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ABSTRACT

Aim: This paper is a report of a study exploring the views of nurses and team members on the implementation of nurse prescribing in diabetes services.
Background: Nurse prescribing is adopted as a means of improving service efficiency, particularly where demand outstretches resources.  Although factors that support nurse prescribing have been identified, it is not known how these function within specific contexts. This is important as its uptake and use varies according to mode of prescribing and area of practice.

Method:A case study was undertaken in nine practice settings across England where nurses prescribed medicines for patients with diabetes. Thematic analysis was conducted on qualitative data from 31 semi-structured interviews undertaken between 2007 and 2008. Participants were qualified nurse prescribers, administrative staff, physicians and non-nurse prescribers. 

Findings: Nurses prescribed more often following the expansion of nurse independent prescribing rights in 2006. Initial implementation problems had been resolved and few current problems were reported. As nurses’ roles were well-established, no major alterations to service provision were required to implement nurse prescribing. Access to formal and informal resources for support and training were available. Participants were accepting and supportive of this initiative to improve the efficiency of diabetes services. 

Conclusion: The main factors that promoted implementation of nurse prescribing in this setting were the ability to prescribe independently, acceptance of the prescribing role, good working relationships between doctors and nurses, and sound organisational and interpersonal support. The history of established nursing roles in diabetes care, and increasing service demand, meant that these diabetes services were primed to assimilate nurse prescribing. 

SUMMARY STATEMENT
What is already known about this topic

· Nurse prescribing can contribute to improving service efficiency.

· Thirty percent of nurses who prescribe in the United Kingdom do so for patients with diabetes.

· A number of barriers have been highlighted that can prevent nurses from using their prescribing qualification.

What this paper adds

· The discontinuation of the Nurse Prescribing Extended Formulary enhanced nurses’ ability to prescribe for patients with diabetes.

· Acceptance of the prescribing role, good inter-professional relationships and organisational support are central to the successful implementation of non-medical prescribing in diabetes.

· The central role of nurses in managing the treatment and care of patients with diabetes was believed to facilitate successful implementation of nurse prescribing. 

Implications for practice/policy

· Supplementary prescribing is less useful for people with long-term conditions, such as diabetes, than it was originally believed. 

· Acceptance and support for non-medical prescribing may need to be addressed in situations where there is limited contact between physicians and non-medical prescribers.

· Countries developing non-medical prescribing policy would benefit from taking into consideration the conditions identified as necessary to support this innovation.   
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INTRODUCTION

Nurse prescribing has been introduced in a number of countries as a means to improve healthcare efficiency and provision, particularly where access to a physician is restricted (Cipher et al. 2006, Miles et al. 2006, DoH 2006). There is evidence that the prescribing behaviour of nurses is equivalent to that of physicians (Cipher et al. 2006). Nurses have been shown to be competent at assessing patients, producing appropriate prescriptions and giving patients information and advice about treatment and side effects (Latter et al. 2007, Courtenay & Carey 2008a). 

Nurse Independent Prescribing (NIP) and Nurse Supplementary Prescribing (NSP) are two different forms of prescribing in the United Kingdom (UK). Through NIP, nurses may assess, diagnose and prescribe independently from the full range of licensed medicines in the British National Formulary (BNF), with the exception of some controlled drugs (substances listed in The Misuse of Drugs Regulations, 2001). In contrast, NSP is a form of dependent prescribing where the initial assessment and diagnosis is carried out by a physician and the medicines prescribed are detailed in a Clinical Management Plan (CMP), from which the nurses must prescribe. Importantly, nurses using NIP could only prescribe a limited range of products (from the Nurse Prescribers Extended Formulary) prior to legislative change in 2006. 

