
THE PHARMACEUTICAL JOURNAL (VOL 269) 6 July 200220

ORIGINAL PAPERS

Dr Wilson head of pharmacy practice and Dr
Jesson is research fellow in pharmacy practice at
Aston University. Mr Varnish is a community

pharmacist. Dr Pocock is chief executive and Ms
Barton is research officer at MEL Research Ltd,

Birmingham. Correspondence to Dr Wilson,
Head of Pharmacy Practice, Aston Pharmacy

School, Aston University, Birmingham B4 7ET

The Birmingham community pharmacy
repeat dispensing project

By Keith A. Wilson, PhD, FRPharmS, Jill K. Jesson, PhD, John Varnish, MRPharmS,
Robert Pocock, PhD, and Anne Barton

AIM • To investigate the feasibility of developing and
piloting a community pharmacy-based repeat dispens-
ing procedure, with a sample of appropriate patients
receiving repeat prescriptions.

DESIGN • Pluralist methodology for data collection
including patient survey by self-completion question-
naire, face-to-face patient interview, semi-structured
interviews with pharmacists and GPs, monitoring forms
for each dispensing interaction and recording of medi-
cines supplied. Funding to community pharmacies of
£30.86 per patient per three-month cycle.

SUBJECT AND SETTINGS • Naturalistic setting in
Birmingham involving two contrasting locations —
inner city and suburban. Six-month pilot involving 350
repeat dispensing patients, seven community pharma-
cies and two medical practices using purpose designed
prescription form.

RESULTS • 82% of patients approached were willing to
enter a repeat dispensing service and after six months
86% liked the system. The service was most effective in
the practice with a well-established system for repeat
prescribing and for patients on stable medication. Key
pharmacy factors were motivation, continuity of phar-
macist cover, space, reliable PMR and established rela-
tionship with prescribers. Over the six-month pilot a
total of 24% of items available were not dispensed.

CONCLUSION • Successful repeat dispensing is depen-
dent upon a good infrastructure in both the pharmacy and
the medical practice and requires established inter-profes-
sional communication. The main advantages perceived by
patients were convenience and time saved and 90% were
prepared to register with their pharmacy to obtain the
repeat service. Community pharmacists can help patients
manage their medication at the point of supply and this
can result in a short-term saving on medicines dispensed.

The Birmingham community
pharmacy repeat dispensing
pilot study was commissioned
by the Department of Health as

one of the £1m Community Pharmacy
Wider Roles 1996–97 development pro-
jects. It was one of 12 pilots that were fund-
ed to explore the pharmacist’s medicines
management role in three main areas: repeat
dispensing, extended adherence support and
specialist services. The project was managed
by Aston University Pharmacy Practice
Group on behalf of Birmingham and Soli-
hull health authorities.

The Royal Pharmaceutical Society set
out a radical programme of professional
development into the next century.1–4 Tar-
get 3 of the work programme4 of five key
themes was “to agree an approach to ensure
that a repeat dispensing system is in place in
most community pharmacies by 2000”. This
project was designed to provide evidence to
support this policy objective.

When this study was commissioned in
1997, little had been published on repeat
dispensing in the United Kingdom. At that
time, a number of small-scale pilots were
reporting success in cost-effective prescrib-
ing but all these involved pharmacists work-
ing within the GP practices. This project
was distinctive in that it was pharmacy-
based with a focus upon the supply role:
“optimising a medication regimen, facilitat-
ing adherence to medication, organising
supply and administration support and pro-

viding monitoring and feedback to the pre-
scriber”,5 a process termed “medicines man-
agement”. 

In recent years there has been a marked
increase in interest in the number and type
of repeat prescriptions issued by GPs. Sev-
eral reports have tended to concentrate on a
number of similar variables: the quantity of
repeat prescriptions issued, the proportion
of all prescriptions issued and the total cost
to the medical practice drug budget and the
National Health Service.6,7

Claims have been made that the current
practice for generating such repeat prescrip-
tions results in over-prescribing, stockpiling
of drugs by patients and all too infrequent
review of therapy.8 Twenty years ago,
Drury7 noted that GPs were dissatisfied
with many of the systems adopted because
they thought they encouraged “unbridled
prescribing” and the production of repeat
prescriptions was a dull and time-consum-
ing task. Since then computerisation has
shifted much of the prescription generation

work to computers and administrative staff,
but for the GP the tedious task remains
because of the legal requirement that each
prescription is signed.

