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ABSTRACT 

Background: There is an extensive evidence base of the effectiveness and safety of pharmacist prescribing 

around the globe. There is therefore potential to develop a framework to support the implementation in 

Qatar to achieve its National Vision 2030 of establishing a comprehensive world-class healthcare system by 

better utilisation of its healthcare workforce. 

Aim: To determine the levels of agreement amongst key stakeholders regarding a framework for the 

potential development and implementation of pharmacist prescribing in Qatar.  

Method: A quantitative, consensus-based modified Delphi study involving stakeholders in Qatar with key 

strategic positions of health policy influence (directors of medicine/nursing/pharmacy, lead administrators, 

health-related academics, patient safety leads, professional regulators) was conducted. 

Delphi statements were developed from extensive literature reviews, semi-structured interviews, pharmacist 

prescribing frameworks implemented in other countries, and based on the Consolidated Framework for 

Implementation Research. The scope of the statements included definitions and scope of prescribing, 

education and training, and governance, were validated with eight specialists from UK and Qatar, and 

presented as an online Delphi. Consensus was set at 70% or higher agreement and less than 15% 

disagreement for each statement. 

Results: Thirty-three experts agreed to participate in the Delphi, with a response rate of 94% for Round 1 

and 91% for Round 2, at which point the Delphi stopped. Consensus was achieved for 38 out of 47 

statements indicating that a collaborative prescribing model was preferred, and that experience and 

additional training were required along with robust governance. Consensus was not reached in relation to 

independent prescribing, prescribing controlled drugs, and ordering certain diagnostic/monitoring 

investigations (e.g. ECG, X-ray). 

Conclusion: High levels of agreement were attained for statements, which can constitute a framework for 

the development and implementation of pharmacist prescribing in Qatar. Further work is required to 

translate this framework into healthcare policy and practice. 

Keywords: pharmacist prescribing, pharmacy, framework, implementation, Qatar 
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Introduction 

It is estimated that one in 10 patients continues to be harmed whilst receiving healthcare [1]. Many studies 

have highlighted the prevalence of medication errors and their associated causes, with most literature 

focusing on errors in prescribing [2-6]. Prescribing can be a challenging activity, with many different and 

sometimes conflicting issues to consider, as highlighted in the ‘Principles of Good Prescribing’ articulated 

by the British Pharmacological Society in 2010 (Table 1) [7]. 

Table 1: Principles of good prescribing [7] 

• Be clear about the reasons for prescribing 

• Take into account the patient’s medication history before prescribing 

• Take into account other factors that might alter the benefits and risks of treatment 

• Take into account the patient’s ideas, concerns and expectations 

• Select effective, safe and cost-effective medicines individualised for the patient 

• Adhere to national guidelines and local formularies were appropriate 

• Write unambiguous legal prescriptions using the correct documentation 

• Monitor the beneficial and adverse effects of medicines 

• Communicate and document prescribing decisions and the reasons for them 

• Prescribe within the limitations of your knowledge, skills and experience 

 

In 2017, the World Health Organization (WHO) published the third Global Safety Challenge, ‘Medication 

Without Harm’ with the aim of reducing errors by 50% by 2022. Countries and organisations are strongly 

encouraged to review medication-related structures and processes and to develop action plans to meet this 

aim within the timeframe [8].  

Pharmacists have an extensive medication-related education and training hence can contribute to optimal 

prescribing and appropriate use of medications. Many countries, including the United Kingdom (UK), the 

United States (US), Canada, and New Zealand have introduced legislation to implement pharmacist 

prescribing, though the definitions, training and scope of practice vary considerably [9]. Pharmacist 

prescribing is most advanced in the UK [10] with the implementation of supplementary prescribing in 2003 

and independent prescribing in 2006 [11-13]. Independent prescribing, defined as ‘prescribing by a 

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

patients with undiagnosed or diagnosed conditions and for decisions about the clinical management 

required, including prescribing’, allows suitably trained pharmacists to prescribe within their competence 

the same range of medications as physicians [14].  
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Pharmacist prescribing is described within the framework of non-medical prescribing, with aims of: 

improving patient care outcomes without compromising safety; making it easier for patients to access 

medications; increasing patient choice; making better use of the skills of health professionals; and 

contributing to the introduction of more flexible team working across the National Health Service [14]. 

