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1. Introduction 

1.1. Context 

Establishing workforce priorities 

In September 2020, the NHS England and NHS Improvement South East (NHSEI SE) 

regional alignment group agreed several priorities for the South East region, across the 

following five themes: 

1. Critical restoration at pace 

2. A safe well managed winter 

3. Workforce 

4. Essential / statutory priorities 

5. Enablers / prerequisites 

Given the remit to spread innovation, the three Academic Helath Science Networks (AHSNs) 

in the South East region (Kent Surrey Sussex, Wessex, and Oxford) were asked by the 

NHSEI SE to explore digital solutions currently deployed and ready for spread. 

In response, each AHSN put forward three innovations. Wessex AHSN developed a 

template with a description of each innovation and its value proposition, using the following 

selection criteria: 

• A robust evidence base 

• Spread in at least one Sustainability and Transformation Partnerships (STP) 

• Adoption at scale - demonstrating significant impact on a key challenge arising from 

COVID reset 

• Addresses inequalities and aligns with phase 3 priorities 

• Tested with a community of adopters as required across six STPs/ Integrated Care 

Systems (ICSs) 

Establishing workforce programmes 

A moderation meeting was subsequently held, attended by the three AHSN chief operating 

officers (COOs), as well as the KSS AHSN and Oxford Medical Directors. They prioritised 
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nine proposals using “relevance to SE priorities” and “ease of implementation” as key criteria 

in selecting the top three with potential for rapid deployment, which were: 

• S12 (Lead AHSN: Wessex) 

• Sleepio (Lead AHSN: Oxford) 

• Current Health or other remote monitoring solutions for care homes (Lead AHSN: 

KSS). This was subsequently superseded by the priority to deliver oximeters to 

patients and reporting acute Covid observations through digital solutions delivered in 

the Covid Oximetry @Home model 

• Electronic repeat dispensing (eRD) was consequently agreed as the third regional 

project (Lead AHSN: Wessex) 

These initiatives were agreed with the Regional Medical Director as priorities for spread due 

to their alignment with regional strategic priority areas, which includes workforce. 

Electronic Repeat Dispensing 

Electronic Repeat Dispensing (eRD) has been part of the Community Pharmacy Contractual 

Framework since 2005 and from 2019 has been a General Medical Services (GMS) contract 

requirement to provide a more efficient way to manage repeat prescriptions. eRD is part of 

NHS efforts to improve the way the repeat prescribing pathway is delivered and over the 

years, it has formed part of wider Medicines Optimisation endeavours to ensure patients 

have safe and efficient access to their repeat medicines. Crucial to this is the way 

prescribers and dispensers interact and recent digital advances have sought to make this 

easier and more efficient. The Electronic Prescription Service (EPS) is one example, as it 

allows prescribers (such as GP practices) to send prescriptions electronically to a dispenser 

(such as a community pharmacy) that the patient chooses. This makes the prescribing and 

dispensing process more efficient and convenient for both patients and staff (NHS Digital, 

2021). eRD is an integral part of EPS, as it offers many extra benefits (e.g., time saving) 

over paper repeat dispensing and repeat prescribing (NHS Digital, 2021). Wessex AHSN, in 

partnership with NHS Business Service Authority (BSA), have led on the national spread of 

eRD in response to COVID-19. In March 2020, as part of the primary care pandemic 

respone NHS England asked GP Practices to consider moving all suitable patietsn to eRD in 

order to; 

• Reduce face to face consultations with general practitioners (GPs) and community 

pharmacy, thereby supporting social distancing.  

• Reduce workload for prescribers, which could enable better prioritisation of 

resources. 
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• Better enable management of the supply chain, which could reduce the number of 

temporarily unavailable medicines.  

A study conducted in 2017 revealed that 43% of the UK population received at least one 

repeat prescription (Petty, 2017). Every year, 410 million repeat prescriptions are generated 

in the UK, this equates to approximately 375 prescriptions per GP per week. eRD enables 

GPs to authorise up to a year’s worth of repeat medication for patients whose repeat 

medications are relatively stable. Currently, only 10% of repeat prescriptions are dispensed 

using repeat dispensing, and it is estimated that if 80% of repeat prescriptions are replaced 

with eRD, 2.7 million hours of GP time could be saved (NHS Digital, 2021). Regular checks 

are carried out by community pharmacists, and medications are dispensed at regular 

intervals (NHS Dorset, 2020).  

Since the outbreak of COVID 19, NHS England (NHS E) and NHS Improvement (NHS I) 

have advised practices to consider placing all suitable patients on eRD to aid in managing 

the increased pressure on the health care system. eRD could also ensure safe prescribing 

and maintain patient access to medication during the COVID 19 pandemic (NHS Dorset, 

2020).  

