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PRACTICE OBSERVED

Practice Research

Does the underprivileged area index work?

RALPH LEAVEY, JO WOOD

Abstract

The underprivileged area index was developed by Jarman to
identify arcas with the greatest need for gemeral practitioner
services and where general practitioners were under the greatest
pressure. We found that in wards that scored the worst on the
s area index the ient ratios were the
highest. We suggest that the index needs to be used with other
indicators to identify variations in need in small areas.

Iatroduction

Doctors, nurses, and social workers know all too well that working
in socially deprived areas is a lot tougher than working exmmm
Despite this, proposals for positive discrimination in primary heal
carc have met with little success in the past. One of the d.mculms
with such proposals has been how to identify deprived areas. To
help district health auth family
10 do so, Professor Jarman, a member of the Acheson committee,
developed the area index. The to the
some preliminary results, and a study showing that the
wm" wards identified by the index agreed with five local medical
f such areas were published in this journal
in 1983 and 1984." More information about the index appeared in
an articke in the Health and Social Services Jowrnal in January 1985.
Before using the index one question that district health authorities
and family practitioner committees need to ask iz: Does it work?
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AIMS OF THE INDEX

It is necessary to begin by asking what the index is intended
identify, What exactly 15 meant by an underprivileged area? In his
first paper Jarman explained that the index was a response to the
need recogmised in the Acheson report' 1o identify urban arcas
“where the difficulties are greatest . . . with 2 view 1o improving
services.”

The key characteristics of areas of “greatest difficulty” implicit in
this paper are: areas with the greatest need for general practitioner
services, .ms where practitioners are under the greatest
pressure, and areas where hospital and community health services
are “deficient.” In Jarman's second paper the most important
characteristic of an underprivileged area emerged s being one
where general or their of
local medical committees—believe that “the population is such that
it causes the greatest workload or pressure on the services of general
practitioners.”

Though it is possible to make an analytical distinction among
areas of the greatest need, the greatest pressure on the services. the
most deficient hospital and community services, and the “worst™
areas in the opinion of general practitioners, thes areas may of may
not overlap in practice. It is, therefore, important to look at the

empirical evidence and to assess the value of the underprvikeged
area index in the light of the available data.

Poteatial workload

There is no sumple way of measuring the relative need for general
for prmary heaith care services—that is,

provided by health suthoritics. Any approach inevitably runs into problems
of values and objectves.

In pracicethe esd for general pracitioncrs s determuned by 8 centr
body. the ices Commuttee.. in relatoa to doctor-panent ratos
Duummrpnnmmumm dentify wards with the lowest

ravos? Data on raes are not routinely
avaiable by ward a national evel. But n three selected famuly practivoner
Salford, and Trafford, doctors in the “worst™
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question mmmanymumlmmw
which bospital and community health services are to be judged sdequate or
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lotereningy in ponmc o quesion shout which e of ther work
gencral practitioners

. To this extent, there is shight

support for the belief that
mmyu*mewuluﬂmumtyhnlmmmht

Conclusion

High ward scores on the u area index in general
appear to be associated with greater needs for hul!h care, as judged
by mortality, low birth weight, and prevalence of disability. To this
extent, our findings are consistent with Chariton and Lakhani’s,
which showed a relation between high index scores and other
measures of need.* But, as a means of pinpointing and selecting
needy small areas for special attention the index has its limitations.

m

Furthermore, general practitioners who practise in needy small

areas, contrary to popular belicf, have smaller lists, see fewer

patients, spend less ime in patient contact, and are less likely to say

that they feel overworked than their in other areas. This

nmudulhdmumlbeundapnv-k[eduumdudmml
health

family
consider carcully it they wish 10 identify and exactly e hey
wish 1o achieve.
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Essays on Practice

Essays of up 0 1000 words on any aspect of practice are welcome for consideration.

GP obstetrics: safe but endangered

DAVID JEWELL

General pracutioners who are concerned with delivering babies
have for some vears resembled a primitive tribe. Depleted in
numbers, threatened repeatedly with extinction, and continuing to
practice their quaint, colourful skills according to age old precepts.
they have been overtaken by the march of aivilisation. Successive
government reports. * the drop in family size. and decisions made
by general * have all to the
increasing proportion of deliveries done in consultant units. Despite

tioner care and the results published by the Royal College of General
Practitioners: Booking for Matermty Care. A Companson of Two
Systems.” Women who were booked for delivery in the consultant
and general practitioner units were interviewed at 36 weeks'
gestation and twice after delivery, at about 10- 14 days and three to
four ith: and their reactions andto

events during and immediately after delivery were compared. An
encouraging picture emerges of both systems, with generally

such pressures there are some areas where genci
obstetrics has flourished, thanks to local enthusiasm and the
support of women who are sceptical about the benefits of high
technology medical care

How can such an apparently anachronistic, low technology
service be defended when the potential cost of failure 1s so high?
Women with first hand experience give positive accounts of the
personal service they get from their own doctor and midwife, but
such soft anecdotal evidence carries little weight. The results of
studies that compared general practitioner and consultant care in
the John Radcliffe Hospital in Oxford have confirmed the safety
of the general practitioner unit by retrospective survey of case
notes.'*

More recently a prospective study was done in the John Radcliffe
10 compare women's reactions to consultant and general practi-
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positive feel sed towards all aspects of care. The accounts
of the two groups are broadly similar, but a few differences were
found, all in favour of the general practitioner unit. Women who
booked for the general practitioner unit tended to come into hospital
in more advanced labour, probably because a midwife was more
likely to have seen the woman at home in early labour, and there was
a shorter average time from admission to delivery. They were seen
by fewer medical staff during labour and were more likely to
recognise those whom they did see. They also found antenatal visits

joyable, but there the
two groups in their experience during labour.