Education, training, models of practice and related governance related to pharmacist prescribing are all 

clearly defined [15-16]. Furthermore, in 2012, a competency framework for all prescribers in the UK 

including pharmacists was introduced, which was subsequently updated in 2016, setting out the skills and 

characteristics prescribers should possess in order to ensure effective performance [15]. The aims and 

frameworks of pharmacist prescribing clearly align to the aspirations of the WHO, for improving both 

patient care and safety.  

 

Several systematic reviews have reported different aspects of pharmacist prescribing practice. A Cochrane 

review of 20 studies of pharmacist prescribing and 26 of nurse prescribing reported that practising with 

varying but high levels of prescribing autonomy in a range of settings and for acute and chronic conditions, 

pharmacist and nurse prescribers were as effective as medical prescribers [17]. For instance, comparable 

outcomes were achieved for systolic blood pressure, glycated haemoglobin, low‐density lipoprotein 

cholesterol, medication adherence, patient satisfaction, and health‐related quality of life [17]. A more recent 

systematic review of 65 studies of the views and experiences of key stakeholders on pharmacist prescribing 

reported an accumulation of positive evidence. The benefits reported by studies included: ease of patient 

access to healthcare; improved patient outcomes; better use of pharmacists’ skills and knowledge; improved 

pharmacist job satisfaction; and reduced physician workload [9]. There is also emerging evidence of 

objective measures of safe prescribing. A study of pharmacist prescribing in three hospitals in England 

reported an error prevalence of 0.3% [18], much lower than that reported in systematic reviews of physician 

prescribing errors [2, 19]. A pilot study of pharmacist prescribers’ performance on the UK Prescribing 

Safety Assessment showed that pharmacists performed equivalently to final year medical students in all 

assessment areas, with a slightly lower performance in the prescribing, drug monitoring and data 

interpretation questions offset by better performance in prescription review and adverse drug reactions [20]. 

This body of evidence can support development and implementation of pharmacist prescribing in other 

countries. However, most studies conducted to date have originated from the Western countries. This, 

together with the varying definitions and models of pharmacist prescribing may limit the applicability of 
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these models elsewhere, particularly if there are major differences in culture, healthcare system, policies, 

laws and regulations. 

 

Over the past decade, Qatar has transformed its healthcare system to achieve better patient outcomes as 

outlined in the Qatar National Vision 2030 [21]. This aspires to establish, ‘a comprehensive world-class 

healthcare system whose services are accessible to the whole population’ and create ‘an integrated system 

of healthcare offering high-quality services through public and private institutions’ with a focus on shifting 

delivery of care towards primary settings. Improving disease management by ensuring early diagnosis, 

effective treatment, research, and utilising its skilled and motivated workforce is also high on the agenda 

[22-23]. The development and implementation of models of pharmacist prescribing in Qatar may therefore 

go some way to achieving these aims and aspiration by helping to effectively manage patients closer to 

home thus improving their clinical and humanistic outcomes as well as reducing reliance on secondary care 

settings by better utilising the knowledge and skills of pharmacists. A recent qualitative study explored the 

views and perceptions of key stakeholders with strategic influence in Qatar regarding pharmacist 

prescribing. Findings demonstrated support, with preference for a more conservative model initially and 

emphasis on education, training, and governance [24].  

The aim of this study was to determine the levels of agreement amongst key stakeholders in Qatar regarding 

a framework for the potential development and implementation of pharmacist prescribing.  

 

Methods 

Study design 

The design was a quantitative, consensus-based, modified-Delphi study with key health-related 

stakeholders in Qatar. Consensus approaches are particularly useful in developing policies, supporting 

governance, and stimulating debate around areas where there is uncertainty or incomplete evidence [25-28]. 

