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PRACTICE OBSERVED

Research in General Practice

Finding funds
JOHN HOWIE

In these times of financial cutbacks and increasing cost con-
sciousness even the occasional researcher is being forced to cost
and find funds for relatively minor outlays for research, snch
as postage and travel, and even to price his own worl
and that of secretarial, reception, and nursing staff who m.;m
become concerned in his planning or fieldwork. Similarly, the
worker whose activities are on a larger scale and who is secki
relatively substantial monies—usually to employ full time or
time research staff—is now finding the competition for
available money tighter than for some time and risks wasting
time as well as having his enthusiasm dented if applications
are misdirected or poorly prepared. This paper attempts to
help the general practitioner who is wondering about the
financial implications of his proposed research, firstly, to cost
i , secondly, to decide from where to scek help, and,
thirdly, to prepare his case for support.

Costing research

Personnel—It is helpful to think of secretarial time (addressing
letters, coding replies), receptionist time (drawing out files),
nursing time (added clinical tests or measurements), and
doctor’s time (extra consultations, visits to libraries or col-
leagues). Much of this may be regarded as normal investment in
patient care and some can be funded on this assumption; but
the support of colleagues in a partnership may be more easily
gained if the study being undertaken may be seen to be financially
independent.

Data processing—This is worth considering up.nuly ln
times past sutistical help and computing
usually provided free by universities or health boards, bm
recently most of these services have been made to funchon on
commercial lines and at least an clement of time and overheads
is liable to be charged and should be thought about in advance.
the cost is being totalled it is usual to add 25% (to
cover National Insurance and superannuation) to full time
salary levels and it is necessary to anticipate annual salary
increments. It is not normally necessary to allow for inflation
or for salary awards but wise to check with any fund giving
body that increases beyond the researcher’s control will be met
by the sponsors.

It is a mistake to think that good research needs to be ex-
pensive. Good ideas cost nothing, and, indeed, much of the
best general practice research has been financed wholly within
the researcher’s own resources. Looking outside one’s own
practice for funds has one good effect—it forces the applicant
to think through what he wants to do and check whether his
methods are appropriate. On the other hand, delays become
almost inevitable and frustration is extremely common; the
search for outside resources is like a car journey in bad weather
—not to be encouraged unless really necessary.

Sources of money

‘The following sections discuss several sources of moncy
available to general pracitioners for rescarch. In each some

Materials—Where circulars require ing costs may
mount surprisingly quickly. Where substantial amounts of data
will be generated filing space may be required and items such
as tape recorders and typewriters may be needed to record
data. Travel costs may be included under this heading.

Department of Groersl Practice, Leviason House, 20 West Richmond
St, Ediaburgh E|
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y only very g the quantity of
funding likely to be considered is given, nnd some general hints
on making approaches are included. It is sensible to approach
the administrators of funds which seem appropriate for advice
on whether to apply as well as how and when to apply. This is
not regarded as canvassing and invaluable help on preparing
applications is usually readily given.

The British Medical Association publishes a Research Funds
Gunde (available from the BMA, London) and the Association
of Medical Research Charities has recently published the fifth
edition of its comprchensive (but not exhaustive) guide to
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drawn between biomedical (cause of discase and experiments in
treatment) research and health services (application of cxisting
cdical Research il more often

pressed a desire to see more funding of general practice research

but the applications have (rightly) to be of a high standard
academically and to be seen to be of potentially wide general
importance.

Preparing an application

Advice on how to prepare an application is included in the
further reading referred to at the end of this paper. The main
points to highlight are the importance of consulting the officers
of the relevant bodies in advance of srting to prepare an
application and the wisdom of taking advice from experienced
.pphmm. writers before sending a final version to its destina-

The general format requires a short informative summary of
intentions and methods of the project, leading into 2 statement
of the problem to be investigated, a concise review of relevant
published work, and a precise statement of the detailed aims of
the study now being described. Applications should normally

s
benwndzooowom.(ummm)lmmamm.m
might form about a third of the document. The main section

mmmhr)undofwh:npmmu(ormdswdm) will
be recruited and how be obained,
given, and confidentiality protected. The expected expenditure
has to be justified (allowance should be included for super-
annuation and national insurance and national salary scales
should be used where possible). If appropriate a statement on
the ethical acceptability of the study should be included.