The Audit Commission,6 drawing on
the work of Purves and Kennedy,9 estimated
that repeat prescriptions account for 66 per
cent of items and 79 per cent of primary care
general practice drug expenditure.
Analysing data on “endorsed for payment”
prescriptions from six medical practices in
one family health services authority, David-
son et al arrived at a much lower figure.
They calculated that 29 per cent of items
were repeats at a 32 per cent total cost.10

If we take the medical practice comput-
er as “permission to order”, we see another
picture. Looked at from this angle, a study
in Leeds of prescriptions on the computers
of 18 practices noted that only 57 per cent of
repeat items that were allowed were actually
ordered by patients.11 So permission to have
a repeat medication may not be the true fig-
ure to use for cost and quantity debates; it
may be up to as much as 50 per cent lower.
This is the only study identified to date that
takes this approach, but if its results are valid
it suggests a more qualitative understanding
of the repeat prescription is needed than
that obtained from GP computer records or
dispensed and Prescription Pricing Auth-
ority-endorsed prescriptions. If we view the
record as a “menu — permission to order”,
where some items are essential but others
are optional as needed, where the item
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uptake for each one will automatically vary,
we would obtain a different picture. 

The small number of studies on this
topic confirms that there are considerable
methodological difficulties in generating
empirical evidence about repeat prescrip-
tions. 

The most often quoted studies on
repeat prescriptions have been undertaken
from a point of view of the prescriber in pri-
mary care. By comparison research by phar-
macists has focused on the new prescribing
support role that a pharmacist might pro-
vide at the surgery. Such studies were
designed to demonstrate what a pharmacist
and prescriber can achieve by working
together. For example, Goldstein et al 12 list
the range of “problems” that community
pharmacists in two health authority areas
identified in a prescribing audit of patient
medication records. A total of 9,762 prob-
lems were claimed, a rate of 56 per cent of all
cases reviewed.

The point of identifying and quantify-
ing the prescription issues is primarily to
avoid waste and save money, but attention
paid to clinical features could ensure better
therapy for the patient and hence better out-
comes, although it may increase costs. Esti-
mates of cost savings vary with each study,
but to take just one example, equivalence,
we can see what the potential might be. The
term “inequivalence” describes the addition
by doctors of medications to a patient’s
repeat prescription menu without standard-

ising on a common number of days treat-
ment. Estimates of the number of prescrip-
tions with different quantities varies
through 17 per cent,12, 20 per cent,13 23 per
cent,14 and 37 per cent.11 Standing et al
reviewed prescriptions from 15 community
pharmacies over a nine-month period.13

They estimated that 14 per cent of the total
cost of those prescriptions could have been
saved by standardising, or synchronising,
the items.

To summarise, repeat prescriptions have
been analysed by computer records, by
pharmacy audit of patient records and by
examining dispensed prescriptions. In the
Grampian region of Scotland a feasibility
study explored the potential for community
pharmacists to take more control in the
repeat prescribing process.8 The study was a
randomised controlled trial of instalment
dispensing, involving 62 community phar-
macies, 19 medical practices and over 2,000
patients. The Grampian study found high
levels of satisfaction and paved the way for
the Department of Health initiative in Eng-
land.

Aims This project was not based in a review
of previous literature. It was a commissioned
pilot project to research the implementation
of a repeat dispensing service and to explore
the practical implications. The literature
review places the project in the context of
what was already known and work already
undertaken. As well as seeing the prescrip-

tion as an item, to be counted and analysed
for problems, we set out to explore the social
process around prescriptions. This process
involves three key players — the prescriber,
the patient and the pharmacist — as well as
the counter staff in the medical practice and
the pharmacy. The process is not universal
and unchanging; it varies for some people
over time. 

The overall aim of the project was to
investigate the feasibility of developing and
piloting a community pharmacy-based
repeat dispensing procedure, with a sample
of appropriate patients receiving regular
repeat prescriptions. 

The commissioner of the study speci-
fied that there be a clear identification of
both aims and objectives and expected out-
comes or deliverables. These are shown in
Panel 1. A purpose of the paper is to identify
the extent to which the outcomes (Panel 2)
were achieved.