Current legislation in the UK now exceeds nurse prescribing rights elsewhere in the world (Avery & Pringle 2005). The extent to which legal and regulatory frameworks have evolved to enable and support nurse prescribing varies internationally, with more advances made in resource-rich countries such as the United States of America (USA), Canada, UK, Australia and New Zealand (Miles et al 2006). Prescribing rights can vary within a country; for example, the prescribing privileges of Advanced Nurse Practitioners in the USA differ between states (Cipher et al 2006), and there is an expansion of prescribing rights to other non-physician healthcare professionals. In the UK, non-medical prescribing (NMP) has been extended so that allied health professionals (physiotherapists, radiographers, chiropodists and podiatrists) can qualify as supplementary prescribers. Pharmacists can also qualify as supplementary or, since 2006, as independent prescribers (DoH 2006).

It is evident that use of the prescribing qualification varies. In the UK, differing prescribing patterns have been reported between nurses employed by primary care trusts (organisations that manage the provision of primary care services)  and general practices (family practice clinics or surgeries) (Davis & Drennan 2007, Faulding 2009), and between specialist practice areas (Snowden 2008, Ryan-Woolley et al. 2007). Low rates of prescribing have been reported for community nurses (Luker & McHugh 2002, Hall et al. 2006), whereas NIP has been used by around 90% of qualified nurse prescribers (Latter et al. 2005, Courtenay & Carey 2008b) and NSP by about 44% (Courtenay and Carey 2008b). These variations are relatively unexplored and demonstrate the importance of studying the factors affecting the use of prescribing in specific areas of practice. In this paper we focus on NIP/NSP in relation to diabetes. 

BACKGROUND

Prescribing has been adopted as an extension to the nurses’ role in medicines management for patients with diabetes (Carey & Courtenay 2007a). This has occurred amidst a national drive to improve services for the increasing number of people with diabetes within the UK (DoH 2003a, Audit Commission 2000). The nursing role in promoting partnership in decision-making and supporting patients in managing their diabetes is emphasised in this guidance. A national survey of Diabetes Specialist Nurses (DSN’) in the UK in 2007 demonstrated that this role has undergone significant development in recent years, (James et al. 2009), so that  nearly 60% of DSNs are now involved in prescribing medicines, and  90% offer independent nurse- led clinics, which frequently involve patients with specialist needs.

The most recent published national survey of nurse prescribers in the UK was conducted in 2006.  In this survey, postal questionnaires were sent to a random sample of 1992 NIP/NSPs registered with the Nursing and Midwifery Council (NMC – nursing regulatory authority) (Courtenay and Carey 2008b). A substantial proportion, 439 (32%), of the 1377 nurses who completed the questionnaire, prescribed for patients with diabetes (Carey and Courtenay 2007b). In line with changing practice in the UK (Audit Commission 2000), most of this service provision was within general practice (74%); a minority was in dedicated diabetes centres (6%) and 14% in community clinics or hospitals (Carey & Courtenay 2007b).  

A number of barriers to the use of nurse prescribing for patients with diabetes were identified through this survey (Carey & Courtenay 2008a). Regarding NSP, the main barriers were practical problems such as inability to computer-generate prescriptions or gain access to medical records (59%), lack of clinical knowledge and competence (27%) and employer restrictions or objections (24%).  Regarding NIP, lack of Continued Professional Development (CPD) and clinical prescribing knowledge (50%) was the most common problem reported, followed by practical problems (29%), employer and formulary restrictions (22%), and lack of physician or pharmacist support (16%) (Courtenay & Carey 2008c). 

These factors are similar to those found to facilitate or impede implementation of nurse prescribing in general. Commonly-reported barriers include lack of organisational preparedness (such as organising access to prescription pads), difficulty implementing CMPs, and restrictions imposed by legislation, regulation or funding, including prescribing from an inadequate formulary (Courtenay et al. 2007, Latter et al. 2005). Organisational arrangements for access to appropriate CPD, supervision and support specific to prescribing have been identified as necessary 
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(Humphries & Green 2000, Bradley & Nolan 2007, Timmins 2008, Stenner & Courtenay 2008)
. 