The process is an exhausting one; although it usually leads
to producing a tighter and better project, it also incvitably
brings delays and frustration and risks loss of motivation.

Good research need not cost much. Where funds are required
they should be costed realistically and defrayed by the simplest
methods possible. Many avenues for funding are available and
advice should be sought from those who have research ex-
perience.

Further reading

Handbook of the Association of Medical Research Chariies. Sth ed. 1983.
Available from The Association of Medical Research Charities, West
Hill, Putney, London SW15 3SW.

Howie JGR. Funding research. Research in general practice. London

Croom Helm, 1979.
British Medical Association. Research funds guide. 3rd ed. London: BMA,
1976.

Organising a Practice

Making an appointment system work

D N H GREIG

Appointment systems have been a feature of general practice
for at least 15 years and soon most doctors will never have
known anything else. Looking at practices to see if they are
suitable for training future general practitioners, I have come
to the sad conclusion that many doctors stll do not understand
what appointment systems are about. Typically, these are keen,
kind doctors, they have an electrocardiograph, and may even
be thinking about a microcomputer. Surgery starts at 8 30 am
and patients are booked five minutes apart. There is a red line
across the appointment book at 9 40 am. After this the patients
have to specify that the appointment is nceded “urgently” if
they want to be seen by the doctor that day. Evening surgery
starts at 4 30 pm and goes on until 6 pm. There are no routine

They are like a ship at sca pushing ahead of them a bow wave,

but it is not a bow wave of water it is a bow wave of deferred
work.

The doctors never left the building until after 11 am, as
telephone calls had to be made and repeat scripts written and
signed. In one such practice they had an average of four new
visits per partner a day, or so they said. Even so they had
allocated over five hours for house calls, an average of one call
an hour and an hour for lunch. If I was one of their patients
and wanted to see the doctor I would certainly try and swing it
towards a visit. After all, if it is serious enough to be “urgent”
it is probably serious enough to keep me at home.

1 think that there are two main reasons why this situation has
come about. I will deal with the most obvious one first. It is
the belief that if it is difficult for patients to get an :ppomtmem
they will not come for trivialities. How true is this? Doe:
having to wait for two days deter people from making .p-

? I think not. Suppose you have a new symptom

The Health Centre, St James, Taunton TA1 1JP
D N H GREIG, M8, MRCGP, general practitioner

which you think could be the prodrome of something nasty.
You decide to see the doctor and get an appointment two days
ahead. You then feel better. Knowing how long you have to

1422

funding sources (see below). Advice may also be obtained from
the Royal College of General Practitioners (London, or locally
from faculty secretaries), from departments of general practice,
from regional health authorities and health boards, and from
the Health Departments.

GENERAL MEDICAL SERVICES

In cffect, financing research through the general medical
services element of practice income means that overheads like
postage and telephones are paid from basic practice allowance
and are tax deductable and that 70°, of the costs for ancillary
staff (within the normal Red Book maximum staffing levels) are
refundable with the balance being tax deductable. The general
practitioner will have to finance or find his own rescarch time,
and although this may be done during the working day with
the support of his partners, more often than not research
becomes at least in part an out of hours activity. There are
substantial advantages in this approach to funding because it
may iated with minimum delay and litde administrative
difficulty. Not the least of these benefits is that the risks (not
least to pride and enthusiasm) associated with an unsuccessful
application to an outside body disappear.

Because almost any research that a general practitioner will
want to fund will have potential benefit to his patients or will
contribute to thinking about the organisation of health services
there seems no moral objection to using general medical
services funding in this way lnd l‘or !h:s purpose. Indeed, it is
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should be made in advance of application to the Scientific
Foundation Board at the college in London. Standard advice
on the format for preparing applications will be provided.

CHARITABLE SOURCES

As indicated above a wide variety of charitable bodics have
funds available to support research, the preferred fields of
research usually being reflected in the name of the charity. The
fund awarding policy varies from charity to charity and from
charities as priorities and sums available
X a mistake to believe that these bodies represent
soft touches and most of them are advised by fairly prestigious
panels of experts whose leanings and sympathies seem more
nowble for unpredictability than any particular bias. The
Nuffield Foundation, the Nuffield Provincial Hospitals Trust,
and the King's Fund are important sources of (usually, but not
necessarily) larger scale funding with willingness to support
projects over a wide range of interests. Applications are normally
refereed and research proposals from general practice are well
received; priorities for funding vary from time to time and
once again advice should be sought before application is made.

