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Abstract

Study objective—To assess the benefit of
planned specialist follow up appointments
after elective inpatient surgery.
Design—This was a controlled trial, using
repeated alternate allocation of time peri-
ods to the two study groups. Group 1:
Planned outpatient follow up 6-12 weeks
after surgery. Group 2: No planned follow
up: additional written information for
patients and general practitioners.
Setting—A district general hospital in the
north west of England.

Participants—264 patients listed for one
of: transurethral resection of the prostate,
varicose vein surgery, cholecystectomy
(open or laparoscopic), inguinal hernior-
raphy (open or laparoscopic).

Main outcome measures—Health status,
complications, return to normal activity,
patient satisfaction, use and costs of
primary and secondary care in the 12
weeks after surgery.

Main results—Data were available for 212
(80%) of eligible patients. Thirty eight per
cent of patients in the “no planned follow
up” group were in fact seen in outpatients
after their discharge. Intention to treat
analysis showed that there were no signifi-
cant differences between the groups for
health status, complications, or time to
return to normal activity. Patients in the
“no planned follow up” group had signifi-
cantly fewer hospital visits and costs
(mean difference in visits 0.51, 95% confi-
dence intervals 0.39 to 0.69; mean differ-
ence in hospital costs £12.75, £9.75 to
£15.50). There were fewer primary care
staff contacts and costs in the “no planned
follow up” group, although this difference
was not significant (mean difference =
0.61 visits, —0.13 to 1.33 visits; primary
care costs difference £8.37, —£1.31 to
£18.73). Patients in the “no planned follow
up group” had significantly reduced pa-
tient travel costs (mean difference £4.84,
£3.44 to £6.22). Eighty nine (42%) patients
would prefer to be followed up by both
their hospital doctor and GP; 53 (25%)
patients would prefer to be followed up by
the hospital doctor only. There were no
significant differences between the two
groups in their preferences for follow up.
The majority of GPs agreed with the
statement that a policy of no follow up at
hospital outpatients for each of the six
surgical procedures would increase their
workload.

Conclusions—Planned outpatient ap-
pointments after uncomplicated surgery
seem to be neither necessary nor cost
effective. A policy of “no planned follow
up” results in no increase in primary care
costs, and savings in hospital and patient
costs. However, many patients expected
and wanted to be seen again by their
surgeon and GPs were concerned that a
“no follow up” policy would result in an
increase in workload.

(¥ Epidemiol Communiry Health 1999;53:118-124)

In the United Kingdom, it has been common
practice for patients to be offered an outpatient
appointment with their specialist after routine
surgery, commonly 6-8 weeks after discharge.
The value of outpatient follow up has been
questioned for many years."” Surgeons vary
widely in their practice’: some review all
patients after common procedures, while oth-
ers review none.” The arguments for follow up
include the need for junior staff to gain experi-
ence by seeing these patients,’ the need to
monitor progress and to identify complications
and recurrences, and the need to reassure
patients.’ ' However, postoperative complica-
tions and recurrences are most commonly
detected by members of the primary care
team.'” "' Furthermore, postoperative prob-
lems have often resolved by the time of the
hospital follow up appointment." Many pa-
tients would be confident in a system without
routine hospital review’ and general practition-
ers would be willing to provide the follow up
service for the majority of patients."> However,
some general practitioners are also concerned
about an uncompensated increase in their
workload as care shifts from secondary to
primary care."”

Alternatives to follow up care in hospital
outpatient clinics have been proposed.” In one
previous study, follow up care by general prac-
titioners was as effective, less costly, and
acceptable to general practitioners.'* In another
study, nurse led telephone screening of patients
has successfully identified patients who re-
quired outpatient review."

We report a controlled trial comparing
traditional hospital follow up with a new type of
aftercare, where detailed written information
was given to the patient and general practition-
ers about the anticipated clinical course and
prognosis, but no follow up appointment at
hospital outpatients was given. We compared
the two groups in terms of patient outcomes
(satisfaction, use of health services, postopera-
tive complications, and time to return to
normal activities), the difference in cost of fol-
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low up, and GPs’ opinions of follow up
management.

