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An Information System in General Practice

Summarz

In the introduction, consideration is given to defects in existing
general practice records and to reports which express the need for
raéical change, Criteria for an iméroved system are enumerated and
a description is given of the problem oriented medical record system
of Lawrence.Weed, 1969 (1). The suitability of this system for
general practice and for computerigation is examined,

The essential element in the linkage of medical records is a
unique patient identification systemt - The Tayside master patient
index is described and details are given of the practice Ak size
medical record and the computer file of patient contact data.

Population demominators are determined eaéh year from a computer
practice register rather than rely on the figures from the primary
care divisicn which are inaccurate. The age/sex distribution of the
ﬁractice population compares favourably with local and national
populations, B

Consultation rates provide a useful measure of the practice work
load. The figures show that the overall demand of female patients
is one and a half times that of male patients. The work load is also
mach greater in the 75 years and over age group in both sexes, but
especially in males whose overall demand is twice that of the average
of all ages of men. In contrast to the experience of other practices,
consultation rates have not fallen significantly in the past five
years, In fact, when the contribution of ancillary staff is included,
consultation rates are on the increase. This reflects the expanding
-role of the primary care team. Home visits are considered by some to
be the cormerstone of general practice, yet in the ﬁast twenty years,
home visiting rates have fallen dramaticallf in many practices. In

our practice, rates have remained constant and this reflects both



demand and practice policy. The importance of the place of contact
to the illness encountered is considered later, The practice team
believes it is important to reach out to patients in need rather than
always waiting for them to make contact. Analyses of consultation
rates show that 10% of the practice population {250 patients, of which
% are female) provide 37% of the work load,

Consultation rates and patient consulting rates for the principal
categories of diseases and conditions, I.C.D. 1965 (32), show that
over 80% of the total illness encountered is included in 10 of the 23
categories listed, In the rank order of frequency, symptoms and ill-
defined conditions are top of the list and account for 17% of all
consultations, Symptoms referred to the gastro-intestinal tract
cause the greatest diagnostic difficulty. ~ The pattern of disease in
the practice population is different from that found in other regions.
This is due to differences in morbidity and practice circumstances but
it is also due to differences in the way doctors perceive and classify
disease, The prevalence rates for the various disease categories
were determined and the results confirm the importance of symptoms
and ili-defined conditions and diseases of the respiratory system which
occupy first and second place respectively, in the rank order of
diseases., The former accounts for 1 in & of all patients consulting,
The categories of disease most likely to be encountered at home visits
were psychosis, infective diseases, diseases of the respiratory and
circulatory systems and neoplasms,

An attempt was made to explore the diagnostic pathways from
"undiagnosed" symptom to confirmed diagnesis using a computer link,
The results show thét over 90% of all such symptoms remain undiagnosed
. which has implications for prognosis and treatment. The symptoms
that patients present provoke a wide range of diagnostic activity.

In this practice, over the past five years, the use made of X-ray



and laboratory facilities has increased and that of hospital in~patient
and out-patient facilities has decreased., A detailed analysis is
given of the bacteriological investigation of two specific symptoms,
frequency of micturition and sore throat.

The problem list is an essential element in the patient's medical
record. It is a summary of all his illnesses which is easily under-
stood and greatly reduces the risk that significant problems will be
forgétten;

Few activities are more worthy of scrutiny than drug prescribing.
Over the past five years repeat prescriptions accounted for'27% of all
prescriptions and of the total repeat prescriptions, 18% given to males
and 31% given to females, were for psychotropic drugs.

Antibiotics accounteé for 43% of all prescriptions in the under
1-14 years age group, analgesies for 13% of all prescriptions in the
15-64 years age group, and hypnotics, anti-depressives and tranguillisers
for 23% of all prescriptions in the 65 years and over age group.

This latter group were also given 64% of prescriptions for insomnia
and 93% of prescriptions for heart failure. The importance of drug
analysis is that doctors are made aware of their prescribing habits
and can take steps to modify them, e.g. diuretics given to patients
with ankle oedema and antibiotics to patients with upper respiratory
tract infection. Awareness alone, however, will not necessarily
motivate doctors~to make changes, )

The practice records, the problem indexing system, the data on
morbidiéy and prescribing, are readily available sourceé of inf#rmation
about the quality of medical care. Medical audit can he limited to
a single case record or include all the case records of a particular
disease. When the focus is on the patient and the pattern of care
remediable problems are more readily ﬂetected.

l The information gystem in the practice provides a wealth of

material for undergraduate teaching and is also a source of learning

and research for all the practice team.
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Introduction

1, The existing medical record system,

2. The criteria for an improved medical record system,
3. The problem oriented medical record system,

4, The computer assisted medical record system,

5. The Tayside Master Patient Index.



1. The existing Medical Record System

"During the last fifty years, medical knewledge has advanced
more rapidly than at any other period in its history. New understandings,
new treatments, new diagnostic procedures and new methods of prevention
have been, and are being, introduced at an ever increasing rate.
Procedures that can safely, and conscientiously be applied to both sick
" and healthy human beings are being devised in profusion, with the result
thﬁt certainty and understanding in medicine are increasing apace,"
Annual report of the Medical Research Council 19673.

Despite this unprqcedented advance in clinical knowledge the vast
majority of General Practitioners are still using a 7" x 4" Medical
Record Envelope virtﬁally unchanged from that first proposed by an
Inter-departmental Committee in 1920 (2) under the National Insurance
Medical Service. Complimentafy to the advancements in clinical practice
has been an information explosion. Mitchell 1969 (3). Information on
patients has accumulated to such an extent that an increasing proportion
of medi;al record envelopes bulge at the seams with a plethora of record
cards, letters and reports many of which require to be folded twice to
fit within the envelope, [Retrieving relevant items of information can
be a daunting and time consuming task even when the records are
adequately maintained., As the Royal College of General Practitioners
emphasised in its evidence tc the Royal Commission on the National
Health Service in January 1977 we need to find the way to unscramble the
middle of the record folder contents so that important information can
be identified quickly. (4).

The need for change has been expressed time cd time again in
publications and reports of working parties.

The Gillie Committee in their feport on the Field of Work of the
Family Doctor 1963.expressed dissatisfaction with the format of the
documents used for General Practice records in the National Health

Se“ice- (5)0
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The Tunbridge Committee reporting on the Standardisation of
Hospital Medical Records in England and Wales, 1965, expressed the
hope that General Practitioner Organisations would continue to give
serious study to the purpose and best use of existing documents as well
as to their improvements. (6).

Studies in 1970 and 1971 by Cormack (7) and (8) criticised the
medical record envelope in regard to both form and content as being
inadequate for the needs of modern medical practice.

Gruer and Heasman in 1970 (9) believed that the ultimate objective
was a standard size folder used by all branches of the service.

Pinsent 1971 (10), in a scathing comment, stated that the existing
medical record envelope was antiquated and obsolete and that many years
of use of small medical record envelopes had given éeneral Practitioners
a 7" x 4" mentality.

In 1971 the Annual Conference of Representatives of Local Medical
Committees resolved that as a matter of policy the future medical record
should be of a size to contain unfolded paper of A4 size and should be
made available to those doctors who wished to use it. (11).

Few would disagree that the format of the medical record envelope
is a positive disincentive to good recording. Yet it is clear that
simply to change the format of the record will not by itself improve the
contents, In seeking to devise an improved record system for General
Practice the purpose of keeping records needs to be kept constantly in
mind,

2, The Criteria for an improved medical record system,

The short comings of the existing medical record system has
resulted in a number of publications that provide the criteria by which
any improved medical record system can be judged.

A report published in 1967 by the Scottish Health Services Council
(12) stated tbat any medical record syste@ mist be shown to be of

‘immediate value to the care of the individual patient or to be directly
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of help in improving the technigque and standard of care and to be of
value in research in all its forms.

Noble 1976 (13) believed that the medical record system should
serve as & mechanism for organising and storing all relevant information
in a manner that permits prompt retrieval,

Cormack 1971 (14) acknowledged that medical records were important
clinical tools in the management of individual patients. He considered
their primary purpose in the field of general practice must be to
provide a link between the patient and the practitioner in enabling the
constant establishment and re~establishment of the relationship which is
central to the provision of all medical care.

Ridsdill-Smith, 1977 (15) stated that for the medical record to be
useful to both doctor and patient the doctor must use il at every contact
with the patient, and any results must be recorded in a logical and
predetermined manner,

The Royal College of General Practitionerz in their written evidence
to the Royal Commission on the National Health Service in 1977, (4)
considered that there were two compatible objectives concerning records;
firstly, to provide an efficient record for every day use; secondly, to
provide & system whereby simple information can be collated and compared
with information from other practices without loss of patient
confidentiality.

A system which more than satisfies all these criteria was proposed
in 1969 by Lawrence Weed (1). His system, the vehicle for which he
called the Problem Oriented Medical Record (P.0.M.R.), differs
significantiy‘from traditional medical record systems, . As Metcalf
pointed out in 1972 (16) the current standard way of keeping medical
records can be described as "Source oriented", This makes putting |
information in easy, but getting it out more difficult. Those.Writing
. the record tend to focus down on one or two problems and the_patient-can

. get lost sight of as » whole person,



The problem oriented medical record has been developed to correct
\
these failings.

3 The Problem Oriented Medical Hecord.

The mmltiplicity of problems which patients present is a challenge
to the most experienced physician and is often a shattering revelation
to the novice in general practice, Complaints of being tired, aches
and pains, mental and social problems, lumps in the breast, suicide
attempts, alcoholic spouses are all part of the doctor/patient
relationship.

Weed in his book "Medical Records, Medical Education and Patient
Care" 1969 (1) outlines a system for recording all the patient's health
problems in a consistent and logical way. He describes four phases of
medical action to provide the basic elements of the patienﬁg record,

Data base -~ information about each patient.

The Problem list - a list of-all the patien%s problems,

The Initial Plan -.diagnostic and therapeutie plans for each problem.

Progress Notes - follow~up on each problem,

The data base is the initial collection of information about the patient,

I+ consists of six basic elements: chief complaint, patient profile,
present illness or illnesses, past history and systems review, physical
examination and baseline laboratory examination. Weed takes it as a
principle that the initial collection of data should be as complete as
possible, He accepts, however, that it is up to each doctor, or group
of doctors, to define the content of the data base he proposes to
collect and the group or groups of patients from whom such data will
be collected. Thus data base does not refer to total informatiom but
to defined information.

'As Tait pointed out in 1974 (17) Professor Weed has challenged -
British General Practice to define the essential minimum range of

information that we should have for all our patients.

In order to obtain a consensus of the views of General Practitioners



on the minimum content of data base,Berkeley and Richardson 1975 (18)
sent a questionnaire to a one in three sample of all principals in
Scotland asking them to record how essential they considered certain
items of informationvto be on a general practice medical record.

These items are listed below,

Administrative Past History Current Episode
Name Drug Sensitivity Current Diagnosis
Up-to~date address  Serious illness Date & place of

consultation
Sex : 0perafions Prugs
Date of birth Immunisations Presenting of Sympioms
Marital state + Summary x-ray findings Examination findings
N.H.S. number Summary laboratory

- findings

‘Name of doctor
Date of Registration

Occupation

Three out of four of the doctors who returned the questionnaire
considered it desirable to record all the items of information listed
above with the exception of occupation. This omission is surprising
since many occupations carry health risks and a job description is
egsential when decisions require to be made about a return to work afier
illness or injury, Only a small percentage of doctors considered it
necessary to record any of the additional 20 items of information listed
on the questionnaire, One out of five doctors never recorded
information about family 6r social history, smoking habits, height or
weight,

In the burly-burly of a 5 to 10 minute consultation obtaining a
data base of even minimum content may appear unrealistic. Yet it should
be recognised that the data base need not be completed in one consultation,

for having been defined it may be completed over a period of time. Some/



Some of the information can be obtained from existing records but there
is also scope for the collection of data base information4by paraQ
medical staff and the use of questionnaires completed by patients.
Regular checking and updating of information is essential if the data
base is to be used to illuminate consultations and to provide material
for teaching and research.

The Problem list is derived from the data base and is the key to the

problem oriented medical record., Ideally it should appear as the front
page of the record and thus form a table of contents and an index to
the notes,

A problem includes anything which is relevant to the care of the
patient whether it be a symptom, investigation, family or social factor.
The doctor should list all the patient's problems, pasit as well as
present, social and psychiatric as well as medical., Weed emphasised
-that the list should not contain diagnostic guesses: it should simply
state the problems at a level of refinement consistent with the
physiciagé understanding, running the gamut from the precise diagnosis
to the isolated, unexplained finding. (1). Calling a problem something
that it is not éan lead to immense difficulties in thinking clearly about
the problem. This is particularly relevant to general practice where
episodes of illness frequently cannot be given a precise diagnostic
label, ,

In a leéture at London University in 1973 (19) Weed stated that
patients have a right fto expeet either in electronic form or on paper,

a complete list of their problems, available at all times, no matter
where they land up in the medical care system. Bjorn and Cross, 1970
(20) believed that until complete problem lists becomé an integral part
of patient care, we cannot guarantee the patient either that he is
obtaining all the care that is available or that the care he is receiving

is appropriate in the light of his other problems.



Plang {or probizms, Having identified the problems needing attention

by an examination of the data base, 1he next logical step is to record
plans for ilhie refinement and management of each problem on the list,
When time ig limited the doctor should establish priorities and direct
attention to those problems having the greatest potential fer moving
into the acuie phase, Specific plans should fall into three main
categories: (a) diagnostic, which includes plans for the collection
of further data in oxrder to establish a diagnosis or facilitate
management, (b) therapeutic, which includes plens for treatment with
specific procedures or drugs,and (¢) Fducation and Communication,
which includes plans for the education of the patient and for
comminication with the doctor who is next to use the notes, Gruer
1976, in a report of a working Group (21) under the chairmanship of
Professor I. M. Richardson endorsed the Weed emphasis on explicit plans
being linked to individual problems on the list.

Progress notes., The fourth step is progress notes or "follow-up".

Bjorn and Cross 1971 stressed that nowhere in record keeping is the
problem-oriented approach a more valuable teool than in progress notes.
(20). ' ,

In some problems a single c;nsultation may suffice but where the
problem is to he watched it is necessary to provide some struciure to
the progress notes, It is of especial imporfance to the 'Primary Care
Team' that agreement is reached on a suitable formula for progress notes
since commnication between them is of vital importance if patients are
not to suffer, What is being communicated should be equally
intelligible to all, whether Doctor? Nurse, Health Visitor, Social
Worker or Heceptionist, The form:la proposed by Weed is effectiye in

practice. For each brohlem the progress notes are structured as follows,

with the mmemonic 'SOAP' as an aid {to memory, -



Subjective - what the patient says about his problem.

Objective <~ what is found on examinatien of the problem.

Assessment ~ what is thought about the problem.

Plan - what is te be dome about {the problem.

It is not necessary to make netes on all problems every time a
patient is seen nor is it essential to write a comment under each sub-
heading. Although this method of entry takes up more space, it was
the experience of Acheson in 1973 that doctors using this method wrote
more but not very much more than previously (22). For examples of this
~see pages 25 - 28,

Weed believed that the proper numbering and titling of progress
notes makes it possible to appraise, through auditing, the quality of
data, analysis, and medical performance in any of the patient's problenms,
major or minor. Manual approaches to the problem~oriented audit of
the physician are limited and impractical and computerisation of data
is essential if rapid, effective audit of the physiciang performance is

to be achieved,

L, The Computer assisted medical record system.