PHARMACEUTICAL INDUSTRY
The pharmaceutical industry has a large rescarch budget

mostly devoted to funding its own projects whether these are
or in the areas of testing efficacy and safety.

hard to imagine any ing that invests
5o litte in “research and dmlopmem as does general practice.
At the same time the and non-tax

expenses implied in the arrangements described above are
quite manageable; a half time clerical post and 1000 circulars
would mean a net financial loss to & group practice of five
parmers of about £100 per doctor over one year.

LOCALLY AVAILABLE HEALTH SERVICE FUNDING

Sums of money are made available by central government
(Department of Health and Social Security and the Scottish
Home and Health Department) to regional health authoritics
(England) and health boards (Scotland) to help provide small
sums of money for locally organised research projects. These
sums are available for on an

Such are the difficulties of designing and interpreting clinical
trials that it is becoming less and less likely that single prac-
titioners or even small groups of doctors will be able to attract
support for sciennifically valid work in this field. It is, of course,
common for companies to approach doctors for help with
projects under their own control. Each approach should be
considered carefully on its own merits and discussion of this
kind of research is outside the scope of this paper. The industry
is clearly willing to consider requests to help general practice
rescarch at many different levels and appreciable help has been
given in funding both full time and part time posts (often
held in association with university departments) and in providing
sums of money for overheads and general support. Many of
the projects supported have had no direct implications for the
products of the companies concerned, and, once again, the

y
basis and administrative ments for their award or
allocation should be inquired about in local health service
offices. In general, support is given in small aliquots (from as
litle as perhaps £100 to roughly £3000) and will normally
provide short term funding to a researcher carrying out a pilot
study before making a more substantial application clsewhere.
Items of equipment may be wholly or partly {unded from
separate funds and again local inquiries are worth

On the whole, these funds are competitively sought and lttle
of the money goes to general practice. Whether this is because
few good applications are made from general practice or
because general practitioners rarely participate in the work of
allocating committees it s difficult to be sure. A good application
could casily be supported—even if only to demonstrate im-
partiality !

ROYAL COLLEGE OF GENERAL PRACTITIONERS

The only important source of relatively protected money for
general practice research is the Royal College of General
Practitioners, which administers a modest budget through its
Scientific Foundation Board. The total sum of money available
is roughly £30 000 a year, and this is normally split into amounts
between £500 and £5000 to attempt to share resources as widely
as possible and still provide sufficient money to give worthwhile
support. Inquiries about the likelihood of attracting support

of taking advice on where and how to apply must
be emphasised. Applications are less likely to be in competition
with parallel requests than is the case with most other funding
bodies, and there are rarely explicit rules for submitting or
assessing submissions.

OTHER NON-GOVERNMENT SOURCES

Finding a convenient way to categorise sources of funding is
as difficult as raising money itself, and this category is not
particularly homogencous. The BMA offers a range of prizes
and scholarships for various purposes, including research.
General practice can and does gain support in this way and
details should be sought from the BMA in London. The
Health Education Council and the Scottish Health Education
Group support research in subjects relevant to their obvious
interests; small sums may be made available “at officer level,”
while larger applications will have to be referced with the
inevitable delay that this implies.

MAJOR FUNDING BODIES

Where applications seek funds for over £10000 the usual
practice is to approach a source of national (government)
funding, directing the application to the body most interested
in the relevant type of investigation. A division tends to be
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wait for another appointment would you then cancel it?
Obviously not. After all, you might get symptoms again and
have to restart the whole process from the beginning. On the
other hand, if you knew that appointments were readily available
you might have treated yourself expectantly from the start.

The second reason is to do with workload for each doctor,
and it may be that this is where the trouble started. With a
shared list, each partner seeing anyone’s patients, the recep-
tionists are bound to book any later appointments with the
doctor who is going to finish first. Inevitably, if there is a doctor
who is lazy or overwhelmed he reduce the amount of
effort he has to put into the surgery by asking paticnts to come
back unnecessarily. If all the doctors play this game the only
way out is to draw a line across the appointment book and
delegate to the receptionists the responsibility for deciding
what is meant by “‘urgent.” Such behaviour by the doctors is
unfair to their staff and may lead to other problems.'

