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Chapter 1 

The context of medicines 
management for adult nurses in
today’s NHS

A
dult nurses working in the NHS have an increasing number of responsibilities in

relation to prescribed medicines. Over the years these responsibilities have

become more complex, with increasing amounts of time spent in fulfilling this

role. One of the reasons for this is that healthcare is becoming ever more complex and

frequently more expensive with our increasing understanding of how the body functions

and technological advances. There have been calls for more effective medicines man-

agement to be recognised and addressed. Indeed, the Healthcare Commission (2007)

highlighted research evidence in relation to hospital care when it stated that effective

medicines management ‘reduces lengths of stay and rates of re-admission’. Given this

requirement, it is important to recognise the main factors that influence effective medi-

cines management from a nursing perspective. As a result, this chapter explores the

changing nature of care in the twenty-first century. The key issues that are examined

are lifestyle factors, altering demographics, increased migration, co-morbidity, increas-

ing public expectations, and the innovations and developing technology that affect us

all in some way and that are influencing the shape of the role that adult nurses play in

medicines management in today’s NHS.

Learning outcomes

By the end of this chapter you should be able to:

4 Describe the key sociopolitical developments that have led to the developing role of the

adult nurse 

4 Identify clinical situations that require medicine management skills

4 Discuss the key nursing developments that have resulted from changes in the NHS 

4 Discuss how developing technology and innovations will demand increasingly 

sophisticated medicine management skills.
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RECENT INFLUENCES ON HEALTH IN THE UK

The demographic of the UK is changing. Increasing numbers of people are living longer,

and consequently many of them are living with co-morbidities. Alongside this, large

numbers of people from countries all over the world are working in the UK temporarily

or migrating to the UK. Public attitudes have changed, and people now have greater

expectations of the services and commodities that they buy and use; consequently, the

expectations that individuals have about healthcare providers have changed too. In the

first decade of the twenty-first century, we have lifestyles that are very different from

the way people lived even 25 years ago. Much of this lifestyle change is a response to

innovation and technology. For example, more of us use cars regularly rather than walk

or cycle, few of us grow much of our own food, very few of us have jobs that are physi-

cally demanding, and many of us regularly take holidays in countries with a very high

sun index or with endemic diseases such as salmonella, tuberculosis, human immunod-

eficiency virus (HIV)/acquired immunodediciency syndrome (AIDS), malaria and

typhoid. As a result of more accessible travel, the UK, along with many other European

countries, probably has a much more multicultural population than it has ever had

before. Throughout history, the UK has become home to a variety of immigrant popula-

tions. However, until recently, those who came in any number were predominantly from

countries relatively close by, as travel for most of the world’s population was both diffi-

cult and expensive. In the past 30 years or so, travel has become much easier and

considerably cheaper. As a result, the UK supports large numbers of people from all
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over the world. Some of these people bring health problems with them, such as tuber-

culosis. Many others adopt a Western lifestyle, which increases their risk of metabolic

syndrome, hypertension, diabetes, coronary heart disease and stroke. 

All of these events, many of them quite small in themselves, have changed and continue to

reshape healthcare both in the UK and in the rest of the industrialised world. An integral

part of the provision of healthcare is the prescription of medicines, which, until recently,

was purely in order to help treat and manage a variety of diseases and disorders. 

THE RATIONALE FOR THE MEDICINES MANAGEMENT
STRATEGY IN THE NHS

Today, however, healthcare professionals frequently prescribe medicines not only to

treat and manage ill-health but also as a preventive measure or to enhance what used

to be seen as lifestyle difficulties, such as obesity, erectile dysfunction and smoking ces-

sation. Nothing in life is risk-free, however, and many people take both prescribed and

non-prescribed medicines ‘because it’s believed that the benefits will outweigh the asso-

ciated risks’ (Healthcare Commission, 2007)’. It is important, therefore, that any risks of

medicines are minimised as much as possible. This has resulted in the introduction of

the policy of medicines management in the NHS, which is an essential part of a process

that ensures not only that individual patient care is both successful and safe but also

that the taxpayer gets value for money (Healthcare Commission, 2007).

The NHS will celebrate its sixtieth anniversary in July 2008. This anniversary may be

used as an opportunity to reflect on and celebrate the organisation’s successes, which

are too numerous to list here. However, there is no doubt that the anniversary will be

also used to highlight the NHS’s failures in delivering healthcare to the people of the

UK. Most of this criticism seems to be fuelled because of the early promises offered by

the guiding principle so widely publicised when the NHS was first established: that

everyone would receive all of their medical, dental and nursing care, free of charge, at

the point of delivery. This seems to have encouraged the assumption that healthcare

would be both comprehensive and universal, with unlimited healthcare free at the

point of delivery. Unfortunately, for a variety of reasons, including lack of comprehen-

sion of what the true cost of such a service would be, increasing public demands and

little recognition that medicine would advance in the way that it has, these founding

principles have long been quietly abandoned by all of the UK governments since the

establishing of the NHS (Klein, 2006; Ranade, 1997). During the 1940s, to 1960s and

most of the advances in the health of the population were not a direct result of the

