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Report of the Comptroller and Auditor General 

Prescribing Practices and the Development of General Practitioner Services 

I have, m accordance wuh the provlSlons of SectiOn 9 of the Comptroller and Auditor 

General (Amendment) Act, 1993, earned out a value for money exarmnatwn on prescnbmg 

practices and the development of general practitioner services m the General Medical 

Services scheme, adrmmstered by the Department of Health and Children, the Health 

Boards and the General Medical Services (Payments) Board 

I hereby submit my report of the above exammation for presentation to Diu! Eireann 

pursuant to Sectwn 11 of the said Act 

Lb September 1997 
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Summary of Findings 

Entitlement to State funded health care 1s ruv1ded mto two categones Category One 
prov1des entitlement to a means tested med!cal card under the General Med1cal 
Serv1ces (GMS) scheme w1th ehg1b1hty to a comprehensive range of health semces free 
of charge, mcludmg general practltloner serv1ces and prescnbed drugs and med1cmes 
Category Two prov1des entitlement to pubhc hosp1tal serv1ces subJect to statutory 
charges 

At 31 December 1996, the GMS scheme prov1ded for the health care needs of 1 25 
rmlhon people, representmg 34 6% of the population, at a total cost of £264 1 m1lhon 
The cost of drugs and med!cmes prescnbed under the GMS scheme has mcreased by 
over 100% m the ten year penod to 1996, nsmg from£63.9 m1ll10n to £130.3 mdhon 

Dunng a rev1ew of the scheme m 1990/91 the Department of Health and Ch1ldren 
(the Department) and the Insh Med!cal Orgamsatwn (IMO) agreed that the level of 
prescnbmg could be reduced Without havmg an adverse effect on the qual1ty of patient 
care. Followmg th1s rev1ew the Department and the IMO agreed to mtroduce an 
mcentlve scheme known as the Ind1cauve Drug Target Scheme (IDTS), w1th effect 
from 1 January 1993, to encourage more rational and econormc prescnbmg The 
Department also agreed to estabhsh a General Practice Development Fund wh1ch 
would also prov1de for mvestments m general practice 

In 1994 the Department pubhshed a Strategy document, wh1ch 1dentif1ed 
orgamsational and serv1ce problems m the health serv1ces The steps to be taken to 
develop the serv1ce were set out in an action plan covenng the penod 1994 to 1997 

The exarmnatwn focused on 

• 	 the steps bemg taken to promote more cost effective prescnbmg wnhm the GMS 
scheme and to determme whether there 1s potential for further savmgs 

• 	 the extent to wh1ch the reqmred Improvements 1dentif1ed m the 1994 Strategy 
document have been Implemented 

The Indicative Drug Target Scheme 

The IDTS prov1des for the calculatwn of monetary prescnbmg targets for each 
General Practltloner (GP) takmg mto consideration the make-up of h1s/her patient 
panel Savmgs from ach1evmg the targets are apportwned between the doctors 
concerned and the health boards to be spent on spec1f1c Improvements to practices and 
for the overall development of the serv1ce. 
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____ Prescnbtng Practtces and the Deyelopment ofGeneral Practlttoner Serv_t_ce_s____ 

An analys1s of the operation of the scheme showed that GPs who came m under target 
ach1eved savmgs of £18 3 nulhon over the four year penod to 1996 GPs who 
exceeded the1r targets m the same penod overspent by£4 3 m1llwn The analysiS also 
revealed that only 5% of the 1,395 GPs who were continuously m the scheme over the 
four years ach1eved savmgs m each year wh1le 27% d1d not ach1eve savmgs m any year 

Economy m Prescrzbmg Practtces 

The chmce of drug prescnbed for each patient 1s the prerogative of the md1v1dual GP 
and w1ll depend on the md1v1dual Circumstances of each patient However, m 

exerc1S1ng th1s prerogative 1t IS Important for the GP to have regard to any econom1es 
which can be made wh1ch do not have a detnmental effect on pauent care 

Data for f1ve md1V!dual months (w1thm the penod January 1995- May 1996) was 
acqmred from the GMS (Payments) Board to estabhsh the trend m prescnbmg costs 
and the scope for savmgs through more ratwnal prescnbmg Analys1s of the data 
showed that the percentage of all1tems prescnbed wh1ch were at the1r lowest poss1ble 
cost mcreased from 10 41% to 14 13% m the penod Prescnbmg m May 1996 was 
margmally more econom1cal than m January 1995 

Exammatlon of the May 1996 data md1cated that the max1mum poss1ble savmgs 
ach1evable, 1f every !tern prescnbed was at 1ts lowest umt cost, would amount to £0 46 
m!llwn per month, eqmvalent to £5 5 m1lhon per year. It 1s recogmsed that 
sub;tltutlon 1s not feas1ble m all cases and that other factors would hnut subsututlon 
m practice Wh1le the trend m substitutions over the penod January 1995 to May 
1996 suggests that some progress has been made m substltutmg lower cost eqmvalent 
drugs, there 1s still clearly considerable scope for the ach1evement of further savmgs 

The analys1s also showed that annual savmgs from the substitution of genenc drugs for 
more expens1ve propnetary nems could peld savmgs of over £1 3 m1lhon based on 
replacmg propnetary Items w1th eqmvalent branded genenc 1tems wh1le mamtammg 
the same level of prescnbmg 

The exanunatwn also 1dent1hed the followmg areas where there was scope for further 

s1gmhcant savmgs from alternative therap1es wh1ch, wh1le bemg more economiC, 
would not compronuse patient care 

• 	 One example of a swnch to a less expensive but equally effective f1rst lme 
treatment for depresswn showed potent1al annual savmgs of £640,000 

• 	 A nunor sh1ft m some expens1ve therap1es for the treatment of stomach ailments 
would prov1de s1gnlf1cant savmgs 
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Summary ofFmdmgs 

• 	 In the absence of good sc1ent1f1c ev1dence as to the1r effectiveness, the contmued 
use of mucolytlcs, wh1ch cost some £700,000 annually should be rev1ewed 

• 	 A switch to less powerful forms of ant1b10t1cs would have long term benefits m 
medical care and reduce costs. For example, a 10% change m prescnbmg 
amoxyCI!hn could save over £100,000 a year 

• 	 The prescnbmg of mechcal foods, wh1ch cost over £3 8 rmlhon m 1996, should be 
subJect to regular rev1ew to prevent over prescnbmg 

Improvements in General Practitioner Services 

Up to 31 December 1996, £49 rmlhon and £15 rmlhon, respectively, had been pa~d 
from the General Practice Development Fund and the IDTS towards the development 
of GP serv1ces. The eff1c1ency and effectiveness of the developments have not been 
evaluated by the health boards. However, smce March 1996 new proJects are reqmred 
to have mbmlt evaluatiOn mechanisms, but 1t 1s too early to assess their effectiveness 
Each health board should also carry out an overall assessment of 1ts programme of 
mvestments and a review at natwnallevel should be considered by the Department 

In order to 1mprove practice management and the shanng of mformatwn, the Strategy 
document set a target of 80% for the computensatwn of GP practices by 1997 but only 
some 58% of practices had been computensed by February 1997. 

The exarmnat1on estabhshed that none of the health boards were rece1vmg data on the 
mc1dence of Illnesses from GPs because of a lack of resources m their pubhc health 
departments. Moreover, a patient reg1stratwn system has not been mtroduced, apart 
from a pliot proJect m the North Eastern Health Board The absence of data from 
these sources works agamst better plannmg and effective dehvery of the health 
servrces 

Therapeutic comrmttees have been set up m all health boards w1th the pnmary 
purpose of brmging together GPs and hospital doctors/ consultants to defme and 
Implement agreed therapeutic repmes for spec1f1c aliments However, there have been 
diff1cult1es m the1r operatwn, particularly m the area of commumcatlons between 
hospitals and general practice. 

Health boards should ensure that arrangements are m place for the refund of the 
unexpired value of any pubhcly funded grant m the event that the grant-a1ded prermses 
cease to be used for the grant a1ded purpose Only two health boards have done so 
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1 Introduction 

Entitlement to Health Care Services 

1 1 	 Every person m the State 1s entitled to a certam level of State funded health care The 
fmanc1al status of the patient determmes the extent to wh1ch the State meets the cost 
of the service The entitlement 1s d1v1ded mto two categones 

1 2 	 People m Category One are eligible for a means tested medical card under the General 
Medical Services (GMS) scheme which entitles them to a comprehensive range of 
health services free of charge These mclude general practitioner (GP) serviCes, 
prescnbed drugs and med1cmes and mpatlent/ outpatient hospital services At 31 
December 1996, the GMS scheme provided for the health care needs of 1.25 mdlwn 
people, representmg 34.6% of the populatiOn 

1 3 	 People m Category Two are entitled to pubhc hospital services, subject to statutory 
charges They are not entitled to free GP services or to free prescnbed drugs and 
med1cmes. However, they can obtam fmanCial assistance towards h1gh drugs costs 
under the Drugs Cost Subsid!satlon Scheme, the Long Term Illness Scheme and the 
Drugs Refund Scheme 