Methods

The study took place between February and
July 1996 at one district general hospital in the
north west of England, with the participation of
three general surgeons and two urological sur-
geons. Through pilot interviews with patients
and responses from a postal survey, patients’
areas of concern and information needs were
identified. Patient information booklets for
each of the six surgical procedures developed
by the Royal College of Surgeons of England
and by a surgeon met these requirements and
were used in the main study.'® " Although the
content of each of the six booklets varied, they
all covered the following core topics: the condi-
tion and its treatment, the operation and
guidelines to recovery (for example, possible
complications, work, driving, exercise, eating
and drinking, etc). The study received approval
from the local research ethics committee.

All patients who were booked for elective
inpatient general surgery (open inguinal
herniorraphy, laparoscopic inguinal herniorra-
phy, open cholecystectomy, laparoscopic chole-
cystectomy, and varicose vein surgery) and
transurethral resection of the prostate (TURP)
over the six month period were recruited to the
study. These procedures were chosen because
they met four criteria: planned follow up
appointments are currently given at between
six and eight weeks after discharge; they are
common procedures where long term follow
up is not foreseen; follow up does not require
technical procedures, and there exists wide
variability between surgeons in their current
follow up practice.” ** Patients who were listed
for more than one surgical procedure at the
time of their operation or who were judged by
the recruiting nurse practitioners not to under-
stand the study and consent information
because of severity of illness or mental
infirmity, were excluded from the study.

Participating surgical firms alternated at
monthly intervals between the two methods of
follow up. Therefore for a one month period,
all patients received traditional management
(planned follow up), with an outpatient
appointment routinely given for 6-12 weeks
after surgery. For the following month all
patients received the new aftercare (no planned
follow up/additional written information given
to patients and general practitioners before the
operation). Then follow up reverted to the tra-
ditional care and so on alternately, for a six
month period. This type of controlled trial,
using alternate allocation by time period, was
used in preference to patient-based randomisa-
tion to avoid the risk of contamination of the
information packs across study groups. We
considered that this method was very unlikely
to lead to biased allocation of patients to the
two study groups: many of the patients were
already on the waiting list before the start of the
study, and the clerks who sent for patients were
unaware of the designation of allocation
periods. Patient consent was not obtained at
this point in the study, and all patients were
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followed up if there was a clinical need. When
consent was obtained, no patient asked to
change their operation date. Some patients
may subsequently have requested a follow up
appointment: this was regarded as an outcome
of the study and incorporated in the intention
to treat analysis.

Informed consent was obtained and a struc-
tured questionnaire, covering health status as
measured using the HSQ-12 (range of scores =
0-100, the higher score representing a positive
health attribute) was completed by patients
preoperatively, either at the time of their
recruitment by nurse practitioners at a
preadmission clinic or by post.” A second
patient questionnaire was sent three months
postoperatively to collect sociodemographic
data, satisfaction, health status, reported com-
plications, patient preferences, time to return
to normal activities, use of health services and
costs.

The general practitioners (86) of patients
recruited in two consecutive months of the trial
were sent a short questionnaire two months
after discharge to ascertain their views on
follow up policy and its potential impact on
workload.

STATISTICAL METHODS
Statistical analysis was undertaken on an
“intention to treat” basis. Baseline factors were
identified for each outcome that might influ-
ence that outcome before the analysis.”® * Each
outcome was then adjusted using the appropri-
ate statistical model with the baseline factors as
covariates. For the primary outcome measures,
estimates were adjusted for patients’ age, sex,
and operative procedure. There was some vari-
ation in time until the patient postoperative
questionnaire was returned, therefore adjust-
ment was made for this where responses may
have varied according to the time from
operation to patient response. For time to
return to normal activities and numbers of
complications, the proportional odds model
was used” and was fitted using the SAS statis-
tical software package. Data for numbers of
consultations and cost were highly positively
skewed. Nevertheless the arithmetic mean is a
more appropriate statistic than the median or
geometric mean for such measures. The
non-parametric bootstrap was used to estimate
the mean numbers of consultations and mean
costs and their confidence limits, adjusting for
age, sex, operation type, and time since opera-
tion until return of questionnaire.” For health
status, a linear regression model was used,
adjusted for baseline preoperative scores, sex,
age, and operation type. Where confidence
intervals are given, they have a 95% coverage.

