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Abstract
Background: People with Huntington’s disease (HD) often require tailored healthcare and support packages that 
develop as the disease progresses. The Client Service Receipt Inventory (CSRI) gathers retrospective 
information on service utilization. This study investigated the use of formal services and informal care as 
measured by the CSRI and explored associations between informal care, disease severity and functional ability 
as measured by the Unified Huntington’s Disease Rating Scale Total Motor Score (UHDRS-TMS) and functional 
scales.

Methods: All monitored longitudinal data from annual clinical assessments of UHDRS-TMS and functional 
assessments and CSRI collected under the auspices of the European Huntington’s Disease Network (EHDN) 
REGISTRY study between the years 2004 and 2009 were utilised in the analyses. Disease severity was reflected 
by UHDRS-TMS. Functional ability was measured using the UHDRS functional scales. CSRI data were analysed 
according to percentage use of individual formal services and total estimated hours per week of informal care. 
Regression analyses were conducted to identify any associations between disease severity, functional ability 
and hours of informal care.

Results: 451 HD patients (212 female; 239 male) completed one visit; 105 patients (54 females; 51 males) 
completed two visits and 47 patients (20 females; 27 males) completed three visits in total over the 5 year 
period. The mean time between visits was 1.2 years. At visit one, 74% of the participants reported being in 
receipt of at least one formal hospital-based service in the previous six months, and 89% reported receipt of 
formal primary and community care services. In contrast, at the third visit, 62% of people had used hospital 
based services and 94% formal community based services in the previous six months. Fifty % of individuals 
required some form of informal care in the home at visit 1; this increased to 68% at visits 2 and 3. The mean 
(SD) estimated weekly total informal care hours at visits 1, 2 and 3 were 32.8 (49.4); 21.6 (53.6) and 21.3 (62.4) 
respectively. Only the scores on the Functional Assessment Scale (FAS) accounted for the variance in the 
weekly total informal care hours at each visit.

Conclusions: Although it must be acknowledged that service use is supply driven, most HD patients across 
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Europe surveyed as part of this study were in receipt of formal primary and community care services and to a 
lesser extent formal hospital based services. There was however a large reliance on informal care in the home. 
The FAS appear to have predictive value on informal care requirements and may have utility in facilitating pro-
active service provision and in particular when managing carer burden in this population.

Funding Statement
There were no major sources of funding for this work. Each author is supported by their current individual 
institution.

Introduction:
Huntington’s disease (HD) is an inherited, neurodegenerative disease resulting in clinical symptoms of 
progressive movement disorder, cognitive defects and behavioural changes that ultimately affects a person’s 
ability to participate independently in activities of daily living, work and community. With an approximately 20 
year time course from symptom onset, death usually results from complications of falls, dysphagia, or 
aspiration [1] . Over the course of the disease, the person with HD will require a range of generic and specialist 
professional services [2] [3] and flexible, co-ordinated practical and psychological support [4] depending on the 
stage of condition and that person’s functional status. In the earlier stages of the disease, healthcare focuses on 
maintaining and/or preventing decline in mental and physical functioning. Later on in the disease, care is 
usually more supportive in nature. Although cognition and behavioural problems have a greater incidence in 
people requiring full time care, advanced motor impairment has been found to be the greatest predictor of 
nursing home placement in HD patients [5] .

Successful care will usually involve the efforts of a multi-disciplinary team working closely with the family to 
optimize quality of life over the life span of the disease [6] [7] [8] . Here, care of the person with HD should be 
person-centred with the person with HD and their immediate family linked to the multi-disciplinary team for 
appropriate medical, health and social care so as to maximize function and prepare for future challenges [3] . 
Health professionals involved in the care of the person with HD may include the General practitioner, 
Psychiatrist, Neurologist, Geneticist, Psychologist, Social Worker, Speech Therapist, Occupational Therapist, 
Physiotherapist and Community and/or specialist nurse [6] . Social services and home help or nursing may also 
be crucial. The diverse nature of symptoms seen in different individuals with HD, over time and involving 
various services make care planning and service development complex [6] . There have been suggestions that 
due to these complexities, in many cases, care needs are unmet [6] [9] both in the earlier [10] and more 
palliative stages of the disease [8] . The complexity in provision of care requirements also often results in the 
family members i.e. informal carers undertaking the overall responsibility for care [11] .

