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Introduction

The legal framework for non-
medical prescribing (NMP) for 
pharmacists in the UK began 
in 2003 with supplementary 
prescribing. In 2006 pharmacists 
became the second group of 
health professionals, after nurses, 
to become independent non-
medical prescribers. Subsequent 
to this NHSE has published 
key documents advocating 
the utilisation of prescribing 
pharmacists in a variety of roles 
including integrating into primary 
care and Care Home services 
1,2,3,4. When developing or 
creating a new prescribing role it 
is useful to consider how the role 
will align with local and national 
priorities such as quality clinical 
indicators/national clinical audits. 
There may be service burdens 
or waiting times that a new role 
could have a positive impact 
to support a wider service and 
warrant investment. Meet with 
stakeholders and collaborate with 
other services, complementing 
services available and helping to 
deliver better patient care.

My prescribing journey began 
in 2011. As Lead Cardiology 
Pharmacist since 2005 I was fully 
integrated into the Cardiology 
team, regularly attending ward 

rounds, undertaking formulary and 
guideline development at a local 
and regional level and involved in 
teaching. Prescribing was starting 
to become more popular and in 
the Countess of Chester Hospital 
there were already pharmacist 
prescribing roles including Renal 
and Pre-op. I felt I could have 
a greater impact on improving 
patient care directly if I became 
an NMP. After discussion with 
the cardiology team it became 
clear that Heart Failure (HF) was 
the area to develop a prescribing 
role. HF accounts for 1.5% of 
the entire healthcare expenditure 
due to hospitalisations for HF5 
and is a huge burden in the NHS 
with 65,000 patients hospitalised 
across the country for HF6. 
The Trust was not meeting the 
standards set by the National 
Institute for Cardiovascular 
Outcomes Research (NICOR) HF 
audit. NICOR has identified key 
factors which reduce recurrent 
worsening of symptoms, reduce 
hospitalisations for HF and 
mortality and has set standards 
for hospitals to ensure patients 
are discharged on optimal therapy 
e.g. ACE inhibitors and beta-
blockers. Patients should also be 
reviewed by a HF specialist during 
admission as evidence shows this 
reduces mortality6. After engaging 
with the relevant stakeholders 

(Cardiologists, nurses, managers 
and Pharmacy) it was agreed 
that the HF service would be 
developed to include a nurse and 
pharmacist NMP. In addition to 
prescribing it became clear that 
additional skills were required to 
appropriately review HF patients 
including clinical examination, 
ECG, advanced communication 
and consultation skills. Funding 
was agreed for the pharmacist 
to work 8 hours per week in the 
HF team in addition to the full 
time HF nurse, as an independent 
prescribing practitioner.

HF patients could be referred from 
any ward across the Trust. Review 
of patients includes assessing 
co-morbidities, echo, ECG, chest 
X-ray and bloods, calculating 
CrCl and taking a patient history. 
A cardio-respiratory examination 
is undertaken, assessing for fluid 
overload; peripheral oedema and 
raised JVP. The heart and lungs 
are auscultated to assess for 
pulmonary congestion, pleural 
effusion or chest infection. 
Patients are then categorised as 
per the NYHA classification for 
HF. This determines the diagnosis 
and treatment is initiated with a 
management plan for titration and 
optimisation of HF medication. 
The non-cardiac medication is 
also reviewed if appropriate, 
safer alternatives recommended 
according to co-morbidities. It is 
important to counsel the patient on 
their diagnosis, self-care and agree 
the treatment plan in accordance 
with the patients expectations 
and concerns. Referral to other 
healthcare specialist can also be 
done if required e.g. palliative care. 
At discharge patients are referred 
to the Community HF team with 
transfer of information.

In 2012 after the first year of 
implementation of NMPs in the 
HF service there was a 76% 
reduction in the number of patients 
discharged without an ACEi 
and 57% reduction in patients 
discharged without a beta blocker. 
Despite the disparity of working 
hours, the pharmacist accounted 
for 69% of all prescribing. This is 
likely due to the greater knowledge 
of medicines by the pharmacist 
and I expect over time the nurse 
would prescribe a similar amount 
as experience grows. Overall 
readmission of HF patients was 
also reduced from 15.5% to 11%. 
In addition to the interventions 
made by the ward pharmacists, 
an additional 149 pharmaceutical 
interventions were made by the 
Cardiology pharmacist. Clinical 
interventions were also made 
identifying patients with new AF, 
ACS or decompensated HF and 
initiating treatment accordingly.

After the first year the Trust 
increased funding for pharmacist 
time to 15 hours/week. Since then 
the role has significantly developed 
as experience has grown. It 
became routine to prescribe on 
cardiology ward rounds. An urgent 
HF clinic was set up once a week 
to facilitate early discharge and 
prevent admission. Subsequently a 
routine follow-up cardiology clinic 
was set up to support a shortage 
of Cardiologists and help reduce 
waiting times for outpatients. An 
Ambulatory service to facilitate 
day case IV diuretics and IV iron 
is now established as well as a 
diagnostic clinic led by the HF 
nurses. Additional funding was 
secured to establish an additional 
specialist pharmacist in cardiology 
who also works 1 day/week in the 
HF service. There is a weekly MDT 
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with a Cardiologist, hospital and 
community HF teams, Cardiac 
Rehabilitation and more recently, 
an Endocrinologist for advice 
initiating dapagliflozin.

It can be scary developing a new 
role, particularly when you need to 
learn new skills and competencies. 
Prescribing can be difficult, as an 
independent prescriber you are 
accountable for decisions made. 
These often require complex 
decision making considering the 
diagnosis, multiple treatment 
options in patients that often 
do not conform to guidelines. 
It requires sound knowledge of 
the evidence available so that 
plausible decisions can be made 
with confidence using problem 
solving skills. Dealing with 
treatment failures, adverse drug 
reactions and patient morbidity 
and mortality can be challenging. 
Pharmacists are traditionally 
risk adverse and this must be 
overcome to work as a true 
independent practitioner. It is 
essential to work within a wider 
multidisciplinary team (MDT) and 
have access to discuss the most 
complex cases if needed but 
be able to work autonomously. 
Utilise your skills and expertise, 
develop blue sky thinking and do 
not be restrained by traditional 
roles. If that requires new skills 

and qualifications, do not be 
afraid to do so. A Cochrane 
Review on NMP7 has shown that 
pharmacists/nurses can prescribe 
just as effectively as doctors 
in areas related to cardiology. 
Pharmacists have unique skills 
and knowledge in medicines and 
these can be adapted to work in 
advanced clinical roles so be  
brave and work outside your 
comfort zone.
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