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1.0 RECOMMENDATIONS







A 28-day repeat prescribing interval is broadly recommended; however,
discretion should be used for individual patients or medicines. This should be
coupled with a rigorous and effective medication review process.
Repeat prescribing systems that promote synchronised, once per month
requests for long-term medication should be developed.
People that are stabilised on their medicines and are suitable for longer
prescribing intervals can be considered for repeat dispensing (28-day
prescriptions for 6–12 months).
However, due to low uptake and other issues highlighted in this paper, a robust
evaluation of the Repeat Dispensing Scheme in Wales would ensure that
resources are being spent appropriately and will guide a decision on the future
of the service.
Prescribers should consider a flexible approach when initiating a medicine; a
shorter interval (7–14 days) may be appropriate initially to assess tolerability
and compliance, or may be recommended by the BNF or regulatory bodies.

2.0 BACKGROUND
28-day prescribing within primary care was included as an Annual Operating
Framework (AOF) target of NHS Wales in 2010–2011 as part of the Productivity and
Efficiency measures, along with a target for repeat dispensing. Repeat dispensing is a
service under the community pharmacy contract whereby GPs can print out up to 12
prescriptions at once to be dispensed at appropriate intervals by a community
pharmacist (equivalent to up to 12 months of treatment)2. Repeat dispensing provides
pharmacists with a number of opportunities for a discussion with the patient to
determine whether they still require the medicine, and whether the patient is
experiencing any problems with taking it. Feedback from areas that have implemented
repeat dispensing is that patients find the system more convenient3.

