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SUMMARY
Background. In 1994, an Audit Commission report estim-ated
that £425 million could be saved from the national drug budget
if general practitioners (GPs) altered their prescribing in various
ways.
Aim. To assess the views of GPs and family health services
authority (FHSA) advisers on issues similar to those raised in
the Audit Commission report.
Method. A questionnaire was sent to a 1 in 20 sample of GPs
from 33 randomly selected FHSA areas (n = 576) and all FHSA
advisers (n = 285).
Results. A total of 419 (72.7%) GPs and 234 (82.1%) advisers
replied. There were statistically significant differences (P<0.01)
between GPs and advisers on all but one of the statements. In
particular, there were marked differences on some of the state-
ments relating to substitution with cheaper similar drugs.
Differences were smaller for statements on the use of drugs of
limited therapeutic value, the range of drugs prescribed, and
practice prescribing policies. Differences were noted between
subgroups of GPs in response to some of the statements.
Conclusion. The majority of GPs in this survey gave responses
that were supportive of many of the types of suggestion made
by the Audit Commission. However, it is suggested that differ-
ences of opinion between GPs and FHSA advisers may have
implications for the development of strategies to control pre-
scribing costs.

Keywords: prescribing costs; audit commission; family health
service authorities.

Introduction

IN 1994, the Audit Commission produced a report suggesting
that £425 million could be saved from the national drug bud-

get if general practitioners (GPs) were to alter their prescribing
in line with 50 ‘model practices’.1 The report gave details of
areas of prescribing where savings might be made without detri-
ment to patients. If the Audit Commission’s calculations are
correct, then it is important to consider strategies for helping
GPs to control their prescribing costs.

Previous studies have suggested that doctors’ beliefs and atti-
tudes may help to predict their prescribing behaviours.2

Therefore, in developing strategies to address prescribing costs,
it may be important to consider the views of GPs. For example,
if GPs were found to agree with the suggestions of the Audit
Commission, then it might be easier to help them to change their
behaviour than if they were found to disagree.

While previous studies have looked at GPs’ views on a range
of prescribing issues,2-4 none have focused specifically on pre-
scribing costs. Therefore, we decided to undertake a postal sur-
vey of GPs in England and Wales to explore attitudes towards a
number of issues relating to prescribing costs. We also sent the
survey to (what were then known as) family health services
authority (FHSA) medical and pharmaceutical advisers, as they
have an interest in the quality and cost of GPs’ prescribing.5 The
survey was based on themes from the Audit Commission
report.1

We had two main hypotheses. The first was that GPs and
FHSA advisers would have different views on many of the
issues covered, with the responses of advisers being more
strongly oriented towards the control of prescribing costs. The
second was that GPs in fundholding practices, and those with
prescribing formularies, would have different views to other
GPs on prescribing cost issues and practice prescribing policies.
The reasoning behind this hypothesis was that these groups of
GPs may have considered these issues in detail when addressing
their fundholding budgets or developing or updating their for-
mularies.

Method
A questionnaire was designed to assess the views of GPs and
FHSA advisers on a number of current prescribing cost issues.
The questionnaire focused on some of the themes from the
Audit Commission report, A prescription for improvement.1

These were ‘overprescribed drugs’, ‘drugs of limited value’,
‘cheapest is not always rational’, ‘the range of drugs pre-
scribed’, ‘use of generics’, ‘substitution with similar cheaper
drugs’, ‘the amount prescribed’, and ‘practice prescribing poli-
cies’. The questionnaire was piloted on a random sample of 70
GPs in Nottinghamshire. Following this, a final version was pro-
duced consisting of 26 statements, which respondents were
asked to rate using a five-point Likert scale. The questionnaire
also requested information on the characteristics of respondents,
such as age, sex and professional qualifications. In the case of
GPs, information was requested on whether they were in a fund-
holding practice, whether they dispensed medications to patients
and whether their practice had developed a prescribing formulary.

In November 1994, the questionnaire was sent to a sample of
GPs throughout England and Wales and to all medical and phar-
maceutical advisers. One reminder was sent to non-responders.
The sample of GPs was obtained by contacting a random one in
three sample of FHSAs (n = 33). Each of these authorities sup-
plied a list of the GPs practising in their area. From these lists,
every 20th GP was selected for entry into the study. A total of
861 questionnaires were sent out: 576 to GPs and 285 to advisers.

