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Summagx

The current provision of dietary services in the community and
the demands falling on dietitians working in the community was studied
by means of postal questionnaires to all medical officers of health
of local health authorities, secretaries to hospital management
committees and clerks to boards of governors of teaching hospitals in

England, and by interviews with selected dietitians.

Considerable differences were found between regions in respect of
the employment of hospital dietitians, as well as in the involvement
of hospital dietitians with the community. It was learnt that 379
dietitians (whole time eqguivalents) were employed in hospitals in
England, that 42% of H.M.C. groups did not employ dietitiamns, and that
23.5% of established posts were wunfilled. Only nine local health
authorities and three general practices were found who employed

dietitians and most of these appointments were recent innovations.

Most hospital dietitians gave dietary advice outside the hospital,
though this was in each case of limited extent and in many cases was
carried out as an 'off-duty' occupation. The dietitians emploved by
local health authorities varied in their methods of working, some being
almost exclusively involved in consultations with individual patients
while others were largely committed to teaching nutrition and to the

supervision of group sessions organised by others, e.g. slimming clubs.

Obesity was the most frequently occurring condition referred to the
dietitians, stated by some to comprise 99% cf their workload. Many of
the dietitians considered that dietary advice in some dietary and nutri-
tional disorders could be given by other professional workers but that
further training in these subjects was necessary for these workers. The
change in emphasis from advising on specific therapeutic diets for
individual patients to that of giving advice on diet and nutrition to
large sections of the community and more particularly to '"high risk"
groups such as the housebound elderly, cbese children and families on
low income was widening the field of work of the dietitian., Dietitians
&re employed in the health service ir insufficient numbers to meet these
changing needs entirvely by consultations with individuals, and considera-
tion must be given to effective methods of presenting expert opinion on

nutrition and diet to large numbers of pecople.
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(iv)

It is recommonded that careful thought is given by employing
authorities to the needs of the community in respect of advice on
diet and nutrition before employing dietitians in the community, and
before a natiocnal extension of community dietetic services takes

place.
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Introduction

In recent years, a number of hespital dietitians have begun to extend

%
their services into the community,(l’ a few local health authorities have
established posts for dietitians,(z) and a small number of general practi-
(3}

tioners have employed dietitians. The development of primary care teams
has been gathering momentum over the last few years, and suggestions have
been made that further additions could be made to such teams, e.g. members
of the Professions Supplementary to Medicine.(Q)(S)
In certain disorders, specific therapeutic agents have been discovered
which have replaced therapeutic diets, e.g. vitamin B12 in pernicious
anaemia, while continuing doubts are expressed about the relevance of

specific diets in the treatment of some diseases, e.g. peptic ulcer.

The identification of inborn errors of metabolism such as phenylke-
tonuria and the increased understanding of coeliac disease and other
malabsorption diseases, however, have resulted in new areas of applica-
tion of specific diet therapy as have the developments in medical and

surgical treatment of certain conditions, e.g. chronic renal disease.

Nutritional problems in the community, of which cbesity is by far the
most frequently encountered, are causes for concern. High risk groups may
be identified, such as the elderly (particularly those who are housebound),
the immigrant population and families with low incomes, all of whom may
present problems relating to inadequate nutrition and who may require

dietary advice.

The developing emphasis on community care and the changing nature of
the problems presenting to dietitians suggest that a review of the work

and deployment of dietitians is timely.
The cbjectives of this study, therefore, were to:-

1. Assess the extent of existing dietetic services in the commumity.

2. Examine the experience of dietitians working in the community.

3. Consider the nutritional and dietary problems presenting to
dietitians.

4. Make comments and recommendations concerning future developments
in the organisation of dietetic services and the training and

recruitment of dietitians.
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METHODS

Questionnaires were designed to identify those local health
authorities, hospital management committees and boards of governors of
teaching hospitals in England who had an establishment for dietitians

and currently employed or had recently employed dietitians.

The questionnaires to local health authority medical officers also
asked for their opinions on the adequacy or otherwise of dietetic
services to their commumnity and invited suggestions for improving any
perceived inadequacies in the delivery of dietetic advice. A question
was included to elicit information about the employment of dietitians

by other local authority departments. {(Appendix I).

