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A BSTRACT
Background and Objective: Over the past two decades nurse practitioners’ prescriptive authority, has evolved specifically in
response to pressures from patients’ physicians, changing policies and preoccupation with the effectiveness and efficiency of care.
However, little is known of the nurse practitioners’ understanding of appropriate and inappropriate prescribing and their views of
using a prescribing evaluation tool in practice to ensure prescribing is optimal and can support national change. The aim of this
research is to explore Nova Scotia nurse practitioners (with prescriptive authority) understanding of inappropriate prescribing and
their experience of using a prescribing evaluation tool.
Methods: This qualitative study used a phenomenology research design. A series of semi-structured telephone interviews were
held with a purposive sample of nurse practitioners with prescriptive authority. Interviews were tape recorded and transcribed
verbatim. Data were analysed using Colaizzi’s framework method.
Results: The study identified four recurrent themes: competence and confidence, understanding inappropriate prescribing,
consequences of inappropriate prescribing and the role screening tools play in prescribing.
Conclusions: The potential for prescribing nurse practitioners to contribute positively to address the issues with increasing
healthcare demands and associated problems and to improve quality of care in the Canadian health system is substantial given
their insight to medication management.
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1. I NTRODUCTION
Nurse practitioner has no universal definition[1] but it is generally accepted that nurse practitioners provide services to
individuals and families across the lifespan and work in a variety of community-based settings.[2, 3] The title is frequently
used to identify advanced practice nursing in Canada, the
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United States (US), Australia and the United Kingdom (UK).
In Ireland, the position is referred to as an Advanced Nurse
Practitioner (ANP). Historically, the nurse practitioner role
was introduced in the US in the mid-1960s[4] and Canada
in 1967[2] to meet increasing health service needs, with the
literature describing the first reported nurse practitioner’s
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role as “a contentious issue that produced a good deal of
conflict and anxiety” at the time.[5] Today however, the
role encompasses an evidence-informed holistic approach
that emphasises health promotion and partnership development, that complements rather than replace other healthcare
providers.[6] More recent events of physician shortage, together with the aging population and the associated increase
in healthcare demands that has exerted considerable pressure
on the Canadian health care system[7] and so nurse practitioners have become increasingly identified as a resource that can
meet the ongoing health need of the Canadian population.[8]
Nurse practitioner’s prescriptive authority has therefore
evolved in response to pressures from patients, physicians,
changing policies and requirements relating to the effectiveness and efficiency of care.[9, 10] Prescribing authority for
Canadian nurse practitioners is particularly important because health services cover large geographical regions that
are remote, sparsely populated and where medical practitioners are not readily available.[11] However, prescriptive authority for nurse prescribers in the Canadian context is complex
and may vary due to provincial and territorial governance
systems within the country.[11] This has resulted in each
province and territory having its own approach to nurse practitioner positions with prescriptive authority closely linked to
the development of the role within each province. The common ground being the requirement for additional education,
training, and regulation to ensure that those functioning in
the nurse practitioner role are able to provide safe care to the
public.[6]
Internationally over the past decade nurse practitioners have
become part of the long term care system[12–14] and are now
caring for clients with higher prevalence of chronic illness,
disability and dependency.[15] However, advancing age and
exposure to medications increases the risk of contact with
a potentially inappropriately prescribed medication and development of complications from drug therapy. More specifically, the literature describes inappropriate prescribing as
encompasses the use of medicines that pose more risk than
benefit to patients, the use of medicines that have clinically
significant drug-drug and drug-disease interactions, and importantly, the under-use of beneficial medicines.[16] Consequently, particular care must be taken when determining
drugs and dosages for this section of the population to ensure prescribing is appropriate considering the long standing issues and number of older adult clients in receipt of
medicines for chronic conditions in the Canadian health service.[17] While the benefits of pharmacotherapy for the older
adult are potentially substantial, the process of choosing the
appropriate medicine for the individual older adult patient
22