Safer?

We now know enough about general practitioner obstetrics to
answer the question stated above. It has been consistently demon-
strated to be as safe as consultant care for women of low obstetric
risk.* Indeed, the findings of one study that compared data from
different areas suggested that it might be safer,” and before that
argument is dismissed out of hand consider whether being looked
after in labour by staff whom women know and trust might have a

7o

TARLE I—Average bt nae® by underprrovieged area ward scores

wards that were identfied by the index—that 15, those with the highest

scores—on average had the highest doctor patient ratos (table I}

Many people, however, have been dissatisbed for a long ume with this
crude approach to dentifying the population’s health care needs since it
assumes that all pavents. all areas, and all general practitioners are equal In
practice antyees of census dat for smal areas show that ther it more
bealth
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Dot great, and leaving aside the question whether high or low rates are
desirable, the pattern is at least consistent
The analyus presented in table I suffers, however, from

completely on the law of averages. Though averages can tell you something
about the volume of patent contact in an area, they tell you nothung about
the amount of individual have. As able
THI shows, variations in the amount of patent contact by individual general
practitioners within wards with similar underprvileged area scores were
greater than the differences between the averages for wards with different
scores.

Mp‘kwllknrd!whﬂtmtmmwlh
rdised

population who reported being permanently sick or disabled at the time of
the 1981 census a5 indicators of ill health there was a fasrly high correlation
ward scores on the index and each of these indicators (0-68, 0-85,
and 066 respectvely ! in the three selected family practitoner committee
areas. Thy however, in the way ‘wards were
ranked on the index compared with these health indicators. For example, in
Manchester the worst 18 wards scored on the index excluded six of the 13
acds with the wort standardised mortabty ation, el he |8 wards with
the highest proportion of low burthweight babaes, and six of the 18 wards
it the hughest proportion of peopi who were permancaty ik ot
disabled. Also,
1172) ranked rwentieth in erms o underprivileged area score, whereas
another ward which ranked sixtcenth on 4 combined ranking of these health
indicators ranked thirty seventh in terms of its nndu'vnv\kwd area score

thiry
Mﬁm.wmx that the index may
here social conditions and the population’s bealth are poot but 1t needs (o
o osed carflly i wards where cerain health problems are 2 bad a5 1 he
worst wards are not to be excluded. So, if the concern is to wdentify such
areas, then the index needs to be used in conjunction with other available
information about vanations in bealth in small arcas. On the other hand. if
the sole aum s to wentify wards with poor heaith why not just use health
indicators at ward level as they stand

Actual workioad

Just as there 15 no sumple way of identifying arcas with an above average
need for prumary care, so there 1s no umpk way 10 sdentify areas where
general ve high or indeed. this is
part of the rattonak given for designing the mdex. Clearl. 1 15 not €asy (0
define what constitutes a general practitioner s workload. None the less. one
important and generally accepted of general practivoners’
workload 15 the amount of time they spend face to face with their patients.
Some evidence about this 1s available from a study conducted by the
prunary care research unit at Manchester University in 1982.° Companing
the patient contact indicators for general practivoners who partcipated in
this study and who worked in the “worst" and “best” wards according to
their scores on the index there was no evidence that general practitioners in

wards were spending less time on average with their patients than general
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Two lessons emerge from this. Firstly. if the aum is t0 idenufy general
practitioners with above average workloads—yudged by the amount of face
0 face contact with patients—then relving on the index wil allow many
general practitioners with heavy workloads to escape notice while pinpoint-
ing some general practitioners who do not have above average workloads
Secondly, it secms tht th tpe faes i which s generl prcttonet works
15 2 less important influcnce on the volume of patient contact than has
previously been supposed

Perceived workload

Though 1 1s difficult to show conclusively that the index does or does not
\dentty small arcas where the population has above average needs for
general practitioner care or where gencral practitioners as a group have
above average workloads. it is less difficult to test whether the index
idenufics areas R their are high
Indeed, J On the basis
of a study conducted among members of five local medical committees he
concluded that “it may idenufy underpnvileged areas which have been
shown to fit well with the opinions of general practitioners in the areas
concerned.”