At a meetiﬁg in 1972 on "Computers in General Practice", Gruer
(23) stated that the modern digital computer provided a significant
advance in the handling of information with accuracy and speed and
there was little doubt that it had an important part to play in the
future progress of medicine,

Lindberg 1968 (24) thought that there was growing hope among
physicians that computer systems could be used te cut through the
bewildering mass of hand-written pages which constitute the traditional
patient record and eliminate the 95 per cent of the.record which is
irrelevant. He was undecided, however, sbout ﬁhe need to keep a
written record,

In the Livingston Health Services Project 1973 (25) the medical

}record system was computer assisted with a written record held for each



individual on the list of a general practitioner,

Dinwoodie 1969/70 (26 & 27) alluded to the discipline of recording
_data for computer purposes which compelled the doctor to a concrete
decision on diagnosis and classification in every case. Using simple
computer facilities he demonstrated the benefits of continuous morbidity
‘recording for a year in his practice.

5 The Tayside Master Patient Index,

The Scicon report, 1972 (28) stated thatan essential prerequisite
of .an efficient health information system in the long term is a record
of every potential patient in the population served, Lindberg, 1968
(24) recognised, however, that one could not provide a patient with a
true history of his illness nor study the bielogy of such illnesses in
a population because the patients' stays in multiple bespitals could
not ﬁe held together for lack of a unique identifying number.

The need for an integrated approach to information servicegjboth
in the care of the patients and in the plauning of health services,
was recognised by the Tayside Health Board. Early in 1973 they introduced
the Tayside Master Patient Index (29) and (30) with the aim of providing
a unified identification system and source of primary administrative
data for the entire population of the Tayside Health Board. Central
to the operation of the Tayside Master Patient Index was the allocation
of a ten digit unique pumber to each patient, this being the key to
all associated records. (31).

The number is virtually identical in structure to that used for a
number of years in Sweden., This structure is indicated below:-

Db MM YY 123 5
Date of birth Serial Number Check digit

It can be seen that the number consists of ithree parts:-

(a) Date of birth. Externally the date of birth is always

presented in the order day, month, year, Within the computer

the order is reversed for ease of sorting in age order.



(b) Serial number. A three digit number used to distinguish
uniquely between individuals born on the same day, or exactly
100 years apart. 0dd numbers are used for males, even for
females,

(¢) Check digit. A check digit based on the Modulus 11 system

completes the number,

Martin, 1976 (31) Information Services Officer, Tayside Health
Beard peints out that the structure has sufficient capacity for
Scotland but would require‘a preceding leiter or an extra two digits
for general Uﬁited Kingdom use.

The Tayside Health Board wished to carry out a feasibility study
¢f the patient identification system in one of the General Practices in
Dundee. The Beard was prepared to make available computer facilities
for the storage and retrieval of information arising from the docton/
patient consultation. This was a unique opportunity and one likely to
further our aim of an improved medical record in the practice.

The facility to link the records of primary care with those of the
hospital and the community health service was particularly attractive.
For too long General Practitioners have been accustomed to deliver care
for most of their patients' problems, in relative isolation, largely
unrecognised by their specialist colleagues. Furthef the Health Board
was seeking to provide a service for the 'whole person' and not just
%or a specific problem; a concept long considered fundamental to
General Practice.

The benefit to be gained could be summarised as follows:

(1) The computer would provide an index to the written records and a
facility for the surveillance of 'at risk' groups of patien£s that would
not be so easily or so effectively achieved using only a normai record
system.

(2) The record linkage facility would allow the study of health care

‘problems from the viewpoint of primary care, hospital and community and



wonld bhe a first step towards the concept of an integrated medical
record for each patient,

(3) Data would be available in a form that could be processed for
epidemiclogical, statistical and management services.A It would be
possible to study morbidity trends and to evaluate patterns of drug
usage.

(4) TFinally, and perhaps most important of all, the computer would
provide a detailed analysis of the doctor/patient consultation from
which the doctor could evaluate his performance and seek to improve it,
As Weed pointéd out, physicians will be able to govern their own
professional advance to the degree that they are provided with
comprehensive repregentations of what they have done to meet specific
problems. (1). |

Conclusion and Summary

For some years, the doctors in the practice had become increasingly
dissatisfied with their system of recording information. The advent of
the Problem Oriented Medical Record System, however, was the catalyst
which stimmlated them to make a complete change.

Professor Weed's boock 'Medical BRecords, Medical Education and
Patient Care' 1969 (1) was both exciting and explicit. Although his
system was designed with hospital care in mind, the philosophy on which
it was based, with its empbasis on the patient, his problems and his
~ total environment, seemed particularly relevant to general practice.

At the same time the opportunity to take part in a computer project,
involving a unique patient identification system and a patient comtact
~ file, proved an exciting and irrestible challenge.

With the decision to introduce the problem oriented medical record
or, at least, a modified version, it was thought likely that the A4
record would be easier to use and more effi;ient for the purposeAthan
the existing medical record envelope, Céncurrent with the chaﬁgeover

'to Ak size records was the registration of the entire practice population
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on the Taysidé Master Patient Index,

The replacement of the medical record envelope with those of Ak
size was then the first step taken towards an improved medical record
system.,

The method followed to achieve these changes is detailed in the
next section, |

METIIOD
1. AL folder and Regional Unique Number.
2. Patient Contact Data.

1. Ak Yolder and Regional Unique Number

The existing medical record envelope was replaced with a new record
folder based on the International A4 size of paper and containing
appropriate inserts for the clinical notes, nurses and health visitors
records, summaries of important illnesses and investigations, a record
of immunisations and vaccinations, x-rays and Pathology reports and
consultants letters.

The task was undertaken by two members of the practice secretarial
staff working overtime over>a period of six to eight weeks.

Registration data forms for the Master Patient Index were also completed
for each patient on the practice list, No clinical'data was included
but only name, address, date of bhirth and National Health Service
nuunber, Following registration each pafient was allocated a unique
number,

By 1st November 1972 all these preparations were complete and frgm
that date standard details of all patient coﬁtacts have been included
in the case records,

2, Patient Contact Data’

For several years details of all house calls have been‘recorded
on a Grundig EN3 portable tape recorder and transeribed hy a practice’

audio~typist on to the patients' case records, At surgery consultations,



however, the clinical details were written by the doctor during the
interview, With the decision to type all case notes, two Grundig
Stenorette SL tape recorders of a more rohbust type than the EN3 were
purchased for use in the surgery. Though relatively expensive these
have given excellent service during the past five years. The two
existing portable typewriters were supplemented by a standard Olympia
model.

The following method is used. At each consultation subjective
and objective data, assessment and plans for treatment, when appropriate,
are recorded on tape by the doctor, nurse or health visitor. These
are then typed on to the patient's case records by one of the audio-
typists.

The ability to concentrate on the patients' problems rather than
on writing the case notes is an advantage which is soon realised, At
the surgery consultation the details are recorded on tape after the
patient leaves the room and before the next omne is called. The time
taken is shoft anq is accomplished more satisfactorily if a defimite
seqﬁence is followed; by adopting the method outlined by Weed (1)
order is achieved and a degree of discipline often lacking in our
previous practice records, Medical students attached to the practice
find the method of recording easy to follow. What is even more
encouraging is its ready acceptance by a succession of trainee
assistants. The problem for all the doctors is to be concise without
loss of accuracy.

The data for the practice contact file are of defined content.
Information, from the consultation, relevant to the problem or problems,
the drug therapy, investigations and referfals, are linked to the unigue
number which identifies the patient. The practice secretary ﬁranscribes
the details on to an in-put computer document.

Dgta is then transferred to standard 80 column punch cards by the

4 Tayside Health Beard Computer Department, who are responsible for the



computing side of the project. The computer used is an I,C.L. 19037
configuration, well within that recommended for Health Boards. See
Appendix pages 154 - 155,

Problems are coded using the International Classification of
Diseases Code 1965 Eighth Revision (32). Initially the index was
scrutinised and problems found in primary care were transcribed on to
a loose-leaf folder for easy reference. Some 1400 separate prohlems
were listed, Many were simple varieties of the same problem, i.e.

12 codings for abscess, depending on site or type. With other problems,
e.g. burns, injury, pain, to list every variety would have produced a
register no less cumbersome than the original, Instead a cross
reference was made to the appropriate page of the I.C.B. manual, In
practice, the manual is used, on average, two or three times a day.

Drugs are coded using the Aberdeen Drug and Medicine Information
Nomenclature (ADMIN) 1072 (33). Codes for drugs not in the index are
easily obtained by direct reference to the Unit. In the manual record
the name of the drug, dose and duration of treatment ﬁre included. In
the computer file only the name of the drug is recorded. Adverse
reactions are identified in beth records,

Occupations aré coded using the Clagsifications of Occupations 1970
(34) published by Her Majesty's Stationery Office, See Appendix page
156,

All input documents are checked by a senior member of the clerical
staff and, on a random basis, by one of the doctors. One possible
source of error concerns the patient with several problems on a number
of different drugs. In some cases the problems and the drugs are
incorrectly related. Illegibility leads to errors by tle punch card
operators, Mistakes in the occuéation code and in the coding of the
more common problems and drugs can be recogﬁised by an experienced
clerkess without reference to the code books. Scrutiny of the manual
: record is necessary but is time consuming and only possible on a random

basis,



Following transfer of the data to punch cards the details are
fed into the computer. Less than 2% of the data is subsequéntly
rejected as invalid. Most errors are due to transposition of figures
in a unigue number or diagnosis code,

A few sheets of clinical notes now follow. They have been
extracted from the case records of individual patients te illustrate
some of the points referred to in the preceding paragraphs, The notes
are reproduced without editing to reveal the general lay-out although
the names and addresses have been altered to maintain confidentiaiity.

Each sheet is headed by the details which identify the patient
i,e. name, address, date of birth, occupation and unique number,

The date of the visit or surgery consultation is recorded in the left
hand column with the initials of the doctor concerned; clinical details
with problem title and I,C.D. Code occupy the centre of the sheet and
drqg therapy or managément the right hand column.

A graphic representation of the record cycle used in the practice
is given in the Appendix on page 157.

This completes the description of the method by which a new
information system was introduced in the practice. The unext section
is concerned with the age and sex distribution of the practice
population, how it is determined and how it compares with local and
national populations. If meaningful comparisons are to be made in
patient consulting rates and in the prevalence of disease between one
practice and another then a basic requirement is.an accurate agg/sex

register of the total practice population.



Liinical Notes (04

Sheet 3
Patient

5.11.77

PROBLEM:
SUBJ:

PLAN:

Rx*

10.11.77 V/CCA/IW

PROBLEM:

MARY (Miss) GRANT
number: 2201100020 13 Baffin Street,
Occupation: Cashier 139 Dundee ' 220110
V/EMP/TW
DYSPHAGIA {1-1) 7844 ' Mucaine Susp.
For past two weeks has found food sticking x 500 nl,
and on one or two occasions has had to make
herself sicl, Barium Swallow*
Arrange barium swallow,
REVISIT MONDAY. }
ABDOMINAL PAIN (1-1) 7855 Dorbanex x 200 ml
Yesterday had pain over the whole abdomen 5/10 ml nocte

SUBJ:

0BJ:

PLAN:

Rx*

and had it all night. Colicky in type.
Vomited on four occasions. Took laxatives
yesterday, Senckot tablets and also prunes,
Not ill looking. Tongue clean, not dry.
Tummy soft, no tenderness at all.,

Bowel sounds present. Patient does not feel
il1.

To get up today and be careful about food.
NO REVISIT.

15;11.77 C/R/IW (per EMP)

PROBLEM:
0BJ:

PLAN:

CARCINOMA OF THE STOMACH (3-2) 1519 Urgent referral
Dr. Howie, Consultant Ladiologist phoned. SOPD Ninewells*

X-ray showed extensive CA of stomach.
Phoned Mr. Pringle, Consultant Surgeon =
patient to be seen next Thursday a.m.
Letter to SOPD,

20,12,77 V/¥BP/IW

PROBLEM:
SUBJ:

0BJ:

PLAN:

CARCINOMA OF STOMACH (3-2) 1519 Nurse to visit*
Wound feels a little sore and sleep
disturbed, Tired. Appetite poor,
Laparotomy confirmed extensive malignant
disease ~ inoperable. Quite calm and
resigned,. Looks to have lost weight but
abdo. still well padded and wound healing
satig.
Arrange for district murse to visit regularly.
DOCTOR REVISIT 1/52.

27.12.77 V/FBP/IW

PROBLEM:
SUBJ 3

0BJ:

PLAN:

CARCINOMA OF STOMACH (3-2) 1519
Sleeping a little better. Appetite quite
good. Asked wme directly if she had cancer and
I admitted this was the case.
Accepted it well and undersiood we would stand
by her,
REVISIT EMP in 3 days + IBP in 1 week.



Sheet 1
Patient

Occupation: Nurse 183

11.5.74

PROBLEM:
SUBdJ:

OBJ':
ASS:
PLAN:

18.5.74

PROBLEM:
SUBJ:

0BJ:

PLAN:

24 .5.74

PROBLEM:
SUBJ ¢

0BJ:

PLAN:

31.5.7%

PROBLEM:
SUBJ :
0BJ:
ASS:

PROBLEM:

BRx*

ANNE (Mrs) SCOTT

number: 1012400026 2 Caird Terrace,
Dandee 10.12,0%.,

(Royal Victoria Hospital)

C/FBP/HU

VIRAL INFECTION (3-1) 0799
On evening of 5.5.74 on return from work
felt nauseated, limbs ached and with a
temperature of 101, " Next day went back to
work but mid week temp. rose again to 100.6.
Since then has remained off work feeling
nauseated and depressed.
Temp. normal. PR 88/min. Throat and nose
healthy. Abdomen soft.
Clearly a viral infection. To remain off
work till fully recovered from her symptoms.
Given National Insurance cert. for 1/52.

¢/¥BP/GC

JAUNDICE (1-2) 7852
No improvement. Nausea and vague abdo, pain,
Urine dark and stools pale.
Yellow sclera but jaundice of skin less marked,
Liver edge just palpable below costal margin.
Blood for liver function tests. Urinalysis.

National Insurance cert. for 2 weeks for Sample to Biochem*
'Infective Hepatitis'.

Netify Tayside Health Board. Notified 20.5.7%.
C/FBP/HU

INFECTIVE HEPATITIS (3-2) 0700
Generally feels a little better. Stools sgtill
pale and urine remains dark.
Skin less jaundiced but sclera still yellow.
Urea and electrolytes normal., Bilirubin
raised at 7 mg%., Alk. Phos 25, SGOT 150
and 5 NI's slightly at 18,
Patient requested a few more Valium but I
thought this inadvisable in view of disturbed
liver function.
National Insurance cert. for 2/52

C/EMP/GC

INFECTIVE HEPATITIS (3-2) 0700
Feeling better.
Less jaundiced: skin rash very troublesome.
Liver couldn't cope with drugs for itch.
See below.

PRURITUS (1-2) 6989 Betnovate x 30 g.
Ung. Emlsificans
ad 100 g.
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Temporary Kesident - Sheet 1. CAROL (Miss) BROWN
Patient . number: 171252002k ¢/o Jones '

et s " 71 Burnett Street
Occupation: School Teacher 194, Broughty Ferry 17.12.52

20.1.75 C/TBP/GC

PROBLEM: HEADACHE (1-1) 7910

SUBJ s Every few months since a young girl she has
been troubled with headaches. Mainly in
region of R, temple and accompanied by
flashing lights. No assoc., nausea., Symptoms
last one day but recent attack for & days with
persistence of fog in front of the R. eye.
Not on the pill,

OBJ : Pupils equal and react to light. V.A. 6/6
R, and 6/5 L., Vision fields normal., The
R, optic disc less well defined than the L.