1.4 	 Th1s value for money exarmnatlon was concerned with aspects of services provided 
to people m Category One 

Reviews and Initiatives 

1 5 	 Several studies have been earned out over the last ten years on the overall health 
service and on the mdiv!dual services mcludmg GP services The proposals m these 
studies were drawn together m a document published by the Department of Health 
and Children (the Department) m 19941 Th1s document mcluded a cohesive long­
term strategy and a four-year actiOn plan covenng the penod 1994 to 1997 (see 
Appendix A) 

1 6 	 The document Identified several orgamsatwnal and service problems relatmg to the 
proviSion of GP services and proposed a number of steps to be taken over the four­
year penod to develop the service These mcluded 

• the promotion of better quality and more cost effective prescnbmg 
• the design of mcent1ves for Improved orgamsatwn 
• arrangements for the exchange of mformatwn 
• the mtroductlon of a system of patient registration 

Shapmg a Healthzer Future, A Strategy for Ejfecttve Health Care m the 1990s, Department of 
Health, 1994 

1 
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Prescrtbmg Practtces and the Development ofGeneral Practttwner Servtces 

1 7 	 Further detatls on the studtes whtch are relevant to the exammatlon are presented m 
Part 2 

Purpose and Scope of the Examination 

1 8 	 The exammatlon focused on the provtston of GP servtces, parttcularly m the context 
of the problems tdentlfted m the 1994 Strategy document and the proposals for 
development of the serv1ce contamed m the four year actwn plan. The exammatwn 
was concerned pnnc1pally wtth the four year penod 1993 to 1996 The resources 
exarmned are adrmmstered under the aegts of the Department of Health and Ch!ldren 

1 9 	 In particular, the exarmnatwn was concerned with 

• 	 the steps bemg taken to promote more cost effective prescnbmg w1thm the GMS 
scheme and whether there 1s potential for further savmgs (Parts 3 and 4) 

• 	 the extent to whtch the Improvements 1dent1f1ed m the 1994 Strategy document 
have been Implemented (Part 5) 

110 	 The exammatwn was conducted by staff of the Offtce of the Comptroller and 
Audttor General with consultancy assistance from the Department of Commumty 
Health and General Practice, Tnmty College, Dublm. Data from the GMS 
(Payments) Board was used for analysts purposes. 
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2 Proposals for Developments 

General Medical Services Scheme 

2.1 	 The proviSIOn of free GP services under the GMS scheme 1s governed by a contract 
between the GP and the health board under wh1ch the GP agrees to prov1de a serv1ce 
to mechcal card holders. There were 1,647 contracts m place at the end of 1996. 

2 2 	 For the maJonty of patients, the GP will be the fmt pomt of contact with the health 
services. The range of mechcal serv1ces available from GPs mclude the trachtwnal 
services wh1ch have come to be expected from family doctors and other serv1ces wh1ch 
until recently were only available m a hosp1tal settmg The mcreased range of services 
now ava1lable from many GPs mclude physwtherapy, chetary adv1ce, fanuly plannmg, 
mmor surgery, counsellmg, blood pressure momtonng and palhatlve care for the 

ternunally dl. 

Cost of the General Medical Services Scheme 

2.3 	 Expenditure on the GMS scheme amounted to £264 1 m1lhon m 1996. F1gure 2 1 

shows the costs of the scheme dunng the penod 1987 to 1996 

Figure 2.1 
GMS expenditure 1987 - 1996 

E 

"' 

Source GMS (Payments) Board, Annual Reports 1987 to 1996 

2.4 	 Expenchture under the GMS scheme covers fees and allowances to doctors, prescnbmg 
fees to pharmaCists as well as the cost of drugs, med1cmes and apphances prov1ded by 
the pharmacists. F1gure 2 2 shows the breakdown of the 1996 payments. 
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Prescnbmg Practices and the Development ofGeneral Practlttoner Servtces 

Figure 2.2 

Payments under the GMS scheme 1996 


Pharmacists 
13 1% ------: 
£345m 

Drugs 
49 3% 
£130 3m 

Doctors 
360% 
£95 2m 

VAT 
1 6% 
£41m 

Source 	 GMS (Payments) Board, Annual Report 1996 

Review of the General Medical Services Scheme 

2 5 	 A rev1ew of the GMS scheme was earned out by the Department and the Insh 

Medical Orgamsauon (IMO) m 1990/91 Dunng the rev1ew It was recogmsed that the 
cost of prescnbmg under the scheme had mcreased at an annual rate of approXImately 

11% over the prevwus four years. The nse m the cost was attnbuted mamly to an 
mcrease m the volume of drugs prescnbed and the substitution of more expensive 
drugs rather than an mcrease m the pnce of drugs There was agreement that the 
level of prescnbmg could be reduced without havmg any adverse effect on the quality 
of pauent care 

2 6 	 In 1992, the Department circulated a posmon paper' (the Bluepnnt) m wh1ch the 
shortcorrungs m the structure of general practice were outlined and a number of 
proposals for the future orgamsauon and management of the service were put 

forward 

2 7 	 In 1994, the Department published a strategy documene on the health services The 
document 1dennhed orgamsauonal and serv1ce problems wnhm the health sector and 
the steps to be taken over the four year penod 1994 to 1997 to develop the serv1ce 
The orgamsauonal and serv1ce problems relatmg to GP serv1ces and the steps 
proposed for the development of the GP serv1ce are outlmed Ill Appendix A 

The Future ofGeneral Practtce m Ireland, Department ofHealth, 1992 

Shapmg a Healthter Future, A Strategy for Effecttve Health Care m the 1990s, Department of 
Health, 1994 
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Proposals for Developments 

General Practice Development Fund 

2 8 	 Followmg the 1990/91 rev1ew, agreement was reached between the Department and 
the IMO m November 1992, on the 1mplementatwn of an arbltratwn award An 
mtegral feature of the agreement was full commitment by all part1es to the future 
development of general practice as outlmed m the Blueprmt and a comrmtment to the 
achievement of responsible and cost effective prescnbmg 

2 9 	 The agreement also prov1ded for the estabhshment of an mvestment programme m 
general practice. A General Practice Development Fund was estabhshed by the 
Department to carry through the mvestment under the agreement wh1ch was to take 
place over two years, w1th £12 5 m1llwn bemg mvested m general pracuce m 1993 

A core element of £7 m1lhon would recur m 1994 

2 10 	 It was subsequently agreed, between the Department and the IMO, m December 

1994, that the General Practice Development Fund would contmue and that from 1 

January 1995 1t would attract the appropnate percentage mcreases apphed m any g1ven 
year m deterrmnmg annual Departmental Esumates for non-pay Items The outcome 
of the operation of the General Practice Development Fund 1s considered m Part 5 

2 11 	 ArlSmg from the 1990/91 rev1ew 1t was also agreed to estabhsh a scheme, the 
Inchcat1ve Drugs Target Scheme (IDTS) w1th effect from 1January 1993, under wh1ch 
mchcative prescnbmg targets would be deterrmned for all doctors m the GMS scheme 
and a proportwn of the savmgs generated from the achievement of these targets would 
be mvested m the development of the md1v1dual pracuces concerned The outcome 
of the operauon of the IDTS 1s considered m Part 3 of th1s report (see paragraphs 3 20 

to 3 32) 

General Practice Units 

2 12 	 In 1993, a General Pracuce Umt (GP Umt) was set up w1thm each of the e1ght health 
boards as an mtegral part of the board's management structure to support the 
prov1s10n of general practice The role of the GP Umts 1s outlmed m Append1x B 

2 13 	 Each month the GMS (Payments) Board prov1des, to each GP Umt, stausucs on the 
prescnbmg of partlClpatmg GPs The GP Umts evaluate the data and adv1se 
md1v1dual doctors on the1r prescnbmg patterns. 

2 14 	 The GP U mts are Important agents for change and development The Department 
1s aware that the1r potenual can best be fulf1lled where there 1s both commumcatwn 
between the Umts (faCihtaung, for example, shared 1deas and models of good practice) 
and evaluatwn of the1r act1v1t1es and development 
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3 Prescribing: Costs and Initiatives 

Cost of Prescribing Drugs 

3 1 	 Under the terms of the GMS contract the GP IS reqmred to 

• 	 prescnbe such drugs and merucmes, from such categones as may be spec1f1ed by 
the MmJSter for Health and Ch1ldren (the Mm1ster), as the GP cons1ders necessary 
for any person for whom the GP 1s obhged to prov1de serv1ces 

• 	 have regard to the need for economy but the pnmary regard 1s for the mterests of 

the patients 

• 	 take mto consideration recommendations on the prescnbmg of merucmes w hlch 
may be 1ssued JOmtly by the Mm1ster and the IMO followmg agreement between 
them 

• 	 co-operate m the operatwn of the National Drugs formulary 1ssued by the 
Mm!Ster with the agreement of the IMO 

3 2 	 The cost of drugs and merucmes prescnbed under the GMS scheme has mcreased by 
over 100% m the ten year penod 1987 to 1996 from £63.9 mdhon to £130.3 m1lhon 
The mcrease 1s shown m F1gure 3 1 

Figure 3.1 

Cost of drugs and medicines in the GMS scheme 1987 - 1996 
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Source 	 GMS (Payments) Board, Annual Reports 1987 · 1996 

