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Occasional Review

Home parenteral nutrition in England and Wales

REPORT ON A SYMPOSIUM HELD AT HOPE HOSPITAL, SALFORD, ON 3 JULY 1980

When the absorptive capacity of the gut is so reduced by
disease, massive resection, or short circuiting of large segments
of bowel that the patient cannot maintain his weight and nutri-
tion, a state of "intestinal failure" exists. In some cases the
disease process is irreversible, and unless intravenous nutrition
is provided the patient will die. In most cases, however, provided
adequate parenteral nutrition is given during the crisis the disease
will remit, or the remaining bowel adapt, allowing the patient to
return to taking nutrition by mouth.

For more than a decade centres in North America and Europe
have been treating patients so afflicted with prolonged parenteral
nutrition. The techniques have been developed to the point
where they can be successfully taught to patients, who can then
go home and administer treatment to themselves. These develop-
ments have largely been due to the development of catheters,
such as the Broviac, Hickman, and Vygon silicone catheters that
are tunnelled subcutaneously.' These provide safe access to the
circulation, may be used for months on end, and have done away
with the need to use shunts. The maintenance of the normal
nutritional state by intravenous feeding and the independence
from hospital that this method of treatment allows is of particular
value to patients with chronic intestinal failure. Many patients
being treated by home parenteral nutrition can look after their
families and return to productive employment. Several reports
have described the success of this form of treatment.2

In Britain, although parenteral nutrition is used widely,
treatment at home has not been developed to the same extent.
This is possibly due to the absence of the need to pay hospital
fees, which is a powerful stimulus in other countries to return
home. Medical inertia, however, and problems with organisation
and funding have contributed. Nevertheless, home parenteral
nutrition is being used in Britain. Powell-Tuck et al in
1978 reported sending home occasional patients for periods ofup
to three days.' The first report of a small series of cases treated
by this method for prolonged periods in a British teaching
hospital appeared earlier this year.5

In July 1980 a symposium on home parenteral nutrition was
held at Hope Hospital, Salford, enabling those using this form of
treatment to meet and discuss the present state of affairs and
draw preliminary conclusions about the treatment's role and
future provision. Contributors to the meeting decided that a

statement of the present position regarding home parenteral
nutrition would be of interest to the profession.

CONTRIBUTORS: C P Bambach, FRACS, Leeds; Professor J Lennard-Jones,
FRCP, J Powell Tuck, MRCP, St Marks Hospital, London; Professor I D A,
Johnston, FRCS, P Wright, FRCS, Newcastle upon Tyne; Professor M Irving,
FRCS, Professor L A Turnberg, FRCP, Professor H B Stoner, FRCPATH,
P Milewski, FRCS, Salford; Professor H Lee, FRCP, Portsmouth; and Professor
R Clarke, FRCS, Sheffield

Present position of home parenteral nutrition in
England and Wales

With the help of colleagues, the secretariat of the surgical metabolic
group, and pharmaceutical company representatives, groups using
home parenteral nutrition were contacted and invited to the sympo-
sium. Although we are sure that all groups with repeated experience
attended the meeting, we admit that the invitation may not have
reached some workers with experience of isolated cases.

All participants were asked to provide information on the following
aspects of their cases: (a) the number of cases they had treated, their
ages, and sex; (b) the underlying disease that necessitated treatment;
(c) the period the patient was having treatment at home; (d) whether
or not the intestinal failure had resolved sufficiently to allow the patient
to eat normally or whether home parenteral nutrition was still necessary
for maintaining health; and (e) in the case of death, the reason for it.
The results were analysed and presented to the symposium as a

basis for discussion.

Centres undertaking home parenteral nutrition

Six centres have treated patients by home parenteral nutrition. In
alphabetical order they are: university department of surgery, Leeds
General Infirmary; department of medicine, St Mark's Hospital,
London; university department of surgery, Royal Victoria Infirmary,
Newcastle upon Tyne; department of metabolic medicine, St Mary's
Hospital, Portsmouth; nutrition unit of the university departments of
medicine and surgery, Hope Hospital, Salford; and university
department of surgery, Northern General Hospital, Sheffield.

Patients treated (table I)
Twenty-five patients (12 women, 13 men) have been treated in

England and Wales over the past two years. Ages ranged from 17 to
71, although only four were over 50, most being between 20 and 40.

