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Hospice-at-home

Sir,
The provision of home care services for
people who are dying has increased rapidly
in the past 10 years, yet in 1990 only 29%
of cancer deaths with a terminal period were
at home,1 despite many people wishing to
die there.2'3 Hospice-at-home differs from
traditional services by providing a 24-hour
service and 'hands on' care rather than per-
forming a more advisory role. Previously,
Koffman et all found that this type of ser-
vice was able to help HIV/AIDS patients
who wished to remain in their homes.

We studied the impact of a hospice-
based, hospice-at-home scheme over two
years. The service was run by a multi-dis-
ciplinary team including four care assis-
tants, 12 bank care assistants, and a part-
time occupational therapist, social worker,
and nurse. Information was collated on the
activity of the service, the place of death,
changes in inpatient length of stay, the
number of deaths in the local hospital, and
home death rates for the district. A cost-
minimization analysis was also carried out.
There were 122 admissions to the

scheme over the two-year period; 43%
were male, 57% female, and 77% were
aged over 65 years. Most patients were
referred to the scheme from the community
and were living alone. The average length
of stay was 10 days. Almost 65% of people
in the scheme were able to die at home.
This percentage was 23% higher than that
achieved by the Macmillan service
throughout the same time period. The aver-
age length of stay shortened from 16.6 to
12.7 days during the period the scheme
was operating. Contracting data showed a
marked increase in the number of patients
admitted to the hospice between 1993 and
1996 for a similar number of occupied bed
days. There was no impact on the numbers
of people dying in the local hospital or
on the rate of home cancer deaths in the
district. The total cost of the service was
£105 000 and the cost per admission to the
scheme was £861. If we take successful
outcome as a home death, then the number
needed to treat (NNT) to achieve a suc-
cessful outcome over the two-year period
was 2.2. A more conservative estimate is
obtained if we look at the extra percentage
of home deaths that the scheme facilitated:
the NNT becomes 3.0 and the cost
becomes £5121 per extra home death.
The study had a number of limitations

because of its retrospective nature and
short time scale. Home death rates and
lengths of stay may have been affected by
a number of other factors operating at the
time. The scheme was, however, able to
enable a high percentage of those referred
to it to die at home despite the fact that
most of them lived alone. We believe these
services need further evaluation as they
may contribute greatly to enable dying
patients to be at home.
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De-reimbursement of vaccines

Sir,
At a recent 1997 conference of local med-
ical committees, the proposal was adopted
that the regulations be amended to enable
GPs to charge for all travel immunizations.
This will be an attractive proposition to the
Government, financially burdened with
escalating health care costs, but it needs
careful consideration.

Options to the current system for travel
vaccines include:
* Transference to NHS prescription of

those vaccines currently free to
patients in England and Wales, as
occurs in Scotland, where the patient
collects the prescribed vaccine from
the pharmacist and then returns to the
surgery for injection

* Payment from those who can afford it
* Cessation of all NHS payments for

travel immunizations, provision of
this service being left to the open mar-
ket.

A charge to the patient is a deterrent to
seeking appropriate advice and to taking
recommended preventive immunizations.
There has already been a rise in malaria
notifications following the removal of anti-
malaria prophylaxis from NHS prescription
in 1995, which pre-dates the media publici-
ty about Mefloquine. The costs will be
higher for those with large families travel-
ling to visit relatives in areas such as the
Indian sub-continent, a group already
accounting for 48% of malaria notifications
(total >750 in the first five months of 1997;
personal communication: Malaria
Reference Laboratory, 1997). This raises
the concern that those at greatest risk could
become the most compromised if limited
finances restrict attendances in GP surg-
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eries. The same applies to those travelling
on a strict budget, such as backpackers,
who decide that, as the immunizations are
recommended but not compulsory, there is
scope for an economy. Not only will these
travellers miss out on approriate immuniza-
tion, but they will also miss out on the
important pre-travel health advice that is
given during a consultation. Thus, an 'at-
risk' subgroup can develop which not only
has an increased potential for personal ill-
ness, but which presents a risk to public
health through the importation and spread
of infection on their return.
Removing the option of NHS-subsidized

travel immunizations obviates the need to
consult the GP for pre-travel advice. This
commercial opportunity encourages 'cut-
price' operators, furthering the potential for
inappropriate advice. The GP has the
unique advantages of local availability and
existing knowledge of the patient's
lifestyle, past medical history, allergies,
immunization history, and vaccine side
effects. Access to these records is also vital
to the GP when called to the returning ill
traveller, as are details of the pre-travel
preventive measures. In addition, any
change capable of promoting a de-skilling
of travel health expertise in primary care is
a retrograde step.

