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[bookmark: _Toc65072387]Introduction


Swansea Bay Health Board engages with General Prescribing practices (GP Surgeries) across Swansea Bay.  There are 8 clusters comprising of 49 GP practices.
This research assignment will set out to establish the need for change when engaging with general practitioner prescribing and will investigate how to achieve better practitioner participation with visualisations.
Historically the Health Board has compared GP practices within the clusters and cluster to cluster prescribing to show prescribing figures and habits.
There are many caveats when discussing GP level prescribing which will be discussed along with the reasons that comparing GP level data is beneficial and how these changes can be visualised to encourage prescribing changes and discussions within practices when sharing data.
With the aid of Tableau [1] software it will be the aim to improve visualisations when using big data sets helping engagement and understanding.


















[bookmark: _Toc65072388]1. Background Rational

Rational and Aims on how to achieve better GP Practice participation in information with visualisations.

Historically Swansea Bay University Health Board (SBU) have engaged with GP practices using practice level data.  The data sets used are captured in CASPA.net [2] which is a comparative analysis system for prescribing audit.  It is an application for assistance with analysis of primary care prescribing trends with monthly updates although the information is 3 months in arrears allowing for the capture of prescribing. This system allows for basic analysis and visualisations.
In the past Excel has been the main data analysis and visualisation software in Medicines Management within Primary care used to produce information that is shared with practices to enable comparisons in the hope that practices will show an interest in how themselves and those around them are prescribing.  This often leads to “death by power-point” and although informative often the information gets lost in the translation.
Approximately three years ago the department invested in licenses for Tableau which provides a much more engaging experience when sharing data.  Being able to drill down into the data has provided a far better insight to share with GPs and engagement has been more successful.
Medicines Management engages with the Lead GPs from each practice on a quarterly basis to share good practice and provide prescribing updates which have been face to face at an organised venue. However, in today’s climate due to the issues of COVID we have moved to holding these meeting via Teams meetings.  Although this type of engagement has always been desired it seems that people’s hands were forced to moving with the times.
Medicines Management have been given the opportunity to share Tableau visualisations giving a much more detailed and engaging analysis method that is easy to understand and invites a much more enthusiastic level of conversation between the practices and the health board as well as practice to practice.
In light of this new found enhanced engagement it is now felt that sharing individual GP practice data will provide the evidence required for practices to discuss prescribing within their practices. 
· Evaluate Wales Health Board engagement when using GP level data
· Build a dashboard that can be drilled down by Cluster, practice and GP using Antibacterial 4C BNF [3] and CASPA data [2] to encourage engagement and change prescribing habits
· Assess usability 
· Assess engagement from GP/Lead GP
· Conclude if GP level data is beneficial when reviewing and changing prescribing  practices



Antibacterial prescribing has been an issue on a worldwide level.  Many schemes and initiatives have been put into place to try and tackle the issue.  Overprescribing has led to antibacterial resistance (meaning that the bacteria is harder to treat) and increase in C-difficile [4].
There have been many issues that GP’s have had to face when trying to change prescribing habits
· Patient awareness and understanding
· Patient demand
· Availability
· Time for explanations to patients (allocated time slots for patient visits)
· Cost
· Deprivation

There has been a lot of engagement using all Wales, cluster, and practice level data and whilst the individual GP level data has been available it has not been used commonly for a few main reasons
· The data does not show the difference in working patterns i.e. one GP may work more shifts than another and would therefore have a higher prescribing rate
· Prescribing pads are not always kept to the same GP and they could argue the prescribing is not all one persons
· The Health Board spends a lot of time gaining a good working relationship with practices, it has at times be felt as “finger pointing” although now it is more seen as an aid for discussion.  This changes between practices depending on their engagement 
· Deprivation – some practices see sets of patients that will endeavor to be prescribed a high amount of antibiotics which will then skew the data
· The measure used for data analysis needs to be in overall items prescribed by the GP over a period of time (Health Board and Cluster Level data is Items per 1000 patient or equivalent, therefore when trying to compare GP level data Health Board, Cluster and Practice level data would not be appropriate)

The analysis and comparisons have been made for a long period of time and practices are very engaged with what, how much and length of time when prescribing antibiotics.  The advantages of having data that can be compared within practice will be for discussion and also to show GPs that good prescribing is of paramount importance.  
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[bookmark: _Toc65072390]2.1 Literature Review: High and low prescribing, how visualisations can help with understanding and knowledge.

