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AIM • To describe the management of prescribing with-
in primary care groups (PCGs) and to explore the po-
tential impact of PCGs on pharmaceutical practice.

DESIGN • Self-completion questionnaires and face-to-
face interviews.

SUBJECTS AND SETTING • Board members of a
stratified, random sample of 53 PCGs in England.

RESULTS • 40 PCGs (94%) had set up prescribing sub-
groups and 23 (44%) had community pharmacists as
members of these groups.

Pharmacists were providing prescribing advice to 45
PCGs (87%); 17 of these (38%) were employing ses-
sional community pharmacists. The most common
source of funding for the pharmaceutical advice was

“top slicing” the prescribing budget. Prescribing targets
and priorities commonly reflected a combination of na-
tional priorities and a local desire to make cost savings
on some specific areas of presrcibing. Medicines man-
agement and better use of community pharmacists were
identified by many board members as key areas for de-
velopment.

CONCLUSION • Most PCGs had made significant
progress in developing policy and practice to manage
their prescribing costs. The increasing involvement of
pharmacists in prescribing policy, particularly those
from community practice, reflects a commitment to a
multidisciplinary approach to medicines management in
primary care. One of the key challenges for the future
will be to achieve the right balance between cost con-
straints and quality of prescribing.

Health authorities have had sys-
tems in place to monitor pre-
scribing for a number of years
and these have been used by

pharmaceutical and medical advisers to de-
velop and implement srategies to influence
general practitioner (GP) prescribing. The
inception of primary care groups (PCGs) in
England has started to shift this responsibili-
tiy away from heath authorities. Conse-
quently, PCGs and trusts (PCTs) are now
faced with the challenges of managing their
own cash-limited budgets while simultane-
ously delivering on their quality agenda. In
the area of prescribing, these challenges are
coming into sharp focus through both the
national service frameworks (NSFs) and the
guidance which will be increasingly forth-
coming from the National Institute for Clin-
ical Excellence (NICE). The first two NSFs
cover mental health and coronary heart dis-
ease (CHD), both areas where increased pre-
scribing may be needed if the quality of
patient care is to be improved. The results of
two recent surveys1,2 clearly show that the
development of prescribing advice to PCGs
provides an important opportunity for
greater numbers of pharmacists to use and
develop their skills. Within the new National
Health Service (NHS), there are also
tremendous opportunities for pharmacists to
get involved in the wider quality agenda
through clinical governance.3

In March 1999, the Department of
Health commissioned the National Primary
Care Research and Development Centre
and the King’s Fund to undertake a longitu-
dinal (tracker) survey of a representative
sample of PCGs in order to support the de-

velopment of PCGs and inform policy de-
velopment and implementation.4 In the first
year, the tracker survey has concentrated on
describing how PCGs are approaching their
functions, their priorities for service devel-
opment and their goals for the future. The
aims of this paper are to describe how pre-
scribing is being managed within PCGs and
to explore the potential impact of PCGs on
pharmaceutical practice.

METHOD

The tracker survey is based on a 15 per cent
(n=72) random sample of all PCGs in Eng-
land, stratified by NHS region. Data were
collected through face-to-face interviews
with PCG chief officers, PCG chairmen and
health authority leads. After piloting, self-
completion postal questionnaires were sent
to prescribing leads, clinical governance
leads, information management and tech-
nology leads, social services board members,
two GP board members, two nurse board
members and the lay board member. Data
were collected between September and De-
cember, 1999. The data presented in this pa-
per are largely from the prescribing lead
questionnaire, but also draw on data on a
wide variety of issues, including:

● Composition of prescribing committees
● Level and funding of pharmaceutical

support
● Influences on the development of pre-

scribing targets
● Use of prescribing information
● Managing the entry of new and high-

cost drugs
● Use of formularies and guidelines
● Achievements and future aspirations

The questionnaires comprised a mix-
ture of closed and open questions. Quantita-
tive data were entered into SPSS for
Windows (version 9) and responses to open
questions were entered into a text file before
thematic analysis.

RESULTS

After one reminder, completed question-
naires were received from 52 prescribing
leads (72 per cent). Of these prescribing
leads, 49 (94 per cent) were GPs, two had a
background in public health and one was a
pharmacist. All except three prescribing
leads were members of the PCG board and
all except one had been on the board for at
least six months.

Processes to improve prescribing District or
area prescribing committees were in exis-
tence within 48 of the PCG localities (92 per
cent) in this survey. Their composition re-
flected both the strong involvement of sec-
ondary care and the continuing influence of
health authority pharmaceutical and med-
ical advisers at this level (Table 1).

Forty-nine (94 per cent) of the PCGs
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had set up their own prescribing subgroups
and the composition of these, compared to
the district committees, show less engage-
ment with the health authority advisers
(Table 1).

Community pharmacists were members
of 23 prescribing subgroups (44 per cent)
and 13 district or area prescribing commit-
tees (27 per cent).