Informal care is that which is delivered by non-expert carers who are usually family or friends, may range from 
full time care from person who lives with the HD patient to intermittent input from someone living elsewhere. 
Informal care will vary according to the needs of the person with HD and may range from looking after all 
personal needs to help with shopping and care of home on less frequent basis. Informal carers are often 
required to provide both psychological and practical support over extended periods of time [4] and the impact 
on their quality of life as a result of supporting the person with HD at home should certainly not be 
underestimated [12] [13] . Informal care is also not subject to audit or regulation and may not always be 
optimal for the person with HD and for the person providing that care.
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To be able to ensure that care needs are met, appropriate and informed service planning is required. The first 
step in this process is to quantify actual use of formal healthcare resources and the balance between formal 
care services and informal care use.

Knowledge of such data has the potential to facilitate appropriate planning and resource allocation in line with 
standards of excellence for chronic conditions management. In the United Kingdom, a National Service 
Framework for people with Long Term Neurological Conditions (LTNCs) sets out quality requirements for care. 
These include prioritisation for personal care and support with appropriate support for family and carers and 
access to appropriate aids and home adaptations to promote living at home to facilitate living at home for as 
long as is able with as high a quality of life as possible [14] . In order to evaluate whether such quality 
standards are being met, current service use needs to be described. There is an on-going programme of study 
evaluating service use in rare LTNCs (RESULT study) (http://www.ltnc.org.uk/research_files/RESULT_study.html) 
for this specific purpose but to date no data is available in published literature of specific service receipt in HD 
patients.

The Client Service Receipt Inventory (CSRI) questionnaire was developed [15] [16] specifically to provide 
information on service utilisation and ultimately inform service delivery by collecting retrospective information 
on service related issues. It is an established tool and has been used in a range of research studies including 
mental health outreach services, community nursing services and community care of older people and people 
with challenging behaviour [16] [17] . The questionnaire schedule is designed for interviewer/researcher 
administration with the person receiving the services assisted by their main carer as required. The retrospective 
period is fixed according to the population being investigated and according to the specific aims of the 
research. It therefore varies by the research design in question and allows capture of information on rarer 
services that may be received in a set time period whilst not being subject to the problems of recall bias. The 
service receipt section is the core of the CSRI [16] ; for each service type, the number and average duration of 
contacts is recorded and used to summarise particular care packages, illustrate the variety of services used and 
in particular determine how resources are allocated. HD patients at different stages of the disease will have 
particular health care needs requiring specific combinations of health services and this will have associated 
service planning implications. Clear assessment of disease impact and severity alongside healthcare resource 
use is a key requirement for resource planning and predicting future care needs.

Disease severity is routinely quantified using the Unified Huntington’s Disease Rating Scales (UHDRS) [18] [19] , 
a disease specific rating system that is used to assess the severity of disease. With the UHDRS, specific 
domains of clinical performance namely motor ability, cognition and behaviour are assessed. The motor rating 
involves 31 questions representing oculomotor, speech, motor, and gait findings rated on a 0- to 4-point scale 
(4 most impaired). The cognitive assessments incorporate verbal fluency, ability to pair numbers with figures 
and selective attention whilst the behavioural assessment considers severity and frequency of mood, anxiety, 
aggression, psychosis, and other behavioural abnormalities. The UHDRS functional components comprise three 
ordinal components, namely the functional assessment scale (FAS) (an activities of daily living checklist with 
range 0 to 25), the Independence scale (IS) (range 10-100), and the Total Functional Capacity (TFC) (range 0 to 
13). Scores on the TFC can further represent five stages in the neurodegenerative disease process: stage I 
represents scores from 13-11; stage II, scores of 10-7; stage III, scores of 6-3; stage IV, scores of 2-1; and stage 
V, a score of 0. The independence scale has a range of 10 to 100 units and evaluates dependence on care from 
total care required to no special care needed.

The aim of this study was to investigate the use of formal and informal care services as recorded using 
retrospective CSRI data and to investigate any associations between use of care, disease severity and 
functional ability as measured by the UHDRS motor and functional scales.