COST DATA ELEMENTS
Patients’ travel costs to hospital follow up and
general practice were based on public
transport/taxi fare and/or the marginal cost of
car travel (estimated using the Automobile
Association national rate per mile of £0.13).
We assumed district nurse contacts took place
at the patient’s home and therefore there were
no travel costs for the patient for these
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Figure 1 Response rate.
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Table 1  Operation type, sex, and age of respondents

Planned follow up No planned follow
group (n=107) up/Information group (n=105)
Variable n (%) n (%)
Operation type
TURP 45 (42) 41 (39)
Varicose vein surgery 10 ) 12 (11)
Open hernia repair 31 (29) 20 (19)
Laparoscopic hernia repair 5 5) 12 (11)
Open cholecystectomy 12 (11) 8 (8)
Laparoscopic cholecystectomy 4 4) 12 (11)
Sex
Male 82 77) 74 (71)
Female 25 (23) 31 (30)
Age group (y)
18-34 10 9 12 1)
35-54 23 (22) 28 @7
55-64 23 (22) 16 (15)
65-74 31 (29) 32 (31)
75+ 20 (19) 17 (16)
Table 2 Hospital outpatient follow up appointment visits
Planned follow up No planned follow
group* up/Information group
n (%) n (%)
Attended hospital follow up appointment 97 92) 40t (38)
Did not attend hospital follow up appointment 9 ) 65 (62)

* There was one case of missing data in this group for attendance at follow up. T The medical
records of these 40 patients were accessed to identify the possible reasons for attendance at hospi-
tal outpatients: two records were missing; no obvious reason for follow up (21 cases); suspicion of
or actual malignancy (9, all TURP patients); postoperative symptoms requiring re-assessment (3);
patients readmitted to hospital (2); postoperative complications (1); new symptoms developed

requiring assessment (1); specific

patient circumstances (1).

contacts. Patients’ time attending hospital out-
patients was valued using the Department of
Transport’s value for leisure time (derived in
1987 and inflated from 1985 prices to 1996
prices to give £2.84 per hour).** Unit costs for
each consultation for general practitioners,
practice nurses, and district nurses were multi-
plied by the number of contacts with these staff
and adjusted for the time period between the
operation and returning the questionnaire.”
Hospital prices charged to general practitioner
fundholder practices for an outpatient visit
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were used as an estimate of the cost of a follow
up appointment. The cost of information
booklets (£1.00 per booklet) given to the “no
planned follow up” group was added to the
total health service costs.

Results

Figure 1 shows the number of patients
completing study questionnaires. Seven pa-
tients were excluded from the study as they
were judged by the recruiting nurse practition-
ers to be too ill to participate (three were in the
“no planned follow up” study group, four were
in the “planned follow up” group). The overall
response rate was 80%, although there was a
lower response rate in the “no planned follow
up” group (p=0.01, difference 13%, 95% CI:
3% to 21%). Table 1 shows the age, sex, and
operation type of the respondents. The only
data available for non-respondents were surgi-
cal procedure and as the breakdown by this
variable lead to very small numbers, no
comparisons could be made between respond-
ents and non-respondents.

FOLLOW UP CARE AT OUTPATIENTS

Table 2 shows the numbers of patients in the
two groups attending a hospital follow up
appointment. Forty (38%) patients in the “no
planned follow up/information” group eventu-
ally attended follow up at hospital. They repre-
sented 39% (16) of TURP patients assigned to
that group, 8% (1) of varicose vein patients,
55% (11) of open herniorraphy patients, 8%
(1) of laparoscopic herniorraphy patients, 50%
(4) of open cholecystectomy patients, and 58%
(7) of laparoscopic cholecystectomy patients
(%5 =14.0, p=0.016). For nine (23%) of these
40 patients (all TURP patients), the reason for
attendance at follow up was given as suspicion
of or actual malignancy.

