled environment where all conditions of the study are constant and only the 

independent variables (it is the cause variable that is not dependent on other values in the 

study) can be manipulated (Creswell and Creswell 2018). This means that the effect of 

confounding variables, which are any external factors that can affect the outcome of an 

experiment, is kept to a minimum level. Manipulation of the independent variable, as a result 
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of the intervention, can produce the observed effect in the experiment (Trochim et al. 2016). 

In the healthcare sector, the experimental research concept applied is the randomised 

controlled trials (Polgar and Thomas 2020).  

3.6.2. Randomised controlled trials 

Randomised controlled trials are mainly used to evaluate the efficacy of a new or 

alternative treatment for a certain medical condition (Austin and Sutton 2019). It aims to 

investigate the outcome of an intervention that caused a particular observed effect. It is 

characterised by the allocation of subjects, mainly patients in healthcare research, using 

random techniques to assign them to control and test (intervention) groups, which will allow 

independent variable manipulation (Trochim et al. 2016). To ensure an equal chance of each 

subject allocation in either group, random sampling is usually employed. In quantitative 

research statistical analyses of the data are undertaken to get inferences. Thereafter, the 

findings of the experiment of the investigated area of interest on a study population are 

considered facts or theories, particularly when the findings are replicated in other studies for 

different populations (Trochim et al. 2016).   

The findings of a randomised controlled trial are categorised as the highest level of 

evidence within healthcare research since it determines the effect of an intervention with the 

highest level of accuracy (Trochim et al. 2016). To eliminate any effect from confounding 

factors, steps are taken to ensure the accuracy of the determination of a randomised controlled 

trial to the effect and cause between the manipulated independent variables and its outcome 

(Bowling 2014; Trochim et al. 2016). However, the results of a randomised controlled trial may 

not be applicable outside the population that the sample was taken from since the study 

population or group who participates may be unrepresentative (Trochim et al. 2016). Although 

randomised controlled trials are considered the gold standard method to evaluate longitudinal 

effects of interventions over time (Campbell et al. 2000; Victora et al. 2004; Bonell et al. 2009), 

it is not always feasible to use randomised controlled trials to evaluate certain health policies 

or services without a control (Victora et al. 2004; Bonell et al. 2009). In addition, randomised 

controlled trials lack the ability to evaluate already implemented services retrospectively 

(Bonell et al. 2009). Moreover, the process of the independent variables’ manipulation in a 

randomised controlled trial that involves human subjects may not be acceptable due to ethical 

considerations. Therefore, this may limit the use of this method and as a result, many research 

questions in the health research field are investigated via the use of a quasi-experimental 

method depending on its aims and objectives (Trochim et al. 2016). Consequently, a 

randomised controlled trial was not considered an appropriate method to conduct the first 

empirical study (Chapter 4). If a randomised controlled trial is not possible to be conducted to 

evaluate the impact of an intervention over time, the data obtained from a secondary database 
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can be considered the best alternative method (Wagner et al. 2002, Fretheim et al. 2007).   

3.6.3. Quasi-experimental research method 

In quasi-experimental methods, the study participants can be allocated to two or more 

groups without the use of the random distribution of the subjects. It may help to investigate 

the causal relationships of an intervention. However, this type of research provides weaker 

evidence compared to experimental methods (Trochim et al. 2016). This is because quasi-

experimental methods have a higher potential for external confounding factors, as well as 

selection bias in comparison to experimental methods. Moreover, it may not be possible to 

manipulate the independent variables in quasi-experimental methods. As a result, findings in 

quasi-experimental methods are open to different interpretations.        

Quasi-experimental methods are more cost effective compared to experimental 

methods. It also provides quicker results as well as a better generalisation of findings in human 

research. The type of studies that are categorised as quasi-experimental research includes 

secondary database studies, descriptive surveys, analytical surveys, cohort studies and case-

control studies (Trochim et al. 2016). The following sub-section will discuss the potential and 

utilised quasi-experimental quantitative research methods to address the aim and objectives 

of this PhD research.   

3.6.4. The potential and utilised quantitative research methods  

In this PhD, a quantitative research method was used to address the first objective 

(Chapter 4), which aimed to identify the number of NMIPs, and their prescribing trend in 

primary care settings in Wales, with the focus on IPPs. It also aimed to investigate the change 

in prescribing trends by NMIPs before and after the implementation of primary care clusters 

in Wales. The quantitative methods that were considered to achieve the study’s aim were the 

cross-sectional questionnaire surveys and secondary database analysis.  

3.6.4.1. Cross-sectional questionnaire surveys 

A cross-sectional survey is one of the most common types of quantitative methods that 

are used to collect data at one point in time (Bowling 2014). The approach that is used to 

collect data in survey research is often questionnaires. There are many approaches to 

conducting questionnaire surveys, including online, postal, face-to-face, or telephone surveys 

(Creswell and Creswell 2018). The use of online and postal questionnaire surveys has the 

advantage of distributing the questionnaire to a wider geographical area which can increase 

the number of participants. In addition, it helps to remove the face-to-face contact between 

participants and researchers, which allows to exclude the researcher’s influence on the 

response of participants (Bowling 2014). It has the advantage of being cost-effective and rapid 
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in collecting data. However, it lacks the ability to collect data retrospectively in comparison to 

the use of secondary database analysis (Creswell and Creswell 2018). One of the objectives 

of this PhD was to investigate the trend of prescribed items by NMIPs in primary care settings 

in Wales over time, as well as before and after the implementation of primary care clusters in 

2015. Therefore, participants in a survey will be required to remember and recall a lot of 

information over a long time in the past. This potentially would not be possible since they will 

not be able to recall the exact number of items prescribed by them over the years. In addition, 

a survey will not address the actual significant change in prescribing by NMIPs before and 

after the implementation of primary care clusters. Moreover, at the time of the study, there 

was a lack of information about the NMIPs or a definitive list of them in primary care in Wales 

that could be used to send questionnaires to them. Therefore, the use of a survey to address 

this objective was considered inappropriate for this PhD study.     

3.6.4.2. Secondary Data analysis 

Secondary data is existing data that has been collected and archived by someone else 

over time (Andrews et al. 2012). With the availability of such data, the use of it in healthcare 

research has become more prevalent (Smith et al. 2011). It involves analysis and 

interpretation of data to present new knowledge and draw conclusions about an area of 

interest (Creswell and Creswell 2018). This can help researchers who lack the time and 

available resources to explore the area under investigation. To illustrate the relationship 

between variables, the data related to the variables, which consists of numbers, can be 

analysed descriptively or via the use of an appropriate statistical analysis.  

Secondary data is a powerful and useful tool in evaluating changes over time (Gallin 

and Ognibene 2012). It has some advantages, such as that it has already been collected 

which will save time and cost to the researcher (Bryman 2016). Furthermore, it usually 

provides a breadth of high-quality data by providing a large sample size that is widely 

distributed across large geographical areas. Another advantage is that it provides an 

opportunity for longitudinal analysis and subgroup analysis to be undertaken as a next step 

(Bryman 2016).   

The disadvantages associated with using secondary data analysis include the 

complexity of the data, that there may be some missing data, and the researcher may be 

unfamiliar with some data aspects, as well as lack of control with regards to the specific data 

collected (Bryman 2016). These disadvantages can be overcome by ensuring the researcher 

undertakes specific training on the use of the dataset system. 

Since the objective of the first empirical study in this PhD was to identify the numbers 

of NMIPs and their prescribing trend of items from 2011 to 2018 and before and after the 

implementation of primary care clusters in 2015, it would be unrealistic to collect the required 
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data prospectively. Therefore, the quantitative method used to address this objective was 

secondary data analysis. It involved the use of descriptive analysis of the data as well as a 

statistical analysis to measure the change in the trends over time. Since research starts with 

understanding what has already been learnt about a subject, previously collected evidence 

and data on the subject should also be considered (Creswell and Creswell 2018; Doolan and 

Froelicher 2009). By reviewing the literature that was illustrated in Chapter Two, it was evident 

that there were no previous studies that used any database to investigate the change in the 

number of NMIPs and their prescribing trends of items over time in primary care in Wales at 

the time of the study.  

The availability of a dataset that provided prescribing data of NMIPs in primary care in 

Wales over time presented an opportunity to address the aim and objectives of this study 

(Chapter 4). This dataset is known as the Comparative Analysis System for Prescribing Audit 

(CASPA) software system. Detailed information about this system including its advantages 

and limitations is discussed in Chapter Four.  

3.7. Qualitative research methodology  

The objectives of the other studies in this PhD are exploratory in nature (objective 2: 

to describe the roles of IPPs working within GP practices in Wales and to explore their views 

on how their role is embedded in primary care (Study 2, Chapter 5), and objective 3: to explore 

the views of community IPPs and HB community pharmacy leads regarding the role of IPPs 

within a community pharmacy setting (Study 3, Chapter 6). Therefore, qualitative research 

methods were more appropriate to conduct these studies. This section will discuss qualitative 

research methodology. It will mainly focus on the qualitative research methodology used in 

the PhD, as well as the potential qualitative research methodologies that could have been 

used to address the aim of this PhD. 

In contrast to quantitative research methodology, the findings of qualitative research 

are produced by methods that do not involve using any statistical analysis or manipulating and 

numerically quantifying the relationships between variables (Creswell and Creswell 2018). 

Qualitative research helps in recognising a phenomenon in its social context, as it focuses on 

understanding the meanings that participants in a research study relate to their social world 

experiences (Bowling 2014). The qualitative researcher's personal experiences, presence, 

and involvement in the environment under review are recognised as essential to 

understanding the context of the subject being studied rather than just gathering data (Barbour 

2007). Moreover, it involves the researcher's extensive critical analysis of collected data to 

produce findings that provide a thorough definition and understanding of phenomena (Barbour 

2008). 



 
 
 

 71 

3.7.1. Features of qualitative research 

Qualitative research aims to explore and clarify how participants understand concepts 

and the mechanisms by which they incorporate these concepts into daily practices (Barbour 

2008). For example, research aims to investigate patients’ perceptions and responses to 

healthcare services provided by certain HCPs that may result in either negative or positive 

outcomes and experiences.  

Qualitative research has the limitation of being time-consuming. This is because it has 

the potential of generating a large amount of data, which requires a long time to analyse 

(Bryman 2016). This limitation may restrict some researchers in the health services research 

field to use qualitative research. However, it does not diminish the benefits that qualitative 

research provides to this area by formulating and influencing new policies and interventions 

(Austin and Sutton 2019). The main benefit of a qualitative approach within healthcare is its 

appropriateness in studying subjects that have sensitive or complex issues, or where only a 

little information is available about it (Bowling 2014). Furthermore, qualitative research 

methods are also recognised for their benefit in understanding phenomena from the point of 

their natural contexts. Therefore, the results are more likely going to reflect the needs of the 

various stakeholders, which laboratory research with its restricted and controlled environment, 

will not be able to provide (Johnson and Onwuegbuzie 2004). Hence, qualitative research 

offers the opportunity to closely explore and analyse lived social experiences in a way that 

cannot be conducted using quantitative methods (Barbour 2008). This has increased the 

popularity of qualitative research for healthcare researchers to study complex human 

experiences and interactions related to health services utilisation, demand, provision, and 

planning (Bowling 2014). 

3.7.2. Trustworthiness of qualitative research 

An important aspect of qualitative research is to establish trustworthiness to ensure 

the quality of the research findings. Trustworthiness refers to the credibility, transferability, 

dependability, and confirmability of the research results (Bryman 2016). Credibility is the 

confidence in the truth and accuracy of the research findings that represent the participants' 

experiences and perspectives. It involves confirmation by the members (also known as 

member validation) of the investigated social world that the research is conducted using good 

practice and the researcher has appropriately understood the phenomena. Another way to 

ensure credibility is through the use of the triangulation strategy in which multiple sources of 

data are considered, such as using interviews, focus groups, or observations (Bryman 2016). 

In this PhD, the researcher engaged with the relevant expert stakeholders within the field to 

understand the investigated phenomena and help in the development of the data collection 



 
 
 

 72 

tools (interview schedules in both qualitative studies; Chapter Five and Chapter Six) to ensure 

that the questions being asked were appropriate. Transferability is the extent to which the 

findings of a qualitative study can be applicable or relevant to other similar situations or 

populations. To enhance transferability, researchers should provide rich and detailed 

information (also called thick description) about the research process, participants, and 

context, which allows other researchers to assess the applicability of the findings to their 

contexts (Bryman 2016). This has been achieved by the explicit details of the methodology 

within each of the qualitative studies chapters (Chapters 5 and 6). Dependability is the stability 

and consistency of the research process and findings over time and across contexts. To 

ensure dependability, researchers should provide a transparent and comprehensive 

description of all the research steps, decisions, and any changes during the research process, 

allowing for verification (Bryman 2016). This has also been ensured by providing extensive 

details of all the research steps and any changes within it in each of the qualitative studies 

chapters within the methodologies’ sections in Chapters Five and Six. Confirmability refers to 

the neutrality and objectivity of the qualitative research results. Maintaining confirmability 

requires researchers to acknowledge and document their own biases, values, or preconceived 

notions that might influence the research outcomes (Bryman 2016). In the PhD, the researcher 

reflected on his own experience of being neutral and objective to eliminate any kind of biases, 

values, or preconceived notions that might have influenced the qualitative research outcomes 

in a reflexivity section in this Chapter (Chapter 3, Section 3.12). In addition, after conducting 

each interview, the researcher reflected upon the way it was undertaken, and the way 

questions were asked, and then made changes as needed for the next interviews to ensure 

confirmability of results. In conclusion, the second and third studies in this PhD have involved 

the use of comprehensive documentation of all research steps and limitations, and research 

members’ checking of the whole research to demonstrate trustworthiness and ensure 

transparency and rigor in this research. 

3.7.3. Types of qualitative research methods that were considered and utilised for 
this PhD 

In qualitative research, there are three main methods to collect and generate data, 

which are: observational research, interviews, and focus group discussions (Barbour 2007). 

All actively involve interactions between the researcher and research participants to collect 

and generate data. There are some other methods of collecting data in qualitative research 

that involve the analysis of documents, such as diaries and patients’ files, as well as video 

and audio materials (Barbour 2008). However, as the objectives of this thesis related to 

exploring phenomena from different people's perspectives of the role of IPPs, no such 

documents are routinely completed by these individuals and there are no available published 
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qualitative studies concerning it to analyse, it was decided that it was not an appropriate 

method to consider.  

3.7.3.1. Observational method 

An observational method is the main ethnographic qualitative approach. It gives the 

researcher the ability to directly observe participants’ behaviour in the natural environment 

(Barbour 2007). It observes human activity sequences in a way that helps to discover new 

data that can be linked to the study's local contexts (Bowling 2014). It aims to observe 

participants to gather more detailed information about complex phenomena that participants 

may not raise or explain with a researcher being as discrete as possible (Bowling 2014). Since 

the objectives of the second, and third studies of this PhD (Chapter 5 and Chapter 6; 

respectively) aimed to explore the views of participants regarding the role of IPPs, 

observational methods were considered inappropriate to use for these studies. This is 

because observational methods involve documenting events related to individuals’ practices 

rather than exploring their opinions. In addition, observational methods have many logistical 

difficulties, such as requiring the presence of the researcher in one location at a time to 

conduct the observation. This may lead to very time-consuming data collection, as well as 

missing important events that occur by other participants in different sites. Moreover, the 

‘Hawthorne effect’ may have a major limitation on the validity of the collected data, which is 

the effect of the researchers’ presence around observed participants that may lead to a 

change (consciously or unconsciously) in their usual behaviour (Bowling 2014).        

3.7.3.2. Focus group discussion 

Focus group discussion is a qualitative data generating approach that has been 

applied in social research, community research, organisational research, and market research 

(Barbour 2005). It involves an interaction between small groups of people as well as with the 

group moderator, to address issues of interest and generate data (Bowling 2014). The group 

moderator is usually the researcher who actively encourages the group participants to be 

engaged in the discussion (Flick 2018). Focus group discussion has been highly utilised in 

health services research (Barbour 2005). It has the advantage of providing in-depth 

information about the discussed topic that involves the participants’ views and perceptions in 

an efficient time and cost-effective manner (Bowling 2014). Moreover, focus group discussion 

provides an opportunity for participants to discuss the issues related to the topic of interest 

(except for some aspects, such as sensitive topics) in a way that is less threatening to them 

compared to one-to-one interviews (Barbour 2007). In addition, participants may be able to 

support each other in terms of remembering certain events and feelings, which may help them 

to provide more detailed information about the topic. However, when conducting this PhD 
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study, focus group discussion had the disadvantage of the difficulty in gathering people to sit 

at a table with other participants at the same time, particularly in the health services field where 

people are very busy with their daily duties (Green and Thorogood 2018). In addition, 

conducting focus groups through online software was not a recognised approach at the time 

of the study, therefore, was not used (Sah et al. 2020).  

3.7.3.3. One-to-one interviews  

One-to-one interviews are considered the most common method in qualitative 

research that allow for comprehensive exchange of information between the investigator and 

the participants (Green and Thorogood 2018). There are three types of interviews: structured, 

semi-structured and unstructured interviews (Bowling 2014, Flick 2018).  

Structured interviews strictly follow an interview guide and protocol by the researcher 

to collect data from participants. It is a rigid style of interview whereby the researcher asks 

questions that are only available in the interview guide. This guide does not allow for many 

opportunities at which researchers can probe or ask more questions if they are interested to 

explore the investigated topic further, which are not stated in the guide (Bowling 2014, Flick 

2018). Furthermore, the restricted guide of the structured interviews will not help researchers 

to clarify or ask questions in a different way if participants did not understand the questions 

(Flick 2018). However, it has the advantage of providing a comprehensive list of questions 

that can help to specifically target the investigated topics, phenomena, or participants’ 

experiences. This will help to collect the information that the researcher needs, to avoid doing 

follow-up interviews to collect missed information or questions (Flick 2018).  

In contrast, semi-structured interviews involve the use of open questions based on a 

loose guide that can help to provide a great deal of flexibility to the researcher but to keep the 

discussion within the investigated topic (Flick 2018). Although it has a guide that the 

researcher uses to conduct interviews with the participant, it can involve the use of appropriate 

prompts by the researcher that may help in gathering in-depth information regarding the 

participants’ opinions, feelings, and thoughts (Creswell and Creswell 2018). This can help the 

researcher avoid doing several rounds of interviews since the interview guide can help to stay 

focused on the discussed topic and answer the research question (Creswell and Creswell 

2018). 

Unstructured interviews are designed to ensure that the discussion is driven by issues 

relevant to the participants, which is conducted with none or very few interview questions 

(Bowling 2014, Flick 2018). It is similar to a normal conversation, but it is about the research 

topic (Flick 2018). It does not involve the use of any formalised interview guide to develop 

comfort and rapport with participants. The absence of an interview guide may help the 

researcher probe participants to gather as much in-depth and rich information as possible. 
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However, this approach may require researchers to conduct many rounds of interviews with 

research participants to collect all the required information. This is because the conversation 

with the participants may get driven away from the research topic in the absence of an 

interview guide (Flick 2018).  

As briefly discussed above, each type of interview has many advantages and 

disadvantages. Therefore, the selection of an interview type to conduct a research study 

depends on the research design, as well as the research aim and objectives (Bowling 2014, 

Flick 2018). In this PhD, semi-structured interviews were used to gather information from 

participants and the rationale for choosing this type of interview will be discussed individually 

in each study.    

Interviews can be conducted either face-to-face, by telephone, or virtually (over the 

internet) (Bowling 2014, Flick 2018; Sah et al. 2020). Traditionally, face-to-face interviews 

have been recognised as the most common method of data gathering in qualitative research. 

It has the advantage of gaining both verbal and non-verbal communication with participants, 

which may help to obtain a deeper understanding of the data (Flick 2018). However, this 

method is both expensive and time-consuming (Opdenakker 2006). Telephone interviews are 

used less often for qualitative data collection. This is due to a number of reasons, such as lack 

of non-verbal communication, it may take longer to explain some of the study aspects over 

the phone, and technical problems that may occur at the time of the interview (Novick 2008). 

However, telephone interviews provide access to participants who live in diverse geographical 

areas, which provides a much cheaper option to conduct interviews. Moreover, telephone 

interviews may provide a less imposing method for participants rather than face-to-face 

interviews (Sturges and Hanrahan 2004, Opdenakker 2006). In addition, the quality and depth 

of data produced by the use of telephone interviews do not vary significantly from the data 

produced by face-to-face interviews (Sturges and Hanrahan 2004; Austin and Sutton 2019). 

As a result, at the time of the study, the use of telephone interviews had become an alternative 

effective tool in conducting qualitative interviews. Virtual interviews involve the use of internet 

technology to conduct interviews as a voice or video call (Sah et al. 2020). Skype, Microsoft 

Teams, Zoom, and Google Hangouts are examples of software that can be used to conduct 

and record interviews virtually (Sah et al. 2020). The use of this approach has increased over 

recent years, particularly in the healthcare field since researchers and potential participants in 

this area are usually busy due to their heavy workload and other life responsibilities, as well 

as living or working far from each other. Therefore, conducting interviews virtually can be 

considered a suitable approach for them to manage their time effectively and overcome 

geographical barriers since video calls can help eliminate the time and cost needed to travel 

to conduct face-to-face interviews (Sah et al. 2020). Moreover, the use of virtual interviews 
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during compelling circumstances that restricted people from traveling, such as the COVID-19 

pandemic, provided a good opportunity to conduct research. However, connectivity issues, 

unavailability of the appropriate video conferencing software, and possible noise and 

distractions in the background are disadvantages of considering the use of virtual interviews 

(Sah et al. 2020). Since the use of virtual interviews was not recognisable tool at the time of 

this PhD study, both face-to-face and telephone interviews were used to collect and generate 

data within the qualitative studies. The rationale for using interviews in each study will be 

explained in each relevant chapter (Chapters 5 and 6). 

3.8. A mixed methods approach to study the role of IPPs in primary care settings in 
Wales 

As discussed earlier in Section (3.4), the most appropriate methodology to conduct 

this PhD was the utilisation of a mixed methods approach. It was important to use different 

methodologies to appropriately address the research questions of this PhD because it focuses 

on understanding the development of the IPPs' role in primary care settings in Wales. This 

involved exploring their numbers and prescribing trends over time using a quantitative 

approach (secondary data analysis), followed by investigating how their role was embedded 

within GP practices and community pharmacies using a qualitative approach (semi-structured 

interviews). It was necessary to do so in order to understand the subject by conducting the 

quantitative study and then undertaking the qualitative studies. As a result, using a mixed 

methods research approach would enable the use of various research methodologies, as well 

as different data collection and analysis tools. Because neither quantitative nor qualitative 

approaches can fully address this thesis research question, a mixed methods approach was 

adopted. The first study (Chapter 4) was conducted using a quantitative approach (secondary 

data analysis of the number of NMIPs, focusing on IPPs data, and their prescribed items over 

seven years and in relation to the implementation of primary care clusters in 2015). This was 

followed by two qualitative studies (Chapter 5 and Chapter 6,). The first qualitative study was 

conducted using semi-structured interviews to describe the roles of IPPs working within GP 

practices in Wales and explore their views on how their role is embedded in primary care 

(Chapter 5). The second qualitative study also used semi-structured interviews to explore the 

views of community IPPs, and HBs community pharmacy leads regarding the role of IPPs 

working within community pharmacy settings (Chapter 6). The summary of the research 

methods that were used in each study in this PhD is presented in Figure 2.   
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Figure 2 The summary of the research methods that were used in each study in this PhD. 

 

3.9. Sampling in quantitative and qualitative research 

Daniel (2012) has identified a process to select the appropriate sample type or use a 

census of the whole study population for a research study. The first step in this process is 

preparation before deciding on sampling choices. It involves a thorough review of the aim of 

the study, available resources, the nature and availability of the study’s population, research 

design aspects, and ethical considerations of the study. The second step involves making a 

decision between a census and sampling by understanding and relating to the objectives and 

importance of the study, the nature of the study’s population, and heterogeneity/homogeneity. 

The third step is to choose the type of sampling (once a census was considered inappropriate) 

as either probability, non-probability, or mixed methods sampling approach. This is followed 

•A descriptive analysis of secondary database 
data of monthly prescribed items by NMIPs and 
their numbers over time

•An interrupted time series analysis of the data 
before and after the implementation of the 
primary care clusters

Chapter 4
(Study 1)

(Quantitative)

•Semi-structured interviews with IPPs to explore 
their views regarding their role in GP practices 

Chapter 5
(Study 2)

(Qualitative)

•Semi-structured interviews with community IPPs 
to explore their views regarding their role in 
community pharmacies 

•Semi-structured interviews with community 
pharmacy leads to explore their views regarding 
the role of community IPPs

Chapter 6
(Study 3)

(Qualitative)
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by the fourth step, which is to choose the type of probability, non-probability, or mixed methods 

sampling. The fifth step is to determine the sample size followed by the sixth step, which is to 

select the sample.       

There are two types of sampling in research, which are probability and non-probability 

sampling (Byrne 2001; Creswell and Creswell 2018; Flick 2018). Probability sampling is a 

sampling process that involves the use of a randomisation technique so that potential 

participants from the study population are given equal opportunities to be included in the study 

as a representative sample (Byrne 2001; Creswell and Creswell 2018; Flick 2018). Probability 

sampling helps to generalise the findings of the study. Non-probability sampling is a method 

that does not involve the use of a randomisation technique for the study population (Byrne 

2001; Creswell and Creswell 2018; Flick 2018).    

Since quantitative research is often aimed to generalise the findings to a larger 

population than the study population or test hypotheses, it uses a probability sampling 

technique (Creswell and Creswell 2018). However, there are a few types of quantitative 

research that do not use probability sampling, such as evaluation or exploratory studies, which 

may use non-probability sampling (Creswell and Creswell 2018). In the first study of this PhD 

(Chapter 4) which undertook secondary analysis of the prescribing data, no sampling was 

required (i.e. a census approach) as the database contained the whole dataset and could be 

easily analysed. 

On the other hand, qualitative research does not aim to generalise results or test 

hypotheses like quantitative research (Creswell and Creswell 2018; Flick 2018). Qualitative 

research aims to generate data from a few participants to investigate the complex processes 

that relate to a phenomenon. As a result, samples do not essentially need to be representative 

of the wider population in qualitative research (Flick 2018; Daniel 2012). In addition, random 

sampling in qualitative research is inappropriate because the human characteristics in such 

research do not appear to follow a normal distribution across populations (Byrne 2001). As a 

result, qualitative research usually uses census (selecting the whole study population) or non-

probability sampling strategies to select a subset of the target population (Daniel 2012).  

The most common non-probability sampling strategies that are used in health services 

qualitative research are purposive sampling, snowballing sampling, convenience sampling 

and theoretical sampling (Bowling 2014). Purposive sampling intentionally chooses 

participants according to specific characteristics, such as participants who had experiences 

related to the phenomena under the study, to generate the required data that best 

demonstrate the topic of research (Cooper et al. 2009). Participants who are included in a 

qualitative study through this sampling technique are expected to represent the different study 

viewpoints, including both positive and negative experiences, which will help to maximise the 
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study variability (Byrne 2001). Snowball sampling is based on recruiting participants at first 

who then recommend or help in recruiting other potential participants who meet the study 

characteristic of interest (Bowling 2014). This sampling technique is mostly utilised when a 

clear sampling strategy is not available due to the lack of information about potential 

participants (e.g., people injecting illegal drugs). Convenience sampling strategy (also known 

as opportunistic sampling strategy) is mainly used to recruit participants who are the most 

available and ready to be included in a qualitative study (Bowling 2014). This sampling 

strategy is recognised as the most resource efficient strategy since it helps researchers to 

save money, time, and efforts. However, it may generate data and findings with low quality 

(Byrne 2001). A theoretical sampling strategy is more widely used in qualitative research that 

involves the use of grounded theory analysis. It produces new theories and concepts that 

define the category of potential participants, as well as to refine and develop those theories 

and concepts (Byrne 2001). However, there seems to be an overlap between some of these 

sampling strategies since participants are often included for particular purposes according to 

the research objective, regardless of which of the strategies is used (Coyne 1997).  

In the qualitative studies of this thesis, the population size was very small, therefore, 

purposive and convenience sampling were used, to recruit as many participants as possible. 

Further details on the sampling and the studies’ population are illustrated in each chapter’s 

methodology section for study two and study three (Chapter 5 and Chapter 6; respectively).    

3.10. Data analysis in quantitative and qualitative research 

Data analysis in quantitative research usually involves finding the numeric 

relationships between variables to identify the causal significance of an intervention (Creswell 

and Creswell 2018). However, this section will focus on secondary data analysis used in this 

PhD (Chapter 4). The analysis of data that are obtained from databases starts with the 

researcher understanding the datasets (software) to extract the right data to answer the 

research question (Creswell and Creswell 2018). Thereafter, researchers need to familiarise 

themselves with the data, which involves extracting data into Excel Software to make it easier 

to understand. Consequently, the descriptive analysis begins by describing the findings and 

calculating percentages of changes in the prescribing volume of NMIPs over time (Creswell 

and Creswell 2018). Then, if appropriate, select the suitable statistical test to identify the 

statistical significance of the findings, which is generally by capturing the result of the p-value.  

The p-value assesses the probability of the results being more than coincidence (Creswell 

and Creswell 2018). If the p-value is lower than 0.05, then the findings are statistically 

significant, and researchers can be more confident that the results are genuine (Creswell and 

Creswell 2018). Detailed information on the data analysis of the first empirical study in this 

PhD (Chapter 4) is presented in Section 4.5.6.          
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In contrast, the use of qualitative research to investigate phenomena, particularly using 

documentary analyses, interviews, and observations, relies on the collected textual data 

obtained from participants rather than numeric data (Bowling 2014; Creswell and Creswell 

2018). To achieve this goal, qualitative research at the start of a research project mainly places 

little focus on a predefined hypothesis and concept. In qualitative research, hypotheses and 

concepts are usually developed as the research progresses (Barbour 2007). The analysis of 

qualitative data involves the use of an inductive, deductive, or mixed approach. An inductive 

approach means that the identified themes or patterns are strongly related to the data 

themselves that have been collected specifically for the research (Patton 1990). These themes 

may have little or no relation to the questions that were asked to participants (Braun and Clarke 

2006). However, the deductive method (also known as the theoretical approach) is driven by 

the researcher’s analytical or theoretical interest in the topic area (Braun and Clarke 2006).   

There are different approaches to data analysis in qualitative research, such as content 

analysis, narrative analysis, discourse analysis, grounded theory, and thematic analysis 

(Creswell and Creswell 2018; Flick 2018). Content analysis is a method that is used to identify, 

categorise, and quantify the presence and meaning of certain themes, concepts, and words 

within qualitative data (such as a text) (Flick 2018). Narrative analysis is an approach in which 

the stories presented by participants are reformulated to understand the meaning of each case 

and the context behind their different experiences. It mainly involves the researcher’s review 

of primary qualitative data (Flick 2018). Discourse analysis is a research tool that aims to study 

and analyse spoken language and written text to understand the social context behind it. 

Grounded theory is a systematic approach that only uses inductive reasoning to build and 

formulate theories and concepts through collecting and analysing data (Andrews et al. 2012; 

Flick 2018). On the other hand, thematic analysis was defined by Braun and Clarke (2006; 

p79), as a qualitative method for ‘identifying, analysing, and reporting patterns (themes) within 

data’. It has the advantage of flexibility due to its theoretical freedom that can involve both 

inductive and deductive approaches, which may help provide detailed and rich data (Braun 

and Clarke 2006). Thematic analysis was used in the qualitative studies in this PhD (Chapters 

5 and 6) as it was the most appropriate method out of all these approaches to identify themes 

and explore viewpoints of participants. It was considered appropriate as the researcher 

conducted the work from a pragmatic point of view that involved the use of both inductive 

(from the data) and deductive approaches (based on discussions between the research team 

and key individuals in the investigated field) (Winit-Watjana 2016). The thematic analysis 

process consists of six steps as presented in Figure 3.  
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The detailed information on the thematic analysis process for the qualitative studies in 

the PhD (Chapters 5 and 6) is as follows:  

- Step one (Familiarisation): this was conducted after the interviews were recorded. It 

involved listening to the interviews to provide a general sense of the data and its meaning 

and making changes in terms of the way the questions were asked for the next interviews 

if needed to ensure the confirmability of the results. The interviews were then transcribed 

by a university-approved transcribing services company. Thereafter, the researcher 

listened again to the recorded interviews and read the transcript line by line to quality 

check, proofread the transcript, and check for inaccuracies, as well as de-identifying 

6- Producing the report

Selecting vivid and interesting extracts to interpretate the data analysis and relate it to the aim 
and objectives of the study, and literature

5- Defining and naming themes

Creating clear names that define each theme to tell the overall story

4- Reviewing themes

Individually and by the research team to ensure consistency between themes, sub-themes, the 
extracted codes, and the entire data set

3- Searching for themes

Searching for themes and sub-themes across the collating codes to gather all relevant data for 
each potential theme and/or sub-theme 

2- Generating initial codes

Encompasses a systematic coding of interesting features of the data by connecting relevant 
data to a code

1- Familiarising the researcher with the data

Transcribing, reading, and re-reading the data to help provide initial ideas

Figure 3 The thematic analysis process (Braun and Clarke 2006) 
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participants’ information within the data. Afterward, the researcher re-read the transcript, 

which helped provide initial ideas. 

- Step two (Generating initial codes): this involved re-reading the data line by line to make 

broad codes using labelling colours. Keywords were used by the researcher to describe 

what was interpreted. This initial coding connected relevant data to a code.  

- Step three (Searching for themes): this started by reviewing the codes within the 

transcripts by the researcher. This involved looking for different words or phrases across 

the initial codes that described the same phenomenon, in which to keep only one of them. 

Thereafter, the codes were checked for appropriateness by other members of the research 

team. The researcher then looked for any connections between the codes, followed by 

combining these connections under an initial sub-theme. Afterward, these sub-themes 

were reviewed for similarity to establish connections between related ones to be grouped 

in a theme.  

- Step four (Reviewing themes): this was associated with reviewing and adjusting these sub-

themes and themes by the researcher, followed by a meeting with the research team to 

confirm the appropriateness of the findings.     

- Step five (Defining and naming themes): this involved refining, defining, and confirming 

the name and concept for each sub-theme and theme by the researcher, which was also 

checked by the research team. 

- Step six (Producing the report): this involved selecting interesting quotations to write in the 
final report and relate to the aim and objectives of the study and literature, which also was 

reviewed by the research team. 

3.11. Ethical considerations 

Ethics are considered as one of the most important aspects in research (Austin and 

Sutton 2019). It is defined as ‘the moral principles or values held or shown by an individual 

person’ (Oxford University Press 2021). The term is commonly associated with an ability to 

distinguish right from wrong. The goal of an ethical review is to make sure that the ethical risks 

associated with research activities are properly considered. Research involving the 

participation of human subjects, collecting human data, or human research (Human Research) 

must undergo an ethical assessment by a relevant ethical committee that is independent, 

qualified, and properly constituted. The aim of research ethics committees (RECs) is to 

provide monitoring and educational services to enhance the quality of the research and give 

researchers the confidence that the proposed study will protect and maintain the safety of 

individuals involved in the research by taking into consideration all potential risks. This section 

discusses the process of obtaining the relevant ethics committee approval and other 



 
 
 

 83 

permissions, such as the Research and Development Offices in each HB in Wales, as well as 

the importance and process of obtaining informed consent.  

3.11.1. Obtaining approval from ethics committee  

This PhD involved the use of a secondary database as well as participation of 

individuals in interviews, including IPPs in both GP practices and community pharmacies, as 

well as community pharmacy leads in HBs. As such, obtaining ethical approval was vital to 

ensure that the studies were conducted responsibly and safely. The type of study, as either a 

research or service evaluation, determines what type of approval is required and from where 

(Health Research Authority (HRA) 2017).  

The type of study is determined by completing an online tool established by the HRA 

in cooperation with the Medical Research Council (MRC) Regulatory Support Centre (HRA 

2020). A research study is defined as: 

 ‘The attempt to derive generalisable or transferable new knowledge to answer 

questions with scientifically sound methods, including studies that aim to generate hypotheses 

as well as studies that aim to test them’ (HRA 2017, p.1).  

A service evaluation is defined as a study ‘designed and conducted solely to define or 

judge current care’ (HRA 2017, p.1). If the study is considered research, the NHS REC 

(Research Ethics Committee) is required to review the study since participants may be using 

NHS services. However, service evaluation studies do not require NHS REC approval, but 

may require other ethics committee approval, such as university ethics committee approval.  

The quantitative study in this PhD, which involved the analysis of secondary data, only 

required to be registered with the HB (with the Research and Development Office at CVUHB 

to extract the relevant data) since the data was collected as a part of routine practice, and it 

was anonymised with no personal information available to the researcher. The qualitative 

studies of this PhD were all considered service evaluations after completing the HRA decision 

online tool (HRA 2019; NHS Research and Development Forum 2021). This meant that there 

was no need to obtain NHS REC approval. However, ethical approval for the qualitative 

studies was obtained from the School of Pharmacy and Pharmaceutical Science Research 

Ethics Committee, Cardiff University. It was a requirement that all studies involving human 

participants must obtain School approval to be conducted, which included both research and 

service evaluation. The process involved completing the research integrity course that was 

provided online by Cardiff University. It also required the completion of the School of Pharmacy 

and Pharmaceutical Science online application form, which also involved the submission of 

the invitation and reminder emails, participant consent form, participant information sheet, and 

interview schedule for each study for review. The response of the committee to all the studies 

indicated some minor amendments before accepting the applications. These amendments 
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were made and final acceptance for all the studies was obtained. The approval notices are 

available in the relevant chapter for each study. Moreover, the Research and Development 

Offices in five HBs out of the seven (as there was no response from the other two HBs) in 

Wales reviewed and registered the second part of the third PhD study (Chapter 6), which 

aimed to explore the views of the community pharmacy leads in different HBs in Wales 

regarding the role of community IPPs. This was required since these leads were employed by 

their respective HBs. Those HBs also considered this part of the PhD to be a service 

evaluation that didn’t require NHS REC approval (HRA 2017; HRA 2019; NHS Research and 

Development Forum 2021).      

3.11.2. Informed consent 

For the studies to be conducted in an ethically appropriate manner, participants must 

give their informed consent. This is to ensure that all the risks associated with the study, as 

well as the potential advantages, are clarified with potential participants (Polgar and Thomas 

2020). This is by providing participants with information about the study to help them decide 

whether to participate or not. In this PhD, information about each study was provided to 

participants in the invitation letter, participant information sheet, and consent form. The 

invitation letter for each study included some background information about the study, the aim 

of the study, and some information about the researcher and supervisors (HRA 2019). 

Potential participants were asked to reply within two weeks and to complete, sign and send 

back the appropriate consent form or to bring it with them during data collection. Potential 

participants who did not respond to the invitation email after two weeks were sent a reminder 

email to increase the recruitment rate and then after a further two weeks, it was assumed they 

did not want to participate.    

The guidance of the HRA was followed to prepare the participant information sheet for 

all the studies (HRA 2019). It included detailed information for participants with the title of the 

study, a brief introduction, and information about the researcher and supervisors with their 

contact information. While the rest of the information was formatted as questions and answers 

as follows: 

- What is the purpose of this study?  

- Why have I been selected to participate in this study?  

- What will I have to do if I take part? 

- What will occur with the information I provide in this study?  

- What do I need to do to participate in this study?  

- What if I no longer would like to participate in this study?  

- What if I want to raise any concerns or complaints?  

These questions were designed to allow the potential participant to voluntarily choose 
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to either participate or not, which is the most important ethical aspect of doing qualitative 

studies (Polgar and Thomas 2020). It was clearly stated that the participation of individuals in 

the studies was voluntary, and their consent was required to participate, and that if they did 

not want to participate or would like to withdraw from the study, they did not need to do 

anything further or make any kind of justification.     

The consent form was also designed according to the HRA guidance (HRA 2019). It 

was prepared so that the participants confirmed that they had read the participant information 

sheet and that they were able to consider the information, ask any questions and, if 

appropriate, the questions had been answered to their satisfaction. The consent form also 

required them to confirm they were voluntarily participating and were aware that they were 

able to withdraw at any time. Moreover, a space was provided for their name, the date, and 

their signature of approval to participate. The invitation email, reminder email, participant 

information sheet, and participant consent form for each study are discussed and cited in each 

relevant chapter of this thesis.      

3.12. Reflexivity in quantitative and qualitative research   

Reflexivity is defined by Barrett and colleagues as ‘an ongoing process that involves 

reflection to continuously construct (and shift) our understanding and social realities’. (Barrett 

et al. 2020, p.10). It involves the researcher’s continual engagement and recognition of 

different aspects of the research and the impact that it may have on the area and individuals 

being studied, collected data, and its analysis and interpretation (Berger 2013). It also involves 

handling challenges and barriers within the research context (Barrett et al. 2020). Some 

factors, such as the researcher's influence, knowledge, and position, as well as the entire 

research process, may have an impact on the research. The process of a reflexive approach 

in research is represented by describing the intentional and unintentional consequences of 

these factors (Barrett et al. 2020). These factors are very important in qualitative research to 

diminish the researcher’s bias (Barrett et al. 2020).      

3.12.1. The researcher’s experience in this PhD 

It is important to discuss my experience in this field of research before and during the 

time of conducting this PhD to understand how it might influence my research. I obtained my 

bachelor’s degree (a Pharm.D. degree) from a clinical pharmacy college in Saudi Arabia. 

Then, I worked as a teaching assistant at the same pharmacy school. Thereafter, I came to 

the UK (sponsored by the pharmacy school in Saudi Arabia) to obtain my master’s degree (in 

advanced clinical pharmacy practice with an extended placement at a hospital). Even though 

I had no prior experience working with IPPs, since this role has not been established in Saudi 

Arabia, I came across IPPs who work in secondary care settings (hospitals) during my 
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placement in the UK. I noticed that this was a new role for pharmacists, which allowed them 

to prescribe medicines to their patients. Since I started my PhD, I looked at the literature that 

shows a lack of research about this role, particularly in GP practices and community 

pharmacies. Although I have no experience with the UK GP practice and community pharmacy 

healthcare system before starting my PhD in the UK as an international student, I am aware 

unity pharmacies in both countries represent the first point of contact for patients with HCPs. 

However, the community pharmacy settings in Saudi Arabia are focussing more on dispensing 

medicines to their patients, compared to the UK which can provide more services, including 

the role of IPPs.    

For me to be fully engaged in this PhD with the phenomena under investigation, visits, 

meetings, and observing IPPs who work in GP practices were undertaken. This was to avoid 

any lack of knowledge regarding their services and discuss issues related to the role. 

Furthermore, I was exposed to how IPPs perform their daily tasks and consultations with their 

patients in GP practices. This has helped me to understand the duties of the IPPs before doing 

the qualitative studies. It also helped me to be familiarised with the Welsh GP practice 

healthcare system. Before the study, I enrolled in several workshops to understand how to 

conduct interviews, qualitative approaches, and thematic analysis. Furthermore, I studied 

primary and secondary sources to widen my understanding of the research topic and 

qualitative approach. My continuous engagement with my supervisory team had a huge 

impact that guided me on what to expect and avoid and what to integrate into my qualitative 

research, especially in terms of data analysis, topic guides, and conducting interviews.  

In the qualitative phase of this research, the topic guide was designed in conjunction 

with my supervisors' and relevant experts’ extensive review and opinions. With the feedback 

that I received from them; I was able to design more comprehensive interview schedules. 

Then, I analysed the interviews and looked for themes, which were then reviewed by the 

research team, to ensure that relevant themes related to the research topic were identified 

and defined. Although I was fully involved, there was a need for objectivity in presenting what 

the data illustrated. This research might have been influenced by my previous experience, 

beliefs, and perceptions of IPPs’ role, but I was objective and unbiased as much as possible 

when conducting the qualitative research. This has assisted me in identifying themes and 

asking probing questions when collecting data.  

3.13. Conclusion 

This chapter has discussed the basis of mixed methods, quantitative, and qualitative 

methodologies, including their types and the research paradigms underpinning them. The 

following chapters will present and discuss each study that was conducted in this PhD.  
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4. Chapter 4 – Prescribing Trends Over Time by NMPs in Primary Care 
Settings in Wales: A Secondary Data Analysis 
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4.1. Introduction  

This chapter aims to address the first objective of this PhD, which is to identify the 

number of NMIPs, their prescribing trend of items in primary care settings in Wales, and the 

impact of the primary care clusters implementation in 2015. It will present the findings of this 

study, which involved the use of a quantitative approach to identify the number of NMIPs and 

an analysis of their prescribing trends within primary care in Wales. It will also discuss the 

study rationale, aim and objectives, results, discussion, and conclusion. 

4.2. Study rationale  

As discussed, in the Introduction Chapter (Chapter 1, Sections 1.4 and 1.6), the WG 

and HBs have been focusing on improving primary care services through the Government 

plan entitled ‘Our plan for a primary care service for Wales up to March 2018’ (Welsh 

Government 2015). It involved the development of the primary care clusters that came into 

being in the last quarter of 2015 (The National Assembly for Wales 2017). The WG and HBs 

prioritised funding for new cluster posts and for the training of other HCPs, such as IPPs and 

INPs (Welsh Government 2015). As some of the objectives of the Government’s plan were to 

improve patients’ access to their required medicines and information as well as to provide 

advice and support that could help to manage their medications in the most appropriate way, 

specific pharmacist cluster posts were developed (Royal Pharmaceutical Society Wales 2015; 

Hodson 2017), with a pharmacist working within each GP practice within a cluster. Many of 

these posts were initially filled with IPPs from hospital pharmacies (Hodson 2018). The 

number of NMIPs in primary care has increased in recent years and is expected to increase 

more in the future (Courtenay et al. 2017a; Hodson 2017). 

The literature review chapter (Section 1.2.5) highlighted the few studies that explored 

the prescribing of NMPs in the UK. At the time of data collection and analysis of the PhD, only 

one published study investigated the implementation of NMPs’ role in Wales, which was 

conducted by Courtenay and colleagues (2017a) using a national survey. The results of this 

study indicated that the majority of NMPs in Wales were based in secondary care settings and 

non-medical prescribing had not been implemented in all primary care services. According to 

the findings of this study, the utilisation of NMPs across Wales, particularly in primary care, 

was inconsistent. The findings also highlighted the main prescribing scope of INPs and IPPs, 

which was related to acute conditions for the former (INPs) and chronic conditions for the latter 

(IPPs). However, despite the high response rate of the participants (60%), the study had a 

limitation in which that the information collected through the survey was self-reported. As a 

result, some of the collected data (e.g., the number of prescribed items and therapeutic groups 

of medications) was estimated by participants. In other nations in the UK, only a few studies 
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explored the prescribing of NMPs in primary care in England. However, these studies used 

secondary data analysis to explore their volume and pattern of prescribing (Guillaume et al. 

2008; Drennan et al. 2014; Courtenay et al. 2017b). Guillaume and colleagues (2008) only 

examined the pattern and volume of supplementary pharmacist prescribing. The findings 

showed an increase in their prescribed items over the study period (from n= 2,706 in 2004 to 

n= 31,052 in 2006). The portion of their prescribing volume was only 0.004% of the total 

prescribed medications in primary care settings in England. Their most prescribed therapeutic 

groups of medications were related to chronic conditions, including cardiovascular 

medications, followed by CNS, respiratory, endocrine, and gastrointestinal systems. Although 

this study showed an increase in the prescribing volume of supplementary pharmacist 

prescribers, the role has not developed as the focus has changed to support the 

implementation of independent pharmacist prescribing in 2006 in England (2007 in Wales) 

(GPhC 2013). In addition, prescribing courses related to the supplementary pharmacist 

prescribers have since stopped or changed to support IPPs (GPhC 2013). Similarly, Drennan 

and colleagues (2014) only investigated nurses’ (as both independent and supplementary 

prescribers) prescribing volume and patterns between 2006 and 2010. The findings indicated 

an increase in the number of nurse prescribers from 13,391 in 2006 to 15,841 in 2010. The 

percentage of the total prescribed items by nurses also increased from 1.1% in 2006 to 1.5% 

in 2010. Their most frequently prescribed medications were related to antibiotics, mainly 

penicillin, followed by dressings and contraception. However, a limitation of this study was that 

the national database system that was used as a source for the data was limited to five years 

only. The last study was conducted by Courtenay and colleagues (2017b) between 2011 and 

2015, investigating only one therapeutic area of prescribing by NMPs, including IPPs, that was 

related to antibiotic medications. The findings revealed that NMPs accounted for almost 10% 

of all prescribed antibiotics in primary care settings in England. Their prescribing volume of 

antibiotics had relatively increased over the study period by 18%. The majority of antibiotics 

were prescribed by nurse prescribers (almost 90% in 2015) and only a few (almost 10%) were 

prescribed by IPPs and other NMPs. The analysis showed that around 85% of the prescribed 

antibiotics by NMPs adhered to the antimicrobial stewardship guidelines, reflecting the high 

competence of NMPs in antibiotic prescribing. At the time of this empirical study in the PhD, 

the literature lacked a study in other countries aiming at examining the volume and pattern of 

non-medical prescribing.   

As the prescribing of NMPs had not been investigated in primary care in Wales, further 

research was needed to investigate its volume and trends in this sector. Therefore, the 

purpose of the first empirical study of this PhD was to describe any changes in the prescribing 

of medicines undertaken by NMPs in primary care in Wales over time (from April 2011 to 
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March 2018). This is the first study that has reviewed the prescribing volume of NMPs in 

primary care in Wales by using data obtained through a national database. In addition, there 

are no such published studies that have been undertaken using national databases to 

investigate the whole prescribing volume of all NMPs in other UK nations or countries 

worldwide. This study involved collaboration with the Chief Pharmaceutical Officer (CPO) for 

Wales, the All-Wales Therapeutics and Toxicology Centre (AWTTC), the Welsh Analytic 

Prescribing Support Unit (WAPSU), and the NHS Wales Shared Services Partnership. The 

findings of this study will help to identify the clinical areas of practice that most NMPs work in. 

4.3. Research question 

How has the number of actively prescribing NMIPs changed from April 2011 to March 

2018 within primary care in Wales and how has their prescribing of medicines evolved over 

time, as well as in relation to the implementation of primary care clusters?  

4.4. Aim and Objectives 

The aim of this research was to identify the number of NMIPs, and the associated trend 

of items prescribed in primary care settings in Wales and subsequently dispensed from April 

2011 to March 2018. This time frame incorporated the period when primary care clusters came 

into practice, therefore the study aimed to examine the significance of prescribing changes by 

medical prescribers and NMIPs in primary care before and after the implementation of primary 

care clusters in Wales.  

The study objectives were: 

- To determine the number of NMIPs who were prescribing each month in primary care in 

Wales.  

- To identify the number of items that were prescribed by primary care NMPs and dispensed 

in community pharmacies from April 2011 to March 2018.  

- To describe the most common British National Formulary (BNF) chapters of medicines or 

medicinal products that have been prescribed by primary care NMIPs and dispensed in 

community pharmacies from April 2011 to March 2018.  

- To identify the most common BNF categories (groups of drugs, such as analgesics and 

bronchodilators) or medicinal products that have been prescribed by primary care NMIPs 

and dispensed in community pharmacies from April 2011 to March 2018.  

- To identify whether the volume of prescribing by NMIPs has significantly changed before 

and after the implementation of primary care clusters in each HB and across Wales as a 

whole. 

- To investigate whether the volume of prescribing by medical prescribers has significantly 

changed before and after the implementation of primary care clusters across Wales.  
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4.5. Methodology 

4.5.1. Overview 

The study design was a retrospective secondary data analysis of monthly medicines 

dispensing data by NMPs and medical prescribers, as well as the number of NMIPs within 

primary care in Wales. This a quantitative research study, in which the extracted data were 

analysed descriptively and with the use of appropriate statistical analyses to draw a conclusion 

on the prescribing patterns of NMPs in primary care.   

4.5.2. Rationale for choosing secondary data 

The decision for choosing secondary data to address this study question was due to 

the advantages of using this method stated in Chapter Three (Section 3.5.4.2.1). This includes 

that secondary data analysis is a powerful and useful tool in evaluating changes over time in 

a dataset that has already been collected. This helped to save the researcher’s time and cost 

associated with its collection (Gallin and Ognibene 2012; Bryman 2016). Furthermore, 

secondary data analysis addressed the aim of this study, that involved an investigation of the 

NMPs’ prescribing in primary care across all Wales over time. This is because it provided a 

breadth of high-quality data that covered the study’s population across a widely distributed 

and large geographical area. It was unrealistic to collect this volume of data prospectively.  

4.5.3. Data source 

The source of the data for this study was the Comparative Analysis System for 

Prescribing Audit (CASPA) software system (Version 4). This system was established by 

Primary Care Services in Wales, which is a division of the NHS Wales Shared Services 

Partnership that provides a variety of services on behalf of HBs, such as patient registration, 

contracts, and payment/reimbursement services (NHS Wales Shared Services Partnership 

2021). It can be accessed by all GP practices and surgeries within HBs in Wales to record 

and review all the WP10 prescriptions (prescriptions for use in primary care or hospital 

outpatients) dispensed and forwarded for pricing by community pharmacies (Welsh 

Government 2017). The NHS in Wales funds all medicines prescribed for their patients 

following advice from the All-Wales Medicines Strategy Group (AWMSG) and the National 

Institute for Health and Care Excellence (NICE) (AWTTC 2014). In 2010, WAPSU was 

founded as a subgroup of AWMSG and as part of an ‘Invest to Save’ plan by the WG, which 

is hosted by the CVUHB (All Wales Therapeutic and Toxicology Centre 2016). The main 

reasons for recording the data related to these prescriptions are reimbursement to community 

pharmacies and monitoring of prescribing. The AWMSG and WAPSU publish reports that 

provide information about the prescribing pattern of GP practices of specific medications 
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across all HBs in Wales using the CASPA data (AWTTC 2018). The CASPA system also 

allows further evaluation of the prescribing data of medical practitioners and NMPs to be 

undertaken to improve medicines prescribing services in Wales (AWTTC 2014). Therefore, 

the CASPA system was the database chosen to extract the relevant data on prescribing by 

NMPs and medical prescribers.   

CASPA data does not provide information about the number of NMIPs in Wales. As 

the study also aimed to identify the variation in prescribing trends amongst different HBs, the 

number of and type of NMIPs in each HB was needed. Therefore, another source of data that 

provided the number of NMIPs who prescribed at least one item on a monthly basis from April 

2011 to March 2018 was obtained through the NHS Wales Shared Services Partnership, 

Primary Care Services Department, and descriptively analysed.  

4.5.4. Ethical considerations and study approvals 

The analysis of this routinely collected secondary data did not require ethical approval 

as patients were not involved and the data obtained from the CASPA software did not include 

any personal and identifiable information. However, as stated in Section 3.11.1, this study was 

registered with the Research and Development Office at CVUHB where AWTCC and WAPSU 

were based to allow for the study to be undertaken. In addition, the data obtained by the NHS 

Wales Shared Services Partnership did not require ethical approval since it was collected as 

part of routine practice. To obtain data access and training to the CASPA database software 

system, the researcher had an honorary contract with AWTTC at CVUHB (Appendix 4). A 

member of WAPSU staff trained the researcher on the use of the CASPA database and the 

extraction and interpretation of data. They also quality assured the extraction of the data.    

4.5.5. The extracted data  

In the CASPA software system, three options were available to extract the data of 

prescribed items by GPs and primary care NMPs which were dispensed in community 

pharmacies. The first option was the number of items, which refers to a single item prescribed 

by a prescriber on a prescription form (Prescribing and Primary Care Services 2012). If a 

prescription form included three medicines, it is counted as three prescription items. The 

disadvantage of using the number of items is due to the practice of repeat prescribing, as the 

number of items can be misleading because different practices use a different duration of 

supply, i.e., some will issue a prescription monthly, others for two months or three months and 

so will have different numbers of items for the same amount of medication. Even within a 

single GP practice, there can be differences in the duration of prescriptions. Contraceptives 

and hormone replacement therapy are often prescribed for six months at a time while 

hypnotics, which are recommended for short term use, may only be issued for a week or two. 
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The second option to extract the required data in the CASPA software system was 

Defined Daily Doses (DDDs). In this system each drug is given a value, within its recognised 

dosage range, that represents the assumed average maintenance dose per day for a drug 

used for its main indication in adults (Prescribing and Primary Care Services 2012). It is 

emphasised that the DDD is a unit of measurement; it is not a recommended dose and may 

not be a real dose (Prescribing and Primary Care Services 2012). The DDD of one drug is 

assumed to be functionally equivalent to the DDD of any other drug used for a similar purpose 

or within the same therapeutic class. Therefore, the number of DDDs for two or more such 

drugs can be added together. However, the DDDs tend to not recognise particular therapeutic 

areas, such as skin preparations (e.g., ointments and creams), vaccinations and other one-off 

treatments, combination preparations, mixtures and compounds, contraceptive pills, and 

hormone replacement therapy (HRT) regimens (Prescribing and Primary Care Services 2012). 

As such, the dataset would be incomplete and not truly represent the prescribing trend of GPs 

and NMPs. Therefore, DDDs were considered inappropriate to extract data from the CASPA 

software system. 1 

The cost of prescribed medicines was the third option, which also was not considered 

in this study since the cost of different medications fluctuates over time, as well as the aim of 

this PhD study was to investigate the volume and trends of the dispensed items that were 

prescribed by GPs and NMPs in primary care settings in Wales. Therefore, price of the 

dispensed items was not used to extract the data from the CASPA software system.  

The number of items and DDDs have advantages and disadvantages. However, the 

number of items represents the actual number of medications prescribed compared to DDDs 

(which was based on the assumed average maintenance dose per day and not representing 

the actual doses of prescribed medicines). Moreover, the DDDs did not provide complete data 

on the prescribed items compared to the number of prescribed items. As a result, the number 

of items was used to extract the required data to explore the volume and patterns of dispensed 

medicines that were prescribed by primary care NMPs and medical prescribers, and 

subsequently dispensed in community pharmacies in Wales. All recorded WP10 prescriptions 

in the CASPA software system that were issued by GPs and NMPs in GP practices across 

Wales for the treatment of NHS patients and dispensed by community pharmacists from April 

2011 to March 2018 were extracted, using the number of item option, and included in the 

study. This time period represented all the prescribing data available with regards to NMPs 

 
1 At the time of this research, DDDs did not record some therapeutic areas, such as skin 
preparations, vaccinations … etc. (as illustrated above). However, according to a recent 
review by Teal and Edelman (2021), these therapeutic areas have since been captured using 
the DDDs approach, which makes it possible to conduct this research differently in the future 
by using this option when extracting the data from the CASPA system. 
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and GPs across all of Wales in the CASPA software system at the time of conducting the 

study. The categories of data that were extracted from the CASPA software systems were as 

follows (prescribed in primary care and dispensed in community pharmacies in Wales on a 

monthly basis): 

- Number of items that were prescribed by all prescribers i.e. GPs and NMPs (NMIPs, 

supplementary prescribers, and community nurse prescribers) on an All-Wales basis.  

- Number of items of the top BNF chapters and BNF categories that were prescribed by 

NMIPs.  

- Number of items that were prescribed by NMIPs in each HB in Wales.  

- Number of items of the top BNF chapters and BNF categories in each HB that were 

prescribed by NMIPs.  

4.5.6. Data analysis 

The extracted data from the CASPA system were analysed descriptively by using the 

IBM SPSS (Version 25) and Microsoft Excel (version 16.15) software. Although the numbers 

of prescribed items were extracted from the CASPA system on a monthly basis, the total 

number of items per year, per 100,000 population, was calculated in order to illustrate changes 

in the prescribing rate each year (population data was only available on a yearly basis). The 

yearly population data (e.g., 2011-2012) from 2011 to 2018 in Wales was obtained from Welsh 

Government Stats Wales (2018a). The prescribing rate in each year per 100,000 population 

was calculated by dividing the total number of items in a year by the population of the same 

year, then multiplying the results by 100,000. It was calculated to compare the prescribing rate 

between HBs by excluding the impact of each HB population (since the population number 

varies between HBs).   

In this study, a year is defined as the 12-month NHS financial year, from April to March, 

for example, the year from April 2011 to March 2012 is written as 11-12. Prescribing 

percentages were calculated on a yearly basis for the number of NMIPs, as well as for the 

total number of the prescribed items by NMIPs when comparing between HBs. To increase 

the power in identifying any underlining trends, the number of data points was maximised by 

choosing monthly prescribing data rather than quarterly prescribing data (Penfold and Zhang 

2013). 

Prescribing by NMIPs and medical prescribers in all Wales, as well as prescribing by 

NMIPs in each HB before and after the implementation of primary care clusters were 

compared by using interrupted time series (ITS) analysis. As discussed in Chapter Two, 

randomised controlled trials are considered the gold standard method to evaluate longitudinal 

effects of interventions over time (Campbell et al. 2000; Victora et al. 2004; Bonell et al. 2009). 
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Since randomised controlled trials lack the ability to evaluate the already implemented service 

retrospectively, this analysis was performed using ITS analysis. Moreover, the intervention in 

this study, which was the implementation of primary care clusters in Wales, occurred in all 

Wales, as well as in each HB in 2015 (The National Assembly for Wales 2017). As such, a 

randomised controlled trial was not possible for this study as there was no control available. 

In addition, the availability of the retrospective data of prescribing by NMIPs and medical 

prescribers in primary care in Wales allowed the researcher to conduct the alternative option, 

which is the ITS analysis, in a time efficient and cost-effective manner to address the aim and 

objectives of this study. Furthermore, one of the major advantages of the ITS analysis is that 

it allows for changes to be presented graphically to enable visual inspection of these changes 

over time (Wagner et al. 2002).  

ITS analysis has been used to assess healthcare interventions over time (Fretheim et 

al. 2007, Hawton et al. 2013, Deslandes et al. 2016). It aims to assess the impact of an 

intervention that led to an interruption of the data at a single point of time for data that were 

collected at regular intervals of time to give a time series (Bernal et al. 2016). It takes into 

consideration the underlying trends like seasonal variation and autocorrelation in the 

evaluation of the intervention effect (Kontopantelis et al. 2015). If two pieces of the collected 

data that are close in time point are similar to each other (e.g., a high measure followed by a 

high measure), this is identified as a positive autocorrelation (Biglan et al. 2000). It is important 

to take these trends and correlations into account to prevent an overestimation of the 

intervention outcome (Wagner et al. 2002).  

At the start of this phase of the research, the ITS analysis that was used to conduct 

the analysis was a series of Autoregressive Integrated Moving Average (ARIMA) Interrupted 

Time Series (ITS) analyses. The ARIMA analysis was initially chosen as it helps in the 

prevention of an overestimation of the intervention by underlying trends (Schaffer et al. 2021). 

The Cochrane Effective Practice and Organisation of Care (EPOC) guidance (2017) was 

followed, and IBM SPSS software (Version 25) used to conduct the ARIMA statistical analysis. 

However, after submitting the findings of the ARIMA analyses to a journal for the purpose of 

publication, further support from a statistician was sought (the Journal’s reviewers’ comments 

are presented in Appendix 5). This led to modification to a simpler method of analysis which 

is more easily accessible to a wider audience. The original methodology and findings of the 

ARIMA analyses are presented in Appendix Six. The amended analysis is discussed below.  

The amended ITS analysis involved the use of an ordinary-least squares regression 

with Newey-West standard errors and a lag for the autocorrelation structure to ensure that the 

outcome is caused by the intervention (Linden 2015). The Cumby-Huizinga test for 

autocorrelation was used to determine the appropriate autocorrelation structure to be 
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accounted for in the model (Linden 2015). The model included pre- and post-intervention 

trends, as well as a coefficient to examine a change in level immediately post-intervention. 

The parameter estimates are presented alongside 95% confidence intervals (CIs) and p-

values. The intercept is the starting level of the outcome variable. The pre-intervention slope 

is the slope of the outcome until the beginning of the intervention. The level change is the 

change in the level within the period immediately following the start of the intervention. The 

post-intervention slope is the slope of the outcome after the beginning of the intervention. The 

counterfactual trend (i.e., the trend in the absence of the intervention) was examined, and this 

was compared to the actual observed trend to calculate absolute and relative differences at 

the end of the observed period (March 2018). The observed values represent the actual values 

that occurred in the presence of the intervention. The predicted values represent the prediction 

of the values in the absence of such an intervention. Analysis was performed using the ‘ITSA’ 

command in Stata V16.0 (Linden 2015). The findings were assumed significant at p value 

<0.05. Confidence Intervals (CIs) were calculated to be 95% certain that the range of values 

contained the true mean of the data (Field 2018). Sensitivity analyses were used to ensure 

that findings were robust, and the overarching conclusions unaffected by these sensitivity 

analyses.  

The WG plan (Welsh Government 2015) encouraged local HBs to prioritise funding 

and development of primary care clusters in April 2015. However, the implementation of these 

clusters was the responsibility of each individual HB and there were no definitive time points 

of their establishment. To accommodate this, the researchers engaged with relevant 

stakeholders (the Chief Pharmaceutical Officer for Wales and Chief Pharmacists of HBs) to 

determine the appropriate time to use for the intervention phase. They agreed the intervention 

phase began six months after its initial implementation date (April 2015), meaning October 

2015.   
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4.6. Results 

4.6.1. Trend of the total number of items prescribed by all prescribers per 100,000 
population 

The total number of items prescribed by all HCPs (GPs and NMPs) across all Wales 

from April 2011 to March 2018 was 540,781,584 [17,482,150.5 per 100,000 population (Welsh 

Government Stats Wales (2018a)]. The total number of items per 100,000 steadily increased 

over time from 11-12 (n= 2,371,510.9) to 14-15 (n= 2,539,191.8) by 7.1% (Figure 4). 

Thereafter, the trend was steady from 14-15 to 17-18 (n= 2,556,784.4]) (Figure 4).  

 

 
Figure 4 Trend of the total number of items per 100,000 population prescribed by all 
prescribers by year. 

4.6.2. Trend of the total number of items prescribed by supplementary prescribers 
per 100,000 population 

Supplementary prescribers prescribed the least number of items (0.005%; n= 28,758; 

n= 929 per 100,000 population) between April 2011 to March 2018 of all HCPs across Wales. 

Overall, the total number of prescribed items per 100,000 population decreased by 

approximately 9% over the study period (n= 159 in 11-12; n= 145 in 17-18) (Figure 5). No 
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information was found to explain the fall in prescribing in 2012-13 by supplementary 

prescribers. 

 

 
Figure 5 Trend of the total number of items per 100,000 population prescribed by 
supplementary prescribers by year. 

4.6.3. Trend of the total number of items prescribed by community nurse prescribers 
per 100,000 population 

Community nurse prescribers only prescribed 356,794 items (0.07%; n= 11,544 per 

100,000 population) during the study period. The total number of items per 100,000 

population, which is illustrated in Figure 6, decreased over time from 11-12 (n= 1936.1) to 17-

18 (n= 1363.1) by 30%.  
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Figure 6 Trend of the total number of items per 100,000 population prescribed by community 
nurse prescribers by year. 

4.6.4. Trend of the total number of items prescribed by NMIPs per 100,000 population 

The total number of items prescribed by NMIPs between April 2011 and March 2018 

was 5,088,405 (n= 164,130 per 100,000 population). This represented approximately 1% of 

all items prescribed by all prescribers in the same period. However, the percentage of 

prescribed items by NMIPs compared to all prescribers increased from 0.57% in 11-12 to 1.7% 

in 17-18.  

The total number of items per 100,000 population per year increased over time from 

11-12 (n= 13,622.1) to 17-18 (n= 40,123.9) by 194.5%. The largest increase started from the 

last quarter of 2015 to 17-18 (Figure 7). 
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Figure 7 Trend of the total number of items per 100,000 population prescribed by NMIPs by 
year. 