3 3 	 The Department's own f1gures suggest that Ireland has the second lowest level of 
consumptiOn of medtcmes per captta m the EU and the pharmaceutcalmdustry' s 
ftgures mdtcate that consumption m Ireland 1s the lowest per capita m the EU 
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Prescrtbtng Costs and Imtzattves 

3 4 	 Frgure 3 2 shows the mcrease m the total cost of prescnpt10ns for each of the health 
boards for the penod from 1987 to 1996 

Figure 3.2 

Increase in the cost of prescriptions by health board 1987 - 1996 
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Source 	 GMS (Payments) Board Annual Reports 1987 · 1996 

3 5 	 The lowest mcrease was m the North Western Health Board where the cost of drugs 
went from £6 5 nulhon m 1987 to £12 3 mrlhon m 1996, an mcrease of 89% The 
htghest mcrease was m the Eastern Health Board, representmg 30% of the total cost 
m 1996, where costs went from £23 0 mtlhon to £49 9 nulhon, an mcrease of 117% 

Factors which affect the Cost of Drugs and Medicines 

3 6 	 The baste factors whtch affect the overall cost of drugs and medtcmes are 

• the number of persons who are ehgtble under the scheme 
• the volume of the drugs and med1cmes prescnbed 
• the pnce of the drugs and medtcmes 

The level of prescnbmg of genenc and h1gh cost drugs can also have a maJor mfluence 
on the overall cost of drugs 
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Prembmg Practzces and the Development ofGeneral Practztzoner Servzces 

Number ofPeople Covered by the GMS Scheme 

3 7 	 Over the penod 1987 to 1996 the number of people ehg1ble under the GMS scheme 
has vaned only shghtly, from a peak of 1 34 m1lhon m 1987 to a low of 1 22 m1ll10n 
1n 1990 The number of ehg1ble people covered by the scheme m 1996 was 1 25 
rrulhon. 

3 8 	 The age prof1le and gender balance of the populauon covered by the scheme can also 
1mpact on prescnbmg costs F1gure 3 3 shows the vanance m the average cost of 
prescnbmg merucmes for different age groups. 

Figure 3.3 

Cost of medicines by gender within age groups - 1996 


Under 5 	 45-64 65 and over 

• Male 

Source 	 GMS (Payments) Board Report 1996. 

3 9 	 The extent to wh1ch tlus has had an 1mpact on the cost of prescnbmg over the penod 
concerned was not assessed as part of this exammauon 

Volume ofItems Prescnbed 

3 10 	 The volume of drugs prescnbed, as measured by the number of !terns prescnbed on 
the forms processed by the GMS (Payments) Board, has mcreased by 44%, from 13.3 

mill1on !terns per year m 1987 to 19.1 rrulhon 1tems m 1996 Over the same penod the 
average number of !terns prescnbed per patient per year has mcreased by 54%, from 
9.92 Items to 15 27 Items. Ftgure 3 4 shows the mcrease m the number of 1tems 
prescnbed m the penod 1987 to 1996 
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Prescrtbtng Costs and lmtz.attves 

Figure 3.4 

Items presmbed 1987. 1996 
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Source 	 GMS (Payments} Board, Annual Reports 1987 1996. 

Price ofDrugs and Medtctnes 

3 11 	 Ftgure 3 5 compares the mcreases m the average cost per ttem prescnbed to the 
mcreases m the consumer pnce mdex over the ten year penod 1987 to 1996 

Figure 3.5 
Increase m cost per item and consumer pnce index 1987 · 1996 
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Central Stattst!cs Office 
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Precrtbtng Practtces and the Development ofGeneral Practttwner Servtces 

3 12 	 The wholesale pnce of drugs and med1cmes 1s subJect to control through the 
mechamsm of a formal agreement between the Department and the Federatwn of 
Insh Cherrucal Industnes (FICI) The flfSt agreement came mto operatwn on 1 Apnl 

1972, followmg the estabhshment of the GMS scheme 

3 13 	 The FICI agreement covenng the four year penod from 1 August 1993 to 31 July 
19974 mcludes all mechcmes prescnbable and re1mbursable on the GMS scheme and 
all med1cmes supphed to hosp1tals and health boards The mam features of th1s 

agreement were 

• 	 an 1mmed1ate pnce reductwn of 3% w1th effect from 1 August 1993 

• 	 a 5% rebate, from FICI members to the GMS (Payments) Board, for all drugs 
supphed m the GMS scheme 

• 	 a four year pnce freeze on drug pnces from 1 August 1993 

• 	 a once off ex-grana payment of £2 rrulhon m 1993 by FICI members to the GMS 
(Payments) Board to compensate for currency fluctuations over the fmal year of 

the prevwus agreement 

• 	 the hnkage of the pnce of new products to the lesser of the currency adJusted UK 
pnce and the average pnce of the same product m a basket of European countnes 

• 	 a safety net wh1ch allowed for a rev1ew of the pnce freeze 1f the cumulative 
currency adJusted average mcrease or decrease m the md1ces of wholesale 
prescnptwn med1cmes m a basket of European countnes exceeded 10% 

• 	 recognmon of the nght of hospitals or health boards to negotiate better terms 
w1th md1v1dual manufacturers, 1mporters or agents 

Th1s agreement brought stab1hty to the pnce of drugs and med1cmes 

3 14 	 As shown m F1gure 3 5 the rate of mcrease m the average cost per !tern of drugs 
prescnbed from 1993 to 1995 has been m !me w1th the mcrease m the consumer pnce 
mdex. However, the mcrease m the average cost per 1tem m 1996 was 4 9% wh!le the 
mcrease m the consumer pnce mdex was 1 6% 

A new agreement between the Department and the Insh Pharmaceuttcal Healthcare Assoczatton 
govemmg all supplu;s ofmedtcmes came mto effect from 1 August 1997, covermg the four year 
perwd to 31 july 2001 
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Prescrtbmg Costs and lmtzattves 

Generic Drugs 

3 15 Propnetary or branded drugs are protected by patent legislatiOn for a penod of twenty 
years When the patent expires there IS no legal bar agamst the manufacture and sale 
of genencally eqmvalent drugs, subject to the normal authonsatwn process The 
marketmg of genenc drugs under brand names has created a category of drugs referred 
to as 'branded genenc' The cost difference between the propnetary and the less 
expensive genenc equivalents can be s1gmficant 

3 16 The quahty, safety and efficacy of all drugs and med1cmes on the Insh market 1s 
assured as each product IS assessed and licensed by the Insh Med1cmes Board' The 
National Therapeutics Advisory Comrmttee, an advisory body to the Mm!Ster, has 
stated that It "1s wholly satisfied that all authonsed genenc products for human 
consumptiOn on the Insh market are of equal standard w1th their propnetary 

counterparts6 
" 

3 17 The Department, through the GP Umts encourages GPs, where chmcally appropnate, 
to prescnbe ratwnally and cost effectively. 

High Tech Drugs 

3 18 Developments m biOtechnology and therapeutics have given nse to the mtroductwn 
of mechcmes for the treatment of conchtwns, many of wh1ch had previOusly either 
no effective treatment or reqmred extended m-pat1ent hospital care A contnbutory 
factor for the upward trend m the overall cost of prescnbmg w1thm the GMS scheme 
m recent years has been the mtroductwn of new and relatively more expensive 
medJcatwns. Use of these drugs permits people to be treated m their own homes 
rather than m hospital wh1ch can benefit the patient and often reduce the overall cost 
of health services 

3 19 As a result, the cost of treatmg these Illnesses has sh1fted from the hospital budget to 
the community care budget No stuches have been earned out to measure the extent 
to which a sh1ft of costs has taken place or on the Impact on the overall cost to the 
health services 

The Insh Medtcmes Board was establzshed tn 1995 and replaced the Nattonal Drugs Advzsory 
Board from 1 January 1996 It took over the drugs ltcensmgfunctwn ofthe Department of 
Health from 14 February 1996 

Second Report ofthe NatwnalTherapeuttcs Advtsory Commtttee to the Mmtster for Health, 
Apn/1993 
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Indicative Drug Target Scheme 

3 20 	 Dunng the 1990/91 rev1ew of the GMS scheme 1t was agreed by the Department and 
the IMO that 

• 	 the level of prescnbmg m the scheme could be reduced Without an adverse effect 
on the quality of patient care 

• 	 md!catlve prescnbmg targets would be deternuned for all doctors m the scheme 
and that savmgs generated would be applied towards the development of practices 

• 	 the md1cat1ve prescnbmg target scheme would be operated on a reg10nal baSIS by 
the health boards 

• 	 mformatlon on their prescnbmg would be channelled to GPs through the GP 

Umts 

3 21 	 The IDTS was mtroduced wnh effect from 1 January 1993, to Implement the 
agreement The scheme prov1des for the calculation of monetary prescnbmg targets 
for each GMS scheme GP, takmg mto consideratiOn the make up of h1s/her patient 

panel as regards the age and sex of the patients In each year cenam specialist and h1gh 
cost drugs are excluded from the target setting process and are treated on a budget 
neutral baSIS 

3 22 	 The targets wh1ch were calculated m respect of 1993 were applied for the full year 
wh1le those for 1994 were adJusted quanerly to take account of changes m the s1ze and 
structure of GPs' panels From 1995 onwards adJustments to targets have been made 
on a monthly baSIS 