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may be complex. Changes in the patient’s medical status
over time can cause long-term medicines to become unsafe
or ineffective, therefore part of the nurse practitioner’s role
is regular medication review to ensure continuing positive
benefit for each medicine prescribed for the older adult. To
ensure medication benefits are maintained several validated
tools have been developed to help prescribers identify potential inappropriate prescribing in older adult care.[16, 18, 19] The
significance of appropriate prescribing is best viewed in the
context of the financial cost to the health service which has
been identified by the Canadian Institute of Health Information (CIHI). In 2013, an estimated $34.5 billion was spent on
drugs, the majority of which $29.3 billion (85.0%) was spent
on prescribed drugs.[20] Within the priority research area
of Drug Policy, the Canadian Institute of Health Research
has identified effectiveness, safety and adverse events as key
areas to be addressed, their vision being to “transform from
a reactive, one-size-fits all approach to a more personalized
system of predictive, preventive, and precision healthcare
that is tailored to a population or an individual”.[21] Incorporating nurse practitioners to provide direct care by way
of “initial diagnosis of problems/concerns, establishing of
diagnosis following appropriate diagnostic tests if required
and formulation of a management plan, which may include
prescriptions of medications”[22] has the ability to provide
personalised appropriate care the initiative requires. Furthermore, the competence of nurse practitioners to manage
patient care in a comparable manner to physicians, with high
levels of patient satisfaction, combined with increased advice
on education and health promotion has been well reported
in the international literature.[23–27] However, the literature
in relation to nurse practitioners understanding of appropriate or inappropriate prescribing is limited; leaving a void
in our understanding of the impact nurse practitioners with
prescriptive authority may have on patients’ drug regimes.
The difficulty however, can be local governance policy that
limits the number of products available in the prescribing
formulary for nurse practitioners[28] causing restrictions on
prescribing that impact on their ability to prescribe appropriately. Therefore, it is important to gain a better appreciation
of Canadian nurse practitioners’ understanding of appropriate and inappropriate prescribing and their views of using a
prescription evaluation tool in practice to ensure prescribing
is optimal and can support the planned national change.
Aim
The aim of this research is to explore Nova Scotia nurse
practitioners (with prescriptive authority) understanding of
inappropriate prescribing and their experience of using a
prescribing evaluation tool.
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2. M ETHOD
This study adopted a Husserlian, or descriptive, phenomenology approach to the research. Data were collected in May
2015 during a research travel bursary visit to Dalhousie University, in Halifax. Using a descriptive phenomenology approach is the most appropriate way to develop an understanding of nurse practitioners’ experience of appropriate
and inappropriate prescribing and importance placed on a
prescribing evaluation tool as interpreted by nurse practitioners who have lived the experience. An important component
of Husserlian phenomenology is the belief that it is essential
for the researcher to shed all prior personal knowledge to
grasp the essential lived experiences of those being studied.
2.1 Participants
Participants in a Husserlian phenomenology study must have
experienced the phenomenon and be able to articulate what it
is like to have lived that experience[29] of using a medication
evaluation tool in practice. Therefore, a purposive sample
of nurse practitioners with prescriptive authority working
with older adult care in the greater Halifax region and the
wider area of Nova Scotia, Canada were asked to participant.
Sampling continued until no new themes emerged, this oc-
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curred after eight interviews. All participants except one was
female, experience as nurse practitioners with prescriptive
authority ranged from 2 to 14 years. All of the nurse practitioners interviewed were primary healthcare practitioners,
with seven of them currently working in community health
centres and one in private practice supported by a health care
team.
2.2 Interviews
Participants were first contacted by email to establish their
interest in participating in the research. Positive responses
were followed up with personal emails that included interview details and requesting that the participant identify a
date and time suitable to carry out a telephone interview.
Telephone interviews were necessary because of the diverse
geographical location of participants across the state of Nova
Scotia, Canada and the time frame available to the researcher
to collect the data. Interviews followed a structured process
to ensure appropriate structure and accurate preparation for
the interviews, the process was divided into three: a) before,
b) during and c) after the interview, details of which are set
out in Table 1.

