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PRACTICE OBSERVED

Practice Research

Are the problems of primary care in inner cities fact

or fiction?
JO WOOD

The belief that Britain's inner cities have some of the worst
social and health problems combined with some of the poorest
primary care predates the beginning of the National Health
Service.! Recent reports on primary care in inner London have
reinforced this belief. The Acheson report, for example, stated,
“in those areas where need is greatest, the services are least
able to cope with the resulting pressure and often appear to be
in the greatest disarray.”* Similarly, the Royal College of
General Practitioners’ (RCGP) report on inner London con-
cluded, “generally speaking, the arcas with the worst social
problems have the least suitable primary care services available
to them.”* As hospital and social services are cut back this
problem takes on a new urgency, and recommendations have
been made to facilitate desired changes in the organisation of
primary care in inner London.'

Opinion is divided about whether action along similar lines
is needed in other cities. The RCGP's reported view is that
London’s problems are unique and that the capital should be
treated as a special case. The General Medical Services Com-
mittee, on the other hand, maintains that the problems of London
cannot be scen in isolation from those of other deprived areas.
Up to now, however, little i has been

compares where possible the characteristics of general prac-
titioners in the Manchester-Salford inner area with those of
general practitioners in inner London. The second article will
compare the organisation and staffing of general practices in the
two inner cities.

Method

A survey was conducted among all 485 unrestricted principals with
surgery premises in five central health authorities in Greater Man-
chester—Manchester North, Central, and South, Salford, and
Trafford. There were 225 unrestricted principals with urgery
premises in the Salford inner ci
Gclineated under the 1978 Inner Urban Arcas Act, and 260 in the
“outer” area—that i, the rest of the study area. The survey population
excluded general practitioner assistants, vocational trainees, restricted
principals, and unrestricted principals who provided services to
People in-the five health suthoritics but who had surgery premises
clsewhere.

Personal interviews were conducted with 366 general practitioners,
759, of the survey population, by the field force of Research Surveys
of Great Britain in mid 1981. The response rate was identical amang

collected about primary care specifically in inner cities outside
London to support either view. This is the first of two articles
that report on findings from a recent survey among general
practitioners in Greater Manchester which shed some light on
this issue, This article provides a profile of general pnmuonm
who have surgery premises in the Salford

general in the inner city partnership ares and the

“outer” area. A comparison of the respondents’ profiles with family
practitioner eommmec statistics showed that the doctors who were
interviewed led the survey population. The likelihood
of doctons raponding, hawever, decreated with incressing nge, This
information about doctors aver 65 i slighdly less reiable than other

area and in adjacent areas of Greater Manchester, nnd it
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Findings
DOCTORS AGED OVER 65
It is often said that inner city areas have an above average pro-

portion of general practitioners aged 65 and over who practise single
handed and have small lists of under 1500 patients. Table I gives the
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SINGLE HANDED DOCTORS

According to popular belief there is a concentration of isolated
single handed doctors in inner city arcas. An analysis of family
practitioner committee statistics shows that there is a relatively high
proportion of siagle handed doctors in borh the

area (27%, and 18°,) compared with the national average (H

un

TABLE v—Percentage of general practitioners and estimated list size

No of patients on list Tnner area (%) Outer area (%) Toul (%)

The proportion of single handed doctors in the
inner area is low, however, compared to the proportion in inner
London (34°%). Information doctors gave sbout the number of
doctors in their practice—that is, the number with whom they
worked—suggests, however, that family practitioner committee
sutistics overestimate the proportion of doctors who actually work
single handed. According to doctors’ own assessments of the number
of principals in their practice (wble V), the proportion of single
handed doctors interviewed (83%, of doctors the family practitioner
committee classified as single handed) dropped to 20%—about the
same proportion as in the outer area (18°%).