METHODS

Setting The study involved a population of
patients from two medical centres within
the Birmingham conurbation. One medical
practice was based in an outer city area, with
a low ethnic minority population and pre-
dominately owner-occupied accommoda-
tion. Four local community pharmacists
volunteered to be involved in the study. The
second medical centre was located in an
inner city area, within a highly mobile mul-
tiracial, multicultural population. The three
nearest community pharmacists dispensing
prescriptions from this practice were invited
to participate in the study.

Patient sample The sample frame was iden-
tified within each community pharmacy and
comprised patients known to be receiving
regular repeat prescriptions, confirmed
wherever possible by the patient medication
record. Unlike in other studies, this sample
was not defined by disease, age, number of
repeats or therapeutic criteria. The inten-
tion was to include as many different
patients as possible to resemble a typical
pharmacy profile. A total of 1,429 patients
were identified as taking repeat medication.
The names were then screened by the phar-
macists and by their general practitioners to
exclude those unsuitable for the study. The
GPs determined the exclusion criteria. Clin-
ical exclusion criteria were asthma (because
these patients were involved in another local
study), hormone replacement therapy and
terminal disease. Other exclusion criteria
were unstable medication, drug misusers
and personal knowledge of the patients by
their GP. Housebound patients were not
excluded, allowing carers to participate.

After screening, there remained 1,050
patients, who were contacted by post with an
introductory letter from their GP and the
baseline questionnaire. The original plan
was to include 50 patients from each of seven
pharmacies (n=350). In fact, in three of the
pharmacies the number of potential patients
was fewer than 50. For these three pharma-
cies, therefore, 70 patients were included.
This left a calculated number of 70 patients

Panel 1: Objectives
l To develop a suitable and appropriate methodology to allow community pharmacists

to dispense repeat medication without the need for the patient to visit the surgery
and so contribute to the continuity of care as part of the primary health care team 

l To identify and recruit an appropriate group of patients for participation in the study
and follow them through the introduction and implementation of the procedure
devised

l To evaluate the benefits of the repeat dispensing procedure by describing attitudes of
pharmacists, general practitioners (GPs) and patients to, and their satisfaction with,
the repeat dispensing procedure

l To identify barriers and constraints to the implementation of a repeat dispensing
procedure and propose models of best practice

l To identify attitudes of patients to the concept of shared care involving the commu-
nity pharmacist

l To evaluate the acceptability of a remuneration method that is patient-based rather
than item-driven

Panel 2: Outcomes
l A measure of the proportion of patients receiving repeat prescriptions who might be

interested in a pharmacy-based repeat dispensing service 
l Background data on attitudes to repeat dispensing and to the methods used to order

and collect repeat prescriptions
l A subjective perception of enhanced pharmaceutical care from the patient 
l Improved adherence to prescribed medication by study participants through better

and more structured access to patient counselling 
l Improved job satisfaction for the community pharmacist 
l A measurable change in prescribed medicines from the patient medication records

with a calculated reduction in drug expenditure and improved standards of pharma-
ceutical care
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for each of the remaining four pharmacies.
The sample for each was drawn randomly
from the patients willing to enter the study.

Induction Since the design was intended to
be as naturalistic as possible, the pharmacists
included were those based at the pharmacies
serving the patients of the practice. There
was a project induction session to introduce
the design, aims and objectives of the study,
an explanation of the FP10 PPA procedures
and remuneration arrangements. This also
covered the activities required of the pharma-
cists and provided instructions on how to
complete the forms supplied to the pharma-
cies to monitor each patient interaction
(monitoring forms). The project was phar-
macy-based and the activities expected were
those claimed to be undertaken by pharma-
cists daily in the course of their professional
practice (everyday pharmaceutical care).
After the study started, there was a site visit to
each pharmacy and medical practice to rein-
force understanding and there were periodic
visits throughout the duration of the project.