 

1.2. AHSN spread and demographic 

By the beginning of April 2021 there were 1,674,033 unique patients registered on eRD (an 

increase of 605,099 unique patients since October 2019). Of these unique patients, 5.6% 

were from KSS, 5.6% were from Oxford and 7.8% were from Wessex (NHS Business 

Services Authority, 2022). 

Demographics 

The proportion of patients receiving repeat prescriptions increases with age. Over a fifth of 

the UK population are aged 60 years and older, of which 92% are likely to have been 

prescribed at least one repeat medication (Petty, 2017). Furthermore, the number of repeat 

medications prescribed to a patient tends to increase with age. Age is correlated with an 

increase in prescriptions due to the prevalence of long-term conditions (Petty, 2017).  
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1.3. Summary of Wessex AHSN evidence to date 

Literature with evidence on the benefits of eRD was published by Wessex in the ‘Electronic 

Repeat Dispensing Handbook’. eRD has been shown to benefit the healthcare system on 

three levels, these being patient benefits, GP practice benefits and community pharmacy 

benefits (Wessex AHSN, 2020). 

Benefits to patients include, but are not limited to, the following (Wessex AHSN, 2020): 

• A simpler process for patients, allowing patients to collect their repeat prescriptions 

(in some cases, allowing the collection of batch prescriptions) from a pharmacy 

without revisiting their GP. 

• Improved patient safety through regular pharmacy led consultations and 

collaboration between the GP and pharmacy. 

• A reduced risk in losing one’s paper-based prescription. 

• Time saved by making prior arrangements with their pharmacy to collect their 

medication. 

• The ability to, where clinically appropriate, request an early prescription or more than 

one prescription. For example, in cases where a patient is going away and requires 

additional prescriptions. 

eRD has been shown to benefit GP practices as follows (Wessex AHSN, 2020); 

• By reducing the time taken to produce repeat prescriptions for patients. An average 

of 73 minutes per day are saved by practice staff through producing electronic 

prescriptions as opposed to paper prescriptions. 

• Due to the time saved from signing paper-based prescriptions, an average of 80 

minutes of GP time is saved per day. 

• Due to the improved process of cancelling prescriptions. The authorised cancellation 

of prescriptions, where clinically appropriate, saves practices an average of 27 

minutes every day when using electronic prescribing instead of paper prescribing. 

Finally, the benefits observed for community pharmacy include (Wessex AHSN, 2020): 

• Improved efficiency due to the ability to plan and manage prescriptions more 

efficiently. 

• A reduction in medicines wastage and improved supply chain management. 

The above-mentioned benefits emphasise the call to encourage GP practices and 

pharmacies to use eRD. 
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A qualitative study carried out in Wessex sought to understand the clinical and patient 

acceptability of the solution (Brooks & Matheson-Monnet, 2020). 

Feedback demonstrated clinical and patient acceptability of the solution: 

 

 

The aim of this report is to assess the potential in-year net benefits of eRD across Kent 

Surrey Sussex (KSS), Oxford, and Wessex (April 2020 to April 2021) through a high-level 

impact analysis. This analysis should assess workforce and wider system net benefits 

associated with eRD to evidence potential programme outcomes.  

 

 

 

Patient feedback 

“Due to many problems with the buses, plus difficulties obtaining doctors’ 

appointments, I find it helpful. Plus, I find it saves my GP work and while I can collect 

prescriptions in person at the Pharmacy, thus saving the delivery service time, effort 

and expense, hopefully helping the NHS, too” – Female (Brooks & Matheson-Monnet, 

2020, p. 40). 

“Yeah I don’t have to devote a certain day and time and journey, I can just pick up the 

phone and order the prescription and get it delivered…It has made it easier that way 

and it has taken away the worry that I have to make that trip.” Female participant, 66-

75 years (Brooks & Matheson-Monnet, 2020, p. 49) 

GP feedback 

“Yeah, it cuts down the number of prescriptions you have to click off every week. It 

enables pre-planning from chemists and saves patients trips” - GP (Brooks & 

Matheson-Monnet, 2020, p. 29). 

Pharmacist feedback 

“The ability for patients just to come in and collect their prescriptions when they need 

them seems to be something that patients like... It’s really useful then just to be able 

to access that prescription and dispense it virtually straight away.” – Pharmacist 

(Brooks & Matheson-Monnet, 2020, p. 29) 
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2. Methodology  
This evaluation produced a high-level in-year analysis (April 2020 to April 2021) of the 

nominal eRD net benefits across KSS, Oxford, and Wessex. This analysis provides 

preliminary evidence on workforce and wider system benefits, and costs associated with 

eRD to articulate the programme impacts. The predominant evidence source used to form 

this high-level analysis was derived from ‘Managing the Transition to Electronic Repeat 

Dispensing’ (Wessex AHSN, 2018), academic research, data from relevant public-sector 

bodies, and AHSN collected metrics. Notably, this is a high-level impact analysis (i.e., the 

analysis detailed within this report should be viewed as exploratory).  

