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SUMMARY

Background. The practice nurse is central to the develop-
ment of a primary care-led National Health Service. Skin dis-
eases can have a major impact on patients’ lives but gener-
al practitioners (GPs) lack many of the skills of practical der-
matology care and support.

Aim. To determine whether a primary care dermatology liai-
son nurse should be introduced by our health authority. We
identified the resources consumed and the benefits that
accrued from a practice nurse who had received training in
practical dermatology care.

Method. A cost consequence study in parallel with a ran-
domised controlled trial was undertaken in a group of nine
GPs and 109 patients between the ages of 18 and 65 years
who had a diagnosis of psoriasis or eczema.

Results. Although there was a significant improvement in
our primary outcome measure within group, when com-
pared with the control group significance was not achieved.
There was no significant change in the Euroqol measure but
the clinical instrument showed a significant change when
compared with control. On entry, our qualitative data identi-
fied three main themes — the embarrassment caused by
these skin conditions, the wish for a cure rather than treat-
ment, and concern over the long-term effects of steroids.
On completion, 20% of patients expressed that they had
received a positive benefit from the clinic.

Conclusion. This study demonstrates the difficulties of
obtaining relevant information to facilitate decisions on how
resources should be allocated in primary care. Not all ques-
tions can be answered by large multi-centred trials and
studies themselves have an opportunity cost consuming
resources that could otherwise be spent on direct health
care. Often, local resource decisions will be based on par-
tial evidence-yielding solutions that are satisfactory rather
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than optimum but which are, nevertheless, better than deci-
sions taken with no evidence at all.

Keywords: dermatology; specialist nurse; cost conse-
quence study.

Introduction

-I-HE practice nurse is central to the development of a primary
care-led National Health Service (NHS) based on teamwork
and an approach that seeks to match clinical presentation with an
intervention based on an appropriate level of skill and traihing.
The role of specialist practice nurses has expanded ahead of evi-
dence of effectiveness and cost-effectiveress.

Skin disease can have a major impact on patients’ fives.
However, general practitioners (GPs) lack many of the skills of
practical dermatology care and support; disability is often under-
estimated and many needs remain urfi2érmatology nurses
can manage skin problems effectively in hospital outpatfents.
We sought to identify and present in a disaggregated form the
benefits that accrued from a nurse-led dermatology clinic and the
resources that were consumed from a limited NHS perspective.
Our study highlights some of the problems of obtaining relevant
evidence to facilitate the allocation of resources between compet-
ing interventions.

Method

Setting

The study took place in St Thomas’ Health Centre, a practice of
18 000 patients of whom 86% are designated as urban and 14%
rural. We undertook a randomised controlled trial with delayed
intervention as control. These were patients who agreed to take
part in the study but who received routine GP care for a period of
four months before seeing the nurse. The dermatology nurse was
unaware of allocation but the allocator who managed the study
was not blinded.

Entry and randomisation

Patients aged between 18 and 65 years who had a diagnosis of
psoriasis or eczema were identified from the practice database.
The inclusion criterion was defined as a minimum of three repeat
prescriptions for a topical medication in the past year. There
were no exclusion criteria. On accepting the invitation to enter
the study, subjects were randomised using computer-generated
random numbers.

Intervention

One of our practice nurses received a structured training pro-
gramme from our local hospital dermatology department over a
period of 87 hours. This included ward and outpatient atten-
dance, direct tuition, and background reading encompassing the
treatment, education, and psychological support of patients,

555



D Kernick, A Cox, R Powellet al Original papers

carers, and their families. Patients were invited to attend a cliniEleven (24%) patients in the intervention group and eight (15%)
where the nurse was able to offer as many consultations overirathe control group were lost to follow-up. (There were no dif-
period of four months as she felt were indicated. She followederences in the DLQI between these groups.) These were patients
guidelines outlined in the dermatology manual supplied to primawho, despite the reminders detailed above, did not return their
ry care by the Department of Dermatology at the Royal Devomuestionnaires or who had left the practice. The median number
and Exeter Hospital. GPs signed prescriptions for her recommef clinic attendances was two (inter-quartile range = 2). During
dations without seeing the patients. Control patients receivethe study two patients saw their GP for eczema or psoriasis in the
routine GP care. intervention group compared with 14 in the control group
(P<0.005).
Outcomes

The primary outcome measure was the Dermatology Life Qualit" €ntry (qualitative)

Index (DLQI)E This instrument generates a score between zerdVe received 49 written comments (45% of questionnaires
(worst state) and 30 (best state). To detect changes in overagiceived) from both groups on entry. Of these, 35 (72%)
quality of life we used the visual analogue scale from thedescribed an effect on the patient’s life and the remainder con-
Eurogol instrument,which generates a score of zero (worst cerned matters of process. Three main themes emerged:

