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1 Executive summary 
 

Building on the success of the diabetes nurse prescribing project, the Minister of Health has 

invited the Nursing Council to make an application to Health Workforce New Zealand to 

extend prescribing rights for suitably qualified registered nurses.  The Council seeks to 

develop a generic framework for nurse prescribing which will enable safe prescribing by 

suitably qualified nurses in primary health and other speciality areas.   

The extension of nurse prescribing comes as newer, more flexible models of care are being 

developed to improve both access to health care services and the timeliness and 

convenience of services. 

The Council aims to develop a framework for registered nurse prescribing which meets the 

Council’s statutory responsibility to protect public safety, fits with relevant legislation and has 

the support of a broad section of the health sector. 

To this end, the Council is undertaking an extensive consultation about nurse prescribing 

before setting new qualifications, standards and competencies. 

 

Preliminary consultation 

The Council has been working on the extension of prescribing with the Ministry of Health 

Chief Nurse Business Unit.  This partnership is important in positioning nurse prescribing as 

a central government objective and raising awareness of the benefits of the proposal with 

policy makers, funders and employers.  

Additionally in developing the current proposals, the Council consulted widely with a range of 

stakeholders.  This preliminary consultation was important to ensure that the proposals that 

have been developed are broadly acceptable to the sector and align with legislation, funding 

and policy direction. 

Two proposals for registered nurse prescribing 

The Council is consulting on two proposals for registered nurse prescribing as it believes this 

will provide the greatest workforce flexibility.  Nurses have a broad scope of practice 

covering the lifespan and most health conditions.  They are the largest group of regulated 

health professionals and they work alongside doctors.  They already have a role in 

administering medicines and educating patients about medicines.   

These two proposals for registered nurse prescribing will complement the role of the nurse 

practitioner, a Mastered prepared advanced nursing role that may independently diagnose 

and treats patients in a specific practice area.  The diagram on page 14 illustrates the 

proposed framework for the three levels of nurse prescriber.  

 

Proposal one: Community nurse prescribing 

 

The Council believes that registered nurses working in schools, general practice, public 

health, Maori and Pacific Health providers, services for youth, family planning and other 
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ambulatory1 services already have a significant role in health promotion, disease prevention 

and in the assessment and treatment of minor ailments and illnesses.  The ability to 

prescribe a limited number of medicines would enhance the health services registered 

nurses are able to deliver to some patients in community and outpatient settings.   

 

The rationale for more nurse prescribing is to improve patient care without compromising 

patient safety; make it easier for patients to obtain the medicines they need; increase patient 

choice in accessing medicines; and make better use of the skills of health professionals. 

The Council is proposing that nurses who wish to apply for community nurse prescribing 

rights undertake a course in community nurse prescribing.    

 

Proposal two: Specialist nurse prescribing 

 

The Council is proposing that registered nurses with advanced skills and knowledge who 

work in specialty services (e.g. diabetes services) or nurses working in general practice 

teams be authorised to prescribe medicines for patients who have common conditions e.g. 

asthma, diabetes, hypertension.  They would work as part of a collaborative multidisciplinary 

team and manage and monitor patients with these conditions in clinics or by providing home 

based care.  They would refer patients with complicated, complex or uncertain health 

conditions which are beyond their level of competence to a doctor.   

 

The ability of specialist nurses to prescribe will mean that they can make a greater 

contribution to patient care particularly in chronic or long term condition management.  

Prescribing authority will ensure competence and accountability for the medication decisions 

specialist nurses make and be convenient for patients who will no longer have to see a 

doctor for routine monitoring and prescriptions. 

 

The Council is proposing that registered nurses applying for specialist nurse prescribing 

rights undertake a post graduate diploma in specialist nurse prescribing. Specialist nurse 

prescribing authority would replace the present regulation for registered nurse prescribing in 

diabetes health. 

 

More details on the proposed qualifications, training and experience, and the lists of 

medicines for community nurse and specialist nurse prescribing can be found in Sections 3 

and 4 of the consultation document. 

  

                                                           
1
 Health services provided on an outpatient basis to those who visit a hospital or another health care 

facility and depart after treatment on the same day.  
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Legislative framework 
 

The Nursing Council is the authority responsible for the registration of nurses.  Its primary 

function is to protect the health and safety of members of the public by ensuring that nurses 

are competent and fit to practice.   The Nursing Council’s role and responsibilities are 

outlined in the Health Practitioners Competence Assurance Act (2003). 

 

The prescribing of medicines is regulated under the Medicines Act (1981).  The Council is 

proposing to make two applications under the Medicines Act for designated prescribing 

rights for registered nurses.  Designated prescribers do not have full prescribing rights and 

may prescribe from a list of approved prescription medicines. 

 

Under the Medicines Act section 105(1) (qa), the Council is responsible for setting the 

qualifications, training and experience of designated prescribers which are then specified in 

a regulation.  When the Medicines Amendment Bill (2011) is passed the list of approved 

medicines that designated prescribers can prescribe will be published in a Gazette notice 

under the regulation.  This will make it easier to add medicines to the list in the future.  

 

Following the consultation a report on the outcome of the Council’s consideration of 

submissions will be made available.  The next step is for the Council to make applications to 

the Health Workforce New Zealand Board.  The Board provides advice on prescribing 

applications to the Minister of Health.  When regulations are approved by Parliament the 

Council would publish the qualifications and lists of medicines for registered nurse 

prescribing in a notice in the New Zealand Gazette. 

 

Some non prescription medicines2 are included in this consultation as the Council has had 

preliminary discussions with PHARMAC, the Pharmaceutical Management Agency, 

regarding registered nurses prescribers having access to community pharmaceutical 

subsidies for both prescription and non prescription (over the counter) medicines.  The 

decisions about subsidising medicines for designated prescribers will be made by the 

PHARMAC Board after the regulation is passed by Parliament.   

 

How to make a submission 
 

The Nursing Council values your views and encourages you to respond to this document. 

The closing date for submissions is Friday 19 April 2013 

 

A submission form can be downloaded from the Nursing Council website 

www.nursingcouncil.org.nz  

 

Please email your submission to EmmaG@nursingcouncil.org.nz or post it to 

Emma Gennard 

Nursing Council of New Zealand 

PO Box 9644, Wellington 6141  

                                                           
2
 Non prescription medicines or over the counter medicines include pharmacy only and restricted 

medicines which can be purchased by the public. Some of these medicines are subsidised when 
prescribed by a doctor. 

http://www.nursingcouncil.org.nz/
mailto:EmmaG@nursingcouncil.org.nz
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2 Background 
 

Rationale for nurse prescribing 
 

The reason for this consultation is to improve patient care by enabling registered nurses to 

make prescribing decisions so patients receive more accessible, timely and convenient 

healthcare.  The role of the Nursing Council is to ensure public safety in reaching that goal. 

 

The reasons for extending nurse prescribing are to:  

 

 improve patient care without compromising patient safety; 

 make it easier for patients to obtain the medicines they need; 

 increase patient choice in accessing medicines; and 

 make better use of the skills of health professionals. 

 

Changes in clinical practice 

 

Nurses are increasingly being asked to expand or “work to the top of” their scope of practice.  

New models of care are being developed and care delivery is being reshaped so that 

patients are being seen by the most appropriately skilled health professional for their needs.   

 

Nurses have a broad scope of practice that covers the lifespan and most health conditions. 

They are the largest group of regulated health professionals and they work alongside 

doctors.  They already have a role in administering medicines to patients and educating 

patients about medicines.   

 

It is increasingly common for nurses to supply and administer or titrate medicines (adjust the 

dose) under a standing order3.  Nurses provide nurse led clinics for some patients and 

prescribe by proxy (the nurse assesses the patient and determines the medicine to be 

prescribed but the doctor signs the prescription).   These changes have resulted from the 

need for more timely and convenient patient access to medicines, a desire to better use 

nurses’ skills and knowledge, and because of doctor shortages (particularly in remote areas) 

and workload. 

 

Clearer accountability, competency and training requirements 

 

The introduction of registered nurse prescribing would assist with some of the safety and 

legal concerns about the use of standing orders and enable nurses to sign prescriptions.   

                                                           
3
 A written instruction issued by a practitioner or registered midwife, in accordance with any applicable 

regulations, authorising any specified class of persons engaged in the delivery of health services to 
supply and administer any specified class or description of prescription medicines or controlled drugs 
to any specified class of persons, in circumstances specified in the instruction, without a prescription 
(Medicines Act 1981, Section 2) 
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It will be safer for patients if nurses have the clear authority and accountability for the 

prescribing decisions they make, and are appropriately qualified, trained and assessed as 

competent to prescribe. 

 

The literature indicates that there is a large degree of difference in perceived accountability 

between operating under standing orders and taking decisions for prescribing (Wilkinson et 

al., 2011; Bowskill, 2009).   

 

Increasing health demand 

 

There will be increased health needs as a result of an aging population and an increase in 

non-communicable diseases4.  Two thirds of New Zealand adults have at least one 

diagnosed chronic disease or long term condition.  The number of people with co-morbidities 

is expected to rise by a third in the next ten years.  Common mental health problems affect 

about one in ten of the adult population (Ministry of Health, 2008).   Socio-economic factors 

continue to play a part in the development of disease and vulnerable populations continue to 

find it difficult to access mainstream services e.g. youth, children, Maori.  

 

In the future an aging population will create an enormous demand for treatment and trained 

health care professionals.  The Ministry of Health have identified strategies to improve 

services including greater integration of services and removing barriers to the extension of 

scopes of practice e.g. diabetes nurse prescribing (Ministry of Health, 2012).  Skilled nurses 

with prescribing rights could make a greater contribution to improving patient care 

particularly in primary health settings and ambulatory services that focus on chronic or long-

term condition management.   

 

Non medical prescribing in New Zealand 

 

Non medical prescribing has increased over the past 15 years.  Dentists, optometrists, 

midwives and nurse practitioners all have prescribing rights within their scope of practice.  

Pharmacists and dietitians are presently consulting and applying for designated prescribing 

rights.  More information on these applications can be found on the Pharmacy Council of 

New Zealand website www.pharmacycouncil.org.nz  and the Dietitian Board of New Zealand 

website www.dietitiansboard.org.nz.   

 

 

Nurse prescribing in New Zealand 
 

The first nurse was given prescribing authority in New Zealand 11 years ago. Since then 96 

nurse practitioners and 26 registered nurses working in diabetes health have gained 

prescribing rights.  These types of nurse prescribing are discussed below.  New Zealand has 

achieved 0.25% of practising nurses authorised to prescribe5.   

 

                                                           
4
 Commonly known as chronic or lifestyle-related diseases the main ones are cardiovascular disease, 

diabetes, cancers and chronic respiratory disease.  Other conditions include gastrointestinal disease, 
renal disease, neurological and mental health disorders. 
5
 Based on 48 563 nurses with practising certificates at 31 March 2012 

http://www.pharmacycouncil.org.nz/
http://www.dietitiansboard.org.nz/
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This compares with the United Kingdom (UK) where there are approximately 20,0006 

independent and supplementary nurse prescribers out of 659,763 registrants (3%) and over 

30,0007 community nurse prescribers (4.5%).  An Bord Altranais (Irish Nursing Board) has 

67,1308 active registrants.  Five hundred and forty five nurses9 or 0.8% of the workforce 

have registered as prescribers since 2008.  In both of these countries nurse prescribing has 

been actively supported by the government.  Even with this active government support, the 

proportion of nurses prescribing remains small compared with the total nursing workforce. 

 

In Australia there are 788 prescribing nurse practitioners and 804 registered nurses 

authorised to supply schedules medicines (rural and isolated practice) (Nursing and 

Midwifery Board of Australia, 2012).   The number of nurse prescribers in Australia (677 in 

Queensland) represents 0.66% of the registered nurse workforce10.   Health Workforce 

Australia is leading a national project to develop a prescribing pathway and a consistent 

approach to prescribing for health professionals.  A draft prescribing pathway has been 

developed and is available at www.hwa.gov.au/hppp.  A competency framework for all 

prescribers has been developed and has been adapted for this proposal with the permission 

of the National Prescribing Service (2012) (see Appendix 6).   

 

Nurse practitioners  

 

Nurse practitioners are experienced registered nurses who have also completed a Clinical 

Master’s degree.  Their education programme includes pharmacology, pathophysiology and 

advanced assessment and diagnostic reasoning. Nurse practitioners are able to practice 

independently in various health settings and provide a range of health services including 

diagnosis and prescribing.  Examples of how nurse practitioners have improved health 

outcomes in New Zealand are by reducing readmissions to intensive care (Pirret, 2008) and 

reducing acute admissions in respiratory services (Hart, 2009).  International evidence 

supports nurse practitioner impact on outcomes in primary care (Dierick van Daele et al., 

2010) and cost effectiveness (Venning et al., 2000). 

Nurse practitioners will become authorised prescribers when the Medicines Amendment Bill 

(2011) is passed. This will mean that they will be able to prescribe any medicine within their 

scope of practice and competence to prescribe.  They will no longer be confined to a list of 

approved prescription medicines outlined in a regulation.  More information on the Nurse 

Practitioner scope of practice, qualifications and continuing competence requirements can 

be found in Appendix 1. 

 

Nurse practitioner prescribing was fully enabled by a broad list of medicines in 2005. Prior to 

this time attempts were made to introduce nurse prescribing by developing lists and 

regulations for specialty areas.  It was concluded that “the current method of regulating 

nurse prescribing by detailing a list of medicines for each specific area of practice is 

extremely cumbersome and proved unworkable. Nurses practice in a wide range of areas. 

                                                           
6
 Royal College of Nursing (2012a) 

7
 Royal College of Nursing (2011) 

8
 http:www.nursingboard.ie/en/statistics.aspx (downloaded June 2012) 

9
 Personal communication with An Bord Altranis 

10
 This is based on 241 484 registered nurses. If 32,825 registered nurse midwives are included the 

rate is lower. 

http://www.hwa.gov.au/hppp
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The regulation of a full schedule for each of these areas is unworkable” (Ministry of Health, 

2005). 

 

Some registered nurses have completed Clinical Master’s programmes but have not applied 

for nurse practitioner registration.  It seems likely that there are a number of nurses who are 

educationally prepared to prescribe but they are not ready or supported to be employed in a 

nurse practitioner role.  Another type of nurse prescribing “specialist nurse prescribing” 

would enable these nurses to prescribe within a collaborative team but not take on the full 

accountabilities of the nurse practitioner role. 

 

Registered nurse prescribing in diabetes health 

 

The New Zealand Society for the Study of Diabetes (NZSSD) and Health Workforce New 

Zealand (HWNZ) initiated a Pilot Nurse Prescribing Project in 2011 and 11 registered nurses 

were authorised to prescribe 26 medicines in diabetes health.  Authorisation of 15 more 

nurses has occurred this year as this project rolls out.  

 

Diabetes nurse prescribers are designated prescribers who prescribe under the supervision 

of a doctor.  They must complete a minimum of 2 post graduate papers, demonstrate 

knowledge of diabetes and complete a 6-12 week prescribing practicum in their workplace.  

The qualifications and preparation of diabetes nurse prescribers is discussed further under 

the specialist nurse prescribing proposal (section 4).   

 

 

Potential benefits of nurse prescribing 
 

The evaluation of the pilot project found that diabetes nurse prescribing was safe, of good 

quality and clinically appropriate (Wilkinson et al., 2011).  Diabetes physicians had fewer 

interruptions to their work as nurses and were able to initiate prescriptions for patients.  

Patients were highly satisfied with the change and reported that it was more convenient, 

saved them time and they experienced fewer delays.  All members of the team were 

supportive of diabetes nurse specialist prescribing. 

 

International evidence supports the safety of nurse prescribing.  Registered nurse 

prescribing is well established in some countries, notably the United Kingdom (UK), and has 

generally been seen as positive.11 12 More information on nurse prescribing internationally 

can be found in Appendix 2. 