Whilst assumptions, benefit and cost streams have been further detailed within this report ( 

the ‘Benefit calculations’ and ‘Cost calculations’ sections); respective caveats should be 

viewed in conjunction with the modelled impacts (‘Caveats’). 

Monetisation  

To realise potential outcomes, benefit and cost streams must be monetised. Outcomes can 

be categorised as either direct (NHS related outcomes), indirect (to other public sector 

organisations), or social outcomes (wider UK society). Within this report, outcomes can be 

categorised as:  

NHS related benefits 

• NHS related cash-releasing benefits: Benefits that provide immediate cashable 

savings to the NHS. 

• NHS related non-cash releasing benefits: Benefits that help to reduce the demand 

and strain on NHS services, but for which a fiscal value cannot be realised without 

the decommissioning of services. For example, staff time savings could enable an 

improvement in the quality of staff activity or allow saved time to be utilised for other 

activities.  

Social benefits 

Benefits that relate to the overall benefit to the wider public including, but not limited to, 

improved health and wellbeing. Quality of life related benefits use a Quality Adjusted Life 

Year (QALY) calculation. Since health is a function of length of life and quality of life, 

the QALY was developed as a value of these attributes into a single index number. Social 

benefits have not been included within this evaluation.  
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Other benefits 

Although this report is primarily concerned with NHS non-cash releasing benefits, it is 

important to acknowledge other benefits, for which an accurate value cannot be attributed 

(unquantifiable and not monetisable benefits). These benefits include reputational value, 

staff confidence, and satisfaction levels.  

Optimism bias 

Optimism bias1 (OB) has been applied to balance potential “optimistic” estimates within data 

as there is a propensity for a project’s costs and duration to be undervalued, while benefits 

tend to be overestimated (HM Treasury, 2002). Overall, there is uncertainty in the model 

itself, as the data is a mix of collected metrics, literature, and AHSN specific studies; 

therefore, a 15% optimism bias has been applied unilaterally to modelled benefits and costs 

to account for potential “optimistic” estimates. For example, benefits x (1-0.15) and costs x 

(1+0.15).  

Summary measures 

Net benefits  

The net benefit can be defined as the value of 2020/21 impacts less the value of 2020/21 

costs. A positive net benefit would indicate that 2020/21 savings could be realised through 

the workforce programme.  

𝑁𝑒𝑡 𝑏𝑒𝑛𝑒𝑓𝑖𝑡 =  𝑉𝑎𝑙𝑢𝑒 𝑜𝑓 𝑒𝑥𝑝𝑒𝑐𝑡𝑒𝑑 2020/21 𝑖𝑚𝑝𝑎𝑐𝑡𝑠 − 𝑉𝑎𝑙𝑢𝑒 𝑜𝑓 𝑒𝑥𝑝𝑒𝑐𝑡𝑒𝑑 2020/21 𝑐𝑜𝑠𝑡𝑠 

Usually, the indicative benefit cost ratio (BCR) is quoted to indicate the return per unit of 

cost; however, due to the implementation and training cost caveats and assumptions, an 

indicative BCR is not an appropriate summary measure in this instance (i.e., as there is 

limited cost data, and costs are a crucial part of the BCR, the summary measure would be 

unreliable). 

It is important to note that summary measures are not without limitations (i.e., measures may 

not fully capture all potential impacts of the intervention and counterfactual pathways).  

 

1 Optimism bias (OB) is defined as “the tendency for a project’s costs and duration to be underestimated and/or benefits to be 

overestimated” (Mott MacDonald, 2002), as found by historical UK government reviews on public sector procurement. To 

account for these ‘optimistic’ estimates, the model applies optimism bias correction factors in response to the level of 

uncertainty in the data or assumptions used within the model.  
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Benefit calculations 

Key benefit streams, both workforce related benefits and those addressing the wider 

healthcare system, were identified. Case studies and data reported from the implementation 

of eRD were investigated to determine possible benefits ascertained through this workforce 

programme between April 2020 to April 2021.  

Workforce benefits 

Benefit stream 1 – Prescriber time released to further care 

Data has shown that approximately 16 seconds are saved by the prescriber per prescription 

item that is electronically processed (Wessex AHSN, 2018). This non-cash releasing 

workforce benefit was calculated as follows: 

• The number of items electronically processed through eRD (2.3m in KSS, 1.3m in 

Oxford, and 1.4m in Wessex) was multiplied by a conversion factor to determine the 

total hours saved by a prescriber. The conversion factor was calculated as follows: 

o The prescriber time saved during the prescription process: 

16

60
×

1

60
= 0.0044̇ = ℎ𝑜𝑢𝑟𝑠 𝑠𝑎𝑣𝑒𝑑 𝑝𝑒𝑟 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑝𝑡𝑖𝑜𝑛 𝑖𝑡𝑒𝑚 

• The total hours saved was then multiplied by the relevant hourly cost of GP 

consultation time, £255 (Curtis & Burns, 2020, p. 126).  

