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PRACTICE OBSERVED

List size and patient contact in general medical practice

D WILKI D HH METCALFE

Abstract

One hundred and ninety nine general practitioners
collected data on consultations with patients for a
representative sample of recording days. The number of
consultations and amount of time spent in patient
contact were positively correlated with the number of
registered patients (list size), whereas the consultation
rate and the amount of time spent with each patient
were negatively correlated. These relations, however,
were not too strong, and there was considerable variation
among_doctors, particularly for those with lower list
sizes. These findings have implications for issues con-
cerning quality of care and the potential effects of
reductions in patient list size.

Introduction

Surprisingly little information is available on the number of
patients secn by general practitioners, the amount of time spent
with each patient, or the length of time doctors spend in surgery
and on home visiting. Still less is known about the relation
between the number of patients on a general practitioner’s list
and the frequency and duration of contacts between doctor and
patients. Such information is relevant to debates about the
quality of care in general practice if it is assumed that the
amount of time available is a constraining factor in the achieve-
ment of quality. Since the remuneration of general practitioners
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is related to the number of patients on the list there is a potential
conflict between the understandable desire to maximise income
and the desire to provide high quality care.

The most review of the available
on these subjects was provided by Butler in 1980, who sum-
marised the evidence from many small and a few larger studies
of general medical practice. With respect to the time spent in
consultations with patients each weck, including immediately
associated activities such as administration and travelling to
home visits, he estimated that the average lay between 35 and
42 hours but that the range was somewhere between 25 hours
and 55 hours. The mean duration of each surgery consultation
way estimated to be between 50 and 65 minutes and each
home visit between 10 and 15 minutes. In examining the
frequency of contact on the basis of 80 observations derived
from 24 different studies the mean surgery consultation rate
(consultations per patient per year) was 32 and the home
consultation rate 1-3. The largest provider based study. the
Second National Morbidity Study, reported an overall consul-
tation rate for 1971-2 of 3-2." In contrast, the largest consumer
based study, the General Household Survey, reported a con-
sultation rate of 38.

Apart from building a descriptive picture of general practice,
Butler used the available studies to examine the relations
between list size and the frequency and duration of patient
contact. He concluded that the available data were incon-
clusive with respect to the amount of time spent with patients.
The total time spent in the practice was as likely to reflect
personal and idiosyncratic considerations as any systematic
variation in list size. With respect to the average duration of
consultations the evidence suggested that list size was not
usually an important determinant of the duration of con-
sultations. Consultation rates did show a broad negative
association with list size for both surgery and home consultations.
Butler was careful, however, to point out the weaknesses of the
data on which these conclusions were based. In particular, he
drew attention to the fact that most of the reported studies
were of self selected practitioners, and differences in the
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TABLE 11—-Frequency and duration of patient contact by list size

Listsize
o anro e Toul
patients patients  patients
o5t fna7h  (n-69)
100°)  doon) (1007

No of conpultauons per week
17 30) 3 3@ 2an
9us) 1004 3@ 201
611 8 69 18 @
a9 1@ 10as) 3709
san  Isi2l) 1522 36018
4 Maw 12an 005
4T wae 20069 Man
1149 3@ 100%  2ea2
611 1308 1826 37019)
Wi 1308 203 4502
61) ) 1349 2o
3oy say  ae U3

- nael 2 2 say

Time spent in patient contact per

week (b1

21 2 Bus
BTy 14125 1005 4020)
o - 20 101K 11ae) 3900
2024 7028 210300 48(24)
2408 5 7000 211
20 140200 20010}

Mingtes spen in sorgery and

home sts per patient per
is [8t 34 12an pay
15109 6111 M9 1725 708
20249 1o w2232 1261
25299 s 2382 a3 4zin
340 1 Bas san w04
133 1101 Vi am

Average surgers consultation

& 1 1n e

9 912} 19 10
ey 19126 905)
1323 220300 59 301
s i 3005
1425 nas 3106

g

g

I
b

)
S

i
%
§
g
!
!

2 8 8

L L LS P
Tﬁw@%ﬁﬁ
Number of patients on list

FiG 1—Number of consultations per week by list size groups.

seeing more than 160 patients per week and 417, having consultation
rates below 2:5. Although these relations were quite clear, there werc
sizeable minorities who did not conform to the general pattern. Thus,
for example, 30", of those with lists up to 2000 had consultation rates
below 25, but only 9°, of those with lists of more than 2500 had
consultation rates of 35 or higher.