PLAN: Advised not to return to teaching job in
Glasgow meantime.
Given National Insurance cert. for 1 week.
To report again in 2/3 days for reassessment,

24,1,75 C/IBP/HU

PROBLEM: BLURRING OF VISION (1-2) 7810
SUBJ:  Blurring of vision worse and accompanied by
black spots in front of the R. eye.
0BJ: Visual acuity R. eye less than 6/9.
Visual fields probably normal though outer
half of R.H.F. may be restricted. The optic
disc is very blurred and cannot be defined, '
PLAN: Refer to Dept. of Ophthalmology, Dundee Royal Refer Eye Dept.*
Infirmary as an emergency.
Phoned Hegistrar on call and letter dictated.

14.2,75 C/AL/AT :
PROBLEM: FOCAL CHOROIDITIS (3-2) 3650 Tabs Prednisclone

SUBJ: Some improvement since starting steroids. 5 mg b.d.
See Dr. Haining's letter of 10.2.75. Atropine 1% daily
Appetite excessive. Blurring of vision Betnesol b.d. to
persists. R, eye only.

PLAN: National Insurance Cert. x 2 weeks. S5till
attending Eye Dept,
Rx*

28,2.75 C/EMP/ST

PROBLEM: FOCAL CHOROIDITIS (3-2) 3650

SUBJ: Blurring of vision still on R, side of her
optic field. No diplopia.

0BJ: Both optic discs look fairly normal.
? inflammation is clearing,

PLAN: National Insurance cert x 3/52.



Sheet 2 ROBERT

Patient number: 1109160011 25 Dawson Terrace

D
Qccupation: Progress Chaser andee

139.

4,9.76 C/FBP/IW

PROBLEM: CHEST PAIN (1-2) 7837

SUBJ 2 Resumed work after the flu but now
complaining of an aching discomfort in his
chest at the mid~scapular level and to the
R. No cough, spit or dyspnoea. Appetite
good,

0BJ: No added sounds noted in the chest,

PLAN: Non-smoker for 8 years but arrange a routine
MMR x-ray of chest this a.m.

15.9.76 C/FBP/IW

PROBLEM: CHEST PAIN (1-2) 7837

SUBJ: Stiil complaining of pain in the mid-
scapular level,

0BJ: Tender over 6th and 7th dorsal vertebrae.
Chest x-ray satisfactory.

PLAN: Trealt symptomatically. National Insurance
Cert. x 1 week,
Arrange for x-rays thoracic spine,

Rx*

6.10.76 C/FBP/ED

PROBLEM: METASTASES 7th DORSAL VERTEBRAE (3-2) 7200

SUBJ: Pain persists.

0BJ: X-ray dorsal spine - collapse with
destruction of 7th vertebrae,

PLAN: Refer to Dr. Swanson, Dept. Radiotherapy,
Ninewells Hospital,

20.10.76 C/RR/VK

PROBLEM: METASTASES 7th DORSAL VERTEBRAE (3-2) 7200
SUBJ: Still in a good deal of pain, Waking
him at night., Uistalgesic only taking
edge off it. Feels his work is too much
for him.
0BJ: Tender over mid-dorsal spine, No pleural
effusion. On waiting list Ninewells for
deep x-ray therapy.
PLAN: Given National Insurance Cert. for 2 weeks.
_ Write to hurry his admission.

Rx for stronger analgesieg.
Rx*

3.11.76 C/RR/VK

PROBLEM: METASTASES 7th DORSAL VERTEBRAE (3-2) 7200

SUBJ & Feels pain is much worse,

PLAN: Phoned Dr, Swanson at Ninewells who saw
patient this week. Will admit him as soon

SIMPSON

11,09.16,

MMR x-ray

Distalgesic tabs
x 30 2 b.d,

x~ray dorsal
spine*,

Refer to
Radiotherapy*

Tabs DR 118 x
60 2 tid.

Tabs Diconal x
50 1 x 4 hrly.

as possible, Long talk with son who was quite

Rx*

upset and wants something done straight away.



THE PRACTICE POPULATION

The practice population has remained relatively stable since
1969. In the quarterly notification of patients on the list provided
by the Primary Care Division, the list size in January 1969 was 3139
patients and in October 1977, 3193 patients. |

The figures supplied by Primary Care Divisions are generally
recognised as being inaccurate, In the second National Study of
Morbidity Statistics from General Practice 1970-71 (35), reference is
made to a common problem, the inflation of practice lists. Details
are given of‘a method of calculating population denominators which
obviates this to a large extent. The date of entry i.e. the date on
which the doctor a;cepts the person (or family) on to his permanent
list and assumes responsibility for medical care is .noted. Departure
dates are taken from the list of deletions from practice registers
supplied by the Executive Council. This is the method followed in
our practice. '

In the Autumn of 1972, following the completion of registration
data for each patient, a computer printout was obtained in the form
of an age/sex register. This register of the practice population
was scrutinised for errors and maintained by recording and dating
all the additions and deletions to the pfactice list as they occurred,
As Hicks, 1976 (36) pointed out where additions and deletions to the
survey population ;re not allowed for in the calculations then rates
concerning the numbers of patients are likely to be overstated or
understated depending on the denominator used, The practice population
may also be underestimated because of ?atients who intend to register
with the practice but have not yet done so. However, it has been
argued that in a practice of stable size the latest element of
potential patients.should roughly balance the inflation due to those

vho have left the area and not yet registered with a new doctor. (35).



The population denominators for each of the years under study
were obtained by caleulating the period of exposure to risk of each
person in the practice population and dividing the total person-days

by 365, the results being expressed as whole numbers.

Table 1 - Age and Sex distribution of the practice population for

all ages 1973-1977.

1973 | 1974 1975 1976 1977
Male 1465 1458 1499 1498 1510
Female 1779 | 1780 1753 1668 1697
All 3244 3238 3252 3166 3207

The age and sex distribution of the ﬁractice population shown
in Table 1 confirms that over the past five years the practice
population has remained relatively stable.

Each age group was counted separately and thé figures reveal a
slight but steady decline in the population in the age range 0-1k years
and a corresponding increase in the age range 15-24 years. Similarly
in the age range 25-6% years the population fell slightly but also .
increased slightly in the agé range 65-75 years and over,

in Table 2 the practice population is compared with the populations
of the City of Dundee, of Scotland, of England and Wales and with the

estimated home population of Tayside.



Table 2 - The proportional representativeness of the practice population
"in the survey compared with the City of Dundee, Scotland,

Fngland and Wales and Tayside.

A. B. CO

Proudfoot | Dundee Scotland | England & | Tayside
Practice Wales

Age

Groups 1973-77 1971 1976
M F M F M F M F M F

0-4 0.4 . 4.3 | 8.7 7.5 9 8 8.4 | 7.6 6.9 6.0

5-14 |18.6 | 14.6 117.9 | 16.1 | 18.6 |16.4 |16.5 | 14,9 | 17.5 | 15.2

15"22* 17.4 14.& 16.8 14.9 15.7 1402 15-1 13.8 16.6 llkoli

25-44 24,6 | 24,5 123,6 | 22,1 | 24,1 |23 25.1 |25.3 | 25.1 | 23

45-64 22,2 ;22,8 | 23.8 | 22.8 | 22,8 | 23,7 |24.1 | 24,4 | 22,2 | 23,1

65-74 | 8.,2111.5] 6.7! 9.8|7.0 9.3 | 7.4 | 9.7 | 8.2110.9

75 + 2,6 7.9 2.5| 5.8 2.8 5.4 1 3.1 | 6.3] 3.4 7.4

Total [100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100%

M/F

Rates 0.9 1 0.9 1 0.9} 1 0.9 1 0.9 1

Sourece A Practice Hegister
B Population Census 1971, His Majesty's Stationery Office
C Estimated Home Population for Tayside June 1976, Registrar

General for Scotland (37).

Although age and sex breakdown of the 'Proudfoot! practice
population is available for each of the years 1973~77, only average
figures for the five years are shown in Table 2,

The correlation between the population is good, particularly in
the age rangé 25-64 years in both sexes, The male to female ratio is
constant at 0.9 to 1 for all populations except the practice population
in the years 1973 and 1974 when it is 0.8 to 1.

Having considered the practice population in some detail the
morbidity experience in the practice is likely to be reasonably
representative of Dundee as a whole, but regional differences in
morbidity, in the pattern of illness found in urban and rural communities,
in the availability of medical services and in the perceived needs

of the population, obviate against its épplication, except in geheral



terms; to other regions of Scotland and to England and Wales,

Now that the practice population has been defined the next
item of information to be analysed is the consultation. As Hicks,
1976 (36) pointed out the consultation and the reason for it are

the basic items of information in general practice.



CONSULTATION _RATES

The consnltation rate per patient is a simple measure of the
work load of the practice. It is determined by dividing the number
of consultations in a specified period e.g. a year, by the practice
popﬁlation at risk. The rate can also be expfessed per 100 or per
1,000 patients and separately, for home visits and surgery consultatioms.
The calculation is represented as follows:

Number of consultations (Numerator)

= Consultation rate per patient
Practice population (Denominator)

In our practice, every face to face contact between doctor and
patient, in the consulting room and in-the home, is recorded. A record
is also kept of the patients who consult the nursing sister and the
health visitor and who contact the practice receptionist for a repeat
prescription. All doctor, nurse and receptionist contacts are coded
for computer filing. Health visitor consultations with ill patients
are also coded but the remainder, which are mainly preventive activities,
are recorded only on the manual record. Data stored in the computer
provide the information on wﬁich consultation rates, morbidity patterns
anddrug analyses are based.

In recent years the ancillary staff of the practice team have
played an increasing role in the delivery of primary medical care,

As Elston emphasised in 1977, the development of primary care as a
speciality concerned with the whole patient in his social environment
and the changiné standards of practice haveinvolved the doctor in
closer association with health visitors, community nurses and social
workers, clerical and reception staff. (38).

Consultation rates for 'doctors' and for all the 'practice team'
were determined separately to provide an estimate of the work load of
ancillary staff in the combined care of patients,

Initially, however, we consider counsultation rates for doctors

"~ only. These rates were calculated for each year of the study but



only the average rate for the period 1973 te 1977 is used in Table 3.
During the five years there was an overall reduction of approximately
14% in the consultation rates for doctor/patient contacts although

the rate fluctuated both up and down during this period.

Table 3 - Consultation rates per patient - Doctors only.

1973-77

Age M | F
0-4 R 4.5
5-14 1.5 1.9
15~24 : 1.9 4,2
25-44 2.1 h,2
45-64 3.1 5.8
65~74 3.4 4.1
75 & over 5.0 Bkt
A1l ages 2.5 3.9
All sexes : 3.2

Comparing the work load, females received on average 54% more
attention than males with a mean wvariation from this figure of less than
3% during the five year period. The difference in the work load
between males and‘females was, on average, greatest in the 15-44 year
age group. “ There was little difference in the work load between
the sexes in the 75 years and over age group but the overall demand by
this age group during the five year period was much greater than the
average for all ages of males or females. In male patients 75 years
and over, the demand was 100% more than the average for all ages of
men and in females 75 years and over the demand was 39% more than the
average for all ages of women.

During the five year period of the study femaies in all age groups,
apart from 0-4 years, required more attention than males.

The doctor/patient consultation rate during the period 1973-77
was on average slightly higher, at 3.2 per person per year than the

rate of 3.0 per person per year in the second national morbidity study

. 1970-71. (35). The years being scrutinised differed but this apart,



the second national morbidity study involved a large population from,
England and Wales of some 300,000 persons, with 115 doctors in 18
lpractices both urban and rural. The vast difference in the scale
and composition of the two studies should be borne in mind when
comparing the results,

A number of surveys {39-45) have been carried out, in General
Practice, in the past twenty years to determine the docton/patient
consultation rate. The populations involved have varied from several
hundred practices representing a large area of the country to a random
sample from the population of a limited area. Thus the results
listed on Table 4 can be compared only.in very general terms. They
reveal a tren& towards a reduction in the consultation rate per patient

but with considerable fluctuations during the period covered,

Table 4 - Consultation rates per patient from surveys in General

Practice 1951-1977.

Consultation
Rate
5.1 Hill 1951, Gt. Britain & N, Ireland (39)
3.8 Logan 1951/52, England & Wales (40)
3.8 Logan and Cushion 1955/56, England & Wales (41)
5,0 Wright 1964/65, S.W. England (42)
5.4 Williams 1965/66, S. Wales (43)
3.0 Ashford & Pearson 1966/67, City of Exeter (4%)
3.9 Gruer 1970, Livingston, Scotland (45)
3.2 ~ Current study 1973-77, City of Vundee

A report (46) from the Royal College of General Practitioners
in 1973, summarised the records of short term (1 year) consultation
rates. ‘ The consultation rates per patient for 9 Scottish practices
were higher, on average, than the 16 Lnglish and Welsh practices.
‘Thé surveys were done at different times, so that an exact comparison
cannot be made, but the figure for Scotland was 6 consultations, on

average, per person per year while that for England and Wales was 4.2.



From the data published in 1972 by Fry, (47), the long-term average
consultation rate in 14 practices in England and Wales was 3.7 (c.f.
Second National Morbidity Study 1970/71 of 3.0 per patient per year.)
Fry attributed the variation in the rates of consultation to the size
of the practice. The higher the number of patients the lower the
anpual consultation rate, and the fewer the number of patients, the
more the doctor tends to see his patients. A study by Richardson et
al in 1973 also showed that practices with larger lists tend to have
lower consultation rates (48) while Cobb and Baldwin 1976 observed that
variations between doctors in availability and in accessibility have
important and in some ways profound effects upon consultation patterns
(49). What is more pertinent is the relationship which may exist
between consultation rates and the quality of medical care in general
practice, Clearly, consultation rates will rise when doctors adopt
any or all of the following:

1, Assessment and investigation of patients' problems in the practice
setting rather than in hospital Outpatient Departments,

2, Management of acute illness at home rather than in hospital.

3. Routine surveillance of chronic disease, e.g. rheumatoid arthritis,
diabetes, hypertension, cardiac disease, asthma by the practice
team instead of, or in association with the Specialist iﬁ the
hospital outpatient cliniec,

L, Screening of the elderly or the 'at risk' often pin-pointed by .
the Health Visitor or the practice Nursing Sister.

5. Supportive and social visits to the elderly, the inadequate or the
handicapped. '

6. Shared aﬁtenatal care and the developmental screening of infants.

7 The care of the dying at home rather than in institutions,

8. The on-going care of the patient discharged 'early' from hospital.

What is arguable is whether these and similar trends in general



b N4
practice which influence consultation rates, also improve the quality
of medical care, Many of us believe that they do but the problems
involved in the assessment of quality of medical care are considerable
not least because firm criteria have still to be established. As
Buchan and Richardson, 1973, emphasised it is against the whole back-
ground of the family doctor's job that the question of quality of care
has to be set. (50).