Analysis
The returned questionnaires were entered into a Microsoft Excel
4.0 spreadsheet and then imported into SPSS-PC for statistical
analysis. The chi square test was used to investigate potential dif-
ferences between advisers and GPs in their responses to individ-
ual statements. There were no important differences in the analy-
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sis comparing the five-point Likert scale to a three-point scale
(agree, neutral and disagree) and, therefore, the three-point scale
is presented in this paper. Further chi square tests were applied to
assess potential differences between subgroups of GPs. A signifi-
cance level of P<0.01 was used.

Results
Of the 576 GPs who were sent the questionnaire, 419 replied
(72.7%), of whom 299 (71.4%) were men and 118 (28.2%) were
women. The MRCGP qualification was possessed by 212
(50.6%) of the respondents. The mean age of the GPs was 43.3
years (SD 9.72). In terms of practice characteristics, 144 (34.4%)
were fundholders, 74 (17.7%) were dispensing, and 157 (37.5%)
said that their practice had developed a prescribing formulary.
Seventy-eight (54.2%) of the fundholders said that their practice
had developed a prescribing formulary compared with 79 (29%)
of the non-fundholders. The GPs in the sample had characteris-
tics similar to those of other GPs in England and Wales, on the
basis of age,6 sex,6 fundholding7 and dispensing.7

Of the 285 advisers who were sent the questionnaire, 234
replied, giving a 82.1% response rate. Of these, 115 (49.1%)
were medical advisers and the remaining 119 (50.9%) were phar-
maceutical advisers. Ninety-three (80.9%) of the medical advis-
ers were men compared with 48 (40.3%) of the pharmaceutical
advisers. The mean age of the medical advisers was 47.5 years
(SD 9.31), while that of the pharmaceutical advisers was 38.6
years (SD 8.62).

Comparing the responses of general practitioners and
FHSA advisers
Table 1 shows the responses of GPs compared with those from
FHSA advisers. It can be seen that there were statistically signifi-
cant differences for all of the statements, except for number 21.
However, it can also be seen that the majority of GPs and advis-
ers took the same view for many of the statements. The key simi-
larities and differences between GPs and advisers are outlined
below in relation to the themes from the Audit Commission
report.1

‘Overprescribed’ drugs. While the majority of respondents dis-
agreed with the idea that non-steroidal anti-inflammatory drugs
(NSAIDs) should be used as first-line treatment in the manage-
ment of osteoarthritis (statement 1), advisers were more likely to
disagree than were GPs. By contrast, three quarters of the GPs
agreed that ‘some patients with dyspepsia need treatment with
ulcer-healing drugs even when endoscopy has shown no evi-
dence of pathology’ (statement 2) compared with only half of the
advisers.
‘Drugs of limited clinical value’. The majority of GPs and advis-
ers gave similar responses for statements 3–6, suggesting that
they regarded cerebral vasodilators, topical NSAIDs, cough sup-
pressants and appetite suppressants to be of little clinical value.
However, 30% of GPs agreed that ‘in some cases it is appropri-
ate to prescribe appetite suppressants in general practice’ (state-
ment 6).
‘Cheapest is not always rational’. The majority of respondents
agreed that national expenditure on respiratory drugs would
increase if asthma was treated properly (statement 7). There was
less agreement on whether the increased use of angiotensin-con-
verting enzyme (ACE) inhibitors would reduce National Health
Service expenditure on heart failure (statement 8).
The range of drugs prescribed. GPs and advisers tended to agree
that ‘GPs who choose to limit the range of drugs that they pre-
scribe are less likely to make mistakes’ (statement 9). They also
tended to disagree with the notion that GPs ‘need to prescribe

from a wide range of drugs within each therapeutic group’ (state-
ment 11). This view was supported by responses to statements 10
and 12 on the range of NSAID and antidepressant drugs required
for the vast majority of general practice prescribing.
Use of generics. Over 75% of GPs and over 95% of advisers
agreed with statements 13 and 14, which were supportive of
generic prescribing. In contrast, GPs and advisers tended to have
differing views on whether ‘patients prefer brand-named drugs to
generic drugs’ (statement 15).
Substitution with similar but cheaper drugs. While the vast
majority of respondents agreed that ‘lower-cost drugs should be
prescribed if they are as safe and effective as higher-cost alterna-
tives’ (statement 21), GPs and advisers tended to have differing
opinions when faced with more specific statements relating to
substitution with similar but cheaper drugs (statements 16–20).
In particular, GPs appeared to be more likely to favour the use of
selective serotonin re-uptake inhibitors (SSRIs) as first-line treat-
ment for depression (statement 16) and modified release NSAIDs
‘because they are convenient for patients’ (statement 18). In con-
trast, advisers appeared to be more likely to favour certain drugs
because they were less expensive than the alternatives (state-
ments 19 and 20).
The amount prescribed. Over 85% of GPs and 70% of advisers
agreed that ‘patients who are stable on long-term medication
should be allowed more than one month’s treatment at a time’
(statement 22). The majority of respondents expressed similar
views on the length of treatment required for acute muscu-
loskeletal pain (statement 23).
Practice prescribing policies. A clear majority of advisers gave
responses that could be considered to be supportive of prescrib-
ing formularies (statements 24 and 25) and practice meetings to
discuss prescribing policies (statement 26). The responses of GPs
were more mixed on these statements, particularly with respect
to whether ‘the benefits of developing a prescribing formulary
outweigh the time and effort involved’ (statement 25).

