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ORIGINAL PAPER 

General practitioners and hospital- 
initiated prescribing 

Miren I Jones, Sheila M Greenfield, Fiona A Stevenson, Amanda Nayak, Colin P Bradley 

Objectives: Prescribing costs have risen significantly 
over the past decade and this has led to increasing 
pressure on general practitioners (GPs) to control their 
prescribing budgets. This paper explores GPs' percep- 
tions of the influences of hospital-initiated prescribing 
on how they manage their prescribing budget. 
Method: 16 practices within Birmingham Health 
Authority were selected according to characteristics of 
their prescribing budget. Twenty-one GPs in these 
practices were interviewed in depth about their views 
on how they controlled their prescribing budget, in- 
cluding questions on hospital-initiated prescribing. 
Results: GPs reported being influenced by the experi- 
ence of seeing patients who had been prescribed parti- 
cular drugs by a consultant and then following their 
example. However, GPs expressed dissatisfaction with 
some hospital-initiated prescribing. Sometimes they 
considered the choice of drugs for conditions common- 
ly treated in primary care to be unnecessarily expen- 
sive. They were also concerned about more expensive 
and more specialist drugs. GPs found it difficult to 
change or refuse to prescribe medication which had 
been initiated in hospital because they felt it could be 
damaging to their relationship both with their patients 
and consultants. 
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Conclusions: Hospital prescribing can have a major 
impact on general practice budgets and GPs felt that 
their ability to contain costs was not always within 
their control. The GPs expressed a wide range of views 
on how to respond to  prescribing initiated in hospital 
with which they did not feel comfortable. 
(EurJ Gen Pruct 2001;7:18-22.) 

Keywords: prescribing budget, hospital prescribing, 
general practice, United Kingdom 

Introduction 
Studies in several European countries have shown that 
drugs initiated in hospital can have a significant influence 
in terms of changing or increasing primary care pre- 
~cribing.'.~ The reasons for this vary in each country due 
to differences in the organisation and funding of healthcare. 
In the UK, 80% of prescriptions dispensed are exempt from 
payment of prescription charges by the patient and the 
increasing pressure on hospitals to control their costs has 
led to a shift in prescribing from secondary to primary 
c a ~ e . ~ . ~  This has resulted in an increase in the cost of general 
practice prescribing and is a cause of great concern amongst 
general practitioners (GPs)."-'" Although hospitals in the UK 
have had cash-limited budgets for many years, this has only 
applied to some GPs since the introduction of fundholding 
in 1991 (practices could choose to become fundholders and 
receive a cash-limited prescribing budget; any savings made 
in prescribing could be used in other areas of the practice 
budget). Non-fundholding GPs were able to enter an 
incentive scheme which rewarded attainment of a target 
budget for prescribing. Remaining within budget is thus a 
priority for GPs and hospital-initiated prescribing tends to 
increase costs.ZJ' Repeat prescribing in general practice is 
estimated at 8 1 % of prescribing costs-'z so an expensive 
drug initiated in hospital at a reduced price and continued 
long term in primary care may have a significant impact on 
an individual GPs budget. A related factor is that the 
responsibility lies with the clinician who signs the pres- 
cription even if it was requested by another doctor. 

Previous studies of prescribing at the primary/secondary 
interface are quantitative and whilst they usefully identify 
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the quantity of prescribing transferred to primary care and 
continued by the GP, they do not satisfactorily explain 
how GPs perceive these issues and why they accept or 
change these prescribing decisions. Such questions are best 
addressed by qualitative methodology” and this paper, 
based on in-depth interviews with 21 UK GPs about how 
they manage their prescribing budgets, explores how GPs 
view and respond to hospital-initiated prescribing. 

