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PRACTICE OBSERVED

Practice Research

Information systems for general practitioners for quality
assessment: III Suggested new prescribing profile

ROBIN C FRASER, JULIE T L GOSLING

Iatroduction

Although British general practitioners prescribe less frequently
than most of their ounterparts on the Continent, they are

limitstions
thmdznzndlundﬂcemnw-hwhnnnl
a system for
wﬂumm-tdmmmmﬁm

Oneludtedudewyl'odoam(mdnmm.
qQuestioanaire) who wished to learn more about their

mumediokbmpumeﬂunlomud

personal rates based on a2

patient coutacts. Nearly al of them

constantly 0 prescribe more economically and more
rationally.’ To achieve lllcse goals “future progress will be heavily

of their own prescribing patterns and costs readily available to
them.”™ Changes in some of the prescribing habits of doctors
occurred when they were provided with feedback and with oppor-
tunities for discussion with their colleagues.’ Within two years,
however, doctors had mostly reverted to their previous pattern of

d 28 more
doctors, since all partners in pncmmwulnpm Overall,
mm(wh)mm‘tr/.amumwum

and it was thought that “a more sustained intervention
is needed to bring about more lasting change. ™

Since 1956 all British general practitioners have received annual
extracts from the periodic report of the Prescription Pricing
Authority (or cquivalent bodies outside England® distributed
through the relevant family practitioner committec (or cquivalent
bodies outside England). The prescribing database consists of all
prescriptions issued and dnpenxd in a family pracitioner com-

i PD2

ing. We believe that this system should be offered to all peactices
in the Usited Kingdom.

details of the total number
by individual general practitioners and compare lhem with partner-
ship, family practitioner committee area, and national averages.
Estimates of the prescribing rates of individual doctors are also
included, using the number of patients on the practice list as a
detailed reports that itemise every prescription
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More
(PDS) can be provided on request. The system was primarily
a means of cost control, but it might also be used for
perﬁmmnoe Teview.

There are, however, critical limitations in the data from the
Prescription Pricing Authority if used in self audit. These create
difficulties for doctors who wish to asscss their own prescribing
frequency and costs. It is not possible to distinguish between repeat
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intended to take part did pot do so. The other participants persusded
further 28 of their

take part.

Lmesunhm |nd 2 (12‘5) in Llndnihn). representing 24% of all
T—oﬁﬁhdlﬂw part, and of

mou lm(m olzoz)oullemd their contacts with patients

throughout the month of the study.

Tables I-IV show some of the
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he has a high bmg rate (92%), compared with the practice
(67%) and averages for (66%). But his

. iption
uk;nhupincnbm(pll\annh:nbemmesnmdnmpnnxemd
area a

On!heodkrlnnd Dr B can deduce that he has a higher

ew prescribing profiles that
mxmednndanmmxomemnum mmmnuu
. C

10 the same L
Lincolashire were provided for Lincolnabire peactices. Prescribing fre-
) for the 167 -patient
per prescribing
frequency = No of face d
contacts for that doctor. For the 35 other inator used was

rate, as well as substantially higher than average

prescription, consider using
chelper but eq\nl.ly effective drugs, and scrutinise the number of

patient list size.

Di .

Before judging the cxtent to which doctors might be prepared to
contribute 10 and participate in the system of prescribing feedback
The 18

The information may be used for self audit and for peer audit in
singlehanded practices or among several practices. For example, Dr

. Eand Dr F may be asked to justify their below average prescribing

rates, and Dr C may be able to explain how he can keep prescribing

costs low. Individual and practice prescribing habits can be assessed

from time to time with the long term feedback supplied from the

ption Pricing Audwnly and the fumly Ppractitioner com-
mittee. Thy f using th ined in tables 11-

several factors necd
invited to participate in the prescribing exercise had been inden-
tified from their stated wishes in the questionnaire “1o receive a
breakdown of the number of (their) repeat prescriptions.™ Their
only commitment then was to use specially marked prescription
pads, which inferred a follow up practical exercise, but this was not
stated in the questionnaire. The prescribing profiles that were
cirelaed o the paricipating doctors gave a mor iteresting ind

IV, which are concerned with practice data rather than individual
data, are essentially the same as descril

Although numerical data will not pmvldea!l the answers, they are
a starting point for identifying areas of concern. The crucial test of
the effectiveness of this form of prescribing audit is evaluating how
the data can be used to change doctors’ behaviour and lead to
improved standards of patient care and not merely generate

useful insight
had originally been on offer. We believe that more doctors wou]d
have paruclpaled if lhey ‘had been aware of this.

nd
not only was their “fa.ll out rate” negligible (4%) bm they persuaded
a further 28 of their partners o join in. We expect that “peer
persuasion” will be increasingly important in carrying out nudn
activities in the future. The doctors who participated (40% of all
respondents) seemed to be attracted by the offer of more useful data
on their personal prescribing rates being supplied since 83% were
prepared to undertake more recording to enable the necessary
calculations to be made.

