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ment of blood urea and electrolytes leads
to an improvement in outcome of these
patient. A more appropriate investigation
to report would have been the number of
patients commenced on an ACE inhibitor
who had an assessment of renal function
and serum potassium prior to commence-
ment of an ACE inhibitor and one week
after. This is the suggested practice
according to evidence-based guidelines.4

Finally, the authors conclude that 67%
of patients were not receiving treatment
with ACE inhibitors. However, they do
not indicate how many patients diagnosed
as having heart failure had confirmation
of their diagnosis by echocardiography. A
community study has shown that only
50% of patients being treated for heart
failure have echocardiographic evidence
of left ventricular systolic dysfunction.5
There is good evidence that all patients
with symptomatic heart failure and
impaired left ventricular systolic function
will benefit from treatment with an ACE
inhibitor.6'7 Furthermore, the authors
failed to report how many patients being
treated with an ACE inhibitor had confir-
mation of left ventricular dysfunction.
Therefore, some of these patients could
have been prescribed these drugs inappro-
priately. Clearly, we need to identify uni-
form criteria for inclusion when studying
patients with heart failure in primary care.

KAMLESH KHUNTI
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Sir,
Mair and colleagues attribute the almost
four-fold increase in prevalence of heart
failure in their study (15 per 1000)
(February Journal, p.77) compared with a
previous London study' (3.9 per 1000) to
the superiority of their computerized
record systems. It also probably reflects
the non-specificity and insensitivity of the
clinical signs and symptoms used to diag-
nose heart failure.2 The importance of
echocardiography in confirming the diag-
nosis has been emphasized,3'4 and in both
studies, the majority of patients were not
investigated in this way. With increasing
access to echocardiography, the accuracy
of diagnosis is likely to improve.

In our practice of 8131 patients, a com-
puter search was made in February 1995
for all those patients with a recorded diag-
nosis of cardiac failure, and also for all
patients on repeat prescriptions for loop
diuretics. Records were examined manu-
ally and the following results obtained:
1. Prevalence of cardiac failure: 84 (10.3

per 1000 patients)
2. Number (%) on ACE inhibitors: 33

(39.3) seven others unable to tolerate
3. Number (%) who had had echocardio-

gram: 43 (51.20
4. Other patients with heart disease (e.g.

previous myocardial infarction, angina
or valvular disease) and on regular
loop diuretics: 44 (i.e. possible cardiac
failure)
In common with the above studies, the

results suggests a substantial number of
patients in primary care who merit
echocardiography and consideration for
ACE Inhibitor therapy. Where open-
access exists, general practitioners must
decide whom to refer for this investiga-
tion. Assuming a prevalence of around
1% and that half of these patients may not
have had an echocardiogram, an average
UK practice of 10000 patients will have at
least 50 patients'who are potential candi-
dates.
The selection of patients, who are often

elderly or relatively asymptomatic (more
severe cases will self-select), will involve
time, organization, and the acceptance of
peoples' right to refuse unsought-after
scans, blood tests or medication.
However, with the increasing use of com-
puterized disease registers and easy iden-
tification of 'high-risk' patients, the chal-
lenge for those in primary care is to find

ways to offer effective interventions to
those who stand to benefit.
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Medical audit in France

Sir,
Medical audit is a way of ensuring the
quality of care in everyday practice. This
type of evaluation is still insufficiently
developed in France. The National
Agency for the Development of Medical
Evaluation (ANDEM) is a non-profit
organization aimed at the promotion of
evaluation methods in hospitals and
ambulatory care.
Our audit concerned the practice of

influenza and tetanus immunization in
patients over 60 years of age by general
practitioners. An external pilot committee
designed and followed up the study. The
initial guidelines were based on literature
review and specialist consultation. These
were established by a group of 50 practi-
tioners as follows: for tetanus, patients
aged over 60 should be immunized every
10 years; for influenza, annual immuniza-
tion for patients aged over 70, or between
60 and 69 years presenting with one of the
conditions considered as special risk if
they develop influenza.
The initial data collection began in

December 1991. Three hundred physi-
cians from all over France were contacted
by letter during the one-month recruit-
ment period. Out of these, 151 accepted
and performed the initial data collection.
Overall, 102 (67%) out of the 151 physi-
cians completed the entire 2-year audit
cycle. Patient data were recorded for the
first 30 consecutive patients over the age
of 60 seen in the physician's office or at a
home visit. In 1991, 2898 patients over
the age of 60 were recorded, including
2046 over the age of 70 or with a risk fac-
tor for influenza. The initial data showed a
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Table 1. Mean differences in patients immunization rates (%).