3 23 	 The scheme IS voluntary and GPs retam the nght and obligatiOn to prescnbe as they 
cons1der necessary There are no sanctions m place for those who fa1l to meet theu 
target. Savmgs are encouraged through the form of mcentlves 

3 24 	 In the f1rst two years of operatiOn of the IDTS, 50% of any savmg on md1v1dual 
targets was made available to the doctors concerned for spec1flc serv1ce development 
and the remammg 50% was available to the health board for overall development of 
general practice Smce 1995 the amount of savmgs accrumg to the doctor have been 
weighted on the bas1s of the total savmgs made Th1s later approach has the potential 
to strengthen the mcentlve to make funher savmgs 

3 25 	 The target settmg methodology for each of the years 1993 to 1996 1s descnbed m 
Append!x C 
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Prescrzbtng Costs and Inttzattves 

Savings 1993 - 1996 

3.26 	 Data relatmg to the operation of the IDTS, for the four year perwd 1993 to 1996, was 

obtamed from the GMS (Payments) Board and analysed to estabhsh the extent to 
which savmgs were achieved 

3 27 	 In each of the four years 1993 to 1996 expenditure on prescnbed drugs and medicmes 
exceeded target, as shown m Table 3 1 

Table3.1 
Indicative Drug Target Scheme- outturn 1993- 1996 

1993 1994 1995 1996 


£'000 £'000 £'000 £'000 


Target' 129,225 137,131 146,610 155,532 


Outturna 135,114 140,005 154,617 163,421 


Net Over-run 	 5,889 2,874 8,007 7,889 

Under Target 	 5,376 8,105 1,723 3,145 

Over target 	 11,265 10,979 9,730 11,034 

"' " , 1,055•. 
'1 1 "1 

drugs and medtctnesfor htgh cost pattents were treated as bemg budget neutral 
tn 1994, 1995 and 1996 and are excludedfrom the target and outturn figures 

Comparison ofGP Performance 

3 28 	 Of the GPs who contracted to supply services under the GMS scheme from 1993 to 

1996, a total of 1,395 had contracts m each of the four years 

3.29 	 Tables 3 2 and 3 3 set out the extent to which these 1,395 GPs achieved their targets 
over the four year penod 1993 to 1996 Table 3 2 shows that 5% of GPs achieved 
savmgs m each of the four years while 27% did not achieve savmgs m any year 
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Table 3.2 

GPs under and over target 1993 to 1996 

Number 
ofGPs % 

Outturn wnhm target m each of the 4 years 69 50 

Outturn wnhm target m 3 years 237 17 0 

Outturn wnhm target m 2 years 387 27 7 

Outturn wtthm target m 1 year 325 23 3 

Outturn not wtthm target m any year 377 27 0 

Total 	 1,395 100 

3 30 	 Table 3.3 shows that the percentage of GPs conung under target or wnhm 10% of 
their target has mcreased from 64 7% to 73 2% over the four-year penod 1993 to 1996 

The Table also shows that the percentage of GPs whose prescnbmg costs exceeded 
the1r target by 20% or more has decreased from 20 8% to 11.3% m the same penod 

Table 3.3 


GP prescribing target outcomes 


1993 1994 1995 1996 

Under target 	 40 5% 48 3% 26 0% 34 8% 

Over target by 
less than 10% 24 2% 212% 46 7% 38 4% 

between 10% and 20% 14 5% 138% 22 3% 15 5% 

between 20% and 30% 92% 76% 39% 78% 

more than 30% 116% 91% 11% 35% 

3 31 	 It 1s dtff1cult to assess w1th accuracy the extent to wh1ch the ImplementatiOn of the 
IDTS has contnbuted to a reductiOn m prescnbmg costs smce Its mtroductton m 1993 

because of the mfluence of a number of other factors on prescnbmg costs However, 
the f1gures set out m Tables 3 1, 3 2 and 3 3 would md1cate that the scheme has had 
a posmve zmpact m restrammg prescnbmg costs over the penod concerned. 

3 32 	 In the four-year penod 1989 to 1992 there was an annualmcrease of 10% m the cost 
of prescnbmg m the GMS scheme. In the subsequent four year penod, w1th the 
mtroductwn of the IDTS, the rate of mcrease reduced to a lmle over half of the 
prevwus rate. 

14 



4 Economy in Prescribing Practices 

Analysis of Prescription Data 

4 1 	 Good prescnbmg practice must take account of a number of factors mcludmg the 
need for eff1cacy, safety, appropnateness and cost effectiveness The chmce of drug 
prescnbed for each patient 1s the prerogative of the mchv!dual GP and wdl depend on 
the mchv!dual Circumstances of each patient. However, m exerClsmg th1s prerogative 
It 1s Important for the GP to have regard to any econormes wh1ch can be made wh1ch 
do not have a detnmental effect on patient care 

4.2 	 For the purposes of the exarmnatwn prescnpt10n data for f1ve months, (January 1995, 
May 1995, September 1995, January 1996, May 1996), was acqmred from the GMS 
(Payments) Board. The data was analysed to estabhsh the trend m econom1c 

prescnbmg, the max1mum potential savmgs ach1evable and whether there 1s scope for 

further savmgs 

4 3 	 The data was also analysed to estabhsh the fmanCJal1mpact of 

• the substitutiOn of genenc drugs for more expens1ve branded drugs 
• alternative therap1es 
• reducmg the use of drugs of hrmted chmcal eff1cacy 
• reducmg the use of over-prescnbed drugs such as anubwucs 

4.4 	 The GMS (Payments) Board has 1dentlf1ed and categonsed drugs of equal strength 
wh1ch are accepted as bemg mechcally eqmvalent regardless of manufacturer and pack 
s1ze In 1ts data f1les each group of eqmvalent drugs 1s Jdent1f1ed by 1ts own speCifiC 

code 

Savings from Economic Prescrzbzng 

4.5 	 For the f1ve months exarmned, an average of 1 52 mdhon !terns were prescnbed each 
month at an average cost of £9 56 rmlhon Substitutable drugs wnh a range of pnces 
were avrulable for 38 4% of the Items prescnbed, representmg 24 9% of the cost The 
average cost per !tern for drugs for wh1ch substitutes were available was £4 07 wh1le 
the average cost for drugs w1thout substitutes was £7 67 

4.6 	 Table 4 1 shows the notional outcome of substltutmg the lowest and h1ghest pnced 
drugs m each of the months concerned 
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Table 4.1 
Cost of substitutable drugs prescribed 

January 1995 

May 1995 

September 1995 

January 1996 

May 1996 

' 
Costs alternatives 

Lowest Highest 
£'000 £'000 

1,828 2,827 

1,866 2,869 

1,830 2,810 

1,933 2,975 

1,847 2,821 

Actual 
£'000 

2,383 

2,379 

2,318 

2,437 

2,306 

4 7 	 Analysis of the actual cost relative to the lowest and h1ghest costs, as shown Ill Table 

4 1, mchcates that prescnbmg m May 1996 was mangmally more econom1cal than m 

January 1995 

4 8 	 The number of Items prescnbed m each month for wh1ch alternatively pnced Items 

are available and are substitutable 1s shown m Table 4 2 The number of the 

substitutable Items prescnbed which were at the lowest poSSible cost and those at the 

h1ghest poss1ble cost are also g1ven 

Table 4 2 
Numbers of substitutable drugs prescnbed 

Substitutable Items prescnbed at Items prescribed at 
items the highest pnce the lowest price 

prescribed 

January 1995 576,791 204,500 35 45% 60,055 1041% 

May 1995 576,372 204,544 35 49% 63,799 II 07% 

September 1995 567,568 194,886 3434% 64,340 1134% 

January 1996 615,498 197,005 3201% 79,420 12 90% 

May 1996 572,155 181,492 3172% 80,819 1413% 

4.9 	 Table 4 2 shows that of the 576,7911tems prescnbed Ill January 1995 only 10 41% 

were at the lowest umt cost By May 1996, of the 572,155 Items prescnbed 14 13% 

were the lowest pnced alternatives The volume of drugs prescnbed wh1ch were 

pnced between the lowest and h1ghest remamed static at 54% 
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4 10 	 An analys1s of the data for May 1996 md!cates that the rnax1rnurn poss1ble savmgs 
wh1ch could be ach1eved, 1f every !tern prescnbed was at the lowest umt cost, would 
amount to £0 46 rnlihon per month or £5 5 rmlhon per year It 1s recogmsed that 
subsututwn 1s not feas1ble m all cases and that other factors would hrn1t potential 
subsututwn m practlce Esurnates of savmgs have been calculated on the bas1s of full 
subsututlon and, therefore, must be taken as bemg at the upper hrn1t of potential 
savmg 

4 11 	 The trend m subsututwns over the penodJanuary 1995 and May 1996 suggests that 
some progress has been made Wlth regard to subsntutmg lower cost drugs However, 
there 1s st!ll clearly considerable scope for the ach1evernent of further savmgs 

Potential Savings from the Substitution of Generic Drugs 

4 12 	 W!thm the area of subsntutmg lower cost drugs for more expens1ve drugs an analys1s 
was earned out on the maJOr expend1ture !terns w1thm the Anatorn1cal Therapeutic 
Chermcal classlflcanon (ATC Class)' where accepted genenc subsmutes were av;ulable 
for more expens1ve propnetary !terns The subsmunon was based on replacmg the 
costs of propnetary !terns wlth an average of the cost of eqmvalent branded genenc 
1terns whlie rn<Untammg the same level of prescnbmg 

4 13 	 The annual savmg from these subsntutwns has been calculated at over £1 3 rn1lhon 
based on annuahsmg the May 1996 data The acceptab1hty of extrapolatmg the 
prescnbmg frequency for a smgle month was tested based on annual reports from the 
GMS (Payments) Board The rnargm of error was cons1dered acceptable m v1ew of 
the nature of the exerc1se. 

