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I only get about in one building
I stay in one room
I stay in bed more
I stay in bed most of the time
I do not use public transport now
I do not go into the shopping centre.
I do not go out to visit people at all
I spend most of my time partly dressed

or in pyjamas
I do not do any of the clothes washing

I would usually do
My sexual activity is decreased.

Lest it should be thought that such
items represent no more than "noise" in
the background of the scoring system, it
should be noted that those of the above
list which feature on the mobility domain
(one of 12 domains on the FLP)
contribute 56% of that score. If
respondents were followed up as
outpatients an inappropriate impression of
improvement could be gained simply
because the respondent is no longer
restricted by the requirements of the
hospital.

Research designs which involve at least
one hospital based completion of a health
status measure are widely used. To avoid
the danger of results being seriously
confounded by setting fellow researchers
should be alert to this problem and careful
in their selection of questionnaires.

SUE ZIEBLAND
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Improving management of asthma

I wish to take issue with Bucknall and
colleagues in their audit of asthma
management.' I suggest that what they
showed in their article is a change in care
but not necessarily an improvement.
Their paper discusses changes in process
of management, but this has not been
linked to an associated improvement in
outcome. I think, therefore, that they are
unable to conclude that progress through
the audit cycle has been made with
positive benefit - this statement cannot be
made until improvement in outcome is
linked with the change in asthma
management.

M A WAITE
Queen Elizabeth Medical Centre,

Queen Elizabeth Hospital,
Birmingham B15 2TH
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Stevenson RD. Improving management of
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AUTHORS REPLY - Dr Waite addresses an
important issue, one for which we do not
have the full answer but which is going to
be raised regularly as we learn more about
audit and as we attempt to measure
outcome. Our recent paper' built on
previous work2 3 in which we showed that
the management of asthma was
suboptimal in a proportion of patients
with asthma. Medical management did
not conform to accepted good practice,
which has subsequently been defined
more explicitly.4 Furthermore, when the
management of patients admitted under
the care of a general medical team,
including a respiratory physician, was
compared with that of those managed in
general medical wards with other
specialist interests these differences in
management were found to be associated
with differences in outcome, although the
groups were matched for age, sex, severity
of index attack, and previous asthma
treatment. We have therefore shown
previously that there is a good
observational basis for the received
wisdom that acute asthma should be
managed with oral steroids, oxygen, peak
flow recordings, and close supervision
after discharge.
The present audit could not determine

whether the observed improvement in
management (now largely in line with
accepted good practice) has led to a better
outcome as it was retrospective, but we
are currently looking at this. Nevertheless,
the audit exercise of asking, "Am I doing
what I know is 'right?'" (accepted good
practice) has had a positive benefit as a
better standard of practice has now been
achieved.
How improving standards of practice

will relate to outcome, however it is
defined and measured, is as yet largely
virgin territory as the medical input is
probably only one factor, along with
psychological and social factors, which
will influence this.5 That is why we need
to look at outcomes and learn a great deal
more about these relations.
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British eclampsia survey 1992

The British eclampsia survey is a
descriptive epidemiological study of all
cases of eclampsia in the United Kingdom
during 1992.
The incidence and case mortality from

eclampsia in Britain are not known.

However, eclampsia and pre-eclampsia
remain major causes of maternal mortality
in the United Kingdom and throughout
the rest of the world.

Eclampsia contributes significantly to
maternal mortality but it is now relatively
rare in the United Kingdom and is
encountered by only the busiest UK
specialists about once every two years, too
infrequently to allow the development of
the skills or insights that come with
frequent experience. The British
Eclampsia Survey Team (BEST) will
aggregate the currently scattered
experience of specialists to create a
corporate body of information on
eclampsia which is available to all.
The team will review every case of

eclampsia occurring in the United
Kingdom during 1992. Notifications of
cases of eclampsia are being systematically
collected from all obstetric consultants
and from a liaison midwife in each
obstetric hospital in the United Kingdom.
However, the team is also keen to receive
notifications from anyone who has been
involved in any aspect of the care of
women with eclampsia or unexplained
seizures in pregnancy during 1992.
Maternal health, antenatal care, the
features and management of eclampsia,
and maternal and fetal outcomes are being
analysed from a detailed hospital case
note review and from a questionnaire to
general practitioners. The incidence of
eclampsia and the maternal and perinatal
case fatality rates associated with
eclampsia are being measured; maternal
and perinatal morbidity are being
recorded, and specific hypotheses
concerning the dangers and preventability
of eclampsia are being tested.
The survey is being carried out in

association with the new medical audit
unit of the Royal College of Obstetricians
and Gynaecologists. During the survey
the foundations for a continuing national
register for auditing eclampsia will be
established.

Notification forms and further
information about the study can be
obtained from BEST, Nuffield
Department of Obstetrics and
Gynaecology, FREEPOST, John Radcliffe
Hospital, Headington, Oxford OX3 9BR
(0865 221718).

KIRSTY DOUGLAS
BEST,

Nuffield Department of Obstetrics and Gynaecology,
John Radcliffe Maternity Hospital, Headington,

Oxford OX3 9DU

Audit spiral

The terms cycle and loop have been
consistently applied to descriptions of the
audit process. Indeed the steps involved -

that is, evaluation of practice, comparison
of practice with an accepted standard, and
effecting change to improve practice -

would follow one another repetitively in
any clinical audit process.
That this process is indeed a spiral of

repeating cycles has been recognised' even
if not widely emphasised and was neatly
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shown by Bucknall et al in their recent
article.' We endorse their suggestion that
the term spiral is preferable to the term
cycle in this context because it describes
the philosophy of audit more accurately. It
fails to arouse the feeling of inevitability
associated with "cycles" and expresses the
fact that one does not end up where one
began (figure).