4.6.5. The total number of NMIPs  

The data obtained by the NHS Wales Shared Services Partnership showed that the 

total number of NMIPs who prescribed at least one item from April 2011 to March 2018 was 

600. This number, per month, increased by approximately 140% between April 2011 (n=174) 

and March 2018 (n=414); the number of prescribers of each profession (nurses, pharmacists, 

and physiotherapists) in April 2011 and in March 2018 are illustrated in Figure 8.  
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Figure 8 The number of NMIPs in primary care in Wales since April 2011 until March 2018 

4.6.5.1. INPs 

The majority of NMIPs, who had prescribed at least one item from April 2011 to March 

2018, were INPs (n= 474). The number of INPs who prescribed during a given month was 158 

in April 2011 which increased by 108% to 328 in March 2018 (Figure 9).  
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Figure 9 Trend over time of the number of INPs who prescribed in each month in primary 
care in Wales since April 2011 until March 2018 

4.6.5.2. IPPs 

The total number of IPPs, who had prescribed at least one item between April 2011 

and March 2018, was 104. The number of IPPs increased over time from April 2011 (n=16) to 

March 2018 (n=68) by 325% (Figure 10). However, the largest increase was from July 2015 

(n=20) to March 2018 (n=68) by 240% (Figure 10). 
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Figure 10 Trend over time of the number of IPPs who prescribed in each month in primary 
care in Wales since April 2011 until March 2018 

4.6.5.3. Independent physiotherapist prescribers 

The last category of NMIPs, who had prescribed at least one item between April 2011 

and March 2018, was independent physiotherapist prescribers, where 21 were identified in 

this data. The first independent physiotherapist prescriber started to prescribe in January 

2015. Thereafter, the number increased to 17 prescribers in March 2018 (Figure 11).  
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Figure 11 Trend over time of the number of independent physiotherapist prescribers who 
prescribed in each since April 2011 until March 2018 

The data obtained from the NHS Wales Shared Services Partnership did not identify 

any other HCPs as NMIPs. However, there was one NMIP with unknown profession.    

4.6.6. Trend of the total number of items per 100,000 population prescribed by NMIPs 
in different HBs 

The total number and percentage of prescribed items, as well as the number of 

prescribed items per 100,000 population in each HB is presented in Table 3. Between April 

2011 and March 2018, approximately one third of prescribed items were within BCUHB (Table 

3). Figure 12 illustrates the trends of the total number of items per 100,000 population 

prescribed by primary care NMIPs in Wales from April 2011 to March 2018 within each HB. 

BCUHB showed a continuous increase in the total number of items per 100,000 population 

with an increase of 196% between 11-12 (n= 17,903.8) and 17-18 (n= 53,078.3). The trend in 

PTHB showed a large increase of 570% from 16-17 (n= 12,898.9) to 17-18 (n= 86,345.7). The 

trends of the other HBs showed a large increase starting from 15-16, except for CVUHB which 

showed a steady trend over time. 
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Table 3 Total numbers and percentages of items as well as per population prescribed by 
NMIPs in each HB between April 2011 until March 2018 

HB 

Total number 
of items 

prescribed by 
NMIPs 

% Of the total 
prescribed items 
by NMIPs in each 

HB  

Number of 
prescribed items by 
NMIPs per 100,000 

population* 

BCUHB 1,711,949 33.64% 240,742.5 

ABUHB 834,879 16.41% 139,396.5 

CVUHB 711,805 13.99% 145,069.9 

HDUHB 686,166 13.48% 172,782.9 

ABMUHB 573,624 11.27% 106,813.2 

CTMUHB 371,315 7.30% 122,620.2 

PTHB 198,667 3.90% 137,000.6 

All Wales 5,088,405 100% - 

 *Population in each HB for the last 7 years, (Welsh Government 2018a)  
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Figure 12 Trend of the total number of items/100,000 population prescribed by NMIPs in 
different HBs by year. NB. IPs, in the figure, refer to NMIPs. 

The total number and percentages of NMIPs as well as per 100,000 population in 

primary care in different HBs in Wales from April 2011 to March 2018 are presented in Table 

4. More than 40% of the NMIPs were practising within BCUHB and only 6% in PTHB. Figure 

13 illustrates the total number of NMIPs (pharmacists, nurses, and physiotherapists) who 

prescribed at least one item from April 2011 to March 2018 in each HB. It demonstrates that 

43% of INPs, 27% of IPPs, and 67% of independent physiotherapist prescribers were based 

in BCUHB. However, only 6% of INPs were based in each of CTMUHB and PTHB. In addition, 

the lowest number (4%) of IPPs were in PTHB. The data did not identify any independent 

physiotherapist prescribers in CVUHB or CTMUHB. 
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Table 4 The total numbers and percentages of NMIPs as well as per population in primary 
care in different HBs in Wales from April 2011 to March 2018 

HB 
Total number 

of NMIPs 

Percentage of 
NMIPs across 

Wales 

Total number of 
NMIPs per 100,000 

population* 

BCUHB 246 41% 5.08 

ABUHB 75 13% 1,84 

CVUHB 75 13% 2.22 

HDUHB 67 11% 2.49 

ABMUHB 64 10% 1.75 

CTMUHB 39 7% 1.88 

PTHB 33 5% 3.55 

All Wales 600 100% 18.81 

 
 
 

*Population in each HB for the last 7 years, (Welsh Government 2018a)  
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Figure 13 The total number of NMIPs (pharmacists, nurses, and physiotherapists) who 
prescribed at least one item from April 2011 to March 2018 in each HB. 

4.6.7. Trend of the total number of items (including per 100,000 population) 
prescribed by NMIPs based on BNF chapters 

The top seven BNF chapters where the greatest number of items were prescribed by 

NMIPs are presented in Table 5. These seven chapters represent more than 75% of all 

prescribed items from April 2011 to March 2018. The trends of these top seven BNF chapters 

showed an increase in the total number of items per 100,000 population prescribed by NMIPs 

over time in all Wales (Figure 14). The largest increase in these trends was from 15-16 to 17-

18, particularly for the cardiovascular system, central nervous system, and gastro-intestinal 

system chapters (Figure 14). For the cardiovascular system chapter, the total number of items 

per 100,000 population in 15-16 was 3,491.7 which increased by approximately 155% to 

8,884.5 in 17-18. While the total number of items per 100,000 population for the central 

nervous system chapter in 15-16 was 2,817.3 which increased to 6,018.4 in 17-18 by 114%. 

For the gastro-intestinal system chapter, the total number of items per 100,000 population in 

15-16 was 1,394.7 which increased to 3,113.6 in 17-18 by 123%.  
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Table 5 Total number of items that were prescribed by NMIPs based on BNF chapters since 
April 2011 until March 2018 

Number BNF chapter Total number 
of items 

Percentages 
of the total 
number of 

items 

Prescribed 
items per 
100,000 

population* 
1 Cardiovascular System 824,419 16.20% 26,551 
2 Infections 711,702 13.99% 22,986 
3 Central Nervous System 655,430 12.88% 21,129 
4 Respiratory System 576,727 11.33% 18,616 
5 Endocrine System 417,238 8.20% 13,448 
6 Skin 376,286 7.39% 12,153 
7 Gastro-Intestinal System 314,260 6.18% 10,124 

8 Obstetrics, Gynaecology and 
Urinary Tract Disorders 227,667 4.47% 7,363 

9 Appliances 218,683 4.30% 7,014 
10 Musculoskeletal & Joint Diseases 178,262 3.50% 5,782 
11 Ear, Nose and Oropharynx 156,888 3.08% 5,098 
12 Nutrition and Blood 154,610 3.04% 5,014 
13 Dressings 107,291 2.11% 3,469 
14 Eye 103,613 2.04% 3,398 

15 Malignant Disease & 
Immunosuppression 22,554 0.44% 703 

16 Immunological Products & 
Vaccines 12,420 0.24% 421 

17 Stoma Appliances 10,335 0.20% 352 
18 Incontinence Appliances 7,914 0.16% 316 
19 Anaesthesia 7,200 0.14% 289 
20 Other Drugs and Preparations 4,906 0.10% 203 

 
 * Population in Wales for the last 7 years, (Welsh Government 2018a) 
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Figure 14 Trend of the total number of items per 100,000 population prescribed by NMIPs in 
all Wales based on BNF chapters by year. NB. IPs, in the figure, refer to NMIPs.  

 
The percentages of the top BNF chapters of the prescribed items in each HB in Wales 

from April 2011 to March 2018 are presented in Table 6. It is noted that the top seven BNF 

chapters of the prescribed items by NMIPs in all Wales were similar in the majority of HBs as 

follows (the top prescribed chapter in all HBs was cardiovascular system, except in BCUHB 

which was infections followed by cardiovascular system):  
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Table 6 The percentages of the top BNF chapters of the prescribed items in primary care settings in each HB in Wales by NMIPs (N= total 
number of prescribed items). 

HB  
BCUHB ABUHB CVUHB HDUHB ABMUHB CTMUHB PTHB 

N= 1,711,949 N= 834,879 N= 711,805 N= 686,166 N= 573,624 N= 371,315 N= 198,667 

1 Infections 16
% 

Cardiovascular 
System 

19
% 

Cardiovascular 
System 

16
% 

Cardiovascular 
System 

16
% 

Cardiovascular 
System 

19
% 

Cardiovascular 
System 

16
% 

Cardiovascular 
System 

19
% 

2 Cardiovascula
r System 

14
% Infections 13

% 
Respiratory 
System 

14
% 

Central Nervous 
System 

15
% Infections 13

% 

Central 
Nervous 
System 

16
% 

Central Nervous 
System 

15
% 

3 
Central 
Nervous 
System 

12
% 

Central 
Nervous 
System 

13
% 

Central 
Nervous 
System 

12
% Infections 15

% 

Central 
Nervous 
System 

12
% Infections 12

% 
Respiratory 
System 

10
% 

4 Respiratory 
System 

11
% 

Respiratory 
System 

11
% Infections 12

% 
Respiratory 
System 

11
% 

Respiratory 
System 

11
% 

Respiratory 
System 

10
% Infections 9

% 

5 Endocrine 
System 

8
% 

Endocrine 
System 8% Endocrine 

System 
10
% 

Endocrine 
System 

8
% Skin 8% Endocrine 

System 
9
% 

Endocrine 
System 

8
% 

6 Skin 8
% Skin 7% Skin 7% 

Gastro-
Intestinal 
System 

7
% 

Endocrine 
System 7% Skin 7

% 
Gastro-Intestinal 
System 

7
% 

7 
Gastro-
Intestinal 
System 

6
% 

Gastro-
Intestinal 
System 

7% 
Gastro-
Intestinal 
System 

5% Skin 7
% 

Gastro-
Intestinal 
System 

6% 
Gastro-
Intestinal 
System 

7
% Skin 6

% 

NB. Each colour represents a BNF chapter. The table is organised for each HB in descending order of frequency of prescribed items per BNF 
chapter.
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In each HB, the total number of items per 100,000 population of the top five BNF 

chapters (since they were the majority of prescribed BNF chapters) prescribed by NMIPs from 

April 2011 to March 2018 are illustrated in Figures: 15 (cardiovascular system), 16 (infections), 

17 (central nervous system), 18 (respiratory system), and 19 (endocrine system). All these 

chapters showed a continuous increase in the BCUHB trend over time. Whereas these 

chapters largely increased only in the last two years in PTHB. The trends of these chapters in 

the other HBs largely increased between 15-16 and 17-18, except in CVUHB where most of 

these chapters’ trends did not change over time, except for the respiratory system chapter, 

which decreased over time.   

  

 

 
Figure 15 Trend of the total number of items per 100,000 population of the cardiovascular 
system chapter prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. NB. IPs, in the figure, refer to NMIPs. 
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Figure 16 Trend of the total number of items per 100,000 population of the infections 
chapter prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to NMIPs. 

 
  

 
Figure 17 Trend of the total number of items per 100,000 population of the central nervous 
system chapter prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. 
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Figure 18 Trend of the total number of items per 100,000 population of the respiratory 
system chapter prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. 

 

 
Figure 19 Trend of the total number of items per 100,000 population of the endocrine 
system chapter prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. 
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4.6.8. Trend of the total number of items per 100,000 population prescribed by NMIPs 
in all Wales based on the top BNF categories 

The top BNF categories (group of medicines) of the prescribed items by NMIPs in 

primary care in Wales between April 2011 and March 2018 are presented in Table 7. The 

trends of these BNF categories, based on the total number of items per 100,000 population 

prescribed by NMIPs, showed an overall increase during this timeframe (Figure 20). The 

antibacterial category showed the largest increase over time by 66% compared to other BNF 

categories from 11-12 (n= 2,221.1) to 17-18 (n= 3,697.6) (Figure 20). Most of the other 

categories showed similar trends with a largest increase between 15-16 and 17-18 (Figure 

20).   

 

Table 7 Total number of items that were prescribed by NMIPs based on BNF categories 
from April 2011 to March 2018 

Number BNF categories 
Total number 

of items 
prescribed by 

NMIPs 

Percentages of 
the total number 

of items 
prescribed by 
NMIPs in all 

Wales 

Prescribed items 
per 100,000 
population* 

1 Antibacterial 
Drugs 658,136 16.98% 21,257 

2 Analgesics 282,775 7.30% 9,120 

3 Bronchodilators 251,894 6.50% 8,129 

4 Drugs Used in 
Diabetes 207,566 5.36% 6,691 

5 Antihypertensive 
Therapy 195,864 5.05% 6,308 

6 Ulcer-Healing 
Drugs 184,595 4.76% 5,945 

7 Corticosteroids 
(respiratory) 183,480 4.73% 5,923 

 
 

* Population in Wales for the last 7 years, (Welsh Government 2018a) 
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Figure 20 Trend of the total number of items per 100,000 population prescribed by NMIPs 
based on top BNF categories. NB. IPs, in the figure, refer to NMIPs. 

 
Similar to the general findings across all Wales, the antibacterial BNF category was 

the most prescribed by NMIPs in each HB. Table 8 presents the percentages of the top BNF 

categories prescribed by NMIPs in each HB in Wales from April 2011 to March 2018. 
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Table 8 The percentages of the top BNF categories of items prescribed by in each HB in Wales (N= the total number of prescribed items). 

No. 
BCUHB ABUHB CVUHB HDUHB ABMUHB CTMUHB PTHB 

N= 1,711,949 N= 834,879 N= 711,805 N= 686,166 N= 573,624 N= 371,315 N= 198,667 

1 Antibacterial 
Drugs 15% Antibacterial 

Drugs 12% Antibacterial 
Drugs 11% Antibacterial 

Drugs 14% Antibacterial 
Drugs 12% Antibacterial 

Drugs 11% Antibacterial 
Drugs 9% 

2 Analgesics 5% Analgesics 5% Drugs Used in 
Diabetes 7% Analgesics 7% Analgesics 6% Analgesics 7% Analgesics 6% 

3 Bronchodilators 5% Bronchodilators 5% Bronchodilators 6% Bronchodilators 5% Anticoagulants 
and Protamine 5% Antidepressant 

Drugs 5% Ulcer-Healing 
Drugs 5% 

4 Corticosteroids 
(respiratory) 4% Antihypertensive 

Therapy 5% Corticosteroids 
(respiratory) 5% Ulcer-Healing 

Drugs 4% Bronchodilators 5% Bronchodilators 5% Antihypertensive 
Therapy 4% 

5 Drugs Used in 
Diabetes 4% Lipid-Regulating 

Drugs 4% Antihypertensive 
Therapy 4% Antidepressant 

Drugs 4% Antidepressant 
Drugs 4% Drugs Used in 

Diabetes 4% Bronchodilators 4% 

NB. Each colour represents a BNF categories. The table is organised for each HB in descending order of frequency of prescribed items per BNF 
category.
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The total number of items per 100,000 population of the top five BNF categories (since 

they were the majority of the prescribed BNF categories) prescribed by NMIPs in each HB 

from April 2011 to March 2018 is illustrated in Figures: 21 (antibacterial drugs), 22 

(analgesics), 23 (bronchodilators), 24 (drugs used in diabetes), and 25 (antihypertensive 

therapy). All of these categories showed a continuous increase within BCUHB, over time. In 

contrast, in PTHB, these categories largely increased in the last two years. The trends of the 

majority of these categories in the other HBs largely increased between 15-16 and 17-18, 

except in ABHB where most of these categories’ trends did not change over time, except for 

bronchodilators and drugs in diabetes that has increased over time. Whereas the 

bronchodilator prescribing trend in CVUHB decreased over time.  

 

 

 
Figure 21 Trend of the total number of items per 100,000 population of antibacterial drugs 
category prescribed by NMIPs in each by year. NB. IPs, in the figure, refer to NMIPs. 
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Figure 22 Trend of the total number of items per 100,000 population of the analgesic category 
prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to NMIPs. 

 

 
Figure 23 Trend of the total number of items per 100,000 population of the bronchodilators’ 
category prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to NMIPs. 
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Figure 24 Trend of the total number of items per 100,000 population of the drugs used in 
diabetes category prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. 

 
 

 
Figure 25 Trend of the total number of items per 100,000 population of the antihypertensive 
therapy category prescribed by NMIPs in each HB by year. NB. IPs, in the figure, refer to 
NMIPs. 
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4.6.9. Trend of the total number of prescribed items by NMIPs across all Wales and in 
different HBs pre and post primary care clusters 

As shown in Table 9, dispensed items that were prescribed by NMIPs in primary care 

in Wales started at 31,756 and increased, on average per month prior to the implementation 

of primary care clusters, by 496 (95% CI: 445 to 548, p < 0.001). There was no evidence to 

suggest a variation in the level change immediately at the time of the implementation of 

primary care clusters in October 2015. However, following this implementation (post-

intervention), there was an increase in prescribed items per month, relative to pre-

implementation trends, of 1,380 on average (95% CI: 904 to 1855, p < 0.001). Figure 26 

illustrates the observed and predicted prescribed items in primary care in Wales by NMIPs 

prior to and following the implementation of primary care clusters in October 2015. 

 

Table 9 Parameter estimates from the interrupted time series analysis (ITSA) examining the 
change in level and slope of prescribed items by NMIPs following the implementation of 
primary care clusters in October 2015 (N = 84 months) 

Variable Coefficient Lower 95% CI Upper 95% CI p-value 

Intercept 31755.5 30208.3 33302.8 <0.001 

Pre-intervention 
slope 496.3 444.8 547.8 <0.001 

Level change 3023.4 -2151.5 8198.2 0.248 

Post-intervention 
slope 1379.7 904.4 1855.1 <0.001 



 
 

 - 122 - 

 
Figure 26 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (All Wales) 

Assuming the pre-implementation trend would have continued in the absence of the 

introduction of primary care clusters, the expected number of items prescribed by NMIPs at 

the end of the observation period (March 2018) was 73,443 (95% CI: 70,260 to 76,627). With 

the model predicting an expected number (in the presence of primary care clusters) of 117,859 

(95% CI: 108,049 to 127,670), there was a 60% relative increase in the number of prescribed 

items by NMIPs following the implementation of primary care clusters over and above what 

would have been expected in the absence of such a scheme (95% CI: 46 to 75, p < 0.001). 

Although the PTHB observations and the observations of the last two months of all Wales data 

show a sharp increase, the findings were robust to the two sensitivity analyses 1: excluding 

the final two months of observations in PTHB (Table 10 and Figure 27) and 2: excluding PTHB 

and the final two months of observations of all HBs (Table 11 and Figure 28). This can exclude 

any overestimate in the above findings since these data were very high compared to other 

data.  
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Table 10 All Wales ITSA excluding PTHB. 

Variable Coefficient Lower 95% CI Upper 95% CI p-value 

Intercept 31490.9 29914.3 33067.5 <0.001 

Pre-intervention slope 477.5 426.4 528.5 <0.001 

Level change 7353.0 1450.0 13255.9 0.015 

Post-intervention slope 826.4 314.7 1338.1 0.002 
 
 

 
Figure 27 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (All Wales, excluding PTHB) 

 
Table 11 All Wales ITSA excluding PTHB and the final two months of observations. 

Variable Coefficient Lower 95% CI Upper 95% CI p-value 

Intercept 31490.9 29489.3 33492.6 <0.001 

Pre-intervention slope 477.5 416.1 538.8 <0.001 

Level change 9762.5 2570.3 16954.6 0.008 

Post-intervention slope 563.5 44.0 1083.1 0.034 
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Figure 28 Observed and predicted prescribed items in primary care by NMIPs prior to and 
following the implementation of primary care clusters in October 2015 (All Wales, excluding 
PTHB and the final two months of observations) 

The trends in prescribed items by NMIPs across HBs show significant change (p < 

0.05) after the implementation of primary care clusters in the post-intervention slope in 

ABUHB, BCUHB and CVUHB (Table 12). The changes in the post-intervention slope in 

ABMUHB and CTMUHB are not significant (p > 0.05). Table 13 provides a comparison 

between actual and counterfactual (the counterfactual represents predicted values and trends 

in the absence of the implementation of primary care clusters in October 2015 (i.e., assuming 

the pre-implementation trends would have continued in the same way) prescribed items in 

primary care by NMIPs from April 2011 to March 2018. The linear modelling assumptions were 

not fulfilled for HDUHB and PTHB and findings are illustrated graphically in Figures 29 and 

30, respectively. Figure 31 to Figure 35 presents the findings of the other five HBs.  
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Table 12 HB-specific parameter estimates from the ITSA examining the change in level and 
slope of prescribed items in primary care by NMIPs following the implementation of primary 
care clusters in October 2015 (N = 84 months) * 

HB Variable Coefficient Lower 
95% CI 

Upper 
95% CI p-value 

ABUHB 

Intercept 4639.4 4019.8 5259.0 <0.001 
Pre-intervention slope 109.9 89.7 130.1 <0.001 

Level change -27.5 -1321.8 1266.8 0.966 
Post-intervention slope 144.7 40.9 248.5 0.007 

ABMUHB (lag 3) 

Intercept 3268.9 2833.5 3704.3 <0.001 
Pre-intervention slope 65.4 47.2 83.6 <0.001 

Level change 1954.3 534.6 3374.0 0.008 
Post-intervention slope 28.6 -52.4 109.7 0.484 

BCUHB 

Intercept 8480.1 7791.3 9168.9 <0.001 
Pre-intervention slope 239.7 208.3 271.1 <0.001 

Level change 2634.6 3.1 5266.0 0.050 
Post-intervention slope 195.4 2.7 388.1 0.047 

CVUHB (lag 8) 

Intercept 7976.3 7458.2 8494.4 <0.001 
Pre-intervention slope 6.1 -6.6 18.9 0.342 

Level change -266.1 -876.5 344.4 0.388 
Post-intervention slope 65.4 12.6 118.1 0.016 

CTMUHB (lag 4) 

Intercept 2998.4 2689.6 3307.4 <0.001 
Pre-intervention slope 22.7 13.1 32.3 <0.001 

Level change 1104.3 -310.2 2518.7 0.124 
Post-intervention slope 16.6 -75.0 108.2 0.720 

*Models fitted with a lag of order 1 (the lag time is the time of correlation between two time 
series data) unless otherwise specified (choosing the lag time was based on its ability to be 
fitted in the linear modelling). Note that linear modelling assumptions were not fulfilled for 
HDUHB and PTHB. 
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Table 13 Comparison between actual and counterfactual of prescribed items in primary care 
by NMIPs 

HB Estimate Coefficient Lower 
95% CI 

Upper 
95% CI 

All Wales 
Absolute difference at March 

2018 44415.5 34086.8 54744.1 

Relative difference at March 
2018 60.5 45.6 75.3 

ABUHB 
Absolute difference at March 

2018 4313.3 1924.1 6702.5 

Relative difference at March 
2018 31.1 12.7 49.5 

ABMUHB 
Absolute difference at March 

2018 2813.2 751.1 4875.4 

Relative difference at March 
2018 32.1 6.1 58.1 

BCUHB 
Absolute difference at March 

2018 8496.7 4136.1 12857.3 

Relative difference at March 
2018 29.7 13.5 45.9 

CVUHB 
Absolute difference at March 

2018 1694.8 332.9 3056.7 

Relative difference at March 
2018 20.0 3.4 36.5 

CTMUHB 
Absolute difference at March 

2018 1601.9 -78.1 3281.9 

Relative difference at March 
2018 32.7 -2.9 68.2 
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Figure 29 Observed prescribed items by NMIPs prior to and following the implementation of 
primary care clusters in October 2015 (HDUHB) 

 
 

Figure 30 Observed prescribed items by NMIPs prior to and following the implementation of 
primary care clusters in October 2015 (PTHB) 
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Figure 31 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (ABUHB) 
 
 

Figure 32 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (ABMUHB) 
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Figure 33 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (BCUHB) 

Figure 34 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (CVUHB)  
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Figure 35 Observed and predicted prescribed items by NMIPs prior to and following the 
implementation of primary care clusters in October 2015 (CTMUHB) 

4.6.10. Impact of the introduction of primary care clusters in Wales on prescribed 
items by medical prescribers and NMIPs 

The ITSA model estimates for prescribed items by medical prescribers suggests that 

prior to the implementation of primary care clusters, there was a positive trend in prescribed 

items by medical prescribers (Table 14). Following the implementation of primary care clusters 

in October 2015, there was no evidence of an immediate change in the level of prescribed 

items. However, there was evidence of a change in the post intervention slope (with a negative 

trend observed). Assuming the pre-implementation trend would have continued in the absence 

of the introduction of primary care clusters, there was a 5.6% (relative) reduction in prescribed 

items by medical prescribers than what would have been expected (95% CI: -9.0 to -2.1%). 

Figure 36 presents the observed and predicted prescribed items by medical prescribers in 

primary care prior to and following the implementation of primary care clusters. Figure 37 

presents the same data as Figure 36 with the y-axis truncated at 5 million prescribed items to 

eliminate the overestimation impact.  
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Table 14 ITSA model estimates for prescribed items by medical prescribers* 

Variable Coefficient Lower 95% CI Upper 95% CI p-value 

Intercept 5956675.0 5858495.0 6054855.0 <0.001 

Pre-intervention slope 11534.5 8035.8 213098.2 <0.001 

Level change 20790.0 -171518.2 213098.2 0.830 

Post-intervention slope -13546.4 -22333.4 -4759.3 0.003 
*The model corrects for an autocorrelation lag of order 4 
 

 
Figure 36 Observed and predicted prescribed items by medical prescribers prior to and 
following the implementation of primary care clusters in October 2015 (All Wales) 
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Figure 37 Observed and predicted prescribed items in primary care by medical prescribers 
prior to and following the implementation of primary care clusters in October 2015 (All Wales, 
y-axis truncated at 5 million prescribed items) 

 
The ITSA model estimates for the percentage of all prescribed items that are attributed 

to NMIPs suggested that prior to the implementation of primary care clusters, there was a 

positive trend in prescribed items by medical prescribers (Table 15). After the implementation 

of primary care clusters in October 2015, there was no evidence of an immediate change in 

the level of prescribed items. However, there was evidence of a change in slope (with a 

sharper positive increase in the trend observed). There was evidence with and without 

including the final two data points (Figures 38 and 39, respectively). When excluding the final 

two data points, there was some evidence of an immediate change in the level, as well as the 

slope. 

Excluding the final two data points, and assuming the pre-implementation trend would 

have continued in the absence of the introduction of primary care clusters, there was a 53% 

(relative) increase in the percentage of prescribed items by NMIPs than what would have been 

expected (95% CI: 43 to 62%). With these two data points included, there was an estimated 

63% increase (95% CI: 45 to 81%). 
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Table 15 ITSA model estimates for the percentage of all prescribed items that are attributed 
to NMIPs. 

Variable Coefficient Lower 95% CI Upper 95% CI p-value 

Intercept 0.54 0.51 0.56 <0.001 

Pre-intervention slope 0.01 0.01 0.01 <0.001 

Level change 0.04 -0.06 0.13 0.460 

Post-intervention slope 0.02 0.01 0.03 <0.001 
*The model corrects for an autocorrelation lag of order 1 
 
 
 

 
Figure 38 Observed and predicted percentage of all prescribed items by NMIPs prior to and 
following the implementation of primary care clusters in October 2015 (All Wales) 
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Figure 39 Observed and predicted percentage of all prescribed items by NMIPs prior to and 
following the implementation of primary care clusters in October 2015 (All Wales, final two 
months removed) 
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4.6.11. Key findings 

Over the study period: 

- 600 NMIPs had prescribed at least one item that had been dispensed, nearly 40% 

were based in BCUHB and only 6% in PTHB. 

- INPs increased by 108%, whereas IPPs increased by 325% (increased by 240% from 

July 2015 to March 2018).  

- The total number of items per 100,000 population per year prescribed by NMIPs 

increased by almost 200%; the largest increase (90%) was between the last quarter 

of 2015 and March 2018.  

- The highest percentage of prescribed items by NMIPs was within BCUHB (34%; 

240,742.5 items per 100,000 population), while the lowest percentage was in PTHB 

(4%; 137,000.6 items per 100,000 population). 

- In each HB, the top BNF chapter prescribed by NMIPs was cardiovascular, except in 

BCUHB where it was infection. The top BNF category prescribed was antibacterial.  

- The ITS analysis showed that the number of items prescribed by NMIPs increased 

over time by an average of 1,380 per month (95% CI: 904 to 1855, p < 0.001) after the 

implementation of primary care clusters compared to 496 (95% CI: 445 to 548, p < 

0.001) prior its implementation.  

- There was a 60% relative increase in the number of prescribed items by NMIPs 

following the implementation of primary care clusters over and above what would have 

been expected in the absence of such a scheme in all Wales (95% CI: 46 to 75, p < 

0.001).  

- The HB trends in prescribed items by NMIPs after the implementation of primary care 

clusters showed a significant change (p < 0.05) in ABUHB, BCUHB and CVUHB. While 

the changes in ABMUHB and CTMUHB were not significant. The linear modelling 

assumptions were not fulfilled for HDUHB and PTHB.  

- The ITSA model estimates for prescribed items by medical prescribers showed that 

there was evidence of a change in the post intervention slope (with a negative trend 

observed). Assuming the pre-implementation trend would have continued in the 

absence of the introduction of primary care clusters, there was a 5.6% (relative) 

reduction in prescribed items by medical prescribers than what would have been 

expected (95% CI: -9.0 to -2.1%). 
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4.7. Discussion 

4.7.1. Overview 

This study has investigated the prescribing pattern of NMIPs and how it has changed 

over time, as well as the number of NMIPs in primary care in Wales. The data obtained from 

the NHS Wales Shared Services Partnership provided information about the numbers of 

NMIPs in primary care settings in Wales as well as the HB they were performing their duties 

within. The CASPA data provided information about the trend of prescribed items by all 

prescribers, including NMPs over time. Moreover, it allowed identification of the most common 

BNF chapters and categories of medicines prescribed by NMIPs in all Wales, as well as in 

each HB. 

This study also aimed to examine the trend of items prescribed by NMIPs pre- and 

post-implementation of primary care clusters in Wales, using an ITS analysis. Initially, a series 

of ARIMA analyses were used to analyse the prescribing trends of NMIPs in all Wales, as well 

as in each HB before and after the implementation of primary care clusters. However, following 

reading about these tests, as well as peer review and consultation with an expert statistician, 

the researchers reflected on the ARIMA analysis and determined that a simpler ITS analysis 

(the ordinary-least squares regression) was more suited. Interestingly, the findings of both 

analyses were similar, which proves the initial appropriateness of the ARIMA analysis. The 

ordinary-least squares regression is less complex than the ARIMA analysis and was therefore 

chosen to present the findings of this study. Another difference between these approaches is 

that there is a chance in the ordinary-least squares regression analysis that the model may 

not fit all the serial correlations in the presence of large values compared to the ARIMA model 

(Sedgwick 2012; Linden 2015). This occurred in this study with the HDUHB and PTHB NMIPs’ 

data due to outliers in the number of items prescribed by NMIPs from April 2016 to March 

2018. However, in the ARIMA analysis, there was no significant correlation with these outliers 

and therefore, it did not have an impact on the findings.         

4.7.2. Prescribing by NMIPs 

The NHS Wales Shared Services Partnership data revealed that most NMIPs in 

primary care settings in Wales from April 2011 to March 2018 were nurses, followed by 

pharmacists, and physiotherapists. Although the number of nurse prescribers was much 

greater than pharmacist prescribers, they represented 5% of the nursing workforce (Courtenay 

2018), while pharmacist prescribers represented 7% of the pharmacist profession (GPhC 

2016). The fact that there were more nurses than other professions is consistent with the 

findings of other studies that investigated the implementation of NMPs in England (Latter et 

al. 2011; Courtenay et al. 2012) and Wales (Courtenay et al. 2017a). The difference between 
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these studies and this PhD study is that they used surveys to collect data from their 

participants, which may have the disadvantage of not reflecting the actual numbers of NMIPs 

depending upon the response rates (all had response rate of 55% or over). Whereas this study 

used the national database for all NMIPs in primary care in Wales. This database includes all 

prescribers in primary care who have prescribed a medicine in Wales that has been 

subsequently dispensed in community pharmacies. Interestingly, the database did not identify 

other HCPs who have prescribing authorisation in Wales, including therapeutic radiographers, 

chiropodists and podiatrists, and optometrists (Welsh Government 2017). Therapeutic 

radiographer prescribers are based within secondary or tertiary care settings in Wales and 

therefore, they would be unlikely to be included in the database. However, other professions 

could potentially be working in primary care settings but have not prescribed medicines that 

have been dispensed. 

Between April 2011 and March 2018, the number of NMIPs who prescribed in primary 

care in Wales each month increased. This may suggest that the primary care sector is 

recognising the skills of these practitioners, improving the skill-mix in the sector, and hopefully 

reducing the pressure on GPs. All of these were consistent with the reasons for the 

introduction of NMPs, as outlined in the second Crown Report (DOH 1999). Interestingly, in 

Wales since the last quarter of 2015, the increase in the percentage of IPPs was higher than 

the increase in the percentage of INPs (325% vs 108%). This could be explained by the 

implementation of the WG plan that aimed to overcome the shortage in GPs that has led to 

the increased pressure on the primary care sector (Welsh Government 2015). The plan 

focused on enhancing patient access to appropriate health care advice and treatment as well 

as information related to medication use and possible side effects. Therefore, the WG put one 

of the objectives in this plan to train more pharmacists as NMIPs. Based on the findings of this 

study, this may suggest that the WG are working on achieving this plan.  

Some reports have drawn attention to the issue of GP shortages in Wales, particularly 

in North Wales. Brennan (2017) reported that there was a ‘recruitment crisis’ as a lot of GPs 

in North Wales had moved to other work opportunities in secondary or tertiary care settings, 

retired or emigrated to other countries, and that there was difficulty in recruiting new GPs in 

Wales. An example of the crisis was provided by Jones (2017), who explained that there were 

only three GPs providing health care services for 8,000 people in Conwy in BCUHB. A 

shortage of GPs was not just an issue in BCUHB but also in other HBs in Wales (Jessup 

2017). Much effort has been put into finding solutions to overcome this issue to provide the 

required quality of health care for the population of Wales. One solution by HBs has been to 

increase support to their GP practices by revising the GP Sustainability Assessment 

Framework, to recognise the vulnerable GP practices (Welsh Government 2016a). HBs, 

especially in North Wales, have been encouraging the training of other health care providers 
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(e.g., pharmacists, nurses, and physiotherapists) to obtain their prescribing qualification to 

overcome the shortage of GPs, particularly in the affected GP practices (Brennan 2017; Jones 

2017). This may explain the increase in the number of NMIPs in primary care in Wales, 

particularly in BCUHB. Data from this study identified that the highest percentage of NMIPs 

was in BCUHB (41%), whereas the lowest percentage was in PTHB (6%).  

The increased number of IPPs since the last quarter of 2015 could also be explained 

by the establishment of primary care clusters in Wales. Although primary care clusters were 

implemented in 2015, the exact date of implementation varied from one HB to another, due to 

the flexibility of funding by the WG (The National Assembly for Wales 2017). Funding was 

provided to the 64 primary care clusters late in 2014 (£6 million) which was then topped up in 

April 2015 to £10 million for primary care clusters and £26 million to support HBs to implement 

their local plans and train health care providers, which then became effective (Welsh 

Government 2016b).  

The establishment of these clusters was also one of the WG plans that aimed to 

improve primary care services. As part of the implementation of ‘Setting the Direction and 

Delivering Local Health Care’ plan in primary care in Wales and the WG plan (Welsh 

Government 2015), changes to the GP contract for 2014/15 were made to strengthen primary 

care clusters. A three-year development programme, starting in 2014, was set out for the 

primary care cluster network to recognise local health requirements and priorities; provide a 

local action plan; improve the coordination and integration of health and social care through 

working with partners; and decrease health inequalities by working with local communities and 

networks (NHS Wales 2014). The local HBs supported the development of primary care 

clusters across Wales to improve their services to meet local needs and maintain 

sustainability. In addition, they aimed to enhance patient access to treatment and other 

services, develop a collaborative working environment to map where required services were 

available and facilitate referrals across practices, provide a mix of skills within different 

practices, and improve the communication between primary and secondary care (NHS Wales 

2014). These objectives aligned with the objectives of NMPs’ role implementation in the UK 

(DOH 2006).  HBs and GP practices recruited many NMIPs, such as pharmacists, nurses, 

and physiotherapists in primary care clusters to achieve the primary care WG plan (Welsh 

Government 2015). This clinical role, based within clusters, was an exciting new role for 

pharmacists and as the workforce based in primary care was not present to fulfil these 

positions, many of the secondary care based IPPs and pharmacists wanting to become 

prescribers moved into these positions (Hodson 2018). This may have led to a shortage of 

pharmacists within secondary care and highlighted the need for a pharmacy workforce plan 

for Wales to overcome such an issue. As identified in the introduction chapter (Chapter 1, 

Section 1.2.3), a new pharmacy workforce plan was published in 2023 in Wales that outlined 
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goals to develop the pharmacy profession, including IPPs, and increase their numbers across 

all healthcare sectors. 

The WG plan, introduction of primary care clusters, and the shortage of GPs in Wales 

could explain the large increase in the number of NMIPs since the last quarter of 2015. This 

increase of NMIPs, particularly IPPs, may explain the increased rate of medicines prescribed 

by these practitioners over the same period. Whilst the total number of dispensed items that 

were prescribed by NMIPs between April 2011 to March 2018 was nearly 1% of the total 

number of items prescribed by all prescribers, the percentage of these items increased from 

0.57% in 11-12 to 1.7% in 17-18. This increase did not affect the rate of prescribing by all 

HCPs in primary care over the last four years of the study period, which was consistent, even 

with the increase in the population rate and the increase of those over 65 years in the same 

period in Wales (Welsh Government 2018a). However, the ITS analysis indicated that a 

significant negative trend of the post-intervention slope was observed and that, assuming the 

absence of the introduction of primary care clusters, there was a 5.6% (relative) reduction in 

prescribed items by medical prescribers than what would have been expected. This may 

suggest that NMIPs are prescribing medicines for patients that were traditionally prescribed 

by GPs, and hence reducing GPs’ workload, an aim of the second Crown Report (DOH 1999). 

However, there is lack of evidence to show the actual potential of NMIPs to reduce the 

increased demand on GPs (National Assembly for Wales 2017). In addition, other confounding 

factors, such as deprescribing initiatives and the potential decrease in the number of GPs, 

may have contributed to the decrease in prescribing by medical prescribers over the study 

period. It is therefore difficult to establish the impact of prescribing by NMIPs on medical 

prescribing and this requires further research. Further research is also needed to investigate 

whether patient outcomes, as well as the cost-effective impact of the NMIPs’ role, is 

comparable to that provided by GPs in terms of the quality and safety of prescribing. In 

addition, patient views and their acceptance of NMIPs’ services should be explored. 

  According to the findings of this study, the total number of items prescribed by NMIPs 

in different HBs has also increased over time, with the largest increase occurring in BCUHB 

(34%), which also had the highest rate of prescribed items per population (2.4 

items/population). This could be explained by the higher number of NMIPs in BCUHB (246 

NMIPs) compared to other HBs and the issue of recruiting GPs in North Wales, which has 

been outlined above. Another possible explanation for the high prescribing of medicines in 

BCUHB by NMIPs is that BCUHB may have been an early adopter of NMIPs’ services by 

looking at the increase in their prescribing and total numbers in Figures 12 and 13, as well as 

Tables 3 and 4 in the result section. The number of NMIPs’ prescribing in BCUHB has 

increased over the study period, compared to PTHB which has only seen a large increase 

since the last quarter of 2015. 
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Statistically significant changes in NMIPs’ prescribing trends pre- and post-

implementation of the primary care clusters were observed across all Wales and in three HBs 

(ABUHB, BCUHB and CVUHB) out of seven. The two HBs where the utilisation of NMIPs did 

not change significantly were CTMUHB and ABMUHB. The model didn’t fit the data of HDUHB 

and PTHB due to the sharp increase in the last few years. However, this sharp increase may 

suggest that the change was significant at these two HBs. It could be argued that the increase 

in the utilisation of NMIPs’ services is represented by the increase in the number of items 

prescribed by NMIPs. As a result, the intervention may have been the driver for the utilisation 

across these five HBs. However, the number of prescribed items by NMIPs is not necessarily 

indicative of an increase in the utilisation of NMIPs. The utilisation of NMIPs would have been 

appropriately measured by using the number of actively prescribing NMIPs in each HB. 

However, as discussed in the methodology section, one of the limitations of the CASPA data 

is that it does not include the number of NMIPs over the study time. In addition, this information 

is also not available in the data obtained from the NHS Wales Shared Services Partnership. 

Therefore, it was not possible to make causal inferences.  

As illustrated above, it might be possible to consider that BCUHB is an early adopter 

of NMIPs’ services based on their prescribing trends during the study period compared to 

other HBs, particularly PTHB and HDUHB in which this role was utilised over the last two 

years of the study period. BCUHB and HDUHB represent the largest geographical area in 

Wales compared to other HBs (NHS Wales 2017). However, both HBs have the lowest 

number of GPs per 10,000 population compared to other HBs (6.1 and 5.8, respectively) 

(Welsh Government 2018b). This may suggest that people in these HBs, particularly people 

in rural areas, may find it difficult to access healthcare services. As discussed above, the low 

number of GPs in these HBs could be related to issues of recruitment, as well as the difficulty 

in keeping those who are already employed in their positions (Brennan 2017 and Jones 2017). 

Therefore, GPs have been offered financial incentives by the WG over the last five years to 

train and work in specific HB areas, particularly rural areas that meet the eligible criteria (GP 

National Recruitment Office 2018). These issues, which may have led to the shortage of GPs 

in these HBs, may have been the reason for the early adoption of NMIPs in BCUHB. 

Nevertheless, CTMUHB has the same number of GPs per 10,000 as BCUHB (6.1) (Welsh 

Government 2018b). Therefore, CTMUHB would have also been expected to be an early 

adopter of NMIPs, which questions the argument outlined above. 

There is nothing published in the literature about the uptake of NMIPs across the 

different HBs in Wales. Therefore, information was obtained from pharmacist leads in each 

HB to see if they could clarify why there was a change in the pattern of prescribing by NMIPs 

within their HBs or if there were any polices that could explain these changes. As a result of 

this enquiry only PTHB, CTMUHB and CVUHB leads responded. The response of the PTHB 
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lead (Appendix 7) suggested that due to the recruitment of an IPP who had taken on repeat 

prescribing for patients with ongoing long-term conditions, the rate of prescribing largely 

increased over the last year (Smith 2018). In addition, a community pharmacist trained as a 

NMIP to extend the scope of the CAS (Smith 2018). This service was implemented in 

collaboration with local GP practices in Llanidloes in 2016 and is also likely to have accounted 

for the increase in the prescribed items by NMIPs in PTHB. Therefore, the significant increase 

in prescribing before and after the intervention in PTHB was unlikely to have been caused by 

the intervention itself. This service has decreased the demand for appointments with GP 

practices for patients suffering from common conditions by 21% (Welsh NHS Confederation 

2017). This is a novel model of care that illustrates the potential of how community pharmacy 

can use NMIPs’ services within the pharmacy, which could help to relieve the increased 

pressure on GPs.   

The response received from the CTMUHB lead (Appendix 8) revealed that there were 

no known polices regarding NMIPs’ practice which correlated with the study period that could 

explain the changes (Scott-Thomas 2018). However, the lead of this HB indicated that there 

were significant service improvements since the implementation of primary care clusters, 

which increased multidisciplinary teamwork and other professions working in primary care, 

including NMIPs. IPPs were also recruited as cluster-based pharmacists across three of the 

four localities. However, this didn’t align with the prescribing trend of NMIPs in CTMUHB, 

particularly after October 2015. Other HB leads including BCUHB, ABMUHB, ABHD, and 

HDHB did not respond to the contact, while the response of the CVUHB lead (Appendix 9) 

focused on the BNF chapters and categories prescribed by NMIPs, which will be discussed 

later in this section.  

Based on the findings in this PhD study, there was variation in the trend of prescribing 

by NMIPs in different HBs in Wales. This is consistent with the study conducted by Courtenay 

and colleagues (2017a) which stated that the implementation of NMIPs’ services was 

inconsistent across Wales. Although the literature lacks evidence regarding the barriers of 

implementation of the NMIPs’ role in HBs in Wales, many reasons may have contributed to 

the lack of utilisation of this service in CTMUHB and ABMUHB from previous UK studies. In 

the survey conducted by Courtenay and colleagues (2017a), some participants reported that 

the development of NMIPs’ services is restricted by a lack of funding. However, it could be 

argued that these findings did not provide quantifiable evidence as feedback was provided 

subjectively via respondents on free text comments. Other studies conducted by Cooper and 

colleagues (2008), Hacking and Taylor (2010), and Latter and colleagues (2011) provided the 

same barrier for the development of NMIPs’ role, although they were conducted in other 

countries in the UK,  not in Wales. In addition, Latter and colleagues’ (2011) study revealed 

that only one half of the trusts in England included in the study reported a plan or strategy to 
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develop the NMPs’ service. However, these studies can be considered outdated and may not 

reflect recent practice and policies. Due to the lack of evidence of policies and research 

regarding the impact of these barriers on the implementation of NMIPs’ role in each HB, further 

research is required to investigate this matter. Therefore, this study provides the initial 

evidence for such research, for instance, to target the two HBs to investigate the barriers to 

the development of this service.     

The findings of this PhD study revealed that the therapeutic areas in which NMIPs 

prescribed the most in primary care in Wales were infections, cardiovascular, pain, and 

respiratory conditions. This is consistent with the findings of other published studies in this 

area (Latter et al. 2011; Courtenay et al. 2012; GPhC 2013; Drennan et al. 2014; Carey et al. 

2017; Courtenay et al. 2017a; Courtenay et al. 2017b). However, most of these studies were 

conducted in England. Although these studies revealed that NMIPs were prescribing 

medicines for a wide range of clinical areas, it was found that most INPs prescribed for 

infections. On the other hand, most IPPs prescribed for cardiovascular, particularly 

anticoagulants, and pain management, while independent physiotherapists prescribed for 

musculoskeletal conditions and pain management. These studies did not identify the sector 

of practice of NMIPs as either primary, secondary, or tertiary care settings, a limitation that 

must be acknowledged. In addition, the information collected in these studies was self-

reported by participants, which may have been estimated and therefore may not reflect actual 

practice. The studies conducted by Latter and colleagues (2011), Courtenay and colleagues 

(2012), Carey and colleagues (2017), and Courtenay and colleagues (2017) provided a similar 

demographic profile to this empirical PhD study in terms of the high number of nurses 

compared to pharmacists and AHPs. The study by Drennan and colleagues (2014) 

investigated the prescribing pattern of nurse prescribers. All these studies provided similar 

findings for each healthcare prescribing profession. Unfortunately, the CASPA data used in 

this PhD study did not differentiate between the different professions and therefore was not 

able to identify if one profession prescribed more in one area than another. This makes a 

direct comparison with the literature more challenging. For example, whilst the main area that 

NMIPs are prescribing within primary care in Wales is infections, it is unknown whether it is 

nurses, pharmacists, or both professions prescribing in this area. As the majority of NMPs in 

the UK are nurses (NHS Digital 2017) and based on the findings of previous studies (Latter et 

al. 2011; Courtenay et al. 2012; GPhC 2013; Drennan et al. 2014; Carey et al. 2017; 

Courtenay et al. 2017a; Courtenay et al. 2017b), it may be inferred that most of the 

antibacterial drugs may have been prescribed by INPs. However, the findings of this PhD 

study as well as that of the study conducted by Courtenay and colleagues (2017b) suggest 

that the rate of antibiotic prescribing by NMPs has decreased in recent years. This may be 

related to the plan developed by the WG for the NHS and its partners, which aims to improve 
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antibiotic prescribing and prevent antimicrobial resistance in Wales (NHS Wales 2016). The 

results of the study may suggest that the majority of NMIPs are aware of the WG’s 

recommendations and are following them in their practice. One of the WG plan’s themes 

focused on increasing public awareness about the risk of antimicrobial resistance. It also 

focused on improving HCPs’ education and training on the appropriateness of antibiotic 

prescribing, antimicrobial stewardship, and the issues that may be raised by antimicrobial 

resistance. Moreover, it promoted and supported the role of antimicrobial IPPs’ role in primary 

care to optimise antibacterial prescribing by using the right antibacterial drug for the right 

condition and patient, and at the right time. As per the findings of this study, although the rate 

of antibacterial prescribing by NMIPs decreased in most of the HBs, it increased in PTHB and 

ABMUHB over time. This may indicate that NMIPs within these HBs need more awareness 

and training on the use of antimicrobial stewardship and local guidance, in line with the WG 

plan, to prescribe antibacterial drugs appropriately. It could also be related to the late start of 

NMIPs’ services in these HBs as the number of NMIPs who prescribe antibacterial drugs is 

still increasing or that their scope of practice was not focusing on infections. The appropriate 

prescribing of antimicrobials by NMIPs may prevent or slow down the development of 

antimicrobial resistance. However, most existing studies have focused on the appropriateness 

of antimicrobials prescribed by GPs. Therefore, this represents an opportunity for further 

investigation to explore the appropriateness and efficiency of antibacterial drugs prescribed 

by NMIPs. 

Although the antibacterial BNF category represented the highest category prescribed 

by NMIPs, the cardiovascular BNF chapter (which includes many BNF categories such as 

antihypertensive therapy and anticoagulant drugs) had the highest rate of prescribing. This 

may reflect that many HBs have prioritised this area for IPPs (Hodson 2018). The response 

of the CVUHB lead (Appendix 9) indicated that the increase in the number of new NMIPs, 

particularly IPPs, was more in clinical areas such as anticoagulant management, 

hypertension, and heart failure, which may be the reason behind the increased trend of 

cardiovascular system prescribing (May 2018). May (2018) also explained that the differences 

in prescribing areas may be related to the different professions and what they have the 

authority to prescribe. For example, some NMIPs, such as physiotherapists, who 

predominantly prescribe for pain management caused by muscle spasms, have a very 

restricted scope of medicine prescribing, which is unlikely to expand even when they are more 

experienced.  

NMIPs, such as pharmacists and nurses in the primary care sector, could extend their 

scope of prescribing practice into many chronic or minor conditions, depending upon the 

population demographics and healthcare needs, as well as pressures on GPs. An example 

has been provided by May (2018) who suggested that the presence of local Chronic 
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Obstructive Pulmonary Disease (COPD) guidance in CVUHB has encouraged IPPs and INPs 

to review corticosteroids and ensure that the most appropriate and minimum effective dose is 

used. It also helped them to identify and review asthma patients who were using many 

bronchodilators. Thereafter, NMIPs helped in stepping up the treatment of asthma patients for 

better control, and thus fewer bronchodilators were needed, which may explain the decrease 

in the prescribing rate of bronchodilators and corticosteroids BNF categories, and therefore, 

the respiratory BNF chapter in CVUHB (May 2018). It may also suggest that the presence of 

appropriate guidance for each chronic or minor condition may help NMIPs and other 

healthcare prescribers to prescribe medicines only when necessary. This will help in providing 

high quality healthcare for patients with the least number of medicines. As also indicated in 

Chapter One (Section 1.2.4), the RPS published a new guidance in 2022 to support NMPs, 

including IPPs, in extending their scope of practice (RPS 2022). This guidance may help IPPs 

to identify new therapeutic areas of prescribing and provide a structured framework on how to 

expand their scope of practice within these areas. 

In addition, some of the NMIPs in CVUHB were involved in the management of 

diabetes patients in a community model where GP practices were linked to a named 

consultant (May 2018). This model aimed to improve the skills of the team in the management 

of diabetic patients to reduce the need for referrals to GPs or secondary care settings. NMIPs 

who are specialists in diabetes management prescribed more medicines in this model than 

GPs (May 2018), which may explain the increased rate of drugs used in diabetes treatment, 

as seen over the period of this study. Another example of the management of chronic 

conditions by NMIPs is indicated by the CTMUHB lead (Appendix 8) who implied that some 

IPPs are running anticoagulant clinics since the implementation of primary care clusters 

(Scott-Thomas 2018). This may explain the increase in the prescribing trend of the 

cardiovascular chapter by NMIPs in this HB. Such models may help reduce the pressure on 

GPs and decrease the rate of referral to secondary care settings by using the high skills of 

NMIPs in the management of certain chronic conditions. 

As indicated earlier in this section, other HB leads did not respond to the contact made 

by the researcher, and there is a lack of evidence in the literature about the therapeutic areas 

of prescribing by NMIPs within different HBs in Wales. However, based on the findings of this 

study, the therapeutic areas in which NMIPs prescribed the most were similar across different 

HBs in primary care in Wales. Therefore, the responses received by the CVUHB and CTMUHB 

leads may reflect some of the current practice of NMIPs across Wales. These responses align 

with the findings of this study may suggest that the majority of IPPs have been involved in the 

management of chronic conditions, such as cardiovascular diseases and diabetes. 

The literature review (Chapter 2) highlighted a few very recent studies that examined 

the prescribing volume and trends of items prescribed by NMPs. In Wales, similar findings to 



 
 

 - 145 - 

this empirical study in the PhD were presented by Deslandes and colleagues (2022), who 

conducted a secondary data analysis of NMIPs’ prescribing of items using the same source 

of the data in this PhD study (CASPA) in GP practices in Wales over a longer period (between 

April 2011 and March 2021). They found that the number of items being prescribed by NMIPs 

had increased significantly over the 10-year period of the study by 430%. Overall, the findings 

showed that NMIPs were likely to prescribe certain types of medicines, with almost 80% of the 

prescribed items over the study time being from seven BNF chapters, specifically, 

cardiovascular system, infections, central nervous system, respiratory system, gastrointestinal 

system, endocrine system, and skin, which were the same BNF chapters that were identified 

in this PhD study (Chapter 4, Section 4.6.7). This study also had the same limitations as the 

CASPA database, which will be discussed in much detail later in this chapter in Section 4.7.5. 

Hence, it would not independently and conclusively show the specific prescribing by IPPs in 

Wales since it included all NMIPs’ data as a whole. The continued increase in the number of 

NMIPs, including IPPs, and their volume and trends of prescribing highlights the WG high 

support and interest in developing this role in primary care. In England, the increase in the 

number of prescribed items by IPPs in primary care was highlighted by Wickware (2021), 

which increased by more than five-fold between 2016/17 and 2020/21 (from 6,164,982 in the 

year 2016/17 to 32,479,133 in the year 2020/21). Although this period was not the same as in 

this empirical study in the PhD, which was between 2011/12 and 2017/18, it showed that the 

number of items that they prescribed had still been increasing over recent years in other parts 

of the UK. A recent study by Brett and Palmer (2022) used a quantitative approach by 

conducting a secondary data analysis to explore the changes in the NMPs’ population and 

their patterns and the volume of antibiotic prescribing between 2016 and 2021 in primary care 

settings in England. The findings indicated that NMIPs prescribed almost 6% of the total 

prescribed items over the study period, and their prescribing increased by 109% per 100,000 

population between 2016 and 2021 in England. Almost 98% of antibiotics prescribed by NMPs 

were prescribed by INPs and IPPs. Over the study period, the number of prescribed antibiotics 

per 100,000 by NMPs fell by almost 6.5%, while their prescribing of high-risk antibiotics 

increased by around 15%. They found that NMPs are more likely to appropriately prescribe 

antibiotics compared to medical prescribers, while their prescribing of antibiotics adhered to 

antimicrobial stewardship and national guidelines. The increase in prescribing volume by IPPs 

may suggest that the Governments in some UK nations are focusing on training more IPPs 

and supporting their roles in the primary care sector. However, the study conducted by 

MacVicar and Paterson (2022) found that the total prescribing volume by IPPs/independent 

physiotherapy prescribers decreased by 20.5%, while INP’s prescribing volume increased by 

125% between 2013 and 2022 in primary care in Scotland. The study sought to investigate 

and compare the prescribing of common drugs by medical prescribers and NMPs dispensed 
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in community pharmacies by analysing the secondary data of their ten most prescribed 

medications. They found that NMPs prescribed 2.5% of the total prescribed medicines in 

primary care (0.6% by INPs and 1.9% by IPPs and independent physiotherapy prescribers) 

over the study period and 97.5% were prescribed by medical prescribers (GPs). This study 

showed that the prescribing trends varied over the study period, with the IPPs/independent 

physiotherapy prescribers prescribing more medications compared to INPs in the 2013/2014 

year. The limitations of the study were similar to this empirical study in the PhD and that by 

Deslandes and colleagues (2022), whereby specific data for IPPs were not available. Hence, 

this may not provide a very clear understanding of the IPPs’ prescribing trend. Also, some of 

the IPPs used in the study by MacVicar and Paterson (2022) prescribed medications by using 

the GP10 form, which is supposed to be for GPs only, and this may have underestimated the 

actual number of prescribed items by IPPs. In addition, the study was conducted in primary 

care settings in Scotland, which may not represent the overall prescribing of IPPs across the 

UK. In other countries across the world, Grant and colleagues (2023) conducted a recent study 

in Nova Scotia, which was the only study that examined the adoption of independent 

pharmacist prescribing practices in Canada. This study used secondary database analysis of 

prescribing data of IPPs from April 2017 to March 2020 across different healthcare settings. 

The findings showed a significant increase (p < 0.001) in the average of prescribed items by 

pharmacist prescribers (n= 1182) over the three years, which were 24.6 items in 2018, 26.3 

items in 2019, and 32.5 in 2020. Patients with multiple health conditions and older patients 

were the most frequent consumers of their services. The study highlighted the growing role of 

pharmacists as prescribers in primary care, particularly in the management of patients’ 

medication and improving their access to appropriate treatment. However, this study did not 

determine the therapeutic areas of prescribing by IPPs. In New Zealand Raghunandan and 

colleagues (2021b) conducted a study that aimed to understand the trends, scope, and scale 

of prescribing by NMPs in secondary care between 2016 and 2020. They utilised data from 

national prescription databases, which indicated that supplementary pharmacist prescribing 

increased from 1% in 2016 to 9% in 2019. The study emphasised that although supplementary 

pharmacist prescribing has increased over time, their number and prescribing volume could 

have been utilised further to overcome the medical practitioners’ shortage and improve 

patients' access to treatment, particularly for chronic conditions’ management in primary care.    

4.7.3. Prescribing by supplementary prescribers 

It was found that supplementary prescribers prescribed the least number of items and 

their rate of prescribing of medicines was relatively steady over the study period. Despite the 

study conducted by Guillaume and colleagues (2008), which was highlighted in Section 4.1.2, 

no other studies have investigated the prescribing of pharmacists as supplementary 
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prescribers. This could be due to the introduction of NMIPs in Great Britain in 2006, as many 

supplementary prescribers re-qualified as NMIPs (GPhC 2013). In addition, supplementary 

prescribing courses have not been available since 2009, and non-medical independent 

prescribing courses are the only available option to qualify as a prescriber (GPhC 2013). 

These may indicate that the number of supplementary prescribers has not changed or 

decreased over time, which may explain their consistent rate of medicine prescribing.        

4.7.4. Prescribing by community nurse prescribers 

In this study, only about 0.07% of items were prescribed by community nurse 

prescribers. Their prescribing trend of medicines decreased over time from April 2011 to 

March 2018. This decrease could be related to the fact that the formulary (the NPF 2015-

2017) they use to prescribe medicines from is outdated as it has not been changed since 1998 

(Courtenay 2018). Furthermore, community nurse prescribers used to prescribe dressings 

frequently. The ‘centralised dressing schemes’ was established in many health care settings, 

meaning that dressings are no longer needed to be prescribed by community nurse 

prescribers (Courtenay 2018). 

The reduction in the number of community nurse prescribers who are actively 

prescribing is also reported in the literature. Courtenay and colleagues (2012) conducted a 

survey of NMPs across one strategic health care authority in England. They revealed that 

approximately one third of the community nurse prescribers who participated in the study were 

not using their prescribing rights. Similarly, Drennan and colleagues (2014) explored the 

prescribing activities of nurse prescribers in primary care settings in England from 2006 to 

2010. They concluded that there was a decrease in the number of active community nurse 

prescribers over the study period. The study defined active prescribers as those who 

prescribed medicines at least two times per year. 

4.7.5. Study limitation 

Although this study has achieved its aim and objectives, it has several limitations. 

Firstly, during the time of the PhD it was only possible to obtain data from the CASPA software 

system for seven years. Secondly, the CASPA system was designed for financial 

reimbursement purposes for community pharmacies, which means that holding investigations 

at the level of patients or prescribers, such as stopping or changing patients’ medications, as 

well as clinical safety issues or other prescribing activities, was not possible. In addition, this 

system only captures prescriptions that were dispensed in community pharmacies and 

submitted for reimbursement. Prescriptions issued by prescribers in Wales that were not 

dispensed nor submitted for pricing were not captured by the system. Moreover, as identified 

by the AWTTC, a very small number of prescriptions on the CASPA system may have been 
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prescribed by NMPs in hospital outpatient clinics or by GPs using NMIPs’ prescription pads 

(Deslandes 2018). Finally, the professions of NMIPs as either pharmacist, nurse, 

physiotherapist, or others were not identified in the prescriptions and, consequently, in the 

CASPA system. In addition, the data obtained from the NHS Wales Shared Services 

Partnership, Primary Care Services Department was limited to information related to NMIPs 

in primary care in each HB in Wales. This meant it lacked information related to supplementary 

prescribers and community nurse prescribers. However, these limitations have not prevented 

the study from achieving its aim and objectives. Nevertheless, since September 2019, new 

changes have been implemented in the CASPA database, allowing for the identification of the 

NMIPs’ professions and capturing their prescribing data across both GP practices and 

community pharmacies (Parsloe et al. 2023; Alshakmobarak et al. 2024). 

The limitation of the retrospective ITS design is considered the most significant in this 

study because of the lack of researcher control over an intervention that has already occurred. 

In addition, unknown confounding variables, which are outside of the researcher’s control, 

may have happened at the same time of the intervention and this leads to the difficulty of 

establishing causal effects (Ramsay et al. 2003). A randomised controlled trial design is 

considered the gold standard design to make a more reliable evaluation of the impact of an 

intervention (Campbell et al. 2000; Victora et al. 2004; Bonell et al. 2009), particularly within a 

healthcare field (Eccles et al. 2003). However, a randomised controlled trial approach, which 

requires the presence of a control group, was not appropriate for this study since the 

intervention was applied at a national level that lacks the availability of a control group. 

Moreover, it was not feasible to conduct a prospective evaluation of the intervention since 

primary care clusters had already been implemented in Wales. Therefore, a retrospective 

design was considered the best approach to conduct this study. In addition, the ITS analysis 

has the strength of evaluating data at the whole population level (Bernal et al. 2016), which 

allowed the researcher to evaluate the utilisation of NMIPs in primary care across all of Wales. 

This opposes the use of other methodological designs that can be conducted at one specific 

HB or healthcare authority, such as the survey carried out by Courtenay and colleagues 

(2012). Therefore, the results of this study can be considered representative of the whole 

NMIPs’ role within primary care in Wales.  

4.7.6. Future studies 

This study has provided insights and empirical findings on the prescribing pattern of 

medicines by NMPs and the most common therapeutic areas of prescribing by NMIPs over 

time in primary care in Wales. It provides an opportunity for further studies to be undertaken 

regarding the utilisation of NMIPs in Wales, as well as in the UK in general. This study revealed 

that the uptake of NMIPs’ role is inconsistent across the seven HBs. Due to the lack of 
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supporting evidence regarding this matter, further studies are needed to investigate the 

inconsistency in the uptake of using NMIPs across HBs in Wales. Such studies could provide 

information regarding the development of NMIPs’ role across different HBs in terms of the 

challenges and enablers of the implementation of this role. It could also help in sharing ideas 

and strategies between HBs of this role over the study time. This might be done by conducting 

qualitative studies with IPPs to explore the role of IPPs in primary care settings in Wales and 

obtain more in-depth information about its implementation. In addition, the new changes in the 

CASPA system could provide an opportunity for researchers to specifically focus on the 

prescribing volume and trend of IPPs to determine their exact development and areas of 

prescribing.       

4.8. Conclusion 

Over the study period, the percentage of items prescribed by NMIPs increased 

compared to items prescribed by all HCPs in primary care in Wales and dispensed in 

community pharmacies. The majority of NMPs in primary care in Wales were nurses, the 

number of which increased steadily over the study period. In contrast, the number of IPPs saw 

a much greater increase over time. The trend of medicines prescribed by supplementary 

prescribers was steady, while the rate of medicines prescribed by community nurse 

prescribers decreased over the study period. 

The trends of the medicines prescribed by NMIPs increased in the majority of HBs and 

within different therapeutic areas, particularly since the introduction of primary care clusters. 

This could be explained by the large increase in the number of NMIPs, particularly IPPs. The 

high influx of NMIPs could be related to the implementation of the WG plan (Welsh 

Government 2015) and the introduction of primary care clusters to improve primary care 

services and relieve pressure on GPs in Wales. BCUHB had recruited the highest number of 

NMIPs compared to other HBs, which may explain their high rate of medicines prescribed by 

NMIPs compared to other HBs. The therapeutic areas that NMIPs prescribed the most were 

in cardiovascular, infection, pain, and respiratory conditions.  

The findings of this study also provided valuable information about the utilisation of 

NMIPs across HBs before and after the implementation of primary care clusters in Wales. It 

revealed that the prescribing volume by NMIPs had significantly increased after the 

introduction of primary care clusters in five out of the seven HBs in Wales. Although the study 

design was considered the best approach to conduct this study by the researcher, it has not 

established the exact causal effect. As a result, it cannot be determined if the observed 

differences in prescribing by NMIPs in primary care over the study time frame were due to the 

intervention, confounding factors, or caused by both. The findings of this study provide clear 

evidence that the utilisation of NMIPs is still inconsistent across the seven HBs in primary care 
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in Wales. This provides an opportunity to share learning between BCUHB, which was an early 

adopter, with other HBs. It also provides a starting point for further studies to investigate the 

inconsistency in the uptake of using NMIPs across different HBs in Wales. This study may 

have indicated some shift in prescribing from medical prescribers to NMIPs in primary care in 

Wales that may help to reduce medical prescribing workload over the study period. As a result, 

the implementation of primary care clusters in Wales seems to have helped the WG to reduce 

the increased pressure on GPs.  

The findings of this study may suggest that with the increase of NMIPs’ number, as 

well as their prescribing volume over time, their skills may have been well recognised in the 

primary care sector in Wales. Therefore, their role may help in improving the skill-mix across 

different therapeutic areas and reducing the pressure on GPs. This aligns with the main 

reasons for the implementation of NMPs in the UK, as outlined in the second Crown Report 

(DOH 1999). Future studies should focus on investigating the safety and quality of medicine 

prescribing by NMIPs compared to GPs, and the views and acceptability of NMIPs to their role 

as well as different HCPs’ views and acceptability on the provided services by NMIPs. 