Table 1. Telephone interview protocol
Before the interview

Appropriate information was communicated to the potential participant and questions answered.

Interviews were scheduled with free time allocated by the researcher prior to and after the interview to accommodate any last
minute change to arrangements because of clinical commitments or interruptions.

The interview protocol was pre-tested.

Audiotaping techniques were predetermined and tested.

Appropriate time was allocated for introductions and study overview.

Confidentiality was assured.

Results would be sent to each individual participant via email on completion.

Finally the process was piloted with a research student to ensure the process was smooth, and there were no technical problems.
During the interview

Interview style was clearly identified.

Initial conversation was light to encourage the participant to relax. Introductions including career background, education and
clinical interests of the researcher were discussed. An overview of the study was given and an explanation of how the present
research contributes overall. Confidentiality was also reinforced.

Interview questions were structured to vary and allow for the participants opinion.

Themes of interest identified in earlier interviews informed the schedule in later interviews.

At the end of each interview any issues concerning information for a particular question was addressed with the participant and
clarification or explanations sought regarding terminology etc. before moving forward.
After the interview

Each interview was transcribed immediately following the interview while the researcher was still immersed in the essence of
the interview.

Ample time was allocated for analysis.

Interviewees agreed to be contacted should validation of any issues in the interview transcripts be deemed necessary.
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2.3 Data collection
Before the interview process commenced, research participants were given the opportunity to ask the researcher questions regarding the study. Verbal consent was obtained and
the possibility of re-negotiating consent was also discussed.
Confidentiality was assured and the right to withdraw at
any time during the investigation, without prejudice, was
guaranteed.
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the participant’s perception was captured.
In following the principles of data reduction all themes were
included until a textural-structural description of the experiences of the nurse prescribers as a whole was obtained. It
was necessary to recognise overlapping themes and clarify
others that were ambiguous by bringing them back to the
participant for validation or further elaboration, when necessary. In doing this, the interpretive research moved back
and forth between two worlds: that of the understanding and
resourceful dwelling of the participants, and the distancing
and questioning world of the researcher. Through analyses
and interaction with the data, it is hoped to progress beyond
the common sense understanding of the participants’ experience in the situation under study to a level of interpretation
and critique.[32]