TABLE I-Age and sex distribution of patients treated by home parenteral
nutrition

<20 21-30 31-40 41-50 51-60 > 60

Sex 1M 2F 2M 4F 5M 3F 3M 1F OM 2F 2M OF

Indications for home parenteral nutrition (table II)
Crohn's disease was the commonest indication for treatment. The

individual indications in the nine patients varied from extensive disease
to multiple fistulas and the short-bowel syndrome after extensive
resection. All nine patients are still alive, and five no longer need home
parenteral nutrition. The short-bowel syndrome after operation for
mesenteric infarction was the next most common indication for treat-
ment. Interestingly, mesenteric infarction did not always result from
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atherosclerotic disease, one 18-year-old patient having developed it as a
complication of polyarteritis nodosa. Radiation enteritis was the only
other common indication, the remaining patients needing treatment
for short-bowel problems after resection for conditions such as pseudo-
obstruction, malignant carcinoid affecting the root of the mesentery,
and volvulus.
Not all needed nutrient treatment, one requiring only continued

intravenous infusion for excessive water and electrolyte losses.

TABLE Ii-Indication for home parenteral nutrition and outcome

Indication Still taking HPN Eating normally Dead Total

Crohn'a disease 4 5 0 9
Other inflammatory
bowel disease
(ulcerative colitis and
radiation enteritis) 2 0 2 4

Mesenteric ischaemia
maaaive reaection 1 4 2 7

Other short bowel
(volvulus, adhesions,
pseudo-obstruction
malignant carcinoid) 2 0 3* 5

Total 9 9 7 25

*One trauma death.

Duration of home parenteral nutrition (table mll)

Most patients have been treated for less than six months, and some
for weekends only. Seven have received treatment for more than six
months and of these, three are still doing so. Of the 18 patients treated
for less than six months, 12 have adapted and are taking nutrition
by mouth, although one of these is starting to lose weight and may have
to restart treatment. Currently nine patients are being maintained on
home parenteral nutrition in England and Wales, two of whom have
been treated for 52 and 90 weeks respectively.

TABLE IiI-Duration of period taking home parenteral nutrition. (Numbers
still receiving treatment in parentheses)

Weekends Weeks
only 0-4 4-12 12-26 26-52 >52

3 1 (1) 8 (2) 6 (3) 5 (1) 2 (2)

Deaths (table IV)
Seven patients have died. One, a 21-year-old man maintained en-

tirely with home parenteral nutrition after total small-bowel resection
for pseudo-obstruction died in a car crash, a death entirely unrelated
to his illness or its treatment. All the remaining deaths were related to
the underlying disease. In one case death was caused by septicaemia, a
complication of the treatment.

TABLE Iv-Causes of death in patients taking home parenteral nutrition

Age Sex Reason for HPN Cause of death Duration of time
on HPN (weeks)

28 F Irradiation Pelvic infection 10
enteritis.
Carcinoma cervix

21 M Total small bowel Car accident 50
resection for
pseudo-obstruction

31 M Systemic scleroris. Pulmonary fibrosis 10 weekends
Radiation enteritis

37 F Small bowel Myocardial infarct A few weekends
resection for subarachnoid
superior mesenteric haemorrhage
artery thrombosis

35 F Duodenocolic Carcinomatosis 30
anastomosis.
Malignant
carcinoid

32 F Massive small- Staphylococcal 20
bowel resection septicaemia

68 M Small bowel Renal failure 12
resection for
superior
mesenteric artery
thrombosis
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Problems associated with home parenteral nutrition

A surprising degree of agreement was reached at the symposium
regarding indications for treatment and the methods used. It was
agreed that home parenteral nutrition should be used only for those
few patients who cannot be weaned from parenteral nutrition back to
oral nutrition within a few weeks of the onset of their intestinal failure.
It is easier to decide to treat patients than not to do so, and there was
agreement that more experience is necessary to determine which cases
respond and which do not respond well to parenteral feeding. The
initial impression from the figures presented is that patients with
intestinal failure due to Crohn's disease are well worth treating,
although there is no good evidence that parenteral nutrition is of value
in managing acute attacks of this disease. After massive intestinal re-
section for mesenteric vascular occlusion even elderly patients have
survived with the help of parenteral nutrition. Only one of the five
surviving patients in this category still needs parenteral feeding.
There was general agreement that home parenteral nutrition was

best administered through a subcutaneously tunnelled Silastic catheter
into the subclavian vein with the tip positioned in the superior vena
cava. There was, however, some disagreement over the need for pump
infusion as against gravity infusion for the patient at home. If a pump
is used it must be of the low-pressure type and be fitted with appropri-
ate safety devices. All participants emphasised the importance of
adequate home conditions and the ability of the patient and relatives
to understand the treatment. The degree of success achieved by
patients in managing this treatment was shown by the virtually univer-
sal finding that catheter-related sepsis rates were lower when the
patients were at home than when in hospital.