4.9. Dissemination of the first study 

The findings of the first study were disseminated at the Health Services Research & 

Pharmacy Practice (HSRPP) Conference (2019) in the form of two posters (Appendices 10 

and 11). One of the posters (Appendix 10) has also been disseminated at the Postgraduate 

Research Day at the School of Pharmacy at Cardiff University in 2019. The findings of this 

PhD study were published in BMJ Open (Alghamdi 2020), as illustrated in Appendix 12. 
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5. Chapter 5 – IPPs’ Views of Their Role as Prescribers in Primary Care 
Settings in Wales 
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5.1. Introduction  

This chapter includes the rationale, aim and objectives, results, discussion, and 

conclusion of a study that aimed to address the second objective of this PhD. It involved using 

a qualitative approach to explore the views of IPPs working within GP practices in Wales on 

their prescribing responsibilities and how their role is embedded in primary care.  

5.2. Study Rationale 

The evidence illustrated in the introduction and literature review chapters (Chapters 1 

and 2, respectively) indicated that IPPs have been working in all healthcare sectors in the UK 

and prescribing for a wide range of conditions since the implementation of their independent 

prescribing role (Tonna et al. 2010; Bowron et al. 2011; Bruhn et al. 2013; Twigg et al. 2013; 

Courtenay et al. 2017). As highlighted in Chapter One (Section 1.1.3), initially, IPPs in Wales 

were more secondary care based but with the WG primary care plan and the implementation 

of primary care clusters in 2015 (Welsh Government 2015), many pharmacists have trained 

to be IPs in primary care (Royal Pharmaceutical Society Wales 2015; Hodson 2018). As a 

result, as demonstrated in Chapter Four, the number of IPPs who were actively prescribing in 

primary care in Wales and their prescribing trends of medicines have increased in recent 

years. Their numbers increased from 16 to 68 between 2011 and 2018 (Chapter 4, Section 

4.6.5.2), and it is expected to increase more in the coming years (Courtenay et al. 2017). 

Moreover, the findings of the first study indicated that the volume of prescribing of NMIPs, 

including IPPs, has also increased over the years. In addition, they were prescribing 

medications mostly for chronic conditions (such as cardiovascular and diabetes diseases, as 

well as antimicrobial medications (for acute conditions). However, the study didn't provide 

detailed information on how the IPPs were practising their prescribing role or their views 

regarding it.  

At the time of this empirical study, no study had been conducted in Wales to investigate 

the role of IPPs in primary care. Limited research in other UK nations focused on exploring 

IPPs’ services and their views regarding their role across different healthcare sectors (McCann 

et al. 2012a; Hill et al. 2013; Fisher et al. 2018). McCann and colleagues (2012a) conducted 

semi-structured interviews with IPPs (n= 11) in both primary and secondary care settings in 

Northern Ireland, which aimed to explore their views regarding their positions as IPs. The 

participants reported positive opinions regarding the independent pharmacist prescribing role, 

such as perceptions of improved patient outcomes, increased patient access to healthcare 

services and treatment, better utilisation of pharmacists’ knowledge and skills, and reduced 

doctors’ workload, particularly in GP practices. However, some negative views and challenges 

were reported, including their inability to manage complex conditions, lack of diagnostic skills, 
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and resistance to their role by some doctors, particularly older ones. The study conducted by 

Hill and colleagues (2013) also investigated the views of IPPs regarding their prescribing 

duties using semi-structured interviews. However, only five IPPs participated in the study who 

were providing their prescribing services at an addiction treatment facility in England. It was 

found that all IPPs in this study reported a high degree of satisfaction, but they believed they 

would be able to provide more services to patients. They also indicated that other HCPs were 

supportive to them and appreciated their services as IPs, which they considered an enabler 

to their prescribing role. In addition, they identified having access to patients' records as 

another enabler to practise safely. Fisher and colleagues (2018) used a mixed-methods 

approach that involved using qualitative methods (both focus groups and semi-structured 

interviews; n= 25), followed by a quantitative approach (questionnaire; n= 170 and response 

rate was high= 62%) to investigate the views of hospital IPPs in Scotland on the factors that 

supported their role. The study identified that both structural support, such as accessing 

patient records within hospitals, and personal aspects (e.g., confidence and experience) were 

essential for effective prescribing. The study highlighted that most hospital IPPs felt 

adequately supported. However, this study was conducted in secondary care settings, which 

may not highlight the same findings in terms of IPPs’ views on their role in the primary care 

sector. The literature has also identified some of the challenges that affected the initial 

implementation and practice of IPPs, such as a delay in the delivery of their prescription pads, 

funding issues that delayed their services as prescribers, and high workload (Latter et al. 2012; 

Maddox et al. 2016). However, none of these studies investigated the views of IPPs who were 

working in primary care settings in Wales. Therefore, the findings of these studies may not 

reflect IPPs’ opinions on this role in this UK nation, particularly with the WG plan for developing 

healthcare services in this sector (Welsh Government 2015). As there are no specific details 

on how independent prescribing is used by pharmacists in primary care in Wales, this study 

aimed to explore the views of IPPs on their practice as IPs working in GP practices in Wales.    

5.3. Aim and Objectives 

The aim of this study was to describe the role of IPPs working within GP practices in 

Wales and to explore their views on how they are embedded in primary care. The objectives 

were: 

- To describe the role of IPPs within GP practices in Wales and how it has changed 

over time. 

- To identify the IPPs’ professional responsibilities and areas of prescribing. 

- To investigate their satisfaction and the perceived impact related to their services. 

- To explore their views of the enablers and challenges related to their role. 

- To investigate feedback that they have received on their prescribing duties.  
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5.4. Methodology  

5.4.1. Overview 

As the study aimed to describe the pharmacist prescribers’ role and explore their views 

on it, a qualitative approach was chosen. As explained in the Methodology Chapter (Chapter 

3), qualitative methods, such as focus groups or interviews, were considered appropriate since 

they help to provide a thorough understanding of a phenomenon and allow the researcher to 

investigate and understand the views and perceptions of the study participants in-depth 

(Bowling 2014). Quantitative methods were not considered appropriate as it was unknown 

what concepts should be measured, as there is limited research in this area. In addition, 

quantitative methods, such as a survey would not investigate the participants’ views and 

perceptions comprehensively compared to qualitative approaches (Green and Thorogood 

2018). The focus group approach was considered the ideal option for conducting this study 

due to its advantages, which were discussed in the Methodology Chapter (Chapter 3). Not 

only would focus groups collect data in an efficient time and cost-effective approach (Flick 

2018), but the participants can also support each other to remember certain events and 

feelings that can help to provide in-depth information about the discussed topic. Other options 

that were considered to conduct this study were interviews, as well as a combination of both 

focus groups and interviews. As illustrated in Chapter Three, interviews are the most common 

method in qualitative research that involves a comprehensive exchange of information 

between the researcher and the participant (Green and Thorogood 2018). Semi-structured 

one-to-one interviews were considered either via the telephone or face-to-face. Due to some 

practical issues in conducting focus groups, such as being unable or unwilling to do a focus 

group by some participants, some researchers combine both methods (focus groups and 

interviews) (Lambert and Loiselle 2008). This increases the level of engagement by allowing 

participants to take part in the methods most convenient and suitable to the individual (Lambert 

and Loiselle 2008). A limitation associated with using focus groups and interviews in a single 

study might be related to the complexity of combining data from both approaches due to the 

variation in the dynamics and forms of data yielded from each method (Lambert and Loiselle 

2008). However, proper planning by the researcher in terms of using the same coding 

technique in both approaches would help overcome this challenge and increase the 

trustworthiness and rigour of the study's methods and findings (Lambert and Loiselle 2008).    

5.4.2. Ethical considerations 

Ethical approval was obtained from the Cardiff School of Pharmacy and 

Pharmaceutical Sciences Research Ethics Committee at Cardiff University (Ethics Approval 

Notice (EAN) ref (1819-16) (Appendix 13). The study was deemed to be a service evaluation 
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(as outlined in Chapter 3, Section 3.11.1), and therefore NHS REC approval was not required 

(HRA 2017; HRA 2019; NHS Research and Development Forum 2021). Approval from the 

Research and Development Office at HBs to conduct such a study was not necessarily as the 

interviews were not held at NHS premises or involved the use of NHS resources. Moreover, 

the interviews were conducted outside of the participants’ working hours. 

5.4.3. Sampling criteria 

The study’s population was those IPPs who were working in GP practices in Wales 

and using their prescribing qualification. The first study of this PhD (Chapter 4) identified a low 

number of IPPs in primary care (68 IPPs). Ideally, a census of all members of the study 

population (Daniel 2012) would be used and all IPPs working in GP practices in Wales would 

be invited to participate in the study, with the aim of recruiting between 9 and 17 participants 

that hopefully would be enough for saturation to be reached (Hennink and Kaiser 2022). 

However, as there was no definitive list available of all IPPs working in primary care in Wales, 

a lot of work was undertaken by the researcher to explore how to identify IPPs in GP practices. 

This was challenging and involved meetings and discussions with two of the experts in the 

field, known to the supervisors, to determine the most efficient manner to identify IPPs in 

primary care and distribute the study information to relevant individuals.   

The first expert is a pharmacist and at the time of the study was National Primary Care 

Manager, and Medicines Safety Programme Lead at 1000 Lives Improvement (the national 

improvement service for NHS Wales) and also acted as a facilitator at the Pharmacists in 

Practice: All Wales Community of Practice (PIPCOP) events in Wales. The PIPCOP events 

aimed to provide support to clinical pharmacists (including prescribers) and pharmacy 

technicians, as well as to develop the roles of pharmacy primary care clusters (NHS Wales 

2018). It also provided an opportunity to share experiences, ideas, and best practices, as well 

as create a network as a community of practice. PIPCOP meetings usually occurred every 

three or four months and due to logistical issues, there were separate South and North Wales 

events (NHS Wales 2018). This expert confirmed that there was no list available of IPPs 

working in primary care and there was no list of IPPs who attend the PIPCOP events on a 

regular basis. As such, the use of PIPCOP as a sole avenue to access all IPPs in primary care 

was not possible and other avenues were investigated.  

The second expert was a Lead Prescribing Advisor at CTHB, and primary care 

pharmacist, who had been seconded to HEIW, to lead on the training of pharmacists in primary 

care settings. It was thought that HEIW may have a record of primary care IPPs in Wales, 

however, this expert stated that there did not seem to be such a list of individuals.    

From the meetings with these key experts, it became evident that there was no 

available list or direct contact approach with IPPs. Therefore, after taking the experts’ and PhD 
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supervisors’ opinions, a number of approaches was needed to ensure that as many IPPs as 

possible would be invited to participate in the study. These approaches were to contact: 

- all individuals (whether they were IPs or not) at the PIPCOP events to identify IPPs 

(through the PIPCOP facilitator),  

- local primary care cluster pharmacist leads (through contacts of the supervisors), 

- directors of independent pharmacist prescribing courses (through contacts of the 

supervisors), and 

- pharmacist leads in each HB in Wales, 

to ask if they would be willing to act as gatekeepers (Figure 40). Gatekeepers are the 

individuals within organisations who have access or the ability to contact, as well as to ensure 

easy and smooth sharing of the study information to the study’s potential participants (Bryman 

2016).  

 

 

Figure 40 An overview of the gatekeepers used to recruitment participants for this study. 

5.4.4. Recruitment strategy 

An invitation letter (Appendix 14) was developed to recruit participants for this study. 

This letter included some background information, the aim of this study and information about 

the research team, as illustrated in the Methodology Chapter (Section 3.8.2). To try to increase 

the response rate for this study and to demonstrate the importance of the research, the Chief 

Pharmaceutical Officer for Wales (Andrew Evans) agreed to co-sign it (Appendix 14) 

(Kiezebrink 2009). In addition, a participant information sheet (Appendix 15) and two 

participant consent forms (one for a focus group and the second for a semi-structured 

interview to complete either one of them according to the respondent’s choice of the type of 
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study that they would like to take participate in) (Appendix 16) were developed according to 

the HRA guidance (NHS Health Research Authority 2019). A demographic information sheet 

(Appendix 17) was also developed for the participants to complete in order to assist in 

organising focus groups or interviews and to maximise the homogeneity of each focus group 

(such as within the same HB or therapeutic area) (Krueger 1998). Every participant was 

offered a £25 Amazon voucher at the end of the focus group or interview as a gesture of 

showing respect for their time and their contribution to the study, and this information was 

stated in the invitation letter (Appendix 14) and participant information sheet (Appendix 15). 

The demographic information sheet was available via a website link using Google 

Forms and included the participant’s contact details, some background information about 

them, including the HB that they work within, and how long they had been an IP and whether 

they would like to participate in a focus group or interview. This sheet was developed to allow 

the researcher to understand how similar or diverse the different categories of participants 

were and to create focus groups to maximise homogeneity, which would allow participants to 

feel comfortable in talking and expressing their feelings (Krueger 1998).  

The invitation letter was sent by the gatekeepers via email to each potential participant 

with the invitation letter, participant information sheet, consent forms and demographic data 

website link. Gatekeepers were asked to send the information to all known IPPs working in 

GP practices. The potential participants were asked to contact the researcher within 2 weeks 

and to complete, sign and send back the appropriate consent form or to bring it with them to 

the focus group / interview. To increase the recruitment rate, potential participants who did not 

respond to the invitation email after two weeks were sent a reminder email by the gatekeepers 

(Appendix 18).  

Ideally, up to 9 to 17 IPPs would be recruited, as around this number has been shown 

to usually reach data saturation (Hennink and Kaiser 2022). From the data in Chapter Four, 

there were 68 IPPs, and therefore a strategy was developed to manage the number of 

respondents and choose who would be interviewed if more than a third of IPPs responded 

wanting to take part (a third was chosen as it was approximately 20-23 IPPs (n=20/68), which 

is near to the target number. This strategy would ensure the diversity of the sample size and 

ensure that not all participants were from only one HB. It was decided that quota sampling 

would be employed based on the HB that the potential participants were working within to 

ensure a proportional representation from each HB across Wales. Quota sampling is selecting 

individuals according to specific characteristics in order to fill a quota proportional to 

populations (Flick 2018). Table 16 illustrates the percentages of the IPPs in each HB in primary 

care in Wales based on the first PhD study. Therefore, quota sampling was to be applied to 

avoid selection bias. For instance, for each participant recruited from PTHB, 6 to 7 participants 

were going to be recruited from BCUHB based on percentages presented in Table 16 (1:7). 
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Table 16 The percentages of the IPPs in each HB in primary care in Wales 

HB % Of the IPPs in primary 
care 

Anticipated quota 
range (third of IPPs 

in HB) 

BCUHB 27% 6-7 
ABMUHB 19% 4-5 
CVUHB 18% 4-5 

CTMUHB 12% 3 
HDUHB 11% 2-3 
ABUHB 10% 2-3 
PTHB 4% 1 

 

However, if the response to participate in the study was less than 1/3, quota sampling 

would not be needed, and a convenience sampling strategy would be applied to optimise the 

number of IPPs recruited to the study. This recruitment of participants would continue to help 

to reach theoretical saturation, that is until there is no new information added by the 

participants (Krueger 1998).  

5.4.5. Data collection 

Based on the limited literature on IPPs in primary care, there is no focus 

group/interview schedule to be used to conduct this study. Therefore, a focus group/interview 

schedule needed to be developed, based upon the advice provided by the researcher’s 

supervisors, who have been involved in independent pharmacist prescribing since 2007, as 

well as expert opinions to ensure that relevant issues were discussed. Experts used to help 

develop the interview schedule were the Lead Prescribing Advisor at CTMUHB and an 

experienced IPP who was also a Practice Based Clinical Pharmacist at ABUHB and seconded 

to HEIW since 2015. All these experts identified areas that needed to be explored in the focus 

group/interview schedule. The guide (appendix 19) was reviewed extensively by all experts to 

ensure that the right questions were asked. Examples of the experts’ suggestions were to 

include a question about the participants’ opinion regarding working in more than one GP 

practice, to explore the participants’ views about current indemnity insurance and protection, 

and the support they have received. This guide included questions about the satisfaction of 

participants about their role, their responsibilities and area of practice, the impact, and 

perceived benefits of their role on other HCPs, patients, and themselves, and their views of 

the challenges and enablers related to their role as prescribers. The final draft interview 

schedule was piloted with an INP with experience in GP practices, before starting the study to 
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ensure that the participants understood the questions and for the researcher to gain 

experience of interviewing. The guide was clear and well understood, therefore no changes 

were made to it. As it was piloted on a nurse, this interview was not included in the analysis 

Data were collected between July 2019 and October 2019. Participants identified if 

they wanted an interview (30-45 minutes) or attend a focus group (60-90 minutes). The latter 

was proposed to be held at one of the PIPCOP events where a number of IPPs meet. The 

other option was to arrange a focus group at a meeting area or a conference room in a HB or 

a hotel, in North Wales, South West Wales, and South East Wales, depending on the number 

of potential participants and their location. Semi-structured interviews were conducted via the 

telephone or face-to-face. The focus groups and semi-structured interviews were audio-

recorded, transcribed ad verbatim via a university approved transcription service. Each 

transcript was de-identified, so all identifiable information was removed, and each participant 

was allocated a participant code in chronological order (e.g., IPP1). 

5.4.6. Data analysis  

Based on the advantages of the thematic analysis method that were illustrated in the 

Methodology Chapter (Chapter 3, Section 3.10), both approaches, including deductive (to 

identify key information related to the objectives of the study or covered within the interview 

schedule) and inductive (potential new knowledge emerging from the data), were used to 

identify themes within the data (Braun and Clarke 2006). The six steps of the thematic analysis 

process; including data familiarisation, generating initial codes, searching for themes, 

reviewing themes, defining and naming themes, and producing the report; were demonstrated 

in detail in Chapter Three (Section 3.10). To ensure the trustworthiness of the data, as 

indicated in Chapter Three (Section 3.7.2), the researcher gained familiarity with the 

investigated topic by extensively engaging with the relevant key experts in the field (see 

Sections 5.4.3 and 5.4.5) and research supervisors, as well as conducting a pilot interview. 

This was prior to commencing the data collection in order to understand the topic, minimise 

biases and maintain the credibility of the questions asked (Bryman 2016).  
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5.5. Results 

Although face to face focus groups were deemed to be the most suitable qualitative 

method to collect data for this study, only three respondents agreed to participate in a focus 

group. Unfortunately, as they were from different HBs and living far from each other, it was 

not practical to hold one. Therefore, all data were collected by using semi-structured 

interviews. A total of 12 IPPs participated in the study; all interviews were undertaken by 

telephone at the request of the participants due to geographical spread or in accordance with 

their personal desires. The length of the interviews ranged from 23 to 78 minutes, with an 

average length of 46 minutes. Interviews were conducted between the 12th of July 2019 and 

the 21st of October 2019. Saturation was achieved as no new information was added by the 

last two participants.   

5.5.1. Demographic data 

Participants’ demographic data are presented in Table 17. There were seven females 

and five males, and their ages ranged from 30 to 46 years. IPPs from six out of the seven HBs 

in Wales participated. Nine of the participants were employed by HBs and three by GP 

practices. The years of experience as an IPP in primary care ranged from one year to 13 

years. Four participants used to work as IPPs in secondary care settings (hospitals) before 

they moved to GP practices.  
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Table 17 Demographic data of the participants 

IPP 
Main clinical 

area of 
practice 

Employed 
by HB 

Year(s) of 
experience 

as a 
pharmacist 

Year(s) of 
experience 
as an IPP 

Year(s) of 
experience 
as an IPP 
in primary 

care 

Duration 
of the 

interviews 
(minutes) 

1 Sleep 
management HB HB 1 18 3.5 3.5 78 

2 Anticoagulation GP 
practice HB 4 10 2 2 39 

3 Respiratory HB HB 3 14 8 2 40 

4 Type 2 diabetes GP 
practice HB 2 8 2 2 40 

5 Type 2 diabetes HB HB 4 17 3 2 44 

6 Respiratory HB HB 5 7 4 4 47 

7 Hypertension HB HB 1 15 1 1 54 

8 
Stroke 

prevention in 
atrial fibrillation 

HB HB 2 12 2 2 35 

9 Hypertension 
and diabetes HB HB 1 16 8 1 33 

10 Asthma HB HB 6 4.5 1.5 1.5 45 

11 

Hypertension, 
hyperlipidaemia, 

and type 2 
diabetes 

HB HB 1 15 10 5 48 

12 

Polypharmacy, 
coronary heart 
disease, and 
substance 

misuse 

GP 
practice HB 4 23 13 13 52 

NB. Each HB name was coded with a number to protect the participants by de-identifying their 
personal information. 

5.5.2. Themes  

Three main themes were identified from the data by deductive analysis (Figure 41). All 

themes have sub-themes, which are presented below in more detail. These sub-themes were 

identified via the use of deductive thematic analysis, except for the confidence of IPPs and 

awareness and acceptance of the role sub-themes that were identified using an inductive 

approach. A colour-coded example of an extract from an interview transcript is presented in 

Appendix 20 to illustrate the thematic analysis approach. In addition, examples of how quotes 

were coded, and final sub-themes and themes identified are presented in Appendix 21. 
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Figure 41 Themes of GP practice IPPs’ interviews.  

5.5.2.1. Professional identity  

This theme has six sub-themes that are related to the professional identity of IPPs, 

which are presented in Figure 42. 

 

Themes from the data

Professional identity Practicalities and logistics 
of the role Relationships

Professional 
identity

The role of 
IPPs in GP 
practices

Scope of IPPs’ 
practice

Evidencing 
competence 

Confidence of 
IPPs

Development 
of the role

Satisfaction of 
the role

Figure 42 Sub-themes within the professional identity theme. 
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5.5.2.1.1. The role of IPPs in GP practices 

The role of participants as IPPs and their responsibilities included running clinics, 

dealing with clinical posts, reviewing all the prescribing processes, and doing some clinical 

administrative roles within GP practices. 

In terms of the clinic role, all participants reported that they ran clinics only within 

specific therapeutic areas (mainly chronic conditions). Most participants indicated that GPs 

usually see patients first to make the diagnosis for their conditions and may initiate new 

medications. Thereafter, IPPs follow up these patients regularly by managing their medical 

conditions and current medications, starting them on new medications, and providing them 

with self-care advice. Only one participant was seeing newly presented patients and 

diagnosed them with chronic conditions within their scope of practice of hypertension and 

hyperlipidaemia.  

The IPPs’ role within these clinics involved an annual review of patients’ medications. 

It included reauthorising the prescribing of medications, changing medications or doses, or 

deprescribing medicines when necessary, depending on the patient’s condition. The latter 

involved either discontinuing unnecessary medications or decreasing doses, particularly for 

pain management, multiple comorbidities, and substance misuse.     

‘…to help patients on long term hypnotics and anxiolytics, to help reduce 

them down and stop’ IPP1. 

 

All participants stated that they ran their clinics face-to-face, but some of the annual 

reviews of patients’ medications were conducted via telephone. Most participants reported 

that they were using certain clinical assessment skills during their consultation time with their 

patients depending on their scope of practice; examples included blood pressure monitoring, 

auscultation of lungs and heart, or reviewing and requesting certain patient blood tests. 

However, a few participants believed that independent prescribing courses across different 

universities were not providing pharmacists with adequate and standardised clinical 

assessment skills, which initially prevented them from practising their prescribing role. 

Another role, as identified by many participants, was dealing with clinical posts, which 

included letters from hospitals with recommendations for the patient’s prescriptions, acute 

medication requests by other clinicians, and hospital discharge letters, as well as responding 

to medication enquiries raised by patients or other HCPs. They identified that this role helped 

to improve patient safety by preventing any medication discrepancies, such as duplications or 

interactions that could harm the patients. This was mainly related to hospital discharge letters, 

which they reviewed alongside the patient’s current prescribed medications within the GP 

system. Some IPPs were also issuing prescriptions according to other clinicians’ advice or 
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request to help take some of the GP’s workload off them.  

‘I do use my prescribing qualification every day in issuing lots of other 

medications ... We’ll get a letter into the GP practice from urology, saying … 

on Cilocin [Ciprofloxacin], so I’ll … issue a prescription for that … as long as 

I’m happy with doing that … so, I’ve not made the decision to assess the 

patient … but I’m facilitating a prescription, so helping out with the GP’s 

workload … I’m issuing on the advice of the urologist’ IPP3 

 

Some participants were involved in reviewing all the prescribing processes within GP 

practices. This involved feeding back to HCPs on issues related to their prescribing of 

medications, which they believed helped in maintaining safety and solving prescribing issues 

that GPs may lack the time to do so. It also included reviewing repeat prescribing, for example, 

one participant helped in introducing a new repeat prescribing system, which helped to 

improve the practice’s process and ultimately patients’ safety.   

‘I’ve done a lot of work with implementing a new repeat prescribing system, 

so improving patient safety and making it a more efficient repeat prescribing 

system … where all the patients that come to see me have been screened 

by myself beforehand.’ IPP4 

 

Clinical administrative roles were also identified by a few participants, which included 

medicine management, prescribing advisory within the HB, and medicines safety duties. For 

example, the medicine management role involved discussing and supporting patients with 

their medications, and the prescribing of other HCPs by providing advice and teaching 

sessions to them.  

5.5.2.1.2. Scope of IPPs’ practice 

Most participants explained that the original scope of practice when completing their 

independent prescribing programme was often chosen by the HB or GP practice based upon 

the needs of the organisation. This would either be an area with a high number of patients 

(e.g., atrial fibrillation) or an area where no-one was leading on it. For example, one participant 

explained their HB chose their scope of practice to be within pain management and medication 

misuse due to the lack of an expert within this field.  

‘The reason why … the deprescribing of hypnotics to begin with was 

because this was a national prescribing indicator set by the All Wales… and 

it was an area where most practices have failed to achieve to reduce the 

number of hypnotics and anxiolytics prescribed.’ IPP1 
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Likewise when developing their scope of practice, once qualified, that tended to be in 

areas which were causing ‘pressure’ on the GP practice or cluster. Whether their original or 

extended scope of practice, most were related to chronic conditions; examples include type 2 

diabetes, hypertension, thyroid conditions, lipid management, asthma, chronic obstructive 

pulmonary disease, pain management, and atrial fibrillation. In order for the IPP role to be 

beneficial and effective, participants also believed that their scope of practice should depend 

on GP practice needs. However, this meant for those IPPs in a cluster role, that they could 

have a different scope of practice in different GP practices, as each GP practice had different 

needs. For example, some participants were running acute minor condition clinics in one GP 

practice, and an anticoagulation clinic in another GP practice. They highlighted the variety of 

clinics that those IPPs were running compared to IPPs employed by GP practices who mainly 

focused on just one area.  

‘I also then run clinics which are around minor illness, so on-the-day 

complaints, and that could be anything from sore throats to urinary tract 

infections.’ IPP6    

 

While the scope of practice of most participants was related to chronic conditions, 

many reported inappropriate referral of patients with acute conditions to them, particularly by 

receptionists. They stressed that there was a need to educate other HCPs and receptionists 

to understand the scope of what IPPs can prescribe and their capabilities. They felt frustrated 

to be unable to prescribe for acute conditions and help those patients, but they believed it was 

important to keep working within their scope and competence to maintain patient safety. A few 

participants were only prescribing for simple newly presented acute conditions within their 

scope or from their previous background experiences in community pharmacy, such as 

uncomplicated urinary tract infections (UTIs). Some participants stressed the need to do more 

training for other minor illnesses, such as upper respiratory tract infections, and otitis media 

as it would be beneficial for many practices that they work in. 

Some participants felt their scope of practice was restrictive and they had the capability 

to prescribe other things, based upon their previous experience, such as in a community 

pharmacy or hospital. They felt this was a barrier to using their independent prescribing 

qualification, and believed this would change over time as the role of the IPP in a GP practice 

was in its infancy.  

5.5.2.1.3. Evidencing competence 

Some participants identified the independent prescribing qualification certificate as the 

most important evidence of their competence. Most participants added that they also 

documented the role-playing and shadowing of their DSMPs and other experienced 



 
 

 - 166 - 

colleagues, in addition to when they were being observed themselves.  

All the participants stated that they were keeping evidence of their progression and 

any developments related to their scope of practice by regularly updating a portfolio of their 

CPD learning, courses, and training to document the newly gained clinical knowledge and 

patient assessment skills. Examples provided included learning through reading articles in 

journals (e.g., The Pharmaceutical Journal), reading and documenting The Medicines and 

Healthcare products Regulatory Agency (MHRA) warnings and various guidelines, 

documenting completed courses and tutorials, and reflections.  

‘… I think obviously reflection and I think the GPhC requirements for 

revalidation now are all as pertinent to independent prescribing as they are 

to, to any other area of practice. I think you need to reflect and CPD is really 

important.’ IPP8 

 

After qualifying as an IPP, a few participants indicated that they also obtained and 

evidenced post-graduate diplomas either in their scope of practice or more broadly involving 

many therapeutic areas that they may come across during their IPPs’ role. These courses 

were thorough, and participants believed having a postgraduate degree within their scope of 

practice allowed them to be experts in the field.  

‘The therapeutic diploma from [University Name] expanded my scope of 

practice a lot. It was very intensive, very detailed and covered all sorts of 

areas that I hadn’t really worked in before.’ IPP12 

 

Participants believed that the range of activities outlined above helped to ensure they 

practised safely within their scope of practice and that they had the required knowledge and 

skills before they started their independent prescribing role or practising in a new/extended 

scope of practice. Some participants indicated that they developed a portfolio that includes 

their evidence of competence, such as certificates of completing courses or shadowing hours 

by their DSMPs, and asked their GP leads to sign them since it was not reviewed by an 

external body. They highlighted that there was no formal process, guideline, or standard 

practice about how IPPs should document their CPD or provide evidence of their competence. 

This was a barrier to their role as it was also not clear to them how to develop their scope of 

practice in new areas as they lacked the required details to ensure IPPs’ competence.   

‘It would be nice to have like ways of recording in a portfolio and signing stuff 

off more efficiently. So, make that standard across the board so … if you 

want to do hypertension management, here’s the rest of the criteria that you 

need to meet. IPP4 
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5.5.2.1.4. Confidence of IPPs 

The majority of participants indicated their high confidence in their prescribing role and 

only a few highlighted that they are lacking confidence. There were some aspects that had an 

impact on their confidence. One aspect was related to the independent prescribing course, 

which some participants believed had helped in building their confidence before they started 

their prescribing role. They indicated that the course was comprehensive and involved 

DSMP’s clinical supervision and support, and many clinical scenarios that helped them to be 

prepared for their prescribing role. Previous patient-facing roles for some participants were 

another factor that provided them with confidence. These participants were either working as 

pharmacists in community pharmacies or already as IPPs in secondary care settings before 

moving to GP practices.  

‘I was already qualified when I came into this role, so it made it a bit easier 

for me. I was already a qualified prescriber.’ IPP3 

 

Getting more experience with this role also assisted most participants in building their 

confidence to do more clinical duties. Likewise, CPD and increasing knowledge through 

relevant courses and training sessions also assisted. Many participants believed that the 

support of other HCPs, such as GP Leads, GPs, or their DSMPs, helped improve their 

confidence to do their independent prescribing role, particularly at the beginning.  

‘I’ve always had the support of my colleagues, so being able to have a review 

regarding patients, just while you become more confident.’ IPP4 

 

A few individuals reported a lack of confidence to do the role due to various reasons, 

including being more concerned with patients’ safety, the lack of appropriate skills, and the 

lack of other HCPs’ support, which they believed were barriers to their independent prescribing 

role.     

5.5.2.1.5. Development of the role 

All participants stated that their role as an IPP had developed over time in GP 

practices. Most participants developed more clinical assessment skills. Also, many IPPs 

indicated that their working days and the number of clinics that they were running have 

increased over time. They started practising in a very narrow scope of practice within one 

therapeutic area and then expanded to other clinical conditions. Many believed that the 

development of their scope of practice occurred naturally as it extended to therapeutic areas 

that were related to their original scope of practice.  
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‘It’s been very channelled to sleep and hypnotics and then developing an 

interest in pain. And then with the pain … I’ve expanded my formulary to 

include the management of depression and anxiety, which co-exist with the 

pain problems.’ IPP1  

 

Participants employed by GP practices tended to develop their scope of practice from 

a personal perspective. They identified their lack of knowledge and skills in areas where 

patients presented with complex medical conditions and multiple comorbidities. Then, they 

were self-motivated to develop their role within these areas and provided a clear development 

plan to their employers to get their approval. In contrast, participants who were employed by 

HBs were directed to extend their scope of practice based on need. This was either to 

overcome the increased demand in a specific clinical area or as a result of a shortage of GPs 

within their HB. A few participants employed by HBs explained that due to the lack of GPs, 

they extended their scope of practice to include acute conditions, for example, minor illness 

conditions, such as conjunctivitis, sore throat, and hay fever. However, one participant 

stressed that it was difficult to prescribe within the acute scope of practice due to inadequate 

training in clinical assessment skills related to these conditions. This participant added that 

most of the acute conditions within the GP practice were complicated and not straightforward 

to manage, which required a GP intervention.  

Some participants believed that the development of the role was related to an increase 

in their number (as IPPs) over time. They highlighted that this role became more popular in 

recent years as it was utilised and embedded further in GP practices. Other drivers to their 

development were the recognition of the usefulness of IPPs' role, their capabilities to do the 

role, their high quality of care, and public and stakeholder understanding and acceptance. 

They believed that this improved the reputation of the IPPs compared to their previous 

pharmacist role, which mainly incorporated dispensing.  

Some participants compared the IPPs' roles within hospital and primary care. They 

commented that in hospitals IPPs usually only prescribe within a very specific scope of 

practice. In contrast, within GP practices there was the opportunity to develop competence in 

many therapeutic areas, allowing them to use their independent prescribing skills more 

effectively and frequently, and be more recognised by the public, other HCPs, and relevant 

stakeholders. 

 ‘I think it [primary care] is just given us a better platform to be able to use 

the prescribing skills better … which … I think will make independent 

prescribers a bit more, a bit more prominent’ IPP8. 

 

Some challenges that were related to the development of the participants’ independent 
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prescribing role within GP practices were highlighted. The unavailability of appropriate courses 

and training and the lack of their HBs and GP practices guidance in finding them was a barrier 

to developing the clinical assessment skills and knowledge of some participants. The process 

of expanding the scope of practice was long and complicated as it involved obtaining approval 

from various channels. A plan or set of guidance to support and direct them on how to expand 

their scope of practice was also lacking. The lack of time due to the high workload of some 

participants also prevented them from developing their scope of practice as they were involved 

in prescribing duties alongside their other non-prescribing responsibilities, such as repeat 

prescribing. 

5.5.2.1.6. Satisfaction of the role 

The positive impact of the role on patients, other HCPs, and themselves as IPPs 

played an important role in their satisfaction. In terms of the impact on patients, many 

participants were highly satisfied due to patients’ positive impressions when their medical 

conditions improved, which they felt was rewarding as this role helped them to make a 

difference. They believed that the role helped them to build a good relationship with patients 

and patients were happy to see them again. The role also provided a positive impact on other 

HCPs, particularly GPs, by relieving pressures on them and being a part of the clinical primary 

care team. Therefore, they felt satisfied as they believed their role was important within the 

GP practice team 

‘I enjoy it because there’s health benefit to the people, I work with … I can 

see it benefits people in terms of, you know, … reducing their risks and the 

risks they have by what we’re prescribing.’ IPP12 

 

Concerning the impact of the role on themselves as IPPs, all participants stated that 

they were satisfied as it involved a more patient-facing focus and clinical responsibilities, 

compared to their previous role. In addition, it allowed them to prescribe autonomously, which 

highly increased their job satisfaction. The role also increased their job satisfaction by 

providing them with a great opportunity to effectively use and develop their clinical skills and 

knowledge, with additional remuneration. They indicated that this allowed them to fit easily 

within the team and develop good relationships with other HCPs. Some participants also 

highlighted that the IPPs' role helped in developing the actual pharmacy profession by 

improving its image within the healthcare system. Most participants were satisfied with the 

role since it was related to managing chronic conditions, which involved a lot of medications 

that IPPs had more expertise in, compared to other HCPs. 

Some participants expressed their dissatisfaction with some aspects of their 

independent prescribing role. A few participants were dissatisfied with the low number of 



 
 

 - 170 - 

independent prescribing sessions allocated by their HBs, which were only two sessions per 

week (each session for a half day). One participant believed that HBs reduced their 

independent prescribing sessions as they did not value the IPPs’ role or see it as being cost 

effective compared to the services provided by IPPs.  

‘I don’t see perhaps … there being more sessions that the IPs are providing 

on a weekly basis because of the funding route of them. … the IP is probably 

helping the practice, but the health board is paying for the pharmacist … it’s 

a business decision, I guess, from the health board, is that a good use of 

money or not?’ IPP1 

 
Another issue that some participants were dissatisfied with was related to the high 

workload. They stressed that their role involved clinical responsibilities that were time-

consuming, alongside their other duties (e.g., handling repeat prescribing, dispensing, or 

some administrative responsibilities), which increased pressure on them. A few participants 

believed that their GP practices were not appreciating their prescribing role by having them 

carry out these other responsibilities that could have been handled better by admin staff or 

technicians. A few added that their independent prescribing role was not valued fairly as the 

remuneration that they received was not appropriate for the services and benefits that they 

provide to patients and practices.  

5.5.2.2. Practicalities and logistics of the role 

This theme is divided into four sub-themes that are related to the practicalities and 

logistics associated with their role as IPPs. These sub-themes are presented in Figure 43. 
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5.5.2.2.1. Accessibility of the role for patients 

The booking system for patients to see their IPPs varied between participants and GP 

practices, which depended on their scope of practice and GP practice process. Some 

participants tended to choose their patients through their GP practices’ system. Those 

participants stated that they usually went through the repeat prescribing list, identified relevant 

patients for their scope of practice, and saw whether they were due for a medication review 

or needed medication changes or adjustments. Then, they either autonomously or through the 

approval of GP leads arranged with the receptionists to make appointments for those patients. 

Those participants added that their ability to choose their patients helped them to utilise their 

time effectively since they prioritised according to the needs of their patients. However, some 

acknowledged that identifying relevant patients through this approach can be time-consuming 

and that pharmacy technicians may be appropriate to undertake such searches in the future. 

Patients are also occasionally referred to them by doctors, nurses, or receptionists. In contrast, 

some other participants indicated that they were only seeing patients referred by doctors or 

nurses since they understood their role and had a good work relationship with them.       

In addition to what was presented earlier (Section 5.1.2.1.2), the referral of patients 

through receptionists or GPs initially resulted in inappropriate patient appointments. It took 

Practicalities 
and logistics 
with the role

Accessibility of 
the role for 

patients

Working across 
multiple GP 

practices

Indemnity 
insurance 

Number of IPPs 

Figure 43 Sub-themes within the practicalities and logistics with the role theme 
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these professionals a long time to understand the nature of patients to be seen by IPPs. Some 

participants added that they had to ask receptionists to obtain their approval before confirming 

the appointments with patients. 

‘… reception staff will ask me first before booking them in, so they’re not just 

sort of getting booked in with me unless I’ve asked them too really.’ IPP2 

 

Some GP practices wrote letters to their patients who required medical review to book 

in with their GPs or IPPs. Participants explained that the majority of patients preferred to see 

their GPs instead of IPPs as they usually did not understand the IPP role or had many medical 

issues.  

‘I don’t tend to get many patients booking in with me because … if they’re 

given a choice, they’d rather see their own GP because perhaps they can 

kill two birds with one stone and see their GP about something else … and 

they’re not really too sure what a pharmacists can do.’ IPP3 

 

Most participants identified that they were only seeing a small number of patients per 

day due to their other responsibilities. They indicated that the low number of patients allowed 

them to provide appropriate consultations and prescribe safely. They stressed that they would 

prefer to see more patients and could do this only if these other responsibilities were reduced 

or not included within their workloads.   

‘I’ve got too much work. Whether I should either have fewer appointments 

or fewer administrative tasks, I don’t really feel strong which way round that 

should be … there’s too much for me to do in one day.’ IPP12 

 

The duration of appointments was also highlighted by participants. While most were 

providing long appointment times with an average of 20 minutes, some participants identified 

that it depended on their scope of practice, which varied across GP practices. For example, it 

was longer for some patients with complex conditions (almost 30 minutes), around 20 minutes 

for most patients with certain conditions (e.g., anticoagulants clinics), and shorter for 

medication review appointments (almost 15 minutes). They believed they provided enough 

time to do a comprehensive review, build relationships with patients, and allow patients to ask 

questions related to their medications and medical conditions. In contrast, a few participants 

were only providing 10-minute appointments as the volume of patients they were seeing, the 

workload associated with it, and their other responsibilities, were high. They believed the 

duration of these appointments was not enough as some patients had a lot of medications 

and needed at least 20 minutes, which they highlighted as a barrier to their role.  

Another barrier to the independent prescribing role that was identified by a few 
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participants was the lack of an appropriate consultation room in the GP practice. They stressed 

that this has prevented patients from accessing their prescribing services as all consultation 

rooms were occupied by GPs; they believed this was out of the GP practice’s control.    

5.5.2.2.2. Working across multiple GP practices 

Most participants were employed by HBs as cluster IPPs and performed their 

independent prescribing role in more than one GP practice. The number of GP practices they 

were working for varied between two and seven. Their working time in each GP practice also 

varied as some of them worked a full day every week in each GP practice, while others worked 

half a day in each GP practice. This seemed to be dependent upon the number of GP practices 

they covered, as their working time decreased in each practice as the number of practices 

increased. A few participants were employed by both the HB and a GP practice within the 

same HB. Some of those participants worked two days for their GP practice and three days 

for their HB to cover three other GP practices. One participant worked only one day for the 

GP practice and four days for the HB, covering six other GP practices. This was either on a 

weekly or every two week basis. Only three participants were employed solely by GP 

practices. These participants were performing their independent prescribing role on a daily 

basis. Two of them worked full days and one participant worked half days.   

Some participants indicated that working across multi-GP practices provided them with 

variety. It allowed them to learn from different HCPs and be exposed to different kinds of 

practices, improve their relationships, and share different experiences and knowledge. They 

believed that their role helped to provide a positive influence across different GP practices on 

the prescribing by GPs and INPs. It also helped in providing services to as many patients as 

possible as they were not limited to only one practice. In contrast, some participants indicated 

a lack of time and continuity of practice when working within more than one, which were 

challenges to their independent prescribing role. They identified that GP practices were 

different in terms of their processes, such as the booking system, and logistical IT issues that 

required more time to understand. Continuity of practice was a major issue for them as their 

patients, if they had any enquiries regarding their conditions or needed a follow-up, were not 

able to find them easily after their appointments. It also had an impact on the scope of practice 

of IPPs as one participant highlighted the inability to develop it to include insulin prescribing 

for diabetic patients as it required regular monitoring.   

‘… the patient may not be able to see me the next day or the day after, 

because I'm only there maybe once a week or once a fortnight’ IPP6. 

 

Although some participants believed that working as IPs across multi-GP practices 

provided them with good relationships with other HCPs, a few participants highlighted the 
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difficulty in building relationships with other professionals in each GP practice as a barrier. 

They added that they were not able to keep regular contact with them due to being there for 

only a day or less per week.     

‘I guess the relationships aren’t as good as they could be if I was just based 

in one practice every day.’ IPP3. 

 

5.5.2.2.3. Indemnity insurance  

One of the major barriers identified by most participants was indemnity insurance for 

their IPP practice. A few participants identified the difficulty in sorting out their indemnity 

insurance at the beginning of their role as a barrier. In addition, a lack of clarity about indemnity 

and what IPPs were allowed to prescribe was another barrier to most participants. This was 

despite the fact that all participants had been told by their employers (HBs or GP practices) 

that they were fully insured, provided they were prescribing within their scope of practice. 

However, most participants indicated that they would like to have more information and 

clarification about their indemnity insurance to prescribe effectively. Some indicated that due 

to the lack of clarity with their indemnity insurance, particularly with the development of their 

scope of practice over time and its variation across different GP practices, their prescribing 

rate decreased. They felt frustrated and cautious since they were worried about prescribing 

for conditions out of their original scope of practice although they felt confident to do so, 

particularly for patients with multiple comorbidities. As a result, they asked GPs to prescribe 

for such conditions.  

‘I’m more likely to prescribe less cos I’m worried about whether or not I’m 

indemnified to do it.’ IPP2. 

 

A few participants divulged that although indemnity insurance changed in 2018 to be 

through the Welsh Risk Pool, it was still not clear due to the lack of information. Therefore, 

most participants were paying for their own indemnity insurance to ensure more protection for 

their IPP practice and avoid issues and conflicts with HBs and GP practices.     

‘I’m paying a lot of money at the moment as, as extra indemnity.’ IPP3. 

 

5.5.2.2.4. Number of IPPs  

Although the number of IPPs was increasing over time, most participants indicated that 

there were still insufficient numbers within the GP practice. They added that there was only 

one IPP in a GP practice or none. In addition, IPPs usually work in multiple GP practices within 

different therapeutic areas as their number was inadequate. This has increased the pressure 
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on them, which they believed was a barrier. In contrast, a few participants believed that the 

current number of IPPs was reasonable within a GP cluster as they had different scopes of 

practice and met regularly to discuss clinical conditions. 

To avoid being isolated, most participants highlighted the need for more IPPs to 

directly support each other and develop their role, particularly for IPPs who were working in 

one GP practice. A few indicated that recruiting more IPPs depended on GP practices as 

some were willing to train more and others were not.  

‘I think it’s different everywhere I work at the moment, because … some 

surgeries seem to have grasped the opportunity and are trying to get as 

many paths as they can, and then others … are a little bit slower to take up 

the opportunity.’ IPP5 

 

5.5.2.3. Relationships 

This theme has five sub-themes that were related to the relationships of IPPs within 

their role, as presented in Figure 44. 

 

 

  

Relationships
Awareness and 
acceptance of 

the role

Work 
relationships

Support for the 
role

Clinical 
supervision of 

the role

Feedback from 
patients

Figure 44 Sub-themes within the relationships of IPPs’ theme. 
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5.5.2.3.1. Awareness and acceptance of the role  

The lack of independent prescribing role awareness by patients and other HCPs was 

highlighted by many participants regardless of being either employed by HBs or GP practices. 

There was a lack of clarity of the role as some participants identified scepticism from GPs, 

patients, and others about their impact, capabilities, and types of services that they could 

provide. For example, some IPPs were asked by other HCPs or patients to provide 

prescriptions for medical conditions that were out of their scope of practice, as they thought 

IPPs were capable of doing that. Another example was related to patient’s perception, 

whereby they believed IPPs were ‘chemists’ who would only discuss their medications. They 

added that this usually occurred when receptionists call patients to make an appointment with 

them without explaining their role and the reason for seeing an IPP beforehand. The 

participants felt uncomfortable about these issues, particularly when they started their 

independent prescribing role. Some participants were also dissatisfied with the lack of national 

guidance or a clear job description on how IPPs’ should be working. They believed that such 

guidance could help IPPs and others to understand their role. However, they believed this has 

changed over time due to the positive impact they have had on their patients. They stressed 

the importance of increasing the public, patients, and other HCPs' understanding and 

awareness of the role by advertising it. This would also allow patients to consider them as a 

useful option to seek advice regarding their health issues, instead of going to their GPs. Only 

one participant identified that the independent prescribing role was advertised as posters were 

displayed within the GP practice. 

‘We have got in the surgery posters on display who I am, what my role is, 

and they are told before they book with me as well that I’m a pharmacist.’ 

IPP10 

 

While most participants indicated that their independent prescribing role was generally 

accepted, a few felt that some GPs did not initially accept their role as they were not open to 

having them in their practice. They believed this might be related to their lack of understanding. 

As a result, they highlighted the need to promote their independent prescribing role by WG to 

increase HCPs and public acceptability.  

5.5.2.3.2. Work relationships 

The participants highlighted their work relationships with other HCPs and patients. 

They had a lot of contact with GPs, nurses, other HCPs, and patients, which most believed 

resulted in building good relationships with them. This relationship developed over time by 

getting more experience as an IPP. They added that good relationships with other IPs, 
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including GPs, helped to facilitate patients’ referral to them and vice versa. They also felt 

respected and important within the multidisciplinary team, which fostered a team ethic and 

improved patients’ access to efficient and safe services. They felt that having different 

professionals within the team who have different skill sets helped to encourage learning from 

each other and sharing experiences. In contrast, a few participants indicated that it was 

challenging to build relationships with other HCPs at the beginning of their role due to the lack 

of recognition, which has changed as they provided their independent prescribing services. In 

addition, some participants who were employed by their HBs to work in a GP cluster believed 

that their relationships with other HCPs were still limited since they were working in many GP 

practices, which they identified as a barrier.    

Many participants believed that the benefits of their role to other HCPs contributed to 

having a good relationship with them. They indicated that the role helped other HCPs, 

particularly GPs, to markedly decrease their workloads by sharing some of their duties, such 

as running clinics, medication reviews, and managing hospital discharge letters. This helped 

GPs by relieving some pressure on them, allowing them more time to deal with their other 

duties, and freeing up more appointments for complex medical conditions. Some participants 

also indicated that they were responding to GPs and other HCPs’ enquiries about patients or 

their medications, such as drug interactions, which GPs usually had no experience with. They 

were also responding to medication enquires raised by HCPs from hospitals as they were a 

point of contact between primary care (GP practices) and secondary care settings (hospitals). 

They added that other HCPs' feedback on their role was highly positive since IPPs helped 

them within areas that they felt inexperienced and IPPs were experts within their scope of 

practice. This allowed them to see many complicated conditions within their scope of practice, 

which led to an appreciation of their role, particularly by GPs as they felt IPPs complemented 

them. They believed that this reduced referral of patients to hospitals that GPs were unable to 

manage as they referred those patients to IPPs within their scope of practice.  

‘‘They now don’t send that patient to secondary care … they now refer the 

patient to myself for diagnosis and assessment.’ IPP6 

 

The feedback of other HCPs to the participants was obtained ad hoc and not gathered 

in a formal manner. Most participants stressed that feedback should be gathered in a more 

formal way in order to identify any areas for improvement. Only one participant identified that 

there was formal feedback by the GP practice team that was conducted through online 

questionnaires, which was highly positive.       

‘As a team, where I work, we’ve sent out a smart survey to all the GP 

practices who have a pharmacist working there prescribing and the 

feedback we’ve had from them has been very positive with them expressing 
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that the pharmacist has meant that they can … some GP capacity because 

of the pharmacist being able to see a patient instead of them. And they also 

value their knowledge that the pharmacists have.’ IPP11 

5.5.2.3.3. Support for the role 

The participants’ views regarding the support of their independent prescribing role from 

different parties were described in the interviews. Many participants indicated that the support 

from HBs involved their commitment to fund their independent prescribing sessions per week. 

Support of HBs or GP practices by allowing most participants to choose their main scope of 

practice was another facilitator that encouraged them to obtain the independent prescribing 

qualification. As identified by most participants, the support of HBs and GP practices was also 

evident whilst undertaking the independent prescribing course and further training to develop 

their skills during the working week. However, a few participants highlighted that HBs allowed 

many of their employed pharmacists to undertake these courses and training, compared to 

pharmacists who were employed by GP practices who were less supportive as there was no 

replacement for them to backfill their duties during their training. Nevertheless, a participant 

who was employed by a teaching GP practice emphasised they received high support:  

‘… when I first went into the role, it was just type 2 diabetes that I did … So, 

cos my practice is a teaching practice, I’ve had a lot of support in terms of 

tutorials, and I’ve been given time to go on courses, role play and stuff like 

that to expand in- so the latest one I did was mental health, so anxiety and 

depression. So, I’ve had numerous tutorials and time spent on that.’ IPP4  

 

Support from other HCPs, including their DSMPs, GP leads, GPs, and nurses, was 

also identified by most participants, which they believed facilitated their role. Their support 

involved providing IPPs with advice and responses to their enquiries regarding their patients’ 

conditions, particularly by DSMPs during the same clinic time either via the telephone or by 

going to their offices. Some identified that their GP leads supported their transition from other 

sectors to GP practices.  

‘I think almost like a buddy system to start off with is if you get paired up with 

a GP lead … that you can go and ask any questions. I think that would make 

the transition into GP surgery as an IP much more smooth.’ IPP5 

 

In contrast, a few participants expressed a lack of support by other HCPs as they felt 

‘self-reliant’, particularly at the beginning of the role. They indicated that might be related to 

the lack of time as other HCPs were very busy with their responsibilities. In addition, most 

participants lacked communication with other IPPs either within the same HB or other HBs 
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due to their low numbers and lack of time, therefore, they lacked the support of each other. 

Some believed that this could lead to feeling isolated and vulnerable, which they felt was a 

barrier. 

5.5.2.3.4. Clinical supervision of the role 

The clinical supervision of IPPs was mainly related to the participants’ mentoring by 

DSMPs. Although most participants indicated that they easily found DSMPs to train them, a 

few reported that it was difficult to find a DSMP.       

‘I know there’s lots of, of colleagues … would like to do the course, but it’s 

providing the tutor, somebody to tutor them.’ IPP3 

  

Most participants highlighted that they had a positive experience with DSMPs during 

their independent prescribing training. DSMPs also allowed IPPs to shadow them, and they 

also shadowed IPPs to ensure their competence in the role. Some participants added that 

they still had regular meetings with them after they became IPPs to maintain their competence, 

particularly at the beginning of their role, and to develop their scope of practice. They believed 

this provided them with the required clinical supervision and ongoing guidance. 

Many participants identified the need for formal and structured clinical supervision on 

a regular basis to ensure accountability, revalidation, and appraisal, such as GPs and other 

HCPs. Only one participant who was working in a teaching GP practice had yearly appraisals, 

as well as being audited monthly to monitor their prescribing practice. A few participants also 

stated that they regularly audit themselves by collecting consultations in which there were 

prescribing issues and reflecting on it, as this was a requirement of their employers (HBs) to 

improve their patient care.  

‘There’s actually no formal clinical supervision … for us as independent 

prescribers. It’s quite vague.’ IPP11 

 

5.5.2.3.5. Feedback from patients 

All participants stated that their patients reported very positive feedback and were 

highly satisfied with their role due to the many benefits offered to them. For example, it 

provided quicker and easier access to treatment, as IPPs were more flexible compared to 

GPs, and longer appointments to discuss their conditions and medications in detail. In 

addition, patients felt more aware of their conditions and medications, as they had more time 

to ask questions, and were involved more in making decisions about their management plan. 

This led to positive changes in their patient’s conditions and improved safety and quality of 

care.  It also helped in building a good relationship with patients who sought their advice again. 
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‘…they tend to just come and see me about that problem because we’ve still 

got a good rapport and relationship with them…’. IPP4 

 

The feedback provided by patients was obtained informally as it was provided verbally 

to most IPPs after consultations. Only a few participants collected patient feedback through 

questionnaires. Therefore, all participants believed that the current patients’ feedback was not 

enough and there was a need to obtain more feedback to help in developing the role. This 

was to understand their patients’ exact opinions, which could provide constructive feedback.   

‘Yeah, all the feedback I’ve had has been good, but I suppose they wouldn’t 

necessarily feed it if it was bad to me … because if they thought I was 

rubbish, they probably wouldn’t say, but if you gave them a questionnaire, 

then they would.’ IPP3 

 

5.5.3. Summary of the findings  

The summary of the findings of the three themes is as follows: 

- The participants’ IPP role was mainly related to chronic conditions within therapeutic areas 

of high demand in primary care and a few of them extended their scope of practice to 

include minor acute conditions.  

- The IPPs’ role has developed over time with having more experience and support from 

their HBs and GP practices. This support helped to increase their confidence and 

expanded their main scope of practice to relevant clinical areas.  

- All participants were satisfied with their IPP role as they recognised the positive impact of 

their role and its benefits to patients, other HCPs, as well as for themselves.  

- However, there were some challenges related to the IPPs’ role that many participants 

highlighted, which were as follows:  

§ There was a lack of a national guideline, plan, or framework to guide IPPs when 

they start their prescribing role. In addition, the process of expanding their scope 

of practice was long, difficult, and lacked guidance in finding courses and training. 

§ High workload due to independent prescribing responsibility and other time-

consuming duties.  

§ There was a lack of continuity and work relationships when working across multi-

GP practices. 

§ The funding provided for the role in terms of its remuneration and development by 

undertaking training and courses for the role was still inadequate.  

§ The indemnity insurance was not clear, which made them uncomfortable to 

prescribe medications, particularly in the expanded scopes of practice.    
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§ They lacked support from other IPPs as their numbers were still low, and a few 

stressed the need for more support from other HCPs.    

§ There was a need to promote the IPPs’ role to increase the public, patients, and 

other HCPs’ understanding, awareness, and acceptance of this role. 

§ There was a need for more clinical supervision and guidelines for the role. 
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5.6. Discussion 

The role of IPPs has expanded in the last two decades and they play a vital role across 

many settings of healthcare across England, Scotland, and Wales (GPhC 2019). IPPs practise 

their independent prescribing for any condition within their personal clinical competence and 

scope of practice. This empirical study explored the views of IPPs on their role as IPs working 

in GP practices in Wales. This section will discuss the findings in relation to the literature and 

will highlight the strengths, limitations, and recommendations of the study.      

Based on the findings of this study, the roles of IPPs within GP practices in Wales are 

mainly related to managing patients’ chronic conditions and related medications. Most run 

clinics to manage and monitor patients’ conditions, as well as regularly review their 

medications. Their role also included addressing questions posed by patients and other HCPs, 

particularly about medications. This is consistent with the literature that highlighted the role of 

pharmacists in running clinics to manage patients with chronic conditions. For example, Bruhn 

and colleagues (2013) reviewed the role of pharmacists in managing chronic pain in primary 

care in England and Scotland as a pharmacist-led clinic role. The trial focused on the 

effectiveness of pharmacists in reviewing patients’ medications by using telephone services 

in six GP practices. Pharmacists improved the Chronic Pain Grade (CPG), and this proved 

the benefits of their role to patients with chronic pain. Other studies that were conducted by 

Bowron and colleagues (2011), Gerard and colleagues (2012), and Hill (2014) have also 

shown the ability and effectiveness of IPPs in running clinics to manage patients with chronic 

conditions that were reported by the IPPs’ who participated in these studies, such as type 2 

diabetes, hypertension, rheumatology, hyperlipidaemia, pain control, and addiction 

management. Each study proved that IPPs have the skills and competence to provide 

healthcare services to their patients and improve their access to treatment, which is consistent 

with the aim of introducing this role in 2006 in the UK (in 2007 in Wales) (DOH 2006). Bowron 

and colleagues (2011) used a retrospective data analysis of the metabolic targets and weight 

of patients managed by only one IPP in secondary care settings in England, compared to 

those managed by a doctor. Gerard and colleagues (2012) and Hill's (2014) studies collected 

data based on the views of their participants in primary care settings in England and Scotland, 

respectively, which were not showing the actual effectiveness of IPPs in the management of 

their patient’s conditions. As a result, further research should be conducted to examine the 

ability and effectiveness of IPPs. All of the identified studies above in the literature were 

conducted in the UK but not in Wales. Additionally, all of these studies were based in 

secondary care settings, except Gerard and colleagues’ (2012) study which was conducted in 

GP practices. Only a few participants in this study expanded their scope of practice to include 



 
 

 - 183 - 

acute medical conditions. Those participants were employed by their HBs, and it seems like 

these HBs were using the IPPs’ services to overcome the shortage of GPs in these areas 

following the WG Plan (Welsh Government 2015). In the study conducted by Tonna and 

colleagues (2010), they identified that IPPs were being incorporated into chronic patient care 

alongside their acute medical conditions’ scope (prescribing of antimicrobials), thereby leading 

to their expanding role in health care. Although this study was conducted in secondary care 

settings, it may indicate the capability of IPPs to also run acute condition clinics for their 

patients. However, it must be acknowledged that this study was published in 2010 when 

independent prescribing was in its infancy. IPPs may have the capability to provide a highly 

beneficial service in acute conditions, and this needs more focus from HBs and GP practices 

to encourage IPPs to develop their scope of practice. There is also a need for further research 

that aims to investigate the scope of IPPs’ practice in primary care across all of Wales and the 

UK in general to understand their common therapeutic areas of prescribing within this sector. 

This empirical PhD study observed the shift in the role of IPPs as experience was 

gained, whereby there was a natural progression from their original single therapeutic area to 

multiple areas of expertise, particularly chronic medical conditions, such as pain and sleep 

management, to managing several other conditions, such as depression. The IPPs in this 

study indicated that primary care settings allowed IPPs to run a wider range of clinics, which 

made their role highly flexible and varied when compared with IPPs’ role in secondary care 

settings. With IPPs working in various clinics across primary care, they indicated that their 

skills have been put to effective use. Moreover, their scope of practice expanded significantly 

with their incorporation into GP practices compared to the IPPs' role in secondary care. 

Additionally, their role as IPPs across GP practices provided more exposure to patients and 

other HCPs also working in these settings, than working as IPPs in secondary care. This was 

consistent with the GPhC report (2016) which indicated that the extension of the scope of IPPs 

was influenced by the variety and difficulty of medical conditions in GP practices that 

encouraged IPPs to extend their scope of practice to cope with it.   

The perceived feedback from other HCPs and patients on the IPPs’ role was positive 

as stated by the participants of this study. They believed that this positive feedback was due 

to the benefits that their independent prescribing role provided to other HCPs, patients, and 

GP practices. Most participants believed that their role helped GPs to reduce their workload 

relating to the management of patients’ conditions. There have been increased workloads on 

GPs owing to staff shortages (Smith 2018). As GPs were overworked, the role of IPPs was 

one of the solutions to overcome this issue in primary care in Wales. The findings demonstrate 

that IPPs have been able to develop their practice to address chronic conditions, medication 

reviews, and run various clinics. As a result, the pressure on GPs was believed to be reduced, 

which enabled them to divert their focus onto their other duties. This has been reported in the 
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study conducted by McCann and colleagues (2012a), which indicated that the IPPs’ role 

allowed GPs to spend more time with complex patient cases out of the IPPs’ scope of practice. 

Alshehri and colleagues (2023) conducted a recent study exploring the role of IPPs (n= 13) in 

GP practice in England using semi-structured interviews as presented in the Literature Review 

Chapter (Chapter 2, Section 1.2.5). Most participants in this study highlighted that their 

prescribing role was also highly recognised and appreciated by other HCPs, particularly GPs. 

Some participants from the general public in the MacLure and colleagues (2013) study in 

Northern Ireland, as well as GPs in the McCann and colleagues (2012a) study in Scotland, 

believed that IPPs were able to provide high-quality care to their patients within their clinical 

area of practice. Moreover, the reported perceived benefits by GPs in McCann and colleagues’ 

(2012a) study of the role were the reduced waiting time across GP practices. Similar findings 

have also been reported by the participants in this PhD study.  

This study also indicated that IPPs improved other HCPs’ knowledge, particularly 

about medications, that allowed them to educate their patients. This has helped to improve 

working within the multidisciplinary team, as well as sharing knowledge between team 

members. All these benefits have been reported in the literature by Stewart and colleagues 

(2011), McCann and colleagues (2012b), and Hill (2014). Moreover, this study noted that their 

IPP role in GP practices enabled them to build a better rapport with their patients and helped 

to improve their patients’ care. In addition, the role helped IPPs to use the skills that they 

already have more effectively. This is consistent with the study conducted by Courtenay and 

colleagues (2017), in which participants felt that their skills were put to better use and the 

quality of care had improved (Courtenay et al. 2017).   

Other findings from this PhD study include that their role as IPPs has helped to improve 

the general public understanding of their role. This had a positive impact on IPPs as it helped 

to improve the image of the pharmacy profession and increased job satisfaction. The literature 

also highlighted job satisfaction and the development of the pharmacy profession as benefits 

of the role. Alshehri and colleagues (2023) revealed that most IPP participants were highly 

satisfied with this role within GP practices. Similarly, Stewart and colleagues (2019) surveyed 

the pharmacy workforce in Scottish GP practices (n= 393; response rate= 83%) and found 

that 69% of them were IPPs (almost two-thirds of them were currently prescribing). Most 

participants reported a high level of job satisfaction, highlighting their role in the management 

of chronic conditions and medication reviews. They also believed this has contributed to 

improving patient outcomes and alleviating GP workloads.   

Additionally, there has been improved communication between primary and secondary 

care settings as IPPs handle medication queries and discharge letters from hospitals. This is 

in line with the literature since pharmacists have a vital role in preventing or reducing 

medication discrepancy during the transmission of care to primary care after being discharged 
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from hospitals (Johnson 2015). As reported in the WHO report (WHO 2019), between 25% to 

80% of discharged patients from hospitals had medication discrepancies. This role that 

pharmacists, particularly IPPs, can provide may have a beneficial impact on reducing this 

discrepancy including evaluating the appropriateness of using medications for their patients, 

communicating with other HCPs regarding their patients’ medications, and updating their 

patients’ medical record information (Mantzourani et al. 2014; Johnson 2015). Moreover, as 

reported by some IPPs in this study, their role may have provided a positive cost-effective 

impact on their GP practices compared to other HCPs. This was because they had more 

knowledge of medications compared to other HCPs, which enabled them to prescribe 

medicines more efficiently and only when required. This finding contrasts with the results of 

Latter and colleagues’ (2012) paper that showed the cost of prescribed medications by IPPs 

was rated inappropriate and considered high. However, in that study, data were collected from 

only nine primary and secondary healthcare settings in the UK and the exact locations of data 

collection were not transparent, which may make the findings ungeneralisable across the UK.     

The participants in this empirical PhD study reported some enablers to their prescribing 

role. Initially, the availability of prescribing courses across Wales and initial funding by the HBs 

and WG allowed many pharmacists to undertake the role. This was followed by continued 

funding from their HBs and the WG, as well as support and a good relationship with GPs and 

DSMPs. Those participants highlighted that this continued support enabled them to expand 

their scope of practice. This was consistent with the findings of a national survey conducted 

in Wales which elaborated on numerous factors that were essential for successfully 

implementing and continually developing non-medical prescribing. These included 

organisational procedures (such as funding), visible outcome benefits, strong management, 

clear demarcation of roles, support of HCPs, and strategic fit between IPPs and existing 

service provision (Courtenay et al. 2018). As indicated in this study, the WG and HBs were 

providing continuous funding and support for the IPPs’ role due to its visible benefits, which 

are considered parts of the organisational procedures that were identified in Courtenay and 

colleagues’ study (2018). Self-motivation, previous experience, and appreciation of their 

prescribing services were found in this study, which allowed IPPs to be capable of managing 

many therapeutic areas in their role. With improved public recognition and understanding of 

IPPs, as reported by some participants in this study, the public may have started considering 

IPPs for the management of their ailments and not only GPs. This serves as positive feedback 

for IPPs and stakeholders as it indicates stronger potential for the future of IPPs in GP 

practices. Additionally, IPPs have gained recognition and positive feedback from other HCPs 

and patients concerning their roles in managing chronic conditions. Positive patient feedback 

and satisfaction served as a strong enabler to the role of IPPs, which has also been reported 

in the study conducted by Stewart and colleagues (2011) that obtained patients’ feedback 
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across primary care settings in the UK. IPPs who were part of the Royal Pharmaceutical 

Society of Great Britain invited their patients to report their views and experiences. Results 

indicated that patients had positive feedback and felt as safe with their pharmacists as they 

did with their GPs (Stewart et al. 2011). Moreover, patients were supportive of the role of IPPs, 

and they were satisfied with the communication, services, and appointment timings. However, 

the findings of this study may not represent the whole population's views since the response 

rate was low. The paper was also published in 2011 which is over 10 years ago, and so patient 

views may have changed during this time. A more recent scoping review conducted by 

Famiyeh and McCarthy 2017, highlighted similar findings regarding the patients' opinion of the 

prescribing role of pharmacists. More recent studies also highlighted the same enablers to 

their role (Fisher et al. 2018; Graham-Clarke et al. 2021; Graham-Clarke et al. 2022). 

