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Repeat Prescribing Audit- Core
	
	Name of person conducting audit: 


	Surgery:


	Practice Manager:




	
	Date
	





	
Purpose: Review of repeat prescribing processes and policies using RAG based scoring system from 0-2 (see Figure 1). Please see Appendix C: Suggested Process for Completing the Repeat Prescribing Audit. This is a suggested guide for how to complete the repeat prescribing audit and any action plans that are needed. For a specific overview of the RAG rating criteria for each audit standard (organisational culture, clinical responsibilities etc) please see Appendix B. The core questions have been taken from the Repeat Prescribing Toolkit self-assessment. When the audit is completed and scored, if you have identified any actions, you are required to complete Appendix A: Action Plan. 

Figure 1:
	Red/No – 0
e.g. rarely, never, not in place or reviewed, no staff aware, no training in place
	Amber – 1
e.g. sometimes, policy in place but not reviewed regularly, falling short, some staff aware, not all staff trained
	Green/Yes – 2
e.g. always, often, policy in place and regularly reviewed, all staff understand and fully trained, staff are competency checked 



	Audit Standard
	R
0
	A
1
	G
2
	Evidence statement

	1.0 Organisational Culture (including admin)

	1.1 Is there a written policy/standard operating procedure (SOP) to describe the planned process for repeat prescribing and medication reviews in the practice (is it fit for purpose, easy to access and easy to use)?  Has the policy been reviewed recently? Is there documentation that staff have read and understood the policy? 
	
	
	
	

	1.2 Is there training for all staff involved in the repeat prescribing process (administrative and clinical) to ensure they are aware of the policy/SOP and understand the practice/PCN repeat prescribing process? Are staff given ongoing support and training? What about locum staff?  
	
	
	
	

	1.3 Who in the practice has overall responsibility for the repeat prescribing process and who has responsibility for the day-to-day running of the repeat prescribing process, including administrative duties? 
	
	
	
	

	1.4 Are practice staff clear about the roles and responsibilities of all staff members involved in the repeat prescribing process (including their limits of what they are authorised to do)? Is this information covered within the repeat prescribing policy? 
	
	
	
	

	1.5 Is it clear how and who in the practice will deal with an issue, incident or complaint relating to repeat prescriptions? How has the practice learned from a recent repeat medication near miss, serious incident, or complaint?  
	
	
	
	

	1.6 If any member of staff has a concern about the repeat prescribing process, is it clear how to raise issues and offer solutions, and is that effective? 
	
	
	
	

	1.7 Is the repeat prescribing process and how it works (including time associated within the practice and the community pharmacy), clearly communicated to patients and are all patients clear about how they are to engage with it? How well does the practice liaise with local community pharmacies to resolve any frequently occurring issues?  
	
	
	
	

	1.8 How do you review if your current system is working? Do you include discussions of; the input/views of local pharmacies and or the PCN community pharmacy lead, how high-risk medicines and high-risk scenarios are managed and if this is working effectively, how you are measuring if the current system is working (including the NHSBSA oversupply data and any local metrics on time taken for repeats).  
	
	
	
	

	1.9 Is the repeat prescribing process treated as a risky activity, e.g., is it treated as a separate task, is a dedicated room provided for administrative staff processing repeats? Is time given to non-clinical and clinical staff to deal with managing repeats? 
	
	
	
	

	1.10 How is the practice using digital solutions to reduce workload? What else could be done? Is GP clinical system functionality optimised by all staff and has the practice explored the use of eRD and the NHS app?
	
	
	
	

	1.11 Are SMRs/medication reviews/re-authorisation embedded in the culture of the practice and given the space and time required to undertake them? Are patients at higher risk of medicines-related harm prioritised for an SMR? What happens if the patient does not participate in a review or SMR?
	