 

In the UK independent nurse prescribers have been able to prescribe from the entire British 

National Formulary since 2006.  In reality they are cautious prescribers who self restrict their 

prescribing and prescribe for specific conditions and for individual patients they know 

(Bowskill, 2009, pg. 1).   

 

                                                           
11

 Latter S, Courtenay M (2004) Effectiveness of nurse prescribing: a review of the literature, Journal 
of Clinical Nursing, Volume 13, Issue 1, Pages 26-32, 2004 Blackwell Publishing Ltd. 
12

 L. M. Van Ruth, P. Mistiaen & A. L. Francke (2008) Effects of Nurse Prescribing of Medication: A 
Systematic Review. The Internet Journal of Healthcare Administration. 2008 5 (2).  
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More nurses with greater knowledge of pharmacology have the potential to improve 

medication management and patient adherence to medication plans.  Non adherence to 

medicines can lead to poorer outcomes for the patient and costs to the health system when 

there is secondary illness or admission to hospital.  Nurses have skills that they can bring to 

working partnerships with patients where treatment plans are negotiated and agreed.   

 

Hacking and Taylor (2010) evaluated non medical prescribing (nurse and pharmacist) in the 

National Health Service within the North West of England.  They reported a positive impact 

on the quality of patient care, patient access to medicines and a better patient experience as 

they were not passed from one healthcare professional to another.  It was reported as 

having a positive impact whether a prescription was generated or not.  Non medical 

prescribers reported positive impacts on patient safety including identifying contra-

indications, correcting or changing existing prescriptions.  They also estimated significant 

time saving for patients although it made their own patient care more time consuming. 

 

Later et al. (2012) completed an evaluation of nurse and pharmacist independent prescribing 

that confirmed the positive impact of nurse prescribers and also found their prescribing 

decisions to be clinically appropriate. 

 

The Council supports an evaluation of nurse prescribing after implementation.  The form of 

the evaluation will need to be determined once the proposals are finalised. 

 

Some of the potential benefits of more nurses prescribing are: 

 

 Increased flexibility in the delivery of services 

 Increased access to services particularly in rural and remote communities 

 Improved patient education and medicines concordance (patients continuing to take 

or completing courses of medicines that reduce the risk of further illness or 

deterioration) 

 Improved management of demand for primary services 

 Reduced hospital admissions 

 Savings in time and money for health consumers. 

 

Cost benefit considerations 

 

In the future there will be an increasing demand for health services and for pharmaceuticals. 

At present, pharmacists dispense around 65 million prescription items (Ministry of Health, 

2012).  The Medical Council Annual reports 2005-2011 indicate that the number of doctors 

with practising certificates has increased by 2459.  This significant increase in the medical 

workforce (22%) is not keeping pace with demand.  Many patients are unable to enrol in 

general practices and others cannot make timely appointments to see a General 

Practitioner.   

 

After workforce, medicines are the largest area of health spending (Ministry of Health, 2011).   

The number of prescriptions is growing each year because of increasing demand.  

PHARMAC reported a $777.4 million pharmaceutical expenditure for the year 2011-2012, an 
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increase of $60 million over the previous year’s expenditure, and that 41.1 million funded 

prescriptions were written (a 3.5% increase) (Pharmaceutical Management Agency, 2012).  

 

The introduction of more nurse prescribers will add to the total number of prescribers to meet 

the increasing demand.  The primary purpose of this proposal is to make health care and 

medicines more accessible to those who presently have poor access and to meet the 

demand of growing numbers of New Zealanders with chronic disease.   

 

Some pharmaceuticals nurses will be able to prescribe under this proposal are already being 

supplied to patients by nurses under standing orders or through prescribing by proxy.  Nurse 

prescribing has the potential to save costs for the patient (transport, time and money) and for 

the health system as a whole by freeing up doctors time to see more acute and complex 

patients, and by reducing acute demand and hospital admissions by timely treatment in the 

community.  

 

UK evidence suggests that nurses are conservative prescribers (i.e. prescribe less often and 

less numbers of items than medical prescribers) and they tend to prescribe according to 

recommended best practice (Bowskill, 2009, pg. 1).   

 

There is also a cost to educating and preparing nurse prescribers.  The investment in 

education by employers and Health Workforce New Zealand will contribute to improved 

patient care and to developing a specialist nursing workforce that will be desperately needed 

in the future when an aging workforce causes health demands to increase.  The cost of 

preparing experienced nurses to expand their role is cost effective.  Health Workforce New 

Zealand presently funds nurses to complete post graduate education.  The Council 

recognises that this funding may be redirected towards the post graduate diploma in 

specialist nurse prescribing and therefore believes it is important that local support is in 

place before nurses commence these programmes so that the investment is realised for the 

benefit of New Zealanders. 

 

It is beyond the scope of the Council to quantify the potential cost benefits to the health 

system of these proposals.  The Council can only outline some of the potential benefits 

which include saving patients’ time and money, enabling better management of primary 

demand for services and preventing some secondary acute demand. 
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Why the Council is consulting on two proposals 
 

The proposals for further nurse prescribing build on diabetes nurse prescribing.  Nurses see 

patients with many common conditions and it is appropriate that they would be able to 

prescribe for more than one disease.  Therefore the Council has developed a broader 

proposal for specialist nurse prescribing.  Nurses change the focus of their practice 

depending on the health service they are employed in so having lists of medicines for 

specific areas of practice would be restrictive.  Nurse prescribers will be educated to 

understand their own level of competence to prescribe medicines within their area of 

practice.  The Council wishes to develop nurse prescribing so that is safe, flexible and 

anticipates future healthcare needs.  

 

Self reported data13 on registered nurse postgraduate qualifications suggests that there are 

low numbers of nurses with prescribing qualifications in primary health or community 

settings.  Lack of workforce development in primary health nursing is a potential barrier to 

specialist (primary health) nurse prescribing. Postgraduate qualifications are not evenly 

distributed across the workforce.   

 

The proposal for community nurse prescribing would enable experienced nurses to 

complete a course to gain authority to prescribe from a list of prescription medicines and 

“prescribe” some subsidised over the counter medicines14.   

 

The Council is aware that nurses play a significant role in “prescribing” contraceptives in 

some areas under standing orders or prescribing by proxy.  Nurses could actively treat minor 

skin and other infections to prevent more serious illness and hospitalisations.  For example 

nurses with prescribing rights would assist with prophylaxis treatment to prevent rheumatic 

fever.   

 

Nissan et al (2010) explored various international approaches to prescribing for the National 

Health Workforce Task force in Australia and found that 

 

“non medical prescribers with a broad scope of practice provide the most 

efficient use of resources and the greatest degree of flexibility for a strained 

health care system….the model needs to be open and appealing enough to 

attract non medical professionals to move through the competency 

requirements whist retaining sufficient checks and balances to assure the 

community of safety.  The UK model experience of the supplementary 

prescribing model15 (as opposed to the independent prescribing model) 

demonstrates that restrictive models may not have the intended benefits.  

The reason for recommending various levels within the Australian model is to 

                                                           
13

 Nurses supply this information to the Council as part of a survey they complete with their annual 
practising certificate renewal form. 
14

 Over the counter medicines include general sales, pharmacy only and restricted medicines. These 
medicines can be purchased by a patient without a prescription. Some can only be obtained from a 
pharmacy. 
15

 A voluntary partnership between an independent prescriber and a supplementary prescriber 
through which an agreed patient-specific clinical management plan is implemented with the patient’s 
agreement. 
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provide inherent flexibility for the health system as well as non medical 

professionals” (p. 51).  

 

Clinical decision making by nurse prescribers 

 

Nurse prescribers will make diagnostic and treatment decisions based on their level of 

competence and level of prescriptive authority.  All registered nurses use clinical decision 

making and critical thinking when working with clinical problems.  Nurses who prescribe will 

be developed through education and mentorship to enhance these skills and apply them to 

make diagnoses and treatment (prescribing) decisions. 

 

Experienced nurses develop knowledge through nursing many patients with similar 

conditions.  They learn to recognise patterns and interpret signs and symptoms of disease.  

Further education on pathophysiology, pharmacology and clinical decision making provides 

a different pathway to diagnostic and prescribing competence than the traditional pathway 

for doctors.  It is not the same pathway as that of a doctor and the breadth of patient 

conditions and complexity of diagnostic skills will not be the same.  Nurse prescribers are a 

complementary role and are not expected to be the same as a doctor. 

 

Nurse prescribers will need to be aware of the limits of their own competence.  They will also 

be able to use protocols and best practice evidence to guide their prescribing decisions.  

Patient conditions that are unfamiliar, complex and uncertain should be referred to a doctor. 

 

The following diagram illustrates the differences in prescribing competence and authority of 

the three types of nurse prescriber there would be in New Zealand under these proposals.   

Although this consultation is not about the nurse practitioner scope of practice, it is important 

to understand the differences between the three types of nurse prescriber being discussed, 

their educational preparation and how this can fit together within a post graduate clinical 

education framework.   

 

The diagram on the next page shows how the three different types of nurse prescriber could 

fit into a framework for nurse prescribing.  It assumes that nurse practitioner will become an 

authorised prescriber under the Medicines Amendment Bill.  The qualification for nurse 

practitioner does not presently include a “post graduate diploma in prescribing” but it 

includes similar papers.  The Council intends to formally consult on the nurse practitioner 

scope of practice and qualification once it has completed this consultation. 
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Diagram 1: A proposed framework for nurse prescribing 

 

 Community nurse 
prescribing 

Specialist nurse 
prescribing 

Nurse practitioner 

Prescribing 
breadth 

 

Able to diagnose and treat minor 
ailments and infections in normally 
healthy people and promote health 
and prevent disease by prescribing 
contraceptives, vaccines and other 
medicines  

Able to diagnose and treat common 
conditions (e.g. asthma, diabetes, 
hypertension) within a collaborative 
interdisciplinary team 

Must seek assistance from a doctor 
within the team when making difficult 
or complex clinical decisions  

Able to independently diagnose and 
treat a range of acute and chronic 
conditions for a population group in an 
area of practice.  

Consults and refers to a doctor as 
required  

Qualification, 
experience & 

training 

 

Course in community nurse 
prescribing (including prescribing 
experience with a nurse 
practitioner or medical mentor). 

Minimum of 3 years of practice 
experience. 

Post graduate diploma in prescribing 
which includes pathophysiology and 
assessment of common conditions, 
pharmacology and prescribing 
(including prescribing experience with 
a designated medical mentor). 

Minimum of 3 years of practice 
experience. 

Master’s degree could include the post 
graduate diploma in prescribing and 
advanced practice and education for 
authorised prescribers. 

Minimum of 4 years of practice 
experience in a specific area. 

Prescribing 
authority 

Designated prescriber 

Able to prescribe from community 
nurse list of prescription medicines 

Designated prescriber  

Able to prescribe from a community 
nurse and specialist nurse lists of 
prescription medicines. 

Authorised prescriber (when Medicines 
Act amended) 

Will be able to prescribe any 
prescription medicine within scope of 
practice and competence to prescribe. 

Access  
Access to community nurse list of 
medicines 

Access to community nurse and 
specialist nurse lists of medicines 

Will have access to general schedule 
of medicines when authorised 
prescriber. 
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Providing clarity about what medicines nurses are able to prescribe 

 

Having three levels of nurse prescriber could create confusion for nurses, doctors, 

pharmacists and others.  There could also be uncertainty about what each nurse can 

prescribe.   The Council will undertake to have lists on its website of the medicines in each 

prescribing category and the nurses authorised to prescribe from each list until e-prescribing 

makes this unnecessary.  The Council does not believe it is necessary to place further 

restrictions on nurses’ ability to prescribe from the appropriate list.  To confine community 

nurses to specialty areas is inflexible.  The Council would prefer nurses to be educated to 

prescribe for all minor or common conditions depending on their level of prescribing authority 

and for the nurse to determine her/his competence to prescribe a particular medicine.  

 

Evidence from the United Kingdom (UK) where there are 3 types of nurse prescriber 

(community, independent and supplementary) suggests that such a system is workable and 

allows a large degree of flexibility in nurse prescribing (see Appendix 2). 

 

 

The proposals for registered nurse prescribers 

 

The proposals for community nurse and specialist nurse prescribing are outlined in the 

following sections. Each proposal includes: 

 

 consideration of scope of practice requirements,  

 the qualifications, training and demonstration of competence to prescribe 

requirements before prescribing for the first time,  

 on going competence requirements, and  

 an indicative list of prescription medicines and non prescription medicines. 
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3 Proposal one: Community nurse prescribing 
 

The Council’s first proposal is that registered nurses practising in community settings who 

are suitably qualified and competent be authorised to prescribe a limited list of prescription 

medicines.  This could include registered nurses working in schools, general practice, public 

health, Maori and Pacific Health providers, services for youth, family planning and other 

ambulatory16 services.   

 

The Council believes that registered nurses already have a significant role in health 

promotion, disease prevention and in the assessment and treatment of minor ailments and 

illnesses.  The ability to prescribe a limited number of medicines would enhance the health 

services registered nurses are able to deliver to some patients in community and outpatient 

settings.  Nurses with community nurse prescribing authority will also be able to diagnose 

and treat minor ailments and infections in normally healthy people and promote health and 

prevent disease by prescribing contraceptives, vaccines and other medicines.   

 

Nurses employed in community settings have expressed frustration with their inability to 

prescribe medicines which are available for patients to purchase at retail outlets and 

pharmacies (over the counter medicines) and other low risk medicines which they believe 

they could prescribe safely and would enable better access for patients.  This would allow 

them to provide a comprehensive service and in some cases free up doctors’ time.  

 

Some nurses are able to supply and/ or administer these medicines under standing orders 

(protocols that describe the circumstances for supply/administration and authorised by a 

doctor).  Again there was frustration expressed with the limitations of this process.  

Prescribing by proxy – a situation where the nurse assesses the patient’s condition and 

determines what should be prescribed but the doctor signs the prescription - appears to be a 

frequently used method of enabling nurses to “prescribe”.   

 

Suitably qualified nurses should be authorised to make, and be accountable for, legitimate 

prescribing decisions.  This does not mean that protocols could not continue to be a useful 

tool for both nurses and doctors to use and to make explicit the circumstances under which a 

patient should be referred to a doctor.  The development of information technology could 

enable nationally agreed, evidence based protocols allowing the consistent treatment of 

conditions across the country (Health IT Board, 2012). 

 

Experienced nurses already have a number of skills that they bring to prescribing 

(understanding of the patient’s context and health condition, health education skills, 

communication skills etc.).  Experienced nurse prescribers also have the advantage of 

having worked with patients with common health conditions so they are able to apply the 

theoretical knowledge they gain through prescribing education to the practice knowledge 

they already have.  Safe prescribing practice results from the synthesis of both theoretical 

knowledge and experience and is best facilitated by working with an experienced prescribing 
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 Health services provided on an outpatient basis to those who visit a hospital or another health care 

facility and depart after treatment on the same day.  
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mentor in a clinical setting. In time all community nurses may be able to access patient 

records electronically which will facilitate assessment and easier communication with 

general practice. 

 

The Council is aware of concerns related to infectious diseases that no longer respond to the 

traditional antibiotics.  Antimicrobial resistance is a public health problem and one of the 

causes is injudicious prescribing of antibiotics in the community.  Nurses can be educated to 

prescribe antibiotics appropriately and be guided by protocols.  Nurses already supply and 

administer antibiotics under standing orders.  The health priorities that prescribing nurses will 

address are significant and potential concerns can be addressed by education and audit.  

The Council is aware that PHARMAC has consulted on indication based restrictions for 

some antibiotic prescribing in hospitals and is considering whether similar restrictions be 

placed on antibiotic prescribing in the community17.  It is expected that if restrictions were 

introduced that they would apply to all prescribers in community settings.  

 

Other concerns have been raised that nurse prescribing could lead to fragmentation of care 

and undermine medical practitioners leadership role in patient care.  For many community 

nurse roles, there is no doctor employed in the service.  Nurses already refer patients to a 

general practitioner and this type of communication and collaboration would continue.  