Accessibility

The essential qualities of a general practitioner are acces-
sibility and continuity.! How do we achieve accessibility ? The
patient expects to see the doctor when he is ill. When he is
being seen he should also expect not to feel rushed. But the
doctor has a problem, too, because he does not want to be idle
between appointments. This means that traditional ideas have
to be radically changed. Some years ago we agreed that all
parmers in our practice would have at least one open ended
surgery every day. By this we meant that if a patient rang up to
ask for an appointment they were offered one that morning.
Thus patients can always see the doctor of their choice within
24 hours, and if it is really urgent they can be scen immediately.
Each partner has to see only people actually registered with
him, although when it comes to the point we are all willing to
see each other's patients occasionally. This is the system of
individual lists and it means that the quicker and more cfficient
doctor will not be penalised. It is also better for the patients as
it helps to avoid a collusion of anonymity.” We have now gone
one step further than the open ended surgery system and ask
the receptionist to try always to persuade the patient to come
in that morning rather than defer sceing the doctor until
tomorrow. ms takes the pressure off the evening surgery and

k is almost empty
at the bmnmng of the morning. Then if a crisis blows up,
such as a partner falling ill or even going off at short notice for
pleasure, we do not have to contact so many people to cancel
their appointments.

How long should each appointment be? Whereas Thomas
found that giving longer appointments at random did not reduce
the chances of a patient returning with the same problem,*
Hughes compared two practices and found that where longer
appointments were arranged fewer repeat prescriptions were
written and the patients were less likely to come back within
the next four weeks.* So perhaps there is a case for g.vm.
longe y. Long
this context meaning 10 minutes rather shan Ave, which is
niggardly by North American standards. Stott, however, has
pointed out that one of the characteristics of a good general
practitioner is the variation in the length of his consultations.*
A rigid appointment system does not result in good general
practice.

Coping with the long morning in surgery

One thing that we have had to get used to is that we may
have to spend much of the morning in surgery. Now that we
have a practice nurse we have been deprived of all those helpful
“catch up” appointments, such as injections or a blood pressure
check; even the intermediate certificate and OSC 1 have gone
long ago. Consultations are often more intense as we become
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aware of the many more tasks that they may enwil.’ The
answer is to space appointments far enough apart not to fecl
rushed and overwhelmed by the tyranny of the time table. If
gaps occur they may be used for dealing with correspondence,
repeat prescriptions, or just gossiping. There is a long coffce
break at 10 o'clock. Any practical procedures such as minor
surgery and insertions of intrauterine contraceptive devices are
slotted into the morning's programme rather than into a separate
session in the afternoon. These give a welcome break when one
can use one’s hands instead of one’s brains.

Since we are now so available in the morning we felt able to
put a restriction on the evening surgery. This makes scnsc
because the main users of the health service are elderly people
and young women with small children who find it more difficult
to get to the surgery after dark. What is more, the laboratory
and hospital appointment clerks all disappear after 5 o’clock.
There are appointments available for the minority users (the
working man or woman). It is surprising how litde demand
there is for them.

None 1 2 3 “ 5
New visits.

'
716 1—Poisson distribution of new visits observed for 200 days.
Histogram shows number of visits expected.

How well does it work?

‘Whether or not you make changes in your work methods it is
important to find how good a service is being provided. One of
the simplest measures is the number of out of hours calls.
Failure to provide a good service during the day will mean that
patients will call the doctor out in the carly evening or even at
night. The doctor who claims that he has a lot of night calls
should be looked at with suspicion. In the same way a high
visiting rate might reflect a poor service in the surgery. Using
the visiting rate to monitor the appointment system may be an
oblique approach but it has several advantages. The numbers
are smaller and there is also less difficulty in separating contacts
that are doctor ited from those that are patient initiated.