In these analyses, we specifically sought to identify, a) what care (both formal services and informal care) HD 
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V, a score of 0. The independence scale has a range of 10 to 100 units and evaluates dependence on care from 
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In these analyses, we specifically sought to identify, a) what care (both formal services and informal care) HD 
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patients currently use and b) whether there were any specific factors associated with the estimated amount of 
informal care required. To our knowledge such data has not previously been presented for a cohort of HD 
patients; we suggest that availability of such data in a cohort of HD patients from a cross-section of European 
countries is of use in quantifying and ultimately improving planning of service provision for HD patients.

Methods and materials:
REGISTRY is a multi-centre, multi-national observational study with no experimental intervention. REGISTRY is 
managed by the European Huntington’s Disease Network (EHDN) and aims to build up an electronic database of 
patients with HD and their relatives. The main component of the ‘ REGISTRY ‘ study is the storage of 
anonymous medical data on an electronic database. One of the aims of REGISTRY is to obtain natural history 
data on an annual basis over an extended time period on a wide spectrum of individuals affected by HD to 
facilitate data mining studies.

For the purposes of the analyses presented here, the monitored data of demography, CAG repeat, estimated 
age of onset, disease severity and functional ability as measured by the Unified Huntington’s Disease Rating 
Scale total motor score (UHDRS-TMS) and functional scales in combination with the CSRI has been utilised for 
data mining. Data was collected according to the standard REGISTRY protocol [20]. The EHDN REGISTRY CSRI 
refers to the immediate six month retrospective period. It records details on use of hospital and residential 
services; primary and community care services; investigations and diagnostic tests; aids or devices; adaptations 
to the home; informal care; average loss of income per week; journeys undertaken and occupation.

Data were analysed descriptively for demographics and according to percentage use of individual services and 
aggregates of service receipt namely 1) total number of individual formal services received 2) aggregates of 
hospital services (inpatient and outpatient) and primary and community care and 3) the carer or patient 
estimated total informal care hours (personal, help inside the home, help outside the home and other) as 
recorded by the CSRI. As the focus on our investigations was to establish service use frequencies in the first 
instance and not costs per se, we do not report on investigations and diagnostic tests, average loss of income 
per week; journeys undertaken and occupation in these analyses.

In order to identify specific factors associated with receipt of services at each visit, we utilised linear regression 
with estimated hours of informal care as the dependant variable and the measures of disease severity and 
functional ability as the independent variables. All analyses were conducted using PASW version 18 Release 
18.0.2 April 2010.

Results
Demographic and Descriptive data:

CSRI data for 451 HD patients (212 female; 239 male) was available for visit one (at enrolment to the study) of 
this observational study. Completed CSRI data for 105 (54 females; 51 males) and 47 (20 females; 27 males) 
HD patients was available for visits two and three respectively. The mean time between visits was 1.2 years. 
Countries represented were Austria (8.6%); Germany (33.7%); Italy (15.3%); Norway (3.3%); Poland (18.4%); 
Portugal (2.9%); Spain (10.6%); Switzerland (0.9%) and United Kingdom (6.2%).

Mean (SD) estimated age of onset was 41.8 (12.8) years and age at visit 1 was 49.5 (13.1). Median (range) CAG 
repeat length was 45 (35-89). Median (range) scores at visit 1 on UHDRS-TMS, Functional assessment scale 
(FAS), Total Functional Capacity (TFC) and Independence Scale were 34 (0-106); 20 (0-25); 8 (0-13) and 80 (10-
100) respectively. At Visit 2, median (range) scores on UHDRS-TMS, Functional assessment scale (FAS), Total 
Functional Capacity (TFC) and Independence Scale were 37 (0-111); 16 (0-25); 7 (0-13) and 75 (10-100) 
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respectively.At Visit 3, median (range) scores on UHDRS-TMS, Functional assessment scale (FAS), Total 
Functional Capacity (TFC) and Independence Scale were 43 (0-97); 13 (0-25); 5 (0-13) and 70 (25-100) 
respectively. It is important to note the altered proportional representation of people with HD at each stage of 
the disease for each visit. At visit 1, most participants (n=153; 34%) were at Stage 1 of the disease; by visit 3 
most participants (n=58; 61%) were at either stage 3 or 4 of the disease. Table 1 gives details of percentage of 
the sample at each stage of the disease for each visit.

