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Descriptioa of IDTSS. 

Since Jan 1. !993. general practitioners have been allocated 
for expenditure on dlugs for pati 
Targets have been determined by nat 
demographic characterisrics of the individual general prac 
of annual drug cosu within the GMS. 
savings made (the difference between 
in general practice infrasmcrun. typ 
50% in the general practice i n k s  
lRf13.S million w e n  saved by the s 
the realisation of savings had influenced the quality 

Establisbmear of the Review C r o u e  

At the invitation o f t h e  Deparrment o 
appropriate diverse professional skills. 

Prof. Tom Walley, Dept. o 
with special expertise in the economi 

Dr. Michael Boland General Practmoner. Sk ibbem.  Co. Cork. He possesses extensive 
experience of research and post-praduate education through his role in rh 
General practnloners. 

Dr. &la* Codd Mater Hospiral. Dublin. with expemse in Epidemiology and Statistics. 

Dr. Zachary Johnson, Speclalist In Public Health, Eastern Health Board with expenlse on 
prescnbing mnds  in hospitals and general practice. 

Mr. Tony Quirke, Pharmacist Clonmel. Co. Tipperary was co-opted to the Group t o  
adv~se on pharmacy issua germane to the revlew. 

Ms. Mary Murphy, Admlnmator at the General Practice Unit of the Southern Health 
Board. acted as administrator and secrewy to the group. 

Procedure 

The Review Group considered a variety of strategies. It decided that selection of the best options 
should be informed by rhe vlews of a broad range of pames affected by the scheme including 
patients. doctors. pharmacists and the pharmaceut~cal indusq.  .Accordihgty, wrinen andlor oral 
jubmtssions were obtalned tiom the  lrish Medical Organisation. the Irish College of General 
Pract~t~oners. [he Pharmaceutical Soclety of Ireland. the lrish Pharmaceutical Union. Irish 
Pharmaceutical Healthcare Assoclat~on. and representatives of the Chief Executive Officerp o f  
the Health Boards. Others invited included the Asthma Society (on behalf of patients), the lrish 
Hospltal Consultants Association and the Pharmaceutical Manufacturers of Ireland. 



,. . , ' , ,  
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Methods Adopted 
, , 

. ( I ) , ' The Review Group collate 
relevanceto the objectives of t 
ident~fying eifects amtb 
prospec'iive evaluation of 
Group concluded that useful obj 

scr~bing daraoases. collecred in a constsrent ma 
lementation o i  the Scheme. 

e Group also concluded that 
uld be infofimat~ve. 

(2 )  The Review Group asce 
epiodemiolbgical data base 
However, records were availa 
'Health Board i n a  data b 
This resource was subjec 

( 3 )  To compiement,the data-base analysis, surve 
docton, pharmacists and 
implemenptio"an@ its cons 

' Surveys were conducted 

(4) The tindings of the +tab+ study 
between the tindine of these field 
iterarurk on schema wirh incentive 

. , .~ , 

Review of Prescribing in the GMS in the Eastern Health Board A m  1990-95 

,411 prescriptions issued in the second qu&cr of 
practitionen selected on the basis that they w e n  con 
GM.5 patients prior to the introduction of IDTSS an 
1995. were evaluated. Data were derived fmm c 
available. on an ongoing bask to the Regional D 
Eastern Health Board dara may not rmly represent 
under repmanted in the sample and then  am no di 
the data are derived from a large sample. representi 

Comparisons were made between the prescribing habifs of  the 
practitionen, sParified into tectiles on the basu of their expenditure p a  p 
their indicative drug target for 1994. The p u p s  represent. "underspenden" (t56.78 .bar patient 
under budget to £0.16 over budget); modest "ovenpenden* (f0.20-13.21 patient over 
budget); and large "ovenpenden" (f 13.54 - l 10.49 per patient over budget). 

General practitionen who undenpent on their budgea in 1994 had demonstrated a different 
panern of prescribing irom [hose who were ovenpenden already prior to the intiuduction o f  
[DTSS. b in~tio. [hey prescribed iewer items per patient and had .lower cosr per patient. 
However. this group succeeded in reducing rhe~r cost per item funher following the introduction 
of indicative budgeting by prescribing cheaper drugs. and in particular through the adoption o f  
generic substirurion. 

r h e ~  was no clear d~fference beween undenpenden and ovenpenden in the rate at which novel 
products were !nrmduced and. In [he Important rherapeut~c m a s  such as use of mhaled sterotd 
[herapy in  ~rhmartcs.  the trends among under and ovenpenden were vtmally ldenncal. 
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, . I 
,411 cate~ories of senera1 practitioners snowed 
value' up to 1993 followed by a drop in 1994. T 
at' products throughout the srudy period. ju 

I 
. . 

'-Vith the exception of s trend towards lesse 
9ractlrioners %.\no underspent. there w s  no 
introauctlon o t  indicat~ve budgeting. 

I 
Suwev of General Practitioners. 

:. . , . 1 : , . ~, 

I 
Eligibiliry for inclusion in the survey was contined to doctors with 
1989 and 1996 (numbering 829 of approxima 
these. the views of the 100 docton who effected 

I 
their practices ( b e w n n  1992 and 1995) were 
docton who effected no sigirlcant savings und 
the telephone survey, both savers and non-saves e.xhi6;ting si 

' . . I 

I 
. . 

Oualitv of Pmcribine and Oualicv of Care. 
Approximately: half of both groups believe that the polic 
prescribing 'to GMS 'patients with the majoricy i n  each 

I 
Significantly more'(70% versus 35%) s a v k  reported having i 
treaiments in piefeicncC to pkscribing'drugs tbr GMS patieriir. 1 
While non-saven are evenly split, 'aboucrivo h i r  
on pattent care. the:v.&t majority repon~ng an tmpmv 
(93 - 95%) report that they'are not'aware of docton 
as a consequence of the policy. In conmst. one t 

I 
denial of optimum care while '17% of them believe that there has been a reduction in the quality 
of c u e  for vulnerable groups (e.g. elderly'and chronic sick). 1 
A large major~ty (> 80%) of both p u p s  reported that IDTSS has not encouraged treatment of  
G M  pattents differently from pnvate patients. thaf they treat both groups s~milarly and that 
they mnoduce novel treatments at slmllar rates to both patient populations. 

I 
- 

Drug substitution and Genenc Drum. 
Genenc subsnunon w a  perceived to be a significant conmbutor to savingr under the scheme. 
While 74% of the general practitioner sample reported SubSt~Nting often, the majority (94%) 

- I 
belleve that substitution d o a  not affect the quality of patient can.  However, over a th@ believe 
that some gcncric drugs an unreliable and of poor qualiry (48% of tho non saven and almost 
29% of savan). Docton were equally div~ded on whether they have experienced i n c d  patient 
complainu about changa In prescribed medicat~on encoumged by the policy. A majonty o f  

I 
those reporting more complaints armbuted them mainly to genmc substituuon. While half o f  
the doctors reponed that genenc substitution h a s  led to ~nc& patient confusion, a qunrrer 
reported more patients returning to the surgery confused or disransfied by medication changer. 

I 
Docton belleve that the policy has increased diversity benvnn hosplul and general practlce 
prescnbtng, rna~nly because of d~ffeferrnces in cost strucrure benvnn the two environments. 
Doctors repon changlng hosp~tal dtschargc prcscrlptlons more frequently, believtng this to be 
appropriate and favour~ng bener patlent care. 

I 
- .  

Patient Awareness o i  IDTSS I 
{Vith resard to patlent pan~cipation in decision making. most dofton (94%) believe that they 
should inform patients on prescription changes. .A majority (73%) believe that patients should be 
iniormed of the IDTSS. 59% believe that oatlents are aware o i  the IDTSS and docton are divided 
on whether the Department of Health should encourage a Patients' Association to represent 

I 
patienu' views on IDTSS. I 



Drug Substitution and Generic DNM 
While confrnning a higher rate of generic substitution by doc 
of phannacim k l i ave  rha~ some generic h g s  are umliabl  
patient complaints, the majoriry (8i%) have eipenenced an increase i n t h e  Fqumcy of patient 
iomplainu about c h r n g a  in medicanon. pemining primarily to changes t o  generic b ~ d r  

Ethics1 Issua 
On the erh~cs of the scheme about two thlrds percewe dilemmac for docton. 

Half of pharmacisu repon a loss of emlngs as a consequence of the scheme while 90% repon an 
Increase in cosu due to the r q u m m e n u  for larger stocks of divene brands. 

S ~ W W  o f  Pa t i en t s  

,i Postal survey of 1000 patienu ( 5  patLents nndomly selected from the GMS list of eafh the  
General practitioners surveyed) war conducted. Responses were elicited from 29%. resuiu 
were validated by interview (telephone or face-to face) among 50 funher patienu with a response 

of a0%. The finding in this validation study ware identical to those elicited in the pOsra' 
'Urvev. Overall. the views of330 parlenu we= documented. 



Patients were selected on the bass that they had received 
prescriptions filled annually) prior to and dunng the, implem 
ident~ried from rhe GMS Payments Board dardbase. 

Only a mmorlty (ZT?') were aware of lDTSS rcnile the 'h they 
jnould be :nr'ormed by the Depanmenr of Health on the  policy. .Two thirds were unaware o f  , :~ .  , 
,.~netner the~r aoctor was a saver or non saver and about half believed that rhe policy (qplained 
ro rhem durmg rhe survey) could lead ro an ethical conrlicr for rhe doctor. Over G f  the .patients 

. . .  
indicated a wlllingess ro consume less expensive versions of 
invested in orher aspecrs of heairh care even if this n q u e d  more' t 
x t m g  drugs. 

.. , ~. 
.A majority of patients had not detected an increase.in th; frequency of pkiciibi 
the policy implementation and. where changes to medication had bee 
offered in most cases (84%) and only 5% of rhe sample were unhap 
offered. The majority (83%) were happy with the outcome of the medi 

The majority of patients had detected improvemenu in, the  care pmvi 
rhe course ofithe policy implementation either through improvement in the condition o f  
doctors' surgeries. a larger range of services available at the practice and shorter waitingii&s. 

One third of respondents had been in hospita 
minority (li?/o) experienced a change in their 
discharge from hospital. Most received expl 
received. 

Survev of Hospital Pbvsiciaas. 

FiRy hospital consultant physicians. a random sample from the rnailmg list of The Association 
For Internal .\.fedicine. were surveyed by postal questionnaire. .The' object war to dete.mine their 
views on whether the [DTSS had influenced the hospitaugeneral practice prescribing interface. 
Thirty six (7:?/0) responded. .A majority had detected an increase in the frequency with which 
hospital prescriptions had been changed subsequent to parient discharge by general practitioners. 
during the past 5 years. Half of respondents had encouniercd patients who had experienced 
adverse clinical experiences as a result of such drug subsrirutions. Over a third perceived an v 

increase in the f q u e n c y  of such adverse clinical evenu,  during this time. Ninernn respondents 
.. . 

(53%) identified some clinical conditions whose treatment had disimpmvcd, while 8 (22%) 
re?oned thac treatment of cemin conditions had improved a3 a m u i t  of IDTSS. .. . 

Summarv o t  Main Conclusions. 

4 Thew w e n  changes ia prescribing behnviour u a result of IDTSS. Savingr were 
made by some doctom through enhanced prescnbing of generic medications and the 
prescnptlon of fewer Items per patrent per annum, leadmg to lower dnrg corm per pauent 

B There were no discernible negative effects on overall quality of prescribing. 
The indices of good prescr~bing and indices of rates of introducrion of novel treatments 
did nor differ according to '-savmg " status in the EHB database. In the surveys. general 
pracntioners perceived improvement. pharmacists perceived deterioration. while parients 
perceived no change. These perceptions suggest that whi1e:the overall quality of  
prescr~bing may nor have disirnproved. some inswces of sub-optimal prescribing may 
occur as a result o t  the scheme. 

C ' On quality of care, there are no reliable data. Docton and patienu generally 
perceived improvement but rhe~r vlew war not shared by pharmacisu or hospital 
physicians. Ireland lacks the insrruments (eg. linked prescnbing and morbidity databaes) 
to esrablish the veraciry of e~ther oplnlon. 



any of the patients. doc to~ , ' and  
sontlict between thedesire (0 reduce 
While doctom believe that thcv'ar 
patients are not aware of IDTSS. P . . 
such schemis. 

F Substantial numbers of doctors and ph 
some generic drug formulations. 

hese conclusions must be interpreted in light o i  the 
ny retrospective analysis may bcsubject to biar in 
national prescribing database updated prospective 
ta-base was used as a surrogate. but EHB residen 

nd EHB doctors may have differed from those in' o 
Surveys were conduc~ed among.severa1 actors inthe 
less reliable than a database in determining what re 
on motivation. While the response rates were go 
been bias i n  that '  we cannot be certain. in the 

.respondents /held similar views to non-respondents. 
sonrirmed the reliability of the responses to the postal 

I Innoduction of funher schemes aimed at influe 
care) should be accompanied by the establis 
instruments. 

' . .1. - Establishment of a national pbarmac 
evaluation of trends inprescribing and of inte 
will be facilirared by improved archiving of G h 6  Payments Bo 
introductioa of a permanent unique identifier for each GMS patien 

J Establishment of a linked prescribing and morbidity database (eg linking a national 
pharmacoepidemiology database with the Hospital Inpatient Enquiry -HIPE - database) 
will facilitate analysis ofthe consequences of future prescribing changes. This will q u i r e  " 

introduction of a unique heal& care ident~fier number for all citizens, with appropriate 
. - 

safeguards of privacy and contidentiality. 

4 Given chat demand for dnrm will contlnue to increase it is imperative that a mechanism 
be d l i s h e d  whereby the relawe values of d ~ f f e m t  b g s  can be compand and the 
value of dnrg therapla may be compared w~th other therapies. Them must be annual 
adjumncnu to mdicatlve budgets respond~ng to the avatlab~lity of new moda of therapy, 
[he ability to treat some medical conditions for the fint tlme, and m o p u m g  the 
prcscnbing consequences of novel screening and preventwe medicme stratcgles. Choicer 
should be informed by profess~onal pbarmacoeconomic evalu~iom. 

5 Promotion of Local Area Formulary development by general pract~tioners. hosp~tal 
jtaif and communtty pharmac~su w ~ l l  fac~litate economies in prcscnbing, leu frequent 
drug substrrut~ons and. consequently, less contusion for patients. 

6 The content of these combined communp and hospital formularies should be influenced 
by the extent o i  difference in drug pricing structures in the nvo environments. 

Bnnded  generic prescribing should be discouraged. Consideration should be given to a 
system of drug m i f s  where the state will re-~mburse for a given drug, regardless of brand. 



To address concerns about the reliabl. :., J T  s 

I 
r a n d o m  sampling of marketed drups (p 
o i  formulation quality control should be inn I 
GMS p&icots should be informed abo 
larlet and should be consulted prlor 10 the I 

sorential ro ihange me quality aicare 
I 

Perceptions [hat GMS and private patients are treated differently, in cenain 
circumsrances. suggest that a formal swdy or' 
is indicated. 

I 
In view of the potential ethic& 'dilemmir 
that sa. jigs made on drugs are seen to be re-i 

I 
Healtk auld establish a mechanism to quant 

Pharmacirtr '  fees should be sepakted fro:' dmg 
indicative budpetr to facilitate excellent co-operation be 

I 
phmacidts  in collaborative patient care. . .  .. ... I 



The Origins 



1. I The [nd iea t ih  Drug Target  Saving Scheme: Background. 

I. Containing Drug C o s o  in P r i m a w  Care: Intern 

The Issue of rising costs o i  prescribing in primary care is not 'u 
:ounmes iace slmrlar ?rooiems. panlv due to qe rng  populations 
:raniem 31 cresent in lreianal. partly to new drugs dtsplacing old and panly to new developmenis 
exrenainp tne , ~ o s s ~ b i i ~ t ~ e s  or  theraoeut~cs. r'nese rictors resuit in a rise in the drug bill due panly 
ro increased roiume o i  prescr~bing and in pan due ro increased cost per prescnption. ', 
The nsing drup bill is panrcularly an issue ior governments in those countries where'asubstantral 
proponion of drug cosrs is funded directly by the state. and almost all such countries have, made 

Y anempts to connoi [he amount spent on drugs. All to a greater or  lesser extent anempt t o  
balance their desire to prov~de their populations with effective and safe drugs, while at the same '. 

time constraining costs. [n an ideal world. this balancin'g would be achieved by a weighing of the 
costs and the benefits of drug therapy, and by eliminating those with a leu favourable cost 
effectiveness ratio. One country, .Australia has anempted to do this and is discussed Mow.  In 
*ost cases however, there has been limited e i fons  to evaluate the drug and more concentration 
on the overall cost. This may bring about conilict between government &iid 'docton., who tend t o  

. - r ,  _ 
emphasis the value of dmg therapy while often ignoring the cost. The public on the one hind 
demand access to new advances but conversely are reluctant to pay for'them ei tly ior in 
the iorm o i  increased raxation. 

'Here the approaches to connolling the drug budge adopted in different 
counrnes. and the success or orhenvise o i  these approaches. a n  briefly considere 

Aus t r a l i a  
.Australia has been the focus of much anention in relation to its c o n w l  of the 
its application of health economics to assessing the appropriateness for funding bythe s w .  This 
is a ~ndamenra l  change in how drugs a n  evaluated and its process and effecu have been carefully 
obsewed. 
Reimbursement is carefully separated from licencing: once a drug is licensed on grounds of  safety 
and efficacy. 3 company must then anempt ro get the drug approved for reimbursement by the. 
federal government under the Pharmaceuticals Benefits Scheme (PBS), which is respansible for 
the reimbursement of drug cosu to patienu according to a detailed schedule. Failure to gain 
approval is commercially disaswus, since 75% of all drugs prescribed in primary care in A m l i a  
are reimbursed by the PBS. The PBS does not cover specialist drugs intended primarily for  
hospital use. c 

In an anempt to reduce demand. patrent copaymenu were introduced in 1959 and this now 
covers 13% of the total cosu of the drugs. Patienu pay a maximum of SlS.70 (IRf8.00) per 
item. up to a maximum of S361.50 (IRL184.60) per year. Since 1987, it hiu been r requirement 
that any prescription costing more than 330 (1RflS.jO) needs special authorisation by the PBS 
(usually by telephone call). The schedule for prescnbing some drugs is very rigid: for instance 
ome~razole  can only be prescribed for severe refractory peptic ulcer di- and the prescription 
mus; :? marked wirh the date of the "final assessment", i.e. endoscopy, surgery or barium studies. 
Spot cnecks are cmred out to confirm sucn dates in medical records. 

Since 1993. mproval under the PBS requires submission of a detajled phannacoeconomic 
assesrrnent. [he content o i  which is c~rerllllv spec~tied. The cost effectiveness studies submined 
then [ o m  [he bass or  rhe iollowmp prrce neportarions. The gurdelines give considerable deml  
about the form or' the economlc evaluarion. but a company h a r  some leeway to argue for a 
spec~tic  type of analysts depending on the nature o i  their product. 

This aoproach has prevented the rermoursement of such drug as alpha domaso and beta- 
inrerrcron in Australla which har been a source of controversy. 



pharmaceuticals. , , . 

Yew Zealand 

speciaiist beiorc certain drugs (e.g 

patient c o p a & m  were inaoduced i n  1988. Thes 

Patients pay a prescnptlon copayment (currently £5.75 per item. steadily increasing ahead o f  the 
rate o i  inflation) but exemptions are extenswe. mcluding the elderly, children md low income 
groups. such that only about 20% of pracnptions actually amact this chargo. 

Drug prices are not regulated in the CiK but instead the Dept o f  Health regulates company profits 
and annually negotiates with companies to agree a target pro f i t  under t h o  tcnns o f  the 
Pharmaceut~cal Pricing Regulation Scheme rPPRS). This protit is usuali);bewnn' 17-25% of the 
i a p ~ u l  employed by the company in the UK. the exact figure depending on the contribution o f  
the company to the UK economy in terms o f  investmenf employment andexporn, among 
other factors. A l l 0 w a n ~ ~ S  are made for research costs. and the cost o f  promotional activities are 
also regulaied A company exceeding its target profit may have to repay the excess to the 
Treasuw, while underperfarming companies may be allowed a price rise. The PPRS h a  been 
heav~ly criticlsed because or the generosity or' the protit margin allowed. and in panicular the 



jecrecy which surrounds the negot~ations. In 1993. a price red 

I 
PPRS. to run for 3 yean. ,., . .  

, . , I 
,411 drugs licensed are auromatrcally funded by the hWS unless jpe 
made. A limned list in  cenaln catexones was introduced amid 
jrobably reduced overail dmg costs (the Government claimed a sa 
repiicate this in i 992 rm into diificuties because o i  the politic 
proression and the pharmaceutical inausrry in decisions about what 
has the proposal has become irrelevant. 

[n 1990. the government introduced indicative prescribing for general 
to encourage GPs ro take proiessional responsibility for the cosu 
jet a theoretical or indicative budget for the prescribing ior the 
their historical spending'in the previous year and uplifted slightly to account for nflation, new 
products and increased demand. Although there were in;rheot-y penalties for grcs; ovenpinding. 
the budget there were few incentives and the scheme was relatively unsuccessful e.:;ly on. Later, 
incentives were introduced. allowing the GP to keep up to £3000 of any saving m a c d  &ug 
spending compared to his indicative amount. to be spent in an a g m d  fashion for the benefit o f  
his patients. This has brought about changes in prescribing pauerns, in p 

~ . , ,  generic prescribing. , . 
At the same time, GP fund or budget holding w a  introduced whekby' 
budget for various services for their patients. including drug* electiv 
practice staff. The practice can move money between the various pans 
tit. This gives GPs within this scheme (highly organ;& practices often with relatively' low 
prescribing costs to begin with) a direct incentive to reduce their pkscribing cosu so'* i'ncreaie 
[heir spending in other areas. and has been shown to have lead to a reduction in'.prescribing cos'ts. 
Fundholding has expanded in annual waveJ until by 1996.: over half t h e . G P ~ ' i n  the counay w v  
fundholden. This expansion h s  decreased the ability of fundholden to contain prescribing costs. 
since the later waves were generally less well organised or leu  able to take advantage of the 
opportunities created by hndholding. A clear panern emerges in each wave, whereby costs fall 
dramatically in the tint year afkr becoming fundholding, but thereafter the rate of rise revens to  
its previous level - still however representing a considerable saving. It is difficult to sa te  how 
much fundholding has saved in pmcribing, because the government avoided evaluation of the 
scheme until recently, and because of lack of an appropriate conwl  group. 

The government also introduced feedback of prescribing data and costs to GPs, and a network of 
medical and pharmacist prescribing advisers in local health authorities to suppon and administer 
all of these initiatives. Other more recent moves are an attempt to move the MIS towards a 
more evidence service. eliminating unnecessay treatment and to move away, from 
consideration of cosu in isolation into overall trearmenr cosu; while.theso an generally 
agreed to b mom appropriate, nevenheless fhe drug bill a, an entity still meria careful 
management in io own right This move to considering the wider aspects of dixasa management 

t 
may in the future open the door to American sryle health maintenance organisationr. I 
The rate of rise of the drug bill fell from 14% in 1992 to 8% by 1996; whetha this is the result 
of some or all of these incentives is uncertain but seems likely. However. exactly which of the 
incentives achieved this is difficult to segrexate. I 
France 
France has traditionally kept the cost of pharmaceuttcals low by cost comral measures. such that 
pharmaceutical prices in France were approx~mately 63% of the European Union avenge in 
1994. However France has also been an area o i  very high usqe  of prescription dnrp. such that 

I 
despite the low prices. drug expenditure accounts for 16% of the total health cars cosU in 
contrast to the UK figure of 10-1 l?'o. There have been concerns that many of the hip 
approved and most widely used in France have been of little proven clinical benefit. raising 
serious doubts about thew value for money. 

I 
I 



1 ;  
I ,  
I .. innovative producu r 

zons~dered. as is the 

I , requlremenr for a pha 
in force between the 
Jnnual increases in rh 
iaies levcis and cont 

I into contacts which 

I prescribing was cov 

I 
The conml of sales 

"because of what were considered excessive prorits., 

I , . .  , .  . .  

I 
: 

(80%) of the population have privat 

i between the cost o f  the ' diug and t 
demand for treatment is  reduced, 

. .. *. 

I 
I 

:re controversial. The first study of their cconomic impact suggested that the saving achieved . 
I .;a small. of the order of 0.5% of the total drug budget and that the. g u i d d l ~ , w & n o t  .. . .. 

rigorously followed. Since then. the government hlu imposed a 2.1% mliximuni:idcr&a i 

drug bill: any overrpmd will prevent annual increase in docton' eamin 

I 
has expanded considerably and more draconian measum in tenns of 
imposed to ensun their applicat~on. 

8 Germany 
Germany was traditionally a high volume and a high cost market for 
reslllt that the drug bill was largely unconwlled for many yean. I 

I 
reference pricing, whereby reimbursement prices am set ' for  dmg for which  the^ is'a'generic 
dternarive. for which there is an equivalent alternative drug, or for which then is a therapeur~c 
alternative. Reference prices tend to be tixed at the lower end of the market price range for 
producu within a class. This approach haa lowend average drug price and total drug expenditure. 

I Puients may opt to pay the difference benveen the reference price and the retail cost of a drug if  
rhev ivish: patlents are also required to pa" a copaymenr of DM3.T (IRfl.lJ-2.64) for all 
prescr~ption items (depending on pack i~zer. Orher methods of controlling drug expenditure 

I inciude a largely unsucccsshl black list wh~cn encouraged subst~rution of more expensive therapies 
for less expensive. and allowing pharmacisu ro substitute generic pmducu for branded unless the 
doctor specities otherwisa. 

Desp~te rhese measures, the drug b~l l  stdl rose at an alarmmg rate and the government took actlon 
In 1993 when 1t mtroduced severe budgetap resrnctlons. whereby the drug btll wm not to 



permined to rise above a set level (approximately the levcl.of expenditure in 
DM280 (IRi106) million of m y  overspend was ro be taken o u r  bf :the:- 
reimbursemenr and overspends beyond this to be recouped,from 'the ' ph~aceu t i ca l~ indusa ) r .  
The eifect was dramatic. with seasonally adjusted prescnbing rates falling by 26.5% almost 
dvernlght in January 1993. .A further impems to this reduction in prescribing was that .doctors 
were not iniormed of how far below the maximum permined level they, actually. were. 
encouraqng csnrmued crfons to resrram prescr~bing. The saving in the .tint .year war 
~pproumarely DVi00 m~llion (IRf I l l )  million. , . 