The level of pharmaceutical prescribing
support available to each PCG varied con-
siderably with seven having no support at all
(Table 2). In total, 108 pharmacists were
providing prescribing advice to 45 (63 per
cent) of the PCGs. The maximum level of
support identified was one PCG with two
full-time pharmacists and one with one full-
time as 12 sessional community pharma-
cists. The most common source of funding
for pharmaceutical advice was “top slicing”
the prescribing budget (26 PCGs; 50 per
cent). The other main funding sources were
management budgets (18 PCGs; 35 per
cent), and central health authority budgets
(13 PCGs; 25 per cent). In order to get a
broader view of how pharmaceutical exper-
tise can be used within PCGs, clinical gov-
ernance leads were asked about their current
and future plans for using community phar-
macists to deliver their clinical governance
agenda. The most commonly identified ar-
eas were formulary development and repeat
prescribing schemes (Table 3).

Prescribing priorities When asked about
the influences on the process of determining
prescribing policies and targets for the
PCG, the prescribing subgroup was identi-
fied as the greatest influence on a 1 to 5 scale
from “no influence” to “great influence”.
Thirty respondents (75 per cent) rated the
prescribing subgroup influence as either 4
or 5 on the scale. There were no clear differ-
ences between the perceived influences of
national policy, the NICE, the health au-
thority and the PCG board.

Prescribing targets were linked to in-
centive schemes in 41 PCGs (79 per cent),
to clinical governance targets in 21 (40 per
cent) and to health improvement pro-
grammes in 19 (36 per cent). The most
common prescribing targets were improv-
ing generic prescribing rates (35 PCGs; 67
per cent), reducing antibiotic prescribing
(22 PCGs; 42 per cent), rationalising the
prescribing of proton pump inhibitors (17
PCGs; 33 per cent), improving the manage-
ment of coronary heart disease (16 PCGs;
31 per cent), achieving budgetary targets (10
PCGs; 19 per cent) and improving repeat
prescribing systems (nine PCGs; 17 per
cent).

Monitoring and improving prescribing Of
the PCGs, 49 (94 per cent) used prescribing
indicators based on prescribing analysis and
cost (PACT) data to monitor prescribing by
individual practices. Almost half of these (21
PCGs; 43 per cent) were using the elctronic
version, ePACT, but only 13 (26 per cent)
were using the prescribing toolkit. (The
prescribing toolkit is a set of measuring
tools for the purpose of analysing Prescrip-
tion Pricing Authority data. The data are
presented in the form of a set of national
user-defined standard reports.) Forty-nine
PCGs (94 per cent) used PACT data to
identify poorly performing practices and in
29 of these (58 per cent) unanonymised pre-
scribing data were shared among practices.

Twenty-five PCGs (48 per cent) were
planning to produce a formulary and for
most this would be under the auspices of the
prescribing subgroup rather than the wider
district or area communities. However, 20
were planning to involve the local secondary
care trust in this process. Only seven were
planning a comprehensive formulary, most
aimed at targeting specific therapeutic
groups. Thirty PCGs (58 per cent) were
planning to introduce prescribing guide-
lines. In line with the stated prescribing and
clinical governance priorities, the areas most
likely to be targeted for guideline develop-
ment were antibiotics, gastrointestinal dis-
ease and coronary heart disease. However, a
wide range of other guidelines were planned
or were in operation in many PCGs. Only
six PCGs (14 per cent) were planning to set
up their own systems for managing the entry
of new and expensive drugs and 38 (73 per
cent) were approaching the problem on a
larger scale through the district or area pre-
scribing committee, or were relying on
guidance from health authorities.

Achievements From responses to the open
question, “What have been the most signifi-
cant achievements of the PCG to date in
terms of prescribing?”, several recurring
themes were identified. Not surprisingly, for
some respondents their key achievements
were the setting up of incentive schemes.

Another theme was the enhanced co-
operation between general practices and the
sharing of anonymised prescribing data:
“Developing relationships and openness
among practices, including data sharing.”

For others, a key achievement was the
appointment of a pharmaceutical adviser:
“Without our local prescribing adviser/
pharmacist it would be impossible to achieve
anything. It is essential to provide continued
support for the employment of pharmacists
in this capacity.”

When asked to indicate whether the
PCG had impacted on specific areas of
health care, PCG chairmen and GP board
members identified prescribing as the area
in which most impact had been been made,
followed by disease prevention and health
promotion.

The future When asked what were the key
tasks for the PCG over the next few years in
relation to prescribing, respondents ex-
pressed great diversity in their opinions,
ranging from “a hopeless task” to “we have a
strong strategy and given time we will make
great gains”. The most frequently identified
prescribing tasks for the next year related to
remaining within budget and achieving in-
centives. However, others perceived that
they now had opportunities to improve the
quality of prescribing rather than focusing
exclusively on cost. This desire to focus
more on improving the quality of prescrib-
ing also identified a tension: “Extremely dif-
ficult to achieve quality prescribing and stay
within budget.”

In order to achieve their aspirations,
pharmacists were again identified by some as
the key to this process: “More use of phar-
macists in helping to improve prescribing.”

This is supported by data from inter-
views with PCG chairmen. When asked to
rate 10 potential areas of future primary care
investment, prescribing support was the top
priority, with nearly 90 per cent rating it as a
“high” or “very high” priority. The next pri-
orities were information management and
technology hardware and software, and
nursing staff.