	
	
	

	Total: 
	

	
	

	2.0 Clinical Responsibilities

	2.1 Are actions and decisions made clearly documented in the GP clinical system and notes? This especially relates to; the decision for when a medicine is moved from acute to repeat, the indication for a repeat medication, expected length of the prescription at initiation and informing patients of the long-term risks of their medications?  
	
	
	
	

	2.2 How are the responsibilities around repeat medicines communicated to patients (e.g., monitoring requirements, medication reviews and when medicines will not be repeated)? What is the practice’s process if a patient does not engage with monitoring arrangements? How is this communicated to patients?
	
	
	
	

	2.3 What systems are in place to monitor over ordering of repeat medicines (especially in relation to medicines with dependence-forming or overdose potential)?
	
	
	
	

	2.4 What processes are in place to identify and manage under ordering of repeat medicines?
	
	
	
	

	2.5 When medicines are recommended by secondary care, is there a clear and safe clinical authorisation process for discharge letters to be interpreted and medicines clinically authorised for repeat?
	
	
	
	

	2.6 When medicines are stopped, is there a clear process to ensure they are removed from the repeat medicines list?
	
	
	
	

	2.7 Are terms such as ‘as directed’ or ‘when required’ avoided, especially when in relation to high-risk medicines? How is feedback provided to prescribers when clear directions are not provided? 
	
	
	
	

	2.8 Is there a clear process for dealing with prescription queries? How are prescription queries triaged and monitored? Many prescription queries might indicate a process problem.  The same patients querying each cycle might indicate they are unsure of the correct process. How are both scenarios addressed? 
	
	
	
	

	2.9 Is there a clear process of action for the Practice to respond to national medication alerts such as national patient safety alerts or drug safety alerts that relate to medicines prescribed on repeat? 
	
	
	
	

	Total: 
	

	
	

	3.0 Technical

	3.1 What is the process for requests for repeat prescriptions? How many ways can patients request repeats?  Is this manageable for the practice? Is it safe and clear to patients? 
	
	
	
	

	3.2 Is there a clear medicine resupply practice policy for support staff, e.g., it is within the medication review date documented on the system or it has a specified number of authorisations that are still within a valid time period? 
	
	
	
	

	3.3 How are checks made around monitoring requirements, such as blood tests? How does the practice ensure monitoring requirements are adhered to before repeat prescriptions are re-authorised? 
	
	
	
	

	3.4 How are large scale requests managed (e.g., care homes)? Is this working well? 
	
	
	
	

	3.5 How are dose changes that are needed mid prescription-authorisation cycle made, so that the patient receives the new dose, and the clinical notes are updated to prevent older dosing schedules being prescribed inadvertently?
	
	
	
	

	3.6 How does the practice manage discharge letters involving requests for repeat prescriptions?  How are discharge issues flagged to clinicians?
	
	
	
	

	3.7 How are ‘shared care’ arrangements for prescriptions managed safely? How is this documented so that all clinicians are aware of the full clinical picture?
	
	
	
	

	Total: 
	

	
	

	4.0 Administrative 

	4.1 Is there a process for dealing with queries that do not fit the usual process, and is this clear to administrative staff (e.g., ordered too early, essential blood tests not available, patient hasn’t had the medicine for a number of months or over ordering)? 
	
	
	
	

	4.2 Are the administrative team aware of which medicines are higher risk repeat medicines, how they are to be managed and how this might differ from the usual repeat process? 
	
	
	
	

	4.3 Are administrative staff aware of the risks of deviating from the agreed practice process when dealing with prescription queries?
	
	
	
	

	4.4 Do administration staff reauthorise prescriptions? 
	
	
	
	

	4.5 Is there a dedicated phoneline/extension for community pharmacies to contact the practice team in relation to prescription queries? 


	
	
	
	

	Total: 
	

	
	

	Audit Standard
	R
0
	A
1
	G
2
	Evidence Statement 

	5.0 Additional Questions for Dispensing Practices

	5.1 Are there SOPs in place within the dispensary covering the processes for repeat prescribing covering roles, responsibilities, and training of staff? 
	