• Finally, a 15% optimism bias (OB) was applied (1 - 0.15). 

• The first benefit stream has been illustrated in Figure 1. 

 

 

 

Figure 1: Benefit stream 1 – Prescriber time released to further care. Figures in dark blue are kept consistent across 

AHSNs. Figures in light blue vary between AHSNs. 

 

Benefit 
stream 1

Number of 
prescription 

items 
electronically 

processed

Conversion 
factor

Hourly cost 
of prescriber 

time

Unilateral 
OB
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Benefit stream 1 assumptions 

• Assumed that it takes 16 seconds more for GPs to process paper prescriptions, as 

opposed to using eRD (Wessex AHSN, 2018).  

• Assumed that the 16 second time savings is consistent across all three AHSN 

footprints. 

• Assumed that the majority of prescribers were GPs (Howard, 2022).  

• Assumes that all considered practice staff have the same experience and capability 

in eRD.  

Cost calculations 

There are no implementation or solution costs associated with eRD. As eRD was introduced 

in 2006, the implementation cost is not applicable to the period of April 2020 to April 2021 

and it has been quoted that any yearly solution costs have been absorbed within the general 

NHS infrastructure (i.e., it is impossible to identify the negligible cost). Within this analysis, 

the costs associated with eRD are initial training costs.   

Cost 1 – Training costs 

The total cost attributed to the time spent by GP training across the AHSNs was calculated 

as follows: 

• The number of PCN pharmacists trained (estimated as 104 in KSS and recorded as 

53 in Oxford and 70 in Wessex) was multiplied by the number of hours taken to train 

a pharmacist (1.25 hours, NHS Business Services Authority, 2020). The estimated 

number of pharmacists trained in KSS was calculated as follows:  

o To estimate the number of pharmacists trained in KSS, the total number of 

items prescribed in KSS was divided by average of the ratios of pharmacists 

trained to items prescribed, across both Oxford and Wessex. The ratio of 

pharmacists to items prescribed is similar for both Oxford and Wessex 

(23,484:1 and 20,610:1 for Oxford and Wessex, respectively).  The 

calculation is shown below: 

 

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑖𝑏𝑒𝑑 (𝐾𝑆𝑆)

𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆)
= 

  
1

2
{

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝑂𝑥𝑓𝑜𝑟𝑑)

pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝑂𝑥𝑓𝑜𝑟𝑑)
+

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝑊𝑒𝑠𝑠𝑒𝑥)

pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝑊𝑒𝑠𝑠𝑒𝑥)
} 
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𝑡ℎ𝑒𝑟𝑒𝑓𝑜𝑟𝑒, 

 

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝐾𝑆𝑆)

1
2 {

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝑂𝑥𝑓𝑜𝑟𝑑)
pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝑂𝑥𝑓𝑜𝑟𝑑)

+
𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝑊𝑒𝑠𝑠𝑒𝑥)

pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝑊𝑒𝑠𝑠𝑒𝑥)
}
 

= 𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

𝑡ℎ𝑒𝑟𝑒𝑓𝑜𝑟𝑒, 

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝐾𝑆𝑆)

1
2 {

1,244,654
53

+
1,442,668

70 }
 = 𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

𝑡ℎ𝑒𝑟𝑒𝑓𝑜𝑟𝑒, 

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝐾𝑆𝑆)

1
2

{23,484 + 20,610}
= 𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

𝑡ℎ𝑒𝑟𝑒𝑓𝑜𝑟𝑒, 

𝐼𝑡𝑒𝑚𝑠 𝑝𝑟𝑒𝑠𝑐𝑟𝑖𝑏𝑒𝑑 (𝐾𝑆𝑆)

22,047
= 𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

2,285,865

22047
= 𝐸𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

= 104 pharmacist𝑠 𝑡𝑟𝑎𝑖𝑛𝑒𝑑 (𝐾𝑆𝑆) 

 

• This was further multiplied by the hourly cost of a band 7 PCN pharmacist (£58; 

Curtis & Burns, 2020, p. 117-119). 

• Finally, a 15% OB was applied (1+0.15). 

• The first cost stream has been illustrated in Figure 2. 

 



Electronic Repeat Dispensing (eRD) Workforce High-level Impact Analysis 

 

14 

 

 

Figure 2: Cost 1 - training costs. Figures in dark blue are kept consistent across AHSNs. Figures in light blue vary 

between AHSNs. 

Cost stream assumptions 

• Assumed that PCN pharmacist were the majority of staff receiving training on eRD.  

• Assumed that 75 minutes was the initial pharmacist time spent training across 

AHSNs. 