Although the speakers, with one exception, dealt with only the medi-
cal aspects they all continually emphasised the importance of the active
participation of specialised nursing staff, dietitians, pharmacists, and
scientists. Parenteral nutrition cannot be organised at home until the
technique is well established and considerable experience has been
gained with it in the hospital that acts as a base for the patient at home.
The contribution of the scientist was clearly underlined by Professor
H B Stoner of the MRC Trauma Unit in Manchester, who showed
how, by measuring oxygen consumption and carbon dioxide output,
the energy requirements of the patients could be assessed. The amount
of carbon dioxide produced depended on the type as well as the amount
of nutrient, and the effect of this on the patient's respiratory system
had to be taken into account in planning his diet.
The final session of the symposium concerned the cost of treatment.

At a conservative estimate one year of home parenteral nutrition costs
£13 000 or £20 000, depending on the methods used-a considerable
strain on the area and regional budgets. Nevertheless there is no ques-
tion but that this is considerably cheaper than undertaking the same
treatment in hospital. Mr Duncan Nichol, area administrator of the
Salford Area- Health Authority (T), discussed the problem of financing
such expensive forms of treatment and made a plea that the DHSS
should look at the whole question of support for centres that undertake
specialist treatment.

Discussion

Home parenteral nutrition is now firmly established as a
method of treatment for intestinal failure in England and Wales.
It will probably develop in a similar fashion to the services for
renal failure and will be centred on hospitals that have specialised
gastroenterological services. Unfortunately, like many other
advances in medicine and surgery that enable people who would
formerly have died to stay alive, it is expensive. It thus behoves
those providing the service to assess the indications for treatment
and the results critically. To this end plans are being made to
set up a register of cases treated by home parenteral nutrition.
For the present the important necessity is for centres using
home parenteral nutrition to strengthen their therapeutic teams
so that complications are minimised and patients receiving
treatment have the necessary support when at home.
The most satisfactory results are obtained in those patients

who are tided over the crisis of intestinal failure until their bowel
adapts or their disease remits and they can start maintaining
nutrition byeating and drinking. Only experience and the views of
society will tell us whether it is ethical or worthwhile to maintain
a patient with home parenteral nutrition for the remainder of his
life.
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We thank Travenol Ltd for supporting the symposium.
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MATERIA NON MEDICA

A Lapland-baptism

A recent symposium in Helsinki afforded us the opportunity to
participate in Finland's midsummer celebrations. Being dark for more
or less half the year, the evening of 20 June is greeted with bonfires,
barbecues, dancing, and songs. Festivities continue far into the night.
What night? At midnight it was light enough to read our festival
programme, although the sun had set this far south. Next day, the
longest of the year, off to Rovaniemi, capital of Lapland.

Photographs were duly taken at the Arctic Circle. Was it hot! No
one believes me back home. A evening coach trip of 150 km further
north carried us through cool green forests with the occasional
glimpse of reindeer and their babies. If you want to know the popula-
tion of Lapland, count the reindeer. There is one for every person,
which also means it is time for a cull. Descending from the coach at
Mount Luosto, we realised why the guide had equipped us with
protective hats, boots, and sprays. The air was black and buzzing with
mosquitos and we were immediately covered. I counted 60 sitting on
my husband's back within a few minutes. We squelched off through
the forest thus attired. The boggy forest floor is covered with colourful
lichens, Rudolf's staple diet, and fascinating small flowers. We visited
a typical Lapp hut, complete with a young Lapp in his beautiful
national dress. We ate fried reindeer, reindeer cheese, and cloud-
berries-all very delicious-and tried our hand at the lassooing
technique which is how the Lapps catch the reindeer for their yearly
census. Owing to high winds on the summit of Luosto the funicular
was out of action so we ascended quickly on foot, glad to leave the
mosquitos behind. From some distance up we stopped to watch the
midnight sun. As we ascended, it had been slowly sinking. Now it
hung motionless just above the horizon, a huge intensely red globe.
Unbelievably it was 1 am. As the sun steadily began to climb back
up into the sky, we were baptised. This ancient ritual has recently
been rediscovered just in time for the tourist season. Kneeling on a
spread-out reindeer skin, our Lapp intoned as, one by one, we drank
reindeer milk from a wooden ladle. It was unbelievably sweet. Baby
reindeers must need lots of calories. A baptismal certificate stated that
we had "survived" a Lapland baptism.
An easy descent took us to a real sauna complete with lake for

cooling off and plenty of iced cranberry juice. It was 3 am as I floated
in the dead still lake and wondered why the mosquitos didn't bite me
now. Maybe I was cleansed by the midnight-sun baptism. A huge
breakfast of cheese, herrings, ham, coffee and cream fortified us for
our dash back to Rovaniemi for the 6 am flight to Helsinki. A "night"
to remember.-ELEANOR DAFFORN-IERODIACONOU (paediatrician,
Athens, Greece).