Nurses would seek access to a patient’s medical record and share information about 

prescribing decisions as required.  The introduction of shared electronic records and e-

prescribing will improve the integration of community led nursing services and general 

practice over time. 

 

Patient conditions 

 

The types of patient conditions suggested as being appropriate for this type of prescribing 

are:  common skin conditions and infections, indigestion and gastric reflux, constipation, 

mouth ulcers, urinary infections, gynaecological infections and some sexually transmitted 

diseases, sore throats, common ear and eye conditions, hay fever, allergies and 

bronchospasm.  Contraceptives, analgesics and nicotine replacement are also included in 

this list.  Please see below for the full indicative lists of medicines for community nurse 

prescribers. 

 

Prescribing across the lifespan 

 

The community nurse prescribing course will include education on the potential risks to 

patients with particular focus on children and older adults, pregnant and lactating women.  

Only nurses with relevant knowledge, competence, skills and experience in nursing children 

should prescribe for children.  In primary care, nurses should always refer to doctor or nurse 

practitioner when working outside of their area of expertise and level of competence. 
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 PHARMAC (September 2012) Proposal related to the Funding of Certain Pharmaceuticals in DHB 
Hospitals and in the Community 
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Diagnostic testing 

 

Nurses with community nurse prescribing authority would need access to a limited number 

of diagnostic tests.  For example blood and urine biochemistry tests, haematology, and 

microbiology tests. 

 

The following examples illustrate the benefits that community nurse prescribing could 

make to the timeliness, convenience and cost of patient care and how it could prevent 

acute demand. 

 

Example 1 

 

A school nurse is asked to see a child with impetigo.  The nurse contacts the parents and 

arranges a home visit.  The nurse assess that the child has a skin infection that can be 

treated with antibiotics.  For a family who do not normally access health care the nurse is 

able to prevent a more serious infection that could result in cellulitis or osteomyelitis and 

prevent a trip to the Emergency Department or an acute admission to hospital.  If the family 

has a general practitioner (GP), the nurse informs the GP and writes a prescription for the 

child to commence antibiotics rather than refer the child to be seen by the doctor.  This 

means the parents do not have to take time off work to take the child to the doctor the next 

day to get a prescription.  Health care is more timely, accessible and cost effective. 

 

Example 2 

 

A young woman presents to a sexual health clinic. She tells the nurse that she had 

unprotected intercourse the previous evening and asks for advice on preventing pregnancy. 

The community nurse prescriber obtains a history and informs the woman about emergency 

contraception and potential adverse effects.  The woman says she wants to proceed.  

Because she has prescribing authority, the nurse is able to supply the emergency 

contraceptive pill and is also able to supply condoms and prescribe an ongoing oral 

contraceptive for this patient. If there is evidence of a sexually transmitted disease the nurse 

would be able to treat the patient in most cases.  The patient does not need to come back to 

be seen by a doctor.  Health care is timely and convenient and provided by the appropriately 

qualified health professional. 

 

Example 3 

 

An ear nurse cleans wax out of a child’s ears. She suspects that the child may have an 

underlying infection. She is able to take a swab from the ear and when the results return to 

her she is able to prescribe an antibiotic.  This saves the parent having to take the child to a 

doctor for a swab and prescription.  Health care is more timely and accessible. 

 

Consultation questions 

Do you agree with the proposal that suitably qualified and experienced registered nurses be 

able to prescribe a limited list of medicines to treat minor ailments and infections, and to 

promote health?  
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Do you agree that community nurse prescribing will enable patients to receive more 

accessible, timely and convenient care? 

Do you consider the title “community nurse prescribing” adequately describes and informs 

the public and other health professionals of the breadth of this prescribing authority? 

 

Scope of Practice 
 

The Council is proposing that registered nurses with community nurse prescribing authority 

would have the same scope of practice as other registered nurses with an authorisation18 

included in their scope of practice permitting them to prescribe as a community nurse 

prescriber.  The Council is proposing to add wording to the registered scope of practice to 

indicate that some nurses may be authorised to prescribe.  Please see the wording in bold 

below. 

 

Registered nurse scope of practice 

 

Registered nurses utilise nursing knowledge and complex nursing judgment to 

assess health needs and provide care, and to advise and support people to manage 

their health. They practise independently and in collaboration with other health 

professionals, perform general nursing functions and delegate to and direct enrolled 

nurses, healthcare assistants and others. They provide comprehensive assessments 

to develop, implement, and evaluate an integrated plan of health care, and provide 

interventions that require substantial scientific and professional knowledge, skills and 

clinical decision making. This occurs in a range of settings in partnership with 

individuals, families, whanau and communities. Registered nurses may practise in a 

variety of clinical contexts depending on their educational preparation and practice 

experience. Registered nurses may also use this expertise to manage, teach, 

evaluate and research nursing practice. Registered nurses are accountable for 

ensuring all health services they provide are consistent with their education and 

assessed competence, meet legislative requirements and are supported by 

appropriate standards. There will be conditions placed in the scope of practice of 

some registered nurses according to their qualifications or experience limiting them 

to a specific area of practice.  Some nurses with additional experience education 

and training may be authorised by the Council to prescribe some medicines 

within their competence and area of practice. 

 

 

Consultation question 

Do you agree with the suggested wording changes to the registered nurse scope of practice 

and with a prescribing authorisation being included in the scope of practice of registered 

nurses with community nursing prescribing authority? 
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 Under section 22 of the Health Practitioners Competence Assurance Act 2003, the Council may 

change a scope of practice and state the health services a nurse is able to perform.  
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Qualification 
 

Undergraduate programmes leading to registration as a registered nurse include sufficient 

pharmacology to enable registered nurses to administer medicines safely.  Nurses also 

increase their knowledge of patient conditions and medication through clinical experience.  

The Council proposes that registered nurses who wish to apply for community nurse 

prescribing rights must have completed three years of full time equivalent practice with at 

least one year in the area they intend to prescribe and to successfully complete a course in 

community nurse prescribing for nurses.   

 

The content of this course would include an understanding of the legal and ethical 

requirements of prescribing, clinical assessment and decision making in relation to 

community nurse prescribing, patient involvement and teaching, therapeutics including 

interactions and adverse reactions, scenarios and peer review.  It is anticipated that the 

course would be up to 6 theory days with a mixture of on-line learning and workshop 

attendance and three days supervised practice with an authorised prescriber mentor i.e. a 

doctor or nurse practitioner19.  The course will include assessment of knowledge and skills in 

community nurse prescribing. 

 

The proposed standards for community nurse prescribing courses can be found in Appendix 

3 on page 50.  The proposed competencies for community nurse prescribers can be found in 

Appendix 4 on page 53. 

 

Entry criteria 

 

The Council is proposing the following criteria to gain entry to a community nurse prescribing 

programme:   

 The registered nurse must hold a current annual practising certificate and must have 

completed three years equivalent full time practice.  At least one year must be in the 

area of practice she/he will be prescribing. 

 The nurse must have support from his/her employer to undertake the prescribing 

course and must confirm that they will be able to prescribe in their work role at the 

completion of the course. 

 The nurse must have the support of an identified authorised prescriber mentor who will 

support her/him to prescribe. 

 The nurse must be employed by an organisation that supports nurse prescribing 

through policy, audit, peer review and accessibility of continuing education. 

 

Consultation questions 

Do you agree that the proposed education and training for community nurse prescribing is 

consistent with their scope of practice and their prescribing authority and will enable them to 

demonstrate competent and safe prescribing practice?  
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 This proposal is based on the proposed changes to the Medicines Act 1981 which will make nurse 
practitioners authorised prescribers. 
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Do you agree with the course standards for community nurse prescribers? (see page 50) 

Do you agree with the competencies for community nurse prescribers? (See page 53) 

Do you agree with the entry criteria for community nurse prescribing courses?   

 

Continuing competence and monitoring 
 

The Council proposes that nurses who have community nurse prescribing rights be required 

to participate in peer review of their prescribing practice and complete professional 

development on prescribing each year (e.g. a community nurse prescriber’s update).  

Community nurse prescribers must also be able to demonstrate that they have completed 60 

days of prescribing practice within the past three years.  The Council is proposing that it 

monitors that these requirements are met every 3 years at annual practising certificate 

renewal. 

 

Consultation question 

Do you agree with the on going continuing competence requirements for community nurse 

prescribers?  

 

Indicative lists of medicines 
 

The medicines lists for community nurses were developed from the New Zealand Formulary 

and Pharmaceutical Schedule for medicines to treat the identified therapeutic areas (patient 

conditions discussed earlier in this section).  The list contains commonly used medicines for 

common conditions and is not an all inclusive list.   

 

Access to subsidised medicines was a key consideration in developing this proposal to 

achieve the stated purpose of enabling patients to receive more accessible, timely and 

convenient healthcare.  Therefore medicines (and devices) that are not subsidised or require 

special authority have mainly been excluded from the lists.   

 

These decisions were made to create a list that is appropriate for now but with the 

understanding that the prescription medicines list will be able to be modified more easily in 

the future as new medicines are added or funding decisions change. 

 

Please note that the column on the right contains a general classification to assist those who 

may be interested in this consultation but may not be familiar with the names of medicines 

e.g. members of the public.  This column will not appear in the schedule/regulation. 
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Community Nurse – Prescription Medicines list 

Prescription Medicine Classification 

1. aciclovir antiviral 

2. adapalene retinoid like agent - anti acne 

3. adrenaline sympathomimetic 

4. alcohol disinfectant/antiseptic 

5. alfacalcidol vitamin D analogue 

6. amethocaine ocular anaesthetic 

7. amorolfine antifungal 

8. amoxycillin antibacterial 

9. amphotericin antifungal 

10. aspirin antiplatelet 

11. atropine antimuscarinic 

12. azelaic acid anti acne 

13. azithromycin antibacterial 

14. beclomethasone corticosteroid 

15. benzathine penicillin antibacterial 

16. benzocaine local anaesthetic 

17. benzoyl peroxide anti acne 

18. benzydamine local NSAID 

19. bifonazole antifungal 

20. budesonide corticosteroid 

21. calcipotriol antipsoritic 

22. calcitriol vitamin supplement 

23. camphorated oil aromatic 

24. cefaclor antibacterial 

25. ceftriaxone antibacterial 

26. cetirizine antihistamine 

27. chloramphenicol antibacterial 

28. chloroform anaesthetic 

29. chlorpheniramine antihistamine 

30. cholera vaccine vaccine 

31. ciclopirox antifungal 

32. cimetidine H2 antagonist 

33. cinchocaine local anaesthetic 

34. ciprofloxacin antibacterial 

35. clavulanic acid antibacterial 

36. clindamycin antibacterial 

37. clioquinol antibacterial/antifungal 

38. clobetasol corticosteroid 

39. clotrimazole antifungal 

40. colecalciferol vitamin D analogue 

41. cyclizine antihistamine 
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Prescription Medicine Classification 

42. cyclosporin antipsoriatic 

43. cyproterone hormonal contraceptive 

44. danthron laxative 

45. desloratadine antihistamine 

46. desogestrel hormonal contraceptive 

47. dexamethasone corticosteroid 

48. dexchlorpheniramine antihistamine 

49. dextromethorphan antitussive 

50. diclofenac NSAID 

51. diflucortolone corticosteroid 

52. diphemanil antiperspirant 

53. diphenoxylate antidiarrhoeal 

54. domperidone antiemetic 

55. doxycycline antibacterial 

56. doxylamine antihistamine 

57. drospirenone hormonal contraceptive 

58. econazole antifungal 

59. ergotamine ergot alkaloid 

60. erythromycin antibacterial 

61. ethinyloestradiol hormonal contraceptive 

62. etofenamate NSAID 

63. etonogestrel hormonal contraceptive 

64. famciclovir antiviral 

65. famotidine H2 antagonist 

66. fexofenadine antihistamine 

67. flucloxacillin antibacterial 

68. fluconazole antifungal 

69. flumethasone corticosteroid 

70. fluocortolone corticosteroid 

71. fluorescein ophthalmic diagnostic 

72. fluorides mineral supplement 

73. fluticasone corticosteroid 

74. folic acid vitamin supplement 

75. folinic acid chemotherapy adjuvant 

76. framycetin antibacterial 

77. fusidic acid antibacterial 

78. gramicidin antibacterial 

79. guaiphenesin mucolytic 

80. hydrocortisone corticosteroid 

81. hyoscine antispasmodic 

82. hypromellose ocular lubricant 

83. ibuprofen NSAID 

84. idoxuridine antiinfective 
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Prescription Medicine Classification 

85. imiquimod keratolytic 

86. influenza and coryza vaccines vaccine 

87. ipecacuanha expectorant 

88. ipratropium anticholinergic bronchodilator 

89. iron iron supplement 

90. itraconazole antifungal 

91. ivermectin paraciticidal 

92. ketoconazole antifungal 

93. ketotifen antihistamine 

94. lansoprazole H2 antagonist 

95. levocabastine antihistamine 

96. levonorgestrel hormonal contraceptive 

97. lignocaine local anaesthetic 

98. lodoxamide mast cell stabilizer 

99. loperamide anti diarrhoeal 

100. meclozine antihistamine 

101. medroxyprogesterone hormonal contraceptive 

102. mefenamic acid NSAID 

103. mepyramine antihistamine 

104. mestranol hormonal contraceptive 

105. methotrexate antineoplastic 

106. methylprednisolone corticosteroid 

107. metoclopramide antiemetic 

108. metronidazole antibacterial 

109. miconazole antifungal 

110. minoxidil hair growth promoter 

111. mometasone corticosteroid 

112. mupirocin antibacterial 

113. naproxen NSAID 

114. natamycin antibacterial 

115. neomycin antibacterial 

116. nicotine substance dependence 

117. nitrofurantoin antibacterial 

118. norethisterone hormonal contraceptive 

119. norfloxacin antibacterial 

120. nystatin antifungal 

121. omeprazole proton pump inhibitor 

122. ornidazole antibacterial 

123. pantoprazole proton pump inhibitor 

124. paracetamol analgesic 

125. penciclovir antiviral 

126. permethrin paraciticidal 

127. phenol sclerosant 
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Prescription Medicine Classification 

128. phenoxymethylpenicillin antibacterial 

129. phenylephrine decongestant 

130. podophyllotoxin keratolytic 

131. podophyllum keratolytic 

132. prilocaine local anaesthetic 

133. prochlorperazine antiemetic 

134. promethazine antihistamine 

135. propamidine antibacterial 

136. pyridoxine vitamin supplement 

137. ranitidine H2 antagonist 

138. rizatriptan migraine treatment 

139. silver sulphadiazine antibacterial 

140. sodium cromoglycate cromoglycate 

141. sulfamethoxazole antibacterial 

142. sumatriptan migraine treatment 

143. terbinafine antifungal 

144. tobramycin antibacterial 

145. tretinoin retinoid 

146. triamcinolone corticosteroid 

147. trimeprazine antihistamine 

148. trimethoprim antibacterial 

149. valaciclovir antiviral 

150. vitamin A vitamin supplement 

151. vitamin D vitamin supplement 

152. zinc barrier/mineral supplement 

153. zolmitriptan migraine treatment 

 

Community Nurse Non Prescription Medicines list 

This list of medicines would not be included in the schedule/regulation for community nurse 

prescribers as they are not defined as prescription medicines under the Medicines Act 1981.  

However, they could be “prescribed” by community nurse prescribers if subsidised.  An 

application would be made to the PHARMAC Board to extend the present community 

pharmaceutical subsidies to the patients of community nurse prescribers.   