The guestionnaires to secretaries of hospital management committees
and to clerks of boards of governors of teaching hospitals were in two
sections, (i) a ocne-page section, to be completed by the hospital secretary
or clerk, aimed at eliciting information about the establishment for
dietitians in the group, the number of dietitians currently employed, and
whether any existing vacancies were being advertised; and (ii) a seven-
page section, to be filled in by the group dietitian (or most senior
dietitian employed in the group), and composed of questions about the
content of their work particularly that which involved giving dietary
advice to patients residing outside hospitals and to individuals and

groups working in the community. (Appendix II).

It was anticipated that only a few general practitioners would employ
dietitians in their practices, and in order to contact these general
practitioners, letters were placed in various medical journals requesting
any general practitioner who employed a dietitian in his practice to

inform the project director.

Interviews were carried out by the author with those dietitians found
to be employed by local health authorities, those who were employed by
general practitioners and a selected number who were believed, from
answers to the postal questionnaires, to be involved in extension of

their services outside hospitals.
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PROCEDURE

A list of medical officers of health employed by county councils and
county borough councils in England, and those employed by London boroughs
were obtained from the 1972 edition of the Municipal Year Book. This list
was stated to be accurate as at 30th September 1971 and was updated where

possible from personal and printed knowledge of changes.

Questionnaires were posted in October 1972 to all 156 local health
authority medical officers of health in England (45 employed by county
councils, 78 by county borough councils and 33 by London borough councils).
Each questionnaire was accompanied by an introductory letter, addressed to
the medical officer of health by name, and a stamped-addressed envelope

in which to return the guestionnaire.

A reminder was posted in December, 1972 to the eight medical officers
of health who had not replied to the initial approach, all of whom replied

to this reminder.

The list of hospital management committees and of boards of governors
of teaching hospitals in England was cbtained from the Hospital Year Book
1972,

The questionnaires were posted in November 1972 to all 321 hospital
management committee secretaries and clerks of the boards of governors of
teaching hospitals listed, each questionnaire being accompanied by an
introductory letter addressed to the secretary or clerk concerned, and a

stamped-addressed envelope in which to return the questionnaire.

Reminders were posted in January, 1973 to the 23 secretaries who had

not replied to the first mailing.

From the replies, it was learnt that 8 out of the 321 groups listed
in the Hospital Year Book had subsequently amalgamated with other H.M.C. or
teaching hospital groups, and these 8 were excluded from the total, leaving
a total of 313 hospital groups functicning at the time of the survey.

Three general practitioners replied to the letters placed in medical
journals requesting general practitioners who employed dietitians to

contact the project director.

Following a preliminary analysis of the questionnaires, four hospital
dietitians and seven dietitians employed by local health authorities who

had reported that they were involved in giving dietary advice to the



commmity were interviewed during May 1973 by the author, as were the
three dietitians employed by the general practitioners who had answered

the requests in the medical press.

Responses to Postal Questionnaire

By January 1973, replies had been received from all 156 medical
officers of health, and by February 1973, replies had been received from
all but three secretaries and one clerk to the board of governors of a

London postgraduate teaching hospital. (Table 1).
RESULTS

Dietetic Establishments and Employment of Dietitians

The number of local health authorities, hospital management
committees and boards of governmors of teaching hospitals who had

establishments for and who employed dietitians is shown in Table 2.

{a) Local health authorities

The employment of dietitiliams by local health authorities and the
dates of the commencement of such employment is shown in Table 3 where
it is seen that whereas one county borough council has employed a
dietitian since 19492, five of the remaining eight authorities which

employed dietitians commenced employing dietitians during 1972.

One full-time dietitian employed by a county council was stated to
be terminating her appointment in December 1972 on moving to another part
of the countrv. This vacancy was being currently advertised, as were
vacancies for dietitians by two county borough councils who had not

previously employed dietitians.

Only one authority, a county borough council, had discontinued the
establishment for o dietitian, no details being given about the reasons

for this change, or for how long a dietitian had been employed.

