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Interactions: understanding people 
and process in prescribing in 
primary care

Carol Sinnott

Internationally, primary care is under pres-
sure. In 10 developed nations surveyed for 
the 2015 Commonwealth report, primary 
care physicians reported their struggle to 
find ways to care for ageing populations 
with complex healthcare needs.1 Practice 
consultation rates, average consultation 
duration and total patient-facing clinical 
workload have increased substantially in 
primary care in recent years.2 Increases 
in demand have not been matched by 
growth in either funding or in workforce: 
in the UK alone, the shortage of general 
practitioners (GPs) is expected to worsen 
from 3300 in 2015 to 8000 by 2020. Over 
and above rising demand, factors such as 
advances in technology, the shifting work-
load from secondary to primary care, and 
patients’ growing health and social care 
needs (including more complicated drug 
regimens and challenging national clinical 
standards) have all added to complexity.3

Much discussion has focused on how 
to increase the supply of primary care 
physicians. But, despite rapidly acceler-
ating changes in the composition of the 
primary care workforce and its practices, 
far less attention has been given to under-
standing the teams that support physicians 
in primary care and how these individuals 
work together. Grant and Guthrie4 draw 
back the veil in an intriguing ethnographic 
study that shows how eight heteroge-
neous primary care practices in England 
and Scotland implement team approaches 
to the work of prescribing.

Prescribing in primary care constitutes 
a high-volume activity, and one that is 
vulnerable to error. In the UK, over one 
billion prescription items are dispensed 
in the community per year, equating 
to 2.7 million a day, or over 1900 a 
minute.5 A 2012 study commissioned 
by the UK General Medical Council 
found that 5% of prescription items were 

associated with a prescribing error, and  
around 1 in 550 prescription items 
contained a severe error.6 Strong internal 
processes are needed to ensure safe 
prescribing. Defences against prescribing 
errors may be employed at the level of 
the prescriber, practice-wide or through 
health information technology.6 7 Many 
interventions to improve prescribing 
safety have focused on upskilling physi-
cians in therapeutics and pharmacology,8 9 
introducing pharmacists into practices10 
and using computer decision support.11

An important achievement of Grant 
and Guthrie is in offering one of the first 
detailed accounts of the role of non-clin-
ical practice staff in the processing of 
prescriptions, and of how the ‘work’ 
of prescribing happens across a prac-
tice. Their ethnographic observations  
(2000 hours of them, along with 62 semi-
structured interviews) captured adminis-
trative work, corridor conversations, GP 
work during coffee breaks, allocation 
of tasks and back-office conversations. 
By observing and interviewing all staff 
involved in the generation of a signed 
authorised prescription, the researchers 
discovered the shared understandings and 
behaviours necessary to function within 
these teams.

One of their key insights is into the trade-
offs made by practices in the handling of 
high volumes of prescription requests 
(up to 2000 prescriptions per week). The 
practices variably prioritised speed of 
processing (efficiency) over allowing time 
for clinical judgement (thoroughness) in 
the generation of prescriptions. Exam-
ining the work allocated to receptionists 
revealed how practices balanced these 
imperatives. In all cases, receptionists 
filtered prescription requests and iden-
tified which they could issue and print 
themselves, and which would require 
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physician review. Efficiency-focused practices gave 
greater authority to receptionists to issue, amend or 
print repeat and non-repeat prescriptions, and justi-
fied this autonomy by the receptionists’ extensive 
knowledge of the patients, gained from many years of 
working in the practice. Thoroughness-focused prac-
tices adopted a more restrictive approach where recep-
tionists issued only a limited range of prescription items 
or items previously authorised by a GP. Although the 
practices that did this considered this approach safer, 
it led to greater numbers of prescription requests being 
directed to GPs for attention, additional time required 
to process requests and greater impact on GPs’ already 
saturated schedules. Thus, prioritising thoroughness 
over speed of processing was not free of risk either.

Grant and Guthrie highlight how prescribing 
processes in primary care rely on interdisciplinary 
work, interpersonal relationships and non-clinical 
expertise that may be gained over years. These find-
ings echo those of Swinglehurst et al,7 who previously 
described the crucial contributions made by reception-
ists as they try to bridge the gap between formal prac-
tice protocols and repeat prescribing as it plays out in 
real life. Their ‘hidden’ contributions are essential to 
getting the job done and contribute in indirect ways to 
maintaining safety by ensuring timely issue of medi-
cations. Efforts to learn from receptionists’ first-hand 
knowledge of the reality of the system at the front line 
could make an invaluable contribution to safety.

In many ways, these findings do not come as a 
surprise: they are consistent with the evidence on soft 
intelligence, which recognises the value of the collec-
tive knowledge and experience of front-line staff in 
driving sustainable change and service improvement.12 
The broader achievement of this study then is to 
encourage a move away from the traditional view of 
organisational culture in primary care as hierarchical 
and physician-centred to one that is interdisciplinary 
and reliant on team dynamics.13 14

National policies on primary care, seeking to address 
both escalating costs and physician shortages, increas-
ingly emphasise the need for greater delegation of 
tasks that can be safely and competently managed by 
others.15 Recognising the contribution of non-clinical 
staff and ensuring they feel that their work is important 
and their performance visible to other team members 
will help to build a collaborative culture in primary 
care practices, with potential benefits in improved care 
access and continuity, better chronic disease control, 
and increased patient satisfaction.16 Greater team 
cohesion in primary care can also reduce duplication, 
streamline patient care and enable specialist skills to 
be used more cost-effectively.17 This requires practices 
to ensure the goals, responsibilities and insights of all 
team members are understood and valued by all.18

The issuing of prescriptions in primary care has 
been shown to be a complex, technology-supported 
process that  requires collaboration between clinical 

and administrative staff. As policy urges primary care 
physicians to stretch safe delegation further, quality 
improvement research in primary care must also take a 
team or organisational perspective. There is a need for 
quality improvement efforts to understand the team 
structure, role definitions and accountability. This will 
better identify how the team can work to maintain and 
promote safety, and identify points where improve-
ment is possible.
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