Non Prescription Medicine Classification 

1. 8-hydroxyquinoline and its non-
halogenated derivatives 

gynaecological anti-infective 

2. acetic acid excluding its salts and 
derivatives 

gynaecological antiinfective 

3. activated charcoal poisoning treatment 

4. alginic acid anti-dyspepsia agent 

5. allantoin Emollient 
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Non Prescription Medicine Classification 

6. aluminium mineral supplement/ingredient in 
some antacids/emollient 

7. aluminium salts Antiperspirant 

8. amorolfine Antifungal 

9. aqueous cream Emollient 

10. ascorbic acid vitamin supplement 

11. benzoic acid Antifungal 

12. benzoin (tincture compound) Antiseptic 

13. benzyl benzoate Paraciticide 

14. bisacodyl Laxative 

15. bromhexine mucolytic 

16. caffeine adjuvant in some medicine 
preparations 

17. calamine antipruritic 

18. calcium carbonate mineral supplement 

19. capsaicin topical analgesic 

20. castor oil barrier 

21. cetomacrogol  emollient 

22. cetrimide cleanser 

23. cetylpyridinium antimicrobial 

24. chlorhexidine cleanser 

25. choline salicylate treatment of oral ulcers 

26. coal tar antipsoriatic 

27. collodion flexible seal minor cuts 

28. compound hydroxybenzoate perservative 

29. condoms contraceptive device 

30. contraceptive caps contraceptive device 

31. dextrose fluid replacement 

32. diaphragms contraceptive device 

33. docusate sodium laxative 

34. emulsifying ointment emollient 

35. gamma benzene hexachloride paraciticidal 

36. glucose     

37. glycerol humectant 

38. Haemophilus influenzae vaccine prophylaxis of cold complications 

39. hexamidine antibacterial 

40. hexamine hippurate antibacterial 

41. hydrogen peroxide antibacterial 

42. hydroxocobalamin vitamin supplement 

43. icthammol antibacterial 

44. intra-uterine device contraceptive device 
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Non Prescription Medicine Classification 

45. iodine antibacterial 

46. lactic acid ingredient in wart treatments 

47. lactulose laxative 

48. macrogols laxative 

49. magnesium hydroxide topical barrier 

50. magnesium sulphate mineral supplement/topical 
barrier 

51. malathion paraciticidal 

52. mebendazole anthelmintic 

53. menthol aromatic 

54. methyl hydroxybenzoate preservative 

55. methylcellulose suspending agent 

56. naphazoline decongestant 

57. oxymetazoline decongestant 

58. ovulation fertility testing kit  

59. paraffin liquid emollient 

60. peppermint oil aromatic 

61. phenothrin parasiticidal 

62. phytomenadione vitamin K 

63. pine tar antipsoriatic 

64. piperonyl butoxide paraciticide 

65. pholcodine in medicines for oral use 
containing not more than 15milligrams of 
pholcodine per solid dosage unit or per 
dose of liquid with a maximum daily dose 
not exceeding 100 milligrams of 
pholcodine, when combined with 1 or 
more active ingredients in such a way that 
the substance cannot be recovered by 
readily applicable means, or in a yield that 
would constitute a risk to health. 

antitussive 

66. pneumococcal vaccine prophylaxis of cold complications 

67. poloxamer laxative 

68. polyvinyl alcohol ocular lubricant 

69. potassium mineral supplement 

70. potassium iodate mineral supplement 

71. povidone iodine antibacterial 

72. pregnancy tests - HCG urine diagnostic device 

73. propylene glycol humectant/solvent 

74. psyllium laxative 

75. pyrantel paraciticide 

76. ricinoleic acid gynaecological antiinfective 

77. salicylic acid keratolytic 

78. sennosides laxative 
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Non Prescription Medicine Classification 

79. simethicone barrier 

80. sodium acid phosphate phosphate supplement 

81. sodium alginate alginate 

82. sodium bicarbonate alkaliniser 

83. sodium calcium edetate lead poisoning antidote 

84. sodium chloride electrolytes 

85. sodium citrate electrolyte replacement 

86. sodium citro-tartrate urinary alkaliniser 

87. sodium lauryl sulphoacetate foaming agent 

88. sodium saccharin sweetner 

89. staphylococcus aureus vaccine prophylaxis of cold complications 

90. sterculia laxative 

91. streptococcus beta-haemolyticus vaccine prophylaxis of cold complications 

92. sucrose sweetner 

93. sulfacetamide antibacterial 

94. sulphur antipsoriatic 

95. sunscreens proprietory sunscreen 

96. syrup (pharmaceutical grade) sweetner/thickener 

97. tar antipsoriatic 

98. thiamine hydrochloride vitamin supplement 

99. thymol glycerin oral hygiene 

100. triclosan disinfectant 

101. triethanolamine lauryl sulphate antipsoriatic 

102. tyloxapol ocular lubricant 

103. urea emollient 

104. vitamin B complex vitamin supplement 

105. vitamins cap vitamin supplement 

106. vitamins tab vitamin supplement 

107. white soft paraffin emollient 

108. wool fat emollient 

109. xylometazoline decongestant 

110. zinc for external use except zinc chloride 
in medicinescontaining more than 5%. 

barrier 

 

Community Nurse Non Medicine list 

The non-medicines list is mostly comprised of the ingredients that occur in medicines 

elsewhere on the lists that do not appear to have been registered as medicines. They have 

been included to ensure that their exclusion did not prohibit nurse prescribers from being 

able to access the medicines in which they are contained. 
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Non Medicines Classification 

1. 1,2-propanediol diacetate  

2. aminoacetic acid  

3. benzethonium antibacterial 

4. cetalkonium antiseptic 

5. compound electrolytes electrolytes 

6. dimethyl ether   

7. mucopolysaccharide polysulfate antiinflammatory 
and antithrombotic 

8. oil in water emulsion emollient 

9. perskindol topical analgesic 

10. propane  

11. sodium carboxymethylcellulose viscosity stabiliser 

12. water diluent 

 

Consultation question 

Do you agree with the proposed list of prescription medicines that nurses with community 

prescribing rights will be able to prescribe as designated prescribers?  

Do you agree that community nurse prescribers should be able to access this list of non 

prescription medicines? 
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4 Proposal Two: Specialist nurse prescribing 
 

The Council’s second proposal is that registered nurses with advanced skills and knowledge 

(specialist nurses) be authorised to prescribe medicines for patients who have long term 

conditions e.g. diabetes, chronic respiratory disease.  The Council believes that specialist 

nurse prescribing would make the most impact on health needs if nurses are qualified to 

prescribe for a number of common conditions.   

 

Specialist nurse prescribing could include nurses working in specialty services e.g. diabetes 

services or nurses working in general practice.  The term “specialist nurse” is used to 

describe the level of skill and experience the nurse has and not to mean that the nurse must 

necessarily work within a specialty or have a narrow area of practice.  It is anticipated that 

nurses working in general practice or as a rural nurse specialist would apply for this level of 

prescribing rights.   

 

These nurses would work as part of a collaborative multidisciplinary team and manage and 

monitoring patients with these conditions in clinics or by providing home based care. Their 

patients would require regular follow-up but not necessarily to see a doctor at every visit.  

Nurses with specialist nurse prescribing will be able to diagnose and treat common 

conditions (e.g. asthma, diabetes, hypertension) within a collaborative interdisciplinary team.  

They will seek assistance from a doctor within the team when making difficult or complex 

clinical decisions (see previous discussion on clinical decision making page 13). 

 

The ability of specialist nurses to prescribe will ensure greater continuity of care and 

convenience for patients who would no longer have to see a doctor for routine monitoring 

and prescriptions.  The Council is proposing that specialist nurses prescribing would include 

all the medicines on the community nurse prescribing list and selected appropriate 

medicines for other conditions.   

 

 

Patient conditions 

 

The types of conditions specialist nurses might prescribe for have been developed from 

consulting with nurses and doctors and information on nurse prescribing in the UK.  Although 

nurse prescribers have had access to the British National Formulary since 2006, the 

common treatment areas reported by nurse prescribers were infections, asthma, diabetes, 

COPD, family planning and wound care (Latter et al., 2010).    

 

The most frequent reasons patients gave to consult with a prescribing nurse were diabetes, 

chest infection, sinusitis/cold/cough, asthma/breathing problems, ears/feet infections and 

psoriasis/skin infections.  In another study by Hacking and Taylor (2010) the list of commonly 

prescribed medicines for non medical prescribers was similar except that analgesia and pain 

management was most frequently prescribed. 

 

The proposed lists for specialist nurse prescribing includes the medicines already available 

to nurses prescribing in diabetes health, and includes medicines for patients with some 

cardiovascular, respiratory, musculoskeletal conditions, pain, depression, anxiety, insomnia 
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and some chronic mental health conditions.  The indicative lists of prescription medicines 

and non prescription medicines can be found at the end of this section. 

 

Medicines for some common mental health conditions have been included as 50 to 70% of 

mental health disorders are managed by general practice.  Demand is expected to double by 

2020. 

 

The Council does not believe it is necessary to further specify the particular conditions or 

medicines that a specialist nurse can prescribe.  Evidence from the UK indicates that 

specialist nurses understand their level of competence and accountability and that they 

confine their prescribing to medicines and patients that they know. 

 

Specialist nurses, as part of the multidisciplinary team, will be able to access patients’ 

clinical records including medical history, examinations, test results and allergies to 

medicines.  They will be able to order and review tests as part of the team.  They will 

document their prescribing decisions in the record and pass on this information to the 

general practitioner. 

 

Specialist nurse roles 

 

Specialist nurse roles have developed within nursing in response to the increasing 

complexity of specialty practice and the growth of significant numbers of patients with 

chronic disease who require ongoing or periodic nursing support for their changing condition.  

The types of activities undertaken by specialist nurses are:  

 

 patient education and counselling (often involving the family/carer); 

 regular contact with patients to monitor or detect deterioration of condition;  

 continued adjustment and optimisation of therapy;  

 teaching patients to monitor their own symptoms and to detect early signs of 

deterioration;  

 teaching patients to adjust their treatment according to symptoms (or making this 

adjustment for them);  

 application of non-pharmacological strategies where appropriate for example diet and 

exercise programmes; and 

 acting as an intermediary between the patient and other health care professionals in 

both general practice and hospital settings. 

 

Increasingly specialist nurses are taking a more active role in disease and medication 

management often titrating medicines under standing orders.  In the community practice 

nurses may provide a nurse led clinic for some patients with chronic diseases.  In rural and 

remote area nurses may provide “acute” clinics for all patients.   

 

Depending on the type of service or team they work with, specialist nurse prescribers could 

see diagnosed patients with mild complications, and/or deteriorating clinical indicators or 

patients who need support to manage their condition.  In other services a specialist nurse 

could work closely with doctors to case manage patients with complex or more severe 

conditions within general practice or specialist teams.  In some rural, remote, general 
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practice or emergency situations nurses may work within a team but have responsibility at 

times for diagnosing and treating acute patients within their level of competence. 

 

Nurses are increasingly being asked to expand their scope of practice.  Specialist nurses 

who undertake prescribing will be employed in roles which allow them to undertake 

appropriate patient assessment and management.  Granting specialist nurses prescribing 

rights would enable them to make prescribing decisions in addition to their existing activities.  

Specialist nurse prescribers will need to have assessment skills in diagnosing common 

conditions. 

 

Working in a collaborative relationship 

 

The Council is proposing that nurses with specialist nurse prescribing authority work in a 

collaborative relationship with the multidisciplinary team.  In a collaborative relationship 

members of the health care team focus on the needs of the patient and work collectively to 

ensure these needs are met.   

 

Collaborative practice includes effective communication, shared planning and decision 

making.  Collaborative relationships require a high level of trust and must be based on 

respecting, valuing and clarifying the complementary roles, skills and knowledge that each 

brings to the team. 

 

Specialist nurse prescribers will need to be able to recognise when a patient has a health 

concern or complexity which is beyond their level of competence and when to refer that 

patient to a doctor within the collaborative multidisciplinary team. 

 

Research on nurse prescribing in the UK (Bowskill, 2009, Pg. 1-2) suggests that registered 

nurses need a relationship of trust with a medical mentor to assist them to gain confidence in 

their prescribing ability.  When this was absent the nurse although qualified did not 

prescribe.  The doctor must also have trust in the nurse’s ability. 

 

Diabetes nurse prescribing is a form of collaborative prescribing. Under the regulation 

diabetes nurse prescribers must be supervised by a doctor.  During the pilot most 

prescribing decisions (94.1%) were made independently by the registered nurse (Wilkinson 

et al., 2011, pg. 27).  The remaining decisions were made in collaboration with a doctor.   

During the six month project formal supervision occurred weekly, then two weekly and 

towards the end of the project meetings were occurring monthly as the nurses’ confidence 

grew.  There was also a weekly clinical review meeting where prescribing decisions were 

discussed.  It appears that both the doctors and nurses were able work out informal 

opportunities for advice, guidance and support as required. 

 

The Council believes that supervision is required during the period in which confidence in the 

nurse’s prescribing is gained by the nurse and the medical mentor.  Specialist nurses will 

continue to work within a collaborative team and within their level of competence.  Regular 

case review, audit and education are expected to be available for nurse prescribers.  The 

Council has several options for requiring collaboration within a multidisciplinary team.  These 

include placing this requirement in the scope description, through a condition in the nurse’s 

scope of practice or through including this requirement in the competencies for specialist 
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nurse prescribing (see Appendix 6).  The Council has also determined some entry 

requirements to prescribing courses that require the support of a medical mentor and the 

employer. 

 

 

The following examples illustrate the benefits that specialist nurse prescribing could 

make to the timeliness, convenience and cost of patient care and how it could prevent 

acute demand. 

 

Example 1 

 

A concurrent illness can cause elevation in blood glucose levels of a patient with diabetes. A 

specialist nurse prescriber can assess the patient and the severity of the illness and either 

treat or refer the patient for medical assessment of the concurrent illness if the symptoms 

are not improving.  The nurse can maintain regular contact with the patient for ongoing 

assessment and management of glycaemic control.  Communication and consultation with 

both the GP and the diabetes service can be maintained.  Healthcare is accessible, timely 

and cost effective.  Acute demand is reduced. 

 

Example 2 

 

A specialist nurse works with a high risk Maori community in their homes.  The nurse is 

employed and works as part of a collaborative general practice team.  An elderly bedridden 

woman being cared for by her whanau has exacerbation of asthma with a probable chest 

infection and urinary infection.  The nurse visits the whanau and discusses/educates them 

on the use of medicines and provides a nebulizer. She obtains a sputum and urine specimen 

and makes a referral to the community physiotherapist.  The nurse has access to the patient 

record electronically and can review previous lab results and current medication.  She is also 

able to consult best practice evidence on prescribing antibiotics if required. She is able to 

prescribe antibiotics while still with the whanau and can consult with an authorised prescriber 

by telephone if necessary.  Patient need is addressed by accessible, timely, convenient, 

culturally appropriate and cost effective health care.  Acute demand is reduced. 

 

Example 3 

 

A practice nurse with specialist prescribing rights is able to review a 45 year old office worker 

on treatment for hypertension for 5 years.  The patient was reviewed by the general 

practitioner 3 months ago.  The nurse is able to review his notes, check his weight and blood 

pressure and discuss diet and exercise and any other issues the patient may have before 

prescribing ongoing medication for this gentleman.  Health care is cost effective and 

provided by the most appropriately skilled health professional. 

 

Consultation questions 

Do you agree with the proposal that suitably qualified and experienced registered nurses be 

able to prescribe from the specialist and community nurse prescribing lists of medicines?  
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Do you agree that specialist nurse prescribing will enable patients to receive more 

accessible, timely and convenient care? 

Do you consider the title “specialist nurse prescribing” adequately describes and informs the 

public and other health professionals of the breadth of this prescribing authority? 

Do you agree that nurses with specialist nurse prescribing authority should be required to 

work in a collaborative multidisciplinary team? 

Do you think that nurses with specialist nurse prescribing authority should also be required 

to practice under supervision for six months when they begin to prescribe? 

