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SUPPLEMENT

TALKING POINT

Mortality statistics as measures of need for outpatient services

M J GOLDACRE

The Report of the Resource Allocation Working Party' stated
that "morbidity among non-psychiatric outpatients is just as

likely to be reflected by standardised mortality ratios (SMRs)
as it is among inpatients." It recommended that revenue

allocations to regions for non-psychiatric outpatient services

should be weighted by the all-causes SMR for each region. The
report pointed out that it is not possible (through lack of routine
data) to break down the use of outpatient services by clinical
condition. It is, however, possible to break down the use of
outpatient services according to clinical specialty and to consider
the proposition that all-causes SMRs reflect the general need
for outpatient services.

Method

Figures on the number of inpatient deaths and inpatient
episodes-discharges and deaths-for each specialty in England
and Wales in 1978 (the latest available year) were obtained from
the Office of Population Censuses and Surveys. These were

In this way specialties were categorised as those that are

substantially concerned with conditions that lead to death and
those that are not. National figures for outpatient attendances
(from the 1978 Annual Hospital Return (Form SH3)) were

used to calculate the contribution of each specialty to the work
load of outpatient services.

Results

The 12 specialties with the highest number of outpatient
attendances are ranked in order in the table. Geriatric medicine
is also included because, though ranking low in outpatient
attendances, it accounts for a substantial proportion of all
inpatient beds used. Six specialties in which inpatient deaths
were uncommon in absolute terms and in relation to the number
and age of the patients they treated-ophthalmology, consultant
dentistry, ENT surgery, gynaecology, dermatology, and
venereology-accounted for 40"' of all outpatient attendances
and for 45"(1 of all new outpatients nationally (table). General

Outpatient attendances for selected specialties expressed as a percentage of ouitpatient attendances for
all specialties; inipatienit deaths in each specialty expressed as a percentage of all inpatient deaths; and
stanidardised hospitalfatality ratios (SHFR) for each speciallty

Outpatient attendances Inpatient deaths

Total New
Specialty attendances outpatients I)eaths

(n 28 454 214) (n = 6 707 796) (n- 286 690) SHFR

All general specialties* .. 100-0 100 0 100 ( 100
Traumatic and orthopaedic surgery 15 6 16 8 4 3 47
General medicine 13 1 7 8 34.7 148
General surgery . . 114 136 12 9 61
Ophthalmology . . 9 0 7 9 0 1 2
Consultant dentistr . 8 6 8 1 0.1 10
ENT surgery . . 6 8 9 0 04 18
Gynaecology .5 8 X 1 08 22
Dermatology . . 5 3 9 0 1 22
Venereoiogy. 41 5 0 1 10
Paediatrics. 40 2 8 1 8 124
Diseases of the chest .. 36 3 9 3-9 151
Radiotherapy . .2 7 1 3 1 6 107
Geriatrics . .0 8 0) 275 165

*Excludes maternits, psychiatry, accident and emergency departnscnts, and general practitioner units.

used to express the number of deaths in each specialty as a

percentage of all inpatient deaths. They were also used to
calculate the age-standardised and sex-standardised hospital
fatality ratio for each specialty-that is, the ratio of the number
of deaths observed in each specialty to the number that would
have been expected from episodes treated by the specialty and
the age-specific and sex-specific mortality rates experienced in
the general inpatient population.

surgery and traumatic and orthopaedic surgery, both of which
are substantially concerned with the treatment of diseases that
uncommonly lead to death,- accounted for a further 270,' of all
outpatient attendances.

Discussion

The statement that morbidity among non-psychiatric out-
patients is "as likely to be reflected by SMRs as it is among

inpatients" may be questioned on two grounds. Firstly,
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Overseas doctors and
the EEC
Representatives from the BMA and the
Overseas Doctors Association met the Minister
of Health, Dr Gerard Vaughan, earlier this
month to urge him to end the discrimination
that prevents overseas doctors who are UK
nationals from practising freely throughout the
EEC. The deputation, which consisted of
Dr John Marks, Chairman of the Representa-
tive Body; Dr Alan Rowe, chairman of the
Committee on the EEC; Dr Hamid Husain,
member of Council; and Dr Sunil Bhattacharya,
president of the Overseas Doctors Association,
put firmly the BMA's policy that "all citizens
of the United Kingdom who are fully registered
with the General Medical Council should be
entitled to practise freely within the countries
of the European Community." The BMA
presented proposals for implementing this
policy in the form of a draft recommendation
by the Council of Ministers of the EEC. The
deputation asked for the Government's views
as soon as possible as a resolution on the
subject was being discussed in the European
Parliament. The Minister was sympathetic but
pointed out that unofficial soundings had been
made with European colleagues in the past
and it was possible that if the BMA proposals
were put forward they might be rejected by
other member States. This could jeopardise
the position of many overseas qualified
doctors who at present applied as individuals
outside the terms of the medical directives and
had been allowed to practise in other member
States.