4 14 	 Table 4 3 shows the savmgs ach1evable w1thm the A TC Class w1th full apphcatlon of 
the accepted substltutwns 

Anatomtcal and Therapeuttcs Chemtcal Classificatton (A TC Class} tndex codifies drugs 
accordtng to pnnctples set out by the World Health Orgamsatwn (WHO) Collahorattng Centre 
for Drug Stattsttcs Methodology 
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Table 4.3 
Esttmate of savmgs from substitution of genenc drugs 

Potential Annual 
PrescribmgATC Class Cost Saving
frequency 

£'000 £'000 % ­
A02- Antacids, drugs for 

treatment of peptic ulcers 13,082825,456 186 1.42% 

C02- Antthypertenstves 
(CardiOvascular System) 7,244572,004 7 0.09% 

JO!- Anubactenals for systemtc 
use (General anu-mfecuves) 8,1021,766,316 117 1.45% 

MOl- Antt~mflammatory and antt· 
rheumatic products 1,065,996 7,300 233 3.19% 
(Musculo-skeletal system) 

N02-	 AnalgeSics (Nervous system) 3,7031,294,164 142 3.83% 

NOS- Psycholepttcs (Nervous 
system) 1,818,588 5,886 183 3.11% 

N06- Psychoanalepucs (Nervous 
system) 6,496610,848 6 0.09% 

R03- Anu-asthmaucs (Respiratory 
system) 1,481,268 13,502 489 3.62% 

£65,315Total £1,363 2.09% 

Alternative Therapies 

4 15 	 In addmon to assessmg the potential for achtevmg savmgs from the substttutton of 

lower cost drugs, the exanunatlon also assessed areas where there was scope for 
further savmgs from alternative therapies whtch, whtle bemg more econonuc, would 
not compronuse patient care 

Newer Anti-Depressants 

4 16 	 It 1s wtdely agreed that depresston ts under diagnosed and under treated and that 
patients are often prescnbed with medtcatton for other symptoms before the 
depresston 1s dtagnosed 

4 17 	 Anti-depressants are a cheap and effective method of treatmg depressiOn and of 
1mprovmg the quahty of hfe and often the hfespan of patients There ts now a wtder 
chotce of effective treatments for the rehef of depresston The older anti-depressants 
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are caJled tncychcs and the newer ann-depressants are called selective serotonm 
reuptake mhibitors (SSRis) The differences hem the cost and m the unwanted side 
effects of the two groups of drugs 

4 18 	 The side effects of the older tncychcs are typically blurred vision, dry mouth and 
drowsmess which abate over three to four weeks. They are also more dangerous If 
taken as an overdose. SSRis have advantages over tncychcs as they cause less sedatwn, 
less anticholinergic effects, less cardiotoxlClty and less weight gam However, they 
can cause Side effects such as nausea, msonmia, tremor and sexual dysfunctwn 

4 19 	 An analysis of the prescnbing data for May 1996 showed that there are considerable 
differences m the cost of prescnbmg tncychcs and SSRis The mgredient cost of the 
14,703 SSRI prescnptrons Issued m May 1996 was £352,444, an average of £23 97 per 
prescnpt10n In the same month the mgredient cost of 30,588 tncychc prescnptions 
was £142,235, an average of £4 65 per prescnption 

4.20 	 There IS no general agreement about whether a tncychc or an SSRI should be a first 
lme treatment as all anti-depressants appear equally effective For many patients the 
older tncychcs will be a suitable first choiCe treatment but If unwanted side effects are 
unacceptable an SSRI should be used There are possible benefits from usmg the 
higher cost SSRis because of greater acceptance, less expenditure m the treatment of 
overdose cases, and possibly fewer accidents or smcides 

4 21 	 The potenual annuahsed savmgs, based on an analysis of the May 1996 data, m 
subsntutmg lofepranune, a tncychc, for sertralme, an SSRI, would be some £640,000 

However, further epidenuological' research and expenence IS reqmred to assess the 
full potential for better prescnbmg m this area 

Ulcer Drugs 

4 22 	 Omeprazole IS an acid reducmg drug which IS effective m the treatment of stomach 
ulcers and gastro-oesophageal reflux which produces symptoms sinular to heartburn 
It IS mcreasmgly bemg prescnbed with other expensive medications m the treatment 

of an orgamsm called Hehocobacter Pylon wh1ch IS the mam causative orgamsm m 
the development of ulcers. It IS the highest cost drug m the GMS scheme costmg over 
£6 1 milhon m 1996. 

Epzdemzology zs the study ofthe mczdence oftllness, dzsease and other medtcal condtttons tn a 
defined populatzon or area 
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4 23 	 Omeprazole 1s capable of blockmg secretwn of gastnc ac1d completely wh1ch cannot 
be ach1eved usmg an older alternative antagomst such as c1met1dme It IS also the f1rst 
chmce of drug for patients w1th eros1ve oesophaglSltls, many of whom w1ll reqmre 
long term treatment Symptomatic Improvement also tends to begm earher m 

patients takmg omeprazole 

4 24 	 For these reasons there IS gre~t pressure on GPs to prescnbe omeprazole. For 
example, because It IS very effective m treatmg gastro-oesophageal reflux 1t 1s often 
demanded on a recurrent baSIS by patients Omeprazole and other s1m1lar powerful 
remed1es should not be used as a f1rst !me therapy for md1gestwn S1mpler and less 
expens1ve strategies such as we1ght reductwn, alcohol reduction and the takmg of 
antaCids may be more appropnate albeit more d1fflcult for patients to carry out It 
IS also very Important for GPs to d1scontmue therapy usmg omeprazole once ulcers 

are healed as fa1lure to do so sometimes creates problems 

4 25 	 Because of the relatively h1gh cost of omeprazole a mmor sh1ft to less expens1ve 
therap1es could result m s1gmflcant savmgs m the GMS scheme 

Drugs of Limited Clinical Efficacy 

Mucolytics 

4 26 	 Mucolytlcs are mec:hcal preparations, contammg carboc!Stemes, prescnbed to ease the 
productiOn of sputum There 1s no sc1ent1flc ev1dence that this happens although 
some chmCJans cla1m that m the1r expenence, mucolyt1cs help some patients wnh 
chrome respiratory difficulties Many patients have fa1th m these products despite 
the lack of sCientific proof for the1r efficacy. 

4 27 	 They are usually prescnbed w1th an antibiOtiC or other respiratory med1catwn and 

as a result 1t 1s often c:hff1cult to estabhsh their effect on the overall health of the 

patient 

4 28 	 In 1996 the cost of carboCJsteme contammg products to the GMS scheme was some 
£700,000. In the absence of good sc1ent1f1c evidence, the continued provlSlon of 
mucolytlcs contammg carboCJsteme should be rev1ewed. 

Reducing the Use of Over-Prescribed Drugs and other Medications 

Antibiotics 

4 29 	 The most commonly prescnbed antlbwtlc m the GMS scheme IS amoxyc11lm Over 
528,000 prescnptlons were 1ssued m 1996 at a cost of £1 7 m1ll10n, g1vmg an average 
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cost per prescnptlon of £3 22 AmoxyCJllm 1s avadable w1th an enzyme mh1b1tor 
makmg 1t a more powerful and expensive antibwuc Over 257,000 prescnptwns, for 
the more powerful anubwuc, were Issued m 1996 at a cost of £1 9 million g1vmg an 

average cost per prescnptwn of £7 32 

4 30 	 The October 1996 ISSUe of the erug and Therapeutics Bulletm, published by the 
Consumers' Association (UK), concluded that amoxyc11lm w1th an enzyme mh1b1tor 
should rarely be seen as a f1rs~ ljne drug for the treatment of common bactenal 
mfectwns m general practice It should be reserved for use m the treatment of pelv1c 
mflammatory d1sease, post partum mfectwns, human and ammal bites and severe 

den tal mfectwns 

4 31 	 There are mcreasmg concerns w1thm the med1cal professiOn about the extensive use 
of very powerful antibiotics. The evidence from the GMS data mdrcates that 
amoxycillm w1th an enzyme mh1b1tor 1s used as a common f1rst !me anubwuc by 
many GPs. The reasons for over prescnbmg of th1s anubwuc wrthm the GMS 
scheme have yet to be fully mvesugated and addressed The most likely cause 1s lack 
of confidence m the narrower spectrum anubwucs 

4 32 	 More prescnbmg of less powerful ant!b!Otlcs would have long term benefits m 
medrcal care and as these anubwncs are considerably cheaper than the more powerful 
antibiotics there could be considerable savmgs w1thm the GMS scheme For example, 
a 10% switch m the case of amoxycillm would produce annual savmgs of over 

£100,000 

Medical Foods 

4 33 	 In 1996 the prov!Slon of medrcal foods was the th1rd most expensive Item m the GMS 
scheme costmg m excess of £3 8 nullion There are 87 such products currently on the 
list accountmg for almost 3% of the overall GMS drugs budget Two thirds of the 
medrcal foods budget was taken up by h1gh calone feeds, soya nulk substitutes, breads 
and products used for congemtal metabolic disorders. 