• Assumed that training took place during pharmacist working hours. 

• Assumed that pharmacist experience levels did not affect training time.   

• Assumed that the ratio of pharmacists trained to items prescribed in KSS was equal 

to the average of the ratios of pharmacists trained to items prescribed in Oxford and 

Wessex. 

• Assumed that the KSS pharmacists trained proxy was reflective of real-world KSS 

figures.  

 

 

3. Findings 
This section of the report details the high-level analysis findings for eRD across the three 

AHSNs in terms of: 

• Gross benefits 

• Costs 

• Respective units per benefit stream 

Cost 1
Number of 
staff trained

Total 
training 

hours over 
April 2020 

to 2021

Hourly cost 
of 

pharmacist 
time

Unilateral 
OB
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After applying OB (‘Methodology’), implementation of eRD across the AHSNs resulted in 

approximate net benefits of £4.7m. The outcomes of each AHSN implementing eRD have 

been detailed in Figure 3 and Appendix A - Results (Table 2, Table 3 and Table 4).  

 

 

 

  

Figure 3: Potential eRD outcomes for KSS, Oxford, and Wessex (April 2020 to April 2021). The figures are inclusive of 

the 15% OB. 

 

One workforce benefit stream was considered, for the purpose of this analysis, across the 

eRD programme:  

• Prescriber time released to further care (including more time for medication review) 

Across the AHSNs, the potential gross benefits attributable to prescriber time released to 

further care is aprroximately £2.1m, £1.2m and £1.4m for KSS, Oxford and Wessex, 

respectively. The unit savings for this benefit stream have been detailed in Table 1. 
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Table 1. Gross benefits expressed in respective units per AHSN.  

Benefit stream Monetary value Unit value 

Benefit stream 1 – Prescriber 
time released to further care 

KSS  

£2.1m 
Approximately 8,425 prescriber 
hours saved per annum across 
the region.  

Oxford 

£1.2m 
Approximately 4,587 prescriber 
hours saved per annum across 
the region.  

Wessex 

£1.4m 
Approximately 5,317 prescriber 
hours saved per annum across 
the region.  

 

When monetising the possible net benefits of eRD, it is also important to consider the cost of 

the programme to the healthcare system. One cost stream was considered across the 

AHSNs for eRD: 

• GP training costs 

Training costs across the AHSNs are approximately £9k2 for KSS, £4k for Oxford, and £6k 

for Wessex. Solution costs have not been considered within this evaluation as they exist on 

a national level and were incurred in previous years, therefore, local costs are negligible and 

have not been included in the analysis (‘Solution, implementation, and training costs’).   

 

3.1. Difference in AHSN outcomes 

The potential net benefits, after OB, for the solution could approximate £2.1m 2, £1.2m and 

£1.4m for KSS, Oxford and Wessex, respectively. Across each AHSN, it was estimated that 

 
2 Due to a lack of data, a proxy for prescriberss trained was used instead of recorded figures for KSS. It is recommended that 

the ‘Caveats’ section of the report be reviewed alongside this figure. 
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there is a £0.94 net benefit per item dispensed. This figure remained consistent as the same 

assumptions have been applied to all AHSNs, however, total outcomes differ due to activity 

through the solution.  

For example, the modelled benefits are largely driven by the number of items prescribed 

(2.3m in KSS, 1.2m in Oxford and 1.4m in Wessex). An increase in the number of items 

prescribed is associated with an increase in prescriber time released to further care, 

therefore, it is expected that greater benefits will be expressed in regions with greater activity 

through the solution. The costs are largly driven by the number of staff trained (53 in Oxford, 

70 in Wessex, and an estimated 1042 in KSS). AHSNs which have trained more staff incur 

larger costs. The net benefits are reflective of the relationship between these benefit and 

cost inputs.   

 

3.2. Unanalysed benefits 

While the high-level impact analysis sought to identify the potential workforce benefits and 

costs that could be monetised, other benefits could not be accounted for within this analysis 

due to lack of data or the qualitative nature of these benefits. The potential unanalysed 

benefits (Figure 4) are wide ranging and will be beneficial in different ways depending on the 

outcome (NHS cash releasing, NHS non-cash releasing, and social benefits). 
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Figure 4. Potential gross analysed benefits vs. potential unanalysed benefits of eRD across KSS, Oxford, and Wessex 

(April 2020 to April 2021). The solid circles represent the analysed benefits (£ values given). Potential unmodelled 

benefits (circles with softer edges) have been indicated but no monetary value has been calculated. F2F=face-to-face. 

A simpler process for patients, including reduced travel time 

 

For example, the savings from a reduction in medicines wastage was identified as a benefit. 