, . . ,  

.Any overspend would. by agreement with the medical organisations. belargely levied against the 
fiver prescribing doctor rather than against the .genera 
Physicians' prescnbing behawour is reviewed against region 
juch over prescribing. 

It  was claimed that these changes led to increased hospital admission5 through underus c fnrgr 
by GPs. although the only published study of this IS flawed because . i  the lack of apprc-riate 
control groups. 

:Since then prescribing has increased funher, but the government has n 
only limited increases in the drug bill and seems set to force red a 
result in 1997. 

Italy 
The Italian Health Care System is largely a National Health ~eryi$but 
private sector. ,\bout 50% of the drug spending in Italy went on dmgs of no 
this. as well as the rising drug bill and scan@ls concerning the icrivities,,.of,key; plafentin.,dmg 
licencing in Italy. led to the introduction of extensive reforms in 1994: A new fonn of,price 
regulation based on comparisons with European average's was introduced. In 1995.'-the cosu of  
drugs were cut by 2.5% or 5% (depending on the iales gmwth of the manufacturer). ,In july I 996, 
reference pricing was introduced with the .:;rmrison being with the I o w a  price in other 
European countries: this has led to ihallenga ,;. e European Commission, alleging that Italy is 
interfering with the free movement of soods within the EU. and the matter is cumntly 
unresolved. 

. . 

.A positive list of &up of proven effectiveness and appropriate indications was devclopcd. to  
rectify the apparent previous w m .  In 1994, a maximum national drug budge wu fixed a t  
L 10,000 (IRf4) billion. If midyear review suggesu that this budga might ba overspcnS pmducu 
might be removed from the approved list or rcsmcted further. 

Patient copaymenu are now based on the class of drug - class A, drugs used to mat seriouc 
illnesses are fully reimbursed. class B drugs of some therapeutic value but not falling info category 
A (include dn~p for which a less expensive alternative was classed in A. such as fluoxetine) are 
reimbursed at 50%. and class C. all other drug, are not n i m b d  at all. Exemptiolu from the 
copayrnent are given to old age pensioners and children (subject to review of family income). 
Patients also pay a prescription charge of L3000-6000 (IRfl.14-2.28) per prescription. 

These reforms have been controversial. with doctor suppon generally but intense i n d u r q  
opposition. However. in the light o i  recent scandals concerning the pharmaceutical i n d w  in 
Italy, this has nor carried the day. - - 

Spain 
The Spanish Health Service is curnntly under review. Prices in Spain a n  regulated c m h l l y  and 
until recently were below European avenpe. panty due to lack of patent protection in Spain: 
agreements until recently prevented parallel exporting from Spain to other countriel but these 
have now been succcss~ully overturned by the European Commission. The pnce of a dnrg is Set 
based in p a n  on company profits. and panly based on prices for similar p d u c u  in Spain Or the 



. ,  , , : .  , 

Patlent copayments are levied at  a rate of 40% of  the cost o f  the prescripticin.:,u$h the . '  ; 
exceotion of drugs ior some chronic illnesses for which the rate is  19% (up to am&imUm.of Psr .. 

, . ,  :001 [[i?fI:SO] (increased in 1993 from lo%).: In 1993. a negative l i n ' w q  inciodtiked wheiedya' . :;, . * -  . , a . . ' . .... . , .i ibide range o i  products iinciuding many regarded ar cosmetics or %'food supplementj !n;o,thei .. 

;ounmes) were delisted for re~mbursement. This i s  estimated to have sa'ved 'sub.st&rial sunis. 

. . . .  . 

~ o m n & n  Themes : . , . . ,  ! .  

.nere are clear common themes in many of these approaches. 
demand largely consist of copaym 
in the UK and in Canada but rai 
health care costs. 

. . ,  , 

Anernpts to influence doctors range fro 
disincentive . to the punitive approach 
might be arpued that any interference 
experience argues that GPs are inrere 

bencr in pricing negotiations than othen 

.Although it would be an ideal that a 
therapy, this b difficult to apply. 
cost efectiveness as a criterion for reimbursement at a national level, because o f  local political or 
economic issues. The tendency to devolve power to local health authorities. for instance in the 
UK. may increase the demand for such cost effectiveness studia and tho ability to practically .. 
apply them, even where this cuu across national policies on the  promotion^ of.  indumy..:: I n  

. . 
.Australia it is alleged tha one of the advantages o f  the PBS scheme is that it delays introduction 
o f  new drugs onto the markec in the future, i t  may be that compania will not reek to launch 
even innovative valuable producu on the Australian market. lest the pmduct tm tarnished in the 
PBS pmctu. Them are wider ethical issues about the Australian. approach, also:: new dru@ 
development depends on potential rewardc. and at present it might 'bc k&d 'dint A u b i a  k' 
cuning out its sham of  development costs while at the same time gaining the bepefiu o f  new 
rherapies. This approach will continue to be observed closely for the prexn+ . , 

LI Ireland: Indicative D w a  Target Savinas Scheme. 
Background 

[n January, 1993. an agreement war ~mplemented between the Depamnent o f  Health and the 
Irish Medical Organisation regarding the provtsion of services to patienu in the General Medical 
Services. The aqeement incorporated the pr~nc~ples enunciated in the dncament "The Future o f  
Gcnenl Practice in Ireland" and included provision for .'!he allocation of an individual annual 
drug [urger for each general practltroner to enable hirmher to betre? pursue the objecrfie of 
responsrble and cost-effectrve prescrrbing." The agreement provided for the use of savings 
realised on projected targeu to funher develop general practice infrastructure on the following 
bass: 
50% to the individual doctor for invesmcnt in specific practice developments; 
50% to the Health Board from overall developmenu in general practice. 



I 
I 
1 I 

s , ,  . . . ~ .  
. . , . ~. .  

I 

I 
The I993 target for each doctor was derived using national' 
1992. adjusting for the demographic characteristics of indi 
some additional expenditure. 

I 
.\ Further agreement was reached in late 1993 to modify the 

I for i 994. Targets here aqiusred for changes in panel size 
'high cost pat~ents" JS buoget neural. spectal adjustments io 

I 
I n  inrlatlon allowance. 

.\ Further new method of target budget calculation war inm 
'\us adjusted such that high spenders in 1994 (> 105% of national average) received their 1994 

I 
a~ t ia lex~end i tu re  as the 1995 target while those spending 95-105% rkeive&an 'iiiflat&:'bf;5% 
on their 1994 actual costs. Additionally, the proponion of savings recrned to-the GP piictice 
a opposed to the Health Board var:zd according to r r ?  performance.~"<'th'e'doctor in'rr. :ting 

I 
the 1994 target; those who exce. : d  105% of the -:c?.iected nation;:. norm for 1994 ' . &Id 
receive only 40% of savings for p c  .:e investmen 
during 1995. Low prescnbers in ,994 received 

I 
payment of grants and the retention of 60% of sav 

Review Obiectives 

I 
. . 

The obj&tives of 'this exercise were established 
memorandum to Professor Michael Murphy descn 

I 
Saving Scheme and related that :"while the -0  

nevertheiess the rate of increase appears to have been less 
.Votwrthstanding this change the incidence of prescrfbing 
off j.3 mrNion were reolised by 'those G. P. 'r w 
the level of realiced savmgs war f8.2 million. 
for infiarmcturd and service improvements w I 
'7he indicative Drug Target Saving Scheme is now in its third 

have an independent evduarion canted our ar to the effect of the incentme scheme on 
of patient care in the GIMS with pmricular reference to changes in prescribing patterns which 
have occurred since the introduction of the scheme': ...... ar it is important thm such an 

I 
~voluation would be seen to be independent. the design and conduct of the sf* wouki be a 
matter to be determined by you ar you see fit". . . 

Establishment of tho Review Gmuo 

To meet this remit Pmf. Murphy established an expert group w ~ r h  tho appropriate diverse 
professional sk~lls. The members were: I 
Prof. Tom Walley, Dept. of Pharmacology & Therapeutics, University of Liverpool, with 
spectal expertlse in the economics of prescnb~ng. I 
Dr. .CLichael Boland. General Practttioner. Skibbereen. Ca. Cork. He posscssa ouvjtanding 
cxpenence of research and educatm through 111s role in the Irish College of General 
Pr3ctmoners. I 
Dr Llary Codd. Mater Hosplral. Dublin. w~th expenlse in Eptdem~ology and Statlstlcr. 

Dr. Zachaw Johnson. Informatton Officer. Eastern Health Board wlth a bmad expenlse on 
prcscnoing trends in hospnals and general practice. 

I 
V r  Tonv Quirke. Pharmacist. Clonmel. Co. Tipperary w a  co-opted to the Gmup to advise On 
"hannacv lccuec germane ro rhe revtew 

I 



Ms. bfary Murphy, .Adrninisrrator,of the CP ~ n i  
and secretary to the group. , . 

J u d ~ l n ~  Oatimum Prescribing 

[n ernbaritinn on its review the were cog& 
.Although drug account for only 10 to 119'0 of 
"appropr~ate:' or "spttma~" are applied p 
hospttalisation. investigations. surgical pmced 
appropriate prescribing remains a daunting ch 
eficacy, convenience rdative to other, drug 
are the most obvious criteria. However, '-while the s+fety. and ,efficacy: of shy. agent may be 
quantified through mals. the extent of the safety and emcacy in t an. indiyidual patieot::will be 
determined by facton such as the unique profile of concomitant , d i s a & i n  that :individual the 
educational and social experience of the individual, which :influences h i a e r  l ikely.d;~~mplian~e 
with treatment. the patient's undentanding of the implications :.of.::the d i e  and: hisher 
expectations of the treatment. n u s  it is possible for tive patients to present to a doctdr with'a 
simple condition such as hypenension and 
"appropriate". :'rational" and "optimum" p 

, . 

The range of prescribing levels in general 
morbidity, demographic. social or economic facton beween practicer. lt 'har. been su&esrcd that 
up to 10% of the variation in prescribing can qnly,,be:accounted~.fo~:~by.-"d~to~.;.facfonn. . . . +.. , .~ ., . , ,.., .. 
idiosyncratic choices made 6y docion. % independent ,,'of facactofs .$Ukk' &$&:'&&&fl&d 
prevalence of disease and the ,demographic , s t p r u m  of tfieif. ..... p.raqice$.,.:(From .; .,.... ; % . .  $8 "Co,np~enies.in +.A,:&k..,.., , ,,.. 
Healthcare Policiei' Editor: Marshall"Mqinl(er;' BMJ Publrc+ons, , . . . , . , +  ,~rou~)~~~.:~n""this~c.o,ntext, -,, ? . ,F... , ,,,,,.. a .  ,ti 

"determining the effects of chhging one. of the: facton: ( c o ~ i , ~ f f ~ c a u e n e s s ) ~ ~ n .  p ~ r i b i n g .  proves , . . 
. . . I ~ , .  , . . ,..v,, , , A , ~ , ,  , , . ,, s:. ,> : * , , 

challenging. , . , .  , ~ . , ~  
, . ,  . ,  ., 

.~ . 
, . , ' , .. ! . , . . , , . . .. . .. , 

.As a consequence of the multiplicity of facton' influen&q pkrribing them is no rhgla global 
index of quality. In particular. the annual cost of prescriptions per patient or number: of drugs 
prescribed per patient in a swdardised practice population do not suffic&& them. is good 
evtdence that low volume prncriben am not 'necessarily"gobdn p 
containment carries the risk of reducing case finding and limiting p . 
common conditions (e.g. hypertension, hyperlipidaemia non-insulin de , . 
Selection of Field Studia 

. . 

The Review Group agreed ;hat the optimum approach to examining the effects o f  f$e DTSS 
would have bean the establishment ot' a prospective srudy a6 inirio. . Givm tho conipi@ty of 
defining appropriate prncribing, the best approach would have to examine the m ~ a g e m i n t  of 
individual patienu in a prospective controlled cohon study. A less onerow' but leu reliable 
approach would have been a srudy on the pmcribing selections of a cohon' of general 
practttionen presented with a series of sample c w s  prior to and following the incmduction o f  
the scheme. 

Pracedures Adonted 

.At its tint meeting on August 9th 1995. the Review Group considemi a variety of SCiategieS to 
examme whether the IDTSS had inrluenced prescribing. It decided that selection of the best 
opttons should be infonned by 

( I )  [he vlews of a broad m g e  of pmtes affected by the scheme including patienu. doctors. 
phmaclsrs and the phmaceut~cal indusuy 



Positive Features related in the rubmissions . . ... . . .  . .. . . 
, . ,. ~ 

. I . .  , .  

The rate of increase in che costs of drugs in the General M 
There is now a greater use of non-dmg treamenr inman 
Doctors have been slower in adopting new less proven, 
The quaiiry of therapeutics in General Practice hasimp 
effort associated with the policy, and 'the requircm 
prescription habits 
Savings made in the scheme have been invested for patient 
expansion,of the services available to patients and an 
general pmctice inhrmcntre  
n e r e  h s r k e n  a nduction in the use of inappmpriate and 
The adoption of "Penonal Formularies" resulting in the 
which doctors have become more fam~liar, has improved prescribing'. ., 

Generic substirution is welcome and has had no adverse effect on patient c 
Morale in General Practice has improved 
Phmaceuticai Industry drug promotion has been countered by the scheme kad& to a bener 
balance of evidence available when making decisions 
Bener education o i  General Practitioners resulting from the scheme h a  e m p o w e d  practice 
doctors to question or challenge hosp~ral initiated prescript~ons 

Veeative features related in [he subm~ssions 

Cenain patlenu have been denied necessary medications 
High cost patienu have been denied access to GMS lisu 
The treatment o f  ssteomhritis. peprlc ulcer disease. congestive hean failure. asthma 
depress~on. childhood diarrhoea has deteriorated. 
Outcomes of treatment may have dis~mproved. 



Hospital prescriptions have been changed by GPs i 
Patienis are unhappy wlth the policy .' The net savings resuiting from the policy arc 
The manner i n  which hospital d q p r i c i n g  c 
the changing o f  prescriptions after discharge. 
The frequency 
:ripling or quantities p 
There has been a dec 
GMS. result 

. . .  There i s  a need to explain the diversity in the extent 
Practice ~ population. ;\re the differences 'a retlection o f  
acceptance or rejectio 
There may have been 
Some patients may be 
There may be a sen 
patients in the gene 
There i s  an excessi 
care. considering t 
A reduction in prescrib 
care services 

differentlyin different re 

There has been a 

h e r e  has been a prohi ion o f  &eric f&ms o f  single 
shapes) leading to conhuion among patienu and i n c h i n g  t 
for education . ~.~ , 

The profusion o f  generics has lead to the need for much 
Pharmacists have had to enlarge their buildings to '"facili - 

, ~ resources from patient services . 
Relations between doctors and pharmacists have soured and th 

. 
education and clinical service 
The reduction in GMS income to pharmacists has lead to job 
Genenl practitioners have reduced the use o f  three month 
single sepuate prescriptions or scripts) saving on the ph 
would acclue if a rhrrt month prescription had b u n  wrinen 
Some generic pmduco are unreliable and more patieno are baing exposed to 
Patienu are b m  told by doctors chat drugs are 91ot available on the GMS" when, in fact the 
use o f  these drugs is being discouraged. . , . , 

GP units are recommending to GP's the use o f  d rug  that are not reimbuned by the GW.  
Funhermore GP unit policies on drug use are not been shared with the pharmacisu. 
That there may be a greater need for adminisnation o f  oral hypoglycaemics as a result o f  
more widespread use o i  thiazides 
Funds are belng diverted from the care o i  GMS patients to non-GMS.patienu as the spending 
df savlngs from the GhIS benerirs the whole practice 
There i s  a perception that patlents in rhe GMS demand the best for themselves and lackins 
~ltni lsm. w ~ l l  not sacnrice tor the common good 
Patients arc aware o f  concerns about die re l~ab~l i ty  o f  generics and they are unhappy 
C3st is gven too much importance over rat~onal prescribing 
The "worst prescnben" have gained the most from this policy 



I > ,  ,. 

Data Sources Available to rhe Review Grouo 

The Group reached co&ensus that the mos 
derived from databases on prescnbing panerns 

.inrroducrion of the Scheme. %li!e several pro 
databases in :he course of their submissions. 
Practlc: m a  data co~lecr~on was not or' adequate consistency. 

. .  . 

The General Medical Services Payments Boa 

I imponant repository of relevant iniormat~on a 
1 in prescribing practices. Accordingly, several 
I 
! Group and sraff of the General Medical Sew 

General Medical Serv~ces Payments Board rec 
patients. ~ a c a  derived from the prescription 
used to issue payments to Pharmacists and 1 factors limited the usetirlness of this source: 

,had beenchanged such that it was not possi 
had been several s o h a r e  modifications i 

I throu~hout: (c) the size of the.darab 
i systek would subsrantially hampgr. th 

any aaedpts t o  snidy prospectively th 
by, the fact that GMS patient idenrifien 
an in'adiquate number of digits in the ide 

.. ., , , 

The droup w d  p~eaied to ~ e k   that' t 
Payments Board tapes consistently ' over m k y  
region. Accordingly, datsbasc analysis 

Dr. Zach* Johnson condu 

! Field Studies on ~erieotion; of the ~ c h  

 he Review Group decided to complement its database analysis through surveys of groups with 
parricular experience of the Scheme.' and it contracted with the European C e n m  for Social 
Research at UCC to conduct surveys of doctors. patienu and pharmacists on their perceptions of 
the Scheme. Quenionnains were designed in co-operation with the CESR guided by the views of 

I 
the Scheme expressed through oral or wrinen submission (vide supra). For pmcucal reasons it 
was not possible to address all of the poinu raised. - 1 
2snfidentialitv of information. 

Permission was received from.each ofthe Health B o d  to conduct the studi 
received from the professional represenrative organisations. Steps wrm taken to preserve the 

I 
sonridentiality of patient and professional information . thmughouf The ,  identities of 
participating doctors. paticnu and pharmacists were not known to the Review Group and remain 
conridenrial to the CESR and GMS Payments Board. : 

I 
I 
I 
I 
I 

I 
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ha ly s i s  Of The Effects 
ngIn The GMS In The 

, , 
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I 
I 

AIM 

To compare prescr~binp patterns of GPs who had a large overspe 
I 

underspent over rtmc. from oeiore [he inrroducrion o i  indicat~ve prescrtbing and target baed-  
incentives'up to the recent pasr. I 

. . 

OBJECTIVES I 
I 

i 

( I )  To examine prescribing rends for [he years 1990 to 1.995 and the rate ofchange in pnscribing 
habits during [hose years for the following categories of drug: all drugs, cardio 

I 
I 

respiratory drugs. digeswe drugs. musculoskeleral drugs, anti-infective drugs. 
i 

-/ 

(2)  To examine trends in the ratio of prescriptions for older to newe 
from 1990-1995 

I 
( 3 )  To examine trends in the Age . Standardised Prescribing Rati 
from 

I 
1990- 1995. 

(1) To examine trends in prescriptions of new drugs From 1990.1995, 

'I 
! 5 )  To examine rends in the use of drugs of limited clinical value. 

I 
I 

METHOD 

GMS c lams  data w e n  anaiysed for Eastern Health Board (EHB) doctors who had panels of 500 or 
: I 

more pnor to the inmductlon of indicat~ve prescr~bing and target based-lncennves, and who w e n  snll 
In the GMS up to the end of 1995. I 
EHB GPs were divided into teniles based on thew expenditure per patient in relation to their indicative 
drug target for 1994 as follows: 

I 
Undenpent  - l 5 6 . X  per patient under budget to £0.16 per patlent over budgec 
Modest ovenpend - i 0 . X  per parlent to : l j .2  I per patlent over budget; 
Large ovenpend - l l5.54 per patlent to T I  10.19 per parlent over budgec 

Analvsls was conrined to GMS prescrlprion clatms ior the second quaner o i  each year from 1990-95 
w ~ t h  valtd medical card numbers In the EHB range whose reginered GP held a GMS contact wlth the 
EHB. Cost estimates were based on total cost I e. lncludlng i n p d ~ e n t  cosr pharmacy fees and VAT. 
Selection of drug carepones for analys~s was based on the Anatomical Theapeutlc and Chem~cal 

I 
siass~ficar~on (ATC) ' 



.. . 

quarter for the relevant drug or category of drugs. It is calculated as - 
Total number of patients 

the relevant drug or category of drugs. I t  is calculated as follows: - 

Total number of DDDs 

I Items without DDD: there was only sufficient data available to calculate DDDs for 
~pproximately 70% of prescribed items for ail three categories of GP. In other instances. the 
ilse or's DDD would have been inaooroonare e.z. orescrimions for catheten. 



Generic prescribing": 1 drug prescribed by its non cranded 
for wnich the originator's patent has expired. 

Branded generic prescribing": generic preparation 

.Although the data used in this swdy was based onpre 
items dispensed. the 

~ssurnption is made that if a generic or bran 
was prescribed by the 
GP. 

Trer ;s in prescribing: the trend from year to 
itenis. DDDs. generic and branded generic prescri 

Percentage chanq 
previous year is 

1991. .An example o 

mi-uicer drug. The ratios have been calculated as follows: 

I 
Drugs of limited clinicai value: drugs considered to have little or no lasting therapeutic value 
for the vast majority of patients"'. These include antidiarrhoeais, vasodilators, carbocynine 
and appetite suppressants and topical NSAIDs. 1 
Standardued Prncnb ing  Ratio (SPR): m e  SPR was calculated by dtviding the acrual (observed) number o f  
patrenu m ior each category oiGPs who were on a selected drug or drus group by the number expected to be on 
that drug. ~f the rate of prcscnbtng for that cateqory were average for rhe EHB as a whole, and rhe mult was 

I 
rnulrl~lted bv 100 Llke the SMR rhe SPR IS [he ratto o f  observed to ex~ccred pmcnpttons for each group of GPs 
expressed as a percentage It i s  a mesure oirhe emnt  to whtch the umber  o f  paaeno on a pamcular drug 1s 
~ b o v e  averase. averaqe or below [he group nonn. r&mg account or q? and sex of the goup bemg studted An 

I 
SPR or 100 is  averape for the group of GPs belng srud~ed. an SPR of X J  1s w ~ c e  the EHB average and an SPR of 
I0 1s half the EHB average. 1 
ATC codinq: The Anatomical Therapeutic Chemical ( A T 0  classification index was used to 
select groups o t  drugs for analysis and in the assignment o t  DDDs to groups of drugs. ATC 
codes used were as follows: 

I 



I I 

/ Niaates CO l DA 

RESULTS 

Mean panel size 
Two hundred and twenty three GPs fulfilled the criteria of having panels of at lean 500 pauenu from 
before the introduction of indicative drug budgeting up to the end of 1995. When divided into teniles 
1s descr~bed in [he methodology section there were i4 underspenf 75 with modest overspend and 74 
w t h  large overspend. Table I shows that the mean panel size of the three categories of GP were 
sim~iar. espec~ally in 1995. 

Table I .  Mean panel size and range 1989 and 1995 by catcgory of CP 

I Catego y \ l ean  panel sue Mern panel size 
1 
! / is89 I 1995 



I 
I 
I 
I 

.,Pi . . 

I 

Yurnber of patients in each category of CP 
I 
I 

category o i  GP is shown in .Appendix 1 .  
I 

Table 2. No. of patients by category of 

1 

: I 
I 
I 
I 

Mean saving b d  GP category 
!' ' , 

Table 3 shows the mean saving per patient in relation to their indicative drug target for each of the 
rhree groups of GPr r 

,~ . ,, 

I 
Table 3. Mean saving per relative to indicative 

prescribing target for 1994 by category of CP* I 
Category I .Mean saving 1994 

Lnderspent 1 - i9.04 
I I 1 Vodcst overspend / - t j . 9 5  

! L q e  overspend ... .. - : J A >  



. . _ . . . - . . . . .;. 

. . 

1990 to 1993, but began to rise again in 1994. The decrease was most marked among all thm " 
categories in 1993 and a c d i y  became negative in the undmpent catego 

. . 



. 
I." 

Fis. j shows that the cost per item for all drugs has fallen s 
those GPs who underspent while it has increased substantially forboth .. ... Gps with a modest or 
l a r ~ e  - overspend. .Uthough GPs who underspent were prescribing rnore:ex&isive drugs than 
those with a modest overspend in 1990, by 1995 they were prescribin 

, . er 
Items. ,. 



The percentage change in the cost per item from year to ' 

trend shown above in Fig. 3. The panem was erratic p 
GP. falling from 1990 to 1991. but rising again from 
1993. actually turning negative again for those who u 

Fie. 4 A l l  diugs: prrnnrage change in the cort pcr ice 
previous "ear 1991-1995 

. . 

between the underspent and those with a large overspend widened. 

Fig. 5 All d n g :  treads in colt pr  p8tieal 19904993 
15 , 

! 



The percentage rate of change from year to year in the cost per patient, 
among the three categories of GP prior to 199 

I 
per patient was accelerating among those w 
deceierating or static among those who undersp I 

Fiq 6 1 1  druer: pertenrape rhanee in cost per patient relative lo 
previous year 1991-1995 

'I - -. 
I 
- 

There was sufficient data available to calculate the number of defined daily doses (DDDs) of 
medication issued for about 70% of items prescribed by all three categories of GP. Fig 7 shows 

I 
that those who underspent always prescribed less than those GPs with a large overspend, and 
this gap has widened over rime despite an overall increase for all three categories of GP. ' i 



The rate of increase from year to year in the number of D 
drugs was higher among those who underspent durin 
subsequent year. the rate of increase amongthose w 
modest or large overspend. It was actually negativ 
had a moderate overspend. 

Fig. 8 4U drugs: pereentqe chanqe an no of DDDI pnxnbed pr patient relative 
to previous yur 199149% 



The year-on-year rate of change in the cost per DDD of ail dr~g's '~kscnbed (~ig. 10) reflects 
the trends shown in Fig. 9. The rate of change in the cost was negative from 1991 to 1992 
among all three categories of GP, but accelerated during the following year. It became negative 
again among those who underspent from 1992 to 1994, and from 
with a large overspend. 



Fig. 10 ,411 drug: pc~c 'nn~echange in cost per 
previous year 1991-19 

with a large overspend. and they managed to reduce thisfigure 

Fig. 11 All druj,: trends in the no. of DDDs per item pmcribcd I 

The percentage rate of change from year to year in the number of DDDs prescribed per item 
was mostly negatlve during the five year period for all categories of GP (Fig. 12). The 
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exception was from 
GPs who Gderspen 
basis. . .  . 

Fie. 12 .\I1 drues: percentwe chance in no. ol 
relanve lo prcv~ovs year 1991-1995 . . ..-~ - . .. 

I 

Fig. 13 shows that generic prescribing increased in all 3 catego e. 
I 
i 

but most markedly in those GPs who underspent. 