The amount of time spent in patient contact clearly reflects the
number of consultations. Sixteen per cent of general practitioners
spent less than 12 hours each week seeing patients, but 102, spent
more than 28 hours. The range was from five hours to 46 hours.
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Most doctors (62°,) with lists of 2000 patients or fewer spent no
longer than 16 hours in patient contact each week. Their colleagues
looking after more than 2500 patients usualy spent more time in
patient contact, 30% more than 24 hours. # quarter of this group,
however, spent 16 hours or less. The implicitions of these patterns
for patients may be seen by examining the 5./erage amount of time
deyoted to each patient on the list over a yeas: 317, of general prac-
titioners were in contact for an average of lets than 20 minutes per
patient per year and 25% for 30 minutes or more. Though small list
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¥16 3—Time spent in surgery and on home visits by list size
groups.

sizes were associated with more time per patient, the relation was
not strong. A third of those with lists of 2000 or fewer patients spent
more than 30 minutes per patient, but a quarter of the same group
spent less than 20 minutes. For large list sizes the relation was
clearer, only 137, spending more than 30 minutes and only one doctor
spending more than 35 minutes. Average surgery consultation times
ranged from four to 15 minutes. Forty three per cent of general
practitioners with lsts of up to 2000 patients had average consultation
times of more than eight minutes, but 167, had averages below six
minutes. There was only a w tion between list size groups
and average consultation times.

Figures 1-5 show the means for each of the patient contact variables
for general practitioners in seven list size groupings. The number of
consultations per week shows a consistent relation with list size,
although between 2000 and 2750 there was little difference in the
total number of consultations. The correlation coefficient for number
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definitions and methodologies used suggested a need for caution
in interpretation. Indeed, the firmest conclusion was that much
remains obscure about the ways in which the frequency of
consultations, the time devoted to each consultation, and the
time in total patient contact may be related to the total number
of patients cared for.

More information is nceded about all aspects of general
medical practice to inform debates about the future of primary
health care, not least as a background to the formulation of
policy locally and nationally. The pressure of work or constraints
of time are often used as reasons for patterns of care which fall
short of or deviate from acceptable standards. Perceptions of
pressures and time constraints may differ from the reality. It is
important to examine the problem so that the debate about
quality of carc may proceed in the context of an accurate
estimate of the amount of work undertaken and the time
available.

This paper presents evidence on the frequency of and length
of time spent in patient contact for a large representative sample
of urban general practitioners. These data may also be related
to variations in the number of patients on individual doctors’
lists.

Methods

The research area consisted of five health districts and part of a
sixth, all around Manchester. (The inclusion of general practitioners
practising in part of a sixth district accounts for the difference in the
number of participating doctors referred to in this paper and in the
previous paper.) To achieve maximum coverage all doctors practising
in these districts were invited to be interviewed for a study of the
structure of general practice.* * There were 522 general practitioners,
of whom 397 (76%) agreed to be interviewed. All 397 doctors were
asked to participate in & subsequent study of the process of care:
240 (60°) agreed to do 50 and began collecting data. Most studies
of general practice in the United Kingdom have either been conducted
by individuals or small groups of doctors on their own practices or
they have relied on general practitioners to present themselves a3
volunteer participants. Despite the undoubted value of these studies
there is good resson to suppose that the often arduous collection of
data and the need for doctors to take the initiative by volunteering
dis many from participating in research. Although the
response rate for the present study was by no means ideal, it is a
great improvement on anything currently available. Two hundred and
one practitioners (39% of all those in the study area) com-
pleted data collection; 199 of these had lists of more than 1000
registered patients, and this group is included in the analyses that
follow. The participating doctors were broad! wative of all

genenal practitioners in the study area (tble I), but participants
differed from non-participants in lﬂpenolmo{dodmmd patient
list size. The study der general in

TABLY 1—Comparison of parnicpanng and non-participating doctors (per-
centages)
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semircurement having only small lists. Apart from this, the par-
ticipating doctors reflected the population of general practitioners in
the study area, insofar as this can be described from available family
practitioner committee Statistics.