 

Scope of practice 
 

The Council is consulting on two options for specialist nurse prescribing.  The first is to 

introduce a new scope of practice – specialist nurse prescriber.  The second option is for 

specialist nurse prescribing to be included as an authorisation20 in a registered nurse’s 

scope of practice.   

 

The reason the Council is considering whether a new scope of practice is required is the 

proposal requires specialist nurse prescribers to complete a substantial qualification (a post 

graduate diploma) in addition to the prescribed qualifications for the registered nurse scope 

of practice i.e. a Bachelor of nursing.  It also considers that the health services provided by 

these nurses may be sufficiently different so there would be benefits in registering them in a 

separate scope of practice.  This would enable the health services they perform to be clearly 

outlined in a scope description and they would be identified to patients and other health 

workers as having the qualifications to diagnose and treat common conditions and to be a 

specialist nurse prescriber.  Both options are outlined below. 

 

 

Option 1: Specialist nurse prescriber scope of practice 

 

Proposed scope of practice for specialist nurse prescribers 

 

Specialist nurse prescribers work as part of a collaborative multidisciplinary team in 

hospital, community, general practice and ambulatory settings.  They are registered 

nurses who have additional experience, education and training that enables them to 

assess, diagnose, manage and monitor patients and prescribe safely and effectively 

within their prescribing authority and area of practice.  They educate patients to 

promote health and self-care, provide psychological support, monitor the patient's 

condition and perform other nursing interventions.   

 

The specialist nurse prescriber works closely with doctors and the multi-disciplinary 

team to ensure the best quality of care for each patient. They work closely with 

                                                           
20

  Under section 22 of the Health Practitioners Competence Assurance Act 2003, the Council may 

change a scope of practice and state the health services a nurse is able to perform.  
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colleagues to improve the treatment of patients with chronic conditions, to reduce 

hospital admission and provide a seamless service. 

 

Option 2: Registered nurse scope of practice with an authorisation to prescribe 

 

The second option is for specialist nurse prescribing to be included in the same scope of 

practice as other registered nurses but have a condition/authorisation placed in their scope 

of practice permitting them to prescribe as a specialist nurse prescriber.  The same wording 

proposed in the previous section would be added to the registered nurse scope of practice.  

See the wording below in bold. 

 

Registered nurse scope of practice 

Registered nurses utilise nursing knowledge and complex nursing judgment to 

assess health needs and provide care, and to advise and support people to manage 

their health. They practise independently and in collaboration with other health 

professionals, perform general nursing functions and delegate to and direct enrolled 

nurses, healthcare assistants and others. They provide comprehensive assessments 

to develop, implement, and evaluate an integrated plan of health care, and provide 

interventions that require substantial scientific and professional knowledge, skills and 

clinical decision making. This occurs in a range of settings in partnership with 

individuals, families, whanau and communities. Registered nurses may practise in a 

variety of clinical contexts depending on their educational preparation and practice 

experience. Registered nurses may also use this expertise to manage, teach, 

evaluate and research nursing practice. Registered nurses are accountable for 

ensuring all health services they provide are consistent with their education and 

assessed competence, meet legislative requirements and are supported by 

appropriate standards. There will be conditions placed in the scope of practice of 

some registered nurses according to their qualifications or experience limiting them 

to a specific area of practice. Some nurses with additional experience education 

and training may be authorised by the Council to prescribe some medicines 

within their competence and area of practice. 

The table below shows an analysis of these two options.  A separate scope of practice would 

have some advantages for the legal framework and provide greater clarity for the public and 

other health workers.  The disadvantage may be an expectation of additional remuneration 

attached to a new scope of practice.  The Council is not directly concerned with 

remuneration but it does need to carefully consider the financial impact of its decisions. 

 

An authorisation placed in the scope of practice has the advantage of being more 

acceptable to nursing organisations and may not create expectations of increased 

remuneration. 
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Analysis of specialist nurse prescriber scope of practice options 

Specialist nurse prescriber scope of 

practice 

Authorisation/condition in registered 

nurse scope of practice 

Collaboration 

Included in scope description 

Collaboration 

Can be included in a condition on the 

scope of practice and/or in standards and 

competencies for nurse prescribing 

Legal requirements 

Nursing Council is legislated to set and 

accredit courses that lead to a scope of 

practice under section 12 of the Act 

Legal requirements 

Legal ability to set and accredit course 

through  

1) adding prescribing qualification as 

an optional qualification to the 

prescribed qualifications for 

registered nurse and/or 

2) using authority under the 

regulations of the Medicines Act 

Public safety/understanding 

Qualification specified to ensure public 

safety 

Public and other health workers will know 

this nurse is legally able to prescribe 

through title and scope of practice 

Public safety/understanding 

Qualification specified to ensure public 

safety 

Public and other health workers will know 

this nurse is legally able to prescribe 

through a condition on the public register 

Acceptability 

Nursing organisations opposed to another 

scope of practice 

Acceptability 

Acceptable to nursing organisations 

Cost 

Costs of qualification and registration 

similar 

Concern that a new scope of practice 

would increase remuneration expectations 

Cost 

Costs of qualification and authorisation 

similar 

Flexible workforce 

Same qualification required to prescribe 

Flexible workforce 

Same qualification required to prescribe 

National consistency 

Same qualification required to prescribe 

National consistency 

Same qualification required to prescribe 
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Consultation questions 

 

Do you agree that nurses who apply for specialist nurse prescribing authority should be:   

a) registered in a new scope of practice; or  

b) have a condition/authorisation included in the registered nurse scope of practice? 

If nurses with specialist nurse prescribing authority  are registered in a specialist nurse 

prescriber scope of practice, do you agree with the scope statement on page 34? 

If nurses with prescribing authority have a condition/authorisation, do you agree with the 

proposed additional wording in the registered nurse scope of practice on page 35?  

Qualification 
 

In setting qualifications the Council must balance public safety with requirements for 

prescribing that are not too onerous, costly or restrictive (section 13, Health Practitioners 

Competence Assurance Act 2003). 

 

The evaluation report on the Diabetes nurse prescribing pilot (Wilkinson et al., 2011) 

discusses the requirements for supervision and indicates that there was a high need for 

supervision during the 6-12 week prescribing practicum.  The medical supervisors already 

had heavy workloads and some suggested that it would have been easier if the nurses were 

better prepared (i.e. had been better and recently educated in pharmacology).  The nurses in 

the pilot project thought that a combination of experience and post graduate education was 

needed to safely prescribe.  More confidence was expressed about the diabetes nurses’ 

readiness to prescribe at sites where the nurses had higher qualifications.  The project report 

recommended a post graduate diploma with a six to 12 week practicum with an authorised 

prescriber to prepare nurses for first time prescribing. 

 

An evaluation of nurse and pharmacist prescribing in the UK (Latter et al, 2010, p187) 

suggests that lack of assessment and diagnostic skills before a prescribing course is 

undertaken means that some prescribers are not being adequately prepared and have 

limited ability to prescribe for patients with co-morbidities21. 

 

The Council after considering the diabetes nurse prescribing project and the UK findings is 

consulting on a more robust qualification for specialist nurse prescribers and has determined 

that their prescribing will take place within a collaborative multidisciplinary team. 

 

The Council is proposing that specialist nurse prescribers complete a post graduate diploma 

in specialist nurse prescribing.  This programme would include the pathophysiology of 

common conditions, assessment and clinical decision making (diagnosis) and a course in 

pharmacology.  In addition, a prescribing praxis paper would include 150 hours of 

supervised practice with a designated medical prescriber. 

                                                           
21

 In the UK nurses are required to complete a 26 week prescribing course.  Assessment and 

diagnostic skills are signed off by their employer before they commence the course. 
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The Council has considered the existing programmes for nurse practitioners and pharmacist 

prescribers when developing the standards for this programme (see page 54). 

 

The Council is proposing that nurses applying for specialist nurse prescribing rights must 

have satisfactorily completed this qualification including an assessment of their competence 

to prescribe completed by the medical mentor.  

 

The proposed standards for specialist nurse prescriber programmes can be found in 

Appendix 5 on page 54.  The proposed competencies for specialist nurse prescribers have 

been adapted from the National Prescribing Service in Australia and can be found in 

Appendix 6 on page 64. 

 

Entry criteria 

 

The Council is proposing that the registered nurse must meet the following criteria before 

gaining entry to a prescribing programme:   

 

 The registered nurse must hold a current annual practising certificate and must have 

completed three years equivalent full time practice.  At least one year must be in the 

area of practice she/he will be prescribing. 

 The registered nurse must have support from her employer to undertake the 

Postgraduate diploma in specialist nurse prescribing and must confirm that they will be 

able to prescribe in their work role at the completion of the course. 

 The registered nurse must have the support of an identified medical mentor who will 

support her/him to prescribe. 

 The registered nurse must be employed by an organisation that supports nurse 

prescribing through policy, audit, peer review and accessibility of continuing education. 

 

Consultation questions 

Do you agree that the proposed education and training for specialist nurse prescribing is 

consistent with their scope of practice and their prescribing authority and will enable them to 

demonstrate competent and safe prescribing practice?  

Do you agree with the standards for accreditation of courses for specialist nurse prescribing? 

(see page 54) 

Do you agree with the proposed competencies for specialist nurse prescribers? (see page 

64) 

Do you agree with the entry criteria for specialist nurse prescribing programme? (above) 

Recognition of prescribing qualifications 

 

Some registered nurses have completed prescribing papers as part of an existing Clinical 

Master’s programme.  In the future, if a registered nurse wished to apply for prescribing 

rights the Council would look at these qualifications individually to determine if they were 
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similar to the qualifications set for specialist nurse prescribing or if further education or a 

prescribing practicum was necessary.  

 

Continuing competence and monitoring 
 

The Council proposes that nurses who have specialist nurse prescribing rights be required to 

undertake regular case review of prescribing practice with a suitable mentor and complete 

professional development hours each year on prescribing within the 60 hours of professional 

development completed by all nurses every three years.  Specialist nurse prescribers must 

also be able to demonstrate that they have completed 60 days of prescribing practice within 

the past three years.   The Council is proposing that it monitors that these requirements are 

met every 3 years at the time of practising certificate renewal. 

 

Consultation question 

Do you agree with the continuing competence requirements for specialist nurse prescribers? 

 

Indicative lists of medicines 
 

The prescription medicines list for specialist nurses was developed by consulting the New 

Zealand Formulary and Pharmaceutical Schedule for medicines to treat the identified 

therapeutic areas.  The list contains commonly used medicines for common condition and is 

not an all inclusive lists.   

 

Access to subsidised medicines was a key consideration in developing this proposal to 

achieve the stated purpose of enabling patients to receive more accessible, timely and 

convenient healthcare.  Therefore medicines and devices that are not subsidised or require 

special authority have mainly been excluded from the list.   

 

These decisions were made to create a list that is appropriate for the present but with the 

understanding that the list will be able to be modified in the future if new therapeutic areas or 

medicines are added or funding decisions change. 

 

Please note that the medicines for community nurse prescribing on page 22 will also form 

part of the specialist nurse list but they have not been added here to aid differentiation 

between the two prescribing lists and the relative breadth of the prescribing authority. 

 

The Council is considering whether it is necessary to identify some medicines that specialist 

nurses may not initiate but could safely repeat prescribe.  For example anti psychotic 

medicines. 

 

Please note that the column on the right contains a general classification to assist those who 

may be interested in this consultation but may not be familiar with the names of medicines 

e.g. members of the public.  This column will not appear in the schedule/regulation. 
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Specialist nurse prescribing – Prescription Medicine List  

Prescription medicine Classification 

1. acarbose diabetes agent 

2. acipimox nicotinic acid group 

3. adenosine anti arrythmic 

4. allopurinol hyperuricaemic 

5. aminophylline bronchodilator 

6. amiodarone anti arrythmic 

7. amitriptyline tricyclic antidepressant 

8. amlodipine calcium channel blocker 

9. atenolol betablocker 

10. atorvastatin statin 

11. azathioprine immunosuppressant 

12. baclofen muscle relaxant 

13. bendrofluazide thiazide diuretic 

14. benzatropine anticholinergic 

15. bezafibrate fibrate 

16. bisoprolol betablocker 

17. brompheniramine antihistamine 

18. bumetanide loop diuretic 

19. buspirone anxiolytic 

20. candesartan angiotensin II receptor antagonist 

21. captopril ACE inhibitor 

22. carvedilol betablocker 

23. cefuroxime antibacterial 

24. celiprolol betablocker 

25. cephalexin antibacterial 

26. chlorpromazine antipsychotic 

27. clorthalidone thiazide related diuretic 

28. cilazapril ACE inhibitor 

29. citalopram antidepressant 

30. clarithromycin antibacterial 

31. clomipramine tricyclic antidepressant 

32. clonidine centrally acting hypertensive 

33. clopidogrel antiplatelet agent 

34. colchicine hyperuricaemic 

35. colestipol bile acid sequestrant 

36. colestyramine bile acid sequestrant 

37. dabigatran anticoagulant 

38. dantrolene muscle relaxant 

39. digoxin positive inotrope 

40. diltiazem calcium channel blocker 

41. dipyridamole antiplatelet agent 

42. disopyramide anti arrythmic 
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Prescription medicine Classification 

43. dothiepin tricyclic antidepressant 

44. doxazosin alpha blocker 

45. doxepin tricyclic antidepressant 

46. enalapril ACE inhibitor 

47. ezetimibe cholesterol lowering agent 

48. felodipine calcium channel blocker 

49. flecainide anti arrythmic 

50. flumazenil benzodiazepine reversal 

51. fluoxetine antidepressant 

52. flupenthixol antipsychotic 

53. fluphenazine antipsychotic 

54. formoterol adrenorecptor agonist 

55. furosemide loop diuretic 

56. gabapentin neuropathic pain 

57. gemfibrozil fibrate 

58. glibenclamide hypoglycaemic agent 

59. gliclazide hypoglycaemic agent 

60. glipizide hypoglycaemic agent 

61. glyceryl trinitrate nitrate 

62. haloperidol antipsychotic 

63. heparins heparin 

64. hydralazine vasodilator anti hypertensive 

65. hydrochlorothiazide thiazide diuretic 

66. hydroxychloroquine arthritis agent 

67. imipramine tricyclic antidepressant 

68. indapamide thiazide related diuretic 

69. insulins hypoglycaemic agent 

70. isosorbide mononitrate nitrate 

71. isradipine calcium channel blocker 

72. ketoprofen NSAID 

73. labetalol betablocker 

74. leflunomide immunosuppressant 

75. lisinopril ACE inhibitor 

76. loratadine antihistamine 

77. losartan angiotensin II receptor antagonist 

78. maprotiline antidepressant 

79. melatonin insomnia treatment 

80. meloxicam NSAID 

81. metformin diabetes agent 

82. methyl salicylate rubefacient 

83. methyldopa centrally acting hypertensive 

84. metoprolol betablocker 

85. mianserin antidepressant 
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Prescription medicine Classification 

86. midodrine antihypertensive 

87. mirtazapine antidepressant 

88. moclobemide antidepressant 

89. montelukast leukotriene receptor antagonist 

90. nadolol betablocker 

91. naloxone opioid antagonist 

92. nedocromil asthma prophylaxis 

93. nefopam analgesic 

94. nicotinic acid nicotinic acid group 

95. nifedipine calcium channel blocker 

96. nortriptyline tricyclic antidepressant 

97. oestradiol oestrogens 

98. oestriol oestrogens 

99. olanzapine antipsychotic 

100. ondansetron antiemetic 

101. orphenadrine muscle relaxant 

102. oxybutynin anticholinergic 

103. oxytocin labour induction 

104. papaverine erectile dysfunction 

105. paroxetine antidepressant 

106. penicillamine rheumatoid agent 

107. perindopril ACE inhibitor 

108. phenytoin anticonvulsant 

109. pioglitazone diabetes agent 

110. pipothiazine antipsychotic 

111. pizotifen migraine prophylaxis 

112. pravastatin statin 

113. prednisolone corticosteroid 

114. prednisone corticosteroid 

115. probenecid hyperuricaemic 

116. procaine penicillin antibacterial 

117. procyclidine antiemetic 

118. propafenone anti arrythmic 

119. protamine heparin antidote 

120. quinapril ACE inhibitor 

121. rifampicin antibacterial 

122. rivaroxaban anticoagulant 

123. salbutamol adrenorecptor agonist 

124. salmeterol adrenorecptor agonist 

125. sertraline antidepressant 

126. simvastatin statin 

127. sodium cromoglycate cromoglicate 

128. sodium nitroprusside vasodilator anti hypertensive 
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Prescription medicine Classification 

129. solifenacin anticholinergic 

130. sotalol betablocker 

131. spironolactone potassium sparing diuretic 

132. sulfasalazine aminosalicylate 

133. sulindac NSAID 

134. tenoxicam NSAID 

135. terazosin alpha blocker 

136. terbutaline adrenorecptor agonist 

137. theophylline bronchodilator 

138. tiaprofenic acid NSAID 

139. tramadol analgesic 

140. trandolapril ACE inhibitor 

141. tranexamic acid anti-haemorrhagic 

142. trimeprazine antihistamine 

143. valproic acid neuropathic pain 

144. verapamil calcium channel blocker 

145. warfarin anticoagulant 

146. zuclopenthixol antipsychotic 

 

Specialist Nurse Non Prescription Medicine list 

This list of medicines would not be included in the schedule/regulation for specialist nurse 

prescribers as they are not defined as prescription medicines under the Medicines Act 1981.  