The percentage rate of change from year to year in branded generic prescribing (Fig. 16) 
retlects the trend seen in Fig. 15. The pos~tive rate of change was most pronounced from 1992 
to 1993. panicularIy among those who underspent or had a modest overspend. 

Fig. 16 ,411 drugs: percentage chance in branded generic prescribing relative to 
prrviour year 1991-1995 



CARDIOVASCULAR DRUGS 

The cost per patient for cardlovascular drugs mcreased among all categories of GP from 1990 
to 1995 (Fig. 17) However. the cosrs ~ncreased overall at a faster rate among those with a large 

I 
- 

overspend compared wrh those mho underspent so that the gap between th&n had widened by 
1995 1 

Fig. 17. Cardiovascular drugs: trends in cost per patient 1990-1995 I 

Although the cost per patient increased throughout the five year period, the percentage rate of 
increase varied from year to year. slowing from 1992 to 1993 and from 1994 to 1995 (Fig.18). 

I 
Those who underspent displayed the greatest reduction in the rate of increase between 1992 
and 1993. 



Fig. 18 Cardiovascular drugs: percentage change in cost per patient relative to 

prevlous year 1991-1995 

Fig.19 shows that the cost per item for cardiovascular drugs prescribed by those who 
underspent was initially higher than those with a modest overspend but fell below them in 
1991. Overall, the cost per item has increased at a faster rate among those with a large or 
modest overspend from 1990 to 1995. 



Fig. 19. Cardiovascular drugs: trends in cost per item 1990-1995 

The percentage rate of change in cost per item for cardiovascular drugs was actually negative in 
1991. after which the rate began to accelerate. before showing a slight decline fkom 1993 to 
1994 (Fig. 10) ;  this reflects the trend seen in Fig, 19 above. 

Fig. 20 Cwdiovascular drugs: percentage change in cost per item relative 
to previous year 1991-1995 



Fig. 3 1 shows that the number ot'cardiovascular drug items prescribed per patient increased in 
all three categories of GP from 1990-1995. However. the gap between those with a large 
overspend and those who underspent had widened during the penod. 

Fig. 21. Cardiovascular drugs: trends in no. of items per patient 1990-1995 

Each year, the number of items prescribed per patient increased relative to the previous year 
among all categories of GP (Fig. 22). the percentage rate of increase Eom year to year was 

" 

particularly marked in 1991 and 1994. However. the underspent category maintained their 
number of items per patient at 1992 levels in 1993. 



Fig. 22 Cardiovascular drugs: percentage change in number of items 
prescribed per patient relative to previous year 1991-1995 
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Fig. 23 shows that generic prescribing of cardiovascular drugs increased most among those 
who underspent. followed closely by those with a modest overspend. Those with a large 
overspend also showed some increase in the prescribing of generic preparations. It should be 

I 
noted that generic prescribing is still at a relatively low level. at 4% by 1995. Most of the 
increase took place from 1993-1995 for all categories of GP. I 



Fig. 23. Cardiovascular drugs: trends in generic prescribing 1990-1995 
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The rate of change in generic prescribing was positive from year to year overall, although there 
was some variation between the three categories of GP (Fig. 24). Those GPs who underspent 
maintained the greatest take up of these products in 1993 and 1994, whereas those with a large 
overspend showed the greatest takeup in 1992 and 1995. 



Fig. 24 Card~ovascular drugs: percentaqe chance the proponion of  
generlc Items prescrrbed relatrve to prevlous year 1991-199s 
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Flg 3 shows that branded genenc prescnbmg gradually rose among all three categones of GP 
liom 1990 to 1995. thls nse was less marked among those wth a large overspend, widening the 
oap wth  other GPs. Those who modestly overspent lagged behind the underspent GPs in 1993 -- 
and 1994. but had caught up by 1995. 

Fig. 25 Cardiovaseuiar drugs: trends in branded generic prescribing 1990-1993 



f i e  percentaee rate of increase in branded generic prescnbing was positive among all three 
caresones of GP. a d  \bas generally more apparent among those who had a modest overspend 
or \\ ho underspent r Fis. 26) .  

Fig. 26 Percentage change in branded qenenc prescr~bing relative to the 

prevlous year 1991-1995 



RESPIRATORY DRUGS 

F I ~ ,  27 shows that the cost per patlent for respiratory drugs changed little from 1990-1995 
amone those who underspent. Dunng the same penod. the cost per patient increased 
jubsrantlally for those tbirh a large overspend and slightly less for those with modest 
overspend. 

Fig. 27. Respirarov drugs: trends in cost per patient 1990-1995 

Following a reduction in cost per patient for respiratory drugs between 1990 and 1991, there 
was a considerable increase in the rate of c h q e  in 1992, especially among those with a large 
overspend (Fig. 28). This was followed by a decrease among all three categories of GP in 1993. " 

The rare of increase began to accelerate upwards again in 1994 and 1995. 



Fig. 28 Rerp~ratorv drugs: pcrcenraOe chance in cost per patlent relatwe to 
prevtous year 1991-1995 

Fig. 19 shows that trends in cost per item was similar for all three categories. Those who 
underspent had a higher cost per item that the others in 1990, but this had decreased below the 
other two categories of GP by 1995. 

Fig. 29. Respiratory drugs: trends in cost per item prescribed 1990-1995 



The rate of change in the cost per Item of respiratory drugs was negative in 1991 and 1993 
( F I ~  ZO). There was a subsrantla1 ~ncrease among those \nth a large overspend in 1992. 1 

Fiq. 30 Resptratory drugs: percenrsqe change in cost per Item prescribed relative 
to orewous w a r  1991-1995 

Fig. 2 l shows that the number of items prescribed per patient increased m a r g d l y  among 
those who underspent and slightly more among those with modest or large overspends between 
1990 and 1995. 



Fig. 31 Respiratory drugs: trends in no. of items prescribed per 
patient 1990-1995 
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The percentage rate of change in the number of respiratory drug items prescribed h m  the year 
to year among among all three categones of GP was accelerating until 1992 (Fig. 32). From 
1992 to 1993, there was a negative change among GPs who underspent while there was no 
change among those with a large or modest overspend. From 1993 to 1994, GPs who 
underspent or modestly overspent showed no change while GPs with a large overspend were 
increas~ng the number of respiratory drug Items they prescribed. 



Fig. 32 Respiratory druqs: percentage chanqe in the number of items prescribed 
per patient relative to previous year 1991-1995 

Fig. 33 shows that the proportion of items prescnbed generically has been miniscule among all 
three categories of GP from 1990 to 1995. although they all showed an increase after 1992. 

I 
I 
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Fig. 33 Respiratory drugs: trends in generic prescribing 1990-1995 

Note: as the overall proportion of respiratory drugs prescribed generically was very low 
throughout the five year period, a graph of the year to year percentage change would yield little 
useful information and has therefore been omitted. 



-411 categories of GP showed a dramatic increase in the prescribing of branded generic 
respirarory products from 1992 (Fig. 34): in 1992 approximately 7% - 8% were branded 
generics and this had increased to 26%. 7246 and 17% among those with a modest overspend, - 
underspend and large overspend respectively by 1995. 

Fig. 34. Respiratow drugs: trends in branded generic prescribing 1990-1995 

The increase in the proponion of branded genencs is reflected by the percentage ratc of change 
(Fig. 35) which dramatically increased between 1992 and 1993 among all categories of GP 
(almost 75% increase in the rate of branded generic prescribing among those with an 
underspend). By 1995, all categories of GP were showing an annual increase in the rate of 
branded generic prescribing of between 30% and 50%. Overall, during the five year period the 
rate of increase was less among those w~th  a large overspend. 



Fiz. 35 Resp~rator). drugs: percentage change In prescribing of branded generics 
relatlve to prevlous year 1991-1995 
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DIGESTIVE DRUGS 

Fig. 36 shows that there was a gap between those who undenpent arid those with modest or 
large overspends in 1990. in terms of the cost per patient of digestive drugs; this gap had 
tviaened by 1995. 1 

Fig. 36 Digestive drugs: trends in cost per patient 1990-1995 I 

The percentage change on a year to year basis rose among all categories of GP &om 1991 to 
1995, with the exception of those who underspent in 1993, when the rate of change was ,. I 
negative (Fig. 37) 



Fig. 37 Digestive drugs: percentage change in cost per patient relative fo 
prevlous year 1991.1995 

- 5  

Fig. ;8 shows that the cost per item for digestive drugs was virtually unchanged for all three 
categories of GP between 1990 and 1995, albeit at a lower level for those who underspent . 

Fig. 38 Digestive drugs: trends in cost per item prescribed 1990-1995 



The percentage rate of change in the cost per digestive drug item was actually negative among 
a11 ihree categories of GP from 1990 to 1991 (Fig. 39). before showing an increase from 1992 
onwards. It was negative in 1993 among those who underspent. 

Fie.  39 Diqesrwe drugs: percenraqc change in cast per item relative to 
prevlous year 1991-1995 

Fig. 40 shows the number of digestive drug items prescribed per patient increased among all 
three categones of GP From 1990 to 1995; however, the pace of this increase was slower 
among those who underspent. 



Fig. 40. Digestive drugs: trends in no. of items prescribed per 
patient 1990-1995 
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The year-on-year percentage rate of change in the number of digestive drug items prescribed 
increased from 1990 to 1991, but then slowed substantially and became negative 1993 among 
those who underspent or had a modest overspend (Fig. 41), before resuming the upward trend. 
Although changes also took place among those with a large overspend, they were more gradual 
than the changes among the other two categories of GP. 



Fig. 41 Digestwe drugs: pcrccnup change in no. of items prescr~bed per 
parlent rclarlve to prevzous year 1991-1995 
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Fig. 42 shows that generic prescnbing of digestive drugs among all three categories of GP was 
less than 1% in 1990 and had only marginally increased to to less than 1.5% by 1995. 

Fig. 42. Digestive drugs: trends in generic prescribing 1990-1995 
1 1 ,  



The percentage rate of change in generic prescribing of digestive drugs was actually negative 
among all categories of GP in 199 1 (Fig. 43), before increasing again. As mentioned in relation 
to Fig. 42, generic prescribing was very low generally throughout the five year period. The rate 
of change in generic prescribing among those with a large overspend was a little erratic from 
year to year. 

Fig. 43 Digestwe drugs: percentaqc chanqe in generic prescribing relative to previous 
year 1991-1995 

The trend towards increased prescribing of branded generic digestive drugs was substantial 
(Fig. 44), partcularly from 1992 onwards, though tending to level off between 1994 and 1995. 
Branded generic prescribing was highest among those who underspent or modestly overspent. 
This is reflected in the percentage rate of change from year to year which was most dramatic 
from 1992 to 1993, with a decreasing rate of change since then (Fig. 45). 



Fig. 45 Digestive drugs: percentage change in branded generic prescribing relative to 
previous vear 1991-1995 

.MUSCULOSKELETAL DRUGS 
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Fig. -16 shows the cost per patlent for musculoskeletal drugs has declined for all three 
caregones of GP from 1990 to 1995, mostly From 1993 onwards. However, the decline was 
more marked among those who underspent. 

Fie. 46 2Musculoskeletal dru$s: trends in cost per patient 1990-1995 

The percentage rate of change from year to year (Fig. 47) correspondingly decreased from 1993 
(1992 for those who underspent). From 1993, the rate of change in cost per patient has been 
negative. 



Fig. 47 Musculoskeletal drugs: percentaqe chanqe in cost per parent relatrve 
to prevlour year 1991-1995 

Fig. 48 shows that the the cost per item for musculoskeletal drugs declined overall fiom 1990 
to 1995 among all three categories of GP. The decline occurred fiom 1993 onwards. 

Fig. 48 ~Vusculoskeletal drugs: trends in cost per item prescribed 1990-1995 
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The decline in cost per musculoskeletal drug Item is reflected in the percentage rate of change 
From year to year (Fig. 49). This was was most evident after 1993, when the rate of change 
became negatlve and has remained so. Again, it is most marked among those who underspent. 

Fig. 49 Musculorkcletil drug:  percentage change in cost per Item prescr~bed relative 
to prevloul year 1991-1995 

Fig. 50 shows that from 1990 to 1995. the number of items prescribed per patient increased 
among those with a large overspend remained the same for those with a modest overspend and 
slightly decreased among those who underspent. 



Fig. 50 ,Musculoskeletal drugs: trends in no. of items pr 

I 
patient 1990-1995 
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The percentage rate of change from year to year in the number of musculoskeletal items 
prescribed is more apparent among those with a modest overspend or those who underspent 
(Fig. 51). However. it has been more erratic among those with a large overspend and was 
upwards by 1995. 



Fy.  51 Husculoskclrtal druqs: percentag change In no. of lterns prescr~bed per patlent relative to 
prcvlous yenr 1991-1995 

I 

Fig. 52 shows that genenc prescnbing of musculoskeletal products was at a miniscule level in 
1990. but began to Increase after this. especially among those who underspent and those with a 
modest overspend. Genenc prescribing among those with a large overspend has changed little 
dunng the five year penod. 

Fig. 52 Musculoskeletal drugs: trends in generic prescribing 1990-1995 



The percentage rare of change from year to year in genenc prescribing of musculoskeletal 
products (Fig. 53) was more pronounced among those who underspent or modestly overspent. 
with a rap~d nse in 1993 among GPs who underspenr. 

Fig. 53 \lusculoskeletal d r u p :  perecentaqc change lo  geoerlc prescribing relative 
to prevmus year 1991-1995 
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Fig. 54 shows that prescribing of branded generic muscdoskeletal items rapidly increased from 
1992. It was most evident among those who underspent or modestly overspent, increasing !?om 
15% and 20% respectively in 1992 to 44% for both in 1995. Branded generic prescribing 
among those with a large overspend increased from 14% in 1992 to 30% in 1995. The rate of 
increase was slower from 1993 among all categories of GP. 
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Fig. 54  musculoskeletal drug% trends in branded generic prescribing 1990-1995 
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The percentage rate of change in branded generic prescribing from year to year has been 
postive from 1992. the largest increase in the rate occumng between 1992 and 1993, especially 
among those GPs who underspent (Fig. 55). 



Fip. 55 \lusculoskeletal drugs: pcrcentnqe change in branded gencrlc 
prescribing relacwe to previous year 1991-1995 

no 

.ANTI-INFECTIVE DRUGS 

The cost per patlent for anti-infective drugs ~ncreased in all three categories from 1990 to 1995 
(Fie. 56); however. the increase was greatest among those \nth a large overspend, so that the . - 
eap - between them and the other categories widened. 

Fig. 56 Anti-infective drugs: trends in cost per patient 1990-1995 



Both those who underspent and those who are had a modest overspend achieved a negative rate 
of change in the cost per patient for anti-infective drugs in 1993. This negative rate of change 
did not occur amone those with a large overspend (Fie. 57). The change in cost per patient was - .  - 
accelerating in ail three caregones o f k ~  by 1995. 

Fiq. 57 Aotl-infective druqs: perctntaqc c h a q e  in cost per pancot relative 

2 , foprev~ous year 1991-1995 
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Fig. 58 shows the trend in the cost per anti-infective drug item was similar among all three 
categories of GP; although at a higher level among those with a large overspend. A slight 
decrease among those who underspent or modestly overspent occurred in 1993. 



Fig. 58 Anti-infective drugs: trends in cost per item prescr~bed 1990-199s 
3 

The rate of change in cost per anti-infective drug item &om year to year was consistently 
upwards among those wth a large overspend (Fig. 59). The other two categories of GP showed 
more variation with a negative change in 1993. 

I 



Fig. 59 Anti-infeenve drug3: percenta-ge change in cost per item relative 
to previous year 1991-1995 
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Fig. 60 shows that those who underspent prescribed consistently fewer anti-infective drug 
items from 1990 to 1995 rhan either of the other categories of GP, both of whom had almost 
identical trends in the number of items they prescribed. 

Fig. 60 Anti-infective drugs: trends in no. of items prescribed per 
patient 1990-1995 
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The percentage change from year to year in the number of anti-infective drug items prescribed 
was similar among the three categories of GPs. although more pronounced among those who 
underspend (Fig. 61); it reflects the trend seen in Fig. 60. There was a negative rate of change 
anon5  all three categories in 1992 and 1994. 

I 
I 

Flq. h l  Ant]-mfectwe drugs: percentace rbanqe in no. o f  items prescribed per panent 
relatwe to prevlous year 1991-1995 

Fig. 62 shows that the proportion of anti-infectives prescribed generically trebled among 
underspenders during the five year period. There was also a large increase in generic 
prescribing among those with a modest overspend, particularly from 1994 to 1995. The e 

increase was slower among those with a largeoverspend. 



Fig. 62. Anti-infective drugs: trends in generic prescribing 1990-1995 

On a year to year basis. the percentage positive change in generic prescribing among those who 
underspent was most apparent in 1993 (Fig. 63); the positive change among those with a 
modest overspend accelerated during 1990 to 1991 and 1994 to 1995. The changes among 
those with a large overspend was not substantial until 1995. 



Fig. 63 Anti-mfechve drugs: percentage la generlc prescr~bing relative 
to prevlous year 1991-1995 

Year 

Branded generic prescnbing of anti-infectme drugs increased from 3 1% to 47% among those 
who underspent dunng the five year period (Fig. 64). Among those with a modest or large 
overspend. the increase was from 34% to 44% and 50% to 36% respectively. 

I 

Fig. 64 Anti-infective drugs: trends in branded generic prescribing 1990-1995 



Fig. 65 shows that the accelerated rate of increase in branded generic prescribing among all 
three categories of GP was largest in 1993. but was still positive by 1995. 

Fie. 65 Ann-infect~ve druqs: percentaqe change to branded genertc prescribing relative to 
prevtou$ year 1991-1995 



RATIOS 

SSFUs only began to penetrate the anti-depressant market in 1992. Fig. 66 shows that they 
rapidly began to displace tricyclic products from a ratio of about 12:l in 1992 down to approx. 

I 
3 .1  in 1995. :\I1 three categoness of GPs followed a similar course. but those with a modest 
overspend changins most rapidly and those who underspent least rapidly. I 

Fiq. 66 Ratim: trends in rhe TCI I SSRI ratio 1990-1995 

The rapid increase in the use of SSRIs from 1992 is reflected in the negative percentage change 
seen From year to year in the TCVSSRI ratio (Fig. 67). It can be seen that this accelerated 
negative change in the ratio was continuing among all three categories of GP in 1995. ' 1 



Fig. 67 Ratios: percCntageehange in TCI/SSRl ratio relative to precedingyear 1993-1 

Fig. 68 shows that all three categones of GP had a marked decrease in their cimetid'ie 1 proton 
pump mhibitor ratio between 1990 and 1995 due to an increase in the proportion of proton 
pump inhibitors bang used. Those who had underspent had the lowest ratio in 1990 (22.1 vs. 
30.9 for those wth a modest overspend) and the highest in 1995 (1.7 vs. 1.3 for those wuth a 
large overspend). 1 

Fig. 68 Ratios: trends in c~mendine / proton pump inhibitor ratlo 1990-IM 
Y r  
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The trend in Fig. 68 above 1s reflected in the percentage change from year to year in the ratio 
(Fig. 69 ). The rate of change in the ratio remained stable between 1993 and 1995. The rate of 
change in the ratio was similar for all three categories of GP. 

F i e .  69 R a m s :  percentage chanqe in cimctidine/ proton pump inhibitor ratio relative to 
previous year 1991-1995 

Fig. 70 shows a modest reduction in the cimetidine 1 ranitidine ratio by all three categories of 
GP between 1990 and 1995. Those who underspent showed an increase in the ratio between 
1992 and 1993. followed by a fall in 1994 and 1995. 



Fig. 70 Ratios: trends in cimetine I ranitidine rrtio'l9!N-l9% 
2 

The percentage change &om year to year in the ratio remained negative (Fig. 71) for all 
cateeories of GP until 1993. In 1993, those GPs who underspent had increased their prescribing 
of cimetidine relative to ranitidine during the previous year. only to resume the previous pattern 
after this. 

Fig. 71 Ratios: percent~ge change in cimendine I ranitidine ratio relative to 
previous year 1991-1995 



Fig. 71 shows that all three categories had very similar ratios for inhaled anti-inflammatory 1 
adrenergc products and that these ratios ~ncreased substantially between 1990 and 1995, due to 
a tugher propomon of inhaled anti-~nflammatory products being prescribed. 

Flp. 7 :  Ratios: trends I" am-mflammatoryl adrenerqtc 

ratlo 1990-1995 

The percentage rate of change from year to year in the anti-inflammmatory 1 adrenergic ratio 
mcreased stead~ly among all three categories of GP until 1993 (Fog. 73). after which it became 
more erratic. reversing among those who underspent from 1993 to 1994 and among those with 
a modest overspend from 1994 to 1995. 



Fig. 73 Ratios: perccntaqc change in anti-inflammatory / adrcnergic ratio rclative ro 

previous year 1991-1995 

Fig. 71  shows that those with a modest and large overspend modestly reduced their ratio of 
extended spectrum penicillins to cephalosporins between 1990 and 1995, whereas the 1995 
ratio for underspent GPs was virtually the same as in 1990. All three groups demonstrated a 
slight Increase in ratio in 1993. These changes are reflected in the percenrage rate of change in 
the ratio From year to year (Fig. 75). 



Fig. 74 Ratios: trends in ratio oiertended spectrum peniciilens to 
cephalosporins 1990-1995 
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Fig. 75 Ratios: percentage change in ration of extended spectrum penicillins 
to cephalosporins relative to the previous year 1991-1995 
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ST,LUDARDISED PRESCRIBIlriG RATIOS 

Fie. 76 shows that the SPR for GPs who underspent was close to average for the EHB as a 
whole 1100) up to 1992 after which if fell slightly, whereas the ratio for those with a large 
overspend which was nearly 4% above averaee in 1990 rose slightly. 

Fiz. 76 Trends in Standard Prcrcribinq Ratios for all drug, 1990-1995 
(id I 

I Fiz. 77 shows that GPs who underspent had a lower than avenge rate of prescribing for 
antibiotics in 1990 and this has been maintained. whereas GPs with a modest and large 
overspend have had a substantially higher than average rate. and this had increased further by 
1994. 



Fig. 77 Trcodr la Standard Prcscnbinq Ratios for antibiotics 1990-1995 I 

Fig. 78 shows that GPs who underspent had substantially below average usage of HZ-receptor 
antagonists and proton pump inhibitors in 1990. and this declined slightly further in 1993 and 
1995. GPs wth a large overspend were substantially above average in 1990, and rose fiuther 
by 1995. 

Fig. 78 Trends in Standard Prncribinq Ratios for HZ receptor aotagonisu 
and proton pump inhibitors 1990-1995 
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Fig. 79 shows that GPs who underspent had below average prescribing for anti-depressants 
dunng the entire study penod whereas GPs w ~ t h  a large overspend were above average and 
those w ~ r h  a modest overspend were around average. 

Fiq. i Y  Trends in Standard Preser~binq Ratlos for antideprcsssnts 1990-199s .. -1 , 
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Fig. SO shows that GPs who underspent had below average prescribing of anxiolytics for the 
entire study period, whereas those nlth a large overspend were above average in 1990 and 
increased further by 1993- 1995. 



Fig. 80 Trends in Standard Prescribin~ Ratios for 
anxiolvtics 19904995 
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Fig. 81 shows that underspent had below average usage of hypnotics in 1990 and reduced it 
further by 1995. whereas large overspend were above average in 1990 and increased W e r  by 

I 
1995. I 



Fig. 81 Trends in Standard Prescribin$ Ratios for hypnotics 1990-1995 

Fig. 82 shows that GPs who underspent. had a modest or large overspend had average levels of 
prescribing of nitrates in 1990. but by 1995 underspent GPs had reduced their level of 
prescribing substantially whereas both of the other categories had increased considerably. 

Fig. 82 Trends in Standard Prescribing Ratios for nitrates 1990-1995 



The SPR for all cardiovascular drugs was substantially lower for underspent doctors than for 
those with a modest or large overspent in 1990 (Fig. 83). Following some narrowing in 1991- 
1997. this difference had widened by 1995, with the underspent group prescribing less. 

F i q  83 Trends In Staodardiscd Prcscr~bing Ratios for all cardiovascular 
drug3 1990-1995 
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NEW DRUGS 

Fig. 54 shows that there has been a rapid increase in the no. of DDDs per 1,000 patients 
prescribed (lipid lowering agents) from 1990 to 1995. This has been almost nine-fold amone - 
those ivith a laree overspend. seven-fold among those with a modest overspend and five fold 
among those who underspent. 

Fig. 84 Xew drugs - lipid lowerme agents: trends in number of DDDs prescribed per 
1.000 patients 1990-1995 

The percentage rate of change from year to year (Fig. 85) was at its greatest rate from 1990 to 
1991, but still increased since then at a year-on-year annual rate of approximately 25%-SO%, " 
between the three categories of GP. Those GPs who underspent showed minimai increase in 
the prescribing of lipid lowering agents between 1993 and 1994, while the other two groups 
had a substantial increase. 



Fig. 85 Yew druqs - l i p~d  lowering agenu: percenraqe chnnqe in no. of DDDs per patient 
relarlve to prcvlous year 1991-1995 

Fig. 86 shows that the no. of DDDs prescribed per 1.000 patients (proton pump inhibitors) 
steadily increased every year From 1990 to 1995. This was particularly the case among those 
with a large overspend and less so among those with a modest overspend. 



Fig. 86 New drugs - proton pump inhibitors: trends in no. o f  DDDs prescribed 
per 1.000 patieno 1990-1995 

The rare of increase of DDDs per 1,000 patients was most dramatic up to 1992 (Fig. 87). Since 
then. there has been a continuous year on year rise of approximately 40% annually relative to 
the previous year. The number of DDDs prescribed by those who underspent, slowed 
substantially from 1992 to 1993. before picking up again. 



Fig. 87 Yew drugs - Proton pump inhibitors: precenmge change in  the no. o f  
DDDr per 1.000 p a r m u  relatrve to previous year 1991-1995 
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Fig. 88 shows that there has been a rapid increase in the no. of DDDs prescribed per 1,000 

I 
patients (SSRIs) from 1992 onwards, this is apparent among all three categories of GP, but 
moreso among those wirh a large or modest overspend. compared with those who underspent. 
This is also reflected in the percentage change from year to year (Fig. 89). 

I 
I 



Fig. 88 New drugs - SSRI: trends in the no. of DDDs prescribed per 1.000 
patienu 1990-1995 
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Fig. 89 Yew drugs - SSRI: percentage change in the no. of DDDs prercr~bed per I 

patlent relat~ve to prev~our year 1991-1995 



Fie. - 90 shows that the trend in the no. of DDDs per 1,000 patients (clarythomycin) prescribed 
by ail three categories of GP was erratic from 1990 to 1995. Increases from 1990 to 1992 were 
followed by declines and then a rapid increase from 1994 to 1995. 