Each doctor recorded information on all face to face patient
contacts occurring on a representative sample of recording days. All
coding was carried out by the research team, who also offered clerical
help to those general practutioners who experienced problems with
the completion of encounter forms. The content of the patient
encounter form recording procedures and the reliability of the
information collected have been reported.* In addition to recording
information on each consultation the doctors recorded starting and
finishing times for each surgery session. For this paper a complete
data set for each general practitioner consisted of information relating
1o all consultations (surgery and visits) occurring during the days of
three “working weeks,” one in each of three periods of four months
(February-May, June-September, October-January). For most
doctors this meant that cach four month period contained five
recording days (Monday. Tuesday, . . . Friday) distributed evenly
throughout the period and the total data set consisted of 15 recording
days. Thus the sample was carefully structured $o as to take account
of daily and seasonal fluctuations in the pattern of work.

These data, collected and recorded by the doctors, can be extrapo-
lated to provide a picture of the pattern of patient care in terms of
volume for an average week and for a whole year. The variables used
in the analyses were as follows: (a) list size—registered practice list
of patients divided by the number of partners; (5) number of con-
sultations per week—average number of surgery consultations and
home visits derived from three representative working weeks;
() anmual consultation rate—number of consultations per week » 50
list size; (d) time spent in surgery and on home visits per week—time
spent in surgery plus 15 minutes for each home visit; (¢) minuies per
parient per year—time spent in patient contact per week x 50 list
size; (f) average consultation time—time spent in surgery - number of
surgery consultations. Two statements of list size were provided by
the general practitioners: their personal registered list and the list for
the whole practice. It was possible for a subsample of 80 doctors to
compare these figures with those provided by the family practitioner
committee. There was a correlation of 0-88 between the general
practitioners’ estimates and the family practitioner committee figures.
For single handed doctors personal list and practice list were identical.
For partnerships we have used total practice list divided by the number
of partners since this was considered a better estimate of the number
of patients cared for. Although personal lists were unevenly distri-
buted between partners, it was most common for general practitioners
10 share the work more or less equally. In addition to these assump-
tions about list size, construction o[ the variables described above
required the following assumptions

(1) That the data recorded on Vs working days evenly spread

3mm the year may be regarded as typical of three working
weeks.

(2) That the doctor or an alternative is available to patients for
50 weeks of the year—that is, 52 weeks minus public holidays.

(3) That each home visit occupies 15 minutes of patient contact
time (this does not include n':vellml time).

(4) That the whole of recorded time spent in surgery is spent in
contact with patients.

These assumptions iecessarily arbitrary, but where possible
we have erred on lhc lld: of overestimating rather than under-
estimating the amount of time spent in patient contact. No allowance
has been made for time spent on a variety of other activities which
are part of the general pruuucmax working day—for example,
telephone travelling, ads
tion, and lisison with ther health services.

Results

Table 11 shows the overall distributions for each of the patient
contact variables and the relation among and list size for three
broad groupings of list size. Twenty two per cent of general prac-

titioners saw fewer than 101 patients each week and 32% saw more
an 160, The range was from 26 1o 285, Consuaion rates, hich

be the average annual frequency of contact per patien:

octors s, show the same veriation, anging rom 06 10 65. Bom
number of consultations and consultation rate were related to list
size. For list sizes of up to 2000 paticnts 46% of doctors saw fewer
than 101 patients each week and 427, had s consultation rate above
3'5. The converse was true for larger lists (over 2500 patients), 46%
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of consultations plotted against list size was 0-44. Consultation rate
was negatively correlated with list size (fig 2). but the pattern was not
consistent over the full range of list sizes. Only for lists of more than
2500 patients did there seem to be a consistently lower consultation
rate. Figure 3 shows a similar pattern in relation to time. Mean time
spent in patient contact increased with list size, although there was
relatively little variation in the middle range of list sizes (2001-2750
patients). The reverse is true for the mean length of time spent per
patient per vear, which was negatively correlated with list size (fig 4).
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In this case there was a noticeable decline in the amount of time for
list sizes of more than 2250. Lnuy,uhmwummum
between average consultation time and h . There was little
varistion up 1o tist szés of 2750 and only » alight decine for those
doctors with the longest lists.
The mean values presented in figs 1-5 should be interpreted with
a considerable

large lists. Table 111 shows the coeffic tion for general
pnmmmmmluuupmmoomdfmmoummlmolm
than 2750. Thx
cfmmnwndvh:mnunp«emun In each case there is
more variation for the low list sizes. This suggests that where the
general practitioner’s list was relatively small the number and duration
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TABLE 111—Coefficients of variation for high and b list szes
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of consultations migh have been inffuenced by varibles other than
list size. In contrast, for larger lists it seemed that the number of
patients (or s st s provided reduced the scope for variation
in the number of consultations and the amount of time spent, both
in total and on each patient. For average consultation time cocf-
ficients of variation were similar for both small and large lists.