A study conducted by Manchester University in Birmingham and Edinburgh suggested that 

for every 1,000 repeat batch issues dispensed through electronic repeat dispensing, £550 

was saved against medicines wastage (NPC, 20082). Since the number of repeat batch 

issues dispensed through eRD remains unknown, and the conversion from items dispensed 

to repeat batch issues dispensed would rely heavily on assumptions and caveats, this 

benefit stream was not included. Recording the number of repeat batch issues dispensed 

per year could allow for this benefit stream to be monetised. 

 

 
2 Original source: Ashcroft D, Elvey R, Bradley F, et al. National Evaluation of repeat dispensing by community pharmacists. 

Final Report. University of Manchester (2006). 

eRD potential 
gross benefits

Prescriber 
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Medicines safety benefits 

The National Prescribing Centre report “Dispensing with repeats" published in 2008 stated 

that there were opportunities presented by Repeat Dispensing to reduce risk (NPC, 2008).  

"The implementation of a repeat dispensing service provides new opportunities for 

monitoring medicines use, conducting medicines use reviews and medication reviews and 

improving communications between clinical practitioners. Repeat dispensing also provides 

additional mechanisms for reducing medicines-related problems compared to the traditional 

repeat prescribing model. Regular dispensing in pre-defined quantities and intervals, rather 

than providing several months’ worth of medicines at one time, may make the occurrence of 

under- or over-dosing less likely. Regular contact between a patient and their designated 

pharmacy may help identify people that are taking prescribed medicines with similar over-

the-counter remedies thereby helping to avoid potential problems (NPC, 2008, p. 8)." 

Whist we are not aware of any direct studies assessing the impact of eRD on medication 

safety, GPs who work in practices with high use of eRD state that they have more time to 

review repeat prescriptions more carefully and recognise that the clinical checks associated 

with monthly re-authorisation may not always be sufficient (Howard, 2022).  

Patients on eRD benefit from regular contact at regular interval for each dispensed repeat at 

the dispensing pharmacy. The dispensing pharmacy is responsible for checking that patient 

circumstances haven’t changed since the previous issue of the prescription was collected. 

Dispensers will also ask whether the patient needs all the items on their prescription, in 

order to avoid medicine wastage (Patel, 2022). 

Furthermore, as part of good practice, eRD requires the dispenser to ask the following 

questions each time an issue of the eRD prescription is dispensed (NHS Digital, 2018): 

• Have you seen any health professional (GP, nurse, or hospital doctor) since your last 

repeat was supplied?  

• Have you recently started taking any new medicines - either on prescription or that 

you have bought over the counter?  

• Have you been having any problems with your medication or experiencing any side 

effects?  

• Are there any items on your repeat prescription that you don’t need this month? 

Based on the patient’s answers to these questions, the pharmacist will make a 

clinical decision to either dispense the medication or refer the patient back to their 

prescriber. If a patient does not require an item, the pharmacist will mark it as “Not 

Dispensed” 
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4. Caveats 

4.1. General model limitations 

All figures produced are based on literature and collected metrics. Without patient level data 

mapping their experience, the true effect of eRD cannot be known and represented 

appropriately. Additionally, most model assumptions are drawn from Wessex sources (i.e., 

are based on a specific AHSN where regional variability may occur for outcomes within other 

regions).  

Economic and financial modelling is not an exact science, and the outputs should be seen 

as a guide to decision-making, not as a substitute for experienced local knowledge. There 

will always be a need for assumptions or reliance on secondary data, which limits the ability 

to generalise and draw broad policy lessons from an individual project or programme review. 

As such, all outputs from the model are subjected to a range of risk and sensitivity tests, to 

understand more about the degree of confidence with which the outputs from the model 

should be treated. 

 

4.2. Time released 

In 2002, the Department of Health reported that if 80% of all repeat medicines were issued 

using repeat dispensing, 2.7million prescriber hours could be saved per year (Wessex 

AHSN, 2018). prescriber hours saved are not explicitly recorded; however, data suggests 

that 16 seconds is saved per prescription item (Wessex AHSN, 2018). Within this analysis, 

prescriber time saved was viewed as prescriber time released for further care rather; 

however, it remains unknown as to how that time released was used within practice. For 

example, this time saving could have allowed doctors to potentially consult with more 

patients, or it may have allowed GPs to spend more time on complex patient cases, thereby 

improving patient care and experience. Supporting evidence to detail that the 16 seconds 

per prescription item releases sufficient time for a GP to perform an additional task would 

need to be documented (i.e., a study would need to be conducted to evidence the 

productivity gains from the 16 seconds).  

A time and motion study, conducted in primary care clinics, suggested that the process of 

setting-up the initial electronic prescription is more time consuming than an initial 

handwritten prescription (Devine, et al., 2010). Although the initial prescription process may 

take more time, time is released to further care each time the medication is dispensed in the 
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future, as the prescription no longer needs to be written. It was noted that time taken to 

process the initial electronic prescription could be seen as an investment towards patient 

safety and quality (Devine, et al., 2010). 