Pommophobia and interstate rivalries

The 1980 Centenary Test has just finished at Lords in England,
a big event there-equally big here in Australia. A full ball-by-ball
commentary has been provided on radio and television by the
Australian Broadcasting Commission. Tremendous interest has been
created. A large following has watched or listened into the early hours
of the morning. The cricket veterans have gone over to take part in the
celebrations. Everyone knows that this was John Arlott's last com-
mentary. A great nostalgic time has been had by all.
You don't have to have been a resident in Australia for too long to

become aware of the ambivalent attitude that exists towards Britain,
especially England. Pom-baiting is a great sport-cricket being

number one in the assault, closely followed by rugby league, with
rugby union a poor third. The Poms must be beaten. To the un-
initiated "Pom" is the less than polite term of reference to denote
English native. It's all in fun of course. Well, half fun, full earnest.
Here in Queensland the winds of interstate anti-feeling blow

strong, and vice versa. Queensland is known to New South Welshmen
and Victorians as "the Banana State" and its inhabitants "Banana
Benders." However, the true Queenslander considers himself a
superior being. Federation was at best a doubtful step. Why give
access to the vast natural resources and splendid climate to those
"Southerners"-the disdainful collective noun used to class all those
living south of the Queensland border. Each state has its very own
reference: New South Welshmen are too smart for their own good,
the Victorian is so English and plays that insular ball game
"Australian Rules"; South Australians are loosely classified as "a
funny lot"; And, as for Taswegians (natives of Tasmania), they are
simply dismissed as remnants of the convict race who solved apartheid
by killing off all the Aboriginal population. West Australia doesn't
count, as it is too far away to be ofany consequence.
These attitudes at first shocked me, but when looked at in proper

perspective, they are exactly the same as those held dear in Scotland
and Wales towards the neighbours over their respective borders.-
J P COLQUHOUN (Cleveland, New South Wales, Australia).

Multum in parvo

Time was-and that not so long ago-when every other Swiss-
registered car in Switzerland was British made. That at least was my
impression. The bourgeoisie, as a badge of their solid respectability,
drove solid, respectable, 3-5 Rovers. There were, too, somewhat
incongruously perhaps, a fair sample of "Beasts in Bentleys" who
must have posed a substantial threat to the virgins of Vaud and Valais.
But alas, like the snows of yesteryear, the British car has now

vanished to be replaced by newcomers from America, from every
car-manufacturing country in Europe, from Scandinavia and, needless
to say, in conspicuous numbers from Japan. The bourgeoisie have
exchanged their Rovers for the Swedish 264 GL Volvo, and the
predatory male his Bentley for the German Porsche 91 1E.
To be sure there are still vestigial remnants to be seen of the glory

that was ours. There is still a sprinkling of Minis, not all perhaps in
the first flush of their chrome; and, parked outside the very best
hotels, an occasional Jaguar XJS, which for slinky, sensual elegance
outstrips the neighbouring Mercedes and Lamborghinis. And one
fleeting cameo that warmed the cockles of my chauvinistic heart-a
marvellously maintained chauffeur-driven, vintage Rolls (circa 1925),
bedecked with white ribbons, leading a motorcade at a Lucerne
wedding.
But all is not lost. My young son, whose passion for cars transcends

whatever aesthetic appreciation he may have for the spectacular
natural beauty of Switzerland, spotted in the window of a shop in
Zurich a display of Matchbox cars. At his insistence-and I have to
admit to a certain curiosity myself-we went inside. There were
available no less than 80 models, each a perfect replica of cars on the
world market. "Where are they made ?" I asked the shopkeeper by
way of a conversational gambit.
"Oh, in England," he replied. "They make the best miniatures in

the world over there."
So in the country of the Matchbox car Britain is still King.-

HENRY R ROLLIN (retired consultant psychiatrist, Epsom, Surrey).
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