Method 
The study was designed with a purposive sample of 16 
practices from within Birmingham Health Authority 
which were selected according to prescribing budget cri- 
teria designed to encompass a wide range of views. Each 
practice within a health authority (HA) is allocated a pre- 
scribing budget according to a complex formula14 and the 
budget may be ‘high’ or ‘low’ relative to the HA average 
for a hypothetical practice which has the same number of 
patients. This HA average is calculated from the total 
annual drug spending for all GPs within the authority and 
includes an allowance for patients aged 65 and over. The 
sample included eight practices with a ‘high’ (above the 
HA average) and eight with a ‘low’ (below the HA 
average) prescribing budget allocation (figure 1). Each of 
these two groups included four practices which were over- 
spent and four which were underspent on their budget. 
Initially two fundholding (FH) and two non-fundholding 
practices (NFH) were selected for each subgroup, but at 
the time of the interviews there were ten FH and six NFH 
practices due to changes in fundholding status. A total of 
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77 
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1 GP partner 
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! GP partners 
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44 practices were approached until 16 had been recruited 
into the appropriate categories. Twenty-one GPs in the 
16 practices were interviewed. 

In-depth interviews were carried out between June 1997 
and February 1998 by either FS, SG, MJ or AN, all of 
whom were experienced in conducting qualitative research 
with GPs. None of the interviewers are medically trained. 
In addition to general questions about influences on pre- 
scribing, the semi-structured interview schedule included 
specific questions on hospital-initiated prescribing, practice 
policies regarding expensive drugs requested by hospitals 
and lower costhigher volume drugs initiated in hospital. 
All the interviews were recorded and transcribed. The main 
analysis was carried out by three of the authors (SG, MJ 
and FS) using the technique of charting. This involved 
repeatedly rereading the transcripts and independently 
selecting and reorganising responses according to themes.I5 
Developing themes were then discussed and further refined 
in meetings by all the authors. Responses were also com- 
pared between ‘high/low’ budget, ovedunderspent and 
FH/NFH practices. 

Results 
The range of practice sizes in the study was representative 
of practices in Birmingham Health Authority.I6 Five female 
and 16 male GPs were interviewed. The five practices in 
which two GPs were interviewed were all fundholding but 
included both high and low budget and over and under- 
spent practices. 
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'It was at a meeting ... and the consultant explained it all and 
why aspirin was better and I agreed with what he was saying so 
now I prescribe aspirin instead and it i s  better and cheaper' 
(GP15) 
'...it gives GPs a comfort feeling to think oh well if it is good 
enough for Professor So and So it's surely good enough for me' 

'...if somebody goes up to a hospital clinic and comes back on a 
particular medication then I do not think I am the kind of GP 
who would change that irrespective of what it costs ... If the 
consultant said that they had to have it then they have to have 
it' (GP1) 
' I  haven't so far challenged hospital prescribing. By and large I 
find it pretty genuine really' (GP9) 

'[Patients] often get issued with drugs that the hospital started, 
often because reps or drug companies supply the same thing at 
a much lower cost to the hospital. When they come out here it 
is very expensive for us' (GPI 5) 
'You prescribe what the hospital asks. One consultant is a prob- 
lem, he prescribes expensive new drugs for epilepsy' (GPI 6) 
'You often find some of the junior doctors in hospitals will pre- 
scribe ridiculously expensive things' (GP7) 
'High cost drug patients are started in hospital and the GP isn't 
properly compensated' (GP19) 
I... and it would be very helpful if the hospital, instead of telling 
us to prescribe a specific drug, gave us a group of drugs to pre- 
scribe from. For example if they suggested that we prescribe a 
proton pump inhibitor of our choice they might put 'a proton 
pump inhibitor such as omeprazole' or put 'an SSRl such as 
fluoxetine' in their letter, but it is difficult when they initiated 
treatment but do not give us any leeway to change the treat- 
ment' (GP13) 
'We did an audit on things like omeprazole ... looking to see 
whether or not we were undertreating or overtreating and we 
decided we weren't ... In actual fact the hospital were sug- 
gesting even more ... drugs than we were prescribing' (GP4) 
'...especially junior doctors in the hospital, they have got no 
knowledge of the budget side of prescribing. ... there is no co- 
ordination between the hospital and the GPs on this and it can- 
not be achieved unless the Health Authority gets involved 
. . .  because whatever the costs are at the end of the day the 
Health Authority has got the total budget' (GP17) 
'A lot of medicolegal implications associated with this. At the 
end of the day the prescription carries my name even though it 
was prescribed by somebody else. What nobody has worked 
out so far is where the responsibility of the hospital ends and 
where the responsibility for the primary care position starts or 
vice versa' (GP2) 
'I think practitioners have to band together ... and put an end 
to what hospitals are doing. ... Nothing wakes me up more and 
winds me up more than how secondary care prescribing affects 
primary care prescribing' (GP20) 