Type of presrcibing advice No of PCGs

PCG prescribing advisers only 25
Sessional community pharmacists

only 10
Both PCG prescribing advisers

and sessional community
pharmacists 10

None 7

TABLE 2: PROVISION OF PRESCRIBING
ADVICE TO PRIMARY CARE GROUPS

Area Currently involving Planning to involve
community pharmacists community pharmacists

No % No %

Formulary development 17 33 16 31
Repeat prescribing schemes 16 31 15 29
Chronic disease management 6 12 7 13
Health promotion 4 8 9 17
Management of minor ailments 3 6 12 23
Deliver aims of health improvement plan 3 6 11 21

TABLE 3: USING COMMUNITY PHARMACISTS IN CLINICAL GOVERNANCE

Member Prescribing subgroup Area committee

PCG pharmacist 33 25
Health authority pharmaceutical adviser 30 43
Health authority medical adviser 5 33
Hospital pharmacist 10 39
Hospital consultant 2 33
Community pharmacist 23 13

TABLE 1: COMPOSITION OF PRIMARY CARE GROUPS PRESCRIBING SUBGROUPS AND
AREA/DISTRICT PRESCRIBING COMMITTEES (N=52)
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Some prescribing leads also saw their
status as a PCG or potential PCT as an op-
portunity to “sort out problems” at the pri-
mary/secondary care interface and to “get
consultants to adhere to the formulary”.

DISCUSSION

Data from the initial part of this longitudi-
nal study show that prescribing has been
given a high priority within the PCG agenda
and has largely been a success story within
the first six months of their existence. Most
PCGs had set up a prescribing subgroup and
were using pharmacists to provide prescrib-
ing advice. This is in keeping with data on
medicines management from another re-
cently published evaluation of PCGs.5 Many
prescribing leads themselves identified these
and a number of other achievements within
the early life of the PCG. This contrasts
with other areas of the survey, for example,
the questionnaire to information manage-
ment and technology leads, where little
progress had been made.

It is perhaps unsurprising that PCGs
had focused on prescribing, given the legacy
of prescribing advice within health authori-
ties and the accessibility of PACT data.
However, few were using the prescribing
toolkit which had been designed to facilitate
analysis of PACT data.

There was considerable evidence of the
increased use of community pharmacists to
provide prescribing support. Clinical gover-
nance leads also identified other ways in
which they planned to use community phar-
macists within the broader arena of medi-
cines management. The agenda for clinical
governance is ambitious and the skills of all
health care professionals will need to be ful-
ly used if significant improvements in the
quality of patient care are to be delivered.
Clearly, survey methodology does not easily
allow validation of responses, but the stated
intention to use the skills of community
pharmacists in this way would be welcomed
by the profession. The development of the
roles for pharmacists in primary care may
dictate the need to enhance existing skills of
to develop new ones. The recently pub-
lished “Competencies for pharmacists
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working in primary care”6 provides a valu-
able framework for the identification of
training and development needs.

For the foreseeable future, it would ap-
pear that the level of prescribing advice re-
quired by PCGs will continue to increase.
Some prescribing leads identified this as one
of their key tasks for the coming year. This
was supported by data from the interviews
with PCG chairmen. Of concern is the
source of funding to provide the advice. In
the early life of the PCGs, the most com-
mon source has been the prescribing bud-
get. The near future promises a number of
exciting therapeutic advances which, if ap-
propriately used, are set to cause an escala-
tion in prescribing costs but with an
ultimate improvement in quality of patient
care and outcomes. The sucessful imple-
mentation of the national service frame-
works is also likely to increase prescribing
costs. There is great potential for a serious
conflict between the cost and quality of pre-
scribing. The dilemma arises because an un-
derstandable short-term view is taken of
costs (the need to remain within budget),
whereas improved patient outcomes require
a much longer term view. We have not yet
entered a culture of investing in prescribing
for future health gain.

Another notable finding in the survey

was the way in which GPs within some of the
PCGs had developed a philosophy of open-
ness and sharing of prescribing data, a factor
identified by a number of prescribing leads as
a key achievement. Sharing of data and infor-
mation among practices could be expected to
be difficult for some, given the competitive
nature of fundholding. However, it will be es-
sential for this philosophy to extend across
many areas of primary care provision. Start-
ing the process with prescribing, where GPs
are familiar with discussing their prescribing
habits with others, could lead to co-operation
and collaboration in other areas, for example,
the implementation and monitoring of clini-
cal governance  strategy. The sharing of pre-
scribing data should also facilitate the job of
the prescribing advisers, who can hold open
meetings to share data with all prescribers,
rather than having to deal with each practice
individually.

In conclusion, the development of pre-
scribing advice and the implementation of
clinical governance within PCGs and PCTs
provides great opportunities for the phar-
macy profession. Pharmaceutical care is en-
tirely consistent with the aim of clinical
governance, namely, the responsibility of
professionals to improve the quality of pa-
tient care and to be accountable for the ser-
vices they provide.


