
sympathetic towards the part that managers play.11

Likewise, after considering the various background
characteristics that they could use to prioritise in
favour of or against, people are more reluctant to
make clearcut decisions—not because they think that
choices in health care do not have to be made, but
because they recognise that the choices are compli-
cated ones.

There is some evidence that surveys, which largely
elicit people’s initial reactions, and focus groups, which
aim to elicit more considered opinions, generate simi-
lar results.8 10 The findings reported here suggest
otherwise. This leaves a puzzle for future research, but
if the within-subject results reported here are found to
be generalisable, and if the considered opinions of the
general public are required, then doubt is cast on the
value of surveys that do not allow respondents the time
or opportunity to reflect on their responses.
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Effect of UK national guidelines on services to treat patients
with acute low back pain: follow up questionnaire survey
A G Barnett, M R Underwood, M R Vickers

In 1994 the UK Clinical Standards Advisory Group
recommended eight treatment standards for back
pain.1 In 1995 availability of these services to general
practitioners was generally poor.2 We conducted
another survey two years later to assess change in
availability.

Subjects, methods, and results
For the 1995 survey we approached a random sample
of 342 practices (out of 870) in the Medical Research
Council’s General Practice Research Framework (a
UK-wide network of general practices that participate
in research). Of the 307 practices that replied, 290 were
still framework members in 1997 and were sent a
questionnaire identical with that used in 1995 (study
panel). Completing a questionnaire twice can affect
responses (panel conditioning).3 To assess this effect we
randomly selected a second sample from the members
of the framework.

Both surveys asked the practices whether eight
specified services (see table) had been routinely
available to their patients during that financial year
(1994-5 and 1996-7) and whether they would refer
patients to them if they were available.

Responses obtained in 1997 from practices that
had also replied in 1995 were considered equivalent to
those approached for the first time in 1997 if the limits
of the 95% confidence interval for the difference in

proportion of positive replies were no greater than
10%. For equivalence with 80% power at the 95% con-
fidence level,4 on the basis of the service “physical
therapy before six weeks for patients off work,” 211
responses were needed from the second sample. To
allow for non-response, we approached 232 practices.

Paired responses from the 1995 and 1997 surveys
were compared by using McNemar’s test. A logistic
regression model including region, list size, and panel
membership, as appropriate, was used to assess the
effect of fundholding status on the availability of
services.

The response rates were 87% (251/290) for the
study panel and 85% (198/232) for the second
sample. Members of the study panel were representa-
tive in terms of region and deprivation score, but
larger practices were overrepresented. Response
probability was unaffected by region, list size, panel
membership, and practice deprivation score. The vast
majority of general practices reported that they would
use the recommended services if available (ranging
from 88% (urgent referral to a physical therapist) to
99% (emergency referral for possible cauda equina
compression)).

For three services the study panel reported a
significantly better service in 1996-7 than in 1994-5
(table). Changes in practices’ fundholding status did
not explain this. For two of these improved services
panel conditioning may have occurred (table). Only for
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the service “assessment by multidisciplinary team”
were responses unaffected by panel conditioning, sug-
gesting a genuinely improved service. Fundholders
reported that three services were more available:
urgent and routine referrals for physical therapy
(P = 0.01 and P < 0.0001 respectively) and physical
therapy before six weeks for patients off work
(P < 0.0001).

Comment
The national guidelines have not had a clear effect on
the reported availability of back pain treatments. In
contrast, national guidelines on asthma have changed
general practitioners’ behaviour.5 Commercial support
for the dissemination and implementation of the
asthma guidelines—plus the fact that prescribing
recommended drugs is easier than developing services
that require additional health authority resources—
may explain this difference.

Possible explanations for differences between the
study panel and the second sample include: (a) the
behaviour of practices that complete two questionnaires
on the same subject is not typical of all general practices
and (b) completing the first questionnaire increased the
practices’ awareness of the recommendations, leading
them to use existing services more efficiently or possibly
to influence purchasing decisions.

We did not assess general practitioners’ knowledge
or application of the advisory group’s guidelines. The
practices expressed willingness to use the recom-
mended services, and fundholders’ ability to provide
more physical therapy suggests that efforts to improve
access to these services should be focused on the
health authorities and primary care groups.

A poster based on this work was presented at a conference held
by the World Organisation of National Colleges, Academies and
Academic Associations of General Practitioners/Family Physi-
cians in Dublin in June 1998.
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Availability of recommended back pain services reported by general practices in initial study (1994-5) and in follow up study (1996-7). Values are
proportions (percentages) of practices giving valid responses to each question unless stated otherwise

Recommended service
Initial study,

1994-5

Follow up study, 1996-7 % difference (95% CI)

Study panel Second sample
Between study panel 1996-7

and panel 1994-5*
Between study panel and
second sample, 1996-7†

For patients with suspected cauda equina compression or widespread
neurological disorder there is a locally agreed person for emergency
referral who would assess the patient within hours

116/186 (62) 113/186 (61) 98/163 (60) −2 (−9 to 6) 1 (−10 to 11)‡

Patients with possibly serious spinal pathology are seen by a consultant
within two weeks of referral (may entail telephone call to consultant)

215/234 (92) 215/234 (92) 166/189 (88) 0 (−4 to 4) 4 (−2 to 10)

Patients with possible nerve root problems (sciatica) not resolving after
six weeks are seen by a consultant within two weeks of referral

73/225 (32) 93/225 (41) 62/187 (33) 9 (2 to 16)§ 8 (−1 to 18)‡

After urgent telephone referral to a physical therapist for simple pain,
patients are seen within 72 hours

103/212 (49) 115/212 (54) 92/173 (53) 6 (−2 to 13) 1 (−9 to 11)‡

After routine referral to a physical therapist for simple acute back pain,
patients are seen within two weeks

107/236 (45) 111/236 (47) 89/192 (46) 2 (−6 to 9) 1 (−9 to 10)‡

Acute pain relief service is available within 48 hours of telephone
request for patients with severe acute pain and distress not
responding to standard treatment

66/221 (30) 82/221 (37) 51/176 (29) 7 (0 to 14)§ 8 (−1 to 17)‡

Patients with simple acute pain are seen by a physical therapist before
they have been off work for six weeks

203/247 (82) 211/247 (85) 162/194 (84) 3 (−2 to 8) 1 (−5 to 9)

Patients with chronic pain after failed primary care management are seen
and assessed by a multidisciplinary team before they have been off
work for six months

69/225 (31) 104/225 (46) 88/184 (48) 16 (8 to 23)¶ −2 (−11 to 8)

Values have been rounded (exact confidence interval for routine referral for physical therapy is −8.8 to 10.2).
Physical therapist=physiotherapist, osteopath, or chiropractor.
*Confidence interval for paired proportions from McNemar’s test.
†Normal approximation to binomial data.
‡Services for which reported availability was not shown to be equivalent.
§P<0.05, ¶P<0.01.

Endpiece
Curing a spasm
This is how you should treat spasms: light a fire on
both sides of the bed, administer a potion of
mandragora root in a smaller dose than would
cause delirium; and put hot poultices on the heels.
If fever follows spasm, it stops on the same day or
the next or on the next again.

Hippocrates, Places in Man, edited and translated by
Elizabeth M Craik, 1998

Submitted by Ann Dally, Wellcome Institute for the
History of Medicine

General practice

920 BMJ VOLUME 318 3 APRIL 1999 www.bmj.com

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.318.7188.919 on 3 A
pril 1999. D

ow
nloaded from

 

http://www.bmj.com/

