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PRACTICE OBSERVED

Practice Prescribing

General practitioners to prescribe oxygen concentrators

M HAMID HUSAIN

From 1 December 1985 general practitioners can prescribe oxygen
concentrators for patients at home who need long term oxygen
treatment—that is, 15 hours or more a day. Oxygen concentrators
are electrically driven machines which separate a high proportion of
nitrogen and other components of ambient air and deliver gases
enriched in oxygen. The use of concentrators may be the most
convenient way of delivering oxygen, thus relieving patients of the
delivery and storage of many cylinders each day. Concentrators are
‘expensive md are cost effective only if used for long term
treatment.’ The Department of Health and Social Security there-

patients who have chronic obstructive lung disease and hypoxacmia
use up to 15 cylinders of oxygen a week, costing £2000-£3000 per
patienta year, the use of concentrators, which cost roughly £700 per
patient a year, would save the NHS up to £1m a year.

Suitable patients
The patients who arc likely to bencfit from long term oxygen

treatment are those with chronic obstructive airways disease in
which can be The minimum criteria

fore assumes that general will exercise

and see that patients are assessed properly before prescribing,
bearing in mind that the injudicious use of concentrators could be
counterproductive.

Use and cost

It has been estimated that roughly 50000 patients in the United
Kingdom use oxygen each week from the traditional standard F
sized (1360 ml) oxygen cylinders. Roughly 85% are only occasional
users and require fewer than 20 cylinders of oxygen a month, but
500 to 1000 patients may need long term treatment. Findings from
two studies, carried out by the Medical Research Council and the
National Institutes of Health in the United States,’* showed that
long term oxygen treatment improved the survival ume of patents
who had chronic obstructive lung disease with hypoxaemia. After
being pressured by respiratory physicians in the UK the DHSS
commissioned a study of oxygen use at home which showed that
oXygen concentrators were the most cost effective way of providing
high users with oxygen.

It is estimated that the National Health Service spends £3m to
£9m a year on oxygen treatment of patients at home. Over a fifth of
this is spent on 1% of patients who are high users. Given that some

that are considered necessary to show this are a forced expiratory

volume in one second (FEV,) of <15 litres, a forced vital capacity
\FVC\of <2 litres, an arterial oxygen tension of <73 kPa (S5 mm
Hg), and an arterial carbon dioxide tension of >6°0 kPa (45 mm
Hg). Tests should be carried out when the patient is in a stable con-
dition so 'hll all reversible fmoﬂ such as infection, cardiac disease,
and di have been treated The
subility of patients may be ensured if the spirometric measurement
of arterial blood gases is repeated at an interval of not less than
three weeks and if there is a variation of not more than 20% on the
spirometric measurement and of 06 kPa (4-5 mm Hg) in the arterial
oxygen tension. If these variations are exceeded then the tests
should be repeated again after another three weeks.

Other patents who might benefit from using oxygen concen-
trators are those with refractory asthma and those with cystic
fibrosis, though neither may show hypercapnia, and oedema may
not be evident. Furthermore, patients with other respiratory
conditions that are associated with severe arterial hypoxsemia but
not hypercapnia—for example, late stages of fibrosing alveolitis,
occupational lung fibrosis, sarcoidosis, and some other collagen
disorders—might also benefit from palliative long term treatment,
though this would not necessarily prolong survival
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Supplying
One contractor in each of nine geographical areas of England and
‘Wales will be selected by the DHSS by competitive tender to supply
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Results

PRESCRIBING
T.nkmowsm:mnommwmnmumm

T\em[mnmlthep‘rmlo{HﬂltthSouﬂS«unly
comperes relative costs of drugs presented in histograms. The other two
souree provide mors emera) theapeutic aforaation o vty of oy
maunly in review format—for cxample, “tbe trestment of

pregnancy were most influenced in mmmwm
DHSS cost comparison charts, followed by the Drug and Therapewsics
Bulzon, o of which are semt t0 4l penera praciioncr i the Newonal
Health Service, and least by the regional service.

