
Editorials

The timing of surveys may also be of critical importance. The
longer the gap between use of services and interview the greater
the chances of recall bias, of people overlooking matters that
affected them during the episode of care and of changes in their
appreciation of services. Such considerations led Rees and
Wallace to conclude that factors relating to the timing of
research interviews 'make it difficult to interpret the "mean-
ing" of the results and once again suggest caution in accepting
some research conclusions about client satisfaction'.7

Perhaps the most important methodological consideration
relates to the type of questionnaire used to acquire data. It is
axiomatic that the questionnaire should not distort the con-
sumers view, but achieving this is not an easy task. There are
two basic ways of surveying satisfaction, either through a clos-
ed structured questionnaire or through an open ended question-
naire which allows respondents to express their opinions more
freely. With open unstructured questions respondents will on-
ly mention important aspects of care that occur to them at the
time of interview while with direct questions respondents will
have their attention drawn to specific aspects of the service.
These will be aspects that are important to the researcher, a view
that the respondent may not necessarily share. A review of
previous questionnaire surveys shows that dissatisfaction ratings
with the more open style are consistently lower than those ob-
tained with closed questions.3
Having acquired the data the next problem arises when an

attempt is made to rank satisfaction on a scale. Such ranking
is of particular importance when different services are to be com-
pared or when the same service is to be compared at different
times. There are essentially three approaches to rating satisfac-
tion: a global evaluation of the service to give an oyerall satisfac-
tion score; a satisfaction measure for each aspect of care; or
a composite score derived from satisfaction scores for each
aspect of care. The advantages and disadvantages of each ap-
proach have been well documented3 and Kincey and colleagues
reported considerable differences in satisfaction scores between
the three methods.8
The definition and measurement of satisfaction is fraught with

difficulties but is still likely to be worthwhile, providing that
those who commission such surveys know the limitations and
hence the legitimate uses of the resulting data. If surveys are
sufficiently comprehensive to include details of peoples' ex-
periences and suggestions for change, they may quite reasonably
be used to indicate aspects of the services that need to be
modified. They may also be used to measure satisfaction before
and after a service change.
Such surveys should not, however, be used alone as evalua-

tions of the quality of care. If 90/o of patients are satisfied with

a service this observation only becomes a measure of quality
if some agreed standard of excellence is available for com-
parison. Setting this standard is likely to be a difficult task. Who
will decide for example, if 900/ satisfaction with a particular
general practitioner's service makes it a quality service? Will
it be the family practitioner committees, the doctors or the
public?

Ultimately, it is only worthwhile measuring consumer opi-
nion if those who measure it are going to regard it as being of
value. At best it could provide an indirect means by which pa-
tients could participate in policy development and decision-
making in the NHS. Unfortunately, the many problems and
pitfalls outlined above will mean that, like politicians dismiss-
ing opinion polls, those who want to will be able to discount
the results of future surveys. Given these problems, a more ap-
propriate way of increasing consumer participation in the NHS
might be to allow the public greater representation on family
practitioner committees, district and regional health authorities
and the boards of self governing hospitals.
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Prescribing research: PACT to the future
IN the past, research into general practitioners' prescribing has

consisted of a variety of descriptive studies, attempts to iden-
tify factors that influence prescribing behaviour, audit of pa-
tient management protocols, and latterly the development and
evaluation of information feedback systems and general prac-
tice formularies. Now that the PACT (prescribing analyses and
cost) information system has been installed, the government pro-
poses to introduce indicative prescribing budgets for general
practitioners, and to foster the production of agreed local for-
mularies in an attempt to exert 'downward pressure' on drug ex-
penditure.' While the government's motives can be debated,
there is no doubt that these changes will have an effect on

prescribing habits and on the future direction of prescribing
research.

Less than a year after doctors received their first PACT reports,
the government has indicated that a major enhancement of the
system is needed for the operation of the indicative budget
scheme. The PACT scheme had a long gestation. Full com-
puterization of the Prescription Pricing Authority was recom-
mended in 19772 but only completed in 1986. Before the PACT
system began only a small minority of doctors requested analyses
of their prescribing,3 yet several studies had demonstrated that
feedback to doctors can result in change in prescribing4-6
though this change may disappear if the feedback ceases.7
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PACT is an inexpensive system, and as more than 25% of doc-
tors have asked for more detailed reports it has at least generated
interest (Wakefield J, personal communication). Although PACT
is not equal to underpinning the indicative budgets, it may be
valuable for education and audit, and it is to be used in pilot
studies in six family practitioner committee areas.

There is general agreement on the criteria for rational prescrib-
ing - the prescribed drug should be necessary, effective, safe
and economic - but no single method has yet been devised to
promote or evaluate good prescribing behaviour.8 The informa-
tion provided by the PACT system - cost and number of items
in various permutations - is at best a proxy outcome measure
of the complex act of prescribing, and it is unlikely to
discriminate between good and bad prescribing.9 The notion
that low- cost always equates to good care is in any case unsup-
ported.'0 Nevertheless, PACT is a vast improvement over the
PD2 scheme, especially in the presentation of the data, but it
has limitations. It is not related to clinical care or consultation
rates, and it provides no clue to the proportion of consultations
that end without a prescription being issued. Repeat prescrip-
tions cannot be identified, though they may comprise 66% of
the total items,"1 and make a major contribution to the overall
cost.'2 In addition, practices in deprived areas may incur higher
costs by issuing large numbers of prescriptions for over-the-
counter items, but this is not acknowledged.