	
	
	

	5.2 Is your process for receiving and dispensing repeat prescriptions clear to your patients? 
	
	
	
	

	5.3 Is the time for dispensing of repeat medication communicated to patients so they are aware how far in advance to order their next supply? 
	
	
	
	

	5.4 Do you encourage patients to use digital solutions such as the NHS app to order and check on repeat prescriptions? 
	
	
	
	

	5.5 What support and training are in place for dispensary staff who operate the repeat prescribing system?
	
	
	
	

	5.6 Are all repeat prescriptions signed by the prescribing clinician before they are dispensed?
	
	
	
	

	Total
	
	
	


	Overall Total (taken from each audit standard total) 
	
	
	










Appendix A: Action Plan
	Issue Identified 
	Action(s) to be taken 
	Completed by whom
	Date completed by

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	

	


	
	
	







Appendix B: Overall RAG Rating Criteria
	
	2
	1
	0

	Organisational Culture 
	Green/Yes - e.g. always, often, policy in place and regularly reviewed, all staff understand and fully trained, staff are competency checked
	Amber - e.g. sometimes, policy in place but not reviewed regularly, falling short, some staff aware, not all staff trained
	Red/No - e.g. rarely, never, not in place or reviewed, no staff aware, no training in place

	Clinical Responsibilities
	Green/Yes - e.g. always, often, policy in place and regularly reviewed, all staff understand and fully trained, staff are competency checked
	Amber - e.g. sometimes, policy in place but not reviewed regularly, falling short, some staff aware, not all staff trained
	Red/No - e.g. rarely, never, not in place or reviewed, no staff aware, no training in place

	Technical & Administrative 
	Green/Yes - e.g. always, often, policy in place and regularly reviewed, all staff understand and fully trained, staff are competency checked
	Amber - e.g. sometimes, policy in place but not reviewed regularly, falling short, some staff aware, not all staff trained
	Red/No - e.g. rarely, never, not in place or reviewed, no staff aware, no training in place

	Dispensing Practices 
	Green/Yes - e.g. always, often, policy in place and regularly reviewed, all staff understand and fully trained, staff are competency checked
	Amber - e.g. sometimes, policy in place but not reviewed regularly, falling short, some staff aware, not all staff trained
	Red/No - e.g. rarely, never, not in place or reviewed, no staff aware, no training in place










Appendix C: Suggested Process for Completing the Repeat Prescribing Audit Identify small working group to review audit
E.g. Pharmacists, Pharmacy Technicians, Practice Manager, Receptionist, GP, Prescription Clerk, Nurse

Complete Appendix A: Action Plan 
· Identify issues that need addressing, what actions need to be taken, who in the practice will complete these and document when they have been completed.
Organise a ‘Working Group’ Meeting
· Discuss areas from audit which need addressing as part of an action plan.
Complete the audit tool, starting with core questions
· Note areas which need reviewing, or extra consideration for an action plan
· Identify supporting evidence to provide when returning completed audit






Review the policy/action/process



Read through Appendix B for an overview of the RAG rating scoring system for each question.

Implement the actions/policy/process
· Organise training if needed.
· Add a next review date.
Arrange a practice meeting to discuss proposed action plan
· Include those involved in repeat prescribing process. 
· Agree/amend proposed actions.
· Allocate actions to individuals with timescales for completion.
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	15/11/2024
	0.3
	Medicines Optimisation Repeat Prescribing and Support Team
	Formatting changes made. 
	

	22/01/2024
	0.4
	Medicines Optimisation Repeat Prescribing and Support Team
	Changes made.
	Minor formatting changes.
Added Appendices A and B.

	11/02/2025
	0.5
	Medicines Optimisation Repeat Prescribing and Support Team
	Changes made.
	Appendix C added.

	11/02/2025
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	Minor formatting changes. Changes to column and Repeat Prescribing & Support email changed to PQS email address 

	28/07/2026
	1.2
	Medicine Optimisation Team
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