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PRACTICE OBSERVED

Organising a Practice

Three is the magic number

] F M NEWMAN

1 have long suspected that partnerships in medical practice,
as in many other disciplines, are designed for the benefit of the
participants or partners rather than for the benefit of the
recipients or patients. The ideal way to practise is single-handed,
when the advantages of knowing one’s own patients, being
totally responsible for their care and management, and the
relative simplicity of the mechanics of working outweigh the
problems that undeniably exist. Most parmerships have arisen
from single-handed practices by growth, absorption of vacant
practices, or by amalgamation until the weight of the number
of patients necessitates an increase in the number of doctors.
Once a certain list size is achieved the practice can follow only
one of two courses—cither to move into the mini-clinic,
multiple doctor organisation, which seems to many to have an
air of super efficiency but a distinct lack of personal medicine,
or to attempt to deliver personalised family medicine in a larger
setting. We have chosen the latter. Forced then, paradoxically
to some extent, by success engendered by growth, the vital
thing is to continue the features that were successful and to
avoid the practices that large groups have been forced to adopt
to deal with the larger numbers and the increased work load.

How then to set about running a large practice with three
principals and yet try to achieve the homespun Dr Cameron
image ? Not easy. Firstly, the doctors. The choice of partners
is notoriously difficult, yet errors made at this stage may be
totally disastrous. I have been fortunate in having two reasonably
young men with whom 1 share the same ideals of general
practice despite a considerable age difference. What is more, if
you are in your 50s you may have to look at  lot of applicants
before you achieve this happy state. Secondly, the office staff—
the first point of contact with patients. They are encouraged,
above all, o be friendly (we have had our dragons in the past
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and thankfully have got rid of them), to inquire as to which
doctor the patient wishes to sce or to visit, and generally to
adopt a friendly attitude without being too intrusive into the
patient’s private affairs. Nonc the less, it is important that they
attempt to learn the degree of urgency and some indication of
the nature of the complaint that initiated the call. Reprimanding,
we think, is for the doctors to do and not the lay staff. Thirdly,
and most importantly, the patients: while encouraging the idea
of the personal doctor we try to avoid the image of three doctors
running three scparate single-handed practices under one roof.
Unless new patients make specific requests they are allocated
to one of the partners on a numerical basis just to keep the
list in balance. Most patients see all of us at some stage, although
many obviously have their preferences.

Practice organisation

‘We have two surgeries. One was acquired when I absorbed
another practice. In both premises we adopt a common policy
of open surgeries each morning and appointments for the
evening surgerics. Unlike many of our neighbouring colleagues,
we embrace the concept of daily availability to our patients;
hence the open morning surgery. So often in the past, and
indeed still, have we heard the complaint that it takes a week
to get an appointment to see the doctor that we are determined
to maintain open access. Undoubtedly this is popular: although
we are located 100 yards from a new purpose-built health centre
that runs a system of only we are
deluged by a constant flow of patients wishing to change—
not to us, we believe, but to our system, where the doctor can
be seen, if necessary on impulse, on the same day.

Political views may change and social engincering may occur,
but it is my belief that the fundamentals remain: the average
pauent wishes to see his family doctor not because he wishes to

remain healthy, but when the occasion arises he wishes to see
the doctor the same day and all the pretentious claptrap trotted
out by the medical politicians is irrelevant. Family doctors are
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prescription was cashed. The drugs on the prescription sheets were
grouped using a modified version of the classification in MIMS and
in Cartwright and Dunnell’s book.!

Results

Most of the comparisons were done using the /* test with relevant
variables and narrowly missed significance (p=0-005). There were
some important trends, however, and I hope that they will stimulate
further research into primary compliance.

One hundred and sixty-two patients took part in this study: 103
women and 59 men (table 1). Most of the patients belonged to social
class TII (non-manual}, and only one patient’s occupation could not
be classified (table 11). Fig 1 shows the number of patients in cach
social class who failed to cash a prescription. Patients in social class
IV had the higiest rate of non-compliance. Although nearly 20, of
patients failed to cash their prescriptions, 65", cashed them within
the first two days of receiving them (fig 2). The uncashed prescriptions
were often for psychotropic drugs and antibiotics rather than
“placebo’"-type drugs, such as ascorbic acid and aspirin, as might have
been expected.

If patients had diseases that the doctor judged as less severe, then
they were more likely not to cash their prescriptions.