The Pricing Authoriy (or eq parts of

the United
mNHSmmmmmﬁMo{MMM

respondents carefully (60%), usually read
ety 219 u.wlymtmnyus%),-maomm«mum
Two hundred and seven (41%) doctors stated that the information had

altered Of these, 85% (1
cost of their prescriptions, 0% anempted 10 educe the o number of their
prescriptions, and 14% had studied their prescribing in detail. (More than

one course of acton mhbcpvm)(xmzu(ssmdmmmmmx

thest prescribing babits had not altered, 73% (208) sad it was because their

prescribing hways seemed sboutsvesge,» 13% (66 tht o sccount wts

taken of their practice characteristics,” 28% (80, that “a doctor should be

able to prescribe ss be thinks fit,” ' 10% (28) that their prescribing costs
were “already below average
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total payments to which practices are entitled, based on claims made by the
practices for the services that artract itemised fees. Doctors used these data
*10 assess some practice activity—not merely for accounting—over the
previous two year period” as follows: number of patients currently on list
o, mber of contraceptive caims (79, materiy services (23%)
smears (23%), wight visis (22%), sumber of patents removed

mcmmummr«mn.mss) "
"The doctors were asked whether they would with the family practitioner

committees 10 provide practices in the future with the actual numbers of
claims that they make “to compare their level of scuvity from year to year,
both within their practice and wi doctors in the family practitioner

see
2y of making e o theinformation,” % were oot all nerested,” snd
7% gave no reason.

Table II shows the rank order of preferences for paruicular items of
information in new practice profes provided by the family pracutioner
committee. inallitems
with the excepion of “patents removed with reasons” (37%)

USE OF HOSPITALS

At present there is no mechanism for o providingpeaciioner wit nor.
mation on their use of hospital services. Tabie 111 gives the
prefereoccs fo information tnd idicates whetber they woukd colect the
information in thetr practice if it could not be supplied. For all items the
demand for information diminished if it could not be provided. Strongest
interest was expressed in counts of outpatient referrals (62%); four fifths of
¢ doctors were prepared to collect the information and would weicome

" The following proporsons o respondeats wished to reeive routinely
lrmvhe?nunpuonl’muAumw “asummary of e number andcost  advict on how best (0do it
ofmedmnmqpmmw

acting on the nervous system——59% (298). (5) By all therapeutic
g iot cese, subgroups of drugs acung on the nervous system
would include by and 50% (255).

Table IV frequenty requested it of information

relating 1o prescribing, !nm.!y jtioner committee data, and use of

hospitals. Tbeﬁ(\lmlnvhen;hlhandcolummdnumlmdﬂlm
showed no interest 40-50% of all general practitioners would

ypooucs,
()On repeat x%(m; (Th
prescription ped.) (d) By selected

precrptons o + specally
therapeutic omuonry{«mmpu, antidepressants, diuretics, and
anubioucs—18% (91). (¢) A comparson of any of the above (a-d) with the
average per principal in the family practtioner committee area: 66% (333).

still wish to receive the listed items. It is noteworthy that comparisons with
Tocal colleay in all thy 3

TAsLE
Frequency  Prepared 1o
DATA FROM FAMILY PRACTITIONER COMMITTEE m nl:n‘d:m
Each provide pr data on the registered Item of saformavon - ™~
practic the  Numberof
New outpatent referrals 6 0
Fonergeney acmsions % 4
TABLE 1—Effects of DHSS cost companson chars,
peuncs Bullern DTB ), Tremt Rq.mm-m pmwm e ey vt hd b1
cwculars (Trent RHA | (n = 508 respomdents) Bacterclogy st v 7
Cervieal mmears “ 3
New eferras 1o scodent and emergency depart b
DHSS TR Temkiin New leml oo st smrpray it 39 x
~ ~ ~
Prescriung iafuenced " 7 o Pt » -
Prexcribing not influenced. i3 20 2 pal n your sres >
Do not resd 1 E] ‘
Now known ' | 3

*Preacribe cheaper drug {almost always 17%, occassonally

TABLE ti—Informanon preferences i neve famsly proctnomer commutee profle
m =508,

AUDIT IN DEPTH

Table V v oves the topics. nl\nlemx 10171 (34%) respondents when asked
in depth. Three
It that heip out the audit

could be provided.