Discussion

The evidence presented above is derived from a large and
representative group of general practitioners who practise in
and around Manchester. It differs from other such studies, not
only in the large number of general practitioners participating
but also in the degree of bias likely to have been introduced
through self selection. The demands made on participating
general practitioners, in terms of the length of the recording
period and the amount of detail required, were much less than
in most other studies. Relatively short recording periods, a
simple encounter form, and substantial clerical help ensured
the cooperation of many doctors who might otherwise have felt
unable to devote the time to research. There was no evidence
of underrecording, except perhaps a slight underestimate of
home visits. Thus the data are likely to be more representative
than those used in most other studies of this topic. We emphasise,
however, that this was not a study of the total workload of
general practitioners. The data refer to time spent by doctors
in contact with their registered patients and the frequency of
contact. This is only part of the general practitioners’ work
since it does not include other aspects of patient care or activities
not directly connected with patient care.

If the amount of time available is a constraining factor in the
provision of high quality care the wide range of behaviour

general practitioners must raise questions about whether
patients who attend different doctors receive care of similar
quality. It is sometimes argued that the demands of providing
basic care for cven an average size list of patients leave in-
sufficient ume to provide the highest quality of care. Our
evidence , however, that there are considerable dif-
fmm‘wpmnmmmemumoinme
spent in patient contact, regardless of Lst size: 36% spent less
than 16 hours per week in consultations with patients, and 21%
spent more than 24 hours. Doctors may see these differences as
part of the variation in workload among different sorts of prac-
tices. Patients m:y see the Vlmnon as a reflection of important
geveral i ¢
thus other parts of the Health Semce) and in the amount of
the doctor’s time available to them. Cicarly, patients who are
registered with different general practitioners will have very
different experiences of both the frequency with which they see
the doctor and the amount of time used. What we do not know
is what effect these differences have for health outcomes for the
patients.

‘We have concentrated our analyses on the relation between
patient contact variables and list size. As we said in the intro-
duction, the importance of list size lies in its assumed relation
to workload and quality of care and, because of this, in its
Ilua!lp-nnl of the level of of
general practitioners. The evidence shows positive correlations
between list size and number of consultations and the amount
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of time spent in patient contact. We have also shown negative
correlations between list size and consultation rates, ave
consultation times, and the amount of time devoted to each
patient on the doctor’s list. In common with other studies we
have found these relations to be weaker than might have been
expected if list size is held to he the major determinant of the
amount of time the general devote o patient
carc. This was_particularly tvndem for the lower list sizes.
Large lists generate more and more
time spent in direct patient contact and they impose restrictions
on the consultation rate and the amount of time devoted to
individual patients. Though smaller lists scem to facilitate the
opposite, it appears that the general practitioner exercises a
larger clement of choice, or that other constraints become more
powerful.

As list size falls below 2500 it scems to have less effect on the
frequency and duration of patient contacts. Consultations in
total continue to fall, and the amount of time the general prac-
titioner spends in surgery and on home visits continues to fall,
but from the patient’s perspective the likelihood that frequency
of contact and time available will increase seems to depend on
other factors. At present the average list size for general
practitioners in the UK stands at roughly 2100. There is no
evidence from this study that further reductions below this
size would have any great impact on the time available to
individual patients, except insofar as these result from reductions
in the highest list sizes. This does not, however, mean that
other important aspects of patient care, which we have not
cxamined, might not be affected. As we have already empha-
sised, we do not know enough about the relations between the
amount of patient contact, the quality of care provided, and
health outcomes for patients.

£ list size explains only a small part of the variation among
general practitioners in frequency and duration of patient con-
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tact what other variables might be implicated? We have
examined a wide range of doctor and practice characteristics
that might be thought to be important and we shall discuss
these in detail in future papers. In particular we were able to
examine the influence of doctors’ other paid commitments
outside general medical practice—such as hospital appoint-
ments and local authority work. These did not explain much of
the variation in patient contact variables. Although doctors who
spent more than eight hours a week on other commitments
tended to spend less time with patients, the differences were
only small. At least as interesting is that the larger number of
doctors who spent up to three hours on outside commitments
spent more time in patient contact in their own practices than
their colleagues who had no such commitments.