However, they could be “prescribed” by specialist nurse prescribers if subsidised.  An 

application would be made to the PHARMAC Board to extend the present community 

pharmaceutical subsidies to the patients of specialist nurse prescribers.   

Non Prescription Medicine Classification 

1. blood glucose diagnostic 
test strip 

diabetes diagnostic device 

2. blood glucose diagnostic 
test meter 

diabetes device 

3. eucalyptus aromatic inhalation 

4. gees linctus cough treatment 

5. glucagon treatment of hypoglycaemia 

6. insulin lancets diabetes device 

7. insulin pen diabetes device 

8. insulin pen needles diabetes device 

9. insulin syringes, disposable 
with attached needle 

diabetes device 

10. insulin pump diabetes device 

11. insulin pump infusion set diabetes device 

12. insulin pump reservoir diabetes device 

13. ketone blood beta-ketone 
electrodes 

diabetes diagnostic device 
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14. mask for spacer device asthma device 

15. peak flow meter asthma device 

16. sodium nitroprusside asthma device 

17. spacer device asthma device 

 

Specialist Nurse – Non Medicines list 

Non Medicine 

1. oxygen 

 

Specialist Nurse – Controlled drug list 

Designated nurse prescribers (at present nurse practitioners) are already able to prescribe 

from a list of 42 controlled drugs outlined in the Misuse of Drugs Regulation 1977 (see 

Appendix 7).  When nurse practitioners become authorised prescribers they will not be 

confined to prescribing from this list22.   

 

The Council believes that some of the controlled drugs on the present list are no longer used 

or fall outside the therapeutic areas it has identified for specialist nurse prescribers.  It is 

proposing the following list of 15 controlled drugs for specialist nurse prescribing.   

 

Designated nurse prescribers are restricted to prescribing controlled drugs only for patients 

under their care, only in an emergency and only a 3 day supply (Misuse of Drugs Regulation 

1977 Section 21 (4B)).  The Ministry of Health are reconsidering these restrictions.  The 

Council has already submitted that a longer supply is appropriate and has included a 

question to inform decision making on this issue when the regulation is changed.   

 

Controlled drug Classification 

1. alprazolam benzodiazepine 

2. codeine opioid analgesic 

3. diazepam benzodiazepine 

4. dihydrocodeine opioid analgesic 

5. fentanyl opioid analgesic 

6. lorazepam benzodiazepine 

7. lormetazepam benzodiazepine 

8. methadone opioid analgesic 

9. morphine opioid analgesic 

10. nitrazepam benzodiazepine 

11. oxazepam benzodiazepine 

12. oxycodone opioid analgesic 

13. temazepam benzodiazepine 

14. triazolam benzodiazepine 

15. zopiclone z-drug (insomnia) 

                                                           
22

 If nurse practitioners do not become authorised prescribers before registered nurses gain 
prescribing authority the Council may consider retaining the existing list. 
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Consultation questions 

 

Do the indicative community nurse prescribing and specialist nurse prescribing lists of 

prescription medicines reflect the range of medicines that nurses with specialist nurse 

prescribing rights will need to access? 

Do the lists include any medicines that specialist nurse prescribers should not be able to 

access? 

Do you think there are medicines that specialist nurses should not initiate but could safely 

repeat prescribe? 

Do you agree that specialist nurse prescribers should be able to access the lists of non 

prescription medicines on page 43? 

Do you agree with the proposed list of controlled drugs that nurses with specialist nurse 

prescribing rights will be able to prescribe as designated prescribers? 

Do you think that specialist nurse prescribers should be able to prescribe controlled drugs 

(from the appropriate list) for a longer period than three days? 
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Appendix 1: Nurse practitioner scope and qualification 

 

Nurse practitioner scope 

Nurse Practitioners are expert nurses who work within a specific area of practice 

incorporating advanced knowledge and skills. They practise both independently and in 

collaboration with other health care professionals to promote health, prevent disease and to 

diagnose, assess and manage people’s health needs. They provide a wide range of 

assessment and treatment interventions, including differential diagnoses, ordering, 

conducting and interpreting diagnostic and laboratory tests, and administering therapies for 

the management of potential or actual health needs. They work in partnership with 

individuals, families, whanau and communities across a range of settings. Nurse 

Practitioners may choose to prescribe medicines within their specific area of practice. Nurse 

Practitioners also demonstrate leadership as consultants, educators, managers and 

researchers, and actively participate in professional activities, and in local and national policy 

development. 

 

Qualifications 

a)  Registration with the Nursing Council of New Zealand in the Registered Nurse Scope 
of Practice; and 

b)  A minimum of four years of experience in a specific area of practice; and 

c)  Successful completion of a clinically focused Masters Degree programme approved by 
the Nursing Council of New Zealand, or equivalent qualification; and 

d)  A pass in a Nursing Council assessment of Nurse Practitioner competencies and 
criteria. Nurse Practitioners seeking registration with prescribing rights are required to 
have an additional qualification; and 

e)  Successful completion of an approved prescribing component of the clinically-focused 
master's programme relevant to their specific area of practice. 

 

Continuing competence requirements  

Nurse practitioners authorised to prescribe within their defined area of practice, must 

undertake:  

(a) a minimum of 40 hours per year of professional development aggregated over five-

year period; and  

(b) a minimum of 40 days per year ongoing nursing practice aggregated over a five-

year period within their defined area of practice.  

Nurse practitioners, authorised to prescribe, must provide evidence every three years, that 

they have maintained their competence with their application for a practising certificate.  

As part of this assessment, all nurses authorised to prescribe must provide the Nursing 

Council with evidence that they have completed ongoing training required above and a 

competence assessment, which includes evidence of ongoing peer review of their 

prescribing practice by a registered prescriber. 

Please note that the Council will be making changes to the scope of practice and 

qualifications for nurse practitioners when they become authorised prescribers. Please see 

the Nursing Council website for more information on these changes 

www.nursingcouncil.org.nz   
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Appendix 2: International context of nurse prescribing 

 

United Kingdom 

The United Kingdom has an explicit government policy that supports widespread non-

medical prescribing for nurses, pharmacists and allied health practitioners.  Prescribing for 

registered nurses was introduced in three forms.  Community nurses (district nurses and 

health visitors) began with a formulary in the 1990s including anti-fungals, laxatives, local 

anaesthetics, paracetamol, ibuprofen and contraceptive jelly. 

 

Independent nurse prescribing began with the broader Nurse prescribers extended formulary 

in 2002. This included vaccines, skin, ear and eye treatments, some oral antibiotics, 

ranitidine, some analgesics, paracetamol, and some oral contraceptives.  In 2003, 

supplementary prescribing was introduced.  This is a voluntary agreement between the 

independent prescriber (the doctor or dentist) and a supplementary prescriber to implement 

an agreed patient specific Clinical Management Plan, with the patients agreement.  

Supplementary prescribing allowed the nurse to prescribe any medicines under this 

arrangement.   

 

The nurse prescribers extended formulary was expanded over the next two years to include 

a list of 240 prescription medicines and all over the counter medicines.  The government 

wanted to enable nurses to prescribe for chronic conditions.  In 2006, after an evaluation that 

indicated a) the limits of the formulary were restricting benefits to patients and efficiency, b) 

the updating of the formulary was a long and resource intensive process, and c) that 

supplementary prescribing could not be used in all settings, a regulation was introduced to 

allow suitably qualified trained nurses to qualify as independent prescribers and to prescribe 

any medicine from the British National Formulary and some controlled drugs.   

 

Nurse prescribing has not been introduced for all nurses.  It has been positioned within 

expanded nursing roles.  Criteria have been put in place regarding length of experience, 

educational ability, local support including a supportive medical mentor before 

commencement of a prescribing programme of 26 days theory and 12 days working with a 

mentor followed by a competence assessment.  In addition nurses must be employed in a 

role that has a prescriptive potential that will benefit patients.  Decisions are made at a local 

level about which nurses are put forward for prescribing courses.   

 

Ireland 

Ireland has similar requirements for clinical experience, educational ability, mentor and 

employer support before commencement of a prescribing course for registered nurses of the 

same length as the UK.  In addition, Ireland requires the nurse prescriber to have a 

Collaborative Practice Agreement with a medical practitioner which stipulates the medicines 

the nurse may prescribe and in what setting.   

 

United States and Canada 

Prescribing in the United States is largely restricted to nurse practitioners, nurse 

anaesthetists, nurse midwives and clinical nurse specialists although the level of prescriptive 

authority depends on each state’s legislation.  In Canada prescribing is restricted to nurse 

practitioners with varying formularies depending on province.  
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Appendix 3: Standards for community nurse prescriber courses 
 

Aim 

To prepare registered nurses to prescribe from the list of community nurse medicines safely 

and appropriately. 

 

Introduction 

This course teaches the principles of prescribing practice for registered nurses who intend to 

become community nurse prescribers.  This course will provide the registered nurse with an 

understanding of the legal, ethical and practical considerations that underpin community 

nurse prescribing as well as basic principles of therapeutics and pharmokinetics. 

 

Standards for community nurse prescribing courses 

Standard 1: Each programme complies with the legislated requirements and Nursing 

Council policies and guidelines. 

 

Criteria: 

 the co-coordinator for the programme is a registered nurse with a current annual 

practising certificate; and 

 other teaching staff have relevant experience or presenting knowledge; and 

 any programme preparing nurses for prescribing must comply with the relevant 

regulations. 

 

Standard 2: Each programme will have a curriculum that supports a registered nurse to 

develop knowledge of common ailments and infections and prescribing. 

 

Criteria: 

 each programme will be developed collaboratively between the nursing/health service 

provider(s) and an accredited tertiary education provider, and include appropriate 

multidisciplinary input; and  

 the programme is located within the New Zealand health context; and  

 the development of nursing prescribing competency for community nurses is the focus 

for the programme; and 

 the curriculum will include integration of relevant theory, research and practice for 

achieving the competencies for community nurse prescribing; and 

 the content for programmes leading to nurse will include: 

o underpinning legislation, schedules of medicines, access to subsidies, ethical 
obligations; 

o pharmacology related to prescribing for minor ailments and illnesses; access to 
information on medicines; 

o safety of drugs across the lifespan; 

o antimicrobial resistance and prescriber responsibilities; 

o pharmacology and prescribing of contraception; 
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o clinical assessment in relation to prescribing including other medical conditions 
and medicines; 

o writing a prescription; 

o working with the patient to appropriate select and education them about their 
medicines; and 

o responsibilities for documentation and communication with the healthcare team. 
 

Standard 3: Each programme will have clearly defined student-centred teaching, learning 

and assessment strategies which support the development of community nurse prescribing. 

 

Criteria: 

 the expertise and academic qualifications of the lecturers facilitating and teaching the 

course and nurse prescribing are appropriate; and 

 the lecturers with clinical expertise facilitating and teaching the course and nurse 

prescribing maintain currency of knowledge and skills within the appropriate area(s) of 

practice; and 

 the programme delivery may include multidisciplinary input; and  

 the assessment strategies used are appropriate for assessing competence to 

prescribe as a community nurse prescriber; and 

 there is a clear assessment process and tool which is used to assess the community 

nurse prescribing competencies and skills of students. 

 

Standard 4: Appropriate facilities and resources will be available to support the programme. 

 

Criteria: 

 access to relevant and current literary resources (journals/texts) and search facilities; 

and 

 a plan of appropriate practicum experience with a medical mentor negotiated for 

students; and 

 technical support, such as computers, video linking, laboratories and e-mail are 

available. 

 

Standard 5: Programme will have the following learning outcomes for the registered nurse: 

 

Criteria: 

 demonstrate understanding and application of drug actions in community nurse 

prescribing; 

 demonstrates competence in taking a history, reviewing documentation and assessing 

minor conditions to identify the probable condition; 

 prescribes safely and appropriately; 

 documents and communicates prescribing decisions; and 

 knows the limit of their prescribing practice and when to refer  
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Course delivery and assessment 

Courses delivery will include online learning with one face to face workshop.  Assessment 

will include a test, a case study and a competence assessment by an authorised prescriber. 

 

Standard 6: Each programme will have detailed information on processes used to ensure 

quality improvement is a focus. 

 

Criteria: 

 programme evaluation; and 

 staff selection criteria and processes, appraisal and development (including all 

academic and clinical staff) ; and 

 student entry criteria and selection processes; and 

 assessment and moderation.  
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Appendix 4: Competencies for community nurse prescribing 
 

1. Understands the relevant regulatory frameworks, local guidelines and policies and how 

medicines are monitored and licensed. 

2. Has appropriate clinical knowledge including signs and symptoms of minor conditions 

and infections, clinical pharmacology, including the effects of co-morbidity.  Has 

knowledge of drug doses, side effects and drug interactions for community nurse 

prescribing.  

3. Demonstrates the ability to assess patients’ clinical condition/s and identify and 

prioritises patient problems.  Makes accurate provisional diagnoses and generates 

appropriate treatment options. 

4. Undertakes appropriate and comprehensive history taking including medical, social 

and medication history, including over the counter and complementary medicines. 

5. Is able to document appropriate, legible, accurate prescriptions and clinical 

documentation and is able to use adverse reaction reporting mechanisms. 

6. Explains the principles behind prescribing and how they are applied to practice 

including the cost and effects of prescribing practice.   

7. Demonstrates the ability to make appropriate prescribing decisions by analysing the 

appropriate information.  Aware of need to monitor response to medication and 

lifestyle advice 

8. Effectively communicates with patients and other team members and in partnership 

develops a dynamic clinical management plan.  Advises patient on any risks, expected 

effects, and potential side effects 

9. Understands the principles of prescribing audit, reflective practice and can identify 

continuing professional development needs. 

10. Recognises own limits and refers and consults with others as required 

 

The Council gratefully acknowledges permission from NZSSD to adapt these competencies 

from the New Zealand Society for the Study of Diabetes (NZSSD) (2012) Guideline: 

Prescribing Practicum for Diabetes Nurse Specialist Prescribing Managed Roll Out: A 

Resource for Registered Nurses and Authorised Prescribers. 
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Appendix 5: Standards for specialist nurse prescribing 

programmes 

 

Introduction and Background 

 

Under the Health Practitioners Competence Assurance (HPCA) Act 2003, the Nursing 

Council of New Zealand is the authority responsible for the registration of nurses.  

In accordance with section 12 of the Act, the Council prescribes qualifications for scopes of 

practice. In addition the Act requires the Council to accredit these qualifications and monitor 

any New Zealand educational institution that is providing such an accredited qualification. 