HEALTH STATUS

There were no significant differences between
the adjusted postoperative mean score differ-
ences of patients in the two arms of the study
on any of the HSQ-12 subscales (table 3).

TIME TO RETURN TO NORMAL ACTIVITY

There was no evidence of increased odds of a
delay to return to normal activity between the
two arms of the study (p=0.96). The estimated
common odds ratio was 1.01 (95% confidence
intervals: 0.61 to 1.68). The length of time
until return to normal daily activity was imme-
diate for 11 patients (5%); within one week for
26 patients (13%); within two weeks for 45
patients (22%); between three to four weeks for
69 patients (33%) and over four weeks for 56
patients (27%). This variable was strongly cor-
related with “time to return to work” for the 81
patients who were in employment (Spearman
rank correlation coefficient of 0.57, p<0.0001).

COMPLICATIONS

There was no evidence of increased numbers of
complications for the “no planned follow
up/information” group compared with the
“planned follow up” group (p=0.67), odds
ratio 0.89 (0.52 to 1.51). The types of compli-
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Table 3 Mean differences between planned follow up group and no planned follow up group on HSQ-12 dimensions
(postoperarive) (Adjusted for age, sex, operation, and baseline (preoperative) score)

Unadjusted mean scores

Unadjusted Adjusted

Planned follow  No planned follow difference in difference in
HSQ-12 sub-scale up group up/Information group — means means (95% CD p Value
Physical function 65.8 70.1 -4.3 -7.1 (-16.8t02.6) 0.15
Physical role 70.9 71.8 -0.9 -1.3 (-13.1t0 10.5) 0.83
Emotional role 87.1 80.4 6.7 5.0 (-5.4t015.4) 0.34
Social functioning 84.2 86.3 -2.1 -0.7 (=7.61t06.1) 0.84
Mental health 73.7 70.5 3.2 4.0 (-1.0t09.1) 0.12
Energy and vitality 58.4 58.9 -0.5 3.1 (-3.9t010.1)  0.38
Pain 84.1 82.7 1.4 2.2 (-4.0t0 8.4) 0.48
General health perception 62.6 63.8 -1.2 -0.9 (=7.51t05.6) 0.78

cations that occurred were: pain (reported by
54 patients); bleeding (24); urinary tract infec-
tion (17), wound infection (15); allergy/
reaction to drug (4); and other (33).

SUBSEQUENT HEALTH SERVICE USE AND COST
ANALYSIS

Table 4 shows that there were significant
differences between the groups for follow up
appointment contacts and associated costs.
Patients who were in the “no planned follow
up” group that also received additional infor-
mation had significantly fewer hospital visits
(and hospital costs), and a small but non-
significant reduction in primary care workload
also. Table 5 shows that the number of contacts
with primary care staff was not greatly
increased for the more major operation proce-
dures such as cholecystectomy; patients dis-
charged after varicose vein surgery had the
greatest number of primary care contacts.

The data in table 4 show that patients’ costs
were significantly greater in the “planned
follow up” group compared with the “no
planned follow up/information” group. This
was mainly because of differences in travel
costs and time valuation associated with hospi-
tal attendance.

PATIENTS’ VIEWS

A total of 119 of 192 (62%, 95% CI: 55% to
69%) patients felt they should have received a
follow up appointment for a surgical clinic.
This consisted of 63 of 91 (69%) in the
“planned follow up” group and 56 of 101
(55%) in the “no planned follow wup/
information” group (p=0.05, difference =
14%, CI: 2% to 27%). When asked about a
future operation, nearly half (89, 42%) the
respondents said they would prefer to be
followed up by both the hospital doctor and the
general practitioner, a quarter (53, 25%) would
prefer follow up by a hospital doctor only, 29
(14%) by the general practitioner only, 38
(18%) reported no preference, 1 (1%) would
prefer to be followed up by a nurse. There were
no significant differences between the two
groups in these preferences (3= 5.38,
p=0.371).