The following literature review will look at prescribing and how prescribing is used.  It discusses the different measures used and the approaches that are taken when reviewing and analysing prescribing.

[bookmark: _Toc65072391]2.1.1 The Case History
New drug uptake: qualitative comparison of high and low prescribing GPs’ attitudes and approach [5]

Almost 20 years ago a study was completed looking at GP individual prescribing (high or low) and the variance between each practitioner, by exploring the different approaches and attitudes of the individuals.
Prescribing measures and amounts were not included although they were determined by being either a high or low prescriber.  Interviews were carried out discussing a variety of topics such as reasons behind choices of drug, information availability, innovation attitudes, and medical benefits.
The results showed that high and low prescribers was determined by attitudes and approaches.
They conclude that the prescribing differences relate to knowledge and understanding and subjective and ideological beliefs.
Given that this study was completed a long time ago it begs the question that if the individual prescribing information had been discussed between GPs that the open discussion would encourage prescribing habits across the practice and would then influence lower prescribing across the practice?  
The question would be how to get them to listen to each other and share good practice and measure the differences.  Had visualisation been as good then as it is now the use of trends showing each GPs prescribing before discussions and then after discussions would have been of some interest.  This particular study reviewed uptake of new drugs and reasons for and against uptake, if this study had continued for a further 3 months the analysis would show the difference in prescribing by each GP and would show if the conversations around the reasons for prescribing had an impact.
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The following literature review discusses the difference in prescribing depending on the experience, age and gender of the prescriber and if there are differences. 

[bookmark: _Toc65072393]2.2.1 The case history 

Reducing early career general practitioners’ antibiotic prescribing for respiratory tract infections: a pragmatic prospective non-randomised controlled trial [6]
 
A study was performed in Australia 2017, its objective was to evaluate antibiotic prescribing in early career general practitioners.  
They studied access to on-line modules covering clinical guide lines and communication skills when managing illness and attendance to workshops.  Statistical analysis was reviewed which showed significant differences in antibiotic prescribing.  The results showed a 15.8% reduction in prescribing for bronchitis/bronchiolitis but not for URTIs (Urinary Tract infections).
A control group was implemented and comparisons of data were shown using a large cohort (130 registrars and 160 control group registrars) of early years GPs for pre and post interventions.
The conclusion showed that training and intervention significantly reduced prescribing for certain conditions but not others.
If this method was applied to GP practices in Swansea Bay Health Board the comparison of data between newly qualified GP individuals within practice and the older generation GPs would show one of two things
1. Newly qualified GPs have lower antibacterial prescribing and are better influenced due to up to date training
2. More established GPs have lower antibacterial prescribing due to experience
In order to measure these outcomes an up to date interactive dashboard would show exactly who is prescribing what drug.  Discussion between all GP members would be backed up by hard fact and visualisation encouraging practice decisions on who needs to be trained and in what area.
The results of analysis indications show differences between the gender of the prescriber and read as follows 
“Female GPs have a tendency to prescribe less generics, and this is confirmed by two statistical tests. An unpaired t-test shows Male mean = 1627 and Female mean = 1114, with the statistical values of 1.694 and 0.049 respectively, indicating the presence of a significant lower generic drug prescription of female GPs.” [6]
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[bookmark: _Toc64296513]Figure 1 Generic prescriptions by GP Gender

This is clearly a high level analysis of prescribing used to identify overall prescribing habits.  Should this be adapted to individual GP practices, the aid of an interactive dashboard that can be drilled down to show the difference of prescribing generic and branded drugs would identify individual prescribing.  Discussions could then lead to reasons behind this and ways forward to ensure prescribing is cost effective within practice.


[bookmark: _Toc65072394]2.3 Literature Review: Looking at the difference in costs of Branded and Generic Drugs for prescribing choices along with gender of prescriber.