We hope that this paper will help to stimulate debate about
the quality of care and the future development of general
medical practice. We think that the evidence raiscs important
questions about the relations between time, quality, and out-
come, which emphasise the need for much more research into
primary health care.
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ONE HUNDRED YEARS AGO

The present system of shop-labour, on which we commented in a
recent article, 15 now generally regarded, and with justice, as one of
the gravest social dangers of our time. Anyone may obtain, in almost
any quarter, reliable evidence of its merciless, polite, and unpreten-
tious tyranny. Medical men have frequent occasion 1o notice and to
treat its consequences in patients who consult them. It will readily
be believed that the young of both sexes are the chief sufferers, and
that the majority of these are women. The reasons for this fact are
not difficult to discover, and are to be found in the naturally weaker
physical and mental state of the female, in her comparatively sudden
development during youth, and in the fact that, save in the mere
matter of muscular strain, her share of fatigue is cqual to that of her
 the hygiene of her often more

faulty than his, and her remonstrance less powerful. No woman, even
in her prime of strength, is able to support for wecks or months a
strain of twelve or fiftcen hours of daily work, without intermission,
under the most favourable circumstances. At present, many em-
ployers of labour expect the young half-developed girl “hands,”
their cconomy teaches them to engage, to do as much in work-

rooms encumbered with woollen goods, or hung with trimmings of
every kind of dye (very commonly noxious), unventilated, dusty, and
overheated—to do all this for a miscrable wage of some fifteen
shillings a week; and even require, with a coarse buffoonery of satire,
that these poor girls shall bind themselves over to wear a smiling
countenance. Human endurance is elastic, but within limits. At
first the weekly rest, short though i is, may establish a rebound suf-
ficient to cover the appearance of exhaustion, but, in the not very long
run, nature will have her way. Discase, which judgment, without
any undue indulgence, might have prevented, appears, and the further
history of such a case
Al these troubles might be avoided with ordinary consideration, and
without interference with the fair development of trade. They exist,
even in those which are subject to

inspection under the Factory Act, and notoriously in the most fashion-
able quarters. Inspectors would do well to remember that shop-
women run the risk of dismissal if they state their case to them, that
employers are often t0o glad to make light of real grievances, and that,
for truc insight, their own shrewdness must chiefly be depended on.
Only by a wider and deeper, though not necessarily an intrusive, offi-
cial scrutiny, assisted, if necessary, by some method of regular book-
notation, in which shop-assistants shall participate, can we hope to
deal effectively with this scandal of commercial life. {British Medical
Journal 1884;ii:670.

A jury’s opinion of medical treatment is not likely to be worth much
on its merits, but when it comes 10 be regarded—or at least given to
the world—as 2 judgment, it ceases to be nidiculous and becomes
offensive. What possible place or power can a jury claim to exercise
in the criticisms of medical treatment ? The only plausible pretence
for so doing is a difference of opinion among skilled witnesses, and if
the profession were true to itself, and its members loyal to the dignity
and interest of their cloth, no such “difference” would be allowed to
ceach the public car. I s no idle requirement that the College of
Physicians makes when it formally imposes on its members and licen-
iates the obligation to refrain from steusing any practiioncr of pro-
fessional ignorance, except before competent judges; not, certainly,
regarding lay jurors in that light. This is a rule which ought to
govern the whole profession. It is unfortunate that in cthics an ought
is 50 nought. A jury may, of course, determine, as a matter of public
prudence, that a certain practitioner, either by neglect or malpraxis,
injured a patient, but if it be not prepared to decide some one has
been injured, it s clearly inadmissible to pronounce judgment as to
the merits or demerits of a particular mode of treatment, or 10 say that
mproper.”” A recent inquest at Leeds, to which we will not
more specifically allude, has suggested these remarks. (British Medical
Fournal 1884;1i:1027.)
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As expecred, most of oue group were taking regular Peychotropic
medication. On psychological testing one strong factor emerged:
Thabie personalty resstant 1o Change. Avoiders took the following
drugs: psychotropics 17; cardiovascular 6; analgesics 2; others 4.
During the study two patients changed doctor. A young woman
with deep seated fears and obscssions projected onto her supposed
facial acne had inveigled prescriptions for ointments, antibiotics, and
the contraceptive pill (not for contraception) for over a year. Progress
scemed to be made after two long interviews, but she never attended
2gain and left the practice, presumably because her doctor came “too
close.” Her phobic anxiety that was related to men was such that
she would vomit before and after social contact with a young man, and
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without problems. In childhood he had been in an isolation hospital
for several weeks with diphtheria; on discharge (he belicved) he had
been a carrier and infected two young neighbours who died. He
declined treatment for his anxicty but gradually became more relaxed
in the surgery; his blood pressure was maintained at 140/95 mm Hg
with minor alteration in treatment and he even persuaded his reluctant
wife to attend for a cervical smear.