‘e abked patients o specit Up 10 three aspects of theirskin cog: NI"® Patients commented on the embarrassment caused by
dition from a list of eight (scaling, redness, itchiness, pustules their §k|n condltion: 1tis very embarrassing peoplg asking
swelling, dryness, extent of rash’ thicknes,s of rash)’ and scor’e yvhat IS wrong V\.”th your skin even worse people asklng what
each of t’hese eleri1ents from one (’mild) to five (very severe). The 'S t_hat smell which is my treatment.” 'l can't take the children
e : swimming as | always cover up my arms and legs.’ ‘| have to
sum of these scores gave a clinical score of three (best state) to wear clothes that cover up my eczema.’ ‘I would like to go
15 (worst state). Finally, we attempted to capture simple qualita- swimming or take off my shirt when the weather is good but |

tive ci_ata bY |ni/i|]t|r]g all subjecis i(r)\ describe on tho‘ia'r tf?iiow-ﬁp' cannot as | am embarrassed.’ ‘| feel very embarrassed staying
questionnaire their response to the care received at the clinic. away from home leaving scaly skin everywhere.”

Outcomes were measured by post at zero.and fqur month§. Nop- gy patients expressed the wish for a cure: ‘| wish there was a
responders were sent a second questionnaire and, finally, magic lamp!” ‘I hope a cure can be found in the future — |
received a telephone reminder. don’t want this problem for the rest of my life.’

S 3. Four patients were worried about the long-term effects of
Resource utilisation steroids: ‘Is it true steroids can harm my skin?’ ‘| am con-
We took a limited economic perspective that included the cost cerned about using Dermovate over a prolonged period of
implications of nurse and GP time only. For the purpose of a time.’ ‘| dream of finding a way of controlling my eczema
costing exercise we assumed that a nurse would run one clinic which does not lead to long-term damage.’

per week, at which nine patients would be seen on average twice,

and that GP consultations for psoriasis and eczema were reduc&ticompletion (quantitative)

by a similar amount to that which we observed in our study. We-gpje 2 shows trial results. Although there was a significant
ignored costs incurred by patients. Our study was not of SUff'rmprovement in the DLQI of 25% of patient8<0.01), this
cient duration to identify prescribing implications, although ourchange was not significant when compared with the 9% improve-
impression was that the use of topical steroids was reduced agghntin the control group. There was a significant change in the
simple emollients increased following the intervention. We tookgjinjcal score when compared with the control groBgQ05)

the unit costs of nurse and GP time from Neten. but no change in the Eurogol generic health measure.

Analysis At completion (qualitative)

Based on a previous hospital stitdye estimated that for 80% \ye received 15 (43%) comments from the intervention group.
power at a 5% level of significance we would need 32 patients igyne case had become worse: ‘Currently 1 am going through a
each group to detect a reduciion of 50% in the DLQI score. Emri/elationship break-up and this is making my asthma and skin
comparisons were made using Studetitest and chi-squared condition worse.’ Five cases were general commentaries of no
tests. We compared the change in each variable within angjevance to the intervention. Nine (20%) cases expressed a pos-
between groups using a two-tailed Studemifest. Data were jtive benefit from the clinic. For example: ‘I have found my
analysed on an intention-to-treat basis but patients who did NQroblems concerned with dermatology too trivial to bother my
attend for an initial clinic appointment were not included. Wegp with but it was eye-opening to discuss these issues with the

analysed our data using SPSS for Windows. nurse and satisfying to find help and advice relating to everyday
problems.” ‘| have always felt until now that | had no right to ask

Results o for help but this has been made OK. The advice | was given is

On entry (quantitative) invaluable to me and my family.” ‘My visit to the dermatology

The trial profile is shown in Figure 1. One hundred and ninetynyrse was well worthwhile. | think after all these years | have at
nine patients satisfied the inclusion criteria, of whom 109 (55%)ast got the right medication.’ ‘My appointment was of value to
agreed to take part in the study. There were no differences in age indicating my dry skin type and preventative measures.’

and sex but there were significantly more patients with psoriasis Table 3 shows the disaggregated resources used in training and
who took part than those who did not (36 [33%)] versus 1Gunning the clinic and a summary of our outcomes.