Table 1: Frequencies and valid percentages of HD patients at each visit stratified according to 
stage of disease (represented by TFC scores)

TFC stage of 
disease

Number (%) of total sample 
at visit 1 at each stage of the 
disease

Number (%) of total sample 
at visit 2 at each stage of the 
disease

Number (%) of total sample 
at visit 3 at each stage of the 
disease

1 (TFC 11-13) 153 (34%) 59 (27%) 18 (19%)
2 (TFC 7-10) 125 (28%) 57 (25%) 18 (19%)
3 (TFC (3-6) 119 (26%) 74 (33%) 36 (38%)
4 (TFC 1-2) 47 (10%) 31 (14%) 22 (23%)
5 (TFC 0) 7 (2%) 3 (1%) 1 (1%)

Receipt of services:

At visit 1, 335 of the 451 participants were in receipt of at least one formal hospital based service and 401 
(89%) were in receipt of primary and community care services. In contrast, 94% of people used community 
based services at visit 3 and 62% used hospital based services. Fifty percent of individuals reported use of 
informal care in the home at visit 1; this increased to 68% at visits 2 and 3 (see Table 2).The increase in service 
use frequencies and care hours reported in visits 2 and 3 do however need to be considered in light of the 
greater proportion of people in stages 3 and 4 of the disease at visit 3 compared to those at visit 1 (see Table 1).

Inpatient hospital service use increased dramatically over visits and outpatient service use decreased. 
Percentage of people in receipt of physiotherapy and speech and language therapy services increased at each 
visit; whilst social worker involvement remained relatively constant. Home help use increased over time. 
Notable is that occupational therapy, dentistry and other allied health professional services was not 
independently recorded in the version of CSRI used here and may well be under-reported in this situation. There 
was additionally no mention of key-worker involvement.

Table 2: Frequencies and valid percentages of HD patients receiving care services at each visit

Service receipt for HD 
patients

Number (%) of total 
sample receiving 
services at visit 1 
(n=451)

Number (%) of total 
sample receiving 
services at visit 2 
(n=105)

Number (valid %) of total 
sample receiving 
services at visit 3 (n=47)

Hospital services 
Inpatient 
Outpatient

335 (75%) 
110 (24%) 
300 (69%)

73 (70%) 
58 (64%) 
17 (16%)

29 (62%) 
28 (60%) 
5 (11%)
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Primary and Community 
care
GP 
Neurologist 
Other doctor 
Physiotherapist 
Social Worker 
Nurse 
Speech Therapist 
Home-help 
Other (Occupational 
therapy, Dentistry; 
Chiropractor)

401 (89%) 
333 (74%) 
170 (38%) 
73 (16%) 
91 (20%) 
45 (10%) 
30 (7%) 
58 (13%) 
51 (11%) 
42 (9%)

89 (85%) 
68 (65%) 
35 (33%) 
14 (14%) 
31 (30%) 
14 (13%) 
15 (14%) 
18 (17%) 
15 (14%) 
15 (14%)

44 (94%) 
36 (77%) 
25 (53%) 
6 (13%) 
21 (45%) 
4 (9%) 
4 (9%) 
13 (28%) 
9 (19%) 
7 (15%)

Informal Care 
Personal care 
Help inside the home 
Help outside the home 
Other

224 (50%) 
130 (29%) 
195 (43%) 
170 (38%) 
36 (8%)

71 (68%) 
14 (39%) 
63 (60%) 
54 (51%) 
14 (13%)

32 (68%) 
22 (47%) 
29 (62%) 
25 (53%) 
7 (15%)

Use of aids and adaptations:

The use of wheelchairs increased over each visit, but all other appliance use remained fairly constant (see Table 
3). Crutches and frames were used fairly infrequently whilst home adaptation (bathroom, shower and toilet) was 
a slightly more frequent occurrence.