Briefly, the idea is that not only should the number of new
visits be few but also they should be randomly distributed and
should follow a poisson distribution. If they are not randomly
distributed there is the possibility that, for example, the
Teceptionists are rationing them if the patient makes a call late
in the day, or there are already too many in. Fig 1 shows 200
consecutive visiting days from my own practice and there is a
gratifying close fit to the poisson distribution. Fig 2 shows the
expected number of visits when the visiting rates are different.
Although my own list of patients is 2300 with 13% aged over 65
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(national average 15°,), it has to be said that communications are
good and it is relatively easy to get to surgery. The rates would
obviously be much higher in a rural area or with an elderly
population. Note, incidentally, that for three days out of five I
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can cxpect no new visits. Fig 2 shows why. The horizontal
axis is the average daily visit rate. The vertical axis is the
probability of the event occurring. The curved diagonal lines
represent the probability of having at least one, two, three, or
more visits. My own average visiting rate is 12 2 day, and this
is represented by the dotted vertical line. Going back to the
practice with four new visits a day, assuming a very generous
30 minutes a visit, they have allocated themselves enough time
for 10 a day. This is an cvent which is probably not going to
occur as often as once in four years.

It used to be possible to rush through 15 or 20 patients,
snatch a cup of coffee, and get out on the real business of the
day doing visits. Years ago when I first went into practice I had
to do 26 visits on the same day. I think it is a fear of being
overwhelmed by this sort of demand that has made me so
resistant to change. On the other hand, my time is expensive,
and as it is paid for by the patients it should be available to them
as and when they need it.
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Practice Research

Mental illness in inner London

CONRAD M HARRIS

Abstract

From the perspective of general practice, hospital data
indicating that the prevalence of mental iliness is much
higher in inner London than elsewhere in Britain may
be misleading. A study in five inner London practices
found morbidity patterns for mental disorder similar
to those recorded in a national survey.

Introduction

Figures from sources outside general practice, such as hospital
and other data quoted in A Survey of Primary Care in London,

Department of General Practice, St Mary's Hospital Medical School,
Lisson Grove Heaith Centre, Gateforth Strect, London NW8 SEG
CONRAD M HARRIS, Mz, Frcar, director

indicate that the prevalence of mental illness is much greater in
inner London than in other parts of the United Kingdom with,
for example, high rates of suicide, addiction to narcotics, and
admission to mental hospital. Is it safe to assume, therefore, that
an inner London general practitioner's experience of looking
after the mentally ill is very different from that of general prac-
titioners elsewhere ?

Methods and results

Five practices located in Kensington, Chelsea, and Westminster or
in Camden and Islington collaborated with the department of general
practice of St Mary's Hospital Medical School from 1979 to 1981 to
collect data about all their patients and consultations. The data used
here relate to 1980, and at the midpoint of the year the practices had
32524 registered patients. As expected in this part of London, the
proportion of young adults and the ratio of women to men were both
very high; consultation rates and patients’ consulting rates have
therefore been directly standardised to the population of England and
Wales for 1981 to facilitate comparisons with other sources of data, the
calculations being based on five year age groups for men and women.

Up to two disgnoses could be recorded at each consultation; they
were made without agreed criteria and coded according to the ninth
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children who show any signs of iliness go through a complex
process of decision making, which includes reference to past
experience, the advice of others, and the estimation of risk,
cost, and likely benefits.! *

Blaxter and Paterson, in a detailed study of families in social
classes 1V and V in Aberdeen, showed that families who were
more disadvantaged (in social and economic terms) were more
likely to consult less than other familics, and they suggested
that the mothers might both perceive illness in their children
less readily and also consult less readily.” Collins and Klein
reanalysed data in the General Household Survey and concluded
that there was no evidence for “over usage” of general practice
by people in poorer socioeconomic groups, and that the reverse
might be true.

The consultation patterns of children differ from adults in
apparent social gradients, and other evidence suggests that the
“rules” applied to the decision to consult are different for
adults and children,’ so we decided to study the consultation
patterns of children in a small urban general practice to identify
socioeconomic factors that might be associated. The aim of the
study was to relate children’s consultation patterns to social
factors and to attitudes expressed by mothers about their
children’s health.