When comparing consultation rates in different practices, it is
important to know whether contacts with ancillary members of the practice
team are included in the figures. Marsh and McNay in a paper published
in 1974, (51) described the work load in a practice of 3,137 patients,
part of a 5 partner‘practice in the Teeside conurbation, They found
that the doctor, nurse and health visitor together had an average of
3.1 consultations per patient per year while the doctor himself had an
average of 2.3 consultations per patient per year, The figures given
in Table 5, from our practice, lend support to the propesition that the
pattern of work of the general practitioner has changed and that the
care of his patients is now shared with other members of the practice
team, When the contribution of ancillary staff is included in the
consultation rates then the trend is likely to be one of increased

contact of patients with the Primary Care Team,

Table 5 - Total consultation rates - Primary Care Team

1973-77

Age M F
0-4 5.8 5.5
5-14 1.7 2.4
15=24 2.2 5.0
25-44 2.7 5.6
45-64 4.8 749
65-74 7.3 9.1
75 & over 12.1 15.7
All ages 3.8 6.5
All sexes . 5.2
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The consultation rate per patieni for the practice as a whole is
increased by 60% when the contribution of ancillary staff is included.
This reflects the change from the doctor working in relative isolation
to the concept of a primary care team with its enhanced capacity to
provide medical care in the community. The impact of the attached
paramedical staff on the work load of the doctors in this practice is
considerable. This is most striking in the 65 and over age group when
more than half and in the case of elderly women over 75 years, up to
% of the contacts are made by ancillary staff.

Although, as we have noted, consultation rates provide a useful
measure of the practice work load, Logan and Cushion 1958 (41) thought
that consultation rates were unsatisfactory measures of morbidity in
different practices because of differences in practice circumstances
and organisation. A doctor in an area of relatively low morbidity whe
sees his patients more often will give as many consultations as a
doctor in an area of high morbidity. They considered that a truerx
guide to morbidity is given by patient eonsulting rates.

The next section is devoted {0 an examination of this important

aspect of morbidity recording.
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PATIENT CONSULTING RATES

Patient consulting rates are determined by dividing the number
of persons who consult at least once, in the period under review, by
the practice populaﬁion and the result expressed as a percentage.
The rates of patient/doctor consulting and patient/practice team
consulting have heen calculated each year from 1973 to 1977 using
this method, The rates obtained in these years were very similar,
however, and only average rates for the period 1973 to 1977 are used

in Table 6,

Table 6 - Patient consulting rates as a percentage of the population

in males and females 1973-1977. Doctors only.

1973-77
Age - M F
0-4 99 100
5-14 58.5 66.7
15-24 63.5 84.5
25-4k 59.5 79.8
L15-64 64.7 75.1
65-74 68.8 72.8
75 & over 97.7 84,8
All ages 66.2 78.3
All sexes 72.7

Table 6 shows that almost all patients in 0-4 years and 75 years
and over age groups consulted the doctor at least once during the year.
The 5-14 years age group is least likely to consult the doctor with an
average 41% males and 33% females not doing so.

In the second National Study of Morbidity Statistics from general
'practiée 1970-71 (35) patient consulting rates include only face to
face contacts between doctor and patient and not contacts with ancillary
staff, The average patient consulting rate in the national study was

63% of males and 71% of females whereas in the Dundee practice for the

- year nearest to the study (1973) it was 67% of males and 79% of females.



The practices in the National Study from South West England came
nearest to the Dundee practice with 69% of males and 76% of females.
The patient/doctor consulting rate over the five years was
72.7% and the patient/practice consulting rate was 77.8%. Thus
on average 5% of patients consulted only ancillary staff during the
course of the year. This figure rose from 3.7% in 1973 to 6.2% in
1976 and then fell again in 1977 to 4.,7%. However, these figures do
not include contacts made with the health visitor during her routine
health visiting.

Home visits by doctor, nurse or health visitor are an important
aspect of the work load of the primary care team and are considered

separately in the next section,



HOME VISITING RATES

Fry (47) in a review of twenly-three years of work in his practice,
showed that his home visiting rates had fallen dramatically in the
period 1949-1971, In '"Present State and Future Needs of General
Practice!, Third Edition, 1973 (46) other practitioners with records
extending over many years, noted a similar but less dramatic trend.

The mean trend reduction in the home consultation rate for these
practitionefs was 75% and the home visiting rate for 1971, expressed
as a percent of the total contacts (surgery consultations plus home
visits) was 14%, This rate for home visits is lower than that noted
in the Second Morbidity Study 1970/71 (35) of 16.6% and a good deal
less than the average for the doctors in this practice of 25.9%.

The differences in these rates may reflect, in part, the different
views held by doétors in regard to the relative importance of home visits,

The policy in our practice is to visit patients who are ill and
confined to bed and to encourage patients who are ambulant to attend
for consultation at the surgery. However, we try to adopt a flexible
approach to home visits, recognising that, apart from the acutely ill,
many elderly patients, mothers with young children living at a distance
from the surgery, the chronic disabled and the handicapped, may find
it difficult to attend the surgery.

Although appreciating that home visits are wasteful of doctor's
time, or as Buchan and Richardson expressed it in 1973 - the lowered
efficiency inherent in house calls (50), we believe they provide a
valuable opportunity to see the patient and his family in their own
environment, The patient is likely to feel less threatened in his own
home and a rapport between patient and doctor is often achieved more
easily than in the clinical atmosphere of the surgery. Doctors have
topen access' to the homes of their patients, a privilege afforded to
few qutside the family circle, AHome visits can be a very rewarding

-part of general practice and should not be pruned tooe rigorously on
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The graph in Table 7 shows that home visit rates, for the doctors
" and for the practice, have remained fairly constant from 1973-1977
despite some fluctyation in the intervening ycars. It may be that the
downward trend, noted by other practices in ecarlier years, has now
begun to level off, In our practice the 'burden of work was greatest
with the 79 years and over age group, especially in women, with a
gignificant proportion of this being carried out by ancillary staff,
The large number of visits to elderly patients is due partly to
the high level of demand as Noble, 1976, expressed it, the elderly and
disabled patients require more time, make wore visits, and usually
present more medical problems than younger individuals. {(13). The
practice team recognises, however, thset screenings of the elderly or
"gifting", as Professor Knox, 1978, so aptly described it (52) produces
positive results as Barber and Wallace confiyrmed in 1976, (53).
Some of the visits to the elderly by a member of the praciice team -
not necessarily the doctor, were for this purpose. The method used,
was o0 examine the case records of all those in the practice Age/Sex

" Register who were 75 years and over, Any patients who had not made



contact with the practice in the previous six months were visited by
‘the health visitor in the fir§t instance and any significant problems
noted by her were referred to the doctor for further assessment.
The importance of preventive medicine is emphasised by Alpert and
Charney 1974 in their description of primary care. They include, as
part of the proper domain of primary medicine, such preventive medicine
as can be practised at the family level - an activity which will involve
out~reach and follow-up efforts rather than always waiting for the
patient to make the contact. (54).

Practice consultation rates both in the consulting room and in
the home are likely to increase when the practice team move from "on
demand" to a positive out-reach to selected patients,

Although the consultation rate per patient for the practice team
is 5.2, the number of consultations made by individual patients can
vary in any one year from 0 to 50 or more, The details are given in

the next section.



RANGE OF THE NUMBER 0OF CONSULTATIONS

During each of the five-years under review, on average, 23% of
the patients had no consultation with the practice. 0f the remainder,
90% made between 1 and 14 contacts and 10% between 15 and 50 or more
contacts, This 10% accounted for 250 patients about § being female.
They provided 37% of the work load with an average of 25 consultations
per patient, (24.3 for males and 25.5 for females). Some 50% of them
were over 65 years.

As an illustration of the excessive demands made by certain
patients, details are given of the consultation rate per year of a
woman aged 35 years, who has suffered from anorexia nervosa since 1963.
She is single, lives with her parents and is unable to cope with steady
employment.

| The figures show that during the five year period from 1973-77
her average consultation rate per year was 35. However, during this
period she made innumerable additional contacts with the practice
receptionists by telephone and in person at the surgery cutwith normal
consultation hours, 0f these contacts only those which involved a
repeat prescription or which had a direct bearing on the management of
her iliness were noted in her case records. It is estimated that less
than half were recorded but this still amounts to a further 21 contacts
on average per year,

Although this case is unusual, the involvement of the receptionist
in the care of patients is not. As has already 5een enmphasised,
studies of the work load in general practice which do ﬁot take account
of the contribution made by ancillary staff are misleading.

In 1973, 29.1% of males and 17.6% of females had no consultation
with the practiée, a much smaller proportion than the 39.8% males and
32,4% females in the Second National Study of General Practice 1970-71.

(35).



Although drug prescribiné is analysed later, when considering
docton/patient consultation rates it is of interest to note the number
of consultations where drugs are prescribed and where no drugs are
pfescribed. During the years under review, on average; 32% of males
and 24% of females who consulted, at any one time; had no drugs
prgscribed. The 15-24 years age group were least likely to be given
a drug at the consultation, and tbe 65~74 years age group were most
likely to be given a drug. No drugs were prescribed at ome in 3.6
of all consultations,

From 1973-1977, almost without exception, female patients in the
5-75 years and over age groups were more likely to be prescribed a
drug or drugs than male patients. The difference between the sexes
in this respect was particularly marked in the 45-64 year age group
for the years 1974-77.

The number of drugs prescribed at any one consultation varies
from 1 to 5 or more drugs. An analysis of the number of drugs
prescribed for all age groups shows that at relatively few consultations
are more than 2 drugs prescribed. In the past five years there has
been a gradual increase in the percentage of consultations at which
only one drug is prescribed and approximately 90% of all consultations
are limited to one or two drugs. A similar pattern emerges if the
analysis is restricted to the 65 years and over age group.

The elderly are least able to deal with multiple drug prescribing.
It is encouraging to note that, at least in the context of each
consultation, the doctors in the team are aware of the need to limit
the number of drugs prescribed. This does not preclude any patient
from being given several drugs to take at the same tiﬁe as a result of
repeated visits to the doctor. In this respect we consider it
important to record all drugs prescribed in a separate column in the
* patient's manual record so that all members of the practice team can

see clearly what drugs, if any, have been given to the patient.



Crooks Shepherd & Stevenson 1975, remind us that the elderly often
complicate the picture further by obtaining drugs from repeat
prescriptions or from sources other than their doctor. (55).

This initial examination of the comsultation has provided a
broad picture of the total volume of sickness encountered in the
practice, In the nex} section we probe deeper and analyse the

prohblems which patients present at the consultation,
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Tk  PATTREN OF  CONSULTATTIONS BY MOGBIDITY

As stated earlier, the decision was made, at the outset, that
the doctor or an ancillary colleague would record at every consultation,
both on the manual record and on computer file, the problem or problems
presented by the patient. The aim was to understand the problem and
define it honestly, no matter how elementary the terms required. It
was found that at some consultations it was possible to classify the
problem as a 'diagnosis', e,g. hypertensive heart disease or acute
tonsillitis, However, at other consultations, especially the initial
contact in a new illness, a symptom or physical finding, e.g. dyspnoea,
headache or oedema ¢of the legs or a laboratory finding e.g. glycosuria,
was the only appropriate definition, If the problem was a social one
fhen an attempt was made to define it no less honestly or precisely,
e.g. marital breakdown, truancy or bereavement. Thus, at any one time,
a list of the patients problems reveals a va;ying degree of diagnostic
resolution from the symptom or finding of unknown aetiolomy to the-
precise diagnosis. As Metcalfe stated in 1973, (56) because patients
have a very low threshold to get into care, people come with very small
deviations from normal health which are undiagnosable - it is important
that these things should not, however, be buried under the increasing
pile of paper, Accordingly the problem list can take symptoms and
signs which are not yet part of a diagnosis,

Despite the constraints of the 'International Classification of
Diseases Code!, particularly with regard to social.problems, the problem
or problems at each consultation are coded as accurateiy as possible,
Table 8 shows the number of consultations for the principal categories
of diseases and conditions listed in the I.C.D. Manual, Although the
figures for each year of the study are known, only these for 1974 and

1977 are used in this tabulation,



Table 8 - Number of consultations in the various categories of

diseases for males and females, 1974 and 1977.

1974 1977
I.C.D. Categories of Diseases
and Conditions M F M F
; Infective & Parasitic diseases¥ 290 | 332 239 309
f Neoplasms 94 | 296 | 105 | 178
g?igzzzze, Nutritional & Metabolic 90 | 340 | 105 | 381
Bizzgzes of blood & blood-forming 67 | x72 | 130 | 378
Psychosis _ 32 | 147 25 | 169
Neurosis * 449 11836 | 413 |1556
Mental Retardation 0 1 0 0
Other Diseases of C.N.S, 223 194 101 258
Diseases of the Nerves 7% | 184 58 | 165
Inflammatory Diseases of the Eyes 88 | 267 | 170 | 258
Diseases of the Bar 161 | 241 137 | 213
Diseases of the Circulatory System* 1052 (2121 | 880 |1705
Diseases of the Respiratory System* 1171 11612 1072 {1205
Diseases of the Digestive System * 404 | 632 | 316 i 477
Diseases of the Genito Urinary System* 82 | 660 | 107 | 629
Complications of Pregnancy - 291 - 269
Digseases of the Skin * 566 | 899 | 591 | 688
Diseases of Musculo-skeletal System¥ 418 {1370 | 333 ;1037
Congenital Anomalies , 21 36 18 50
Symptoms, ill-defined conditions * 1027 {2674 11087 {2874
Observation without need for further
medical care. 14 7 0 0
e IR A IR
Accidents, Poisonings & Violence* 340 | 464k | 366 | 416
Total No, of consultations for all
categories ) 22591 20159
* Categories only 16768 16300




The total number of consultations for the varicus diseases is
greater than the total number of consultations since at any one
consultation more than one disease or condition may be identified,
On average, over the 5 year period, 1.2 diseases or conditions were
recorded at every consultation. The highest number of consultations
for all diseases and conditions was recorded in 1974 and the lowest in
1977 with a variation of only 11% in the 5 years of the study. of
the 23 categdries listed in Table 8, 10 of them (identified with an
asterisk) account for 82% of the total problems in the practice with
a mean variation of 1.2% in the 5 years.

In Table 9 the top ten categories of diseases and conditions are

listed in rank order of the number of consultations in each category.

Table 9 -~ Total number of consultations for the 10 principal categories

of diseases and conditions in rank order of frequency 1973-77.

Total Percent-

Categories of Diseases & Conditions 2::§zi; giﬁgr 2§§53§t311

ations
Symptoms and Ill-defined Conditions 18101 1 17.3
Diseases of the Circulatory System 14068 2 13.4
Diseases of the Respiratory System 13157 3 12.6
Neurosis, Personality Disorders etc. 10363 4 9.9
Diseases of the Musculo-Skeletal System | 7595 5 7.3
Diseases of the Skin : 6579 6 6.3
Diseases of the Digestive System 4699 7 4,5
Accidents, Poisonings etc. ~ 3875 8 347
Diseases of the Genito Urinary System 3765 9 3.6
Infective and Parasitic Diseases 3012 10 2,9
All remaining categories & conditions 19518 - 18.5
All categories and conditions 104732 - 100.0

The classification of symptoms in Section XV1 of the International
Classification of Diseases makes it possible to label episodes of
illness in terms of patients' complaints or symptoms rather than diagnoses.

The frequency with which this category is used to label patients!



problems is well illustrated in Tabie 9. Symptoms and ill-defined
conditions occupy first place in the rank order and account for 17.3%
of all consultations. Examples from the case records of the practice
emphasise the value of this aspect of morbidity recording. The
clinical notes provided are those dictated at the consultation and

have not been amended in any way.