Interviews were conducted by telephone with each practitioner for approximately 25-35 mins. A predetermined set
of open questions were used to maintain focus on appropriate and inappropriate prescribing and the value of using a
prescription evaluation tool. This topic guide was developed
by the author for a previous study using STOPP/START and
piloted to ensure the guide maintained focus on appropriate
and inappropriate prescribing. This structure provided an
outline for the interview however, additional questions were 3. R ESULTS
allowed to emerge naturally from the dialogue. Due to the Following analysis of the narrative data, findings were
lack of visual cues the researcher took notes as a reminder of grouped under the following headings for reporting:
the non-verbal communication such as pauses or hesitations
• Level of confidence and competence described by
that took place during the interview to facilitate transcription.
nurse practitioners in their role as prescriber.
The interviews were digitally recorded and transcribed im• Understanding and consequences of inappropriate premediately following the interview to ensure the experience
scribing.
as described by the participant was accurately captured. Us• The role screening tools play in prescribing for older
ing the telephone for data collection interviews may also
people.
reduce some forms of response bias (facial expressions) as
the interviewer and participant are potentially less affected
by each other’s presence. This, in turn, may increase the 3.1 Confidence and competence
level of comfort for both parties and result in a more relaxed Participants acknowledged that having prescribing rights had
improved their self-esteem, and autonomy in practice. When
interview.[30]
asked specifically to rate their confidence in prescribing on
a scale of 1-10, 1 being the least and 10 the most confi2.4 Ethical considerations
Access to potential participants for the study in Canada was dent the majority of participants rated themselves between
facilitated by the Pharmacy Department at Dalhousie Univer- 8 and 10. These participants were well established having
sity who arranged the appropriate meeting and introduction the most experience in their specialty area, kept up to date
to the Senior Advanced Nurse Practitioner in Nova Scotia to and understood their professional boundaries. However, one
discuss the study. Before the interview process commenced, participant did not share this view awarding themselves a 6.
research participants were given the opportunity to ask the This participant had the least experience and attributed this
researcher questions regarding the study. Verbal consent was to not having had the opportunity to prescribe as part of the
obtained and the possibility of re-negotiating consent was education process.
also discussed. Confidentiality was assured and the right
“You know I found when you get in a course
to withdraw at any time during the investigation, without
you can teach about the disease and learn about
prejudice, was guaranteed.
a particular drug but we don’t know how to pre2.5 Data analysis
scribe or how to titrate or discontinue it (mediData analysis was carried out using Colaizzi’s (1978) Procation) really I find you learn by using the drug
cedural Steps[31] which provided a framework in keeping
or talking to colleagues. . . I didn’t know how to,
with phenomenological research. Meaning statements were
start it (prescribing) and I always ‘start low and
clustered into common themes and again referred back to the
go slow’. But what is low and what is slow?”
original commentary for validation, thus ensuring that only
(Participant 2)
24
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Additional, issues concerning confidence and competence
come with renal problems they have vascular
surfaced when asked if there was anything they should know
problems, diabetes the whole list. I’m not an
more about when prescribing for older adults. CPD was idenexpert in some of those other areas.” (Participant
tified by all participants as important to maintain awareness
6)
of medication issues and better placing them to question or
challenge medication changes or adjustments required.
Participants felt that their role was not to primarily generate
prescriptions instead they were keen to communication and
“I won’t prescribe anything new unless I
interact with patients as part of an accurate assessment and
have absolute understanding of what patients
competent prescribing process. Understanding the characterare on and taking in addition, like herbal
istics of the patient’s requirements, strengths and weaknesses
over the counter or any complementary therthat facilitated a more holistic approach to prescribing was
apies. . . because a lot of them don’t even think
identified as important.
that an enteric coated aspirin they take for heart
disease is even a medication because they don’t
get a prescription for it. . . patients adding over
the counter medications can be a big problem.”
(Participant 7)

“Having a conversation is important because
you can have patients with strange reactions to
their medicines and if you don’t explore it properly you won’t know. I find that sometimes the
gaps I identify during conversation give me the
most information.” (Participant 7)

Accurate assessment was also identified as important for
competent prescribing. However, several participants highlighted that developing nursing expertise in a particular area 3.2 Understanding and consequences of inappropriate
can focus your knowledge so finely that limitations can occur.
prescribing
The level of understanding regarding inappropriate prescrib“I’m comfortable assessing my patients, my
ing was broad and has been condensed into the main areas
background is renal but my patients don’t just
identified in Table 2.
Table 2. Description of inappropriate prescribing
1)
2)
3)
4)
5)
6)
7)
8)

Medications not appropriate for the client in terms of diagnosis or health status at the moment.
Prescribing without a good cause or reason.
Making a choice of medications for patients that either don’t follow best practice or are not in the patient’s best interest.
Prescribing outside my scope of practice. Wrong dose for the wrong patient.
Medications prescribed that are not clinically relevant.
Prescribing something that is not based on evidence based rationale from a clinical assessment point of view that fits the actual
condition.
Prescribing a medication that may not be warranted or effective.
Wrong medication for the wrong patient.