Unfilled consultant posts

The chairmen of the CCHMS, Mr
D E Bolt, and of the HJSC, Dr M R Rees,
have written to the Secretary of State for
Social Services asking him to help fund
consultant posts that are not filled at
present because of lack of money. They
have asked for priority to be given to
those specialties and areas of the country
where they are most needed. The chair-
men sent the Secretary of State details of
consultant economies that had been
collected by regional manpower com-
mittees (8 August, p 448).

Students' loan plan

Improvements have been made in the
National Westminster/BMA medical stu-
dents' loan plan. The plan is open to asso-
ciate members of the BMA aged 18 or
over, subject to the bank being satisfied
that the loan will be repaid satisfactorily.
Normally the loan can be up to 90", of
expected outlay. The maximum amount
which may be borrowed under the plan is
91000. The repayment programme can
be arranged to take account of individual
circumstances but must be effected over a
period of five years starting after comple-

tion of the course of study. Interest will
be charged at 1 I" over NatWest Base Rate
with a minimum of 70%/,.

Administrators meet new Secretary
of State

Representatives of the National As-
sociation of Health Authorities in England
and Wales (NAHA) met Mr Norman
Fowler last week to ask him to accept the
association's strongly held view that the
contracts of employment of hospital
consultants should be held by district
health authorities rather than regional
health authorities.

Additional funds for Wales

An additional C1l7m will be made
available to health authorities in Wales in
1981-2. The largest share, £1 Im, will go
for discretionary use on renewal, main-
tenance, and repair works in health
buildings; £450 000 is for health authori-
ties to implement energy conservation
measures; and £150 000 will be spent on
equipment for special services that are
provided in only some areas, or where
special funding is required to establish
new advances in patient services.

Health and personal social services expenditure
The following figures of net current and capital expenditure on health and personal social services in England at 1980 survey prices were given
in a recent Parliamentary written answer.

1975-6 of 1976-7 " of 1977-8 of 1978-9 of 19798O* °of
(,m) total (Cm) total (,m) total (,Cm) total (,Cm) total

Primary care . . .1575 18 3 1658 19 1 1678 19 2 1710 19.1 1708 19-0
General acute hospital and maternity services 3488 40 5 3488 40 1 3487 39 9 3566 39-7 3527 39-2
Services mainly for elderly and physically handicapped 1216 14-1 1203 13 8 1191 13 6 1259 14 0 1282 14 2
Services for mentally handicapped .. . 378 4 4 376 4-3 379 4 3 387 4-3 399 4-4
Services for mentally ill . .652 7-6 640 7 4 662 7 6 673 7-5 674 7 5
Services mainly for children . .456 5 3 473 5 4 483 5-5 491 5 5 495 5-5
Other services . .853 9 9 863 9 9 865 9 9 887 9 9 917 10-2

Total 8618 8700 8746 8973 9003

*Provisional.
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comparing inpatient and outpatient work load, the distribution
of specialties is different. For example, the six low mortality
specialties listed above together accounted for only 9°' of all
occupied inpatient bed days nationally but for 40%/ of all
outpatient attendances; geriatric medicine and general medicine
accounted for 48%o of all occupied inpatient bed days nationally
but for only 14"U) of all outpatient attendances. Secondly, the
ways in which needs for services and mortality rates could be
associated require consideration. One possibility is that morbidity
and mortality might be causally related such that a high
morbidity rate leads to a high mortality rate. For appropriately
selected diseases this may be so, but it is inconceivable that
such a causal relationship exists between, on the one hand, the
prevalence of disorders commonly treated by the low mortality
specialties listed above and, on the other hand, overall SMRs
to which cancers, cardiovascular, and respiratory diseases make
the major contribution.
A second tenable premise is that morbidity and mortality

rates have a non-causal but convenient and acceptable associa-
tion with one another-that, say, all-causes SMRs and needs
for treatment in the low mortality specialties are non-causally
related through their association with other factors common to
both. Evidence is needed to confirm or refute this possibility.
Meanwhile, the view that all-causes mortality rates are suitable
proxy measures of general needs for outpatient services should
be treated with circumspection.
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