TABLE 1v—Percentage of general pracuitioners in proctices of different sizes

No of doctors in practice _Inner area (%) _ Outer area (%) _Total (%)

Vo i i 8
s and o
g i i i

(25%) decline in the population of the inner area in the past 10 years.
Perhaps by accident rather than design there is an element of positive
discrimination in favour o Manchester-Salford inner area as a
whole on this crude meas:

Deapie this, it will be noted that there is substanial spread of list
sies in both the inner and outer ara. Although average it sizes are
lppncubly smaller in the inner than in the outer are, there is
positive asiociation s the ecologcal lvel, with private pracic, the
proportion of doctors to have private patients being similar
in both the inner and outer areas (21% and 24% respectively). In

One 20 18 19
Two 23 19 21
29 26 28

Four 20 22 21
Five + 8 17 12
Total No of general practitioners 171 195 366

Information that doctors gave about the number of other doctors
working from their premises also shows dm family’ practitoner
commitee statistics may give a misleading im the pro-
portion of physically isolated doctors. Only Tove of W domon
interviewed (487, of single handed doctors) work from premises

ey do not share with at least one other doctor. It is also noteworthy
that 612% of single handed doctors in the Manchester-Salford partner-
ship ares work from health centres or purpose built premises and not,
as often supposed, from premises that are not purpose built.

On average, single handed doctors are older than doctors in
partnership, For exampl, in the inner ares 6% of single handed
doctors are under 40 compared to 29% who ure i groups o
more. In the outer area the respective figures are 17°% o 57 o,
These Tugges that single handed practics mey be dying out
and more quickly in the Manchester-Salford inner area than in
adjacent area. In inne London it has been suggetted that forming
group practices might be accelerated by “packaging”
vacancies in one and two doctor practices. Touplmwmmu

was feasible in the Manchester-Salford inner area 8 map was pro-
Guced showing the scatter of vacancies that might arise from recire-
ments over the next five years. It was found, however, that because
oF the geographical scaror of the possible vacancies there was ile
scope for “packaging.” This means that if group practice is to be
encouraged in the short term other means of doing 50 will have to be
found.

DOCTORS WITH SMALL LISTS

It is widely belicved that there is a concentration of doctors with
small lists—under 1500 patients—in inner city areas and that these
doctors take private patients. urvey figures about list size show
the average for the practice, based on doctors’ es of the
overall list size. As such they do not take into account “list inflation™
or any tendency doctors may have to overestimate the number of
patients on their lists. Thus they may underestimate the proportion
of doctors with small lists of under 1500. It seems unlikely, however,
that these factors will seriously distort relative differences in list size
between doctors in the inner an

‘Table V shows Khll there is no connenmnon of do‘\on with lists

and a quarter of the proportion in iner London (17%). Twice as
many doctors in the inner area as in the outer area have lists of between

1500 and 1999 and half as many have lists of between
On present criteria, therefore, the inner city is overdoctored rather
than underdoctored—an unsurprising finding in view of the steep

2500 and 2999.

§roup practice private practice is most common among doctors with
large the outer ares.

DOCTORS' PREMISES

It is often said that there is & lack of purpose built premises in
inner cities. Table VI shows, however, that contrary to popular

purpose built premises (52% compared to 28%). This reflects

TABLS Vi—Percentage of general practitioners with different types of premises

Premises Tnner area (%) _ Outer area (%) Toul (%)
built:
16 13 14

Rented 12 2 7
Other:

‘Owned 23 6 4

Rented 23 10 16
Health centre 2 13

Towl No of general practitioners 171 195 366

Manchester-Salford’s  virtually completed slum clearance and
redevelopment programme and Manchester Area Health Authority’s
health centre programme, which gave priority to the inner

one in 10 in the outer area. I do not know, however, whether this is
related to the standard of practice premises and, if 0,

