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ABSTRACT
INTRODUCTION: Repeat prescribing is common in New Zealand general practice. Research also
suggests that repeat prescribing is a process prone to error. All NewZealandgeneral practices have
to comply with requirements to have a repeat prescribing policy, with the details of the policy to be
designed by the practice.

AIM: To inform the development of practice policy, research was undertaken with experienced
general practitioners to identify and mitigate risk in the process.

METHODS: At the 2019 annual conference of the Royal New Zealand College of General
Practitioners, a workshop was held with 58 experienced general practitioner participants. The
group was divided into six small groups, each with the task of discussing one aspect of the repeat
prescribing process. The results were then discussed with the whole group and key discussion
points were transcribed and analysed.

RESULTS: Issues identified included: improving patient education on appropriateness of repeat
prescribing; having protected time for medicine reconciliation and the task of repeat prescribing;
reducing the number of personnel and steps in the process; and clarity over responsibility for repeat
prescribing.

DISCUSSION: This research can inform the local development of a repeat prescribing policy at the
practice level or be used to critique existing practice policies. Attention was also drawn to the
increasing administrative burden that repeat prescribing contributes to in general practice.
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Introduction

Who can prescribe and what they can prescribe is
legislated by the Medicines Regulations Act, 1984.1

The Medical Council of New Zealand is the regu-
lator, providing oversight of prescribing.2 Repeat
prescribing is a convenient and cost-effective
method of continuing to provide medication for
managing chronic diseases. Over recent years, there
has been an increasing international focus on
potential errors in the prescribing process and
methods of mitigating such risk.3–7 There needs to

be a local approach to both understanding the safety
issues and implementing change at the practice
level. Approaches to improving safety in New
Zealand health systems need to reflect local medical
culture, management structures and available soft-
ware systems.

General practice in New Zealand has evolved over
the last 25 years from a small business model to
being part of integrated networks with account-
ability for both personal health care and
population-based health outcomes.8 This shift
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emphasises management of health-care interac-
tions with patients where face-to-face consultations
are a part, rather than the main method, of deliv-
ering health care. The challenge posed by the
COVID-19 pandemic has accelerated the adoption
of new technologies.9 Newmodels of delivering care
have emerged that focus on proactive care, a team
approach to delivering care, a focus on preventative
care, national health targets and better efficiency in
using scarce health-care resources.10 Electronic
medical records become an essential care delivery
tool in this emerging environment, as medical
records become records of continuity of care.

Prescribing in such an environment is complex.
Nurse practitioners, practice nurses with prescrib-
ing rights, pharmacist prescribers, nurse specialists
and other doctors in a practicemay all participate in
clinical decision-making and prescribing as inde-
pendent practitioners, yet they are all part of the
same team. Although there are considerable
advantages to this team approach, poor coordina-
tion among health-care providers becomes a risk
that is evident in prescribing and repeat prescribing.
Rather than repeat prescribing being seen as an
isolated brief event, it has become a process that can
be described and analysed.

The Royal New Zealand College of General Practi-
tioners (RNZCGP) has recognised the importance
of prescribing processes in the quality frameworks
of Foundation Standard and Cornerstone, where a
repeat prescribing policy is required, but the detail
of such policy is left to individual practices to
develop. General practice in New Zealand is char-
acterised by a wide variety of business models,
differing patient demographics and ownership
arrangements. Diversity is a positive feature, but
also makes consistency of approach to processes
difficult. Development and critique of practice
policy on repeat prescribing needs to occur at the
practice level. This paper discusses the results of a
workshop held with general practitioners (GPs) to
identify risks andmeasures tomitigate risk in repeat
prescribing to inform implementation or review of
repeat prescribing policy at the practice level.

Methods

We used a Medical Protection Society structure for
assessing risk in repeat prescribing (Figure 1).11 In
this model, the prescribing process involves seven
steps, each with distinct identifiable risks. One of
the steps is dispensing. As most general practices do
not dispensemedication, we removed this step from
the consideration. The model allows ‘process
mapping’ that visually describes a series of events
that need to occur, as well as who and what is
involved at each step.12

At the 2019 RNZCGP conference, the authors held
a workshop. Attendees were informed there that we
intended to communicate the results to the wider
primary care community by publication or pre-
sentations. The study was constructed as a minimal

WHAT GAP THIS FILLS

What is already known: It is a requirement that general practices in New
Zealand have a repeat prescribing policy, but no guidance is provided
as to what this policy should be.

What this study adds: This research suggests a structured approach to
either devising such a policy or reviewing an existing one.