Table 3: Frequencies and valid percentages of HD patients using aids and adaptations in the home 
at each visit

Aids and Adaptations in 
the home

Number (%) of total 
sample at visit 1 (n=451)

Number (%) of total 
sample at visit 2 (n=105)

Number (valid %) of total 
sample at visit 3 (n=47)

Aids or devices
Wheelchairs 27 (6%) 17 (16%) 17 (15%)
Crutches 10 (2%) 1 (1%) 2 (4%)
Walking frames/ Rollators 17 (4%) 7 (7%) 1 (2%)
Other 17 (4%) 5 (4%) 5 (11%)
Adaptations to the 
home
Stair lift 11 (2%) 4 (4%) 1 (4%)
Shower/bath relocation 26 (6%) 13 (12%) 11 (23%)
Toilet relocation 17 (4%) 7 (7%) 4 (9%)
Redesign kitchen 7 (2%) 3 (3%) 1 (2%)
Medicalised Bed 8 (2%) 5 (5%) 1 (2%)
Concrete ramp 3 (1%) 3 (3%) 0 (0%)
Other (Move home) 31 (7%) 14 (13%) 2 (4%)

Aggregates of Service Use:

The mean (SD) estimated weekly total informal care hours at visits 1, 2 and 3 were 32.8 (49.4); 21.6 (53.6) and 
21.3 (62.4) respectively (see Table 3). Although the mean reported informal care hours were less at each visit; 
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at each visit
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the home

Number (%) of total 
sample at visit 1 (n=451)

Number (%) of total 
sample at visit 2 (n=105)

Number (valid %) of total 
sample at visit 3 (n=47)
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Wheelchairs 27 (6%) 17 (16%) 17 (15%)
Crutches 10 (2%) 1 (1%) 2 (4%)
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Other 17 (4%) 5 (4%) 5 (11%)
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home
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Aggregates of Service Use:

The mean (SD) estimated weekly total informal care hours at visits 1, 2 and 3 were 32.8 (49.4); 21.6 (53.6) and 
21.3 (62.4) respectively (see Table 3). Although the mean reported informal care hours were less at each visit; 
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the mean number of informal care services used appeared to increase between visits 1 and 3. Mean number of 
formal primary and community services used (and percentages of individual services) also appeared to increase 
over time whilst formal hospital based services reduced over time. This is consistent with what was seen in 
terms of percentages of HD patients using different services (see Table 2).

Table 4: Aggregates of service use for each visit

Mean (SD); range 
of total individual 
formal service 
receipt

Mean (SD); 
range of number 
of hospital 
based services 
used

Mean (SD); range of 
number of primary 
and community care 
services used

Mean (SD); 
range of number 
of informal care 
services used

Mean (SD) 
informal 
care hours

Visit 1 
(n=451)

3.1 (1.8); 0-9 1.1 (0.9); 0-5 2.0 (1.4); 0-7 1.2 (1.4); 0-4 32.7 (49.4)

Visit 2 
(n=105)

3.2 (2.2); 0-10 1.1 (1.0); 0-4 2.1 (1.5); 0-7 1.6 (1.4); 0-4 21.6 (53.6)

Visit 3 
(n=47)

3.5 (1.7); 0-10 0.8 (0.9); 0-4 2.6 (1.5); 0-8 1.8 (1.4); 0-4 21.3 (62.4)

Predictors of informal care requirements:

Only the scores on the FAS accounted for the variance in the weekly total informal care hours at visit 1 (see 
Table 4). This remained a constant pattern over time. At Visit 2, the Functional Assessment Scale accounted for 
9 % of the variance in hours of informal care (adjusted R 2 8.6%; SE 59.9; F7.8 p<0.007) (excluded variables: 
TFC, UHDRS-TMS and Independence Scale). At Visit 3, the Functional Assessment Scale accounted for 33 % of 
the variance in hours of informal care (adjusted R2 30%; SE 25.7; F 13.6; p<0.001) (excluded variables: TFC, 
UHDRS-TMS and Independence Scale).

Table 5: Linear regression on estimated hours of informal care at Visit 1

Independent variables Standardized coefficients t Significance
Constant
Functional Assessment Scale -0.428 -3.423 0.000

Adjusted R 2 0.181 ; SE 34.186; F 88.784; p< 0.0001; dependant variable weekly total informal care hours

Discussion
Consideration of service use data reflecting current utilisation in the included sample is an important first step 
in the provision of high quality care. This study employed the CSRI to gather information about types and 
quantities of resources used by HD patients. We did not attempt to provide any indication of the monetary cost 
of service utilisation. This is partly because unit costs will vary according to country and hence in some cases 
will be applied only to small numbers, but mainly because such “cost of illness” information would not 
necessarily be optimal in informing policy decisions. Quantifying costs of services (rather than demonstrating 
frequencies of resource use as we have done) would be more appropriate in the context of an economic 
evaluation of a specific intervention [21] .