Fig. 90 Sew d r u q  - clawthromvcin: trends in no. olDDDs prescribed per 1.000 
patienu 1990-199s 

The erratic increase in the no. of DDDs prescribed per 1,000 patients is reflected in the 
percentage rate of change from year to year (Fig. 91). This shows rapid growth from 1990 to 
1991. followed by a decline and again rap~d growth from 1994 to 1995. Those GPs who 
underspent showed a negative rate of change in 1993, whereas GPs with a large overjpend had 
a negative rate of change in 1992 and 1994. 



Fig. 91 New drugs - slarithromvcin: percrntaqe change in the no. of DDDr 
prescribed per patien1 relative to previous year 1991-1995 

Fig. 92 shows that after the introduction of amlodipine, the number of DDDs prescribed per 
1.000 patients rapidly ~ncreased each year. This increase was greatest among those with a large 
overspend and less among those who underspent. 

F i q  92 New drugs - amlodipine: trends in the no. oiDDDs prescribed per 1.000 patient¶ 1990-19% 



The percentage year on year increase in the no. of DDDs per 1.000, pa t inu  relative to the 
previous year was greatest from 1990 to 1991 representing 'the very low starting point in 1990' 
(Fig. 93). There was a continual increase in the rate throughout the period. 
among all three cate_eories of GP. 

Fig. 93 Yew drugs - amlodipine: percentsqe change in the no. o f  DDDs per 
patient relative to previous year 1991-1995 
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DRUGS OF LIlMITED CLINICAL VALUE 

Fig. 94 shows trends in expenditure per patient on drugs of "limited clinical value" (slimming 
tablets. peripheral and cerebral vasodilators. anti-diarrhoeals. topical non-steroidal anti- 
inflammatoy gels. carbocysteine). There was a steady increase in expenditure on these 
products by all three categories of GP up to 1993. after which there was a marked fall. GPs 
who underspent always prescribed less than those wirh a modest or large overspend, and their 
expenditure per patient in 1995 (£0.43) was virtually identical to the figure for 1990 (£0.42). 

Fig. 94 Trends in the prescrlptton of drugs o f  limrted clinical value (LCV) 1990-1995 
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I DISCUSSION 

I I t  should be borne in mind that this anaiysis was contined to a limited set of GMS prescription 
claims. It related only to patients registered with GPs who had GMS contracts with the EHB 

j with panels of at least 500 in both 1989 and 1995. It was conf~ned to prescription claims made 
fbr the second quarter of each of the years 1990-1995. where there was a valid EHB medical 
card number on the prescription. The proportion of rural GPs in the EHB area is small and 
there are virmaiiy no dispensing GPs. Thus the analysis cannot be regarded as being fully 
representative of the entire GMS population. However the number of patients covered in the 
analysis was substantial - 240.000 approx.. and some important trends emerge. 

Firstly, GPs who underspent on their budgets in 1994 had demonstrated a very different pattern 
of prescribing from those who were large overspenders long before the indicative prescribing 
system became operational in 1993. Even in 1990 they prescribed fewer items per patient and 
had lower costs per patient than either modest or large ovenpenden. However, the underspent 
categoy reduced their cost per item relative to the two overspent categories following the 
introdupion of indicative budgeting in 1993 i.e. they prescribed cheaper drugs (Fig. 3). Some 
of theirsaving was due to vigorous adoption of generic and branded generic products (Figs. 13 
& 14). 

The underspent category also had lower rates of prescribing per patient and lower costs per 
I 

patient for most of the major groups of drugs during the whole period 1990-1995. This applied 
both to drugs such as the cardiovascular group which may be regarded as 'specific' and to 
drugs such as antibiotics regarded as 'presumptive' or musculoskeletal which are kgarded as 
'symptomatic'. 

All three categories of GP tended to introduce newer products at fairly similar rate, as shown 
for example by trends in the TCI 1 SSRJ ratio (Fig. 66) and the cimetidine / proton pump 
inhibitor ratio. The underspent category lagged behind for some drugs, but for important areas 
such as the inhaled anti-inflammatory / adrenergic ratio, the trends among all three categories 
of GP were virmally identical (Fig. 72). 

i 
I A sharp dip in cost per item for all drugs was noted for all three categories of GP in 1991 (Fig. 

3). This probably relates to a price freeze and the introduction of a spate of generic and branded 
generic products in the latter part of 1990. 

All three categories of GP showed an increase in usage of drugs of limited clinical value up to 
1993 followed by a sharp drop in 1994. The undenpent category spent less on this group of 
products throughout the study period. suggesting that they may be more discerning prescribers. 

~- 

In Appendix I. it may be seen that the patient profile of the underspent group was younger 
throughout the study period and this may partly explain why their spending was generally 
lower. However. even when age was conuolled for in the SPR analysis, the underspent group 
still prescnbed relatively less (Figs. 76-83). The tinding that the underspent group appeared to 
have a relative reduction in prescnbing of nitrates (Fig. 82) following the introduction of 
indicative budgeting should be noted. A somewhat similar trend was found when the SPR for 
all cardiovascular drugs was examined. with the underspent group tending to use relatively less 
of these drugs in 1995. However. the (SPR) describes relative rather than absolute differences 



in the proponion of patients on treatment with a drug compared to the average for a specific 
time period . Although figure 82 shows that the underspent doctors had relative fewer patients 
on nitrates from 1993 onwards it should be noted that figure 21 shows an increase in the 
number of items per patient for all cardiovascular drugs since 1993 even for the under spent 
group of GP's. 

For the vast r n a j o n ~  of drugs studied there was no sharp divergence of practice for the 
underspent group relative to those who overspent following the introduction of indicative 
budgeting. 

ti' 
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Table 4. Percentaqe of persons in each age group by category of GP in 1990 

Table 5. Percentage of persons in each age group by category of GP in 1991 

Table 6. percentage of persons in each age group by category of GP in 1992 

1 5 - 2 4  
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12.0 
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Table 7. Percentage of persons in each age group by category of GP in 1993 

I I I 
EHB (1993) 1 1.6 / 6.9 1 19.1 ( 3 . 2  ( 21.3 / 16.2 1 21.6 1 

I 

Underspend 1.7 7.5 23.8 13.2 22.9 14.4 17.6 

.Modest overspend 1.6 7.2 19.4 14.0 21.1 16.7 20.1 

Large overspend 1.4 I 6.5 18.7 12.8 20.7 17.6 22.3 

Table 8. Percentage of persons in each age group by category of GP in 1994 

Table 9. Percentage of persons in each age group by category of GP in 1995 

Category of GP 

EHB (1995) 

< 1 

1.6 

1 - 4  

6.6 

Underspend ( 1.8 1 6 . 9  21.6 

,Modest overspend 

Large overspend 

5 - 1 4  

18.6 

14.2 

1.6 

I .j 

19.1 / 13.5 

18.0 1 13.9 
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6.7 

6.1 

22.4 

21.2 
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25-44  

21.6 

15.7 17.4 

17.7 

18.7 

45-64  

17.2 

20.2 

21.8 

6 5 +  

21.0 



APPENDIX I1 
I 
i 
! (;\I1 data refers to second quarter of reievant year) 

ALL DRUGS 

Cost per patient (f) 
Underspent 
Modest overspend 
Large overspend 

Cost per item (f) 
Underspent 
Modest overspend 
Large overspend 

Items per patient 
Underspent 
Modest overspend 
Large overspend 

DDDs per patient 
Underspent 
Modest overspend 
Large overspend 

Cost per DDD (f) 
Underspent 
Modest overspend 
Large overspend 

DDDs per item 
Underspent 
Modest overspend 
Large overspend 

% items generic 
Underspent 



Modest overspend 2.5 3 3.1 3.4 3.9 4.4 
Large overspend 2.2 2.5 2.8 3 3.1 3.5 

% items branded generic 1990 1991 1992 1993 1994 1995 
Underspent 9 8.9 8.9 13.5 15.4 17.1 
Modest overspend 10.4 10.5 10 14.3 15.4 17.3 
Large overspend 8.5 8.4 8.4 10.8 11.7 13 

CARDIOVASCULAR 
DRUGS 

Cost per patient (f) 1990 1991 1992 1993 1994 1995 
Underspent 2.83 2.96 3.22 3.25 3.55 3.81 
Modest overspend 3.25 3.42 3.76 3.94 4.47 4.76 
Large overspend 3.94 4.07 4.49 4.'87 5.45 5.79 

Cost per item (f) 
Underspent 
Modest overspend 
Large overspend 

Items per patient 
Underspent 
Modest overspend 
Large overspend 

% items generic 
Underspent 
Modest overspend 
Large overspend 

% items branded generic 
Underspent 
Modest overspend 
Large overspend 

RESPIRATORY DRUGS 

Cost per patient (f) 
Underspent 
Modest overspend 
Large overspend 

Cost per item (f) 



Underspent 
Modest overspend 
Large overspend 

Items per patient 
Unders~ent 
Moaesr overspend 
Large overspend 

% items generic 
Underspent 
Modest overspend 
Large overspend 

% items branded generic 
Underspent 
Modest overspend 
Large overspend 

DIGESTIVE DRUGS 

Cost per patient (E) 
Underspent 
Modest overspend 
Large overspend 

Cost per item (E) 
Underspent 
Modest overspend 
Large overspend 

Items per patient 
Underspent 
Modest overspend 
Large overspend 

% items generic 
Underspent 
Modest overspend 
Large overspend 

Oh items branded generic 
Underspent 
Modest overspend 
Large overspend 



MUSCULOSKELETAL DRUGS 

Cost per patient (f) 
Underspent 
Modest overspend 
Large overspend 

Cost per item (f) 
Underspent 
Modest overspend 
Large overspend 

Items per patient 
Underspent 
Modest overspend 
Large overspend 

% items generic 
Underspent 
Modest overspend 
Large overspend 

% items branded generic 
Underspent 
Modest overspend 
Large overspend 

ANTI-INFECTIVE DRUGS 

Cost per patient (E) 
Underspent 
Modest overspend 
Large overspend 

Cost per item (E) 
Underspent 
Modest overspend 
Large overspend 

Items per patient 
Underspent 
Modest overspend 
Large overspend 

% items generic 
Underspent 
Modest overspend 



Large overspend 

% items branded generic 
Underspent 
Modest overspend 
Large overspend 

RATIOS 

TCllSSRl 
Underspent 
Modest overspend 
Large overspend 

Cimetidine I PPI 
Underspent 
Modest overspend 
Large overspend 

Cimetidine I ranitidine 
Underspent 
Modest overspend 
Large overspend 

Anti-inflam I adrenergics 
Underspent 
Modest overspend 
Large overspend 

Penicillen I 
Cephalosporin 
Underspent 
Modest overspend 
Large overspend 

SPR: All drugs 
Underspent 
Modest overspend 
Large overspend 

SPR: Anti-ulcer drugs 
Underspent 
Modest overspend 
Large overspend 

SPR: Antibiotics 



Underspent 
Modest overspend 
Large overspend 

SPR: Antidepressants 
Underspent 
Modest overspend 
Large overspend 

SPR: Anxiolytics 
Underspent 
Modest overspend 
Large overspend 

SPR: Hypnotics 
Underspent 
Modest overspend 
Large overspend 

SPR: Nitrates 
Underspent 
Modest overspend 
Large overspend 

SPR: Cardiovascular 
Underspent 
Modest overspend 
Large overspend 

- 

LCV DRUGS 
Underspent 
Modest overspend 
Large overspend 
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Survey Analysis of Behaviour and Perceptions of Doctors. Pharmacists  and P a t i e n t s  
arisinq from the D T S S  

The Centre for European Social Research was engaged to conduct a survey on perceptions and 
behaviour o t  doctors. pharmacists and patients arising from the Indicative Drug Target Savings 
Scheme [[DTSS]. There !\ere three groups or' actors surveyed: GPs. pharmacists and patients. 
\Vhile the investigat~on 2nd anaiysls o i  behaviour was conducted exclusively on doctors, both 
pharmacists and patients nere a x e d  to comment on their perceptions of changes in doctors' 
prescribing benavlour and i t ' s  2snseauences slnce the introduction of the IDTSS. This choice 
arose from the central roie that GP benav~our is deslgned to play in the effective implementation 
of the IDTSS. The policy is designed to promote more cost-effective prescribing that does not 
result in diminished quality of care. 

An examination of the two desired attributes of rational prescribing, lower cost without loss o f  
quality of care. underpinned the questionnaire design and sampling framework. The design of the 
questionnaire was conducted in several sessions between the oyerall research co-ordinator on the 
project. for CESR', CESR researchers working on the project-, and Professor Michael Murphy, 
with the initial scope of the research based on submissions from interested parties, together with 
comments and review provided by members of the Review Group. Due to thei! respective roles in 
the IDTSS. different designs were produced for each of the groups; GPs, pharmacists and patients. 
In the case of the GPs, questions focused on levels of support for the policy, changes in 
prescribing behaviour owing to the introduction of the policy, relations with the other groups 
investigated. evaluation of the medical appropriateness of the prescribing changes associated with 
the policy, and ethical views on the impact of the policy. Two specific questioning techniques 
were employed: direct questions and requests for agreement or disagreement with an offered 
statement. This difference of questioning format allowed certain issues to be explored from 
different standpoints. Additionally, anention shifted in the questions between doctors personal 
prescribing behaviour and experience as against their views of the prescribing behaviour and 
experience of GPs in general. and the behaviour and experience of other actors. The underlying 
rationale for this difference was the belief that doctors were likely to have fewer reservations in 
commenting on the scheme when their own behaviour was not in question. 

The pharmacists questionnaire was deliberately kept similar in many respects to the GPs 
questionnaire to allow for cross-comparison on certain issues arising from the policy. The survey 
served two purposes: to elicit their opinions on the policy per se and investigate their opinions 
on changes in GPs' prescribing behaviour and its' consequences under the policy. This provided a 
further incentive to keep questions in the pharmacists' and GPs' questionnaire thematically 
similar. A number of questions also explored pharmacists perceptions of the effect of the policy 
on their own activities. The pharmacists. consistent with the GPs, were also surveyed by means 
of a selection of  both direct questions and statements on which they could agree or disagree. 

The design of the patients' questionnaire offered entirely different problems. Unlike the two 
professional groups, the patients could be expected to have little or no knowledge of the workings 
of the IDTSS even in cases where they were aware of the existence of the policy. Therefore the  
design of the patients questionnaire required discriminating patients' responses to the GMS in 
general. or indeed their long-term relationship with their GP, and their response to changes that  
have been introduced as a result of the policy. This problem was addressed by two methods; 
firstly retining the sample of patients to include only those who were likely to be most affected 
by the policy and. secondly. by supplying patienrs with information and asking them for their 
preferences on the basis o t  the miormation supplied. 

' Dr. Pahtck O'Mahonv 
' Tracev Skiflingon, Dona1 Guerm, Noreen Kearns 



In  the phase of questionnaire design. pilot testing was done on a small number of patients and GPS 
(less than ten in both cases) in the Cork rexion and the results were incorporated into the final 
questionnaire design. 

The sample sizes for each of the groups were 200 GPs. 250 pharmacists. and 1,000 patients. The 
Gps were selected from the General Medical Services database and separated into those who could 
be class~fied as nigh-savers and non-savers under the IDTSS. The non-savers were taken as the 
control srouo on the cons~derauon that the real test for rational prescr~bing lay in the behaviour 
of the hieh-saving GPs. The doctors survey was carried out via telephone interviews by highly 
experienced telephone survev staif of the CESR. The rationale for using a telephone interview as 
dpposea to a postal quesr~onnaire for the doctors was in order to maximise the response rate and 
accuracy amongst the pivotal Sroup for implementing the policy. The GP response rate was 
exceptionally high. with a total of 1 5 8  from a sample of 200 GPs responding to rhe survey, i.e. a 
response rate of 79 per cent. 

In relat~on to the pharmacists. a sample of 250 pharmacists were surveyed via a postal 
questionnaire. The pharmacists' sample. like that of the GPs'. was selected from the General 
Medical Serv~ces database. The initial distribution of the pharmacists' questionnaire was followed 
by a second dismbution after two weeks in order to improve the response rate. The pharmacists' 
response rate was also highly satisfactory with 130 from a sample of 250 pharmacists responding 
to the survey, i.e. a response rate of 52 percent. 

1 

The patients' sample was also selected using the General Medical Services database and distributed 
according to the GPs' sample f i e .  five patients from each doctor in the GPs' sample were 
randomly selected in order to devise the patients' sample) and conducted via a postal 
questionnaire. The patients' sample size was 1.000. which in consideration of the very large 
number of GMS patients. was held to be satisfactory when the following factors were taken into 
account. Firstly, patients had to be selected from the sample of GPs selected in order to close the  
'behaviour loop', analysing GPs' behaviour and it's consequences for the quality of cam amongst 
a closed sample of GPs and patients. Secondly, owing to the difficulty of discriminating the  
specific effects of the policy from other effects. only 'chronic' patients were considered. T h e  
condition or'chronic' constiruted a patient being present on the General Medical Services 
database for a serious medical condition for the four year duration of the IDTSS. The sample o f  
1.000 patients were surveyed via a postal questionnaire. The response rate for the patients was 
289 replies out of 1,000 i.e. a 29 per cent response rate. This level of response was expected 
given the sample size, method of  survey used. and nature of the sample population (i.e. 
predominantly elderly and ill). A validation exercise was conducted alter the completion of t h e  
primary survey using telephone and personal interviews in order to increase and strengthen the  
overall response rate obtained using the postal questionnaire method, and to determine whether 
non-respondents to the postal survey differed in their attitudes from those who had participated. 
From the initial sample. a total of fifty patients were selected who had not already replied to the  
initial questionnaire. Of these. t h i w  nine (80%) agreed to be interviewed thereby bringing the  
overall response rate up to 33 per cent. Of the thirty nine respondents, twenty were surveyed via 
a telephone interview and nineteen were interviewed in person. 

The returned questionnaires were coded and analysed using the Statistical Package for the Social 
Sciences (SPSSX). The analysis was conducted on several levels in order to explore the issue o f  
rational prescr~bing from different angles. The levels of analysis are as follows and correspond 
with the sectlons of the report which follow below: 

( I ) Descriptive analysis of survey results of General Practitioners 
( 2 )  Descriptive analysis of survev results of Phamacisrs 
( 3 )  Descriptive analysis of survey results of Patients 
(4)  Inter-group comparison on common questions between General Practitioners and 

Pharmacists 
( 3 )  [ntra-group comparison between high-saving and non-saving GPs, and between patients of 

high-saving GPs and patients of non-saving GPs 



The rive levels of analysis are based on frequency analysis of  respondents to particular questions 
For the various groups. and corresponding inter-group comparisons of the GPs and pharmacists. 
and the inrra-group comparison of the high-saving and non-saving GPs. 



GENERAL PRiCTITIONERS 

Description of the Sample 

The Survey sample was selected as iollows: 

I 1 )  Hlgn Sakers 
P ~ n i c ~ o a t ~ o n  in u \ l S  conrmuousiy trom 1989 - I996 
Panel size greater than 500 throughour 

0 Ranked bv savings made comoarlng per oatlent costs in I994 contrasted wlth 1992 
Selected bere the 100 GP's nith the h~ghest per patlent cost s a v q s  

( i i j  Controls 
I00 GP's comprised of the 50 closest to each side of the .'zero savings" line from the data 
base listed above. Half e.xhibited small cost savings while half recorded small per-patient cost 
increases. 

The sample of 200 General Practitioners (GPs) were contacted by telephone about the survey and 
158 participated: i.e. there was a response rate of 79 per cent. 



Table  1.1: G P  Sampie  Composition 

Samole Cornoos~t~on 

Year of  Qualification 

Yeus in Practice 

Xature of Practice 

I Lo;ation of Practice 

I Practice Computerised 

I Computerised Repeat Prescribing 

Approximate Percentage of Practice List 
Covered by GMS 

Total Number of Res~ondents 

I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I ' Note: Thls sample composlhon was expected gwen the nature, objec'ves and parameters of t h e  

studv. 

< I0 years 
10-20 !ears 
>20 years 

Single 
Group 

City 
Town 
Rural 
City and Rural 
Town and Rural 

Yes 
No 

Yes 
No 

Value 

As shown in Table 1.1, the sampling procedure resulted in a diversitied, yet fairly evenly 
dishibuted, cross-section of 158 GPs that varied with respect to nature of practice, location o f  

.. 
practice. practice computerised and computerised repeat prescribing. The b u k  of respondents 
qualified between 1960-69 and 1970-79 (24 per cent and 59 per cent respectively). The average 
number of years in practice was 22 years. In addition. there is a high proportion of General 
Medical Services (GMS) patients in the respondents' practice with the mean percentage of total 
practice covered by the GMS at 59 per cent, just over a quarter of respondents had less than 50  
per cent of their practice covered by GMS. ' 
Table 1.2 displays the break-down of staff which the GPs have in their practices; nearly all 
respondents have a secretary and nearly half have a nurse in their practice. 



Table  1.2: Staff  in GPs Pract ice  

jtatf in Practlce 
None 
Secretav only 
Nurse1 sr onlv 
Srcretar) jrcretxies and Surse~ s r 
Secretam m a  Other 

A breakdown of the tvpes of Degrees~Diplomas which GPs have is shown in Table 1.3. The  
distribution is consistently even across the DCH. DOBS. MRCGP and MICGP postgraduate 
degrees. 

Percentaee of Respondents 
3 % 

47% 
-, 7 %  

; 9% 
2 ?/, 

~ecreta*. Nurse and Other 
T , ~ t a l  

T a b l e  1.3: Respondents Pos tg radua te  Degrees/DipIomas 

6% 
! OO?'n 

Prescribing Behaviour 

Postmadilate De~reesiDiplornas 
DCH 
DOBS 
MRCGP 
MICGP 
MRCP 
MD 
Other 

General  Prescribing Behaviour: Panicipation in the Indicative Dmg Prescribing Policy has 
had an overall effect upon the prescribing patterns of the majority of general practitioners 
surveyed (71 per cent), and in general GPs feel more contident about their prescribing habits ( 7 8  
per cent). A total of 60 per cent of GPs said they use a formulary in relation to drug prescribing, 
and of those 6 5  per cent use a formulary developed in their own practice, 22 per cent use a 
national formulary and 13 per cent use both. However it is worth noting that 40 per cent of GPs 
said they do not use any formulary for prescribing. There are generally mixed views in relation 
to the controversial prescribing practice of doubling and trebling the number of pills per script, 
with 19 per cent saying the practice has increased since the inwoduction of the policy while 19 
per cent said the practice has decreased. 

Percentage of Respondents 
5 7% 
5 8% 
43% I 

57% 
6% 
9% 

40% 

The treatment of GMS patients under the LDTSS: As Table 1.4 shows, in relation to the  
treatment of GMS patients under the policy, a generally diverse perspective was found. There is 
a divided picture regarding the respondents views on the impact of the policy on the quality o f  
prescribing to GMS patients. with just over half saying the Indicative Drug Prescribing Policy has 
had an impact on the quality of prescribing to GMS patients. Of those, the vast majority believe 
that the overall impact has been positive for GMS patients. There is a very positive fetling in 
relation to the quaiicy of care in the GMS with most respondents saying that it has improved due 
to the expansion of the services available to patients. When asked about the rate at which GPs 
introduce novel drugs. such as lipid lowering agents. to GMS patients an interesting picture 
emerges. with 10 per cent saying the frequency has actually increased in contrast to 19 per cent  
who say the rate has decreased. Similarly we rind a division of opinion among the GPs in relation 
to the use of non-drug treatment. with just over half saying the frequency with which they 
introduce non-drug treatment in preference to prescribing drugs has increased as a result of the  
policy, while 45 per cent say it has remained the same. It is noteworthy that over a quarter o f  
respondents said they have increased the frequency with which they discontinue dmg treatment of 
chronic illness for example. mhritis. liyperrenslon and asthma for GMS patients since the  
introduction of the policy. 



Table  1.4: Doctors'  Treatment  of GMS patients u n d e r  t h e  IDTSS 

Do you think that the inrroduction o i  the Policy has had an impac; 
in the quaiin. of prescribing to GMS patients'? 
!4 0 

Yes 
If yes. has the overall impact been positive or negative? 
Pos~tive 
Negative 

The qualip of care in the GMS has improved due to an expansion 
of the services available to the patient: 
Agree 
Disagree 
Don't know 

As a result of the policy, has the rate at which you introduce novel 
drugs (e.g. new treatments such as lipid lowering agents) to GMS 
patients: 
Accelerated 
Slowed down 
?lot modified 

As a result of the policy, has the frequency with which you 
introduce non-drug treatment in preference to prescribing drugs; 
[ncreased 
Remained the same 
Decreased 

Since the introduction of the policy, has the frequency with which 
iou have discontinued drug treatment of chronic illnesses for GMS 
~atients:  
ncreased 
iemained the same 
lecreased 

Percentage of 
Respondents 

Doctors' views on the treatment of GMS patients in comparison with the treatment o f  
private patients: From Table 1.5 it is clear that since the introduction of the IDTSS, a 
substantial proportion of GPs reject the notion that the policy has resulted in mating GMS 
patients differently to private patients. Indeed. the majority of respondents believe the quality 
of prescribing provided to GMS patients remains the same as that provided to private patients. 
For example. 84 per cent of GPs disagree that GMS patients lag behind private patients in 
receiving novel medications. and the bulk of respondents state that the prescription rate of novel 
drugs to GMS patients in comparison to private patients has remained unchanged. 



Table  1.5: Doctors'  Views o n  t h e  T r e a t m e n t  of GiMS Patients in C o m p a r i s o n  With t h e  

T r e a t m e n t  of  Private Patients 

Has rhe pollc) rssultea in bou rreatlnp C41S patlents d~fferently 
from prware parlents ' 
Yes 
'40 

In relation to the quality of prescr~bing prov~ded to G M  patients 
under the Policy. is i t  in general? 
The same as that provided to private patients 
[nferior as that provided to private patients 
Superior as that provided to private patients 

Would you agree that the Policy has resulted in GMS patients 
lagging behind prlvate patients in receiving novel medications? 
Agree 
Disagree 
Don't know 

As a result of the Policy has  your prescription rate of novel drugs 
f 0 r - G ~ ~  patients. compared to private patient been; 
Greater 
Lesser 

Percentage of 
Respondents 

As previously discussed it is evident that GPs generally tend to believe that the policy has not 
affected the rate of use of novel dmns for GMS patients compared to private patients. This 
attitude is funher reinforced when GPs are asked whether their experiences of using a number o f  
specific drugs differed for G M  patients and private patients, as a result of the policy. It is 
evident from Table 1.6 that most GPs feel that the rate of prescribing Inhaled Steroids and Lipid 
Lowering drugs for GMS compared to private patients has not been influenced by the policy, 
however over a fifth of respondents believe the rate of use of SSRl's has been influenced by the 
policy. Furthermore in relation to the use of Anti-Peptic Ulcer Treatment, while the bulk o f  
respondents feel that the rate of use of Antacids. H2Blockers and Anti-Helicobacter therapy has 
remained unaffected by the policy, 17 per cent of respondents say that the rate of  use of Proton 
Pump Inhibitors for GMS compared to private patients has decreased since the introduction o f  
the policy. 