A businessman in his 305 had suffered panic attacks since his teens.
He had had psychotherapy and behavioural treatment over the years
without success and remained on a small dose of propranolol and an
anxiolytic cach day, which was obtained by his wife with a repeat
prescription card. Attemps to arrange relaxation therapy had failed.

Table 1. FEAR QUESTIONNAIRE

Name

Choau 2 number from the scale below to show how much you would avoid each ol the situations listed

below because of fear or other unpleasant feclings. Then write the number you box opposite.
each situation
o 1 2 3 s 6 7 8
Would mot Stightly Definitely Markedly Always
acoid it avold i avoid avoid it acoid it

2 Injections or minor surgery (m]
3. Eating or drinking it other people . o
4. Hospitah . s ]
5. Travelling alone by bus or coach . 8
6. Walking slooe in busy streets .
7. Being e
8
9.
10,
1.
1
1
14.
15,
16
17. Other siuations (describe)
teave blank — (T T
Apobiesc = Tow
e
Now choose a sumber frodh the scale below 10 show how much-you are troubled by cach problem fisted,
2001 write the mumber in the box eppotie
o 1 2 3 s 6 7 s
Hardly Stightly Definitely Markedly Very severely
at all

18, Feeling miserable or depressed .
19. Fecling irritable or angry

20 Feeling tease or panicky
21, Upsetting thoughts coming into your mind

2 ed-‘youuymxmwndm’mnnworn
n ).

Other feelings (deacribe)

& o

F16 1—Questionnaire used to interview unsupervised repeat prescribers.

it is hardly surprising that she left her male doctor when he began to
intensify their relationship.

An elderly couple had been denied their usual prescription for
hypnotic on joining the practice in 1981 by an overenthusiastic
traince. Although this was rectified, this shaky siart never led w0
good relationship, and the angry couple left at the time of the study,
probably knowing about it and deciding to change doctor before

farmer with asthma persistently failed to attend for blood pressure
check, although he took his (ineffective) thiazide tablets regularly,
When he eventually attended he was obviously terrified, and his blood
pressure was 210,125 mm Hg. g other fears, he confessed 10 a
terror of injections, although he often injected animals himscif

A married woman in her 50s had continued for several years on
previous doctor’s prescription for  thiazide diurctic and occasional
diazepam. At interview she admitted to considerable anxiety when
leaving the house, in shops, and in open spaces. Interestingly, she
had taken a job with the Hospital Car Service, which had been of
great benefit to her.

‘The relation of alcoholism to phobias is well established and may
be more complex than previously thought* A patient who was
separated from his wife had had a known alcohol problem for years
and pancreatitis in the past. He had been weaned off Drinamyl
(barbiturate and amphetamine) with difficulty in 1976 only to become
dependent on heminevrin and nitrazepam; he would often run out
of these and, failing 1o gain supplies sufficiently early, would endure
several unpleasant days until the next prescription was due. He had
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Repeat prescriptions: was Balint right?

PHILIP M ] TOMBLESON

The demand for a repeat prescription is the expression of the need
for a continued human contact . . . arrangements have to be made
to reduce the intimacy created by this need. The indirect contact s
an effective method of reducing this intimacy. Treatment or
Diagnosis, 1970.1

Abstract

The results of a study of repeat prescriptions in a semi-
rural general practice of 2715 patients showed that
97 people had not attended for review of their drug
treatment for over 12 months. Nearly 60 patients seemed
to clude contact; the motivation for this behaviour was
divided between pride and fear. A psychological study
showed pronounced phobic features in the group that
‘was most closely aligned to the patients having repeat
prescriptions described by the Balint group.

Introduction

In 1983 a study of repeat prescriptions by a trainee general
practitioner coincided with a “What sort of doctor " visit by
two colleagues, when mild criticism was made of the lack of a
“time-stop” on the repeat prescription cards in current use.
From the results of the study we isolated 97 patients who had
appeared to abuse the system and had not attended for at least
a year for review of their

‘The practice population contained 20°, of patients aged over
65, and repeat prescribing was higher—57/1000 patients
(corrected)—than the mean of 42/1000 patients described by
the Birmingham Research Unit in 1983."* Nevertheless, the
average number of prescriptions per person on the National
Health Service list was 044, significantly lower than the
national average of 0-56. The average basic price per prescrip-
tion was also low at £3-39 (national average £3-62).

