
Conclusions
Clinicians and those involved in service development
sometimes dismiss academic research because of an
“ivory tower” approach that pays too little attention to
issues around service delivery.22 The nature of
negotiated access to research subjects in primary care
settings can have a direct effect not only on
participation rates in research but also on the quality of
the research data.23 If a trial is to be executed
successfully, and its findings are to be applicable in a
service setting, it is important to identify a trial design
that can best reconcile the interests of research, devel-
opment, and practice. Our analytical framework
provides an approach by which it is possible to explore
how particular characteristics of trial design appear
from each perspective and thereby to assess the most
satisfactory design options. The approach cannot
assure that trial design will be straightforward and
problem free, but early consideration of the perspec-
tives of research, development, and practice might help
to prevent fundamental problems arising later.
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Use of statins in general practices, 1996-8:
cross sectional study
C Packham, J Pearson, J Robinson, D Gray

The rationale for prescribing statins is well established.1

Recently there has been an increase in the rate of
prescribing of lipid lowering drugs, although large varia-
tions remain between practices.2 Fewer prescriptions are
written in practices in more deprived areas3; it is not
clear what effect local guidelines have on such inequali-
ties. The aim of this study was to describe changes in the
rate of prescribing statins between general practices
after the introduction of national and local guidelines.

Methods and results
The study population included 110 of 118 general prac-
tices in Nottingham. The main reason for excluding

practices was poor quality data. Townsend scores, which
measure deprivation on a scale of 4.8 (most deprived) to
− 3.6 (least deprived),4 were derived for practices using
the weighted sum of census information from enumera-
tion districts for patients registered with each practice.
Data from prescribing and cost reports were collected
over three six-month periods from 1 April to 30
September in 1996, 1997, and 1998. Average daily
quantities were used to determine the daily dose of stat-
ins prescribed and were expressed as a rate (statin-years)
of prescribing per 1000 patients aged 35-69. Variables
were logarithmically transformed; multiple linear
regression was used to examine the relation between
prescribing and deprivation by adjusting for list size,
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practice status (training or fundholding or both), the
number of general practitioners, total admissions stand-
ardised for age, rates of admissions and outpatient refer-
rals, and the cost of all cardiovascular drugs excluding
lipid lowering drugs.

During 1996, the rates of prescribing statins varied
from a median of 3.8 statin-years per 1000 adults over-
all and a median of 4.9 in the quintile of practices
classed as least deprived to a median of 2.0 in the quin-
tile classed as most deprived. These rates increased in
1998 to a median of 13.2 statin-years among all
practices and to a median of 15.3 in the least deprived
quintile and 10.8 in the most deprived. In each year
practices in the most deprived areas had lower rates of
prescribing than those in more affluent areas.

In 1996 there was a significant inverse relation
between deprivation and rates of prescribing statins,
with the Townsend score explaining 14% of the variation
after adjustment for the costs of cardiovascular drugs
and practice population aged 35-69 years (P < 0.0005).
In 1997 and 1998, proportionally larger increases in
prescribing occurred among practices in more deprived
areas; no significant relation between deprivation and
prescribing rates was found during this time. Using
Townsend scores of + 3 and − 3 to represent practices
in deprived and more affluent areas, we found a 63%
greater increase in prescribing statins among practices
in deprived areas compared with those in more affluent

areas between 1996 and 1997 and an 88% greater
increase between 1997 and 1998 (figure).

Comment
The prescription of statins in primary care in
Nottingham increased fourfold between 1996 and 1998;
the greatest increase occurred in the most deprived
areas. The data precluded assessment of the needs of
individual patients.5 It is possible that patients in
practices in deprived areas and patients in more affluent
areas differed in their access to medical care, resulting in
a lower level of prescribing in more deprived practices.
The appropriateness of prescribing was not assessed;
local guidelines on statins focused mainly on secondary
prevention but we were not able to assess whether the
reduction in the difference between the practices was
due to the use of statins in secondary prevention.

We do not know whether the observed pattern of
prescribing will change or whether the use of statins by
practices in more deprived areas will continue to
increase at different rates depending on the level of
deprivation. A more detailed study is warranted to
establish whether changes in prescribing were the
result of the introduction of new guidelines in late
1996, increasing familiarity with statins, or an
improved awareness of statins among practitioners in
the most deprived areas.
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