Comparing responses of different subgroups of general
practitioners
The subgroup analyses presented in this paper relate to the
hypothesis stated in the introduction. While further subgroup
analyses are not presented here, it is worth noting that very few
differences were found when these analyses were done.

Statistically significant differences in the responses of fund-
holding and non-fundholding GPs are shown in Table 2.
Fundholders differed from non-fundholders in response to state-
ments 25 and 26 on ‘practice prescribing policies’. The fund-
holders’ responses were more favourable towards the benefits of
prescribing formularies and the use of practice meetings to dis-
cuss prescribing policies.

Statistically significant differences in the responses of GPs,
depending on whether they stated that their practice had devel-
oped a prescribing formulary, are shown in Table 3. Those with
formularies had different views on one of the statements on sub-
stitution with similar but cheaper drugs (statement 19). They also
gave responses that were relatively favourable towards prescrib-
ing formularies (statements 24 and 25) and on the use of practice
meetings to discuss prescribing policies.

Discussion
This survey has shown statistically significant differences in the
responses of GPs and FHSA advisers to a number of statements
based on themes from the Audit Commission report.1 The results
suggest that FHSA advisers tended to give responses that were
more favourable towards measures that might help to control



British Journal of General Practice, June 1997 349

A J Avery and T Heron Original papers

Table 1. Responses of 419 GPs and 234 advisers to 26 statements on general practice prescribing.

Numbers of responses (%) Chi square

Themes from the Audit Commission report and General practitioners FHSA advisers
statements used in the questionnaire Agree Neutral Disagree Agree Neutral Disagree χ2 (df = 2) P-value

Over-prescribed drugs
1. Non-steroidal anti-inflammatory drugs should 

be prescribed as first-line treatment in the 63 66 288 18 14 200 23.87 <0.0001
management of osteoarthritis (15.1) (15.8) (69.1) (7.8) (6.0) (86.2)

2. Some patients with dyspepsia need treatment 
with ulcer-healing drugs even when endoscopy 321 57 41 117 68 47 46.51 <0.0001
has shown no evidence of pathology (76.6) (13.6) (9.8) (50.4) (29.3) (20.3)

Drugs of limited value
3. There is no clinical justification for prescribing 287 76 53 191 19 23 14.91 <0.001

cerebral vasodilators (69.0) (18.3) (12.7) (82.0) (8.2) (9.9)

4. Topical NSAIDs have an important role in the 87 112 219 8 16 209 92.85 <0.0001
management of joint pain (20.8) (26.8) (52.4) (3.4) (6.9) (89.7)

5. Cough suppressants are of little clinical value in 286 47 86 197 14 21 21.82 <0.0001
upper respiratory tract infections (68.3) (11.2) (20.5) (84.9) (6.0) (9.1)

6. In some cases, it is appropriate to prescribe 127 60 232 29 26 173 29.81 <0.0001
appetite suppressants in general practice (30.3) (14.3) (55.4) (12.7) (11.4) (75.9)

Cheapest is not always rational
7. Treating asthma properly will increase national 349 30 40 212 14 7 10.21 <0.01

expenditure on respiratory drugs (83.3) (7.2) (9.5) (91.0) (6.0) (3.0)

8. Overall NHS expenditure on heart failure 
would be reduced if more patients were 170 155 94 127 77 30 14.21 <0.01
prescribed ACE inhibitors (40.6) (37.0) (22.4) (54.3) (32.9) (12.8)

The range of drugs prescribed
9. GPs who choose to limit the range of drugs that 272 85 62 197 30 6 34.13 <0.0001

they prescribe are less likely to make mistakes (64.9) (20.3) (14.8) (84.5) (12.9) (2.6)

10. For the vast majority (>90%) of NSAID prescribing, 375 22 22 225 3 5 10.43 <0.01
a GP needs no more than four different drugs (89.5) (5.3) (5.3) (96.6) (1.3) (2.1)