Acceptance of the prescribing role by stakeholders such as peers, physicians and patients is essential if prescribing is to be assimilated successfully. Mixed views have been reported from physicians and other healthcare professionals, with some concern expressed about the level of clinical experience and the parameters within which nurses prescribe (Stenner et al. 2009, Rana et al. 2009). Concern has also been expressed as to whether the level of training nurses receive, particularly in relation to pharmacology, is adequate preparation for the prescribing role (Bradley et al. 2006).  Opposition towards and misunderstanding about the role and nature of nurse prescribing has been reported amongst some healthcare professionals (Bradley & Nolan 2007, Hay et al. 2004), and this can impede practice (Otway 2002). In contrast, acceptance was enhanced where roles were clarified in advance and nurses were involved in preparing staff for the introduction of nurse prescribing (Carey et al 2009b).  

While the above-mentioned studies have mainly been UK-based, similar factors have been reported to influence implementation of NMP in other countries, including Sweden (Willhelmsson & Foldevi 2003), New Zealand (Chaston and Seccombe 2009), Canada (Forchuck and Kohr 2009), South Africa and Botswana (Miles et al 2006).  In order to inform future development of non-medical prescribing, it is necessary to explore and understand the conditions and processes that promote its implementation in specific areas of practice such as diabetes. 

THE STUDY

Aim

The aim of the study was to explore the views of nurses and team members on the implementation of nurse prescribing in diabetes services.

Design

In this paper we report on a set of interview data from a collective case-study (Stake 1995), where a number of case-studies were undertaken to identify patterns and differences across cases with a view to answering specific research questions (Bergen and While, 2000). A total of nine sites were purposively sampled to reflect the acute and community (including general practice) settings in which nurses prescribe for patients with diabetes. The design was chosen to enable a detailed study of nurse prescribing in the context of diabetes services. A mixed methods approach was used, although findings from other data sources (video-recorded patient consultations, patients questionnaires and prescriptions) that were used to address different research questions are reported elsewhere (Carey et al 2009a, Courtenay et al 2009). 

Participants

Nurse prescribers were purposively selected from previous respondents to the fore-mentioned questionnaire (Carey and Courtenay 2008a). Nurses were selected if they used NIP or NSP and were based in primary or secondary care (including hospital, general practice or community clinic settings) in a range of geographical locations across England. In addition to the nurse prescribers, a purposive sample of administrative staff, physicians and non-nurse prescribers who worked alongside each nurse prescriber was recruited. 

Of the case sites, six were in general practice, two in community clinics and two were hospital based. The sites were located in a mixture of urban and rural areas. Within each case site, interviews were conducted with a nurse prescriber (n=10), a physician (n=9), a receptionist (n=9) and a non-prescribing nurse (n=3). The nurse prescribers were four Diabetes Specialist Nurses (DSNs), four nurse practitioners and two practice nurses. 

Data collection

A semi-structured interview schedule was developed on the basis of previous work (Carey & Courtenay 2008a, Courtenay & Carey 2008b) and a literature review  (Carey & Courtenay 2007a). The interview schedule covered views and experiences of nurse prescribing for patients with diabetes, any changes to work patterns or workload resulting from prescribing, difficulties implementing or arising from prescribing, support and supervision.  

A total of 31 interviews were conducted. They were held at mutually-convenient times and locations at case study sites. Case study data collection took place between October 2007 and September 2008.

Ethical considerations

Study approval was granted by the National Health Service and university research ethics committees. 

Data analysis

A thematic analysis was conducted. This involved the processes of data familiarisation, coding, categorization, identification of patterns and then interpretation of these patterns (Braun & Clark 2006, Pope et al. 2006). Processes of coding and pattern identification were supported by the use of ATLAS.ti qualitative data analysis software package. Data from each staff group were initially analysed as separate units. In order to understand issues and develop themes specific to this area of practice, findings were then compared with existing knowledge on the implementation of nurse prescribing. 

Rigour

Analysis of a selection of interviews was conducted independently by two experienced qualitative researchers, who then discussed and resolved minor differences. Interim findings were subject to member validation with nurses at a Diabetes Prescribing Network meeting, where the relevance and validity of the findings were confirmed by the group. 