The number of other local authority departments who employed dietitians,
as .stated in the replies from the local health authority medical officers
of health, is shown in Table 4, in which it is seen that 16 local authori-
ties employed dietitians in departments other than health departments, and
that in two London boroughs dietitians were employed in health departments

and were also employed in either education or social services departments.
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Thus, a total of 23 local authorities employed dietitians, of which 7
employed the dietitians only in health departments, 1 employed dietitiams
in health and education departments and 1 in health and social service
departments, 10 employed dietitians only in education departments, and of
the remaining 4 authorities 2 employed dietitians only in social service

departments and 2 in both social service and education departments.,

(b) Hospital authorities

Established posts for dietitians were reported by 164 (59%) of the
secretaries to hospital management committees, by all nine clerks to boards
of governors of provincial teaching hospitals, and by 18 (72%) of the
clerks to boards of governors of London teaching hospitals. (Table 2).

The teaching hospitals at Nottingham and Southampton who were without
boards of governors, were included in the replies from hospital management
committees. The London teaching hospitals which had no establishmernts for

dietitians were all postgraduate teaching hospitals.

Table 5 shows that 91 establishments (48% of the total) were for
single-handed (part-time or full-time) posts, and that whereas all
provincial teaching hospitals and 13 (72%) of London teaching hospitals
with establishments were for more than two dietitians (whole time equiva-
lents), only 43 (26%) of the H.M.C. groups possessed as large an
establishment.

Considerable differences in the proportion of hospital groups who
had established posts for dietitians was seen to exist. In the Newcastle
and East Anglia R.H.B. areas, two-thirds of the H.M.C. groups had no
established posts for dietitians while at the cther extreme only two of

the H.M.C. groups in the Liverpool R.H.D. area had no establishment.

The number of established posts for dietitians by career grade is
shown in Table 6, (expressed as whole time equivalents) where it is seen
that 379 posts (81.8% of the total), were for basic grade or senior
dietitians. Where a hospital group employs only one full time or part-
time dietitian, the established post must be that of senior dietitian

(6)

grade. This probably explains why more senior grade dietitians, than

basic grade dietitians, were employed by R.H.B. groups.
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The career grade of a dietitian is otherwise dependent upon the size
of the establishment for dietitians, thus there was a higher proportion
of group, chief and deputy chief dietitians' posts in teaching hospitals

which possessed, in general, larger establishments than did H.M.C. groups.

All established posts for dietitians, however, were not filled, and
Table 7 indicates the extent of the employment of dietitians (expressed
as whole time equivalents). The shortfall was most marked in R.H.B.
groups, where 23.5% of established posts were unfilled, compared with the
teaching hospitals where only 8.1% were unfilled posts. (Table 9). The
vacancies appeared to exist at all career grades, though at basic grade
level there were greater shortages in the H.M.C. groups than in the teaching
hospitals, perhaps reflecting the ability of these latter hospitals to
retain student dietitians after qualification. The table shows that 37.7%
cf all dietitians were employed in teaching hospitals and that nearly one-
fifth of hospital dietitians in this country were employed in the H.W.
Metropolitan region, a region which included eight teaching hospitals with

dietitians in employment.

The édistribution and recruitment of dietitians have changed over the
past two decades. There has been a steady increase in the employment of
dietitians in hospitals in England and Wales (see graph, Appendix 5), and the
figures produced by the then Ministry of Health and the British Dietetic
Association for 1956 were:- 72 full-time and 15 part-time therapeutic
dietitians and 8 caterer/dietitians employed in H.M.C. hospitals in England
and Wales and 106 full-time, 2 part-time therapeutic dietitians and 4 caterer/

(7) (It must be bornme in mind that

dietitians employed in teaching hospitals.
this refers to persons, not to whole time equivalents). In 1867, as mesult

of a survey carried out for the British Dietetic Association, 132 (51%)
dietitians (w.t.e.) were reported to be employed in non-teaching hospitals and
128.91 (49%) in teaching hospitals in England and Wales.(a) There has, there-
fore, Deen a change in the distribution of hospital dietitians, between H.H.C.
groups and teaching hospitals though marked differences still existed between

regions.

The number of hospital dietitians employed in prouportion to population,
to occupied hospital beds and to hospital discharges and deaths is shown in
Table 8. In England, on average, one hospital dietitian served a population
of 128,000 but marked differences were seen between R.H.B. areas. In
Birmingham R.H.B. there was one hospital dietitian employed for every
220,000 population while in the MN.W. Metropolitan region there was one
dietitian per 60,000 population.
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Similarly, over the country as z whole, there was a ratio of cne
dietitian per 893 hospital beds, but whereas in the Oxford region the
proportion was 1 to 490 beds, in the Liverpool region the proportion

was 1L to 1,695 beds, though it must be remembered that although nearly

all H.M.C.'s in the region had establishments for dietitians the Liverpool

region contains more hospital beds per population than any other region.