[bookmark: _Toc65072395]2.3.1 The Case Study

Prescribing Behaviour of General Practitioners for Generic Drugs

A study in Salerno, Italy reviewed prescribing habits of 38 GPs, the prescriptions reviewed represented approximately 70,000 patients.  The study shows that over 15 years the sample size produced over 4.6 million prescriptions.  The intended outcome was to highlight who was more likely to prescribe a generic or branded drug [7]. 
A branded drug is the name given to a drug that has been created by a pharmaceutical company.  A generic name of the drug is the name that is given to the active ingredient within the medicine.
When a drug is introduced the discovering company can patent the drug and they are the only ones that can market it (once a license in given).
When the patent expires the drug can be marketed by other companies which is often at a decrease in price.
In Swansea Bay Health board the GPs are encouraged to switch drugs to the cheaper for cost effective prescribing. 
Following in depth analysis of prescribing and analysis of the GP prescriber around generic and branded that were prescribed the conclusion is quoted as
“As a conclusion, we can affirm that the prescription of generic drugs, with all its regulatory obligations, also reflects the requests and preferences of the patients. However, we had no possibility to obtain data about the preferences of the patients. The adherence of GPs to regulatory obligations is constant, even with the differences in prescription behaviour according to age, gender and experience characteristics of the GPs. The generics prescription also depends on the different diagnoses, and additionally, the market offer of generic drugs is larger where the volume of drugs prescribed is high, and/or the number of patent-expired active principles is high. [5] 

[bookmark: _Toc65072396]2.4 Literature review conclusion.

Having studied the above articles it shows the belief that prescribing choices are made of many factors that include prescriber experience, age, sex and cost of prescription drugs. 
Prescribers may not admit that these are factors to take into consideration when reviewing prescribing, having the ability to provide an in house dashboard with facts and figures around this will be hard to ignore and will provide insight when thinking of how prescribing is being carried out.
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The aim of this project is to address the following problems within practice by sharing an interactive dashboard showing the growth of prescribing, trends within the practices on Cluster, practice level and individual prescriber level without whilst maintaining good working relationships with the goal to reduce prescribing appropriately.
Behaviour change within practice – historically GPs may think this is a finger pointing exercise rather than an opportunity to see differences within prescribing and identify areas where learning can be implemented
Anomalies in the data – list sizes change between practices which is why different measures are used i.e. items per 1000 patients or average daily quantities per 1000 patients.  This cannot be used at GP level due to the amount of prescriptions given being too small for this calculation to be of significant understanding.
Clinic sizes – in one of the affluent areas i.e. The Gower, clinics may only have 10 patients where time can be spend with the patients allowing for better explanation and reasoning behind prescription decreases where as in less affluent areas i.e. St Thomas the list sizes tend to me much higher leaving less time for each appointment leading to less understanding for decision choices.
Prescription pad usage – in a practice that has a lot of trainee doctors or locum doctors the pads that are used for prescribing will belong to one of the GPs within this practice.  This will count towards that particular GPs prescribing which shows anomaly’s in the figures.
Care homes – Practices that have a larger percentage of Care Homes in the area will have a higher percentage of prescribing due to illness.
Provision of appropriate visualisations that can be shared – do practices have the relevant equipment and understanding 
How to share the data – the department has currently rolled out Teams to practices (given the COVID pandemic this is the only way we can continue engagement). 
By setting up Channels we can share data with each Cluster (currently in progress). 
This will not be possible as the individual practices will not wish to share the data. 16.12.20 - It was decided that each practice will have the data emailed to them.  This may be a problem as each Tableau workbook will have to be customised for each individual practice and then emailed out.  This will be laborious and prone to error. 
Monthly updates – prescribing data is available monthly – the update will need to be re-shared.  (12.01.20 decision made to share quarterly updates) 

All of the above need to be taken into consideration and explained to each recipient of the data.  There will also need to be provision of an experienced analyst available to answer queries.
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· Sharing of data will be seen as a learning tool
· Visualisations will be shared within practice providing prescribing history
· Visualisations will be shared within practice providing better prescribing
· Visualisations will highlight areas of differences
· Individual GP dashboards become part of the practice analysis