11. To provide patients with adequate choice, 
GPs need to prescribe from a wide range of 86 90 242 9 11 214 80.40 <0.0001
drugs within most therapeutic groups (20.6) (21.5) (57.9) (3.8) (4.7) (91.5)

12. To treat the vast majority (>90%) of patients with 85 66 266 19 29 185 20.39 <0.0001
depression, a GP needs at least six different drugs (20.4) (15.8) (63.8) (8.2) (12.4) (79.4)

Use of generics
13. The vast majority of drugs can be prescribed 324 51 42 224 5 4 38.42 <0.0001

generically without detriment to patients (77.7) (12.2) (10.1) (96.1) (2.1) (1.7)

14. Practices should increase generic 
prescribing wherever this would save money 365 32 21 229 2 3 20.84 <0.0001
without detriment to patient care (87.3) (7.7) (5.0) (97.9) (0.9) (1.3)

15. Patients prefer brand-named drugs to generic drugs 201 130 87 44 88 102 62.98 <0.0001
(48.1) (31.1) (20.8) (18.8) (37.6) (43.6)

Substitution with similar but cheaper drugs
16. SSRIs should not be used as first-line treatment 142 70 207 144 63 25 97.49 <0.0001

for depression (33.9) (16.7) (49.4) (62.1) (27.2) (10.8)

17. Adults with asthma should be given metered dose 
inhalers as first-line treatment, as these are less 210 100 106 173 38 21 39.24 <0.0001
expensive than other types of inhalers (50.5) (24.0) (25.5) (59.1) (21.3) (9.1)

18. The cost of using modified release NSAIDs is 169 131 118 13 38 182 158.80 <0.0001
justified because they are convenient for patients (40.4) (31.3) (28.2) (5.6) (16.3) (78.1)

19. GPs should prescribe isosorbide dinitrate rather 
than isosorbide mononitrate for most patients 72 143 202 122 65 46 95.86 <0.0001
because it is less expensive (17.3) (34.3) (48.4) (52.4) (27.9) (19.7)

20. Unless there are contraindications, cimetidine 
should be used in preference to ranitidine in 261 53 104 218 6 9 74.62 <0.0001
treating peptic ulcers because it is less expensive (62.4) (12.7) (24.9) (93.6) (2.6) (3.9)

21. Lower-cost drugs should be prescribed if they are 397 16 5 230 2 1 4.88* 0.0272
as safe and effective as higher-cost alternatives (95.0) (3.8) (1.2) (98.7) (0.9) (0.4)
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prescribing costs. Also, some differences have been demonstrat-
ed between subgroups of GPs. What are the possible implications
of these results for the development of strategies to help GPs to
control prescribing costs?

It is apparent that, while there were statistically significant dif-
ferences between general practitioners and advisers on all but
one of the statements, in most cases the differences result from a
minority of GPs taking the opposite view to the advisers. Thus,
there appears to be a reasonable amount of agreement on issues
such as drugs of limited clinical value, the range of drugs pre-

scribed, and practice prescribing policies. These may be areas in
which many GPs would be prepared to make changes in their
prescribing to control costs, if they were give appropriate advice
and assistance. However, advisers need to be aware that a minor-
ity of GPs would need to be persuaded of the value of any pro-
posed changes.

While a number of similarities have been noted, it is clear that
there were marked differences of opinion between GPs and
advisers on a number of statements, particularly some of those
relating to substitution with similar but cheaper drugs. In consid-

Table 1. (continued) Responses of 419 GPs and 234 advisers to 26 statements on general practice prescribing.

Numbers of responses (%) Chi square

Themes from the Audit Commission report and General practitioners FHSA advisers
statements used in the questionnaire Agree Neutral Disagree Agree Neutral Disagree χ2 (df = 2) P-value

The amount prescribed
22. Patients who are stable on long-term 

medication should be allowed more than 358 30 30 164 42 27 23.59 <0.0001
one months’ treatment at a time (85.6) (7.2) (7.2) (70.4) (18.0) (11.6)

23. Most patients with acute musculoskeletal 56 95 267 10 36 186 21.67 <0.0001
pain need analgesics for more than two weeks (13.4) (22.7) (63.9) (4.3) (15.5) (80.2)

Practice prescribing policies 
24. Using a prescribing formulary can help to control 281 114 23 209 18 5 42.20 <0.0001

costs without detriment to patients (67.2) (27.3) (5.5) (90.1) (7.8) (2.2)

25. The benefits of developing a practice prescribing 199 150 69 191 28 14 73.60 <0.0001
formulary outweigh the time and effort involved (47.6) (35.9) (16.5) (82.0) (12.0) (6.0)

26. There is little to be gained from having regular 43 85 290 2 3 228 74.64 <0.0001
meetings in a practice to discuss prescribing policies (10.3) (20.3) (69.4) (0.9) (1.3) (97.9)

*The categories disagree and neutral combined together and a chi square test (with continuity correction) performed on one degree of freedom.

