Using primary care data for epidemiological and health services research

Inaugural Lecture by Professor Azeem Majeed
Slide 1. Title slide
Slide 2. Outline of talk. I will speak about my professional background, why primary care data is needed, what data are available. I will then give some examples of my previous research and some plans for future research. I will also briefly discuss research could benefit from the large investment being made in NHS IT.

Slide 3. Picture of Valleys of South Wales, where I started my as a GP.  Picture shows pleasant rolling hills.

Slide 4. Alternative picture of South Wales, showing evidence of urban decay. This alas is a more realistic picture than slide 3. 

Slide 5. Picture of coal mine

Slide 6. Picture of steel works. South Wales is an area with a rich industrial past. The industrial revolution, and the coal and steel industries, bought wealth and people to the area. Later on, as these industries declined, we were left with the legacy: poverty (the valleys of South Wales are one of the poorest areas of the UK) and occupational-linked diseases such as pneumoconiosis. This is where I began to acquire an interest in public health and the broader determinants of disease. This led to a post in public health in Gloucester, followed by academic posts in London, which I was able to combine with clinical practice as a GP. 

Slide 7. Discuss why primary care data is needed, 
Slide 8. Briefly describe some eminent previous researchers who have made use of primary care data (John Fry, Julian Tudor Hart, John Fry).

Slide 9. Describe the data that primary care clinicians collect.

Slide 10. Describe the data collected on primary care by the NHS.

Slide 11. Discuss the strengths of primary care data.

Slide 12. Discuss the weaknesses of primary care data.

Slide 13. One the main primary care data sets I have used is the General Practice Research Database (GPRD). This slide compares diabetes estimates from the General Practice Research Database with those from the Health Survey for England. The two estimates are very similar, providing some evidence that the General Practice Research Database can provide reasonable quality data.

Slide 14. Compare death rates from the General Practice Research Database with official death rates. Again, the two estimates are very similar.

Slide 15. Show data from a group on non-research practices, showing that many cases of CHD were not coded on practice computers. This has now probably changed because of the new GP contract and we would now expect much better coding of clinical data.

Slide 16. Slide showing trends in antibiotic prescriptions by GPs in England. The number of prescriptions fell by about one quarter over a few years. This was probably through a combination of lower rates of prescribing by GPs and fewer patients with URTIs presenting to GPs.
Slide 17. Data from the General Practice Research Database showing changes by age and sex in antibiotic use. The largest falls were seen in children.

Slide 18. Prevalence of atrial fibrillation from the General Practice Research Database.

Slide 19, Age and sex differences in the use of anticoagulants in patients with atrial fibrillation. Women and older patients are less likely to receive anticoagulants.

Slide 20. Changes in the use of anticoagulants in atrial fibrillation between 1994-1998. Graph shows an increase in the use of these drugs. This predates the NSF for CHD and illustrates that GPs were changing their clinical practice before the introduction of the NSF, NICE etc.

Slide 21. Shows comorbidity in patients with AF, using primary care data. Illustrates that many patients in primary care have multiple morbidities and are probably not typical of patients in clinical trials.
Slide 22. Prevalence of congenital heart disease using primary care data. Illustrates that primary care data can be used to study rare disease because of the large population covered by primary care.

Slide 23. Survival patterns in patients with congenital heart disease. Reinforces slide 22. 

Slide 24. Comparison of referral rates by GPs in UK versus primary care doctors in the US. Shows that primary care data can be used to carry out cross-national studies. The slide shows that GPs in the UK have around 50% of the referral rate of US primary care doctors at all levels of severity of case-mix.

Slide 25. Discuss recent developments in primary care data, mainly the new GP contract.
Slide 26. Examples of data from new contract.

Slide 27. Limitations of data from new contract.

Slide 28. Prevalence for disease areas in the new contract. This is the first time we have had these data available.

Slide 29. Prevalence data showing inter-practice variation, which is substantial.

Slide 30. Practice size and achievement of a key indicator, HBA1c < 7.4mmol/L. There is very little association with practice size, suggesting smaller practices are doing as well as larger practices for this indicator.

Slide 31. Sam data as slide 30 in a different format.

Slides 32-37. This is data from one of my recent projects, examining changes pre and post new contract in Wandsworth PCT. The data also shows age and ethnic differences. The data illustrate some of the potential for research using primary care data from computerised practices.

Slides 38-40. Discuss developments arising from the NHS IT programme and how these may support research and development in primary care.
Slides 41-42. Discusses on of my proposed new areas of research, detecting adverse drug reactions using primary care data. 

Slide 43. Discuss some of the technical challenges that need to be addressed.

Slide 44. Conclusions

Slide 45. Acknowledgements. Too many individuals who have helped me with my career and research to list, so I have listed organisations, other than for the Chair and the Vote of Thanks..
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