Most HD patients surveyed as part of this study were in receipt of some formal primary and community care 
services and to a lesser extent hospital based services. Trends in service provision over time may be inferred 
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from the longitudinal data presented but it is important to acknowledge that some bias may be introduced to 
the study simply as result of being a research participant in a large scale observational study such as REGISTRY. 
In addition, as the numbers of participants decrease with each visit, there is an associated change in 
proportional representation of people at each stage of the disease. We cannot infer that the cohort is 
deteriorating over time resulting in an increased service use; the changes in service use may simply be skewed 
by this proportional change in individuals at each stage of the disease. We therefore suggest that a general 
impression of service receipt is best judged at visit 1 (study entry) where any effect on reporting rates and the 
bias introduced by the annual visit or the altering proportional representation of the sample at each visit is 
limited.

At enrolment to the REGISTRY study, 89% of HD patients assessed in this data mining study were in receipt of 
at least 1 form of primary or community care service. It is not possible to establish any measure of how 
integrated these services were and additionally there was no clear indication of key worker or occupational 
therapy involvement as this was not part of the standard questions employed in the REGISTRY CSRI. Social 
worker and nurse involvement was fairly minimal and use of formal home help was reported in only 11% of 
participants in this cohort. Approximately 1/5th of participants were in receipt of physiotherapy services at the 
first visit and the use of crutches and walking aids was infrequent. Such infrequent use of walking aids is 
congruent with suggestions in the literature that physiotherapists do not recommend routine use of aids as 
choreic movement and cognitive impairment may influence safe use of walking aids in HD patients [22] .

When considering service use frequencies, it is useful to compare with other groups of patients with 
neurodegenerative diseases. A report (published in 2000) of community services for people with Multiple 
Sclerosis (MS) (n=150) living in the United Kingdom found that at that time of 45% of people with MS did not 
receive any form of community services [23] . The remaining 55 % of people with MS were in receipt of a range 
of services including home help (20%), occupational therapy, physiotherapy (23%), social work (10%) and 
district nursing (17%). Twenty-seven % of participants had bath or shower adaptations in place. Those people 
who had no home adaptations (42%) in place were also not in receipt of any services. There appeared to be a 
substantial unmet need for people with MS in terms of community care with little change since the beginning of 
the previous decade [23] . The authors advocated the need for integrated, co-ordinated and multi-agency 
community service for people with MS. Of concern in our data (in light of the suggested relationship between 
lack of integrated community care and lack of home adaptation [23] ) are the seemingly low levels of home 
adaptations in this group of people. Adaptations of the home were in place in less than a quarter of HD patients 
included in this study. Although this may be due to the fact that the minority of those surveyed in this study (at 
visit 1) were in the late stages of the disease and also that our data may not necessarily be representative of 
the HD population, further investigation is warranted.

This analysis is not without limitations. It is important to acknowledge that the descriptive data presented here 
is specific to this fairly small sample (to date REGISTRY has enrolled over 6000 participants so our data is only 
reflective of approximately 8 % of the HD population). Additionally, almost all of the participants enrolled in 
REGISTRY are able to reach a HD clinic for annual assessments and on review it was clear that only a small 
proportion of our sample were in the late stages of the disease. It is therefore likely that the data presented 
here is not representative of the most severely affected HD patients.
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There will also be substantial differences across countries in terms of the support in the community that is 
available (i.e. service use is supply driven) and additionally there will clearly be inherent differences in health 
care systems between various European countries. The specific role that each member of the health care team 
may vary according to geographical region and this level of detail is not captured by the REGISTRY CSRI. 
Furthermore, there was no distinction between HD or non-HD related service use. It is difficult to say how much 
of the service use reported here is because of HD and there are many other factors which may lead a person to 
requiring formal health care services.