NHS but were due to a raft of social measures, such as improved housing and sanita-

tion, clean running water, improved diet, better dental hygiene and immunisation and

vaccination programmes. The years since the inception of the NHS have seen improv-

ing health. During this time, there have been many changes both in the NHS and in

adult nursing: nowhere is this more evident than in what we think of today as medi-

cines management. Certainly, even before the advent of the NHS, the administration of
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medicines was an important part of the adult nurse’s role, particularly for nurses work-

ing in hospital wards and certain hospital departments such as accident and

emergency (A&E). For nurses working in the community and attached to schools and

workplaces, medicines management was a less important role, although these nurses

aid need a sound understanding of the medicines prescribed for their patients so that

they could educate their patients. Although administration is a key part of the role of

many adult nurses today, this role, along with many others, has changed and is still

changing, and it can no longer be identified as the only role and responsibility that

nurses have in relation to medicines management. 

FACTORS INFLUENCING THE DEVELOPMENT OF
ADULT NURSING

There is no doubt that the underlying knowledge and skill of adult nurses in the UK has

changed considerably over the previous three centuries, and their values, beliefs, atti-

tudes and images have changed too (Hallett, 2007). Hallett argues that nurses are now

in what she calls the ‘technocratic era’. This is because over the years nurses have

taken on more procedural skills, such as venous cannulation, that were once perceived

to be the skills that lay firmly within the discipline of medicine. Nursing cannot be sepa-

rated from the society within which it operates, and UK society has altered markedly

over recent decades. Today, some of the expectations that patients and healthcare pro-

fessionals have about healthcare are very different from those of even just 25 years

ago. There has been considerable social and cultural change during this time; there

have also been a variety of political drivers that have influenced not only the way the

NHS operates but also the development of nursing. These political changes appear to

have been attempts to address the agendas of each of the more recent governments,

challenging the power of the medical profession and attempting to contain the ever-

rising cost of health services while at the same time attempting to increase the health

of the population as a whole (Klein, 2006, 2007 Pollock, 2005; Ranade, 1997). These

drivers have had a major influence on how adult nursing has developed, because in

order to deliver these various agendas nurses and nursing have been key targets for

many of these changes (DH, 2006a). The Department of Health (DH) has set up a strat-

egy group whose sole purpose and remit is that of modernising nursing careers (DH,

2006b). This group recognises the changes that have happened to date and claims

that it will propose further opportunities for change, which perhaps will be linked to

the Knowledge and Skills Framework and the Agenda for Change. However, as dis-

cussed later in this chapter, both the Agenda for Change, which introduced new

contracts for nurses and non-clinical staff in the NHS, and the other contractual

changes brought in for medical consultants and GPs have come in for criticism

(Buchan and Evans, 2007; Wanless et al., 2007). Many of the developments and

changes in the NHS that have happened over the past decade have been a result of a

major political strategy taken when the Labour government was first elected to power
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in 1997. This strategy has been ongoing since then, and it has been announced that an

internationally renowned, London-based surgeon, Lord Dazi, will lead another major

review of the NHS, entitled ‘Our NHS, Our Future’. This new vision for a twenty-first-

century NHS will be ‘a once-in-a-generation opportunity to ensure that a properly

resourced NHS is clinically led, patient-centred and locally accountable’ (Alan Johnson,

Secretary of State, www.ournhs.nhs.uk. 

This desire by the Labour Party to have a health service fit for the twenty-first-century

was on its agenda from 1996, before they were elected to government in 1997, and has

resulted in the NHS seeing regular major investment by UK taxpayers (DH, 1997, 2000).

During this time, the UK’s spending on health has increased each year and is now

almost £100 billion per year (NHS Confederation, 2007), similar to that found in each

of the countries in the European Union. This money seems to have been spent on

improving access to and enhancing the quality of the services provided. This has

resulted in major changes in the way the NHS is structured and the creation of some

notable institutions, such as the National Institute of Health and Clinical Excellence

(NICE) and the Healthcare Commission. The main aim of these changes was to bring

about higher standards of care and a more consistent and equitable service. It was

hoped that this would result in not only a more efficient service fit for the twenty-first

century but also a move away from an NHS that was frequently criticised as being

designed around the professionals (providers) rather than the patients (users) (Dixon,

2007; Klein, 2006, 2007; Pollock, 2005; Ranade, 1997). However, the transformation of

the NHS from a public body that has long been seen by many as inefficient and ineffec-

tive to one that is accessible, proactive and truly patient-focused still seems to be very

much in development and there are a number of challenges for the NHS that are yet to

be addressed. Dixon (2007) suggests that there are three major challenges: 

l maintaining the large and increasing numbers of people living with long-term

conditions and reducing their reliance on expensive hospital care;

l encouraging people to safeguard their own health;

l a continued need to reconfigure services that will deliver both greater throughput

and better value for money for the taxpayer. 