FEMALE, aged 83 years

PROBLEM: BAEMATEMESIS TI.C.D. Code 7845

SUBJ: Painless vomiting of fresh blood and coffee grounds,
No melaena, No previous history of ulcer.

0BJ: Extremely pale but not clinically shocked. Pulse
80/min., B.P. 130/70. TFreshly vomited blood with
clots seen (500 ml), Abdominal examination:
recent weight loss, No hepatomegaly. No masses
felt., Abdomen firm but not especially tender,

PLAN: Admit hospital.

NOTE: Subsequent investigation revealed a benign gastric ulcer.

MALE, aged 23 years

PROBLEM: CHEST PAIN I.C.D. Code 783.7

SUBJ: Stitch~like pain in the L, chest anteriorly with
somé discomfort around the diaphragm of two weeks'
duration. Sudden onset but no history of injury.
Not aware of any breathlessness. Pain diétinctly worse
on deep breathing, Occasional cough with scanty mucoid
sputum. He is a student and smokes 20 cigarettes per day.
No previous illness of any significance,

OBJ: Looks well although somewhat apprehensive. No abnormal -
sounds noted in the chest,

ASS: The history is a little suggestive of & spontaneous

pneumothorax,



PLAN: Arrange for an MMR x-ray at the Chest Clinic,
NOTE: Report from Chest Clinic confirming the presence of a
spontaneous pneumothorax, A few days later he became

acutely dyspnoeic and was admitted to hospital.

MALE agédu60 years

PROBLEM: WEIGHT LOSS  I.C.D. Code 788.%
SUBJ: Since February 1974 has lost more than 1 stone in weight,
Easily tired, Appetite reasonable, Some nocturnal

frequency.

0BJ: Mildly cyanosed, B.P, elevated 136/112, Weight 8 st.
Minimal tenderness in mid epigastrium, Firm swelling in
right renal angle almost cer tainly a kidney. Urinalysis
negative,

ASS: Calcification in right kidney noted in March 1974.

| Continues to smoke ++,

PLAN: Check urea and electrolytes, full blood count and repeat
chest x-ray.

NOTE: . X-ray of chest 7 days later revealed multiple metastases
throughout both lung fields, On further investigation a
clear cell carcinoma of the kidney was discovered. The

patient died at home 5 months later.

FEMALE, AGED 15 YEARS

PROBLEM: GIDDINESS- I,C.D. Code 780,5

SUBJ: In the early summer of last year.she had 2/3 episodes of
giddiness, nausea and mild headache, None for the-next
7 months and then for the past 2 weeks, 2 or 3 each week,
Episodes usually brief but on one occasion iasted 1 hour,
During them she feels dissociated from her surroundings and

in a dream like state and there are some visual hallucinations,



PLAN:

NOTE:

Well built, healthy looking young girl., B.P, 100/80.

Pulse regular SQ/min. Fundi appear normal, Previous

history of a fractured skull at the age of 7,

Discussed her school performance and her hopes for the future;
decided to observe meantime and review in one week,

Over the next 2 months she was seen on 3 occasions to talk
about her problems and her attacks of giddiness receded.

She héd been symptom free for a year when contact was lost with

her leaving the area for University.

MALE, aged 3 years

PROBLEM:

SUBJ:

0BJ:

NOTE:

VOMITING I.C.D. Code 784.,1
Frequent bouts of vomiting and diarrhoea since 1 a.m,
Retained fluids initially but not now.
Quite lively, colour good but became rather pale after an
episode of vomiting, Tongue reasonably moist, skin elastic,
Faint smell of acetone on the breath,
Dehydration mild as yet.
Given 2,5 mg Maxolon by injection, To be given small amounts
of boiled water by mouth, Contact mother later this evening
and if condition not settling, revisit, Otherwise, revisit
tomorrow,

Slow but steady progress and in 3 days had almost fully recovered,

MALE, aged 53 years

PROBLEM:

SUBJ 2

OBJ:

TIREDNESS I.C.D. Code 796.0
Since the death of his sister at the end of last year has not
been feeling well, Appetite poor but weight steady. Easily
tired but coping with his work on the nightshift, Shivery turns,
Admits to being depressed,
Looks pale and anxious, Difficulﬁy.in sustaining a conversation,

Breathing rather rapidly and his body is trembling. Pulse



0BJ: regular 100/min, Temperature sub-noxrmal., No abnormality
noted in chest and heart, Abdomen soft, No ankle oedema,
Mucous membranes a little pale,

ASS: Possibly suffering from a depression but necessary to exclude
organic disease,

PLAN: To attend surgery next week for tests and x~rays., Meantime
insurance certificate for one wqek for 'Nervous Exhaustion'.
Bx -~ Valium 2 mg (30 1 t.i.d.

SAME PATIENT TWO DAYS LATER

PROBLEM: COLLAPSE I.C.D. Code 782.5

0BJ: In a state of collapse. Skin cold and pallid. Tongue dry.
Pulse and B.P, unrecordable., Respiratory rate rapid at 40/min.
Patient restless and confused but rousable. Scanty specimen
of urine obtained. Positivé for blood and protein ++.
Negative for glucose, Dextrostix estimation of blobd glucose
130 mg, Rectal temp., 97.

ASS: This wan is gravely ill possibly with uraemia.,

PLAN: Urgent admigsion to hospital.

NOTE: The patient died in hospital the next day from Uraemia,

On further consideration of Table 9, it is perhaps not unexpected
that a large percentage of the work load of the doctor and the practice
team should be attributable to diseases of the circulatory and respiratory
systems,” There is also, a large number of consultations fér neurosis,
personality disorders and other non-psychotic mental disorders, By
relating the number of consultations to the practice population, it is
clear that females in the age group 25-75 years with these problems made,
on average, 3.3 times as many consultations as their male counterparts.
This ratio wgs maintained almost exactly for each year of the study.

By restricting the énalysis to the 65 years and over age group the

ratic of females to males in the consultation rates for neurosis and



personalit& disorders fell only slightly to an average of 3.1 during
the period 1973-1977.

Another useful measure of the load that the care of the recorded
diseases impose upon patients and doctors is provided by the consultation
rates per 1,000 of the practice population for the principal diseases
and conditions. By placing them in rank order the relative importance
of different diseases in providing the work load in the practice is
revealed, The results obtained are similar to those in Tables 8 and 9
with the same categories of diseases occupying the top ten places in
the rank order. See Table 10 on page 55.

This tabulation is alse of value because it shows clearly which
categories of disease, if any, are related to an increase or a decrease
in consultation rates over a specified period, In our practice, over
a five year period, there was no change or only a slight change in the

rank order of the consultation rates for many of the disease categeries,



Table 10 - The principal categories of diseases and conditions,
in rank order of the consultation rates per 1,000 of
the practice population, for males and females, in

1973-1977.

1973 | 1974 | 1975 | 1976 | 1977

I.C.D. Categories Rank | Rank | Rank | Rank | Rank

Infective and Parastic Diseases 10 10 10 10 10
Neoplasms 18 15 13 15 16
Endocrine, Nutritional &

Metabolic Diseases 12 12 11 11 12
Diseases of Blood & Blood

Forming Organs 11 11 12 16 11
Psychosis 19 19 20 19 19
Neurosis 4 b L 4 4
Mental Retardation 23 23 23 23 23
Other Diseases of C.N.S. 15 13 16 13 14
Diseases of the Nerves 17 18 18 18 | 18
Inflammatory Diseases of the Eyes 13 16 3 12 13
Diseases of the Ear 14 14 15 14 15
Diseases of the Circulatory

System 1 2 2 3 2
Diseases of the Respiratory .

System 2 3 3 2 3
Diseases of the Digestive System 7 7 7 7 7
Diseases of the Genito-Urinary

System , 9 9 8 9 8
Complications of Pregnancy 16 17 17 17 17
Diseases of the Skin 6 6 6 6 6
Diseases of the Musculo~Skeletal ’ _

System 5 5 5 5 5
Congenital Anomalies 22 21 21 20 20
Symptoms & I11 Defined Conditions 3 1 1 1 1
Uraemia 24 24 24 24 24
Observation without need for '

further medical care 21 22 | 22 22 22
Other ill-defined 20 20 19 21 21

Accidents, Poisonings etc, 8 8 9 8 g9




Symptoms and ill-defined conditions which, with the exception of
the first year of the study, occupied the first place in the rank order
of frequency can be further subdivided into ten more limited categories

and these are listed in Table 11,

Table 11 - Symptoms and ill-defined conditions in rank order of:
consultation rates per 1,000 of the practice population,

1973-1977.

1973 1974 1975 1976 1977
Rank Rank Rank Rank Rank

Certain Symptoms referable to
Nervous System & Special 7 7 8 7 8
gsenses, I1.C.D, Code 78G and 781

Symptoms referable to Cardio
Vascular & Lymphatic Systems. 3 3 5 6 6
' 782

*Symptoms referable to
Respiratory System. 783 2 2 2 1 2

*Symptoms referable to the
Upper & Lower Gastro-

intestinal tract, 784 &785 1 1 1 2 1
Symptoms referable to the )

Genito-Urinary System 786 4 1 3 5 5
Symptoms referable to limbs )

& joints 787 6 5 4 3 3
Other general symptoms 788 8 8 7 8 7
Abnormal Urinary :
Constituents of unspecified 10 10 10 10 10
cause 789

Nervousness & Debility 790 5 _

Headache 791 9 9 9 9 9
All symptoms - - - - -

This tabglation shows the consistency with which certain symptoms*
are the most frequent causes of diagnostic difficulty during a five year
period,

'Further'information on the work load of the practice can be
obtéined by relating conéultatioﬁ rates not only to the diseases causing
them but also to the age group and sex of the patients concerned. The
tabulation is simplified if the results obtained are placed in rank order.

See Table 12,



Table 12 - Rank order of the consultation rates per 1,000 of the
practice population by diagnosis, age group and sex, in
the period 1973-1977. Total consultations 90,422%

(Males 28,241, Females 62,181).

Categories of Diseases

M{F|M|F|MI|F
Infective & Parasitic diseases 31 419110 {10 (12
Neurosis, Personality disorders 9105 |25 |&
Inflammatory diseases of the eye and
diseases of the ear & mastoid process 5 5 8 |12 8 {9
Digseases of the Circulatory system 12 111 | 3] 41111
Diseases of the Respiratory system 111|353 ]6
Diseases of the Digestive system 7161 9615
Disczases of the Genito-Urinary system 6 |10 | 5 |11 |11
Diseases of the Skin i 3| 4171718
‘Diseases of the Musculo-Skeletal system 11 81716 | 4|53
Symptoms & ill-defined conditions . 21 21211 212
Diseases of the blood & blood
forming organs : 10 112 {12 |11 917
Endocrine, Nutritional & Metabolic diseases 71 9 (11 8 112 {10

*During the years 1973-77, 90,422 (86%) of the 104,736 problems
identified, were included in tﬁelve categories of diseases or findinés
as listed in Table 11.

If each age group is considered in turn, in the 0-14 years age
group, in both males and females, the most frequent causes of morbidity
are diseases of the respiratory system, which account for 3,023 out of
the 10,191 consultations (30%) symptoms and ill-defined conditions (21%),
diseases of the skin {(13%) and infectious diseases (11%). In the age
range 15-64 years, there is less consistency,in the pattern followed in
males and females, Diseases of the respiratory system, symptoms and
ill-defined conditions and diseases of the circulatory system are
included in the first four places in the rank order for both sexes but
the segquence is different.‘ Neurosis, personality disorders and diseases

of the genito-urinary system occur more frequently in women than in men,




In the age range 65 years and over, diseases of the circulatory system,
-gymptoms and ill-defined conditions, diseases of the muasculo-skeletal
system, diseases of the respiratory system, diseases of the digestive
system and neurosis are included in the top six places for both sexes
but again the order is different and the consultation rates in females
is greater than in males in all but diseases of the respiratory system,

When we come to consider the doctor's prescribing habits, it would
seem reasonable to expect that the differences in morbidity related to
age and sex, will be reflected in the pattern of drugs prescribed.

In order to compare the relevant significance of the consultation
rates for the Qarious categories of diseases in the Dundee practice,
comparison is made with similar rates for Craigshill Health Centre -
Livingstone in Scotland,-in England and Wales (Second National Morbidity
Study) and in a practice of comparable size in Teeside (3,137 patients);
see Table 13,

Craigshill Health Centre is situated in Livingstone, a new town
planned to grow by the early 1980's to a population of 50,000 to 70,000
people, In 1971 & little over 7,000 patients were registered with the
practice, The populatioh was a young one with 40% less than 15 years
of age, 70% less than 30 years of age and 90% of the population less than
45 years of age. It is not surprising with a much younger population
at risk that the percentage of consultations for infective and parasitic
disease in the Craigshill practice is more than twice that in the Dundee
practicg. A similar explanation may account for the Craigshill practice
having almost twice the percentage of consultations for diseases of the
reépiratory system and a relatively low percentage for neoplasms,
circulatory disease and diseases of the musculo-skeletal system cémpared
with the Dundee practice. However, sﬁch a simple explanation can not
account for the Teeside practice also having twice the percentage of
consultations for respiratory disease compared with the Dundee practice
and yet with very similar percentages for neoplasms, circulatory disease

and masculo~skeletal disease.
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. Table 13% - Consultation rates per 1,000 of the patient population by

diagnoses as a percentage of all consultations,

I.C.D. Categories of ¥ A B C D
diseases & conditions 197377 1970 1970/71 1974
1. Infective & Parasitic
Disease 209 707 3.7 5-0
. Neoplasms 1.5 0.3 1.4 1.3
« Endocrine, Nutritional
& Metabolic Diseases 2.2 2.2 2.2 -
4, Diseases of Blood &
Blood Forming Organs 2.4 1.3 1.0 2.0
5. Mental Disorders 10.7 8.5 9.8 14.4
6., Diseases of Nervous
System & Sense Organs 6.6 6.6 6.8 10.2
7. Diseases of Circulating
System 13,4 3.4 8.4 11.6
8. Diseases of Respiratory
System 12.5 21.6 18.7 24,8
9, Diseases of Digestive
- System 4,5 4,6 4,0 8,0
10, Diseases of Genito-
Urinary System 3.6 7.3 5.1 5.9
11. Complications of
- Pregnancies, Childbirth 1.4 0.8 2,0 -
& Puerperium
12, Diseases of Skin &
Subcutaneous Tissues 6.3 6.0 6.4 7.2
13. Diseases of Musculo-
Skeletal System etc., 7.2 33 6.8 8,0
14, Congenital Anomalies 0.3 0.5 0,1 0.3 |
15, Certain causes of
Perinatal morbidity 0.02 0.1 - 0.0
& mortality
16, Symptoms & Ill~defined
conditions 17.3 10.1 8.0 0.8
‘17, Accidents, Poisonings :
& Violence 3.7 5.4 5.2 5.4
18, Supplementary
_classification 3.1 10.5 10,4 -
100,0 100.0 100.0

*
A ~ Proudfoot Practice, Dundee

B - Craigshill Health Centre {44)

100,0

C - England & Wales (34)

D - Teeside (48)"



It is possible that a classificatory variation accounts for the
low percentage of consultations for respiratory disease and the high
percentage of consultations for circulatory disease in Dundee.