4 34 	 There are recogmsed climcal cntena for prescnbmg medrcal foods among wh1ch are 

• coeliac drsease (gluten-free products) 
• mborn errors of metabolism 
• cow's nulk mtolerance 

• renal d1sease 
• fat malabsorption (cystic f1bros1s etc) 
• protem - energy malnutrmon 
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In adrutlon, med1cal foods are prescnbed for patients w1th vanous malnutrltlon states 
resultmg from drug add1ct1on, recent 1llness and mab1hty to prepare or consume a 
nutrlt!ous d1et 

4 35 It 1s the v1ew of the consultants appomted to ass1st me m th1s exammat!on that 
merucal foods can be over-prescnbed There are a number of factors wh1ch can cause 
th1s. Currently GPs are subjected to much nutntwnal mformatwn and adverusmg 
Pauents are generally started on products m hospital and the GP merely contmues 
w1th a GMS scheme prescnpuon There 1s an assumption that the patlents' nutrlt!on 
1s bemg superv1sed from the hospital wh1ch may or may not be the case 

4 36 Nutrmon 1s a complex area wh1ch 1s poorly understood by many chmoans m 
hosp!tals and m the commumty. It has the potenual to be an mcreasmg cost m the 
GMS scheme and there 1s a need to make sure that only those pat!ents who beneflt 
from merucaJ foods get them and that the1r prescnpt!on !S reviewed on a regular baS!S 

4 37 In July 1988, approval procedures for non-drug !terns, wh1ch mclude med1cal foods, 

were separated from the approval procedures for propnetary drugs wh1ch remamed 
w1th the Department Approval procedures for non-drug !terns was ass1gned to the 
GMS (Payments) Board 

4 38 In November 1992, the GMS (Payments) Board cstabhshed an expert group to rev1ew 
the hst of non-drug !terns to be available under the GMS scheme and to cons1der and 
make recommendauons on how non-drug !terns can best be supphed to end users 
The GMS (Payments) Board adopted the recommendauons of the expert group's 
report m September 1994 The recommendauons mcluded the adopuon of an 
approved hst of foods and access by management to a broad range of experuse m the 
handlmg of apphcauons for add!twns, deleuons and alterauons to the ex1stmg range 
of reimbursable !terns 

4 39 The GMS (Payments) Board has stated that the non-drug area 1s subject to rev1ew 
annually by the expert group In the case of apphcauons for med1cal foods the 
group's ruet!clans review and make fmal declSlons m thls area The group lS currently 
engaged m draftmg gmdelmes for the supphers of med1cal foods The group 1s also 
proposmg to pubhsh a general mformauon document for GPs on prescnbmg med1cal 
foods 
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5 Improvements in General Practice 

Funding the Improvements 

General Practice Development Fund 

5 1 	 The purpose of the General Practice Development Fund was to provide fundmg for 

speCific developments m general practice m !me With the Bluepnnt document pendmg 

the commg on stream of savmgs from the operatwn of the IDTS Subsequent 

agreement between the Department and the IMO led to the fund bemg contmued 

from 1 January 1995 

52 	 Table 5.1 shows the payments made to health boards from the fund for approved 

imtlatlves durmg the penod 1993 to 1996 

TableS.! 

General Practice Development Fund payments 1993 · 1996 

1993 1994 1995 1996 

£'000 £'000 £'000 £'000 

Total 

£'000 

Rostenng/Out of Hours 4,462 4,446 4,600 4,617 18,125 

Practice Development 2,975 3,007 3,066 3,077 12,125 

Practice Support Grant 911 1,205 1,757 1,364 5,237 

General Practice Umts 974 1,151 1,151 1,209 4,485 

Palhatlve Care 178 377 377 377 1,309 

Immumsatton/Screenmg 252 477 100 100 929 

Informatwn Technology 71 146 106 185 508 

Other Developments 647 140 229 190 1,206 

Health Centres 153 305 100 87 645 

P!lot ProJects 68 133 501 373 1,075 

V ocatwnal T rrumng 252 678 414 391 1,735 

Insh College of General Practice 70 17 219 85 391 

Rofaal College of Surgeons m 55 20 20 20 115 
Ire and 

Mtscellaneous 19 135 392 607 1,153 

Total £11,087 £12,237 £13,032 £12,682 £49,038 

Source Department ofHealth and Cht!dren 
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Indicative Drug Target Scheme 

53 	 In December 1993, the Department Issued gmdelmes to GP Units for mvestmg the 
savmgs achieved under the IDTS The gmdelmes specified that savmgs were to be 
used for mvestment m developments m mruv1dual or group practices Th1s was 
followed up m 1995 and 1996 by further gmdehnes and pohcy documents for general 
practice developments usmg IDTS savmgs 

5 4 	 The approved developments could mclude recruitment of pnmary care expertise and 
support staff, Improvements to practice premises and eqmpment mcludmg 
mformation technology, Improved orgamsatwnal arrangements mclud!ng rotas, 
research and education The health boards, when makmg mvestments m practices, 
were to g1ve pnonty to practltloners who, wh1le not ach1evmg savings, d1d make 
senous efforts Applications by GPs for use of their savmgs are made to the local GP 
Umt wh1ch approves the applicatiOn and passes 1t to the GMS (Payments) Board for 
payment to GPs 

55 	 Savmgs ansmg from the operation of the IDTS from 1993 to 1995 amountmg to £15.2 
m1lhon were made available m the years 1994 to 1996 to the health boards and GPs 
for developmg GP services Grants of £4 5 rrulhon were also provided to GPs m 1995 
under the terms of the scheme makmg total available funds of £19 7 millwn £6 6 
rrulhon of this amount remamed unspent at 31 December 1996. 

5 6 	 The GP Umts make penod1c returns of allocations and payments from IDTS savmgs 
to the Department An analysis of these returns for the years 1994 to 1996 showed 
that expend!ture of approximately £13 1 rrulhon was mcurred on the development of 
GP services of w h1ch £8 1 m1lhon was allocated to GPs and £5 m1lhon to health 
boards. F1gure 5.1md!cates the areas mto wh1ch these savmgs were mvested 
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Figure 5.1 

Use of Ind1cative Drug Target Scheme savings, 1994 . 1996 


GP Prem1ses/ I nformat1on 
Health Centres 
52 3% 13 9% 
£69m £18m 

Equipment 
16 6% 
£22m 

Orgamsat1on of 
GP Serv1ces 
54% 
£07m 

Other Education and Trammg 
48% 7% 
£06m £09m 

Source 	 GP Umts' returns to the Department 

Unspent Savings 

5 7 	 In March 1996, the Department expressed lts concern to the health boards regardmg 
the accumulation of unspent savmgs Wh1le much of these outstandmg savmgs were 
committed to speCific projects GP Umts were asked to g1ve urgent pnonty to 
mvestment of the funds dunng the remamder of the year as a build up of funds could 
Jeopardize the prospects for obtammg further capital fundmg for the development of 

general practice 

Examination of Improvements 

Need for an Evaluation Process 

5 8 	 None of the health boards have earned out evaluatwns of the vanous programmes 
and activities funded from the General PractitiOner Development Fund and the IDTS 

to assess the efficiency and effectiveness of developments m general practice 

5 9 The Department has recogmsed the need for an evaluatiOn process and, m March 1996 

1ssued a Circular to health boards wh1ch stated that 1t was imperative that each health 
board have m place appropnate procedures for evaluatmg the vanous mmauves 
Ansmg from the Circular new projects implemented by the health boards are reqmred 
to have, as part of the1r 1mplementat10n, a bmlt-m evaluatiOn mechamsm It 1s too 
early to establish the effectiveness of the mechamsms wh1ch have been mtroduced 
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5 10 	 Wh1le 1t 1s essential to evaluate mchv1dual proJects each health board should also carry 
out an overall assessment of the effiCiency and effectiveness of Its programme of 
mvestments m GP developments In addmon, an overall review at national level 
should be considered by the Department 

Information Technology 

5 11 	 The 1994 Strategy document set a target of 80% for the computensatlon of GP 
practices m the GMS scheme m the four year penod to 1997 m order to improve the 
shanng of mformatwn and to help practice management The level of 
computensatlon, as at February 1997 1s summansed m Table 52 

Table 5.2 

Percentage of GP practices computerised at February 1997 


Health Board 	 % of practices 

Eastern 65 

Mtdland 69 

Mtd Western 38 

North Eastern 67 

North Western 55 

South Eastern 37 

Southern 48 

Western 75 

National average 58% 

Source GPUmts 

5 12 	 The Strategy document noted the lack of ep1dennologJcal data and a defmed practice 
population m the country Th1s mformatwn would prov1de data on morbidity and 
mortality and a demographic proftle of patients m health boards and at a national level 
wh1ch would assist m better planmng and effective delivery of the health serv1ces 

5 13 	 Research m Dublm had shown that 11% of fannlies w1th children reported not havmg 
a GP, that a proportiOn of patients do not closely Jdent1fy with one GP and change 
from doctor to doctor, and that m a proportiOn of fannlies different members attend 

different doctors. 