Delphi is an approach to obtain the most reliable consensus in a systematic manner by employing a series of 

well-defined questionnaires [28]. This study was a modified-Delphi [27, 29] as the questionnaire was based 

on review of the literature [9-10] and prior qualitative interviews [24]. 

Setting 

Data collection took place in Qatar, across all major healthcare institutions relating to the education, 

practice, regulation and governance of pharmacists. These included the Ministry of Public Health, primary, 
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secondary, and tertiary healthcare settings, and all health academic institutions providing medical, nursing, 

pharmacy, and pharmacy technician education programmes. 

Delphi expert panel inclusion and exclusion criteria 

The main inclusion criteria for the Delphi expert panel was all key stakeholders in their respective fields 

holding positions of policy influence to facilitate enactment of the research findings. The key groups 

targeted represented health professionals at Director level (or equivalent) involved in prescribing (medicine, 

pharmacy and nursing), policy makers, leading administrators, senior educators and regulators, and 

managers of patient safety and quality assurance. Members of the research team based in Qatar were 

excluded from the study.  

Sampling 

The names and contact details of all experts and key stakeholders in Qatar that fit the inclusion criteria were 

collected by the local members of the research team using their professional networks. The sampling strata 

were leaders and directors representing (a) medicine, (b) nursing, (c) pharmacy and pharmacy technicians, 

(d) policy, (e) quality and patient safety, and (f) academia. At least five experts from each group were 

randomly selected and invited to participate via email with a reminder sent every two weeks. 

Sample size determination 

There is no evidence to guide the size of a Delphi panel [29-30]. The aim was to recruit at least five 

stakeholders from each of the sampling strata categories giving an estimated panel size of 35. 

Development of data collection tools 

The Delphi statements were developed based on an umbrella review of systematic reviews [10], the 

systematic review of views on pharmacist prescribing [9], recent qualitative interviews in Qatar [24], and 

pharmacist prescribing frameworks from other countries [15, 31-34]. The Consolidated Framework for 

Implementation Research (CFIR) provided the theoretical grounding for the statements [35]. Using a 

theoretical framework is more likely to provide comprehensive coverage of all key factors compared to a 

more pragmatic approach [36-37]. CFIR was considered most appropriate for this study as it is a meta-

theoretical implementation framework developed from 19 related implementation theories and models 

mainly in the healthcare sector. It is described in five domains of intervention characteristics, outer setting, 

inner setting, characteristics of individuals, and planning [35].  

The content of the Delphi prescribing framework focused on the definitions and scope of prescribing, 

prescribing models, education and training, competence, accreditation and governance. All draft statements 
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were mapped to the five CFIR domains to ensure that all aspects implementation were considered. A 

definition of each of the different pharmacist prescribing models was also included to ensure that all panel 

experts have a uniform understanding of the differences between them before attempting to rate the 

statements. Following the development of the draft statements, eight specialists on pharmacist prescribing 

and use of the Delphi in UK and Qatar were invited to review the statements for face and content validity. 

Forty-seven statements were finalised, grouped in three categories of: (a) Definitions, Models, and Scope, 

(b) Education and Training, and (c) Prescribing Practice and Governance. The statements were formatted in 

Survey Monkey® (Survey Monkey Inc., San Mateo, California, USA). For each statement, a six-point rating 

scale was used (strongly disagree — disagree — somewhat disagree - somewhat agree — agree — strongly 

agree). For each statement, the experts could add comments to justify their response, suggest alterations to 

the statements, or add any new statements. 

Data collection 

Data collection took place from June to July 2018, as summarised in Figure 1. 

 

 

Fig 1: Study flowchart 

Data analysis 

While there was no evidence on the most appropriate approach to measuring evidence, it is most frequently 

referred to as the ‘certain level of agreement’ [38]. In this study, consensus was deemed as being achieved 

for statements with more than 70% agreement (sum of agree and strongly agree) and less than 15% 

disagreement (sum of disagree and strongly disagree). Open comments were independently analysed using 

a summative content analysis (TJ, DS) [39].  