'I just prescribe them' (GP18) 
'If there is a drug that is as good clinically that is cheaper, then 
with the patients' consent we would [change it] but we 
wouldn't do it without talking to the patient about it. We 
wouldn't necessarily contact the hospital and say it . . .  ... the 
usual one is asthma inhalers' (GP4) 
'Sometimes the hospitals have already said to them [patients] 
that they have to have them and there is nothing that I can do 
about it' (GPIB) 
'Sometimes I have rung a consultant saying 'do they need this 
particular proton pump or can I write 'a proton pump'. By and 
large they say it doesn't matter which one you write' (GP2) 
'If they were to prescribe Losec and we wanted to prescribe 
Zoton then we would change them 
valent drugs that are more or less effective then I do not think 
there is a problem with that' (GP14) 
'I don't always follow the hospital. I give what I think is the right 
one. If I find something cheaper I will go for it and if i t is as 
effective I will tell the patient' (GPlO) 
'I haven't needed to make such decisions but I would ring the 
Health Authority or ring fellow GPs around. They are very good 
and supportive ... they are ever so helpful. I would ask them' 
(GP8) 
'Sometimes the hospital will prescribe expensive drugs or drugs 
that are not in our formulary and we look at it and think 'well 
we could actually use this instead, it would save a bit of 
money', so we will then make that switch across in that situ- 
ation' (GP14) 
'For very expensive things like cyclosporin, those sort of drugs, 
we tend to contact the hospital because it is only a handful of 
patients ... and on the whole the hospital will prescribe . . . '  (GP4) 

comes in they tell us that we want the medicine of this group. 
Not write the name [of the drug], go by the group, so it is up to 
us. This hopefully is achieved by next year' (GP17) 
'I have actually taken to ringing up and querying it now, which 
again is very time consuming. Quite often they will agree and 
use a cheaper alternative, trimethoprim instead of ciprofloxacin' 
(GP7) 
'We had never been asked to do this before [prescribe erythro- 
poietin] and I wasn't quite sure and I actually asked [another ' 
GP] for advice because I know he is in a far more innovative 
practice than I am and he is far more logical about these 
things ... and he said 'oh you must write back and say that you 
cannot do it', which we did. ... and the girl fortunately is still 
going to get it' (GP6) 
'..we have got a patient on Epo and very reluctantly we agreed 
after having discussed this with the Health Authority' (GP21) 
'We have said to the clinicians that unless there are actual funds 
identified from the Health Authority or any source then we 
won't be prescribing ... the budget we have does not go far 
enough ...' (GP20) 
'We have spoken to the chairman of the LMC [Local Medical 
Committee] about prescribing disagreements' (GP7) 
'I got a letter written by a senior registrar ... and it said please 
prescribe ... ... on the phone I said 'you tell your boss that if he 
wants this man to have this he will be writing it himself'. I said 
'you find a cheaper alternative or you write it yourselves' and 
they did not come back to me and I do not care and I am pre- 
pared to defend it' (GP20) 

providing they are equi- 

'...we are negotiating with the hospitals that if any patient 
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' there should be some sort of national policy because you 
only need one high cost drug in certain areas for a hospital just 
to ruin in one fell swoop all your attempts to make any savings 
We have got a patient on octreotide which costs about 
f 20,000 per year So I think there should be a central budget 
for these high cost drugs and I feel that should not come out of 
general practitioners' budgets because it is very soul destroying 
when you spend every day trying to make some sort of savings 
of a few pounds here and there and then somebody comes 
along and wipes it out all in one go' (GP13) 
'There are expensive drugs for cystic fibrosis and I suppose we 
haven't been asked to do it but we will just have to say we are 
sorry but we cannot do it because we are overspent on our 
budget' (GP3) 

in fact one of the reasons my prescribing may have gone 
down IS one of my growth hormone children has actually left 
(GP18) 

' 
' 

The GPs' responses to questions on hospital-initiated pre- 
scribing were grouped into five main themes concerned 
with GPs' views on and responses to consultant prescrib- 
ing. Analysis of the GPs' responses from the range of 
practices ('high/low' budget, overhnderspent, fundhold- 
inghon-fundholding) showed no differences. 

