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PRACTICE OBSERVED

How To Do It

Create and maintain an age-sex register

F M SULLIVAN, ROSEMARY C EAGERS, KATHERINE LYNCH

An age-sex register is thought to be a good thing by many general
practitioners'; despite this half of those surveyed recently did not
have one and most of these had no plans to establish one.2 This
seems surprising when information technology that will make a list
of patients arranged according to age and sex is available to all
general practitioners and family practitioner committees (health
boards in Scotland).3 These computerised age-sex registers are easy
to create and maintain with regular-for example-quarterly-
updates to ensure accuracy and concordance between the informa-
tion held by general practitioners and by family practitioner
committees or health boards.

Ifprovided with an age-sex register most general practitioners see
its advantages. Some of its uses are in (1) patient administration, for
assessing capitation fees and eligibility for services (particularly in a
practice with a mobile population, for the receptionist can quickly
find out if a patient who presents to the surgery is registered);
(2) monitoring changes in list size and structure, which can help in
practice administration; (3) identifying groups by age and sex,
which is important for screening and immunisation programmes
and in the running ofwell woman clinics; (4) providing a morbidity
register for diseases such as diabetes and hypertension; (5) pro-
viding an "at risk" register for patients with social problems, who
smoke, or who are receiving long term treatments; and (6) teaching,
in listing patients who are willing to see students. As it is unlikely
that computerised systems will be universally available in the next
few years how might general practitioners create and maintain their
own age-sex register?

Registers were first described in 1963 in Britain,4 and a wide
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variety are now in use. Some are described as instant' or easy to use,6
being based on colour coding of the spines ofA4 records or medical
record envelopes. Some doctors use loose leaf folders or have
devised their own card system; but the age-sex register most
commonly used is the Royal College of General Practitioners' card
system.

How do you begin?

Cards (figure) are available from the information services
department of the Royal College of General Practitioners, Princes
Gate, Hyde Park, London SW7 IPU. Each card measures
10 5 x6 cm, and 1000 can be stacked into a standard storage cabinet
(Velos 38x 15 x 12 cm); these are also available from the same
source. Male patients are allocated blue cards and female patients
pink. Basic information on the card consists of the patient's name,
date of birth, and address. Various other pieces of information may
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Card available from Royal College of General Practitioners.
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be recorded, and there is space for morbidity details on the back of
the card. The cards are then arranged in the folders alphabetically in
years of birth with separate cabinets for male and female patients.
For patients under 2 years old chronological order is by month
rather than year if the register is to be used for immunisation
programmes.
The necessary data may be extracted directly from the medical

record envelope or A4 record, but a more accurate list will be
obtained if the family practitioner committee or health board is able
to provide a list of names and dates of birth which can be matched
with the practice records. Obviously there will be unmatched names
that represent patients for whom the doctor receives a capitation fee
but for whom he has no record, and for others he will hold records
but obtain no capitation fee. This "inflation" and "deflation" of the
list has been quantified at 4% and 2% respectively.7 The method of
reconciling this problem depends on many factors but principally
on the degree of accuracy required.

How much will it cost?
Little training is required by staff who are to construct the

register. Filing clerks can complete 40 cards an hour, and the cost
for each 1000 patients on the practice list works out as follows: 25
hours' work at £2 an hour (Whitley Council rates for a clerk aged
18)=£50,1 less 70% reimbursement=£15; this plus the cost of
record cards (£9.70) and a cabinet (£17.65) brings the total cost to
£42.35.

How do I keep it up to date?

Patients removed from the list should be notified to the general
practitioner by the family practitioner committee or health board.

The reason for the patient leaving the list should be entered on to the
card and kept in a separate "dead" patient file for possible future
reference-for example, if a patient later rejoins the list or a cancer
registry writes requesting details about a patient. Coding of reasons
for removal from the list might be: X, transfer to another doctor
within the family practitioner committee area; R, removal to
another area; N, transfer to another doctor within the area, the
patient having given notice; C, transfer to another doctor within the
area with the first doctor's consent; D, death; E, embarkation;
S, enlistment. When a patient registers with the practice a
"provisional" card may be kept in a separate box and moved to the
main file when confirmation is received from the family practitioner
committee or health board. Patients' details may be updated by
asking patients who attend the surgery to review data thus recorded;
questionnaires have been found useful for this purpose.9

If you think that an age-sex register will help you, your patients,
or your staff the system described above is available quickly and
cheaply. It will suffice until the halcyon days when computerisation
of family practitioner committees and health boards makes it
obsolete.