Research instruments All the research
instruments were based upon our knowl-
edge of consumer behaviour, patient use of
medication and the prescribing/dispensing
process. The project used a pluralist
methodology of data collection, drawing
from a number of specially designed and
piloted data collection instruments:

l Patient-pharmacist interaction moni-
toring forms were used in each pharma-
cy. These included a checklist of
expected pharmacist activities.

l Patient behaviour, attitudes and experi-
ences were obtained by self-completion
postal questionnaire before the intro-
duction of the pink three-month repeat
prescription forms. 

l All the patients who were still involved
at the end of the six months of the study
were invited to be interviewed in their
home to find out what they thought of
the repeat dispensing process and expe-
rience. A total of 206 responded.

l The experiences of community pharma-
cists, GPs and other associated health
staff were collated over the duration of
the project through telephone calls,
field visits and a focus group discussion. 

l Finally, semi-structured face-to-face
interviews were held with each commu-
nity pharmacist and GP after the com-
pletion of the project. 

l A specially designed variation of the
standard FP10 computer prescription
form was agreed with DoH and the
PPA. Forms were returned from the
PPA for project analysis. 

l A retrospective analysis of prescriptions
generated for each study patient in the
eight months preceding the study was
taken from medical practice patient
records. This was used to make a correc-
tion for items not regularly required by
the study patients. Calculations on cost
savings were made by analysis of dis-
pensed prescriptions correlated with the
pharmacy-patient monitoring forms. 

Two local research ethics committees
approved project design and instruments.

Trial of remuneration method Contractors
were paid a capitation fee for each patient
enrolled in each phase of the project. The
one-off payment was the same for all
patients, irrespective of the number of items
they received and was calculated on the basis
of the average number of repeats in the HA
area allowing an amount that would give
twice the fee income for this average. As
usual, the PPA paid drug costs. Each phar-
macist contractor was paid £30.86 per
patient per three-month cycle, using project
funding. The fee was discussed with the
DoH, the local HA and reported to the local
pharmaceutical committee. 

The overall aim of this payment method
was to remove any disincentive not to supply
and to provide some additional payment to
recompense for the extra pharmaceutical
care carried out during the project. The cost
of medicines supplied was reimbursed in the
normal way from the PPA.

Study intervention Each patient was
entered for two three-month periods. Three
months was the maximum that the PPA
would accept for supply on the basis of a sin-
gle form (hence the form was a triplicate).
The total study period was in accord with
the DoH timescale and the project was
always envisaged as a pilot. The study ran
from 1 February 1998 to 31 July 1998 dur-
ing which time patients were supplied
repeat medicines by the pharmacy. At the
start of each study period, a three-part pre-
scription was issued by the practice for all
medicines authorised for repeat prescribing
by the supervising GP. Pharmacists were
provided with patient-pharmacist monitor-
ing forms to record their activity. They were
also supplied with duplicate pads of referral
forms to allow communication with the GP.
GPs were also provided with forms to notify
medication changes to the pharmacist.

RESULTS

One outcome measure was the proportion
of patients receiving repeat prescriptions
who might be interested in a pharmacy
based repeat dispensing service. A total of
1,050 patients were identified as suitable for
entry to the study of whom 72 per cent
returned a completed baseline question-
naire. Of these, 82 per cent (618) were will-
ing to enter the study. A sub-sample of 350
was selected on a random basis, taking
account of the patient’s pharmacy. Over the
course of the study a total of 48 patients (14
per cent of study) were lost. The level of
patient loss reflects the dynamic nature of
repeat dispensing in that the patients needs
changes with time and are not static. The
loss varied considerably between the prac-
tices — the inner city practice lost 25 per
cent of the patients entered whereas the sub-
urban practice lost only 8 per cent. 

A profile of repeat prescription patients The
returned self-completion questionnaire pro-
vided a demographic profile of the original

sample of all (self-confirmed) repeat pre-
scription patients identified at each practice
(1,050). Most patients were female (62 per
cent), white (89 per cent) and aged over 53
years. Table 1 shows the demographic pro-
file of the 618 people willing to enter the
study and of the project sub-sample of 350.
The responses provided background data on
attitudes to repeat dispensing and to the
methods used to order and collect repeat
prescriptions. Most (87 per cent) were
exempt from prescription charges and were
taking up to four items per day on a regular
basis. Four out of five had been on repeat
medication for over two years. A GP
reviewed most patients at both practices at
least once every six months. The majority
used the same pharmacy every time for their
supply (95 per cent) but 85 per cent stated
that the pharmacist did not regularly talk
with them when they visited. A large num-
ber would have liked more direct contact
but there was a clear sub-group who did not
wish for this contact. 