1 was not clear from this study, however, 'bﬂhmlhroymnmo(

practitoners with surgenies in the best wards. Altbough the diff

TABLE 11— Paneni contact oxdicaiors by wnderprissieged area ward scores

senerl pracioners The reslt of 8 survey conducted in this unat among
Trafford family
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claimed that mzv el very very or moderately

Deficient services
Finally, docs the index identify arcas where bospital and community
bealth services are “deficient™ It 13 Bt possible, of course, to answer this

nz

measurable effect on outcome. It has also been shown to provide a
more acceptable system of antenatal care,'* and now a more
personal, equally acceptable system of intrapartum care.” Answer-
10g the immediate question, however, raises broader issues that
have considerable relevance to general practice bevond that of
obstetric care.

There 1s the ethical dimension of patient autonomy. One of the
most satisfying aspects of using a general practitioner unit is being
able to offer patients a real choice. 1f, however, we give patient
autonomy 2 high priofity that may mean respecting their choice of a
more acceptable service with, perhaps, a small increase in risk
{unless we think that they are not competent to act in the interests of
their unborn child). It is important to acknowledge that a patient
might legitimately choose to take a small risk whereas someone who
is allowed to act for them might choose the option of least risk
regardless of other considerations. Unfortunately, Klein and his
colleagues did not cxamine how and why patients choose one or
other system of obstetric care.” They ignored possible selection bias
introduced by patients’ choice, and the issue is addressed only in
terms of women choosing their doctor, not the system of care, with
the implication that the choice of system was made randomly. They
did establish that none of the women had chosen their generat
practitioner on the grounds of the doctor's obstetric practice. This is
a credible reminder of our patients’ unwillingness to exercise their
right to change doctor, and by implication also a reminder that the
same right does not exist with choice of midwife, which may have
more relevance to pregnant women.

Data or opinion

But before a lot of money and effort go 1nto providing access to
integrated general practitioner units for more women there would
have to be reasonable confidence that they would be used. Of the
623511 births in England and Wales in 1982, 21029 (3-4%» took
place in general practitioner units and 6944 (1-1% at home." It
seems that many general
to view general practi
—an example of a habit, posublv ‘more widespread than we should
care to admit. of disregarding data that do not match our cherished
opinions. We might ask whether six months of practising as a
hospital obstetrician tcaches future general practitioners that there
15 00 other safe way of handling pregnant women.

Other possible reasons for general practitioners choosing not to
undertake intrapartum care can be identified. They may feel that
the financial and personal rewards fail to compensate for the
disruption to their own private and professional lives. There is some
inconsistency about what a general practitioner actually does when
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he or she be trained in resuscitation lcchmqua and regarded more
asa in than i
25 recently accused general in Britain
of wilfully avoiding contact with hospital doctors.* While this
separation persists in obstetrics it prevents general practitioners
from practising the skills that would give them a fuller and more
One effort to achi ‘with hospital
doctors showed that it was feasible, but in time it was used by fewer
and fewer general practitioners'; in another it was difficult to
provide general practitioners with sufficient facilities.” Using their
skills flly might mean them taking responsiblitis for partners’
o general practitoners looking after their patients in dmm
general hospital beds with the help of consultants is already familiar
in other countries and could be tested out in other specialties.
General could be ible for the
care of many more women than at present. To do 5o they require
appropnate faciliues, sympathetic support from both consultants

policy makers seeing them as capable of 2 useful role in a modern
world, not just as picturesque relics of a bygone age.
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100 YEARS AGO

At the Last meeting of the Hospitals Associaon, a paper by Miss Louisa
Twining, on the diet of nurses in hospitals, rased some old questions, which
have hardly vet been satisfactorily settied. The duties of the bospital nurse
have decidedly risen in vatue of late years, in the opinion both of physician
me,mmmnm on the whole, by a higher grade of

cost, may be made out of soups, fish, milk-puddings, the great variety of
cheap available vegetables, and some of the higher qualities of imported
tnoed meas It does oo needthe genius of 1 Franctel o do ths, o the
tasic of a Brillat Savari A Restau ‘partof
tbe Exhibicon of Inventuons ti year: 3 funt shadow of he resbiy, 50

e i ther condition -ndma-mmmmumpmomwm,

still, we cannot , Miss

Tuinung s ght 1 saying tht sovcthing st rermasns 1 be done. 11 should

mufm«.mnm:m ot immedtely bt olumatly the
‘most econoucal must considered in

doubt, whatis
possibile with little trouble or expense. And the reason why it is worth while,
and, indeed, in the long run economical, to take some trouble with the
nurses’ lmdn\hubmullllenaﬁmhduoumnwmmw.
refusal of monotonous and unattractive dishes, anmmlowvt

drink

of large
charity bospatals: Mnlmﬂhqmemndlbemm to remodel
Iadies accustomed to the comforts of the

brought
ot lead, &3 4 rule, (0 economy.
Badly potatoes, o six dsys out
of i sevensa nox s cheap dir. Much more aiacure mesls, cven ¢ v

and indifferent
meloodohhuum mdv.hsrotmmlydo

, oc even
l“l:ndu‘umdyw'hnulh-mml‘ulkhmﬂlomm

sursng, by women in poos beaith, and oftenon the skt I
would be quite unfair (0 attach such blame to of hospital-
kitchens; but that there has been, lndxlllln.mm(olnlemmlolht
mater is a fact of which there is much evidence.

(Brinusk Medical Journal 1885;i:1166.)