Additionally, the time and motion study made a comparison of the time saving between 

paper-based prescriptions and electronic prescriptions. Now that electronic prescriptions are 

more widely used, the comparison of practices using electronic prescriptions with and 

without eRD should be compared before a time saving can be established.  

 

4.3. Solution, implementation, and training costs 

eRD has been part of the Community Pharmacy Contractual Framework since 2005. 

Solution costs exist on a national level and were incurred in previous years, therefore, local 

costs are negligible and have not been included within this analysis. 

Training costs involved the initial training of staff via an online training platform. For 

prudency within the analysis, it was assumed that the trained staff were GPs when staff 

could vary from GPs to admin staff. As the exact duration of the initial training could not be 

identified, information from a medicines optimisation expert and a training course uploaded 

by the BSA were used as a proxy for training requirements (NHS Business Services 

Authority, 2020).  

There are several training elements that could not be accounted for. For example, the 

evaluators were unaware of any train the trainer3 activities, and training pertained to 

pharmacists accessing the system. A lack of data could result in training costs being 

understated within this analysis. Additionally, training requirements and the volume of 

clinicians requiring training could have been affected by COVID-19 (i.e., more staff could 

have been trained to cope with additional system pressures). Additionally, there were no 

available data with regards to the costs associated with eRD set-up; although it is expected 

that most of these implementation costs are in the form of staff training.  

A data gap was present in the number of GPs trained in KSS, for this reason the number of 

GPs trained was estimated using the ratios of prescriptions items to GPs trained across 

Oxford and Wessex, the calculation is further detailed in Appendix B. 

 

 
3 A framework for training potential trainers or instructors to enable them to train people within their organisation (Cserti, 2018). 
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4.4. In-year analysis 

Within this analysis, the base year and first year are the same, therefore, certain economic 

factors could not be included within the model. For example, no discounting was applied. As 

this evaluation entailed an in-year analysis, benefits have been explored retrospectively and 

typical economic measures could not be obtained. Instead, the net benefit was used as a 

proxy for a Net Present Value (NPV). 

Due to the implementation and training cost caveats, and assumptions; the indicative BCR 

was not an appropriate summary measure in this instance (i.e., since there is limited cost 

data, and costs are a crucial part of the BCR, the summary measure would be unreliable). 

Additionally, as there is no cash investment into the solution, such as implementation fees or 

solution costs, it is irrelevant to state potential findings as a £X return for every £1 invested. 

Although the in-year analysis assesses population and uptake figures within the year the 

data was collected; a definitive impact cannot be calculated as patient outcomes and 

pathways were not recorded. While these elements also apply to a cost-benefit analysis 

(CBA, which estimates future economic impacts), a CBA is considered more economically 

robust than the in-year analysis as the CBA assesses forecasted economic outcomes over a 

more prudent five-year period rather than the one-year period.  

As this is an April 2020 to April 2021 in-year analysis, the health economic findings cannot 

be compared against other sites in future years. To compare NPVs for different sites in 

future years the primary CBA would be the more robust and prudent analysis to utilise. The 

in-year analysis should only be used as an internal illustrative point of estimated past eRD 

impacts.  

External quality assurance of the high-level impact analysis has been carried out by Richard 

Heys, an experienced economist who is content that the modelling undertaken is accurate 

and that optimism bias has been appropriately applied. An internal quality assurance 

process verified modelling assumptions in terms of reviewing model sources. 
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5. Recommendations 

5.1. Evaluator recommendations 

If future evaluations on eRD are to be undertaken, consensus should be reached on how 

metrics are recorded across the AHSNs. By considering the key information and metrics 

needed to quantify potential benefits, data collection frameworks could be created and 

implemented, enabling appropriate comparative data sources, rather than the use of 

anecdotal evidence. Additionally, data collected consistently, across comparator sites, over 

a longer period could provide insight into potential seasonal variation and embedding 

periods. Recording metrics associated with benefits within the Local Impact Tool could aid in 

further evidencing eRD’s impact on the healthcare system (Appendix B – Local Impact Tool 

AHSN collected metrics could be further refined. For example, categorising the staff trained 

metric as the number of GPs and pharmacists trained. Further defining metrics could enable 

better monetisation of benefits. Various benefit streams were explored for this analysis but 

were not included due to a lack of data. As only one benefit stream was included within this 

analysis; further exploratory work should be conducted to understand the key metrics that 

could be collected, by AHSNs, to monetise benefits of the eRD solution more clearly.  

Utilising a health economic model such as a CBA, which assesses economic outcomes 

(including costs) over a forecasted period of five years, utilises economic metrics such as an 

NPV and a BCR to inform solution performance and health economic factors such as 

inflation4, deflation, discounting etc. could provide further robust findings on eRD. Further 

prudence could be added by including benefit and cost specific OB, sensitivity5 and 

scenario6 analysis.  

