
AUDIT IN PRACTICE
THIS WEEK ...

* In the first article Donaldson and Hill report their
findings of a systematic examination of the use of the
domiciliary consultation service in Northern region and the
effectiveness ofpeer review in rationalising its use.

* In the second article Kemple and Hayter report their
findings of a second audit of diabetes care in a general

practice, which show some of the difficulties in providing
audited high standards of care, and they suggest a simple
schemeforfuture audits.

* The commissioned article outlines the personal experi-
ence ofan audit analyst working in north Derbyshire.

The domiciliary consultation service: time to take stock

Liam J Donaldson, Peter M Hill

Abstract
Objective-To review the use of the domiciliary

consultation service in modem clinical practice in
the Northern region.
Design-Retrospective study of data on domi-

ciliary consultations from claim forms for payment
submitted to the regional health authority by con-
sultants during 1984-5 and prospective study during
1985-9. Peer review of patterns of practice by
consultants.
Setting-15 Of the 16 health districts in the

Northern region, comprising a mixed urban and
rural population of about 2-8 million.
Participants-760 Consultants in 28 specialties

and 1666 general practitioners who were eligible to
perform or request domiciliary consultations.
Main outcome measures-Numbers of domiciliary

consultations, general practitioners' requests for
consultations, and consultants performing consul-
tations and expenditure on the service by the region.
Results-Use of the domiciliary consultation

service in the Northern region declined by 53%
between 1984-5 and 1988-9, considerably in excess of
the national rate of decline of 27%, and expenditure
on the service was reduced, after allowing for
inflation, by £604 000, or 38%, in real terms. Most
consultants and general practitioners used the
service sparingly whereas a small proportion used it
heavily; a few specific consultants and general
practitioners were responsible for a relatively high
rate of domiciliary consultations. Contrary to the
original definition of domiciliary consultation, the
general practitioner accompanied the consultant on
only one occasion in 17 and, in one specialty
examined (paediatrics) patients who received domi-
ciliary consultations seemed to have minor medical
problems.
Conclusions-Peer review examination of the

pattern of practice in the domiciliary consultation
service proved effective in rationalising use of the
service, although a substantial minority of con-
sultants and general practitioners continued to use
the service heavily. The place of the service in
modern clinical practice would benefit from a
national review.

Introduction
As might be expected ofone of the few fee for item of

service elements of a salaried consultant service, the
subject of domiciliary consultations is capable of
arousing strong emotions. At one end of the range of
medical opinion domiciliary consultations seem to be

regarded as a contractual entitlement to be claimed
when indicated by the professional judgment of the
requesting general practitioners.'2 At the other they
are viewed as an outmoded concept that is rarely
justified within a modern specialist service.3`6 Yet for
an individual consultant performing the maximum
number of visits permitted contractually, fees for
domiciliary consultations (and associated investigations
and procedures) may add a salary supplement well in
excess of the value of a "C" distinction award. For the
service as a whole, expenditure on domiciliary consul-
tations in England and Wales amounts to about IOm a
year.' 2

Previous studies, with retrospective data, showed
considerable variation in the use of the domiciliary
consultation service among and within specialties and
health districts.267 This study used comprehensively
gathered data on the domiciliary consultations carried'
out in one health region and the effect of peer
discussion of them as a basis for discussing the place of
domiciliary consultation in modern clinical practice.

Methods
The study population consisted of 15 of the 16

health districts of the Northern region, in which an
estimated 2-8 million people were resident during the
period of investigation. The Newcastle health district
(population about 280 000) was excluded because as a
teaching district consultant contracts are not held by the
regional health authority and, hence, the domiciliary
consultation service is monitored separately.