Although not referred to directly prescribing by omission
was addressed indirectly when answering questions.

pant 4)

Also depending on the level of care, therapies can be viewed
It is an established fact that medication use increases with
from different perspectives.
advancing age. This in turn requires that prescribing for older
“Sometimes treatment in hospitals would be a
people represents a range of options and values that attempt
little more aggressive than what we would conto optimize prescribing quality for individual patients.
sider appropriate in primary care.” (Participant
7)
“Prescribers do not use frailty as a predictor
when prescribing. A lot of the medication of
All participants identified they had a substantial role to enolder folk are family driven because they want
sure medicines were appropriate. Specifically, interactive
Mom or Dad or whoever to have the same level
approaches were used to combat problems.
of care that they have not recognising the physiological changes that occur with aging may not
make those medications appropriate.” (ParticiPublished by Sciedu Press

“I have a direct involvement because I am educating the residents myself and nursing staff
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plus allied staff. I also review charts as part of
the process.” (Participant 4)

Participants were confident that the consequences of inappropriate prescribing could be addressed.

“I have direct involvement in making sure medications are appropriate we do hundreds of med
reviews every year and we do med reconciliation
also. I explain to the families and staff the physical and medications review results.” (Participant
3)

“I think it would be education for all involved
but there is a barrier to that because it costs
money.” (Participant 2)

Participants linked proper assessment to appropriate prescribing through individualised care assessment thereby, ensuring
the drug–patient interaction is implicitly included in the prescriptive process.
“I’ve seen families who were primary care
givers for older adults struggling to manage with
what appeared to be deteriorating conditions
which were actually side effects of medications
when assessed.” (Participant 7)

“So in order to make change we really have to
have a complete culture shift and make the prescribers and the whole system aware that seniors
require unique care and they are uniquely different form the adult population when it comes to
prescribing.” (Participant 4)
“I’m the only nurse practitioner within a huge
facility (485 beds) in my opinion there is work
for three in the facility then we could cover and
support each other and share the workload and
have cover at the weekends. Yes we need more
prescribing nurse practitioners.” (Participant 3)
“Address polypharmacy we’ve been talking
about it for years but we are only starting to
take some action now.” (Participant 1)

Several characteristics of ageing and geriatric medicine affect medication prescribing for older adult people and render
the selection of appropriate pharmacotherapy a challenging Polypharmacy was identified as very common among older
and complex process that may not result in the desired effect. adults and is often adopted as a strategy to address symptoms,
reducing disease-related problems and improving quality of
“I really don’t think there is a black and white anlife in the older adult.
swer to prescribing sometimes the patient does
“When we look at underlying causes for probnot keep up to date with the changes to medicalematic symptoms it is sometimes due to too
tions it’s not always about the medicines somemany drugs. We have to strip them back to the
times its human error that causes the problems.
essential drugs so that the team can get in and
We try to do our best, but sometimes problems
treat the patient in a meaningful way.” (Particijust happen.” (Participant 4)
pant 5)
Inappropriate prescribing remains a problem in day-to-day Polypharmacy may also be the result of patient and/or family
practice and despite increased awareness the dynamic na- assuming the role of prescriber.
ture of the problem requires updating solutions that address
“If over the counter drugs are added (to the
constant changing patterns.
medication regime) the patients may present to
“I try to focus on what I do well. . . and individuus with problems that can be difficult to figure
alise care to reduce risk.” (Participant 6)
out. Education is important and even salads in
the summer for someone on warfarin can cause
For prescribing in general it is important that the patient has
problems.” (Participant 8)
trust in the prescriber. Trust is also essential for establishing
collegial relationships with other healthcare professionals It is unrealistic to expect that the majority of clinicians have
and patients.
enough knowledge about drug-related appropriateness and
interactions when prescribing for older people with multi“There is human error in everything we do.
morbidity to avoid errors. However, participants felt that
What people deserve to know is whether it was
they could err on the side of caution.
an error or an omission and the biggest thing
people want to know is what are we going to
do differently, or if we are going to do anything
differently. That’s how we tend to manage most
everything here.” (Participant 5)
26
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The most effective benefits of prescriptive drug therapy for Other participants could see possibilities beyond the initial
older adults can only be derived if drugs are prescribed and identification of PIP.
used appropriately. Participants voiced that combining expert
“They are not necessarily looking at just preopinions was also an option.
scribing but gathering data on your patient about
their diagnosis, past history, medications, lab
“. . . attention to detail is required and if I have a
tests and activities of daily living a concise hisproblem I will take it to my collaborative practory and assessment on each patent documented
tice partner to discuss. I work in a collaborative
and easily accessible.” (Participant 8)
team so I don’t work in isolation it’s always
good to have colleague around for advice.” (Participant 6)