Allowance should also be made for random variation (an unusually large
-or small result in any one year) when comparing results, |

The percentages given for mental disorders, diseases of the nervous
system and diseases of the digestive system are similar in all the studies
with the exception of Teeside. The only category in which almost full
agreement is reached is in diseases of the skin, Apart from the lack
of uniformity in the way general practitioners classify morbidity,
differences in the age/sex register of the population, regional
differences in morbidity and in the intensity of use of the medical care
syétem may account to a greater or lesser extent for the variation in
the percentage rates of many of the disease categories.

The low rate given in the Teeside practice for symptoms and’ill-
defined conditions is not an isolated finding. In a further study by
Marsh, Wallace and Whewell in 1976 of 4,733 ill-patient consultations
in North East England and in the State of Iowa, U.S.A. (57) the
consultation rate for symptoms and ill-defined conditions, as a percentage
of all diagnoses made, was 1.,3% in England and 1.5% in Iowa. The
comparable figure in the Dundee practice in 1976 was,18;8%.

In the Anglo-American study diagnostic categories were coded
according to the classification of the Royal College of General Practit-
ioners (58) and in the Dundee practice according to the International
Classification of Diseases (32). ~The different classification systems
used accounts, at least in part, for the différent rates for diagnoses
of a symptomatic nature since as Bentsen pointed out in 1976, in the
‘British Standard Classification (the R.C.G.P. version of the I.C.D.)
too many of the symptomatic diagnoses are related to organic or aetiol~

ogical diagnostic groups and one may find the same symptom codes under



two or three different groups (59).

Rakel, 1977, in a statement on the same subject expressed the
view that approximately one fourth of all patients seen will never be
assigned a final, definitive diagnosis, because the resolution of a
presenting symptom or complaint will come before a specific diagnosis
can be made, He considers that pragmatically this is an effiecient
method that is less costly and achieves high patient satisfaction - even
though it may be disquieting to the purist physician who feels that a
thorough work-up and specific diagnosis should always be obtained. (60).

As we have seen, consultation rates when related to the diseases
causing them, provide a measure of the work load of individual practices,
Reference has alread& been made to the views of Logan and Cushion, 1958
(%1) who believe that consultation rates are unreliable as a guide to
morbidity because of differences in practice circumstances and
organisation, Hicks, 1976 (36) suggested, however, that in total, it is
likely (although it cannot be proved) that practice variations tend to
cancel each other out.,

In their study, Logan and Cushion, 1958 (41) suggested the most
usefui indicators for the measure of the prevalence of disease are the
patient consﬁlting rates which are also affected by practice circumstances
but to a smaller extent, and then mainly only for minor conditions,

Their advice is followed in the next section when we consider the

prevalence of disease in the practice population,



THE PREVALENCE OF DISEASE

In the manner of Logan and Cushion, the prevalence of disease in
the practice is measured by the number of patients per 1,000 of the
praétice population whe consult a member of the practice team, at least
once, during the year with the disease in question, irrespective of when
the illness began, how long it lasted or how many consulfations are
involved.

Table 14 - see page 64,

The prevalence of disease was determined each year from 1973 to
1977. From the results obtained there was no evidence that the
prevalence rate for any of the disecase categories increased or decreased
markedly during the five years, For this reason only the average
‘results for 1973 to 1977 are used in Table 14, The prevalence rates
for each disease category, in males and females, were then placed in
rank order and again, because of the consistency of the results obtained,
only the overall rankings are presented in Table 15.

lIn both sexes symptoms and ill-defined conditions and diseases of
the respiratory system occupy the first two places in the rank order.
For most of the remaining disease categories, the prevalence rates in
males and females reveal only minor differences. However, neurosis and
diseases of the genito-urinary system are more prevalent in women and
infective diseases and accidents are more prevalent in men. Psychosis,
mental retardation and congenital anomalies all take low places in the
rank order in hoth males and females,

These findings support the view expressed by Greene, 1976, that the
pattern of disease in primary medicine includes a high incidence of
transient illness (acute self-limited disease), a high prevalence of
chronic illness and a high incidence of emotional illness, (61).

Minor illness and the early manifestations of more serious disease
often present the generai practitioner with difficulties in problem

definition,
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Different doctors may giye the same set of éymptoms a different name
but provide essentially the same treatment, This is especially true
6f the acute self-limited episodes of illneés so common in general
practice,

If an accurate diagnosis is difficult to achieve in general
practice how often do general practitioners use a symptom or an ill-
defined condition as a diagnostic label?

The prevalence with which this occurs, in the day to day workload
of general practice, can he measured from the patient/consulting rates
for symptoms and ill-defined conditions and subsequently anélysed in a
pumber of different ways. Tables 14 and 15 are two examples and in
another in Table 16 the prgvalence of symptoms and ill-defined conditions
is expressed as a percentage of all categories of diseases and conditions.
Then in Table 17 the prevalence of symptoms and ill-defined conditions
is related to the age category of the patient consulting. It should
be emphasised that Tables 14-17 do not refer to allAsymptoms encountered
at the doctor/patient consultation but only to those which remain

"undiagnosed,"
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Table 14 - Patient consulting rates per 1,000 of the population in
males and females for the principal categories of diseases

and conditions diagnosed from 1973-1977.

I1.C,D, Categories of 1973-1977

Diseases and Conditions M F
Infective & Parasitic Diseases 105 112
Neoplasus 10 | 14
Endocrine, Nutritional &
Metabolic diseases 21 55
Diseases of blood & blood
forming organs 11 43
Psychosis 2 11
Neurosis . 66 201
‘Mental retardation 0 0.2
Other diseases of C.N.S. : 14 22
Diseases of the Nerves o 15 36
Inflammatory diseases of the eyes 45 59
Diseases of the Ear 65 68
Diseases of the Circulatory System 85 147
Diseases of the Respiratory System 293 320
Diseases of the Digestive System 81 100
Diseases of the Genito-Urimary
System 22 158
Complications of Pregnancy - 37
Diseases of the Skin : 154 187
Diseases of the Musculo-Skeletal
System ' 94 141
Congenital Anomalies 7 7
Symptoms & Ill-defined conditions 357 659
Observation without need of
further medical care 6 -5
Other ill-defined conditions 5 5
Accidents, Poisonings etc. 112 120




Table 15 - Rank order of prevalence rates, in Males and Females, in
the principal categories of diseases and conditions

diagnosed from 1973-1977.

I.C.D., Categories of 1973-1977

Diseases and Conditions M F
Infective & Parasitic Diseases 5 9
Neoplasms 17 18
Endocrine, Nutritional &
Metabolicec Diseases 13 13
Diseases of blood & blood
forming organs 16 14
Psychosis - 21 19
Neurosis 9 -3
Mental Retardation 22 22
Other Diseases of C.N.S, : 15 17
Diseases of the Nerves 14 16
Inflammatory diseases of the Eyes 11 12
Diseases of the Ear 10 11
Disegses of the Circulatory System 7
Diseases of the Respiratory System 2 2
Diseases of the Digestive System 8 10
Diseases of the Genito-Urinary
System : 12 5
Complications of Pregnancy . . - 15
Diseases of the Skin 3 4
Diseases of the Musculo-Skeletal
‘System 6 7
Congenital Anomalies 18 20
Symptoms & Ill-defined Conditions : 1 1
Observation without need of
further medical care 19 . 21
Other ill-defined & unknown
causes of morbidity & mortality 20 21

Accidents, Poisonings & Voilence 4 8




Table 16 ~ The prevalence of disease in males and females as a

percentage of all categories of disease and conditions,

1973-1977.
1975~1977
I.C.D, Categories

M F
Iﬂfective & Parasitic Diseases 7
Neurosis
Diseases of the Circulatory System 5 6
Diseases of the Respiratory System 19 13
Diseases of the Digestive System 5 4
Diseases of the Genito-Urinary System 1
Diseases of the Skin 10
Diseases of the Musculo-Skeletal
System 6 6
Symptoms & ill-defined conditions 24 26
Accidents, Poisonings & Violence 7 5
Other ill-defined conditions 12 15
Total 100% | 1004

The prevalence of symptomatic and ill-defined conditions on
average, during the five years was 25%, i.e. 1 in 4 of all patients

consulting.

Table 17 - Prevalence of certain categories of disease in various age

groups as a percentage of the total prevalence in 1973.

Age Resp.| Cire,| Symp.| Skin | Neurosis

0-14 31 1 15 28 3

15~44 37 18 34 4} 39

45-64 20 37 25 18 33

65 + 12 4h 26 13 25
100% § 100% | 100% | 100% 100%

Each disease category was considered in turn but to simplify the
tabulation only five categories from 1973 are shown here, Even in
this amended form the results confirm what has been previously noted

(Table 12) that the pattern of morbidity is different for the young,



for those in middle life and for the elderly.

This broad picture of morbidity in the practice population is a
useful guide for trainee practitioners who have little idea, initially,
of the probabilities of disease in general practice. Visiting patients
in their homes is also a new experience which many of them find enjoy-
able. They may not be fully aware, however, that the place of contact
can have an important bearing on the morbid events encountered in the

commnity., This aspect of home visits will be considered in the next

section.



HOME VISITS RELATED TO MORBIDITY

Marsh, McNay and Whewell, in a study of home visiting in North EKast
Ingland in 1972 ameng 190 general practitioners, were of the opinion
that home visiting is one of the corxner stones on which British gemeral
practice has been built, -~ many of the dramatic episodes in general
practice are encountered in the patient's home, (62).

This theory was examined in Dundee by relating home wvisits and
surgery consultations to the morbid events encountered by the doctor.
Patient/consulting rates for home visits and surgery consultatiogggby
the general practitioner were expressed as a percentage of the total
doctor/patient consulting rate for diseases in the categories specified.
Table 18 = see page 69,.

The figures for the years 1974, 1975 and 1976 were also obtained
but being similar to 1973 and 1977 are not included here. By using
the figures available for each year of the study a. table can be prepared
in the rank order of the prevalence of disease encountered on home visits
and compared with a similar tabulation for surgery consultations, The
relative importance of the place of contact to the morbid event can then
be considered.

Although both tables are available only the one which relates to
home visits is included here -~ see Table 19. Bowever, the rank order
of surgery consultations to morbidity is easily determined by placing
the ranking in Table 19 in reverse order, i.e. psychosis which ranks 1

for home visits becomes 21 for surgery consultations and so omn.



Table 18 -~ Patient consulting rates for home visits (H.V.) and for
surgery consultations {S.C.) as a percentage of the total
doctor/patient consulting rate for the categories of

diseases specified.

1.C.D. Catesories of 1973 1977
‘Dis d Conditi !
iseases and Lenditions H.V. | %s.C. |%H.V. | %s.C.

Infective & Parasitic ‘
Diseases 39.6 60.4 39,5 60.5

Neoplasms 33e3 66.7 kh,1 45,9
~ Endocrine, Nutritional &

Metabolic diseases 21,3 78.7 23.3 76.7

Diseases of blood and .

blood forming organs 23,2 76.8 33.7 66.3

Psychosis 69 31 61.1 38.9

Neurosis 25,6 7h .k 25.5 74.5

Other diseases of C,N.S. 26.7 73.3 25 75

Diseases of the Nerves 20 80 14.8 85.2

Inflammatory diseases of

the Eyes 18,7 | 81.3 | 15.2 | 8.4

Diseases of the Ear 22,2 77.8 17.5 82.5

Diseases of the Circulatory

System 34,2 65.8 30,1 69.9

Diseases of the Respiratory

System ‘ 3504 64,6 35.9 64,1

Diseases of the Digestive ,

System 31.3 68,7 31.1 68.9

Diseases of the Genito-

Urinary System 18.2 81.8 16 84

Complications of Pregnancy 22,2 77 .8 14.1 85.9

Diseases of the Skin 13.3 86.7 12.3 87.7

Diseases of Musculo-

Skeletal System 29 71 21.2 | 78.8

Congenital Anomalies 21.7 78.3 21.1 78.9

Symptoms and ill-defined '

conditions ‘ 29,9 | 706.1 27.2 72.8

Other ill-defined conditions 22,4 | 77.6 - -

Accidents, Poisonings etc. 28.8 | 71.2 21.3 78.7

" All principal groups 27.5 | 72.5 | 25.5 | 74.5




Table 19 ~ Patient consulting rates for the categories of diseases

specified for home visits (H.V.) doctors only, in rank order.

1 1974 | 1 1976 | 1
I.C.D, Categories of 975 L2 975 | 197 977

Diseases and Conditions Rank | Rank | Rank | Rank | Rank
H.V. | H.V, | H.V. | H.V. | H.V,

Infective & Parasitic

Diseases 2 5 6 3 3
Neoplasms - -5 2 2 2 2
Endocrine, Nutritional & :

Metabolic diseases 16 21 19 16 11
Diseases of blood and blood

forming organs 12 10 3 6
Psychosis 1 1 | . 1 1
Neurosis 11 13 12 9 9
Other diseases of C.N.S. 10 3 10 10 10
Diseases of the Nerves 18 12 11 14 18
Inflammatory diseases of '

the Eyes 19 16 14 20 17
Diseases of the Ear 15 19 17 15 15
Diseases of the Circulatory

System 4 8 5 5 7
Diseases of the Respiratory

System 3 4 4 k 4
Diseases of the Digestive

System 6 11 7 7 6
Diseases of the Genito- : )

Urinary System 20 18 16 19 16
Complications of Pregnancy | 14 17 15 13 19
Diseases of the Skin 21 20 § 20 18 20
Diseases of Musculo- =

Skeletal system 8 6 9 11 13
Congenital Anomalies 17 9 21 17 14
Symptoms and ill-defined :

conditions , 7 7 8 8 8
Other ill-defined conditions 13 15 18 21 21
Accidents, Poisonings etc. 9 14 13 12 12

Although in Table 19 the rank order of diseases shows some variation
from one year to another there is no consistency in the pattern over the
five years to suggest a definite trend in any one disease,

Both Tables 18 and 19 show that on home visits, psychosis, infective



diseasés, diseases of the respiratory system, diseases of the circulatory
system and neoplasms were the most likely problems to be encountered,
At surgery consultations, diseases of the skin, diseases of the ear,
diseases of the genito-urinary system, inflammatory diseases of the eye
and endocrine and nutritional diseases were much more prevalent,

" The place of contact in patients suffering from psychotic illness
is clearly of importance with 67% of all patient consulting taking place
in the home,

The importance of this aspect of primary care can be illuminated

further with examples taken from the practice records. Although the

case notes have been summarised the basiec details remain unaltered.

FEMALE apged 31 years, Home wvisit. Temporary resident in an acutely
agitated stat;. Flown home with a nervous breakdown while on a camping
holiday in Nice., On examination abusive and unco-operative. Hyper-
active, Rambling speech with flights of ideas, Previous history of
post natal depression. In-patient treatment with E.C.T. and Lithium
Carbonate. Refer to Psyéhiatric Hospital for emergency admission.
Diagnosis: Hypomania,

Patient subsequently absconded from hospital and was readmitted

under certificate (Section 31 of the Mental Health Act 1960).

MALE aged 3 years., Home visit. Generally unwell for 2-3 days.

Listless. Not eating. Rash appeared on trunk yesterday. On examin-
ation, face flushed with circumoral pallor. Strawberry tongue.

Tonsils inflamed with exudate present. Cervical lymphadenopathy.
Punctate erythematous rash on trunk, tops of arms and legs, Throat swab
taken, Diagnosis: Scarlet Fever, Plan: notify as such, Treat
with oral Penicillin,

Subsequent progress uneventful. Full recovery within 10 days.