DATA GATHERING AND PEER REVIEW

Information on the characteristics of domiciliary
consultations carried out in the region was first gathered
by a retrospective study of data extracted from claim
forms for payment submitted to the regional health
authority by consultants during 1984-5.6 Detailed
analyses were later prepared from this database and
systematically disseminated to specialty subcommittees
of the regional medical committee as a basis for initial
peer discussion of the pattern of domiciliary consul-
tations by specialty. A further study was prospectively
carried out to enable data about each domiciliary
consultation to be gathered cumulatively and submitted
to the same peer review process as well as to enable the
authority to fulfil its monitoring role.
The categories of data gathered included the con-

sultant and specialty; the general practitioner (and
whether he or she was present at the consultation); the
diagnosis; and the action taken after the consultation.
Details identifying patients were not included in the
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TABLE i-Number of
domiciliary consultations
performed in England and Wales
compared with in Northern
region and change infrequency,
1984-9

England
and Northern

Year Wales region

1984-5 385 698 36 644
1985-6 379 909 32 029
1986-7 387 394 28 775
1987-8 273 341 25 500
1988-9 281404 17 384

% Change -27% -53%

TABLE II-Requests for
domiciliary consultation by
general practitioners in
Northern region, 1988-9

No of No of requesting
domiciliary general
consultations practitioners

0 367
1-10 1073

11-20 148
21-30 41
31-40 1 7
41-50 7
51-100 10
101-150 3

TABLE III-Domiciliary
consultations by consultants in
Northern region, 1988-9

No of
domiciliary No of
consultations consultants

0 297
1-10 249

11-20 66
21-30 44
31-40 17
41-50 2 1
51-60 16
61-70 5
71-80 7
81-90 7
91-100 6
101-150 18
151-200 4
201-250 1

analysis (though they were necessary for adminis-
tration). Rates of domiciliary consultations were
calculated for general practitioners and consultants
and when a general practitioner requested a consultation
by a particular consultant ("pairings"). These data
were not only given to the regional specialty sub-
committees but also to local groups of clinicians who
requested the analyses to review their practice against
that of their peers.
The data presented cover a 10 month illustrative

period and are typical of those used by clinicians in the
Northern region for peer review.

FOLLOW UP AND IMPACT ON USE OF SERVICE

The review and discussion of the pattern of domi-
ciliary consultations by consultants which they and
their peers carried out was not a time limited or static
process. The subject of domiciliary consultations, their
appropriateness, and the indications for them have
been actively discussed by consultants throughout the
region over several years, starting in 1986, when the
first ad hoc retrospective data were produced region-
ally, and subsequently reinforced by the availability of
more detailed prospective regional data. The infor-
mation was widely disseminated through the work of
the individual specialty subcommittees and the local
groups of clinicians, which enabled the subject to be
kept under review.
The impact of this process on use of the service was

assessed by examining numbers of domiciliary con-
sultations and the expenditure on the service by the
regional health authority. Similar information on
national use and expenditure were obtained from the
Department of Health. These data were examined for
five years (1984-5 to 1988-9 inclusive).

Results
Table I shows the total number of domiciliary

consultations carried out in 15 of the 16 health districts
in the Northern region during follow up. It declined
53%, from 36 644 in the financial year 1984-5 to 17 384
in the financial year 1988-9, a rate that considerably
exceeds the national rate of decline in domiciliary
consultations for all specialties of 27% over the same
period. Expenditure on the service in the Northern
region fell from £1 089 000 in 1984-5 to £923 000, a
reduction, after allowing for inflation, of £604 000, or
38%, in real terms. Though the overall use of the
service fell over the five years, variations in the pattern
of practice persisted. During the 10 month illustrative
period a total of 10516 domiciliary consultations was
carried out in each of the 15 health districts and in 28
clinical specialties.

There was appreciable variation in the use of the
service by general practitioners on behalf of their
patients; though 86% (1440/1666) of general prac-
titioners requested 10 consultations or fewer during
the study period, a few used the service heavily (table
II).

