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AbstrAct
Repeat prescriptions are prescriptions issued to a patient 
for a second or subsequent time without requiring a 
consultation with a doctor. Repeat prescribing is common 
and an efficient system is necessary to deliver a high-
quality service. Always Events can be used to drive 
patient-centred improvements in healthcare delivery. 
Our aim was to use the Always Event concept to improve 
our repeat prescribing system. This quality improvement 
project was carried out in a deprived, inner-city general 
practice setting in Glasgow, UK. 51 patients taking repeat 
medications completed short questionnaires, and the 
Always Event ‘Repeat prescriptions should be ready and 
available to collect’ was generated. We used the Plan-Do-
Study-Act cycles to elucidate how our system could be 
improved and check if our intervention was effective. Over 
a 3-day period in July 2016, 269 out of 292 prescriptions 
(92.1%) were ready. We mapped out the repeat prescribing 
process and discovered that sometimes reception 
staff graded a request as inappropriate, for example, 
requested too early, and these requests were therefore 
not processed. Patients would then attend to collect a 
prescription that was not there. This was both inconvenient 
for the patient and time-consuming for the reception staff 
to investigate the reason. Our system was changed so that 
any request that was not being processed was recorded 
and the patient informed. In September 260 out of 267 
(97.4%) prescriptions were ready, in November 350 out of 
364 (96.2%), and in February 2017 314 out of 323 (97.2%) 
were ready. In conclusion, the Always Event approach 
allowed us to elicit important feedback from patients to 
identify a weakness in our repeat prescribing system, 
which was simple to rectify and led to an improved, more 
efficient service.

Problem
Repeat prescriptions are issued to a patient 
for a second or subsequent time without 
requiring a consultation with a doctor. In the 
past 20 years, the number of repeat prescrip-
tion items issued has doubled from 5.8 to 
13.3 items per patient per annum,1 and this 
impacts significantly on National Health 
Service (NHS) costs, related clinical risks, 
increased workloads, organisation of work 
in general practice and patients’ experience 
of healthcare provision.2 3 In our practice, 
anecdotally a significant proportion of repeat 
prescriptions are not ready for collection 

when patients attend to collect their prescrip-
tions. If prescriptions are not ready for collec-
tion, this can be time-consuming and frus-
trating for patients and staff.

background
The repeat prescription process is complex 
and involves doctors deciding which items 
can be requested by patients without a consul-
tation between clinician and patient.4 The 
medication will usually have been initially 
prescribed by a medical practitioner at 
consultation, and procedures are in place to 
monitor the safety, compliance and necessity 
of repeat prescriptions. Repeat prescribing 
accounts for up to three-quarters of all drugs 
prescribed and four-fifths of drug costs in UK 
general practice; around half of all registered 
patients receive treatment by repeat prescrip-
tion, and rates are rising.3 This quality 
improvement project took place within an 
inner-city general practice in Glasgow, UK, 
with a practice population of just over 9000 
patients. The practice is one of the ‘Deep 
End Practices’, namely one of the 100 
general practices that serve the most severely 
deprived populations in Scotland.5 6 We have 
a higher proportion than average of elderly 
patients compared with other practices in 
our area, with 15% of the practice population 
aged over 65. We train and teach both post-
graduate doctors and undergraduate medical 
students.

The practice has a repeat prescribing system 
in place, and written information is given to 
patients via the practice leaflet and the prac-
tice website.7 Additionally when a repeat 
item is issued, there is a written record given 
to the patient regarding which items are on 
repeat and how to request repeat medication. 
Patients are advised that repeat prescriptions 
will be available for collection 48 working 
hours after making the request.

We have worked at improving our repeat 
prescribing systems over the years, including 
following the NHS Scotland and NHS 
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Institute for Innovation productive general practice 
module on prescribing.8

Our practice processes over 100 repeat prescriptions 
per day, most of these are ‘on repeat’ on our computer 
system, and there are protocols in place so that requests 
can be processed by reception staff. There are also ‘special 
requests’ that are looked at individually and processed by 
the doctors. There is a separate system for urgent requests, 
which are processed on the day and can be collected after 
16:00. The General Medical Council provided guidelines 
on good practice in prescribing.9 10