Results

Ninety seven patients who had been receiving unmonitored repeat
r than | anuary
as seen clsewhere, inappropriate for recall, deniers, avoiders, and un-
classified.

SEEN ELSEWHERE

Twenty one patient
an eye hospital (wumm, cataract, nnd blindness) and received
monthly prescriptions for cye drops. Interestingly, one patient -uh
blindness from vitreous haemorrhages had chronic lymphatic
kacmia when checked by us. Four patients were aged and infirm wnh
osteoarthritis and munubduy, one very i dent woman received
gold injections for her 1! art and one young man
suffered from multiple ;clumu All six were scen regularly by the
district nurse.

Three subnormal young men were resident trainees at a special

Mid-Sussex Pe te Ceatre, Cuckfield, Sussex RH17 SHQ
PHILIP M ] TOMBLESON, M8, MRcGP, genersl practitioner

establishment and monitored regularly by a psychiatrist; two patients.
had pancreatic disease and were reviewed by interested specialists;
one patient was on home dialysis; a farmer was under hospital care
for asthma; a child received long term antibiotics for renal pathology;
a retired man had had close supervision of his myeloma at hospital
for six years; another man attended a London hospital for his Parkin-
son's disease.

INAPPROPRIATE FOR RECALL

Fiftcen patients were inappropriate for recall. Four had taken

allopuninol for gout for many years; three teenagers had occasional
salbutamol inhalers for lifelong mild asthma; two men with excellent
control of were in regular ; two patients

with vears of relapsing endogenous depression were in lengthy
remission; two patients with minor arthropathy were content with
their medication. One patient with an ileostomy and one with a
colostomy received regular supplies of their appliances and were
working full time. It is arguable that some of these patients should
have regular checks; indeed, the rectal stump of the ileostomy
Patient was excised at a later date because of bleeding and the high
risk of malignancy.

DENIERS.

“Certain_ patients prize their independence and deny infirmity,
and chafe bitterly under the restriction that a medical regime im-
poses.”* Groves aptly described the above group as *'minor deniers,”
reserving the term “major deniers” for patients who disrcgard their
health so flagrantly as to exhibit a chronic form of suicide. In this
group of 30 patients there scemed to be a handful of patients who
paradoxically took their drugs regularly yet continued to court
disaster. Mostly, however, they seemed 1o be independent people
who spurned the si offered to them; although usually compliant
in their drug taking, their hypertension, asthma, epilepsy, or disbetes
proved to be poorly controlled when they finally attended the surgery.
The deniers were classified as follows: cardiovascular 8; endocrine
(diabetes, thyroid, adrenal) 5; asthma 3; gastrointestinal 3; epilepsy 2;
others 9; total

In some pﬂm\l: denial was not the sole motive; this was well
illustrated by a ess at interview gave an carly cluc
o the complexines of the repeat prescriber. A sudden deterioration
in his asthma had fright iauo secing » Harley Stroetspecialist
despite an apparently successful attempt by us to help. On ret
from his stay i & private hospital & tcatative query a8 1o his failure
t0 atend the surgery was honesty and eloquently answered. “Firnly,
my mother was a Scot; in nobody was allowed 10 be il
Sccandly, pride s the father and provider for s children would never
let me accept | was an asthmatic any more than a drinker can admit
heis an aleobolic. Thirdly, my father ud brother both have disbetes.
I've always been afraid you'd find something else wrong wi
it wis a grea relie 1o be told 1 was quite B by the hospial." At the
end of this consultation his peak flow was 600 I/min, and the doctor-
patient relationship much improved.

AVOIDERS

Twenty nine patients were avoiders. Many corresponded closely to
those described by the Balint group in Trearment or Diagnosis as
“difficult o saity; not asly olerating proximity or intimacy.” The
reader is left with 1 engmtic group of people
who avoid close relationships for some undefined . This is

1 Include a high proportion of sccondanly singlc” paticats
who are divoroed or separated because of these emotional difficulties,
although the inclusion of widowed patients makes this suspect (our
group contained only one who was separated, two divorced, and four
widowed).
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n by psychotherapists, clinical psychologists, and psy-
chiatrists, and inpatient treatment had not helped. Farly morning
attacks of panic had been a feature of his life even before his depend-
ency; these feclings were helped by a stiff drink, and he often remained
abstinent for the rest of the day.