3.0 28-DAY INTERVALS VERSUS “APPROPRIATE” SUPPLY INTERVALS
A 28-day prescribing interval has been promoted across the UK, primarily to reduce
waste from unused medicines. A literature search was undertaken to identify papers
addressing prescribing intervals. The literature search did not support a definitive
position, and the recommendations made are a consensus position of the All Wales
Prescribing Advisory Group (AWPAG) following consultation with stakeholders.
One of the earliest references to a 28-day prescribing cycle is from a 1996 Yorkshire
study, estimating that there would be a 34% reduction in the cost of waste medication
by changing the prescription duration to 28 days, with a linear correlation between
mean values of returns and prescription length4. Other audits, studies and reports have
supported a link between increased prescribing intervals and increased waste5,6.
It has been argued that the evidence supporting waste reduction from a 28-day
prescribing interval is not robust, and may have a negative impact on patient
compliance7. However, it is suggested that by enabling patients to collect all medicines
at the same time (i.e. synchronising their ordering to no more than once a month),
compliance is likely to improve.
A 2010 joint report by the York Health Economics Consortium and the School of
Pharmacy at the University of London supports the use of 28-day prescribing intervals
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where appropriate, but recognises that not all waste can be reduced and the cost of
interventions required to reduce the waste may exceed the cost of the waste itself8.
Reflecting data from this study in his presentation at the AWMSG 10-year conference
in 2012, Rob Darracott of Pharmacy Voice stated “The value of wasted medicines is
approximately £300m a year (England), of which:
• £90m is at home
• £110m is returned to pharmacies
• £50m is disposed of by care homes”
50% of this waste is cost-effectively preventable, but significantly greater returns are
available by better medicines use (£500m in just five therapy areas)”.
The Welsh Government has stated its support for 28-day prescribing in its 2010
medication waste campaign, but qualifies this by prompting prescribers to consider
other intervals (usually shorter) where clinically appropriate9.
Longer prescribing intervals have been called for both by patient groups10,11 and some
GPs12, citing patient inconvenience (and costs from travel and prescriptions [in
England]), excess GP workload and dispensing costs as negative aspects of a 28-day
policy. As generic drug costs fall, the cost of reimbursing for the act of dispensing (fees
and allowances) may in some cases exceed the cost of the drugs. Repeat dispensing
is increasingly being used and can provide a mechanism to address some of these
concerns (see Section 6.0).
Longer prescribing intervals may be appropriate for some patients on stable doses of
certain medicines (e.g. hormone replacement therapy [HRT], contraceptives and
levothyroxine). A proportion of patients on levothyroxine remain on a stable dose for
many years, suggesting that all prescriptions for this medicine could be based on
longer prescribing intervals; however, many of these patients have other conditions,
and may therefore have multiple medicines being prescribed. For example, a sample of
three Welsh GP practices in 2012 noted that just 12–14% of levothyroxine patients
were solely prescribed levothyroxine, the remainder receiving additional medicines on
their repeat prescription. Prescribing medicines for the same patient with different
intervals may result in the patient having to make as many, if not more, trips to the GP
and pharmacy, or may lead to the patient having excess stocks of some medicines and
not others. Prescribing according to manufacturers’ pack sizes (often a mix of both 28and 30-day packs), together with multiples of “as required” medicines, such as
analgesics, compound this effect.
Synchronising medication intervals is recommended by the National Prescribing
Centre13, and there is an argument that synchronising the prescribing interval allows
better medicines management, since clinicians can more easily monitor repeat request
intervals14. It would seem logical to synchronise to the shorter interval, which may leave
most patients still on a 28-day cycle. It is therefore also considered more appropriate to
synchronise the medicines to the same quantity per month than to prescribe according
to pack size, i.e. 28-day rather than 30-day. The synchronisation of small numbers of
tablets on a monthly basis was considered impractical, certainly as a “prescriber” task.
It was noted that it may be better for Community Pharmacists to undertake this level of
synchronisation, although this in turn raises issues of communication back to the
prescriber to record any changes. The development of repeat prescribing systems that
encourage synchronised, once per month requests for long-term medication was
strongly supported by AWPAG.
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4.0 PERFORMANCE RELATIVE TO 28-DAY TARGET
The AOF for NHS Wales sets out various measures by which NHS performance is
benchmarked, and is reviewed by the Welsh Government on a yearly basis. In
2010–2011, targets were added to the Efficiency and Productivity section, alongside
the established AWMSG National Prescribing Indicators, to encourage a move towards
28-day prescribing and increased use of the repeat dispensing service, available as
part of the community pharmacy contractual framework.
The 28-day prescribing target requires prescribers to “maintain performance levels
within the range 25 to 31 quantity per prescription or demonstrate a movement towards
28 per script”. The drug basket contains mostly cardiovascular medicines – all usually
taken as once-daily doses – and excludes HRT, levothyroxine and other medicines
likely to be prescribed for longer intervals (see Table 1). AWPAG concluded that the
28-day basket of medicines is appropriate as a means of identifying excessive use of
56- or 84-day prescribing.
Table 1. Generic medicines included in the 28-day basket
Amlodipine
Clopidogrel
Furosemide
Aspirin
Co-tenidone
Indapamide
Atenolol
Digoxin
Irbesartan
Atorvastatin
Diltiazem
Irbesartan/hydrochloroth
Bendroflumethiazide Dilzem
Lacidipine
Bezafibrate
Doxazosin
Lansoprazole
Bisoprolol
Eprosartan
Lercanidipine
Bumetanide
Esomeprazole Lisinopril
Candesartan
Ezetimibe
Losartan
Celiprolol
Fenofibrate
Montelukast
Ciprofibrate
Fluvastatin
Nifedipine
Citalopram
Fosinopril
Olmesartan
NOTE: not all strengths or presentations are included

Omeprazole
Pantoprazole
Perindopril
Pioglitazone
Pravastatin
Rosuvastatin
Simvastatin
Simvastatin/ezetimibe
Telmisartan
Telmisartan/hydrochloroth
Trandolapril