However, with the development of this role in primary care in Wales (Welsh Government 

2015), future research should focus on exploring their views and opinions on IPPs’ services 

in this sector. 

Some challenges were also reported by the participants in the study. The most 

reported challenges were a lack of clarity and framework in developing their scope of practice 

and indemnity insurance. In terms of the development of IPPs’ scope of practice, some 

participants highlighted the lack of guidance and support from GP practice and HBs as the 

main issue that prevented them from expanding their role further. Those participants 

emphasised the need for a national guideline for the role and its development to avoid 

confusion related to expanding their scope of practice. However, this issue has been 

addressed by the recent report published by the RPS in 2022 (RPS 2022), which provided 

guidance to IPPs to expand their prescribing scope of practice as highlighted in detail in 

Chapter One (Section 1.3.4). A few participants also reported a lack of support from some GP 

practices for training courses throughout the work hours of pharmacist prescribers. This has 

also been observed by Weiss and Sutton (2009), although this study was undertaken just after 

the establishment of independent prescribing. The issue of indemnity insurance restricted 

IPPs from prescribing certain medicines although they felt competent to do that, as reported 

by many participants. Many of the participants in this empirical study paid for their own 

indemnity insurance, even though they were insured by their employers (HBs or GP practices). 

This was due to the lack of clarity about what they can and cannot prescribe within their 

workplace insurance. There is no study available in the literature that observed this issue to 

the IPPs’ role. At the time of initial writing, the Welsh Risk Pool (which is a part of the NHS 

Wales Shared Service Partnership Legal and Risk services that provides all Trusts and Health 

Authorities to obtain indemnity against risk) was reviewing their cover for all Trusts and Health 

Authorities, including their employees such as IPPs in GP practices (NHS Wales Shared 

Services Partnership 2019), which aimed to resolve this issue. This was followed by changes 
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in the GMPI scheme in 2019 (NHS Wales 2019), which provided indemnity insurance to all 

medical staff, including IPPs, in GP practice as indicated in the Introduction Chapter (Chapter 

1, Section 1.3.6). 

The findings also identified some other challenges to the participants' role as IPPs. 

However, these challenges were only reported by a few participants. Issues of obtaining 

prescription pads and prescribing numbers were highlighted as initial challenges for a few 

participants who were employed by HBs as they worked in more than one GP practice. 

Additionally, a few IPPs who were employed by HBs lacked continuity of work and 

relationships as they were working across multi-GP practices. The literature did not identify 

such challenges to the role, which may indicate the need for more research to further 

investigate this matter. A few IPPs also indicated that some GPs and other HCPs expected 

them to conduct all GP’s responsibilities since they were unaware of their scope of practice, 

which may require improving other HCPs’ and patients’ understanding and awareness of the 

role, particularly before IPPs start practising. The lack of doctors’ and patients’ awareness and 

understanding of the role was only reported in two studies in the UK (Weiss and Sutton 2009; 

McCann et al. 2012b) and one study in Canada (Perepelkin 2011), which may be considered 

outdated. Many IPPs in a recent study conducted by Alshehri and colleagues (2023) also 

highlighted a lack of understanding as a major challenge although their role has increased 

patients' access to healthcare services and enhanced their quality of care. A few IPPs 

expressed that some patients would still like to see a GP for a further consultation due to the 

lack of confidence and understanding of their role and capability. As a result, there is a need 

for a new study aiming to explore the public, patients, and HCPs’ awareness and 

understanding of the role. Additionally, IPPs reported not being compensated enough for their 

prescribing services. The lack of appropriate remuneration for IPPs’ services in GP practices 

was not reported in the literature, as this challenge was only identified in a few studies in 

secondary healthcare settings in Canada (Isenor et al. 2018; Waite et al. 2018), Australia 

(Vracar and Bajorek 2008), and Scotland (Tonna et al. 2014). Although the WG provided 

continued funding for the role over the years, as highlighted in Chapter One (Sections 1.1.4, 

1.2, and 1.3.2), more financial support might be needed in order to increase the utilisation of 

this role in GP practices. A few IPPs found it difficult to obtain doctors as mentors at the start, 

as well as a need for more clinical supervision for the role. This has been also noted in the 

study conducted by McCann and colleagues (2012b), which identified a lack of mentor support 

for some IPPs, which was serving as a barrier to their role (McCann et al. 2012b). However, 

the new changes in the NMIPs’ Competency Framework in 2019 allow HCPs, other than 

doctors, who are IPs and have met the criteria; known as DPPs (Chapter 1, Section 1.3.4), to 

mentor pharmacists during their training to overcome this issue. Nevertheless, the literature 

lacked a study exploring the role of DPPs and their impact on pharmacists. Finally, a high 
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workload was identified by a few participants, which was related more to the high levels of 

paperwork that they had to do during their prescribing role. The studies that highlighted this 

challenge were related to IPPs’ role in secondary care settings in England (Bourne et al. 2016; 

Hindi et al. 2019; Graham-Clarke et al. 2022), which indicates the necessity of conducting 

further research to explore this issue in primary care. 

5.6.1. Strengths and limitations of the study 

Interestingly, during the data analysis of this study, only one theme was identified from 

the inductive approach. This may reflect the time and effort in developing the interview 

schedule by the researcher with the supervisors and experts working in the field.  

This study collected data using a qualitative method. Although this study aimed to also 

conduct focus groups to collect data, it was difficult to arrange due to the inability to find 

suitable opportunities for participants to be in the same place at the same time. This may be 

related to the small study population distributed across Wales, and being busy with work and 

other life responsibilities, which were known as one of the barriers to conducting focus groups 

(Green and Thorogood 2018). However, semi-structured interviews, with twelve IPPs, were 

conducted. Although the number of interviews may seem low, it may represent 15 to 18% 

(12/68) of the study population who were using their prescribing qualification. In addition, 

saturation was reached as no new information was added over the last two participants, which 

indicates that there was no need to conduct more interviews (Krueger 1998). The qualitative 

approach provided detailed and deep information about a phenomenon (Bowling 2014), 

allowing the aim of this study, which was to explore the views of IPPs regarding their role in 

GP practices in Wales, to be met. The semi-structured interviews were conducted over the 

telephone, which lacks face-to-face communication that could help in building a rapport with 

participants to obtain more details (Flick 2018). This may lead to telephone interviews being 

shorter compared to face-to-face interviews. However, this does not seem to have been an 

issue with interviews lasting between 39 and 74 minutes. As highlighted in Chapter Three 

(Section 3.7.3.3), the virtual interview approach might be a suitable alternative to the 

telephone method as it may help improve the rapport with participants (Sah et al. 2020). 

However, virtual interviews became common practice over the last four years (Sah et al. 

2020), which was after this study was conducted.    

5.6.2. Recommendations  

As this study is the first in Wales to explore the views of IPPs in GP practices, the 

findings that were fed back to the relevant stakeholders might have informed the development 

of this role. It identified some challenges at the time of the study to the role of IPPs, such as 

the indemnity issue, insufficient funding support, and lack of a policy or framework to guide 
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IPPs on how to extend their scope of practice. Additionally, IPPs need to receive ongoing 

feedback from other HCPs to continually improve their quality of care in primary care settings 

and encourage HCPs to support them more. Therefore, future work should focus on exploring 

the views of the other HCPs who work with IPPs regarding their role as prescribers. This might 

be done by conducting a qualitative study with other HCPs about the role of IPPs in GP 

practices to have in-depth and detailed information.        

5.7. Conclusion 

The study explored the role of IPPs working within GP practices in Wales. IPPs were 

interviewed using a semi-structured interview approach. Using data collected from 12 IPPs, 

three themes were identified in relation to their role as an IPP. The findings identified IPPs’ 

professional identity, relationship, and practicalities and logistics related to their role. The role 

of IPPs has changed to include more therapeutic areas since its initial implementation, which 

included running clinics, reviewing patient medication, and responding to queries of patients 

and other HCPs. The IPPs in this study identified that their role expanded within the primary 

care sector by getting more clinical exposure to patients, which enabled them to improve their 

clinical expertise compared to the IPPs’ role in secondary care settings. The participants in 

this study also believed that GPs and other HCPs in their work area have benefited from the 

incorporation of their services in primary care settings since it may have helped to reduce their 

workloads. This study served to address the gap in research relating to IPPs’ role in Wales. 

IPPs in this study identified the feedback of other HCPs on their role as beneficial to them. As 

such, the next study aimed to explore the views of other HCPs who work with IPPs regarding 

their role as prescribers.   
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6. Chapter 6 – An Exploration of The Independent Prescribing Role of 
Community Pharmacists in Wales  
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6.1. Introduction  

This study aims to address the third objective in this PhD, which is to explore the views 

of community IPPs, and HB community pharmacy leads (CPLs) regarding the role of IPPs 

within a community pharmacy setting. This chapter presents the rationale, aim and objectives, 

methodology, results, discussion, and conclusion of this study.  

6.2. Study rationale 

Given the increasing pressure and demands on healthcare services in Wales (Local 

Government Association 2018), the WG acknowledged the positive impact of IPPs on patient 

outcomes in primary care (Mansell 2015; Famiyeh and McCarthy 2017; National Assembly for 

Wales 2017; Welsh Government 2018) and emphasised the importance of utilising their skills 

within community pharmacy (Welsh Pharmaceutical Committee 2019). Therefore, since the 

time of the last empirical study (Chapter 5), a strategy was developed by the Welsh 

Pharmaceutical Committee in 2019 for expanding the role of IPPs in community pharmacies. 

This strategy, as identified in Chapter One (Section 1.2) entitled ‘Pharmacy: Delivering a 

Healthier Wales’, included the vision to include at least one community IPP in each community 

pharmacy by 2030 aiming to improve local healthcare services and alleviate the pressure on 

GP practices (Primary Care 2018; Welsh Pharmaceutical Committee 2019). The WG 

financially supported the training of pharmacists to qualify as IPPs, which was directed through 

HEIW, and commissioned their services (Community Pharmacy Wales 2019; Slawther 2019). 

For the first few cohorts of community pharmacists undertaking the course, there was no 

national guidance or specific scope of practice for community pharmacists. However, some 

HBs chose the scope of practice for their IPPs, such as contraception in CVUHB and UTIs in 

CTUHB (Hodson 2019). In other UK nations (as highlighted in Chapter One, Section 1.3.2), 

Scotland implemented this role within this sector in 2020 (NHS National Services Scotland 

2023). England started in 2023 to explore the Independent Prescribing Pathfinders to all ICBs 

aiming at introducing it in 2026 (NHS England 2023). However, Northern Ireland has not 

implemented or planned to adopt this role in community pharmacies yet. 

At the time of the PhD, the role of IPPs in community pharmacy in Wales was very 

much in its infancy, as such there was a lack of research available on this development. To 

help realise the goals of the 2030 Welsh Pharmaceutical Committee’s vision (2019), additional 

research is necessary to understand the enablers and challenges to its implementation, the 

views of community IPPs on their extended role and training, as well as the views of the HB 

community pharmacy leads (CPLs) regarding this role. There are seven CPLs in Wales (one 

in each HB). Their role involves the development, implementation, and monitoring of plans, 

strategies, and pharmaceutical services of community pharmacies within their HB. They are 
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therefore responsible for the strategy for IPPs within community pharmacies in their HB, which 

includes making decisions regarding the role, identifying opportunities for IPPs, 

commissioning their services, and supporting and facilitating their embedding in community 

pharmacies. Therefore, their views would be valuable.   

At the time of this empirical study, research illustrated how IPPs working in various 

settings, such as primary care settings, are providing a wide range of prescribing services to 

their patients (Weeks et al. 2016). As indicated in the previous chapter (Chapter 5, Section 

5.2) most of this evidence is within secondary care, although some are based in primary care, 

including the studies in this PhD (Chapters 4 and 5), which were conducted in GP practices. 

The research identified some challenges to the role of IPPs including inadequate funding, 

restricted access to patient’s medical records, and limited opportunities to develop their role 

(Hill et al. 2014; Bourne et al. 2016). However, they also reported positive outcomes, such as 

increased job satisfaction after they started prescribing (Hill et al. 2014). At the time of writing, 

no research was identified about the role of IPPs within community pharmacy settings in the 

UK or worldwide, except for two studies that were conducted in Canada (Guirguis et al. 2014; 

Mansell et al. 2014). Guirguis and colleagues (2014) used semi-structured interviews with 

pharmacists (n= 38, of which 13 IPPs) to explore the incorporation of their services across 

different settings in Alberta. The findings revealed that community IPPs’ scope of practice was 

very limited to conditions such as oral contraception and they were focusing on selling 

medications rather than applying a holistic patient management approach as in hospitals. 

Similarly, Mansell and colleagues (2014), using a questionnaire approach (n= 125), indicated 

the limited scope of IPPs’ practice in community pharmacies related to managing some minor 

ailments conditions. They identified that patients had better and quicker access to treatment, 

their symptoms improved, and they were not concerned with medications’ side effects with the 

management of their conditions by pharmacist prescribers. Nevertheless, the limited scope of 

IPPs in this sector in Canada may not present the same findings in Wales. Therefore, it is 

unknown if similar or new outcomes and challenges may be revealed that need to be 

addressed to develop the role further. 

6.3. Aim and Objectives 

The aim of this study was to explore the views of community IPPs, and HB CPLs 

regarding the role of IPPs working within the community pharmacy setting. The objectives of 

this study were:  

- To explore the current role of community IPPs.  

- To investigate the views, experiences, and satisfaction of community IPPs regarding 

their prescribing role and the training associated with it.   
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- To investigate the views of CPLs on the role of community IPPs and how the role is 

being utilised and developed in practice. 

- To identify the enablers and challenges to the role of community IPPs and its 
development. 

- To explore the perceived impact of community IPPs’ role on them, workforce, patients, 
and other HCPs.  
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6.4. Methodology 

6.4.1. Overview 

Since this PhD study aimed to investigate the views of community IPPs and HB CPLs 

regarding the role of IPPs within community pharmacy settings, a qualitative methodology was 

deemed to be suitable. Based on the discussion in the Methodology Chapter (Chapter 3, 

Section 3.7), qualitative research methodology was used to conduct this study as it aims to 

understand the views and experiences of participants. This method could address the ‘what’, 

‘where’, ‘who’, and ‘when’ questions, as well as understanding the world from the viewpoint of 

subjects, to understand the meaning of people’s experiences (Bowling 2014). Semi-structured 

one to one interviews were used to conduct this study. Interviews were held utilising open 

questions within an interview schedule, to keep the discussion within the topic of investigation. 

In the interview schedule appropriate prompts were provided to collect as much in-depth 

information as possible from the study participants (Creswell and Creswell 2018). 

6.4.2. Ethical considerations 

Ethical approval was obtained from the Cardiff School of Pharmacy and 

Pharmaceutical Sciences Research Ethics Committee at Cardiff University for both the 

community IPPs, and CPLs at the seven HBs. For the community IPPs’ interviews, the HB 

Research and Development Offices were not required to approve the study as the potential 

participants were not employed by them. However, as the HB CPLs are employed by HBs, 

the Research and Development Offices at the seven HBs were approached to obtain their 

approval. These Research and Development Offices focus on the capability and capacity to 

conduct studies within their HBs (Welsh Government 2020); five HBs assessed and approved 

the study. These HBs registered this study as a service evaluation that didn’t require NHS 

ethical approval, as per the HRA decision online tool (Chapter 3, Section 3.8.1) (HRA 2017; 

HRA 2019; NHS Research and Development Forum 2021). The other two HBs didn’t respond 

to requests by the researcher, which may be related to the COVID-19 pandemic that started 

during the time of this study.    

6.4.3. Sampling criteria 

The inclusion criteria for this study were community IPPs who had obtained their 

prescribing qualification, irrespective of whether they were using the qualification in practice, 

and the CPLs in each of the seven HBs. Purposive sampling was used since it enables the 

researcher to select participants (community IPPs) who are the most informed about the area 

of investigation and met the inclusion criteria (Krueger 1998). This study aimed to use a 

census approach to recruit all the CPLs in the seven HBs. The recruitment strategy involved 
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the use of gatekeepers to help identify potential participants who met the study characteristics.  

6.4.4. Recruitment strategy  

In North Wales, the CPL of BCUHB, who was known to the research team, was leading 

the development of the pharmacist’s role within primary care (both GP practice and community 

pharmacy based). At the time of the study, this CPL was leading some of the WG’s work on 

the pharmacists’ independent prescribing services in the community pharmacy sector. 

Therefore, this CPL was considered appropriate to be a gatekeeper to assist with recruitment. 

As there was no available list of IPPs who work in community pharmacies in Wales, this CPL, 

along with the course leaders of the independent prescribing courses, who were all known to 

the research team, were asked to act as gatekeepers and approach potential participants. The 

CPL who helped to recruit community IPPs also acted as a gatekeeper to approach the 

remaining HB CPLs. Those gatekeepers were used as they would be able to identify and have 

the contact information of an appropriate selection of IPPs who work in community pharmacies 

in Wales. All gatekeepers for both studies were emailed a copy of the letter inviting 

participation (Appendix 22), participant information sheet (Appendix 23), and consent form 

(Appendix 24) and asked to forward onto potential participants. A reminder email (Appendix 

25) was sent out two weeks after the initial contact. All interested individuals were asked to 

contact the study lead, Saeed Alghamdi, to express an interest in taking part. Interviews were 

conducted at a suitable date and time for the participants. The participants were asked to 

complete and sign the participant consent form before conducting the interview. Relevant 

contact details were obtained to organise the interview.  

6.4.5. Data collection  

The interested individuals were asked to participate in a one-to-one interview. This 

was anticipated to last between 30 and 45 minutes, at a time and date appropriate to them, 

either face-to-face or over the telephone, dependent on location and what was most 

convenient for them. Face-to-face interviews were conducted at a mutually agreed location, 

such as a quiet room close to or within their workplaces. The interviews were audio recorded 

and transcribed ad verbatim immediately after the interview by a university approved 

transcription service. Once quality was assured by the researcher the data were de-identified 

by removing all participant identifiable information to ensure that no individual could be 

identified from the data. The consent forms were signed electronically and returned via email. 

All electronic materials contained personally identifiable information (including the 

electronically signed consent forms), and interview transcripts were stored on a university 

password protected computer, which were kept secure until the end of this PhD plus five years 

according to the Cardiff University policy of data retention (Cardiff University 2020).   
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An interview schedule was developed from information in the literature and stakeholder 

involvement (Appendix 26). The community IPPs' interviews were conducted first followed by 

the CPLs study. The interview schedule of the community pharmacy IPPs' study was 

developed under the supervision of the researcher’s supervisors, with the help of the HB CPL 

who was acting as a gatekeeper. This aimed to ensure that the questions asked were 

understood by the participants and appropriate to the aim of the study. This interview schedule 

was not piloted as it was extensively reviewed by the researcher, supervisors, and the CPL to 

ensure the appropriateness and wording of the asked questions. The interview schedule of 

the CPLs study was developed based on the findings of the community IPPs’ study, which 

was also reviewed extensively by the researcher and the PhD supervisors. Both interview 

schedules involved questions about the scope of practice of community IPPs and its 

development, their views on the prescribing courses and training experience, the impact of 

the role, the enablers and barriers to the role, and the vision for all community pharmacies to 

have an IPP by 2030. Community IPPs were also asked about their motivation to obtain their 

prescribing qualification and utilising it. They were also asked about the usefulness of the 

independent prescribing university course content on a scale of 1 to 10 score where 1 was the 

lowest and 10 was the highest score. This type of question was used since it allows for a 

comparison between the provided opinions by the participants compared to just a simple yes 

or no answer. CPLs were also asked about the available and future strategic plans for the role 

in HBs, as well as their strategies to implement the 2030 vision.  

6.4.6. Data analysis  

Transcripts were analysed through both deductive and inductive thematic analysis. 

Detailed information regarding the thematic analysis process was presented in Chapter Three 

(Section 3.10). The same thematic analysis approach and involvement of the researcher’s 

supervisors utilised in Chapter 5 (Section 5.4.6)  were also employed in this study. This was 

to ensure the consistency of the research process and maintain the trustworthiness of the 

findings.  
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6.5. Results 

A total number of thirteen community IPPs from four HBs were interviewed, of which 

five had already started practising as prescribers. In addition, out of the five HBs, where 

Research and Development Office approval was obtained, two CPLs responded and 

participated in this study. The length of the IPPs’ interviews ranged from 33 minutes to one 

hour and 4 minutes, nine interviews were conducted via telephone and four face-to-face. Table 

18 presents a summary of the community IPPs’ details and the type and duration of interviews. 

The first community pharmacy lead (CPL1) was interviewed face-to-face with an interview 

duration of 58 minutes (HB 1), while the length of the second community lead’s (CPL2) 

interview was 55 minutes and conducted via telephone (HB 2).  
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Table 18 Demographic information of the community IPPs who participated in this study. 

NB. HBs’ names were coded with numbers to de-identify the participants’ personal 
information. 
 
 
 
 

IPP Scope of practice 
Time since 

being 
qualified as IP 

Prescribing 
status HB Type of 

interview 
Interview 

length 

1 
Otitis media, ENT, 
respiratory, skin & 

minor ailments 
8 months Prescribing HB 2 Telephone 42 minutes 

2 
Otitis media and 
externa, UTIs & 

sinusitis 
2 months 

Not 
prescribing 

yet 
HB 3 Telephone 33 minutes 

3 Sexual Health 3 months 
Not 

prescribing 
yet 

HB 3 Face-to-
face 49 minutes 

4 Asthma & COPD 5 months 
Not 

prescribing 
yet 

HB 3 Telephone 1 hour & 4 
minutes 

5 UTIs, shingles & 
sore throat 4 months 

Not 
prescribing 

yet 
HB 3 Face-to-

face 
1 hour & 2 
minutes 

6 
UTIs, ENT, sore 
throats & Otitis 

media and externa 
1 month 

Not 
prescribing 

yet 
HB 4 Face-to-

face 47 minutes 

7 Minor ailments 1 week 
Not 

prescribing 
yet 

HB 2 Telephone 41 minutes 

8 
Pain management 

& addiction to 
prescribed 

medications 

5 months Prescribing HB 3 Face-to-
face 42 minutes 

9 Minor ailments & 
Hypertension 8 months Prescribing HB 2 Telephone 36 minutes 

10 
Respiratory 
conditions, 

hypertension & 
minor ailments 

1 month 
Not 

prescribing 
yet 

HB 2 Telephone 1 hour & 2 
minutes 

11 Minor ailments 3 years Prescribing HB 1 Telephone 27 minutes 

12 Respiratory 
conditions 4 years Prescribing HB 4 Telephone 46 minutes 

13 Sexual Health 2 months 
Not 

prescribing 
yet 

HB 2 Telephone 1 hour & 1 
minute 
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6.5.1. Themes  

The analysis of the community pharmacy IPPs and CPLs interviews was conducted 

and presented separately as follows: 

6.5.1.1. Themes of the community pharmacy IPPs’ interviews  

Three themes were identified from the data via the use of both deductive and inductive 

thematic analysis (no new themes were identified by the inductive approach). These themes 

have sub-themes as illustrated in Figure 45, detailed information on these themes and their 

sub-themes are presented in the following sections. As IPPs who had already started to 

provide a prescribing service were still very much at the beginning of their journey in the 

community pharmacy sector, very similar themes were identified from their data compared 

with data obtained from IPPs who had yet to start. As such, the themes generated from both 

groups are presented together to avoid repetition in the findings. However, any difference in 

opinion between those who were practising and those who were still waiting to practise, is 

indicated in the text within the relevant themes. Appendix 27 presents a colour-coding of a 

portion of the transcript that was obtained from an interview illustrating the thematic analysis 

approach, while Appendix 28 shows the employed approach to identify and arrange the final 

sub-themes and themes with examples of quotes and used codes.  

 

Figure 45 Themes and sub-themes of the community pharmacy IPPs thematic analysis. 

1- Drivers to obtain the 
independent prescribing 

qualification

Intrinsic drivers

Extrinsic drivers

2- Education and training

Independent 
prescribing course 

experience

Training experience 
with DSMPs

CPD

3- The role of IPPs in 
community pharmacies

The role in community 
pharmacies

Evidencing 
competence

Scope of practice

Access to GP records

Workload

Support

Acceptance of the role
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6.5.1.1.1. Drivers to obtain the independent prescribing qualification in community 
pharmacies  

Both intrinsic and extrinsic drivers were identified that encouraged pharmacists in 

community pharmacies to train and qualify as IPs.   

6.5.1.1.1.1. Intrinsic drivers  

The intrinsic drivers for pharmacists to obtain this qualification stemmed from personal 

interests. Some expressed that they were inspired by other colleagues who had become IPPs, 

as well as identifying it as a new career challenge, doing something different than their 

previous role. Most IPPs identified that they desired to do a clinical role and felt it would be 

more useful. They also believed that this new role would help improve their profession by 

developing their knowledge and skills, which could lead to more job satisfaction. 

‘We need to move away from being checkers. At the moment we’re just 

checking machines, aren’t we? We just stand and check all day and get 

wheeled out onto the counter for a consultation if someone wants to buy 

Viagra, which is very sad.’ IPP9 

  

A few participants who own their community pharmacies qualified as IPPs due to 

financial benefits that may help keep their businesses solvent.  

‘It’s my own business and I got to run the business efficiently, ethically, and 

financially profitable. So, training as an IP seemed the next logical step.’ 

IPP6 

  

6.5.1.1.1.2. Extrinsic drivers  

There were extrinsic factors that encouraged some participants to do this role. A few 

participants indicated that a change in the way that community pharmacies are remunerated 

from more traditional services (e.g., dispensing) to clinical services, including independent 

prescribing, drove them to undertake the training. 

‘Also, our remuneration has been reduced in the dispensary and … that they 

were wanting to see more community pharmacists working in a clinical 

setting within the community pharmacy.’ IPP5 

     

Another major driver was the funding and support from HBs across Wales for the 

majority of participants to undertake the independent prescribing course and the new Welsh 

Pharmaceutical Committee (2019) vision. Some participants believed it was better to start 

their training as IPs instead of following their colleagues later. The opinions of most 
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participants about this goal were positive since they believed that the WG and HBs are 

determined to achieve it due to the positive impact that this role would provide. This included 

providing more patient access to treatment, relieving pressure on GPs, and improving their 

pharmacy profession. 

6.5.1.1.2. Education and training  

This theme illustrates the participants’ experiences of their independent prescribing 

education and training. Three subthemes were identified, which are their experience of the 

independent prescribing course, their training experience with DSMPs, and their CPD.    

6.5.1.1.2.1. Independent prescribing course experience  

This sub-theme highlights the participants’ experience of the taught part of the 

independent prescribing course. The participants evaluated the usefulness of the content of 

the independent prescribing university course on a scale of 1 to 10 (1 was the lowest and 10 

was the highest score). Most participants evaluated the course as 10, while a few IPPs gave 

it 7 or 8 (the average rate was 8.9). This indicated that most participants had an overall positive 

view of the course; they felt it was useful and comprehensive.  

‘[It] did help me to have a better understanding of the evidence base 

guidelines, and the various types of international guidelines as well as … 

NICE and SIGN and BTS guidelines.’ IPP10 

 

It was explored why the participants gave such a score, which was mainly related to 

the useful parts of the course. This included workshops that aimed to develop their physical 

assessment (e.g., taking blood pressure, vital signs, and listening to chest and cardiac 

sounds) and consultation skills including history taking, writing a prescription, and 

communication skills. Some participants felt that the course changed their perspective as 

pharmacists to be more clinical and thorough with patients and helped to increase their 

confidence in decision-making and responding to symptoms. 

‘I’d say they had demonstration rooms with dummy patients, so I felt that we 

were covering more of the physical aspects. Even though it was unrelated 

to my personal prescribing, it was good to see the use of different equipment 

and diagnostic tools for the various ailments, so that if I would broaden my 

prescribing practice, it won’t be so foreign to me.’ IPP13 

 

The course also involved legalities around confidentiality, auditing, and responsibilities 

that they needed to fulfil. Some IPPs explained these helped them to know their boundaries 

as IPs in community pharmacies by practising only within their competence and understanding 
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their accountability and limitations. 

‘It gave you tools of you needed and you could apply it to whatever role you 

were doing … even things I hadn’t thought about like all the consent aspect 

of it … when I first went into the course I thought I was going to be one of 

these ones who would be happy to write a prescription for anything, I’m an 

easy going pharmacist and … it did kind of frighten … I will be more careful 

… because of the consequences.’ IPP8 

 

Some participants expressed negative opinion  about certain aspects of the course. 

Their experience was stressful as the volume of material and coursework were high over a 

short time, alongside their full-time work and family responsibilities.        

‘I think you kind of have to view it that it’s going to be intensive 6 months, it’s 

going to put a big strain because you are trying to balance many many things 

going on.’ IPP3. 

 

A few participants expressed concern that their independent prescribing course 

involved other HCPs, which resulted in reduced content of physical assessment skills and an 

increase in pharmacology-based learning. They felt that was a duplication of their pharmacy 

degree. As a result, those pharmacists would have preferred a course more targeted toward 

their clinical needs. 

‘Back to basics just because nurses were on the course, it was like an 

assumption that that wasn’t necessary so even the basic things like, how to 

do a chest examination … take a blood pressure, there were things that I 

then after that learned on the job rather than on the course’ IPP12. 
 

On the other hand, some participants who attended the independent prescribing 

course with only pharmacists highlighted that it involved a high content of assessment skills. 

However, pharmacists within the course were from different healthcare sectors (GP practices, 

hospitals, and community pharmacies) with varied scopes of practice. They felt that the course 

did not therefore cover all of their requirements as it was difficult to provide generic clinical 

assessment materials or separate clinical study days, such as sexual health.      

Other negative comments on course content were the irrelevant lectures, the 

complexity of the university IT platform, the few materials on the Objective Structured Clinical 

Examinations (OSCEs), and the need for more real or simulated patient contact to increase 

their confidence and experience.  
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6.5.1.1.2.2. Training experience with DSMPs  

Most participants completed the practical part of the independent prescribing course 

(90 hours of practice training) in GP practices; a few also spent some days in hospitals. The 

majority believed that this training was the most beneficial part of their course. The overall 

experience with their DSMPs, was positive, allowing them to gain a lot of knowledge and skills. 

For example, their training with GPs helped them to understand their consultation approach 

and communication skills. In addition, GPs shadowed them during consultations and provided 

them with feedback on areas that needed to improve, which they believed increased their 

confidence and prepared them to do the role. 

‘It’s been good training with the GP … So sometimes the GP would agree 

with me [during consultations] sometimes he wouldn’t.’ IPP5 

    

Some other beneficial aspects of IPPs' training with GPs included helping them to 

practise and improve their clinical assessment skills (such as the use of an otoscope to 

diagnose ear infections), gaining more knowledge on ethical aspects, and sharing experiences 

with medical students. Moreover, training with local GPs developed IPPs' relationships with 

them as many were still in contact after the course finished to discuss clinical queries, which 

resulted in increased communication between GP practices and community pharmacies. 

A few participants explained that GPs were seeing a lot of patients with medical 

conditions out of their scope of practice, for example, patients with mental health or 

cardiovascular conditions. Even though these were not in their scope of practice, the 

experience allowed them to learn how the GPs approached the consultations and the way 

they interacted with patients. 

To undertake the independent prescribing course, each participant had to find their 

own DSMP. It was easy for some IPPs to find a local DSMP (GP) as they already had a good 

relationship with them. A few participants indicated that GPs were willing to train them without 

financial benefits. This was mainly due to the previous positive experience of GPs with those 

participants who would provide their services within the same locality. The scope of practice 

of two other participants, which was related to sexual health, helped to easily find DSMPs 

since a HB had a department for this field that was willing to facilitate their training. In contrast, 

some other IPPs had great difficulty in obtaining DSMPs, due to the pressure on GPs to train 

other medical students and IP HCPs. They pointed out that they did not previously have a 

relationship with GPs, which made it challenging, and felt more support was needed to avoid 

that potential risk in the future. 

‘It was hard, I contacted multiple GP surgeries, and it was really difficult to 

find anybody who had any free time to train us ... It would be nice to know if 
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there are surgeries who, doctors who are interested in doing it in the first 

place because I just sort of rang round all the surgeries and blindly not really 

knowing if anybody would be interested so it would be nice to know if there 

was some sort of list … because I wasted hours doing that. IPP7 
 

Some participants did not spend all of their training time with GPs and trained with 

ANPs and INPs. These participants completed 60 hours of their training with GPs and 30 

hours with ANPs or INPs, directed by their independent prescribing course provider. They felt 

these practitioners had similar experiences with the independent prescribing course and 

training, therefore, they understood the challenges of training as an IP more than a GP. ANPs 

and INPs provided them with increased exposure to relevant patients as they were specialists 

within the same area of clinical practice, which they believed was beneficial. They also 

provided IPPs with different styles of consultations, more clinical assessment skills, more 

knowledge within the same scope of practice, and support. 

‘Advanced practitioners were more my kind of scope so I could learn a lot 

more about all the different ailments and what to look for.’ IPP7 

 

Mixed feelings were provided by the participants about the possibility of being tutors 

(DPPs) in the future and training new IPPs. Some participants stated that they would not be 

tutors since they lacked the medical experience and depth of knowledge that doctors have 

built over a long time with a wider scope of practice. Therefore, they stressed that the GPhC 

should not approve this change in tutoring. In contrast, some IPPs believed that once they 

obtain more knowledge, experience, and confidence, they would be willing to undertake this 

role. They added that this would be a good alternative to address the high demand for DSMPs.      

6.5.1.1.2.3. CPD  

This sub-theme relates to the CPD completed by participants after the independent 

prescribing course. Although most IPPs felt comfortable with the topics that they covered 

during their initial training, they indicated that there were always many gaps in their clinical 

knowledge and skills that they needed to develop further. The participants who had started 

their independent prescribing role identified that they read guidelines, completed online and 

face-to-face courses, obtained diplomas, attended learning sessions in GP practices, and did 

further training and shadowing of other expert professionals. They highlighted that this helped 

to expand their independent prescribing scope of practice and proved their competence in 

community pharmacies. A few of those participants indicated that it was easy for them to 

undertake such courses, training, and sessions in GP practices as they used to work in these 

settings or still had a good relationship with them. However, most of these courses were self-
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funded as there was no financial support provided by their HBs. In addition, there was no clear 

clinical supervision for their original and new independent prescribing scope of practice. On 

the other hand, one participant who had yet to start their independent prescribing role 

acknowledged the need to have a plan for CPD that involved arrangements with relevant 

individuals.  

‘I’d have to think about how to do that systematically and sit down with the 

GP and formulate a plan. For example, if I’m going to do dermatology, wound 

care maybe going on further courses and speaking to people in secondary 

care.’ IPP5 

 

An example of the CPD that most participants completed was related to minor illness 

conditions that they commonly see in a community pharmacy. Some participants highlighted 

that their HB directed and funded them to take courses related to these conditions in order to 

develop their scope of practice and had a positive opinion of them. Some participants felt that 

these courses were well-structured, interactive, broad, and clinically intensive, and were 

directed by experienced HCPs with acute illnesses. In addition, these courses focused on 

many aspects, such as major red flags of acute clinical conditions and differential diagnosis, 

which a few participants believed were very useful since the independent prescribing course 

did not focus on these components. Moreover, these courses involved a lot of clinical 

assessment skills that were provided by a variety of expert HCPs, which involved using some 

diagnostic tools.  

‘It [The minor illness course] was excellent ... It was sort of designed by 

nurses and we had a respiratory OSCE exam. So that made us learn how 

to do a respiratory exam from start to finish ... classical examination and we 

had speakers coming to talk to us about acutely ill children, migraine, 

dermatology nurse … a paramedic.’ IPP9 

 

However, a few individuals had a negative view of these courses, including that they 

involved a lot of material over a short time, there were a few repetitions from the independent 

prescribing course, no assessment involved, and no end-of-course certificate that could prove 

their competence. One IPP believed that there was a need for a standardised minor illness 

course that is incorporated within the independent prescribing course to ensure consistency 

of prescribing practice.  

6.5.1.1.3. The role of IPPs in community pharmacies 

This theme provides detailed information on aspects related to the role of IPPs in 

community pharmacies. It consists of seven sub-themes, which are the role in community 
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pharmacies, scope of practice, evidencing competence, access to GP records, support, 

workload, and acceptance of the role.     

6.5.1.1.3.1. The role in community pharmacies 

The participants who had already started their independent prescribing services in 

community pharmacies highlighted some aspects regarding its implementation. Most of those 

participants identified setbacks in the initiation of their role. One reason for this was a delay in 

the commissioning of their independent prescribing role by their HBs, including funding for 

their services and indemnity insurance. A few IPPs added that their current remuneration was 

still low compared to their previous pharmacist role, which they felt was unfair: 

‘There’s a massive amount of risk associated with this, for very little finance 

reward … if they’re doing £150 per ten patients that’s £15 per patient, well 

we get £28 for doing an MUR which doesn’t go up any medical, legal 

responsibility really or accountability because you’re only recommended 

things to people.’ IPP10  

 

Other reasons were more logistical, such as inadequate pharmacy workforce in the 

community pharmacy, obtaining prescription pads, waiting to be registered with the GPhC, 

and a lack of an IT system to be able to access their patients’ records. There was also difficulty 

in understanding their exact role at the beginning. Therefore, some IPPs were practising in a 

GP practice a few days a week to maintain their skills until they started the independent 

prescribing role in a community pharmacy (a few were still working in both community 

pharmacies and GP practices). The implementation was also slow, as indicated by the 

participants who had commenced their prescribing position. A few of those participants added 

that they were doing a lot of checking of their consultation approach and prescription writing 

when they started the role to avoid issues, which became easier and quicker as their 

confidence grew over time. 

‘… when I first qualified and I’d spend about 20 minutes looking at the same 

thing over and over again.’ IPP8 

 

Being qualified as an IPP in GP practices before was an enabler to a few participants 

who started their role that helped implement their independent prescribing services in 

community pharmacies with more confidence. Another enabler for a few other IPPs was the 

availability of consultation rooms, which they felt were necessary to see their patients in a 

private and quiet space. In contrast, a few IPPs who own their community pharmacies 

highlighted that there was no available consultation room within their community pharmacies 

as there was no space for it, which prevented implementation.   
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The other eight IPPs identified challenges that prevented them utilising their 

prescribing qualification. Some indicated that there was a lack of funding from their HBs to 

remunerate their independent prescribing role and invest in more staff to handle their regular 

pharmacy duties. They added that they still lacked information on the exact number of 

independent prescribing sessions and stressed the need for a national model for that. A few 

of those participants were granted funding from their HBs to only do 24 independent 

prescribing sessions with no specified time as a transition phase in either a community 

pharmacy or GP practice to maintain their independent prescribing skills. The process of 

implementation was seen to be complex by the participants who had not yet started. A few 

highlighted that they could not obtain indemnity insurance, which was required by their HBs 

to commission their services. They indicated that it involved a lot of time-consuming paperwork 

when completing insurance company forms and was very expensive with no financial support 

from their HBs. In addition, obtaining access to GP records was a requirement by the 

insurance company, which they also lacked.  

‘An IP … is going to include waiting for your certificate, waiting for IP to be 

stuck onto your annotation on the GPHC register and having indemnity 

insurance.’ IPP3 

 

Although most participants were positive about the Welsh Pharmaceutical 

Committee’s vision (2019), as indicated earlier in Section 6.1.1.3.1.3, some highlighted the 

challenges to achieving it. First, there was a need to have a clear plan for its implementation. 

This included a plan for promoting the role to the public to increase their understanding and 

awareness, as well as change public behaviour when they seek medical help to include 

pharmacists and not just GPs. They also believed the role needed to be promoted to 

pharmacists as the number of IPPs was still low. A few IPPs indicated that the number of 

higher education institutions providing independent prescribing courses was still too low and 

there was a need to involve more schools to offer more courses. There was also a need to 

have standardised courses and training to ensure full understanding and competence of the 

pharmacists to be IPs. Some participants indicated that the use of expert IPPs as DSMPs 

(DPPs) to train pharmacists as IPs was another requirement to be able to achieve this vision 

due to the current challenges in finding DSMPs. Another aspect was related to granting IPPs 

access to patients’ records on a national level to allow them to practise their prescribing role 

effectively and avoid any issues or delays.   

‘Many [changes needed to achieve the goals of the vision], cultural, financial, 

IT infrastructure ... there will have to be a cultural change which empowers 

the patient to see the practitioner they want. Once that is there, you’ve got a 
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better chance of seeing a shift in the way people choose to access the NHS.’ 

IPP6  

 

The prescribing and dispensing of medications in the same community pharmacy were 

highlighted by IPPs who had started their independent prescribing role. They identified that 

these two processes were separated to ensure patients’ safety. When they write a 

prescription, they hand it to the patient who then has the choice to collect the medication(s) 

from their community pharmacies or take it elsewhere. If the patient decided to collect it from 

the same community pharmacy, then the patient would take the prescription to a technician to 

dispense it and subsequently be checked by another pharmacist. They added that this proved 

the importance of having a second pharmacist. One IPP indicated that they were already 

separating the processes of prescribing and dispensing before doing this independent 

prescribing role:   

‘We’re already prescribing in minor illnesses in the community pharmacy so 

I can prescribe … for conjunctivitis and haemorrhoids and … it gives you an 

idea when we’re talking about separating the dispensing … the prescribing 

aspect, we’re already doing it anyway.’ IPP7 

 

As the independent prescribing role was in its infancy, the majority of participants saw 

patients via a walk-in service. These patients were identified either within the pharmacy or via 

GP practices referring some patients to them. Some IPPs believed this approach may need 

to change, as it could become unmanageable as the service grows. Only one participant 

applied a booking system to see patients referred by a GP. 

‘At the moment, we have tried to make it into a walk-in service. I think as this 

goes further, we need to look at providing some kind of appointment service 

… we are conducting 15-to-20-minute consultations, I think it is getting to 

the stage it will become impossible.’ IPP1 

 

The impact of the role on patients, other HCPs, and themselves as IPPs was also 

emphasised by participants who had started their role. All participants believed their 

independent prescribing role had many benefits for their patients. For example, it increased 

patient access to appropriate treatment within their locality, provided quicker access than GPs, 

improved their quality of care, and enhanced their healthcare experience. They added that 

their community pharmacies are open every weekday and serve patients in the late or early 

hours of the same day. In addition, quick access to their independent prescribing services 

could help in preventing the progression of illnesses and identifying serious conditions much 

earlier to quickly direct them to the most appropriate clinical facilities. 
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‘So, patients are going to be able to be seen by a highly qualified health 

professional closer to their home without having to travel to … seeing a GP 

and … a lot of the working population are just unable to take the time off to 

see the GP, so we’ve got longer working hours.’ IPP1 

 

Regarding the impact of their role on other HCPs, IPPs, who had started, emphasised 

that their role helped to handle a lot of acute conditions. This minimised the number of patients 

being referred to their GP. They added that their role might help to relieve current pressure on 

primary care and secondary care. In addition, it may help to free GPs’ time, which will provide 

them with more appointments to see other patients. 

‘It’s certainly increased capacity … the bulk of the GP surgeries where I’ve 

worked, it means that GPs have been able to focus more on complex cases, 

freeing up their time, freeing up nursing time.’ IPP10 
 

The impact of the role on themselves was related to their profession and business. 

Most IPPs identified that the role helped to increase their job satisfaction as it allowed them to 

use and develop their clinical knowledge and skills more effectively. It also provided them with 

more clinical duties and patient contact, which they felt was rewarding. In terms of the impact 

on the business, participants who own their community pharmacy indicated that this role 

helped to increase their staff capacity and provide them with more support and advice. It also 

improved their business by increasing the range of services and income, as well as keeping 

up with other community pharmacies.         

‘From a business point of view would bring further people forward to think, 

well perhaps this independent pharmacy they’re using this new model and 

… I’m going to go there for my prescriptions as well.’ IPP12 

 

6.5.1.1.3.2. Evidencing competence  

This sub-theme is related to the way that community pharmacy IPPs provide evidence 

of their competence. Some participants indicated that there was no clear guidance or plan that 

they could use to evidence their competence. They believed that it is very important to have 

such guidance with the increase in their prescribing responsibilities and scope of practice. 

However, most participants stated that they were evidencing their competencies by keeping 

a clinical logbook of their CPD that involved building up a portfolio of certificates of completion 

from relevant courses, documentation of their shadowing, guidelines read, reflections on their 

practice, feedback from patients, other pharmacists, or GPs, and clinical information from 

meeting with other colleagues. A few participants who had not started their independent 
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prescribing role indicated that they would approach their line managers for further guidance 

and support on that. Only one participant, who had not started practising, identified the use of 

the RPS framework as a potential approach to evidence the competence. 

‘I think I might use RPS faculty one to keep some evidence because you can 

keep them on there for a bit longer … and you can link it into your CPD.’ 

IPP2 

 

6.5.1.1.3.3. Scope of practice  

The scope of practice of all participants is presented above in Table 18 (Section 6.5). 

The focus of most of the participants was acute minor illnesses, mainly infections, such as 

UTIs, eye and ear infections, and respiratory infections. A few IPPs’ scope of practice was 

related to both acute minor illnesses and some chronic conditions (e.g., hypertension). Those 

participants indicated that their independent prescribing services e related to chronic 

conditions were usually conducted in GP practices a few days per week. Another few 

participants identified that their scope of practice was only related to chronic conditions, such 

as asthma and COPD as they chose their own scope of practice. 

‘My specific scope was asthma reviews … so I always been interested in 

asthma and COPD. Asthma and COPD was my thing … so I tried narrowing 

to become an expert in it and I thought it was useful.’ IPP4  

  

The scope of most participants, (acute minor illness conditions) was directed and 

chosen by their HBs. They highlighted that their HBs identified therapeutic areas of high 

demand and pressure with local GP practices to ensure their independent prescribing role 

would have a positive impact. The HBs subsequently funded their independent prescribing 

courses and training.   

‘It was sort of decided upon by the local health board as this was … 

seemed to be a necessity in the area where I work.’ IPP13 

 

The participants who had started their independent prescribing role indicated that they 

identified the most frequently presented medical conditions and wished to expand their scope 

of practice within these areas.   

‘You know we’re seeing an awful lot of people doing dermatology and wound 

care and that’s one aspect I’d like to look into …’ IPP5. 

 

The IPPs, particularly those who had not started, expressed their willingness to 

develop their scope of practice with time. They added that they would prefer to expand it in 
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clinical areas related to their main scope of practice. However, many IPPs emphasised the 

potential lack of funding as a barrier in terms of paying for courses, training, and other staff to 

backfill their duties during their learning time. 

‘I think again it might just come down to finances ... So, I had to have cover 

for the days that I wasn’t present at the pharmacy.’ IPP13 

 
6.5.1.1.3.4. Access to GP records  

The lack of access to GP records was a major issue for most IPPs. Most participants 

expressed that they would prescribe blindly, and their independent prescribing role would not 

be safe without access to their patients’ GP records. They believed that it is essential to obtain 

their patient's medical information, including medical history, medication history, and blood 

tests before they make any changes to their medications. A few IPPs were doing their role 

without having access to patient's records, as they could take a medical history from their 

patients or call their GPs for information. They highlighted that it was time-consuming to obtain 

this information, and patients may not provide all the relevant information. This prevented or 

limited some participants from providing their independent prescribing services in community 

pharmacies. An example of the necessity of getting access to GP records is:     

‘I haven’t got access to medical records … like blood tests to check kidney 

function ... So, I wouldn’t feel happy to see someone with hypertension and 

not have any access to their blood results and start changing their doses. 

It’s just not safe.’ IPP9 

 

Some reasons were suggested as to why access to GP records was problematic. This 

included the lack of understanding of their role by HBs and GP practices, the issue of 

confidentiality and handling of patients’ information, IT issues in terms of obtaining software 

(different GP practices were using different software), and GPs being very protective of their 

patients' records.   

‘They [GPs] hold that [patients' records] very dear to them … the GPs feel it 

is their GP records not the patients’ health records.’ IPP1 

 

In contrast, one IPP believed that some GPs were aware of the benefits of this role to 

themselves and their patients, therefore, they were less protective of patients’ records. 

However, this participant indicated that the process of obtaining the GP practice consent to 

access their patients’ medical records was complex and time-consuming.  

The good relationship between IPPs in community pharmacies and GP practices 

played an important role in obtaining access to their patients’ records. Some participants 
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acknowledged that this relationship developed during their independent prescribing training 

within GP practices, which helped them to understand their role and its benefits.           

‘I trained with the local GP practice here, which … I’d had a really excellent 

relationship with … I was just like an extended arm of the practice, although 

I was separate, it made no difference because I had full read access to their 

notes as well that made everything synchronised.’ IPP10 

 

6.5.1.1.3.5. Workload 

The increased workload of IPPs in community pharmacies was stressed by most 

participants, as they still needed to carry out their previous work alongside their new 

prescribing duties. They felt under huge pressure and needed to work harder even at times 

outside of their working hours. Those participants indicated that this was difficult to cope with 

due to the large time commitment.  

‘I would do 4 or 5 IP consultations a day but that is on top of our other 

workload so medication reviews, smoking cessation, morning after pill 

services.’ IPP1. 

 

The importance of increasing the number of staff in community pharmacies, such as 

hiring a second pharmacist, accuracy-checking technicians (ACT), and pharmacy technician, 

to relieve some of their previous duties was emphasised by most participants. However, the 

finances related to hiring more staff were an issue as there was a need for more funding 

support.   

‘If I was to book a locum, not many locums want to work a half day, you’d 

have to book a locum in for a full day, so I’d get £150 for a morning session 

but it’s going to cost me £200 to get a locum in.’ IPP10 

 

6.5.1.1.3.6. Support  

Some participants identified a lack of appropriate support, as there would only be one 

IPP in a community pharmacy, and they were not working alongside a GP. They believed 

there was a need to build a professional network, particularly during their prescribing course, 

to overcome this issue. 

‘We do not have a fellow medical profession next door to us … So, that is 

the scary bit about being a community Pharmacist IP is that … you haven’t 

got anyone next door to you to knock on the door and ask for a second 

opinion.’ IPP1 
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There was a lack of support by community pharmacies, as identified by a few IPPs, in 

terms of allowing them to do the independent prescribing training and further training. They 

felt that their community pharmacies were concerned that they might move to other sectors, 

such as GP practices or hospitals. The lack of support from HBs also prevented some IPPs 

from starting their independent prescribing role since HBs did not address the barriers 

associated with its implementation.    

‘The reality is that IP community has not kicked off … the health board need 

to be involved … and I don’t know if the people at the health board level 

have that real understanding of how the local issues work.’ IPP5 

 

6.5.1.1.3.7. Acceptance of the role  

This sub-theme presents the acceptance of the public, patients, and GPs of the IPPs’ 

role in community pharmacy. Most participants believed there was a general acceptance of 

their independent prescribing role. Patients were very positive about the role due to the 

benefits that it provided to them. However, a few participants who still had not started their 

independent prescribing role felt that the public views might be an issue in terms of accepting 

their ability to assess their conditions and the comparison of their services with GPs. Those 

participants felt that since IPPs do not have the same qualifications as GPs, they may have a 

perception that community IPPs would not provide them with appropriate services. They 

added that the public, in general, does not like changes, which may negatively impact their 

acceptance of the role. Therefore, those participants stressed the need for increasing public 

awareness and understanding of this role. While GPs in general were also positive with the 

role, there was some negativity by a few GPs as identified by a few participants:      

‘I have had one or two GPs be a bit negative about it … We could provide a 

threat to the GP as they are seen as the kind of key stone in healthcare, 

primary care … [this role] will not be directly accountable to a GP and … 

they are very protective of their own profession.’ IPP1 

 

6.5.1.2. A summary of the community pharmacy IPPs’ results 

A summary of the results is as follows: 

- The drivers to qualify as IPPs were intrinsic or extrinsic, or both, which has increased their 

job satisfaction.  

- All participants believed that the 2030 Welsh Pharmaceutical Committee’s vision (2019) 

was great for the role. However, to achieve this there was a need to have a clear plan for 
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its implementation, promote the role to the public, other HCPs and pharmacists; increase 

the number of independent prescribing courses, include expert IPPs in the trainer list, 

provide them with access to patients’ records to prescribe safely, and provide more funding 

to ensure its sustainability.    

- The independent prescribing course and training with DSMPs were useful to participants, 

but there was a need for more clinical content to be directed to their needs and support in 

finding DSMPs.  

- The scope of practice of most participants in community pharmacies was mainly related 

to acute conditions, particularly infections. 

- There was a lack of support for a few IPPs from community pharmacies and HBs. 

- Most participants identified the high workload as an issue as they were still fulfilling their 

previous duties, which highlighted the need for more staff in community pharmacies. 

 

6.5.1.3. Themes of the community pharmacy leads’ interviews 

Three themes were identified from the data; two were identified via the use of deductive 

thematic analysis (national strategy and local implementation and strategies), and only one 

theme by inductive analysis (clinical governance) (Figure 46). These themes are presented in 

the following sections in detail with supporting quotes. Appendix 29 provides a colour-coded 

example of a portion of the transcript that was retrieved from an interview to illustrate the 

thematic analysis approach. Appendix 30 highlights the thematic process utilised to identify 

and arrange the final sub-themes and themes, including examples of quotes and used codes. 

 

Figure 46 Themes of the community pharmacy leads interviews. 

Themes

National 
strategy

Local 
implementation 
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6.5.1.3.1. National strategy 

This theme presents the data related to the national strategy for the role of IPPs in 

community pharmacies in Wales, outlined in the Pharmaceutical Committee’s vision 

‘Pharmacy: Delivering a Healthier Wales (Welsh Pharmaceutical Committee 2019). Both 

CPLs believed that its aim, of having at least one IPP in each community pharmacy in Wales, 

was ‘great’, since it represented the future of the pharmacy profession. 

‘Great … If we don’t take on prescribing, then we’re dead.’ CPL1 

 

Both CPLs believed that the vision could help in expanding the IPPs’ role further since 

their services might already have a positive impact on patients and other HCPs. They also 

believed that IPPs in community pharmacies might have taken some of the workload from GP 

practices who were under pressure. In addition, it might help to manage patients’ conditions 

and their medications more effectively and increase access to appropriate treatment. This 

allowed patients to see the right HCP at the right time. It also helped in building relationships 

between GP practices and community pharmacies, which would improve overall patient care. 

The IPP role also had a positive impact on the pharmacist’s profession in general as it allowed 

them to fully use their clinical skills rather than solely being involved with dispensing and the 

supply of medicines. Both CPLs explained that these benefits were the reasons for introducing 

this role in community pharmacies, which also were stated in the vision. 

‘… supposedly the [IPPs] expert in drugs aren’t they, so, really a prescribing 

qualification seems to me, in order to allow us to manage medicines more 

efficiently and effectively, seems to be the way forward.’ CPL1 

 

Both CPLs believed it was an ambitious vision and was associated with some 

challenges. There was no clear implementation plan provided to the HBs. One CPL 

commented: 

‘How do we ensure that pharmacies are integrated into the NHS primary 

care offering rather than sitting on the outside of it? …I think they really need 

to be recognised as true NHS providers, and maybe brought into the primary 

care offering in a more collaborative way.’ CPL2   

 

Another challenge was the need for more promotion of the role. One CPL highlighted 

the importance of developing a strategy to promote the role among pharmacists in order to 

train more as IPs. The second CPL believed that it was essential to promote the role to the 

public and other HCPs to increase their awareness and understanding of the IPPs’ capabilities 
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in providing this role and have their ongoing support. 

‘I think we probably need a strategy for engaging with those pharmacists 

that are a little more cautious about a change of direction in their role. So 

how do we engage with those individuals that are broadly comfortable with 

the traditional community pharmacy role? How do we encourage and 

enthuse them to become IPs? I think that's one challenge.’ CPL2 

 

The final challenge that was highlighted by both participants was the funding provided 

by the WG. Whilst this funding was appreciated, it was perceived to be inadequate in the long 

term. Both CPLs highlighted that they were commissioning this role from the funding provided 

by the WG. Therefore, they emphasised that a change to the pharmacy contract was needed 

to ensure sufficient payment was given to reflect the workload undertaken. It was 

acknowledged that pharmacists are doing their independent prescribing role alongside other 

responsibilities, such as dispensing and other enhanced services (e.g. smoking secession). 

Therefore, there needs to be greater investment in staff and premises, for example, a second 

pharmacist or ACT. The participants also explained that the inadequate funding from WG was 

a barrier to increasing the number of IPPs in community pharmacies. Although they knew of 

many pharmacists who would like to be qualified as IPPs, they explained that the money only 

allowed them to train a few pharmacists every two years, and ideally, if more funding was 

available, they would train pharmacists annually. 

‘I think unless we can change the way in which this service is funded long 

term, we’re never really going to be able to get the maximum benefit out of 

it. So, for example, we have 23 pharmacies in [HB]; we probably couldn’t 

afford to have more than three or four of those provide an acute independent 

prescribing service in the way that we already have, because it would just 

spend too much of our allocated budget.’ CPL2 

 

One of the aspects that was associated with achieving the vision was the education 

and training of pharmacists to undertake the independent prescribing role. Both CPLs 

highlighted that HBs supported pharmacists to do the course at the most convenient location 

of their choice, as the courses were available in different areas across Wales. They also 

discussed the feedback that they received from pharmacists who had undertaken the course, 

with one CPL explaining that this was the only feedback they could use since they hadn’t 

undertaken the course themselves. Both CPLs had received positive feedback on the course 

in general; the IPPs gained further knowledge, skills, and confidence to prescribe within their 

therapeutic area. IPPs explained that their consultation skills and general advice had changed 

to provide more holistic care. However, one CPL highlighted the need for more content on 
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therapeutics since some IPPs reported that as a negative aspect. 

‘The negative feedback I've had is about maybe a lack of therapeutic 

advancement within the IP [independent prescribing] course itself. And I 

know … that's not what the IP course is necessarily designed to do, but if 

we could do something about that, I think it would be helpful.’ CPL2 

 

The feedback of IPPs on their training experience with their DSMPs was also reported 

to CPLs, which was deemed to be positive in terms of the knowledge and skills gained from 

them. However, some IPPs, in preparation for the course, reported difficulty in finding DSMPs, 

particularly within their local areas. Both CPLs believed this reflected how some pharmacists 

did not have an established relationship with local doctors. They highlighted that they would 

support their pharmacists to find DSMPs from different sectors if they were not able to identify 

one. However, one CPL added that they would prefer to allocate DSMPs from GP practices 

to train IPPs in order to build the relationship between these settings and community 

pharmacies and be familiar with the nature of their patients. Another reason for the difficulty 

in finding DSMPs was related to capacity issues, with the high demand for their training 

services by all different HCPs. Both CPLs added that the legislation is changing to allow IPPs 

to be DSMPs (DPPs), which could help to overcome this issue but would still not replace the 

knowledge base that a GP provides to them. 

‘We have got involved where no DSMP is readily available, so for example 

we've identified a hospital doctor that can act as a DSMP … It’s not the best 

option for us, because it doesn’t help to build relationships with the local GP 

practice, and the kind of patient group that they’ll be seeing in hospital is 

very different from the patient group they’ll be seeing in the community … I 

know it’s not just pharmacists that face this challenge … we certainly had 

feedback from our local midwives that they find it very challenging to identify 

DSMPs, because GP time is limited.’ CPL2 

 

The funding for DSMPs to train IPPs was another challenge within the participants’ 

HBs. They indicated that some GPs who had a good relationship with the IPP trained them 

without receiving remuneration. These GP practices were hugely supportive of the whole 

process because they recognised the positive impact of IPPs within the primary care sector. 

Whereas DSMPs who trained other IPPs, particularly from the new cohort, received 

remuneration from the HB, which they had not accounted for within their budget. They believed 

there was a need for a national solution to help provide the necessary training to all HCPs 

who are going to be qualified as IPs.    
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‘To identify DSMPs … to support IPs is perhaps challenging. There may be 

needs to be a national programme of high-quality DSMPs that are funded 

for the skills that they pass on.’ CPL2 

    

Another important aspect of this vision was IPPs accessing patient information to 

effectively do their role. Both CPLs identified that access to patient records was lacking as 

some GP practices were concerned with the General Data Protection Regulation (GDPR) 

requirements of information sharing and the financial consequences associated with it if it was 

not managed appropriately. Once some GP practices understood the benefit of IPPs having 

access to the records, they were supportive and facilitated this initiative. The CPLs once again 

highlighted the need for national involvement to resolve this issue. Another challenge identified 

by CPL1 with accessing records was the provision of appropriate software and hardware 

(computers or laptops) to be able to access GP practices’ patient records from community 

pharmacies.     

‘It’s convincing the practices that it’s in their interest to share the information 

with these IPs so that they can actually contribute to the care of their patients 

… it took a lot of our time early on, to crack that one. We were a bit lucky, 

because … we were choosing practices that the health board was running 

at the time, so it was within our gift to share the information. So were the 

data holders, so we could do that.’ CPL1  

 

6.5.1.3.2. Local implementation and strategies 

This theme identified the local implementation and strategies associated with 

implementing the role of IPPs in community pharmacies within the HBs. Both CPLs indicated 

that the process of implementation was slow and not well understood since it was still in its 

infancy. Therefore, it was challenging to design a clear plan. In addition, they highlighted the 

need for a strategy or framework for its implementation that involved cooperation between 

different stakeholders in primary care in Wales. This was to allow IPPs to immediately start 

their role and avoid delay once they complete their training. 

‘I think there probably does need to be a little bit more joined-up work 

between the university and the GPhC and the health board, and shared 

services, so that we can put processes in place so that as soon as someone 

qualifies, there’s a clear pathway to getting that person - the information they 

need to become a prescriber and getting that person a prescription pad.’ 

CPL2 
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One of the strategies that the HBs of these CPLs considered related to the 

remuneration for IPP services as national guidance was lacking. Therefore, they developed 

Service Level Agreements (SLAs) or used other HBs' methods to inform their approach to 

remuneration. The similarity between approaches both CPLs identified was providing 

remuneration for a limited range of IPPs’ services per week. However, the remuneration 

methods were still different between these HBs. It was calculated based on the number of 

independent prescribing sessions in one HB, whereas it was determined by the number of 

consultations in the other HB. Both CPLs acknowledged that IPPs were always looking for 

more remuneration, but they used these approaches to make sure it was manageable within 

the HB capacity and budget. 

‘The other issues were, we didn’t have a clue how much to pay for the 

service, right. So, we had to develop our own SLAs [Service Level 

Agreements] … working with other health boards, because, you know, we 

wanted to have a similar cost structure ... There was a lot of debate about 

that. So that took a long time to put together.’ CPL1 

 

Another local strategy that was highlighted by both participants was related to choosing 

the scope of practice of IPPs. Both HBs decided that the IPPs’ scope of practice would be 

within therapeutic areas of high demand and pressure. They highlighted that this helped in 

obtaining funding from WG. Some examples of the scope of practice were provided by both 

CPLs, including infection and opioid management. One CPL identified that the infection scope 

was chosen for new IPPs since there was a successful model of infection management 

implemented by an IPP in a community pharmacy within their HB. This model was associated 

with treating short-term uncomplicated acute infections that many GP practices were seeing 

regularly and included ear infections, UTIs, skin infections, and sore throats. All these could 

be managed by IPPs in community pharmacies instead of the patient seeing a GP. The opioid 

management scope of practice was needed by a HB to reduce the use of opioids for pain 

management and optimise patients’ medicine withdrawal, which helped in minimising patient 

harm with these medications. Although both CPLs indicated that the scope of practice of their 

IPPs was dictated by them, one CPL identified that the HB was less prescriptive on the scope 

of practice of the second cohort of IPPs. They believed that going forward, the scope should 

be more related to the development of their pharmacists’ skills and knowledge within their 

preferred therapeutic areas. 

‘Opioids are a huge issue for the whole of the country as well, so we directed 

him to get his training and scope of practice in those areas … to work with 

the practices to actually withdraw medicines, weren’t necessarily needed by 

patients.’ CPL1 
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The HBs’ strategy of choosing pharmacists to do this independent prescribing role was 

another local aspect that was identified by both CPLs. They indicated that it was directed by 

their HBs as a service-led development to use the specific IPPs’ knowledge and skills in 

community pharmacies near GP practices that were under pressure and were willing to use 

their services. This involved a discussion between GP practices and the HB to identify clinical 

areas where IPPs could provide a positive impact and relieve pressure on GPs, without 

duplicating services. Thereafter, they identified pharmacists who would be willing and 

enthusiastic to be trained as IPPs to deliver their independent prescribing services on a robust 

and regular basis to provide them with ongoing financial support. This was because there was 

growing concern amongst pharmacy owners and HBs that when pharmacists qualified as IPPs 

they became employable by other sectors and therefore those individuals, and the money 

invested, would be lost. 

‘We looked at areas where our practices were struggling … where there 

were service issues, where we had patients who weren’t very happy with the 

level of services that we were giving from our practices. So, we picked 

practices within those geographical areas. The practices that we tend to pick 

would be those ones who really engage with us on delivery of enhanced 

services … and really having the right person there, who could be developed 

as an IP really … Another issue was … out of the seven we trained, three of 

them left to become IPs in practices.’ CPL1 

 

Logistical challenges to the implementation of IPPs’ role in this sector were highlighted 

by participants. One of the challenges was related to the difficult process of obtaining 

prescription pads for IPPs, which caused a delay in the implementation of the role. Both CPLs 

identified the challenge of funding equipment, such as laptops, software, and clinical 

assessment tools (such as otoscopes), from their budget as another issue. Therefore, they 

had to split the funding for this equipment with community pharmacies or GP practices. The 

final logistical issue was associated with the determination of the number of sessions for IPPs 

in community pharmacies, which was not clear since the demand for their services was still 

unknown. 

6.5.1.3.3. Clinical governance 

There were some aspects related to clinical governance identified within the 

interviews; these were ongoing education and training, patient involvement, and risk 

management. In relation to ongoing education, one of the CPLs identified that there was no 

professional guidance for the IPPs to extend their scope of practice. Such guidance was felt 
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to be helpful to both the IPP and the HB. The same CPL raised a concern as to how to 

commission a new IPP scope of practice. Another area related to ongoing training and 

education was the IPP CPD. One CPL believed that IPPs would self-direct their learning needs 

and development. Both CPLs indicated that they provide support to new IPPs to encourage 

them to continually develop their skills and knowledge. One CPL explained that IPPs identified 

the need for taking some courses, such as the minor illness course. This CPL added that the 

HB commissioned these courses to those current and newly qualified IPPs as it was very 

useful to their role. In addition to courses, another suggestion was ongoing peer support, such 

as establishing a forum for them, to help in the ongoing development of their knowledge and 

avoid being isolated in community pharmacies. 

‘They will ring and ask us for say minor illness training, which we are very 

happy to provide for them, so we are providing a three-day course for that. 

We are going to commission another course next year, out of next year’s 

monies for that … That gives them a chance to speak to their peers which 

is really important.’ CPL1 

 

Another clinical governance aspect was related to risk management in terms of 

accessing patients’ GP records to practise their independent prescribing role safely. Although 

IPPs had only a ‘read’ access to all patients’ information, such as laboratory results, medical 

and medication history, and allergy status; both CPLs highlighted the importance of providing 

IPPs with a ‘read’ and ‘write’ access to ensure that they were doing their clinical role, including 

prescribing medications, safely. They believed that this would help in preventing medication 

errors and interactions. Moreover, the ability to have a ‘write’ access was stressed to ensure 

that other HCPs who are providing healthcare services to patients, or if IPPs themselves are 

seeing the same patient again, have all the relevant information to make an informed decision 

on patient care. 