Table  1.6: GPs' Opinions on the  Influence of t h e  Policy on the  R a t e  of Use of  t h e  
Following Drugs  for  GMS Patients compared to  Pr ivate  Patient  

Has the policy intluenced the rate of  
use of the fo l iow~n~ drugs for GhLS 
:ompared to prlvate patienrs? 

Tvpe of Drugs 
Inhaled SSRl's Lipid Lowering 
Steroids Drugs 

s 0 
Yes 
[f yes: 
Enhanced 
Diminished 

How has the policy affected the use of  
these treatments for GMS compared 
ivith private patients? 

G P  and Hospital Prescribing Patterns: According to the information presented in Table 1.7, 
it is clear that with reeards to GP and hospital prescribing panerns. a large propotion of GPs (62 
per cent) believe that differences between the prescribing panerns of these two gmups has 
increased since the introduction of the Indicative Drug Prescribing Policy. In relation to the 
modification of patients' hospital scripts by GPs on the basis of cost. most of those surveyed 
believed that this practice was appropriate. and over three quarters of respondents claim that this 
practice is justified atier a patient is discharged from hospital. However, there is a distinct 
difference of practice concerning the rate at which GPs modify hospital prescriptions; while the  
rate has increased for over half of those surveyed, it has remained unchanged for 44 per cent o f  
GPs. It is not surprisine to find that ail of those GPs who have moditied hospital prescriptions 
believe that this has a positive affect on the quality of patient care. 

89?/0 79% 87% 
1 1?6 21% 13% 

87% 50% 5 3 %  
13% 50% 47% 

Peptic Ulcer Disease Treatments 
Anti- HZ Proton Anti- 
Acids Blockers Pump Helicobacte 

Inhibitors r Therapy 

More 
Less 
Same 

15% 11% 12% 4 2% 
6% 7% 17% ,6Yo 

79% 82% 71% 82% 
- 



Table 1.7: GPs' Views on GP and Hospital Prescribing Practices 

Smce the ~ntroduction ot the pol~cy, have differences in dm 
prescribmg practices benveen GPs and hospitals: 
increases 
Decreases 
Rsmamea the same 

Do \ou r e p d  [he rnoalticatton or hospital scripts by GPs on thc 
basis o i  cost as appropriate! 
Yes 
No 

Different prices for the same drugs within hospitals contrasted with 
general practice justifies the changing of drugs by GPs after the 
~atient  is discharged: 
Agree 
3isagree 
3on't know 

<as the rate at which you modify hospital prescriptions as a result 
)f the policy? 
ncreased 
lemained the same 
Iecreased 

f you have changed hospital prescriptions as a result of the policy, 
lave these changed affected the quality of patient care? 
'osirively 
Jeeativeiv 

GPs' Relationships with Patients and Pharmckts  

Percentage of 
Respondents 

It appears that GPs differ in their experiences of patient complaints about changes in medication 
as a result of the Indicative Drug Prescribing Policy, with 58 per cent saying they have 
experienced patient complaints. while 42 per cent have not. Of those GPs who have experienced 
patient complaints about changes in medication as a result of the policy, the most frequently 
occurring complaint centred on the changing of medication to a generic brand. 



Table  1.8: GPs' Experience of Patient  Complaints  Ahout Changes in  medication as a 
Result  of the  IDTSS 

Have L O U  euper~enced patient complaints about chanees in 
medication due to [he policy! 
N 0 

Yes 
If yes. what have these complaints centred on? 
Yo longer prescr~bing a medicar~on 
Change in the nature of the medication 
Changed in formulation 
lhanges to a generic brand 
3ther 

Furthermore, it is clear from Table 1.9 that a noticeable split exists in GPs' experience of patient 
confusion as a result of the increase in the use of generic forms of single drugs, of varying sues, 
colour and shapes, with jpst over half agreeing that this has led to confusion amongst patients. 
Similarly, there are conqsting opinions evident in relation to patient confusion. while 69 per 
cent of GPs do not believe that the number of patients who have returned to the surgery confused 
or dissatisfied with changes in long-term medication has increased since the introduction of  the  
drug budgets, over a quarter of GPs agree with the statement. 



T a b l e  1.9: GPs' Experiences of Patient  Confusion a s  a Result  of the  Policy 

Patients' Rights and Information: Table 1.10 shows GPs attitudes towards patients' rights 
and patient information. The vast majority of GPs believe that patients should be informed by 
their doctors of any changes in medication in cases where a well known medication is being 
changed for a new. less expensive treatment. It is interesting to find, however a salient split in 
GPs attitudes towards the formation of a patients' association by the Department of Health, with 
48 per cent of GPs in favour and 52 per cent against. In relation to patients' awareness of the  
policy, there is mixed reaction among respondents with 59 per cent of GPs said their patients 
were aware of policy, 7 per cent said that some of their patients were aware of policy and 34 per 
cent said their patients were not aware of the policy. While the majority of GPs arc in favour o f  
informing patients about the policy, it is noteworthy that almost a third of respondents are 
against the idea. 

Do you think that the increase in the generic form of single drugs 
has k d  to confusion amongst pat~ents'? 
Yes 
N o 
Tile number of patients \\ho have returned to the surgely conhsed 
or dissatisfied by changes in Ions term medication as a result o f  
changes caused by the policy has increased: 
Agree 
Disagree 

Percentage of 
Respondents 

52% 
48% 

27% 
69% 



Table 1.10: GPs' Attitudes Towards  Patients' Rights and Pat ient  Information 

Should doctors inform patients of any changes in medication i~ 
c u e s  where a \veil known medication is replaced for a new. Ies: 
expensive treatment? 
Yes 
s o  

Should the Depanmenr of Health encourage the formation of : 
patients association to input into decision making on the policy? 
Yes 
No 

Are your patients aware of the policy'? 
Yes 
N o  
Some 

I 

Do you think your patients should be informed of the policy? 
Yes 

Percentage of  
Respondents 

GPs' relationship with Pharmacists:  Regarding the relationship between GPs and 
pharmacists since the introduction of the scheme. most GPs (79 per cent) reject the notion that  
the relationship has disimproved. The majority of GPs (82 per cent), have not agreed on clinical 
protocols with their local pharmacists. 

Views on Institutional Incentives 

In relation to respondents perspectives on the motivations of the policy for doctors, the 50 per 
cent cash-back incentive was ranked as the most important factor influencing GPs behaviour, the  ,. 
fact that 50 per cent of the savings are reinvested in GP infrastructure wa9 the second most 
important faqor and the pressure not to exceed the budget as specified by the Health Board was 
ranked as the least important of the three factors. 

In reference to the reasons for GPs changing hospital scripts, the clinical decision by tho GP that  
the hospital prescribed treatment was not necessary was ranked as the most important reason for 
changlng drugs prescribed by hospital on patlent discharge, and cost savings in drugs budgets by 
GPs was ranked as the next most important reason. 

The Pros and Cons of the Scheme:  Concerning GPs attitudes towards the pros and cons o f  
the scheme. the pros appear to oucwei~h the cons on a number of levels. Table 1.1 1 shows the  
benetits of the scheme <or doctors and patients. The main benefit of the scheme to the doc ton  
mentioned by 56 per cent of respondents was that savings made through the IDTSS Can be 
reinvested into their practice. Another advantage of the policy cited by 40 per cent of GPs was 
that doctors examine [heir prescribing practices more critically which results in more rational 
drug prescribing. Thirdly, 12 per cent of GPs said that they have becomb more conscious of the 
cost of drug prescriptions. Only 10 per cent of GPs felt that they did not benefit from the  
scheme. According to GPs. the main advantage of the scheme for patients is that they benefit 
from more rational prescribing (39 per cent). Other benetits mentioned w e n  that patients were 
more educated. informed and aware (23 per cent) and patients benetit from the improved range 



of treatments and facditles at doctors' surgery ( 2 2  per cent). However, a quarter of Gps stated 
that there were no benefits to patlents from the scheme. 

T a b l e  1.11: GPs '  Perspectives on the  Benefits of the  Scheme f o r  Doctors  a n d  Patients 

Benetits o i  the Scheme for Doctors: 

Benefits of the Scheme for Patients: I 

Percentage of 
Resoondents 

Doctors look at their prescribing panems more critically: 
Doctors can reinvest saving in their practices: 
There is more cost consciousness towards prescribing; 
Yone: 

'atients benefit from more rational prescribing; 
'atients are more educatedawarelinformed: 
mproved ranee of treatments and bener facilities: 

40% 
56% 
12% 
10% 

I 

In Table 1.12, the respondents cite the disadvantages of the scheme 18r doctors. The principle 
disadvantage of the scheme for doctors. quoted by 22 per cent of GPs was that it was time 
consuming as more listening time and longer explanations were required for patients. Pressure t o  
stay within the budget was mentioned by a fifth of GPs. while the discrepancy between the quality 
of patient care and monetary issues was mentioned by 10 per cent of GPs. However, 43 per cent 
of GPs do not believe the scheme results in any disadvantages for doctors. The bulk of GPs 
surveyed (71 per cent) do not believe that the scheme has had a negative impact on patients. 
Where disadvantages are mentioned. the fear that patients may not receive optimum care as a 
result of the policy is mentioned by I5 per cent of GPs. and confusion for patients due to changes 
in medication is mentioned by 14 per cent of respondents. 

T a b l e  1.12: GPs'  Perspectives o n  t h e  Disadvantages of t h e  S c h e m e  f o r  Doctors and - 

P a t i e n t s  

Disadvantages of the Scheme for Doctors: 
Time consuming; 
Very tine balance between costs and optimum patient care; 
Pressure to stay within the budget: 
None; 

Disadvantages of the Scheme for Patients: 
Patients may not receive optimum care: 
Confusion for patients: 

Percentage of  
Respondents 

22% 
10% 
20% 



Qualiw of Care 

In reviewing GPs' attirudes towards the impact of the Indicative Drug prescribing Policy on the 
quality of patient care in Table 1.13. it is clear that opinions are rather mixed with 59 per cent of 
GPs saving that the policy has had an impact on the quality of patient care, and of those an 
dvenvhelrnin~ rnaiorir) t e l  the imoact has been positive (87 per cent). However. JI per cent o f  
doctors felt the &heme had no impact on the quality of patient care. The view that the policy 
has indirectly led to a reduction in the quality of patient care for vulnerable groups such as the 
elderlv. and chronically sick patients was rejected by 87 per cent of GPs. yet it is of concern that  
I0 pe; cent of respondents agree with the statement. 

Tab le  1.13: GPs' Attitudes Towards  the  Quality of Patient  C a r e  

Do you think the policy has had an impact on the quality of 
patient care? 
NO 
Yes I 
If yes, has the effect been! 
Positive 
Negative 

The policy has indirectly led to a reduction in the quality of  
patient care for vulnerable groups such as the elderly and very 
sick; 
Agree 
Disagree 
Don't know 

Percentage of  
Respondents 

GPs' Views on Generic Drugs : According to the information presented in Table 1.14, 
generic drugs are substituted for proprietary drugs, where generic drugs exisf by the majority o f  
respondents either always or often (18 per cent and 74 per cent respectively). For those who do 
subst~tute, nearly all respondents believe that this does not have an impact on the quality of their n- 

patient' care. There is mixed reaction towards the reliability of generic drugs with 62 per cent o f  
GPs saying they believe generic drugs are reliable, in contrast to 38 per cent who feel some 
genencs are unreliable. Of those who believe that some generics are unreliable, the most frequent 
reason given was that some generics are of poor quality, in particular certain antibiotics and 
inhalers. 



Table  1.14: Respondents'  Att i tudes Towards  Generic Drugs 

Since the introduction of the policy. do you substitute a generic 
drug rbr a proprietar?/ drug. unere a generic drug exists:' 
.Always 
Often 
Seldom 
Ssver  

If you do substitute a generic brand for a proprietary brand, do you 
think the decision has an impact upon the quality of your patients' 
care'? 
N 0 

Yes 

Do you believe some generic drugs are unreliable? 
No 
Yes I 

If yes, please state rekons: 
Some generics are of poor aualirv 

EtIaical Issues of the Policy 

Percentage of 
Respondents 

The variation shown in Table I .  I5 concerning respondents' attitudes towards the ethics of the 
IDTSS is very interesting. There is an apparent difference of opinion among the respondents, 
with 63 per ceut saying they do not see any ethical dilemmas with the policy, while the 
discrepancy between the monetary incentive on the one hand and the attainment of optimum 
patient care on the other is quoted as the ethical problem by the remaining 37 per cent of 
respondents. Furthermore. there appear to be contradictory viewpoints in relation to the 
policy's emphasis on costs; when asked about the scheme leading to a possible over-emphasis on 
the cost of d r u p  with the resulting neglect of other elements in health care, just under half of the  
GPs surveyed agreed with this statement, while 45 per cent disagreed. In addition, while 81 per 
cent disagree with the notion that savings from the policy have resulted in increased costs on 
other sections of the health care system. for example, relapses, more hospital admissions and 
additional investigations. 13 per cent of GPs agree with the statement and 6 per cent are unsure. 



Table 1.15: GPs' Attitudes Towards the Ethics of the IDTSS 

Do you see any ethical dilemmas with the policy? 
Yo 
Yes 
If yes. please stare the reasons ior !our answer: 
The discrepancy benveen optimum patient care and costs 

The scheme has led to an over-empnasis upon the costs of drugs 
with the result that other cost elements in health care have been 
neglected: 
Agree 
Disagree 
Don't know 

Savmgs from the policy have resulted in increased costs in other 
sections of the health care system: 

Disagree 
Don't know 

Percentage of  
Respondents 



PHARMACISTS 

Introduction: Description of the Pharmacists Sample  

Posral quesrionnaires \\ere senr to a toral o i  100 pnarmacisrs. and 120 responded to the survey, 
i.e. there was a response rare o i  52 per cenr. The sample consisted of the 200 "highest earners" 
from the GMS in 1994. insuring adequate familiarity with the scheme. 

There are a number of noticeable distinctions evident in the pharmacists sample. As Table 2.1 
shows. the percentage of drug dispensing for GMS patients was high with GMS patients 
constituting more than 50% of all prescribing among 82 per cent of respondents. In contrast 
dispensing for private patients was rather low. Additionally most pharmacists practices' are 
located in either cities or towns. with less than a fifth situated in rural areas. 

. ,*  

T a b l e  2.1: Pharmacists '  Sample  Composit ion 
/ 

Private Patients 

Location of Practice 

Percentage of drug dispensing for: 
GMS Patients 

T'otal Number of Resoondents 

S u b m u p  
City 
Town 
Rural 

4 0 %  
50-60% 
>60% 

Value 
3 1% 

Prescribing Behaviour 

General  Prescribing Policy: Table 2.2 outlines pharmacists' perceptions of GPs' prescribing 
patterns since the introduction of the IDTSS. Most pharmacists agree that generic substitution 
has become a more general practice since the introduction of the policy and the bulk o f  
respondents concluded that patients are generally oblivious of the existence of  the scheme. One 
would therehre expect to find that patients confidence in the drug treatments offered by GPs t o  
have remained largely unchanged. however we find a clear divergence of views between 
respondents wirh nearly half the respondents saying that patients' confidence has remained 
unchanged and almost half sayins it has decreased. In addition. there is a disagreement among 
respondents regarding their perceptions of the frequency with which GPs use non-drug treatment 
in preference to prescribing drugs, wirh 65 per cent saying it has remained unchanged, while 33  
per cent believe the rate ihas increased. Over a quaner of respondents said inappropriate 
prescribing by GPs. such as doubling and trebling the total number of pills per script. has 
increased. The number of patients who experienced difficulty in getting urgent prescriptions 
remained the same according to 70 per cenr of 'pharmacists, however nearly a quaner o f  
respondents believe the number has increased. 



Table 2.2: Pharmacists' views on the General Prescribing Policy of GPs Participating 

in the IDTSS 

Grnenc subst~tutton has become more general practlce slnce the 
introduction of the policy: 
.-\ yree 
D isagee 
Don't know 

In your opinion are patients: 
Generally aware of the policy 
Generally oblivious of the policy 

Do you believe that patients' confidence in the drug treatments 
offered by GPs, as a result of the policy has: 
Increased 
Remained the same 
Decreased 

I 
As a result of the policy, has  the frequency with which GPs use non- 
drug treatment in preference to prescribing drugs; 
Increased 
Remained the same 
Decreased 

Since the introduction of the policy, has inappropriate prescribing 
such as doubling and trebling the total number of pills per script; 
[ncreased 
Decreased 
Remained the same 

4s a result of the policy, has the number of patients who experience 
lifficulty in getting urgent prescriptions; 
increased 
lecreased 
iemained the same 

Percentage of 
Respondents 

92% 

Pharmacists' relationship with GPs and Patients: Pharmacists largely felt (81 per cent) 
that their relationship with GPs had not changed since the introduction of the IDTSS and clinical 
protocols between GPs and pharmacists have not been agreed according to the bulk of 
respondents (87 per cent). 

As shown in Table 2.3. a substantial number of pharmacists said that they have experienced 
patient complaints about chan~es in medication as a result of the policy, and of those the most 
frequent patient complaint involved doctors changing medication to a generic brand, while 
doctors ceasing to prescribe a medication and changes in the nature of the medication were the 
next most frequent complaints. Change in Formulation was the least frequently occurring patient 
complaint. 



T a b l e  23:  Pharmacists '  Experience of Pat ient  ,Compla in t s  a b o u t  Changes i n  
,Medication as a Result of t h e  IDTSS 

Yes 
If yes. what have these complaints centred on'? 
A doctor ceasing to prescribe a medication: 
Change in the nature of the meaicar~on: 
Changes in formulation (e.g. from once daily to a multiple dose 
preparation); 
Changes to a generic brand: 

Have you exper~enced patlent compla~nts about changes in 
medication due to the policy'? 
No 

Pharmacists tend to have contradictory opinions in relation to patients' rights: while almost all 
pharmacists (98 per cent) agreed that doctors should inform patients of  any changes in 
medication in cases where a well known medication is being changed for a new, less expensive 
treatment. when asked about their views on encouragement by the D e p a m e n t  of Health for the  
formation of a patients assocjation to input into decision making on the policy, 57 per cent were 
against such a proposal while $2 per cent were in favour. 

Percentage of 
Respondents 

19% 

The  Impact of the Poiicy on GPs' Treatment of GMS Patients:  In reviewing respondents' 
beliefs on the Impact of the policy on GPs' treatment of GMS patients in Table 2.4, an adverse 
picture emerges. w ~ t h  68 per cent of pharmac~sts saying that the scheme has had an impact on 
the quality of care to GMS panents. and of those a notably high proportion said that the impact 
has been negatwe. Moreover. the bulk o f  pharmacists believe that the rate of prescribing new 
drugs to GMS patients. by GPs has slowed down as a result of the policy, and 61 per cent o f  
pharmac~sts believe that the rate of prescr~bing novel drugs, such as lipid lowering agents, to GMS 
patients. by GPs has slowed down as a result of the policy. 

T a b l e  2.1: Pharmacists '  Views o n  t h e  I m p a c t  of t h e  Policy o n  GPs' T r e a t m e n t  of GMS 
P a t i e n t s  

Do you think that the introduction of the policy has had an impac 
on the quality of prescribing to GMS patients? 
N o  
Yes 
If yes, what has the overall impact of the policy been for patients? 
Positive 
Negative 

In your view. as a result of the policy, the rate of prescribing nev 
drugs to GMS patients. by GPs has: 
Accelerated 
Slowed down 
Not modified 

In your view. as a result of the policy, the rate of prescribing nove 
h g s  to GMS patients. by GPs has: 
4ccelerated 
3lowed down 
Vot modified 

Percentage of 
Respondents 



Is the quality of prescribing to GMS patients under the policy; 
The same as that provided to private patients 
Inferior to that provided to drivate patients 
Superior to that provided to private patients 

Since the introduction of drug budgeting, doctors have become slower in 
prescribing new drugs for GMS patients compared to private patients: 
Agree 
Disaaee 
~ o n ' t  know 

Percentage of 

The Impact of the Policy on GPs' Treatment of CMS Patients in Comparison to  Pr ivate  
Patients: As Table 2.5 shows. there was a general consistency regarding pharmacists' negative 
views on the impact of the scheme on GPs' prescribing habits for G;MS patients compared t o  
private patients. with 60 per cent of respondents claiming that the quality of prescribing to G M  
patients under the IDTSS is inferior to that provided to private patients. Moreover, most 
respondents agree [hat doctors have become slower in prescribing new drugs to GiMS patients 
compared to private patients. and the rate of prescribing novel drugs such as lipid lowering agents 
to GMS patients. by GPs has slowed down as a result of the policy. 

Tab le  2.5: Pharmacists '  Views o n  t h e  T r e a t m e n t  of G M S  Pat ients  Compared  to  
Pr ivate  Patients Since  t h e  In t roduct ion of  t h e  IDTSS 

Pharmacists were asked a set of specitic questions regarding four types of treatment in order t o  
establish whether they believed there was a difference in GMS patients and private patients' 
receipt of novel drug treatments. From Table 2.6, it is clear that in general, pharmacists have 
mixed views regarding the rate of use of inhaled steroids, SSRI's and lipid lowering drugs for GhlS 
patients in comparison to private patients. Of those who say the rate of use of these drugs has 
been influenced by the policy, we find that the majority believe the rate of use of SSRI's and lipid 
lowering drugs has diminished, while opinions are mixed in relation to inhaled steroids. In  - 
addition the majority of pharmacists agree that the rate of use of Anti-Peptic Ulcer Treatment 
has been influenced by the policy. Of those, most respondents believe that anti-acids are being 
used more frequently for GMS patients compared to private patients, that proton pump inhibitors 
and Helicobacter options are being used less frequently for GMS patients compared to private 
patients, while there is a disparity of views in relation to the rate of use of proton pump 
inhibitors. 



Table 2.6: Pharmacists' Views on the Influence of the Policy on the Rate of Use of t h e  
Following Drugs for GMS Patients Compared to Private Patients 

Has the introduction of rhe policy 
inrluencea the rare o i  use o i  the tbilowing 
drugs for GICIS compared to private 
patients'.' 
y o  
Yes 
If yes: 
Enhanced 
Diminished 
Has the policv intluenced the choice of anri- 
peptic ulcer treatment drugs for G M  
compared to private patients? 
No 
Yes 

I 
If yes, how has the policy, affected the use 
of these treatments for G ~ S  compared with 
private patients'? 

More 

T V P ~  of DNCS 
inhaled SSRl's L i~ id  
Steroids ~ o w e r i n ~  

Drugs 

6 i?6  5 2 %  54% 
33% 48Yo 46% 

."," 
Anti-Peptic Ulcer Treatments 

Anti- H2 Proton Helico- . 
Acids Blocker Pump bacter 

s Inhibitor Options 

Differences in GPs' and Hospital Prescriptions: Differences in the drug prescribing habits 
of GPs' and hospitals since the introduction of the policy has increased according to 71 per cent 
of pharmacists. The majority of pharmacists (70 per cent) a p e  that the rate at which GPs' 
modify hospital prescriptions as a result of the policy has increased, and of those who went on to 
say whether or not the changing of hospital prescriptions by GPs affected the quality of patient 
care. the vast majority of them believed that the impact was negative (89 per cent). In relation 
to reasons for GPs changing hospital scripts, cost saving in GP drug budgets was viewed as by far 
the most important factor (mentioned by I06 respondents), with the clinical decision by GPs 
that the treatment prescribed by the hospital was no longer necessary as the second most 
important influence (mentioned by 17 respondents). It is interesting to find that over three 
quarters (76 per cent) of pharmacists believe that the explanations for the changes in drug 
prescriptions offered by GPs to patients are inadequate. 



Quaiio of Care 

Pharmacists '  Views on Generic Drugs: The variation shown in Table 2.7, regarding 
pharmacists opinions on generic drugs is very interesting, with 37 per cent saying they have full 
conridence in the  safe^ and efticacy of generics. 41 per cent disagreeing and 22 per cent who are 
unsure. Furthermore. half the respondents believe that generic drugs are reliable while half believe 
some are unreliable. Of those who went on to give reasons for their opinion that some generics 
are unreliable. the most frequent complaints mentioned were the inferior quality of some 
generics. patient complaints when prescribed generics and bioavaiiability problems. An 
insuificient number of pharmacisrs who believe generics are reliable went on to give reasons t o  - 
support their belief. 

Tab le  2.7: Respondents'  Attitudes T o w a r d s  t h e  Reliability of Gener ic  Drugs 

"I have 100% confidence in the efficacy and safety of generic 
drugs:' / 

Agree I 

Disapree 
Don't know 

Do you believe some generic drugs are unreliable? 
No 
Yes 
If yes. please state the reasons for your answers: 
Bioavailability problems: 
Patients complain when prescribed generics: 
Some eenerics are of inferior qualirv: 

Percentage of 
Respondents 

Ethical Issues from the IDTSS . 
Table 2.8 outlines pharmacists views on the ethics of the Indicative Drug Prescribing Policy, and 
in general an overall negative picture is evident. When asked about their views on the policy, wo 
get a rather diverse picture with 62 per cent of respondents saying they have ethical reservations 
about the scheme, while 38 per cent saw no ethical problems with it. Of those who said there 
were ethical problems with the scheme. the discrepancy between optimal patient care on the one  
hand and the monetary incentive on the other was the main issue mentioned by most 
respondents. When asked directly about whether the scheme has led to an over emphasis upon 
the cost of drugs as opposed to good prescribing, most pharmacists agreed. Additionally, just over 
half of the respondents agree the scheme has had a negative impact on vulnerable groups such as 
elderly and very sick patients. In relation to respondents' experience regarding the denial o f  
necessary medication for patients by GPs as a result of the policy, a division of opinion is evident 
with 63 per cent of pharmacists saying they have not seen patients who have been denied 
necessary medication because of the policy, in contrast to 37 per cent who say they have. O f '  
those who said they have seen patients denied necessary medication because of the policy, most 
(60 per cent) said they believe that berween I to 10 per cent of doctors deny patients necessary 
medication as a result of [he policy. 