Our data suggests a large reliance on informal care in the home in this group studied. At the first visit, half of all 
the HD patients in this study were in receipt of some manner of informal care in the home. It seems that 
informal carers will continue in this function up the very limits of their capacity and discussions with family 
members have highlighted some contributing factors. HD is seen as a family problem that ought to be managed 
by the involved family. Families trying to use available formal services encounter the problem of frequently 
changing care-givers and irregularity and restrictions in terms of the hours that the services can be provided. 
Such irregularity and frequent change is clearly not in agreement with the nature of HD and the person affected 
with HD. The HD patient is highly dependent on regularity and familiarity, making provision of community based 
care very challenging. Other studies of people with complex disability have suggested that where community 
care is limited, the burden of care often falls on the family and informal carers [24] [25] . Carer burden in this 
community should consequently be carefully considered by the healthcare team and where appropriate 
additional carer support should be provided. We suggest that use of routine rating scales employed in the 
clinical assessment may have some potential to identify high risk families where the informal care requirements 
are high. From the data presented here, it is clear that the TFC had no predictive value on service receipt or on 
informal care hours whilst the UHDRS functional assessment scale (FAS) had reasonable predictive value on this 
variable. When individuals present with lower scores on the FAS, they appear to have higher informal care 
requirements and carer burden may additionally be higher. The FAS is an activity of daily living checklist with 
range from 0 to 25. The components of the checklist represent multiple domains of function including aspects of 
employment, finances, shopping, driving, housework, supervising children, personal activities of daily living, 
mobility and housework. This wide representation of domains may be one reason why the FAS seems to have 
better predictive value than TFC which is reflective of fewer domains. In this study, the FAS accounted for 30% 
of the variance in informal care hours by visit 3. In-depth investigation of suitable clinical scales and potential 
weighting of components may improve predictive value. Such targeted assessments could aid clinicians, 
funding agencies and policy makers in appropriate service planning and provision of co-ordinated care for HD 
patients.

The data presented here is suggestive of the need for integrated and proactive care provision that addresses 
the requirements of the HD patients and their carers. It is clear that a method or a system to aid identification 
of factors indicative of the need for referral to formal services is required. Studies of the emotional experiences 
of family carers in HD and supportive care needs for people living with the disease highlight the high levels of 
emotional stress that can be associated with HD [4] [13] . It is important that care is individualised and specific 
to the needs of the HD patient. Availability of a consistent team of support workers and appropriate community 
support and carer support may facilitate management of the varying needs over time and prioritise referrals to 
services as needed [26] [4] . The high level of informal care reported here indicates that such a model of care is 
not yet systematically provided in the HD community and is an area that is in need of attention.

Address for correspondence
Monica Busse

There will also be substantial differences across countries in terms of the support in the community that is 
available (i.e. service use is supply driven) and additionally there will clearly be inherent differences in health 
care systems between various European countries. The specific role that each member of the health care team 
may vary according to geographical region and this level of detail is not captured by the REGISTRY CSRI. 
Furthermore, there was no distinction between HD or non-HD related service use. It is difficult to say how much 
of the service use reported here is because of HD and there are many other factors which may lead a person to 
requiring formal health care services.

Our data suggests a large reliance on informal care in the home in this group studied. At the first visit, half of all 
the HD patients in this study were in receipt of some manner of informal care in the home. It seems that 
informal carers will continue in this function up the very limits of their capacity and discussions with family 
members have highlighted some contributing factors. HD is seen as a family problem that ought to be managed 
by the involved family. Families trying to use available formal services encounter the problem of frequently 
changing care-givers and irregularity and restrictions in terms of the hours that the services can be provided. 
Such irregularity and frequent change is clearly not in agreement with the nature of HD and the person affected 
with HD. The HD patient is highly dependent on regularity and familiarity, making provision of community based 
care very challenging. Other studies of people with complex disability have suggested that where community 
care is limited, the burden of care often falls on the family and informal carers [24] [25] . Carer burden in this 
community should consequently be carefully considered by the healthcare team and where appropriate 
additional carer support should be provided. We suggest that use of routine rating scales employed in the 
clinical assessment may have some potential to identify high risk families where the informal care requirements 
are high. From the data presented here, it is clear that the TFC had no predictive value on service receipt or on 
informal care hours whilst the UHDRS functional assessment scale (FAS) had reasonable predictive value on this 
variable. When individuals present with lower scores on the FAS, they appear to have higher informal care 
requirements and carer burden may additionally be higher. The FAS is an activity of daily living checklist with 
range from 0 to 25. The components of the checklist represent multiple domains of function including aspects of 
employment, finances, shopping, driving, housework, supervising children, personal activities of daily living, 
mobility and housework. This wide representation of domains may be one reason why the FAS seems to have 
better predictive value than TFC which is reflective of fewer domains. In this study, the FAS accounted for 30% 
of the variance in informal care hours by visit 3. In-depth investigation of suitable clinical scales and potential 
weighting of components may improve predictive value. Such targeted assessments could aid clinicians, 
funding agencies and policy makers in appropriate service planning and provision of co-ordinated care for HD 
patients.