The prescription process involves three
stages: ordering, collecting and dispensing.
The most common method for ordering a
prescription was via a personal visit to the
surgery (78 per cent). Three out of five
patients collected their prescriptions from
the surgery; 19 per cent of the group used a
pharmacy collection service. Again most
patients (75 per cent) collected their medi-
cine from a pharmacy. Most patients were
satisfied with the service they received both
from their surgery and from the supplying
pharmacy and suggestions of ways in which
it could be improved mainly related to speed
of response and the duration of supply. 

Summary of interview findings After the
study, interviews were completed with 206
project patients and 16 carers. The inter-
view covered the experience of the project
repeat dispensing service and it also served
as a validation of the patient-pharmacist
interaction records taken in the pharmacies
during the study period. The demographic
details of those interviewed were similar to

Criterion          Whole group         Sub-sample
(%) (n=618) (%) (n=350)

Age (years)
Up to 21 2 1.5
22–32 3 2
33–42 5 5
43–52 8 8
53–62 17 17
63–72 29 28
73–82 28 30
83+ 10 9

Sex
Male 42 38
Female 58 62 

Ethnicity
White 89 89
Black Caribbean 6 7
Asian 5 5

TABLE 1: DEMOGRAPHIC PROFILE OF
THE WHOLE REPEAT PRESCRIPTION
SAMPLE AND OF THE SUB-SAMPLE
ENTERED INTO THE PILOT STUDY
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that of the sample frame and so validated the
sampling process.

Patient experience and attitudes to the repeat
dispensing intervention Most patients liked
the repeat dispensing system (86 per cent)
and the reasons given were primarily conve-
nience and saving time; it cuts down on the
three phases described earlier. Those who
did not like the system did so because of per-
ceived inconvenience (increased visits to the
pharmacy, not being able to go to a different
pharmacy and not being able to visit the
surgery).

In terms of “problems”, most of the
patients reported no problems with their
medication (91 per cent), most managed to
take it as directed (89 per cent) and most did
not skip doses (81 per cent). A small minori-
ty (15 per cent) had ever experienced side
effects and when these occurred, most (77
per cent) had mentioned it to their doctor.
These findings from the patient interviews
were confirmed from the matched pharma-
cy monitoring reports.

Nearly all patients had interacted with
someone when collecting their medicine
from the pharmacy. However, although the
project design anticipated that interaction
would be with the pharmacist, this occurred
in only 36 per cent of cases. Nevertheless, 59
per cent considered that the reception in the
pharmacy had improved during the course
of the project. To determine whether there
was evidence of a relationship with the phar-
macist, patients were asked whether they
knew the pharmacist’s name. Most (95 per
cent) did not. In terms of patient consulta-
tion about their medication (pharmaceutical
care), three quarters of patients said that
they had been asked whether they required
all the medicines (76 per cent) but only small
numbers recalled being asked about side
effects of their medication (10 per cent),
about their general health (15 per cent) and
about whether they had taken all the med-
ication supplied last time (9 per cent). Many
had not noticed any change in the way they
were dealt with by the pharmacist (70 per
cent).

When asked whether they considered
that they had been paid the same attention
as in the past, two thirds of patients (66 per
cent) agreed and just under a third (32 per
cent) believed that they had been paid more
attention. This finding varied considerably
between pharmacies. Most patients (58 per
cent) believed that they were more confi-
dent in asking the pharmacist about aspects
of their medication and 48 per cent believed
that their relationship with the pharmacist
had improved during the course of the pro-
ject. There was clear support for the repeat
dispensing project and 80 per cent stated
that they liked the new repeat dispensing
service. Although only 6 per cent considered
that it had made a positive impact on their
health, many noted that they had poor
health anyway. Positive impact was largely
interpreted in terms of convenience and
reduced stress. Encouragingly, 90 per cent
of those interviewed stated that they would
be willing to register with a single pharmacy
to receive a repeat dispensing service.