[18%], P<0.004). Entry characteristics of intervention and con-
trol groups are shown in Table 1. There were no differences in .
age, diagnosis, previous consultant referral or outcome measurdsOnclusion
Nine (16%) patients from the intervention group did not attend/Ne related the disaggregated resources utilised in the training of
for an initial clinic appointment and were excluded from the trial.a practice nurse and the operation of a dermatology clinic to the
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Target population satisfying inclusion criteria:
199

Agreed to enter study and completed questionnaire:
109 (55%)

Intervention group:
55
Didn’t want
appointment:

9 (16%)

Attended clinic: Control group:

46 (2 saw GP for skin problem) 54 (14 saw GP for skin problem)
Lost to follow-up: Lost to follow-up:
11 (24%) 8 (15%)
Completed questionnaire Completed questionnaire
at four months: at four months:
35 (76%) 46 (85%)

Figure 1. Trial profile.

Table 1. Characteristics of intervention and control groups at trial entry.

Intervention (n = 46) Control (n = 54)
Sex Female: 28 (61%) Female: 28 (52%)
Male: 18 (39%) Male: 26 (48%)
Age in years? 47.4 (SD = +18.4) 51.7 (SD = £15.8)
Skin condition Eczema: 26 (57%) Eczema: 33 (61%)
Psoriasis: 16 (35%) Psoriasis: 20 (37%)
Mixed: 4 (9%) Mixed: 1 (2%)
Previous conultant referral for condition 22 (48%) 27 (50%)
DLQI (0-30)2 6.1 (SD = +4.9) 6.8 (SD = *=5.0)
Clinical score (3-15)2 9.3 (SD = +2.9) 8.4 (SD = +3.1)
Euroqol generic quality of life (0-100)2 69.2 (SD = +20.8) 62.5 (SD = +23.1)

aMean.

Table 2. Characteristics of intervention and control groups at entry and at four months.

Intervention Control

Entry2 Completion® Entry?2 Completion®

pLaQle 6.1 4.6 6.8 6.2
(SD = +4.9) (SD = *4.7) (SD = %5.0) (SD = =5.2)

Clinical score (0-15)° 9.3 7.6 8.4 8.1
(SD = £2.9) (SD = +£3.3)¢ (SD = £3.1) (SD = +£3.3)

Euroqol generic quality of life (0-100)° 62.9 68.4 62.5 65.1
(SD = +£20.8) (SD = +20.8) (SD = +£23.1) (SD = +£23.8)

at = 0; bt = four months; °mean; 9between changes in control and intervention groups P<0.05.

benefits gained in order to provide evidence for our local healtsenting information on both costs and outcomes in a disaggregat-
authority in support of the employment of a dermatology liaisored form, assuming that the decision-makers can make any neces-
nurse. sary value judgements and trade-offs that are relevant from their
When health budgets are limited, the way in which the benefitparticular perspective.
of an intervention relate to the resources used can facilitate deci- The perspective of an exercise defines which costs to count.
sions on resource allocation. However, such studies in primarfealth economists advocate a societal perspective that includes
care are often difficult. Outcomes may be multi-dimensional;all costs irrespective of who bears them. Owing to resource con-
there may be difficulties in attributing outcomes to their inputs;straints and the short time horizon of our study, we took a limited
outcomes cannot be integrated into one overall measure of bengewpoint and considered the implications for nurse and doctor
fit; assessment may be affected by timing. A cost consequendine only. A broader NHS perspective would include more long-
analysi§ attempts to overcome some of these problems by preerm implications for drug expense and hospital referral.
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Table 3. Disaggregated outcomes and resource utilisation of training and intervention.

Resource utilisation Outcomes
Iltem Cost (£)
Practice nurse training 1392 No change in dermatology-related quality of life instrument
(87 hours)
Training implications for hospital dermatology nurse 384 Improvement in clinical symptom score
(24 hours)
Annual cost of dermatology clinic 2208 No change in generic quality of life instrument
(138 hours per year)
Annual potential savings in GP consultations 504 Qualitative data infers benefit in 20% of patients

(86 appointments)

the trade-offs necessary to integrate the disparate outcomes of
What did our outcomes indicate? competing alternatives and relate them to their respective costs.
Although there was a significant improvement in our primary Edwards®has argued that imprecise results are better than no
measure within our group, when compared with the control€Sults and small trials are better than no trials. We have derived
group significance was not achieved. We had powered our stud¥idence to facilitate the allocation of primary care resources,
on the basis of a 50% reduction by the intervention of the nurs&hich, although they may be lacking in scientific rigour, may

on the DLQI. A subsequent uncontrolled prospective studyeSultin a ‘better’ decision.

showed that the DLQI improved by 32% following the interven-

tion of a consultant dermatologi§tso our study was underpow- References
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ment of primary care. When undertaking innovative changes in
skill mix, care must be taken not to assume that new interven-
tions are beneficial. We have suggested an approach using disag-
gregated quantitative data combined with qualitative information
to facilitate the judgement of decision-makers. However, this
approach assumes that the decision-maker is able to undertake
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