Performance for the quarter ending 31 March 2012 ranges from 28 days in Torfaen and
Ynys Mon to 35 days in Pembrokeshire (see Figure 1; please note that trend data to
compare movement over time are not available).
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Figure 1. March 2012 performance against 28-day target by locality (source: CASPA/NWIS).
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5.0 IMPACT ON PRESCRIBERS, DISPENSERS AND THE NHS
Payments for dispensing contractors (community pharmacies, dispensing GPs and
appliance contractors) are, to varying extents, based on reimbursement for the
medicines/appliances supplied plus a dispensing fee. Tiered additional allowances are
also paid to community pharmacies and appliance contractors based on numbers of
prescription items dispensed each month. Because of this reimbursement model, it is
difficult to quantify precisely the extra costs involved, should all prescriptions be written
as 28 days or less, but there would undoubtedly be an increased cost to the NHS in
terms of dispensing costs.
The move to 28-day prescribing has implications for the interpretation of prescribing
data; in particular, the subsequent increase in the number of prescription items per
capita. Wales has the highest number of prescriptions per person of all the UK nations
(24, compared to 20.2 in Northern Ireland, 18.4 in England and 18.3 in Scotland)15.
Comparing data from the 2011 Prescription Cost Analyses for each of these nations for
a random group of medicines taken from the 28-day basket (see Appendix 1) shows
that Wales has the lowest quantity of tablets per prescription at 32.3, with Northern
Ireland and Scotland averaging almost 50 tablets per prescription compared to 37.6 in
England. The prescribing interval is unlikely to be the sole reason for the difference in
prescriptions per capita, with patient factors such as socioeconomic status, existing
health needs and average age, plus prescriber pressures including commercial factors,
peer pressure and patient expectations all influencing prescribing rates to some
extent16–198.
Since 2008–2009, there has been an 11.4% increase in prescription items in Wales
(although a slightly lower annual increase since the AOF target was launched). In that
time, there has been a smaller increase (3.52%) in total spend (which includes drug
costs), mostly driven by an increase in fees and allowances paid (average increase of
11.43%). Further details are in Appendix 2.
Increasing the number of prescriptions increases the costs of medication supply, as
well as GP time in printing and signing the prescriptions. Longer prescribing intervals
could reduce these costs to the NHS, but raises issues of synchronisation, outlined in
Section 3.

6.0 REPEAT DISPENSING SYSTEM: BENEFITS, LIMITATIONS AND UPTAKE
It has been argued that increased workload for GPs, mainly in signing prescriptions, is
one reason for not reducing the prescribing interval to 28 days12. Since 2005, repeat
dispensing (sometimes referred to as batch prescribing) has been available as an
alternative to traditional repeat prescribing systems. Repeat dispensing is an essential
service under the community pharmacy contractual framework. This states that
pharmacies will dispense repeat prescriptions and store the documentation if required
by the patient. They will also ensure that each repeat supply is required, and seek to
ascertain that there is no reason why the patient should be referred back to their GP.
Potential benefits of repeat dispensing are a reduced workload for GPs and practices,
and increased patient convenience19.
Under this scheme, suitable patients on appropriate repeat medication can have up to
12 repeats authorised (the GP signs only the authorising repeat dispensing
prescription; the repeat dispensing forms are not signed), potentially reducing the
number of prescriptions that need to be signed from 12 to 1. GPs may retain closer
clinical oversight by authorising fewer repeats (6 instead of 12).
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Evidence for the benefit of this service is poor in terms of impact on GPs; however, in
2002, a Cabinet Office report estimated “up to 330 million (80%) of all repeat
prescriptions could be replaced with repeat dispensing over time. This could yield a
saving of up to 2.7 million hours of GP and practice time”20. For a community
pharmacy, a 2006 Manchester University report estimated a time saving of 25 seconds
for the processing and dispensing of a four-item repeat dispensing batch prescription,
compared to a non-repeat dispensing prescription. Time taken to hand out a repeat
dispensing prescription was an average 6 seconds longer, indicating that pharmacists
took more time talking to patients. The report also supports the theory that repeat
dispensing saves the NHS money by increasing the amounts of “not dispensed” items
(mean saving of 56.89 pence per repeat dispensing script, compared to 0.77 pence per
non-repeat dispensing script)21.
Uptake of the repeat dispensing scheme depends on initiation by the GP. Technical
issues in aligning the printer templates for the repeat dispensing scripts with the
prescription stationery initially hampered the roll out; however other anecdotal reasons
for the lack of uptake since are included in Table 2.
Most health boards have designed support packs for repeat dispensing, based on the
original NHS Wales document22, and have also helped interested practices to set the
scheme up. Such packs include good practice tips, such as what cohorts of patients to
offer the service to. Uptake is inconsistent across health boards (see Appendix 3 for
Torfaen data) and within Wales. In April 2012, 182 of 562 practices (32.4%) were
issuing some repeat dispensing forms. Resistance to uptake of the scheme remains, at
least in some areas23.
In late 2012, the Steering Group on Improving the Use of Medicines (for better
outcomes and reduced waste) published their action plan3. Repeat dispensing featured
as part of the targeted support for patients in primary and community care, with the
following actions proposed:
 Develop a repeat dispensing engagement plan for local NHS bodies and GPs to
highlight the benefits to all. The Steering Group believes there is a key role for
the Royal Pharmaceutical Society and Royal College of General Practitioners to
work collaboratively to develop this.
 An electronic repeat dispensing solution will remove one barrier to uptake, but
practices should not wait for this as many practices have successfully
implemented repeat dispensing in its current form.
 Software companies should be encouraged to resolve any barriers to repeat
dispensing faced by non-medical prescribers.
A fourth recommendation (to benchmark practices by monitoring the proportion of
prescriptions issued as Repeat Dispensing) is already in place in Wales.
Some primary care trusts in England now have rates of repeat dispensing in excess of
25%.
A robust evaluation of the repeat dispensing scheme in Wales would ensure that
resources are being spent appropriately and will guide a decision on the future of the
service.
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Table 2. Anecdotal reasons for lack of repeat dispensing uptake
Perceived barrier