CULTURAL TRANSFORMATION IN THE NHS

Much of the change that has happened since the Labour government came to power in

1997 has attempted to alter the culture of the NHS so that it is more responsive to

patient needs, being patient-led rather than professionally led and providing more per-

sonalised care. It has also tried to empower patients to help them become both active

and equal partners in their care (DH, 2001) rather than passive recipients of care (Playl

and Keeley, 1998). The philosophy of encouraging patients to work in partnership with

healthcare professionals endeavours to give back a sense of control to patients. This

idea of empowerment has brought about the introduction of the Expert Patient
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Programme, with the aim of ensuring that individuals with long-term conditions see a

real improvement in their quality of life brought about by understanding and managing

their condition rather than having their condition manage them. Underlying this move

towards making the service patient-centred is the need for the healthcare professional

to have central to their practice a philosophy that considers:

l the patient as a person;

l the biopsychosocial perspective (which considers psychological, social and physical

factors);

l the sharing of power and responsibility;

l therapeutic alliance (the healthcare professional working with the patient as an

equal) (Mead and Bower, 2000).

Inherent in ensuring that this happens is the need for healthcare professionals to com-

municate effectively. Fundamental to effective communication is self-awareness: being

comfortable with who you are, your attitudes, values, beliefs and culture (Leininger and

McFarland, 200). If the health beliefs of the patient differ greatly from those of the

healthcare professional, then this may result in communication breakdown, causing

frustration and confusion on both sides. Having knowledge and understanding of ‘the

self’ ensures that the nurse is able not only to impart information to patients about

their conditions but also to educate patients and their carers about how best to

manage those conditions. Including how to use and manage their medications. It also

includes recognising how prescribed medicines fit with the potential that the patient

may well self-medicate with over-the-counter (OTC) medicines. Teaching patients so

that they have enough knowledge to manage their medicines successfully is a demand-

ing development of the adult nurse’s role. 

THE RISE OF SELF-MEDICATION 

Being able to select a nutritional or medicinal product off the shelf that you feel will

make you healthier is extremely useful sometimes; for example, many people find it

helpful to be able to walk into a shop and buy medicines that will support their motiva-

tion to stop smoking. On the other hand, whether drinking certain probiotic drinks and

‘superfoods’ available OTC improves health is rather dubious. The manufacturers of

such products claim that increasing the consumer’s ability to self-medicate is a positive

thing as it both empowers people and frees up healthcare professionals for more valu-

able work. However, the sceptical reader may consider this is a cynical drive by many

pharmaceutical companies and manufacturers to increase the sales of their products

by playing on customers’ fears of poor health. In recent years, the DH has actively sup-

ported and promoted the increased use of self-medication by the general public. Many

medicines have changed from being categorised as prescription-only medicines (POMs)

to being pharmacy (P) or general sales list (GSL) medicines. For example, the statins,

drugs used to lower blood cholesterol, which were previously POMs, have been reclas-
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sified as P medicines, so anyone can now buy them under the supervision of a pharma-

cist. A growing number and variety of medicines can be bought in pharmacies,

supermarkets, general stores and petrol stations without a prescription. OTC medicines

also include many vitamins and herbal preparations.

COMPLEMENTARY MEDICINAL PRODUCTS

When considering herbal medicines, vitamins and superfood supplements, we need to

consider the many people who have moved to the UK from elsewhere, whether tem-

porarily or permanently. Different people have different cultural understandings and

philosophies of both health and healthcare. As a result, many people in that UK use

herbs and medicines that previously were little known or used in this country.

Knowledge about the cultural and philosophical backgrounds of our patients is becom-

ing increasingly important for adult nurses. Patients have different backgrounds,

experiences, values and beliefs. Understanding the cultural and philosophical context

of a patient is relevant to medicines management, as these values and beliefs have the

potential to influence a patient’s concordance and persistence, while the patient’s

dietary habits may result in interactions with both traditional and herbal medicines.

Herbal medicines and vitamin and superfood supplements are part of what the Nursing

and Midwifery Council (NMC) calls (2006) ‘complementary medicinal products’. 

OVER-THE-COUNTER MEDICINES AND THEIR 
RELEVANCE TO NURSING

It is often suggested that this ever-increasing market of medicines not only encourages

people to self-care but also leads many people to believe that these medicines are gen-

erally safe because they are so freely available (Bond and Hannaford, 2003; Hughes, et

al., 2002; Murcott, 2005). Encouraging people to accept some responsibility for the

management of a variety of disorders and consequently become more self-sufficient is

seen as a positive development (Aronson, 2004), although studies such as that of

Hughes et al. (2002) have highlighted that most people have little understanding of

their OTC purchases. 

Nurses need to be aware of this increased use of OTC medicines and recognise that

many of the individuals they care for may be taking OTC medicines. Nurses are

required to be increasingly alert to self-medication, particularly during the assessment

process, which means routinely enquiring at each assessment whether the patient

takes any OTC medications. Patients often do not mention that they are taking OTC

medicines because they consider them to be safe and free from side effects. Nurses

may then notice the side effects or interactions of these OTCs but not recognise them

as such because they are unaware that the patient is taking OTCs. 

CHAPTER 1 l THE CONTEXT OF MEDICINES MANAGEMENT FOR ADULT NURSES IN TODAY’S NHS
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Many people are now buying medicines from other countries without prescription

either when they travel abroad or over the Internet. There is currently little evidence

available to show how frequently this happens. Nevertheless, it should always be con-

sidered by nurses and other healthcare professionals, as the patient may not realise

that symptoms may be related to the use of medicines.