Discussi
The answers given by the doctors indicate a high degree of
selectivity both in their stated use ofcumndy supplied information
and in their Thi:
meaningful than if, for example, they Ind merely asked to be
supplied with every possible item of information suggested to them
This in turn suggests that the doctors know what they want and that
efforts to provide them with improved flows of information which
refiect their choices are likely to be rewarded by high levels of use
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concentrators. Under a contract devised by the department the
contractor will be upecled, on receiving a telephone message from
the t0 supply a and
equipment (c:nmdu’muk humidifier, etc), install it at a time
convenient to the patient, and service the equipment regularly. The
contractor will also be expected to train the patient in the use of the
machine, to respond to any emergency call within a time Limit
(probably 10 hours), and provide back up oxygen equipment
whenever required. The contractor will remove the concentrator
when instructed by the family practitioner committee when it is no
longer required.

The family practitioner committee will eater into a contract with
the contractor in each area, ensure that the contractor’s standards
are maintained in accordance with the contract, and pay the
contractor. The family practitioner committee will also arrange for
the transfer of suitable patients from cylinders to concentrators on
the advice of the patients' general practitioners.

The amendments to the NHS (General Medical and Pharma-
ceutical Services) Regulations requiring every family practitioner
committee to arrange for oxygen concentrators to be provided under
pharmaceut

tical services wil be in effect from 1 December 1985. On
that date oxygen concentrators will become a listed appliance which
general practitioners may prescribe on FP10 forms.
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General practitioners’ role

General practitioners may still prescribe oxygen cylinders
Oxygen concentrators may be prescribed for any patient who is
considered suitable for long term oxygen treatment and has been
assessed according to the criteria above. When there is uncertainty
about this patients should be assessed by those who can give
opinions o suitability for oxvgen concentrators.

The role of general practitioners will be confined to the following:
‘a" ldentifying patients who may require long term oxygen
treatment. () Making arrangements for patients’ assessment when
required. (¢) Writing a prescription on FP10 for concentrutors. (@)
Informing the contractor by telephone to supply a concentrator. ‘¢
Informing the family practitioner committee when the concentrator
is no longer necded
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Practice Research

Information systems for general practitioners for quality
assessment: II Information preferences of the doctors

ROBIN C FRASER, JULIE T L GOSLING

Abstract

which mmuy lupphed information was used by .euul
and (b) the
ol&cdoelmlwuvn!mno- Four aspects of professional
activi practice activity as shown
by family practitioner committee quarterly returns, hospital use,
udnchndepth n=muummsu(1m)qmwm
returned from the 669 general practitioners circulated in
Leicestershire and Lincolashire.

The prescribing babits of most doctors are influenced both by
factual information about drugs from manmy sources and by
reum“mmmmnmummmm
which is supplied by the Prescription Pricing Authority, par-

prescribing costs. Little use is made of data

emerged. Most

doﬁmwlbdwmnnlmﬂu'ﬂumﬂehw
their practice with
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(66%), the family practitioner committee (58%), and hospital
sources (57%).

Because doctors chose particular items of information that
they would like 1o have, systems that are developed to provide
such iaformation are likely to be used. The need to incorporate
comparison with peers is particularly important.

Introduction

The first article in this series showed that many British general
practitioners are likely to participate in audit activities that are based
on the use of information on their actual performance.” Further-
more, more doctors will participate if they are supplied with
information than if they are required to generate the information.

‘We therefore sought to establish: (a} The extent to which general
practitioners use the information that is currently supplied to them.
(b) The preferences for particular items of information that they
would wish to have. (¢) The extent to which they would be prepared
to collect information if it could not be supplied from external
sources. (Use of hospital data only.) (d) The topics on which they
would prefer to carry out an audit in