Difficulties in setting up the
system and migrating patients
across; in particular, gaining
patients’ signed consent,
difficulties in educating patients
about the “new” system

Practical difficulties maintaining
repeat dispensing for patients
and co-ordinating chronic
disease reviews with repeat
dispensing scripts
Continued motivation from all
practice members until repeat
dispensing is perceived as a
“normal default procedure”

Potential solution
Collaboration between the pharmacists and GP practice to:
 identify suitable patients
 inform patients about how the system works
Uptake will increase if there is a system for education and
consent agreed between the pharmacy and practice.
The community pharmacist is best placed to provide
information and consent, in discussion with the practice.
Repeat dispensing provides continuity between patient and
pharmacy.
Practice recalls/medication reviews to be synchronised with
repeat dispensing where possible.

Careful patient selection initially, eg levothyroxine and
stabilised people on antihypertensives, can increase
confidence
Where active surveillance is appropriate, repeat dispensing
should not be undertaken.

Perceived lack of prescribing
control – patients bypassing the
practice for their repeats

Patients can be provided one-month scripts if therapy is
under active review, and repeat dispensing restarted once
the patient is stabilised.
After undertaking a medication review, practices may decide
to re-authorise medicines for 12 months but only issue 6month repeat dispensing. This will allow a brief review of the
record before issuing the remaining batch.

Difficulty in communicating
prescription changes to the
community pharmacy (ensuring
that medicines no longer
authorised do not get
dispensed), need to reprint all
items on the repeat dispensing
script should one item change
(may indicate poor selection of
patients/medication).

Practices encouraged to start repeat dispensing with the
most stable patients (as above).
It is essential that patients on repeat dispensing are clearly
identified at the point of prescribing, and that medicine
changes are documented and communicated with the
community pharmacist.