We believe that we have identified a receptive and highly
motivated minority of doctors who seem to value this approach to
prescribing self audit. Because of the general increase in interest in
prescribing in general practice that has occurred since our data were
gathered it is likely that most doctors would now be prepared to
participate.’

Our study was concerned with providing useful feedback on
prescribing patterns for performance review and not with doctors’
prescribing habits, and so we do not comment in detail on that
information. Tables I-IV, , show large variations in all
categories of prescribing activity, noi only among doctors in the
same practice but also among practices. These variations therefore
demand critical review, particularly when most of the data come
from training practices because the differences might be even
greater in non-training practices. Thus ways need to be found to
encourage more doctors to review their prescribing.

The advantages of this system are:

(1) In assessing prescribing patterns a distinction can be made
between rrpuundl’mm(mprzscnpwns This is important for
accountability since repeat prescriptions are usually a collective
responsibility of the practice, whereas face to face prescriptions
usually reflect the personal decisions of a doctor.

(2) The information more accurately represents personal pre-
scribing patterns of doctors. Thus the feedback would be of more
relevance to an individual doctor and more likely to induce change.

(3) The information has 2 high potential of identifying possible
problem areas in personal or practice prescribing, thus helping to
pinpoint the reasons for discrepancies between personal or practice
data and the figures for local colleagues. Ci it is more

‘We recommend the following:

(1) Specially marked jon pads for repeat
only should be available to all practices that wish to use them.

@ Pracitoners who wish (o receive valid feedback on their
personal

pads.
(3) Special prescription pads should be introduced for individual
trainee general practitioners so that they may receive accurate
feedback on their prescribing, helping to inculcate prescribing
review as a lifetime habit. .
(4) Feedback on the ruqumcy of face o face prescribing based

mll]ymmwlwsedoﬂmwnhlopfovldelhcmmnry
formation.
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100 YEARS AGO

On Sunday, November 29th, a mad dog ran about the streets of a French
village, and bit six people. including a police-sergeant. The preliminary
precautions were taken, and the six patients were conveyed to M. Pasteur's
laboratory. There are sixty-two people now under M. Pasteur's treatment;
they have travelled from all parts of the world after reading his communica-
tion tothe at M. Pastcur

likely that review will be carried out.
Table I shows, for exampie, that Dr A can readily determine that

danger of being scized by hydrophobia. (Brinsk Medical ]wml 1885 a
1124
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prescriptions and those issued by individual doctors in face to face
contact with patients. Furthermore, the system cannot identify the
of doctor-patient contacts in which no prescription is
issued, which is vi Ttmay
also be difficult to interpret accurately the data on the prescribing
habits of individual doctors who practise in partnership and in
practices that have trainees or locums because of multiple use of
personalised prescribing pads.
Thus we decided to investigate the development of a scheme to
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provide general practitioners with more pertinent information to
help them to assess their personal and practice prescribing. Since
the doctors would need to contribute to the data collection we also
wished to find out how willing they would be to collaborate. Lastly,
we wanted to gauge how many doctors might not participate when
stated intentions in the questionnaire needed to be translated into
action.

Method

A questionnaire was sent to all 669 general practitioner principals in
Leicestershire and Lincolnshire, and 508 (76%) were returned. Details of
the method have been reported.* Doctors who wished to learn more about
their repeat prescribing were wvited to participate in a study of their
prescribing of one month's duration (November 1982). All doctors in 3
practice had to participate. With full cooperation from the Prescription
rmn. Authonity and the respective family practitioner commitees partici-
ting peactices were issued with prescription pads stamped with a large R
e doctors sgreed 1o uie these fora epeat prescripuions issued during the
ty 10 the use of amped
pads for pr issued during and visits

-y d

wsmu&dﬂwwww prescriptions issued
trainces and locums. Doctors who required feedback on their face o face
all their

TARLE 1—Face 10 face prescibing profile
Prexcribung Average cost Average cont
frequency per prescnpoon Noof wems  per

Source of prescription - il npon | ()

Yo pracece

DAM 2 bed 16 16

DB % 79 20 w0

prc n 39 is 26

) @ 3 1 3¢

DE % s0 15 3

DrF 53 41 14 29

“ “ i 2

Practice sverage. o 53 16 34

Parncipatmg procncer

= Loceuersiers

‘Avernge o <3 i 3s
Range o 1ai67 reasw 2181
Pracuce »
‘Aversge “ 3 s

Range: 087 1983 1222 21549

consultations and visits during the month of the study. Written instructions
and wlly sheets were issued to all participating practices. A repeat
prescription was defined s a prescription for one or more items of repeat

issued without a face to f anda

pavent
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Audit Reports

Thiazide in elderly pati the b

The metabolic consequences of thiazide treatment are well docu-
mented in certain populations. The elderly, who commonly receive
these agents, may be pamcuhrly at nsk because of the failure of
diseases.” The recent interest in uﬂung hypertension in elderly
patients is likely to increase 1l usage, making it imperative to
define the long term metabolic cost, particularly as the benefits of
treatment are less certain in these patients.