Four major professional activities were investigated: prescribing,
practice activity as shown by family practitioner committee (or
equivalent bodies in other parts of the United Kingdom) quarterly
returns, hospital use, and audit in depth. The data were derived
from the sosquamnnumnmmmofmmmmm

nl: 76%) Full dcm.l; of the med\od were reported in lhz first

Frequency requenied
Iiem of information s
Number of
Immosasons o
‘mean o
Paoents currendly oa bt ol
¢ @
Noght rars @
ervace clams @
Paoents recmoved and regisiravons 9
Paoents removed with reasons ¥
Comparss of aay of the sbove ems with the average per
principa i your famly practoner commirtee area “
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Generally speaking, more interest was expressed in data from the
family practitioner committee than any of the other categories of
information. Furthermore, many doctors would welcome compar-
ing their personal or practice performance, or both, with that of
their local colieagues, and this holds true for information feedback
from  family 8%), the
Pricing Authority (6% md hospital (57%) sources. This
neral assign to peer

consensus.
Clearly, litde use is made of data supplied by the family
practitioner committee to assess practice activiues. The quarterly

TABLE v—Mayor informanion preferences
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prescribing were influenced by the figures, which indicated to them
that their prescribing frequency and costs were “about average™
173%) ot “below average™ (10%). This is another example of the
impact of peer data. Undoubtedly. the feedback provided by the
Prescripuon Pricing Authority has a powerful mfluemc on pre-
scribing habits. Thus we believe that it would be worth while to
devote considerable effort to maximising the unrealised potential
which this system has. This requires changes in the way that the
information is collected and presented, which in turn requires the
collaboration of general practitioners. See the third article in this
series.)

Doxtors
Al dnctor
Respondens Loweerne
Informauon e R
veson [ — S <
i pacotmne o Prctes ol i e st s W o
poe Practice profiic with compansons Badd = “
Prscen Prcing Asbors ot e p
Pl B et o ™o «
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st & “
iadun docon merpen s S o P
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Half o the. peer

TABLE \—Audit i depth topacs of expressed
st

Rank  Svstem or topx Noo N
7 Cantovascular w 1
1 Prescribiog 2
i Endec P
¢ Prcxeomamvon I
< Respunion ur a0
6 ns
7 Pavchun L]
8 Obstencpsccoopy 16 7
5 Musculoskeieul [ER

0 3
Tou! 6 100

“Thurey ooe related to bypertension
{Twenry related to duabetes
#Ekeven related 10 msthma

statement from the commuttee, however, reflects practice activity
only in terms of aggregated entitlement to fees and on a basis of
claims made. It does not record the number of services provided for
which claims for payment are made. It would be possible for
practices to calculate some of these, such as cervical smears, but not
others because of differential rates of payment for

*Wntten permission o gain access 1o faguly peactitoner commutiee records 1o construct these profiles was given by ¢1% of all doctors i
1 L

themsetves

As expected, fewer doctors were prepared to collect data on their
clinical and analytical referrals to hospitals compared with those
who wished to be provided with the information. Nevertheless, half
the doctors were prepared to count their own outpatient referrals,
perhaps realising that providing such information from outside
sources is likely to prove difficult. In the wide range of topics
identified for audit in depth most were clinical and not organisa-
tional, and many were related to important chronic diseases such as
hypertension and diabetes, the long term management of which is
often the responsibility of the general practitioner.’

Our findings have practical consequences. A strong demand for
information preferences in several categories has been established,
and now systems need to be developed to collect the relevant data,
convert them into information formats that are both relevant and
useful, and communicate them speedily to target groups. The
increasing use of computers in general practices, family practitioner
committees, and the Prescription Pncing Authority will greatly
faciltae chis, paricularly as a “rwo way’ " flow of information is
envisaged. G iality must be for
individual practitioners and practices. An advisory service will be
required to help practices to interpret the information and to take
appropriate actions.** A Library of information packages on how to
carry out clinical audits in depth will also need to be developed.

The infrastructure and personnel should preferably be based on

for instance. Since rates of payment also change from year (o year it
is impossible to make comparisons in levels of activity over time,
based on financial statements. A new numerical profile, which
would be relatively easy to introduce, would be more useful, and
this is reflected in the demands made by the doctors (see table IT).
Furthermore, it would be advantageous to identify separately the
different immunisation procedures, such as rubella, polio, and

prescribing. Nevertheless, 83% of those who did not alter their

family with joint control with local
committees (an information advisory unit?). This would fit in well
with the increased ities of the newly and

family One or
two such units should be set up to evaluate their effectiveness.
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‘This is the second of three papers.
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