7.0 MEDICATION REVIEW
Regardless of the method for repeating medicine supply, good medicines management
remains key to ensuring patients are kept safe and NHS resources are used wisely.
Effective medication review processes, preferably involving the patient so that
compliance and patient wishes can be taken into account, are needed. Such reviews
should not only identify whether a medicine is clinically appropriate for the presenting
condition, but also whether it is appropriate for the patient, considering any other
conditions they may have, and whether there is over/under use (which is not always
possible from the prescribing history). A gold-standard medication review is outlined in
the AWMSG guidance document “Warfarin Monitoring”24.
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8.0 SUMMARY
The evidence regarding whether 28-day prescribing in itself reduces medication waste
has some limitations; however, it should be stressed that most NHS guidance calls for
the appropriate use of a 28-day prescribing interval, reducing or increasing the interval
as clinically necessary. There are potential additional benefits in terms of facilitating
medication review and medicines management.
The AOF target highlights those practices where the majority of prescribing is
significantly longer than the 28-day interval, which should apply in most cases. The
basket of drugs from which the target is calculated includes medicines normally taken
as once-daily doses (for ease of calculation) and, in common with other indicators,
allows practices and prescribing advisors to engage in a conversation as to why a
practice is prescribing in a certain way – the answer to this might justify a practice lying
outside of the “norm”.
According to NHS Eastern and Coastal Kent “A 28-day repeat prescribing interval is
recognised by the NHS as making the best possible balance between patient
convenience, good medical practice and minimal drug wastage.”25
This message has been echoed by most NHS bodies and this review suggests that it
remains appropriate, although this is based on a consensus view rather than robust
evidence. The 28-day indicator is appropriate as a means of identifying excessive use
of the 56- or 84-day prescribing interval. Whilst a 28-day prescribing interval is
recommended, discretion is required by the prescriber to avoid excessively applying it
to all patients or medicines. GPs concerned with increased workload should discuss
the options for repeat dispensing with their health board and community pharmacies.
Health boards and prescribers could ideally adopt a flexible approach for suitable
patients, whereby a shorter interval (7–14 days) is used for initiating a medicine to
assess tolerability and compliance, or is recommended by the BNF or regulatory
bodies. This should be coupled with a rigorous and effective medication review
process, and, where possible, a system which promotes synchronised, once per month
requests for long-term medication.

9

All Wales Medicines Strategy Group

References
1 All Wales Medicines Strategy Group. A medicine strategy for Wales: Executive
summary. 2008. Available at:
http://www.wales.nhs.uk/sites3/Documents/371/Strategy%20Exec%20Summary
%20endorsed%20AWMSG%20April08.pdf. Accessed Jan 2012.
2 NHS Wales. Annual Operating Framework. NHS Wales 2010-11. Annex C.
Improving efficiency & productivity within NHS Wales. 2011. Available at:
http://howis.wales.nhs.uk/sites3/Documents/407/Annex%20C%20%20Efficiency%20%20Productivity%2020102011%20FINAL%2022%20Dec%2009.doc.
3 Department of Health. Improving the use of medicines for better outcomes and
reduced waste. An Action Plan. 2012. Available at:
http://www.dh.gov.uk/health/files/2012/12/Improving-the-use-of-medicines-forbetter-outcomes-and-reduced-waste-An-action-plan.pdf. Accessed Jan 2013.
4 Hawksworth GM, Wright DJ, Chrystyn H. A detailed analysis of the day to day
unwanted medicinal products returned to community pharmacies for disposal.
Journal of Social and Administrative Pharmacy 1996; 13: 215-22.
5 Pharmaceutical Services Negotiating Committee. Medicines wastage and 28 day
prescribing guidance. 2008. Available at:
http://www.psnc.org.uk/publications_detail.php/108/medicines_wastage_and_28_
day_prescribing_guidance_. Accessed Jun 2012.
6 Brighton and Hove LINk. Medicine wastage. Dec 2010. Available at:
http://www.bhlink.org/res/media/pdf/MedicineWastageReportJanuary2010final.pdf
. Accessed Jun 2012.
7 Addison's Disease Self-Help Group. Monitoring the impact of 28-day repeat
prescribing: do the benefits outweigh the costs? 2010. Available at:
http://www.addisons.org.uk/comms/media/28dayprescription.pdf. Accessed Jun
2012.
8 York Health Economics Consortium, School of Pharmacy UoL. Evaluation of the
scale, causes and costs of waste medicines. 2010. Available at:
http://php.york.ac.uk/inst/yhec/web/news/documents/Evaluation_of_NHS_Medicin
es_Waste_Nov_2010.pdf. Accessed Jun 2012.
9 Welsh Government. Reducing medicines waste: A team approach across health
and social care. 2010.
10 Addison's Disease Self-Help Group, White K. Medicines wastage: how big is the
problem? Jan 2009. Available at:
http://www.addisons.org.uk/comms/media/medicines_wastage.pdf. Accessed
Jun 2012.
11 O'Dowd A. Some PCTs recommend GPs limit prescriptions to 28 days. BMJ
2011; 342 (d2410).
12 GP Online. One in three PCTs restricts prescriptions. 2012. Available at:
http://www.gponline.com/News/article/1078204/EXCLUSIVE-One-three-PCTsrestricts-prescriptions/. Accessed Jun 2012.
13 National Prescribing Centre. Reducing waste medicines. 2010. Available at:
http://www.npc.nhs.uk/quality/reducing_waste/resources/Reducing_5mg.pdf.
Accessed Jun 2012.
14 Mason J. Improving prescribing to reduce wastage of medicines. Prescriber
2009; 20 (12): 6-7. Available at: http://dx.doi.org/10.1002/psb.525.
15 Welsh Government. Prescriptions by General Medical Practioners. 2012.
Available at:
http://wales.gov.uk/topics/statistics/headlines/health2012/120830/?lang=en.
Accessed Sep 2012.
16 Denig P, Bradley P. Prescribing in primary care in How doctors choose drugs
(eds. Hobbs F and Bradley C). 1998.

