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The conference was divided into two themes. In the
morning there were presentations on In¯uences on
Prescribing. In the afternoon were presentations on
Prescribing Performance Indicators.

INFLUENCES ON PRESCRIBING

In¯uences within consultations (Nicky Britten,
Senior Lecturer in Medical Sociology, UMDS)

Nicky Britten gave a general overview of the many
in¯uences on GP prescribing. These included
external in¯uences such as drug companies and
the government; doctor characteristics; patient
characteristics and cultural in¯uences such as the
role of medicines in society. She then went on to
describe two models that have been developed to
explain prescribing decisions. One of these models1

was able to predict around three-quarters of pre-
scribing decisions accurately. Dr Britten then went
on to describe some of her own research. Firstly she
discussed her published work2 on the extent to
which prescribing decisions are in¯uenced by
patients' hopes for a prescriptions and doctors'
perceptions of patients' hopes for prescriptions.
She described how patients' hopes for prescription
varied with the day of the week, the type of
appointment that they had booked in for and the
practice that they attended. A relationship was
shown between patients' hopes for a prescription
and GPs' decisions to prescribe. However, a more
important factor explaining a doctor's decision to
prescribe was whether the doctor thought that a
patient wanted a prescription.

Dr Britten went on to describe a Department of
Health study that she is currently involved with.
This study is using in-depth qualitative interviews
to explore the expectations and perceptions of
patients prior to consulting their doctor for a new

problem. These expectations and perceptions are
being linked to the behaviours of doctors and
patients in the subsequent consultation. Initial
analysis suggests that sometimes doctors make
incorrect assumptions about the views and expec-
tations of patients. This may result in patients
receiving inappropriate prescriptions. Dr Britten
concluded by discussing ways in which GP beha-
viour might be changed and what research needs to
be done in the future.

In¯uences from outside the consulting room:
a history of prescribing policy 1919±1998
(Darrin Baines, Senior Lecturer in Health
Economics, Birmingham University).

Darrin Baines used a historical analysis to argue
that many of the di�culties we have in controlling
prescribing costs nowadays are similar to those
experienced under the National Insurance Scheme
in 1911. He showed how prescribing policies
employed in 1911 included a national formulary,
a list of prescribable products, the use of regional
medical o�cers to visit high cost prescribers, and
an incentive scheme designed to encourage GPs to
control their prescribing costs. The latter scheme
was called the `¯oating sixpence'. From the
National Insurance scheme 2 shillings was allo-
cated per person for drugs. If GPs could make
savings on this sum then up to 6 old pence per
patient could be used to the bene®t of the GP. This
scheme was abolished in 1920 because it was felt
that the patients were not getting the drugs that
they needed. Mr Baines argued that the failure of
this scheme meant that it was di�cult to introduce
cost control measures after the 1946 NHS Act. In
the rest of his talk, Mr Baines described prescribing
policy from 1948 to the current day. He outlined
the various schemes that had been used to try to
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control prescribing costs and noted that some of
these had had some success. For example, the UK
fundholding scheme appears to have controlled
costs in the short-term3 However, he concluded
that radical changes would be needed in prescrib-
ing policy in order to make signi®cant savings on
the national drug bill. Changes in the pricing of
drugs at a national level might allow GPs to con-
centrate more on `rationality' rather than trying to
reduce costs at the local level.

In¯uences from drug companies: a case study of
post-marketing surveillance (Dr Charlotte
Patterson, Clinal Research Fellow, UMDS)

Dr Patterson gave an overview of the ways in which
drug companies use advertising to in¯uence general
practitioners. She then went on to discuss a post-
marketing surveillance `study' that she had been
asked to be involved with. This involved the
prescribing of a new anti-hypertensive agent. The
company involved were asking GPs to choose to
prescribe their new drug as part of normal practice.
For every three patients selected for the new drug
they were asked to select one patient for an estab-
lished anti-hypertensive medication, GPs were to
received generous ®nancial inducements for being
involved in the post-marketing surveillance. Dr
Patterson enquired of the drug representative as to
whether ethical committee approval had been
sought. She was told that this was not required
because the `study' was simply following up GPs'
normal prescribing decisions. Dr Patterson then
went on to look at whether her or any of her
partners had prescribed their new anti-hypertensive
agent and found that there had been no prescrip-
tions in her practice. She commented that as there
are already well established anti-hypertensive
agents that have been shown to reduce mortality
she could see little reason for using a new anti-
hypertensive agent except in vary rare circum-
stances. She suggested that the `post marketing
surveillance study' was being used to encourage
general practitioners to prescribe a new drug by
giving ®nancial inducements. She suggested that
this sort of `study' was unethical and asked the
conference to consider ways in which pharmaceu-
tical companies might be prevented from such
work. One suggestion coming from the ¯oor was
that drug companies should be asked to put
proposals for post-marketing surveillance studies
through local ethics committee.

Evidence based guidelines: development and
dissemination (Alain Li Wan Po, Professor of
Clinical Pharmaceutics, University of Nottingham)

Professor Li Wan Po gave a de®nition of evidence-
based guidelines and outlined their proposed uses.
He talked about the expertise needed in developing
guidelines (including expertise in analysis of the
literature, and clinical knowledge and the manage-
ment of group decision making). He talked about
the hierarchy of evidence on which guidelines
might be based and then went on to discuss the
appraisal of guidelines by outlining the importance
of assessing the validity and reliability of guide-
lines. Having given an overview of the development
of guidelines, Professor Li Wan Po asked whether
they actually change behaviour. He said that there
was not a lot of evidence for this. However, he
suggested that to be successful it is important to
involve all stakeholders and to summarize relevant
information in a graphic form.