5 14 	 The Strategy document proposed that GP Umts m each health board would seek to 

mtroduce a system of patient registration wh1ch would help to expand the GP's role 
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m areas such as preventative mechcme, mcludmg vaccmauon programmes To date, 
none of the health boards have mtroduced such a system However, the North 
Eastern Health Board has undertaken a patient registratiOn pilot proJect on behalf of 
the Department, mvolvmg eight GP practices, mcluchng pnvate as well as GMS 
patients This project will be evaluated by the Department at the end of 1997 

5.15 In return for providmg funds towards computensatwn the maJOrity of health boards 
have requested that GPs agree to furmsh epidermological data to the boards' pubhc 
health departments. However, at the time of the exammatwn none of the health 
boards were receivmg data from GPs because of a lack of resources m their pubhc 
health departments to evaluate such data 

5 16 A comprehensive standard, covenng mformauon reqmrements relatmg to patient 
registratiOn and epidermologtcal data, should be estabhshed m order to ensure that the 
data collected IS consistent and compatible at regwnal and natiOnal level The 
Department Is currently exammmg the ments of appomtmg a consultant, on a 
contract basts, operatmg under the dtrection of a proJect management group which 
would be representative of the boards and the Department, to specifically co-ordmate 
the vanous developments now takmg place m the area of GP related computensauon 
One of the functiOns of the consultant would be to examme the epidemiOlogical data 
Issue with a view to Improvmg the present situation. 

Therapeutic Imttatwes 

5 17 Therapeutic committees have been set up m all health boards with the pnmary 
purpose of brmgmg together GPs and hospttal doctors/ consultants to defme and 
implement agreed therapeutic regtmes for speCific atlments However, there have 
been dtfftculues m theu operatiOn particularly m the area of cormnumcatwns between 
hospitals and general practice 

5 18 In the Southern Health Board, the drugs and therapeutiCS comrmttees are successful, 
due to strong localleadershtp The Southern Health Board success formula could 
serve as a useful model for other health boards 

Practice Premises and Health Centres 

5 19 In all of the health boards the GP Umts have gtven emphasis to the tmprovement of 
extstmg GP prermses, the but!chng of new prermses and to health centre development. 
Fundmg for the development of practices has mamly been from the GPs' portiOn of 
the IDTS savmgs. GP Umts have mvested m ptlot developments and have also gtven 
grants The level of grant atded asSistance vaned from 25% to 100% 
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5 20 	 Two health boards seek a comrmtment from GPs for the contmued use of grant-atded 
prermses m the GMS scheme The Mtdland Health Board takes a hen on the prermses 
for a ten year penod, whtle the Western Health Board seeks an etght year contmued 
use commitment from the GP The Western Health Board seeks a 15% capttal 
contnbunon towards the development cost from GPs usmg health centres 

5 21 	 Where pubhc funds are mvested m premises development all health boards should 
ensure that arrangements are m place for the refund of the unexpired value of any 
grant m the event that the prermses cease to be used for the grant atded purpose. The 
Department has stated that takmg a hen on prermses, partly funded by health boards, 
IS a matter that IS addressed by mdtvtdual boards on a case by case basts havmg regard 
to the level of fundmg provtded by them for the proJect mvolved 

5 22 	 Other Improvements smce 1992 are outlmed m Appendix D 
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Appendix A 

The Strategy Document 

Organisational and Service Problems 

The followmg orgamsatwnal and serv1ce problems were Jdent1f1ed 

• 	 the fragmentation of general practice and the !solation of GPs from the other 
health serv1ces 

• 	 the lack of ep!dermologJcal data 

• 	 the lack of a defmed practice population 

Steps Proposed for the Development of General Practice 

The followmg steps were identified for implementatiOn over the four year penod to 
develop general practice and to help 1t fulfil a w1der mtegrated role 

• 	 Incentives for 1mproved orgamsatwn of general practice would be des1gned so that 
patients have eas1er access to a w1der range of serv1ces. Assistance would be 
targeted at group practices, amalgamated practices and cooperative type 
arrangements 

• 	 A number of smgle centre or multi-centre group practices would be established 
on a pilot bas1s wh1ch would prov1de a comprehensive range of pnmary 
healthcare services and wh1ch would have close lmks with the hospital services 

• 	 The GP Umts wh1ch were established m 1993 m each health board would make 

arrangements w1th mdiv!dual practices to provide additiOnal serv1ces where th1s 
would be more cost effective than exJStmg arrangements 

• 	 New Departments of Public Health Med1cme m each health board would ha1se 
closely With GPs on exchangmg ep!demwlog1cal data The a1m was to have 80% 
of GMS scheme practices computensed withm four years so as to 1mprove the 
shanng of mformation and help practice management 

• 	 The GP U mts would seek to mtroduce a system of patient registration 

• 	 The development of a detailed mformation network for GPs, mcluding the 
establishment of a national drugs mformauon umt so as to promote better quality 
and more cost effective prescnbmg. 
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• Vocatwnal and postgraduate educatwn for doctors 

• A range of measures would be introduced to Improve the hnkages between general 
practice and the other health services particularly acute general hospitals These 
would mvolve GPs m activities currently undertaken by hospitals but more 
appropnate to the community settmg, developmg protocols between consultants 
and GPs of combmed care for specific condmons, givmg GPs access to appropnate 
mvestigative facilities and other services withm hospitals, a domiciliary care 
programme for people who are termmally Ill, mvolve GPs m a screenmg 
programme for children; usmg GP umts to make arrangements with GPs for 

carmg for elderly people at home 
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General Practice Units 


In furthenng the atms of the Bluepnnt and Strategy documents, the GP Umts were 
to be concerned wtth and relate to all aspects of general practice and wtth the 
mterfaces between general practice and other health and soctal servtces 

Each GP Untt ts managed by an adrrumstrator who ts asststed by clencal staff 
Doctors and pharmactsts are employed on a part-time contract basts to provtde, mter 

alza, asststance and advtce to GMS scheme GPs and pharmactsts on prescnbmg related 
tssues Other professwnals have been employed on short-term contracts to provtde 
asststance on spectftc projects bemg developed by the GP U mts mcludmg 

physwtheraptsts, commumty dtetlctans, pubhc health nurses and systems analysts 

The objectives of the GP Umts were gtven m the Bluepnnt and Strategy documents 

as 

• 	 the provlSlon of support for all work performed wtthm general practtce ttself 

• 	 the tdentlftcatlon of, and the entenng mto arrangements wtth, mdtvtdual 
practices to provtde addmonal servtces where thts could be done more cost­
effectively 

• 	 facthtatmg an tmprovement m the mterface between GPs and hospttals and 
other health servtces 

• 	 the allocation of resources to fund the development of the servtce 

A natwnal GP Umt was set up wtthm the Department parallellmg the creation of the 
Umts m the health boards The national umt provtdes a central hatson pomt between 
and wtth the regtonal umts as well as asststmg wtth the development and orgamsatwn 
of general practice at natwnallevel The national umt employs a medtcal advtser on 
a contract basts whose prmctpal function ts to provtde professwnal experttse m the 
development, tmplementatwn and revtew of general practice pohcy 

The Department has held two maJor restdentlal serrunars smce 1994 mvolvmg all GP 
Umts to allow for a full exchange of vtews on operatiOnal matters and tssues of 
concern. In addmon, m the same penod the National GP Umt has vtstted mdtvtdual 
GP Umts and tssued a number of ctrculars and letters settmg out gutdance for the 
U mts on matters such as pnontles for developments m general practice and the use 
of IDTS moneys. 
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Indicative Drug Target Scheme 

Target Setting Methodologies, 1993 -1996 


Methodology for 1993 

The overall budget for expendtture on prescnptwns m the GMS scheme m 1993 was 
set at £132 5 nulhon of wh1ch £3 2 nulhon was set as1de for d1stnbutwn to practices 
w1th patients on certam h1gh cost drugs. 

A provlSlonal amount was calculated for each GP based on the s1ze and compoSltwn 
of each mruvldual panel wnh reference to natiOnal age-related average costs and 
compared w1th the GP's proJected 1992 costs of drugs and med!cmes (adjusted for any 
panel changes wh1ch may have occurred). 

GPs whose proJected costs for 1992 were equal to or less than the1r calculated 
prov!Slonal amount were g1ven a target for 1993 of theu projected 1992 costs, plus 
7 5%, plus an adjustment for patients on h1gh cost drugs 

GPs whose proJected 1992 costs were m excess of the calculated prov!Slonal amount 
were g1ven a target for 1993 of the prov1s10nal amount plus 7.5%, plus adjustment for 

h1gh cost drug patients. 