Although the PACT system would be much enhanced if repeat
prescriptions could be identified, it is possible to audit drugs
used mainly for acute conditions (for example antibiotics) or
those used mainly for chronic conditions (for example anti-
hypertensives). Equally 'systematic or 'symptomatic prescrip-
tions can be audited.'0 The pilot studies could usefully concen-
trate on facilitating better control of long-term medication, about
which there is justifiable concern. Many of the patients receiv-
ing repeat prescriptions are elderly,'3 and some of the drugs
commonly prescribed in this way are of questionable value and
potentially dangerous, for example psychotropic'4 and non-
steroidal anti-inflammatory drugs.15 The doctors involved in
the pilot studies should also agree a standard definition of a
repeat prescription. We would argue that 'any third or subse-
quent prescription of the same drug issued consecutively for the
same episode of illness'"6 is a better definition than 'a drug
given without a direct consultation' which is more commonly
cited.'7 Computerization of repeat prescribing has shown its
worth in the review of long-term medication,'8 and the PACT
system now offers this opportunity to practices that are not com-
puterized. It remains to be seen whether the family practitioner
committees involved in the studies can achieve similar success
across a number of practices. They should certainly concentrate
on improving care rather than simply reducing cost.
The information provided by the PACT system may help doc-

tors to improve patient care. The same cannot be said with con-
fidence of the indicative prescribing budgets, which seem to im-
pose a positive disincentive on doctors to find cases needing drug
treatment, for example undiagnosed hypertensive or
hyperlipidaemic patients. Indeed, the concentration on cost is
something of a paradox. Cost is but one element of rational
prescribing and there is some evidence that high cost practices
provide better care'0 (interestingly rational prescribing is not
mentioned in the working paper on indicative prescribing
budgets). In any case the cost of drugs is controlled by the
Department of Health through the pharmaceutical price regula-
tion scheme. By some quirk of history the Department of Health
is responsible for both the cost-effective use of drugs in the Na-
tional Health Service and the welfare of the British drug industry.
Many would argue that these represent conflicting aims.'9 In
particular it is likely that any downward pressure on expenditure

produced by changes in doctors' prescribing will immediately
be counteracted by price increases agreed with the drug com-
panies through the price regulation scheme. Research into
changes in costs will therefore need to be based on stable drug
prices.

Whatever the limitations of the PACT system and the doubts
about prescribing budgets, the onus is on general practitioners
to demonstrate the process of rational prescribing and the out-
come of better clinical care. For these purposes much may be
gained by the production of agreed local formularies, which
should include drugs selected for their efficacy, safety record
and economy. The development of general practice formularies
has been one of the major themes in prescribing research in re-
cent years. Formularies have been produced by individual prac-
tices,20,2' by local College faculties (Northern Ireland faculty of
the Royal College of General Practitioners, practice formulary
1988-90), by a large and diverse group of doctors,22 and as a
by-product of repeat prescribing control.23 The impact of a for-
mulary on cost has been evaluated,'6 and doctors' compliance
with a formulary has been measured.20'22 The process of
developing a formulary offers opportunities for education, self-
audit and peer review. It has been argued that compliance with
a formulary could provide a convenient and reliable index of
rational prescribing.8 If so, the future lies in the development
of such local formularies supported by an appropriately adjusted
PACT information feedback system, in which formulary com-
pliance would be a major feature. Hitherto, formularies have
been developed as a means of improving care, with reducing costs
as a secondary aim.24 Long may such altruism last. The Col-
lege's new information folder on producing a formulary is timely
and most welcome.
The net effects of the PACT system, indicative prescribing

budgets and local formularies are difficult to predict and the
area is ripe for research. The range of drugs used by general
practitioners may decrease. Products may be withdrawn from
the market, only to reappear as over-the-counter items. The drug
companies may be inhibited from investing in research and
development. The incidence of drug side-effects and the frequen-
cy of yellow card reports may change. Family practitioner com-
mittees may purchase generic drugs in bulk at discounted prices
on behalf of their community pharmacists and dispensing doc-
tors. Doctors may generally be more reluctant to prescribe, and
patients with undetected hypertension and hyperlipidaemia may
continue to go untreated. Patients' expectations may change. But
will outcome in terms of clinical care or cost be affected in any
way?

Prescribing is a central feature of general practice. In the pre-
sent political climate the cost of prescribed drugs has assumed
an importance out of all proportion. Research on prescribing
in the future should concentrate on the development of ways
of promoting and evaluating the rational use of drug therapy,
and not simply on ways of reducing costs. The best hope of
achieving this lies in the production of agreed local formularies,
with their implied promise of standard management protocols.
These could be audited with appropriately adjusted informa-
tion feedback systems.25
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MRCGP Examination
The dates for the next two examinations for Membership of the College are as follows:
October/December 1989
Written papers: Tuesday 31 October 1989 at centres in London, Manchester,
Edinburgh, Newcastle, Cardiff, Belfast, Dublin, Liverpool, Ripon, Birmingham and
Exeter. Oral examinations: in Edinburgh on Monday 11 and Tuesday 12 December
and in London from Wednesday 13 to Saturday 16 December inclusive. The closing
date for applications is Friday 8 September 1989.
May/July 1990
Written papers: Tuesday 8 May 1990. Oral examinations: in Edinburgh from Monday
25 to Wednesday 27 June inclusive and in London from Thursday 28 June to
Saturday 7 July inclusive. The closing date for applications is Friday 23 February
1990.
Further details and an application form can be obtained from the Examination Depart-
ment, Royal College of General Practitioners, 14 Princes Gate, London SW7 1PU.
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