‘Ideally write access is important, because we have had instances where 

patients have attended the pharmacy, they’ve had a consultation, maybe 

they don’t like the outcome of that consultation and they’ve gone straight to 

the GP practice. Well, by having the ability to write to the records, when that 

person sits down in front of the GP, the GP can go, ‘Ah, I can see you’ve 

been to see the pharmacist, and the pharmacist examined you and said this. 

I'm completely in agreement with what they’ve said, you don’t need to see 

me anymore.’ CPL2 

 

The final aspect of Clinical Governance was regarding patients’ feedback. They 

identified that the feedback from patients was very positive on the role of IPPs in community 
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pharmacies as it provided them with safe and effective services that they valued which, as 

CPLs, had exceeded their expectations. 

‘The feedback from patients is phenomenal ... that is meeting the needs of 

that local population. So yeah, we've, you know, we've not had any safety 

issues, the pharmacist has been comfortable, they’ve been - as far as we 

are aware, they’ve been managing things appropriately without clinical risk. 

We think it’s been a, you know, a good use of funding.’ CPL2 

 

6.5.1.4. A summary of the community pharmacy leads’ results 

The summary of the findings is as follows: 

- Both CPLs were supportive of the vision for primary care, including IPPs in community 

pharmacies and felt it represents the future of the pharmacy profession. They believed it 

had a positive impact, but the service could be expanded further.   

- There were some challenges related to the 2030 Welsh Pharmaceutical Committee’s 

vision (2019). There was no clear plan provided to the HBs to implement the role, a lack 

of access to patient records, the need to promote the role, and the inadequate funding for 

remuneration of their services and training of more pharmacists. CPLs felt that some of 

these challenges should have been addressed on a national basis to ease its 

implementation. 

- Some local HB challenges were the process of obtaining prescription pads, funding 

equipment, and determination of the independent prescribing session number for IPPs in 

community pharmacies. 

- HBs usually chose the scope of practice of IPPs within therapeutic areas of high demand 

and pressure on GP practices and that pharmacists were keen to train as an IPP.   

- CPLs reported that the independent prescribing course and DSMPs training experience of 

IPPs was positive. However, they felt that more therapeutic content was required.  

- Some aspects related to clinical governance were highlighted by CPLs, in terms of:  

§ the lack of professional guidance for IPPs to extend their scope of practice and 

continue their ongoing education and training,  

§ positive feedback received from patients on this role, and 

§ risk management as IPPs were limited to ‘read’ access to patients’ GP records, 

which might impact their prescribing safety.  
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6.6. Discussion  

This study aimed to explore the views and experiences of community IPPs on their 

new role as IPs in community pharmacies, as well as the views of CPLs. The findings provided 

positive feedback on the independent prescribing service, the prescribing course and further 

training, identified enablers and challenges for their role, and the future of the role in 

community pharmacies. 

The findings of this study and two more recent studies (Mantzourani et al. 2023; 

Parsloe et al. 2023) revealed that the role of community IPPs in Wales is mainly related to 

managing patients with acute minor conditions, such as UTIs, respiratory infections, and 

sexual health conditions. Mantzourani and colleagues (2023), as identified in the literature 

review in Chapter Two (Section 1.2.5), carried out thirteen interviews with nine IPPs and four 

commissioners in community pharmacy settings in Wales to explore their views on their role 

as part of the pilot module of the IPS. The participants believed that the role of IPPs was 

convenient for patients, they had a good experience, and it increased patients’ access to 

medical care. Parsloe and colleagues (2023) conducted a study at Cardiff University, which 

aimed to analyse the prescribing of IPPs in community pharmacies in Wales retrospectively 

from September 2019 to September 2022 using the CASPA system (N.B. the CASPA system, 

as highlighted in Section 4.7.5, was developed in 2019 to include prescribing data specifically 

from community pharmacy IPPs). The focus on acute conditions differs from hospital and GP 

practices, where chronic conditions have been reported to be the focus of IPPs (Hinchliffe 

2015; Bourne et al. 2016; Courtenay et al. 2017; Alshehri et al. 2023). The variation in their 

scope of practice may suggest that IPPs have the skills and knowledge to provide healthcare 

services to patients across all sectors within different therapeutic areas. This, in turn, may help 

to improve patients’ access to treatment and relieve some of the increased pressure on all 

healthcare settings, which is in line with the aim of introducing this role (Welsh Pharmaceutical 

Committee 2019). In other UK nations, studies were lacking in the literature exploring the role 

of IPPs in the community pharmacy sector. Worldwide, only two studies examined this role in 

community pharmacies, which also indicated the management of IPPs of acute conditions 

within this sector with a limited scope of practice compared to Wales as indicated earlier in 

Section 6.2 (Guirguis et al. 2014; Mansell and colleagues 2014). 

The findings of this empirical PhD study also identified some drivers that allowed 

pharmacists to train as IPs. The major driver was the encouragement and availability of 

financial support from their HBs (Welsh Pharmaceutical Committee 2019). The financial 

support included payment for their independent prescribing course and DSMPs’ (which have 

now changed to DPPs) fees by the HBs or WG, and for day release to undertake the training 

and backfill staff to cover their duties. Most participants were encouraged by their HBs to be 



 
 

 - 224 - 

trained as community IPPs to overcome the increasing pressure on primary care services. In 

contrast, some of the community IPPs who participated in this study indicated that they 

personally wanted to be trained as IPPs to develop their profession. These findings were 

similar to a survey conducted by the GPhC in 2016 on IPPs who reported that they had 

obtained the prescribing qualification to personally improve their clinical skills, and the services 

provided to their patients (GPhC 2016), although this study was conducted in England a few 

years ago. Mantzourani and colleagues (2023) also pointed out the IPPs’ satisfaction and 

enthusiasm with their role as IPPs in this sector in Wales. Other studies in the UK or other 

countries, as highlighted in the literature review (Chapter 2), provided similar results in terms 

of pharmacists’ enthusiasm and drivers to be trained as IPs and carry out this role within 

community pharmacies (Tonna et al. 2010; Hoti et al. 2013; Mclntosh et al. 2011; Hanna et al. 

2014; Faruquee et al. 2018; Raghunandan et al. 2021a; Ibrahim et al. 2022; Kauser et al. 

2022; Ghabour et al. 2023b). 

Both community IPPs and CPLs indicated that feedback on the independent 

prescribing courses and training of community IPPs was positive and that they provided them 

with the skills and knowledge to do their prescribing role. However, they identified that there 

is a need for more focus on clinical examination skills for community IPPs to manage their 

patients more effectively, such as using a stethoscope and taking blood pressure manually. 

This finding is illustrated in the literature as many studies found that there is a need to develop 

the clinical examination skills of IPPs in the UK and other countries (Weeks et al. 2010; Hoti 

et al. 2013; Pojskic et al. 2014; GPhC 2016; Schindel et al. 2019; Kauser et al. 2022). Such a 

study was conducted by Schindel and colleagues (2019), which revealed that pharmacists 

needed additional training on clinical examination skills since most of the study participants 

(pharmacists with a prescribing qualification) lacked confidence in this skill. However, this 

study was conducted in Canada whereby the training of IPPs, including examination skills, is 

different from the UK. It is also important to note that different prescribing programmes in the 

UK also have different content on patient assessment skills. Some programmes cover only a 

few patient assessment skills while others offer a wide range of skills. The community IPPs 

and CPLs who participated in this study also identified that the independent prescribing 

courses should focus more on enhancing community IPPs’ confidence and competence in 

consultation and patient’s monitoring skills.  

All participants in this empirical PhD study reported the positive impact of the DSMPs 

during their training as IPs. However, some community IPPs mentioned the difficulty in finding 

a DMSP to train them. Nevertheless, CPLs indicated that they usually support pharmacists to 

find DSMPs if they cannot find one themselves. The systematic review conducted by Noblet 

and colleagues (2017) also reported these difficulties with NMIPs, explaining the lack of 

DSMPs’ time to train them and the lack of appropriate remuneration were contributory factors. 
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The GPhC also highlighted this issue in their report, which suggested allowing other non-

medical professionals who are NMPs to train IPPs to overcome this issue (GPhC 2016). A 

discussion paper conducted by the GPhC in 2016 aimed to obtain feedback from key 

stakeholders (prescribers, supervisors, pharmacy professionals, trainees, patients, public, 

education organisations, representative bodies, and health services organisations) across the 

UK on the extension of the supervision of IPPs in training to other IPs via the use of both 

online and hard copy questionnaires. They received 576 responses with 88% from individuals 

who were from the pharmacy profession, working across different healthcare sectors. Most of 

the participants (76%) agreed to extend the right of IPPs’ supervision during their training to 

include experienced NMIPs, while 79.5% of the participants were in favour of extending the 

supervision to experienced IPPs, and only 67% to other IPs. Many respondents who were in 

favour of IPPs being supervised by experienced IPPs identified some reasons for making this 

selection, which were that they have been involved in significant training in pharmacology and 

therapeutics, they should understand the responsibilities and requirements of the supervisory 

role since they have successfully completed the same independent prescribing training, and 

they would probably have more time to train IPPs than medical mentors. However, a few 

participants were in favour of only medical professionals who could mentor pharmacists as 

IPs. Those participants identified some reasons for expressing this view, which were that the 

medical mentors have more broad clinical experience, as well as more training in patient 

examination, diagnosis, consultation, and evaluation. They also indicated that the medical 

professionals’ training of pharmacists as IPs would provide external credibility to it and will 

ensure the safety of IPPs' practice. This is consistent with the views of some community IPPs 

and a CPL in this empirical PhD study who felt that the mentors needed to be doctors to obtain 

as many clinical skills from them as possible, while other participants felt that a multi-

disciplinary approach should be encouraged in the teaching institutions. In 2019, the 

regulations changed  (as indicated in Chapter 1 Section 1.2.4) allowing for DPPs (other HCPs 

who meet the criteria) to train pharmacists as IPPs and provide them with workplace-based 

supervision (Royal Pharmaceutical Society 2019). 

The impact of the community IPPs’ role on themselves as well as other HCPs and 

patients was also illustrated by IPPs and CPLs in this study. The findings revealed that the 

role of community IPPs improved their job satisfaction. All participants, including IPPs who 

were not using their prescribing qualification at the time of the study, reported that the 

prescribing qualification enhanced their job satisfaction as it improved their knowledge, skills, 

and confidence. IPPs who started felt that the role had provided them with more clinical 

responsibilities, such as running clinics and assessing patients’ medical conditions within their 

scope of practice. Furthermore, the findings indicated that IPPs considered their role as the 

most beneficial change in their pharmacy profession because it was a more patient-facing role 
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that helped to appropriately use their skills, which in turn may have improved patients’ access 

to healthcare services and treatment. This was also reported in the study conducted by 

Mantzourani and colleagues (2023) in community pharmacies in Wales. In another study 

conducted by Hindi and colleagues (2019), it was found that all pharmacists in England 

undertaking independent prescribing also reported an increase in their job satisfaction. This 

empirical PhD study also highlighted the participants' views in terms of the impact of their role 

on other HCPs. Most participants believed that their prescribing services may have reduced 

other HCPs, particularly GPs, workload and provided them with more time to handle complex 

cases in their healthcare settings. Hindi and colleagues (2019) also reported similar findings, 

however, their study was conducted using questionnaires with a low response rate (5% 

response rate; 20 IPPs participated). This may not represent the perception of all IPPs in 

England, and the findings may lack a more detailed explanation by using questionnaires 

compared to qualitative research. Moreover, the participants of this study were working in GP 

practices, which may provide different findings in comparison to IPPs working in community 

pharmacies. Similar findings were published in a report in 2015 by NHS Wales, which 

indicated that the role of IPPs helped to free medical professionals’ time and minimised 

hospital admissions rate (NHS Wales 2015). However, this report focused on the role of IPPs 

in secondary care settings. This is consistent with a study conducted by Mann and colleagues 

(2022) in England that evaluated the role of IPPs in GP practices. The results from the 

evaluation also indicated that patients had longer appointments with IPPs compared to GPs 

as they provided them with more information regarding their health conditions. The benefits of 

the role to patients were also reported in this study since it was perceived to provide patients 

with quicker care and thereby improve their healthcare. This was supported by findings 

obtained from the larger study conducted by Hill and colleagues (2014) that involved the 

participation of medical prescribers, pharmacists, and patients in examining the role of IPPs 

in addiction treatment settings in England. Patients reported they felt able to make extra 

appointments easily and they were given more detailed information with more time when they 

attended their appointments with IPPs. 

Clinical Governance was a theme within the CPLs’ findings. Clinical Governance is 

defined by Scally and Donaldson (1998; p.62)  as ‘a system through which NHS organisations 

are accountable for continuously improving the quality of their services and safeguarding high 

standards of care by creating an environment in which excellence in clinical care will flourish’. 

It involves seven pillars, which are patient involvement and experience, risk management, 

clinical effectiveness, resource effectiveness, communication, learning effectiveness, and 

strategic effectiveness (Grey 2005). With respect to patient feedback, both CPLs believed it 

was positive regarding the independent prescribing role. Similar views were reported by 

patients in the study conducted by Alshehri and colleagues (2023) and Hill and colleagues 
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(2014) in England, where the IPPs managed chronic medical conditions. As there is no current 

research on patients’ views of IPPs in community pharmacy, it would be useful to undertake 

such research.  

Another aspect associated with clinical governance was related to risk management 

in terms of patient safety concerns due to the lack of access to patient GP records by IPPs. 

Community pharmacy IPPs reported this as a significant challenge that limited many from 

practising their independent prescribing role. This challenge was also highlighted in the GPhC 

policies for IPPs, which acknowledged the need to access patients’ records to provide safe 

practice (GPhC 2019). George and colleagues (2006) also reported this challenge in a study 

conducted in Scotland that aimed to explore the views of community pharmacists on 

independent prescribing services. The results of the study indicated that most respondents 

affirmed the need to access patient records to be able to prescribe medications safely for 

them. Although the number of participants in this study was high, it is considered outdated 

since it was conducted 15 years ago, and the IPPs’ role and policies may have developed a 

lot during this time, but this barrier still existed at the time of the PhD study. In a more recent 

study by Zhou and colleagues (2019), the lack of access to patient GP records was also 

identified, which limited IPPs to utilise their independent prescribing qualification. Although the 

reviewed papers were not focused on the role of IPPs in community pharmacies and it was 

conducted not only in the UK but also in Canada, the same challenges were reported. In Wales 

in 2019, all HCPs who are engaging in patient care in primary care in Wales, including 

community IPPs, were provided with access to patients’ GP electronic records (Welsh 

Pharmaceutical Committee 2019). This helped to address this issue through the digital WGPR 

of patients (NHS Wales 2023). However, some community IPPs and both CPLs who 

participated in this study pointed out the need to also have a ‘write’ access and not to be 

limited to a ‘read’ access to all patients’ records. This was to enable them to write their medical 

notes to avoid any discrepancy or missing information that could harm patients when treated 

by them again or by other HCPs. This issue was also emphasised by the IPP participants in 

the study by Mantzourani and colleagues (2023).  

Both community IPPs and CPLs in this study identified the main challenge to 

implementing the community IPPs’ role as inadequate funding associated with remuneration 

for running their prescribing services and ongoing CPD and training. The results are supported 

by findings gathered following a review of 64 papers by Zhou and colleagues (2019) that aimed 

to investigate the barriers affecting the implementation of IPPs’ role. Insufficient funding was 

a major barrier found to preventing IPPs from utilising or developing their prescribing role. 

Both CPLs and many IPPs in this PhD study stated a lack of clarity regarding the exact 

remuneration and number of independent prescribing sessions permitted as there was no 

nationally agreed scheme, which resulted in different payment approaches across HBs. 
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However, the WG changed the Community Pharmacy Contractual Framework in 2022 to 

direct funding to clinical services in this sector across all of Wales, including PIPS as 

highlighted in Chapter One (Sections 1.2 and 1.3.2) (Welsh Government 2022). As a result, 

the number of IPPs in this sector and their prescribing volume increased over the years. The 

findings of Parsloe and colleagues (2023) showed that the number of items prescribed by 

IPPs increased by more than 500% between the first quarter of 2020 (Jan-March 2020) and 

the Jul-Sep 2022 quarter, which may be related to the change in the contract. The largest 

prescribed volume of items was in BCUHB (25%, of the total prescribed items n=11,041) and 

the largest number of prescribed items per 100,000 population was in CVUHB followed by 

BCUHB. This may show that HBs that have the highest number of populations, including 

BCUHB and CVUHB, utilised IPPs’ services in community pharmacies more than the others. 

A limitation of this study was that the time period the data represented was only three years, 

which may be considered a short period to understand the actual impact of the service. The 

increase in the number of IPPs' consultations over time (between June 2020 to September 

2022) in community pharmacies in Wales was identified in the study conducted by Al Hussain 

(2022) as highlighted in the Introduction Chapter (Chapter 1, Section 1.3.2). Similarly, the 

number of consultations increased between May 2022 and May 2023 as presented in data 

obtained from Choose Pharmacy by the WG (Hodson 2023). However, a limitation maybe the 

lack of documentation for all consultations where a medicine was not prescribed,  resulting in 

the number of consultations being underestimated. These studies also show the increase in 

the utilisation of this role in community pharmacies in Wales. However, the commissioning of 

the independent prescribing services in terms of the exact number of prescribing sessions to 

be funded is still an ongoing issue that needs to be addressed as also highlighted in the recent 

study conducted by Mantzourani and colleagues (2023). 

Although most participants in this empirical study identified that they were highly 

supported, a few highlighted a lack of support from other HCPs particularly when they started. 

Although old studies that investigated the implementation of this role in its infancy across 

different healthcare settings in the UK identified this challenge (George et al. 2006; McCann 

et al. 2011), most of the recent literature (as indicated in Chapter 2, Section 2.2.5) highlighted 

that HCPs were supportive of this role (Hill et al. 2013; Tinelli et al. 2013; Weiss et al. 2014; 

Weiss et al. 2015; Nabhani-Gebara et al. 2020; Mann et al. 2022; Alshehri et al. 2023). 

However, the recent study that also explored IPPs’ services within the IPS in community 

pharmacies in Wales also reported the need for more support for this role, specifically from 

the wider pharmacy team to take some of their non-prescribing responsibilities and reduce the 

IPPs’ workload (Mantzourani et al. 2023). This empirical PhD study also highlighted high 

workload as a challenge to IPPs’ role within this sector, which may have limited the 

implementation of some community IPPs’ role. The high workload issue was also reported in 
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many studies conducted across different sectors in the UK as illustrated in the literature review 

chapter (Chapter 2, Section 2.2.5) (Bourne et al. 2016; Graham-Clarke et al. 2021; Graham-

Clarke et al. 2022; Kauser et al. 2022). Therefore, these ongoing challenges need to be 

addressed by relevant bodies, such as by hiring or upskilling other HCPs (e.g., pharmacist 

technicians or ACTs) to take some of the non-prescribing duties of IPPs to allow them to focus 

on their prescribing role. The findings of this PhD study also highlighted the lack of a structured 

model for community IPPs that could help implement this role and achieve its vision in the 

community pharmacy sector in Wales. This involved the lack of a clear strategy concerning 

the arrangement of workforce and funding to facilitate proper functioning and development of 

the role. Similar findings were reported in the study by Zhou and colleagues (2019), which 

aimed to investigate barriers related to the pharmacist prescribing role by reviewing research 

papers in the UK, Australia, and Canada. They found that there was limited support from 

health authorities causing a lack of a structured model and strategies to guide the 

implementation of IPPs, which may create a series of barriers regarding the training, 

prescribing services, and the availability of support from other staff for IPPs. 

Public perception lacked the understanding of community IPPs’ services as reported 

by some participants, which was another issue identified within this empirical PhD study. 

Limited literature has explored the public perception of IPPs' role across different sectors in 

Scotland (Stewart et al. 2009b; MacLure et al. 2013), with no study conducted within 

community pharmacy settings as highlighted in the second chapter (Chapter 2, Section 2.2.5). 

These studies indicated the public’s positive perception and awareness about the role of IPPs, 

highlighting their abilities and knowledge in conducting healthcare services. These studies 

may be considered outdated and lack the public perception of this role within the community 

pharmacy sector. As this issue has been reported by IPPs in this PhD study, further research 

may need to focus on examining recent public perception and understanding of this role to 

help develop it further. 

An enabler to the implementation of the community IPPs’ role that this study revealed 

was the services in community pharmacies that are already in place, such as the CAS (NHS 

Wales 2020). This may have provided community pharmacists with the confidence to obtain 

an independent prescribing qualification since it is the next logical step in their pharmacy 

practice. Some IPPs believed that the independent prescribing role represented the next 

natural progression to their pharmacy profession, which aligns with the findings of the second 

study in this PhD (Chapter 5) and a small qualitative research study conducted by Stewart 

and colleagues (2009), although the latter was published over 10 years ago. The Welsh 

Pharmaceutical Committee 2030 vision for primary care, including community pharmacies, 

was another enabler for the community IPPs' role based on the findings of this study. The 

Community IPPs in this study were optimistic in general about this vision since it supported 
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their training to become IPPs and be more involved in clinical patient care (Royal 

Pharmaceutical Society 2019). However, some community IPPs and both CPLs who 

participated in this study indicated that it is an ambitious vision that needs to be supported 

financially by the WG to be achieved. They identified the lack of funding by the WG as a major 

barrier to achieving this vision. 

6.6.1. Limitations of the study 

This study aimed to explore the views and experiences of community IPPs on their 

role, as well as the views of CPLs. Saturation was reached in the interviews conducted with 

community IPPs since no new information was added in the last three interviews (Krueger 

1998). However, only two CPLs, who represented two HBs out of the seven, participated in 

this study (approval was obtained from five HBs). Communication with the CPLs and data 

collection were conducted during the COVID-19 pandemic, which may have limited the 

response of other CPLs.           

Another limitation of this study was that ten interviews (nine with community IPPs and 

one with a CPL) were conducted via the telephone, which lacked face-to-face communication. 

This may have led to minimising good rapport with participants to obtain more details (Flick 

2018). However, five interviews were conducted face-to-face and resulted in similar findings 

and as much obtained data as the interviews conducted via the telephone. Since the role was 

still new in community pharmacies at the time of the study, many community IPPs who 

participated in this study were waiting to start their prescribing services, which will have led to 

them only predicting the effect that independent prescribing will have on their profession and 

medical care in general. Moreover, some collected data, such as the impact of the IPPs’ role 

on other HCPs was only perceived by the participants rather than evidenced.   

6.6.2. Recommendations 

Since the role of IPPs in community pharmacies is still relatively recent, a new study 

may need to be conducted in the future to further investigate its utilisation and understand the 

implementation of the WG’s strategy for achieving the Welsh Pharmaceutical Committee 2030 

vision by HBs. This may be helpful because it will highlight what has changed over time and 

will likely involve more community IPPs as their numbers have increased with time. The 

findings of this study may help suggest future recommendations for the role of community 

IPPs to improve its implementation and ensure its continuity. WG funding may need to be 

increased to enable community IPPs to continue utilising their prescribing role, encourage 

other pharmacists to undertake the prescribing qualification, and allow IPPs to provide more 

independent prescribing sessions. More support to IPPs might be needed by hiring and 

upskilling some other community pharmacy staff, such as pharmacist technicians and ACTs. 
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These staff could potentially undertake some of the community IPPs’ responsibilities (e.g., 

dispensing and final checking of prescriptions) so that they can practise their prescribing role 

to a greater extent. WG and HBs may need to provide more support in terms of identifying 

DPPs to train community IPPs and offer IPPs with ‘write’ access to patient GP records so that 

they can include their medical notes and improve patient safety. A review of the teaching 

content of the independent prescribing courses might also be required in order to be tailored 

to their needs within the community pharmacy sector across Wales and the UK.   

6.7. Conclusion 

This study has explored various aspects related to the role of community IPPs. It has 

revealed the perceived benefits of IPPs' role within community pharmacies and its positive 

impact on themselves, other HCPs, patients, and primary care. It has also highlighted the 

challenges that could limit its further development. It has pointed out, from the participants' 

point of view, the need for additional support from WG, HBs, and other HCPs. The 

implementation of a community IPP service in each community pharmacy will achieve the 

2030 vision, which aims to reduce pressure on primary care and improve patient care and 

access to treatment. However, several concerns, mainly related to inadequate funding and 

training of more IPPs in community pharmacies and the practicality of the proposed plans may 

affect the possibility of achieving this vision. In this study, recommendations have been 

suggested to overcome these concerns. Since this study was conducted at the infancy of this 

role, a new study is needed to investigate the development of this role within this sector over 

more recent years and whether the 2030 vision is being achieved.    
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7. Chapter 7 - General Discussion 
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7.1. Introduction 

This PhD aimed to explore the IPPs’ role in terms of its implementation and 

development in primary care settings in Wales (both GP practices and community 

pharmacies). The three objectives were to 1) evaluate the change in the numbers of NMIPs; 

including IPPs, and their prescribing volume in primary care over time; 2) explore the views of 

IPPs in GP practices on their independent prescribing role, and 3) investigate the role of IPPs 

within community pharmacies in Wales from the views of IPPs and CPLs within this sector. 

These research objectives were successfully achieved throughout three empirical studies. The 

purpose of this final chapter is to integrate the key findings from all the empirical studies within 

the wider context of policy and practice within the UK and worldwide. It will also discuss the 

methodological considerations, future work, and conclusion of the PhD. 

7.2. The implementation and development of IPPs’ role in primary care in Wales 

In the UK, the demand for IPPs has changed over the last decade, particularly in 

primary care. The number of IPPs has increased in this sector as their contribution to patient 

care and healthcare services became more recognised by the Governments of the UK nations. 

Embracing the potential of IPPs was needed to utilise their skills efficiently, improve patient 

healthcare services, ease access to treatment, and reduce doctors’ workload. This aligned 

with the second Crown report (DOH 1999) and the implementation policy of IPPs and INPs in 

the UK entitled ‘Improving patients’ access to medicines …’ (DOH 2006). In Wales, as 

identified in the first empirical study of the PhD (Chapter 4, Section 4.6.5.2), the number of 

IPPs who were actively prescribing in GP practices had increased over the study time (n= 16 

in April 2011; n= 68 in March 2018), particularly since 2015 following the implementation of 

GP clusters (n= 20 in March 2015). During this period, their prescribing volume had also highly 

increased. As highlighted in the Introduction Chapter (Section 1.3.1), recent figures for IPPs 

in GP practices in other nations in the UK showed a similar trend as their numbers have 

continued to rise over the years (Wickware 2021; Burns 2022; NHS Wales 2023). Additionally, 

the number of IPPs in community pharmacies in Wales has increased since the published 

strategy of the Welsh Pharmaceutical Committee in 2019 that aimed to develop their role 

within these settings (as indicated in Chapter 1, Section 1.3.2) (Welsh Pharmaceutical 

Committee 2019; Hodson 2023). However, there is no published literature on the number of 

IPPs in community pharmacies in other UK nations to compare with Wales. In addition, it was 

impossible to compare IPPs’ number and their prescribing volume between Wales, and the 

UK in general, with other countries worldwide. This might be related to the differences in the 

healthcare structure between the UK and other countries. In the UK, public healthcare services 

are funded through the NHS and provided at no cost to patients (NHS inform 2024). In 
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addition, in some nations, including Wales, Scotland, and Northern Ireland, prescriptions are 

dispensed free of charge, while in England patients pay a defined amount of money for each 

item on a prescription (£9.90 per item) (NHS inform 2024). There are therefore databases 

available in the UK designed for community pharmacy reimbursement purposes from freely 

dispensed medication to patients, such as CASPA in Wales (NHS Wales Shared Services 

Partnership 2021).In addition, some other databases, such as the Choose Pharmacy in 

community pharmacies in Wales, were designed to provide reimbursement and document 

healthcare services (NHS Wales 2020). These databases usually provide secondary data that 

can be studied to understand the nature and development of IPPs’ prescribing. Other 

countries around the world mostly depend on healthcare insurance companies; therefore, they 

may lack the availability of such databases, as identified in Chapter Two (Section 2.3).  

The literature review (Chapter 2) highlighted that the practice and extent of the 

pharmacist’s role as an IP differs worldwide. The UK, including Wales, appears to be more 

supportive of the IPPs’ role in contrast to other countries. As a result, most pharmacists in the 

UK are practising their prescribing services as IPs compared to a lot of other countries in which 

their prescribing role is limited and mostly conducted collaboratively. The UK Governments 

have not only supported the development of the IPPs’ role, but also provided financial 

assistance for pharmacists to complete the training programme. In contrast, pharmacists in 

most other areas of the world need to complete self-funded postgraduate clinical programmes 

(Chapter 2). In the UK, the RPS published a new policy in 2022, which provided guidance for 

IPPs to identify further areas of improvement and expand their expertise and scope of practice 

to use the utmost of their skills (RPS 2022). Many other new developments were implemented 

in the UK to ensure the development of the IPPs’ role and increase their numbers compared 

to other countries around the world (Chapter 1, Section 1.3.4). One of these developments 

was related to a change in the practice-based learning standards of pharmacists during their 

independent prescribing training in which DMPs (DSMPs in Wales) changed to DPPs. This 

change allowed doctors or other non-medical professionals who meet the specific criteria to 

supervise them during the required time in practice (GPhC 2021). The aim was to increase 

the number of appropriate professionals who could qualify as DPPs to share their clinical 

experiences with pharmacists and other NMIPs, thus increasing the training capacity. The 

RPS developed a competency and supporting framework for DPPs that outlined the skills and 

knowledge a prescriber needed to have to be a DPP (RPS 2023).  Another updated policy 

was related to the competency framework for all prescribing professionals (RPS 2021), which 

outlined the essential knowledge, skills, and manners to prescribe safely and effectively.  

Although the number and prescribing volume of IPPs have increased over time in 

different UK nations, the percentage of pharmacists who were qualified as IPs across all 

healthcare settings in 2022 was the highest in Scotland (34%) and Wales (29%) compared to 
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England (22%) (Burns 2022). This may reflect the policies from the Scottish and Welsh 

Governments around the role of IPPs in helping to deliver their health strategies (Welsh 

Pharmaceutical Committee 2019; NHS National Services Scotland 2023). Wales has 

ambitious plans to develop this role in primary care, including the development of a vision to 

adopt at least one IPP’s services within each community pharmacy by 2030 (Welsh 

Pharmaceutical Committee 2019). However, Scotland was the first to implement IPPs' 

services in community pharmacies and to change their Community Pharmacy Contractual 

Framework in 2020 (NHS National Services Scotland 2023). In England, relevant bodies are 

still looking for Independent Prescribing Pathfinder sites to help identify the role of IPPs in 

community pharmacies as they plan to fully adopt and commission their services from 2026 

(NHS England 2023). It would be interesting to see the results of these pathfinder sites, which 

may open a new horizon for this role in community pharmacies across the UK in the future. 

Northern Ireland is still the only nation, at this time, that has not planned for such a role within 

community pharmacies. 

As outlined previously, the development of IPPs’ role in primary care in Wales was 

driven by the WG plans, policies, implementation of primary care clusters, and vision for this 

sector, to provide high quality healthcare services for patients within their locality (The National 

Assembly for Wales 2010; Welsh Government 2015; National Assembly for Wales 2017; 

Welsh Pharmaceutical Committee 2019). As a result, the number of IPPs and their prescribing 

volume have increased in GP practices (as identified in the first empirical study, Chapter 5) 

and community pharmacies over the recent years (Burns 2021; Al Hussain 2022; Wickware 

2022; Hodson 2023; Alshakmobarak et al. 2024). Chapter One (Section 1.3.2) described how 

the WG provided continued funding over the years, which is currently managed by HEIW 

(Mantzourani et al. 2023). The WG also changed the Community Pharmacy Contractual 

Framework in 2022 to support this role further by directing funds to clinical services in 

community pharmacies (Welsh Government 2022). The new contract, in addition to the IPPs’ 

role, included other clinical services in Wales that can be conducted by non-prescribing 

pharmacists under Patient Group Directions (PGDs), which became effective in June 2024 

(Welsh Medicines Information Centre 2024). The PGDs are specific written nationwide 

instructions that allow certain registered HCPs to supply and administer some medications to 

particular groups of patients without the need for a prescription by a doctor (Community 

Pharmacy Wales 2023; Welsh Medicines Information Centre 2024). The PGDs services 

provided by non-prescribing pharmacists in community pharmacies in Wales include CAS, 

Sore Throat Test and Treat (STTT), and the treatment of simple UTIs. These additional 

services were designed to enhance patient access to treatment and reduce the burden on 

GPs and other HCPs (Community Pharmacy Wales 2023). This showed the WG’s confidence 

and recognition of the skills and capabilities of pharmacists within primary care. The change 
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in the contract also included the PIPS in community pharmacies (as outlined in Chapter 1, 

Section 1.3.2) in order to be provided on a national level instead of being determined by HBs 

(Chapter 6) (Community Pharmacy Wales 2023b). The PIPS service specification includes 

conditions mostly related to common ailments and contraception management. The aim was 

to provide more easily accessible, timely, and appropriate healthcare services to patients. The 

new contract may have influenced the increase in the number of community pharmacists to 

train as IPs to maintain the same amount of funding, particularly if they own their community 

pharmacies. This might be related to the fact that the amount of funding has not changed 

within the new contract but is directed to clinical services rather than dispensing. The Welsh 

Pharmaceutical Committee's collaboration with RPS Wales has also set out short-term goals 

for 2025 in response to the WG to ensure achieving the vision for 2030 (Welsh Pharmaceutical 

Committee 2022). The percentage target was to achieve an IPP in 30% of community 

pharmacies in Wales by 2023 (Welsh Pharmaceutical Committee 2019). However, only 13% 

was achieved in 2022 (Wickware 2022) and almost 16.5% in 2023 (Hodson 2023). Since these 

percentages do not reflect the goal for this role, it would be interesting to explore the reasons 

for not achieving it. Although inadequate funding was highlighted as a major barrier to 

implementing this role worldwide, HEIW in Wales has funded independent prescribing courses 

for pharmacists across Wales. In addition, HEIW also aims to provide the opportunity for all 

pharmacists who are involved with a patient-facing role across all sectors to be trained as IPs 

(NHS Wales 2023). Therefore, new studies should focus on investigating other challenges to 

adopt this role in accordance with its vision. 

The utilisation of IPPs’ services in GP practices in Wales significantly varied across 

different HBs as identified in the first empirical study (Chapter 4). HBs (BCUHB and HDUHB) 

with higher population figures (NHS Wales 2017) and GP recruitment issues (Brennan 2017; 

Jessup 2017; Jones 2017; Welsh Government 2018b), which also have the largest 

geographical areas, had a larger number of IPPs. These HBs had a higher number of 

prescribed items by NMIPs, including IPPs, compared to other HBs. The findings were the 

same despite calculating the number of prescribed items per 100,000 population to eliminate 

the impact of population size. Therefore, the higher number of prescribed items by IPPs in 

some HBs compared to others may be related to the number of GPs per 100,000 population. 

The lower the number of GPs per 100,000 population, the higher the number of IPPs to 

overcome the high demand. For example, BCUHB had the highest number of IPPs (n=28) 

compared to PTHB (n=2). While the number of GPs per 100,000 population in BCUHB (n=6.1) 

was lower compared to PTHB (n=7.7). Similar findings were reported in the community 

pharmacy sector in Wales (BCUHB 2023; Alshakmobarak et al. 2024), in which high demand 

for IPPs’ services was indicated within these HBs to alleviate the pressure on GP practices. 

This variation in the utilisation of IPPs amongst HBs needs to be studied further in future 
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research to investigate the actual factors related to it. Such a study may help in sharing 

effective practices between HBs to improve the healthcare system and overall patient care 

across Wales. 

The support of the WG to IPPs in recent years was not limited to their role within the 

primary care sector. The WG commissioned the RPS to undertake a report on clinical hospital 

pharmacy entitled ‘Prescribing Progress: Transforming Clinical Hospital Pharmacy in Wales 

for Enhanced Patient Care’ (RPS 2023). One aspect of this report focused on developing a 

job plan that could support the development of the pharmacists’ profession, including the 

prescribing role. This was to enhance IPPs’ integration into multidisciplinary teams, improve 

the quality of patient care, optimise medication management, and improve healthcare 

efficiency in secondary care settings. It also emphasised the importance of maintaining active 

prescribing, CPD through increasing their access to education and training opportunities and 

using technology to support clinical services and decisions. New Standards for Competency 

Assurance of NMPs, including IPPs, were also published by HEIW (NHS Wales 2023). It 

aimed to ensure their competency by keeping them updated on clinical and professional 

developments, particularly on their prescribing role. These new standards guide them in 

engaging with CPD and maintaining a portfolio that records their learning activities and 

evidences their competence. It also stressed the importance of employers in ensuring NMPs’ 

access to relevant education and training courses and conducting annual appraisals. This was 

to ensure the safety and efficiency of their clinical and prescribing practice.  

In 2024, the WG also published updated guidance for employers, managers, and 

practitioners in NHS Wales on different aspects related to NMPs’ role (Welsh Government 

2024). This guidance provides information related to competence, medicines that can be 

prescribed, education and training requirements, supervision in training, CPD, and 

professional liability of NMPs. This may highlight the significant support of the WG and 

different pharmacy professional bodies, including the Welsh Pharmaceutical Committee and 

RPS Wales, to this role. The actions taken by the WG and pharmacy professional bodies in 

Wales have contributed to the further development of the independent prescribing role of 

pharmacists in Wales across all sectors. This emphasises the importance of the IPPs’ role, its 

benefits, and recognition of their capabilities in this nation. Wales’s experience with this role 

may help provide a learning opportunity for other countries to utilise pharmacists’ skills and 

knowledge and develop the pharmacy profession. 

7.3. The role of IPPs within primary care settings in Wales 

As identified in this PhD, the role of IPPs in both GP practices (Chapter 5) and 

community pharmacies (Chapter 6) was related to seeing patients, prescribing medication 

when needed, and responding to medication enquires. IPPs in GP practices were also running 
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clinics to manage patients with mostly chronic conditions and dealing with discharge 

prescriptions issued by doctors in hospitals. The findings of the first empirical study (Chapter 

4) indicated that the most commonly prescribed therapeutic groups of medications by NMIPs, 

including IPPs, in GP practices in Wales were infections, cardiovascular, respiratory, CNS, 

and pain conditions. As argued in Chapter Four, the literature highlighted that prescribing for 

acute conditions (such as infections) in the UK at the time of conducting the PhD was likely to 

be conducted by INPs whereas IPPs were prescribing mostly for chronic diseases (e.g., 

cardiovascular conditions and pain management) (Latter et al. 2011; Courtenay et al. 2012; 

GPhC 2013; Drennan et al. 2014; Carey et al. 2017; Courtenay et al. 2017; Stewart et al. 

2019; Savickas et al. 2021; Deslandes et al. 2022; MacVicar and Paterson 2022; Alshehri et 

al. 2023). Indeed, IPP participants in the second study (Chapter 5) confirmed they were mostly 

prescribing for chronic conditions in GP practices. Similarly, as highlighted in the literature 

review (Chapter 2), the scope of practice of IPPs worldwide in GP practices and hospitals was 

also related to the management of chronic conditions (Feehan et al. 2017; Faruquee et al. 

2018; Banh and Cave 2021; Raghunandan et al. 2021a; Ghabour et al. 2023b; Grant et al. 

2023; Norman et al. 2023; Percival et al. 2023b).  

Interestingly, the independent prescribing role of pharmacists in community 

pharmacies in Wales, as reported by the participants in the third empirical study (Chapter 6), 

was mostly related to acute conditions, such as UTIs and respiratory infections. This is 

consistent with the new PIPS specification in Wales that identified their scope of prescribing, 

which involved a wide range of acute conditions, such as upper respiratory infections, and ear 

infections (Community Pharmacy Wales 2023b). In addition, recent literature that explored 

this role in community pharmacies in Wales reported the same scope of practice (Mantzourani 

et al. 2023; Parsloe et al. 2023). Community IPPs in Scotland were also prescribing for similar 

acute conditions (NHS National Services Scotland 2023), while in England their practice 

slightly differs as this role is still being explored in both chronic and acute areas of prescribing, 

through their pathfinder sites (NHS England 2023). Worldwide, particularly in Canada and the 

pilot services of IPPs in Australia, the focus of IPPs in community pharmacies is also 

associated with acute conditions, but within very limited diseases (Alberta College of 

Pharmacists 2021; The Pharmacy Guild of Australia 2022a; The Pharmacy Guild of Australia 

2022b; Alberta College of Pharmacists 2023b; Alberta College of Pharmacy 2023c; Morton 

2024). The acute scope of IPPs’ practice in community pharmacies in Wales and Scotland 

aimed to improve patient access to treatment in areas of high demand since this sector 

represents the first point of healthcare contact (Community Pharmacy Wales 2023b; NHS 

National Services Scotland 2023). In Wales, there is still a need for prior agreement between 

HBs and IPPs regarding their scope of practice as indicated in the new PIPS (Community 

Pharmacy Wales 2023b). The prescribing of IPPs for either acute (in community pharmacies) 
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or chronic (in GP practices) diseases is increasing over time in primary care in Wales, 

suggesting their capabilities to manage a wide range of patients’ conditions.  

The PhD identified that the management approach of IPPs to their patients’ conditions 

within community and GP practices also differed. Within GP practice it was commonly seen 

that GPs diagnosed and pharmacists provided ongoing management of conditions, which may 

reflect the scope of IPPs’ practice within chronic conditions in this sector (Chapter 5). The 

presence of other HCPs, particularly GPs, who were already diagnosing patients in GP 

practices may have been one of the reasons that prevented IPPs from making patient 

diagnosis. In some other cases, this was related to participants believing they had inadequate 

training in clinical assessment and diagnosis skills. For others, there were concerns about 

patient safety and a lack of indemnity insurance, although now the indemnity insurance issue 

for IPPs in GP practices has been resolved with the GMPI scheme (NHS Wales 2019). 

Community IPPs, however, were seen to be diagnosing within their scope of practice (Chapter 

6). HBs provided IPPs with further training and CPD that was focused on clinical assessment 

skills after completing their prescribing course, which supported them to diagnose their 

patients within their scope of practice. For IPPs in GP practices, the training related to clinical 

assessment and diagnostic skills requires further research to investigate this matter on a 

bigger sample. This would help to explore if many IPPs feel the same and allow relevant 

bodies to understand such an issue. The lack of IPPs’ clinical assessment and diagnosis skills 

was also reported in other nations in the UK (Blenkinsopp et al. 2008; Stewart et al. 2009; 

Stewart et al. 2010; Cooper et al. 2012; McCann et al. 2012a; Ibrahim et al. 2022; Hurley et 

al. 2023a; Hurley et al. 2023b; Roberts et al. 2023) and worldwide (Hoti et al. 2013; Pojskic et 

al. 2014; Bajorek et al. 2015; Feehan et al. 2017; Cheetham et al. 2022). As a result, further 

research is required to understand the reasons behind it across the UK and potential solutions. 

In addition, to investigate if this situation is still identified in GP practices or if the role has 

progressed in this sector to more of a diagnostician since the time of this PhD study in 

2018/2019. There was also a variation in the clinical assessment and diagnostic skills within 

different independent prescribing courses across the UK. The GPhC does not list patient 

assessment skills needed for IPPs (GPhC 2021). IPPs may therefore require further CPD 

support or tailoring of the prescribing course for new candidates toward their clinical needs in 

each sector. Regarding the new graduate pharmacists in 2026 who will be prescriber ready, 

as outlined in Chapter One (GPhC 2021), NHS England Workforce Training and Education, 

in collaboration with the Pharmacy Schools Council, developed a new indicative curriculum to 

guide them in the Foundation Training Year (year 5) and MPharm programme (years 1 to 4) 

in England (NHS England 2024). This curriculum included an updated list of clinical and 

physical examination skills, based on a consensus study carried out by a UK university across 

various healthcare sectors to determine essential skills. Such a curriculum may help in making 
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a standardised training programme that includes defined clinical and physical examination 

skills across the UK, which may resolve the current inconsistency. However, there is a need 

to evaluate the appropriateness of the curriculum across different healthcare settings in all UK 

nations.   

The findings of both qualitative studies (Chapters 5 and 6) highlighted another 

difference between the role of IPPs in GP practices and community pharmacies. Many IPPs 

in community pharmacies had not started their prescribing role at the time of the third empirical 

study (Chapter 6) compared to IPPs in GP practices who were all practising as IPs (Chapter 

5). IPPs in community pharmacies faced two challenges during the implementation of their 

role, including a lack of appropriate funding and access to patient medical records. The 

inadequate funding was related to providing equipment (e.g., IT devices and software, and 

some diagnostic tools, such as stethoscopes) and remuneration for their prescribing services. 

However, as indicated in the Introduction Chapter (Section 1.3), the WG has been supporting 

the role through increased funding over recent years, which has helped provide the required 

equipment and remuneration. Similarly, the WG was keen on addressing the issue of patient 

medical records and has since provided pharmacists with access to all Wales patient records 

through the digital WGPR within Choose Pharmacy (NHS Wales 2023). This allows IPPs to 

access patient information, including medical and medication history, allergy status, and 

laboratory findings. Accessing patients’ information allows IPPs to utilise their prescribing role 

as it helps ensure the safety of their practice by avoiding medication errors and discrepancies. 

The access issue to patient records by IPPs was also identified in other UK nations (Fisher et 

al. 2018; Graham-Clarke et al. 2021; Graham-Clarke et al. 2022; Kauser et al. 2022). It is also 

an issue in other countries in the world, as IPPs cannot access patients’ records either in 

hospitals in Australia (Hoti et al. 2013; Bajorek et al. 2015; Cheetham et al. 2022) or in 

community pharmacies and hospitals in Canada (Famiyeh et al. 2019; MacDonald et al. 2023). 

This shows the recognition of the WG of the importance of accessing patients' records by IPPs 

to practise safely (Welsh Pharmaceutical Committee 2019). Other countries still need to 

review and reflect on the utilisation of this role to ensure that its appropriately supported and 

pharmacists have access to the required information to practise safely and optimise patient 

care. However, many community IPP participants emphasised the need for granting ‘write’ 

access to patient records to be able to add to the patient’s medical notes and ensure patient 

safety when seen by other HCPs (Chapter 6). 

7.4. Views of IPPs on their role in primary care in Wales 

The views of IPPs in both GP practices (Chapter 5) and community pharmacies 

(Chapter 6) were highly positive. It was felt that the role allowed them to provide more clinical 

services and feel much more valued. They reported the benefits of prescribing on their 
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pharmacy profession, patients, and other HCPs, and were consistent with the literature 

(Chapter Two), where pharmacists worldwide appreciated such a role despite differences in 

its implementation and scope of practice (Borrego et al. 2006; Stewart et al. 2007; Cooper et 

al. 2008a; George et al. 2008; Tann et al. 2010; McCann et al. 2012a; Hill et al. 2013; Weiss 

et al. 2015; Fisher et al. 2018; Lio et al. 2018; Stewart et al. 2019; Seamon et al. 2020; Alshehri 

et al. 2021; Rafie et al. 2021; Raghunandan et al. 2021a; Rodriguez et al. 2021; Mantzourani 

et al. 2023). However, IPPs identified high workload as a challenge to their role, particularly in 

community pharmacies (Chapter 6). This may be related to the fact that there are not enough 

adequately trained pharmacy staff who could support other clinical and non-clinical services 

provided by IPPs. Although some non-prescribing pharmacists in community pharmacies 

deliver some new clinical services as a part of the PGDs services (Community Pharmacy 

Wales 2023a), the high workload issue of IPPs in this sector may have still not been resolved. 

Therefore, there may be a need for additional support by professional bodies to hire and upskill 

other staff such as second pharmacists, ACTs, and pharmacy technicians to undertake the 

other non-prescribing duties of IPPs. As part of using the skill mix of different HCPs in primary 

care, a new proposal has been revealed by the UK Government (Department of Health and 

Social Care 2024) to amend the regulations allowing pharmacy technicians in community 

pharmacies in Wales, England, and Scotland to supply and administer medications to patients 

under PGDs. This proposed policy could help improve their skills and competence, engage 

them within the wider teams, provide direct healthcare services that could increase patient 

access to treatment, and alleviate pressure and workload on other HCPs, including IPPs, in 

primary care. However, many community pharmacies do not always have pharmacy 

technicians working within their settings (Welsh Government 2024b). In addition, this 

proposed new service could increase the workload on pharmacy technicians, which may 

negatively impact their dispensing or accredited checking role. Alternatively, using technology 

may help free IPPs' time in community pharmacies to conduct more clinical services. New 

policies in Wales emphasise the need for utilising technology to develop healthcare services 

(Welsh Government 2015; Welsh Pharmaceutical Committee 2019; RPS 2023; Welsh 

Pharmaceutical Committee 2023). The WG would financially support the adoption of 

innovative automated systems, such as a dispensing robot, Automated Teller Machine (ATM) 

style prescription, or hub and spoke dispensing systems in community pharmacies (Welsh 

Government 2022; UK Government Department of Health and Social Care 2024b). The 

implementation of such systems may help improve community pharmacies’ efficiency, 

increase clinical services provided by staff, and allow dispensed medications to be collected 

by patients 24 hours a day to improve convenience (Welsh Government 2022). Although 

automated systems may help with the workload of community pharmacy staff, the use of such 

systems might be still controversial (Wilkinson and Burns 2022). This is due to potential issues 
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that these systems may raise, such as not being able to complete full prescriptions or a lack 

of clarity regarding directions of medication use, which may negatively impact patient safety 

(Wilkinson and Burns 2022). This may require further research to understand the impact of 

using technology on the workforce in this sector and the challenges associated with it since it 

may increase their workload instead of freeing their time. 

The IPPs who participated in the PhD research also indicated a high acceptance of 

their role by other HCPs, particularly GPs, as they recognised the benefits of their services. 

This was also reported in the UK and literature related to other countries (Chapter 2). However, 

some other countries worldwide are still in their infancy of implementing the IPPs’ role, such 

as Canada, or still piloting their services as in Australia. These countries are facing some 

resistance from medical professionals to their pharmacists’ independent prescribing services, 

as highlighted in the Literature Review Chapter (Chapter 2). For example, GPs in Australia 

recently argued that the pilot services of IPPs in community pharmacies compromise patient 

safety (Dawson-Smith and Price 2023). They believed that the IPPs' role involved governance 

failures, inadequate training, conflict of interest related to profit from both prescribing and 

dispensing of medications and would worsen GP accessibility (Dawson-Smith and Price 

2023). GPs emphasised the high potential for medication errors and inappropriate diagnosis 

by IPPs as they lacked the comprehensive clinical training that medical professionals 

undertake. Therefore, they highlighted the need for not allowing pharmacists to prescribe 

independently without their supervision. In the UK there was initial resistance by some GPs to 

the independent prescribing role of pharmacists (George et al. 2006; Hobson and Sewell 

2006; Vracar and Bajorek 2008). However, this resistance has since been proven unfounded. 

The implementation of IPPs within an increasing number of practice settings and the success 

they have achieved has since demonstrated their worth. The UK nations' Governments also 

played an important role in increasing the acceptance of the role through formal policies 

related to its implementation. In Wales, the support and confidence of the WG in the pharmacy 

profession has helped in promoting the role both with patients and, importantly, with other 

HCPs, especially in primary care. Other countries may wish to reflect upon how Wales has 

driven this initiative and perhaps see it as a role model to learn from. However, as highlighted 

in the literature review (Chapter 2), there was a lack of literature investigating GPs' perceptions 

of the IPPs’ role and its development in GP practices and community pharmacy settings, 

particularly in Wales. This represents a good opportunity for future research to focus on this 

matter to develop this role further.	 

7.5. Methodological considerations  

The PhD provided important insights concerning the role of IPPs in GP practices and 

community pharmacies. An initial narrative literature review successfully summarised the 
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available literature and provided an understanding of pharmacists’ prescribing worldwide. The 

literature review clearly identified a research gap about the role of IPPs in primary care settings 

in Wales. It involved searching through relevant databases using a pre-defined literature 

review question via the utilisation of PCC, keywords, a specific timeline of search, truncations, 

advanced Boolean (AND/OR), a specialist librarian in the pharmacy subject, and inclusion and 

exclusion criteria. This was to ensure the transparency of the review and make it as structured 

as possible in order to produce more rigorous findings.          

Each study conducted in this PhD had its strengths and limitations, which have been 

discussed in detail in each study chapter. However, this PhD as a whole showed the value of 

using a mixed-methods study design that has a major strength in deeply understanding a 

phenomenon that has not been previously investigated (Mayoh and Onwuegbuzie 2013). This 

phenomenon was related to exploring the role of IPPs and its development in primary care 

settings in Wales. The benefits of using a mixed-methods approach have already been 

discussed in Chapter Three (Section 3.5.1). However, the use of multiple studies that utilise 

different study designs, data collection methods, and data analysis approaches has led to a 

better understanding of the investigated topic. In addition, the flexibility of the mixed-methods 

approach, in terms of involving both quantitative and qualitative approaches, resulted in 

producing data that has provided a broad understanding of the implementation of the role of 

IPPs in primary care settings, their prescribing role, their numbers and prescribing trends, and 

their views on their independent prescribing role.   

The use of secondary data analysis in the first study (Chapter 4) successfully provided 

insights into the areas of practice of NMIPs’, including IPPs, during the study time. It helped 

in describing their numbers and prescribing volume in primary care and the impact of primary 

care clusters. It was considered appropriate for this analysis to be conducted retrospectively, 

as it would not be possible to do so prospectively since the aim was to identify the number of 

NMIPs and their prescribing trend in primary care settings in Wales over time. Data were 

available to extract from the CASPA database from 2011 onward. The time period analysed 

(between 2011 and 2018) is believed to be long enough to explore the development of this 

role over time and included when GP clusters were implemented (2015). However, the CASPA 

system had some limitations as discussed in Chapter Four (Section 4.7.5), such as the inability 

to identify the profession of the NMIP and the system only capturing dispensed medications 

in community pharmacies. These limitations did not prevent the researcher achieving the 

objectives of this study. The acknowledgment of such limitations helps ensure the validity and 

integrity of the research.  

The qualitative approaches in the second and third studies (Chapters 5 and 6, 

respectively) successfully collected rich data on the IPP participants' roles, experiences, and 

challenges in GP practices and community pharmacies. Chapter Six also explored the views 
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of CPLs on this role in community pharmacies. This highlights the strength of the interview 

schedule, which involved input from relevant key stakeholders in the field. Reaching saturation 

in these studies was another strength since no new information was obtained from participants 

during the later interviews. An exception was the CPLs’ interviews as only two participants out 

of seven (one CPL for each HB; n= 7) responded to the study invitation which may have been 

impacted by the COVID-19 pandemic issue. However, rich data were obtained from these two 

interviews regarding the role of IPPs in community pharmacies. Another strength of these 

studies was the successful recruitment strategy used to recruit IPPs in both qualitative studies 

(Chapters 5 and 6). This was despite the small size of the study population (IPPs) in GP 

practices and community pharmacies at that time. This included the use of gatekeepers, the 

recruitment letter for IPPs in GP practices being co-signed by the Welsh Chief Pharmaceutical 

Officer, and all participants from GP practices being offered an incentive (Amazon voucher).  

7.6. Future work 

The PhD provided empirical findings on the role of IPPs in primary care settings in 

Wales. Future work should focus on numerous aspects of this role as their number and 

prescribing volume have been increasing over time (Chapter 4). The new changes in the 

CASPA database, which were highlighted in Chapter Four (Section 4.7.5), allow for the 

identification of the NMIP’s profession and their practising area in primary care settings 

(Parsloe et al. 2023; Alshakmobarak et al. 2024). As a result, an updated secondary IPPs' 

prescribing data analysis over a longer time would be a good opportunity to specifically 

understand their prescribing patterns over recent years in both community and GP practices. 

This includes the number of prescribed items and BNF chapters and categories. Other data 

that can be used to understand the specifics around IPPs’ prescribing in community 

pharmacies in Wales is through the Choose Pharmacy platform, where each consultation is 

logged (Al Hussain 2022). Such data could be used to understand IPPs’ prescribing over a 

longer period than the study conducted by Al Hussain (2022), as the role is more established 

in community pharmacy settings and the number of prescribers has increased. The data from 

Choose Pharmacy provides more patient details, such as age, gender, time, and date of 

consultations, diagnosis, and medication prescribed, which may help investigate the role of 

IPPs at a patient level within community pharmacies and compare the conditions being treated 

against the IPS. 

This PhD recognises the development of the IPPs’ role, number, and prescribing 

volume. The next logical area for investigation is potentially patient outcomes associated with 

the role of IPPs in GP practices and community pharmacies. This is believed to be important, 

as it may provide more information on the difference that IPPs could make to patients. Such 

a difference might be through understanding whether patients required further treatment by 
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their GPs after having a consultation with IPPs in both settings. It might be conducted by 

calling patients after IPPs’ consultations to investigate if the treatment provided is working or 

not. Another potential option might be through linking the data of patients’ consultations in 

community pharmacies with their GP practice data to see if they had unsuccessful 

consultations or untreated medical conditions by IPPs. This would require the IPS data in the 

Choose Pharmacy platform to be linked with GP practice databases through a databank, such 

as the Secure Anonymised Information Linkage (SAIL). If this was possible, patients’ 

outcomes and their GP visits post-IPPs’ consultations in community pharmacies could be 

evaluated. The SAIL databank is a rich and reliable data source funded by Health and Care 

Research Wales (SAIL Databank 2021). It could support research since it is based on linking 

the data from patient and public records through active partnerships with the WG and NHS 

information agencies to allow the secure and remote accessing, linking, and analysing of 

routinely collected health and population data (SAIL Databank 2021).  

Most IPPs in the qualitative studies in this PhD (Chapters 5 and 6) had a perception 

that their patients were satisfied with their role and the services they provided. Therefore, 

investigating patients’ satisfaction and views on this role might also be an interesting area to 

explore, particularly with the significant development of this role over recent years. The 

narrative literature review in this PhD (Chapter 2) identified some studies that explored 

patients’ perceptions of the IPPs’ role in the UK. Most of these studies were conducted 

between 2009 and 2012 (Stewart et al. 2009b; Hobson et al. 2010; Gerard et al. 2012; and 

McCann et al. 2012a) and only one was a recent study (Alshehri et al. 2023). These studies 

were conducted in different nations in the UK, but not in Wales. As a result, it would be 

interesting to explore patients’ perceptions of this role, their access to medical services and 

treatment provided by IPPs compared to GPs, and patients’ satisfaction with IPPs’ 

consultations. Such a study can be conducted by interviewing patients initially, which may help 

to inform the development of a questionnaire that can be accessible to patients via an online 

form (e.g., Microsoft Forms), QR code, paper form, or any other option to allow inclusivity. 

IPPs in primary care settings could be recruited to act as gatekeepers to distribute the 

questionnaire. Another option might be via the use of a general database, such as HealthWise 

Wales that allows any member of the public in Wales to sign up to this website and be informed 

of research (HealthWise Wales 2023). This may help to eliminate any potential bias from IPPs 

when they distribute questionnaires to patients. At Cardiff University, a PhD student is 

currently exploring patient views, feedback, and satisfaction with the IPS service provided by 

community IPPs in Wales. This study is still in progress and stemmed from the findings of the 

literature review of the PhD that identified a gap in research regarding this topic in Wales, as 

well as the empirical qualitative studies that provided rich information about the perceived 

feedback of patients on IPPs’ role in the primary care sector. 
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The views and perceptions of different stakeholders and other HCPs on the IPPs’ role 

and assessing their dynamics within the interprofessional teams could also be an important 

research topic. This is because the findings of the qualitative studies (Chapters 5 and 6) 

showed that most IPPs felt they were supported by other HCPs, particularly GPs, and other 

stakeholders. However, the narrative literature review (Chapter 2) identified only a few studies 

that explored the views of other HCPs and stakeholders on the role of IPPs that were not 

conducted in Wales (Blenkinsopp et al. 2008; McCann et al. 2012b; Hill et al. 2013; Maskrey 

et al. 2018; Ibrahim et al. 2022; Johnson et al. 2022; Hurley et al. 2023a; Hurley et al. 2023b). 

Negative views by doctors on the role of IPPs were reported in two studies (Blenkinsopp et al. 

2008; McCann et al. 2012b), while doctors’ views in Hill and colleagues’ (2013) study, as well 

as more recent studies (Maskrey et al. 2018; Ibrahim et al. 2022; Johnson et al. 2022; Hurley 

et al. 2023a; Hurley et al. 2023b) were mostly positive. As this role becomes more established 

and recognised in GP practices and community pharmacies in Wales, it would be useful to 

explore doctors, other HCPs, and relevant stakeholders’ views since the literature lacks a 

study in this nation. Such a study could be conducted via surveys and/or interviews. 

Stakeholders and other HCPs might be recruited via the use of IPPs, and GP cluster leads as 

gatekeepers to increase the response rate. A partnership with the GP cluster or using the GP 

practice network may also help improve the recruitment rate, after obtaining relevant ethical 

approval and offering feedback on the findings. Moreover, the use of different websites and 

social media (e.g., the Royal College of General Practitioners (RCGPs) and RPS to advertise 

the study may also help. These identified areas of future work might help provide guidance 

and evidence as to how the role can develop further. 

7.7. Conclusion 

In recent years, many countries around the world, particularly the UK, Canada, the 

USA, and Australia have extended prescribing rights to pharmacists in different ways. 

However, evidence suggests that the role of pharmacists as prescribers, particularly as IPs, 

was effectively adopted to a greater extent in the UK compared to other countries. This PhD 

aimed to explore the development of the NMIPs’ role and their number in primary care settings 

in Wales, with a focus on the role of IPPs in GP practices and community pharmacies. The 

findings showed that the number of NMIPs, including IPPs, and their prescribing trends in GP 

practices in Wales has increased over time. The role of IPPs in GP practices has evolved 

since the WG plan in 2015 that aimed to develop the primary care sector and implement GP 

clusters. More recently, the role of IPPs evolved in community pharmacies in Wales and 

Scotland. The development of this role in community pharmacies in Wales resulted from the 

WG’s strategy for primary care, in response to the 2030 vision published by the Welsh 

Pharmaceutical Committee in 2019. This showed an early recognition of the Welsh and 
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Scottish Governments of the IPPs’ capabilities and skills in the community pharmacy sector. 

IPP participants in this PhD believed that the implementation of their independent prescribing 

role in primary care settings may have resulted in an improvement in the healthcare system 

and patient care. They also expressed that their role enhanced levels of prescribing, 

medication reviews, managing chronic and acute patient conditions, their professional 

development and job satisfaction, and other HCPs’ practice. Most participants indicated that 

their role also helped reduce the pressure on GPs and other healthcare settings. The role of 

IPPs in community pharmacies was related more to acute conditions, while the practice of 

such professionals in GP practices was more associated with chronic conditions. Many of the 

identified challenges to the role have already been resolved. However, there is still a need to 

focus on supporting IPPs further, particularly in community pharmacies, to enhance their 

workflow by upskilling pharmacy technicians and other staff to ensure the appropriate skill-

mix for a community pharmacy providing an independent prescribing service. The new WG’s 

plans for the primary care sector, the Welsh Pharmaceutical Committee’s vision, and the new 

HEIW Pharmacy Workforce Plan could help to develop the role and maintain its sustainability. 

Future research should focus on further investigating IPPs’ prescribing patterns in both GP 

practices and community pharmacies in Wales over a long time, patient satisfaction with the 

role of IPPs in these areas, clinical outcomes of patients associated with the IPPs’ role, and 

the views of different stakeholders and other HCPs on the role.  



 
 

 - 248 - 

8. References  

Abuzour, A. et al. 2017. A qualitative study exploring how pharmacist and nurse independent 
prescribers make clinical decisions. Journal of Advanced Nursing 74(1), pp. 65–74. 

 
Abuzour, A., Lewis, P. and Tully, M. 2018a. Factors influencing secondary care pharmacist 

and nurse independent prescribers’ clinical reasoning: An interprofessional 
analysis. Journal of Interprofessional Care 32(2), pp. 160–168.  

 
Abuzour, A., Lewis, P. and Tully, M. 2018b. A qualitative study exploring how pharmacist and 

nurse independent prescribers make clinical decisions. Journal of Advanced 
Nursing 74(1), pp. 65–74.  

Adams, J. et al. 2023. Revisiting the continuum of Pharmacist Prescriptive Authority. Journal 
of the American Pharmacists Association 63(5), pp. 1508–1514.  

Adgalanis, M. et al. 2023. Pharmacist-led hormonal contraceptive prescribing service in a 
Federally Qualified Health Center: Initial implementation outcomes. Journal of the 
American Pharmacists Association 63(4), pp. 1185-1190.e1.  

Ahmad, Z. et al. 2022. Implementation of a pharmacist-led hormonal contraceptive prescribing 
service in a campus community pharmacy in Indiana, United 
States. Contraception 113, pp. 113–118.  

 
AHPs Federation. 2018. Outline curriculum framework for education programmes to prepare 

- AHPF [Online] Available at: 
http://www.ahpf.org.uk/files/Joint%20OCF%202018%20update%20College%20of%2
0Paramedics%20March18%20minor%20error%20corrected.pdf?dm_i=2NJF,X7PM,
PE8OV,3H0S3,1 (last accessed 12 August 2019). 

 
Alberta College of Pharmacists. 2013. Guide to Receiving Additional Prescribing 

Authorization. [Online]. Alberta: 2nd edition, January 2013. Available at: 
https://pharmacists.ab.ca/sites/default/files/APAGuide.pdf (last accessed 16 May 
2018) 

Alberta College of Pharmacy. 2021. Guide to receiving Additional Prescribing Authorization 
(5th edition) [Online]. Available at: 
https://www.coursehero.com/file/224738316/APAGuide-Electronicpdf/ (Last accessed: 
13 May 2024). 

Alberta College of Pharmacy. 2023. Guide to receiving Additional Prescribing Authorization 
(5th edition) [Online]. Available at: 
https://www.coursehero.com/file/224738316/APAGuide-Electronicpdf/ (Last accessed: 
13 May 2024). 

Alberta College of Pharmacy. 2023b. Pharmacy clinics must be named appropriately - Alberta 
College of Pharmacy. Available at: https://abpharmacy.ca/news/pharmacy-clinics-must-
be-named-appropriately/. (Last accessed 04 June 2024).  

Alberta College of Pharmacy. 2023c. Walk-in pharmacy clinics - Alberta College of Pharmacy. 
Available at: https://abpharmacy.ca/news/walk-pharmacy-clinics/. (Last accessed 04 
June 2024). 

https://pharmacists.ab.ca/sites/default/files/APAGuide.pdf
https://www.coursehero.com/file/224738316/APAGuide-Electronicpdf/
https://www.coursehero.com/file/224738316/APAGuide-Electronicpdf/
https://abpharmacy.ca/news/pharmacy-clinics-must-be-named-appropriately/
https://abpharmacy.ca/news/pharmacy-clinics-must-be-named-appropriately/
https://abpharmacy.ca/news/walk-pharmacy-clinics/


 
 

 - 249 - 

Alberta College of Pharmacy. 2024. Additional Prescribing Authorization (5th edition) [Online]. 
Available at: https://abpharmacy.ca/regulated-
members/registration/pharmacists/authorizations/additional-prescribing-authorization-
apa/ (Last accessed: 11 June 2024) 

Alghamdi, S. et al. 2020. Prescribing trends over time by non-medical independent prescribers 
in primary care settings across Wales (2011–2018): a secondary database 
analysis. BMJ Open 10(10), p. e036379.  

Alharthi, M. et al. 2022. Pharmacist-independent prescriber deprescribing in UK care homes: 
Contextual factors associated with increased activity. BJCP. British Journal of Clinical 
Pharmacology/British Journal of Clinical Pharmacology 89(4), pp. 1509–1513. 