Similar variation occurred among consultants
(table III). The distribution of consultations within
specialties was broadly similar to that for all specialties
together. Certain specialties, however, contributed
disproportionately to the total domiciliary consultations,
with the highest proportions of all consultations being
carried out by consultant geriatricians (25%, 2578) and
consultant psychiatrists (23%, 2422). Consultants in
one of six specialties (geriatrics, psychiatry, general
medicine, orthopaedics, general surgery, and rheuma-
tology) carried out 84% (8834) of all domiciliary
consultations.
The general practitioner was recorded as accompany-

ing the consultant in 635 out of 10 516 (6%) domiciliary
consultations.

In 48% (1237/2578) of domiciliary consultations in
geriatric medicine the patient was admitted to hospital
immediately or placed on the inpatient waiting list for
admission, and in psychiatry the corresponding figure
was 37% (888/2422). The mean percentage of all other
specialties was 31% (1720/5516).
When the pattern of use of the service was examined

for particular consultants and general practitioners
several consultant and general practitioner pairings
were found to be responsible for relatively high
numbers of visits. Such pairings for 12 domiciliary
consultations or more during the study accounted for a
total of 633 consultations. Multiple pairings were
observed for five consultants and four general prac-
titioners. One general practitioner formed a pair with
five consultants and accounted for 92 consultations,
and one consultant formed pairs with two general
practitioners for a total of 81 consultations during the
study.
An analysis of information on diagnosis showed no

discernible patterns of diagnosis for specialties. Nor,
however, taking the data overall, was there mentioned
a high proportion of categories of major illness. For
example, one general practitioner made 38 domiciliary
consultations for paediatric patients, in whom the
diagnoses included feeding problems, rash, vomiting,
secondary milk intolerance, an unsettled baby, and
sexual obsession.

Discussion
Domiciliary consultations, in which a hospital

consultant travels out into the community to provide
specialist advice in the patient's home at the request of
a general practitioner, was a feature of the original
National Health Service Act.8 In 1948 it was recognised
that the need for domiciliary consultations would not
be uniformly distributed among different specialties,
and because of the perceived additional burden of such
visits specialists who made domiciliary consultations
were recommended to receive supplementary remuner-
ation.9 The final decision about which consultant
responded to a particular request by a general prac-
titioner for a domiciliary consultation rested with
boards of governors and hospital management com-
mittees.'° The Porritt report recognised that attending
domiciliary consultations was one way in which general
practitioners could continue their education" and
recommended that they should always be present
at such consultations. These recommendations are
embodied in consultants' entitlement to payment for
providing this service as set out in the terms and
conditions of service for hospital medical and dental
staff, in which a domiciliary consultation is defined as
".... a visit to the patient's home, at the request of the
general practitioner and normally in his company, to
advise on the diagnosis or treatment ofa patient who on
medical grounds cannot attend hospital."'2
Our attempt to examine systematically the use of this

service in one region illustrated large variations in
styles of practice and departures from the criteria on
which eligibility to perform the service is based. At
least one of the criteria embodied within the definition
of a domiciliary consultation was not being met in the
Northern region: in only one of 17 occasions was the
general practitioner actually present during the con-
sultant's visit. Although it is difficult to be as certain
that other criteria were not being fulfilled, the high
proportion of admissions to hospital after the visit,
particularly in geriatrics and psychiatry, suggests that
domiciliary consultations in these specialties continue
to be used as a prerequisite for admission.7 Moreover,
the pattern of diagnoses for the sample specialty
described in this analysis and the others that have been
examined suggests that patients who could have
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>17.
attended hospital were being seen at home instead.