Discussion

There is evidence' that failure to cash a prescription may be
attributable to one of the following reasons: (a) the patient went
to the doctor for a chat; (8) the patient went to the doctor to
confirm his own suspicions that he did not have a serious illness;
() the patient has no confidence in the doctor; (d) the patient
dislikes taking drugs; (¢) the patient has had the same drugs
before and recognises the name, or someone has told him that
they were of no use. Other reasons have also been given' ** *
(f) the patient feels that the pharmacy is too far away, and his
illness is not worth the effort; (g) the patient, having consulted
the doctor, thinks that the condition will get better of its own
accord; (k) the patient cannot afford the cost of the prescription;
(i) the patient has lost, misplaced, or forgotten about the
prescription; (k) the patient is worried about the side effects of
the medicine. Other influences intervene—for example, in my
rescarch perhaps the fact that old age pensioners, children under
16 years, and disabled people are exempt from prescription
charges or have a prepayment certificate. A final reason for non-
compliance may be that the patient went to the doctor to get a
sick note and was given a prescription as well or instead of it.
The results of this study in Preston show that primary non-
compliance in general practice may be as high as 20°,—that is,
dbout onc in every five prescriptions were not taken to the

Social class

F16 1—Percentage of people in cach social class who failed to
‘cash u prescription. The numbers are expressed as a percen-
tage of the total number of people in cach social class.

N

)
/7722777

N
§
N
\
\
\
\

7/

N\
&§§\

0123 65678930 RH UE KT E AW

77,
7

Ti6 2—The aumber of days that it took patients o cash their presciptions
after receiving ¢

2

family doctors, and they fail in their function if they are not
available to their patients when they are needed. None of the
partners has an ex-directory telephone number, and on the
whole this freedom is not abused.

Our work load is divided equally among the partners, with
regard to their commitments to clinics, hospital sessions, half-
days, and 50 on. The partner who first sees the patient with an
acute condition normally follows that patient through but the
next acute episode may be dealt with by one of his colleagues
unless the patient requests one of the other partners, and
patients who are visited regularly for chronic conditions are
seen by all of us at some stage. In this way, although most
patients see their favourite doctor, most of the patients in the
practice know all the doctors and we all know most of the
patients.

We happily do not argue about money. All partners know
how much their share is, and we employ a good accountant,
pay his bills, and take his advice. We find this system works
very well. With three partners taking part in a rota we find
there is little need to use deputising services, which we reserve
for special occasions or when one partner is on holiday or ill.
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It is interesting but true that by not employing a deputising
service the number of out-of-hours calls is reduced, and this
we attribute to the fact that the patients know that onc of their
own doctors is on call and are less likely to disturb him unless
they think that their illness warrants an out-of-hours call.

We attempt to run the practice as personal family doctors
while managing to get the benefits of partnership, such as
adequate time off duty, cross consultation, and the pleasure
and of working with like-minded collcagues. With a
list of between 7000 and 8000 paticnts and our outside commit-
ments—hospital work, police work, and approved school work—
we find ourselves stretched.

1f we had a larger number of patients necessitating an increase
in the number of partners beyond three, I do not think that we
could maintain the old tradition of personalised family medicine
and fulfil the concept of the personal doctor. I have been
fortunate for a quarter of a century in living and working in a
happy practice, and I cannot see any way in which enlarging it
beyond the number of three would enable me to continue this
happy professional lfe.

If you can get it right, three is the magic number.

Practice Research

Original contributions to this section are always welcome for consideration.

Do patients cash prescriptions?

ALY RASHID

The idea that some patients may not cash prescriptions must
cross the minds of most general practitioners. Patient compliance
may be divided into primary compliance, where the patient
cashes in the prescription at the chemist, and secondary
compliance, where the patient takes the medicine prescribed. 1
thought that a study into primary compliance might show how
primary health care may be given more cfficiently.

When this study was done the prescription fec was 70p (now
£1:00) for each item. 1 wanted to know: would the patient
actually go to the pharmacist, spend money, and obtain the
prescribed drug ? There have been many studies on seco
drug compliance,’* but only Cartwright and Dunnell' have
produced a report on primary compliance in general practice.
They concluded that between 2 and 5% of patients failed to
cash a prescription. Because they asked patients to keep a diary
(and thus the study was not single-blind) this may have influenced
the patients to cash the prescription. I climinated this in my
study, because the patients were not aware that the study was
being carried out.