Figure 1. Medical Protection Society structure for assessing risk in repeat prescribing.
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risk observational study and therefore formal ethi-
cal approval was not required.

The participants were divided into six equal sized
groups and each group was asked to focus on one
step and to discuss the risks associated with it. Each
group used poster paper to capture the salient
points of their discussion and presented the results
to the entire group at the end of the workshop for
wider discussion. All poster paper comments were
collected and the results transcribed by the
researchers, as were notes from the wider discus-
sion. A deductive thematic analysis was under-
taken using the Medical Protection Society
structure to provide overarching themes to guide
the analysis.13

Results

The hour-long workshop had 58 attendees who
participated in the research. Almost all the partici-
pants were vocationally registered GPs in active
practice.

Step 1 – Determining if a medication
should be able to be requested by a
patient as a repeat prescription

Although there were some obvious considerations
mentioned, such as right medication, right dose and
right route, some less obvious components were
also mentioned. These included: patient education
regarding the circumstances when a repeat pre-
scription should not be requested (even if it is listed
as available as a repeat); the length of time before
clinical review; and ensuring that relevant hospital
letters and discharge information on medication
have been incorporated into the list of medications
that can be requested.

Step 2 – Patients request a repeat
prescription

Problems with this step included: undue patient
pressure to provide a repeat prescription when
clinical acumen suggests a review before prescribing
is appropriate and being aware that patients may
stock-pile medications by requesting early repeats.
Compliance issues may become evident if the
request for prescribed medication is late. Urgent
requests can be problematic from a safety

perspective, as there may be no allocated time to do
the task appropriately.

Step 3 – Staff produce the repeat
prescription

There was a consensus that only prescribers should
print off repeat prescriptions. Having other staff
such as reception or administrative staff undertake
this task leads both to the dangers of non-medical
persons completing what is essentially a clinical
task, as well as double-handling with associated
increased risk of error.

Step 4 – Clinician alerted to anomalies

There was discussion about work overload leading
to desensitisation to anomalies that would other-
wise be recognised. To be undertaken safely, expe-
rienced clinicians should be responsible for this part
of the process. Protected clinical time is important
to enable clinicians to adequately review
prescriptions.

Step 5 – Prescription is signed

Concern was raised about the possibility of forged
signatures on prescriptions. This was considered
rare and would probably be ameliorated, but not
completely eliminated, by e-prescribing. Legibility
of signatures is a perennial issue, but again, not one
of high risk in an increasingly electronic world.

Step 6 – Dispensing

This step focuses on the transfer of responsibility
from general practice clinician to pharmacist, with
potential problems of sending the prescription to
the wrong pharmacy, losing the prescription (either
patient or practice) and security of patient
information.

Payment for repeat prescriptions was also men-
tioned as an issue.

Discussion

It is in both patients’ and practices’ interest to offer
repeat prescribing as a service. It is also necessary to
understand the risks associated with the service and
to mitigate these where possible. Patient education
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about when to request a repeat prescription and,
more importantly, when not to request one, raises
questions. Improving health literacy among patients
should be a goal of every practice, yet there is seldom
time to achieve this in an increasingly pressured
clinical environment. Long-term planning and
allocation of resource are needed if a practice is
intent on improving health literacy with its potential
gains of efficient and effective patient use of practice
time and increasing patient autonomy.

Similarly, updating regular medication lists with
changes made in secondary care environments is a
recognised important step in improving care and
reducing prescribing errors.14 It can also prove
challenging from several perspectives. Finding
protected time to complete the task, delays in
receiving discharge summaries and outpatient let-
ters, and lack of clarity as to responsibility between
secondary and primary carers for prescribing of
particular medications can all confound the inten-
tion of an accurate list of current medications.

Advancing technology is also changing repeat pre-
scribing. A patient portal reduces the number of
steps and people involved with repeat prescribing
and is therefore likely to reduce errors. Add-on
software such as ‘reScript’ removes all paper from
the repeat prescribing process and thus reduces the
number of steps in prescribing, with increased
efficiency and better safety. Internationally,
e-prescriptions are increasingly common and
are generally considered to reduce error.15,16

A strength of this research is the background of the
participants in the workshop; most were vocation-
ally registered GPs with practical understanding
and experience of ‘coal-face’ practice. Care must be
taken over generalising the results of a workshop to
the wider profession, as the participants were self-
selected from a group of RNZCGP conference
attendees.

Critical steps for safe repeat prescribing have
emerged from this research and suggest that a
practice policy based on these steps would be of
benefit. Alternatively, an existing policy could be
critically examined in light of this research. Clearly,
each practice should review any such document to
ensure fit with the requirements of the practice and
modify as required.
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