Costs and inflation are the commoner
associations of the word "spiral," but of
course in the case of audit it would be
standards which rise. In most facets of
clinical audit it would be a never ending
spiral as the process is continuous; this is
particularly true because the standard

against which comparisons are made will
itself change with time.
We suggest that spiral be used in place

of cycle when used to describe the audit
process.
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Measures of Need and Outcome for
Primary Health Care. Wilkin D,
Hallam L, Doggett M. (pp 301, £30).
Oxford: Oxford University Press, 1992.
ISBN 0-19-261818-0.

The authors of the 1989 white paper

defined medical audit as "the systematic
critical analysis of the quality of medical
care, including the procedures used for
diagnosis and treatment, the use of
resources and the resulting outcome and
quality of life for the patient." Many audit
groups have been enthusiastically tackling
issues of the structure and process implied
in the first part of this definition, but how
on earth do you measure quality of life
outcomes? This book is for all those who
have become unstuck at this point.
Designed as a practical guide for those
who do not have the time to wade through
the jungle of psychometric literature, it
describes forty questionnaires whose aim
is to measure different aspects of quality of
life.
The literature on quality of life

measurement is now extensive, much of it
emanating from the United States, where
pressure to evaluate the effectiveness of
health care interventions has been fuelled
by concern about spiralling health care

costs. Sadly, articles on different
methodological approaches far outweigh
those describing actual applications of the
methods. For a while it seemed that
almost everyone who wanted to measure

quality of life felt compelled to design
their own instrument instead of using one

that had already been developed and
validated elsewhere. This should no

longer be necessary, at least for generic
measures of health status, as there are

several which should meet most needs,
including the sickness impact profile, the
Nottingham health profile, the co-op
function charts, and the medical
outcomes study SF-20 questionnaire, all

of which are reviewed in this book.
Examples of the questions, the scoring

systems, and a critical review of the
evidence on reliability and validity are

included for each measure. The book also
includes selected disease specific
instruments such as the arthritis impact
measurement scale, measures of
functioning including the Barthel index
and Katz's activities of daily living scale,
and measures of mental illness such as the
Beck depression inventory and the general
health questionnaire. Many of these
instruments have long and respectable
pedigrees. The same cannot be said of
some of the measures of social support
and patient satisfaction included in the
book.

Inevitably a book such as this becomes
out of date almost as soon as it is
published, and a measure currently
exciting much interest in Britain - the
SF-36 questionnaire, an improvement on
the medical outcomes study 20 item
questionnaire - receives only a brief
mention. The attraction of this instrument
is its relative brevity and ease of
administration, but reports of its validity
and reliability are still awaited and for this
reason it has been omitted from the book.
Enthusiastic reports from the United
States suggest that the SF-36 may prove
to be appropriate for use in primary care
and in hospital settings, but as Wilkin and
colleagues point out in their useful
introductory chapters, measures have to
be selected with extreme care to ensure
that they will serve the purpose for which
they are required.

Despite the burgeoning interest in
quality of life measurement published
reports of primary care based studies
which include patient assessed outcome
measures are extremely hard to find. This
book should stimulate those involved in
monitoring and evaluating primary care to
fill this gap.

ANGELA COULTER

Deputy Director,
Health Services Research Unit, Oxford

In the Best of Health? The Status and
Future of Health Care in the UK. Beck
E, Lonsdale S, Newman S, Patterson D,

eds (pp 355, £14.95). London: Chapman
Hall, 1992. ISBN 0-412-38710-7.

Who would give part of an excessive
pre-election pay rise to a scheme to fund
new patient services and research? Mr
Duncan Nichol? The Department of
Health? The doctors who did just that in
1983 have now produced a book looking
back over the past decade and examining
the policy options for the future. Several
themes run through the book: choice
versus rationing, consumerism in health
care, individual versus utilitarian ethics of
health policy, the management of change
and the relations between health and
health care. Robert Maxwell's chapter on

international comparisons of health
expenditure is full of clarity and is a

delight: "What people generally want is
not health care, but health. They cannot
always have it." This is an excellent
starting point for discussing consumerism
in health services.
A lesson usually taught early to medical

students is that reductions in the major
burdens of disease were achieved in the
past (and probably will be in the future)
by social and economic development and
not by health services. The lesson is
obviously forgotten quickly as the
assumption in health needs assessment is
that the link between health services and
health is direct rather than a product
of socioeconomic development. Mark
McCarthy brings the lesson up to date
and provides a well crafted chapter on the
government's attempts to shift the balance
from curative to preventive services,
highlighting the doubts about which
strategies will pay off.
The impact of NHS reforms on medical

education has been largely ignored in the
hope that it would sort itself out. Chris
McManus and Diana Lockwood describe
the appalling trends of the past decade.
One in five students do an intercalated
BSc, starting them on an academic
training. In 1984, 75% of students were

supported by MRC studentships but the
Treasury decided that the MRC's
business was research and not education;
thus in 1988 just over 25% were MRC
funded, and this will fall to zero. This

Rising standards

Audit spiral
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