[bookmark: _Toc65072399] 5. Approach and Methods Methodology

Mixed methodology will be used for this project in the form of a database with subsequent user experience.
Quantitative research - The collection of data from CASPA [2] will be used in Excel to create a data base that will be transferred into Tableau [1]
A dashboard will be produced providing individual GP prescribing for 4C Antibacterials.
The dashboard will provide Cluster, GP Practice and Individual analysis of prescribing for a 1 year period.
Using “Agile” methodology this project will seek to engage with individuals using a set of processes to develop a dashboard which will provide tools for the individuals to view factual information for comparison within practice.  It will provide features that are interacting using comparisons to show different periods of time, drug BNF, cluster, practice, GP and different types of analysis.
Qualitative research – The Tableau dashboard will be shared with practices followed with a user experience discussion during the cluster meeting to ascertain usefulness and improvement of the dashboard.  This will also decide on how to progress with future engagement and how this will be managed.
Investigations into other Health Boards within Wales to evaluate differences in processes and evaluations.





	

1

21

[bookmark: _Toc65072400]6. Work Plan and Tasks
[bookmark: _Toc65072401]6.1 Next steps
On completion of the Literature review the next step is to put together the dashboard for sharing (following discussions held during the 3 Leads meetings planned between October 2020 and March 2021.
[bookmark: _Toc65072402]6.2 Planning  
The project will start on the 26th November 2020 and is planned to run until the 10th February 2021. Regular meetings with management will take place to discuss any changes or future input that needs to be made.
[bookmark: _Toc65072403]6.2 Gant Chart showing dates of required processes
[bookmark: _Toc64295581][bookmark: _Toc64295670][bookmark: _Toc64295787][bookmark: _Toc64296514]Figure 2 Gant Chart: Processes following the literature review
[bookmark: _Toc65072404]7. Funding and Budget 

[bookmark: _Toc65072405]7.1 Funding
Additional workforce funding will not be required as this is part of Medicines Management work plan and will be completed as part of the data analyst role.
CASPA is already available.
Tableau is already available although future funding will need to be discussed.  Currently there are 3 licenses in the department at a cost of approx. £2000 per annum.  The Tableau Reader (a requirement to view the dashboard) is free.
[bookmark: _Toc65072406]7.2 Budget
The budget for this project is taken from Medicines Management workforce finance.

[bookmark: _Toc65072407]8. Project Impact

[bookmark: _Toc65072408]8.1 Workforce
There will be significant impact when providing the data on a monthly basis.  CASPA updates and data transferal is time consuming.  The project will only succeed should the visualisations be useful.  Once the project has been rolled out it may be that the updates are only provided for those practices that are engaged.
[bookmark: _Toc65072409] 8.2 Savings
The overall savings for this project should be seen in overall prescribing of 4C Antibacterials.  By sharing good practice and encouraging individual GPs within practice to review their prescribing this should lead to better prescribing and lower costs.

[bookmark: _Toc65072410]9. Project Limitations

[bookmark: _Toc65072411]9.1  Cavieats
There are caveats that need to be taken into account for this project when looking using GP prescribing as a comparison (as discussed in point 3).

· Prescription pads can often be used by several GP’s
· Working patterns need to be taken into consideration (a GP with higher prescribing may be working twice as many shifts?)
· Deprivation needs to be taken into account – review of local studies show that areas with higher socioeconomic deprivation are more likely to be prescribed antibiotics. [8]
· Time management/workload
· Software issues (accessibility)
· Close to care homes


[bookmark: _Toc65072412]9.2 Limitations
This project is only for the prescribing of 4C antibiotics analysis. 
[bookmark: _Toc65072413]10. Building the dashboard