Again, if one relates the number of dietitians with the number of

hospital discharges and deaths, marked differences were seen between

regions.

In terms of the contribution by hospital dietitians to the needs
of the community, the ratio of dietitians to the population must be
considered, but the figures for the distribution in dietitians per
hospital beds and hospital discharges indicates the potential workleoad
variation between regions of hospital dietitians towards patients

attending or residing in hospitals.

(¢) Employment of Dietitians by General Practitioners

Cnly three general practitioners reported the direct employment
of dietitians. In one practice a three-man group, the dietitian
attended two sessions per week, and in the remaining two practices

the dietitian was employed for only one session per week.

Two other practices had reported the experimental employment
of a dietitian but both had discontinued this service. In one of
these practices, it was found over a three-month period that 38 patients
had made a total of 35 attendances at a cost of £1.75 per patient and
“In view of the fact that the study was financed b{ ghe doctors them-—

3

selves it was abandoned after three months triall,
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COMMUNITY INVOLVEMENT OF HOSPITAL DIETETIC DEPARTMENTS

(1) Open access ~ Referral of patients by general practitioners

The number of hospital groups who permitted open access by general
practitioners to their dietetic departments and the number of patients said
to have been referred in one calendar month are shown in Table 10. Of the
171 groups who empioyed dietitians, 106, permitted open access, but in only
30 of the 1C6 hospital groups at which open access was available did the
general practitioners refer more than five patients each week, and in 14
groups no patients had been referred to the dietetic department during the
month. One group dietitian made the comment that she "did not consider
open access referrals by general practitioners as satisfactory without the
help of supporting services, e.g. pathology reporis, patients notes, etc.”
One dietitian who was in a part-time single-handed post commented that
she had been asked by the H.M.C. to discontinue open access, presumably
due to pressure on her services, and cne dietitian commented, "This is a

sore point ..., permission was refused by the Medical Committee'".

(2) Patients outside hospital ~ Attendance by hospital dietitians

Some hospital dietitians attended individual patients in premises
outside the hospital (Table 11). Dietitians in four hosplital groups visited
general practitioners’' surgeries at least three times per month to attend
individual patients and in another three groups the dietitians visited
health centres with equal frequency. In 74 groups dietitians visited
individual patients in their own homes, though in €2 of these groups, less

than one visit per month was made.

During subsequent interviews with hospital dietitians, it was learnt
that one hospital dietitian visited patients in their homes who were unable
to attend her sessions at general practice surgeries, and in another, the
dietitian visited patients, referred by general practitioners, who were unablaz
to attend the dietetic department or could be seen more conveniently in

their own homes.

(3) Visits to institutions by dietitians

Dietitians from seven hospital groups visited institutions at least

once per month to give general dietary and nutritional advice (Table 12).
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One group dietitian commented that the premises mentioned had been visited
by the hospital dietitians in the group before a county health dietitian
was appointed, and in another the dietitian commented that the school meals
organiser in her area was a state registered dietitian. In one hospital
group, the dietitians visited a prison regularly to give general

nutritional advice.

(4) Informa) discussions with community workers

There was some contact between the dietitians in most hospital groups
and general practitioners and health visitors. (Table 13). In the three
groups in which informal discussions were held between the dietitians and
district nurses at least three times per month, equally frequent discussions
were held in these groups with both general practitioners and health visitors.
In ancther three groups dietitians held informal discussions with both

general practitioners and health visitors at least three times per month.

In respect of other community workers, there is less contact, both
in terms of the number of hospital dietitians involved in informal

discussions with these workers and in the frequency of such discussions.

Eleven respondents mentioned informal discussions with social workers
in the "other" category, while another reported that the dietetic department
was involved in supplying 25 diabetic meals-on-wheels each week to elderly
patients living in the hospital catchment area. Five other respondents
reported occasional discussions with headmasters and school teachers about

the dietary problems of schoolchildren.