Ethics 

Ethical approval was granted by Robert Gordon University School of Pharmacy and Life Sciences Research 

Ethics Committee (Approval reference S104), Hamad Medical Corporation (HMC) Medical Research 

Committee (Approval reference MRC-01-17-115), and Qatar University Institutional Review Board 
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(Approval reference QU-IRB 865-E/17). Written informed consent was collected from all participants prior 

to partaking in this study. 

 

Results 

Delphi expert panel 

Thirty-three experts agreed to participate, representing all sampling strata and settings, as highlighted in 

Table 2.  

Table 2: Characteristics of included experts according to practice setting 

Expert category Setting: Number of experts* 

Academic Leaders • Medicine: 1 

• Pharmacy and pharmacy technician: 3 

• Nursing: 1 

Healthcare Policy Developers • Secondary care: 1 

• Tertiary care: 1 

• Corporate/Ministry: 6 

Medical Practice Leaders • Primary care/Community: 1 

• Secondary care: 1 

• Tertiary care: 1 

• Corporate: 4 

Pharmacy Practice Leaders • Primary care/Community: 4 

• Secondary care: 1 

• Tertiary care: 4 

• Corporate: 1 

Nursing Practice Leaders • Secondary care: 2 

• Tertiary care: 4 

• Corporate/Ministry: 2 

• Corporate: 1 

Patient Safety Advocates • Primary care/Community: 1 

• Tertiary care: 2 

• Corporate/Ministry: 1 

*Some experts had multiple roles, e.g. Medical Practice Leader and Healthcare Policy Developer 

Level of consensus 

Thirty-one responses (94%) were received in Round 1, with consensus achieved for 32/47 statements. The 

15 statements that did not reach consensus during Round 1 were either revised (n=4) or left unchanged 

(n=11) based on the experts’ comments. In Round 2, 30 responses (91%) were received on these 15 
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statements and consensus was achieved for a further six statements (3 originally unaltered and 3 revised 

statements). The Delphi statements that reached consensus and those that did not are summarised in Tables 

3 and 4. 
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Table 3: Summary of final Delphi statements that reached consensus at the end of Round 2  

Statements Level of consensus 

% Disagreement* % Agreement** 

1. Definitions, models and scope 

1.1. Pharmacist Collaborative Prescribing 

A collaborative model of pharmacist prescribing is appropriate for Qatar. 3.3 86.7 

The protocol for collaborative pharmacist prescribing should have a defined generic format approved by Qatar Council for 

Healthcare Professionals (QCHP). 

3.2 90.3 

The protocol for collaborative pharmacist prescribing must state the targeted medical condition(s). 3.2 93.5 

The protocol for collaborative pharmacist prescribing must state the scope of prescribing for the pharmacists (e.g. what, when, and 

how to initiate/continue/discontinue/change drugs, dose, duration…). 

0 87.1 

The protocol for collaborative pharmacist prescribing must be approved by the pharmacist prescriber(s), physician(s), and the 

pharmacy director within the organisation. 

3.2 80.6 

Under the Collaborative Pharmacist Prescribing model, pharmacists can prescribe, within their competence, any over-the-counter 

drug stated in the protocol. 

6.5 90.3 

Under the Collaborative Pharmacist Prescribing model, pharmacists can prescribe, within their competence, any prescription-only 

drug stated in the protocol. 

0 83.9 

1.2. Pharmacist Independent Prescribing for medical conditions previously diagnosed by a physician 

Under the Pharmacist Independent Prescribing for previously diagnosed conditions model, a physician must diagnose the medical 

condition before the pharmacist can prescribe. 

0 93.5 

Under the Pharmacist Independent Prescribing for previously diagnosed conditions model, pharmacists can prescribe, within their 

competence, any over-the-counter drugs. 

 

 

12.9 77.4 
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1.3. Pharmacist Independent Prescribing for medical conditions which have not been previously diagnosed by a physician 

Under the Pharmacist Independent Prescribing for undiagnosed conditions model, pharmacists can prescribe, within their 

competence, any over-the-counter drugs. 