Method

A long cstablished single handed Dundee practice, based in the
doctor’s house, was taken over by the university department of
Reneral practice in 1977 and after two years in separate premises it
moved 10 8 new health centre with two larger practices. During the
study period (1982-3) three established practitioners (members of
the department) and a trainee worked in the practice, which had &
list size of just under 2000 patients. Out of hours calls were covered
by a rota with the other six doctors in the health centre. One casualty
department serves the whole of the city and sends carbon copics of
all attendance records o the patient’s general practitioner.

All families with children under 12 years were invited by letter to
be included in the study. Of 120 families, only one refused to take
part. Three were excluded because the mother was not registered
with the practice, and three moved away during the study.

CONTACT RECORDING

All face to face contacts with doctors were recorded on contact
sheets, noting the type of contact (doctor or patient initiated, and at
home, in surgery, o in a baby clinic), and up to threc problem
statements. ly sufficient details
appropriate to the circumstances, such as symptom, syndrome, or
cause of disorder or discase, if known. Casualty attendances were
recorded from the duplicate hospital notes, routinely sent after each
attendance. The problem statements were coded according to the
International Classification of Health Problems in Primary Care.*

The children were allotted to four age groups, bascd on their age
at the midpoint of the study (under 2 years, 2 0 4, 5 to 7, 8 to 11).
All contact data were entered on to computer file for analysis using
SPSS (statistical package for the social sciences) on the Dundee
University DEC-10 computer.

ch mother was interviewed in her home during the study by

JG, using a semistructured format, to obtain basic sociodemographic
data and also her answers 1o a test of knowledge of children's illness
and 10 & scenario instrument to assess her intentions in_hypothetical
illnesses ¢+ From the contact data the number of patient initiated
contacts for each child was calculated. There was a clear age gradient
with decreasing contacts with age (table 1) 5o a standardised index
was devised to control for age of child and number of children in the
family: Age standardised consultation index - (Sum of observed
contacts + 100)/Sum of expected contacts, where expected contacts
were the average for each age group.

Results

roblems that had been recorded on contact sheets were
classified into the main ICD (International Classification of Diseases)
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groups and further amalgamated when numbers were small. Table 1
relates 1o contacts initiated by the family, usually the mother, and
table 11 to contacts initiated by the doctor or health authority (in the
casc of immunisation and screening). All such preventive work was
done by the practice for all families on the list. There is a clear age
gradient in overall contact rates, most contacts initiated by patients
showing the same trend, but only prevention in the doctor initisted
contacts.

Because the same coding was used these rates are directly com-
parable with published results from the second national morbidity
survey (1970-1)." Table 111 gives the rates for all conditions, for
three groups of conditions, and for one specific diagnosis. There is a

TABLE 1—Distribution by age and problem category of 502 contacts initiated by
patients during the study year (rates per child in parentheses)

Age group (years)

1CD group Underz 24
(h=39)  (n=4K  (n=4D)
1 Infections 07 1704 1303
tal and sense organs 34 (09) 3507, 16 (04)
v a20n S s
o6 1203 7102
XVI Symptoms, signs, and ill

defined condicions. 1504 102 1103
XVILT rauma 1506 10002)  6(01)
Al other 1003 601 602

All Condutions 159 12 108
Overall rates per child per year 1 30 26

1CD = Internacional Classification of Diseases.

TABLE 11— Distribution by age and problem category of 273 contacts initiated by
doctor during study year (rates per child in parentheses

Age group (years)

1CD group Underz 24 5.7 811
(0=39)  (n=48) (n-42) (n=38)

1infections 2o 2 s@n 50D

Vand VI Mental, nervous sysiem

and sense organs 1003 2108 2408 )

S03 Loy O 6 b
509 3106 90  2(—)
902 40U 2(=) 502D

Al conditions 106 7 5 28

Ovenall rates 27 s s o5

TABLE 1—Compartson between study data and Second National Morbidity
Survey (1970-1)

Source NMS Dundee Rato  NMS Dundec Ratio

Ase group, ©4 o) G193

ATl conditions 30 s 1s 193 306 16

Infections o2 0% 22 022 o0& 18
P D3 0o 08 100 13
0% 122 20 = =z
029 0% 31 o135 o2 19

noticeable di that requires ion. Consul rates

north of the border are generally reported to be higher than in
England.* The difference in age grouping for the older age group
might have a small effect on those figures, but the lower age groups
are exactly comparable. The twofold increase in preventive contacts
Gould represent  real change in practic over the 12 years between the
studies. Otherwise, the difference probably represents a difference in
fliness behaviour of this small group of mothers compared with &
very large sample of the general population.