FINDINGS

Thematic analysis resulted in five themes and these are illustrated below by quotations cleared of identifying features to protect the anonymity of participants. Quotations are followed by a code referring to the case site (e.g. cs1) and the participant group of the person quoted. Participant groups have been abbreviated to ph = physician, np = nurse prescriber, nnp = non-prescribing nurse, re = administrative or reception staff.
Initial problems resolved

Nurses recalled problems during the initial stages of implementation, such as inadequate computer systems and problems accessing prescribing pads. These had delayed the onset of prescribing but had since been resolved.  In all but one site there were now at least two nurse prescribers in the diabetes teams. Few current problems were reported, with the exception of one secondary care-based DSN who was prevented from prescribing for inpatients due to opposition from a consultant physician. Physicians, receptionists and NNPs thought their organisations supportive and well-prepared for nurse prescribing: 

“At the very beginning, obviously when it was all very new, it took a while for somebody to come out from the IT and get all the computers set up with my name on, it was a bit hit and miss to start with. But once that was all ironed out it was absolutely fine. I haven’t needed a hand written prescription pad as yet.” (cs3np)
Nurse Supplementary Prescribing and formulary changes

All nurses reported that the expansion of prescribing rights in 2006 had increased the extent to which they prescribed. Prior to 2006, nurses used NSP to prescribe insulin or oral hypoglycaemic agents (OHAs) as these medicines were not included in the restricted formulary. Those who had initially used NSP stopped once there was no legal necessity to do so. Several specialist nurses had not prescribed until 2006 because NSP was impractical in their clinical setting:

“I had actually had my prescribing qualification for about a year before I started prescribing because it wasn’t practical to prescribe on a supplementary basis because we work in isolation in health clinics. It just wasn’t practical to draw up the clinical management plans. So I was absolutely delighted when the formulary was opened up because it meant that we could then prescribe without the performance of having to get this management plan drawn up, so it made life a lot easier.” (cs4np)
Reasons for not using NSP included the complex nature of diabetes, the time required, and organizational and practical problems in administering the CMP within the legal framework, as explained in the following quote:

“With diabetes you are dealing with a much bigger more complex situation. You have got a person with a metabolic syndrome which is involving cardiovascular disease, liver disease, kidney disease, you know, there are so many things that actually to write a clinical management plan for diabetes, if you were going to include everything it would be pages long.” (cs8np)

Good fit with existing roles and structures
The different roles of nurses in diabetes care, although evolving, were described as well-established prior to nurse prescribing. DSN services had existed for a number of years in primary and secondary care. Nurses in primary care (both specialists and non-specialists) already conducted diabetic reviews and held diabetic clinics before undertaking prescribing. Nurses had been employed in roles that, to varying degrees, involved medicines management for this group of patients. This was thought to enhance and justify the adoption of nurse prescribing in this area:  

“I think the major advantage of it [nurse prescribing] is that a lot of the hands-on, front-line care for diabetic patients has been nurse delivered for the last 15 or 20 years. The diabetes specialist nurses were among the first of the nurse specialists and I think they have always been ahead of the curve and, particularly for our insulin treated patients where a lot of our work is. The first point of contact has very often been the diabetes specialist nurse.” (cs4ph)

Overall, nurse prescribing had been adopted in case sites without the need to alter existing arrangements or roles. Participants were in no doubt that efficiency savings had been made through nurse prescribing, but the reported impact on physicians, NNPs and receptionists varied. According to NNPs, appointment systems and the length of appointments remained the same and there had been no major effect on their own workload: 
“The nurse prescribers here prescribe for themselves [i.e. their own patients] and for nobody else, so it has no benefit to my role at all, so there is no gain or no losses, there is no positive or no negative.” (cs6nnp) 

Receptionists noted little change as they had already been familiar with allocating patients to appropriate nurses and physicians. However, time savings occurred in cases where receptionists had previously been involved in communicating between physicians and nurses over patient prescriptions:
“I don’t have to run around so much. I mean it doesn’t happen a great deal, but if somebody does need a prescription you have normally got to find a physician and they are pretty scarce.” (cs2rec)