6.7 70 

2. Education & Training 

All pharmacist prescribers must complete a university-led education and training programme accredited by QCHP. 0 93.5 

The education and training programme must be related to the medical condition(s) in which the pharmacist is planning to prescribe. 3.2 87.1 

The education and training programme must include a period of learning in practice (i.e training) relating to the medical 

condition(s) in which the pharmacist is planning to prescribe. 

3.2 90.3 

The period of learning in practice must be supervised by a senior physician with a particular interest in prescribing. 10 70 

The senior physician supervising the period of learning in practice must be familiar with the education and training programme’s 

aims and objectives. 

6.5 90.3 

All pharmacists enrolling in the education and training programme must have a postgraduate qualification in clinical pharmacy or a 

related field. 

6.7 83.3 

All pharmacists enrolling in the education and training programme must have at least 2 years of direct clinical patient care 

experience in the medical condition(s) in which they are planning to prescribe. 

3.2 74.2 

All pharmacists enrolling in the education and training programme must have their application endorsed by the senior physician 

responsible for the period of learning in practice. 

10 76.7 

All pharmacists enrolling for the education and training programme must have the endorsement of the pharmacy director in their 

organisation. 

0 83.9 

All pharmacists planning to enrol in the education and training programme must submit a portfolio outlining the set of skills and 

experience they possess and how they plan to develop further. 

0 93.5 

All pharmacists enrolling in the education and training programme must demonstrate that, within their area of practice, there is a 

clinical need for their prescribing role. 

6.7 83.3 
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Prior to registration with QCHP as a prescriber, pharmacists must successfully complete the education and training programme and 

be deemed competent by the senior physician responsible for the period of learning in practice. 

6.5 74.2 

Pharmacist prescribers registered in countries other than Qatar must be registered with QCHP prior to commencing prescribing 

practice.  

6.5 87.1 

3. Prescribing Practice & Governance 

Pharmacist prescribers must not commence prescribing practice until registered with QCHP. 0 93.5 

All newly registered pharmacist prescribers must first practise collaborative prescribing for a period of time prior to progressing to 

independent prescribing. 

9.7 80.6 

The job description of the pharmacist prescribers must be amended to include prescribing. 6.5 90.3 

If in doubt about their ability to prescribe for a patient, the pharmacist prescriber must refer him/her back to the physician. 0 100 

All pharmacist prescribers must prescribe according to local policies, guidelines and protocols of their organisation. 0 100 

Once registered, all pharmacist prescribers must undertake Continuing Professional Development (CPD) within the medical 

condition(s) in which they are prescribing. 

0 100 

All pharmacist prescribers must have ready access to patient clinical records. 0 93.5 

All pharmacist prescribers must document every prescribing activity in the patient clinical records. 0 100 

All pharmacist prescribers must have the authority to order appropriate laboratory tests to inform their prescribing decisions. 3.2 87.1 

All pharmacist prescribers must report prescribing errors according to the policy of their organisation. 0 100 

All pharmacist prescribers must report adverse drug reactions (ADRs) according to the policy of their organisation. 0 100 

Pharmacists’ prescribing practice must be audited regularly against set and accepted standards. 0 96.8 

Patients’ feedback on the prescribing practice must be collected regularly, using standardised tools. 0 87.1 

A state-wide campaign should be launched to educate the general public about pharmacist prescribing. 0 83.9 

A state-wide campaign should be launched to educate healthcare providers about pharmacist prescribing. 0 96.8 

*% Disagreement = % Strongly Disagree + % Disagree                                                     **% Agreement = % Strongly Agree + % Agree 
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Table 4: Summary of final Delphi statements that did not reach consensus at the end of Round 2  

Statements Level of consensus 

% Disagreement* % Agreement** 

1. Definitions, models and scope 

1.1. Pharmacist Collaborative Prescribing 

Under the Collaborative Pharmacist Prescribing model, pharmacists can prescribe, within their competence, any controlled drug 

stated in the protocol. 