All of these situations place a greater demand than ever before on the nurse to under-

stand the principles underpinning medicines management. This means developing the

skill of pharmacovigilance – being aware of side effects, adverse drug reactions, and

potential interactions between medicines (prescribed and OTC), food and drink and

other medicines. This does not mean that the nurse should learn these situations

‘parrot fashion’. Indeed, trying to learn large amounts of information that may be used

only infrequently is not only ineffective but also, from a medicines management per-

spective, dangerous. Instead, in unfamiliar situations, the nurse needs to know how to

access appropriate information, interpret this information and then communicate it

appropriately. Recognising how nurses can best manage this needs urgent considera-

tion. Jordan and colleagues (2002) tried to develop a method to assist mental health

nurses to reduce the side effects of medicines. Arnold (1998) demonstrated not only

the subtle transformation that has been taking place in the role and responsibilities of

the nurse towards medicines management but also the real potential for nurses to

develop their role in relation to adverse drug reactions and side effects. Role change is

nothing new for nurses: they have responded to a number of drivers for change over

the years, particularly sociopolitical changes. 

CHANGING ROLE OF THE ADULT NURSE

Beginning with the NHS Plan a number of DH White Papers (DH, 2000), have sug-

gested improvements to bring the NHS into the twenty-first century. These plans have

identified what the improved service should look like and what patients should expect

from the new NHS. The working hours of junior doctors have been radically reduced to

bring them into line with the rest of the workforce in the European Union based on the

Working Time Directive and a need to introduce the changes to both pre-registration

and postgraduate medical education that were proposed in the Calman Report (DH,

1993). It was also felt that the time had come for many of the roles of junior doctors

and some more senior medical staff to be passed on to suitable trained nurses; even as

long ago as 1976, following the publication of the Breckenridge Report, there was

recognition that some nurses were more efficient than many junior doctors in the skill

of cannulation. At the same time, changes to the availability of medicines were happen-

ing and improved access to medicines was being considered, particularly for patients

with long-term conditions who made up the considerable numbers of individuals who

fell through Jordan and Hughes, (1996) ‘care gap’. As a result of these pressures, a

variety of new nursing roles were created in order to achieve the results being

demanded of the service. These roles were primarily organised around the ten key
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roles identified for adult nurses by the then chief nursing officer (DH, 2002). These

roles, which are presented in more detail in Chapter 16 of this book, include diagnosing,

prescribing, admitting and discharging patients and running clinics, and included skills

that previously were viewed as those of the doctor. Although the new nursing role of

prescribing has improved access to medicines for a large number of individuals, it is

still considered a major challenge to the power and position of the doctor. These ‘new’

roles have also been the driver for the development of a strategy group within the DH,

Modernising Nursing Careers, to examine the future role of the nurse in the NHS. This

group has published it remit and aims, but at the time of writing this book the group’s

suggestions have not been published. At the same time, two King’s Fund reports

(Buchan and Evans, 2007; Wanless et al., 2007) have put together rather damning criti-

cism of the enormous costs of implementing the Agenda for Change. Buchan and

Evans (2007) also state how little NHS trusts have used the Knowledge and Skills

Framework to match staff roles when moving staff on to the new pay bands of the

Agenda for Change. This, they claim, has resulted in both large pay rises and expensive

implementation costs but very little overall attempt to ensure that all of the NHS staff

change their culture and adopt twenty-first century working practices. Consequently,

Buchan and Evans’ report concludes that, despite a large amount of taxpayers’ money

being spent, there has been no improvement in the service to the patient, despite the

rhetoric that promised better patient outcomes. Wanless and colleagues (2007) reach

the same conclusion but temper this slightly by suggesting that perhaps a little more

time is needed to see any results. They also suggest that where service improvements

have been seen, they tend to be piecemeal rather than national. 

Unfortunately, it seems that the proposals of Modernising Nursing Careers will come at a

time when the large amounts of ‘modernisation monies’ that have been made available

over the past few years come to an end – 2008. What impact this will have is difficult to

predict, but it is safe to assume that the nurse’s role in medicines management will con-

tinue to develop given that Wanless et al. (2007) identified that between 2002 and 2006

the number of prescription items being dispensed increased by 25%. At the same time

that these criticisms of the service provided by the NHS were published, the secretary of

state for health announced that another review of the NHS was being undertaken. This

review will consider the views of all healthcare professionals, all NHS staff and users of

the service, with people being asked to input their views via a website. This review will be

reported in 2008, in time to coincide with the sixtieth anniversary of the NHS

(www.ournhs.nhs.uk/). Whether and how this review will change the role of the nurse in

relation to medicines management is difficult to predict at this time.