[bookmark: _Toc65072414]10.1 Complications
Transferal of data from CASPA to EXCEL – in order to use individual GP data the process requires pivot tables which includes the GP name and each preparation of entity, it does not bring over the Cluster or GP practice details.   To complete this a VLOOK up is used once the data is in Excel.
Individual GP details – practices often have new GPs start or finish, this can cause gaps in the data and may become an issue further down the line.
Each practice needs to be completed seperetly which is time consuming but necessary.
As of 16.12.20 there are 109078 lines of data that needs to be cleansed to ensure data quality showing period, GP name, BNF name, BNF Code, Measure, Amount, Cluster & GP Practice Name.
The Tableau workbooks were sent out to the GP practices on w/c 04.01.21 - there were complications with some of the data (when removing the filter to ensure that GPs could only use the correct measure, the figures became amalgamated).  This meant that the dashboards had to be re-sent and this was put as human error.
There were some issues with the software not being downloaded on the practice machines.  NWIS were able to review this and managed to ensure all practices had the correct software.
Leads meetings were pushed back due to COVID – the timeline for this project required amendment.
 
[bookmark: _Toc65072415]10.2 Data transfer
CASPA monthly updates – 8 clusters (49 GP Practices) require separate updates and transferal into Excel.  To capture all measures each practice has to be transferred separately.
[bookmark: _Toc64295582][bookmark: _Toc64295671][bookmark: _Toc64295788][image: ]
[bookmark: _Toc64296515]Figure 3: Caspa Data

CASPA 
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[bookmark: _Toc65072416]10.3 Dashboard requirements

There must be the following requirements
· Filters for Period (monthly rangeing over 12 month period)
· Filters for Cluster choice which will automatically only provide practice options
· Filters for practice options
· Filters for individual GP options
· All filters should interact with the visualisations on the work sheet
· Filter for BNF choice
· 4C antibacterial usage by Cluster/Practice/GP barchart (with interactive headings) with additional visualisation showing overall items trend
· 4C Overall BNF usage by items with additional visualisation for Usage by % overall items
· 4C BNF overall GP usage by BNF with additional visualisation for Usage by % overall items
· Data labels to show all measures and usage
· Colour coded 
· Story board for user 






[bookmark: _Toc65072417]10.4 Dashboard Visuals
[image: ]
Story board page 1 – 4C Antibacterial overall items by Cluster, Practice & GP (Names of Cluster, Practice and Prescriber anonymised in line with GDPR)
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Story board page 2 – 4C Antibacterial usage by BNF (Names of Cluster, Practice and Prescriber anonymised in line with GDPR)
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Story board page 3 – 4C Antibacterial usage by Prescriber (Names of Cluster, Practice and Prescriber anonymised in line with GDPR)


[bookmark: _Toc65072418]11. Review of other Health Boards for good practice

There are 7 Health Boards within NHS Wales
· Aneurin Bevan
· Betsi Cadwaladr Uni
· Cardiff and Vale Uni
· Cwm Taf Morgannwg UHB
· Hywel Dda
· Powys Teaching
· Swansea Bay UHB
Shared services Partnership in Wales provides detailed information via a system called SPIRA [9] Access is required to view this site.
SPIRA is a Tableau dashboard that shares information around NPI (National Prescribing Indicators) [10] which develops indicators annually where by promoting rational prescribing. It focuses on three main areas, Analgesics, Anticoagulants & Antimicrobial stewardship.
It provides in depth prescribing information on a Health Board, Cluster & Practice level .  
Each Health Board has access to all of the information and can compare themselves against all  other areas.  Although informative it is not the type of system that is shared in practice although Medicines Management in all Health Boards can share with their practices should they wish to.

The Health Boards across Wales have a monthly ‘All Wales Antimicrobial Pharmacist Group’ meeting (AWAPG) – 6th January 2021 Julie Harris – Consultant Antimicrobial Pharmacist for SBU met with a number of Health Boards and discussed how they engage with GPs on this level of prescribing.  All those in attendance said they do not disucss individual GP prescribing routinely for antibiotics unless there is a request/trigger to do so.
Dissemination of data is similar to that of SBU with Leads meetings and prescribing visits.  Hywel Dda Health Board have an excel dashboard that is updated monthly and practices have access to this.  A number of the other health boards use primary care bulletins to disseminate high level data.