To measure this risk we studied the clderly population of &
Somerset village. Of the 345 (17%) people aged 65 and over, 54 were
on chronic thiazide treatment (bendrofiuazide 2-5 mg plus potas-
sium 7-7 mmol). Forty seven patients participated (33 with
hypertension, 14 with heart failure) and were matched for age and
sex with healthy normotensive control patients who were not ill and
were taking no medication. Two paticats were excluded from
analysis; one was diabetic and the other was taking a cation-
retaining diuretic. None of the remaining 45 patients had discases

that were likely to affect their metabolic status: 20 were tking
Datafor nd f pblockm(m,n
by the Prescription Pricing Authonty to the Qas), d.ngo:m (3), and calcium antagonists (3). Potassium and

Noof r.-.m.- AverageNo  Average gross
e per  contper nem.
‘Source of prescription. asued patients. " "
You praceee 1095 101 s Vo )
Porncipenng pracnces
n Loceseshae
Average 2 170 o7
Range 2 5601080 T
TABLE 11— Prochce prescribung profle of face io face and repea prescriprions
Notniof Avernge cost Average cont

Source and type of perpreseripuon Average No. per nem
prescpuon woued « of wems )

Yow procece
Face 1o face 2521 (98, 553 162 140
Repeat 1695 (4021 s 195 420
Towal 4216 (100! 658 175 3180
Parncypanng pracices
o Loceeshie
Face 1o face
and repest

Average 620 160 39

Range. 440-8% 12022 261531

TaSLE v wa general practice unit where further manipulations of data were carried out

Prexcripuons  Prexcriponn
Source of prescription  rssued (%) cous N1 Hems rued (% Tiem comt (%!

Your pracece o “ - s
Parncpanng pracncer
Avernge y “ » 57
Ringe. 1057 P 557

profiles of

their prescribing and PDB analyses. Full confidenality was maintaincd.
‘another individual

of practice.

Resalts

One hundred and cighty two (36% of respondents) were invited to
participate in the prescribing study. Only eight (4%) doctors who had

cations, therefore both
plasma and erythrocyte cation content were measured. The mean

cost

significantly lower in the
patients taking (3:94 mmol(mEq)/l) compared with the
controls (4-22 mmol) (p=003). The 32 patients who were not
taking B blockers had the lowest concentration (3-82 mmoll)
(p=0-0005). The plasma magnesium concentration was similarly
reduced in the patients taking thiazides (069 mmol) compared
with the controls (0-77 mmol1) (p=<0- Wl) Both erythrocyte
potassium and re-
duced in the patients taking thiazides, sugges! n. depletion
rather than redistribution. Overall, 28% of the patients taking
thiazides were h , and 48% were hypomagnesaemic.
mmbohccmshwldbecmredutduﬂybdmmh
agents are used. We thank the Bath Medical Research Trust for
financial support and Mrs Barbara Stentaford for secretarial assist-
ance.—MICHAEL PETRI, senior tegistrar, RICHARD BRYANT, general
practitioner trainee, md PETER CUMBER, senior house officer,
it of Geriatric Medicine, Sanmn;Hotpnnl Bath, lnd
The Surgery, Coleford. (¢ 0 Dr M Petri, Poole
General Hospital, Poole, Dorm)(A:t:MJOOﬂoMI”S)

phsm.l potass.um concentration was
ing thiazides
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Measles immunisation

In our suburban pracuce of five partners and 12 864 patients the
records of a!l the children who were born between | January 1977
and 31 December 1983 were examined for evidence of measles
immunisation and infection. Of a total of 817 children, 128 (16%)
had not been immunised. Tmn«n(m)nfl.hcunonlnml
children had had confi 2years
and were not considered further, leaving 115 (ll%)chxldm who
needed to be immunised.

children were immunised and the measles immunisation rate in the
practice for children born over the seven years increased from 84%
0 9%6%.

Thisis dzhu;hulmwﬂuhdfmnnnmhgmﬂ

Mchwmmdmm-xmummmmm
visitors, treatment room nurses, and general
onwhownmmwmtembnohbe(ummwnm
cach child’s parents. All members of the team agreed to use the
recommendations contained in the 1984 edition of the Department
of Health's memorandum Immunisation Against Infectious Disease.'
Although most parents (60%) said that they had been advised
)plnslhlvlnﬂbelrcl\lldlmmunmdm\hepnn not one of these
15 a valid DHSS contraindication. As a result of a
campaign and lppm-:hng parents personally 96 (12%) further

unised
sider and consent 10 do 50 by a known member of
the primary If this rate of

tioner, Balmore Park Hemdean
Rudmg RG47SS. (Aaepudia()mba 1985)
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