Physicians agreed that prescribing reduced interruptions to their work, although over half thought that the impact on their own workload had been negligible. They reported that nurse prescribing had not required any major change in work arrangements or the way that clinics were run:
“In terms of the mechanics of who does what in day-to-day practice in nursing, I’m not sure it has made a huge difference to me.” (cs5ph)

Support structures 

Nurses accessed a range of facilities to meet their CPD and training requirements. This included support in the workplace from clinicians, journal clubs, local prescribing groups, the Diabetes Prescriber Network and local forums. Training was available at a local level and several nurses reported that this was excellent:  

“We do have an excellent lead in the Primary Care Trust (PCT). X is our nurse just for nurse prescribing, and there is now, since the PCT team amalgamated, a second person who takes responsibility for non-medical prescribing and they put on excellent half-days covering the specialities. I have now been to two really good afternoons on diabetic prescribing.” (cs3np) 
Numerous discussion mechanisms were reported across the case sites. Although many of these had been established before prescribing, nurses valued the continued and open access to medical colleagues and the opportunity this provided to discuss individual cases: 

“Our GP colleagues are very supportive, so if we do have any worries or concerns they will always chat through, we have a variety of routes for that, most of which are fairly informal, so like we might just give them a ring about a quick query or we might go at the end of the morning and take the whole consultation and kind of chat it through with them and then get back to the patient later.” (cs6np2)

While physicians reported that both formal and informal support was in place for nurse prescribers, less formal opportunities for communication and discussion were perceived to be more valuable: 

“We have certainly gone through stuff in a kind of… not a formal mentoring way, but certainly we have had sessions where we have gone through joint prescribing. We have had numerous in-house sessions where for example, we had one on diabetes, where we worked through the current management, up-to-date management, all the different drugs used. And the physicians and nurses sat down together and all discussed the issues. So we have formal and informal measures of control and input really.” (cs3ph)

Physicians reported that a high level of support had been required by nurses during the training and initial period of prescribing. This had at times resulted in an initial decrease in service efficiency: 

“Certainly in the early days, there would be a sense of needing reassurance that they were doing the right thing. So it has, in the early stages, increased the amount of time that they would be spending with me.” (cs7ph)

Few problems were reported in accessing support or CPD. Several nurses had recently trained to initiate insulin, one of whom wanted more support from DSNs for this.  One DSN had lacked a line manger for over a year, and two nurses wanted more formal support specific to their prescribing role:

“I have had no formal mentorship in prescribing generally since I qualified and I think that is an issue and I flagged it up at my last appraisal, but not a lot has happened as a result of that.” (cs8np)

Acceptance 

Three factors were identified as necessary for the acceptance of nurse prescribing: that nurses had appropriate experience, that they worked within defined areas of competence and that they were aware of their limitations. The NPs in this study were considered to meet these criteria. 

All respondents stressed the importance of nurses only prescribing medicines within their areas of competence. Good knowledge and experience of the prescribing area was considered essential in order to practise safely. If these conditions were not met, nurses were expected, and indeed reported, to refer to another prescriber. The DSN role was considered more acceptable for nurse prescribing by some physicians because nurses had an established role and level of experience, for example, in titrating and monitoring insulin and OHA medicines. In contrast, there was some concern about generalist nurses treating patients with diabetes: 

“I think if the nurse is a prescriber but not 100% confident with her knowledge of diabetes. Again it could be an insulin initiation, or if she hasn’t got a practice protocol in front of her and she is prescribing drugs if it is somebody who needs perhaps a change of their drug regime. Or somebody that hasn’t really got that much knowledge and they are just coming into diabetes, then, yes, that is where it could go wrong for the patient and they might not get the right treatment.” (cs8nnp)

The attitude of nurses towards the responsibility of prescribing was also important. Over-confidence and ignorance of personal limitations were considered potential hazards. Where nurses demonstrated awareness of personal limitations, this had helped to build the confidence of team members. For physicians, knowing the nurse prescriber and the way they worked was important:  