4. D ISCUSSION

All participants were knowledgeable regarding inappropriate prescribing and had information about or worked with
a prescribing evaluation tool in the past. As with previous
research, participants highly rated the use of a prescribing
medication evaluation tool, understanding that medication
appropriateness can be measured by evaluating the content
or quality of a prescribing decision and or the outcome of
“I used the STOPP/START criteria in my work
that decision.[33] Even though there was a number of preand clearly identified areas where there is inscribing evaluation tools available for detecting inappropriate
appropriate prescribing and the need for represcribing, the participants had a very good working knowlevaluation depending on the stage of life.” (Paredge of the STOPP/START criteria. This was attributed to
ticipant 4)
the ongoing research using the STOPP/START criteria undertaken by the Pharmacy Department in Dalhousie University,
Time appeared to be an issue when applying a screening tool Halifax, in collaboration with the Pharmacy Department in
with some participants identifying it as cumbersome to apply University College Cork, Ireland.
in the clinical setting. Many practical issues were raised.
All participants endorsed regular reviews of older adults pre“I can really see the benefit of using a mediscriptions, a practice that is supported by the literature to
cation evaluation tool especially if we had the
reduce medications prescribed.[34] Nurse practitioners were
database that you (the researcher) use. It would
aware of the issues surrounding the aging population in their
save us time and we would get immediate results.
region especially the growing number of older adults that face
Using STOPP/START and applying the criteria
challenging treatment decisions. This trend makes it even
manually is just not practical.” (Participant 3)
more critical to develop interventions that can improve the
decision-making process to ensure appropriate medications
“I think it would play an important role espeare prescribed.[35] In order to facilitate good decision making
cially if the nurses and doctors were using the
and depending on cognitive awareness of patient’s nurse pracsame computer based system. We would follow
titioners included families when necessary through organised
the same structure and have a better result for the
family conferences. Including the family in the assessment
patient using the evaluation tool.” (Participant
process opened communication to ensure that patients con2)
cerns and wishes regarding medications and treatments are
Participants’ concerns regarding potential inappropriate pre- elicited and understood. This is an important additional comscribing (PIP) also extended to the management of patients’ ponent of managing medications considering physicians’ and
medications from the wider perspective of changing condi- patients’ perspectives on treatment and associated decisions
tions to ensure medications prescribed remain appropriate. can sometimes differ. Such differences were identified by
Kutner et al.[36] who recognised physicians rank co-morbid
“I love the STOPP/START tool because the reconditions and the medical literature as important factors in
search is there in the literature and so easy to
treatment decision-making, while patients rank family prefshare the information and findings. They make
erence, family burden, and physician’s opinion as important
us think about leaving people on medications for
factors in making treatment decisions. Nurse practitioners
extended periods of time simply because they
with prescriptive authority are adequately placed in practice
saw a cardiologist 15 years ago.” (Participant 3)
to promote informed treatment choices that are consistent
3.3 The role screening tools play in prescribing for older
people
All participants had experience of using a prescribing
appropriate evaluation tool and were familiar with the
STOPP/START evaluation tool in particular.
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with the patients’ personal preference and based on informed
decision making. Nonetheless, the balance is fine between
medications that improve quality of life for the older adult
and medication related problems that place them at risk[37] .
Nurse practitioners identified that selecting appropriate medications for use in older adult patients is often complicated by
multiple illnesses and multiple medications. The potential is
high for drug-drug and drug-disease interactions which the
nurse practitioner must bear in mind when choosing a medication or assessing its effectiveness or side effects.[38] The