Traditional methods to optimise quality of health-
care delivery such as patient experience and satisfaction 
surveys have limitations in that they tend not to focus on 
a specific area, making it more difficult to act on patient 
feedback to drive improvements. There is growing 
interest in the Always Events (AE) concept as a method 
to drive patient-centred improvements in healthcare 
delivery. The AE approach directly engages with patients 
at a local level to gauge what they want to happen when 
they interact with care services and focuses on a specific 
area. An AE can be defined as ‘a clear, action-oriented 
and pervasive practice or set of behaviours that, when 
implemented reliably, will ensure an optimal patient and 
family experience and improved outcomes’11 and can be 
used to drive patient-centred improvements in healthcare 
delivery.12 Patients are asked to complete a short AE ques-
tionnaire, the responses are themed, and these data are 

used to judge what can become an AE.13 The following 
are the criteria for determining an AE:

 ► It is any healthcare interaction, process or outcome 
that is judged by patients, carers or relatives to be a 
highly important determinant of care quality and ex-
perience.

 ► It is unambiguous and specific to enable reliable 
measurement.

 ► It is consistently deliverable to applicable patient 
groups by all relevant healthcare organisations, teams 
and individuals.

 ► It is feasible as part of routine healthcare delivery.
Our aim was to use the AE process to drive patient-cen-
tred quality improvement in our repeat prescribing 
system (see online supplementary file).

measuremenT
The first step was to use the AE process to identify 
where patients felt improvement was needed in our 
repeat prescribing process (see online supplementary 
appendix A). We then planned to use the Plan-Do-
Study-Act (PDSA) approach to implement change. The 
PDSA is a four-step sequential improvement tool.14 This 
approach was used because teams can test multiple, 
small and incremental changes to everyday work prac-
tices and systems,15 and small samples can be used to 
drive change to improve systems that are used on a daily 

Table 1 Summary of the Plan-Do-Study-Act cycles

Cycle Plan/Predication Do Study Act Timeline

1 A percentage of repeat 
prescriptions are not available 
for collection.

Point prevalence 
of percentage of 
prescriptions available 
for collection

269/292 (92.1%) repeat 
prescriptions were 
available for collection.

Mapped out repeat 
prescription process

July 2016

2 Percentage not available for 
collection will be reduced by 
proactively advising patients 
that their prescription had not 
been processed.

Repeat point 
prevalence of 
percentage of 
prescriptions available 
for collection

260/267 (97.4%) repeat 
prescriptions were 
available for collection.

Reduced the 
number of 
prescriptions not 
available
Repeat the 
process to check 
sustainability

September 2016

3 Percentage of prescriptions 
not available for collection will 
remain low if the process of 
proactively advising patients 
(that prescriptions have not 
been processed) has been 
sustained.

Repeat point 
prevalence of 
percentage of 
prescriptions available 
for collection

350/364 (96.2%) repeat 
prescriptions were 
available for collection.

Improvement has 
been sustained and 
will be checked 
periodically.

November 2016

4 Percentage not available for 
collection will remain low as 
staff have found increased 
efficiency and reception area 
runs more smoothly.

Repeat point 
prevalence of 
percentage of 
prescriptions available 
for collection

314/323 (97.2%) repeat 
prescriptions were 
available for collection.

Improvement 
remains sustained. 
Incidents of repeat 
prescriptions 
are not available 
to be discussed 
at weekly staff 
meeting.

February 2017

https://dx.doi.org/10.1136/bmjoq-2017-000042
https://dx.doi.org/10.1136/bmjoq-2017-000042
https://dx.doi.org/10.1136/bmjoq-2017-000042
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basis.16 We planned to repeat the PDSA for four cycles 
on a 2 monthly basis.

baseline measuremenT
Always questionnaires were completed by 51 patients 
collecting repeat prescriptions in June 2016. Each patient 
was asked for three responses to the question ‘what should 
always happen when you collect a repeat prescription?’ 
There were 89 responses as many patients only gave one 
or two responses. Patient responses were entered into an 
Excel spreadsheet and analysed to identify themes. The 
most prevalent theme identified was that the prescription 
should be ready when the patient attended to collect it 
(n=32), followed by the staff should be courteous (n=14), 
the items should be correct and prescription should be 

for all items requested (n=11), the person collecting the 
prescription should have their identity checked (n=10), 
patient should be told about side effects (n=4), there 
should be privacy when asked personal details (n=3), and 
there were 15 other/miscellaneous responses.

We identified our candidate AE as ‘the prescription is 
ready and available to collect’.