Table 2.8: Pharmacists' Views on the Ethics of the IDTSS 

Oberall. do you see any ethical dilemmas ~vith the policy? 
No 
Yes 
I f  kes. please state the reasons for )our answer: 
The uiscrepancy beween optmum patlent care and costs 

The scheme has led to an over-emphasis upon the costs of 
h g s  as opposed to good prescribing; 
4gree 
3isagree 
lon't know 

The scheme has indirectly led to a reduction in the quality of 
:are for vulnerable groups (e.g. the elderly and very sick) 
igree 
lisagree I 

lon't know I 

-1ave you seen patients who have been denied necessary 
nedication as a result of the policy'? 
4 0  
(es 
f yes. what percentage of doctors do you believe deny 
~atients necessary medication as a result of the policy? 
- 10% 
1-20% 
1.30% 

.30% 

Percentage of 
Respondents 

3 8% 
62% 

Percentage 

63% 
37% 

60% 
10% 
7% 

Frequency 

77 
4 6 

2 4 
4 
3 
9 

4 0 

Effects of the Scheme on Pharmacists ' Monetary Situation and the Amowti of T i m  
Phnrmacists Spend With PaIients 

Pharmacists' Monetary Situation as a Result of the Policy: From Table 2.9, it is a clear 
that a strong divide exists among respondents in relation to the effects of the IDTSS on their 
GMS related income. with 5 5  per cent saying they have experienced a decrease in income as a 
consequence of the policy while 45 per cent have not experienced a decrease in income as a 
consequence of the policy. The majority of those who have experienced a decrease in income 
say the decrease has been in the I to 9 per cent range, while 30 per cent say it has been in the 10 
to 20 per cent range. However. when asked about the effects of having to store larger numbers of 
diverse brands or' drugs a a result of the policy. there is almost unanimous agreement amongst 
pharmacists that this has had an impact on their costs, with 85 per cent saying that their increase 
in costs has been in the I to 20 per cent range. 



Table  2.9: The impac t  of t h e  Policy o n  Pharmacis ts '    monetary Situation 

It has been suggested that the policy has led tc 
pharmacists storing larger numbers of diverse brands ol 
drugs. Has this had an impact on your costs? 
No 
Yes 
[f yes, please indicate the range in which your costs 
have increased: 
1-9% I 

10-20% 

Have you expenencea a reduction in GMS related 
income as a consequence of the policy? 
No 
Yes 
If yes. please indicate the range in which your GMS 
related income has decreased: 
I-9% 
10-20% 

Percentage ol 
Respondents 

45% 
55% 

64% 
30% 
6% 

10% 
90% 

3 7% 
48% 
15% 

Frequency 

3 4 
6 6 

4 0 
19 
-I 

Time Spent by Pharmacists with Patients:  On the issue of time spent by pharmacists with 
patients, as a result of the policy, we get a divided piccure with just over half of those surveyed 
saying that they have devoted more time to educating patients and checking compliance with 
heatment since the introduct~on of the policy, and the remaining 48 per cent saying they spend 
the same amount of time educating patients and checking compliance with heatment. 

Recommendations Regarding  modifications of the Policy 

The potential modifications that a number of pharmacists would like to see made to the IDTSS ,. 
are presented in Table 2.10 and there are a number of recurring suggestions worth noting. T h e  
most frequently occurring suggestion was that generic prescribing should be non-branded, and if 
branded generics continue to be permined then pharmacists should be given the autonomy t o  
generically substitute. Secondly the abolition of the monetary incentive for doctors Was also 
suggested as it was felt that savings interfere with the quality of patient care. Thirdly, the need 
for increased openness and collaboration between pharmacists and GPs, the need for more CO- 

operation between GPs and hospital doctors and consultants in order to develop an effective 
working scheme were mentioned also. The fourth suggestion involved making a stronger effort 
to heighten patients' awareness of generics, and supply them with more information and 
reassurance regarding the changes in drugs; patients should be pro-actively informed by their GP 
about any changes in their medication. and the system should be made more transparent. Fifthly, 
there were a number of proposals regarding the necessity to enforce proper testing and 
standardisation for ~ener ic  drug, for example comparative studies on bioavailability, dissolution 
and disintegration. Finally, the recommendation to make ~harmacists fee budget neumi was put 
forward by a number of pharmacists. 



Table 2.10: Pharmacists' Recommendations on  modifications to the Scheme 

Generic prescribine should be non-branded: 
.Abolish the monetay incentive for GPs: 
Encourage co-operation benveen pharmacists and GPs and 
benveen GPs and hospital doctors and consultants: 
Efforts should be made to increase patient awareness and 
provide them with more information and reassurance; 
Promote more proper testing and standardisation of generic 
drug.; 
Pharmacists should be made fee-budnet neutral: 

Respondents 

15% 
15% 



PATIENTS 

Introduction: Description of the Patients Sample 

A postal questionnaire was sent to a sample of 1.000 patients throughout the counay. These 
were comprised of a random selection of patients of those general practitioners surveyed earlier 
( 5  patlents per GP). 289 patients responded. i.e. there was a 29 per cent response rate. In order 
to rase this response rate and to determine whether the initial respondents were representative of 
the entire patient population. a funher 50 patients from the original random sample were 
selected and of those a total of 39 responded. From this. second sample 19 penonal interviews 
were undertaken and the remainin~ 20 patients were surveyed via a telephone interview. Hence 
the ag~regated response rate was j 3  per cent. 

Tab le  3.1: S a m p l e  Composition 

Sample Composition 
,Age Category 

-ocation of Residence 

rota1 number of Respondents 

Submup 
<25 years 
25-44 years 
45-64 years 
65-84 years 
>85 yean 

Male 
Female 

City 
Town 
Rural 

Value 
I % 

As shown in Table 3.1. we find a rather evenly distributed cross-section of  patients that vary 
across gender and location of residence. However. as expected there are very few patients in the  
younger~m~ddle age groups, and over half of the sample is in the 65-84 years age group. This is 
due to the parameters which were selected for the patients sample. . 

Cltanges in Medication 

In Table 3.2 patients' views on the changes in medication as a result of the policy are examined. 
The overwhelming majority of respondents have a medical condition that has required constant 
drug treatment over the pist four years. Over a quarter of respondents who have been on 
medication for a long-term condition said that they have experienced more frequent changes in 
their medication in the past two years than in the previous two years and 33 per cent o f  
respondents said that their medication for a long-term condition has changed in the past year. Of 
those who went onto describe the changes in their medication the most Frequently occurring 
changes mentioned by patients were as follows; the replacement of patients old medicine with a 
totally different dtug, the replacement of patients' old medication with a different brand of the 
same medicine and an increase in the amount of patients' old medicine. 

In relation to explanations given by their doctors for the changes in the types of drugs prescribed 
in the past year. most patients said that they received an explanation from their doctor. The  
most common types of changes in patients' medication mentioned by doctors were changes to a 
different brand of the same medicine. and changes to a different type of medicine. According t o  
those respondents who had their medication changed in the past year. the reason for the change 
emphasised most by their doctor was that the new medicine was better for them. There appears 
to be overwhelming patient satisfaction with the reasons given by doctors for the changes in 
medication with 95 per cent of patients saying they are content. Similarly, 83 per cent of  



patients said they are satisfied with the chanee in medicine and of those, an improvement in 
patienrs' medical condition was the most popular reason for the high rating of satisfaction. Of 
those who are not satisfied with the changes in medication. the most common reason given was 
that their condition has not improved. ., , 

I 
I 



Table  3.2: Changes in Patients'  Medication and Satisfaction Regarding These 
C h a n g e s  

Frequency 

Have you got a condition that has required consrant drug rreatmen 
over the past 4 years'? 
No 
Yes 

If you have been on medication for a long-term condition. haw 
there been more frequent changes in medication in the past 2 year! 
than in the previous 2 years'? 
No 
Yes 

'f you have been on medication for a long-term condition, has you1 
nedicine changed in any way in the past year'? 
'40 1 
t'es r 
fyes. please indicate in what way your medication has changed in 
he past year: 
Rere was an increase in the amount of your old medicine; 
(our old medicine was stopped completely; 
(our old medicine was replaced with a totally different drug; 
(our old medicine was replaced with a difference brand of  the same 
nedicine: 
here  was a decrease in the amount of your old medicine; 

:he last time your doctor changed your medication, did helshe 
xplain to you the reasons for the changes in the types of drugs 
lrescnbed to you? 
lo  
les 
f yes. please indicate from the following list what the doctor said 
bout the new medicine; 
t was the same medicine but a different brand 
t was a different type of medicine 
h e  medicine was no longer necessary for your condition and 
hanges in lifestyle were recommended instead 
hher 

f your doctor told you why the changes were made. which of the 
~ilowing reasons were emphasised the most? 
h e  new medicine was betrer for you; 
he new medicine was less expensive: 
, non-drug neaunent would be betrer for you: 
Ither: 

I'ere you happy w t h  the answer glven? 
'erv happy 
omewhat happy 
Inhappy 
'erv unhaopv 

Percentage 
of  

Respondenf 

5% 
95% 

73% 
27% 

67% 
33% 

18% 
7% 

3 8% 
32% 

6% 

16% 
84% 

41% 
40% 
9% 

21% 

68% 
12% 
6% 
18% 

59% 
36% 
4% 
1% 

174 



Table 3.2: Changes in Patients' Medication and  Satisfaction Regarding These  
Changes (continued from the previous page) 

How would you rate your sat~siact~on regarding the change in 
medication? 
Satisfied 
Unsatisfied 
If Satisfied. please indicate the reason: 
Your condition has improved: 
The treatment is more convenient to use; 
If Unsatisfied. please indicate the reason: 
Your condition has not improved: 
The treatment is more complicated to use: 
There are too manv changes in vour medication: 

Patients ' Relationship with Pharmacist 

There appears to be a potentla1 adv~sory role for pharmacists according to the respondents, with 
66 per cent of patlents saylng that pharmacists should have a bigger role in advising patients 
about thew medication. Simrlarly, apan from telling patients how to take their medication, 39 
per cent of patlents sa~d that rhe~r pharmacist gave them additional information about the change 
in thew medicine. 

Improvement in Qualig of Care and Patients' Satisfaction Ratings 

Respondents were asked a number of questions in order to examine whether or not they have 
noticed an improvement in care provided to them in their doctor's surgery over the past three 
years. The variation, shown in Table 3.3 is interesting and in general there are mixed reactions 
regarding patients' satisfaction ratings, with the numbers of patients who said they have noticed 
an improvement clearly divided. While 65 per cent of patients said they have noticed an 
improvement in the condition of their doctor's surgery over the past three years, over a third 
said they have not noticed any improvement. In addition, 59 per cent said they have noticed a 
larger range of services at their doctor's surgery while just under half said that they have noticed 
shoner waiting times in their doctor's surgeries. About half the respondents said they have 
noticed increased numbers of staE. Moreover there is a divergence of views among patients in 
relation to the quality of care provided to them by their doctor, with half of the respondents 
saying it has remained the same. while 46 per cent mention an improvement. 



Table  3.3: Improvement  in Quality of C a r e  a n d  Patients' Satisfaction Ratings 

Please tndicate ~f you have not~ced as tmprovement in care 
prowded to you by your doctor in the following areas ovel 
the oast 3 vears: 

Improvement in the condition of your doctor's surgery; 

.A larger ranee of services available at your doctor's practice: 

[ncreased numbers of staff in your doctor's practice (e.g. 
extra nurses, doctors and secretaries); 

Shorter waiting times; 

Other: 
Do you think that the qualiry of patient care being provided 
by your doctor in recent years has: 
[mproved greatly; 
Improved somewhat; 
Remains the same: 
Disimproved somewhat; 
Disimproved ereatlv: 

Yes % 

65% 

59% 

47% 

52% 

13% 

Patients' Rights and Patient Information 

As Table 3.4 shows. the bulk of respondents are oblivious of the IDTSS, with almost three 
quaners of patients saying they were not aware that individual GP practices and the national 
infrasmcture can benefit from doctors prescribing less expensive medicine. However, most 
respondents a p e d  that patients ought to be fully informed of the policy by a general 
information leaflet provided by the Department of Health which should be available in doctors' 
surgeries, and nearly all patients said they would read such a leaflet. Furthermore, there is a clear 
majority of patients in favour of the establishment of a patients' association to input into 
decision making on the policy. While 69 per cent of patients believe they should know whether 
their doctor is a high-saver, low-saver or non-saver, almost all patients agree that doctors should 
inform them of any changes in medication in cases where a well known medication is changed for 
a new. less expensive treatment. There is a clear divide evident in patients opinions on the  
possibility of a conflict of interest arising between doctors' desire to save money through less 
expensive medicine and the quality of patient care. with 47 per cent agreeing that such a conflict 
of interest could arise in contrast to 53 per cent who disagree. Moreover, it is particularly 
interesting to find that over half of the respondents w e n  willing to consume less expensive 
versions of drugs so that savings can be invested in improving other aspects of the health care 
system. and 43 per cent said they would be willing to tolerate more frequent doses of a dmg each 
day in order to allow savings to be made through the policy. 



Table  3.4: Patients '  Rights and Patient  Information 

Are you aware that individual GP practices and the national GI 
inirastrucrure can benetit from doctors prescribing less expensiv, 
drugs? 

Do you think that patients should be fully informed by a genera 
infomarion leatlet provided by the Department of Health on tht 
policy? 

I Would you read such a leaflet if it was available? 

Should the Department of Health encourage the formation of a 
patients' association to input into decision making on the policy? 

I Do you think you should know whether your doctor is a high or low 
saver? 1 

Should doctors inform patients of any changes in medication in 
cases where a well known medication is being changed for a new, 
less expensive treatment? 

Do you feel a conflict of interest could ever arise between doctors' 
desire to save money through less expensive medication and the 
quality of patient care? 

Are you prepared to consume less expensive versions of drugs so 
that savings can be invested in other aspects of health care by GPs ? 

Would you be willing to tolerate more frequent doses of less 
expensive versions of dmgs each day in order to allow savings to be 
made through the policv? 

Percentage of 
Respondents 

Yes 
27% 

No 
73% 

- 



Patients' Experience of in-Patient Hospital Treatment 

As shown in Table 3.5. a total of 32 per cent of respondents said they have been in hospital as an 
in-patient over the past year and the most of them were taking medication while in hospital. f n  
addition. 17 per cent of those who have been in hospital as an in-patient over the past year, have 
had rheir medication prescribed to them by the hospital changed by rheir doctor on discharge. 
Chang~ng the patients' hoso~ral medication to a totally different type was the most common wav 
in wnlch medication was changed. 

Table 3.5: In-Patient  Hospital Trea tment  of Respondents 

Have you been in hospital' as an in-patient over the past 
year? 
No 
Yes 
If  yes, were you taking medication while in hospital? 
Yes 
No 

/ 

Did your doctor 'change the medication prescribed to 
you by the hospital on discharge? 
No 
Yes 

If yes, by which of  the following ways did your GP 
zhange the hospital prescription? 
By stopping the medicine you were taking in hospital; 
By changing the medicine to a totally different type; 
By changing the medicine to a different brand of the 
jame medicine: 

Frequency Percentage of 
Respondents 

- 

Table 3.6 outlines the information and explanations given by GPs to their patients for the 
changes in medication. Of those patients who had their medication changed by their GP on . 
discharge from hospital, almost three quarters asked their doctor for information about the 
change in medication and the majority received information about the change from their doctor. 
The information mentioned most frequently regarding the change in medication was that it was a 
different medicine. There is a divide between patients regarding the reasons given by their doctor 
for changing the hospital medication. with just over half of those who had their hospital 
medication changed on discharpe saying their doctor gave them reasons for the change. The  
most popular reason given by doctors for the change was that the new medication was better for 
patients. The bulk of patients were happy with the reasons given by their doctor for the change 
in rheir hospital medication. 



Table  3.6: Changes  by GPs in Respondents '  Hospital   medication a n d  the Reasons 
Given f o r  the  Changes  

Did ?ou ask !our doctor for ~nformat~on about the 
~ h m p e  in  meamtlon? 
Yes 
'Vo 

Did your doctor give o u  any iniomation about the 
change of medicat~on? 
N 0 

Yes 
If  yes, what did heishe tell you? 
It was the same medicine but a different brand; 
It was a different medicine: 
That the medicine you were taking in hospital was nc 
longer necessarv; 

3id your dopror give you reasons for changing the 
nedicine you were given in hospital? 
i o  
Yes 
f yes, what did he/she tell you'? 
The new medicine was bener for  you: 
[he new medicine was iess expensive: 
[he medicine taken in hospital was no longer 
lecessary; 

Nere you happy with the reasons given by your 
locror? 
(es 
40 

Frequency Percenrage ol 
Respondents 

Comparison of the responses rendered in the postal questionnaires with those elicited from the 39 
participants in direct interviews revealed no differences of opinion, indicating that respondents 
were representative of the overall patient population. 



INTER-GROUP ISSUES: GENERAL PRACTITIONERS AND PHARMACISTS 

For the purposes of this section of the report the Pearson Chi-square Test is used in order t o  
compare the opinions of GPs and pharmacists on a number of common questions which both 
croups were asked in the survey.' Only those questions on which differences which are significant 
ip ro the .Oj cur-off pomt are malysed in this section. When reading the results of the analysis. 
it is pernaps useiul to remember that the p-value has differences levels of significance; 

* p<.05= moderate significant difference 
t * p<.O I =  strong significant difference 
' **  p<.OO I =  e y  strong significant difference 

Prescribing Policy: GMS Patients Compared with Private Patientr 

This section examines the principle differences among GPs and pharmacists in relation to their 
perspectives on the impact of the IDTSS. There are substantial differences in the views o f  
docton and pharmacists regarding the quality of prescribing provided to GMS patients under the  
policy, which are clearly evident in Table 4.1. While the former tend to generally believe that  
the quality is the samC as that provided to private patients (84 per cent), the latter tend to have a 
negative anitude towards equity in the quality of prescribing with 60 per cent saying the quality 
of prescribing to GMS patients is inferior to private patients. Pharmacists generally feel that the 
introduction of the policy has had an impact on the quality of prescribing to GMS patients ( 6 8  
per cent) while just over half of the GPs agree. However what is of particular interest is the 
respondents opinions on the positive or negative impact of the policy, with the bulk o f  
pharmacists saying the impact has been negative in contrast to most of the GPs who believe the 
impact has been positive. 

I ' Note: In this sectlon ot the report, tables ~ndlcatmg 'GP %' and 'Pharmacist %', refer to t h e  
percentage ot respondents who parhc~pated m the survev. 



T a b l e  4.1: T h e  Quality of Prescribing Provided to GMS Patients C o m p a r e d  to Private - 
Pat ients  u n d e r  the  IDTSS 

In relation to the quality of prescribing provided to  
G l l S  patients under the ?oIicy. is it in general? 
The same as that prov~aed to prwate patients:'** 
interior to that provided to private patients: "* 
Superior to that provided to private patients: 

Do you think that the inrroduct~on of the policy has 
had an impact on the quality of prescribing to GMS 
patients'? 
No * . . 

Yes * 
If yes, has the overall impact of the policy been 
positive or negative for the patient? 
Positive * * *  
Venative *** 

Pharmacist % 

j 3 %  
60% 
7% 

32% 
68% 

12% 
88% 

Similarly, when asked about the rate of use of novel drugs for GMS patients compared to private 
patienrs. we find a strong divergence of views among both groups evident in Table 4.2. Whereas 
most GPs (71 per cent) said the rate of use had not modified as a result of  the policy, most 
pharmacists held the opposite view with 61 per cent saying the rate of use of novel drugs for 
GMS patients compared to private patienrs had slowed down. Furthermore, we fmd that the 
majority of GPs disagree with the notion that the policy has resulted in GMS patients lagging 
behind private patients in receiving novel medications in contrast to a substantial number o f  
pharmacists who agree with the standpoint. 

T a b l e  4.2: The Rate of Use of Novel Drugs  fo r  GMS Patients i n  Compar i son  to Private 
P a t i e n t s  

As a result of the policy, has the frequency with 
which novel drugs are introduced to GMS - 
patientsa** 
Accelerated 
Slowed down 
Not modified 

Don't know I 4% 

Would you a q e e  that the policy has resulted in 
GMS patients lagging behind private patients in 
rece~ving novel medications!*** 
Agree 
Disagree 

12% 
S 4% 



GPs' and Pharmacists' opinions on whether or not the policy has influenced the rate of use of a 
number of specific d rup  for GMS patients compared to private patients was examined in Table 
4 .  There is a substantial dispariry of views regarding the rate of use of Inhaled Steroids, SSU's 
and Lipid Lowering Drugs for the two groups of patients. with significantly more pharmacists 
saving , - that the rate of use of rhese drugs has been influenced by the policy, in comparison to Gps. 
Funhermore. of those who said that the rate of use of these drugs has been influenced by the 
polic?. j~y i f i cmt ly  more pharmacists say that the rate of use of these d rug  has diminished for 
(;his patienis compared to private patients. 

In crder to compare GPs and pharmacists v iew on the rate of use of Anti-Peptic Ulcer 
Trexmenrs tbr GMS patients compared to private patients. we oniv compared those respondents 
wno j a ~ d  thar the policy had resulted in either an increase (more) or decrease (less) in the use of  
these drugs. Those GPs who said the policy had not altered the rate of use were omitted from the 
comparisons. Of the respondents who believe the rate of use has been influenced by the policy, 
there is no significant difference regarding the opinions of the GPs and pharmacists in relation t o  
the use of Anti-Acids and HZBlockers. with respective majorities saying that the rate of use o f  
these two treatments had increased since the introduction of the policy. However, there are 
significant differences of opinion regarding the rate of use of Proton Pump Inhibitors and 
Helicobacter Options. While 77 per cent of pharmacists say that the policy has resulted in less 
use of Proton Pump Inhibitors for GMS patients compared to private patients, the corresponding 
figure for GPs is 58 perlcent. Similarly, while 80 per cent of pharmacists say that the policy has 
resulted in less use of Helicobacter Options for GMS patients compared to private patients, the 
corresponding figure for GPs is 33 per cent. 

Tab le  4.3: CPs' a n d  Pharmacists '  Views o n  Whether  the Policy has Influenced t h e  
Ra te  of Use of the  Following Drugs fo r  GMS Patients C o m p a r e d  to Private Patients 

S S R l ' s  I 79% 
1 / 50% 1 - i O %  jZ?6 48% 

Lipid Lowering Si"b 5>?4 4796 I 54% 1 4 6 O h  1 25% 

Inhaled Steroids 

Anti-Acids 
H2Blocken 

Pharmacist % 

Dmas I I I I 1 I 1 I 

.... .. . 

Proton Pump inhibitors 42% 58% 23% 77% 
Helicobacter Options 67% 33% 10% 80% 

No 
GP O6 

Anri-Peptic Ulcer Tremnent: 

Note: Analysis regardinn the rate of use of Anti-Peptic Ulcer Treatment is limited only to those 
respondents %ho believe that the policy has had an influence (either more or less) on the rate of  
use of these drugs for GMS patienrs compared to private patients. 

No 

G P  "0 Pharmacist % 
More 1 Less 1 More 1 Less 

67% I 33% 1 54% 1 56% 

Yes 

99" 1 l l?6 1 87% I lj?6 

Yes LfYes 
Enhanced Diminished 

I f  Yes 
Enhanced Diminished 



Qua fig of Patient Care 1 
GPs' and pharmacists' opinions on the quality of patient care since the introduction of the 
IDTSS are presented in Table 4.4. 

Of concern is the fact that 27  per cent of pharmacists say they have seen patients who have been 
denled necessary medication because of the policy and I S  per cent of GPs say they know of  
doctors ivho deny patients oprimum drug treatment 2s s consequence of the policy. There is 
some difference ot' opinion among rhe :roups on the issue of GPs changing hospital prescriptions. 
with 56 per cent oidoctors saving that the rate at nhich they modify hospital prescriptions as a 
result o t  the policy has increased compared to 70 per cent of pharmacists who believe that the 
rate has increased. Of those who went on to elaborate on how the changing of hospital 
prescriptions by GPs has affected the quality of patient care, we see contrariety of opinion 
among the GPs and pharmacists wirh all the GPs saying that the changes had a positive affect in 
contrast to the majority of pharmacists who believe the changing of hospital scripts has had a 
negative impact on the quality of patient care. In addition, we find a clear disparity of opinion 
among the two groups when asked whether the policy has indirectly led to a reduction in the 
quality of patient care for vulnerable groups such as the elderly and chronically sick, with 10 per 
cent of doctors agreeing with the statement compared to more than half of  the pharmacists. 
View points on the frequency with which GPs use non-drug treatment in preference to prescribing 
drugs are also very /different, with 65 per cent of pharmacists saying that the frequency with 
which GPs use non-drug treatment in preference to prescribing drugs has remained the same since 
the introduction of the policy, compared to over a third of GPs. In relation to respondents views 
on the reliability of generic drugs, while the difference of opinion among the two groups is not 
statistically signiticant (p=.O51) it is worth noting, with GPs slightly more positive towards 
generics than pharmacists: half the pharmacists believe some generics are unreliable in contrast to 
38 per cent of GPs. 



Table 4.4: GPs' and Pharmacists '  Views o n  t h e  Quality of Pat ient  Care 

Do you know of doctors who deny patients optimur 
drug treatment or have you seen patients who have bee 
denied necessary medication as a result of th 
policy?*** 
Yes 
N 0 

Has the rate at irhtch hos~ttal  prescrlptlons ar 
modified by GPs:* 
Increased 
Decreased 
Remained the same 

How have these changes in hospital prescription: 
lffected the quality of patient care?*** 
Positively 
Vegatively I 

The policy has indirectly led to a reduction in thr 
quality of patient care for vulnerable groups ( e.g 
:Iderly and very sick):*** 
4gree 
%agree 
3on't know 

The frequency with which GPs use non-drug treatmen) 
n preference to prescribing drugs*** 
ncreased 
iemained the same 
lecreased 

Pharmacist % 7 

GPs' and Pharmucists' Relationship with Patients 

We shall now e m i n e  pharmacists and GPs experiences and views on a number of issues including 
patient complaints, patients' awareness of the policy and patients' rights. From Table 4.5, we 
find that there is a notable difference of opinion evident on the subject of patient complaints. 
with 81 per cent of pharmacists saying they experienced patient complaints about changes in 
medication as a result of the policy compared to 58 per cent of GPs. Both groups quoted changes 
to a generic brand as the most frequently occurring patient complaint, however as shown in Table 
4.5. there were large differences apparent in relation to the other complaints, such as GPs ceasing 
to prescribe a medication. change in the nature of the medication and changes in the fornulation 
of medicine. Regarding patlent awareness of the policy, there are obvious differences of opinion 
with 59 per cent of GPs saying their patients are aware of the IDTSS. while less than a quaner of 
pharmacists believe that patients are aware of the policy. Both groups largely agree that patients 
should be informed of any changes in medicanon in cases where a well known medication is 
changed for a new. less expensive treatment. While there is not a statistically significant 
difference among the two eroups with respect to their views on whether the Depamnent of 
Health should encourage the formation of a patients association to input into decision making on 
the policy, nevertheless it is interesting to tind a clear division within both groups with 52 Per 
cent of GPs against this proposal and 5 7  per cent of pharmacists opposed to the idea 



Table 4.5: GPs' and Pharmacists' Relationship with ~ $ t i e n t s  

Have vou anv experience of patient complaints abou I . I . .  . 
changed in rneu~cat~on as a result of the policy'?*** 
s 0 

Yes 
if yes. what have these complaints centred o n ?  
G? ceasing to prescribing a rneaicatlon4** 
Change in the nature o i rhe  rneuicmon"' 
Chanees in formulation* 
Changes to a generic brand 

Are patients aware of the LDTSS?*** 
No 
Yes 
Yes. some 

Should doctors inform patients in cases where a well 
known rnedication'is changed for a new. less expensive 
treatment:" 
Yes 
No 

Should the Department of Health encouraee the 
formation of a patients association'? 
Yes 

Pharmacist ? 