20 50 

1.2. Pharmacist Independent Prescribing for medical conditions previously diagnosed by a physician 

Pharmacist Independent Prescribing for previously diagnosed medical conditions is an appropriate model for Qatar. 30 40 

Under the Pharmacist Independent Prescribing for previously diagnosed conditions model, pharmacists can prescribe, within their 

competence, any prescription-only drugs. 

16.7 66.7 

Under the Pharmacist Independent Prescribing for previously diagnosed conditions model, pharmacists can prescribe, within their 

competence, any controlled drugs. 

51.6 25.8 

1.3. Pharmacist Independent Prescribing for medical conditions which have not been previously diagnosed by a physician 

Pharmacist Independent Prescribing for undiagnosed medical conditions is an appropriate model for Qatar. 76.7 13.3 

Under the Pharmacist Independent Prescribing for undiagnosed conditions model, pharmacists can prescribe, within their 

competence, any prescription-only drugs. 

66.7 13.3 

Under the Pharmacist Independent Prescribing for undiagnosed conditions model, pharmacists can prescribe, within their 

competence, any controlled drugs. 

76.7 13.3 

2. Prescribing Practice & Governance 

All pharmacist prescribers must have the authority to order other relevant tests and investigations (e.g. ECG, X-ray...) if clinically 

indicated. 

10 63.3 

All pharmacist prescribers must NOT have any role in the dispensing process for the patients for whom they prescribe. 13.3 60 

*%Disagreement = %Strongly Disagree + % Disagree                                                      **%Agreement = % Strongly Agree + % Agree 
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Based on the levels of agreement and the comments received in Rounds 1 and 2, it seemed unlikely that 

consensus would be achieved for the remaining statements in a further round, hence data collection ceased. 

Content analysis of comments received in the two rounds identified several key issues that led to not reaching 

consensus on the remaining statements. 

 

An independent prescribing model was not considered appropriate for Qatar at this point in time, 

“Qatar is not ready for this approach yet – but yes in the future when the processes have matured and 

there is greater acceptance from physicians.” 

 

Pharmacist prescribing of controlled drugs was contrary to the pharmacy and medicine laws in Qatar, 

“The medicolegal situation and the lack of current training and experience makes this a dangerous 

step.” 

 

While there was consensus for pharmacist ordering appropriate laboratory tests to inform their prescribing 

decisions, this was not extended to more diagnostic tests such as X-rays,  

“Who decides what is clinically indicated? Again, we risk blurring the lines about responsibilities of 

different individuals in the team and fragmenting care.” 

 

While permitting prescribing and dispensing for the same patient by the same pharmacist did not reach 

consensus, there were concerns that this could cause inconvenience for patients in pharmacies with only one 

pharmacist,  

“What is the point in having a pharmacist prescribe and then having a patient go to a different 

pharmacy to get the medication dispensed, if no other pharmacist is on staff?” 

 

Discussion 

Statement of key results 

Of the 47 statements, consensus was achieved for 38, with high levels of agreement for a pharmacist 

collaborative prescribing model. There was overwhelming agreement that pharmacist prescribers must 

undertake a specific, accredited education and training programme prior to prescribing, structured similarly to 

that of UK independent prescribing with university and practice-based components [16]. Pharmacist prescribers 
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must practise within their competence and a framework of governance, aligned to the standards of Qatar Council 

for Healthcare Professionals (QCHP).  

 

Interpretation of findings 

Consensus approaches are generally considered to generate a relatively low level of evidence [40], but 

particularly useful in the development of frameworks, guidance and policy statements [26, 28]. Others have 

used consensus methods for aspects of non-medical prescribing including service redesign around pharmacist 

prescribing in the UK hospital setting [41], and defining those medical conditions which could be managed by 

community practitioner nurse prescribers [42].  