(5) Attendance at outpatient sessions by dietitians

Table 14 presents the responses by the dietitians to the question "How
often are patients with each of the following conditions, who attend the
outpatient department, seen by you or your colleagues in the group?". In
112 hospital groups the responding dietitians claimed that all patients
attending outpatient departments because of obesity were seen by the dietitian
every time they attended, whereas in only 49 groups did they claim to see
diabetic outpatients every time the patient attended. In spite of the
reservations one must make about the accuracy of these responses,
particularly as to whether a dietitian would be aware or informed of every
attendance by an outpatient, it would seem that many more respondents
believed that they saw obese patients at every attendance than they did

those patients with other conditions.
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A reques* for couments om his question elicited a considerable response.
4 number of other disorders were qucted as being seen by the dietitiaums,
e.g. inborn ervors of metaboliswm, hepatic, gastro—-intestinal, oescophageal

and gall bladder disorders and ancorexia nervosa.

Eight respondents mentioned that they held dietetic outpatient clinies
and a-ranged appointments within their department for patients who required
follow-up; of these eight respondents four specified that the clinics were
for obese patients. One respondent commented, "My colleagues and I hold
our own diabetic clinics and patients are referred to our clinies. I cannot
say how many are not referred"”. Yet another commented, “We have a system
whereby we could see each patient every time they attend, but we do not:-
(1) They don't all neced to come every time, and (2} If they did I would need
twice my establishment of staff".

Many factors appeared, from the comrments, to influence the involvement
of hospital dietitians with outpatients. In some cases the dietitians
attended outpatient sessions as part of the medical team, whereas in others
the dietitians held their owu clinics and either arranged for patients to
see them cor awaited referrals from a consuvltant. In others it would appear

that the pressure of work restricted the involvement in outpatient departmeits.

(6) Continuation of dietetic advice to patients after their discharge from

hospital

Follow-up by hospital dietitians of inpatients who had been discharged
from the hospital and who had received dietary advice during their stay, wes
most commonly carried out by the dietitian requesting the patient to return

to the dietetic department. (Table 15).

In 57 groups every patient who had been discharged from hospital and
who had received dietary advice from the hospital dietitian was requested to
return to the dietetic department. This may reflect the long-term nature of
the work. One respondent commented, '"All patients who have received dietetic
advice are given my telephone number and the times they can contact me for
further advice or for an appointment with me"”, while another stated, “Most
patients who need to continue diet at home are seen on at least one occasicn

after discharge".

Of the 30 respondents who made a comment about their ‘'other" method c¢f
following-up patients, 13 stated that they retained contact with patients by

post or by telephone, of whom 7 specifically mentioned that this mainly applied



to patients ¢n reducing diets. 5ix respondents stated that they occasionally
contacted school meals organisers or school teachers, and one mentioned

contact with the local health authority dietitian working in the area.

7. Formal lectures oun nutrition and diet

The hospital dietitians appeared to devote a considerable time to
lecturing on nutrition and diet to community workers in different fields and
to groups and organjsations in the community. Of the 164 fully completed
questionnaires returned by the dietitians, only 46 {28.0%) of the respondents
stated that the dietitians in the hospital group did not lecture outside the
hospital. As well as the types of audience specified in Table 16, lectures
on nutrition and diet were given to women attending ante-natal clinics in
49 of the hospital groups, and in the 'other" category respondents quoted
lectures given by hospital dietitians to nursing, domestic science and home

economics students as part of the formal training of these students.

The most commonly occurring group receiving lectures on nutrition and
diet were the voluntary organisations, almost half the respondents reported
that lectures on nutrition and diet had been given to these organisations by

the dietitian irn the hospital group.

In 31 hospital groups the respondents reported that they had given
lectures to general practitioners, and in 39 groups lectures were stated to
have been given to health visitors., The respondents in 13 of these hospital

groups had given lectures to both typss of auvdience.

Table 17 indicates the range of involvementi Ly the hospital dietitians
in respect of lectures on nutrition and diet. In general, the lectures
delivered by the hospital dietitians were carried out on a voluntary, spave-
time basis and were usually given as a result of a request from the organisa-
tion or group concerned. It would appear. therefore, that there was a
perceived commitment, by more than just a few enthusiasts, amongst the
hospital dietitians to lecture on nutrition and diet, both to other

professional workers and to members of the community.

Summary (Hospital Dietitians in the Commumnity)

Some involvement of the hospital dietitians with both professional workers
in the community and with patients or others living outside the hospital was
seen to occur in many of the hospital groups. This commitment varied between
hospital groups and with the type of involvement; very few were found to

report a widespread involvement with the community.