“In the right hands, no problem at all. The same could be said by any health professional to be honest because if the physician is given a license to print on prescriptions, you would hope they are qualified and sensible. Sadly, not all of them are. The same goes with the nursing element. I’m happy if I am happy with the individual and happy that they know what they are doing within the limits of their knowledge. So I have got no problem with it. You get some very stupid nurses and some very stupid physicians.” (cs3ph)

No concerns were reported in respect of patients’ acceptance of nurse prescribing, although receptionists reported some initial confusion and resistance from patients in relation to minor illnesses. NPs found patients unperturbed by the fact the nurse was now responsible for signing prescriptions. It was not clear whether patients were directly informed of nurses’ prescribing rights. Nurses had the impression that patients’ awareness and understanding of nurse prescribing was minimal, their main concern being to obtain the treatment that they required. 

DISCUSSION
This case study included sites in a range of settings in which nurses prescribe for patients with diabetes. This design enabled analytic generalisation (Yin 1994) of results to support theorisation about the conditions needed to support nurse prescribing. The design therefore supports the transferability of findings but not statistical generalisation. The findings are limited to the views of nurse prescribers and their colleagues and are not representative of health professionals in general. The area would benefit from further research on patients’ views about nurse prescribing and how it is being implemented.  

In this case study, few problems were reported to impede or restrict the current prescribing practice of nurses. What follows is an explanation for these results, in which we explore the conditions that facilitate prescribing practice. 

Formulary Changes

Most notably, the extension of nurse prescribing rights in 2006 had a profound effect on nurse prescribing. The ability to prescribe insulin and OHA medications independently changed the preferred mode of prescribing from supplementary to independent and supported widespread use of the prescribing qualification. These findings confirm that the rationale for discontinuing the extended formulary was justified on the grounds that it restricted practice and ultimately curtailed benefits for patients (DoH 2006). 

While increased use of NIP was expected, the abandonment of NSP was unexpected, particularly as supplementary prescribing was primarily intended for use in managing long-term medical conditions such as diabetes (DoH 2003b). Our results imply that current use of NSP for patients with diabetes may be lower than previously reported. Almost half (48%) of UK nurses who prescribed for patients with diabetes in 2006 were reported to have used NSP at some time, the majority prescribing between one and six items a week in this way (Carey & Courtenay 2008a). However, NIP was the option preferred by nurses in the present case study. Difficulty in adapting CMPs to match the individual needs of patients with diabetes and co-morbidities prevented nurses from using NSP. Similar difficulties have been reported elsewhere (Stenner & Courtenay 2007, Courtenay et al. 2007) and in relation to other non-medical prescribers (Tonna et al. 2007, Cooper et al. 2008b). In contrast, continued use of NSP by dermatology nurse specialists has been reported to facilitate a consistent approach for complex dermatological treatments (Carey et al. 2008). While NSP continues to be useful for some nurses, its widespread use for patients with chronic conditions seems less clear than anticipated in original policy. Furthermore, the use of NMP by other professionals may similarly be restricted where supplementary prescribing is the only mode available. 

Diabetes Setting

The background to nurse prescribing in diabetes was found to influence its uptake. In this case study, nurse prescribing was introduced where nursing roles were already established within diabetes teams and in the midst a policy drive to improve service provision. This helped to ensure the existence of conditions considered necessary to the successful implementation of nurse prescribing.

Prescribing was adopted into pre-existing structures and care arrangements for patients with diabetes with a view to enhancing service efficiency rather than altering the structural organisation of care. That prescribing was seen to improve efficiency without requiring major change may have smoothed its implementation, as research indicates that innovations in health services are more likely to be adopted where there are clear advantages and few barriers to its adoption (Greenhalgh et al. 2004). Second, the existence of established nursing roles and a history of collaborative working within diabetes teams paved the way for good relations between physicians and nurses.  Familiarity of working with the nurse helped build physicians’ confidence in the nurse’s knowledge, scope and competence for treating patients with diabetes. It also gave credence to the extension of the prescribing role to these nurses. This finding adds to the growing evidence that physicians are less anxious about nurse prescribing when good working relationships exist and they are confident in the nurses’ ability 
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(Stenner et al 2009, Pirie & Green 2007, Courtenay & Carey 2009)
. In turn, this implies that problems may occur where physicians and non-medical prescribers have limited contact, as has been noted in relation to community pharmacist prescribers (Ambler 2003). 