The Doncaster Prescriber Support Scheme (Sandra
Briant, Pharmaceutical Advisor, Doncaster Health)

Sandra Briant outlined a scheme that had been
devised by Doncaster Health Authority whereby
®ve pharmacists had been employed to work
intensively with eight general practices. The aims
of the project were to try to control prescribing costs
while maintaining or improving prescribing quality.
The project was evaluated by the Division of
General Practice at Nottingham University. Study
practices were individually matched with control
practices. Changes in prescribing for the two sets of
practices were compared for the year before the
start of the scheme and the ®rst year that the scheme
was in operation. Compared with controls it was
found that study practices made relative savings
that were su�cient to pay for more than twice the
cost of employing the pharmacists. There was no
evidence that prescribing quality had deteriorated.

THE DEVELOPMENT AND USE OF
PRESCRIBING PERFORMANCE

INDICATORS

Evaluating potential prescribing performance
indicators for general practice (Tony Avery, Senior
Lecturer in General Practice, Nottingham
University)

Dr Avery started by providing a de®nition of
prescribing performance indicators and by noting
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the importance of indicators being relevant,
understandable, owned, based on evidence (or
established `good practice') and responsive to
change. He also mentioned the importance of
indicators being obtainable, reliable, repeatable
and being reasonably comprehensive whilst also
being of a realistic number. Dr Avery pointed out
that most Health Authorities had been using
prescribing performance indicators for some time
and that several hundred had been developed
across the country. He noted that prescribing
performance indicators are part of the NHSE
consultation document on `measuring perform-
ance' in the NHS. Dr Avery went on to outline
work that had been done by the Division of
General Practice at Nottingham University and
the Prescribing Support Unit at Leeds. The aims
of the work were to describe a range of potential
prescribing performance indicators and to deter-
mine whether these indicators were correlated with
overall prescribing cost; whether the indicators
were intercorrelated and whether indicators chan-
ged over time. The study was conducted on
computerized prescribing data for 809 practices
in the Trent Region for the years 1994±1995 and
1995±1996. The study showed that where practices
made lower-cost drug choices within di�erent
therapeutic groups this tended to be correlated
with lower overall prescribing costs. Conversely
practices that made higher-costs drug choices
within these therapeutic groups tended to have
higher overall prescribing costs. Practices that
prescribed from a relatively narrow range within
di�erent therapeutic groups tended to have lower
overall prescribing costs even when controlling
for list size. Di�erent potential performance
indicators were inter-correlated in the ways that
one might have expected. It was noted that almost
all of the potential indicators changed over time.
Dr Avery concluded that while the study team had
described a range of indicators more work was
needed on assessing their suitability. Also he
noted that when assessing the responsive
indicators to intervention it would be important
to remember that indicators change over time.

Developing prescribing indicators Ð is the BNF the
gold standard? (Judith Cantrill, Senior Lecturer,
National Primary Care Research & Development
Centre, Manchester

Judith Cantrill outlined the work that she had done
in developing potential performance indicators for

long-term prescribing based on analysis of patient
notes. In the development of these indicators the
BNF (British National Formulary) had been
considered to be the `gold standard'. However,
discussions with general practitioners revealed that
sometimes they had `good reason' to disagree with
the advice of the BNF. For example in several
instances GPs were able to justify giving up drugs
outside the total daily dose recommended by the
BNF. In other cases they were able to give justi®ca-
tion for using a combination of drugs with the
potential for a hazardous interaction. Dr Cantrill
concluded by acknowledging that the advice given
in the BNF may not always be able to provide a
valid assessment of the appropriateness of GP
prescribing.

The development and revision of a regional
prescribing indicator set (Mark Campbell,
Prescribing Unit, NHS Executive Northern
& Yorkshire, Newcastle upon Tyne)

Mark Campbell started by outlining the work that
had been done in the former Northern region on
developing a set of prescribing performance indic-
ators based on PACT data. He explained how
mean scores for these indicators had improved year
on year from 1994±1995 to 1996±1997. However, it
had become clear that the indicators needed to be
revised and therefore a group of GPs from across
Northern & Yorkshire region met in 1997 to revise
the indicator set. Some `preferred' drugs have now
been added and measures and denominators for
prescribing have been re®ned. Mark Campbell
mentioned a number of unresolved issues. These
include the weighting of di�erent indicators and the
use of multiple indicators in the same therapeutic
group.

Prescribing performance indicators: a national
perspective (Dave Roberts, Manager, Prescribing
Support Unit, Leeds)

Dave Roberts started out by outlining the potential
uses of prescribing performance indicators. He
noted that indicators based on PACT data could be
used fairly easily for ®nancial management of the
drug bill. However, because PACT data are not
link to patients or their diagnoses it was di�cult to
use them to assess quality or cost-e�ectiveness.
Dave Roberts felt that indicators based on the
current system of PACT data were a stepping stone
to a more sophisticated analysis of prescribing
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performance. He went on to outline the work that
had been done on developing a `prescriber's tool
kit' for use at Health Authority level. This includes
the net ingredient costs per ASTRO-PU: percent-
age of costs coming from new drugs, drugs of
limited therapeutic value, selected combination
products and selected modi®ed release products;
potential generic savings; and a catalogue of
specialists drugs. A range of other indicators such
as benzodiazepene de®ned daily doses per STAR-
PU is also included.
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