The influence of the consultant on rouh'ne prescribing 
by GPs (box 1 )  
Many of the GPs felt,obliged to continue prescribing a drug 
prescribed by the hospital as they felt it was not right to 
change it. Four GPs said that their prescribing was in- 
fluenced by consultants either directly by the advice they 
gave or indirectly following observation of the use of drugs 
prescribed by the consultant. This type of influence was 
regarded positively by GPs and was not seen as a problem 
for their prescribing budget. It was viewed as a learning 
experience and the relationship between the consultant 
and the GPs was important. For example, GP1 said he 
would be encouraged to use a drug if he saw a consultant 
use it routinely. 

Problems with hospital-initiated prescribing (box 2) 
All the GPs except for three expressed dissatisfaction with 
some of the prescribing requested by the hospital. This 
included both the more commonly used drugs such as se- 
lective serotonin re-uptake inhibitors (SSRIs) e.g. Prozac, 
and proton pump inhibitors (PPIs) e.g. omeprazole, and 
also the very expensive and more specialist drugs such as 
cyclosporin, erythropoietin and fertility treatment. Drugs 
initiated by the hospital for which the patient also requires 
monitoring were a further source of difficulty because of 
the additional costs this incurs. 
GPs were often cynical about the reasons behind some 
hospital prescribing. They felt that higher prescribing costs 
in the community could result from hospitals receiving 
drugs at a reduced price, from hospital doctors' lack of 

'There is always a tendency in patients to think that when hos- 
pitals prescribe something it is probably more superior' (GP2) 
'I find it very difficult to swap people because you know if you 
change drugs for financial reasons it doesn't do a lot of good 
for the doctor/patient relationship ' (GP13) 
'It would be very hard on the patient not to give it They do put 
us in very difficult positions and we are the ones that have to 
live with the patients so to speak, so you can't upset everybody' 
(GP6) 

awareness of drug costs and from lack of coordination of 
prescribing between hospital and general practice. Several 
GPs felt very strongly about the fact that hospital consult- 
ants could send a patient back to a practice having pre- 
scribed an expensive drug and the GP was expected to 
accept this. 

Strategies for responding to hospital-initiated 
prescribing (box 3) 
GPs' responses to prescribing requests by the hospital 
varied from resigned acceptance to non-cooperation. GP19 
explained that he referred ptients to particular consultants 
because he respected them an&&ey had specialised know- 
ledge which he did not have and so it was not for him to 
challenge them. Other reasons given for complying with 
a consultants' prescribing request were that contacting the 
consultant and querying it or changing it with the patients' 
consent were felt to be very time consuming. However '1 
other GPs stated that they sometimes changed patients to 
a cheaper drug if they could see no good reason for the 
patient to be on the more expensive version, although the 
need to discuss this with the patient was emphasised. A 
strategy being considered by one practice ( N O )  which had 
recently employed a pharmacist, was for the pharmacist to 
review the medication of patients returning from hospital. 
Several GPs offered a possible compromise which is for 
consultants, where possible, to recommend to the GPs that 
they prescribe a drug of their choice from a particular drug 
class. 

Problems with expensive medicines (box 4) 
The GPs were less willing to accept consultant prescribing 
of very expensive drugs in areas where they had little ex- 
perience and did not wish to accept responsibility. They 
felt that the only reason GPs were asked to prescribe these 
drugs was so that the cost did not fall on the hospital 
budget. The effect of a very small number of patients on 
a GP's budget could be substantial. The drugs which GPs 
felt they did not wish to prescribe included gabapentin and 
other newer anti-epileptics, risperidone, octreotide, cyclo- 
sporin, erythropoietin and growth hormone; GPs were 
divided on the use of infertility treatment. 
The GPs said they were placed in a very difficult position 
as they felt unable to refuse a patient especially if the 
patient had been with the practice for many years. The GPs 
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often involved the Health Authority in these decisions so 
that any special circumstances could be taken into con- 
sideration if they were overspent on their prescribing 
budget. Only a minority said that they challenged hospital 
prescribing and they did not feel comfortable about being 
in a position of having to do this. 