Those patients in the “planned follow up”
group received either no written information or
standard hospital information. This varied by
consultant and operation procedure, but usu-
ally consisted of short printed sheets. The
majority of patients (103, 99%) in the “no
planned follow up/information” group re-
ported receiving written information, com-

Table 4  Differences between groups in health services use and costs, and patient travel and time costs. Adjusted for age,
sex, operation type and time berween operation and return of questionnaire

Planned follow No planned follow Difference
up group Mean  up/ Informati
[1] group Mean [2] Difference [1]-[2] (95% CI) p Value
Primary care sector contacts
General practitioner 2.13 1.86 0.27 (-0.26 t0 0.85)  0.35
Practice Nurse 0.54 0.51 0.04 (-0.24 10 0.31) 0.79
Community Nurse 0.51 0.21 0.30 (=0.00 t0 0.65)  0.07
Total primary care contacts 3.18 2.58 0.61 (-0.13t0 1.33)  0.11
Primary care staff costs (£) 43.83 35.46 8.37 (-1.31t018.73) 0.11
Follow up hospital contacts 0.90 0.39 0.51 (0.39 t0 0.62) <0.0001
Follow up hospital costs (£) 22.50 9.75 12.75 (9.75 t0 15.50)  <0.0001
Total health service costs (£) 66.49 46.38 20.11 (9.62 to0 31.04) <0.0001
Patient travel and time costs (£)
Primary care travel 0.85 0.92 -0.07 (=0.67 t0 0.45)  0.81
Secondary care travel 2.63 0.86 1.77 (1.21 t0 2.32) <0.0001
Secondary care time valuation 4.65 1.51 3.14 (3.90 to 2.36) <0.0001
Total patient costs 8.13 4.29 3.84 (2.44105.22) <0.0001
Table 5 Number of contacts with primary care staff by operation
General practitioner Practice nurse Community nurse
Mean (95% CI) Mean (95% CI) Mean (95% CI)
TURP 1.86 (1.46 to 2.26) 0.23 (0.07 to 0.40) 0.16 (0.05 to 0.27)
Varicose vein surgery 2.00 (0.97 t0 3.03) 1.62 (0.50 to 2.74) 0.52 (=0.18 to 1.22)
Open hernia repair 2.04 (1.36 to0 2.71) 0.65 (0.41 to 0.88) 0.29 (0.12 to 0.47)
Laparoscopic hernia repair 1.53 (0.85 t0 2.21) 0.65 (0.39 t0 0.90) 0.24 (0.01 to 0.46)
Open cholecystectomy 2.15 (0.88 t0 3.42) 0.30 (0.03 to0 0.57) 0.95 (0.13 t0 1.77)
Laparoscopic cholecystectomy 2.75 (1.38 t0 4.12) 0.44 (0.10 t0 0.77) 0.81 (=0.24 t0 1.86)
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Table 6 General practitioners’ views of follow-up policy for different surgical procedures

Varicose vein Open hernia Laparoscopic Open Laparoscopic
TURP surgery repair hernia repair cholecystectomy cholecystectomy
n (%) n (%) n (%) n %) n (%) n (%)
A policy of no follow up at surgical clinics would increase my workload
Agree 55 93) 33 (61) 39 (70) 38 (70) 51 (86) 43 (77)
Disagree 4 %) 21 (39) 17 (30) 18 (32) 8 (14) 13 (23)
After uncomplicated surgery, patients should be discharged to their general practitioner without any routine surgical clinic follow
up appointment
Agree 13 (23) 34 (62) 27 (49) 28 (53) 15 @7 24 (44)
Disagree 43 (77 22 (38) 28 (51) 25 47 41 (73) 30 (56)
Follow up care should form part of core services in general practice
Agree 8 (15) 19 (35) 15 27) 14 27) 10 (18) 12 (23)
Disagree 47 (86) 35 (65) 40 (73) 38 (73) 46 (82) 41 7

pared with less than three quarters (71, 73%)
in the “planned follow up” group. Of those who
received written information, 88% (90) of
patients in the “no follow up/information”
group reported they found the information
very helpful, compared with 75% (54) in the
“planned follow up” group who had not
received the additional information (p=0.034,
95% confidence limit of difference: 2% to
26%). Eighty nine per cent (88) of patients in
the “no planned follow up/information” group
found the amount of information they received
about right, compared with 77% (80) patients
in the “planned follow up” group (p=0.038,
difference = 12%, CI: 2% to 22%). Respond-
ents highlighted several areas where they
required further information. The topics that
were raised by 40 or more respondents were:
information on possible complications and side
effects (55); how they would feel in the first few
weeks after surgery (49), the time to return to
normal fitness (44), and information on lifting
(42).