Both doctors and patients often wonder why patient compliance
does not improve.?  * The doctor’s success in getting patients
to take their drugs depends on patients cashing prescriptions,
the efficacy of the drugs, how effectively they are presented, and
side effects. If drug treatment fails there are several variables to
consider: (a) Is the treatment wrong? () The patient is not
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taking the medicine.'* (c) The patient never cashed the prescrip-
tion. (d) There has been failure of communication between the
general practitioner and patient.®

T set out to find out what proportion of prescriptions were not
cashed by patients, the social class distribution of these patieats,
and what types of drugs were on the prescriptions.

Methods

A simple questionnaire was given to three general practitioners
(A, B, C) in Preston. It was designed to cause the minimum amount
of distraction for the doctor so that the patient would not know that
it was being completed for the survey. The questionnaire asked for
(& date of birth: i) severity of the disease 33 pudged by doctor (1-V
severe); (iii) occupation of head of household; (iv) diagnosis. Carbon

copies of each prescription also gave (i) the date on which the prescrip-
tion was given by the doctor; (i) the items prescribed ; (iii) the name
of the doctor who issued the prescription.

The project ran for three consecutive days in November 1980. The
three general practitioners were sclected so that their practice popula-
tions fell into social class “areas”: Dr A social classes I11-V; Dr B
I1-IV; Dr C I-111. Thus social class was compared with other variables
to detect possible trends. These three practice arcas are recognised
for their social class spread by doctors who practise in Preston.

All prescriptions in Preston end up at the Prescription Pricing
Authority (Preston). I looked through more than 100 000 prescriptions
at the PPA offices for the coded prescriptions belonging to my study.
This was the most accurate method for collecting the data. The PPA
calculated that I could trace 98°,, of all prescriptions cashed during
the three-day study period. The data, collected in January 1981 to
allow sufficient time for prescriptions to arrive at the PPA, gave the
number of cashed for each doctor, and the date the
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pharmacist. The highest rate was in social class IV and was for

rugs and antibiotics. Patients in
social class I mzy be more discerning about cashing prescriptions,
perhaps knowing more about side effects and preferring to use
the National Health Service for prevention than for treatment.
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Conclusions

One hundred and sixty-two patients who were given a prescrip-
tion after a consultation with their general practitioner were
followed up to see how many cashed their prescriptions (primary
Nearly 20°, of the patients failed to cash the

On the other hand, the high rate of in social
class IV may indicate an economic factor.

Though many people in the lower sociocconomic groups
receive supplementary benefits and pay no prescription charges
if they are old age pensioners, disabled, or young children,
others may find a prescription of several items expensive. One
pharmacist said that many patients ask for only the most import-
ant item on the prescription. The lack of education generally
and about health in particular may also be a factor.” Patients
who require time off work often go to their general practitioners
for a sick note, which is usually accompanied by a prescription.
These are often not cashed since the aim may have been to have
time off work. Other patients may only seck psychological
support from their general practitioner, but present with
symptors. The general pracitioner, failing to recogaise his,
may issue a to alleviate
not cashed. As Dr Recs-Jones said 1 “The most important
drug in general practice is the doctor himself.” Thus the failure

prescription within a month of receiving it. The patients with
the highest rate of non-compliance were in social class 1V, and
the prescriptions not cashed were often for psychotropic drugs
and antibiotics. OF the prescriptions that were cashed, 65%
were taken to the pharmacist within two days of issue.

I thank the many people who helped and encouraged me
to carry out this project: Dr John Temperley, Dr Frada Eskin (my
tutor in community medicine), Dr Valerie Hilliar, Dr Max Irvine,
Dr Doreen Millns, Dr Geoffrey Brooks, Dr David Greaves (Lan-
cashire Area Health Authority), Dr P J Holt, Mr Ajit Sofat, Mr K L.
‘Magrath (PPA Preston), and Professor D Metcalfe and Dr C White-
house (Department of General Practice, University of Manchester).

References

[y htA, Dunnell Lendon:

to cash a prescription may be due to one or a of
poor doctor-patient communication,? * ** economic factors, ** or
educational factors." '*

Perhaps one of the most important findings was that prescrip-
tions for_psychotropic drugs and antibiotics were often not
cashed. The inference is that the need for these drugs is less
than the rate and extent to which they are prescribed indicates.*
It has been suggested that doctors should spend more time on
simple health education,'” and thus reduce their future work load
and the nation’s drug bill. Doctors entering general practice
should be taught to spend more time listening and to prescribe
more judiciously. For, as one cynic said, “The main purpose of
a prescription is to close a consultation.”