Alhawas, S., Langran, C. and Hall, K. 2024. Enablers and barriers to pharmacists and nurses 
becoming independent prescribers. Journal of Prescribing Practice 6(1), pp. 27–41.  

Almawed, R. et al. 2023. Pharmacist prescribing at inpatient discharge in Alberta. Canadian 
Journal of Hospital Pharmacy 76(4), pp. 275–281.  

Alraiisi, F. et al. 2021. A theoretically based cross-sectional survey on the behaviors and 
experiences of clinical pharmacists caring for patients with chronic kidney 
disease. Research in Social & Administrative Pharmacy/Research in Social and 
Administrative Pharmacy 17(3), pp. 560–571.  

Alshakmobarak, N. 2023. Personal communication (e-mail), 18 April 2023. 
 
Alshakmobarak, N., Deslandes, R. and Hodson, K. 2024. Exploring prescribing volume among 

pharmacist independent prescribers in community pharmacies across 
Wales. International Journal of Pharmacy Practice 32(Supplement_1), pp. i31–i32.  

Alshehri, A. et al. 2021. Evaluating the role and integration of general practice pharmacists in 
England: a cross-sectional study. International Journal of Clinical Pharmacy 43(6), pp. 
1609–1618.  

Alshehri, A. et al. 2023. Integration of pharmacist independent prescribers into general 
practice: a mixed-methods study of pharmacists’ and patients’ views. Journal of 
Pharmaceutical Policy and Practice 16(1).  

Al Hamarneh, Y. et al. 2013. Pharmacist intervention for glycaemic control in the community 
(the RxING study). BMJ Open 3(9), p. e003154.  

 
Al Hamarneh, Y. et al. 2019. Pharmacist prescribing and care improves cardiovascular risk, 

but is it cost-effective? A cost-effectiveness analysis of the Rxeach study. Canadian 
Pharmacists Journal / Revue des Pharmaciens du Canada 152(4), pp. 257–266. 

 
Al Hussain, S. 2022. Personal communication (e-mail), 10 May 2023 
 
American Pharmacists Association (APA). 2014. A tale of two countries: The path to 

pharmacist prescribing in the United Kingdom and Canada. [Online]. Available at: 
http://www.pharmacist.com/article/tale-two-countries-path-pharmacist-prescribing-
united-kingdom-and-canada (last accessed 16 May 2018) 

 

https://abpharmacy.ca/regulated-members/registration/pharmacists/authorizations/additional-prescribing-authorization-apa/
https://abpharmacy.ca/regulated-members/registration/pharmacists/authorizations/additional-prescribing-authorization-apa/
https://abpharmacy.ca/regulated-members/registration/pharmacists/authorizations/additional-prescribing-authorization-apa/
http://www.pharmacist.com/article/tale-two-countries-path-pharmacist-prescribing-united-kingdom-and-canada
http://www.pharmacist.com/article/tale-two-countries-path-pharmacist-prescribing-united-kingdom-and-canada


 
 

 - 250 - 

Anderson, L. et al. 2019. Pharmacist provision of hormonal contraception in the Oregon 
Medicaid population. Obstetrics and Gynecology (New York. 1953. Online)/Obstetrics 
and Gynecology 133(6), pp. 1231–1237.  

 
Andrews, L. et al. 2012. Classic grounded theory to analyse secondary data: Reality and 

reflections. The Grounded Theory Review, 11(1), pp. 12-26.  
 
Archibald, M. and Munce, S. 2015. Challenges and strategies in the recruitment of participants 

for qualitative research. University of Alberta Health Sciences Journal 11(1), pp. 34–
37. 

 
Austin, Z. and Sutton, J. 2019. Research methods in pharmacy practice: methods and 

applications made easy. 1st ed. Elsevier., pp. 15-16. 

Australian Pharmacy Council (APC). 2020. Accreditation Standards for Prescribing Programs" 
[Online]. Available at: https://www.pharmacycouncil.org.au (Last accessed: 13 May 
2024). 

AWTTC (All Wales Therapeutics and Toxicology Centre). 2014. Monitoring of medicines 
appraised by NICE and AWMSG: Summary. [Online]. Welsh Analytical Prescribing 
Support Unit. April 2014. Available at: http://www.awmsg.org/docs/awmsg/ (last 
accessed 3 February 2018) 

 
AWTTC (All Wales Therapeutics and Toxicology Centre). 2018. Welsh Analytical Prescribing 

Support Unit (WAPSU), about us. [Online]. Available at: https://www.awttc.org/wapsu 
(last accessed 19 May 2018) 

Bajorek, B. and Krass, I. 2017. Exploring the potential for pharmacist prescribing in the 
management of hypertension in primary care: An Australian survey. Journal of 
Pharmacy Practice and Research 47(3), pp. 176–185.  

Bajorek, B. et al. 2015. The potential role for a pharmacist in a multidisciplinary general 
practitioner Super Clinic. australasian medical journal, pp. 52–63.  

Banawis, M. et al. 2023. An observational study of the extent of naloxone furnishing in 
California Central Valley community pharmacies. Journal of the American Pharmacists 
Association 63(2), pp. 566–573.  

Banh, H. and Cave, A. 2021. A de novo pharmacist-family physician collaboration model in a 
Family Medicine Clinic in Alberta, Canada. Pharmacy 9(2), p. 107.  

Baqir, W. et al. 2014. Pharmacist prescribing within a UK NHS hospital trust: nature and extent 
of prescribing, and prevalence of errors. European Journal of Hospital Pharmacy 22(2), 
pp. 79–82.  

Barbour, R. 2005. Making sense of focus groups. Medical Education 39(7), pp. 742-750. 
 
Barbour, R. 2007. Doing Focus Groups. Los Angeles: Sage Publications. 
 
Barbour, R. 2008. Introducing qualitative research: a student's guide to the craft of doing 

qualitative research. Los Angeles; London: Sage Publications.  
 
Barrett, A. et al. 2020. How to be reflexive when conducting qualitative research. The Clinical 

Teacher 17(1), pp. 9-12. 



 
 

 - 251 - 

Barton, A. et al. 2020. Pharmacist prescribing in pediatric and Neonatal Acute Care: An 
observational study. The Journal of Pediatric Pharmacology and Therapeutics 25(7), pp. 
600–605.  

Batra, P. et al. 2018. An evaluation of the implementation of Pharmacist-Prescribed hormonal 
contraceptives in California. Obstetrics and Gynecology (New York. 1953. 
Online)/Obstetrics and Gynecology 131(5), pp. 850–855.  

Beahm, N. et al. 2021. Antimicrobial utilization and stewardship in patients with uncomplicated 
urinary tract infections managed by pharmacists in the community: A sub-study of the 
rxoutmap trial. Official Journal of the Association of Medical Microbiology and Infectious 
Disease Canada 6(3), pp. 205–212.  

Berger, R. 2013. Now I see it, now I don’t: researcher’s position and reflexivity in qualitative 
research. Qualitative Research 15(2), pp. 219-234. doi: 10.1177/1468794112468475. 

 
Bernal, J. et al. 2016. Interrupted time series regression for the evaluation of public health 

interventions: a tutorial. International Journal of Epidemiology, 46(1), pp. 348-355.  
 
Berry, J. et al. 2023. Patient awareness, perceptions, and attitudes towards pharmacists 

prescribing tobacco cessation medications. Research in Social & Administrative 
Pharmacy/Research in Social and Administrative Pharmacy 19(12), pp. 1531–1542. 

 
Bhanbhro, S. et al. 2011. Assessing the contribution of prescribing in primary care by nurses 

and professionals allied to medicine: a systematic review of literature. BMC Health 
Services Research 11(1).  

Bhatia, S. et al. 2017. Provincial comparison of Pharmacist Prescribing in Canada using 
Alberta’s model as the reference point. The Canadian Journal of Hospital 
Pharmacy 70(5).  

Bhattacherjee, A. 2012. Social science research: principles, methods, and practices. 2nd ed. 
Florida: University of South Florida, Scholar Commons., pp. 17-24.   

 
Biglan, A. et al. 2000. The Value of Interrupted Time-Series Experiments for Community 

Intervention Research. Prevention Science 1(1), pp. 31-49 

Birt, L. et al. 2022. Evaluation of a training programme for Pharmacist Independent Prescribers 
in a care home medicine management intervention. BMC Medical Education 22(1).  

Birt, L. et al. 2023. What happens when pharmacist independent prescribers lead on medicine 
management in Older People’s Care Homes: A qualitative study. BMJ Open 13(10). 

Blenkinsopp, A. et al. 2008. Opportunity or threat? General practitioner perceptions of 
pharmacist prescribing. International Journal of Pharmacy Practice 16(1), pp. 29-34 

 
Bonell, C. et al. 2009. Alternatives to randomisation in the evaluation of public health 

interventions: design challenges and solutions. Journal of Epidemiology & Community 
Health, 65(7), pp.582-587. 

 
Borrego, M. et al. 2006. New Mexico Pharmacists’ knowledge, attitudes, and beliefs toward 

prescribing oral emergency contraception. Journal of the American Pharmacists 
Association 46(1), pp. 33–43. 



 
 

 - 252 - 

Bourne, R. et al. 2015. Pharmacist independent prescribing in critical care: results of a national 
questionnaire to establish the 2014 UK position. International Journal of Pharmacy 
Practice 24(2), pp. 104–113.  

Bourne, R. et al. 2016. Pharmacist independent prescribing in secondary care: opportunities 
and challenges. International Journal of Clinical Pharmacy 38(1), pp. 1-6. 

 
Bowling, A. 2014. Research methods in health: investigating health and health services. 4th 

ed. McGraw-Hill Education (UK): Open University press; 2014 
 
Bowron, A. et al. 2011. Evaluation of a pharmacist independent prescriber in a diabetic clinic. 

Journal of Diabetes Nursing 15(6), pp. 233-236 
 
Bradley, C. 2009. The future role of pharmacists in primary care. British journal of general 

practice, 59(569): 891-2. 
 
Bramer, W.M. et al. 2017. Optimal database combinations for literature searches in systematic 

reviews: A prospective exploratory study. Systematic Reviews 6(1).  
 
Braun, V. and Clarke, V. 2006. Using thematic analysis in psychology. Qualitative Research 

in Psychology, 3(2), pp.77-101. 
 
Brennan, S. 2017. North Wales facing GP 'recruitment crisis' leading doctor warns. [online] 

Daily Post Wales. Available at: https://www.dailypost.co.uk/news/north-wales-
news/gp-surgeries-recruitment-crisis-jessup-13453024 (last accessed 5 September 
2018). 

 
Brett, E. and Palmer, M. 2022. The influence of non-medical prescribers on Antimicrobial 

Stewardship: A national evaluation of the prescribing of antibiotics by non-medical 
prescribers in England from 2016 to 2021 (part 1). Journal of Prescribing 
Practice 4(10), pp. 452–462.  

 
British National Formulary. 2019. BNF 78: September 2019-March 2020. London: 

Pharmaceutical Press.  
 
Bruhn, H. et al. 2013. Pharmacist-led management of chronic pain in primary care: results 

from a randomised controlled exploratory trial. BMJ Open 3(4), p. e002361.  
 
Bryman, A. 2016. Social Research Methods. 5th Edition. Oxford: OXFORD UNIVERSITY 

PRESS, pp.314-316 
 
Buckley, P. et al. 2006. Inter and intra-professional perspectives on non-medical prescribing 

in an NHS trust. Pharmaceutical Journal 277, pp. 394-398 

Buist, E. et al. 2019. An evaluation of mental health clinical pharmacist independent 
prescribers within general practice in remote and rural Scotland. International Journal of 
Clinical Pharmacy 41(5), pp. 1138–1142.  

Burns, C. 2021. Independent prescribing pharmacists deliver 16,000 consultations since 2016. 
[Online]. Available at: https://pharmaceutical-journal.com/article/news/independent-
prescribing-pharmacists-deliver-16000-consultations-since-2016 (last accessed 06 
May 2023).  

 



 
 

 - 253 - 

Burns, C. 2022. Independent prescribing pharmacist numbers total 15,000, increasing by two-
thirds in two years. [Online]. Available at: https://pharmaceutical-
journal.com/article/news/independent-prescribing-pharmacist-numbers-total-15000-
increasing-by-two-thirds-in-two-years (last accessed 03 May 2023).  

 
Butterworth, J. et al. 2017. Pharmacists' perceptions of their emerging general practice roles 

in UK primary care: A qualitative interview study. British journal of general practice, 
67(662): e650-8. 

 
Byrne, M. 2001. Sampling for qualitative research. AORN Journal73(2), pp. 494-498. doi: 

10.1016/s0001-2092(06)61990-x. 
 
Campbell, M. 2000. Framework for design and evaluation of complex interventions to improve 

health. BMJ, 321(7262), pp.694-696 

Canadian Pharmacists Association (CPhA). 2023. Pharmacists' Scope of Practice in Canada 
[Online]. Available at: https://www.pharmacists.ca/advocacy/scope-of-practice/ (Last 
accessed: 13 May 2024). 

Cardiff University. 2020. Data Protection Notice for students and applicants. [Online]. 
Available at: https://www.cardiff.ac.uk/public-information/policies-and-
procedures/data-protection/student-data-protection-
notice#:~:text=Cardiff%20University%20will%20retain%20your,record%20of%20your
%20studies%20permanently (last accessed 13 August 2020).  

 
Carey, N. et al. 2017. Evaluation of Physiotherapist and Podiatrist Independent Prescribing, 

Mixing of Medicines and Prescribing of Controlled Drugs: Executive Summary. 
[Online]. Department of Health Policy Research Programme Project PR-R7-0513-
11002, University of Surrey. Available at: 
https://www.surrey.ac.uk/sites/default/files/eppip-executive-summary.pdf (last 
accessed 9 September 2018). 

 
Carmichael, J. M. et al. 1997. Collaborative drug therapy management by pharmacists. 

American College of Clinical Pharmacy, Pharmacotherapy 17(5), pp. 1050-1061. 
 
Casella, G. and Berger, R. 2002. Statistical inference. 2nd ed. Australia: Duxbury/Thomson 

Learning. 

Charrois, T. et al. 2012. Stories from the trenches: Experiences of Alberta pharmacists in 
obtaining additional prescribing authority. Canadian Pharmacists Journal / Revue des 
Pharmaciens du Canada 145(1), pp. 30–34.  

Cheetham, A. et al. 2023. Informing a collaborative-care model for delivering medication 
assisted treatment for opioid dependence (MATOD): An analysis of pharmacist, 
prescriber and patient perceptions. Research in Social and Administrative 
Pharmacy 19(3), pp. 526–534.  

Cochrane Effective Practice and Organisation of Care (EPOC). 2017. Interrupted time series 
(ITS) analyses. [Online]. Oxford: Available at: 
https://www.google.com/epoc.cochrane.interrupted_time_series_analyses.doc (last 
accessed: 2 May 2019). 

 
College of paramedics. 2021. Independent prescribing of controlled drugs by paramedics. 

[Online]. Available at: 

https://www.pharmacists.ca/advocacy/scope-of-practice/
https://www.google.com/epoc.cochrane.interrupted_time_series_analyses.doc


 
 

 - 254 - 

https://collegeofparamedics.co.uk/COP/News/Independent_prescribing_of_controlled
_drugs_by_paramedics.aspx (last accessed 19 August 2021).  

 
Collins, C. et al. 2011. Effect of pharmacist intervention on glycaemic control in 

diabetes. Diabetes research and clinical practice 92(2), pp. 145-152. 
 
Community Pharmacy England. 2021. Who can prescribe what?. [Online]. Community 

Pharmacy England. Available at: https://cpe.org.uk/dispensing-and-
supply/prescription-processing/receiving-a-prescription/who-can-prescribe-what/ (last 
accessed: 24 July 2023). 

 
Community Pharmacy Wales. 2019. Changes to the Community Pharmacy Contractual 

Framework 2019/20. [Online]. Contractor News. Available at: 
http://www.cpwales.org.uk/getattachment/Funding-and-statistics/20190320-Changes-
to-the-CPCF-2019-20.pdf.aspx?lang=en-GB (Last accessed 12 April 2021). 

 
Community Pharmacy Wales. 2023a. CVUHB Clinical Community Pharmacy Service (CCPS) 

- Community Pharmacy Wales [Online]. Available 
at: https://cpwales.org.uk/contractors-area/health-board-specific/cardiff-vale/cvuhb-
clinical-services/cvuhb-clinical-community-pharmacy-service-ccps/ (Last accessed 7 
July 2024). 

 
Community Pharmacy Wales. 2023b. Pharmacy Independent Prescribing (PIPS) FAQ. 

Community Pharmacy Wales [Online]. Available at: https://cpwales.org.uk/wp-
content/uploads/2023/04/IP-FAQ.pdf (Last accessed 7 July 2024). 

 
Cooper, R. et al. 2008. Nurse and pharmacist supplementary prescribing in the UK-a thematic 

review of the literature. Health Policy 85(3), pp. 277-292.  

Cooper, R. et al. 2008a. Learning to prescribe – pharmacists’ experiences of supplementary 
prescribing training in England. BMC Medical Education 8(1).  

Cooper, R. et al. 2008b. Stakeholders’ views of UK nurse and pharmacist supplementary 
prescribing. Journal of Health Services Research & Policy 13(4), pp. 215–221.  

Cooper, R. et al. 2012. Further challenges to medical dominance? The case of nurse and 
pharmacist supplementary prescribing. Health (London) 16(2), pp. 115-133.  

 
Cooper, S. et al. 2009. Qualitative research: specific designs for qualitative research in 

emergency care? Emergency Medicine Journal; 26(11), pp. 773-776.  
 
Cope, L. C. et al. 2016. Nonmedical prescribing: where are we now? Therapeutic Advances 

in Drug Safety; 7(4), pp. 165-172.  
 
Corbett, M. et al. 2009. GP attitudes and self-reported behaviour in primary care consultations 

for low back pain. Family Practice 26(5), pp. 359-364.  
 
Courtenay, M. 2008. Nurse prescribing, policy, practice and evidence base. Br J Community 

Nurs 13(12), pp. 563-566.  
 
Courtenay, M. 2011. Patients’ views of nurse prescribing: effects on care, concordance and 

medicine taking. British Journal of Dermatology 164(2), pp. 396-401 
 

https://cpwales.org.uk/contractors-area/health-board-specific/cardiff-vale/cvuhb-clinical-services/cvuhb-clinical-community-pharmacy-service-ccps/
https://cpwales.org.uk/contractors-area/health-board-specific/cardiff-vale/cvuhb-clinical-services/cvuhb-clinical-community-pharmacy-service-ccps/


 
 

 - 255 - 

Courtenay, M. and Berry, D. 2007. Comparing nurses' and doctors' views of nurse prescribing: 
A questionnaire survey. Nurse Prescribing 5(5), pp. 205-210 

 
Courtenay M. et al. 2012. An overiew of non medical prescribing across one strategic health 

authority: a questionnaire survey. BMC Health Services Research 12(1). 
 
Courtenay, M. et al. 2017a. Overview of the uptake and implementation of non-medical 

prescribing in Wales: a national survey. BMJ Open 7(9), p. e015313.  
 
Courtenay, M. et al. 2017b. Patterns of dispensed non-medical prescriber prescriptions for 

antibiotics in primary care across England: a retrospective analysis. Journal of 
Antimicrobial Chemotherapy 72(10), pp. 2915-2920. 

 
Courtenay, M. et al. 2017c. Antibiotics for acute respiratory tract infections: a mixed-methods 

study of patient experiences of non-medical prescriber management. BMJ Open 7(3), 
p. e013515.  

 
Courtenay, M. 2018. An overview of developments in nurse prescribing in the UK. Nursing 

Standard 33(1), pp.40-44. 
 
Courtenay, M. et al. 2018. Classic e-Delphi survey to provide national consensus and 

establish priorities with regards to the factors that promote the implementation and 
continued development of non-medical prescribing within health services in 
Wales. BMJ Open 8(9), p. e024161.  

Courtenay, M. et al. 2019. Examining influences on antibiotic prescribing by nurse and 
pharmacist prescribers: a qualitative study using the Theoretical Domains Framework 
and COM-B. BMJ Open 9(6), p. e029177.  

Coyne, I. 1997. Sampling in qualitative research. Purposeful and theoretical sampling; 
merging or clear boundaries? Journal of advanced nursing; 26(3), pp. 623-630.  

 
Craig, J. 1996. A review of prescriptive authority for nurse practitioners. The Journal of 

Perinatal & Neonatal Nursing 10(1), pp. 29-35.  
 
Creswell, J. 2014. Educational research: planning, conducting, and evaluating quantitative 

and qualitative research. 4th ed. Harlow, Essex: Pearson. 
 
Creswell, J. and Creswell, J. 2018. Research design: Qualitative, quantitative, and mixed 

methods approaches. 5th ed. Los Angeles; London: Sage publications. 

Creswell, J. and Clark. L. 2018. Designing and Conducting Mixed Methods Research. 3rd ed. 
Thousand Oaks, CA: SAGE. 

Cross, V. et al. 2017. Pharmacist prescribing in critical care: an evaluation of the introduction 
of pharmacist prescribing in a single large UK teaching hospital. European Journal of 
Hospital Pharmacy25(e1), pp. e2–e6.  

Curnock, E. et al. 2012. Barriers and attitudes influencing non-engagement in a peer feedback 
model to inform evidence for GP appraisal. BMC Medical Education 12(1).  

 
Dadelszen J. 2019. Pharmacist Prescriber Qualification Project - history, qualifications and 

current international and New Zealand experience with health profession prescribing.  
 



 
 

 - 256 - 

Daniel, J. 2012. Sampling Essentials: Practical Guidelines for Making Sampling Choices. 1st 
ed. Thousand Oaks, Calif.: Sage Publications, inc., pp. 5-19. 

 
Dawoud, D. et al. 2011. Pharmacist supplementary prescribing: a step toward more 

independence? Research in Social and Administrative Pharmacy 7(3), pp. 246–256. 
 
Dawson-Smith, S. and Price, K. 2023. GPs dissect pharmacy prescribing folly. The Royal 

Australian College of General Practitioners (RACGP) (newsGP). Available 
at: https://www1.racgp.org.au/newsgp/gp-opinion/gps-dissect-pharmacy-prescribing-
folly (Last accessed 4 July 2024). 

 
Denzin, N. and Lincoln, Y. 2005. The SAGE handbook of qualitative research. 3rd ed. 

Thousand Oaks: Sage Publications., pp. 31-34. 
 
Department of Health. 1968. Medicines Act 1968. [Online]. DOH: London: 1968. Available 

at: http://www.legislation.gov.uk/ukpga/1968/67 (last accessed 26 January 2018) 
 
Department of Health. 1989. Report of the advisory group on nurse prescribing (Crown 

Report). London: DOH: 1989 
 
Department of Health. 1999. Review of Prescribing, Supply and Administration of Medicines. 

Final Report (Crown II Report). London: DOH: 1999 
 
Department of Health and Social Security (DHSS). 1986. Neighbourhood Nursing - a focus 

for care. Report of the community nursing review Cumberlege Report. London: HMSO 
 
Department of Health. 2000. The NHS Plan: A plan for investment. A plan for reform. [Online]. 

DOH: London: July 2000. Available at: 
http://webarchive.nationalarchives.gov.uk/20130124064356/http://www.dh.gov.uk/pro
d_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_1
18522.pdf (last accessed 25 May 2018) 

 
Department of Health. 2003. Supplementary prescribing by nurses and pharmacists within the 

NHS in England: A guide for implementation. [Online]. DOH: London: February 2003. 
Available at: http://webarchive.nationalarchives.gov.uk/ (last accessed 11 December 
2017) 

 
Department of Health. 2005. Supplementary Prescribing By Nurses, Pharmacists, 

Chiropodists/Podiatrists, Physiotherapists and Radiographers Within The NHS In 
England. London: DOH: 2005 

 
Department of Health. 2006. Improving patients’ access to medicines: A guide to implementing 

nurse and pharmacist independent prescribing within the NHS in England. [Online]. 
DoH: London: April 2006. Available at: http://webarchive.nationalarchives.gov.uk/ (last 
accessed 11 December 2017) 

 
Department of Health. 2007. Optometrists to get Independent Prescribing Rights (Press 

Release). London: DOH: 2007 
 
Department of Health. 2012. Nurse and pharmacist independent prescribing changes 

announced 2012. [Online]. Available at: https://www.gov.uk/government/news/nurse-
and-pharmacist-independent-prescribing-changes-announced (last accessed 27 
January 2018) 

 

https://www1.racgp.org.au/newsgp/gp-opinion/gps-dissect-pharmacy-prescribing-folly
https://www1.racgp.org.au/newsgp/gp-opinion/gps-dissect-pharmacy-prescribing-folly
http://www.legislation.gov.uk/ukpga/1968/67
http://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009717
http://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4133743
https://www.gov.uk/government/news/nurse-and-pharmacist-independent-prescribing-changes-announced
https://www.gov.uk/government/news/nurse-and-pharmacist-independent-prescribing-changes-announced


 
 

 - 257 - 

Department of Health. 2013. The Medicines Act 1968 and the Human Medicines Regulations 
(Amendment) Order. [Online]. London: DOH: 2013. Available at: 
http://www.legislation.gov.uk/uksi/2013/1855/pdfs/uksi_20131855_en.pdf (last 
accessed 28 January 2018) 

 
Deslandes, R., John, D. and Deslandes, P. 2015. An exploratory study of the patient 

experience of pharmacist supplementary prescribing in a secondary care mental 
health setting. Pharmacy Practice 13(2), p. 553. 

 
Deslandes, P. et al. 2016. A change in the trend in dosulepin usage following the introduction 

of a prescribing indicator but not after two national safety warnings. Journal of Clinical 
Pharmacy and Therapeutics, 41(2), pp.224-228 

 
Deslandes, P. 2018. Personal communication (conversation with Saeed Alghamdi), 16 May 

2018 
 
Deslandes, P. et al. 2022. Medicines prescribed by non-medical independent prescribers in 

primary care in Wales: A 10-year longitudinal study April 2011–March 2021. BMJ 
Open 12(2), p. e059204.  

 
Dhakal, D. et al. 2022. Evaluation of a pharmacist-led intervention on naloxone co-prescribing 

in patients receiving chronic opioid therapy. JACCP: Journal of the American College 
of Clinical Pharmacy 5(2), pp. 180–185.  

 
Doering, P. L. 2007. Prescribing authority for pharmacists, Florida style: a home run or a swing 

and a miss? Ann Pharmacother 41(11), pp. 1878-1883. 

Dolovich, L. et al. 2018. Pharmacy in the 21st century: Enhancing the impact of the profession 
of Pharmacy on people’s lives in the context of health care trends, evidence and 
policies. Canadian Pharmacists Journal / Revue des Pharmaciens du Canada 152(1), 
pp. 45–53.  

Doolan, D. and Froelicher, E. 2009. Using an Existing Data Set to Answer New Research 
Questions: A Methodological Review. Research and Theory for Nursing 
Practice 23(3), pp. 203-215.  

 
Drennan, V. 2014. Trends over time in prescribing by English primary care nurses: a 

secondary analysis of a national prescription database. BMC Health Services 
Research 14 (54).  

 
Drug and Therapeutics Bulletin .2006. Non-medical prescribing. Drug Ther Bull 44, pp.  33–

37 
 
Dunn, S. et al. 2010. Nurse practitioner prescribing practice in Australia. Journal of the 

American Association of Nurse Practitioners 22(3), pp. 150-155 
 
Eccles, M. 2003. Research designs for studies evaluating the effectiveness of change and 

improvement strategies. Quality and Safety in Health Care, 12(1), pp.47-52. 
 
Eden, J. et al. 2011. Finding what works in Health Care: Standards for Systematic Reviews. 

Washington, D.C: The National Academies Press. 

http://www.legislation.gov.uk/uksi/2013/1855/pdfs/uksi_20131855_en.pdf


 
 

 - 258 - 

Eid, D. 2023. Understanding the continuum of Pharmacist prescribing [Online]. Available at: 
https://www.pharmacytimes.com/view/understanding-the-continuum-of-pharmacist-
prescribing (Last accessed: 17 April 2024).  

Emmerton, L. et al. 2005. Pharmacists and prescribing rights: review of international 
developments. J Pharm Pharm Sci 8(2), pp. 217-225 

 
Eng, H. J. 1987. The pharmacist as prescriber. Journal of clinical pharmacy and therapeutics 

12(4), pp. 237-242. 

Evans, A. 2022. Prescribing authority for pharmacists: Rules and regulations by State [Online]. 
Available at: https://www.goodrx.com/hcp/pharmacists/prescriber-authority-for-
pharmacists (Last accessed: 17 April 2024).  

Famiyeh, I. and McCarthy, L. 2017. Pharmacist prescribing: A scoping review about the views 
and experiences of patients and the public. Research in Social and Administrative 
Pharmacy 13(1), pp. 1-16. 

Famiyeh, I. et al. 2019. Exploring Pharmacy Service Users’ support for and willingness to use 
community pharmacist prescribing services. Research in Social and Administrative 
Pharmacy 15(5), pp. 575–583.  

Faruquee, C. et al. 2018. Characterizing pharmacist prescribers in Alberta using cluster 
analysis. Journal of Pharmaceutical Health Services Research 10(1), pp. 5–12.  

Feehan, M. et al. 2017. Patient preferences for healthcare delivery through community 
pharmacy settings in the USA: A discrete choice study. Journal of Clinical Pharmacy 
and Therapeutics 42(6), pp. 738–749.  

 
Field, A. 2018. Discovering statistics using IBM SPSS statistics. 5th ed. Los Angeles: [i 5 

pozostałych]: Sage edge. 

Finn, S. et al. 2020. A randomised trial of pharmacist-led discharge prescribing in an Australian 
Geriatric Evaluation and Management Service. International Journal of Clinical 
Pharmacy 43(4), pp. 847–857.  

Fisher, J. et al. 2018. What supports hospital pharmacist prescribing in Scotland? – A mixed 
methods, exploratory sequential study. Research in Social & Administrative 
Pharmacy/Research in Social and Administrative Pharmacy 14(5), pp. 488–497. 

Fitzpatrick, M. 2008. Hospital inpatient perspectives on supplementary and independent 
prescribing by pharmacists. Pharmacy Management-Pangbourne 24(2), p. 19 

 
Flick, U. 2018. An introduction to qualitative research. 6th edition, Los Angeles, CA: SAGE. 
 
Forchuk, C. and Kohr, R. 2009. Prescriptive Authority for Nurses: The Canadian Perspective. 

Perspectives in Psychiatric Care 45, pp. 3-8.  

Forsyth, P. et al. 2019. Improving medication optimisation in left ventricular systolic 
dysfunction after acute myocardial infarction. BMJ Open Quality 8(3), p. e000676.  

Freeman, C. et al. 2016. The practice pharmacist: A natural fit in the general practice 
team. Australian Prescriber 39(6), pp. 211–214.  

https://www.goodrx.com/hcp/pharmacists/prescriber-authority-for-pharmacists
https://www.goodrx.com/hcp/pharmacists/prescriber-authority-for-pharmacists


 
 

 - 259 - 

Fretheim, A. et al. 2007. The Effects of Mandatory Prescribing of Thiazides for Newly Treated, 
Uncomplicated Hypertension: Interrupted Time-Series Analysis. PLoS Medicine, 4(7), 
p.232 

Fussell, S. et al. 2022. Improving the accuracy of discharge medication documentation in 
people with kidney disease through pharmacist-led partnered prescribing. Internal 
Medicine Journal 53(11), pp. 2102–2110.  

Gallin, J. and Ognibene, F. 2012. Principles and practice of clinical research. 3rd ed, 
Academic Press.  

 
Gardner, G. et al. 2004. Nurse practitioner standards project: report to Australian Nursing and 

Midwifery Council. Australian Nursing & Midwifery Council 
 
Gardner, J. et al. 2008. Pharmacist prescribing of hormonal contraceptives: Results of the 

Direct Access study. Journal of the American Pharmacists Association 48(2), pp. 212–
226.  

George, J. et al. 2006a. Supplementary prescribing: Early experiences of pharmacists in Great 
Britain. Annals of Pharmacotherapy 40(10), pp. 1843–1850.  

George, J. et al. 2006b. Independent prescribing by pharmacists: a study of the awareness, 
views and attitudes of Scottish community pharmacists. Pharmacy World & 
Science 28(2), pp. 45–53.  

George, J. et al. 2007a. Benefits and challenges of prescribing training and implementation: 
perceptions and early experiences of RPSGB prescribers. International Journal of 
Pharmacy Practice 15(1), pp. 23–30.  

George, J. et al. 2007b. Experiential Learning as Part of Pharmacist Supplementary 
Prescribing Training: Feedback from Trainees and Their Mentors. Annals of 
Pharmacotherapy 41(6), pp. 1031–1038.  

George, J. et al. 2008. Views of pharmacists and mentors on experiential learning for 
pharmacist supplementary prescribing trainees. Pharmacy World & Science 30(3), pp. 
265–271.  

Gerard, K. et al. 2012. Valuing the extended role of prescribing pharmacist in general practice: 
results from a discrete choice experiment. Value in Health 15(5), pp. 699-707.  

Ghabour, M. et al. 2023a. Pharmacist prescribing training models in the United Kingdom, 
Australia, and Canada: Snapshot survey. Pharmacy Education 23(1), pp. 100–108.  

Ghabour, M. et al. 2023b. New Zealand pharmacists' views regarding the current prescribing 
courses: questionnaire survey. Journal of primary health care, 15(4), 324–332.  

 
Gomez, A. et al. 2022. Community perspectives on pharmacist-prescribed hormonal 

contraception in rural California. Contraception 114, pp. 10–17. 
 
Gough, D. et al. 2012. Introducing systematic reviews, An Introduction to Systematic Reviews, 

Thousand Oaks, CA: Sage. 
 
Government of Alberta. 2023. Health Professions Act: Health Professions Restricted Activity 

Regulation, Alberta Regulation 22/2023, Province of Alberta, Alberta King’s 



 
 

 - 260 - 

Printer: Available at: https://kings-
printer.alberta.ca/1266.cfm?page=2023_022.cfm&leg_type=Regs&isbncln=9780779
840748. (Last accessed: 11 June 2024).  

 
Government Social Research. 2008. Government Social Research. REA Toolkit: Rapid 

Evidence Assessment Toolkit Index. [Online] Available at: 
http://www.gsr.gov.uk/professional_guidance/rea_toolkit/ (last accessed 12 March 
2019).  

 
GP National Recruitment Office. 2018. Targeted Enhanced Recruitment Scheme in Wales. 

[Online]. Available at: https://gprecruitment.hee.nhs.uk/Recruitment/TERS/Wales (last 
accessed 2 May 2019) 

 
GPhC (General Pharmaceutical Council). 2013. GPhC Registrant Survey 2013 Findings. 

[Online]. UK: London, NatCen. Available at: 
https://www.pharmacyregulation.org/sites/default/files/gphc_registrant_survey_2013_
main_report_by_natcen.pdf (last accessed 17 May 2018) 

 
GPhC (General Pharmaceutical Council). 2016. Prescribers survey report. [Online]. UK: 

London. Available at: 
https://www.pharmacyregulation.org/sites/default/files/gphc_prescribers_survey_repo
rt.pdf (last accessed 6 September 2018) 

 
GPhC (General Pharmaceutical Council). 2018. Consultation on education and training 

standards for pharmacist independent. [Online]. General Pharmaceutical Council. 
Available at: 
https://www.pharmacyregulation.org/sites/default/files/document/consultation_on_ed
ucation_and_training_standards_for_pharmacist_independent_prescribers_march20
18.pdf (last accessed17 August 2023).  

 
GPhC (General Pharmaceutical Council). 2019. Consultation on guidance for pharmacist 

prescribers March 2019. [Online]. Pharmacyregulation.org. Available at: 
https://www.pharmacyregulation.org/sites/default/files/document/consultation_on_gui
dance_for_pharmacist_prescribers_march_2019_0.pdf (last accessed 12 May 2019) 

 
GPhC (General Pharmaceutical Council). 2021. Standards for the initial education and training 

of Pharmacists. [Online]. Available at: 
https://www.pharmacyregulation.org/sites/default/files/document/standards-for-the-
initial-education-and-training-of-pharmacists-january-2021_0.pdf (last accessed 13 
May 2023).  

 
Graham, Y. et al. 2020. More than medication: Evaluating the role of the pharmacist 

independent prescriber in a community team for learning disabilities and behaviours 
deemed to be challenging. British Journal of Learning Disabilities 48(3), pp. 232–241. 

 
Graham-Clarke, E. et al. 2018. Facilitators and barriers to non-medical prescribing – A 

systematic review and thematic synthesis. PLoS ONE.  
 
Graham-Clarke, E., Rushton, A. and Marriott, J. 2021. A Delphi study to explore and gain 

consensus regarding the most important barriers and facilitators affecting 
physiotherapist and pharmacist non-medical prescribing. PloS One 16(2), p. 
e0246273.  

 

https://kings-printer.alberta.ca/1266.cfm?page=2023_022.cfm&leg_type=Regs&isbncln=9780779840748
https://kings-printer.alberta.ca/1266.cfm?page=2023_022.cfm&leg_type=Regs&isbncln=9780779840748
https://kings-printer.alberta.ca/1266.cfm?page=2023_022.cfm&leg_type=Regs&isbncln=9780779840748
https://www.pharmacyregulation.org/sites/default/files/gphc_prescribers_survey_report.pdf
https://www.pharmacyregulation.org/sites/default/files/gphc_prescribers_survey_report.pdf
https://www.pharmacyregulation.org/sites/default/files/document/consultation_on_education_and_training_standards_for_pharmacist_independent_prescribers_march2018.pdf
https://www.pharmacyregulation.org/sites/default/files/document/consultation_on_education_and_training_standards_for_pharmacist_independent_prescribers_march2018.pdf
https://www.pharmacyregulation.org/sites/default/files/document/consultation_on_education_and_training_standards_for_pharmacist_independent_prescribers_march2018.pdf


 
 

 - 261 - 

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

Grant, A. et al. 2023. Uptake of community pharmacist prescribing over a three-year 
period. Exploratory Research in Clinical and Social Pharmacy 9, p. 100221.  

Grant, M. and Booth, A. 2009. A typology of reviews: An analysis of 14 review types and 
associated methodologies. Health Information &amp; Libraries Journal 26(2), pp. 91–
108.  

 
Gray, C. 2005. What is clinical governance? British Medical Journal 330(7506), p. s254.3-

s254.  
 
Gray, J. et al. 2017. Burns and Grove's the practice of nursing research. 8th ed. Saunders., 

pp. 25-27. 
 
Green, J. and Thorogood, N., 2018. Qualitative methods for health research. 4th ed. UK: 

London, Sage 
 
Green, S. et al. 2011. Chapter 1: Introduction. In: Cochrane Handbook for Systematic Reviews 

of interventions. Oxford: Cochrane Collaboration.  
 
Guba, E. and Lincoln, Y. 1994. Competing paradigms in qualitative research. 1st ed. 

California: Sage, pp. 105-113. 

Guillaume, L. et al. 2008. Supplementary prescribing by community and primary care 
pharmacists: an analysis of PACT data, 2004-2006. Journal of Clinical Pharmacy and 
Therapeutics 33(1), pp. 11–16.  

Guirguis, L. et al. 2014. How have pharmacists in different practice settings integrated 
prescribing privileges into practice in Alberta? A qualitative exploration. Journal of 
Clinical Pharmacy and Therapeutics 39(4), pp. 390–398.  

Gulliford, M. et al. 2014. Electronic health records for intervention research: a cluster 
randomized trial to reduce antibiotic prescribing in primary care (eCRT Study). The 
Annals of Family Medicine, 12(4), pp.344-351 

 
Hacking, S. and Taylor, J. 2010. An evaluation of the scope and practice of Non-Medical 

Prescribing in the North West for NHS North West. [Online]. Lancashire. NHS North 
West. Available at: 
https://www.researchgate.net/profile/Suzanne_Hacking/publication/ (last accessed 17 
May 2018). 

Habicht, D. et al. 2017. Incorporating assessment and prescribing for ambulatory ailments 
skills into practice: An environmental scan of continuing education for Pharmacist 
Prescribing in Canada. Canadian Pharmacists Journal / Revue des Pharmaciens du 
Canada 150(5), pp. 316–325.  

Haby, H. et al. 2020. Population health model for pharmacist assessment and independent 
prescribing of statins in an ambulatory care setting. Journal of the American 
Pharmacists Association 60(1), pp. 130–137.  

 

https://www.researchgate.net/profile/Suzanne_Hacking/publication/228406352_An_evaluation_of_the_scope_and_practice_of_Non_Medical_Prescribing_in_the_North_West_For_NHS_North_West/links/00b4952a5d91c60d21000000/An-evaluation-of-the-scope-and-practi


 
 

 - 262 - 

Hale, A. et al. 2016. Patient satisfaction from two studies of collaborative doctor-pharmacist 
prescribing in Australia. Health Expectations 19(1), pp. 49-61.  

Hamilton, R. et al. 2023. Implementation of the national antimicrobial stewardship 
competencies for UK undergraduate healthcare professional education within 
undergraduate pharmacy programmes: a survey of UK schools of pharmacy. JAC-
antimicrobial Resistance 5(4).  

Hammond, R. W. et al. 2003. Collaborative drug therapy management by pharmacists. 
Pharmacotherapy 23(9), pp. 1210-1225 

Hanes, C. and Bajorek, B. 2005. Pharmacist prescribing: Views of Australian Hospital 
Pharmacists. Journal of Pharmacy Practice and Research 35(3), pp. 178–180.  

Hanna, T. et al. 2014. Using scenarios to test the appropriateness of pharmacist prescribing 
in asthma management. Pharmacy Practice (Internet) 12(1), pp. 00–00.  

Hasan Ibrahim, A. et al. 2022. Development of a core set of clinical skills for pharmacist 
prescribers working in general practice: A delphi study. International Journal of 
Pharmacy Practice 30 (1), pp. i10–i11 

Hatah, E. et al. 2012. General practitioners' perceptions of pharmacists' new services in New 
Zealand. International journal of clinical pharmacy, 34(2), 364–373.  

 
Hawton, K. et al. 2013. Long term effect of reduced pack sizes of paracetamol on poisoning 

deaths and liver transplant activity in England and Wales: interrupted time series 
analyses. BMJ, 346(feb071), pp. f403-f403 

 
Health New Zealand. 2023. Health workforce plan 2023/24 [Online] Available at: 

https://www.tewhatuora.govt.nz/publications/health-workforce-plan-202324/ (Last 
accessed 14 May 2024).  

 
Health Professions Act. 2007. Edmonton, Canada: Alberta Queen’s Printer, chapter H-7 

Health Workforce Australia. 2013. Health Professionals Prescribing Pathway (HPPP) Project 
– Final Report. Adelaide: Health Workforce Australia. 

Healthwise Wales 2023. Healthwise Wales: Doeth am Iechyd Cymru. [Online]. Available at: 
https://www.healthwisewales.org/ (last accessed 19 July 2023).  

Heck, T. et al. 2015. Independent prescribing by hospital pharmacists: Patterns and practices 
in a Canadian province. American Journal of Health-System Pharmacy 72(24), pp. 
2166–2175.  

Hennink, M. and Kaiser, B. 2022. Sample sizes for saturation in qualitative research: A 
systematic review of empirical tests. Social Science &amp; Medicine 292, p. 114523.  

 
Higgins, J. and Green, S. 2008. Cochrane Handbook for Systematic Reviews of interventions. 

Oxford: Wiley-Blackwell.  

Hill, D. et al. 2013. Stakeholder views on pharmacist prescribing in addiction services in NHS 
Lanarkshire. Journal of Substance Use 19(1–2), pp. 56–67.  



 
 

 - 263 - 

Hinchliffe, A., 2015. Pharmacist independent prescribing–a rapid review of the 
evidence. International Journal of Pharmacy Practice, 23, pp.86-87 

Hindi, A. et al. 2019. Independent prescribing in primary care: A survey of patients’, 
prescribers’ and colleagues’ perceptions and experiences. Health & Social Care in the 
Community27(4).  

Hobson, J. 2008. Investigation into early implementation of non-medical prescribing in the 
UK. [Online]. Bath: University of Bath, PhD Dissertation. Avilable at: 
http://opus.bath.ac.uk/id/document/352 (last accessed 14 May 2018). 

 
Hobson, R. and Scott, J. 2007. A qualitative evaluation of patient opinion on pharmacist and 

nurse independent prescribing. International Journal of Pharmacy Practice 15, p. B41 

Hobson, R. and Sewell, G. 2006. Supplementary prescribing by pharmacists in 
England. American Journal of Health-system Pharmacy 63(3), pp. 244–253. 

Hobson, R. and Sewell, G. 2006b. Risks and concerns about supplementary prescribing: 
survey of primary and secondary care pharmacists. Pharmacy World & Science 28(2), 
pp. 76–90.  

Hobson, R., Scott, J. and Sutton, J. 2009. Pharmacists and nurses as independent 
prescribers: exploring the patient’s perspective. Family Practice 27(1), pp. 110–120.  

Hodson, K. 2017. Pharmacist independent prescribers can make a significant contribution to 
antimicrobial stewardship.  [Online]. The Pharmaceutical Journal. Available at: 
https://www.pharmaceutical-journal.com/your-rps/pharmacist-independent-
prescribers-can-make-a-significant-contribution-to-antimicrobial-
stewardship/20202780.article#fn_2 (last accessed 8 May 2019) 

 
Hodson, K. 2018. Personal communication (conversation with Saeed Alghamdi), 17 

September 2018 
 
Hodson, K. 2023. Personal communication (conversation with Saeed Alghamdi), 27 July 

2023. 

Holland, R. et al. 2023. Evaluation of effectiveness and safety of pharmacist independent 
prescribers in care homes: cluster randomised controlled trial. BMJ, p. e071883.  

Hope, D., King, M. 2017. Asynchronous medicines legislation for non-medical prescribing. 
Journal of Law, Medicine, and Ethics. 24(3), pp. 656-62. 

Hoti, K. et al. 2010a. Pharmacy clients’ attitudes to expanded pharmacist prescribing and the 
role of agency theory on involved stakeholders. International Journal of Pharmacy 
Practice 19(1), pp. 5–12.  

Hoti, K. et al. 2010b. An evaluation of Australian pharmacist’s attitudes on expanding their 
prescribing role. Pharmacy World &amp; Science 32(5), pp. 610–621.  

Hoti, K. et al. 2013. Expanded prescribing: A comparison of the views of Australian Hospital 
and Community Pharmacists. International Journal of Clinical Pharmacy 35(3), pp. 469–
475.  



 
 

 - 264 - 

Hoti, K. et al. 2014. Identifying the perceived training needs for Australian pharmacist 
prescribers. International Journal of Pharmacy Practice 22(1), pp. 38–46.  

HRA. 2017. UK Policy Framework for Health and Social Care Research. [Online]. Available 
at: http://www.hra-
decisiontools.org.uk/research/docs/DefiningResearchTable_Oct2017-1.pdf (last 
accessed 15 March 2021) 

 
HRA. 2019. Consent and Participant Information Guidance. [Online]. Medical Research 

Council. Available at: http://www.hra-decisiontools.org.uk/consent/whatsnew.html 
(last accessed 13 March 2021). 

 
HRA. 2020. Do I need NHS REC review? Medical Research Council. [Online]. Available at: 

http://www.hra-decisiontools.org.uk/ethics/about.html (last accessed 15 March 2021) 
 
Hughes, C. and McCann, S. 2003. Perceived inter-professional barriers between community 

pharmacists and general practitioners: a qualitative assessment. Br J Gen 
Pract 53(493), pp. 600-606. 

Hughes, C. et al. 2014. What prescribing means to pharmacists: A qualitative exploration of 
practising pharmacists in Alberta. International Journal of Pharmacy Practice 22(4), pp. 
283–291.  

Hurley, E. et al. 2023a. General practitioners’ perceptions of pharmacists working in general 
practice: a qualitative interview study. Family Practice 40(2), pp. 377–386.  

Hurley, E. et al. 2023b. GPs’ perceptions of pharmacists working in general practices: A mixed 
methods survey study. The European Journal of General Practice 29(1).  

Hutchison, M. et al. 2012. Survey of Alberta Hospital Pharmacists’ Perspectives on additional 
prescribing authorization. American Journal of Health-System Pharmacy 69(22), pp. 
1983–1992.  

Hynes, K. et al. 2023. Prescribing practices of oncology pharmacists working in Ambulatory 
Cancer Centers in Alberta. Journal of Oncology Pharmacy Practice 29(8), pp. 1965–
1973.  

Ibrahim, A., Barry, H. and Hughes, C. 2022. General practitioners’ experiences with, views of, 
and attitudes towards, general practice-based pharmacists: a cross-sectional 
survey. BMC Primary Care 23(1).  

Inch, J. et al. 2019. The Care Home Independent Prescribing Pharmacist Study (chipps)—a 
non-randomised feasibility study of independent pharmacist prescribing in Care 
Homes. Pilot and Feasibility Studies 5(1).  

Isenor, J. et al. 2018. Identification of the relationship between barriers and facilitators of 
Pharmacist Prescribing and self-reported prescribing activity using the theoretical 
domains framework, Research in Social and Administrative Pharmacy, 14(8), pp. 784–
791.  

Jacob Z. 2023. A comparative analysis of the US and UK health care systems – Michigan 
Journal of Economics. Available at: https://sites.lsa.umich.edu/mje/2023/05/26/a-
comparative-analysis-of-the-us-and-uk-health-care-systems/. (Last accessed: 20 June 
2024). 

http://www.hra-decisiontools.org.uk/research/docs/DefiningResearchTable_Oct2017-1.pdf
http://www.hra-decisiontools.org.uk/research/docs/DefiningResearchTable_Oct2017-1.pdf
http://www.hra-decisiontools.org.uk/consent/whatsnew.html
http://www.hra-decisiontools.org.uk/ethics/about.html
https://sites.lsa.umich.edu/mje/2023/05/26/a-comparative-analysis-of-the-us-and-uk-health-care-systems/
https://sites.lsa.umich.edu/mje/2023/05/26/a-comparative-analysis-of-the-us-and-uk-health-care-systems/


 
 

 - 265 - 

James Cook University. 2024. About the pilot. Australia. Available 
at: https://www.jcu.edu.au/pharmacy-full-scope/about-the-program. (Last accessed 04 
June 2024). 

James, J. 2006. A review of non-medical prescribing: current practice and future 
developments. European Diabetes Nursing 3(1), pp. 46-51 

 
Jebara, T. et al. 2018. Stakeholders' views and experiences of pharmacist prescribing: a 

systematic review. Br J Clin Pharmacol; 84:1883–1905. 
 
Jesson, J. et al. 2012. Doing your literature review: Traditional and systematic techniques. Los 

Angeles: SAGE.  
 
Jessup, E. 2017. GP shortage 'escalating crisis' warning. [Online]. BBC News. Available at: 

https://www.bbc.co.uk/news/uk-wales-40876801 [last accessed 5 September 2018]. 

Johnsen, S., Cuthill, F. and Blenkinsopp, J. 2021. Outreach-based clinical pharmacist 
prescribing input into the healthcare of people experiencing homelessness: a qualitative 
investigation. BMC Health Services Research 21(1).  

Johnson, A. et al. 2015. Preventing medication errors in transitions of care: A patient case 
approach. Journal of the American Pharmacists Association 55(2), pp. e264-e276. 

Johnson, C. et al. 2022. New ways of working releasing general practitioner capacity with 
pharmacy prescribing support: a cost-consequence analysis. Family Practice39(4), pp. 
648–655.  

Johnson, R. and Onwuegbuzie, A. 2004. Mixed Methods Research: A Research Paradigm 
Whose Time Has Come. Educational Researcher33(7), pp. 14-26.  

 
Jones, M. .2017. More than 8,000 people will be served by just three GPs as another North 

Wales surgery closes. [Online]. Daily Post Wales. Available at: 
https://www.dailypost.co.uk/news/more-8000-people-served-just-13905020 [last 
accessed 5 September 2018]. 

 
Jones, R. 2006. An exploratory qualitative study of pharmacists as supplementary prescribers. 

A PhD thesis at Cardiff University. Available at: 
https://ethos.bl.uk/OrderDetails.do?uin=uk.bl.ethos.583839. 

Kamarudin, G. et al. 2013. Preparing Hospital Pharmacists to prescribe: Stakeholders’ views 
of Postgraduate Courses. International Journal of Pharmacy Practice 21(4), pp. 243–
251.  

Kauser, S., Morrissey, H. and Ball, P. 2022. England local community pharmacists opinions 
on independent prescribing training. Journal Of Advanced Pharmacy Education and 
Research 12(1), pp. 30–37. 

 
Kiezebrink, K. et al. 2009. Strategies for achieving a high response rate in a home interview 

survey. [Online]. BMC Medical Research Methodology, 9(1). Available at: 
https://doi.org/10.1186/1471-2288-9-46.  

 

https://www.jcu.edu.au/pharmacy-full-scope/about-the-program


 
 

 - 266 - 

Kontopantelis, E. et al. 2015. Regression based quasi-experimental approach when 
randomisation is not an option: interrupted time series analysis. BMJ, 350(jun09 5), 
pp.h2750-h2750. 

Kosari, S. et al. 2021. Integrating pharmacists into aged care facilities to improve the quality 
use of Medicine (PIRACF Study): Protocol for a cluster randomised controlled 
trial. Trials 22(1).  

Kroezen, M. et al. 2011. Nurse prescribing of medicines in Western European and Anglo-
Saxon countries: a systematic review of the literature. BMC Health Serv Res 11, p. 
127.  

 
Krueger, R. 1998. Focus group kit. Thousand Oaks: SAGE. 
 
Kyle, G. and Nissen, L. 2010. Pharmacist Prescribing in Australia-Reality or 

Pipedream? Australian Pharmacist 29(4), p. 290 
 
Lagisetty, P. et al. 2020. A physician-pharmacist collaborative care model to prevent opioid 

misuse. American Journal of Health-system Pharmacy 77(10), pp. 771–780.  
 
Lambert, S. and Loiselle, C. 2008. Combining individual interviews and focus groups to 

enhance data richness. Journal of Advanced Nursing, 62(2), pp.228-237 

Lane, K. et al. 2020. ‘“everyone needs to understand each other’s systems”: Stakeholder 
views on the acceptability and viability of a pharmacist independent prescriber role in 
care homes for older people in the UK’. Health & amp; Social Care in the Community 
28(5), pp. 1479–1487.  

Latter, S. et al. 2011. Evaluation of nurse and pharmacist independent prescribing. 
Department of Health Policy Research Programme Project 016 0108 (October 2010). 
[Online]. University of Southampton and Keele University. Avilable at: 
https://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf (last accessed 17 May 2018). 

 
Latter, S. et al. 2012. Are nurse and pharmacist independent prescribers making clinically 

appropriate prescribing decisions? an analysis of consultations. Journal of Health 
Services Research &amp; Policy 17(3), pp. 149–156.  

 
Latter, S. and Courtenay, M. 2004. Effectiveness of nurse prescribing: A review of the 

literature. Journal of Clinical Nursing 13(1), pp. 26–32.  
 
Law, M. et al. 2012. Independent pharmacist prescribing in Canada. Canadian Pharmacists 

Journal 145(1), pp. 17-23e1.  

Le, P. et al. 2018. Collaborative pharmacist prescribing within the Opioid Substitution 
Treatment Program in South Australia: Patient and pharmacist views. Research in 
Social and Administrative Pharmacy 14(2), pp. 187–195.  

Lewis, J. et al. 2021. Perceptions of independent pharmacist prescribing among health 
authority- and community-based pharmacists in northern British 
Columbia. Pharmacy 9(2), p. 92.  

Linden A. 2015. Conducting interrupted time-series analysis for single-and multiple-group 
comparisons. The Stata Journal. 2015 Jun;15(2), pp. 480-500. 

 

https://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf


 
 

 - 267 - 

Lio, I. et al. 2018. Pharmacists’ comfort level and knowledge about prescribing hormonal 
contraception in a supermarket chain pharmacy. Journal of the American Pharmacists 
Association58(4), pp. S89–S93. 

 
Lloyd, F. and Hughes, C. 2007. Pharmacists' and mentors' views on the introduction of 

pharmacist supplementary prescribing: a qualitative evaluation of views and 
context. International Journal of Pharmacy Practice 15(1), pp. 31-37. 

Lloyd, F., Parsons, C. and Hughes, C. 2010. ‘It’s showed me the skills that he has’: 
pharmacists’ and mentors’ views on pharmacist supplementary 
prescribing. International Journal of Pharmacy Practice 18(1), pp. 29–36.  

Local Government Association. 2018. Self care: Councils helping people look after 
themselves. [Online]. Available at: https://www.local.gov.uk/publications/self-care-
councils-helping-people-look-after-themselves (last accessed: 02 May 2021).  

MacDonald, C. et al. 2023. Target users’ acceptance of a pharmacist-led prescribing service 
for pre-exposure prophylaxis (prep) for human immunodeficiency virus (HIV). Canadian 
Pharmacists Journal, 156(4), pp. 194–203. 

MacLure, K. et al. 2013. Views of the Scottish general public on non-medical 
prescribing. International Journal of Clinical Pharmacy 35(5), pp. 704–710.  

MacVicar, S. and Paterson, R. 2023. Characteristics of prescribing activity within Primary Care 
in Scotland 2013–2022 of General Practitioners, nurse, pharmacist and Allied Health 
Prescribers: A retrospective cross-sectional study. Journal of Advanced Nursing 79(8), 
pp. 3092–3101.  

 
Maddox, C. et al. 2016. Factors influencing nurse and pharmacist willingness to take or not 

take responsibility for non-medical prescribing. Research in Social and Administrative 
Pharmacy 12(1), pp. 41–55.  

 
Magnusson, B. et al. 2022. Accessibility of Pharmacist-Prescribed contraceptives in 

Utah. Obstetrics and Gynecology (New York. 1953. Online)/Obstetrics and 
Gynecology 138(6), pp. 871–877. 

Makowsky, M. et al. 2013. Factors influencing pharmacists’ adoption of prescribing: 
Qualitative application of the diffusion of innovations theory. Implementation 
Science 8(1).  

Mann, C. et al. 2022. Perspectives of pharmacists in general practice from qualitative focus 
groups with patients during a pilot study. BJGP Open 6(2), p. BJGPO.2021.0112.  

Mansell, K. et al. 2014. Evaluating pharmacist prescribing for minor ailments. International 
Journal of Pharmacy Practice 23(2), pp. 95–101.  

 
Mantzourani, E. et al. 2014. Information required by community pharmacists to complete a 

Discharge Medicine Review for patients when they are discharged from 
hospital. International Journal of Pharmacy Practice 22(S2), pp. 7-7.  

 
Mantzourani, E. et al. 2020. Impact of a pilot NHS-funded sore throat test and treat service in 

community pharmacies on provision and quality of patient care. BMJ Open 
Quality 9(1), p. e000833. 

 



 
 

 - 268 - 

Mantzourani, E. et al. 2023. Community pharmacists’ views on the early stages of 
implementation of a National Pilot Independent Prescribing Service in Wales: A 
qualitative study. Integrated Pharmacy Research and Practice Volume 12, pp. 11–23.  

Maskrey, M. et al. 2018. Releasing GP capacity with pharmacy prescribing support and New 
Ways of Working: a prospective observational cohort study. British Journal of General 
Practice 68(675), pp. e735–e742.  

May, K. 2018. Personal communication (e-mail), 29 Augest 2018. 
 
Mayoh, J. and Onwuegbuzie, A. 2013. Toward a conceptualization of mixed methods 

phenomenological research. Journal of Mixed Methods Research 9(1), pp. 91–107. 
 
McBane, S. et al. 2015. Collaborative drug therapy management and comprehensive 

medication management. Pharmacotherapy, American College of Clinical 35(4), pp. 
39-50 

 
McCann, L. et al. 2011. Pharmacist prescribing in Northern Ireland: A quantitative 

assessment. International Journal of Clinical Pharmacy 33(5), pp. 824–831.  
 
McCann, L. et al. 2012a. “They come with multiple morbidities”: A qualitative assessment of 

pharmacist prescribing. Journal of Interprofessional Care, 26(2), pp.127-133. 
 
McCann, L. et al. 2012b. A patient perspective of pharmacist prescribing: ‘crossing the 

specialisms-crossing the illnesses’. Health Expectations, 18(1), pp.58-68. 
 
McFarland, M. et al. 2009. Drug use evaluation of sitagliptin dosing by pharmacist versus 

nonpharmacist clinicians in an internal medicine department of a private Physician-
Owned multispecialty clinic. Journal of Managed Care Pharmacy 15(7), pp. 563–567.  

McIntosh, T. and Stewart, D. 2015. A qualitative study of UK pharmacy pre-registration 
graduates’ views and reflections on pharmacist prescribing. International Journal of 
Pharmacy Practice 24(2), pp. 139–141.  

McIntosh, T. et al. 2012. A cross sectional survey of the views of newly registered pharmacists 
in Great Britain on their potential prescribing role: A cautious approach. British Journal 
of Clinical Pharmacology 73(4), pp. 656–660.  

 
Medicines Control Agency (MCA). 2002. Proposals for supplementary prescribing by nurses 

and pharmacists and proposed amendments to the prescription only medicines 
(human use) order 1997. [Online]. London: MCA: MLX 284. Available at: 
http://www.mhra.gov.uk/home/groups/comms-
ic/documents/websiteresources/con2022567.pdf (last accessed 28 January 2018) 

 
Ministry of Health. 2021a. Consultation on amendments to the schedules of specified 

prescription medicines for designated pharmacist prescribers: Analysis of submissions 
[Online] Available at: https://www.health.govt.nz/publication/consultation-
amendments-schedules-specified-prescription-medicines-designated-pharmacist-
prescribers (Last accessed 14 May 2024).  

 
Ministry of Health. 2021b. Pharmacist prescribers can now prescribe more medicines [Online] 

Available at: https://www.health.govt.nz/news-media/media-releases/pharmacist-
prescribers-can-now-prescribe-more-medicines (Last accessed: 14 May 2024).  

 



 
 

 - 269 - 

Moller, P. and Begg, E. 2005. Independent nurse prescribing in New Zealand. The New 
Zealand Medical Journal 118(1225) 

 
Moore, T., Kennedy, J. and McCarthy, S. 2014. Exploring the General Practitioner–pharmacist 

relationship in the community setting in Ireland. International Journal of Pharmacy 
Practice 22(5), pp. 327–334.  

 
Morton, S. 2024. Personal communication (e-mail), 29 May 2024. 

Munger, M. 2023. Pharmacist Prescribing Is Expanding: Are We Truly Ready? [Online]. 
Available at: 
https://www.hmpgloballearningnetwork.com/site/pln/commentary/pharmacist-
prescribing-expanding-are-we-truly-ready (Last accessed: 17 April 2024).  

Munn, Z. et al. 2018. Systematic Review or scoping review? guidance for authors when 
choosing between a systematic or scoping review approach. BMC Medical Research 
Methodology 18(1).  

 
Munro, N. et al. 2009. Metabolic outcomes in people with diabetes seen in pharmacist-led 

diabetes outpatient clinic. Diabetic Medicine 26, pp. 161 
 
Nabhani-Gebara, S. et al. 2020. General practice pharmacists in England: Integration, 

mediation and professional dynamics. Research in Social & Administrative 
Pharmacy/Research in Social and Administrative Pharmacy 16(1), pp. 17–24.  

 
National Assembly for Wales. 2001. Improving health in Wales: A plan for the NHS with its 

Partners. Cardiff: NAW: 2001 
 
National Assembly for Wales. 2001. Improving health in Wales: the future of primary care. 

Cardiff. [Online]. Cardiff: NAW: 2001. Available at: 
http://www.wales.nhs.uk/publications/primcare_e.pdf (last accessed 28 January 
2018) 

 
National Assembly for Wales. 2001. Report of the task and finish group for prescribing in 

Wales. Cardiff: NAW: 2001 
 
National Assembly for Wales. 2010. Setting the Direction: The Welsh Government’s 

primary and community services strategic delivery programme. [Online]. Available at:   
http://www.wales.nhs.uk/sitesplus/documents/829/setting%20the%20direction.pdf 
(last accessed 26 January 2018) 

 
National Assembly for Wales. 2017. Inquiry into Primary Care: Clusters. Health, Social Care 

and Sport Committee. [Online]. Available at: 
http://www.assembly.wales/laid%20documents/cr-ld11226/cr-ld11226-e.pdf (last 
accessed 26 January 2018). 

 
National Association of Pharmacy Regulatory Authorities. 2024. National Drug Schedules 

(NDS) Database – NAPRA. Available at: https://www.napra.ca/national-drug-
schedules/?_nds_schedule=i (Last accessed: 11 June 2024).  

 
National Centre for Biotechnology Information. 2005. Review literature as topic. [Online]. 

Available at: 
https://www.ncbi.nlm.nih.gov/mesh?cmd=Retrieve&dopt=Full&list_uids=68012196 
(last accessed 10 March 2019).  

http://www.wales.nhs.uk/publications/primcare_e.pdf
https://www.napra.ca/national-drug-schedules/?_nds_schedule=i
https://www.napra.ca/national-drug-schedules/?_nds_schedule=i


 
 

 - 270 - 

 
National Health Service (NHS) England. 2016. Allied Health Professions Medicines Project. 

London: NHS England. [Online]. Available at: https://www.england.nhs.uk/ahp/med-
project/ (last accessed 28 January 2018) 

 
National Health Service (NHS) Wales. 2016. Designed by GPs – for General Practice in Wales 

Structure. [Online].  Available at: http://www.gpone.wales.nhs.uk/nhs-wales-structure 
(last accessed 25 January 2018). 

 
Newington, L. and Metcalfe, A. 2014. Factors influencing recruitment to research: Qualitative 

study of the experiences and perceptions of research teams. BMC Medical Research 
Methodology 14(1).  

 
NHS Digital. 2017. NHS Workforce Statistics Jan 2017. The UK Government. [Online]. 

Available at: https://www.gov.uk/government/statistics/nhs-workforce-statistics-jan-
2017 (last accessed 9 September 2018). 

 
NHS England. 2023. Independent prescribing, community pharmacy independent prescribing. 

[Online]. Available at: https://www.england.nhs.uk/primary-care/pharmacy/pharmacy-
integration-fund/independent-
prescribing/#:~:text=From%20September%202026%20all%20newly,new%20workfor
ce%20enters%20the%20profession. (last accessed 21 August 2023).  

 
NHS England. 2024. Initial Education and Training of pharmacists: prescribing training 

indicative curriculum. NHS England. [Online]. Available 
at: https://www.hee.nhs.uk/sites/default/files/documents/NHS%20England%20Pharm
acy%20Indicative%20Curriculum%20Prescribing%20July%202024.pdf. (Last 
accessed 25 August 2024). 

 
NHS Health Research Authority. 2019. Consent and Participant Information Guidance. 

[Online]. Medical Research Council. Available at: http://www.hra-
decisiontools.org.uk/consent/ (last accessed 05 May 2020). 

 
NHS inform. 2024. Prescription charges and exemptions. [Online]. Available 

at: https://www.nhsinform.scot/care-support-and-rights/nhs-
services/pharmacy/prescription-charges-and-
exemptions/#:~:text=Prescriptions%20in%20Scotland%20are%20free,dispensed%2
0for%20free%20in%20Scotland (Last accessed 02 August 2024). 

 
NHS National Services Scotland. 2023. NHS Pharmacy first Scotland (PFS). [Online]. 

Available at: https://www.nss.nhs.scot/pharmacy-services/pharmacy-services/nhs-
pharmacy-first-scotland-pfs/ (last accessed 21 August 2023).  

 
NHS Research and Development Forum. 2021. Local capacity and capability for research. 