Table 2. Responses to statements where statistically significant differences were found between fundholders and non-fundholders.

Numbers of responses (%) Chi square

Fundholders Non-fundholders
Statements used in the questionnaire Agree Neutral Disagree Agree Neutral Disagree χ2 (df = 2) P-value

25. The benefits of developing a practice prescribing 86 43 14 110 107 55 16.06 <0.01
formulary outweigh the time and effort involved (60.1) (30.1) (9.8) (40.4) (39.3) (20.2)

26. There is little to be gained from having regular 8 19 116 34 66 172 14.25 <0.01
meetings in a practice to discuss prescribing policies (5.6) (13.3) (81.1) (12.5) (24.3) (63.2)

Table 3. Responses to statements where statistically significant differences were found between GPs who stated that their practice had devel-
oped a prescribing formulary and other GPs.

Numbers of responses (%) Chi square

Practices that had Practices with
developed a formulary no formulary

Statements used in the questionnaire Agree Neutral Disagree Agree Neutral Disagree χ2 (df = 2) P-value

19. GPs should prescribe isosorbide dinitrate 
rather than isosorbide mononitrate for most 39 48 70 33 95 129 9.86 0.0072
patients because it is less expensive (24.8) (30.6) (44.6) (12.8) (37.0) (50.2)

24. Using a prescribing formulary can help to control 128 25 4 151 88 19 23.62 <0.0001
costs without detriment to patients (81.5) (15.9) (2.5) (58.5) (34.1) (7.4)

25. The benefits of developing a practice prescribing 115 29 13 81 121 56 68.60 <0.0001
formulary outweigh the time and effort involved (73.2) (18.5) (8.3) (31.4) (46.9) (21.7)

26. There is little to be gained from having regular 11 17 129 31 68 159 19.84 <0.0001
meetings in a practice to discuss prescribing policies (7.0) (10.8) (82.2) (12.0) (26.4) (61.6)
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ering strategies for addressing prescribing costs, it may be impor-
tant to consider possible reasons for these differences of opinion;
for example, why should GPs and advisers differ on the use of
SSRIs as first-line treatment for depression (statement 16)? The
answer may be related to perceived drug safety in the context of
professional responsibility. Before the date of this survey, it had
been suggested that there was no need to use SSRIs as first-line
treatment for depression.8 However, these drugs are relatively
safe,9 and they may have a better side-effect profile than other
antidepressants.10 For these reasons, together with fear of litiga-
tion, GPs may prefer to use SSRIs rather than similar cheaper
drugs, such as lofepramine. In contrast, FHSA advisers, with
their responsibility for addressing prescribing costs,5 may be less
likely to support the use of these relatively expensive drugs with-
out strong evidence of their cost-effectiveness. This example
relates to a situation in which GPs may have concerns about
patient safety. In these circumstances it is unlikely that GPs
would be prepared to change their prescribing behaviour without
considerable reassurance. In contrast, the response to statement
18 suggests that, compared with advisers, GPs may attach more
importance to patient convenience. While this is not surprising,
given the individual care that GPs provide, it is possible that
strategies could be employed to persuade some GPs to limit their
use of ‘premium price preparations’.1

This survey has shown little evidence that fundholders and
GPs with prescribing formularies differed from others in any
area apart from that of practice prescribing policies. This is an
important finding, as it suggests that GPs’ views on prescribing
cost issues are not strongly associated with fundholding or the
development of a formulary. While fundholders,11,12 non-fund-
holders13 and those with formularies14 have shown some success
in controlling prescribing costs, future strategies for controlling
prescribing costs should not assume that GPs in these subgroups
have different attitudes and beliefs on prescribing costs issues.
Nevertheless, it is encouraging that fundholders and respondents
from practices that had developed formularies tended to express
favourable views on practice prescribing policies.

While this survey has demonstrated differences concerning
prescribing cost issues, there were relatively few areas in which
respondents were ‘poles apart’. In developing strategies to
address GPs’ prescribing costs, it is suggested that the views of
GPs are taken into consideration. If FHSA advisers wish to
encourage GPs to reduce their prescribing costs in line with the
suggestions made in the Audit Commission report,1 then it may
be more fruitful to focus on areas of potential agreement than to
try to change attitudes, particularly where there are concerns over
patient safety.
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