Before trying to improve patient compliance doctors should
consider two questions'*: Do we know that low compliance
interferes with the clinical goals of treatment ? Is it established
that treatment would do more good than harm to those who do
not comply > One way (0 overcome non-compliance is t© give
out medicine after the in the surgery

K
Routlcdge and Kegan Paul, 1972.

* Grabam M. Supprec DA, Improving dru compliance in genera practice.
TR Coll Gen Pract 1979:28,399-404

* Morris LA, Halperin JA. Effects of written drug information on patient
Knowlcdge and compliince. A Nicravure revicw, Am 7 Pub Healoh 19793
€9:47-52

¢ Apley ] J RColl Gen Pract.

* Smith A, Macklow JM, Wandless I. Compliance with drug trestment.
Br Med 3 1979;i:1335-6.

¢ Ettinger PRA, Freeman GK. General practice compliance study: is it
worth being & personal doctor ? Br Med 7 1981282:1192-4,

* Monson RA. Doctors, drugs and compliance. Am Heart J 1980;

* Anonymous, Non-compliance : does it matter ? Br Med J 1979,ii:1168.

* Fleming TC. Compliance : predictably unpredictable. Postgrad Med 19793
06:516-24.

1¢ Fryers R. Non-compliance: does it matter ? Br Med 7 1979ii:1585.

11 Banks D). Non-compliance : matter ? Br Med J 19793ii:1585-6.

** Jones DR, Drags and prescribing: what the patient thinks. ] R Call Gen
Pract 1979:291:417-9.

1 Lich 1. Medical nemess. London: Caldet and Boyary, 1974.

-3.

Furthermore, if the patient is concerned in making decisions
about treatment and knows why receiving the treatment
he is more likely to comply.' The studies that have been done
to find out why patients do not take the medicines they are
prescribed need to be re-cxamined in the light of these findings.

7 R Coll Gen Pract

 Glasser MA. A study of the public’s acceptance of the Salk vaccine
program. Am J Pub Health 1958;48:141-6.

* Sackett DL. Complance triahs snd the linician. Arch Inern Med 1978;
1382

(Accepted 29 October 1981)

Clinical Curio: parasuicide

There is little worse than acute illness in the family, especially in a
child. T arrived at breakfast one morning to discover that our 4-
year-old had managed 1o leap over the top of his pen and crash land
three body’s lengths below. I could imagine only that the impulse
for such a suicidal leap was born of high spirits, which he had always
had. He lay motionless, gasping infrequently for breath, and, indeed,
1 had no doubt he would die. But despite my fears and distress he
responded well to oxygen and rehydration, and although grossly
ataxic for over four hours he gradually recovered. The extensive bruis-
ing was clearly painful; it appeared during recovery particularly in the
left flank and the lower part of the body, and he still moves gingerly
though it is now three days since the episode. His appetite has re-
covered completely, and at mealtimes he is if anything more excited
than his sister. Youngsters have remarkable recuperative powers. 1 am
more than grateful. Disposing of the dead is a mournful thing, es-
pecially when the neighbours' cats are in the exhumation business.

Our 4-year-old is a goldfish. He was adopted after a score of four
playing cards with four darts at Bridgwater Fair and has put up with
dirty watr,stavation during our holidays, and several moves without

Py of distres 10 have developed ischae-
it necrosis of his ail fin a8 & resul of his dry four-hour stat on the
draining board and the clotting (or haemorrhage ?) at the tail base.
Most of the fin has now dropped off but he seems unimpaired by this
loss. I hope he will not develop an opportunistic fungus infection at
the site of injury, but perhaps some Domestos in the water will
prevent this.

Why, though, did he suddenly jump from his tank ? Was it an acci-
dent, or was this a genuine attempt at suicide > Was it truly para:
suicide—an act that nearly went very wrong because of its poor
timing 7 1 am not sure that any of my psychiatric collcagues will be
able 1 help with treatment. A little tricyclic in the water perhaps ?
Electric convulsion treatment s certainly not on, and the thought of
sectioning him reminds me uncomfortably of sardines on toast.—
ANDREW BAMJI, MRCP, Middlesex Hospital, London.
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