This clearly suggests that custom and practice have
now considerably departed from the original concept
of the domiciliary consultation and from the definition
on which entitlement for payment is based. There is no
reason to suppose that the Northern region is different
from other regions and, indeed, earlier work suggests
that this pattern of practice is general.27 In purely
financial audit terms it seems that substantial sums of
public money may be being disbursed under a budget
heading without the relevant criteria being fulfilled.
This is an extraordinarily difficult issue for manage-
ment to deal with when arguments about clinical
autonomy are vociferously invoked in response to
routine inquiries monitoring the validity of claims, as
has been our experience in this region. This point is
perhaps ironic, given the much stronger role for
"management" set out in the earlier regulations.'0 In
purely professional terms this study shows that the
domiciliary consultation service is used very selectively
by most consultants and general practitioners but that
small proportions of them use it heavily. In 1980-1 the
national average number of domiciliary consultations
per consultant was 36 per annum and each unrestricted
principal in England and Wales requested 18.2 Given
the recent steady national decline in domiciliary con-
sultations,6 requesting and performing five and six
times these numbers of visits (as shown in our study)
highlights issues of the appropriateness of clinical
practice.

Our study has showed the major impact on clinical
behaviour that can be brought about by the neutral
presentation of information on current practice for
peer review and discussion. It is oversimplistic to
regard the reduction in domiciliary consultations that
has occurred as due to the Hawthorne effect.'3 This
change in one region and the finding that custom and
practice has now drifted away from the original
concept of the domiciliary consultation and its formal
definition makes this expensive service one in need of
urgent national review.
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Audit of diabetes in general practice

T J Kemple, S R Hayter

Abstract
Objectives-To complete a first audit cycle of

diabetes care in a general practice and to develop a
simple method for continuing the audit cycle.
Design-Retrospective examination of the

medical records of ali diabetic patients in a general
practice in 1990.
Setting-A group general practice in a Bristol

health centre with roughly 13200 patients, which
since 1983 has had a protocol for care of its diabetic
patients.
Patients-223 known diabetic patients in the

practice.
Main audited measures-Comparison against

previously agreed standards ofprocess and outcome
of diabetes care in the practice, including number of
patients whose care had been reviewed in accord-
ance with the practice protocol, serum fructosamine
and blood glucose concentrations in patients aged
under 70, and number of newly diagnosed patients
given explicit education and referred for diatetic
advice.
Results-Defined standards were not met for

several criteria-for example, percentages of
patients aged below 70 (n= 149) with serum fructo-
samine concentrations <3*5 mmolIl (62% v 90%
defined value) and <2*8 mmol/l (35% v 70%) and last
recorded blood glucose concentrations <10 mmol/l
in insulin dependent patients (n=48) (23% v 90%)
and <8 mmol/l in non-insulin dependent patients
(n=101) (17% v 90%). Of newly identified diabetic
patients (n=32), 59% and 28% respectively were
referred to dieticians and given educational material
compared with the 100% standard.
Conclusions-The practice has a high prevalence

of diabetes (1-7%) but has the resources for their
care. The format and implementation of the agreed
systematic process of care for diabetic patients
needs improvement.
Implications-A simple audit suitable for most

general practices might record two measures of the
process of care- a disease register of all diabetic
patients in a practice and an attendance register to
determine whether they have regular check ups-
and one measure of the outcome of care, such as
serum fructosamine concentration (or local equiva-
lent). A practice could establish its own standards
for these measures and monitor its performance
against them.

Introduction
Various initiatives in the past 20 years have pro-

moted an improved structure for the care of diabetic
patients in general practice in cooperation with hospital
specialists.' 2 Each NHS general practitioner has a
continuing medical responsibility for a defined popu-
lation of patients, whose prevalence of diabetes is
between 1% and 2% (usually 15-30 diabetic patients
per general practitioner).3
The process for providing structured care for these

patients varies among hospitals and practices.245
Whichever the process, some measure or audit is
necessary to ensure that care is effective and efficient.
Changes in outcome subsequent to changes in the
structure and process of care may be difficult to assess
in general practice, when the number of diabetic
patients in each practice may be low. Intermediate or
surrogate measures of the outcome of care may have to
be used instead of final measures of outcome such as
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