 

The Standards for the specialist nurse prescribing programmes have been developed to 

meet these obligations.  

 

The provision of such programmes is expected to be limited to tertiary education providers 

also providing accredited programmes which lead to registration as a nurse practitioner. This 

is because this qualification may become a prerequisite for nurse practitioner programmes. 

 

Upon award of the qualification, graduates would then be eligible to apply for registration 

with Council in the specialist nurse prescriber scope of practice or (depending on the 

outcome of the consultation) for an authorisation/condition to be placed in their scope of 

practice enabling them to prescribe. 

 

Education providers may apply to Council for accreditation for the Postgraduate Diploma in 

specialist nurse prescribing against the articulated requirements in this document. The 

qualification must include assessment of the seven competency areas described in the 

Prescribing Competency Framework for Specialist nurse prescribing. 

 

The Nursing Council of New Zealand gratefully acknowledges Massey University (2010) and 

the Pharmacy Council of New Zealand (2011) for their kind permission to refer, adapt, and 

reproduce their work.  These standards were first developed by the Royal Pharmaceutical 

Society of Great Britain (RPSGB) and adopted by the General Pharmaceutical Council (UK) 

for independent prescribing courses in 2010. 

 

Education programme standards  

 

1  Qualification Development and Learning Outcomes  

 

1.1 Development  

1.1.1 Provide a Postgraduate qualification that is equivalent to 1200hrs of study that      

  includes a certificate in prescribing with a prescribing practicum component (i.e.   

period of learning in practice).  

 

1.1.2 Recognise that ability to study at level 8 is a pre-requisite for entry into the specialist 

nurse prescribing qualification. Prior learning should not be cross-credited against the 

prescribing components of the programme. Regardless of previous learning or 
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experience, all specialist nurses must undertake all assessments for the specialist 

nurse prescribing components.  

 

1.1.3 Ensure that effective links are maintained with the nursing profession and other 

relevant stakeholders in the development of the qualification. 

 

1.1.4  Ensure that the qualification has incorporated the principles of inter professional 

education and collaboration (IPEC) to appropriate elements of qualification design and 

delivery. 

 

1.1.5 Include teaching, learning and support strategies which allow specialist nurses to build 

on their background knowledge and experience and acquire competence in 

prescribing.  

 

1.1.6 Provide opportunities for specialist nurses to demonstrate how they will apply their 

learning to the area of practice in which they will be prescribing.  

 

1.1.7 Have a clear policy on attendance and participation and the obligations of specialist 

nurses who miss part of the programme. Specialist nurses must complete all teaching 

and learning sessions that provide instruction on clinical examination and diagnosis 

and prescribing practice. 

 

1.2 Learning Outcomes  

1.2.1 Achieve the learning outcomes listed below which must be mapped against the 

programme’s learning outcomes and assessments. The learning outcomes of the 

qualification must be aligned with the relevant level of study.  

 

1.2.2 Provide specialist nurses intending to prescribe with the knowledge, skills and 

attributes in the seven competency areas as described in the Competencies for 

specialist nurse prescribing (see Appendix 6). 

 

2 The Education Provider  

 

2.1  Be part of a tertiary education institution which implements effective quality assurance 

and quality management and enhancement systems and demonstrates their 

application to prescribing programmes. The programme must be validated through the 

university’s or ITPs standard validation practices.  

 

2.2 Have adequate physical, staff (academic and administrative) and financial resources to 

deliver the programme including facilities to teach clinical examination skills.  

 

2.3 Have identified staff with appropriate background and experience to teach the 

programme, ideally including practising nurses with teaching experience and 

multidisciplinary staff with pharmacology, clinical and diagnostic skills.  

 

2.4 Have an identified practising nurse practitioner with appropriate background and 

expertise who will contribute to the design and delivery of the programme. The 
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identified nurse must be registered with the Nursing Council of New Zealand, and be a 

prescriber.  

 

3 Prescribing Practicum Entry Requirements  

 

3.1 The registered nurse must hold a current annual practising certificate and must have 

completed three years equivalent full time practice.  At least one year must be in the 

area of practice she/he will be prescribing. 

 

3.2 The registered nurse must have support from her employer to undertake the 

Postgraduate diploma in specialist nurse prescribing and must confirm that they will be 

able to prescribe in their work role at the completion of the course. 

 

3.3 The registered nurse must have the support of an identified medical mentor who will 

support her/him to prescribe. 

 

3.4 The registered nurse must be employed by an organisation that supports nurse 

prescribing through policy, audit, peer review and accessibility of continuing education. 

 

3.5 The registered nurse must have identified an area of clinical practice in which to 

develop their prescribing skills and have up-to-date clinical knowledge relevant to their 

intended area of prescribing practice.  

 

3.6 The registered nurse should demonstrate how they reflect on their own performance 

and take responsibility for own continuing professional development.  

 

4 Prescribing Practicum  

 

4.1  Requirements  

4.1.1 The prescribing practicum component of the programme must be equivalent to 150 

hours and be the final component i.e. part of the last paper of the programme.  

 

4.1.2 This component of the programme must consist of supervised practice, diagnostic 

skills, patient consultation and assessment skills, clinical decision making and 

assessment skills and monitoring skills.  

 

4.1.3 The prescribing practicum component must require the specialist nurse to spend at 

least 20 x 7.5hr days under the supervision of an appointed Designated medical 

prescriber (DMP) in their collaborative health team environment.  

 

4.2  Provider responsibility  

4.2.1 Ensure that the appointed DMP has the training and experience appropriate to their 

role.  

 

4.2.2 Ensure that the DMP is familiar with the requirements of the programme and the need 

to achieve the stated learning outcomes.  
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4.2.3 Support the DMP with clear and practical guidance on helping the specialist nurse 

successfully to complete the period of learning in practice including arrangements for 

quality assurance of summative assessments. The roles of the programme provider 

and the DMP for teaching the skills for clinical assessment of patients must be clearly 

set out.  

 

4.2.4 Support the DMP with clear and practical guidance on their role in the assessment of 

the specialist nurse.  

 

4.2.5 Obtain formal evidence and confirmation from the DMP that the specialist nurse has 

satisfactorily completed at least 20 x 7.5hr days supervised practice.  

 

4.2.6 Obtain a professional declaration from the DMP which indicates that the skills and 

competence demonstrated in practice confirm that the specialist nurse has met the 

requirements of the prescribing practicum.  

 

5  Assessment and Reporting  

 

5.1  Ensure that assessment strategies meet the requirements of the course outline.  

 

5.2  Ensure that evidence is gathered from a range of assessments that the specialist 

nurse has achieved the intended learning outcomes of the programme.  

 

5.3  Ensure that the papers/courses will be assessed separately from any other 

paper/course components and lead to a freestanding award which confirms the 

competence of the specialist nurse as a specialist nurse prescriber.   

 

5.4  Ensure that assessment methodology tests all aspects of prescribing and should 

include a practical assessment and confirmation of the specialist nurse’s clinical and 

physical examination skills.  

 

5.5  Ensure that the assessment schedule demonstrates that the criteria for pass/fail and 

any arrangements for compensation between the elements of assessment, together 

with the regulations for resit assessments and resubmissions, are consistent with safe 

and effective prescribing and the achievement of all learning outcomes.  

 

5.6  The provider must ensure that a confirmatory list of successful graduates is provided 

to Council on completion of the qualification, including verification of the completion of 

supervised practice in the prescribing practicum.  

 

6. Learning Outcomes  

 

Following successful completion of the qualification, specialist nurse prescribers will be able 

to:  

Common conditions 

 Understand the pathophysiology and clinical management of common disease e.g. 

cardiovascular disease, diabetes, respiratory disease and depression. 
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 Critically analyse contemporary issues in lifelong conditions management and the 

implications for working with people and families experiencing these conditions.  

 Understand and interpret resilience, and physiological and pathophysiological 

responses a person may present with.  

 Demonstrate advanced knowledge of evidenced-based management strategies.  

 Demonstrate analytical and innovative self-management approaches to working with 

people and their families who have a lifelong condition.  

 Explore the importance of collaborative approaches to management that include the 

person and their families.  

 Demonstrate an understanding of quality of life issues including critical reflection and 

case review. 

 

Assessment and clinical decision making 

 Demonstrate knowledge of common screening and diagnostic test including normal 

and abnormal values. 

 Demonstrate clinical decision making as an integral component of nursing practice. 

 Demonstrate competence in undertaking and documenting a comprehensive clinical 

assessment. 

 Critically analyse clinical assessment findings, formulate diagnoses and plan 

appropriate care with patient’s families and the multidisciplinary team. 

 Recognise your limits and consult/refer as appropriate. 

 

Pharmacology 

 Demonstrate understanding of pharmokinetic and pharmodynamic principles. 

 Describe client variables (such as age and disease state) that impact on pharmokinetic 

and pharmodynamics. 

 Understand and interpret diagnostic tests relevant to prescribing. 

 Critically analyse pharmotherapeutic indications for common classes of drugs. 

 Identify contraindications, effects and drug interactions associated with the use of 

prescription, over the counter and complementary medicines and devices. 

 Evaluate client responses to pharmaceutical interventions. 

 Describe methods for managing, monitoring and reporting adverse drug reactions. 

 Recognise situations of drug misuse and take appropriate action. 

 Demonstrate familiarity with legal requirements and regulatory frameworks for 

prescribing. 

 

Prescribing 

 Understand the responsibilities that the role of specialist nurse prescriber entails, be 

aware of their own limitations and work within the limits of their professional 
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competence – knowing when and how to refer / consult / seek guidance from another 

member of the interprofessional health care team.  

 Develop and maintain effective relationships, and communicate effectively, with 

patients, carers, other prescribers and members of the inter-professional health care 

team.  

 Describe the pathophysiology of the condition being treated and recognise the signs 

and symptoms of illness, take an accurate history and carry out a relevant clinical 

assessment where necessary.  

 Able to use diagnostic tests relevant to area of practice in which the specialist nurse 

intends to prescribe, including monitoring response to therapy.  

 Apply clinical assessment skills to:  

o inform a working/confirmed diagnosis;  

o formulate a treatment plan;  

o the prescribing of one or more medicines if appropriate; and  

o conduct a checking process to ensure patient safety.  

 monitor response to therapy, review the working/differential diagnosis and modify 

treatment or refer / consult / seek guidance as appropriate.  

 demonstrate a shared approach to decision making by assessing patients’ needs for 

medicines, taking account of their wishes and values and those of their carers when 

making prescribing decisions.  

 identify and assess sources of information, advice and decision support and 

demonstrate how they will use them in patient care taking into account evidence based 

practice and national/local guidelines where they exist.  

 recognise, evaluate and respond to influences on prescribing practice at individual, 

local and national levels.  

 prescribe safely, appropriately and with awareness of costs.  

 work within a prescribing partnership.  

 maintain accurate, effective and timely records of the consultation and ensure that 

other prescribers and members of the interprofessional healthcare team are 

appropriately informed.  

 demonstrate an understanding of the public health issues related to medicines use.  

 demonstrate an understanding of the legal, ethical and professional framework for 

accountability and responsibility in relation to prescribing.  

 work within clinical governance frameworks that include audit of prescribing practice 

and personal development. 

 participate regularly in continuing professional development and maintain a record of 

their continuing professional development activity.  
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7.  Teaching, Learning and Support Strategies  

 

Programmes must be taught at a postgraduate level and reflect the extent of the 

undergraduate education of nurses in pharmacology and therapeutics.  

 

Teaching and learning strategies need to recognise:  

 

 the background knowledge and experience of specialist nurses working with patients 

and that this will vary between individuals;  

 formal confirmation of clinical competence in the area for which the specialist nurse 

intends to prescribe is an essential part of the programme;  

 specialist nurses must learn the skills required for assessment of patients in the area 

for which they will prescribe. The roles of the education provider and the DMP in these 

respects must be made clear; 

 the value of case studies and significant event analysis in the learning process; and 

 the need to encourage development of critical thinking skills and reflective practice and 

the maintenance of continuing professional development records.  

 

8.     Prescribing praxis paper 

 

The prescribing practicum paper must be equivalent to 300 hours and consist of theory 

supervised practice, diagnostic skills, patient consultation and assessment skills, clinical 

decision making and assessment skills and monitoring skills.  

 

Prescribing Praxis Paper (300hrs of study/30 credits)  

150 hours spent on other required components and 150 hours of practice under the 

supervision of the DMP.  The purpose of the supervised practice is to enable the student to:  

 identify the learning outcomes to be achieved through practical experience and how 

they will be achieved;  

 transfer their learning from the theoretical programme into practice;  

 acquire and practise skills that are more appropriately learned in practice, including 

communication with patients and carers and other prescribers, clinical knowledge and 

skills necessary for the assessment and treatment of patients in the area of practice 

they intend to prescribe;  

 prepare treatment plans and clinical management plans, monitor and assess patients’ 

responses to treatment;  

 keep accurate and timely records of their consultation including their prescribing 

practice;  

 demonstrate and document their professional development as a prescriber;  

 confirm that they have met the learning outcomes for the practice element of the 

education programme.  
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Supervised Practice  

At least 20 x 7.5hr days (i.e. 150 out of the 300 hours) must occur under the supervision of a 

Designated medical prescriber (DMP).  

The role of the designated medical practitioner in the prescribing practice is to:  

 help the student to identify the learning outcomes to be achieved in the period of 

learning in practice;  

 identify the roles of the DMP, members of the health care team and the student in 

achieving the learning outcomes as part of a learning contract or similar agreement;  

 provide training and support to enable the student to achieve the learning outcomes, in 

particular clinical assessment of patients in the area of practice in which the student 

intends to prescribe;  

 monitor the progress of the student and confirm the completion of the equivalent of          

20 x 7.5hr days of supervised practice;  

 assess the achievement of the learning outcomes by the student, including 

confirmation of their ability to use common diagnostic aids for the physical examination 

of patients in the area of practice for which the specialist nurse intends to prescribe, 

including monitoring response to therapy;  

 complete a professional declaration that confirms that in his/her opinion a specialist 

nurse has met the skills and competence requirements of the prescribing practicum.  

 

The role of the education provider in the prescribing practicum in practice is to:  

 

confirm that the student has a named medical practitioner who has  

 

a)  experience in a relevant field of practice,  

b)  training and experience in the supervision, support and assessment of trainees,  

c)  who has agreed to:  

 

 provide the student with opportunities to develop competencies in prescribing;  

 supervise, support and assess the student during their clinical placement;  

 ensure that the prescribing practicum is normally completed within the duration of the 

education and training programme;  

 provide the student and DMP with clear and practical guidance on completion of the 

prescribing practicum, including:  

 

o the expectations of the DMP and that the student may not require 20 full days of 

continuous supervision. The supervised practice can involve student support and 

experience with other members of the team, other prescribers and external 

contributors;  

o the role of the DMP in helping students to acquire knowledge and practical skills, 

particularly clinical assessment skills relevant to their proposed role as a prescriber;  
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o use of mentoring techniques commensurate with student progress such as 

demonstration, observation and review of clinical cases;  

o requirements for formative and summative assessment of the student;  

o practical guidance, support and quality assurance of any summative assessments 

carried out by the DMP on behalf of the education provider;  

o structured workbook or portfolio for recording the completion of 20 days in practice, 

achievement of learning outcomes and professional declaration that the student is 

competent to prescribe;  

o the roles of the education provider and DMP in confirming that the student has the 

clinical competence necessary for their role as a specialist nurse prescriber for the 

area of practice in which the specialist nurse intends to prescribe.   