"FEMALE aged 27 years., Home visit. Severe attack of abdominal pain

and persistent vomiting of 24 hours duration. Jaundiced, Urine dark,
apyrexial, furred tongue, no tachycardia. Whole upper abdomen very
tender, Bowel sounds present. Previous history, recurrent dyspepsia
of six months' duration, Oral cholangiogram revealed numerous calculi.
On waiting list for operation. Now obstructed, Arrange emergency
admission,

Cholecystectomy was performed and a satisfactory recovery made.

MALE aged 72 years, Home visit, Two months history of diarrhoea with

slime and flatus., No blood present. Slight abdominal pain. Nausea,
Generally listless and tired., Rectal examination revealed a hard
craggy mass, presumed to be a carcinoma, Domicilary visit by Surgical
Specialist who agreed with the provisional diagnosis and arranged
admission for biopsy and appropriate treatment.

Laparotomy performed 4 weeks after initial visit and rectal

carcinoma found to be inoperable. Patient died 10 days later,

FEMALE aged 53 years. Home visit. A few days history of pain in the

chest aggravated by deep breathing. Feels feverish, sweating and her
muscles ache. On examination, tachycardia. Temperature 101, Few
scattered crepitations noted in left mid zone, Possible diagnosis:
Influenza with respiratory tract invelvement., Rx Ampicillin, Chest
x~-ray arranged and blood taken for full blood count and film. Previous
history, carcinoma of colon resected one year previously.

Symptoms improved. Chest x-éay norﬁal. Blood film - abnormal
with -80% lymphocytes and distorted red cells., ? cause, Refer to
hospital for investigation and admitted thrée weeks after initial visit.
Diagnosis of liver_metastéses.

Patient died at home.& months' later.,




The consultation and the morbid events encountered in general
practice have been considered in some detail, It is now necessary to
return to the point of contact of doctor and patient and retrace those

all important pathways that link patient complaint and diagnosis.



PATEWAYS TO DIAGNOSIS

In a paper published in 1971 on 'Symptoms in General Practice',
Morrell, Gage and Robinson stated that the presenting of symptoms by
the patient in general practice is the logical point at which to start
prospective studies into the natural history of illness and of the
diaénostic method in general practice. (63).

Certain symptoms are recognised, at the initial consultation, as
being part of a specific diagnosis, What is of greater interest are
the many symptoms which do not fit readily into a diagnostic framework.,
As Noble, in 1976, emphasised common ills remain undiagnosablg in the
conventional sense. (13).

The frequent necessity to use vague terminology worries many doctors
during their early years in general practice. The reason for their
anxiety is that in their undergraduate training emphasis is placed on the
need to establish a precise diagnosis for every episode of illness,

As Cochrane suggested in an essay in 1972 Doctors are trained for the
most part in intervention, The dangers of non-treatment and non-
diagnosis are seen as greater than the dangers of treatment and over-
diagnosis. (64).

Some doctors feel threatened by problems which do not fit neatly
into a diagnostic framework and are tempted to make a diagnosis by guess
work or intuition, In many instancesg this does not matter since the
symptoms and findings are features of minor illnesé which resbives
spontaneously and irrespective of the label given to the incident, the
outcome is not affected. The danger arises when the problem persists
and is more serious. Colleagues who treat the patient may be unaware
of tﬁe tentative nature of the initial diagnosis and fail to take active
steps to resolve the problem. On the other hand, problems which are
labelled as a symptom or finding and remain undiagnosed provide the

incentive to further action, . .



Perhaps the most difficult decision a general practitioner is
réquired to make concerns the unexplained symptom; whether to investigate
or to adopt a 'wait and sece' policy. In serious disease undue delay
could be fatal - in less serious disease and where spontaneous resolution
is likely, unwarranted investigations may harm the patient and cause
unnecessary expense, At the outset the doctor is anxious to exclude
serious disease., A further history, a more detailed examination,
information from laboratory and x-ray procedurés, may &all assist in
establishing a diagnosis. As new evidence accumulates and with the
changing pattern of the illness, the diagnosis may become apparent.

There is no doubt that this pattern of events is followed in some cases -
but how often does it occur in the daily workload of general practice?

In othér words, how frequently can the unexplained symptom be identified
as an essential element in a diagnostic patﬁway?

The following study is an attempt to provide the answer.
METHOD

At each consultation the prohlem or problems presented by the patient
are defined in terms of a diagnosis, a symptom or finding, The initial
consultation in an episode of illness is‘recorded as a 'new' problem and
subsequent consultations, considered part of the same episode of illness,
are recorded as an 'ongoing' problem, The linkage between an unexplained
symptom and the ultimate diagnosis can then be analysed.’

This was the theory but in practice, initially at least, it was much
less successful. When a patient had both diagnoses and unexplained
symptoms 'on—going' at the same time - as was quite often the case -
and when diagnoses changed as sometimes happened, then it proved
difficult to link the appropriate diagnosis and the symptom to which it
referred. In the initial computer print-out the linkage of symptoms
and diagnoses was, in some instances, bizarre and inappropriate.

However, the programme was rewritten to exclude confirmed diagnoses



previously recognised and to limit the period of scrutiny to 8 weeks
in any one episode of illness. The adoption of the 8 week link was
decided after a trial run using a 6, 8 and 12 week link. The 8 week
link provided the best analysis,

A list of symptoms and findings was prepared as follows

-1, Cough 8., Nausea & Vomiting
2. Rasgh 9. Dizziness
3. Abdominal Pain 10, Dyspnoea
4, Back Pain 11, Debility
5. Chest Pain 12, Trequency of micturition
6. Heaﬁache 13, Pain referable to Urinary System
7. Dyspepsia’ 14, Pain in limb

It is important to emphasise that symptoms which were recognised
at the outseé as being part of a cénfirmed diagnosis or where the
presumptive evidence was sufficiently strong, were excluded from the
analyéis, é.g. the morning cough of a chronic bronchitic, the epigastric
pain of a patient with an active duodenal ulcer or the tension headache
of a patient with anxiety neurosis. A symptomatic finding was recorded
only in those cases of -illness in which it was not possible, either from
the history, the examination or investigation, for the déctor to make &
firm diagnosis. Thus, the frequency of symptom presentation in this
anaylsis bears no relationship to the frequency with which any one
symptom may present in the sum of all the morbid episodes in the practice.
Least of all does it attempt to measure the total prevalence of symptoms
in the practice population since as Johnson reminds us in his essay in
1977 on 'Patients, receivers or participants', - people with symptoms
do not- automatically declare themselves ill and take to their beds nor
do they necessarily consult a déctor. There is an enormous pool of
tolerated illness in the population in any one time which has been ignored,
normalised or left to develop. (65). This argument was substantiated

by the investigations of Morrell and Wale in 1976 who reported that only



a minority of symptems (3 in 37) are taken to the doctor and that
patients are highly selective in deciding which symptoms are appropriate
for medical care. (66).

The nuwber of consultations for 'undiagnosed' symptoms in different
age groups in males and females from 1973 to 1977 is given in Tables 20

and 21,

Table 20 -- The number of consultations for undiagnosed symptoms in

different age groups. MALES.

O-l |51k | 152k | 25-4%|45-64 | 65 + |Male
Symptoms { Total
No., | No. No. No.{ No. No. {Number
1., Cough . 129 | 108 | 132 55 | 5L 78 | kh6
2, Rash ' 56 22 16 23 15 15 | 147
3, Abdominal Pain | 17 | 58| 47 58 | 52 | 29| 261
4, Back Pain 0 5 4l 69 | 69 597 211 |
5. Chest Pain 1| 18| 23 | 54| 70 | .60 | 226 |
6. Headache 1 12 19 273 14 14 83 ;
7. Dyspepsia 0 0 20 37 33 16 | 106 !
8. Nausea & Vomiting 52 37 32 27 29 17 194 f
9. Dizziness 0 3 9 12 15 21 | 60 |
10. Dyspnoea 1| 1| 3 1| 15 | 1| 32
11. Debility 4 2 7 1 10} 18| 1] 55
12, Loss of weight 1 0 0 0 2 1 4
13. QOedema 2 0 0 2 3 8 15
miha Fredﬁéncy of
| Micturition 3 1 3 17 11 26 61
15. Pain referable to
Urinary System 8 5 2 9 5 7 %6
16, Pain in 1limb 2 12 a7 42 56 g Ly 183
17. DPalpitation 0 0 3 3 l 0 7
18, Haematuria 1 1 0 0 0 ! 3 5
278 283 282 432 464 393 | 2132
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Table 21 ~ The number of cousuliations for undiagnosed symptoms in

different age groups, FEMALES.
Ol {B=ll |15-24 | 954k |L45-04 | 65 + |Female
Total
No. iNo, No. No, | No. | No, |Numbex
. Cough 122 | 115 | 46 99 109 119 610
2. Rash 31 31 46 55 36 41 250
3,  Abdominal Pain 1w | 77 | 115 | 105 | 65 53 | 429
L, Back pain 0 LY 134 - lli <"§i “kgéém
5a Chest pain 30 62 79 98 276\
6. Headache 28 . 58 89 57 41 275
7.  Dyspepsia 0 1] 8 30 45 38 | 122
8. Nausea & Vomiting 42 48 i 63 87 66 ; 94 400
9. Dizziness 0 6 | 19 B0 A0 | 83 181
16. Dyspnoea 2 2 4 5 ¢ 16 . 23 52
11, Debility 1 9 | 30 | 87 § 67 j 66 | 260
12. Loss of weight 0 0 1 2 | 0 | 2 5
13, Oedema 0 1 0 9 15 % 26 ; 51
14, Frequency of : i
Micturition 23 | 14 73 155 95 | 115 . 475
15, DPain referable to ! f
Urinary System 10! 3 27 56 41 41 | 178
16, Pain in limb 0} 16 | 28 74 | 108 | 101, 32
17. Palpitation ol o 1 5 51 2. 13
18, Haematuria N 0 1 0 7 71 7, ez
o47 | 361 | 593 | 100k | 962 | 1041 | 4298

The data given in Tables 20 and 21 indicate the sympioms (or findings)

most likely to cause the doctor difficulty in interpretation in the various

age groups, in males and females.

E.gc. in males and females under the

age of 5 years, the most common symptouws are cough, nausea and vomiting

and rash.

Frequency of micturition is a perennial problem in women of

most ages whereas in males it is an infrequent symptom until the age of

65 years and over when the incidence begins to rise.

However, even in

this age group the rate in males per 1,000 of the practice population

is only half that of females.

lieadache is also more commonly presented

in females than males especially in the age raunge 15-44 years where the

“incidence in females is three timesg that of males,
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It is interesting to compare these results with those of Morrell
et al published inm 1971 (63). 1In their study, 24% of the total
consultations in 1971, weve classified as new patient—-initiated. At
each of these consultations hoth the diagnosis and the main presenting
symptom were recorded, It is these symptoms which form the basis of
their paper, They provide data on consultations (per 1,000 of the
patients classified by age and sex) for the 10 most common symptoms
(8 of which are included in my list.) Despite the difference in the
gselection of consultations for analysis, the resultsg are broadly
compatible and in some instances the correlation is good., In the age
range 0~5 years for males and females, the most common symptoms were
cough, disturbance of bowel function and rashes. Headache and abdominal
pain were most common in the age group 5-24 years and pain in the back,
pain in the chest and pain in the joints (limbs) became increasingly
common with increasing age. These results are similar to mine. The
differences between the sexés in the presentation of.symptoms appeared
to be greater in my stuady.

Morrell et al also related the most commnon symptoms to diagnostic
certainty expressed as symptomatic, provisional or presumptive. The
'diagnosis vasg recordéd as symptomatic or provisional at 42% of all new
patient-initiated consultations but this varied between 11% and 88% in
the symptoms studied in detail. In concluding their discussion of the
results, Morrell et al said, It is necessary now to study those symptoms
in which gréater diffiéulty was experienced and relate them to the final
diagﬁoses and the diagnostic pathways by which they are reached, (63)9

The results of my own study into the relationship between un-
explained sywptoms and confirmed diagnoses for 6,300 consultations,
2,102 in males and 4,207 in feméles is given in Table 22, For the
reasons already given the computer analysis of related symptomatic and

confirmed diagnoa%é was limited to an 8 week link, No attempt wag made

to reassegs all contacts during this period but only those who chose to
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return or were invited to do so by the doctor. Nevertheless, it is a
not unreasonable assumption that in most of the cases which did not return

spontaneous resolution occurved.

Table 22 - Percentage of confirmed diagnoses linked to undiagnosed

symptoms or findings from 1973 to 1977.

Symptom or |Confirmed | Percentage
Finding Diagnosis of Confirmed
Biagnoses
M F M r M B
1. Cough W6 | 610 | 17| 22 | 3.8 | 3.6
2, lash | 147 | 240 8 | 12 5.4 | 5
3. Ahdominal Pain 261 425w 16 | 23 6.1 5.4
k. Back Pain 212 | 382 9 | 22 5.2 | 5.8
5. Chest Pain 926 | 276 | 18 | 22 8 8 )
6. Headache 83 275 1 13 1.2 4.7
7. Dyspepsia 106 | 122 61 11 5.7 9
8. Nausea & Vomiting 194 430 10 11 5.2 2.8
9. Dizziness 60 181 6 12 10 6.6
10. Dyspnoea 32 52 7 3 21.9 5.8
11. Debility 55 | 260 31 12 5.5 4.6
12, Frequency“;f |
Micturition 61 475 3 47 4.9 10
1%3. Pain referable to
Urinary System 36 | 178 ‘ L 13 11.1 73
14, Pain in limb | 183 | 327 10| 17 ), 5.5 | 5.2
Totals 2102 4207% 118 | 240 ¥ 6%

The figures given in Table 22 show that in this study only a small
percentage of unexplained symptoms provide the link to a confirmed diagnosis
in an 8 week period. . For the vast majority of the symptoms the precise
cause remains obscure,

The average percentage of confirmed diagnoses was 6%, ranging from
1.2% to 21.9% in males and 2.8% to 10% in females. However, the discovery
of significant disease in even a small percentage of unexplained symptoms
bhas important implications for treatment and prognosis.

In Tables 23 and 24 a list of diagnoses with the {requency of

occurrence is given for two of the unexplained symptoms, chest pain and

‘



abdominal pain., Certain recognised pathways are demonstrated hut others
are less convincing. An analysis of all the symptoms listed paints a
similax picture. The fault may lie in the design of the computer
programme or it may simply reflect the proecess of becoming ill which
Mechanic, 1961 called 'Ifllness Behaviour' and defined it as the way in
wvhich given symptoms may be differentially perceived, evaluated and acted

(or not acted) upon by different kinds of person, (67).