GPs’ attitudes to the study At the start of the
study, both practices claimed that they had
an effective repeat prescribing system that
operated within the practice. Following the
study, the inner city practice admitted that
although it had thought such a scheme exist-
ed, it now recognised that it had not. The
practice had initially excluded a larger num-
ber of potential participants, mainly on the
basis of unstable therapy. It  had a higher
drop out of patients and experienced more
difficulty in implementing the repeat dis-
pensing process partly because of  the nature
of the patient population but also because of
organisation within the practice. Many
problems were linked to management, for
example, the use of the practice computer
system, or to internal communication with-
in the practice. A confounding problem was
a generally low expectation of, and poor
communication with, the local pharmacists.
The practice perception of community
pharmacists was of a competitive commer-
cial operation. 

The experience in the outer city subur-
ban practice was different. This practice
excluded few patients. It had a well-devel-
oped repeat prescription policy with a clear
implementation strategy. The practice
showed considerable commitment to the
study. It began the study with positive rela-
tionships with its  local pharmacists and with
high expectations of what could be achieved.
Overall, it was disappointed that there was
not more communication with the pharma-
cists but considered that it was a useful exer-
cise and had future potential.

Pharmacists’ attitudes to the study The dis-
tribution of study patients across the seven
pharmacies varied from 11 to over 70. The
implications of this workload variation are
not discussed here. The project also raised
questions about the continuity of pharma-
cist cover within individual pharmacies and
its impact upon relationship building both
with patients and with practices. However,
in general the pharmacists considered that
the study gave them an opportunity to
increase their professional role. They con-
sidered patients stabilised on their medica-
tion to be the most suitable for inclusion in a
formalised repeat dispensing contract. The
problems experienced during the project
were mainly a consequence of the bureau-
cratic nature of the prescription process that
was further complicated by the use of special
triplicate prescription forms and problems
with remuneration through the PPA. They
confirmed that communications with the
medical practices had not improved notice-
ably during the short period of the study but
they were supportive of the concept. 

Experience of the remuneration model
During the study, the pharmacy contractors
were remunerated on a per capita basis
according to the number of patients entered
into the study and using their pharmacy.
The normal item fee was therefore
removed. After the study, the only pharma-
cist to express the view that the payment was
insufficient was the single contractor
involved. The employee pharmacists were

more concerned that payment had gone to
the company rather than to themselves since
they considered that all the additional work
and responsibility fell upon the practice
pharmacist. One employee pharmacist had
received additional remuneration from her
employer and was satisfied both with this
and with the total remuneration provided in
relation to her workload. 

Summary of calculations on medication
One intention of the project was to demon-
strate a measurable change in prescribed
medicines from the patient medication
records with a calculated reduction in drug
expenditure. Over the six-month course of
the project, 24 per cent of the items avail-
able to the patients were not dispensed.
Assuming an average item cost across the
whole of the dispensed and non-dispensed
items, this amounted to a cost saving of
£13,000. This calculation assumes that
patients would normally order all their
allowed repeat medication. In real life this
does not happen and in order to obtain a
more accurate picture of patient behaviour,
we addressed the practice medication
records for the eight-month period before
the study. We found that approximately
half of the total sample of patients had
unchanged medication throughout this
period and the study period. When the
study data were corrected to allow for med-
ication not supplied during the preceding
period there was a reduced saving of 11 per
cent of items prescribed. The total cost
savings of the study were approximately
equal to the additional costs of the project
remuneration package. It is important to
note that this calculation did not allow for
potential changes in health care costs aris-
ing from long-term improvements in
patient care due to improved patient com-
pliance.

In terms of the time implications, most
pharmacists estimated consultations with
study patients took less than two minutes;
few took over five minutes. These figures do
not differ markedly from those in other
studies on pharmacist patient consultation
time. There was no significant difference in
the time spent in the two phases of the study.

DISCUSSION

This study was one of a number of Depart-
ment of Health funded pilots whose aim was
to explore the implications of rolling out a
national repeat dispensing system. Our own
interest was to understand the social dynam-
ics involved in the repeat prescription
process. The findings from the study must,
however, be taken in the context of the pilot
nature of the study, the number of patients,
the number of GPs and practices, the num-
ber of pharmacists and the total duration.
This paper presents a summary overview of
the final project report submitted to the
Department of Health.