primary factor associated with medicine under use was a lack
of health literacy concerning geriatric conditions in those caring for older adults’ findings similar to Lang et al.[39] Even
though participants indicated that specialisation improved
their knowledge, it was focused on a specific condition or system depending on nurse practitioners area of expertise. This
posed a considerable challenge for nurse practitioners, because patients who usually presented with problems require a
wider understanding of individual diagnosis and differential
diagnosis in order to make appropriate medication decisions
for them. To ensure patients with multiple problems were
appropriately assessed the nurse prescriber utilised the expertise of the multidisciplinary team which according to
the literature “utilises individuals from different disciplines
working in a team toward a common goal”.[40] Internationally
such collaboration has led to improved client outcomes such
as decreased hospital admissions and timely interventions
for older adults.[41, 42] However, participants also expressed
the importance of combining multidisciplinary care with a
medication evaluation tool especially STOPP/START was
significant because of its correlation with adverse drug events
(ADEs).[43]
Much attention has been paid to over-prescribing for
older adults nonetheless participants recognised that underprescribing of appropriate medications was also a concern.
This is a seriously misdirected practice according to Rochon[44] (2015) because seeking to simply limit the overall
number of drugs prescribed to older adults in the name of
improving quality of care is incorrect practice. Therefore, a
medication evaluation tool used in practice needs to encompass the appropriateness of prescribing which according to
Spinewine et al.[45] embraces three values: 1) the preferences
of the patient; 2) the scientific and technical rationale of prescribing; and 3) the interests of the community. However,
quantifying what the patient wants and serving the best interests of the community can be quite challenging as they can
be influenced by societal, economic and family factors.[46]
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patient-care settings to assess prescribing appropriateness.[47–52] However, when using a prescribing evaluation
tool, it is important to consider that explicit criteria such as
that of STOPP/START do not take into account all factors
that define high quality health care for the individuals. The
START screening tool for potential prescribing omissions
(PPOs) does not allow for factors such as life expectancy,
time needed to derive clinical benefit and patient preference
as legitimate reasons for under-prescribing.[45] It is the nurse
practitioners responsibility to understand the burden of comorbid disease and patient preference which are then taken
into account and required to reconcile decisions with the
evaluation tool. Applying the STOPP/START evaluation tool
may require flexibility, in some cases, what is considered
inappropriate according to STOPP/START may not be appropriate for an individual patient for various reasons.[53] To
address this, guidelines accompanying the STOPP/START
evaluation tool clearly state that the tool does not replace the
clinical judgment of the prescriber.[50] There were however,
concerns expressed about inconsistent implementations of
the evaluation tools and the time required to evaluate patient’s medications. According to Ryan et al.[48] this issue
was recognised by the research group in the School of Pharmacy, University College Cork and University Hospital Cork
who began developing a database to facilitate the use of
STOPP/START criteria in day-to-day clinical practice. Furthermore, in 2013 the research group was funded to develop
a Software ENgine for the Assessment & optimization of
drug and non-drug Therapy in Older peRsons (SENATOR)
a highly-powered and efficient software engine capable of
individually screening the clinical status and pharmacological and non-pharmacological therapy of older adults with
multimorbidity. The significance of this software to nurse
practitioner and other prescribers is that it can define optimal
drug therapy, highlight adverse drug reaction risk, indicate
best value drug brand for selection and provide advice on
appropriate non-pharmacological therapy. A very valuable
tool considering the majority of older adults with multimorbidity are managed by healthcare professionals that are not
specially trained in geriatric medicine and rehabilitation and
may not have access to a geriatrician or specialised nurse
practitioner to help with assessments.