CONTINUING SPREAD OF NON-MEDICAL PRESCRIBING

It has become clear over time that the non-medical prescribing initiative gained impe-

tus for implementation only once it was recognised that using non-medical prescribers

could help to plug the gaps in the service by providing what is seen by some as a more
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efficient and cost-effective provision. Although it was recognised in the Cumberlege

Report (DHSS, 1986) that there was a need for such a service, it took a number of

years before nurse prescribing was implemented fully. Even today, when non-medical

prescribing is thought to be fairly common, there are still only approximately 9000

nurses trained to be independent nurse prescribers and not all are practising (Home

Office, 2007). The role that supplementary prescribing plays in the NHS today is fre-

quently not recognised, however. In this situation, nurses and other healthcare

professionals work within a clinical management plan that has previously been drawn

up and agreed with an independent medical prescriber, a doctor. Compared with inde-

pendent nurse prescribers, there are greater numbers of nurse supplementary

prescribers, working mainly as nurse specialists. The main advantage of supplementary

prescribing over independent nurse prescribing is that the former offers a wider range

of medicines to patients to manage a broader range of medical conditions. 

There has been a strong faction calling for nursing to recognise its holistic roots rather

than acknowledging only its more ‘scientific’ activities such as ‘pharmacological inter-

ventions and wound care’ (Hewitt-Taylor, 2002). The arrival of nurse prescribing has

been a demanding change for nurses and seems to have led to improved outcomes for

many patients. Not only can nurse prescribing be considered as a valuable strategy

that gives better support to service users (Mullally, 2002), but it is also thought to

increase the number of people who are adherent with prescribed medicines, which is

consistent with current government initiatives (DH, 2002, DH 2006a; Healthcare

Commission, 2007). However, Hewitt-Taylor’s (2002) survey suggests that many nurses

are concerned about taking responsibility for their prescribing decisions and many feel

the need to be reassured that they have the required level of knowledge, understand-

ing and skill to be truly accountable. 

A number of commentators (McGavock, 2000; McKenna, 2005; Rolfe, 1996;

Ramprogus) have identified how nursing in the NHS has continually been required to

rise to the challenge of a number of political drivers rather than simply develop in the

way that most other professions develop according to how the profession itself sees

fit. Consequently, a number of new nursing roles have been introduced that extend

the functions and skills of the registered nurse into realms that were once seen to be

the hallowed ground of medicine, such as prescribing. These developments have

caused a split within the nursing profession: many nurses support the new roles, but

just as many argue that nursing risks losing its focus and that these developments

may cause it to lose its identity (McKenna, 2005). As we mentioned earlier, the

number of prescribing nurses is still small, but those that are now able to prescribe

independently do so from the British National Formulary (BNF) and carry their own

caseloads of patients in the same way that doctors do. However, few of these nurses

have acquired either the status or the remuneration levels of doctors with similar

levels of skill, expertise and experience. 
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DEVELOPING TECHNOLOGY AND INNOVATIONS

Although nurse prescribing has been one of the more controversial developments to

change the role of the adult nurse in relation to medicines management, there are also

other developments that are beginning to influence the practice of greater numbers 

of nurses. 

At the same time that the nursing workforce is changing, technology is developing and

transforming, often in groundbreaking ways that affect not only how patients are

treated but also how their care is managed. One of the areas where this is being felt

most is surgery. In all of the surgical specialties, many patients now have non-invasive

or minimally invasive surgery, with the result that patient throughput is quicker,

patients’ recovery time both in the surgical unit and at home is quicker, and patients

experience less pain and fewer complications. Many more people now survive major

life-threatening events that would have been thought impossible even just a decade

ago (DH, 2006a). As a consequence, more people are living with chronic long-term

conditions, patients in hospital are frequently sicker and patients generally have

briefer hospital stays than before (DH, 2006a). Meanwhile, many of the working envi-

ronments where adult nurses practise are becoming increasingly technical and using

more sophisticated equipment, and knowledge is advancing and information becoming

easier to find. Many individuals are now able to access information much more easily.

In addition, because an increasingly large proportion of the population has benefited

from higher education, many people now have improved skills to critique the informa-

tion that they find. Interestingly, however, many of the general public remain relatively

ignorant about their anatomy and how their body works.

Innovations are also being seen more and more frequently in the area of drug develop-

ment. New drugs and new ways of targeting existing drugs, such as monoclonal

antibodies and inhaled insulin, are the results of pharmaceutical companies continually

pushing at the boundaries of knowledge. Cynics suggest that large amounts of money

are spent by many pharmaceutical companies on developing and marketing ‘lifestyle

drugs’ aimed at Western consumers. Such drugs may be seen to provide a ‘pill for

every ill’ so that many problems that were once perceived as a lifestyle problem, such

as alcohol and drug dependence, obesity and impotence, are now being ‘medicalised’

(Aronson, 2002; Fitzpatrick, 2005; Illich, 2001; Porter, 2002) and seen as diseases;

some go so far as to consider this disease-mongering (Dean and Webb, 2007;

Moynihan and Cassels, 2005; Moynihan et al. 2002; Payer, 1992). There is even devel-

opment work under way to produce a medicine to overcome social phobia (Domes et

al., 2007). On the other hand, there is little evidence of any real philanthropy given

that AIDS drugs are available to relatively few people in Africa, where most of the

world’s problems with HIV/AIDS lie. 