 

While systematic reviews of the effectiveness and acceptability of pharmacist prescribing have generated 

positive findings, the authors acknowledged the variations in the definitions and specific models of prescribing 

[10]. In this study, consensus was achieved only for the collaborative prescribing model. Collaborative 

prescribing in the US requires documentation of potential prescribing options, allowing commencement and 

alteration of medicines and assessing patients’ response to treatment. The prescribing plan is agreed between 

one or more physicians and the pharmacist and can be applied to a group of patients who fulfil the criteria 

documented in the plan [32]. Collaborative prescribing is therefore likely to be less bureaucratic and more 

acceptable than supplementary prescribing in the UK which requires an individual patient clinical management 

plan, agreed by the physician, supplementary prescriber and patient prior to prescribing [43-44]. 

 

While there was no agreement to implement independent prescribing from the outset, citing the immaturity of 

the healthcare system generally and pharmacy practice, it was acknowledged that this could be considered in 

due course. This is similar to the pharmacist prescribing approach in the UK with supplementary prescribing 

initiated three years prior to independent prescribing [13]. While concerns relating to independent prescribing 

were also highlighted in a systematic review of stakeholders’ views and experiences of pharmacist prescribing 

in pre-implementation studies, they were not identified post-implementation highlighting the value of the lived 

experiences of pharmacist prescribing [9].  

 

It is reassuring that there was expert consensus around the need for targeted education and training of 

pharmacist prescribers in Qatar. Structuring and benchmarking this around the UK model of university training 
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combined with a period of learning in practice under the supervision of a trained medical practitioner [16] will 

provide confidence in the likely effectiveness and safety of prescribing. The role of the regulator in Qatar 

(QCHP) in accrediting education and training programmes and setting standards for collaborative protocols 

highlighted in this Delphi study is likely to provide reassurance to all stakeholders that pharmacist prescribing 

will be safe and effective. Furthermore, the high levels of agreement around the governance of prescribing at the 

level of the prescriber (e.g. evidence-based prescribing, robust documentation) will also promote quality 

prescribing.  

 

Initially in the UK, controlled drugs could only be prescribed as part of a supplementary prescribing clinical 

management plan prior to legislation being altered to allow independent prescribing [14, 45]. The lack of 

agreement for pharmacist prescribing of controlled drugs in Qatar is also explained by the legislation in Qatar 

which mandates that controlled drugs can only be prescribed by a licensed physician [46]. 

The other issue which was contentious in this Delphi was the need to separate prescribing and dispensing by the 

same pharmacist with experts highlighting that, in those pharmacies with only one pharmacist, this may negate 

enhanced patient access to medicines. Conversely, in other countries where pharmacist prescribing was 

implemented such as the UK and New Zealand, this separation is considered essential to optimise patient safety 

[33-34, 47]. However, developments such as dispensing automation and development of the pharmacy 

workforce to include dispensing accuracy technicians may alleviate the concerns expressed by experts in Qatar. 

 

Strengths and limitations 

There are several strengths to this study including the robust approach to statement development which included 

comprehensive literature reviews [9-10], qualitative interviews [24], and grounding the statements in CFIR [35]. 

Application of a theoretical framework allowed more comprehensive coverage of issues likely to affect 

implementation compared to a more pragmatic approach [48]. Further strengths were the participation of a 

diverse group of stakeholders with strategic positions in Qatar and the high response rates in both Delphi 

rounds. While data were collected in Qatar and findings may lack generalisability to other countries, it is likely 

that statements relating to education and training, prescribing practice and governance may be relevant to other 

healthcare professions other countries.  
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Further work 

Further work should now focus on translating this framework into action through developing the curriculum for 

pharmacist collaborative prescribing and all related policy and governance standards for education, training and 

practice.  

 

Conclusion 

This study identified high levels of agreement thus consensus from key decision makers and leaders in Qatar on 

a framework to support the development and implementation of pharmacist prescribing. Further work is now 

required to translate this framework into healthcare policy and practice which has the potential to improve 

prescribing practice and patient safety thus aligning to the key aspirations of Qatar and the WHO. 
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