We used this information in cycle 1 of PDSA. The 
results of the AE questionnaire were discussed at a staff 
meeting, and it was decided that we would collect data 
over 3 days in early July to see how many prescriptions 
were collected and how many of these were ready and 
available. Two hundred and ninety-two patients attended 
to collect repeat prescriptions and 269 (92.1%) were 
ready (table 1).

Figure 1 Repeat prescribing flow map from patients putting in a repeat prescription request to collection of the repeat 
prescription.
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design
After collecting the baseline data, we mapped out the flow 
from patients putting in a repeat prescription request 
to collection of the repeat prescription (figure 1). The 
process is complex and involves many steps. There are 
multiple possible reasons for prescriptions not being 
ready and available for collection. It emerged that if a 
patient requested a prescription too early, namely over 
a week prior to the prescription being due (requests via 
the answering machine, online form, letter or in person), 
the staff had not been recording this and they had just 
simply not processed the request. Additionally the 
patient had not been informed that the request was too 
early. This meant that patients were attending to collect 
prescriptions that had not been processed, and the staff 
would then have to investigate what had happened to the 
request. This process was slow as the issue had not been 
recorded in patients’ records.

sTraTegy
We hypothesised that if we proactively advised patients 
that their repeat prescription request was too early, they 
would not attend to collect a prescription that had not 
been processed.

Practice staff were instructed to record that requested 
items were not yet due, inform the patient of this and 
record that the patient had been informed in the patient 
records. If the patient was not satisfied, the request was to 
be passed to a doctor. The change was discussed at a prac-
tice meeting so the entire team was aware of the change.

We then repeated the process of recording the propor-
tion of prescriptions that were ready and available to 
collect.

resulTs
Table 1 shows the results of the four PDSA cycles. The 
3-day data collection was initially repeated in September 
2016; 260 out of 267 (97.4%) prescriptions were ready 
and available. Of the prescriptions that were not ready:

 ► Two had been requested too early by pharmacies.
 ► One involved a patient who does not speak English 

and an interpreter was required.
 ► One had been done 2 days previously but was not in 

the box for no obvious reason.
 ► One had spoken to the duty doctor earlier and the 

script was still in the general practitioner’s room.
 ► One was not clear how or when requested, but the 

patient came to collect.
 ► One had been picked up as too early and the staff had 

tried to contact the patient to inform them, but had 
been unsuccessful. When the patient attended to col-
lect the prescription, the audit trail was clearly record-
ed in the patient’s record allowing the staff to inform 
the patient straight away.

The process was repeated again in November 2016, 
with 350 out of 364 (96.2%) ready. There was a higher 
volume of repeat prescription requests in November. Of 

14 prescriptions, 10 that were not ready and available 
were requested by pharmacy staff who were collecting 
prescriptions for other patients, and asked if these addi-
tional prescriptions were ready (even though the 48-hour 
processing time for those prescriptions had not elapsed). 
In February 2017, 314 out of 323 (97.2%) were ready. The 
improvement was sustained.

lessons and limiTaTions
The person-centred element is critical to the AE approach, 
and this enabled us to respond to patient feedback on 
what would enhance their experience of the repeat 
prescription process. The patients highlighted an ineffi-
ciency in the repeat prescribing process, and our team 
were able to use this information to create a more effi-
cient system for all involved in the process by lessening the 
related workload and reducing frustration all round. We 
feel the standard now achieved is very good, and staff and 
patients have commented on how the reception area runs 
more smoothly. This reinforces the gain of the change 
and makes it more likely to be sustained. The follow-up 
data highlighted that pharmacies are repeatedly asking 
for prescriptions too early, and this is another area that 
can be addressed. This could be reduced by alternative 
systems such as a community pharmacist-managed repeat 
prescription service.17 We plan to randomly repeat the 
process periodically to check that the system continues 
to function well. The process was feasible in a large, busy 
practice. A limitation is that it is time-consuming for staff 
to contact patients, and it may not be possible to contact 
patients by phone. We have not sent letters to patients if 
we are unable to contact them by phone, as the timeline 
is such that they will usually present to the practice before 
it is practically possible to send a letter. Similar issues are 
seen in other primary care systems, such as processing 
and communicating laboratory results. Bowie et al18 high-
lighted four themes in this process, namely system vari-
ations and weaknesses, doctor to administrator commu-
nication, informing patients of test results, and patient 
follow-up and confidentiality, which are similarly perti-
nent in the processing of repeat prescription requests.

conclusion
In conclusion, the AE process identified a weakness in our 
repeat prescription system, which was simple to rectify 
and has improved the efficiency of our system.
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