Although this ethical debate is a relevant one for the nurse to consider, it is worth

remebering that the development of new medicines and new delivery systems is

extremely important to healthcare. 
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Technology and innovation are also being applied in other healthcare arenas that

impact on the nurse’s role generally and specifically related to medicines’ manage-

ment. Technology is being developed to help manage patient safety more appropriately

both from a prescribing and an administrative perspective. The NHS Connecting for

Health project, which was tasked with introducing information technology (IT) across

the NHS, has a number of strands, some being more advanced in their development

than others. The electronic patient record (EPR), electronic prescribing (e-prescribing)

and digital X-ray systems (picture archiving and communication systems – PACS) are

some of the more advanced strands. Trials are also being carried out using Wireless

Fidelity (Wi-Fi) in hospitals to ensure that the correct patient receives the correct oper-

ation, tests, treatments and medicines prescribed for them wherever they are in the

hospital. Just as you can now use up the Internet on your phone or laptop from a

‘hotspot’, so from strategically placed ‘hotspots’ patients can be scanned and identified

and the prescribed surgery, treatment, test or medicines flagged up in some way

(National Patient Safety Agency, 2006). There is currently debate over how the NHS

can best utilise the rise of the new Web 2.0 links, which could give patients more con-

trol over the NHS services that they use. 

Everyone in the UK now has the opportunity to have an account with NHS HealthSpace

(www.healthspace.nhs.uk), which will eventually contain each individual’s EPR. At the

time of writing, access to your EPR is available only in those areas trialling the system,

but all individuals can use NHS HealthSpace for a number of other things, such as

booking the hospital of your choice for surgery). Access to EPRs will give users the

opportunity to add their own information to enable them to manage their own health;

this might include requesting health promotion strategies, text message alerts for

appointments for cervical screening, or messages about safe alcohol use. EPRs could

be used to help patients manage long-term conditions more effectively or share infor-

mation with others. 

Developments such as these offer exciting opportunities for nurses to offer individual

medication education and for all healthcare professionals to learn about the effects of

medications from the patient’s perspective. This may help to reduce the number and

frequency of adverse drug reactions by flagging up poor prescribing practice by doc-

tors and facilitating improvements in concordance and persistence. Given that many

people do not persist with taking medicines in the long term, this medium may present

better opportunities to understand why. 

ADVERSE DRUG REACTIONS

The development of a greater knowledge and understanding of human physiology, par-

ticularly in the fields of genetics (the science of genes), proteomics (the science of

proteins), neurology (the science of the nervous system) and endocrinology (the sci-

ence of hormones) and how they are interrelated, is having a major impact on

pharmacotherapeutics and is leading to an increased understanding of how many med-
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icines work (e.g. the discovery of the opioid receptors (Pert, 1999)). This increased

knowledge is also highlighting why many people have adverse reactions to some medi-

cines, and why some medicines have no effect in some people, such as those carrying a

specific type of a particular gene (Goodman et al., 2007). This highlights the need for

further research in this area and offers hope for the development of new, more tar-

getable medicines that will travel directly to the site where they are required but will

not act in other areas of the body. The latter is an important aim, particularly in the

field of cancer treatments.

It has been suggested that nurses can use their understanding of proteomics and phar-

macodynamics to observe more efficiently and effectively for adverse drug reactions

(Pierce et al., 2007). Proteins control the major processes in cells, and so understand-

ing more fully how proteins work can help nurses to understand how drugs affect the

body at a cellular level. Knowing how the physiological processes are affected by bio-

chemical processes will lead to a greater understanding of how the organs of the body

function. This will result in the development of a greater understanding of disease

processes at a cellular level. Because a large number of drugs prescribed today are

directed at proteins, and many drugs are distributed around the body attached to

plasma proteins, drugs that are directed more clearly at specific proteins many result

in more targeted treatment and more efficient distribution. Proteomics also hints at

the possibilities of new drugs. 

Nurses who develop an understanding of proteomics can use this skill to carve out a

unique new nursing role in detecting and preventing the many adverse drug reactions

that occur as a result of polypharmacy (prescribing multiple medicines for one individ-

ual) (Arnold, 1998; Pierce et al. 2007). The outcomes of adverse drug reactions not

only have a financial cost for the NHS but also have a major effect on patients, their

families and society in general too. The Audit Commission (2001) estimated that

affected patients spent on average an extra 8.5 days in hospital as a result of adverse

drug reactions. 

The causes of adverse drug reactions are multifactorial (Arnold, 1998; Aronson and

Ferner, 2003; Ioannidis et al., 2004; NPSA, 2007; Pierce et al. 2007). Common factors

include the following:

l Poor prescribing practices, such as prescribing medications that are known to

interact with each other.

l Patient’s susceptibility to a particular medicine.

l Patient’s perceptions of the risks of using medicines. 

l Prescriber’s perceptions of the risks associated with prescribing particular

medicines.

l Lack of healthcare professionals’ education in medicines management.

l Medicalisation of health and so-called ‘disease-mongering’ by pharmaceutical

companies (Aronson, 2002; Dean and Webb, 2007; Fitzpatrick, 2000; Illich, 2001;

Moynihan and Cassels, 2005; Moynihan, et al., 2002; Payer, 1992; Porter, 2002)
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Nurses are well placed to recognise and assess the effects of adverse drug reactions as

they tend to be the healthcare professionals that spend most time with patients, often

engaging with patients intimately (Arnold, 1998). By allying this with a greater under-

standing of pharmacodynamics, genomics and proteomics, some adult nurses could

further develop and change their roles in the future. 