References
1 Anonymous. Age-sex registers [Editoriall. JR Coil Gen Pract 1977;27:515-7.
2 Cooper RS. Do most practices have an age-sex register? Results of the West Midlands age-sex

register study. BrMedJ 1985;291:1391-3.
3 Sheldon M, Stoddart N. Trends inGP computing. London: Royal CoDege of General Practitioners,

1985.
4 Records and Statistical Unit. The age-sex register.J R Coil Gen Pract 1963;6:1%-7.
5 Henderson J. Instant age-sex register. BrMedJ 1984;288:1967-8.
6 Hosie G, Hosie J. An easy to use A4 age/sex filing system. BrMedJ 1982;285:179-81.
7 Sheldon MG, Rector AL, Barnes PA. The accuracyofage-sex registers in general practice.JR Coll

Gen Praci 1984;34:269-71.
8 Practice Memorandum. Medical Economics 1986;7:114.
9 Sheldon MG. The patient questionnaire. Update 1976;13:651-60.

(Accepted 97une 1987)

DOCTORS IN SCIENCE AND SOCIETY

Support for research

Henry Wellcome was a product of that same technologically exciting and
entrepreneurial American society of the later years of the nineteenth century
that had given Rockefeller and Carnegie their opportunity. Originally an
American from the midwest, Wellcome had worked at an upcountry
drugstore owned by an uncle and he had been a travelling drug salesman. In
1880, however, struck by the commercial opportunities opening up in Great
Britain, he formed a partnership with Silas Burroughs with the intention of
introducing into Bnrtain the manufacture of ready made pills, which he
called "Tabloids," a new technology at a stage of active development in the
United States.

It was an immensely successful venture. Silas Burroughs died in 1895, and
when Wellcome followed him to his Maker more than 40 years later he
controlled one of the largest industrial fortunes in this country. The
puritanical son of a missionary father, he was, like John D Rockefeller,
imbued with a moral responsibility towards his fellow men and their
misfortunes, and it was this that guided many of his actions throughout his
long life. At his death he left his entire fortune and his commercial
enterprises to trustees who were to continue to control his business as sole
shareholders. The Wellome Trust, created under the terms of his will, has
had a major influence through the years on medical and scientific research as
well as on tropical medicine and the study of the history of medicine.
The trust has been of extraordinary importance to a whole generation in

this country. It has given a start in their careers to many young men and
women. It has provided vitally important support to our universities and
medical schools during the recent period of severe retrenchment. Without
the trust's imaginative schemes for the support of clinical research fellows,
senior lectureships, special awards to prevent individuals joining the "brain
drain," and linked appointments for basic scientists working in clinical
departments the position in the medical schools today would be nothing
short of disastrous. For whole departments the enthusiastic encouragement
ofthe trust and its officers has been ofvital importance in the development of
new initiatives. The trust has invariably been more receptive of new ideas

than other grant giving bodies in this country and is always prepared to look
at novel ways of doing what needs to be done. Within its elegant premises in
Regents Park it tends to lend a more understanding ear to the problems faced
by research workers than do more formally constituted bodies. For those
working overseas, in Thailand, India, East Africa or Belem, the trust has
given support that has often been more than merely scientific. As the
director of the trust has pointed out: "A flexible, relaxed, helpful body is of
great importance to those who seek funds," The academic community ofthis
country is particularly fortunate that the Wellcome Trust has been just such
an organisation.-CHRISTOPHER BoomH.

Clinical science today

Why is there a need for clinical research? So far as the nation is concerned
support for basic scientific research is an obvious requirement and is very
easy to justify in view of the extraordinary success of British biologists in
winning Nobel prizes. The distinction between basic and clinical or applied
research, however, is a sterile debate. As Pasteur put it: "Il n'existe pas des
sciences appliquees, mais seulement les applications de la science."
We need clinical research for four main reasons. Firstly, as part of the life

sciences it contributes to the overall body of scientific knowledge from
fundamental studies ofman in health and disease. Secondly, it develops and
applies advances in the basic sciences and in technology to the effective
investigation and treatment ofhuman disease. Thirdly, clinical research has
the responsibility of maintaining a constant assessment of both new and
existing methods ofclinical practice. Finally, it ensures that teaching at both
undergraduate and postgraduate level does not degenerate into dogma.
CHRISTOPHER BooTH.

Doctors in Science and Society by Christopher Booth. Published under the
BMJ's Memoir Club imprint on 30 June 1987. ISBN 0 7279 0189 3. Price
£14.95; overseas £19.50; USA $32. BMA members £13.95; overseas £18.50;
USA $30.
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