PHOBIA SCORING
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their drinking problems but to have worsened when their
alcoholism became established until a heavy drinking bout
would worsen their fears considerably. Thus greater fearfulness
with greater dependence on alcohol became the end result of a
form of avoidance behaviour.

It scems possible that an analogy may be drawn with the
consumption of anxiolytics by patients with phobias; if this is
considered as 4 function of repeatedly avoiding fear (through
the

Fifty five of the 59 patients who were identified as
“ prescribers” were interviewed by me, using the fsaac Marks
Fear Questionnaire (g5 1 and 2)." The scoring system for this dif-

then it may be argued
that the phum-,'mnqu.u.ser/phom. effect may cause the pattern
of pill taking to become established and then entrenched. The
remains of the low dose tranquilliser takers with a

ferentiates between anxiety provoked by
and social phobia. A further section l’tlllﬂ to uulely—dtplv”nm Wll.h
five non-phobic symptoms found in phobic patients. The latter was
added to the phobic rating score to obtain a total score for each
patient, although in only one case did this section appreciably in-
fluence the scoring.
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F1G 2—Scattergram of scores from the fear questionnaire.

o2y using the scores rom he fear questionaaire o groups were

" (low phobis scoring) and “avoiders” (high
lamn() Mo patients could be correctly grouped by personal
knowledge, but several who were thought to be deniers had huh
phobia scores; these were mainly patients with cardiovascul
whoworedm;honthcblood-mury‘mn Patic

taking

and Consistently high in group 17 (“ather sivaations™ (8§ 1) wih
heights, knives, mugging, body control, cancer, family health,
tunnels, and being alone as samples. They welcomed the opportunity
1o discuss problems that they had been unable to verbalise before and
felt better for it; the fear questionnaire became a therapeutic tool and
began to take precedence over the prescription pad.

Implications

Finding a high phobia score in patients who were receiving
repeat prescriptions raises the question of whether their pre-
scriptions were appropriate. Two studies of alcoholics using
the fear questionnaire showed that over half of a group of 60
alcoholics suffered from phobias for which they had found
alcohol beneficial. They considered their fears to have predated

high level of fear, such as those shown in this study. The
effectiveness of the anxiolytic must be nearly at placebo level,
yet disrupting the repeat prescription habit causes distress.

resumably even placebos taken for phobic anxiety count as an
avoidance and are counterproductive.

Conclusion

Before this study I thought that I had a well ordered practice
with a tightly controlled system of repeat prescriptions. Un-
covered was a hornet's nest of willfully independent, poorly
monitored patients and a group of repeat prescribers who

seemed predominantly phobic in nature. This latter group
were thought in the past to have gained some undefined grati-
fication from their tenuous contact, but it is 15 years since the
B:lmt group study, and behavioural theory has now influenced

ur thinking in much the same way as Michael Balint’s did;
une might theorise that these patients with their phobic traits
use the pills as the casy option—to avoid the painful hard work
needed to face up to, and deal with, their phobias. Perhaps our
collusion with them as doctors is motivated by a similar fear of
disturbing the status quo.

T thank Dr John-Mark Dick for exposing the deficiencies of my
repeat prescription system in his trainee project and Dr Isaac Marks
for permnission to use his fear questionnaire in this study.
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(Acceped 10 October 1984)

ONE HUNDRED YEARSAGO  Itis satisfactory to note that the
important Government department over which Mr Mundella presides,
2s Vice-President of the Council of Education, is alive to the sanitary
necessity of providing playgrounds for the children attending public
elementary schools. In reply to a memorial sent by the Manchester and
Salford Sanitary Association in favour of the provision of suitable
‘playgrounds for school children, the Education Department states that
it has long been the policy of the department to require a playground
10 be attached 1o a school, especially to an infant school, and that in
every case in which loans are made to school boards for the purpose of
providing schools, the department always requires that a playground
shall adjoin each school, although, in very crowded town districts, the
cost of obtaining land for the purpose is often very serious. The reply
further states that, if there be any schoolhouses now under the juris-
diction of school boards which are without playgrounds, the depart-
ment will be glad to give assistance to school boards in supplying
them. (Brirish Medical Journal 1884;i:71.)
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