IMPACT OF NEW KNOWLEDGE AND UNDERSTANDING
ON THE NURSE’S ROLE IN MEDICINES MANAGEMENT 

There is no doubt that all branches of nursing have undergone considerable change in

the past two decades or so. For adult nurses, this has meant not only changes in the

way that many NHS services are delivered but also the development of new roles and

responsibilities, such as nurse specialists and nurse consultants. Advances in technol-

ogy and a greater understanding of how the body works have greatly influenced the

treatment and management of some diseases and disorders. This understanding has

led not only to the development of new medicines – for example the statins and the

monoclonal antibodies – but also to a better understanding of how many medicines

work. Consequently, in order to ensure safe and effective medicines management,

nurses have developed a much greater understanding of normal and disordered physi-

ology, pharmacokinetics and pharmacodynamics, human behaviour, communication,

learning and teaching than ever before. An example that demonstrates this clearly is

related to the significant growth in the number of people who are classified as over-

weight or obese. This increase has been blamed on an increasing trend of poor diet

and ever-decreasing individual levels of physical activity (www.ec.europa.eu/health;

Wanless et al., 2007). 

16
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Related knowledge 1.1 The implications of overweight
and obese individuals for medicines management

Being overweight or obese is linked with increased morbidity and mortality. It is

primarily associated with diseases such as hypertension (high blood pressure),

diabetes, coronary heart disease, stroke, some cancers and many

musculoskeletal disorders (European Union, 2007). Nurses must consider the

potential implications of this from a medicines management perspective. For

example, although intramuscular injections are not used commonly in the UK,

one major point to consider when treating an overweight patient is whether an

intramuscular injection using the standard 19–22 gauge (green) needle actually

reaches the muscle from which the medicine is designed to be absorbed. Zaybak

and colleagues’ (2007) study, while having some limitations, demonstrates that

using a standard 19–22 gauge needle for an intramuscular injection into the
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CHANGING MEDICINE ADMINISTRATION PRACTICES

In both NHS and private hospital wards and departments and in nursing homes, nurses

repeatedly carry out the administration of medicines. This is such a time-consuming

task for nurses that the Audit Commission (2001) estimated that 40% of ward nurses’
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gluteal muscles of most overweight/obese people will mean that the medicine is

injected into adipose tissue fat rather than the striated muscle into which it is

meant to be deposited. This not only causes pain to the patient but also carries a

risk of the patient developing a granuloma and/or a sterile abscess at the

injection site (Zaybak et al., 2007). Zaybak and colleagues suggest that nurses

should exert their political role and lobby equipment manufacturers to produce

needles more suited to the increased amounts of adipose tissue found in

overweight and obese people. This example highlights the complexity of the

nurse’s role in relation to medicines management and the need to apply

knowledge and understanding from a variety of disciplines.

It also drawers attention to the need for more appropriate equipment. Using

inappropriate equipment and maintaining ritualistic practices is an aspect of NHS

nursing culture that has been challenged from time to time (Ford and Walsh,

1994; NPSA, 2007; Walsh, 1989; Woodhead, 2000).

Personal and professional development 1.1

Consider whether you would be comfortable lobbying equipment manufacturers

to provide more suitable equipment. Is this part of a nurse’s role?

In reality 1.1

At first thought it would seem that large amounts of adipose tissue in the

body would have a considerable impact from a pharmacodynamic

perspective, because lipid-soluble drugs are stored in fat cells. However, in

reality, because of the lack of water in fat and its poor blood supply, this needs to

be considered for relatively few drugs (Rang et al., 2003). Indeed Rang and

colleagues Dale, Ritter & Moore (2003) cite only thiopental (an intravenous

anaesthetic), the benzodiazepines (tranquilisers) and the regular intake of a type of

insecticide, xenobiotics, to be of concern to the prescriber from this perspective. 
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time is spent carrying out medicine rounds using a medicine trolley. The administration

of medicines has long been, and is likely to remain, a required competency for entry to

nursing’s professional register (Nursing and Midwifery Council, 2004); as a result,

nurses must be not only competent but also confident about their knowledge and

skills. It must be recognised, however, that the medicine round is far from being a rou-

tine task. Medicine administration is a complicated activity that carries a significant

amount of risk, both for the patient and for the nurse (Kapborg, 1994). Carrying out

one complex task that requires analysis and decision-making can absorb most of a

nurse’s available working memory, leaving little memory for other thinking (Sohn and

Doane, 2003). It is often the expectation, however, that a nurse administering medi-

cines also maintains the work of the ward. For example, the nurse administering

medicines may be expected to take phone calls, deal with verbal enquiries unrelated to

the medicines that they are administering, or help with some aspect of direct care for

another patient. Unfortunately, many nurses in the UK have long been, and continue to

be, socialised to ensure that some kind of service to patients continues whether safe

for patients or not (Audit Commission, 2001; Ford and Walsh, 1994; Healthcare

Commission, 2004; NPSA, 2004; Walsh, 1989). The National Patient Safety Agency

(NPSA) (2004) has recognised that, in order to safeguard patients, medicine rounds,

must not be interrupted by day-to-day activities. It has been suggested that hospital

patients who are is able to administer their own medicines should be enabled to do so.