Doctors in both the inner and outer area were generally very
satisfied with their premises. Doctors in health centres most
satisfied and doctors in premises that were not purpose built least
satisfied. Although this tells us nothing about the standard of practice
premise, it suggests that there may be linle spontneous desire
among doctors in present circumstances to improve their premises.
Despie this, 39% of doctors in the inner area und 50% in the outer

rea agreed when questioned on this point that their premises were too
Sl o 1 the sl e, worked it them, According to doctors’
own assessments, cramped premises are not a distinctive feature of the
Manchester-Salford inner area.
ncern about the distance between doctors’ homes and their
surgeries has been linked with cancern sbout practice premises and
the use of deputising services. The survey rm that inner
city doctors are more likely to live five miles or onore o her
surgery premises (43% compared to 229%) and that the likelihood of
doctors regularly using a deputising service at certain times is related
1o bow far they live from thec sucgery. In the inoer aren doctor
living five miles y were more likely to use a deputising
serviee vegularly before 11 prm on weekdays and sometime over the
weekend. But the differences were not great. Moreover, there is no
way of telling from the survey findings whether the two factors are
causally related.
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TABLE 1—Age and sex of general practitioners who practise in Greater Manchester®
Greater Manchester
1077 1977
Tnner ares (o) Outer area () Towl (*a) Inner England
Age (years) London (*,) and Wales ()
Men Women  Towl  Men  Women  Toul  Men  Women  Toul
7 M 5 16 2 M m 2 M 10 m
3544 » 32 » F n 30 i) i 20
prest 2 3% » 32 b4 3 32 3 32 » %
354 2 o 20 17 2 i 19 . 1 25 0
R s 3 s 6 = 5 i o i7 Q
Toul No of general practitioners 149 22 w0 W 99 e 26 [ 22100
“For definition, se€ fext
age and sex of general i in the TABLE 11— Training and age of general practitioners

Salford partnership area and the outer area. The inner arca has @
disproportionate share of general practitioners aged over 65 compared
with both the outer area and England and Wales (6°,). (All figures
for England and Wales elate to | Octaber 1980, But the proportion
of general practitioners aged 65+ in the in

Age of general practitioners (years)

Outer area (+.)

40 40-54 55+ - 40 40-54 35 +

area is half the proportion in inner London us".,) (All figures lor
{aner London relae 1 the arca covered by the fou

wholly within inner London
population of the Manchester-Salford ares is about an eighth of the
populstion of inner London the number of rs concerned is
much smaller: when the survey was conducted there were roughly
25 doctors aged 65+ in the Manchester-Salford inner area compared
to about 200 in inner London in 1979,

None of the doctors aged 65+ whom we interviewed (15 in the
inner ares and nine in the outer area) fitted the stereotype of the
elderly, single handed doctor with a patient list of under 1500.
Although some of the doctors aged 65 + who did not take part in
the survey may have fitted it, this finding emphasises the need to
guard against the “ecological fallacy”—that is, interpreting cor-
relations between general practitioners’ characteristics as shown in
the statistics of family practitioner committees at district level as if
they existed at the individual level.

DOCTORS AGED UNDER 35

It is often said that there is a relative scarcity of young doctors in
inner_cities. The proportion of doctors aged under 35 in the
Manchester-Salford inner area is similar to that in inner London
(10%,) and just under half the proportion in England and Wales
(182, (table 1). The lack of a retirement policy and the lack of
vacancies resulting from the rules and appointments procedures of
the Medical Practices Committee are said to be the main reasons
for the slow inflow of young general practitioners to inner London.*
But without further investigation it should not be assumed that the
same factors are necessarily responsible for the relative scarcity of
young general practitioners in the Manchester-Salford inner area.
For example, the dearth of doctors aged under 35 may be linked to
the spatial concentration of doctors who qualified overseas, who,
according o this survey and other rescarch,' enter general practice
late in their careers after completing some years in the hospital
service in their country of origin and then in Britain.

Table 1 also shows that there are relatively few young w
doctor in the Manchester-Salford inner area. Although the RCOP
report does not comment on this point, it shows a similar scarcity of
women doctors in inner London.? This imbalance may be some cause
for concern, particularly in inner cities where ethnic minorities are
concentrated and there may be cultural barriers to women consulting
men doctors.