There is increasing concern to explore
options whereby the patient meets some of
the costs of health care provision. It is wise
not to lose sight of the hidden costs this
could bring to the patient, the community,
the taxpayer, and the profession.
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HIV

Sir,
Since the beginning of the HIV epidemic,
GPs have not been as involved in the care
of people with HIV infection as they have
with other chronic, usually fatal illnesses.
It is hoped that this situation will change
with the advent of newer therapies, which
will improve the prognosis of such HIV-
infected individuals and broaden current
HIV testing policies.'
We reviewed our communication with

GPs by recording letter-writing in notes.
We collected data from consecutive clinics

to see if there were any notable trends and
any areas where we might make improve-
ments. In total, 229 patients were reviewed
(response rate = 75%). In 128 cases (56%),
we were communicating with GPs. There
was a significant difference between the
sexes. In 51% of male patients, communi-
cation was occurring with GPs, compared
with 76% of females (P>0.01). An AIDS
diagnosis also increased the probability of
having a GP with whom the hospital com-
municated (67%; P = 0.02).
There was no significant difference

when variables such as ethnicity and risk
were compared. Perhaps not surprisingly,
those patients diagnosed over five years
had an increased probability of communi-
cation occurring (65%) when compared
with those who had been diagnosed for
less than one year (43%). This review
identified 27 patients with whom commu-
nication with GPs should have been occur-
ring but wasn't. The total proportion of
GPs who were receiving letters after this
review was 68%.
We know that women in particular have

links with primary care prior to HIV diag-
nosis2 and these links seem to be main-
tained after HIV diagnosis. The fact that
many HIV-infected individuals are young
mobile men may mean that they do not
have established links with GPs prior to
diagnosis and that they therefore need
more encouragement to register with a GP
who is aware of their HIV status.
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The Framingham risk score

Sir,
The Framingham risk score has now been
incorporated into EMIS, one of the leading
UK general practice computing systems.

Instead of using rather tedious 'look-up'
tables, the five-year risk of coronary heart
disease can be calculated by simply enter-
ing the blood pressure and smoking status
of the patient. The risk is initially calculated
on the basis of an estimated serum total

cholesterol of 6.4 mmols/l and a high den-
sity lipoprotein cholesterol of 1.2 mmols/l
for men and 1.4 mmols/l for women, to
give a total cholesterol/high density
lipoprotein cholesterol ratio of around 5. If
actual total cholesterol or high density
lipoprotein cholesterol are available, these
will be used in preference. This is consid-
erably easier than using 'look-up' tables.
These calculations are publicly available
and are a useful attribute for any computer-
ized GP system.
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The Red Book

Sir,
In November 1997 I gave a lecture to our
local vocational training group on the Red
Book. This was a particularly bright and
enthusiastic group of young registrars.
However, I was horrified to discover that,
four months into their GP practice year,
only one had heard of the Red Book, none
had been issued a copy, and very few had
discussed the various claim forms with
their trainer. None of them were aware of
how claims were processed in their prac-
tices, or whether any patient contact they
had made had generated a claim form.
Am I alone in wondering if the latest

batch of registrars are only instructed in
the techniques of summative assessment
and how to become video stars, while
neglecting the art of family medicine and
the business side of general practice? If
this is true, they will experience a tremen-
dous shock when they finally achieve part-
nerships. It is to be regretted that general
practice, with its fundholding, commis-
sioning, and budgets, is becoming more of
a business than the caring profession I
once entered. To neglect this basic aspect
of practice finance is a disservice to the
next generation of family doctors.
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