Table 23 ~ Symptom ~ CHEST PAIN M 226
F 276

Subsequent Diagnosis 0-14 years 15-64 years 05-75 +

: M r M r M r
Herpés Zogter , 1
Alkaptonuria ’ 1
Neuralgia 1
Ac. myocardial infarction ' 3 1 - 5 2
Chronie ischaemic heart )
disease 1
Angina 1
Fracture of rib(s) closed 1 2
Dicorders of heart rhythm 3
Acute upper respiratory
tract infection ) 1
Pneumonia . 2 1
Chronic Bronchitis 1
Chronic Sinusitus 1
Pleurisy 1 -
Spontaneous pneumothorax o 1
Spondylitis 1
Diseases of respiratory N
system 1 3 1
Appendicitis 1
Cellulitis of upper arm 2
Osteoarthritis 1 ' 1
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Table 24 ~ Symptom -~ ABDOMINAL PAIN M 261

I" 429

0--14 years 15-64 years| 65-75 +
Subsequent Diagnosis M P M F M F
Anxiety Neurosis 2
Epilepsy ' 1
Haemorrhoids - 1
Chronic Bronchitis S 1 1 ﬂ
Ulcer of dﬁodenunl 3 2
Acute appendicitis 1 2
Diverticula of colon .
Peritonitis 1
Cholecystitis 2 1
Urinary iract disecase 1 -E“ —E»M»-~M~~“w-iwww
Pregnancy 3
Carbuncle of hand 1
Jaundice 1
Retention of urine . ' 1
Dermatitis 1

It would seem important to recognise that if a large percentage of
symptomatic presentations of this nature are not the precursors of
significant disease then we would be well advised not to over treat the
patienf in the meantime., This -argument is well supported by Thomas,
.1978, in his study of the consultation and the therapeutic illusion. (68),
At 45 general practice surgery sessions 200 patients in whom no definite
diagnosis could be made were randomly selected for one of two procedures,
Either they were given a symptomatic diagnosis and medication or they
were told they had no evidence of disease and therefore they required no
treatment. No difference in outcome was found hetween these two methods,

Reference was made earlier to the study of Morrell et al (63) in which
they recorded hoth the diagnosis and the presenting symptom at all new
patient-initiated consultations in their practice for a year, The data
obtained was examined further by Morrell in 1972 in a paper entitled
'Symptom Interpretation in General Practice' (69). Morrell dealt with

each of the commonest symptoms separately, noting the diagnoses most



often recorded. His figures show that a large numbher of diagnostic

categories were used by the doctors for each of the presenting symptoms.
A comparison can be made between the number of diagnoses used by

the doctors inlthe Morrell study, for several of the common presenting

symptoms and the numher of diagnoses used by the doctors in the Proudfoot

study for the same presenting symptoms.

Table 25 ~ Number of diagnoses used for certain presenting symptoms.

Symptoms le {20 | 3. {4 |5 |6. |7, |8
A, |23 131 | &b |26 |35 [31 |28 |20
3. 18 12 15 19 19 11 15 8

-Number of diagnoses

A = Morrell, 1972

B = Proudfoot study 1973-1977.
Symptoms 1. Cough 5. Chest pain

2, Rashes 6. Headache

3. Abdowinal pain 7. Giddiness

4, Back pain 8. Dyspnoea

The number of diagnosés used especially with symptoms of pain in
the abdomen and pain in the chest, underlines the uncertainties of
diagnoses at the primary level. This is particularly striking in study
A where the diqgnosis was made at the initial consultation and nmch less
sg in study B where the diagnosis was made in the course of repeated
consultations., As Morrell et al observed - through a series of
consultations, modification of the diagnosis was common and was often
accompanied by an upgrading in diagnostic certainty. (63).

It is not easy to‘illustrate the intermediate but often critical
steﬁs in the diagnostic pathway from initial contact to final diagnosis
without references to the manual records of individual patients. For
this reason extracts from the records of three patients with chest pain

are given overleaf,



Mrs, Eliza D. age 72 -~ a widow

Consultation 1

PROBLEM: CHEST PAIN  783.7

Subjective: Tightness in the chest and shortness of breath on
exertion, Some lossg of weight,

Uhjectives Pulse irregular at 90. B.P. 160/100, Moist sounds
at hoth bases.

Assessment: Possibly angina with early C.C.F.

Plan: Treat symptowatically with Glyceryl Trinitrin,
oral iron (Ferrograd C) and a diuretic {Neo Naclex K.)

Consultation 2

PROBLEM: CHEST PAIN  783.7

Subjective: No improvement in chest pain and breathlessness.
Loss of appetite and weight. Sore tongue.

Objective: Pale. Mass felt in the epigastrium, ? enlarged liver.
F.B.C, and film, Delay request for a barium meal x-ray.

Consultations 3%-6

PROBLEM: PERNICIOUS ANAEMIA  281.0
Subjective: A bit better. Ne furtiher chest pain.
Objective: Colour has improved. B.P. 180/95. Pulse rate
| regular 88/min. Chest clear, Haemoglobin now 10.4 gms%.
(71%).
Assessment: L weeks ago H.B., 7 gms% (hS%). Bed cells macrocytic
with some megaloblasts present., Within two weeks
improved to 8.8 gms% (60%).
Plan: Contimue treatment with Neo—Cyfamen 1,000 mcg/lce ampoule
each week.
Clearly the patient has benefited from-this diagnostic activity.but
so has the doctor, In a practical way he has experienced for himself a

diagnostic pathway -~ a learning process less easily forgotten than those

"read about in text books.



The next two patients illustratce the same presenting problem but

the pattern of illness is different.

JOUN B age 46 - Storeman

Consultation 1

PROBLEM: 1

Suh jectives

Objective:

Agsessment:

Plan:

CHEST PAIN

Recent onset of chest pain which radiates down his

right arm. Precipitated by exercise and clears with ‘
rest. Ne other symptoms apart from a smoker's cough,
Sitting up in bhed. Looks pale., P.R. 8Q/mino Occasional
ectopic beats. B.P. 180/100. H.S. closed. No ankle
oedena. A few rhonchi in both lungs. Wi, 8% stone.
Probably mild angina.

P.H. Gastrectomy so R/0 anaemia. Also chest infection.

Prescription given for tabs. Glyceryl Trinitrate 0.0 mg x 30,

Consultation 2

PROBLEM: 2

Subjective:

Objective:

Plan:

ANGINA

Still troubled with chest pain especially when he leaves
the warm atmosphere of his work to go into the yard.
Algo on going up hill e.g. to the surgery. Obtains
symptomatic relief from his tablets.

Haemoglobin 15 gms% (100%). B.P. 155/98.

Chest x~ray shows a stable focus in the right mid zone
and evidence of emphysema,

Unable to stop smoking. Agreed to attend the Anti-
smoking Clinic,

Start treatment with beta~blocker - Trasicor 40 mg t.i.d.



MRS, MARY B. age 48 -~ married woman

Consultation 1

PROBLEM:

Subjective:

Ohjective:

Assegsment:

Plan:

CHEST PAIN 783.7

Tight pain in the chest on exertion associated with
breathlessness of a few weeks duration.

Pale mucous membranes., Slight ankle oedema.

Heart sounds closed. PR SQ/min, B.P. 1&0/90.

Lung bases clear, Wt. 10 st.

Symptoms probably due to anaemia, N.B. Nine months

ago haemoglobhin 10,2 gms%. (70%).
Blood taken for F.,B.C, and film, Treat with Feospan

Spansules 2 daily. Rest off work meantime.

Consultation 2

PROBLEM:

Subjective:

Objective:

Assessment:

Plan:

YRON DEFICIENCY ANAEMIA 280

Ankle swelling has disappeared but chest pain on
exertion persists,

No ankle oedema.

ﬁ.S. regular, B.P. 140/90.

Slight tenderness in mid-epigastrium, Haemoglobin
7.5 gms% (51%).

Film: Hypochromic, microcytic anaemia ? bloed loss.
Periods a full 7 days every 28 with occasional clots,
Negative gynaccological investigation 3 years ago but
probable source of blood loss,.

Rule out other sources of blood loss.

meal, chest x~ray. Check M,S.,S,U. Re-~check Hb.

Add Vitamin C to therapy.

Consultation 3

PROBLEM:

Subjective:

IRON DEI'ICIENCY ANAEMIA 280
Only occasional slight substernal discomfort.

Breathlessness has gone,

Arrange for barium



Objective: Haemoglobin 9,1 gms% (62¢). DBarium meal, chest x-ray,
M:.5.5.U. all negative,

Asgessment: Despite steady improvement cammot /0 minor degree of
coronary artery disease.

Consultation &

PROBLEM: IRON DEFICIENCY ANATMIA 280

Subjective: Feeling pmuch better, only occasional headaches.
Slightly breathless when running up stairs.

Objective: B.P. ]60/98. Mild ankle oedema. Wt. 11 st. 2 1b.
Haemoglobin now 12 gms% (84%). E.C.G. within normal
limits,

Plan: Adviseé to lose weight. Continue with maintenance
iron therapy. Treat mild hypertension,

PROBLISM: MILD HYPERTENSION 401

Plan: Tabs, Moduretic 1 daily

These cases illustrate the importance of defining a problem in
diagnogtic terms only when therg is sufficient gsymptomatic and objective
evidence to justily doing so. Not only is diagnostic guesswork liable
to mislead colleagues and delay a proper assessment but the doétor's own
efforts to investigate and treat the problem are likely to bhe expended
in the wrong direction.

When seeking an explanation for a patient's illness the doctor
relies heavily on probability. He makes a mental list of all the possible
causes and assembles them in the order of probability. lach probable
cause is then rigorously tested and accepted or rejected on the basis
of further information. As Weed points out (1) - "rule out" or
"probable" should not be employed in the problem list. To "rule out"

'is a diagnostic plan and '"probable'" also is a signal that further data
should be obtained.

Diagnostic plans are discussed in the sections which follow under

two headings, diagnostic activity and investiigations and referrals,
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DIAGNOSTIC ACTIVITY

The diagnestic activity in response to unexplained symptoms, which
will contribute to more accurate primary diagnosis, nceds to be explored.
The multiplicity of presenting symptoms in general practice, and the
limited time available for each consultation, makes it inevitable that
the doctor will investigate those symptoms which, in his epinion,
indicate serious underlying pathelogy or are the precursors of significant
disease, lHowever, as ltskel points out at this stage of disease there
are often only very subtle differences between the early symptoms of
serious disease and those of self-limited, minor ailwents. (60).

1t is, therefore, not always easy to decide which symptoms require
fuller investigation., Tew doctors will ignore dysphagia or persistent
hoarseness, haemoptysis or rectal bleeding, nocturnal frequency ox dyspnoea,
but with headache; tiredness, dyspepsia, giddiness, pain in chest or abdomen,
the decision to investigate or await resolution is often difficult.

"The paiuful young belly" is a typical example. As an editorial in the
British Medical Journal, 1978, stated, when a child presents with recurrent
abdominal pain the problem for the doctor is twofold; how to detect the
minority (5~10% of those reaching hospital) who have organic disease and
how to manage the majority whose pain tells of emotional stress. (70).

Other writers view diagnostic problems such as these; in different
ways. Elston, 1977, expresses hisg concérn that heroic procedures cause
undue suffering to patients without any tangible benefit and divert
scarce resources from other patients. (38). Weed, 1969, however,
recommends that if the doctor's time is limited he should establish
.priorities and divert attention to those problems having the greatest
potential for moving in to the acute phase, (1) and Greene, 1976, suggests
that in large areas where a rational basis for decision making does not
exist, providers mist rely on personal judgement and assume the risks of

its uncertainty. (61).



The investigations and referrals carried out in pursuit of diagnoses
in our practice, reflect, to some extent, this uncertainty. For details
see Tables 26 and 27

The word 'contact' needs to be defined at the outset. In the
context of this study it means 'patient contact’. At each consultation
the patient may presentl?ﬁié than one symptom. When related to the same
illness the doctor choses the symptom of greatest significance but in
other cases he may decide to identify each symptom separately, In
addition, the same symptom may be presented on more than one occasion by
the same patient. Thus, in respect of the symptoms listed, the total
number of doctor/patient contacts is likely to be greater than the number
of patients consulting.

Altogether 6,430 symptoms were analysed in respect of the diagnostic
activity they evoked. The bacteriology laboratory was involved in the
greatest degree of diagnostic activity. Altogether 687 specimens were
submitted and of these 95% were in response to five of the eighteen
symptoms listed, i.e. abdominal pain, backache, frequency of micturition,
pain referable to the urinary system and baematuria, In the majority
of these contacts the suspected diagnosis was urinary tract iﬁfection.

Conyheare's Text Book of Medicine (1970) states that infection of
either the bladder or the kidney may be accompanied by marked systemic
disturbance with malaise and high fever, and also by local symptoms of
pain and dysuria, (71). Davidson's Principals and Practice of Medicine
(1975) states that symptoms arising from the urinary tract, however, may
also be present (in chronic pyelonephritis) and include frequency of
micturition, dysuria and occasionally aching lumbar pain. (72).

Although these extracts are taken out of context they suggest a
correlation between symptom and diagnosis which is frequently not
realised in general practice. In the investigation of 536 dqcton/
patient contacts with frequency of micturition, 65% of cases had mid-

~stiream samples of urine screened for pathogens at thevlaboratory.
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In the 349 tests carried out, computer analysis revealed that only
10.6% gave positive evidence of urinary tract infection. Similarly,
of 214 cont#cts with dysuria,; specimens of urine from 118 (55%)
produced only 12 positives (10%) and in 594 contacts with backache, 40
had urine specimens pultured with positive results in 5 (12.5%).

These computer results appear to contradict the opinion of Asscher,
1978, of the Kruf Institute of Renal Disease, Cardiff, who states that
half of the women who present with frequency and dysuria have
bacteriuria (73). IHowever, an investigation of our mamual records,
revealed that not all patients with bacteriuria had the test result or
the 'confirmed' diagnosis entered on the computer file, Errors, such
as these, have now been eliminated by recording the results on hoth the
manual and the computer files irrespective of any subsequent contact
with the patient.

A wmore accurate estimation of the results of bacteriological
investigations was obtained by an analysis of the manual records for
‘one year (September 1977-0ctober 19?8). Puring the year 293 MSSU's
were submitted to the laboratory for culture, A to@al of 35 were
either lost in transit, discarded because of leakage, or were contaminated.
31 were submitted for screening purposes following treatment, 0f the
remainder, 109 (48%) were culture positive. These results are very
close to the estimate given by Asscher, (73) and support his view that
clinically culture-positive and culturewnegétive patients are indistin-
guishable,

The seriousness with which doctors in the practice view certain

symptoms can be gauged from the frequency that patients with these
symptoms are referred to hospital for admission or for out-patient
assessment,

From the results given in Table 27, the symptom of pain in the chest
provides the highest percentage of admigsions to hospital (4.6%) and

abdominal pain is in second place at 3.3%. The admission rate fer all
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other symptoms in this group is less than 1%, Analysis of out-patient
referrals shows that 5,9% of contacts with abdominal pain, %.6% of
contacts with chest pain, 3.9% of contacts with dyspepsia and 3.7% of
contacts with haematuria were referred tc¢ hospital out-patient
departments. In the 7.3% of out-patient referrals for pain in limbs
the general practitiéner is often seeking facilities such as physio-
therapy rather than a specialist opinion,

The total contacts for all symptoms in this study amounted to 6,430
and consultations with a specialist was considered necessary on 222
occasions, i.e. 3.5% of all patient contacts.

In discussing the place of the general practitioner in medical
care, the working party,-appointed by the Second Luropean Conference on
the Teaching of General Practice, stated in May 1977, that patients
need a doctor - who is able to recognise and define their problems, and
to deal with most himself., {74). The analysgis of hospital referrals
given above illustrates the view that the function ¢f the general
practitioner and that of the specialist are complementary.

The use made by general practitioners of extra-mural x-ray
facilities to recognise and define patients problems is shown in Table
26, 133 patients with macculo-skeletal disorders producing pain in
1imb and back weré referrved for x-ray from a total of 1,104 contacts
(12%). 61 patients out of 818 contacts wit<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>