19% 
81% 

59% 
58% 
25% 
87% 

77% 
23% 

98% 
2% 

42% 
5 7% 



The Ethics of the Policy 

Once again from Table 4.6. we find an apparent divergence of views among the GPs and 
pharmacists on the ethical dimension of the IDTSS. While 37 per cent of the former a p e  that  
there are ethical dilemmas with the policv. 62 per cenr of the laner acknowledge ethical 
dilemmas. Of those \\no went on to give reasons for their opinions. the discrepancy between 
optimum patient care on the one hand and the monetary incentive for doctors on the other was 
the principle reason mentioned by both groups. Funhemore. a clear contrast of  opinions was 
found when respondents were asked schether the scheme has led to an overemphasis upon the  
costs of drugs, with the rna:lor~r). of pharmacists agreeing with the statement in conhast to less 
than half the GPs. 

Table 4.6: GPs '  and Pharmacis t s '  Views on t h e  Ethics of the IDTSS 

Do you see any ethical dilemmas with the 
scheme?*** 
No  
Yes 

The scheme has led to an over-emphasis upon the 
cost of drugs;"' 
A g e e  
D i s a p e  
Don't know 

Pharmacist % 



IYTRA-GROUP ISSUES : 
P.4TIENTS OF HIGH-SAVING GPS AND PATIENTS OF NON-SAMNG GPS, AND 

HIGH-SAVING .LYD NON-SAVING GENERAL PRACTITIONERS 

T h i ~  jSCtiOn eumines  those areas iinere there are marked differences in the views of the high. 
aving and non-savlnr GPs. 

For the purposes of this Smion o i  the repon the Pearson Chi-square Test is used in order to  
compare the opinions of the high-saving and non-saving GPs. Only differences which are 
significant up to the .05 cut-off point are anaiysed in this section. 

INTRA-GROUP ISSUES : PATIENTS OF HIGH-SAVING AND NON-SAWG 
GENERAL PRACIlTIONERS 

For the purposes of intra-group analysis. patients were compared on the basis pf whether their GP 
was a high-saver or non-saver. However, there were no statistically significGt differences found 
among these two groups when the answers to each question in the questionnaire were correlated 
with the type of doctor (high-saver or non-saver) which the patients had. Respondents were 
nenerally unaware of the workings of the policy and did not notice a difference in their GPs' 
prescribing behaviour since the introduction of the policy. 

INTRA-GROUP ISSUES : HIGH-SAVING GPS AND NONSAVING GPS 

Prescribing Practices 

General  Prescribing Patterns: In reviewing doctors views on the quality of  prescribing for 
patients under the IDTSS in Table 5.1.  a noticeable difference of opinion among the two groups 
of GPs is evident. The frequency with which GPs use non-drug treatment in preference t o  
prescribing drugs varies according to the type of GP; whereas 72 per cent of the high saving GPs 
say the frequency with which they use non-drug treatment has increased as a result of the policy, 
the corresponding figure for the non-saving GPs is 47 per cent. Moreover, t h e n  is a clear 
divergence of opinion among the two groups of GPs in relation to the frequency with which they 
introduce non-drug treatment in preierence to prescribing drugs for GMS patients, with the high- 
savers twice a s  likely to use non-drug treatment compared to the non-savers. There is no  
significant difference among the GPs in relation to their positions on whether or not the policy 
has had an impact on the qualit). of prescribing to GMS patients with both groups having mixed 
views on it's impact. However. of those who said that the IDTSS has had an impact on the 
quality of prescribing to GMS patients. almost all the high-saving GPs said that the overall impact 
has been a positive one. while 17 per cent of the non-saving GPs feel that the overall impact has 
been negative. With regards to the prescribing confidence of GPs. we find that the high-savers are 
yenerally more confident about their prescribing habits in conmast to the non-savers. 

' Note: In t h ~ ~  sec'on ok the report, percentaqes quoted for 'Tvpe of Doctor' (1.e. hlgh-saver or nor- 
>aver), refer onlv to those respondents who partmpated m the survey. 



Table 5.1: Prescribing Practices by Type  of  Doctor 

Has the frequency with which you use non-dm! 
treatment in preierence to prescribing drugs:** 
increased 
Rernamed the same 
Decreased 

Has the frequency with which you use non-dm! 
treatment in preierence to prescribing drugs for GW 
patients:"' 
Increased 
Remained the same 
Decreased 

Do you think that the introduction of the policy has 
had an impact on the quality of prescribing to GLMS 
patients? 
No 
Yes 
If yes, has the overall impact of the policy on the 
quality of prescribing to GMS patients ' 
Positive 
Negative 

General Practitioners feel more confident about their 
prescribing habits:' 
Agree 
Disagree 

p<.OOI 

Tvoe of  Doctor 

GMS Patients Compared to Private Patients: With regards to the quality of  prescribing . 
provided to GMS patients in comparlson to prwate patients under the IDTSS, there is a notable 
c o n m t  among the two groups of GPs. As Table 5.2 shows, while 12 per cent of the non-savers 
say that the quality of prescribing is aferior to that of private patients, only 2 per cent of high- 
savers hold this belief. 

Tab le  5.2: T h e  Quality of Prescribing Provided t o  GMS patients U n d e r  the IDTSS by 
T y p e  of Doctor  

I I Type of  Doctor I 

I In relation to the quality of prescribing to GMS patients 
~ieh-&ver Non-saver 

under the policy, is it in general:' 
The same as that provided to private patients: 
Inferior to that provided to private patients: 
Superior to that provided to private patients: 

87% 
2% 
1 1 %  

82% 
12% 
6% 



Quality of Patient Care 

~ p s  views on the impact of :he introduction of the IDTSS on quality of patient c a n  issues are 
presented in Table 5.3. Hien sawn: GPs eenerally tend to believe that the policy has hid an 
impact on the quality o i  pauent care 167 per cent) in comparison to less than half of the non- 
savers I 49 per cent). Funhermore. of' those GPs who feel the policy has had an impact on the 
quality of patient care. n e  find a pronounced difference of opinion among the nvo groups, with 
almost all of the hieh-savers saying that the impact has  been positive in contrast to just over 
three quaners of non-savers. In addition. there are substantial differences among the two groups 
of GPs in relation to the impact of the policy on optimum patient care. Both groups differ 
substantially on this subjecr with 30 per cent of non-savers saying they know of  doctors who 
deny patients' optimum drug treatment as a consequence of the policy, in contrast to 7 per cent 
of high-savers. Similarly, there are obvious differences in relation to their views on whether o r  
not the policy has indirectly led to a reduction in the quality of patient care for vulnerable groups 
such as the elderly and very sick. with 17 per cent of non-savers agreeing with the statement in 
contrast to 4 per cent of high-savers. 

I 

Table  5.3: T h e  Impact of t h e  Introduction of Indicative Prescr ib ing o n  Quality of  
Pat ient  C a r e  Issues by Type of  Doctor 

Do you think that the introduction of indicative prescribing 
has had an impact on the quality of patient care?' 
No 
Yes 
If yes. has the impact been:* 
Positive 
Negative 

Do you know of docton who deny patients optimum drug 
treatment as a consequence of the policy?*** 
Yes 
No 

The policy has indirectly led to a reduction in the quality of 
patient care for vulnerable groups:** 
Agree 
Disagree 
Don't know 

Type of  Doctor 
High-saver 

Doctors' Perceptions of the Reliability of Generic Drugs: As Table 5.4 shows the 
reliability of generic drugs varies according to the type of GP; while just under half of the non- 
savers believe that some seneric drugs are inreliable. the corresponding figure for the high-savers 
is a good deal less at 79 per cent. 



Table  5.4: The Reliability of Generic D ~ g s  by T y p e  of  Doctor  

Do you believe that some eeneric drugs are unreliable?* 
Yes 
U o  

GPs' Relationship with Patieno 

There is a disparity of views among the two groups of GPs in relation to 
caused by the policy on patients. While 18 per cent of the high-savers b 
of patients who return to the surgery confused or dissatisfied has incre 
figure for the non-savers is much higher for the non-savers at 36 per cen 

The Ethics of the Policy 

As Table 5.5 shows, of those who answered the direct questions about the 
costs. there is a disparity of views evident with the non-savers generally m 
the ethics of the scheme than the high-savers. The view that the sche 
emphasis on the costs of drugs with the result that other elements in health cars h 
neglected was upheld by 61 per cent of the non-savers in comparison t 
savers. Similarly, the notion that savings from the policy have resul 
other sections of the health care system, for example relapses, more hospital 
additional investigations, was supported by a fifth of the non-savers c 
high-savers. 

Tab le  5.5: T h e  Impac t  of the  Scheme o n  Costs by T y p e  of Doctor  

Type of Doctor 
Hieh-saver Non-saver 

Savings from the policy have resulted in increased 
costs on other sections ~f the health care system * 
Agree 

- Disaeree 

29% 
- 1  "a 

. 
The scheme has led to an over-emphasis upon the 
costs of .  drugs with the result that other cost 
elements in health care have been neglected* 
Agree 
Disagree 

- 

48% 
52% 

L p<.05 

9% 
91% 

Type of doctor 
Hi&-saver Non-saver 

20% 
80% 

43% 
57% 

61% 
39% 



The Benejb and Disadvantages ofthe Scheme For Doctors and Patients 

There are a number of notable differences of opinion among the two groups of  doctors 
concernme the advantages and disadvantages of the policy for both doctors and patients that are 
wonh examining. 5 

Benefits of t/re Scheme 

Benetits of the Scheme for Doctors: Table 5.6 outlines the different perceptions among the 
nvo groups in relation to the benerirs of the scheme for doctors. The principle benefit for 
doctors. quoted by a total of 56 per cent or' GPs. was that doctors can reinvest in their practice. 
savings made as a result o t  the policy. However. there are marked differences among the high- 
savers and non-savers. with substantially more of the former in suppon of this benefit than the 
latter (64 per cent and 47 per cent respectively). It is not surprising to find that of the 10 per 
cent of GPs who said that the IDTSS was of no benefit to doctors, the bulk of  these are non- 
saving doctors (18 per cent) while the corresponding figure for the high-saving doctors is a mere 
2 per cent. 

Tab le  5.6: Benefits of the Scheme fo r  Doctors by T y p e  of Doctor 

Benefits of the Scheme for Patients: In addition, the diverging opinions of  both groups o n  
the benefits of the scheme to patients are presented in Table 5.7. While a total of 39 per cent o f  
GPs mention more rational prescribing by doctors as a benefit for patients, we see that this 
benefit is upheld by subsrantial1y more of the high-savers than non-savers (48 per cent and 30  per 
cent respectively). Furthermore. while almost a quarter of GPs say that patients am more 
educated, informed and aware since the introduction of the policy. ' i  >st of  the high-savers 
who cite this benefit (32 per cent) in comparison to only 12 per c ..- :,e non-savers. Once 
again it is not surprising to discover that of the quarter of GPs who : ..s .:: the policy has been 
of no benefit to patients. over a third of the non-savers are of this v1es-;2oint in comparison t o  
17 per cent of high-savers. 

Tab le  5.7: Benefits of the  Scheme for  Patients by T y p e  o f  Doctor 

Benetits of the Scheme for Patients Type of doctor Total % 
Hieh-saver Non-saver 

Patients benefit from more rational prescribing 48% 3 0% 39% 
of drugs* 
Patients are more educated. informed and 32% 12% 23% 
aware** 
None* 17% 54% 25% 

" Note: In tables 5.6 to 5.9, the 'Total "6' figure reters to the total percentage of respondents who 
answered the queshons, while the 'high-saver' and 'non-saver' percentages shew the b t e a k d o ~ n  of 
the 'Total %' figure. 
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Disadvantages of the Scheme 

Disadvantage of the Scheme for Doctors: The disadvantages of the scheme for doctors by 
type of doctor are presented in Table 5.8. While the time consuming drawback was mentioned by 
w e r  a. fifth o i  respondents in total. we find that the two _eoups differ. although not statistically 
significantly. an [heir opmions of this disadvantage. with 27 per cent of high-savers mentioning 
this disadvantage in comparison to I 5  per cent of non-savers. In addition, it is not very 
surprising to tind that o i  the 20 per cent of GPs who said that pressure to stay within the drugs 
budget as a disadvantage ior doctors. 2 ;  per cent o i  these were non-savers in contrast to only I 1 
per cent of high-savers. 

Table  5.8: Disadvantage of t h e  Scheme fo r  Doctors by T y p e  of  Doctor  

1 Disadvantage of the Scheme for Doctors I Type of Docror 1 Total % I 

Disadvantage of the Scheme for Patients: The substantial variations in the two 
GPs' anitudes towards the disadvantages of the scheme for patients are shown in Ta 
While a total of 15 per cent of GPs mentioned that patients may not receive optimum tr 
as a result of the policy, we find that the greatest proponion of these are non-saving d 
per cent), while the corresponding figure for the high-savers is 7%. Furthermore, while 
71 per cent of GPs said that the policy has not led to any disadvantages for patients, ' 

surprising to find that the high-savers are more positive than non-savers (79 per cent an 
cent respectively). 

Table  5.9: Disadvantage of t h e  Scheme fo r  Patients by T y p e  of  Doctor  

Total % 

15% 
71% 

Disadvantage of the Scheme for Patients 

Patients may not receive optimum treatmenti* 
None* 

Type of Doctor 
Hieh-saver Non-saver 

7% 
79% 

24% 
62% 



In the coune of their submissions to the Review Group, several organisations suggested that the  
IDTSS had encouraged general practitionen to alter the treatment regimes prescribed to patients 
by hospital physicians. Allegations were made that patient care suffered as a consequence. T o  
complement the information available from the surveys of general practitioners and pharmacists 
a limited survey of hospital physicians was carried out. 

Samoie characteristics. 

FiFry consultant physicians. a random sample from the mailing list of The Association for 
internal Medicine. were surveyed by postal questionnaire. The survey was conducted by the 
Ciiairman of rhe review group. 

Thirty six of the 50 physicians 1724'0) responded. 

Findings were as follows: 
Q. Have you been aware prior to this commun~cation of the Indicative Prescribing Budget and 
Incent~ve Scheme in the GIMS? 
Yes 34 
No 3 
WJ reply 0) 

1 

Q. During the past tive years have you been aware of instances when general practitioners 
subst~ruted other drugs for those you have prescribed for patients prior to their discharge from 
hospnal? 
Yes 28 
No 7 
(no reply I) 

Q. Has the frequency with which prescr~ption changes are made by general practitioners, during 
the past 5 years. 
Increased 24 
decreased 0 
remamed the same. 4 
(no reply 8) 

Q. Dur~ng the past j years have you encountered patients who have suffered an adverse clinical 
experience directly amiburable to alteration in the treatment regime you have prescribed, by the - 
general practitioner after patient discharge? 
Yes 20 
No 13 
(no reply 13) 

Q. Has the frequency with which you have encountered patients experiencing such adverse 
clinical events. during the past 5 years 
increased 15 
decreased 0 
remained the same 13 
(no reply 8) 

Q Are there any clinical conditions which you believe are less well treated by general 
practitioners. as a consequence of the mdicatwe budgetmg policy? 
Yes 19 
No I-l 
(no reply 3 )  

[ f  yes please indicate conditions: 
A large nnge  of  examples were submined. Most common among them were: Inadequate use o f  
ACE inhibitors in treating hean failure ( 5 ) ;  under-treatment of hyperlipidaemia (6); 



inappropriate treatment of asthma through greater use of questionable generic inhalers, under-use 
of spacers and of inhaled s e m i  (I); failure to use proton pump inhibitors for I oesophagitis~Barren's oesophagus (5). 

Q. From your experience in clinical practice over the past five years. have you determined that  
the indicative budgetme policy has improved patient care in any areas'? I 
Yes S 
Yo 25 
(no reply 3) 

If .es. please indicate examples. 
Among the responses: less ~ndiscrmnare use of proton pump inhibitors ( I ) ,  more rational 
a n t ~ b ~ o t ~ c  use (3); less use of NSAIDs ( 1).  

I 
Summarv 
A majority had detected an increase in the frequency with which hospital prescriptions had be& 
changed subsequent to patient discharge by general practitioners, during the past 5 ye 
respindents had encountered patients who had experienced adverse clinical experien 
of such drug substitutions. Over a third perceived an increase in the frequency of 
clinical events during this time. Nineteen respondents (53%) identified 
whose treatment had disimproved, while 8 (22%) reported that treatme 
had improved as a result of IDTSS. 



SECTION 4 

Conclusions, Recommendations And Acknowledge 



The Review Group met nvice to collate the findings of the database analysis and of the four 
surveys. I 
.Main Conclus ions .  

.A There  were changes in prescr~bing behaviour as a result of IDTSS. Savings were 
made by some aoctors rhrougn enhanced prescr~b~ng of generlc medications and the 
prescrlptlon or fewer trems per patlent per annum. leading to lower drug costs per patient. 

B There were no discernible negative effects on overall quality of prescribing . 
The indices of good prescr~bing and indices of rates of introduction of novel treatments 
did not differ according to "saving " status in the EHB database. In the surveys, general 
practitioners perceived improvement. pharmacists perceived deterioration, while patients 

I 
perceived no change.., These perceptions suggest that while the overall quality o f  
prescribing may not have disimproved. some instances of sub-optimal prescribing may 
occur as a result of the scheme. 

1 
C O n  quality of care, there a r e  no reliable data.. Doctors and pati 

perceived improvement but their view w a  not shared by pharmacists o 
physicians. Ireland lacks the instruments (eg. linked prescribing and morbidity 
to establish the veraciry of either opinion. 

D Many of the patients. doctors and pharmacists perceived q ethical dile 
conflict between the desire to reduce drug costs while maintaining optimum 

E While doctors believe that they are. and pharmacists believe that they 
patients are not aware of IDTSS. Patients believe that they should be con 
such schemes. 

F Substantial numbers of doctors and pharmacists expressed concerns about th 
some generic drug fonu~ations.  

These conclusions must be interpreted in light of the limitations to the review process. 
Any retrospective analysis may be subject to bias in sampling - both covert and overt. 
A national prescribing database updated prospectively was lacking. The Eastern Health Board 8 
data-base was used as a surrogate. but EHB residents may not truly represent the Irish population, 
and EHB doctors may have differed from thcze in other regions. 
Surveys were conducted among several actors in the Scheme. Surveys convey perceptions and are 
less reliable than a database in determining what really happened. They do convey information 
on motivation. While the response rates were good for the methodology used, there may have 
been bias in that we cannot be certain that the doctor and pharmacist respondents held similar 
views to non-respondents. A separate validation study indicated that there were no differences in 
views between respondents and non-respondents to the patients' postal survey. 

I 
Recommendations.  I 
I Introduction of further schemes aimed at influencing prescribing (or any aspect of patient 

care) should be accompanied by the establishment of prospective quality assurance 
instruments. I 

-I - Establishment of 3 national pharmacoepidemiology database  will faciiitate 
evaluation of trends in prescribing and of interventions to modify drug utilisation. This 
will be facilitated by improved archiving of GMS Payments Board data as we11 as the 

P 
introduction of o permanent unique identifier for each GMS patient. I 

J Establishment of a linked prescr~bing and morbidity database  (eg linking a national 
I 

pharmacoep~dem~ology database w~rh the Hosp~tal Inpatient Enquily -HIPE - database) 
w ~ l l  fac~l~ta te  analys~s of the consequences of future prescribing changes. I 

4 Given that demand for drug wtll continue to increase it is imperative that a mechanism 
be established whereby the relative values of different drugs can be compartd, and the t 



value of drug therapies may be compared with other therapies. There must be annual 
adjustments to indicative budgets responding to the availability of new modes of therapy, 
the ability to treat some medical conditions for the first time, and recognising the 
prescribing consequences of novel screening and preventive medicine strategies. Choices  
should be informed by professional pharrnacoeconomic evaluation. 

Promotion of Local Area Formulaw development by general practitioners, hospital 
sraif and community pharmacists will facilitate economies in prescribing, less frequent 
drug suostitut~ons and. consequently. less coniusion for patients. 

The content of these combined communiv and hospital formularies should be influenced 
by the extent of difference in drug pricing structures in the two environments. 

Branded generic prescribing should be discouraged to facilitate limiting of pharmacy 
stocks and to minimise patient confusion. A pricing tariff program (whereby the state 
pays the same price for all brands of the same drug) might be considered. 

To address concerns about the reliability of some generic medications, a formal system o f  
random sampling of marketed drugs  (proprietary and generic) to establish adequacy 
of formulation quality control should be introduced. 

GMS patients should be informed about IDTSS through a Department of Aealth 
leaflet and should be consulted pnor to the lntroductlon of further schemes that have the 
potentlal to change the quality of care . 

Perceptions that GMS and private patients are treated differently, in certain 
circumstances. suggest that a formal study of the extent and consequences of differences 
is indicated. 

In view of the potential ethical d i lemmas perceived by several groups it is essential 
that savings made on drugs are seen to be re-invested in patient care. The Department o f  
Health should establish a mechanism to quantify the benefits to patients of diverted funds. 

Pharmacists' fees should be separated from drug ingredient fees in determining 
indicative budgers to facilitate excellent co-operation between general practitioners and 
pharmacists in collaborative patient care. 
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SECTION 5 

Appendices 



Introduction 

I am from the Centre for European Socia 

College, Cork. I am ringing you about the Survey of General Practitioners relating to Ind 

Prescribing to patients in the GMS. The survey is being commissioned by the Review 

Indicative Prescribing who are assessing whether or not the scheme is ha 

quality of patient care. I assume that you have been contacted by the 

Let me assure you that I am not a member of the Review Group, but rath 

of CESR, an independent research agency contracted to undertake this survey. 

We guarantee strict confidentiality so your identity will not be made known to the Review 

i Detai ls  

..1 
1. Year of Qualification: 

t 

2. Postgraduate Degrees1 Diplomas: 

2.1. DCH 0 

2 .  DOBS 0 

3 MRCGP 0 

2.4. MICGP 0 

2 MRCP 0 

7.6. MD L l  

2.7. Other 

3. Years in Practice: 0 



Nature of Practice: 

4. I .  Single: 

4.2. Group: 

Location o i  Practice: 

I City 

5.2. Town 

5 . 3  Rural 

Staff in Practice 

6.1. Secretary: 0 
6.2 Nurse: 0 

6.3 Other: 0 

Please elaborare 

Practice Computerised: 

7.1. Yes: 0 

7.2. No: Q 

Computerised repeat prescribing: 

8.1. Yes: 0 
8.2. No: 0 

Approximate percentage of total practice list covered by GMS: 



Quality of C a r e  and  the IDTSS 

10. . i re you familiar with the indicative drug prescribing policy of the GMS? 
E 

i 0. I .  Yes: 2 

10.2. Yo: SJ i 

11. In relation to the quality of prescribing provided to GMS patients under the IDTSS, is it in 
I 

general? 

I 1.1. The same as that provided to private patients P 
I 1.7. Inferior to that provided to private patients 0 

t 
I I .j. Superior to that provided to private patients a 

12. Have you any experience of patient complaints about changes in medica 
IDTSS? 

I .  Yes 0 
12.2. No 3 

13. If you have experienced any complaints. have these centred on: (one or more 
mqv be supplied) 

13. I .  No longer prescribing a medication 
13.7. Change in the nature of the medication. e.g. the drug prescribed 5 
I .  Changes in formulation. e.g. from a once daily to a multiple 

I 
daily dose preparation P 

13.4. Changes to a genenc brand 5 
13.5. Other (Please elaborare) 

1 .  In your experience has the introduction of the policy influenced: 

14.1. The rate of inhaled steroid use in asthmatic GMS patients compared 
with private patients'? 
(i) Yes. Q 
(ii) No. 0 

If yes. has the policy diminished or enhanced steroid use'? 
(iii) Enhanced O 
(iv) Diminished O 

i 4 .2 .  The rate of use of SSRIs in GMS patients with depression compared 
with private patlents ? 
(i) Yes. P 
(ii) No. a 



If yes. has the policy diminished or enhanced SSRI use? 
(iii) Enhanced P 
(iv) Diminished Cl 

14.3. The rate of use of lipid lowering druns for GMS patients compared with 
private patients? 
( i )  Yes. 2 
( i i )  No. 2 

If yes. has the policy dimmshed or enhanced their use? 
( ~ i i )  Enhanced 1 
(iv). Dimln~shed Ll 

14.4. Doctor as you know. there are 4 main treatments for peptic ulcer disease - 
antacids, H2 blockers, Proton pump inhibators, and anti-helicobacter therapy. We 
want to examme whether the pol~cy has affected the use of these for @iS 
patients compared w ~ t h  prlvate patlents. 

(a) more or less use of Anti-Acids for GMS patients compared with 
private patients / 
( i )  More. P 
(ii) Less. P 

(b) more or less use of H2 Blockers for GMS patients compared 
with private patients 
(i i i )  More. 0 
(iv) Less. 0 

(c) more or less use of Proton Pump Inhibitors for GMS patients 
compared wnh private patients 
(v) More. P 
(vi) Less. P 

(d) more or less use of anti-helicobacter therapy for GMS patients 
compared with private patients 
(vii) More. 0 
(viii) Less. 

15. Has the policy resulted in you treating GMS patients differently from private patients 

15.1. Yes. P 
15.2. No. 0 

16. Do you think that the increase in the use generic forms of single drugs arising from the  
policy, (with varying sizes. colours. and shapes) has led to confusion amongst patients? 