We wished to identify thosc familics in which one or more children
had had “serious” or at least “significant” disease, by medical criteria,
10 see how this influenced the overall consultation rate for the family.
A list o such disorders was drawn up (able IV) from th list of al
problems encountered, representing the most serious o imy
medical problems. Just over half the families had had at least one
such problem in the study year, and these problems accounted for
nearly one third of all contacts. The relation between this variable
and the consultation index is shown in table V. As might be expected,
there is a positive correlation between the two, and indeed this
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Data relating to mental disorders: five inner London practices (1980) compared with the second National Morbidity Study (1970-1) (NMS2)

Al menat Ansiety Depremion  Schizopheenia  Alcohol dependence and drug
sopula- NMS 2 ,..,....s“‘" NMS?  populs NMSZ  populsc NMS2 _ Sudy popul NMs 2
. - i > cady population
woa ton tion Alcohol 3 Total
‘Consultations 1000 patients %9 298 o3 n B 105 15+ 64 14 5 19¢ 26
Ko'of consulations a8 <, of toual o o 2745 a9 3% 0w o5 om om  op oo
N of indivadusis conling! 1000 paticats O O O A . Y LN SO SO X'

* Standardised 10 population of England and Wales, 1981

revision of the International Classification of Diseases (ICD).* There
were 80 893 consultations, including 3874 with temporary residents;
101 277 diagnoses were recorded, and 20 818 individuals consulted at
least once. Of lhe 79“ consultations for mental disorder, 448 were
with temporary residen

"The table shows findings from the study population, togethe with
statistics derived from the second National Morbidity Study, which
provides the most readily comparable data.> The rates for the trudy
‘population i ut not in the
denominsor, « mapipulation that s satistically swkward but which
reficcts realistically the work of the practices.

Discussion

There are inherent problems in comparing the two sets of
data, Neither study laid down firm criteria for diagnosis, and
disgnostic fashion may well have changed during a decade.
Some combining of data has been required to equate the headings
of the cighth revision of the International Classification of
Diseases used for the national study with those of the ninth
revision. The overall annual consultation rate of the London
practices was only 25 per patient, even with temporary residents
added to the numerator, whereas that of the national sample was
30. The London doctors could record two diagnoses for cach
patient, and did so in & quarter of their consultations, but the
doctors of the earlier survey were allowed only one. Despite
these problems, the similarity of the two sets of data for mental
disorder as a whole suggests that comparisons may still be valid.

The most striking feature of the data is that anxiety and
depression are found with roughly equal frequency in the two

surveys, but the figures for schizophrenia and for alcohol and
drug dependence are very much higher in London. Though
there is little doubt that the difference is a true one, these three
conditions are not common enough to affect the overall pattern
of morbidity greatly: anxiety and depression account for about
two thirds of the mental illness in both samples.

Since the figures from the five practices are closely similar
overall to those of the practices in the national study it seems fair
to conclude that data which demonstrate a much greater psy-
chiatric morbidity in London are misleading in the context of
general practice.

The principals of the practices participating were: D Cohen; L
Jacobs, A Evans, and P Willis; B Jarman, A Elder, and M Constantini-
dou; L Newman, A Antoniou, D Lister, L J Stringer, and 1 Osrin;
and M Wilks and C Wigg. The work was part of a project funded
‘mainly by the Department of Health and Social Security, and I am
grateful to B Jarman and P White for help in creating the recording
system and method of standardisation.
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Child consultation patterns in general practice comparing
“high’’ and “low’’ consulting families
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Abstract

over a 12 month period in a small urban practice were
analysed. Overall consultation rates ranged from 2.2 per
child a year for 8 to 11 year olds, to 638 for those under 2.
Families were grouped according to their average rate
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of new for children, for age.
Families with higher consulting rates scored higher on
an index of economic disadvantage, with mothers who
scored higher on a test of “tendency to consult” and who
were less educated than those in lower consulting families.
The presence of any doctor-defined “significant disease”
in sny child was highly correlated with the family's
consultation rate.