10

All Wales Review and Guidance for Prescribing Intervals

17 Butler C, Rollnick S, Pill R et al. Understanding the culture of prescribing:
qualitative study of general practitioners and patients' perceptions of antibiotics
for sore throats. BMJ 1998; 317: 637-42.
18 Pearson SA, Rolfe I, Smith T. Factors influencing prescribing: an intern's
perspective. Medical Education 2002; 36 (8): 781-7.
19 Wazana A. Physicians and the Pharmaceutical Industry: Is a Gift Ever Just a
Gift? Journal of the American Medical Association 2000; 283 (3): 373-80.
20 Department of Health, Cabinet Office. Making a difference: reducing burdens on
general practitioners (GPs) - Second report. Jun 2002. Available at:
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandst
atistics/Publications/PublicationsPolicyAndGuidance/DH_4002904. Accessed
Jan 2013.
21 Ashcroft D, Elvey R, Bradley F et al. National evaluation of repeat dispensing by
Community Pharmacists: Final report. 2006. Available at:
https://www.escholar.manchester.ac.uk/uk-ac-man-scw:5d94. Accessed Jan
2013.
22 NHS Wales. Repeat dispensing services resource pack. Mar 2005. Available at:
http://www.lpconline.org.uk/bkpage/files/110/cpw_resources/resource_pack_repeat_dispensing.
pdf. Accessed Jan 2013.
23 Howard J. Letter from CPW regional director Jayne Howard to Bro Taf LMC
regarding managed repeat services (MRS). Aug 2011. Available at:
http://brotaflmc.org.uk/ESW/Files/Annex_J_-_1.9.11.doc . Accessed Jul 2012.
24 All Wales Medicines Strategy Group. Warfarin Monitoring. 2012. Available at:
http://www.wales.nhs.uk/sites3/page.cfm?orgid=371&pid=62115. Accessed Jan
2013.
25 NHS Eastern and Coastal Kent. 28 day prescription intervals. 2012. Available
at: http://www.easternandcoastalkent.nhs.uk/home/independentcontractors/general-practices/news/28-day-prescription-intervals/. Accessed Jun
2012.

11

All Wales Medicines Strategy Group

APPENDIX 1: Prescribing cost analyses for 2011
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APPENDIX 2: Dispensing account analysis

13

Practice 1
Practice 2
Practice 3
Practice 4
Practice 5
Practice 6
Practice 7
Practice 8
Practice 9
Practice 10
Practice 11
Practice 12
Practice 13
Practice 14
Practice 15
Practice 16
Torfaen

All Wales Medicines Strategy Group

APPENDIX 3: Torfaen repeat dispensing data
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