16.1. Yes: a 
16.2. No: P 

17. Do you know of doctors who deny patients optimum drug treatment as a consequence o f  
the policy? 

17.1. Yes: 
17.2. No: 



Relations with the wider world as a result of the policy 

18. It has been suggested that GPs occasionally change hospital script for patients on the 
basn of cost. Do you regard thls practlce as appropriate7 

18.1. Yes: 
18.2. Yo: 

Please give your opinions on the fol1owin.g statements 

Different prlces for the same drugs wtthin hospitals contrasted with general practice 
justifies the changing of drugs prescribed by the general practitioner after the patient is 
discharged: 

19.1. Agree: Ll 
19.2. Disagree: Ll 
19.3. Don't know: ';1 

20.1. Agee:  
20.2. Disagree: 
20.3. Don't know: 

As a result of changes caused by the indicative prescribing s 
who have returned to the surgery confused or dissatisfi 
medication has increased: 

It has also been suggested that the relationship between doctors and p 
disimproved since the inrroduction of the scheme: 

21.1. Agree: 0 
2 1 2. Disagree: Ll 
2 1.3.  on‘? know: Ll 

Should doctors inform patients of any changes in medication in cases where a well known 
medication is being changed for a new, less expensive treatment ? 

22.1. Yes 
22.2. No 

Should the Department of Health encourage the formation of a patients association t o  
input into decision making on the policy ? 

23.1. Yes Ll 
23.2. Yo 0 

Effects on Prescribing Process of Policy 

24. Has participation in the indicative drug prescribing policy had any overnit effect upon 
your prescribing panerns? 

23.1. Yes: 0 
23.2. No: a 



25. As a result of the policy, has the frequency with which you use non-drug treatment in 
preference to prescribing drugs: 

25.1 . Increased 3 
2 2 .  Remained the same Ll 
1 5 . 3 .  Decreased 2 

26. Do you use a formulary In relatlon to drug prescnbing? 

16.1. Yes: 2 If )es. IS it elther: 
(I)  narlonal formulary 
(ii) formulary developed in your own practice 

26.2. No: P 

27. Since the introduction of the policy, do you substitute a generic drug for a pr 
drug, where a genenc exists? 

27.1. always 
27.2. often 
27.3. seldom 
27.4. never 

27a. If you do substitute a generic brand for a proprietary brand of drug, do you think your 
decision has had an impact upon the quality of your patients' care? 
(i) Yes: P 
(ii) No: 0 

28. Do you believe that some generic drugs are unreliable? 

28.1. Yes. 
28.2. No. 

If yes, please elaborate 

29. Since the introduction of the policy, has the Frequency with which you have discontinued 
drug treatment of chronic illnesses for GMS patients (e.g arthritis, hypertension and 
asthma) 

29.1. increased: 0 
29.2. remained the same: U 
29.3. decreased: 0 

30. Do you think that the innoduction of indicative prescribing has had an impact (either 
positive or negative) on the quality of patient care? 

30.1. Yes. P 
30.2. No. 0 



30a. [ f  yes. has this effect been posltive or negative 
(i) Positive: 3 
( i i )  Negat~ve: 3 I 

31. As a result of the policy, has the frequency with which you introduce non-drug treatment 
in preference to prescrlbine drugs ior GMS patients: 

I 
3 I .  I .  Increased 3 - 3 
J 1 .-. Remained the same 2 
3 I 3 .  Decreased 2 

32. As a result of the policy, has the rate at which you introduce novel drugs (e.g. new 
treatments such as lipid lowering agents) to GMS patients: 

32. I .  Accelerated 3 
32.1. Sloweddown ,a 
3 3 . 3  Not modified Ll I 

33. As a result of the policy has your prescription rate of novel drugs for G 
compared to private patients been: 

3 3.1. greater C l  
33.2. lesser 3 
33.3. the same P 

34. Since the introduction of the policy, do you feel that the prescribing practice, o 
doubling and trebling of total number of pills per script, by GPs has: 

34.1. Increased P 
34.2. Decreased C1 
34.3. Remained the same C1 

35. Would you agree that the policy has resulted in GUS patients lagging behind private 
patients in receiving novel medications? 1- 
35.1; Agree: 0 
3 5.2. Disagree: 0 
35.3. Don't know: C1 

36. Has the rate at which you modify hospital prescriptions as a result of the policy? 
I 

3 6.1. Increased Ll 
36.2. Remained the same L l  
3 6.3. Decreased 0 

36a. If you have changed hospital prescriptions as a result of the policy, have these changes 
affected the quality of patient care positively or negatively? 
( i )  Positively ;I 
(ii) Negatively Ll I 
(iii) Does not apply J 



37. Since the introduction of the policy, have differences in drug prescribing practice between 
hospitals and GPs 

2  7 .  I. Increased 0 
3 7 . 2 .  Decreased 0 
3 7 . 2 .  Remained the same C1 

38. Where you have changed the drug prescribed by the hospital on discharging a patient. 
there may be 4 main reasons. Please & in your opinion. which are the important 
reasons ior such changes'? 
I .  Cost savings in drugs budget by GP 0 
2 .  Clinical decision by GP that hospital prescribed P 

treatment is not necessary: 
3. The GP is not familiar with therapy and substitutes one P 

with which helshe is: 
4. The substitution is made by the GP to comply with a prior P 

agreement with the pharmacist on the range of treatments to 
be offered. 

39. As a consequence of the policy, have clinical protocols been agreed between 
your practice and local pharmacist? 

39.1 Yes 0 
39.2 No 0 

40. In the implementation of the policy, please & which of the 
greatest influence on GPs prescribing behaviour: 

40. I .  Pressure not to exceed the practice drug budget as specified by the 
Health Board 5 

40.2. The 50% cash-back mcentlve to the practlce P 
40.3. The fact that 50% of the savlngs are re-~nvested in GP infrastucture 0 



Opinions on the IDTSS 

41. Do you think that the introduction of the IDTSS has had an impact on the quality o f  
prescribing to GMS patients? 

41.1. Yes 2 
, -  - --.-; s o  2 

I 

a I f  yes. has the overall impact o i  the iDTSS been positive or neeative for the patient? 

I 
( i )  Positive 2 
( i i )  Xegative 3 

I 

42. In your opinion. what have been the benefits, if any, of the scheme PLEASE P 
I 

FOR DETAILS 

(a) to the Doctor: 

(b) to the Patient: 

43. What. in your opinion. have been the disadvantages, if any, of the scheme. 
PLEASE PROBE FOR DETAIL 

(a) to the Doctor: 

(b) to the patient : 

44. Are your patients aware of the policy? 

4 I .  Yes. 9 
44.2.  No. a 

45. Do you rhink [hat they should be informed of the policy ? 

45.1 .  Yes. 
45.2. No. 9 



46. Overall. do you see any ethical dilemmas with the indicative drug prescribing scheme? 
Please state reasons for your answer. PLEASE PROBE FOR DETAILS 

17 I would ask !ou please to i~sten to the follow~ng statements carefully and say whether you 
Jgree or disagree w~th eacn of them. 

47. I .  The qualip of patient care in the GMS has improved due to an expansion of the 
services available to the patienr. 
( i )  Agree: 3 
(ii) Disaeree: 3 
(iii) Don't know: 2 

47.2. General practitioners feel more confident about their prescribing habi 
(iv) Agree: 0 
( v )  Disagree: O 
(vi) Don't know: 0 

47.3. The policy has indirectly led to a reduction in the qua1 
vulnerable groups (e.g., the elderly, very sick patients). 
(vii) .Agree: 12 
(viii) Disagree: Ll 
(ix) Don't know: O 

47.4. This scheme has led to an overemphasis upon the costs of drugs with the 
that other cost elements in health care have been neglected. 
(x )  Agree: i l  
(.ui) Disagree: C1 
(xii) Don't know: J 

47 5. Sav~ngs from the policy have resulted in increased costs on other sections of the 
health care system ( e.g. relapses, more hospital admissions, additional ,. 
investigations) 
(xiii) Agree: 0 
(xiv) Disagree: P 
( X V )  Don't know: Ll 

Thaok you very much for your co-operation in completing this questionnaire. 



We would like .you ro reassure ~ , o u  rhar all ilformat~on will be neared by the researchers in the I 
strictesr of confidence and will nor idenr~fi you personal[v. 

Office use On/v I 
I 

Details 

I .  Location of Practice: 

City 
Town 
Rural 

2.  Omitted 

3 .  Omined 

4. What percentage of your drug dispensing is for: 

4.1. GMS patients 
4.2. Private patients 

Views on IDTSS 

5 .  Are you fam~liar with the indicat~ve drug prescribing policy of the GMS? 1 
5.1. Yes 
5.2. No 

.6. Do you think that the introduction of the IDTSS has had an impact on the quality o f  
prescribing to GMS patients ? 1 
6.1. Yes 
6.2. No 

6.1 .a. I f  yes. has the overall impact of the LDTSS been positive or negative for the 
patient? 
(i) Positive 0 I 
(ii) Negative LJ 



7.  Have you experienced a reduction in GMS related income as a consequence of the IDTSS? 

7.1. Yes 
7 .  l .a If yes. please indicate the range in which your GMS related income has decreased: 

(i) [ - l o %  Zl 
( i i )  10-10% 2 
r i i i j  >20% 2 

i . 2 .  SO 2 

8. Thinking o i  the q u a l i ~  of prescr~bing provided to GMS patients under the IDTSS, is it in 
ceneral? - 
8.1. The same as that provided to private patients 0 
8.2. Inferior to that provided to private patients a 
8 Superior to that provided to private patients 0 ' 

9, Have you any experience of patient complaints about changes in medication ow 
IDTSS? 

a 9.1. Yes 
9.2. No a 

9.1 .a If 'yes' to above. have these centred on: (one or more answers may be 
(i). A doctor ceasing to prescribe a medication 
(ii) Change in the nature of the medication, e.g. the drug 

prescribed 0 
(i i i)  Changes in formulation. e.g. from a once daily to a 

multiple daily dose preparation 0 
(iv) Changes to a generic brand 0 
(v)  Other (Please elaborate) 



10. Have you seen patients who have been denied necessary medication because of the 
policy? 

10.1. Yes J I0.a If >es. what percentage of doctors do you 
believe deny patients necessaty medication 
as a result of the policy 

10.2. Yo 2 

I I .  Has the rate at which GPs mod@ hospital prescriptions as a result of the policy? 
I 

1 1 . 1 .  Increased J 
1 1 .?. Remained the same Ll 
1 1 .3. Decreased 0 

I1.a. If GPs have changed hospltal prescriptions as a result of the policy, have 
these changes affected the quality of patient care positively or negatively? 
(i) Positively 0 
(ii) Negatively 0 

I 
(iii) ~ o e s  not apply P 

I?. Since the introduction of the policy, have differences in drug prescribin; xactice b 
hospitals and GPs 

12.1. Increased 0 
I 

12.2. Decreased 0 
12.3. Remained the same 0 I 

13. Where GPs have changed the drug prescnbed by the hospital on discharging a patient, 
please rnnk in your opinlon whlch are the important reasons for such changes? 

I 
13.1. Cost savings in drugs budget by GP 0 
13.2. Clinical decision by GP that hospital prescnbed treatment is not 

necessary 0 

I 
13.3. The GP is not famlliar wlth therapy and substitutes one with which 

hdshe is 0 
13.4. The substitution is made by the GP to comply with the agreement 

Is 
with the pharmacist on the range of treatments to be offered 0 I 

14. Do you believe that the explanations of changes in drug prescriptions offend by GPs t o  
patients are adequate? I 
14.1. Yes. 
14.2. No. 



I .  Do you believe that patients confidence in the drug treatments offered by GP, has as a 
result of the policy? 

15. I .  Increased ,3 
15.2. Remained the same 0 
I 5 .  Decreased Ll 

16. Do you believe that some generic drugs are unreliable? 

16. I. Yes. 
16.2. No. 

Please elaborate 

17. As a result of the policy, has the frequency with which GPs use non-drug treatment in 
preference to prescribing drugs: 

/ 

17. I .  Increased 0 
17.2. Remamed the same 0 
1 7.3. Decreased 0 

18. It has been proposed that the policy has led to pharmacists storing larger numbers of  
diverse brands of drugs. Has this had an Impact on your costs? 

18.1. Yes. 0 18. l .a If yes, please indicate the range in which 
your costs have ~ncreased 
(i) 1-10% 0 
(ii) 10-20% P 
(iii) >20% 0 

18.2. No. 0 

19. In your view. as a result of the policy, the rate of prescribing new drugs to GMS patients. 
by GPs has: 

19. I .  Accelerated 
19.2. Slowed down 
19.3. Not modified 

20. In your view, as a result of the policy, the rate of prescribing of novel drugs (e.g. new 
treatments such as lipid lowering agents) to GMS patients, by GPs has: 

20. I .  Accelerated 
20.2. Sloweddown 
20.3. Not modified 



21. In your experience has the introduction of the policy: influenced: 

2 I. 1 The rare of inhaled stero~d use in GMS asthmatic patients compared 
with private patients : 

i f  y s .  has [his influence of rhe policy diminished or enhanced its use? 
1 iiii Enhanced 7 

11.2. The rare of use of SSRIs in GMS patlents with depress~on compared 
w ~ t h  prlvate patients : 
( i )  Yes. Ll 
( i i )  No. P 

I 
If yes. has this influence of the policy diminished or enhanced its use? 
(iii) Enhanced P 
(iv) Diminished 0 

I 
2 1.3. The rate of use of lipid lowering drugs for GMS patienfs compared with p 

patients : 
(i) Yes. 0 
(ii) No. 0 

If yes. has this influence of the policy diminished or enhanced its use? 
(iii) Enhanced 0 
(iv) Diminished 0 

2 I .J The choice of anti-peptic ulcer treatment drugs for GMS patients 
compared w ~ t h  prlvate patients 
(i) Yes. 0 

I 
( ~ i )  No. 0 I 
If yes. has the influence of the policv affected: 

(a) more or less use of Anti-Acids for GMS patients compared with private 
patients 

I' 
(iii) More. P 
(iv) Less. 0 I 

(b) more or less use of HZ Blockers for GMS patients compared with private 
patients 
( v )  More. C1 
(vi) Less. U 

I 



(c) more or less use of Proton Pump Imhibitors for GiMS patients compared 
with private patients 
(vii) >fore. 0 
(viii) Less. 3 

(d) more or less use of Helicobacter - optlons for GMS patients compared 
wth prwate patlenrs 
(1x1  \lore. 3 
(u) Less. 2 

Since the introduct~on of the policy, has inappropriate prescribing, such as doubling and 
trebling of total number of pills per script 

22.1. Increased P 
22.2. Decreased 0 
22.3. Remained the same 0 

As a consequence of the introductlon of the policy, the number of patients who 
experience difficulty in gerting urgent prescriptions has 

23.1. Increased 0 
23.2. Decreased 0 
23.3. Remained the same a 

Has your relationship with GPs since the beginning of the policy 

24.1. Improved P 
24.2. Remained the same 0 
24.3. Disimproved Q 

As a consequence of the policy, have clinical protocols been agreed between GPs and local 
pharmacists in your area. ,. 
25.1. Yes 
25.2. N o  

Overall, do you see any ethical problems with the Indicative Drug Prescribing Scheme. 

26.1. Yes 
26.2. No 

Please state reasons for answer 



17. Since the introduction of the policy, how much time have you devoted to educating 
patients and checking compliance w ~ t h  treatment? 

27.1. Less time 
27.2. The same time 
3 .  Lfore time 

IS. In your opinion. patients are: 

28.1. Generally aware of the existence of the policy 
+ 

a 
-8.2. Generally oblivious of the exlsrence of the policy P 

29. Should doctors inform patients of any changes in medication in cases where a well known 
medication is betng changed for a new, less expensive treatment. 

29.1. Yes 0 
29.2. No 3 

i 

30. Should the Depamnent of Health encourage the formation of  a patients association to 
input mto decision making on the policy 

30.1. Yes 
30.2. No 

3 I .  Would you please read the following statements carefully and say whether you agree o r  
disagree with each of them. 

3 1 . 1  Since the introduction of drug budgeting, doctors have become slower in 
prescribing new drugs for GivlS patients compared to private patients 
(i) Agree: 0 
(ii) Disagree 0 
(iii) Don't know 0 

3 1.2. Genenc substitution has become a more general practice since the introduction o f  
the IDTSS. 
(i) Agree: 0 
(ii) Disagree 0 
(iii) Don't know 0 

3 1.3. 1 have 100% confidence in the efficacy and safety of generic drugs 
(i)  Agree: 0 
( i i )  Disa0ee 0 
(iii) Don't know 3 

3 1.4. The scheme has indirectly led to a reduction in the quality of patient C a r e  for 
vulnerable goups  (eg. the elderly. very sick patients). 
(i) Agree: Ll 
( i i )  Disagree 0 
(iii) Don't know 0 



I .  This scheme has led to an over emphasis upon the costs of drugs as opposed t o  
good prescribine - - 
(i) Agree: 
( i i )  Disagree 
(iii) Don't know 

3 2 .  I f  you were to mod+ the scheme what changes would you recommend? 



Schedule 

number 

All information 1s str~ctly confident~al and w ~ l l  be used for statistical purposes only I 
Detai l s  

/ 

1.  Age: 

2. Gender: 

2. I .  ,Male: P 
2.2. Female: 0 

3. County of  residence : 

4. Where do you live? 

4 .1 .  City 
4.2. Town 
4 .3 .  Rural 

5. Have you got a condition that has required constant drug treatment over the past 4 
years'? I 
5 . 1  Yes: 
5 . 2  NO: 



a .  [f yes, what is this condition ? 

Chanqes in medicine by GP 

6. If you l w e  been on medication for a long-term condition, have there been more  
frequent changes in medication in the past 2 yean than in the prevlous 2 years? 

6.1 Yes: Q 
6.2 No: Q 

7. If you have been on medication for a Ion%-term condition, has your medicine 
changed in any way in the past year? , 

7.1 Yes: 0 
7.2 No: 0 

STOP 

IF YOU ANSWER NO TO 4.7, PLEASE GO TO Q.15 

8. Please indicate in what wav your medication has changed in the past year: 

8.1. There was an increase in the amount of your old medicine Q 
8.2. Your old medicine was stopped completely 0 
8 . .  Your old medicine was replaced with a totally different 

d r u g  0 
8.4. Your old medicine was replaced with a different brand - 

of the same medicine; 0 

9. Thinking back to the last time your doctor changed your medication, did she explain to 
you the reasons for changes in the types of drugs prescribed to you? 

9.1 Yes: 0 
9.2 No: 0 



STOP 

IF YOU ANSWER NO TO Q. 9, PLEASE GO TO Q. 13 I 
10. If there have oeen chances in !our medune. piease Indicate from the following list what  

the doctor said about the new medicine (more than one answer can be chosen) I 
10.1. It was the same medicine but a different brand; 0 
10.2. It was a different type of medicine: P 
10.2. That medicine was no longer necessary for your condition 

and changes in diet and lifestyle were recommended instead; 0 
10.4. Other (please spec@); a 

I 

11. If your doctor told you why the changes were made, which of the following reasons 
I 

were emphasised the most ? (more than one answer can be chosen) I 
1 I. I .  The new medicine was better for you: 
I 1.2. The new medicine was less expensive; 
11.3. A non-drug treatment would be better for you; 
11.4. Other (please specify); 

12. W e n  you happy with the answer given'? 

12.1. Very happy: 0 
12.2. Somewhat happy: 0 
12.3. Unhappy: 0 
12.3. Very Unhappy: P 

13.. How would you rate your satisfaction regarding the change in medicine ? 

13. I .  Satistied: 0 
I .  Unsatistied: 0 

13a. [f satisfied. please indicate the reason 
( i )  Your condition has improved 0 
(ii) The treatment is more convenient to use 0 



13b. If unsatisfied. please indicate the reason 
(iii) Your condition has nor improved 0 
(iv) The treatment is more complicated to use P 
( v )  There are too many changes in your medicat~on P 

Changes in medicine and relations w t h  pharmacistsichemists 

1 .  ,\pan from telling you how ro rake o u r  medicanon. did your pharmacisdchemist 
bou any more information about the change in your medicine? 

14.1 Yes: 3 
1 4 2  No: I1 

15. Do you think pharmacists should have a bigger role in advising you about your 
medication ? 

15.1. Yes: 
15.2. No: 

Changes made by your  G P  in Prescriptions 

Has your doctor ever told you that a medicine that you wanted was not available on the 
G M ?  

16.1 Yes: 9 
16.2 No: P 

If yes . can you remember what that medicine was? 

Compared with 3-4 years ago, have you noticed that your doctor has a greater tendency . 
to give you prescriptions for a two months supply of medicine on a one month 
prescription form? 

17.1 Yes: 0 
17.2 No: P 

Have you ever been told by your doctor to take medication differently fiom the 
instructions supplied by a pharmacist? 

18.1 Yes: 
18.2 No: 

Do you think that the cost of the medicine influences your doctor's decision on which 
medicine to prescribe for you'? 

19.1 Yes: D 
19.2 No: C1 



20. Please indicate i f  you have noticed an improvement in the care provided to you by 
your doctor in the followine areas over the past 3 years : 

a. Improvement in the condition of your doctor's surgery 
(i) Yes: ;1 
( i i )  No: '3 

b. ,A larger range of services available at your doctor's surgery 
! i i i )  Yes: 3 
(iv) No: 2 

c. Increased numbers of staff in your doctor's practice (e.g. extra nurses, 
doctors. and secretaries) 
(v) Yes: P 
(vi) No: 0 

d. Shorter waiting times in your doctor's surgery 
(vii) Yes: P 

e. Other (Please spec& O , 

21. Do you think that the quality of patient care being provided by your doctor in 
recent years has: 

2 1.1. Improved greatly: P 
2 1.2. Improved somewhat: 0 
2 1.3. Remains the same: 0 
2 1.4. Disimproved somewhat: 0 
2 1.5. Disimproved greatly: 0 

The IDTSS, which this research is exarn~n~ng tnvolves a 'cash back' incentive if doctors prescribe 
within a budget fixed by the local health board. Doctors receive 50% of any savings they make on 
their budgets. 50% of these savings can be invested in making any improvements to their own 
practices and 50% of the savlngs are mvested by the Health Service in improving overall GP 
infrastructure throughout the country. This creates an incentive far doctors to prescribe the least 
expenswe drugs ava~lable that are adequate for patients' needs. With this in mind could you 
please answer the followmg questions. 

22. Are you aware that individual GP practices and the national GP infrastructure can benefit 
from doctors prescribing less expensive drugs? 

22.1 Yes: 0 
22.2 No: 0 

23. Do you feel that a conflict of interest could ever arise between doctors' desire to save 
money through less expensive medication and the quality of patient care'? 

23.1 Yes: 
23.2 No: 



Some doctors are high savers through the policy while other doctors are low-savers or 
simply meet the~r  budget. Do you think you should know whether your doctor is a high 
or low saver? 

24.1 Yes: 0 
24.2 No: 0 

Do you think individual patlents should be fully informed by a general informat ion 
leaflet  provided by the Depanment of Health on the policy available in doctors' 
surgeries:' 

25.1 Yes: C1 
25.2 No: 0 

Would you read such a leaflet if it was available? 

26.1 Yes: 
26.2 No: 

Should doctors inform patients of any chhnges in medication in cases where a 
known medication 1s being changed for a new, less expensive treatment? 

27.1 Yes: P 
27.2 No: Q 

Should the Depamnent of Health encourage the formation of a patients association t o  
input into decision making on the policy? 

28.1 Yes: 
28.2 No: 

Are you prepared to consume less expensive versions of drugs so that savings can be 
invested on improving other aspects of health care by GPs? 

29.1 Yes: 0 
29.2 No: Q 

Sometimes the less expensive version of a d ~ g  has to be taken more often during the day. 
Would you be willing to tolerate more frequent d o s u  each day in order to allow 
savings to be made through the policy? 

30.1 Yes: Q 
30.2  No: P 



31.*' Have you complamed to v o u r  doctor about changes in your  medication in the past 
two years? 

31.1 Yes 3 
31.2  Yo Ll 
3 I . ;  Nor Applicable I1 (i.e. rhere \\ere no changes in the patients medicine in 

the past two years) 

31.a." If yes. what were the compiaints about ? @lease prompt) 

32.* Have you complained to your  pharmacis t  about changes in medication in the past 
two years? 

32.1 Yes 0 
32.2 No 0 
32.3 Not Applicable 0 (i.e. thtre were no changes in the patients medicine in 

the past two years) 

32.a." If yes. what were the complaints about ? @lease prompt) 

- 

33.*Do you regard GP treatment of  GMS patients compared to private patient to be: 

33.1 Superior 0 
33.2 Inferior 0 
33.3 The Same 0 

'Queshons wlth an astnx are the additional queshons whii 
pahents (of w h ~ c h  39 responded). 

asked the secon~ d sample of 
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PATIENT QUESTIONNAIRE APPENDLX 1 

Please complete the following questions. if you bave been in hospital over the  p m t  
year. 

1. Have you been in hospital as an in-patient for an!, reason over the past 12 months? 

I .  I Yes: 3 
1.: No: J 

2 Were you taking medication while in hospital? 

2.1 Yes: 
2.2 No: 

3. Did your doctor change the medication preyribed to you by the hospital on 
discharge? 

3.1 Yes: 
3.2 NO: a 

STOP 

IF YOU ANSWER YES TO Q.3, PLEASE COMPLETE THE REMAINLNG 
QUESTIONS 

4. By which of the following ways did your GP change the hospital prescription? 

4.1. By stopping the medicine you w e n  taking in hospital; a.  
4.2. By changing the medicine to a totally different type; 0- 
4.3. By changing the medicine to a different brand of the 

same medicine; a 
4.4. Other (please specify). a 

5 Did you ask your doctor for information about the change in medication? 

5.1 Yes: 
5.2 No: 

6. Did your doctor give you informat ion about the change of medicine? 

6.1 Yes: 0 
6.2 NO: a 



6a. If yes, did dhe tell you that: 
(i) It was the same medicine but a different brand: 
( i i )  I t  was a different medicine: 
(iii) That medicine taken in hospital was no longer necessary; 
(iv) Other (please spec!&; 

7. Did your doctor give you reasons for changing the medicine you were given in 
hospital? . 
7.1 Yes 0 
7.2 No a 

7a. If yes, did she  tell you that: 
(i) The new medicine was better for you: a. .. 
(ii) The new medicine was less expensive; 

I 
a- 

(iii) The medicine taken in hospital w'as no longer necessary; Q. 
(iv) Other (please specify); P. I 

8. Were you happy with the reasons given by your doctor? 

8.1 Yes: 
8.2 No: 

THANg YOU FOR YOUR CO-OPERA TZON 