DOCTORS WITH SPECIFIC TRAINING

Itis often alleged that there is a lack of doctors in inner cities who

ve been trained specifically for general practice. But this is not
true of the Manchester-Salford inner area. When asked whether they
had had one of four different types of training for general practice
(recognised or self organised vocational training, trainee year, assistant-
ship) & similar proportion of doctors in the inner and outer arcas
(37°
Manchester-Salford inner area has recently gained a higher proportion

With training 7 27 18 es 41 25 & W 21
Without training 26 73 82 35 9 75 3 e 1

in 19799 Furthermore, since the Total No of gencral
‘practitioners 9 83 49 67 92 36 106 175 65

of young trained doctors than the outer area. This is in contrast to
the time before vocational training for general practice was com-
pulsory and not only were there fewer doctors who had any specific
training for general practice but fewer of them seem to have entered,
and stayed, in practice in the inner area. A detailed look at the educa-
tional qualifications of young, trained doctors shows that most of
those in the inner area first qualified overseas, whereas most of those
in the outer area first qualified in Britain.

DOCTORS WHO QUALIFIED OVERSEAS

It is often said that there is a concentration of overseas born or
qualified doctors in inner city areas. In inner London 47 of doctors
were not bon in Britain, almost double the national sverage for
1980 (26%). Table III confirms that the picture is similar in the
Manchester-Salford inner area, with the proportion of overseas

qualified doctors—that is, doctors who did not qualify in the United
Kingdom o Eire—being almost double the proportion in the outer
ares. A distribution map showing the scatter of doctors in the outer
50 shows a concentration of those who qualified overseas in the
Qcclining treas of older housing around the periphery of the ancr
area; very few are found in the very affluent areas.

TABLE 11— Percentage of general practitioners who qualified in Britain and
overseas

Inner area (%) Outer area (*,)  Towl (*)

Britain o 0 72
Overseas 37 20 28
Total No of general practitioners 171 195 366

Analysis of doctors' country of qualification by age shows no sign
that the inner area is increasing its share of British qualified doctors.
Inthe Maacheter Salfod inner area one n two doctors under age 40
pared to one in five in this age group in
the outer ares, Taking pov poszmdum medical qualifications, doctors
who qualified overseas are better qualified out the area than
Britih doctors who qualied in Britain. They are also more Ikcly to
have had some specific training for lenenl practice, even after
allowance is made for differences in the age structure of the two
roups. But they are slightly les likly to Rave pascd the member.
ship examination of the Royal College of General Practitioners,
which many consider to be the most appropriate postgraduate
qualification for general practice (16% compared to 25°%).

mz
Discussion

The selected findings from the survey reported in this article
show that the reality of general practice in the Manchester-
Salford inner city area diverges from the popular image in several
ways that are to be important. There is
tion of isolated, elderly, single handed doctors with small lists of
patients and no lack of purpose built premises in the Manchester-
Salford inner area. But there is a definite concentration of
doctors who qualified overseas and a below avers;
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and more attention to the ways in which most doctors in inner
cities can be helped to care for some of the most deprived and
unhealthy members of our society.

Conclusions

In Greater Manchester 366 general practitioners out of a
survey population o 485 i fve health districs were personally

of young doctors. The reasons for this imbalance in the distri-
bution of general practitioners and its effect on the pattern of
primary care are far from clear, but they are being studied.

In the meantime the survey findings highlight two dangers.
Firstly, there is the danger of generalising about inner city
general practitioners on evidence that largely derives from
family practitioner committee statistics at district level and
anecdotl evidence relating o inner London. The analysis of
doctors’ in the Salford inner area
suggests that inner London may be unique in both the diversity
and intensity of some of the medical manpower problems and
s0 should be treated as a special case.

The dislocation of the primary care services expected in
inner London over the next few years as a result of the death
and retirement of general practitioners is unlikely to occur in
the Manchester-Salford inner area and the need for measures
to deal with this particular problem that much less. It secems
unlikely that introducing compulsory retirement at 65 or
excluding doctors aged 65 with small lists from calculations
regarding the designation of particular areas, or both, will
make much immediate difference to general medical services
in the Manchester-Salford inner area.