In this study, nurse practitioners’ knowledge and experience
was recognised by senior doctors as supportive within their
practices. In addition, the value of nurse practitioners was
also considered important because of connection with a range
of services and clinical networks that have been emphasised
in the literature as primary, speciality and acute services.[54]
The literature reveals that numerous studies using Participants in this study did not take for granted the referSTOPP/START criteria have been conducted in various ring diagnosis of the GP or hospital department but showed
28
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initiative and integrity and acted on their advanced knowledge and experience to independently assess their patients.
The nurse practitioner then had the confidence and ability
to bring a range of clinicians together to develop a package
of care that was focussed on the individual patient needs.
Utilising this approach helps the nurse practitioner to look
beyond the initial clinical problems that presented to focus
on the more holistic plan of care for each patient and provide staff with support and motivation.[55] However, building
such an integral service required healthcare professionals to
broaden their professional standards. This process requires
training, discussion, collaboration, and a shared assessment
and treatment plan.[56] The fact that the nurse practitioners
mentor and are champions for change within organisations
is significant for the future development of best practice in
elderly care.
The importance of continuing professional development
(CPD) and remaining up to date was and issue identified
by all participants that required additional support. Positive comments were tempered with a belief that too many
demands placed on the nurse practitioner encroach unacceptably on the opportunity to undertake CPD. Specifically,
heavy workload and absence of colleagues to cover the work
(backfill) prevent uptake of CPD, issues already identified in
the literature.[57] Whilst it was acknowledged that a certain
amount of learning was achieved “on the job”, it was repeatedly put forward in the interviews that formal education
and training was necessary to supplement and enhance such
learning. Considering the predicted changes of increasing
complexity in elderly care[58] it is essential that nurse practitioners engage with CPD and are supported throughout their
careers to maintain and develop the knowledge and skills to
respond effectively to the needs of patients, service users and
the wider public.[59] Especially when viewed in the context
of changing demographic patterns of disease in countries
across the world and the subsequent impact on health service
delivery, preparatory education can only ever be an initial
grounding for nurse practitioners.
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Canadian nurse practitioners, restricting the study’s generalisation to other areas or countries. In addition, recruitment of
participants for this study was the responsibility of the senior
nurse practitioner for the Nova Scotia Region, Canada. All of
the participants had previously heard about STOPP/START
criteria, because of involvement with research in the clinical
practice, which is not representative of the general nurse practitioner population. The sample size of eight although small
is acceptable for qualitative research and reached saturation
point.

5. C ONCLUSION
Nurse practitioners have derived both personal and professional benefits from prescribing and feel better equipped to
make decisions and challenge changes if necessary. The
potential for prescribing nurse practitioners to contribute
positively to address the issues with increasing healthcare
demands and associated problems and to improve quality
of care in the Canadian health system is substantial given
their understanding regarding appropriate and inappropriate
medication management.
Nurse practitioners in Nova Scotia, Canada are both competent and confident prescribers and have integrated prescribing
effectively within their respective roles. In addition, recognition of their role and contribution to the wider healthcare
team is acknowledged but there are still some cautious responses from a number of doctors in practice. Another tangible issues identified is the importance and support required
for ongoing CPD. More specifically CPD was identified as
a substantial prerequisite for maintaining knowledge and
keeping up-to-date with the ever changing pharmaceutical
industry and medications available in practice. Management
strategies employed in practice were communication, collaboration and collegial relationships to effectively safeguard
medications prescribed and reviewed as appropriate for the
older adult population. However, the issues surrounding
the consequences of inappropriate prescribing were more
complex requiring an organisational approach to the interactive management of medications prescribed and reviewed to
ensure maximum benefit.

Limitations
This study has the limitations specifically related to the use of
the qualitative methodology. Among its limitations is the low
number and source of the participants drawn from a specific C ONFLICTS OF I NTEREST D ISCLOSURE
area in Canada, who are not necessarily representative of all The authors declare that there is no conflict of interest.
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