[bookmark: _Toc65072419]12. Conclusion

Swansea Bay Health Board seem to be the only Health Board across Wales that is using GP/Prescriber level data to influence prescribing.
The collection of data is time consuming initially although updates can be made easily due to the way the data is organised for Tableau.  
Due to the impact of Covid this project had to take a back seat until such times that the work plan could continue.  The Managers that needed to sign off the project before the dashboards could be disseminated to practice were called to implement the Covid vaccination programme and were not able to review the dashboards until a later date.
Initial response from the GP leads was that the information is very useful and that they would be sharing within their practices to encourage learning within the practice and for discussion around 4C antibiotic prescribing.
Following this during one of the 8 cluster leads meetings it was discussed that they found these extremely useful, especially for discussion with GPs who thought that they were not high prescribers.  There has been a request to continue with these dashboards and also to produce a new dashboard with the same visualisations using drugs for the NPIs (Hypnotics & Anxiolytics & Gabapentin).  This has been agreed and is currently in process.
	
Feedback from Cluster GP Leads during Leads meetings


	Cluster
	Did they find the dashboard useful?
	Do practices want to continue receiving qtrly updates?
	How did they find it useful?
	Have they requested other analysis?

	Neath
	Yes
	Yes
	GP engagment
	No

	City Health
	Very
	Yes
	GP engagment with proof of prescribing to back up discussion.
	Same visualisation but for NPI prescribing.

	Afan
	Very
	Yes
	Being able to discuss with individuals about their prescribing habits
	Yes

	Cwmtawe
	Very
	Yes
	GP engagement – conversation starter
	Yes – Gabapentinoid/Tramadol/Hyps & Anx

	Penderi
	Yes
	Yes
	Discussions
	Yes

	Bay Health
	Very
	Yes
	For discussions and to show prescribing 
	Yes – Gabapentinoid/Tramadol/Hyps & Anx

	Upper Valleys
	Very
	Yes
	For discussion
	Yes – Gabapentinoid/Tramadol/Hyps & Anx

	Llwchwr
	Yes
	Yes
	For discussion although analysis should be checked before sending 
	Yes – Gabapentinoid/Tramadol/Hyps & Anx



Sharing of prescribing has also highlighter anomolies with practice information that has since been rectified with prescribing services. [2]

[bookmark: _Toc65072420]Update – February 2021
Following the successful deployment of the 4C antimicoribial dashboard a request has been made that it is shared by the antimicorbial pharmacists across Wales to demonstrate the use of the dashboard as an interactive tool for sharing information.
There has also been further dashboard implementation for Gabapentinoids, Hypnotics and Anxiolytics & Tramadol as the request of General practioners following the use of the 4C dashboard and how it has assisted in practice discussions and appropriate prescribing changes. 
This dashboard is due to be shared imminently andnd will be used as part of the quarterly analysis used for prescribing measures within Swansea Bay health board health board.

[bookmark: _Toc65072421]Future Work
This project started as a piece of industrial research to show the advantages of visual analytical dashboards and how they can be utilised.  This has now progressed to be a proven aid when reviewing and discussing prescribing within SBU and has been implemented as a positive engagement tool for prescribers.  The scope for future dashboards will cover all BNF [3] prescribing.
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Dashboard & Evaluation
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Period GP Name BNF Code Measure AmountCluster Practice Name

2019-10Prescriber 132 Quinolones 501120BasicPrice 1.93Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120Items 2Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120QtyPrescribed 20Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120DefinedDailyDose 8Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120AverageDailyQuantity 11Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120QuantityDivItems 10Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120CostPer1000PUs 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120ItemsPer1000PUs 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120DDDPer1000PUs 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120ADQPer1000PUs 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120CostPer1000Patients 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120ItemsPer1000Patients 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120DDDPer1000Patients 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120ADQPer1000Patients 0Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120AverageCost 0.965Cluster 1 Practice 1

2019-10Prescriber 132 Quinolones 501120PercentageGeneric 100Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0BasicPrice 1.98Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0Items 1Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0QtyPrescribed 21Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0DefinedDailyDose 14Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0AverageDailyQuantity 7Cluster 1 Practice 1

2019-10Prescriber 87 Co-Amoxiclav (amoxicillin/clavulanic Aci 0501013K0QuantityDivItems 21Cluster 1 Practice 1
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