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(national average 15°,), it has to be said that communications are
good and it is relatively easy to get to surgery. The rates would
obviously be much higher in a rural area or with an elderly
population. Note, incidentally, that for three days out of five I
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can cxpect no new visits. Fig 2 shows why. The horizontal
axis is the average daily visit rate. The vertical axis is the
probability of the event occurring. The curved diagonal lines
represent the probability of having at least one, two, three, or
more visits. My own average visiting rate is 12 2 day, and this
is represented by the dotted vertical line. Going back to the
practice with four new visits a day, assuming a very generous
30 minutes a visit, they have allocated themselves enough time
for 10 a day. This is an cvent which is probably not going to
occur as often as once in four years.

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

Mental illness in inner London

CONRAD M HARRIS

Abstract

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

Introduction

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

Methods and results

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

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

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

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

Method

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

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

CONTACT RECORDING

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

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

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

Results

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

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

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

Age group (years)

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

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

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

1CD = Internacional Classification of Diseases.

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

Age group (years)

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

1infections 2o 2 s@n 50D

Vand VI Mental, nervous sysiem

and sense organs 1003 2108 2408 )

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

Al conditions 106 7 5 28

Ovenall rates 27 s s o5

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

Source NMS Dundee Rato  NMS Dundec Ratio

Ase group, ©4 o) G193

ATl conditions 30 s 1s 193 306 16

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

noticeable di that requires ion. Consul rates

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

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

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

* Standardised 10 population of England and Wales, 1981

revision of the International Classification of Diseases (ICD).* There
were 80893 consultaions, including 3674 with temporary residents ;
101277 , and 20 818 individuals consulted at
least once. Of lhe 79“ consultations for mental disorder, 448 were
with temporary residen

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

Discussion

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

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

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

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

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

PETER D CAMPION, JENNET GABRIEL

Abstract

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

Introduction

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

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

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

No of famities
Problem with any. Total No  Per cent of all
epr of contacts ontacts
Acute otitis media 37 51 124
2 45 o1
s 18 24
H 3 o4
H 1” 23
1 12 te
Urinary teact infection 4 7 09
Delay in develop: 3 H 07
iour disorders 2 2 29
Non-tuppurative otitis media 2 2 03
Ansemia i 3 o4
an o 224 EY

“61 families had one or more of these problems.

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

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

Consultation index

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

/4=12226, 3 df. p - 00001

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

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

NS = Not significant

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

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

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

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