A res1dual balance was made available to the health boards for mmor adjustments to 

cover conungenetes 

Methodology for 1994 

The upper hnut for 1994 was set at £144 nulhon of wh1ch £4 nulhon was set as1de for 
d1stnbuuon to practices Wlth patients on certam high cost drugs In addmon, £2 2 
nulhon was set as1de for d1stnbut10n to GPs who were already low cost prescnbers 

The overall budget for 1993 of £132.5 nulhon, was adjusted for changes m panel s1ze 
and composmon and for cases where mruvldual patlent prescnptwns exceeded £200 

An mflator of 6 9% was used to mcrease the bas1c target to take account of growth 
trends 

Subsequently, budgets were adjusted on a quarterly bas1s to take account of changes 
m panel s1ze and composmon An amount of £1 06 nulhon was retamed by the GMS 
(Payments) Board to cater for contmgene1es 

Any residual amount remammg from the total fund of £144 m1lhon was dmnbuted 
among all GPs m 1994 
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Methodology for 1995 

The upper hrrut for 1995 was set at £155 rrulhon of wh1ch £5 rrulhon was set aside for 
d!Stnbuuon to practices w1th patients on certain h1gh cost drugs £1 5 m1lhon was 
retamed by the GMS (Payments) Board for contmgenc1es. The rrummum target for 
every GP part!c!patmg m the scheme was their 1994 outturn costs (adjusted for h1gh 
cost drugs) 

For the purpose of calculatmg targets doctors were banded mto three categones, based 
on a companson of theu 1994 outturn and the national age-related average costs for 
1994 as apphed to their panels These were as follows 

Category A 	 Doctors whose costs m 1994 were m excess of 105% of the national 

age related average costs rece1ved their 1994 outturn f1gure as a target 
for 1995 and quahfled for 40% of savmgs made on their target for 
mvestment and the remammg 60% was available to the local health 
board 

Category B 	 Doctors whose costs m 1994 were between 95% and 105% of the 
natwnal age related average costs rece1ved their 1994 outturn f1gure, 
mcreased by a trend mflator of 5%, as a target for 1995 and quahf1ed 
for 50% of savmgs and the remammg 50% was available to the local 
health board 

Category C 	 Doctors whose costs m 1994 were below 95% of the national age 
related average costs rece1ved their 1994 proJected outturn f1gure, 
mcreased by a trend mflator of 5% as their target for 1995 Doctors 
m this group who came w1thm their 1995 target, received a grant for 
approved practice development equal to 40% of the chfference 
between theu 1994 outturn and the natwnal age related 1994 

proJected average cost Where doctors fa1led to come w1thm the 
target set but overran by 10% or less they sull quahf1ed for a reduced 
grant 

In adchuon, doctors m this category quahf1ed for 60% of any savmgs 
and the remammg 40% was ava~lable to the local health board 

InchvJdual budgets were adjusted monthly to take mto account changes m panel s1ze 
and composmon The residual amount remammg from the total target of £155 

m1ll10n was d!Stnbuted among all doctors m 1995 
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Methodology for 1996 

The upper lnrut for 1996 was set at £168 nullwn £4.5 nulhon was allowed for the 
cost of speetf1ed high cost drugs wh1ch were treated as budget neutral £6 5 nulhon 
was also set as1de to pay grants to Category C doctors and £1 5 nulhon for 
contmgenc1es. 

The categones mtroduced m 1995 were extended m 1996 to mclude sub-categones 
based on whether the doctor's 1995 outturn was under or over target 

Category A1 	 Doctors whose projected costs for 1995 were m excess of 105% of the 
natwnal age-related average costs for 1995 and were above target m 
1995 

Category A2 	 Doctors whose projected costs for 1995 were 1n excess of 105% of the 
natwnal age-related average costs for 1995 and were under target m 
1995 

Category B1 	 Doctors whose projected 1995 costs were Wlthm the range 95% to 
105% of the natiOnal age-related average costs for 1995 and were 
above target m 1995 

Category B2 	 Doctors whose projected 1995 costs were wnhm the range 95% to 
105% of the national age-related average costs for 1995 and were 
under target m 1995. 

Category C1 	 Doctors whose projected 1995 costs were less than 95% of the 
national age-related average costs for 1995 and were above target by 
more than 10% m 1995 

Category C2 	 Doctors whose projected 1995 costs were less than 95% of the 
natiOnal age-related average costs for 1995 and were above target by 
less than 10% m 1995. 

Category C3 	 Doctors whose projected 1995 costs were less than 95% of the 
national age-related average costs for 1995 and were under target m 
1995 

The 1996 targets for doctors m Group A1 was the1r 1995 target The 1996 targets for 
doctors categonsed as A2, B1, B2, C1, C2 and C3 were allocated on the bas1s of 1995 
costs plus a per cap1ta mcrease of £8 per panel patient 
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Doctors m Category C received a grant equal to 50% of the chfference between their 
1995 outturn and the natwnal age related 1995 average cost Th1s grant was payable 
m full1f GPs m th1s group came w1thm the1r 1996 target Where doctors fa1led to 
come wtthm target set but overran by 10% or less they still quahf1ed for a reduced 

grant 

GPs m all groups quahf1ed for 50% of savmgs made on target for mvestment m 
practice development and the remammg 50% was available to the health boards 
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Other Improvements in General Practice 

Provision of Equipment 

The maJonty of the GP U mts have purchased eqmpment for the use of md!vldual 
GPs or for sharmg between ne1ghbounng GPs Chmcal eqmpment acqmred mcluded 
ambulatory blood pressure momtors, emergency kits, autoclaves, laboratory testmg 
kits, ECG machmes, defnb1llators and trauma kits, cold boxes and physwtherapy 
equipment. Office eqmpment acqmred mcluded faxes, telephones and other 
commumcatwns equipment 

Employment of Shared Assistant/Associate GP 

A shared assistant/ associate GP scheme was mtroduced to 1mprove workmg 
arrangements for smgle handed GPs, particularly those m remote areas, and to reduce 
the Isolation aspects where adequate rota arrangements were difficult to orgamse The 
scheme also set about redressmg the d1fflculues m gettmg locum cover for GP leave 
and regular time off Shared assistant/ associate GP schemes are operatmg m f1ve of 
the health board areas. 

Employment of Other Professionals 

Other health care professiOnals have been employed either d1rectly or on a sesswnal 
basis by the health boards to provide GP based services. The serv1ces provided mclude 
dermatology chmcs, nutnuomst serv1ces for the elderly, spec1men collection services, 
physwtherapy, dietician, counselling, psychology, psychiatry 

Linkages with Acute Hospitals 

Access to Hospitals 

The Strategy document env1saged that a range of measures would be mtroduced to 
improve the lmkages between general practice and the other health services, 
particularly the acute general hospitals This entailed glVlng GPs access to appropnate 
mvesugauve faCJhties withm hospitals. 

Protocols have been developed w1th local hospitals m the areas of local formulanes, 
asthma treatment, rheumatology, diabetes treatment, referrals, combmed care, 
anubwuc pohCJes and ant!-ulcer/Hehocobactor Pylon strategy 
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Education and Training 

Training Practtces 

There are vocatwnal trammg practices established m each health board area where 
new GPs are tramed. There 1s also a three year programme for new GPs m all health 
boards whereby fully qualified students spend 2 years m a hospital environment and 
1 year m practice 

In 1994 and 1995 the Department prov1ded funds from the General Practice 
Development Fund of £10,000 per year to each trammg practice, for the purposes of 
1mprovmg practice prermses, record keepmg and purchasmg medical eqmpment. In 
1996 the grant was reduced to £5,000 and remams at that level for 1997 The potential 
of trammg practices to set standards and be used as models for change at local level 
should be considered 

Continual Medical Educatwn 

The Strategy document recogmsed the need for vocatwnal and post-graduate trammg 
m order to mamtam the h1ghest poss1ble standards among GPs The contmumg 
professwnal med1cal education programme 1s mamly orgamsed by the Insh College 
of General Practmoners (ICGP) who hold meetmgs on a regular bas1s m a lecture­
style forum Fundmg of up to 50% of the cost of some courses has been prov1ded by 
GP Umts from the health boards' share of the IDTS savmgs Fundmg has also been 
prov1ded from the GP Development Fund by the Department. 

The Postgraduate Resource Centre, wh1ch 1s run by the ICGP under the ausp1ces of 
the Postgraduate Medical and Dental Board, has recently been established The 
purpose of the Centre 1s to co-ordmate and develop all facets of postgraduate 
education for GPs m the State The Department 1s prov1ding fundmg for the Centre 
from the GP Development Fund 

Specific Improvements 

Development ofMulti-Doctor Practices 

There has been a considerable improvement m the number of multi-practice 
arrangements smce the publication of the Strategy document The number of smgle 
handed practices has decreased from 59% to 42% while the number of practices with 
three or more doctors has mcreased from 15% to 29%. 
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Rotas 

The number of rota arrangements has mcreased by over 55% from 209 m December 

1992 to 323 1n December 1996 At 31 December 1996, 1,142 GPs (70% of GMS GPs) 

were mvolved 1n rotas 

Employment ofSupport Staff 

The number of nurses employed m general practice has mcreased by 137%, from 149 
at 31 December 1992 to 353 at 31 December 1996 In the same penod the number of 
secretanes employed has mcreased by 45% from 734 to 1,066 
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