
corrected for wrong addresses will improve the
apparent efficiency of screening while failing to
locate those who are being missed.

Other methods of improving lists of patients'
addresses that we have used in our research studies
include periodic mailings to patients, recording an
alternative contact address, using Post Office
returns (which identified 40% of inaccurate
addresses in one mailing in our experience),
examining general practices' manual and com-
puterised records, and using local telephone
books. The relative cost effectiveness of these
methods depends on the extent of automation that
can be achieved. Direct linkage of computerised
records of practices and family health services
authorities, with a formal protocol for checking
and updating a practice's address records at each
contact with a patient, probably holds out the best
hope of achieving a register with minimal errors in
addresses to optimise uptake of screening. The
technology to achieve this has already been
adopted in other European countries.3

LIANE ROE
DAVID MANT

JOHN MUIR

Department of Public Health and Primary Care,
University of Oxford,
Radcliffe Infirmary,
Oxford OX2 6HE

1 Bicker G, Sutton S. Inaccuracy of FHSA registers: help from
electoral registers. BMJ 1993;306:1 167. (1 May.)

2 Roe I, Mant D, Coulter A. Screening: the inadequacy of
population registers. BMJ 1989;298:1 100.

3 Van der Lei J. Computer based patient records in primary care:
the substrate of ideals and reality. In: McWilliams A, ed.
Proceedings of the annual conference of the primary care specialist
group of the British Computer Society, Cambridge, September
1992. Worcester: British Computer Society, 1992:1-14.

Do we need more hospices?
EDITOR,-In 1987 a prospective survey asked
patients with advanced cancer for their preferred
place of death, and 15% chose a hospice.' A
recently published survey by the Association for
Palliative Medicine estimates that, in 1990, 14% of
cancer patients in the United Kingdom were dying
in a hospice2-suggesting there are enough hospice
beds, at least for cancer patients. So why have 47
inpatient hospices opened since 1990 and why are a
further 15 units being planned?

Local charities continue to be obsessed with
establishing inpatient hospices even though there
are now nearly 200 in the United Kingdom.
However, financial pressure is retricting unit size
to 10 beds or less, despite running costs that are
50% higher than larger units. ' There is a long delay
in finding capital funding and, although some
patients may be well served, such units cannot
adequately fund education, community support,
joint service ventures, and clinical development, so
their influence is small. In contrast, charities
supporting community or hospital palliative care
teams see their services start early, help more
patients, and develop an influential partnership
with existing services.
The continued planning and building of small,

expensive "corner" hospices is becoming a scan-
dalous waste of scarce resources. However, from
next year any government financial support will
come solely from contracting,4 and while it is clear
that contracts will demand evidence of the effective
use of resources, it is not clear if all hospices will
satisfy these demands. Some charitable hospices
will choose to function in isolation but they can
expect the same demands from the public, NHS
services, or perhaps the charity commissioners.
Hospices will also need to review whether they are
primarily a service or a resource. A resource or
"catalyst" hospice is a quality led partner to other
agencies and requires a quality service, but not
necessarily inpatient beds. For example, given the
choice and effective support, 67% of patients

would prefer to die at home and 16% in hospital'-
consequently hospices may choose to divert
resources away from expensive beds to community
and hospital support. It is also wasteful to see
adjacent charities providing similar or identical
services. Pleas for cooperation between charities
have gone largely unheeded, but public accounta-
bility and the increasing number of agencies
developing palliative care mean that this will have
to change.
The prediction by Colin Douglas that hospices

will wither and die' is proving pessimistic. The
NHS that he believed no longer needed hospices is
now contracting with those hospices for services
and is also recognising their role in clinical develop-
ment. But, in the future, hospice planners must
understand that as centralisation is replaced
with sensitivity to local needs, complacency
with quality, and professional isolation with
partnership, any new inpatient hospices will be
superfluous.
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Infection control in dentistry
EDITOR,-The importance of control of transmis-
sion of infection in clinical practice has been
highlighted by the growing awareness of blood-
borne viruses, particularly hepatitis B, C, and D
viruses and HIV. Guidelines on infection control
measures are widely available from many sources.'
Thus far, though, few healthcare workers world-
wide have been nosocomially infected with HIV,
and the only transmission of HIV to patients from
an infected health care worker seems to have been
in a dental practice.2
The past decade has seen dramatic improve-

ments in the awareness of the need for infection
control in dentistry and the publication of various
guidelines. Few studies, however, have scrutinised
the implementation of recommended procedures,
though in 1991 we examined the activities in one
hospital clinic, found them wanting, and reinforced
the need for infection control.'

It was clearly important to re-examine this area
after the need for infection control had been
re-emphasised. Therefore in 1992 we scrutinised
12 dentists examining and 14 treating emergency
patients. The dentists were hospital staff from
house officer to consultant grades. Each was
scrutinised for one procedure and was unaware of
the true reason for the presence of the observer.
The results, shown in the table, were encourag-

ing in one respect, in that all those undertaking

Safeguards used during examination or treatment of emergency dental patients. Values are numbers (percentages) of
patients

Dental procedure

Examination only Examination and treatment Total
Infection control procedure (n= 12) (n= 14) (n= 26)

Handwashing at start 5 (42) 5 (36) 10 (39)
Protective gloves wom 9 (75) 14* (100) 23* (88)
Handwashing after procedure 5 (42) 5 (36) 10 (39)
Face mask wom 4 (33) 8 (57) 12 (460)
Protective eyewear wom 7 (58) 10 (71) 17 (65)
No obvious contamination of pen, notes, or non-operatory

surfaces 3 (25) 1 (7) 4 (15)

*In two instances gloves were not changed before use on next patient.

dental treatment wore protective gloves. However,
there were clear deficiencies in terms of protection
for the patient or the operator, or both, in all
26 instances, and though we found no overall
consistent pattern in the deficiencies, we know that
dentists tended to be consistent in their deficiencies
in infection control,3 and it would seem from the
present results it is almost impossible to achieve
perfection.
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Department without daylight
EDITOR,-In their editorial Sam Basir Warner and
J H Baron emphasised concern for the patient's
environment and, in particular, the value of res-
torative gardens.' A J Carter mourns the passing of
balconies as a feature of hospital design as it has
limited patients' access to fresh air and sunlight.2
My requirements are more simple.

I write from my windowless office in a modern
accident and emergency department. The depart-
ment consists of waiting areas for patients, dress-
ing and receiving areas, a resuscitation room, a
general practitioner admission unit, seven offices
for senior medical and nursing staff, a seminar
room, a reception area, an office for secretaries,
and a coffee room. Only the last three have
windows, and the coffee room has mirrored
security glass. Our paediatric casualty department
is entirely without windows.
A garden would be lovely, but isn't it time we

saw the light?
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Coroners' role in children's
deaths
EDITOR,-In the scramble to allocate blame after
the Beverley Allitt trial,' attention is focused on the
roles of hospital management, ward nursing staff,
and consultant paediatricians. Already managers
have been relocated, the ward closed, and the
consultants sacked. Yet the one person who
remains untouched by this whole sad affair is the
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