GENERAL PRACTITIONERS’ VIEWS

Of the 86 general practitioners sent question-
naires, 62 responded (72% response rate).
Table 6 gives the general practitioners’ re-
sponses to general statements about follow up
policy for different surgical procedures. The
majority of respondents agreed with the
statement that a policy of no follow up at hos-
pital outpatients would increase their work-
load. This response varied according to surgi-
cal procedure, with the greatest agreement
being for TURP. The majority of general prac-
titioners disagreed with the statement that after
uncomplicated surgery, patients should be dis-
charged to their general practitioner without
any routine hospital outpatients follow up. For
varicose vein surgery and laparoscopic hernia
repair, over half agreed with the statement. The
majority of respondents disagreed with the
statement that follow up care should form part
of core services in general practice.

Discussion

When we approached specialists at the start of
this study, we discovered a wide range of views.
Some specialists thought that regular post-
surgical follow up was a waste of time, some felt
it was important, while a third group wanted to
continue to follow patients up, but were under
pressure from hospital managers not to, in
order to release clinic space, and hence reduce
waiting times, for new patients.

From a purely medical perspective, the
results of this study show that there is little rea-
son to offer patients planned follow up
appointments. Where patients are not offered
planned appointments, up to 40% of patients
with these conditions may be followed up for a
clinical indication (nearly one quarter, all
TURRP cases, had been followed up because of
suspicion of or actual malignancy). In our
study, it is possible that some of these were
erroneously given follow up appointments dur-
ing a “no follow up” period of the trial, rather
than being followed up for a clinical indication:
this would have resulted in an underestimate of
the cost savings from a “no planned follow up”
policy. Time lost from work was not included
in the economic analysis because of the lack of
detailed information available about this vari-
able and the comparatively small numbers of
patients it applied to. Again, this non-inclusion
would have resulted in an underestimate of the
cost savings for the “no planned follow up”
group.

Patients who require follow up for clinical
reasons are probably sufficient for the training
requirements for junior surgeons, although
complications mainly present to primary
care.” '’ Patients seem to come to no harm from
a “no follow up” approach, but many patients
expected and wanted to be seen again by the
surgeon. This finding is consistent with an ear-
lier study that found only 19% of patients pre-
ferred to have follow up care from their general
practitioner.”” There need to be significant
changes to patients’ expectations if they are to
be satisfied with follow up care from the
primary care team.

General practitioners were concerned that a
“no follow up” policy would result in an
increase in workload, which is consistent with
GPs’ concerns described in a previous review,
which found few studies that were able to iden-
tify workload increases as a result of shifts of
care between secondary and primary care
sectors.”” This study suggests that there would
be no increase in primary care workload as a
result of changes in surgical follow up policies.
It confirms previous research that found that
most patients attending outpatient appoint-
ments have already seen their general prac-
titioner first.">** There would be savings in
hospital costs, as Florey et al'* found, but no
increase in primary care costs, if a policy of no
routine follow up care was implemented. Even
for the more major of the conditions studied,
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for example, cholecystectomy, the changes
observed in primary care workload were small.
Patient costs were reduced in the group that
did not receive planned follow up.

Patients and general practitioners find the
written information they are supplied on post-
operative recovery and possible complications
inadequate to their needs.'® *” Therefore what-
ever follow up system is in place, improved
provision of information to patients and their
general practitioners is necessary. In this study,
high quality information booklets were pro-
vided for patients who were not followed up
and for their general practitioners. This infor-
mation was greatly valued by patients, though
they expressed a need for further information
on projected recovery, complications, return to
fitness, and lifting. These topics were covered
in the information booklets given to patients in
this study but will need to be expanded upon in
further information developments.