 

9. Assessment Strategies 

 

The assessment requirements must be made explicit, in particular the criteria for pass/fail 

and the details of the marking schedule.   Assessment should test all aspects of prescribing 

and must include a practical assessment and confirmation of the student’s clinical and 

physical examination skills. Each student should maintain a portfolio of achievement for 

assessment of the stated learning outcomes. Assessment strategies should test:  

 

 Knowledge and skills relevant to prescribing;  

 Ability to work with patients and arrive at shared prescribing decisions;  

 Ability to conduct a relevant clinical assessment of patients;  

 Ability to use common diagnostic aids for the area of practice in which the specialist 

nurse intends to prescribe, and make a general assessment of a patient’s health; 

 The clinical competence required to practise as a prescriber in relation to the area of 

practice in which the specialist nurse intends to prescribe;  

 Implementation of evidence based practice;  

 A reflective approach to learning and professional development as a prescriber;  

 Ability to maintain accurate and adequate clinical records of the consultations; and 

 Satisfactory completion of the period of practice experience. 

 Completion of the programme and confirmation of a qualification must be conditional 

on satisfactory completion of the practice experience. Poor performance in this 

element must not be compensated by other assessment  

 MCQ – Multichoice examination questions  

 OSCE – Objective Structured Clinical Examination  

 

The choice of assessment techniques will reflect the expertise of the programme provider 

and the design of the programme. Examples of assessments that have been used 

internationally for non-medical prescribing qualifications include:  

 Knowledge tests: open or closed book, MCQ, short answer, essay. 
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 Case studies in the form of presentations, essays. 

 Portfolios in the form of reflective journals, diaries, evidence of competence, files of 

activity including clinical management plans, records of learning in practice or the 

whole learning experience.  

 Practice workbook to provide evidence of completion of the prescribing practice, 

containing the NCNZ Competencies for the specialist nurse prescribing as a structure 

for drawing up a learning contract and recording progress and completion, as a guide 

to the DMP on their role and completion of a professional declaration that confirms the 

student has satisfactorily met the requirements of the prescribing practicum.  

 Practical test of prescribing competence, usually implemented as a university/ ITP 

based OSCE with 2 – 10 stations, or a practice-based OSCE run by the DMP or an 

observed patient consultation assessed by the DMP.  

 

Where practical assessments are not performed by university/ITP assessors, quality 

assurance procedures must ensure consistency of standards between assessors. This will 

normally include video recording and the presence of academic staff at the assessment.   

 

Length of Programme 

 

The duration of the programme is expected to be aligned with the requirements for 

Postgraduate level qualification and must include sufficient face-to-face contact time to 

enable specialist nurses to learn alongside other specialist nurses; to share and consolidate 

their learning. Other ways of learning, such as distance learning and open learning formats, 

may be used provided it does not impact on contact time and attendance requirements.  

 

In considering applications for programme accreditation, the NCNZ will take the following 

factors into account: 

 The compatibility of programmes for nurses, specialist nurses and prescribers from 

other disciplines so that the learning experiences are shared.  

 The need for programmes for specialist nurses to confirm clinical competence in the 

area of practice for which they intend to prescribe.  

 The supervised practice for an individual specialist nurse should be sufficiently long to 

enable the specialist nurse to become competent in the skills of prescribing practice 

and in no case should it be less than 20 x 7.5hr days.  

 

10. Qualifications and Awards 

 

Specialist nurses who successfully complete the requirements of an accredited 

Postgraduate level programme will then be eligible to apply to NCNZ for 

registration/authorisation for specialist nurse prescribing. 

 

Recognition of Prior Learning and Experience  

Prior learning should not be cross-credited against the specialist nurse prescribing 

qualification. Regardless of previous learning or experience, all specialist nurses must 

undertake all assessments for the specialist nurse prescribing qualification.   
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Appendix 6: Competencies for specialist nurse prescribers 

 

The National Prescribing Service in Australia has developed competencies for all prescribing 

health professionals.  The Council proposes to adopt this framework with permission for 

specialist nurse prescribers.  The competency framework will be used to help nurses 

prepare to prescribe, maintain their competence in prescribing and for the design and 

delivery of prescribing programmes. 

 

Competency Area 1 Understands the person and their clinical needs. 

 

Element 1.1 Establishes a therapeutic partnership with the person and a collaborative 

relationship with other health professionals. 

 

1.1.1 Uses appropriate communication strategies to establish a therapeutic partnership with 

the person 

 

Element 1.2 Performs a comprehensive medicines assessment to obtain information 

to understand the person’s clinical needs and context. 

 

1.2.1 Conducts an assessment that is appropriate to both the health professional’s scope of 

practice and the person’s clinical context. 

 

1.2.2 Reviews and interprets information in the person’s health records. 

 

1.2.3 Obtains relevant information from the person about their medicines, and their medical 

and clinical history, including their co-existing conditions, treatments, alcohol and 

substance use, allergies and social context. 

 

1.2.4 Assesses the person’s risk factors for poor adherence; for example:  social isolation; 

physical impairment; cognitive impairment or disturbance; low English proficiency; low 

health literacy; and financial disadvantage. 

 

1.2.5 Ascertains that sufficient information has been obtained about the person’s co-existing 

conditions and current treatments to identify possible risks and contraindications for 

treatments. 

1.2.6 Performs clinical examinations that are within the health professional’s own scope of 

practice and relevant to the person’s problem and interprets the findings of these 

examinations. 

 

Element 1.3 Generates and explores possible diagnoses 

 

1.3.1 Synthesises information from the comprehensive assessment and develops provisional 

and differential diagnoses. 

 

1.3.2 Develops a diagnostic strategy and performs relevant investigations. 

 

1.3.3 Explains the clinical issues and their implications to the person. 
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Competency Area 2 Understands the treatment options and how they support 

the person’s clinical needs.   

 

Element 2.1 Considers non-pharmacological treatment options suitable for treating 

the person and their condition. 

 

2.1.1 Recognises when it is clinically appropriate not to intervene; for example, in cases here 

the signs and symptoms are likely to resolve without treatment. 

 

2.1.2 Recognises when it is clinically appropriate to implement non-pharmacological 

treatments. 

 

Element 2.2 Identifies appropriate medicines options that can be incorporated into the 

person’s treatment plan. 

 

2.2.1 Integrates knowledge of pharmacology, other biomedical sciences, clinical medicine, 

and therapeutics, and identifies medicines suitable for treating the condition. 

 

2.2.2 Obtains, interprets, and applies current evidence and information about medicines to 

inform decisions about incorporating medicines into the person’s treatment plans. 

 

2.2.3 Identifies medicines options that are likely to provide therapeutically effective and safe 

treatment and tailors them for the person. 

 

2.2.4 Considers the cost and affordability of the medicines to the person. 

 

2.2.5 Considers the implications to the wider community of using a particular medicine to 

treat the person. 

 

2.2.6 Discusses the treatment options and medicines with the person, considering: the 

priorities for treating their current condition and co-existing conditions (if required); their 

readiness to address the current condition; and their expectations of treatment. 

 

2.2.7 Supplements verbal information with written information about the condition and 

treatment options (where appropriate). 

 

2.2.8 Allows the person time to make an informed decision about their treatment. 

 

2.2.9 Refers the person for further assessment or treatment when the suitable treatment 

options are outside the health professional’s own scope of practice. 

 

Competency Area 3 Works in partnership with the person to develop and 

implement a treatment plan. 

 

Element 3.1 Negotiates therapeutic goals with the person. 

 

3.1.1 Negotiates therapeutic goals that enhance the person’s self-management of 
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their condition. 

3.1.2 Ascertains that all parties have a common understanding of the therapeutic goals and 

how they will be measured. 

 

Element 3.2 Works in partnership with the person and other health professionals to 

select medicines and to tailor and implement a treatment plan. 

 

3.2.1 Explores the person's opinions and preferences concerning medicines and the 

treatment plan. 

3.2.2 Consults other health professionals about potential medicines and the treatment plan. 

3.2.3 Reaches agreement with the person about medicines to be used to treat their condition 

3.2.4 Develops the treatment plan in partnership with the person. 

3.2.5 Obtains approval to use the medicines (where relevant). 

3.2.6 Stops or modifies the person’s existing medicines and other management strategies if 

required. 

3.2.7 Ensures the person understands the treatment plan and how to use the medicine 

safely and effectively. 

 

Element 3.3 Develops a review plan tailored to the person’s needs. 

 

3.3.1 Identifies the need for, and develops a review plan. 

 

Competency Area 4 Communicates the treatment plan clearly to other health 

professionals. 

 

Element 4.1 Provides clear instructions to other health professionals who dispense, 

supply, or administer medicines prescribed for the person. 

 

4.1.1 Prepares prescriptions or medication orders that comply with relevant legislation, 

guidelines or codes of practice, and organisational policies and procedures. 

 

Element 4.2 Provides information about medicines and the treatment plan with the 

person’s consent to other health professionals who provide care to the person. 

 

4.2.1 Provides information for collaboration to members of interprofessional healthcare 

teams both within facilities and the community. 

 

Competency Area 5 Monitors and reviews the person’s response to treatment. 

 

Element 5.1 Obtains information to assess the person’s response to treatment. 

 

5.1.1 Observes the person to ascertain their response to treatment (where relevant). 

 



 

67 
 

5.1.2 Discusses with the person and other health professionals, their: experience with 

implementing the treatment plan; adherence, including any issues arising and possible 

ways to improve adherence; perception or observation of the medicines’ benefits and 

adverse effects; and assessment of whether the therapeutic goals have been 

achieved. 

 

5.1.3 Obtains additional information to assess whether the therapeutic goals have been 

achieved by examining the person, requesting investigations, and interpreting the 

findings (where relevant). 

 

5.1.4 Synthesises information provided by the person, other health professionals, and from 

clinical examinations and investigations to determine whether: the therapeutic goals 

have been achieved; treatment should be stopped, modified, or continued; and the 

person should be referred to another health professional. 

 

Element 5.2 Works in partnership with the person and other health professionals to 

address issues arising from the review. 

 

5.2.1 Discusses the findings of the review with the person. 

 

5.2.2 Identifies if the person requires a comprehensive medicines review. 

 

5.2.3 Works in partnership with the person and other health professionals to modify the 

treatment plan to optimise the safety and effectiveness of treatment (where relevant). 

 

5.2.4 Reports issues arising from the review. 

  

5.2.5 Organises the next review. 

  

 

Competency Area 6 Practices professionally 

 

Element 6.1 Practices within the applicable legislative and regulatory frameworks. 

 

6.1.1 Demonstrates knowledge of, and complies with, legislation, regulations, and common 

law applicable to prescribing. 

 

6.1.2 Maintains accurate and complete records of: the consultation; clinical examinations 

and investigation results; risk factors for medicines misadventure; the person’s 

decision to decline treatment (where relevant); changes to the person’s medicines 

management plan, including the rationale behind these changes;  the review plan, 

recommendations, and date for next review; and outcomes of the treatment. 

 

Element 6.2 Practices according to professional standards, codes of conduct, and 

within the health professional’s own scope of practice. 
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6.2.1 Demonstrates knowledge of and complies with: professional standards; codes of 

conduct; and scope of practice statements or guidelines. 

 

6.2.2 Practices within the limits of the health professional’s own education, training, and 

scope of practice. 

 

6.2.3 Demonstrates respect for the scope of practice of other health professionals and their 

contribution within a collaborative care model, particularly that of the person’s main 

healthcare provider. 

 

6.2.4 Accepts responsibility and is accountable for the care provided to the person. 

 

Element 6.3 Practices within the applicable frameworks of the healthcare setting and 

system. 

 

6.3.1 Demonstrates knowledge of and complies with national, facility policies and 

procedures in relation to prescribing. 

6.3.2 Demonstrates appropriate professional judgement when interpreting and applying 

guidelines and protocols to the person's situation. 

6.3.3 Contributes to the improvement of policies and procedures for the judicious, 

appropriate, safe, and effective use of medicines. 

 

Element 6.4 Practices quality use of medicines principles. 

 

6.4.1 Applies quality use of medicines principles when prescribing medicines. 

6.4.2 Identifies common causes of medicines errors and adverse events, and implements 

strategies to reduce the risks of these occurring. 

6.4.3 Demonstrates knowledge of the medicines commonly prescribed. 

6.4.4 Critically evaluates information about medicines and makes evidence-based decisions 

about medicines in the health professional’s own practice. 

 

Element 6.5 Demonstrates a commitment to continual quality improvement of the 

health professional’s own prescribing. 

 

6.5.1 Engages in ongoing professional development and education to improve prescribing 

practices. 

 

Element 6.6 Addresses the potential for bias in prescribing decisions. 

 

6.6.1 Implements strategies to address influences that may bias prescribing decisions, 

including: marketing influences; possible personal, professional, or financial gain; 

conflicts of interest; and the health professional’s own beliefs, values, and 

experiences. 
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Competency Area 7 Communicates and collaborates effectively with the 

person and other health professionals. 

 

Element 7.1 Obtains consent to provide clinical services to the person. 

 

7.1.1 Adheres to legislative and workplace requirements for obtaining and recording consent 

for: accessing health records; obtaining information from, and providing information to, 

other health professionals;  conducting a clinical examination; providing clinical 

services; the potential benefits and harms of treatment; and the financial aspects of the 

treatment. 

 

Element 7.2 Acknowledges the person, their family, and carers as integral to care and 

collaborates to achieve optimal health outcomes. 

 

7.2.1 Involves the person’s family or carers in the consultation where appropriate. 

 

7.2.2 Explores and responds appropriately to the person’s concerns and expectations 

regarding: the consultation; their health; their own role and that of health professionals 

in managing their health; he health professional’s scope of practice; and the use of 

medicines and other treatments to maintain their health. 

 

7.2.3 Establishes a therapeutic partnership that accords with the preferences expressed by 

the person. 

 

Element 7.3 Respects the person 

 

7.3.1 Respects the person’s values, beliefs, and experiences. 

 

7.3.2 Respects the person's privacy and confidentiality. 

 

7.3.3 Respects the person’s healthcare decisions. 

  

Element 7.4 Communicates effectively with the person using appropriate 

communication skills to enable the safe use of medicines. 

 

7.4.1 Assesses the person's preferred language, communication style, communication 

capabilities, and health literacy, and adjusts the health professional’s own 

communication style to interact effectively with them. 

 

7.4.2  Considers the potential issue of perceived power differences between the health 

professional and the person. 

 

7.4.3  Provides clear and appropriate written and verbal information to the person to enable 

them to make informed choices and achieve optimal health outcomes. 

 

7.4.4  Ascertains that the information provided has been received and understood correctly 
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Element 7.5 Collaborates with other health professionals to achieve optimal health 

outcomes for the person. 

 

7.5.1  Engages in open, interactive discussions with other health professionals involved in 

caring for the person. 

 

7.5.2  Confirms that their own understanding of information provided by other health 

professionals is correct. 

 

7.5.3  Responds appropriately to communication initiated by other health professionals. 

 

7.5.4  Provides clear verbal and written information to other health professionals by secure 

means when implementing new treatments with medicines or modifying existing 

treatment plans. 
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Appendix 7: List of controlled drugs that designated prescriber 

nurses may prescribe in certain circumstances  

 
1 Alfentanil 23 Lormetazepam 

2 Alprazolam 24 Meprobamate 

3 Amphetamine 25 Methadone 

4 Bromazepam 26 Methylphenidate 

5 Buprenorphine 27 Midazolam 

6 Chlordiazepoxide 28 Morphine 

7 Clobazam 29 Nabilone 

8 Clonazepam 30 Nitrazepam 

9 Clorazepate 31 Oxazepam 

10 Cocaine 32 Oxycodone 

11 Codeine 33 Oxymorphone 

12 Dextromoramide 34 Pethidine 

13 Diazepam 35 Phenazocine 

14 Dihydrocodeine 36 Pholcodine 

15 Diphenoxylate 37 Propoxyphene 

16 Dipipanone 38 Pseudoephedrine 

17 Ephedrine 39 Remifentanil 

18 Fentanyl 40 Sufentanil 

19 Flurazepam 41 Temazepam 

20 Hydromorphone 42 Triazolam 

21 Loprazolam   

22 Lorazepam   

 

From Misuse of Drugs Regulations 1977: Schedule 1A  