The data presented here is suggestive of the need for integrated and proactive care provision that addresses 
the requirements of the HD patients and their carers. It is clear that a method or a system to aid identification 
of factors indicative of the need for referral to formal services is required. Studies of the emotional experiences 
of family carers in HD and supportive care needs for people living with the disease highlight the high levels of 
emotional stress that can be associated with HD [4] [13] . It is important that care is individualised and specific 
to the needs of the HD patient. Availability of a consistent team of support workers and appropriate community 
support and carer support may facilitate management of the varying needs over time and prioritise referrals to 
services as needed [26] [4] . The high level of informal care reported here indicates that such a model of care is 
not yet systematically provided in the HD community and is an area that is in need of attention.

Address for correspondence
Monica Busse

There will also be substantial differences across countries in terms of the support in the community that is 
available (i.e. service use is supply driven) and additionally there will clearly be inherent differences in health 
care systems between various European countries. The specific role that each member of the health care team 
may vary according to geographical region and this level of detail is not captured by the REGISTRY CSRI. 
Furthermore, there was no distinction between HD or non-HD related service use. It is difficult to say how much 
of the service use reported here is because of HD and there are many other factors which may lead a person to 
requiring formal health care services.

Our data suggests a large reliance on informal care in the home in this group studied. At the first visit, half of all 
the HD patients in this study were in receipt of some manner of informal care in the home. It seems that 
informal carers will continue in this function up the very limits of their capacity and discussions with family 
members have highlighted some contributing factors. HD is seen as a family problem that ought to be managed 
by the involved family. Families trying to use available formal services encounter the problem of frequently 
changing care-givers and irregularity and restrictions in terms of the hours that the services can be provided. 
Such irregularity and frequent change is clearly not in agreement with the nature of HD and the person affected 
with HD. The HD patient is highly dependent on regularity and familiarity, making provision of community based 
care very challenging. Other studies of people with complex disability have suggested that where community 
care is limited, the burden of care often falls on the family and informal carers [24] [25] . Carer burden in this 
community should consequently be carefully considered by the healthcare team and where appropriate 
additional carer support should be provided. We suggest that use of routine rating scales employed in the 
clinical assessment may have some potential to identify high risk families where the informal care requirements 
are high. From the data presented here, it is clear that the TFC had no predictive value on service receipt or on 
informal care hours whilst the UHDRS functional assessment scale (FAS) had reasonable predictive value on this 
variable. When individuals present with lower scores on the FAS, they appear to have higher informal care 
requirements and carer burden may additionally be higher. The FAS is an activity of daily living checklist with 
range from 0 to 25. The components of the checklist represent multiple domains of function including aspects of 
employment, finances, shopping, driving, housework, supervising children, personal activities of daily living, 
mobility and housework. This wide representation of domains may be one reason why the FAS seems to have 
better predictive value than TFC which is reflective of fewer domains. In this study, the FAS accounted for 30% 
of the variance in informal care hours by visit 3. In-depth investigation of suitable clinical scales and potential 
weighting of components may improve predictive value. Such targeted assessments could aid clinicians, 
funding agencies and policy makers in appropriate service planning and provision of co-ordinated care for HD 
patients.

The data presented here is suggestive of the need for integrated and proactive care provision that addresses 
the requirements of the HD patients and their carers. It is clear that a method or a system to aid identification 
of factors indicative of the need for referral to formal services is required. Studies of the emotional experiences 
of family carers in HD and supportive care needs for people living with the disease highlight the high levels of 
emotional stress that can be associated with HD [4] [13] . It is important that care is individualised and specific 
to the needs of the HD patient. Availability of a consistent team of support workers and appropriate community 
support and carer support may facilitate management of the varying needs over time and prioritise referrals to 
services as needed [26] [4] . The high level of informal care reported here indicates that such a model of care is 
not yet systematically provided in the HD community and is an area that is in need of attention.
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