LIMITATIONS IN CONCLUSIONS

There was evidence of a difference in response
rate of patients in the trial. Because of logistical
considerations, information on the characteris-
tics of non-responders was insufficient to give
any insight into possible biases. Adjustment for
baseline factors will have made the analysis
more robust against possible bias attributable
to the differential non-response. A possible
explanation for the difference in response rates
between the two groups may be that the major-
ity of those patients in the “planned follow up”
group had recently attended their hospital fol-
low up appointment when they received the
questionnaire and therefore they may have felt
they should complete and return the question-
naire. The majority of patients in the “no
planned follow up” group had not attended a
hospital follow up appointment and may there-
fore have felt the questionnaire was irrelevant
to them.

Although it is difficult to completely rule out
the possibility of biased allocation to the two
groups, the majority of patients were already
scheduled for their operation before the start of
the study and responsibility for allocation was
the clerks rather than the surgeons. The differ-
ences between the number of patients under-
going laparoscopic surgical procedures in the
two groups may be because of the absence of
the surgeon who undertook the majority of
these procedures during several weeks of one of
the “planned follow up” months of the study.
This is unlikely to have affected the main con-
clusions of the study.

We conclude that patients do not need
planned follow up after the types of surgical
procedure included in this study. Easy access
back to the clinic is needed for patients who
develop complications. The process of dis-
charge is important, and patients need clear
information both about their condition, and
about how to access specialist care if problems
arise.”®

Follow up appointments continue to make
up three quarters of the patients seen in outpa-
tient clinics, a ratio that has been fairly constant
for a decade.” The implications of this for
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KEY POINTS

® Routine outpatient appointments after
uncomplicated surgery seem to be neither
necessary nor cost effective.

® Up to 40% of patients not offered
planned appointments may be followed
up for a clinical indication.

® There is no difference in health related
outcomes between different follow up
policies.

® Savings in hospital costs result from a
policy of no planned follow up, but with
no increase in primary care costs.

® Patients themselves want to see the
surgeon again and general practitioners
are concerned that a “no follow up”
policy would increase their workload.

resource usage highlight the need for examin-
ing ways of reducing the amount of follow up in
outpatient clinics. The resources used for
unnecessary follow up could potentially be
re-directed to new patients, hence reducing
waiting times for first appointments.”® Patients
could be saved the time, inconvenience, and
expense incurred when attending a hospital
appointment.” *

We thank the consultants, nursing and clerical staff at Stepping
Hill Hospital, Stockport, and the general practitioners who par-
ticipated in the study. We particularly thank the patients who
participated in this research. We thank Mr Rory McCloy for
advice and support at the design stages of the project. We thank
Toby Gosden for advice on cost analysis and Shirley Halliwell
and Eileen Rendall for their help on the study. We thank the two
anonymous referees for their helpful comments on an earlier
version of this paper.

Funding: this study was funded by the National Primary Care
Research and Development Centre and by the Medical
Research Council, through a Health Services Research Training
Fellowship held by Dr Bailey.

Conflicts of interest: none

Loudon ISL. A question of numbers. Lancer 1976;1:736-7.

Marsh GN. Are follow-up consultations at medical outpa-
tient departments futile? BM¥ 1982;284:1176-7.

Adams DC, Bristol JB, Poskitt KR. Surgical discharge
summaries: improving the record. Ann R Coll Surg Engl
1993;75:96-9.

4 O’Brien TS, Cranston D, Perkins JMT. Efficiency in the
outpatient department: the lessons from urology. Ann R
Coll Surg Engl 1995;77:287-9.

Perkins JMT, O’Brien TS, Hanbury DC, Cranston DW. Is
follow-up necessary after transurethral resection of the
prostate? Br ¥ Urol 1995;75:618-21.

Faulkner A, Harvey IM, Peters TJ, ez al. Profiling outpatient
workload: practice variations between consultant firms and
hospitals in south west England. ¥ Epidemiol Community
Health 1997;51:310-14.