‘This leads on to a second danger—that of concentrating on
a marginal medical manpower problem. If the characteristics
of the medical manpower in other inner city areas outside
London are similar to those in the Manchester-Salford inner
area then it seems more appropriate for politicians, admi
strators, and leaders of the profession to pay less attention in
the future to the few isolated, elderly doctors with small lists

in 1981. A

general practitioners with surgery pmmm in the inner clry
partmership area and of those in adjacent areas of Greater
Manchester showed that although the popular image of inner
city general practice contains elements of truth, it diverges
from reality in several respects. The results of the study show
that though inner London may be unique because of the
diversity and intensity of its medical manpower problems less
attention should perhaps be paid to a marginal group of elderly
general practitioners and more attention to the ways in which
most general practitioners in inner city areas can be helped to
care for some of the most deprived and unhealthy members of
our society.

This research was funded by the Department of Health and Social
Security. The views expressed are mine.
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A AGAINST CAN 835  The Hij Mancinell
of the family of the Euphorbiscac, has been known since the conquest
of America by its poisonous effects. It is the juice of this tree which the
Indians employ to envenom their arrows; and it is extensively em-
ployed by the hordes which inhabit the Oronoko a8 an anticarcino-
matous remedy. Numerous experiments have proved that arsenic is
neutralised by the sccretion of & cancerous ulcer, while it preserves its
pononous propertes whea placed n contac ‘with any other sore. The
observed with respect 1o the mancinella; its
Poisonious propertics are in Li manner neutralized by the secretion
of cancerous ulcers. The Indians who employ this substance in the
treatment of cancer, surround the wound with a pasty material,
<henm apply tothe centre of th s & {ew drops of the juice of the man-
cinells; and eschar soon forms, and coming away in sbout forty-cight

spplicaion of this remedy which he recommends to
physicians. (Jour des Con Med Chir April.) (Lancet 1834-53i:106.)

PACTORY LABOUR At Bradford: “Children of these years (thirtcen)
are obliged to be at the factory, winter and summer, by six in the morn-
ing, and to remain there till seven in the t one brief
interval of thirty minutes, every day except Saturday, ceasing work on
that day at some factories, at half past five, in others at siX or scven pm.
Not infrequently chis Iabour is cxtended il cight or nine at night,
recreation;

Rave been confined i e ﬁnory from sx in the morning tleight
night, fourteen hours, continuously, without any time being

oy aeab. rest ot ecreation; the medis to be aken while aricading m-
machines; and this the practice of years.” (John Malyn. “On Fact

" (Read before the Westminster Medical Society). London
Madwal and Physical Journal 1833; new scries 14:109-20.)

Diary of Urban Marks: 1880-1849

I could not hope for any more assistance from my father. I had now
to face the world. I returned to my lodgings and packed my belongings.
1 then hied myself to “Dicky Bird,” the medical superintendent of
the hospital to sk his advice. Dr Bird was always known to the
students of St Mary's as Dicky. His duty was to guide the student
through his career and I have no doubt that his advice was sought
sher qualification by many generations of students. He must have
influenced b s of them. He filled the post for many years and
on his dmh . Icw years ago many tributes of affection were paid to
him in the u7y's Gasetie” the local magazine fssucd monchly
at the hospital. Dxcky was good enough to offer me the post of casualty
officer to St Mary's for the ensuing December. This post was unpaid
but caried with it board and lodgings in the hospital. I sccepeed the
st 138 stop-gap il waiting fo somethiag to tum up. | rerumed
to St Mary's ber 1905, after spending the intervening
month st Rome. The caperience n cas
officer was invaluable. m post could be held only by & {ully Qqualified
man and he could not leave his duties unless he was relieved by
nouber man wh of course had o be qualified. There wes s cheap
weekend to Newcastle on Tyne and as I had not seen my
May Chapman, for some time | decided to go if possible. | obuined
2 substitute suitable to Dicky Bird and then pawned my microscope
for £2-10-0. This only time in my life that I have
bad recourse to a pawnbroker. When I arrived in Newcastle |
explained to Miy that I could not afford to take her to a theatre or
buy chocolates. But that did not matter o her.