Although focus has been placed on metrics and data that can be converted into a monetary 

benefit, the collection of qualitative data is important in reporting the potential benefits of 

eRD to the workforce. Surveys and feedback provide insight on the impacts experienced by 

staff using the solution and may allow for further metrics to be uncovered. Limitations to 

surveys should be considered, such as the sample size and geographic orientation of the 

population. 

 
4 Adjusting for inflation removes the general effects of inflation, and presents costs and benefits included within the appraisal in 

‘real’ base year prices rather than in nominal prices. Nominal prices reflect current monetary value (i.e., do not account for 
inflation). 
5 A modelling technique that assesses the extent to which each input is contributing to output uncertainty. 
6 Scenario analysis is a form of ‘what if’ analysis and is considered useful where there are future uncertainties within the 

implementation of solutions or programmes 
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5.2. Expert stakeholder recommendations 

Based on the work by Wessex AHSN, Oxford AHSN and KSS AHSN, there are a number of 

areas that need to be addressed in order to effectively support greater uptake of eRD. The 

following is recommended:  

1. Greater signalling by NHS England that eRD should be the method of choice for 

repeat prescribing where clinically suitable for the patient. 

2. Greater awareness at regional level to include eRD as part of initiatives to support 

General Practice efficiency 

3. Inclusion of eRD in the contractual arrangements for GP Practices and Community 

Pharmacies  

4. Formal commissioning of support programmes, to help GP practices and Pharmacies 

to implement eRD successfully 

5. Greater signposting to an approved central repository with resources to help GP 

practices set up eRD successfully 

6. Campaigns and resources to help inform patients and the public about the 

advantages and accessibility of eRD. 

7. Inclusion of measurement of eRD utilisation by GP Practice and ICSs to be part of 

primary care assurance processes.  

8. Greater collaboration with NHS Digital to ensure that technical solutions that could 

improve the operation of eRD are included in the forthcoming improvements to the 

EPS system. 

  

  

6. Conclusion  
Within this evaluation paradigm, the key monetisable benefit stream of eRD was prescriber 

time released to further care. Considering the limitations to the collected metrics and 

analyses, this report and methodology provide an initial approach in estimating monetary 

outcomes. 

Key evaluator recommendations included agreement between AHSNs on metrics needed to 

monetise and further evidence key benefits of eRD, including those focussed on the 

workforce. Overall eRD may result in savings to the NHS and could assist a strained 

workforce in improving efficiency and releasing clinical capacity. 
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Appendices 

Appendix A - Results 

KSS 

Table 2: Potential outcomes of eRD within the current population of KSS, over April 2020 to April 2021. 

 

 

 

 

 

 

 

 

 

 

Benefits Total

Prescriber time released to further care £2,148,375

Total benefits £2,148,375

Training costs £8,645

Total costs £8,645

Net benefit £2,139,730

Net benefit per dispensed item £0.94

Workforce benefits

Costs
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Oxford 

Table 3: Potential outcomes of eRD within the current population of Oxford, over April 2020 to April 2021. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Benefits Total

Prescriber time released to further care £1,169,791

Total benefits £1,169,791

Training costs £4,419

Total costs £4,419

Net benefit £1,165,372

Net benefit per dispensed item £0.94

Costs

Workforce benefits
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Wessex 

Table 4: Potential outcomes of eRD within the current population of Wessex, over April 2020 to April 2021. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Benefits Total

Prescriber time released to further care £1,355,894

Total benefits £1,355,894

Training costs £5,836

Total costs £5,836

Net benefit £1,350,058

Net benefit per dispensed item £0.94

Costs

Workforce benefits
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Total  

Table 5: Potential outcomes of eRD within the current populations of KSS, Oxford and Wessex combined, over April 

2020 to April 2021. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Benefits Total

Prescriber time released to further care £4,674,060

Total benefits £4,674,060

Training costs £18,900

Total costs £18,900

Net benefit £4,655,160

Net benefit per dispensed item £0.94

Workforce benefits

Costs
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Appendix B – Local Impact Tool 

The Local Impact Tool summarises the potential impacts of various initiatives on the wider 

health care system. These initiatives have been implemented across AHSNs. 

To fully understand the spread and impact of these local initiatives, the benefit streams 

associated with each initiative and the cumulative change in the metric measured since April 

2020 is reported. To document their impact on the healthcare system, it would be beneficial 

to monetise these benefits. This paper serves as a good example of how benefits for an 

initiative can be monetised using high-level estimation to further evidence initiative impacts. 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

https://prod-uk-a.online.tableau.com/#/site/kssinsights/views/LocalProgrammesDashboard/SUMMARY
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