[Online]. Available at: https://rdforum.nhs.uk/wp-content/uploads/2021/02/Final-
Capacity-2021-Workbook-1.pdf (last accessed 5 March 2022). 

 
NHS Wales. 2014. General Medical Services (GMS) Contract - GP Cluster Network 

Development Domain. [Online]. Wales.nhs.uk. Available at: 
http://www.wales.nhs.uk/sites3/docmetadata.cfm?orgid=480&id=239866 (last 
accessed 7 September 2018) 

 
NHS Wales. 2016. Together for Health Tackling antimicrobial resistance and improving 

antibiotic prescribing A Delivery Plan for NHS Wales and its partners. [Online]. Welsh 

http://www.gpone.wales.nhs.uk/nhs-wales-structure
http://www.hra-decisiontools.org.uk/consent/
http://www.hra-decisiontools.org.uk/consent/
https://www.nhsinform.scot/care-support-and-rights/nhs-services/pharmacy/prescription-charges-and-exemptions/#:~:text=Prescriptions%20in%20Scotland%20are%20free,dispensed%20for%20free%20in%20Scotland
https://www.nhsinform.scot/care-support-and-rights/nhs-services/pharmacy/prescription-charges-and-exemptions/#:~:text=Prescriptions%20in%20Scotland%20are%20free,dispensed%20for%20free%20in%20Scotland
https://www.nhsinform.scot/care-support-and-rights/nhs-services/pharmacy/prescription-charges-and-exemptions/#:~:text=Prescriptions%20in%20Scotland%20are%20free,dispensed%20for%20free%20in%20Scotland
https://www.nhsinform.scot/care-support-and-rights/nhs-services/pharmacy/prescription-charges-and-exemptions/#:~:text=Prescriptions%20in%20Scotland%20are%20free,dispensed%20for%20free%20in%20Scotland


 
 

 - 271 - 

Government. Available at: https://gov.wales/docs/dhss/publications/160330amr-
dplanen.pdf (last accessed 9 September 2018) 

 
NHS Wales. 2017. Public Health Wales Observatory | Wales and its Local Health Boards: 

Demography Profile. [Online]. Available at: 
http://www.publichealthwalesobservatory.wales.nhs.uk/wales-local-health-boards-
demography-profile (last accessed 2 May 2019) 

 
NHS Wales. 2018. PIPCOP in the south. 1000 Lives Wales. All Nations Centre, Cardiff, 10 

May 2018 
 
NHS Wales. 2019. General Medical Practice Indemnity FAQs. [Online]. Available at: 

https://nwssp.nhs.wales/ourservices/legal-risk-services/legal-risk-services-
documents/general-medical-practice-indemnity-gmpi-docs/gmpi-faqs-english-
updated-july-2023/ (last accessed 12 May 2023).  

 
NHS Wales. 2019. Health Education and Improvement Wales (HEIW). [Online]. Available at: 

https://heiw.nhs.wales (last accessed 15 March 2024). 
 
NHS Wales. 2019. Minor & Common Ailments. [Online]. Available at: 

https://thepracticeofhealth.nhs.wales/clinics-services/self-help-care/minor-common-
ailments/ (last accessed 15 March 2024). 

 
NHS Wales. 2019. Welsh Risk Pool. [Online]. Shared Services Partnership. Available at: 

http://www.nwssp.wales.nhs.uk/welsh-risk-pool (last accessed 31 January 2020)  
 
NHS Wales. 2020. Choose Pharmacy. [Online]. Informatics services. Available at: 

https://nwis.nhs.wales/systems-and-services/in-the-community/choose-pharmacy/ 
(last accessed 15 November 2020)  

 
NHS Wales. 2020b. Medical, dental and pharmacy trainees and students. [Online].  

Available at: https://heiw.nhs.wales/covid-19/medical-dental-and-pharmacy-trainees-
and-students/ (last accessed 20 June 2021) 

 
NHS Wales. 2020. Minor & Common Ailments. [Online]. Available at: 

https://thepracticeofhealth.nhs.wales/clinics-services/self-help-care/minor-common-
ailments/ (last accessed 14 November 2020).  

 
NHS Wales. 2021. Primary care pharmacy in Wales. Primary Care One - Pharmacy. [Online]. 

Available at: https://primarycareone.nhs.wales/careers/primary-care-roles-in-
wales/pharmacy/ (last accessed 10 April 2021). 

 
NHS Wales. 2022. Post-registration foundation pharmacist training programme. [Online]. 

Available at: https://heiw.nhs.wales/education-and-training/pharmacy/post-
registration-foundation-pharmacist-training-
programme/#:~:text=This%20programme%20is%20for%20early,generalist%20post
%2Dregistration%20foundation%20level (last accessed 15 March 2024).  

 
NHS Wales. 2023. Choose pharmacy- ten years of ‘making a positive difference’, NHS Wales 

Digital Health and Care Wales. [Online]. Available at: 
https://dhcw.nhs.wales/news/latest-news/choose-pharmacy-celebrates-ten-years-of-
making-a-positive-difference/ (Accessed: 23 August 2023).  

 
NHS Wales. 2023. National Prescribing Indicators 2022-2025. [Online]. Available at: 

https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-

http://www.nwssp.wales.nhs.uk/welsh-risk-pool
https://nwis.nhs.wales/systems-and-services/in-the-community/choose-pharmacy/


 
 

 - 272 - 

guidance-resources-and-data/national-prescribing-indicators/national-prescribing-
indicators-2022-2025/ (last accessed 18 May 2023). 

 
NHS Wales. 2023. Standards for Competency Assurance of Independent and Supplementary 

Prescribers in Wales. [Online] NHS Wales HEIW. Available 
at: https://heiw.nhs.wales/files/heiw-standards-for-competency-assurance-of-
independent-and-supplementary-prescribers-in-wales/ (Last accessed 5 July 2024). 

 
NHS Wales Shared Services Partnership. 2019. Welsh Risk Pool. [Online]. Available at: 

http://www.nwssp.wales.nhs.uk/welsh-risk-pool (last accessed 31 January 2020)  
 
NHS Wales Shared Services Partnership. 2021. Primary Care Services. [Online]. Available 

at: https://nwssp.nhs.wales/ourservices/primary-care-services/about-primary-care-
services/ (last accessed 20 April 2023). 

 
NICE (National Institute for Health and Clinical Excellence). 2008. Respiratory tract infections: 

prescribing of antibiotics for self-limiting respiratory tract infections in adults and 
children in primary care CG69. [Online]. Available at: 
http://guidance.nice.org.uk/CG69 (last accessed 26 September 2018)  

 
Nicholls, J. et al. 2013. Management of patients with HIV-1 infection by pharmacist 

prescribers: an evaluation of practice. European Journal of Hospital Pharmacy 21(1), 
pp. 13–17.  

 
NMC (The Nursing and Midwifery Council). 2019. Standards for education and training - Part 

3: Standards for prescribing programmes. [Online]. The Nursing and Midwifery 
Council. Available at: 
https://www.nmc.org.uk/globalassets/sitedocuments/standards/nmc-standards-
proficiency-nurse-and-midwife-prescribers.pdf (last accessed: 24 July 2023). 

 
Noblet, T. et al. 2017. Barriers to and facilitators of independent non-medical prescribing in 

clinical practice: a mixed-methods systematic review. Journal of Physiotherapy. 
 
Norman, K. et al. 2023. "Prescribing for the whole person": A qualitative study exploring 

prescribing pharmacist views on type 2 diabetes management in New Zealand. BMC 
health services research, 23(1), 1058. 

 
Novick, G. 2008. Is there a bias against telephone interviews in qualitative 

research? Research in Nursing & Health 31(4), pp. 391-398.  
 
Nowell, L. et al. 2017. Thematic analysis: Striving to meet the trustworthiness criteria. 

International journal of qualitative methods, 16(1). 
 
Nuttall, D. and Rutt-Howard, J. 2020. The textbook of non-medical prescribing. Hoboken, NJ: 

Wiley.  
 
O’Connell, M. et al. 2020. Attitudes of Michigan Female College Students about Pharmacists 

Prescribing Birth Control in a Community Pharmacy. Pharmacy 8(2), p. 99. 
 
Officer, T. et al. 2021a. 'She taught me': factors consumers find important in nurse practitioner 

and pharmacist prescriber services. Human resources for health, 19(1), 41.  
 
Officer, T. & McBride-Henry, K. 2021b. Perceptions of underlying practice hierarchies: Who is 

managing my care?. BMC health services research, 21(1), 911.  
 

http://www.nwssp.wales.nhs.uk/welsh-risk-pool
http://guidance.nice.org.uk/CG69


 
 

 - 273 - 

Ogilvie, M. et al. 2022. An evaluation of a collaborative pharmacist prescribing model 
compared to the usual medical prescribing model in the emergency 
department. Research in Social and Administrative Pharmacy 18(10), pp. 3744–3750.  

 
O’Hare, C. et al. 2020. An evaluation of virtual ethics discussion groups as a method of 

learning on a pharmacist Independent Prescribing (IP) programme. Currents in 
Pharmacy Teaching and Learning 12(3), pp. 347–354.  

 
Ontario College of Pharmacists. 2024. Mandatory Orientation for Minor Ailments (Ailment) 

Prescribing module - OCPInfo.com. Available at: https://www.ocpinfo.com/practice-
education/expanded-scope-of-practice/mandatory-orientation-minor-ailments-
prescribing-module/ (Last accessed 04 June 2024).  

 
Opdenakker, R. 2006. Advantages and Disadvantages of Four Interview Techniques in 

Qualitative Research. Qualitative Social Research; 7(4). 
 
Oxford University Press. 2021. Ethics, n. OED Online. [Online]. Available at: https://www-oed-

com.abc.cardiff.ac.uk/view/Entry/355823?rskey=ET99Ec&result=2&isAdvanced=fals
e (Last accessed June 26 2021) 

 
Parliamentary Council Office. 2013. Medicines (Designated Pharmacist Prescribers) 

Regulations 2013. [Online]. New Zealand Government. Available at: 
http://legislation.govt.nz/regulation/public/2013/0237/4.0/whole.html#TMPN138B5 
(last accessed 15 May 2018) 

 
Parsloe, A. et al. 2023. Exploring prescribing trends of Pharmacist independent prescribers 

within community pharmacy across Wales. Cardiff University.  
 
Patton, M. 1990. Qualitative evaluation and research methods, second edition. Sage. 
 
Pelaccio, K. et al. 2022. Birth Control Use and Access Including Pharmacist-Prescribed 

Contraception Services during COVID-19. Pharmacy 10(6), p. 142.  
 
Penfold, R. and Zhang, F. 2013. Use of Interrupted Time Series Analysis in Evaluating Health 

Care Quality Improvements. Academic Paediatrics, 13(6), pp. S38-S44 

Percival, M. et al. 2023a. Feasibility of a collaborative pharmacist prescribing model for 
patients with chronic disease(s) attending Australian general practices: A preliminary 
study. International Journal of Clinical Pharmacy 45(2), pp. 502–508.  

Percival, M. et al. 2023b. A collaborative pharmacist prescribing model for patients with 
chronic disease(s) attending Australian general practices: Patient and general 
practitioner perceptions. Exploratory Research in Clinical and Social Pharmacy 9, p. 
100236.  

Perepelkin, J. 2011. Public opinion of pharmacists and pharmacist prescribing. Canadian 
Pharmacists Journal / Revue des Pharmaciens du Canada 144(2), pp. 86–93.  

Peters, M. et al. 2020. Updated methodological guidance for the conduct of scoping 
reviews. JBI Evidence Synthesis18(10), pp. 2119–2126.  

 
Petrie, A. and Sabin, C. (2009). Medical statistics at a glance. 3rd ed. Oxford: Wiley-Blackwell, 

pp.8-9. 
 

https://www.ocpinfo.com/practice-education/expanded-scope-of-practice/mandatory-orientation-minor-ailments-prescribing-module/
https://www.ocpinfo.com/practice-education/expanded-scope-of-practice/mandatory-orientation-minor-ailments-prescribing-module/
https://www.ocpinfo.com/practice-education/expanded-scope-of-practice/mandatory-orientation-minor-ailments-prescribing-module/
http://legislation.govt.nz/regulation/public/2013/0237/4.0/whole.html#TMPN138B5


 
 

 - 274 - 

Pharmaceutical society of New Zealand Incorporated. 2014. New Zealand National 
Pharmacist Services Framework 2014 [Online] Available at: https://www.psnz.org.nz/ 
(Last accessed 14 May 2024).  

 
Pharmacy Council. 2020. Workforce demographic 2020 - Pharmacy Council NZ [Online] 

Available at: https://pharmacycouncil.org.nz/wp-content/uploads/2021/03/Workforce-
Demographic-Report-2020.pdf (Last accessed 14 May 2024).  

 
Pharmacy Council. 2021. Pharmacist prescribers - Pharmacy Council New Zealand - Public 

Site. 2024. Available at: https://pharmacycouncil.org.nz/pharmacist/pharmacist-
prescribers/. (Last accessed 8 May 2024).   

 
Pharmacy Council. 2022. Pharmacy Workforce Demographic. Available at 

https://pharmacycouncil.org.nz/wp-content/uploads/2022/10/Workforce-
Demographic-Report-2022-Final.pdf. (Last accessed 8 May 2024). 

 
Phillips, R. 2005. Primary care in the United States: problems and possibilities. BMJ. British 

Medical Journal 331(7529), pp. 1400–1402.  

Pojskic, N. et al. 2014. Initial perceptions of key stakeholders in Ontario regarding independent 
prescriptive authority for pharmacists. Research in Social and Administrative 
Pharmacy 10(2), pp. 341–354.  

Polgar, S. and Thomas, S. 2020. Introduction to research in the health sciences. 7th ed. 
Edinburgh: Elsevier. 

Power, A. et al. 2021. Student and pre-registration pharmacist performance in a UK 
Prescribing Assessment. International Journal of Clinical Pharmacy 44(1), pp. 100–109.  

Prescribing and Primary Care Services. 2012. Prescribing Measures and their application. 
Leeds: Health and Social Care Information Centre. [Online]. Available at: 
http://webarchive.nationalarchives.gov.uk/20180307194416/http://content.digital.nhs.
uk/ media/10952/Prescribing-Measures/pdf/CHttpHandler.pdf (last accessed 9 
Septmber 2018) 

 
Primary Care. 2018. Pharmacy: Primary care pharmacy in Wales. [Online]. Available at: 

http://www.primarycareone.wales.nhs.uk/pharmacy-wales (last accessed 31 August 
2020). 

 
PRISMA Group. 2009. Prisma 2009 checklist - prisma-statement.org. [Online]. Available at: 

http://www.prisma-
statement.org/documents/PRISMA_2020_checklist.pdf?AspxAutoDetectCookieSupp
ort=1 (last accessed 14 March 2019). 

Queensland Government. 2024. Queensland Community Pharmacy Scope of Practice Pilot. 
Queensland Health. Available at: https://www.health.qld.gov.au/clinical-
practice/guidelines-procedures/community-pharmacy-scope-of-practice-pilot. (Last 
accessed 04 June 2024). 

RACGP 2013. RACGP position on independent non-medical practitioner prescribing. [Online]. 
Available at: 
https://www.racgp.org.au/FSDEDEV/media/documents/RACGP/Position%20stateme
nts/RACGP-position-on-independent-non-medical-practitioner.pdf (last accessed 19 
March 2019).  

https://pharmacycouncil.org.nz/pharmacist/pharmacist-prescribers/
https://pharmacycouncil.org.nz/pharmacist/pharmacist-prescribers/
http://www.primarycareone.wales.nhs.uk/pharmacy-wales
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/community-pharmacy-scope-of-practice-pilot
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/community-pharmacy-scope-of-practice-pilot


 
 

 - 275 - 

Rafie, S. et al. 2021. Pharmacists’ perspectives on prescribing and expanding access to 
hormonal contraception in pharmacies in the United States. Journal of Pharmacy 
Practice 34(2), pp. 230–238. 

Raghunandan, R. et al. 2017. Non-medical prescribing in New Zealand: an overview of 
prescribing rights, service delivery models and training. Ther Adv Drug Saf 8(11), pp. 
349-360.  

 
Raghunandan, R. et al. 2021a. Identifying Community Pharmacist Preferences for Prescribing 

Services in Primary Care in New Zealand: A Discrete Choice Experiment. Applied 
health economics and health policy, 19(2), 253–266.  
 

Raghunandan, R. et al. 2021b. Examining non-medical prescribing trends in New Zealand: 
2016-2020. BMC health services research, 21(1), 418.  
 

Raghunandan, R. et al. 2022. Identifying New Zealand Public Preferences for Pharmacist 
Prescribers in Primary Care: A Discrete Choice Experiment. The patient, 15(1), 77–
92.  

Raghunandan, R., Tordoff, J. and Smith, A. 2017. Non-medical prescribing in New Zealand: 
an overview of prescribing rights, service delivery models and training. Therapeutic 
Advances in Drug Safety 8(11), pp. 349–360.  

Ramsay, C. et al. 2003. Interrupted time series designs in health technology assessment: 
lessons from two systematic reviews of behaviour change strategies. International 
Journal of Technology Assessment in Health Care, 19(04), pp.613-623 

 
Roberts, J. et al. 2023. Minimizing prescribing errors: A phenomenological exploration of the 

views and experiences of independent prescribing pharmacists. BJCP. British Journal 
of Clinical Pharmacology/British Journal of Clinical Pharmacology 89(9), pp. 2747–
2756.  

 
Roberts, S. and Gainsbrush, R. 2010. Medication therapy management and collaborative drug 

therapy management. J Manag Care Pharm 16(1), pp. 67-69 
 
Robinson J. 2018. The trials and triumphs of pharmacist independent prescribers. The 

pharmaceutical journal. [Online]. Available at: https://www.pharmaceutical-
journal.com/news-and-analysis/news/community-pharmacist-independent-
prescribers-can-play-key-role-in-gp-practices-pilot-
finds/20204339.article?firstPass=false (last accessed 31 August 2020) 

 
Rodriguez, M. et al. 2016. Pharmacist prescription of hormonal contraception in Oregon: 

Baseline knowledge and interest in provision. Journal of the American Pharmacists 
Association 56(5), pp. 521–526. 

 
Rodriguez, M. et al. 2020. Availability of pharmacist prescription of contraception in rural areas 

of Oregon and New Mexico. Contraception 101(3), pp. 210–212. 
 
Rodriguez, M. et al. 2021. Pharmacists’ perspectives and experience prescribing hormonal 

contraception in rural and urban New Mexico. Journal of the American Pharmacists 
Association61(2), pp. e140–e144. 



 
 

 - 276 - 

Rosenthal, M. et al. 2015. Prescribing by pharmacists in Alberta and its relation to culture and 
personality traits. Research in Social and Administrative Pharmacy 11(3), pp. 401–411.  

Royal Pharmaceutical Society Wales. 2015. Your Care, Your Medicines: Pharmacy at the 
heart of patient-centered care. [Online]. Available at: 
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/
Publications/Your%20Care%20Your%20Medicines%20report.pdf (last accessed 27 
January 2018) 

 
RPS (Royal Pharmaceutical Society). 2018. Pharmacist Independent Prescribers. [Online]. 

Available at: https://www.rpharms.com/recognition/all-our-campaigns/policy-a-
z/pharmacist-independent-prescribers (last accessed 28 November 2020). 

 
RPS (Royal Pharmaceutical Society). 2019. Competency framework for all prescribers – RPS. 

[Online]. Available at: 
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/
Professional%20standards/Prescribing%20competency%20framework/prescribing-
competency-framework.pdf (last accessed 17 August 2023).  

 
RPS (Royal Pharmaceutical Society). 2019. Practical guide for independent prescribers. 

[Online]. Available at: https://www.rpharms.com/resources/ultimate-guides-and-
hubs/independent-prescribers#how (last accessed 31 August 2020). 

 
RPS (Royal Pharmaceutical Society). 2023. A competency framework for designated 

prescribing practitioners. Available 
at: https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20acces
s/Professional%20standards/DPP%20Framework/DPP%20competency%20framewo
rk%20Dec%202019.pdf?ver=2019-12-18-150746-160 (Last accessed 5 July 2024). 

 
RPS (Royal Pharmaceutical Care) .2023. Prescribing Progress: Transforming Clinical 

Hospital Pharmacy in Wales for Enhanced Patient Care: An Independent Report 
Commissioned by the Welsh Government. Available 
at: https://www.rpharms.com/Portals/0/RPS%20image%20library/Wales%20Hospital
%20Review/Wales%20Hospital%20Report%20%20v11%20%20amended.pdf (Last 
accessed 5 July 2024). 

Ryan, K. et al. 2018. Pharmacists in general practice: a qualitative interview case study of 
stakeholders’ experiences in a West London GP federation. BMC Health Services 
Research18(1). 

Sah, L. et al. 2020. Conducting Qualitative Interviews using Virtual Communication Tools amid 
COVID-19 Pandemic: A Learning Opportunity for Future Research. Journal of Nepal 
Medical Association 58(232).  

 
SAIL Databank. 2021. About Us. [Online]. Available at: https://saildatabank.com/about-us/ 

(last accessed 19 July 2023).  

Salgado, T. et al. 2020. Primary healthcare policy and vision for community pharmacy and 
pharmacists in the United States. Pharmacy Practice 18(3), p. 2160.  

Scally, G. and Donaldson, L.J. 1998. Looking forward: Clinical governance and the drive for 
quality improvement in the new NHS in England. British Medical Journal 317(7150), pp. 
61–65.  

https://www.rpharms.com/recognition/all-our-campaigns/policy-a-z/pharmacist-independent-prescribers
https://www.rpharms.com/recognition/all-our-campaigns/policy-a-z/pharmacist-independent-prescribers
https://www.rpharms.com/recognition/all-our-campaigns/policy-a-z/pharmacist-independent-prescribers
https://www.rpharms.com/resources/ultimate-guides-and-hubs/independent-prescribers#how
https://www.rpharms.com/resources/ultimate-guides-and-hubs/independent-prescribers#how


 
 

 - 277 - 

Schaffer, A. et al. 2021. Interrupted time series analysis using autoregressive integrated 
moving average (ARIMA) models: a guide for evaluating large-scale health 
interventions. BMC Medical Research Methodology 21(1).  

Schindel, T. et al. 2017. Perceptions of pharmacists’ roles in the era of expanding scopes of 
Practice. Research in Social and Administrative Pharmacy 13(1), pp. 148–161.  

Schoonenboom, J. and Johnson, R. 2017. How to Construct a Mixed Methods Research 
Design. Kolner Zeitschrift fur Soziologie und Sozialpsychologie, 69(S2), pp. 107–131.  

 
Scott-Thomas, S. 2018. Personal communication (e-mail), 29 Augest 2018 
 
Seamon, G. et al. 2020. Role of pharmacists in hormonal contraceptive access: A survey of 

North Carolina pharmacists. Pharmacy 8(4), p. 191. 
 
Sedgwick, P. 2012. Multiple significance tests: the Bonferroni correction. BMJ, 344(jan25 4), 

pp. e509-e509 

Shah, C. et al. 2021. Assessing the integration of pharmacist independent prescribers in child 
and adolescent mental health services. The Pharmaceutical Journal (April 2021). 

Shaw, J. et al. 2013. Development of a postgraduate educational program for pharmacist 
prescribers in New Zealand. Journal of Pharmacy Practice and Research 43(2), pp. 
122–127.  

Shearer, B. et al. 2018. Training needs of Manitoba pharmacists to increase application of 
assessment and prescribing for minor ailments into practice: A qualitative and 
quantitative survey. Pharmacy 6(3), p. 82.  

Shepherd, E. et al. 1999. Nurse prescribing, essential practice or political point. Chapter 7. 
London: Balliere Tindall; 1999. 

Sinkala, F. et al. 2018. A survey of the views and capabilities of community pharmacists in 
Western Australia regarding the rescheduling of selected oral antibiotics in a framework 
of pharmacist prescribing. PeerJ 6.  

Skoy, E. et al. 2021. Patient Acceptance of Naloxone Resulting from Targeted Intervention 
from Community Pharmacists to Prevent Opioid Misuse and Accidental 
Overdose. Substance Abuse 42(4), pp. 672–677. 

 
Slawther, E. 2019. Welsh government invests £100k in pharmacists' minor ailments training. 

[Online]. Available at: https://www.chemistanddruggist.co.uk/news/welsh-government-
invests-100k-pharmacists-minor-ailments-training [Accessed: 20 October 2020]. 

 
Smalley, L. 2006. Patients’ experience of pharmacist-led supplementary prescribing in primary 

care. Pharmaceutical Journal (Vol 276), pp. 567-569 
 
Smith, A. et al. 2011. Conducting High-Value Secondary Dataset Analysis: An Introductory 

Guide and Resources. Journal of General Internal Medicine26(8), pp. 920-929.  
 
Smith, K. 2018. Personal communication (e-mail), 09 Augest 2018 
 

https://www.chemistanddruggist.co.uk/news/welsh-government-invests-100k-pharmacists-minor-ailments-training
https://www.chemistanddruggist.co.uk/news/welsh-government-invests-100k-pharmacists-minor-ailments-training


 
 

 - 278 - 

Smith, M. 2018. Number of GPs in Wales hits lowest level in a decade. [Online]. Available at: 
https://www.walesonline.co.uk/news/health/number-gps-wales-hits-lowest-14586009 
(last accessed 01 October 2020). 

 
Stephenson, T. 2000. Implications of the Crown Report and nurse prescribing. Archives of 

disease in childhood; 83(3):199-202 

Stewart, D. et al. 2007. Pharmacist supplementary prescribing training: a study of pharmacists’ 
perceptions and planned participation. International Journal of Pharmacy 
Practice 15(4), pp. 319–325. 

Stewart, D. et al. 2008a. Exploring patients' perspectives of pharmacist supplementary 
prescribing in Scotland. Pharmacy World & Science 30(6), pp. 892-897.  

 
Stewart, D. et al. 2008b. A qualitative exploration of the views of pharmacist prescribers, 

doctors and patients on pharmacist prescribing implementation. International Journal 
of Pharmacy Practice 16(I), p. A5. 

 
Stewart, D. et al. 2009a. Views of pharmacist prescribers, doctors and patients on pharmacist 

prescribing implementation. International Journal of Pharmacy Practice 17(2), pp. 89-
94. 

 
Stewart, D. et al. 2009b. Cross sectional survey of the Scottish general public's awareness of, 

views on, and attitudes toward nonmedical prescribing. Annals of Pharmacotherapy 
43(6), pp. 1115-1121.  

Stewart, D. et al. 2010a. General practitioners’ views and experiences of over-the-counter 
simvastatin in Scotland. BJCP. British Journal of Clinical Pharmacology/British Journal 
of Clinical Pharmacology 70(3), pp. 356–359.  

Stewart, D. et al. 2010b. Developing and validating a tool for assessment of pharmacist 
prescribers' consultations. Family Practice 27(5), pp. 520-526.  

 
Stewart, D. et al. 2011. Pharmacist prescribing in primary care: the views of patients across 

Great Britain who had experienced the service. International Journal of Pharmacy 
Practice 19(5), pp. 328-332.  

 
Stewart, D. et al. 2013. Non-medical prescribers and pharmacovigilance: participation, 

competence and future needs. International Journal of Clinical Pharmacy 35(2), pp. 
268-274.  

 
Stewart, D. et al. 2017. Future perspectives on nonmedical prescribing. Ther Adv Drug Saf 

8(6), pp. 183-197.  

Stewart, D. et al. 2019a. A cross-sectional survey of the pharmacy workforce in general 
practice in Scotland. Family Practice.  

Stone M, and Williams H. 2015. Clinical pharmacists in GP: Value for patients and the practice 
of a new role. British journal of general practice, 65 (634): 262-3. 

 
Stratton, S. 2019. Literature reviews: Methods and applications. Prehospital and Disaster 

Medicine 34(04), pp. 347–349.  
 



 
 

 - 279 - 

Sturges, J. and Hanrahan, K. 2004. Comparing Telephone and Face-to-Face Qualitative 
Interviewing: a Research Note. Qualitative Research 4(1), pp. 107-118.  

 
Sullivan, B. 2008. A report to the Minister of Health and Long-Term Care on the review of the 

scope of practice for registered nurses in the extended class (nurse practitioners). 
[Online]. Toronto. Ont.: Health Professions Regulatory Advisory Council. Available at: 
https://www.hprac.org/en/reports/resources/HPRACExtendedClassNurseReportENG
Mar08.pdf (last accessed 16 May 2018) 

 
Tann, J. et al. 2008. Beating the Bounds? The introduction of pharmacist supplementary 

prescribing in the UK National Health Service. Prometheus 26(2), pp. 125-139. 

Tann, J. et al. 2010. The great boundary crossing: Perceptions on training pharmacists as 
supplementary prescribers in the UK. Health Education Journal 69(2), pp. 183–191. 

Taylor, J. and Matheson, L. 2011. Doing your literature review – traditional and systematic 
techniques. SAGE Publications Ltd. 19(4), pp. 45–45.  

Taylor, S. et al. 2019. Collaborative doctor–pharmacist prescribing in the Emergency 
Department and admissions unit: A study of accuracy and safety. Journal of Pharmacy 
Practice and Research 49(2), pp. 176–178.  

Teal, S. and Edelman, A. 2021. Contraception Selection, Effectiveness, and Adverse Effects 
A Review. Journal of the American Medical Association 326(24), pp. 2507–2518. doi: 
10.1001/jama.2021.21392 

 
Tebes, J. 2005. Community Science, Philosophy of Science, and the Practice of Research. 

American Journal of Community Psychology 35(3-4), pp. 213-230.  
 
Teddlie, C. and Tashakkori, A. 2009. Foundations of Mixed Methods Research: Integrating 

Quantitative and Qualitative Approaches in the Social and Behavioral Sciences. Sage, 
London. 

 
The Cochrane Collaboration. 2018. Cochrane Web site. [Online]. Available at: 

https://www.cochrane.org/ (last accessed 17 March 2019). 
 
The National Assembly for Wales. 2003. The National Health Service (Amendments 

concerning Supplementary and Independent Nurse Prescribing) (Wales) Regulations 
2003. [Online]. Wales: The National Health Service: SI 2003/2624 (W. 252). Available 
at: http://www.legislation.gov.uk/wsi/2003/2624/made (last accessed 28 January 
2018) 

 
The National Assembly for Wales. 2007. The National Health Service (Miscellaneous 

Amendments Concerning Independent Nurse Prescribers, Supplementary 
Prescribers, Nurse Independent Prescribers and Pharmacist Independent Prescribers) 
(Wales) Regulations 2007. [Online]. Wales: The National Health Service: SI 2007/205 
(W.19). Available at: http://www.legislation.gov.uk/wsi/2007/205/contents/made (last 
accessed 28 January 2018) 

 
The National Assembly for Wales. 2017. Inquiry into Primary Care: Clusters. Cardiff: Health, 

Social Care and Sport Committee: October: 2017. [Online]. Available at: 
http://www.assembly.wales/laid%20documents/cr-ld11226/cr-ld11226-e.pdf (last 
accessed 6 September 2018). 

https://www.hprac.org/en/reports/resources/HPRACExtendedClassNurseReportENGMar08.pdf
https://www.hprac.org/en/reports/resources/HPRACExtendedClassNurseReportENGMar08.pdf
http://www.legislation.gov.uk/wsi/2003/2624/made
http://www.legislation.gov.uk/wsi/2007/205/contents/made


 
 

 - 280 - 

The pharmacy guild of Australia. 2022a. Community pharmacy is reaching full scope [Online]. 
Available at: https://pharmacyfullscope.com.au/home/. (Last accessed 10 May 2024). 

The pharmacy guild of Australia. 2022b. Urinary tract infection pharmacy pilot—Queensland 
[Online]. Available at: https://www.guild.org.au/guild-branches/qld/professional-
services/uti-pharmacy-pilot. (Last accessed 10 May 2024). 

The Royal New Zealand College of General Practitioners. 2020. Data and statistics. Available 
at: https://www.rnzcgp.org.nz/our-voice/ data-and-statistics/. (last accessed 8 May 
2024).  

 
Tinelli, M. et al. 2013. Survey of patients' experiences and perceptions of care provided by 

nurse and pharmacist independent prescribers in primary care. Health Expectations 
18(5), pp.1241-1255. 

 
Tinelli, M. et al. 2015. Survey of patients' experiences and perceptions of care provided by 

nurse and pharmacist independent prescribers in primary care. Health Expect 18(5), 
pp. 1241-1255.  

 
Tinelli, M., Ryan, M. and Bond, C. 2009. Patients’ preferences for an increased pharmacist 

role in the management of drug therapy. International Journal of Pharmacy 
Practice 17(5), pp. 275–282.  

 
Tonna, A. et al. 2007. Pharmacist prescribing in the UK - a literature review of current practice 

and research. Journal of Clinical Pharmacy and Therapeutics 32(6), pp. 545-556.  
 
Tonna, A. et al. 2010. Exploring pharmacists' perceptions of the feasibility and value of 

pharmacist prescribing of antimicrobials in secondary care in Scotland. International 
Journal of Pharmacy Practice 18(5), pp. 312-319.  

 
Tonna, A. et al. 2014. Development of consensus guidance to facilitate service redesign 

around pharmacist prescribing in UK hospital practice. International Journal of Clinical 
Pharmacy 36(5), pp. 1069–1076.  

Tran, T. et al. 2021. Pharmacist-assisted prescribing in an Australian hospital: A qualitative 
study of hospital medical officers’ and nursing staff perspectives. Journal of Pharmacy 
Practice and Research 51(6), pp. 472–479.  

Tricco, A. et al. 2018. Prisma extension for scoping reviews (PRISMA-SCR): Checklist and 
explanation. Annals of Internal Medicine 169(7), pp. 467–473. 

 
Trochim, W. et al. 2016. Research Methods: The Essential Knowledge Base. 2nd ed. Boston, 

MA: Cengage Learning. 

Tsuyuki, R. et al. 2015. Randomized trial of the effect of pharmacist prescribing on improving 
blood pressure in the community. Circulation 132(2), pp. 93–100.  

Tsuyuki, R. et al. 2016a. A randomized trial of a community-based approach to dyslipidemia 
management. Canadian Pharmacists Journal / Revue des Pharmaciens du 
Canada 149(5), pp. 283–292.  

Tsuyuki, R. et al. 2016b. The effectiveness of pharmacist interventions on cardiovascular 
risk. Journal of the American College of Cardiology 67(24), pp. 2846–2854.  



 
 

 - 281 - 

Tully, M. et al. 2007. Pharmacists’ changing views of their supplementary prescribing 
authority. Pharmacy World & Science 29(6), pp. 628–634.  

Turner, E., Kennedy, M. and Barrowcliffe, A. 2020. An investigation into prescribing errors 
made by independent pharmacist prescribers and medical prescribers at a large acute 
NHS hospital trust: a cross-sectional study. European Journal of Hospital 
Pharmacy 28(3), pp. 149–153.  

Twigg, M. et al. 2013. An audit of prescribing for type 2 diabetes in primary care: optimising 
the role of the community pharmacist in the primary health care team. Primary health 
care research & development 14(3) pp. 315-319. 

 
UK Government Department of Health and Social Care. 2024. Proposal to enable pharmacy 

technicians to supply and administer medicines using patient group directions: 
consultation response. [Online]. Available 
at: https://www.gov.uk/government/consultations/proposal-for-the-use-of-patient-
group-directions-by-pharmacy-technicians/outcome/proposal-to-enable-pharmacy-
technicians-to-supply-and-administer-medicines-using-patient-group-directions-
consultation-response (Last accessed 8 July 2024). 

 
UK Government Department of Health and Social Care. 2024b. Government response to the 

consultation on hub and spoke dispensing. [Online]. Available 
at: https://www.gov.uk/government/consultations/hub-and-spoke-
dispensing/outcome/government-response-to-the-consultation-on-hub-and-spoke-
dispensing#summary-of-our-intentions-and-next-steps. (Last accessed 25 August 
2024). 

 
UK Statutory Instruments No. 199. 2018. The human medicines (amendment) regulations. 

[Online]. Available at: https://www.legislation.gov.uk/uksi/2018/199/made (last 
accessed 10 May 2021).  

Ung, E. et al. 2016. Assessing pharmacists’ readiness to prescribe oral antibiotics for limited 
infections using a case-vignette technique. International Journal of Clinical 
Pharmacy 39(1), pp. 61–69.  

Victor, R. et al. 2018. A Cluster-Randomized trial of Blood-Pressure reduction in Black 
barbershops. New England Journal of Medicine 378(14), pp. 1291–1301.  

Victora, C. et al. 2004. Evidence-Based Public Health: Moving Beyond Randomized 
Trials. American Journal of Public Health, 94(3), pp.400-405 

 
Vincent, R. et al. 2020. Pharmacist statin prescribing initiative in diabetic patients at an internal 

medicine resident clinic. Journal of Pharmacy Practice 33(5), pp. 598–604.  

Vracar, D. and Bajorek, B. 2008. Australian General Practitioners’ views on pharmacist 
prescribing. Journal of Pharmacy Practice and Research 38(2), pp. 96–102.  

Wagner, A. et al. 2002. Segmented regression analysis of interrupted time series studies in 
medication use research. Journal of Clinical Pharmacy and Therapeutics, 27(4), 
pp.299-309. 

Waite, N.M. et al. 2018. Perceived preparedness for full-scope pharmacist services among 
recent doctor of pharmacy graduates from Ontario Schools of Pharmacy. Journal of the 
American Pharmacists Association 58(6), pp. 630–637.  

https://www.gov.uk/government/consultations/proposal-for-the-use-of-patient-group-directions-by-pharmacy-technicians/outcome/proposal-to-enable-pharmacy-technicians-to-supply-and-administer-medicines-using-patient-group-directions-consultation-response
https://www.gov.uk/government/consultations/proposal-for-the-use-of-patient-group-directions-by-pharmacy-technicians/outcome/proposal-to-enable-pharmacy-technicians-to-supply-and-administer-medicines-using-patient-group-directions-consultation-response
https://www.gov.uk/government/consultations/proposal-for-the-use-of-patient-group-directions-by-pharmacy-technicians/outcome/proposal-to-enable-pharmacy-technicians-to-supply-and-administer-medicines-using-patient-group-directions-consultation-response
https://www.gov.uk/government/consultations/proposal-for-the-use-of-patient-group-directions-by-pharmacy-technicians/outcome/proposal-to-enable-pharmacy-technicians-to-supply-and-administer-medicines-using-patient-group-directions-consultation-response
https://www.gov.uk/government/consultations/hub-and-spoke-dispensing/outcome/government-response-to-the-consultation-on-hub-and-spoke-dispensing#summary-of-our-intentions-and-next-steps
https://www.gov.uk/government/consultations/hub-and-spoke-dispensing/outcome/government-response-to-the-consultation-on-hub-and-spoke-dispensing#summary-of-our-intentions-and-next-steps
https://www.gov.uk/government/consultations/hub-and-spoke-dispensing/outcome/government-response-to-the-consultation-on-hub-and-spoke-dispensing#summary-of-our-intentions-and-next-steps


 
 

 - 282 - 

Wales Audit Office. 2018. A picture of primary care in Wales. [Online]. Auditor General for 
Wales. Available at: http://www.assembly.wales/laid%20documents/agr-ld11520/agr-
ld11520-e.pdf (last accessed 29 September 2018) 

 
Walpola, R. et al. 2024. The accessibility of pharmacist prescribing and impacts on medicines 

access: A systematic review. Research in Social & Administrative Pharmacy/Research 
in Social and Administrative Pharmacy.  

 
Walsh, A. 2019. All Welsh pharmacies to have independent prescribers. [Online]. Available 

at: https://www.pharmacymagazine.co.uk/all-welsh-pharmacies-to-have-independent-
prescribers (last accessed 31 August 2020). 

Weeks, G. et al. 2010. Australian Hospital Pharmacists’ experiences of a UK non-medical 
prescribing course. Journal of Pharmacy Practice and Research 40(3), pp. 187–193.  

Weeks, G. and Marriott, J. 2008. Collaborative prescribing: Views of SHPA Pharmacist 
members. Journal of Pharmacy Practice and Research 38(4), pp. 271–275.  

Weiss, M. and Sutton, J. 2009. The changing nature of prescribing: pharmacists as prescribers 
and challenges to medical dominance. Sociology of Health & Illness 31(3), pp. 406–
421.  

 
Weiss M. 2011. Diagnostic Decision Making: the Last Refuge for General Practitioners? Social 

Science & Medicine 73, pp. 375-82. 
 
Weiss, M. et al. 2015. Medication decision making and patient outcomes in GP, nurse and 

pharmacist prescriber consultations. Primary Health Care Research & 
Development/Primary Health Care Research and Development 16(05), pp. 513–527.  

 
Weiss, M. et al. 2016. GPs, nurses and pharmacists as prescribers in primary care: An 

exploration using the social identity approach. International journal of health 
professions, 3(2). 

 
Welsh Assembly Government (WAG). 2005. Designed for life. Creating world class health and 

social care for Wales in the 21st century. [Online]. Cardiff: WAG: 2005. Available at: 
https://www.wales.nhs.uk/documents/designed-for-life-e.pdf (last accessed 28 
January 2018) 

 
Welsh Assembly Government (WAG). 2011. Non-medical prescribing: a guide for 

implementation. [Online]. Available at: 
http://www.wales.nhs.uk/sitesplus/documents/861/Non%20medical%20prescribing%
20guidance%202011.pdf (last accessed 28 January 2018) 

 
Welsh Government. 2015. Our plan for a primary care service for Wales up to March 2018. 

NHS Wales: February: 2015. [Online]. Available at: 
http://www.cpwales.org.uk/getattachment/The-Health-Landscape/NHS-Wales-
Primary-Care-Strategy/150218primaryen-pdf0-(Updated-March-
2015).pdf.aspx?lang=en-GB (last accessed 27 September 2018) 

 
Welsh Government. 2016a. New support package for at-risk GP practices in Wales unveiled. 

[Online]. Available at: https://gov.wales/newsroom/health-and-social-
services/2015/gp-support/?lang=en (last accessed 23 September 2018) 

 

https://www.pharmacymagazine.co.uk/all-welsh-pharmacies-to-have-independent-prescribers
https://www.pharmacymagazine.co.uk/all-welsh-pharmacies-to-have-independent-prescribers
https://www.wales.nhs.uk/documents/designed-for-life-e.pdf
http://www.cpwales.org.uk/getattachment/The-Health-Landscape/NHS-Wales-Primary-Care-Strategy/150218primaryen-pdf0-(Updated-March-2015).pdf.aspx?lang=en-GB
http://www.cpwales.org.uk/getattachment/The-Health-Landscape/NHS-Wales-Primary-Care-Strategy/150218primaryen-pdf0-(Updated-March-2015).pdf.aspx?lang=en-GB
http://www.cpwales.org.uk/getattachment/The-Health-Landscape/NHS-Wales-Primary-Care-Strategy/150218primaryen-pdf0-(Updated-March-2015).pdf.aspx?lang=en-GB


 
 

 - 283 - 

Welsh Government. 2016b. £43m to improve Wales’ primary care services. [Online]. Available 
at: https://gov.wales/newsroom/health-and-social-services/2016/primary-
care/?lang=en (last accessed 7 September 2018). 

 
Welsh Government. 2017. Non-Medical Prescribing in Wales, Guidance. [Online]. Cardiff. 

Available at: http://www.awmsg.org/docs/awmsg/ (last accessed 6 February 2018)  
 
Welsh Government. 2018. A healthier Wales: long term plan for health and social care. 

GOV.WALES. Available at: https://www.gov.wales/healthier-wales-long-term-plan-
health-and-social-care#description-block (Last accessed 4 April 2022). 

 
Welsh Government. 2018a. Population estimates by local health boards and age. [Online]. 

Statswales.gov.wales. Available at: 
https://statswales.gov.wales/Catalogue/Population-and-
Migration/Population/Estimates/Local-Health-Boards/populationestimates-by-lhb-age 
(last accessed 8 September 2018) 

 
Welsh Government. 2018b. Local Health Board comparisons of GP workforce by year. 

[Online]. Available at: https://statswales.gov.wales/Catalogue/Health-and-Social-
Care/General-Medical-Services/localhealthboardcomparisonsofgpworkforce-by-year 
(last accessed 02 May 2019) 

 
Welsh Government. 2019. Choose Pharmacy: A Common Ailments Service for Wales - 

Frequently Asked Questions [Online]. Available at: 
https://gov.wales/sites/default/files/publications/2019-04/common-ailments-service-
for-wales-frequently-asked-questions.pdf (last accessed 02 May 2024) 

 
Welsh Government. 2019. Primary health care, CABINET: CAB-NW (18-19) 02. [Online]. 

Available at: https://www.gov.wales/sites/default/files/publications/2019-07/cabinet-
committee-on-north-wales-paper-06-june-2019.pdf (last accessed 03 May 2023).  

 
Welsh Government. 2019. Welsh Government funds new minor ailment training for 

pharmacists. [Online]. Available at:https://www.gov.wales/welsh-government-funds-
new-minor-ailment-training-pharmacists (last accessed 02 May 2023) 

 
Welsh Governmnet. 2020. Health and care Reasearch Wales. [Online]. Avilable at: 

https://gov.wales/health-and-care-research-wales (last accessed 10 November 2020) 
 
Welsh Government. 2022. Wider range of services to be provided by pharmacies across 

Wales. [Online]. Available at: https://gov.wales/wider-range-services-be-provided-
pharmacies-across-wales (last accessed 15 March 2024). 

 
Welsh Government. 2024. Independent and supplementary prescribing in Wales. [Online]. 

Available at: https://www.gov.wales/sites/default/files/publications/2024-
03/independent-and-supplementary-prescribing-in-wales.pdf (Last accessed 5 July 
2024). 

 
Welsh Government. 2024b. A new prescription – one year on, the future of community 

pharmacy in Wales. Welsh Government. Available 
at: https://www.gov.wales/sites/default/files/publications/2024-
01/A%20New%20Prescription_One%20Year%20On.pdf (Last accessed 23 August 
2024). 

 

https://www.gov.wales/healthier-wales-long-term-plan-health-and-social-care#description-block
https://www.gov.wales/healthier-wales-long-term-plan-health-and-social-care#description-block
https://gov.wales/sites/default/files/publications/2019-04/common-ailments-service-for-wales-frequently-asked-questions.pdf
https://gov.wales/sites/default/files/publications/2019-04/common-ailments-service-for-wales-frequently-asked-questions.pdf
https://www.gov.wales/sites/default/files/publications/2019-07/cabinet-committee-on-north-wales-paper-06-june-2019.pdf
https://www.gov.wales/sites/default/files/publications/2019-07/cabinet-committee-on-north-wales-paper-06-june-2019.pdf
https://gov.wales/health-and-care-research-wales
https://www.gov.wales/sites/default/files/publications/2024-03/independent-and-supplementary-prescribing-in-wales.pdf
https://www.gov.wales/sites/default/files/publications/2024-03/independent-and-supplementary-prescribing-in-wales.pdf


 
 

 - 284 - 

Welsh Medicines Information Centre. 2024. Patient Group Directions (PGD) - Welsh 
Medicines Advice Service [Online]. Available at: https://www.wmic.wales.nhs.uk/pgds-
templates-advice/ (Last accessed 7 July 2024). 

 
Welsh Pharmaceutical Committee. 2019. Pharmacy: Delivering a Healthier Wales. [Online]. 

Available at: 
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/
Policy/Pharmac y%20Vision%20English.pdf?ver=2019-05-21-152234-477 (last 
accessed 31 August 2020). 

 
Welsh Pharmaceutical Committee. 2023. Pharmacy: Delivering a Healthier Wales 2025 

Goals. RPS Wales [Online]. Available 
at: https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20acces
s/Wales/Welsh%202025%20vision%20book.pdf?ver=nO-
aBZa0JrXc_OTbCMW6Lg%3d%3d (Last accessed 5 July 2024). 

 
Wheeler, A. et al. 2012. Collaborative prescribing: a qualitative exploration of a role for 

pharmacists in mental health. Research in social & administrative pharmacy: 
RSAP, 8(3), 179–192.  

 
WHO. 2015. Medication safety in transition of care. Technical report. [Online]. Available at: 

https://www.who.int/patientsafety/medication-safety/TransitionOfCare.pdf?ua=1 (last 
accessed 22 February 2021) 

 
Wickware, C. 2019. All community pharmacies in Wales to have an independent prescriber 

as part of long-term plan for Welsh Pharmacy. [Online]. Available at: 
https://pharmaceutical-journal.com/article/news/all-community-pharmacies-in-wales-
to-have-an-independent-prescriber-as-part-of-long-term-plan-for-welsh-pharmacy 
(last accessed 17 July 2019).  

 
Wickware, C. 2021. More than 60 pharmacies in Wales could provide independent prescribing 

services under Health Board plans. [Online]. Available at: https://pharmaceutical-
journal.com/article/news/more-than-60-pharmacies-in-wales-could-provide-
independent-prescribing-services-under-health-board-plans#:~:text=Recruiters-
,More%20than%2060%20pharmacies%20in%20Wales%20could%20provide%20ind
ependent%20prescribing,to%20provide%20independent%20prescribing%20services 
(last accessed 17 June 2023).  

 
Wickware, C. 2021. Pharmacist independent prescriber workforce has more than tripled since 

2016. [Online]. Available at: https://pharmaceutical-
journal.com/article/news/pharmacist-independent-prescriber-workforce-has-more-
than-tripled-since-2016 (last accessed 14 June 2023).  

 
Wickware, C. 2022. Community Pharmacy in Wales promised 4% funding uplift conditional on 

staff pay rises.  [Online]. Available at: https://pharmaceutical-
journal.com/article/news/community-pharmacy-in-wales-promised-4-funding-uplift-
conditional-on-staff-pay-rises (last accessed 08 May 2023).  

 
Wilkinson, E. and Burns, C. 2022. Everything you need to know about ‘hub-and-spoke’ 

dispensing. Pharmaceutical Journal [Online]. Available 
at: https://doi.org/10.1211/pj.2022.1.152097 (Last accessed 24 August 2024). 

 
Wilkinson, T. et al. 2018. Older teen attitudes toward birth control access in pharmacies: a 

qualitative study. Contraception 97(3), pp. 249–255. 
 

https://www.wmic.wales.nhs.uk/pgds-templates-advice/
https://www.wmic.wales.nhs.uk/pgds-templates-advice/
https://www.who.int/patientsafety/medication-safety/TransitionOfCare.pdf?ua=1
https://doi.org/10.1211/pj.2022.1.152097


 
 

 - 285 - 

World Health Organization. 2016. Global Strategy on Human Resources for Health: Workforce 
2030. Geneva: WHO. Available at: 
https://iris.who.int/bitstream/handle/10665/250368/?sequence=1 (Last access: 03 
June 2024).  

 
Wright, D. et al. 2021. Development and feasibility testing of an evidence-based training 

programme for pharmacist independent prescribers responsible for the medicines-
related activities within care homes. International Journal of Pharmacy Practice.  

 
Wright, D. et al. 2023. The Care Home Independent Pharmacist Prescriber Study (CHIPPS): 

development and implementation of an RCT to estimate safety, effectiveness and cost-
effectiveness. Programme Grants for Applied Research, pp. 1–114.  

 
Zhou, M. et al. 2019. Barriers to pharmacist prescribing: a scoping review comparing the UK, 

New Zealand, Canadian and Australian experiences. International Journal of 
Pharmacy Practice.  

 
Xiong, S. et al. 2021. Perspectives and perceived barriers to pharmacist-prescribed tobacco 

cessation services in the community pharmacy setting. Journal of the American 
Pharmacists Association 61(4), pp. S39–S48.  

 
Xu, J. and Mukherjee, S. 2021. State laws that authorize pharmacists to prescribe naloxone 

are associated with increased naloxone dispensing in retail pharmacies. Drug and 
Alcohol Dependence 227, p. 109012. 

 

https://iris.who.int/bitstream/handle/10665/250368/?sequence=1


 
 

 - 286 - 

9. Appendices 

Appendix 1: Screenshots of the databases’ search: 

1. Ovid Medline search: 
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2. Ovid Embase search 
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3. Ovid Emcare search  
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4. Scopus search  
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5. Web of Science search  
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Appendix 2: Keywords used to conduct the literature search 

 
Keywords 

S1) Canada/ 

S2) Australia/ 

S3) New Zealand/ 

S4) exp United Kingdom/ 

S5) United States/ 

S6) Canada.tw. 

S7) Australia.tw. 

S8) New Zealand.tw. 

S9) (UK or United Kingdom or Scotland or England or Ireland or Wales or Britain or NHS 

or national health service).tw. 

S10) (USA or united states or North America).tw. 

S11) 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 

S12) independent prescrib*.tw. 

S13) supplementary prescrib*.tw. 

S14) autonomous prescrib*.tw. 

S15) collaborative prescrib*.tw. 

S16) (pharmacist* adj3 prescrib*).tw. 

S17) (pharmacy adj3 prescrib*).tw. 

S18) 12 or 13 or 14 or 15 or 16 or 17 

S19) 11 and 18 

S20) limit 19 to (english language and yr=“2003 -Current”) 
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Appendix 3: The inclusion and exclusion criteria of literature search 

 

Inclusion criteria Exclusion criteria Justification 

All types of primary 

research 

Non-empirical, secondary, and grey 

literature. 

To include only evidence-based 

and peer-reviewed empirical 

studies 

Full peer review 

articles 
Abstract or conference papers Full details and results required 

Studies related to 
pharmacist prescribing 

role 

Studies related to other pharmacists’ 

professions or evaluating specific 
services that are not related to the 

IPPs’ role. 

To address the project focus 

and literature review question, 

which is to identify empirical 
studies on the pharmacist 

prescribers’ role in the USA, 

Australia, New Zealand, 

Canada, and UK. 

Studies conducted in 

the USA, Australia, 

New Zealand, 

Canada, and UK 

Studies conducted outside these 

countries. 

Since the pharmacist 

prescribing role mainly 

implemented in these countries.  

Studies reported in the 

English language 
Studies reported in other languages. 

The main and official language 
in the USA, Australia, New 

Zealand, Canada, and UK is 

English  

Studies published 

from 2003 to May 

2024 

Studies published before 2003 

Because the initiation of the 

pharmacist prescribing role was 

in 2003 in the UK (DoH 2006) 
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Appendix 5: Reviewers’ comments (Study 1, Chapter 4) 

 

- Reviewer 2’s comments: I am not familiar with using ARIMA and this paper would benefit 

from being reviewed by someone with knowledge of the technique to ensure that the 

results are presented in the most appropriate manner. 

- Reviewer 4’s comments: I am not sure the statistical analysis is correct. The description 

for ITSA does not appear to be correct. The ARIMA component is used to describe the 

residuals of a regression model, plots of the ACF and partial ACF are probably best as 

part of supplementary material but would demonstrate the rigor of statistical analysis and 

ideally included. The regression model should be fully specified, outlining the phase 

period, intercept, trend, interaction etc.  

- Reviewer 5’s comments after submitting the new analysis (ordinary-least squares 

regression) to the journal instead of the ARIMA analysis: I prefer the OLS [ordinary-least 

squares] approach for ITS analysis reported in this version to the ARIMA approach 

previously used. The analytical framework and model is clearer and, as a result, the results 

more interpretable relative to using ARIMA and the use of robust standard errors/auto-

correlation lag structure is sufficient to address any concerns about the errors being 

properly estimated.  
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Appendix 6: The ARIMA analysis of the NMIPs data (Study 1, Chapter 4) 

9.1. The methodology of the ARIMA analyses 

The ARIMA analyses were conducted by following the Cochrane Effective Practice 

and Organisation of Care (EPOC) guidance (2017). The IBM SPSS software (Version 25) was 

used to conduct the ARIMA statistical analysis. The change in the trend and level of 

prescribing by NMIPs and medical prescribers were examined. The difference in slope 

between the pre- and post-intervention regression lines is the change in the trend. Whereas 

the change in the level, which is also known as a step change, is the difference between the 

outcome at the first post-intervention time point and that anticipated by the pre-intervention 

trend. In order to understand whether the changes in prescribing over time occurred at a 

gradual or abrupt onset, the step changes were observed at five time points after the 

intervention (3, 6, 9, 12 and 24-month time points). One of the major advantages of the time 

series analysis is that it allows for the changes to be presented graphically in order to enable 

visual inspection of these changes over time (Wagner et al. 2002).  

The difference between pre- and post-intervention prescribing trends (interact), as well 

as the numerical values for the pre-intervention prescribing trend (time point) are given in the 

parameters of the SPSS ARIMA model. The post intervention prescribing trend resulted from 

the sum of these values. Time point was calculated to identify the underlying pre-intervention 

prescribing trend. In addition, time point was used in all of the following analyses when 

calculating the intervention effect in order to ensure that the existing trend was considered. 

Whereas the SPSS ‘Phase’ numerical value illustrates the level effect of the intervention. This 

effect was observed at the five post-intervention time points (3, 6, 9, 12 and 24-months). 

In a similar manner to the step changes observed at different post-intervention time 

points, a Bonferroni adjustment can also be used for multiple comparisons. This is to reduce 

type 1 error, which is that the high probability of a statistically significant value that may occur 

by chance following multiple analyses that were applied on the same variable (Sedgwick 

2012). Nevertheless, applying the Bonferroni adjustment increases the likelihood of missing 

significant findings allowing for this adjustment to be conservative (Casella and Berger 2002). 

Consequently, the findings were presented in two tables, one with a p value assumed 

significant at p<0.05 (Table A2), while the other one presented with the use of a Bonferroni 

adjusted p value (Table A3). Confidence intervals (CIs) were calculated by using the following 

formula:  
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Confidence intervals (CIs) formula 

Difference in pre/post-intervention trend +/- tinv(0.05*79)* Standard error 

The difference in pre and post-intervention prescribing trend and standard error 

are given in the SPSS ARIMA model parameters, tinv is a mathematical function, 

0.05 is the probability (p) value for significance, and 79 is the degrees of freedom 

(the number of data points minus five) (Cochrane EPOC 2017). 

 

Confidence intervals were calculated in order to be 95% certain that the range of 

values contains the true mean of the data (Field 2018). This formula involves the use of the 

standard error values for differences in the pre- and post-intervention prescribing trends. 

However, CIs were not calculated for the post-intervention prescribing trends due to the 

absence of the standard error values for the slopes of these trends in SPSS. In order to 

increase the power in identifying the underlining trends, the number of data points was 

maximised by choosing monthly data over quarterly data (Penfold and Zhang 2013). In 

addition, the pre- and post-intervention periods were clearly defined before conducting the ITS 

analysis (Bernal et al. 2016). For this reason, data were organised in three periods as follows: 

pre-intervention phase (April 2011 to September 2015), intervention phase (October 2015) 

and post-intervention phase (November 2015 to March 2018).  

9.2. The findings of the ARIMA analyses  

9.2.1. Pre- and post-intervention differences in prescribing trends by NMIPs 

The pre- and post-intervention differences of the prescribing trends carried out by 

NMIPs have been investigated by conducting eight ARIMA analyses on these trends. Seven 

of these ARIMA analyses were carried out, one for each HB and one for all Wales. Table A1 

summarises the findings of these analyses in order to compare between HBs, as well as all 

Wales. The positive values represent an increase in the average of the number of items 

prescribed by NMIPs per month, while a decrease is represented by negative values. The 

significant change in the difference between the pre- and post-intervention of the prescribing 

trends are represented by the p value (p value < 0.05 is significant). The differences in pre- 

and post-intervention of the prescribing trends of all Wales, as well as five HBs out of seven 

are statistically significant (Table A1). 
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Table A1 Pre- and post-intervention differences of the prescribing trends carried out by NMIPs 
in primary care in Wales. Statistically significant results are in green colour, whereas non-
significant results are in red colour 

Number All Wales and HBs 
Pre-intervention 

slope 

Post-
intervention 

slope 

Difference in 

p value 

1 All Wales 497 1732 0.000 

2 BCUHB 243 430 0.014 

3 ABHB 110 245 0.001 

4 CVUHB 6 68 0.043 

5 HDHB 45 431 0.000 

6 PTHB -20 518 0.004 

7 ABMUHB 75 140 0.188 

8 CTHB -525 -501 0.473 

9.2.2. Differences in the pre- and post-intervention of the prescribing trends by 
NMIPs in all Wales and each HB  

Figures A1 to A8 illustrate the results of the ARIMA analyses of the pre- and post-

intervention slopes of prescribing trends conducted by NMIPs in primary care from April 2011 

to March 2018 for all Wales and each HB. 

9.2.2.1. All Wales  

The number of items prescribed by NMIPs in primary care across Wales and 

dispensed in community pharmacies increased by an average of 497 items per month pre-

intervention. Whereas it increased by an average of 1,732 items per month post-intervention 

(Figure A1). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.000, 95% CI [1,016 to 1,454]). 
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Figure A1 Trend of the number of items prescribed by NMIPs in primary care across Wales 
from April 2011 to March 2018 
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9.2.2.2. BCUHB 

The number of items prescribed by NMIPs in primary care in BCUHB and dispensed 

in community pharmacies in Wales increased by an average of 243 items per month pre-

intervention. Whereas it increased by an average of 430 items per month post-intervention 

(Figure A2). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.014, 95% CI [38 to 337]). 

 

 
Figure A2 Trend of the number of items prescribed by NMIPs in primary care in BCUHB from 
April 2011 to March 2018 
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9.2.2.3. ABHB 

The number of items prescribed by NMIPs in primary care in ABHB and dispensed in 

community pharmacies in Wales increased by an average of 110 items per month pre-

intervention. Whereas it increased by an average of 245 items per month post-intervention 

(Figure A3). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.001, 95% CI [54 to 217]). 

 

 
Figure A3 Trend of the number of items prescribed by NMIPs in primary care in ABHB from 
April 2011 to March 2018 
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9.2.2.4. CVUHB 

The number of items prescribed by NMIPs in primary care in CVUHB and dispensed 

in community pharmacies in Wales increased by an average of 6 items per month pre-

intervention. Whereas it increased by an average of 68 items per month post-intervention 

(Figure A4). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.043, 95% CI [13 to 122]). 

 

 
Figure A4 Trend of the number of items prescribed by NMIPs in primary care in CVUHB from 
April 2011 to March 2018 
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9.2.2.5. HDHB 

The number of items prescribed by NMIPs in primary care in HDHB and dispensed in 

community pharmacies in Wales increased by an average of 45 items per month pre-

intervention. Whereas it increased by an average of 431 items per month post-intervention 

(Figure A5). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.000, 95% CI [262 to 510]). 

 

 
Figure A5 Trend of the number of items prescribed by NMIPs in primary care in HDHB from 
April 2011 to March 2018 
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9.2.2.6. PTHB  

The number of items prescribed by NMIPs in primary care in PTHB and dispensed in 

community pharmacies in Wales decreased by an average of 20 items per month pre-

intervention. Whereas it increased by an average of 518 items per month post-intervention 

(Figure A6). The difference in the pre- and post-intervention of the prescribing trend was 

statistically significant (P=0.004, 95% CI [180 to 897]). The large increase in the number of 

items prescribed by NMIPs from June 2017 to March 2018 could be responsible for the 

difference in the post-intervention prescribing trend. 

 
 

 
Figure A6 Trend of the number of items prescribed by NMIPs in primary care in PTHB from 
April 2011 to March 2018 
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9.2.2.7. ABMUHB 

The number of items prescribed by NMIPs in primary care in ABMUHB and dispensed 

in community pharmacies in Wales increased by an average of 75 items per month pre-

intervention. Whereas it increased by an average of 140 items per month post-intervention 

(Figure A7). The difference in the pre- and post-intervention of the prescribing trend was not 

statistically significant (P=0.188, 95% CI [-32 to 162]). 
 
 

 
Figure A7 Trend of the number of items prescribed by NMIPs in primary care in ABMUHB 
from April 2011 to March 2018 
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9.2.2.8. CTHB 

The number of items prescribed by NMIPs in primary care in CTHB and dispensed in 

community pharmacies in Wales decreased by an average of 525 items per month pre-

intervention. Whereas it decreased by an average of 501 items per month post-intervention 

(Figure A8). The difference in the pre- and post-intervention of the prescribing trend was not 

statistically significant (P=0.473, 95% CI [-43 to 91]). 
 

 
Figure A8 Trend of the number of items prescribed by NMIPs in primary care in CTHB from 
April 2011 to March 2018 
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9.2.3. Step changes analyses  

Table A2 demonstrates the step changes in the prescribed number of items by NMIPs 

in primary care and dispensed in community pharmacies in all Wales, as well as in each HB 

at five post-intervention time points. At all post-intervention time points, step changes were 

significant in all Wales, BCUHB and HDHB. Step changes in PTHB were significant at 9, 12 

and 24 post-intervention months’ points, whereas step changes in ABMUHB and ABHB were 

significant at 12 and 24 post-intervention months’ points. However, step changes in CVUHB 

and CTHB were not statistically significant.  
Table A2 step changes in the prescribed number of items by NMIPs in primary care and 
dispensed in community pharmacies in all Wales and in each HB. Statistically significant 
results are in green colour, while non-significant results are in red colour 

 post-intervention time points: n & (p value) 
All Wales and 

HBs 
3 months 6 months 9 months 12 months 24 months 

All Wales 
6801 

(0.001) 
10506 (0.000) 14211 (0.000) 17917 (0.000) 32738 (0.000) 

BCUHB 
2821 

(0.032) 

3384 

(0.008) 

3947 

(0.002) 

4509 

(0.001) 

6759 

(0.000) 

HDHB 
1796 

(0.049) 

2955 

(0.001) 

4113 

(0.000) 

5272 

(0.000) 

9907 

(0.000) 

PTHB 
730 

(0.586) 

2346 

(0.133) 

3961 

(0.040) 

5577 

(0.018) 
12039 (0.006) 

ABMUHB 
950 

(0.177) 

1145 

(0.100) 

1340 

(0.063) 

1535 

(0.047) 

2314 

(0.046) 

ABHB 
364 

(0.575) 

770 

(0.225) 

1176 

(0.068) 

1582 

(0.020) 

3206 

(0.001) 

CVUHB 
-96 

(0.857) 

89 

(0.861) 

274 

(0.587) 

458 

(0.373) 

1197 

(0.082) 

CTHB 
852 

(0.138) 

925 

(0.095) 

997 

(0.071) 

1070 

(0.061) 

1360 

(0.080) 

9.2.4. Step changes analysis with Bonferroni adjusted P Value 

Table A3 shows the results of the step changes with Bonferroni adjusted p value of 

number of items prescribed by NMIPs in primary care in all Wales and in each HB and 

dispensed in community pharmacies. The Bonferroni adjusted p value was calculated by 

multiplying the number of HBs plus all Wales (8) by the number of post-intervention time points 

(5), resulting in 40 comparisons. Thereafter, the p value (0.05) divided by the resulting number 
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of comparisons (40) and the result is 0.00125. Therefore, the Bonferroni adjusted p value is 

considered significant if it is less than 0.00125. At all post-intervention time points, step 

changes with Bonferroni adjusted p value were significant in all Wales. In HDUH, it was 

significant at 6, 9, 12 and 24 post-intervention months’ points. It was significant in BCUHB at 

12 and 24, as well as in ABHB at 24 post-intervention months’ points.      
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Table A3 step changes with Bonferroni adjusted p value in the prescribed number of items by 
NMIPs in primary care and dispensed in community pharmacies in all Wales and in each HB. 
Statistically significant (p value < 0.00125) results are in green colour, while non-significant 
results (p value > 0.00125) are in red colour 

 Post-intervention time points: n & (p value) 

All Wales and 
HBs 

3 months 6 months 9 months 12 months 24 months 

All Wales 
6801  

(0.001) 

10506 

(0.000) 

14211 

(0.000) 

17917 

(0.000) 

32738 

(0.000) 

HDHB 
1796  

(0.049) 

2955  

(0.001) 

4113  

(0.000) 

5272  

(0.000) 

9907  

(0.000) 

BCUHB 
2821  

(0.032) 

3384  

(0.008) 

3947  

(0.002) 

4509  

(0.001) 

6759 

(0.000) 

ABHB 
364  

(0.575) 

770  

(0.225) 

1176  

(0.068) 

1582  

(0.020) 

3206  

(0.001) 

PTHB 
730  

(0.586) 

2346  

(0.133) 

3961  

(0.040) 

5577  

(0.018) 

12039 

(0.006) 

ABMUHB 
950  

(0.177) 

1145  

(0.100) 

1340  

(0.063) 

1535  

(0.047) 

2314  

(0.046) 

CVUHB 
-96  

(0.857) 

89  

(0.861) 

274  

(0.587) 

458  

(0.373) 

1197  

(0.082) 

CTHB 
852  

(0.138) 

925  

(0.095) 

997  

(0.071) 

1070  

(0.061) 

1360  

(0.080) 
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9.2.5. Pre- and post-intervention differences in prescribing trends by medical 
prescribers 

An ARIMA analysis was also conducted on the number of items prescribed by medical 

prescribers in primary care across Wales and dispensed in community pharmacies (Figure 

A9). It increased by an average of 11,450 items per month pre-intervention and decreased by 

an average of 12,518 items per month post-intervention. The difference in the pre- and post-

intervention of the prescribing trend was statistically significant (P=0.010, 95% CI [-3073 to - 

21963]). 