Introduction

“Iiness behaviour,” the processes by which symptoms are
differentially perceived, evaluated, and acted on, is the normal

to the act of lting a doctor, the
general practitioncr. Thus it has been shown that parents of

TABLE 1v—Diagnoses used 1o classfy families as “significant disease present”

No of famities

Problem with any. Total No  Per cent of all
Cpiodes of contacts ontacts

Acute otitis media 37 51 124
2 45 o1
s 18 24
H 3 o4
H 1” 23
1 12 te
Urinary teact infection 4 7 09
Delay in develop: 3 H 07
iour disorders 2 2 29
Non-tuppurative otitis media 2 2 03
Ansemia i 3 o4
an o 224 EY

“61 families had one or more of these problems.

TABLE v—Cross tabulation of famaly consultation index (quartiles) with presence
or absence of significant disease in any child
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Discussion

Consultation rates for children in general practice are higher
than for other age groups (apart from very old people). A small
part of the excess is due to the substantial amount of routine
preventive child care now carried out by some general
practitioners®; in our study this accounted for 28% of all
contacts in children under 2 and much less for older children.
Either younger children are perceived to suffer more illness
than older children and adults or they are taken to the doctor
more readily, or both. Evidence for the first of these was
obtained from health diaries kept by mothers during this study,
in which important age related trends in symptom perception
and frequency of episodes were found corresponding to the
trends in consulting rates. Evidence for the second hypodmu
is provided by Locker' and by Robinson' in their in depth
studies of how families deal with symptoms.
Our results also show an appreciably higher use with lower
ic status. This seems to conflict with Blaxter’s

Consultation index

Medium  Medim Toul
Low Tow high  High
Any significant disease
at least once 7 n 20 2 o
No ngnificant discase
e 2 16 10 5 52

/4=12226, 3 df. p - 00001

TABLE Vi—Differences in sociodemographic variables betwseen highest and lowest
comsulting famlies (high and low quartiles)

Man  Men
o
Variable comutung  conra . »
Tamiter)“Tamiler)
Age of youngens child Y] BT NS
At ot m. sie 83 V4 NS
Noof o 20 i N
orhers” educationallevel
e of 1o 4) 200 162 315 oon
‘ducational level
e of 1104 262 210 Lot NS
o 0% 5 3 o
Cion score® 134 163 Sik 0%
“See text

NS = Not significant

“discase variablc” was far more important a predictor of overall
consulting rate than any socioeconomic variables when all variables
were analysed by multiple regression. Not only do children attend
the doctor when a serious problem is present, but they attend more
often for other problems when a serious problem has been present.

 relation of some of the social and ic variables to the
consultation index are shown in table V1. Familics have been divided
into quartiles according o their consultation index, and the highest
and lowest consulting quartiles compared for the variables shown.
The cconomic factor was derived by factor analysis from three
variables, an economic index (financial state, employment state), a
housing index (area, standard of housing, and overcrowding), and
social class (Registrar General's classification). The scenario action
score was based on whether or not the mother would consult in 16
hypothetical situations.* Higher consulting families were found to be
statistically significantly poorer, the mothers having less formal
education, but family size and age of children or mother were not
significantly different. The mother’s “tendency to consult,” according
to the scenario score, was higher in higher consulting familics, this
difference being independent of all other variables on muluvariate
analysis.

results, which showed less use by poorer families.® The difference
may be explained by the sampling methods used. Whereas our
study population was biased slightly towards the upper social
classes, compared with the general population, Blaxter’s study
was based only on “working class” families, within which
there was a greater degree of deprivation than in our group.
Her detailed study of this deprived group undoubtedly shows a
lack of recognition of children’s illnesses, and a reluctance to
consult doctors among the ““most deprived” families, a distinction
that our study was t00 broad to identify.

ding that a “doctor defined” significant diagnosis is
more highly associated with consulting rates than any social or
cconomic measure is important, if only to set in context the
reported associations between such measures and use. Though
it may be obvious that children with “significant diagnoses”
will have seen their doctor, we have shown that these children
and their siblings attend more often with other, less important,
complaints. The perceived threat of any symptom is heightened
by the previous experience of a significant disease.

We acknowledge the support and sdvice of Professor J D E Knox
and Mrs Christine Mason, and the statistical advice of Mr S Ogaton.
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