A distinctive feature of this study was
the pharmacy basis of the project, unlike
other studies that have been based on med-
ical practices. Using pharmacy data, we suc-
cessfully identified and recruited a sample of
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repeat dispensing patients and followed
most them through the study. It is clear that
most patients liked the repeat dispensing
process and would he happy to enter into a
more permanent arrangement. A major per-
ceived gain was increased convenience and
the resulting time saving. 

This study looked at the implications
for the supplier of repeat medication. It
remains an ambition of the pharmacy pro-
fession to introduce a national repeat dis-
pensing system. The Government has now
indicated its intention that, by 2004, repeat
dispensing will mean that patients will be
able to get repeat prescriptions from a phar-
macy, without having to contact their
surgery each time.15

Our findings suggest a series of critical
success factors to achieve maximum benefit
from any such future service:

l An established and effectively managed
repeat prescribing system that is used by
all practitioners within the practice

l A commitment from medical practition-
ers to the introduction of the scheme
and a willingness to develop new work-
ing relationships with pharmacists

l An established and effective patient
monitoring system within the pharma-
cy, preferably with the capability of log-
ging patient data in addition to
providing a record of dispensed medi-
cines

l Pharmacists who are enthusiastic about
developing increased patient contact
and who are committed to developing
new working relationships with patients

l Sufficient space within the pharmacy to
provide room for discussion with
patients in relative privacy from the
shop

l Continuity of the dispensing pharmacist
within the pharmacy

l A remuneration model that recognises
that the key responsibility for the suc-
cessful development and implementa-
tion of the service lies with the
pharmacist in charge of the pharmacy
and not with the contractor

l Multidisciplinary training for pharma-
cists and GPs before the implementa-
tion of such a scheme

Our findings suggest that a properly
implemented repeat dispensing system has
the capability to save money in the short
term but that, if fully implemented, the
medium-term effect may be to increase pre-
scribing costs through improved compli-
ance. The long-term financial implications
of more effective treatment of chronic con-
ditions was outside the scope of this study.

This pilot has demonstrated the poten-
tial of a repeat dispensing system. However,
achievement of maximum benefit will
require a fundamental change in working
practices for the pharmacist and recognition
of the key role of the pharmacist as opposed
to the pharmacy — the person as opposed to
place. 

The principal of patient-based, per capi-
ta funding was well accepted and had the
benefit of removing any incentive to supply

unwanted items. The principle of patient
based funding is therefore worthy of further
development but will require appropriate
changes at the level of the PPA. 

Although the method adopted for the
pilot requires revision, the study has pro-
vided an insight into the social context of
repeat prescribing. Taking a repeat pre-
scription as a “menu to order” offers an
alternative method of understanding the
repeat patient. In this study, about half of
the patients remained on stable medication
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before and during the project. Observing
how the intervention procedures were
rolled out in two different settings (inner
and outer city populations), contrasting
professional and organisational features are
the critical factors that determine the
changes that need to be implemented in a
long-term trial.

This paper was accepted for publication on
12 June 2002.

FELLOWSHIP OF THE ROYAL PHARMACEUTICAL SOCIETY

The Royal Pharmaceutical Society’s Panel of Fellows is empowered to confer fellowship on
members of not less than 20 years’ standing who have made an outstanding original contribu-
tion to the advancement of pharmaceutical knowledge or have attained distinction in the sci-
ence, practice, profession or history of pharmacy.

A pharmacist wishing to nominate a colleague for fellowship needs the support of at least
two other pharmacists. At least one of those making or supporting the nomination must be a
fellow. The nominator should provide a detailed biographical profile of the nominee, clearly
showing the contribution made to pharmacy throughout their career. The biographical
details may include information about involvement in civic affairs or other voluntary work on
behalf of the community (this assists the panel in putting into context the nominee’s contribu-
tion to the profession).

Nominations and enquiries about the nomination procedure should be addressed to the
Secretary of the Panel of Fellows, Royal Pharmaceutical Society, 1 Lambeth High Street,
London SE1 7JN (tel 020 7735 9141). There are no official nomination forms.

The panel meets each May and November. The closing date for nominations is March
1 (for May) or September 1 (for November). The panel’s decisions are reported to the
Council in June and December so that authority can be given for affixing the Society’s offi-
cial seal to the fellowship certificates. Although appointed by the Council, the panel does
not include any Council member.


