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What had we learnt? 

 Recruitment 
 

 Trust 
 

 Scaling up 
 

 Detailed EHR searches 
 

 Connections 
 
 



 Clinical priority 

 

 Locally collected data extracted 
at scale 

 

 All practices in West Yorkshire 
(except one!) 

 

 Bimonthly (ASPIRE format) reports 
for 1 year 



Campaign to Reduce Opioid Prescribing 

Recommend action 
consistent with 

priorities 

Comparators that 
reinforce desired 

behaviour 

Provided individual 
rather than general 

data 
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model: opioid prescription 
analysis 
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EHR data multi-level linear model: NSAID prescription analysis 

Blue = aggregated control CCGs 
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Obtaining data 

 Practices used to sharing data 
with CCGs and researchers 
 

 Not all GPs use the same EHR 
system 
 

 Consent to share EHR data 
added to annual data sharing 
agreement 
 

 EHR data able to tailor 
searches to exclude palliative 
care patients and identify 
high risk groups 

 National prescribing 
data available – but 
includes opioids 
prescribed in palliative 
care 



What did practices do to reduce their 
opioid prescribing? 

 Searches and alerts 

 

 No more repeat prescriptions 

 

 Sent ‘opioid aware’ leaflets to patients 

 

 Practice protocol for starting opioids 

 

 Consistent message from all GPs 
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Findings 

 

"So we took all views 
and then we tried to 

write a policy and 
procedure around it 
which we did! And 

then we bought that 
to a clinical meeting” 

 



 

"I think there’s barriers about … 
patient satisfaction levels and 

what patients want. 
Particularly since we are 

moving politically from clinical 
excellence being recognised as 
a key driver to GP practice, to 

patient satisfaction." 
 



"So it was probably opened by one of 
the receptionists or our admin 
clerks...And they thought, they 

thought bin or common room? Bin or 
common room?" 

 



“I always, like I get quite a lot 
of copies and so when I put 

the agenda together, I staple 
them and I pass it on to the 

GPs that these are the 
reports“ 

 



“[GPs are] so busy with everything I 
think when you’ve got something so 

clear, it’s like look! We’re there! 
Therefore we need to do something.  

I think that makes it … easy” 
 



“I don’t think there’s 
anything in the way it 

was written or 
presented that made me 
think that I, I don’t want 

to do this.” 



Patient story 
 So and I still remember one lady I was seeing on a weekly basis actually, she was on 

MST, tramadol, modified release as well as tramadol acute, pregabalin and one more 
drug. So we sat down and said, “How’s life for you?” 

 She had MS and she had really bad phases when she got on these drugs and never, 
somebody never took her off! And she just got used to them.  

 I said: “You’re very stable now, I can’t say when you’ll relapse again, so if you relapse 
we don’t have any more to give you. You’re just looking at a downward spiral here. So 
if we can, while you’re feeling better, if you can gradually take a few things off or 
reduce them, we’ve got option to actually use them in the future for, for a relapse, or 
something.”  

 And she thought on it and we started off with just taking off MST, gradually so, very 
gradual reduction. So I was seeing her regularly, if she relapses or she’s very anxious 
about it. But then as she built up that rapport with me would mean so em… she 
stopped MST. Stopped! She came back in spring to me and she said  

 “I’ve come off Tramadol as well!” 

 She had learned the principles and she did it! So I was really impressed. 

 So now a couple of times when she’s come to see me, she’s said “Look I’m a changed 
person! I can focus on things! I can … I want to do stuff. I’ve got that enthusiasm.  
Otherwise I was just a blank person!” 



What did we do next? 



Goal = continuous 
improvement 



Embedded research 





Radical Incrementalism 
A deliberate strategy for 
business operations 
(particularly in 
information technology) in 
which a series of small 
changes are enacted one 
after the other, resulting 
in radical cumulative 
changes in infrastructure. 
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Implementation Laboratory to 
optimise Audit and Feedback 

Role Health system Researcher 

Develop priorities X 

Develop prototype A&F X X 

Delivery of A&F X 

Data collection X 

Analysis X 

Interpretation X X 

Opportunities to seek research 
funding to cover additional marginal 

costs of research 



A Yorkshire and Humber implementation 
laboratory 

‘Real world’ research addressing ‘real world’ 
prescribing priorities 

 

Cost-effective, cumulative improvement 

 

Rigorous evidence of direct relevance to wider UK 
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