Supportive Culture

The existence of good inter-professional relationships helped to promote a supportive culture for and acceptance of the nurse prescribing role. The support that physicians give in terms of ongoing training and supervision is of key importance in nurse prescribing (Otway 2002, Bradley & Nolan 2007). The hospital site where nurses were obstructed from prescribing for in-patients with diabetes is an example of how crucial is acceptance by physicians. Given the complex treatment needs of many patients with diabetes, who frequently experience additional health problems, ongoing support and collaboration with physicians and other colleagues was considered essential to competent prescribing. Such multidisciplinary working is promoted in UK national guidance on diabetes care, with the rationale that ‘no one healthcare professional will have all the skills and knowledge needed’ (Roberts 2007 page 2). In terms of patients’ views of nurse prescribing, while participants thought that patients were accepting of this change, research involving patients is required to explore this further. 

Nurses made use of support from peers and wider networks. This may have been aided by the existence of more than one nurse prescriber within the majority of case sites. Increasing capacity or critical mass in this way reduces isolation and helps build confidence in the prescribing role (Bradley et al. 2008).   

Organisational preparedness

Initial problems (such as obtaining prescription pads) were reported but, once these were resolved, organisations appeared better prepared for subsequent nurse prescribers. Lack of organisational readiness, in terms of having structures and processes in place to enable prescribing, is a frequently-reported source of frustration and delay (Bradley et al. 2005). Equally important is strategic planning for non-medical prescribing, including providing support for the prescribing role, access to clinical supervision and CPD (Carey et al 2009b). 

Participation in CPD is necessary to support high quality evidence-based care, and nurse prescribers are expected to keep up-to-date with evidence and best practice regarding the conditions for which they prescribe (DoH 1999,  2006). Accessing appropriate CPD is difficult for some nurse prescribers, who report unmet needs (Courtenay & Carey 2006, Latter et al. 2005). In contrast, access to CPD was not a problem in this case study. It may be that the long history of nurse involvement in diabetes management has helped ensure the availability of CPD. However, access to CPD is volatile and vulnerable to economic change. Worryingly, poor CPD access was recently highlighted as a problem in a UK survey of Diabetes Specialist Nurses (Gosden et al. 2009, James et al. 2009), and lack of knowledge was cited as a barrier to prescribing by nurses prescribing for patients with diabetes (Courtenay & Carey 2008c).   

The factors that facilitate or impede nurse prescribing for diabetes are therefore similar to those identified in other areas and have implications for the future development of NMP. The extent of organisational preparedness and general acceptance and support for prescribing have been reported to influence the implementation of non-medical prescribing across different countries (Forchuk & Kohr 2009, Chaston & Seccombe 2009) and professions such as pharmacy (Tonna et al. 2007, Cooper et al. 2008a). This present study highlights how established patterns of interprofessional collaboration can help to promote the supportive environment required for NMP to flourish.  

CONCLUSION

Policymakers should be encouraged that ending use of the restricted formulary enabled nurses to increase their independent prescribing practice and make better use of their prescribing qualifications. Other key factors consistently reported as necessary for successful implementation of nurse prescribing were demonstrated in this case study and should continue to receive local and national policy support. These included good working relationships between physicians and nurses, few practical barriers, and good organisational and interpersonal support. The existence of established nursing roles in diabetes care may have helped ensure that some of these factors were already in place, and hence smoothed the way for nurse prescribing. Additional influencing factors were a strategic fit between nurse prescribing and existing service provision that required little structural change, and the acceptance of nurse prescribing as a positive contributor to improving service efficiency. This information should be considered by other countries when developing non-medical prescribing policy. 
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