Confidence interval
P (pairs

1991 rate 95% 1992 rate 95% method of
(2898 patients) (2919 patients) Schwartz)

Tetanus immunization 55.8 (52.2-59.4) 66.5 (62.9-70.1) <0.001
Influenza immunization 76.7 (74.5-78.9) 80.9 (78.6-83.2) <0.01
Double immunization 45.0 (41.3-48.7) 57.6 (53.7-61.5) <0.001

marked deviation from the pre-defined
standards for tetanus and double immu-
nization (Table 1). This led to the devel-
opment of consensus recommendations
distributed in July 1992 to all participating
physicians. The second data collection
was carried out in December 1992. In
1992, 2919 and 2135 patients were record-
ed, respectively. The immunization rates
are show in Table 1.

Regression analysis of the change in
immunization rate compared to the 1991
immunization rate in the patient groups
seen by each physician showed an
improvement in the rates for tetanus alone,
influenza alone, and for double influenza
and tetanus immunizations. The improve-
ment was more obvious when the physi-
cians had a low percentage of immunized
patients during the first year.
We have shown that it is perfectly pos-

sible to conduct a self-administered clini-
cal audit in the special setting of general
practice in France. Data collection was
prospective. Use of a rapidly completed
notebook (30 per patient in our study)
facilitated both the conduct of the survey
and acceptance of the additional workload
during the consultation. We observed
considerable modification of the physi-
cians' clinical practice. In accordance
with the recommendations, the tetanus
immunization rate and double immuniza-
tion rates increased significantly from
1991 to 1992. The increase was greater
for physicians who had a low percentage
of immunized patients during the initial
data collection.

In the absence of a randomized control
group, the observed increases cannot be
definitively attributed to the audit, to a
spontaneous trend or to other factors. For
influenza, the changes in immunization
rates from 1991 to 1992 could have been
caused by the impact of influenza immu-
nization campaigns. This is certainly not
the case for tetanus since there was no
large-scale public campaign during the
study period. The volunteer physicians
who accepted the initial guidelines may
have thought that their practice was close
to these standards. The discovery of a con-
siderable difference between the standards
and their actual practice, as observed dur-
ing the first data collection, may have

been the deciding reason for them to mod-
ify their clinical practice.

RISSANE OURABAH MICHEL DOUMENC
LIONEL PAZART MICHEL MOLINARI

YVES MATILLON

National Agency for the Development of
Medical Evaluation

France

Night visiting rates

Sir,
The paper by Majeed et all examining
night visit rates in 129 practices in Merton
Sutton and Wandsworth FHSA uses a
similar method of analysis to work which
we have been doing in East London, and
raises comparable questions about the
potential sources of bias in this type of
analysis.
Our analysis is based on 2 years

(1992/3 and 1993/4) of FHSA night visit
claims data from 155 practices in East
London and the City Health Authority.
Unlike Majeed et al's data, we were able
to categorize claims into high and low
payment rates (corresponding to visits
done 'in house' and by a deputizing ser-
vice, respectively).
Our data showed no association

between the total night visit rate and prac-
tice characteristics (partnership size, prac-
tice manager, practice nurse, training sta-
tus and computerization), but suggested an
inverse relationship with indices of social
deprivation. Like Majeed et al, we have
used crude rates, as data is not available
that enables us to age standardize; howev-
er, we found no relationship between the
total night visit rate and percentages of the
population in different age bands.

All practices for which we have data
claim for some visits done by a deputizing
service. The correlation between total
night visit claims and proportion claimed
as deputized (r = -0.29, P<0.01) suggests
that, contrary to commonly held opinion,
practices using a deputizing service for the
greater proportion of their visits have
lower total night visiting rates. Whether
these are valid findings, or simply relate to
differences between practices in claiming
rather than visiting is open to debate.

The potential sources of bias in this
type of analysis need clear enumeration.
The analysis is based on financial claims,
which Majeed et al considers a reasonably
accurate estimate of the number of visits
carried out, but in their study, four prac-
tices apparently claimed none, raising the
possibility that claim rates may be associ-
ated with organisation within the practice.
The claims analysed by Majeed et al were
based on Merton Sutton and Wandsworth
FHSA residents. Practices will have a
variable mix of FHSA residents, depend-
ing on their boundary policies and their
geographic location, but no account is
taken of this in the analysis. A further
source of bias lies in the estimate of list
inflation for practice. Imputing list infla-
tion from census variables takes no
account of the influence practice organiza-
tion may have;2 for example, practices
which achieve high targets are likely to
have lower list inflation.

Descriptive studies such as this have the
potential for explanatory power which
needs to be carefully balanced against a
range of sources of bias. Undoubtedly,
further collection of individual patient and
practice data would reduce many of these
sources of inaccuracy.

SALLY HULL
KATH MOSER
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Setting standards of
prescribing performance

Sir,
Bateman and his colleagues (January
Journal, p. 20) describe setting and apply-
ing standards of prescribing performance
in primary care. A consensus group of
general practitioners agreed and set the
standards which were then applied to the
Prescribing Analyses and Cost (PACT)
data of practices in their region.
The quality of prescribing is a reflection
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