Despite this being one of the major recommendations of the Audit Commission report

in 2001, however, by 2007 the Healthcare Commission reported that only 19.5% of the

wards qualified to implement self-administration had done so. The risk of making a mis-

take increases dramatically when a nurse is unable to concentrate on the task in hand. 

The DH (2004b) estimated that the financial impact of medication errors felt by NHS

hospitals was between £200 million and £400 million per year. In addition to these finan-

cial costs, costs are also borne by patients, their familes, healthcare professionals and

society in general. Medication errors increase the time spent in hospital, causing incon-

venience and anxiety for patients and preventing other people from being admitted. 

Although the administration of medicines is an important part of the role of many

adult nurses, the causes of medication errors are complex and can also involve other

healthcare professionals. 

The reasons for medication errors are explored in more detail Chapter 16. These rea-

sons include:

l prescription errors;

l workload and staffing issues;

l environment;

l equipment;

l calculation difficulties.
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EVIDENCE-BASED PRACTICE

All healthcare professionals in today’s NHS are expected to base their care delivery on

rigorous evidence rather than ritual or tradition. Nowhere is this more important than

in medicines management. Today there is a wealth of evidence available for nurses to

use to inform their medicine management skills. However, this presents some difficul-

ties for many nurses:

l In order to be able to use evidence, nurses have to be able not only to discriminate

between what may be conflicting evidence but also to evaluate the quality of 

the evidence. 

l Although much of the evidence used by prescribers is derived from randomised

controlled trials and is firmly rooted in the ‘harder’ scientific methods of

quantitative research philosophy, there are also other sources of evidence derived

from the ‘softer’ sciences of qualitative methodologies, such as seeking patients’

views. Nurses must be familiar with using a wider base of evidence, retrieving and

using information from a variety of sources in order to strengthen their clinical

decision-making (Chapelhow et al. 2005). 

l There is a need to reorganise the working day of the qualified nurse in order to

allow ‘protected time’ to research the reliable and valid information that a nurse

needs to ensure that their practice remains up-to-date. 

We must also bear in mind that randomised controlled trials and users’ experiences are

not the only evidence that we can use. Many medicines have been used for centuries

and much is known about their effects, even if we are unsure how or why they produce

these effects. Much of this knowledge has been garnered by painstaking observation

and documentation of these observations and sharing them for wider discussion and

debate. Perhaps the use of recognised facilities such as NHS HealthSpace to support

such debate would be invaluable for nurses to develop their role in medicines manage-

ment. Being involved more intimately with individual patients would seem to present

an ideal opportunity for the nurse to build on their understanding, so developing their

knowledge and skills and enabling professional growth.

As we have seen, a number of factors are changing the roles and responsibilities of the

adult nurse in medicines management. These factors include a greater understanding

of how medicines work and how they interact not only with other medicines but also

with food and drink; the introduction of new medicines and new medicine forms; the

rise of self-medication; the impact of technology and innovation; and sociopolitical

change. Not only has the role of the adult nurse changed, but it is also continuing to

develop and probably will for the foreseeable future. However, the process of change

may be easier for some people than for others. Many people across the nursing hierar-

chy are comfortabke with their familiar routines and working practices and rarely

challenge them. Although change is recognised to be a healthy dynamic of any organi-

sation, there is little doubt that to some individuals daring to change working practices

CHAPTER 1 l THE CONTEXT OF MEDICINES MANAGEMENT FOR ADULT NURSES IN TODAY’S NHS
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often means discomfort and uncertainty and consequently appears to makes the job

more difficult. Trefino (1997) suggests that some nurses find this too uncomfortable

and consequently cannot rise to the challenge. 
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Quick reminder

4 In 2008 the NHS will have been in existence for 60 years. Although there is much in its

history to be proud of, the NHS has many critics.

4 Since the inception of the NHS, UK society has changed considerably. It has become

more multicultural, and many people living in the UK have philosophies of health and

healing that may not be the same as those underpinning mainstream Western medicine.

4 Patients' expectations have changed to reflect the society in which the NHS operates.

4 The role of the nurse in the NHS has changed rapidly over the past 10–15 years as nurs-

ing responds to a number of different drivers, including the political masters of the NHS,

individuals' enthusiasm to provide an improved service and professional leadership.

4 A number of strategies have been introduced in an attempt to address failing services

and the varying delivery of services across the UK, including a variety of treatment

guidelines such as National Service Frameworks.

4 We have a greater understanding of how the body works, including recognition that the

body and mind can no longer be regarded as separate entities.

4 Pharmacological research has led to the development of many new drugs and families

of drugs and to a greater understanding of how some drugs work at a cellular level.

4 The ‘information explosion’ means that people are becoming increasingly more 

knowledgeable.

4 Encouraging and supporting patient concordance and adherence is a key role of the

nurse. Nurses must be able to engage in partnership with patients and to teach

patients how to maximise the benefits of medicines prescribed for them. This means

having a greater range of skills. Consequently, like other professionals, nurses are

expected to engage in lifelong learning.
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