The relationship with patients (box 5) 
A particular concern of the GPs was that changing 
patients' drugs could be damaging to the relationship 
between the GP and the patient." It could also be very time 
consuming for the doctor. Patients may be reluctant to 
change drugs that have been prescribed by the hospital. 

Discussion 
Hospital-initiated prescribing and how it affects budgets 
was a theme about which many of the study GPs had 
strong feelings. This study confirms the results of previous 
quantitative studies in that hospital prescribing can place 
a considerable burden on G P S , ~ . ~ , ' ~  and also helps to explain 
from the GPs' perspective the considerable changes in 
patients' medication which take place at the primary/ 
secondary interface. The pressure to remain within budget 
was an ongoing concern for the study GPs and they had 
responded in a range of ways to the variety of issues 
resulting from hospital prescribing and had developed 
individual strategies to manage this. Although four out of 
five GPs in the UK claimed to follow the hospital pre- 
scription on patient discharge,20 in the wider European 
context it has been shown that GPs can influence hospital 
prescribing by changing medication initiated in hospital' 
or by influencing revision of a hospital forrn~lary.'~ 

Many of the GPs in this study were proactive in 
challenging hospital prescribing. Some GPs prescribe the 
drugs requested, others prescribe and notify the Health 
Authority and ask for additional funding, while others 
write to the hospital to say they cannot prescribe the drugs 
hoping that the hospital will do so. One might expect that 
GPs in particular practice settings might feel more em- 
powered to challenge hospital prescribing, for example 
GPs in larger practices and fundholders. However, GPs 
from a range of practice types expressed similar views and 
their perceptions of hospital prescribing did not appear 
to be related to their practice characteristics. 

The study GPs highlighted the fact that effects on pre- 
scribing budgets may also be due to the number of patients 
on a GP's list who have been prescribed expensive drugs 
such as octreotide, erythropoietin or growth hormone by 
hospital specialists. Although the numbers of patients may 
be very small the effect of each patient on the budget may 
be very large, and the perceived unfairness of this is in 
addition to having to prescribe drugs with which GPs may 
feel unfamiliar. While the responsibility for initiating 
expensive drugs is separate from the responsibility for the 
prescribing budget, the evidence for using these drugs, 
especially the newer ones, may not be considered as fully 

as if a consultant had ,responsibility for the prescribing 
costs. 

The GPs in this study were generally very aware of their 
drug spending and felt they were being unfairly blamed for 
overspending in some areas of their prescribing budget and 
no allowance was made for special circumstances which 
affected their budget. Improved communication between 
hospitals, GPs and health authorities so that hospitals were 
more aware of costs in the community, and hospitals 
giving GPs more choice by recommending that they pre- 
scribe from a class of drug rather than a named drug would 
give GPs more opportunities to exercise greater control 
over their prescribing budget and thus to make savings. 
Indeed many GPs would prefer that drugs which are 
widely used in the community are not initiated in hospital, 
so that the GPs could choose which drugs to prescribe for 
their patients especially for long-term treatment. It has 
been suggested that problems in prescribing at the 
primaryhecondary interface present a strong case for 
commissioning agents that would consider drug 
purchasing across both care sectors.Z" Primary care in the 
UK was reorganised in 1999 with the introduction of 
Primary Care Groups; these groups have, on average, 55 
GPs serving a population of 107,000 patients and have a 
fixed budget which includes prescribing. Managing 
prescribing is one of their major concerns. This will 
facilitate communication of successful strategies, for 
example for managing hospital prescribing, between 
practices and may encourage greater coordination in 
prescribing between hospitals and GPs. W 
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