 

 
Figure A9 Trend of the number of items prescribed by medical prescribers in primary care 
across Wales from April 2011 to March 2018 
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9.2.6. Step changes analysis  

Table A4 shows the step changes in the prescribed number of items by medical 

prescribers in primary care and dispensed in community pharmacies across Wales at five 

post-intervention time points. It was only significant at 24 post-intervention months’ points.  
Table A4 step changes in the prescribed number of items by medical prescribers in primary 
care and dispensed in community pharmacies across Wales. Significant results are in green 
colour, while non-significant results are in red colour 

Prescribing by medical prescribers across Wales 

Post-intervention time point Step changes P value 

3 months -16743 0.848 

6 months -54303 0.515 

9 months -91863 0.262 

12 months -129422 0.119 

24 months -279658 0.010 
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Appendix 7: PTHB Lead response (Study 1, Chapter 4) 

 
Hi Saeed, 
  
90% of the increase comes from one practice, Newtown, where they have employed a 
pharmacist as an independent prescriber, and who has been taking on repeat prescribing for 
patients with ongoing long-term conditions. 
We also have a community pharmacy in Llanidloes who is using independent prescribing to 
extend the scope and reach of the Common Ailments Scheme, in collaboration with the local 
GP practice. 
  
I hope this information is helpful 
 
Kevin Smith  
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Appendix 8: CTMUHB Lead response (Study 1, Chapter 4) 

 
HI, I am not aware of any policies which would correlate with the timings you show, however, 
there were significant service changes which could align with the changes: 
The WG made available cluster funding for primary care which resulted in increased MDT 
and other professions working in primary care including prescribing i.e., the recruitment of 
cluster-based pharmacists across three of the four localities who have independent 
prescribing qualifications and prescribe in practices. 
The implementation of an enhanced service for GPs to prescribe DOACs in primary care – a 
number of anticoagulant clinics are run by pharmacists in primary care 
  
I cannot comment on the nurses or physio services 
  
I am afraid if you want more detailed explanations then you will need to undertake more 
granular research or maybe those copied in can help 
  
Hope this helps 
Regards Suzanne Scott-Thomas 
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Appendix 9: CVUHB Lead response (Study 1, Chapter 4) 

Hi Saeed 
  
My first thoughts/queries, 
Has this been mapped against the scope of practice of new independent prescribers coming 
out of universities, as numbers increase i.e. are there more new independent prescribers 
with a scope including anticoagulants management/hypertension/heart failure resulting in the 
trends of increased cardiovascular prescribing – rather than existing independent 
prescribers prescribing more cardio drugs – and this has shifted the mean  
significant proportion new independent prescribers that I know of in recent years had their 
scope sitting in the cardiovascular BNF chapter 
BNF chapter is very high level – category a little more meaningful 
Guidance would only influence prescribing within scope of practice 
Not all independent prescribers are equal - Some independent prescribers would only ever 
have a very restricted scope e.g., physios & pain/muscle spasm – which is unlikely to 
expand with experience; others e.g., pharm/nurse could extend scope into many chronic 
diseases or minor illness - where, depending upon casemix of population and pressures on 
GPs 
(this may reflect in higher antibacterial items – useful for us to know to specifically target 
independent prescribers in the work we do, I know some practices triage minor 
presentations to nurse or doctor – so nurse may be seeing more acute infections etc)  
BNF categories – 
Respiratory - our COPD guidance approach has been encouraging practices to review 
steroids and ensure on appropriately, minimum effective dose. 
Also looking to identify and review asthma patients collecting lots of bronchodilators and 
step up treatment so better control and less bronchodilators needed. 
We have a community model in diabetes where practices have links into a named consultant 
– part of that model was to upskill the practice team in the management of patients to reduce 
need for referrals – as more independent prescribers get involved in this it could reflect in 
more items by them instead of the GPs – plus triple therapy more common now – we also 
have some diabetes specialist nurses in community (not sure if they are independent 
prescribers) 
  
  
Karen May 
Head of Medicines Management, Primary Care and Community Clinical Board 
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Appendix 10: First study poster 1 (Study 1, Chapter 4) 
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Appendix 11: First study poster 2 (Study 1, Chapter 4) 
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Appendix 12: The study published in the BMJ Open (Study 1, Chapter 4) 
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Appendix 13: Ethics approval of the second study (Study 2, Chapter 5) 
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Appendix 14: Invitation Email (Study 2, Chapter 5) 

 

The Invitation Email Subject: Invitation-Participation in a research study on 
independent pharmacist prescribers’ views of their role as prescribers in primary care 
settings in Wales  
 
The Email Body 
Dear independent pharmacist prescriber, 
 
We would like to invite you to participate in a research study regarding your role as an 
independent pharmacist prescriber in a GP practices in Wales. This role has been 
implemented in Wales, as well as in the whole UK, in order to increase patients’ access 
to health care and treatment. In recent years, the Welsh Government has supported 
the high influx of independent pharmacist prescribers in primary care in Wales in order 
to overcome the GPs shortage and improve patient access to medicines. However, 
specific details on how independent prescribing is used by pharmacists in primary care 
in Wales is lacking and there is currently a gap in research regarding this matter.  
My name is Saeed Alghamdi, and I am a PhD student currently studying at Cardiff 
School of Pharmacy and Pharmaceutical Sciences at Cardiff University, under the 
supervision of Dr Rhian Deslandes and Dr Karen Hodson. My PhD is about exploring 
the role of independent pharmacist prescribers in GP practices in Wales. My initial 
study was to look at the prescribing data carried out by non-medical independent 
prescribers in primary care. A future study will be conducted to explore the views of 
other HCPs and patients in GP practices regarding the role of independent pharmacist 
prescribers. Whereas this study aims to explore the views of the independent 
pharmacist prescribers of their role as independent prescribers in GP practices in 
Wales. Therefore, this study hopes to provide an understanding of prescribers’ scope 
of practice, satisfaction regarding their role, the perceived benefits, and barriers and 
facilitators to their role. The finding of this study will be reported to the Welsh 
Government and professional bodies, which may help in informing future policies 
regarding this role.   
This study will involve your participation in a focus group discussion. However, if you 
are unable to attend a focus group, we would like to interview you. The focus group or 
interview will take place at a time and a location convenient to you and will take 
approximately 60 to 90 minutes for the focus group or 30 to 60 minutes for the 
interview. I have attached a Participant Information Sheet, which provides further 
information on this research. If you agree to take part, please complete and sign the 
attached Participant Consent Form, then send it back or bring with you on the day of 
the focus group or interview. In addition, we would like you to complete a Demographic 
Information Sheet if you would like to participate through this link: 
https://docs.google.com/forms/d/viewform; which will provide us with your contact 

https://docs.google.com/forms/d/e/1FAIpQLSdUx6ArPlwXwK-UWmHy8Q4XKkDbOC-qdy3tlhixaI90TpAY9w/viewform
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details, some background information about you and whether you would like to 
participate in either a focus group or an interview. Also, as this study is a part of a 
bigger project, we would like to ask you if you are happy to act as a gatekeeper in 
order to recruit other HCPs for future studies.   
If you are happy to participate in this study, we would like to offer you a £25 Amazon 
voucher as a recognition of your time and contribution to this study. Please respond 
directly to me (at this email: ------) within 2 weeks so that we can arrange for dates, 
times and locations that would be suitable for you.  
Your participation is much appreciated and hopefully will help in informing the future 
development of this role in Wales, as well as in the rest of the UK. However, if you 
have any enquiries or concerns, please do not hesitate to contact us.  
 
Yours sincerely, 
 
PhD Student 
Saeed Saad A Alghamdi                  Contact Email:  
                                                          Phone number:  
PhD supervisors:  
Dr Rhian Deslandes                         Contact Email:  
Dr Karen Hodson                             Contact Email:  
 
Chief Pharmaceutical Officer for Wales 
Dr Andrew Evans                             Contact Email:  
 
PP.    
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Appendix 15: Participant Information Sheet (Study 2, Chapter 5) 

 

 
 

 

Participant Information Sheet 

 
Project Title  
Independent pharmacist prescribers’ views of their role as prescribers in primary care 
settings in Wales. 
 
Introduction 
Over the last 15 years, the practice of independent prescribing of medicines in the 
United Kingdom has evolved to involve pharmacists and other healthcare 
professionals in order to increase patients’ access to health care and treatment. In 
recent years, the Welsh Government has supported and funded the high use of 
independent pharmacist prescribers in primary care in Wales in order to overcome the 
GPs shortage. Although the benefits of this role are acknowledged, specific details on 
how independent prescribing is utilised by pharmacists in primary care in Wales is 
lacking and there is currently a gap in research regarding this matter.  
My name is Saeed Alghamdi, and I am a PhD student currently studying at the School 
of Pharmacy and Pharmaceutical Sciences at Cardiff University. For my PhD project, 
I am investigating the views of independent pharmacist prescribers on their role as 
prescribers in primary care settings in Wales. My supervisors: Dr Rhian Deslandes 
and Dr Karen Hodson are members of staff at the school. Before making a decision 
whether to be involved in the study or not it is vital that you understand what the study 
is concerning and also the responsibilities associated with taking part. Therefore, it is 
important that you read the information provided carefully, and then make your 
voluntary decision. If you do require further information on anything regarding the 
research or, have any unanswered questions then please do not hesitate to contact 
me. Ethical approval for this project has been obtained from the Research Ethics 
Committee at Cardiff School of Pharmacy and Pharmaceutical Sciences.  
 
What is the purpose of this study?  
The aim of this research is to explore the views of independent pharmacist prescribers 
of their role within primary care in Wales. This will involve an investigation to their 
satisfaction about their role, their responsibilities and area of practice, and their views 
of the barriers and facilitators related to their role as prescribers. The finding of this 
study will be fed back into information for professional bodies and the Welsh 
Government, which may help in informing the future development of this role in Wales, 
as well as in the rest of the UK. 
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Why have I been selected to participate in this study?  
You have been selected to participate in this project because you are an independent 
pharmacist prescriber and work in GP practices in Wales. Your participation is highly 
appreciated and may provide information to help future development of this role in 
Wales. Your consent is required in order to participate in this project. If you do not 
want to participate in this research, you do not need to do anything further in relation 
to this request. 
 
What will I have to do if I take part? 
Ideally, your participation in this project will involve an audio-recorded focus group 
discussion with other participants or individual interview with consent, which will be 
moderated by myself with an assistant moderator also present. This will take the form 
of a series of questions in which you are invited to give your views and opinions on 
the topics and discuss any relevant information with other participants. If you are 
unable to attend a focus group, an interview can be arranged. The focus group 
discussion or interview will take place at a time and a location of your convenience, 
and we anticipate will take approximately 60 to 90 minutes for the focus group or 30 
to 45 minutes for the interview. In addition, you will be given a £25 Amazon voucher 
at the end of the focus group or interview as a gesture of showing respect for the time 
that you are giving me and your contribution to the study. 
 
What will occur with the information I provide in this study?  
Cardiff University is the Data Controller and is committed to respecting and protecting 
your personal data in accordance with your expectations and Data Protection 
legislation. The University has a Data Protection Officer who can be contacted at ----. 
Further information about Data Protection, including your rights and details about how 
to contact the Information Commissioner’s Office should you wish to complain, can be 
found at the following: https://www.cardiff.ac.uk/publicinformation/policies-and-
procedures/data-protection  
You have a number of rights under data protection law and can find out more about 
these on our website. Note that your rights to access, change or move your personal 
data are limited, as we need to manage your personal information in specific ways in 
order for the research to be reliable and accurate.  
All the provided information by you, will be audio-recorded and then will be transcribed. 
All information will be treated as confidential and when transcribed, the names and 
points of view will be made anonymous so not to identify any individual from any result. 
Once the audio-recordings have been transcribed and quality assured, they will be 
deleted immediately, and the anonymised transcript will be kept secure on a password 
protected computer. The only people to gain access to the information will be myself 
and my project supervisors. All the information you provide in the focus group 
discussion or interview will be kept secure until the end of this project plus five years. 
It is anticipated that the results of the study will be published in academic journals and 
reported to professional bodies and the Welsh Government. You will also be offered 
a summary of the project if you wish to have one.  

https://www.cardiff.ac.uk/publicinformation/policies-and-procedures/data-protection
https://www.cardiff.ac.uk/publicinformation/policies-and-procedures/data-protection
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What do I need to do to participate in this study?  
If you decided to take part in this study, then we only need you to sign two copies of 
the participant consent form and initial each section in it before the focus group 
discussion or interview. One copy should be returned to the project team either in 
person at the time of the focus group discussion/interview or by email, and the second 
copy is to be kept by you. In addition, we would like you to complete a Demographic 
Information Sheet through this link: https://docs.google.com/forms/d/viewform; this will 
provide us with your contact details, some background information about you and 
whether you would like to participate in a focus group or interview, and whether or not 
you could potentially help in recruiting other HCPs for future studies as stated in the 
invitation letter.     
 
What if I no longer would like to participate in this study?  
The participation in this project is entirely voluntary. You are able to withdraw from this 
project at any time and you do not need to provide any justification. Moreover, you can 
request to withdraw and leave at any time during the focus group discussion or 
interview. If you withdraw from the study, we will keep the information about you that 
we have already obtained. However, to safeguard your rights, we will anonymise all 
the obtained information, delete the recording and keep anonymised data secure on 
a computer protected by a password until the end of this project plus five years. 
 
What if I want to raise any concerns or complaints?  
In case you have any concerns or complaints throughout the time of this project, 
please contact my supervisors, Dr Rhian Deslandes and Dr Karen Hodson (emails 
stated below), who will address the issue. If you remain unhappy and wish to complain 
formally, you can do this by contacting the Director of Research, Cardiff School of 
Pharmacy and Pharmaceutical Sciences, Redwood Building, King Edward VII 
Avenue, Cardiff CF10 3NB. 
 
Thank you for taking the time to read this information sheet.  
If you have any enquiries related to this project and the information provided or require 
further details regarding this focus group or interview, please do not hesitate to contact 
me.  
 
PhD Student 
Saeed Saad A Alghamdi                  Contact Email:  
                                                          Phone number:  
PhD supervisors:  
Dr Rhian Deslandes                         Contact Email:  
Dr Karen Hodson                             Contact Email:  
 
Chief Pharmaceutical Officer for Wales 
Dr Andrew Evans                             Contact Email:  

https://docs.google.com/forms/d/e/1FAIpQLSdUx6ArPlwXwK-UWmHy8Q4XKkDbOC-qdy3tlhixaI90TpAY9w/viewform
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Appendix 16: Participant consent from for interviews and focus groups (Study 2, 
Chapter 5) 

 

 
 
 
 
 

Participant Consent Form for Interview (6th March 2019 version 2) 

Focus Group Number: 
 
Project Title: Independent pharmacist prescribers’ views of their role as prescribers 
in primary care settings in Wales  
 
Name of Interviewer: Saeed Saad A Alghamdi  

1. I confirm that I have read the participant information sheet dated 6th of 
March 2019 (version 2) for the above project. I have had the opportunity to consider 
the information, ask questions, and have had these answered satisfactorily where 
appropriate.  

2. I understand that my participation is voluntary and that I am free to withdraw 
at any time without giving any reason, without my legal rights being affected.  

3. I agree to the focus group being audio recorded.    

4. I agree that any information provided by me, including focus group transcripts 
and direct quotes, may be included in the PhD research or in other publications, 
including articles or presentations by the project team. All transcripts and quotes 
used will be anonymised with no identifiable information being reported.  

5. I agree that I will keep the content of the focus group discussions confidential.  

6. I agree to take part in a focus group discussion for the above project.  

 
 
Name of Participant    Date    Signature 
 
 
Name of Researcher   Date    Signature 
 

Please initial box 
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Participant Consent Form for Focus Group (6th March 2019 version 2) 

 
Interview Number: 
 
Project Title: Independent pharmacist prescribers’ views of their role as prescribers 
in primary care settings in Wales  
 
Name of Interviewer: Saeed Saad A Alghamdi  

1. I confirm that I have read the participant information sheet dated 6th of 
March 2019 (version 2) for the above project. I have had the opportunity to consider 
the information, ask questions, and have had these answered satisfactorily where 
appropriate.  

2. I understand that my participation is voluntary and that I am free to withdraw 
at any time without giving any reason, without my legal rights being affected.  

3. I agree to the interview being audio recorded.    

4. I agree that any information provided by me, including interview transcripts and 
direct quotes, may be included in the PhD research or in other publications, 
including articles or presentations by the project team. All transcripts and quotes 
used will be anonymised with no identifiable information being reported.  

5. I agree that I will keep the content of the interview confidential.  

6. I agree to take part in an interview for the above project.  

 
 
 
 
Name of Participant    Date    Signature 
 
 
 
Name of Researcher   Date    Signature 
 
 
 

Please initial box 
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Appendix 17: Demographic Information Sheet (Study 2, Chapter 5) 
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Appendix 18: Reminder Email (Study 2, Chapter 5) 

 
The Invitation Email Reminder Subject: Reminder - Participation in a research study 
on independent pharmacist prescribers’ views of their role as prescribers in primary 
care settings in Wales  
 
The Email Body 
Dear independent pharmacist prescriber, 
 
In follow-up to our email sent on ......... we would like to remind you that the deadline 
for accepting the invitation to participate in this research, which aims to explore the 
views of the independent pharmacist prescribers of their role as independent 
prescribers in GP practices in Wales, is shortly approaching.  
My name is Saeed Alghamdi, and I am a PhD student currently studying at Cardiff 
School of Pharmacy and Pharmaceutical Sciences at Cardiff University, under the 
supervision of Dr Rhian Deslandes and Dr Karen Hodson. My PhD is about exploring 
the role of independent pharmacist prescribers in GP practices in Wales. My initial 
study was to look at the prescribing data carried out by non-medical independent 
prescribers in primary care. A future study will be conducted to explore the views of 
other HCPs in GP practices regarding the role of independent pharmacist prescribers. 
Whereas this study aims to explore the views of the independent pharmacist 
prescribers of their role as independent prescribers in GP practices in Wales. Specific 
details on how independent prescribing is used by pharmacists in primary care in 
Wales is lacking and there is currently a gap in research regarding this matter. 
Therefore, this study hopes to provide an understanding of prescribers’ scope of 
practice, satisfaction regarding their role, the perceived benefits, and barriers and 
facilitators to their role. The finding of this study will be reported to the Welsh 
Government and professional bodies, which may help in informing future policies 
regarding this role.   
This study will involve your participation in a focus group discussion. However, if you 
are unable to attend a focus group, we would like to interview you. The focus group or 
interview will take place at a time and a location convenient to you and will take 
approximately 60 to 90 minutes for the focus group or 30 to 60 minutes for the 
interview. I have attached a Participant Information Sheet which provides further 
information on this research as well as a Participant Consent Form in order for you to 
complete and sign, then to send it back or bring with you on the day of the focus group 
or interview. In addition, we would like you to complete a Demographic Information 
Sheet through this link: https://docs.google.com/forms/d/viewform; this will provide us 
with your contact details, some background information about you and whether you 
would like to participate in either a focus group or an interview. Also, as this study is a 
part of a bigger project, we would like to ask you if you are happy to act as a 
gatekeeper in order to recruit other HCPs for future studies.   

https://docs.google.com/forms/d/e/1FAIpQLSdUx6ArPlwXwK-UWmHy8Q4XKkDbOC-qdy3tlhixaI90TpAY9w/viewform
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If you are happy to participate in this study, we would like to offer you a £25 Amazon 
voucher as a recognition of your time and contribution to this study. Please respond 
directly to me (at this email: ----) as soon as possible so that we can arrange for dates, 
times and locations that would be suitable for you.  
Your participation is much appreciated and hopefully will help in informing the future 
development of this role in Wales, as well as in the rest of the UK. However, if you 
have any enquiries or concerns, please do not hesitate to contact us.  
 
Yours sincerely, 
 
PhD Student 
Saeed Saad A Alghamdi                  Contact Email:  
                                                          Phone number:  
PhD supervisors:  
Dr Rhian Deslandes                         Contact Email:  
Dr Karen Hodson                             Contact Email:  
 
Chief Pharmaceutical Officer for Wales 
Dr Andrew Evans                             Contact Email:  
 
PP.  
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Appendix 19: Focus Group / Interview Schedule (Study 2, Chapter 5) 

 
Focus Group / interview Schedule 

 
Project Title  
Independent pharmacist prescribers’ views of their role as prescribers in primary care 

settings in Wales 
Topic Guide  
The role of pharmacists as prescribers has evolved over the last 15 years. The aim of 

this project is to explore the views of pharmacist prescribers on their role as 

independent prescribers in GP practices in Wales. This will involve questions about 

your responsibilities and area of practice, your opinions and satisfaction about your 

role, how your role has changed over time, your perceived benefits to the role, and 

your views of the barriers and facilitators related to your role as prescribers.    

 

Introduction and Explanations  
• At the beginning I would like to thank you for agreeing to be a part of this project.  

• I also would like to confirm that you have signed the two copies of the participant 

consent form and you have a copy while the other copy is kept by me.  

• This focus group discussion / interview will be audio-recorded as stated in the 

participant information sheet and that all your responses and quotes will be 

transcribed, and then will be analysed after the completion of this discussion / 

interview.  

• I also would like to assure you that the entire focus group discussion / interview 

will be confidential, and all of the responses, direct quotes and personal 

information provided by you will be anonymised for this project or other related 

publications. 

• I also would like to clarify that your contribution in this project is entirely 

voluntary and at any time during this focus group discussion / interview, you are 

able to withdraw from the project and you don’t have to provide any 

justifications. 

• The aim of this focus group discussion / interview is to explore your views as a 

pharmacist prescriber of your role as an independent prescriber in primary care 
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settings in Wales. You will be asked for your views and thoughts on your role, 

your responsibilities and area of practice, and your views of the barriers and 

facilitators related to your role as a prescriber. 

• I also would like to clarify that there will be no judgment to your responses as 

well as there will be no right, or wrong answers and you are free to not answer 

any questions if you don’t want to. Also, to confirm that (if it is a focus group 

discussion) responses should be directed to the group, not to the researcher. 

Moreover, it is better for the language that you will use to be as simple as 

possible.  

• You are able to request any clarification needed for any unknown terminologies 

used at any time during the focus group discussion / interview in order to keep 

it as simple as possible. Also, I may ask for the clarification of any unfamiliar 

terms used by you.  

• If you have any questions or concerns, that you would like to clarify prior the 

beginning of the focus group discussion / interview you can ask me now.  

• Before we start and for the purposes of the audio-recording:
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Part 1: Professional responsibilities and areas of prescribing: 
• For each participant: 

- Could you please tell me your name? your clinical area for independent prescribing? 

and your current role in regard to your independent prescribing?  

 

• Prompts to be used if needed:  

- Would you explain further? 

- Can you give me an example? 

- Would you say more? 

- Is there anything else? 

- Please describe what you mean? 
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Part 2: Describing the role and how it has changed over time 
• For the group (if interview: for each participant): 

- Has the role of independent pharmacist prescribers changed over time since it has 

been started? 

o If yes:  

§ How it has been changed?  

§ What change is actually happened?  

§ What was the driver for this change?  

§ How have you manged this change?  

§ Has your scope of independent prescribing practice extended over 

time? How? 

§ How have you showed the competence to continue in doing your role 

with this change within primary care?  

o If no: 

§ Do you think there is a need for a change in this role? Why? Please 

explain more. 

- Please describe your role and position within the team (working with other healthcare 

professionals)? What do you think about this? 

- Could you please describe your relationship with other members in the team? Has it 

been changed over time? How and why, it has been changed/developed? what do 

you think about this? 

- What do you think about the way of patients are being referred to be seen by you?  

- What do you think about the way of patients are booked in for appointments with you?  

 

 

• Prompts to be used if needed:  

- Would you explain further? 

- Can you give me an example? 

- Would you say more? 

- Is there anything else? 

- Please describe what you mean?  



   

   338 

Part 3: Role and satisfaction 
• For the group (if interview: for each participant): 

- How would you describe your satisfaction about your role as independent prescribers 

in general?  
- In your opinion, what could be the factors that make you satisfied about your role as 

independent prescribers?  

- In your opinion, what could be the factors that make you unsatisfied about your role 

as independent prescribers?  
- What do you think about the number of appointments that you have with your patients 

per day?  

- What do you think about the average time of appointment that you usually have with 

your patients?  

- What do you think about prescribing for acute conditions and/or repeat prescriptions?  

- What do you think about working within more than one GP practice? How do you 

think this may affect the prescribing of medicines?  

 

 

• Prompts to be used if needed:  

- Would you explain further? 

- Can you give me an example? 

- Would you say more? 

- Is there anything else? 

- Please describe what you mean? 
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Part 4: Role and their perceived benefits 
• For the group (if interview: for each participant): 

- What feedback have you had from other health care professionals regarding your 

role?  

- What feedback have you had from patients regarding your role? 

- How do you get this feedback? What do you think about this? 

- What are the perceived benefits regarding your role? Could you please explain it 

more in terms of the benefits to practice, patients, and other health care 

professionals?  

- What are the benefits for you that you think you have gained from your role?  

 
 
 
• Prompts to be used if needed:  

- Would you explain further? 

- Can you give me an example? 

- Would you say more? 

- Is there anything else? 

- Please describe what you mean?  
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Part 5: Facilitators and Barriers 
• For the group (if interview: for each participant): 

- What do you think are the initial facilitators and barriers of the implementation of 

independent prescribing by pharmacists in GP practices? 

- What do you think are the continued facilitators and barriers of the independent 

prescribing by pharmacists in GP practices? 

- What do you think are the facilitators and barriers regarding your role within the GP 

practice team? 

- In your opinion, what could prevent independent pharmacist prescribers from 

prescribing medicines or managing patient’s condition? 

- What are your thoughts about the current clinical supervision regarding your role as 

a prescriber?  

- What do you think about the current indemnity insurance and protection regarding 

your independent prescribing role in your practice?  

- What are your thoughts about the received support regarding your role as 

prescribers?  

- What do you think about the number of independent pharmacist prescriber who work 

in one GP practice setting?  

 
 
 
• Prompts to be used if needed:  

- Would you explain further? 

- Can you give me an example? 

- Would you say more? 

- Is there anything else? 

- Please describe what you mean?  
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Summary and Closing  
- At the end of this focus group discussion / interview, I would like to thank you for 

taking part in this project as well as for your time and responses to the focus group / 

interview questions.  

- If anyone / you would like to add any comments or go back to anything because you 

could not have the opportunity to do that during the focus group discussion / interview 

time, please feel free to do that now, and if so, to clarify it by prompting questions 

stated in the guide.  

- As I said before, the entire focus group discussion / interview will be confidential, and 

all of the responses, direct quotes and personal information provided by you will be 

anonymised for this PhD project or other related publications. The analysis of the 

data will be carried out right away by myself (the PhD student). This research is a 

part of a PhD project conducted by myself and will be submitted to the Cardiff School 

of Pharmacy and Pharmaceutical Sciences; I could also provide a summary of the 

project to you if you wish to have one once the research accomplished.  

- Do you have any questions to ask at the end of this focus group discussion or 

interview? 

- Thank you so much for your participation and this is a £25 Amazon voucher to show 

you our appreciation for your time and contribution to this study. 

 
 
 
 
  



   

   342 

Appendix 20: A portion of transcript (extracted from IPP1 interview) of the thematic analysis process that was conducted iteratively for 
each IPP in GP practice interview (Chapter 5, Section 5.5.2) 
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Appendix 21: Examples of quotes, used codes, and final sub-themes and themes of IPPs in GP practices thematic analysis (Chapter 5, 
Section 5.5.2)   
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Appendix 21: Examples of quotes, used codes, and final sub-themes and themes of IPPs in GP practices thematic analysis (Chapter 5, 
Section 5.5.2) Cont.  
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Appendix 21: Examples of quotes, used codes, and final sub-themes and themes of IPPs in GP practices thematic analysis (Chapter 5, 
Section 5.5.2) Cont.  
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Appendix 22: Invitation letter to community IPPs and community pharmacy leads (Study 
3, Chapter 6) 

INVITATION LETTER TO COMMUNITY IPPS 
 

Dear Community Pharmacist / Community Pharmacy lead, 

As you know, an increasing number of community pharmacists are being trained as, and utilising 

their skills as, independent prescribers within the community pharmacy setting. We, at the Cardiff 

School of Pharmacy and Pharmaceutical Sciences, in collaboration with Keele University, are 

conducting a project to gain an understanding of the experiences of community pharmacists trained 

as independent prescribers, both on the training and implementation of the role, and of the 

community pharmacy leads within each Health Board. The project is being carried out by our 

undergraduate students, Katie Isaac and Naz Maolod from Cardiff University and Elizabeth Hyde 

from Keele University, as well as our PhD student Saeed Alghamdi from Cardiff University.  

We would like to invite you to take part in a one-to-one interview, either face to face or over the 

telephone, at a date and time to suit you. We anticipate that the interview will last approximately 30-

45 minutes. We have attached the participant information leaflet and the consent form for you to 

provide more detailed information on the project. If you are interested in taking part please contact 

the project supervisor, Rhian Deslandes, on the details below. She will then arrange for one of the 

project students to contact you to arrange an appropriate time.  

 

Your views are important for us to understand how the role is being used in practice, anonymised 

results will be shared with policy makers, such as Welsh Government, to inform future developments. 

 

Many thanks in advance of your support,  

 

Rhian Deslandes 

Tel: 02920 876432 
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INVITATION LETTER TO COMMUNITY PHARMACY LEADS 
 
Dear Community Pharmacy lead, 
As you know, an increasing number of community pharmacists are being trained as, and utilising 
their skills as, independent prescribers within the community pharmacy setting. We, at the Cardiff 
School of Pharmacy and Pharmaceutical Sciences are conducting a project to gain an understanding 
of the experiences of community pharmacists trained as independent prescribers, both on the 
training and implementation of the role, and of the community pharmacy leads within each Health 
Board. The project is being carried out by a PhD student, Saeed Alghamdi, who is doing this project 
as part of his PhD study, under the supervision of Dr Rhian Deslandes and Dr Karen Hodson.  
We would like to invite you to take part in a one-to-one interview, either face to face or over the 
telephone, at a date and time to suit you. We anticipate that the interview will last approximately 30-
45 minutes. We have attached the participant information leaflet and the consent form for you to 
provide more detailed information on the project. If you are interested in taking part please contact 
the PhD student, Saeed Alghamdi, on the details below. He will then contact you to arrange an 
appropriate time.  
Your views are important for us to understand how the role is being used in practice, anonymised 
results will be shared with policy makers, such as Welsh Government, to inform future developments. 
 
Many thanks in advance of your support,  
 
Yours sincerely, 
 
PhD Student 
Saeed Saad A Alghamdi                  Contact Email: 
                                                         Phone number:  
PhD supervisors:  
Dr Rhian Deslandes                         Contact Email:  
Dr Karen Hodson                             Contact Email:  
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Appendix 23: Participant information sheet for community IPPs and community 
pharmacy leads (Study 3, Chapter 6) 

 

PARTICIPANT INFORMATION SHEET (COMMUNITY IPPS) 
 

Exploring Independent Prescribing by Community Pharmacists 
 
 
You are being invited to take part in a research project. Before you decide whether or not to take 
part, it is important for you to understand why the research is being undertaken and what it will 
involve.  Please take time to read the following information carefully and discuss it with others, if you 
wish. Thank you for reading this. 
1. What is the purpose of this research project? 
Community pharmacists are increasingly being trained as independent prescribers. This is a 
relatively new development in the pharmacy profession and is encouraged by the ‘Pharmacy: 
Delivering a healthier Wales’ document. This project aims to gain an understanding of the 
experiences of community pharmacists trained as independent prescribers, both on the training and 
implementation of the role, and of the community pharmacy leads within each Health Board. The 
study is being conducted by undergraduate final year pharmacy students Katie Isaac and Naz 
Maolod from Cardiff University and Elizabeth Hyde from Keele University. They are supervised by 
Rhian Deslandes and Karen Hodson at Cardiff and Simon White at Keele. A PhD student in Cardiff 
University, Saeed Alghamdi, is also part of the research team.  
 
2. Why have I been invited to take part? 
You have been invited because you are a community pharmacist who has trained as an independent 
prescriber, or you are a community pharmacy lead within your Health Board. As a prescribing 
pharmacist, you may or may not have implemented the role into your practice. We would like to hear 
your views on the training and the barriers and facilitators to its implementation.   
 
3. Do I have to take part? 
No, your participation in this research project is entirely voluntary and it is up to you to decide 
whether or not to take part. If you decide to take part, we will discuss the research project with you 
and ask you to sign a consent form. If you decide not to take part, you do not have to explain your 
reasons and it will not affect your legal rights. You are free to withdraw your consent to participate 
in the research project at any time, without giving a reason, even after signing the consent form.  
 
4. What will taking part involve? 
You will be asked to participate in a one-to-one interview with one of the project students. This is 
anticipated to last between 30 and 45 minutes, at a time and date appropriate to you. It may be 
conducted either face to face or over the telephone, dependent on location and what is most 
convenient for yourself. Face to face interviews will be conducted at a mutually agreed location, such 
as at the community pharmacy or your place of work. The interview will be audio recorded. Please 
ensure that you either conduct the interview in your own time, or if during work time, you have explicit 
permission from your line manager.  
 
If you are a prescribing pharmacist, we would also like to ask if you would be willing to share the 
coursework you completed as part of the independent prescribing training course. This will be used 
as a means of informing the interview and the discussion around your prescribing role. If possible, 
we would like to read this before the interview. We would ask if you could either forward this to the 
project supervisor or give permission for your course director to forward this onto the research team.  
 
If you would like to take part, please contact Rhian Deslandes on the details below who will pass 
your contact details onto one of the students to arrange a time for the interview.  
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5. Will I be paid for taking part? 
You will not be paid for taking part in the project.  

 
6. What are the possible benefits of taking part? 
There are no direct benefits to you from taking part in the project. However, by expressing your views 
and sharing experiences on the training and implementation of your prescribing role or the 
community pharmacist prescribing role within your Health Board we aim to inform future 
developments and improve practice.  
 
7. What are the possible risks of taking part? 
There are no risks to taking part in this project. We will only ask you to provide 30 to 45 minutes of 
your time.  

 
8. Will my taking part in this research project be kept confidential? 

All information collected from and about you during the research project will be kept 
confidential and any personal information you provide will be managed in accordance with data 
protection legislation. Please see ‘What will happen to my Personal Data?’ (below) for further 
information.   

 
9. What will happen to my Personal Data?  
Cardiff University is the Data Controller and is committed to respecting and protecting your personal 
data in accordance with your expectations and Data Protection legislation. Further information about 
Data Protection, including:  

- your rights 
- the legal basis under which Cardiff University processes your personal data for research 
- Cardiff University’s Data Protection Policy  
- how to contact the Cardiff University Data Protection Officer 
- how to contact the Information Commissioner’s Office 

may be found at https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-
protection. Printed copies can be made available, on request.  
 
We will collect your contact details (name, telephone and email) only for the purpose of organising 
the interview and receiving your coursework material. The audio recorded interviews will be 
transcribed immediately after the interview by the student who conducts the interview. Once 
transcribed and quality assured, the recording will be deleted. The research team will anonymise all 
the personal data it has collected from, or about, you in connection with this research project, with 
the exception of your consent form.  
 
Your consent form will be retained for 2 years post publication and may be accessed by members 
of the research team and, where necessary, by members of the University’s governance and audit 
teams or by regulatory authorities. Anonymised information will be kept for a minimum of 2 years 
post publication. The transcripts and all electronic materials containing personally identifiable 
information will be stored on a university password protected computer. The written consent forms 
and coursework material will be held securely at Cardiff University School of Pharmacy and 
Pharmaceutical Sciences, or Keele University, in a locked filing cabinet, in the supervisor’s office. 
Should you withdraw from the project before publication, your data will be removed from any future 
publications.   
 
10. What happens to the data at the end of the research project? 
The transcripts will be shared with the research team, which includes all three undergraduate 
students, the PhD student and their supervisors so that they may analyse the data. The data will be 
held securely at the end of the research project. Anonymised results will be shared with policy 
makers, such as Welsh Government, to inform future developments. 
 
11. What will happen to the results of the research project? 

https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection
https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection
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It is our intention to publish the results of this research project in academic journals and present 
findings at conferences.  Participants will not be identified in any report, publication or presentation. 
Anonymised, verbatim quotes will be used from participants in order to present the findings. If you 
would like a copy of the results, please inform the student who conducts your interview so that they 
may make arrangements for this.  
 
12. What if there is a problem? 
If you wish to complain or have grounds for concerns about any aspect of the manner in which you 
have been approached or treated during the course of this research, please contact the project 
supervisor, Dr Rhian Deslandes, or Dr Simon White on the contact details below.  If your complaint 
is not managed to your satisfaction, please contact the Director of Research, Cardiff School of 
Pharmacy and Pharmaceutical Sciences, Redwood Building, King Edward VII Avenue, Cardiff CF10 
3NB, or Dr Judith Rees, Chair of the School of Pharmacy and Bioengineering Research Ethics 
Committee, at Keele University on …..  
If you are harmed by taking part in this research project, there are no special compensation 
arrangements.  If you are harmed due to someone's negligence, you may have grounds for legal 
action, but you may have to pay for it.   
 
13. Who is organising and funding this research project? 
The research is organised by Dr Rhian Deslandes and Dr Karen Hodson from the Cardiff School of 
Pharmacy and Pharmaceutical Sciences in Cardiff University and Dr Simon White from Keele 
University. The students completing the project are: Naz Maolod, Katie Issac, Elizaberth Hyde, and 
Saeed Alghamdi 
 
14. Who has reviewed this research project? 
This research project has been reviewed and given a favourable opinion by the Cardiff School of 
Pharmacy and Pharmaceutical Sciences School Research Ethics Committee, Cardiff University. 
 
15. Further information and contact details  
Should you have any questions relating to this research project, you may contact us during normal 
working hours: 
 
Dr Rhian Deslandes 
Cardiff School of Pharmacy and Pharmaceutical Sciences 
Cardiff University  
Redwood Building 
King Edward VII Avenue 
Cardiff 
CF10 3NB 
Tel:  
Email:  
 
 
 
 
 

Thank you for considering taking part in this research project. If you decide to 
participate, you will be given a copy of the Participant Information Sheet and a signed 
consent form to keep for your records. 
 

mailto:j.a.rees@keele.ac.uk


   

 

 
PARTICIPANT INFORMATION SHEET (COMMUNITY PHARMACY LEADS) 

 
Exploring Independent Prescribing by Community Pharmacists 

 
 
You are being invited to take part in a project. Before you decide whether or not to take part, it is 
important for you to understand why the project is being undertaken and what it will involve.  Please 
take time to read the following information carefully and discuss it with others, if you wish. Thank you 
for reading this. 
 

1. What is the purpose of this project? 
Community pharmacists are increasingly being trained as independent prescribers. This is a 
relatively new development in the pharmacy profession and is encouraged by the ‘Pharmacy: 
Delivering a healthier Wales’ document. This project aims to gain an understanding of the 
experiences of community pharmacists trained as independent prescribers, both on the training and 
implementation of the role, and of the community pharmacy leads within each Health Board. The 
study is being conducted by a PhD student in Cardiff University, Saeed Alghamdi, who is doing this 
project as part of his PhD study at the Cardiff School of Pharmacy and Pharmaceutical Sciences, 
under the supervision of Dr Rhian Deslandes and Dr Karen Hodson.  
 

2. Why have I been invited to take part? 
You have been invited because you are a community pharmacist who has trained as an independent 
prescriber, or you are a community pharmacy lead within your Health Board.  
 

3. Do I have to take part? 
No, your participation in this project is entirely voluntary and it is up to you to decide 

whether or not to take part. If you decide to take part, we will discuss the project with you and 
ask you to sign a consent form. If you decide not to take part, you do not have to explain your 
reasons and it will not affect your legal rights. You are free to withdraw your consent to 
participate in the project at any time, without giving a reason, even after signing the consent 
form.  

 
4. What will taking part involve? 

You will be asked to participate in a one-to-one interview with the PhD student (Saeed Alghamdi). 
This is anticipated to last between 30 and 45 minutes, at a time and date appropriate to you. It may 
be conducted either face to face or over the telephone, dependent on location and what is most 
convenient for yourself. Face to face interviews will be conducted at a mutually agreed location, such 
as your place of work. The interview will be audio recorded. Please ensure that you either conduct 
the interview in your own time, or if during work time, you have explicit permission from your line 
manager.  
If you are a prescribing pharmacist, we would also like to ask if you would be willing to share the 
coursework you completed as part of the independent prescribing training course. This will be used 
as a means of informing the interview and the discussion around your prescribing role. If possible, 
we would like to read this before the interview. We would ask if you could either forward this to the 
project supervisor or give permission for your course director to forward this onto the project team.  
If you would like to take part, please contact Saeed Alghamdi on the details below who will contact 
you to arrange a time for the interview.  
 

5. Will I be paid for taking part? 
You will not be paid for taking part in the project.  
 
 

 
6. What are the possible benefits of taking part? 



   

 

There are no direct benefits to you from taking part in the project. However, by expressing your views 
and sharing experiences on the training and implementation of your prescribing role or the 
community pharmacist prescribing role within your Health Board we aim to inform future 
developments and improve practice.  
 

7. What are the possible risks of taking part? 
There are no risks to taking part in this project. We will only ask you to provide 30 to 45 minutes of 
your time.  

 
8. Will my taking part in this project be kept confidential? 

All information collected from and about you during the project will be kept confidential and 
any personal information you provide will be managed in accordance with data protection legislation. 
Please see ‘What will happen to my Personal Data?’ (below) for further information.   

 
9. What will happen to my Personal Data?  

Cardiff University is the Data Controller and is committed to respecting and protecting your personal 
data in accordance with your expectations and Data Protection legislation. Further information about 
Data Protection, including:  

- your rights 
- the legal basis under which Cardiff University processes your personal data for such projects 
- Cardiff University’s Data Protection Policy  
- how to contact the Cardiff University Data Protection Officer 
- how to contact the Information Commissioner’s Office 

may be found at https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-
protection. Printed copies can be made available, on request.  
 
We will collect your contact details (name, telephone and email) only for the purpose of organising 
the interview and receiving your coursework material. The audio recorded interviews will be 
transcribed immediately after the interview by the PhD student who conducts the interview. Once 
transcribed and quality assured, the recording will be deleted. The project team will anonymise all 
the personal data it has collected from, or about, you in connection with this project, with the 
exception of your consent form.  
 
Your consent form will be retained for 2 years post publication and may be accessed by members 
of the project team and, where necessary, by members of the University’s governance and audit 
teams or by regulatory authorities. Anonymised information will be kept for a minimum of 2 years 
post publication. The transcripts and all electronic materials containing personally identifiable 
information will be stored on a university password protected computer. The written consent forms 
and coursework material will be held securely at Cardiff University School of Pharmacy and 
Pharmaceutical Sciences, in a locked filing cabinet, in the supervisor’s office. Should you withdraw 
from the project before publication, your data will be removed from any future publications.   
 

10. What happens to the data at the end of the project? 
The transcripts will be shared with the project team, which includes the PhD student and his 
supervisors so that they may analyse the data. The data will be held securely at the end of the 
project. Anonymised results will be shared with policy makers, such as Welsh Government, to inform 
future developments. 
 

11. What will happen to the results of the project? 
It is our intention to publish the results of this project in academic journals and present findings at 
conferences. Participants will not be identified in any report, publication or presentation. 
Anonymised, verbatim quotes will be used from participants in order to present the findings. If you 
would like a copy of the results, please inform the PhD student who will conduct your interview so 
that he may make arrangements for this.  
 

12. What if there is a problem? 

https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection
https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection


   

 

Thank you for considering taking part in this project. If you decide to participate, you will be 
given a copy of the Participant Information Sheet and a signed consent form to keep for your 
records. 

If you wish to complain or have grounds for concerns about any aspect of the manner in which you 
have been approached or treated during the course of this project, please contact the project 
supervisors, Dr Rhian Deslandes, or Dr Karen Hodson on the contact details below.  If your complaint 
is not managed to your satisfaction, please contact the Director of Research, Cardiff School of 
Pharmacy and Pharmaceutical Sciences, Redwood Building, King Edward VII Avenue, Cardiff CF10 
3NB.   
If you are harmed by taking part in this project, there are no special compensation arrangements.  If 
you are harmed due to someone's negligence, you may have grounds for legal action, but you may 
have to pay for it.   
 

13. Who is organising and funding this project? 
The project is organised by Dr Rhian Deslandes, Dr Karen Hodson and the PhD student Saeed 
Alghamdi, from the Cardiff School of Pharmacy and Pharmaceutical Sciences in Cardiff University. 
The PhD student is going to complete the project.  
 

14. Who has reviewed this project? 
This project has been reviewed and given a favourable opinion by the Cardiff School of Pharmacy 
and Pharmaceutical Sciences School Research Ethics Committee, Cardiff University. 
 

15. Further information and contact details  
Should you have any questions relating to this project, you may contact us during normal working 
hours:  
 
PhD Student 
Saeed Saad A Alghamdi 
Cardiff School of Pharmacy and 
Pharmaceutical Sciences 
Cardiff University  
Redwood Building  
King Edward VII Avenue 
Cardiff 
CF10 3NB 
Contact Email:  
Phone number:  
 
 
 

 
 
 
PhD supervisors 
 
Dr Rhian Deslandes  
Contact Email:  
 
Dr Karen Hodson 
Contact Email:  
 
 
 

 
 
 
 

  



   

 

Appendix 24: Participant consent form for community IPPs and community pharmacy 
leads (Study 3, Chapter 6) 

 

 
 

PARTICIPANT CONSENT FORM (COMMUNITY IPPS) 
 

 
Title of research project: Exploring Independent Prescribing by Community Pharmacists 
Name of Chief/Principal Investigator: Project supervisors: Rhian Deslandes (Cardiff), Saeed 
Alghamdi 

 
 

Please 
initial box  

 
I confirm that I have read the information sheet dated October 2019 version 1 for the 
above research project.  

I confirm that I have understood the information sheet dated October 2019 version 1 for 
the above research project and that I have had the opportunity to ask questions and that 
these have been answered satisfactorily. 

 

I understand that my participation is voluntary and I am free to withdraw at any time 
without giving a reason and without any adverse consequences.   

I consent to the processing of my personal information, name, telephone number and 
email address, for the purposes explained to me.  I understand that such information will 
be held in accordance with all applicable data protection legislation and in strict 
confidence, unless disclosure is required by law or professional obligation. 

 

I agree to the interview transcripts being accessed by the research team from Cardiff 
University and Keele University   

I understand who will have access to personal information provided, how the data will 
be stored and what will happen to the data at the end of the research project.   

I agree to provide my reflective log from my independent prescribing training course, 
for the purpose of informing the interview 

 

I agree to taking part in a one to one interview, either over the telephone or face to face  

I consent to the interview being audio recorded and I understand how it will be used in 
the research.  

I understand that anonymised verbatim quotes from my interview may be used as part 
of the research publication.  

I understand how the findings and results of the research project will be written up and 
published.  

I agree to take part in this research project.  
 
              

Name of participant (print)  Date    Signature 



   

 

	
	

PARTICIPANT CONSENT FORM (COMMUNITY PHARMACY LEADS)  
 

Title of project: Exploring Independent Prescribing by Community Pharmacists 
 
 
Name of interviewer: Saeed Saad A Alghamdi 
 

 
 

Please 
initial box  

 
I confirm that I have read the information sheet dated December 2019 version 2 for the 
above project. 
   

 

I confirm that I have understood the information sheet dated December 2019 version 2 
for the above project and that I have had the opportunity to ask questions and that these 
have been answered satisfactorily. 
 

 

I understand that my participation is voluntary, and I am free to withdraw at any time 
without giving a reason and without any adverse consequences.  
 

 

I consent to the processing of my personal information, name, telephone number and 
email address, for the purposes explained to me.  I understand that such information will 
be held in accordance with all applicable data protection legislation and in strict 
confidence, unless disclosure is required by law or professional obligation. 
 

 

I agree to the interview transcripts being accessed by the project team from Cardiff 
University  
 

 

I understand who will have access to personal information provided, how the data will 
be stored and what will happen to the data at the end of the project.  
 

 

I agree to taking part in a one to one interview, either over the telephone or face to face 
  

 

I consent to the interview being audio recorded and I understand how it will be used in 
the project. 
 

 

I understand that anonymised verbatim quotes from my interview may be used as part 
of the project publication. 
 

 

I understand how the findings and results of the project will be written up and published. 
   

I agree to take part in this project.  
 



   

 

 
 
 
Name of Participant    Date    Signature 
 
 
 
Name of Researcher   Date    Signature 
 

THANK YOU FOR PARTICIPATING IN OUR PROJECT 

YOU WILL BE GIVEN A COPY OF THIS CONSENT FORM TO KEEP
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Appendix 25: Reminder Email (Study 3, Chapter 6) 

THE INVITATION EMAIL REMINDER SUBJECT TO COMMUNITY IPPS: REMINDER - 
PARTICIPATION IN A RESEARCH STUDY ON INDEPENDENT PHARMACIST PRESCRIBERS’ VIEWS OF 
THEIR ROLE AS PRESCRIBERS IN COMMUNITY PHARMACIES IN WALES 
 

Dear Community Pharmacist / Community Pharmacy lead, 

In follow-up to our email sent on ……… we would like to remind you that the deadline for 

accepting the invitation to participate in this research is shortly approaching. 

 

As you know, an increasing number of community pharmacists are being trained as, and 

utilising their skills as, independent prescribers within the community pharmacy setting. We, 

at the Cardiff School of Pharmacy and Pharmaceutical Sciences, in collaboration with Keele 

University, are conducting a project to gain an understanding of the experiences of community 

pharmacists trained as independent prescribers, both on the training and implementation of 

the role, and of the community pharmacy leads within each Health Board. The project is being 

carried out by our undergraduate students, Katie Isaac and Naz Maolod from Cardiff University 

and Elizabeth Hyde from Keele University, as well as our PhD student Saeed Alghamdi from 

Cardiff University.  

We would like to invite you to take part in a one-to-one interview, either face to face or over 

the telephone, at a date and time to suit you. We anticipate that the interview will last 

approximately 30-45 minutes. We have attached the participant information leaflet and the 

consent form for you to provide more detailed information on the project. If you are interested 

in taking part please contact the project supervisor, Rhian Deslandes, on the details below. 

She will then arrange for one of the project students to contact you to arrange an appropriate 

time.  

 

Your views are important for us to understand how the role is being used in practice, 

anonymised results will be shared with policy makers, such as Welsh Government, to inform 

future developments. 

 

Many thanks in advance of your support,  

 

Rhian Deslandes 

Tel:  
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THE INVITATION EMAIL REMINDER SUBJECT TO HBS COMMUNITY PHARMACY LEADS: 
REMINDER - PARTICIPATION IN A RESEARCH STUDY ON HBS COMMUNITY PHARMACY LEADS’ 
VIEWS OF THE ROLE OF IPPS IN COMMUNITY PHARMACIES IN WALES 
 
Dear Community Pharmacy lead, 
In follow-up to our email sent on ……… we would like to remind you that the deadline for 

accepting the invitation to participate in this research is shortly approaching. 

As you know, an increasing number of community pharmacists are being trained as, and 
utilising their skills as, independent prescribers within the community pharmacy setting. We, 
at the Cardiff School of Pharmacy and Pharmaceutical Sciences are conducting a project to 
gain an understanding of the experiences of community pharmacists trained as independent 
prescribers, both on the training and implementation of the role, and of the community 
pharmacy leads within each Health Board. The project is being carried out by a PhD student, 
Saeed Alghamdi, who is doing this project as part of his PhD study, under the supervision of 
Dr Rhian Deslandes and Dr Karen Hodson.  
We would like to invite you to take part in a one-to-one interview, either face to face or over 
the telephone, at a date and time to suit you. We anticipate that the interview will last 
approximately 30-45 minutes. We have attached the participant information leaflet and the 
consent form for you to provide more detailed information on the project. If you are interested 
in taking part please contact the PhD student, Saeed Alghamdi, on the details below. He will 
then contact you to arrange an appropriate time.  
Your views are important for us to understand how the role is being used in practice, 
anonymised results will be shared with policy makers, such as Welsh Government, to inform 
future developments. 
 
Many thanks in advance of your support,  
 
Yours sincerely, 
 
PhD Student 
Saeed Saad A Alghamdi                  Contact Email:  
                                                         Phone number:  
PhD supervisors:  
Dr Rhian Deslandes                         Contact Email:  
Dr Karen Hodson                             Contact Email:  
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Appendix 26:  Interview schedule for community IPPs and community pharmacy 
leads (Study 4, Chapter 7) (Study 3, Chapter 6) 

Interview Schedule (community IPPs)  
 
Introduction: 
 
Hello, my name is Saeed Alghamdi and I’m a PhD student from Cardiff University. I would like 
to take this opportunity to thank you once again for agreeing to participate in this interview. To 
begin, I’d like to provide a brief overview of the study. The aim of this project is to investigate 
the opinions of independent pharmacist prescribers working in a community pharmacy setting 
on their role as an IP, the future of IP, the changing role of the profession and the facilitators 
and barriers they face when using their qualification. To gather detailed information, I am 
interviewing a number of independent prescribers working in community pharmacy, including 
those who use their qualification regularly and those who do not.  
OR The aim is to investigate the views of Health Board community pharmacy leads on the 
independent prescribing role within the community pharmacy setting.  
 
During this interview I will ask a number of questions surrounding the topic. I may also use 
prompt questions to investigate your opinion in greater detail. I am interested in gathering your 
true opinion so please speak freely and honestly, there is no right or wrong answer. Any 
information you do provide will be anonymous when writing my final report. 
 
Before we start, can I check you have read the information sheet and have signed the consent 
form?  Whenever you are ready, please can you confirm that you are happy for me to start the 
recording? If you have any questions before we start or throughout the interview, please feel 
free to ask.  
 
(RECORDING STARTS) 
 
For community pharmacy independent prescribers: 
 
To begin, I would like to discuss your training as an independent prescriber working in 
community pharmacy. 
 
Why did you train as an independent prescriber? 

• Job requirement / personal choice  
• For how long have you been a prescriber? 
• To what extent has the role met your expectations? 

 
What was your experience with training to become an IP? 

• Where did you train to become an IP? 
• What was your specific scope of practice when training / how did you choose it? 
• What aspect did you find the most beneficial? 
• What did you like / dislike about the course? 
• Which parts did you find most / least valuable? 
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• On a scale of 1-10, how useful did you think this course was? Why have you given this 
score? 

• Was the training well suited to your role as a community pharmacist? 
 
How did the course prepare you for the particular challenges of being an IP in a 
community pharmacy setting? 

• How did the course prepare you to confidently prescribe within your area of 
competence? 

• Is there anything more that would have been useful to include on the course? 
• How much of what you did on the course have you been able to directly apply to your 

practice as an IP AND to your practice as a pharmacist in general?  
• Is there anything you would change about the course? If so what changes would you 

suggest? Why? 
 

How was your experience with working with your DSMP (or equivalent) on the course? 
• Could anything have been done to make finding a DSMP/convincing them to train you 

easier?  
• Where did you complete your required number of practice hours? (could be a number 

of places) 
• Did you work with only your DSMP or did you also work with other prescribers as well? 

If others what profession(s) were they? How do you feel this affected your learning 
(how did the different professional qualities of these people affect your learning?) 

• How helpful did you find your DSMP? Is there anything you did not like about the time 
you spent with them, or any way you believe that they could have improved your 
experiences in practice? 

• In the future, would you be willing to be a DSMP yourself?  
• Looking back at your experiences, would you have been happy to be trained by an 

alternative medical professional (i.e. a pharmacist or a nurse prescriber)? 
 
Questions if minor ailments competency fulfilled/supplemented by a course 

• What did the course involve? 
• Do you believe that undertaking this course has improved your ability to practice as an 

IP pharmacist – if so how? 
• Which aspects of the course did you feel benefitted you the most? 
• Are there any parts of the course that you did not find helpful? 
• What would you change about the course? 

 
Next, I would like to discuss your role as an IP in practice. 
 
Could you tell me about how you use (or plan to use) your independent prescribing 
qualification in community pharmacy?  

• How did you initially find the role of IP pharmacist in your first few weeks (if 
appropriate)? 

• How has the role changed over time, if at all / how have you adapted to the role?  
• For those who have been practicing as an IP for a longer period (e.g. 6 months plus):  

o How have you developed the scope of your clinical knowledge since 
undertaking the independent prescribing course?  
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o Are there any gaps in your clinical knowledge that you would like to remove by 
further training?  

• How have you demonstrated competency with minor ailments? 
 
Have you worked as an independent prescriber in another area of care, for example, 
secondary care? If so how does it compare to community?  

• Difference / similarities  
 
What do you think the main barriers are to expanding role of community pharmacists 
to include IP? 

• Have you come across any challenges to the role? 
• How will the expanding role affect workflow of a Pharmacy? Time? Capacity? How 

have you managed the potential for prescribing and dispensing the same Rx?  
• Has your scope of practice extended as your experience as an IP has developed? 
• How would you evidence your competence as your scope extends? 

 
What do you think are the main facilitators of the expanding role of community 
pharmacists to include IP? 

• What do you think is already in place that can aid the independent prescribing role in 
community pharmacy? 

 
Do you think access to the patient’s GP record is important for you seeing patients in 
community pharmacy? 

• If Yes, why is this, if No, why not. 
• If access is not available, what were the issues you encountered with gaining 

access to patient records? Technological, political, legal, practical 
 
What do you think the impact of you becoming a prescriber is/will be on your 
colleagues, patients etc? 

• How has / will this role affect working relationships in a pharmacy? 
• How do patients respond to being prescribed medication by a pharmacist? 

(positive/negative/ any problems with wanting a doctor or other medical professional/ 
appreciate easier than having to go to GP or minor ailments?)  

• Do you feel that this service is beneficial to the patients you see? How? Do you feel it 
helps with risk management/early diagnosis? How?  

 
What effect has becoming an IP had on your job satisfaction (or do you perceive it will 
in the future)? Can you give reasons why? 

• Difference to patient's care / more patient facing aspects / recognition from patients  
 
To finish the interview, The 2030 vision for pharmacists includes Pharmacists focusing 
on prescribing and having an independent prescriber in every community pharmacy. 
What are your thoughts on this? 

• How do you think this will impact upon patient experiences with healthcare? 
• In your opinion, what other changes within the pharmacy team will have to be 

undertaken to achieve this goal? 
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Are there any other comments you would like to add? 
 
Do you have any questions? 
Thank you very much for your time and involvement in this interview. The information you 
have given me today will be very valuable in exploring the role of independent pharmacists in 
community pharmacy. 
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Interview Schedule (community pharmacy Leads)  
Introduction: 
Hello, my name is Saeed Alghamdi and I’m a PhD student from Cardiff University. I would like 
to take this opportunity to thank you once again for agreeing to participate in this interview. To 
begin, I’d like to provide a brief overview of the study. The aim is to investigate the views of 
Health Board community pharmacy leads on the independent prescribing role within the 
community pharmacy setting. To gather detailed information, I am interviewing each Health 
Board community pharmacy lead.  
 
During this interview I will ask a number of questions surrounding the topic. I may also use 
prompt questions to investigate your opinion in greater detail. I am interested in gathering your 
true opinion so please speak freely and honestly, there is no right or wrong answer. Any 
information you do provide will be anonymous when writing my final report. 
 
Before we start, can I check you have read the information sheet and have signed the consent 
form?  Whenever you are ready, please can you confirm that you are happy for me to start the 
recording? If you have any questions before we start or throughout the interview, please feel 
free to ask.  
 
(RECORDING STARTS) 
 
 

• At the beginning, I would like to know your view about expanding the independent 
prescribing authorisation to include qualified health care professionals, other than GPs, 
after they complete their essential training?  

• What do you think about this role for pharmacists in particular?  
Recently, the Welsh Government decided to introduce the independent pharmacist 
prescribing role in community pharmacy in Wales; so   

• How did your Health Board initially think about (visualised) the use of this qualification 
in community pharmacy?  

o What about the funding for this role? 
o Were there any anticipated logistical issues?  
o Were there any concerns for any barriers regarding the implementation of this 

role?  
§ Finding DSMPs and practitioners for training. 
§ Capacity, capability and motivation of pharmacists to do it   

o Did you identify any clinical areas for this role? Such as common ailments. 
o How did you identify pharmacists for this role?  
o Did you dictate pharmacists on their scope of practice? Or did pharmacists 

choose their scope of practice?  
o Did you planned to implement this role in certain pharmacies? Based on what? 
o Was there any strategic plan in your Health Board on how to use and optimise 

this role with the funding given for it?  
Now, after the implementation of the independent pharmacist prescribers’ role within 
community pharmacy:  

• What are your thoughts about it? Were there any changes in their role over time? Why?   
• To what extent has the role met your expectations? Why? 
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• How do you compare the role of the other healthcare providers who have the 
prescribing authority to the role of independent pharmacist prescribers in community 
pharmacy? In terms of: 

o knowledge 
o diagnosis and consultation skills 
o prescribing, changing the dose, or stop taking any medicine if it is needed for 

any condition for their patients 
o confidence and attitude 
o managing acute and/or chronic conditions as well as simple and complex 

• How did you choose the courses (universities) in order to send pharmacists to obtain 
this qualification? Did you dictate pharmacists which courses pharmacists should take 
or it has been left to pharmacists to decide that?  

o What criteria were used to make that decision?   
• Do you think the current courses and its contents for independent pharmacist 

prescribers are fit for practice in community pharmacy?  
o Are there any suggestions from your experience of community pharmacist 

prescribers on the courses so that it could be improved? Are there things that 
should be included in these courses?  

• One aspect of these courses was the training of community pharmacist prescribers 
with their DSMPs: 

o Did the Health Board or pharmacists choose their DSMPs? How did DSMPs 
been chosen for pharmacists and did you have any funding for them?     

o What your involvement as a Health Board towards the community pharmacist 
prescribers until they completed the course?   

o Have the community pharmacist prescribers provided any feedback regarding 
these courses as well as their practice with their DSMPs? If so, what were your 
action to this?   

• SO, you have trained community pharmacist prescribers to do their role in community 
pharmacies: 

o How many pharmacists have completed the courses and became qualified in 
your Health Board?  

o How many of them using their qualifications in community pharmacy? 
o For those who were not using their qualifications, why they have not started 

using it yet? (if appropriate); what were the barriers or issues for this? 
o For those who were using their qualifications, what helped you so that those 

community pharmacist prescribers started quickly to use their qualifications 
after completing the courses?   

• What are (or going to be “if they did not start this role yet”) the advantages and benefits 
of the community pharmacist prescribers’ role in community pharmacy? Do you think 
that this service is beneficial to the patients they see? How?  

• What are (or going to be “if they did not start this role yet”) the disadvantages / 
problems of the independent pharmacist prescriber role in community pharmacy? 

• Do you as a Health Board have any strategy for community pharmacist prescribers’ 
role in community pharmacy?  

o If so, what is this strategy?  
o What are the plans in place that would facilitate the community pharmacist 

prescribers’ role in community pharmacy? 
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o What are your plans in order to expand their role in community pharmacy? 
o Do you have a plan that involve identifying certain pharmacies to implement 

this role within? Based on what criteria? In what clinical areas specifically? How 
are these services going to be commissioned? Who is going to provide funding 
for the required equipment in order to do these services?   

• Have any challenges/barriers faced independent pharmacist prescribers in community 
pharmacy in your Health Board been reported to you? What were they? 

o If not, are you anticipating any barriers? 
• Do you provide any kind of support to independent pharmacist prescribers in 

community pharmacy since they qualified? If yes, what kind of support? 
o How is this financed?   
o Or if they are not using their qualification yet, are there any supporting 

mechanisms in place for them to sustain their competence until they start using 
their qualification? How is this financed?   

• What are your responsibilities if community pharmacist prescribers would like to 
expand or change their scope of practice? What is your role in this? Do you have any 
role in finding a relevant course for them?  

• Do all of your community pharmacist prescribers have access to the patient’s GP 
record when they see their patients in community pharmacy? 

o If Yes, what do you think about this? If no, why not and is there a plan for this? 
• Form interviews conducted with community pharmacist prescribers, indemnity 

insurance was raised as an issue for them across Wales, what is the current situation 
in your Health Board for indemnity/insurance protection for community pharmacist 
prescribers? Are they covered by the Health Board? What is the actual issue with 
them? Do you check if they have indemnity/insurance protection? 

• For community pharmacist prescribers in your Health Board, how many IP sessions 
are commissioned? And what are you aiming to? Is that the model that they are 
working to? How about common ailment? What is the current remuneration provided 
by your Health Board for each session? 

• How is the relationship of community pharmacist prescribers with other prescribers or 
with GP practices?   

• Do you provide any supervision or monitoring to the community pharmacist prescribers 
in community pharmacy? How? 

• To finish the interview, the 2030 vision for pharmacists includes Pharmacists focusing 
on prescribing and having an independent prescriber in every community pharmacy. 
What are your thoughts on this? 

o What is your vision about this? 
o Are you promoting this role in order to achieve this goal?  
o What other changes will have to be undertaken to achieve this goal? 

 
 
Are there any other comments you would like to add? 
 
Do you have any questions? 
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Thank you very much for your time and involvement in this interview. The information you 
have given me today will be very valuable in exploring the role of independent pharmacists in 
community pharmacy. 
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Appendix 27: A portion of transcript (extracted from IPP8 interview) of the thematic analysis process that was conducted 
iteratively for each IPP in community pharmacy interview (Chapter 6, Section 6.5.1.1) 
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Appendix  28: Examples of quotes, used codes, and final sub-themes and themes of IPPs in community pharmacies thematic 
analysis (Chapter 6, Section 6.5.1.1)  
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Appendix  28: Examples of quotes, used codes, and final sub-themes and themes of IPPs in community pharmacies thematic 
analysis (Chapter 6, Section 6.5.1.1) Cont.  
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Appendix 29: A portion of transcript (extracted from CPL1 interview) of the thematic analysis process that was conducted 
iteratively for each CPL interview (Chapter 6, Section 6.5.1.3) 
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Appendix 30: Examples of quotes, used codes, and final sub-themes and themes of CPLs in HBs thematic analysis (Chapter 6, 
Section 6.5.1.3)  

 