Waghorn A, McKee M, Thompson J. Surgical outpatients:
challenges and responses. Br ¥ Surg 1997;84:300-7.

Lester JP. Why not reclaim our patients from hospital
outpatient clinics? ¥ R Coll Gen Pract 19803;30:230.

Eade OE. Are follow-up consultations at medical outpatient
departments futile? BM¥ 1982;284:1633—4.

10 Koulack J, Fitzgerald P, Gillis DA, er al. Routine inguinal
hernia repair in the paediatric population: is office
follow-up necessary? ¥ Pediatr Surg 1993;28:1185-7.

Bailey IS, Karran SE, Toyn K, e al. Community surveillance
of complications after hernia surgery. BM¥ 1992;304:469—
71.

12 McCormack TT, Collier JA, Abei PD, ez al. Attitudes to
follow-up after uncomplicated surgery - hospital out-
patients or general practitioners? Health Trends 1984;16:
46-7.

13 Pedersen LL, Leese B. What will a primary care led NHS
mean for GP workload? The problem of the lack of an evi-
dence base. BM¥ 1997;314:1337-41.

14 Florey C du V, Yule B, Fogg A, er al. A randomised trial of
immediate discharge of surgical patients to general
practice. J Public Health Med 1994;16:455-64.

Brough RJ, Pidd H, O’Flynn K], er al. Identification of
patients requiring out-patient follow-up after transurethral
prostatectomy: is there a role for nurse-led screening of
post-operative outcomes by telephone? Br ¥ Urol 1996;78:
401-4.

[SSIEE SEC

~ (=)} wu

o 0

1

—_

1

wu


http://jech.bmj.com

124

17
18
19

2

(=]

2

S}

23

24

Meredith PD, Emberton M, Wood C, ez al. A comparison of
patients’ needs for information on prostate surgery with
printed materials provided by surgeons. Qual Health Care
1995;4:18-23.

Edwards MH. Satisfying patients’ needs for surgical
information. Br ¥ Surg 1990;77:463-5.

Boyce DE, Shandall AA, Crosby DL. Aspects of hernia sur-
gery in Wales. Ann R Coll Surg Engl 1995;77:198-201.

Radosevich DM, Pruitt MJH. HSQ-12 Co-operative valida-
tion project: phase 1 reliabilivy, validity and comparability.
Update. Bloomington, MN: Newsletter of the Health Out-
comes Institute 2, 3, 1996.

Altman DG. Comparability of randomised groups. The
Statistician 1985;34:125-36.

Senn S. Testing for baseline balance in clinical trials. Stzar
Med 1994;13:1715-26.

Agresti A. Categorical data analysis New York: John Wiley,
1990.

Efron B, Gong G. A leisurely look at the bootstrap, the jack-
knife and cross-validation. American Statistician 1983;37:
36-48.

Department of Transport. Value of journey time savings and

Bailey, Roland, Roberts

accident prevention. London: Department of Transport, 1987.

Netten A, Dennett J. Unit costs of health and social care.
Canterbury: PSSRU, 1996.

Temple J. General practice follow-up of patients discharged
from hospital. Practitioner 1988;232:150-2.

Sandler DA, Heaton C, Garner ST, ez al. Patients’ and gen-
eral practitioners’ satisfaction with information given on
discharge from hospital: audit of a new information card.
BMY¥1989;299:1511-13.

Reeve H, Baxter K, Newton P, ez al. Long-term follow-up in
outpatient clinics. 1: The view from general practice. Fam
Pract 1997;14:24-8.

Health and Personal Social Services Statistics for England.
London: Stationary Office, 1996.

Wilkin D, Roland M. Waiting times for first outpatient appoint-
ments in the NHS. Manchester: Centre for Primary Care
Research, 1993.

Pearson M. Outpatients outclassed. Health Serv ¥ 1992;15
October:28-9.

Elizabeth J. Follow ups evaluated. Health Serv ¥ 1987;10
December:1445.


http://jech.bmj.com