Two or mnpe patients were seen weekly on average at the direct request
of general practitioners ir only 30 hospital grouvps. In 6 hospital groups
dietitians were attending patients in health centres or general practice
premises at least three times per month on average and in 78 groups the
dietitians reported visiting patients in their homes. Frequent (3 or more
times per month) contact vwith general practitioners and health visitors was
reported in 38 hospital groups, though in 127 hospital groups, less frequent
discussions were reported between the dietitian and the general practitioners
while equally infrequent discussions with health visitors about patients

were said to take place in 117 groups.

Only two respondents claimed to contact the general practitioner
concerned on every occasion that a patient who had been receiving dietary
advice was discharged from hospital, and one claimed to notify the health
visitor concerned. In 57 groups the general practitioner was not contacted
and in 75 groups the Jdietitlans never contacted the health visitor about
such patients. The more usual method of follow-up was to request the

patient to return to the dietetic department.

In 31 groups the respondents reported that they had given lectures o
nutrition and diet to general practiticners and in 39 hospital groups
lectures on the subject were given to health visitors. Of these, 13 reported

lectures to both these professions.

All but four of the respondents attended outpatients', either with

the consultant concerned or by organising special diet clinmics.

About half the respondents stated that they had given lectures on

nutrition and dietetics to groups and organisations in the community.

An involvement with all aspects of contact with the community by the
hospital dietitians was not apparent, though cooperation with the staff of
local authority Health and Social Service Departments and the delivery of
dietetic advice to inpatients on discharge and to outpatients and/or their
relatives is specified as part of the functions of hospital dietitians.(g)

As a crude measure of the extent of community commitment of an
individual hospital group dietetic department, a simple scoring was applied
to the different categories of involvement. Each section of questions 2 - 7
inclusive, and question 9 were scored (see Appendix 3). A maximum of 3
points was possible for question 2, 15 points for question 3 and u4, 26 for
question 5, 24 for question 6, 16 for question 7 and 10 for question 9. The

distribution of scores (out of a possible total of 109) for individual



hospital groups is rejieceniuc 1a Table 18. Only four hospital groups
achieved a score of at least 40, the highest being 47, and only in these
four hospital groups was thie highest score achieved in more than one
category. In general, most respondents claimed to be involved in at
least one aspect of the commumnity involvement specified in the questionnaire,
but there was no evidence to suggest that a few hospital dietetic depart-
ments carried out extensive work in all or even most of the different
categories. Those who were giving lectures on nutrition and diet, for
instance, were not those who visited patients in the community or allowed
open access to the dietetic department and in fact most respondents who
stated that they had given such lectures did so to only two or three

of the groups and organisations listed in the questionnaire.

Thus, some extension of the work of hospital dietitians is fairly
widespread, though in many instances, as for instance, in lectures to
groups and organisations in the community it is carried out as an

"off duty" occupation rather than an integral part of the working day.
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COMMUNITY DIETETIC SERVICES

Opinions of L.H.A. Medical Officers of Health

The postal questionnaire addressed to L.H.A. medical officers of
health included the question '"Do you consider that groups and individuals

in your community can, in general, cbtain adequate dietary advice?'".

Of the 139 who replied to this question, 97 (70% of those responding
to the question) considered the services adequate (Table 19). The
opinions did not appear to be significantly related to the type of emplioying
authority, or to whether a local health authority dietitiar was employed
(Table 20). The number of local health authorities employing dietitians
is too small to allow any great significance to be attached to this

finding however,

In response to the question:- "If 'yes' who is mainly supplying the
service?", answers were received from 95 of those 97 who stated that they
considered the services adequate. Twenty-seven considered that the health
visitor and local health authority nursing staff and/or the general
practitioner were the main supplies of dietary advice to the community.

A further 18 included the hospital dietitian amongst those giving
dietary advice to the community, and 14 considered that the hospital

dietitian alone was providing an adequatc Jietary service to the community.

The health educatiop officer, either alone or in conjunction with
others was quoted by 25 respondents as the main source of dietary advice
to the community. Other sources of dietetic advice mentioned were medical

officers of health, school nurses. slimming ciubs and the mass media.

The replies received to the request for suggsstions for improving
the dietetic service to the community came from 35 respondents, of
whom 16 suggested the employment of dietitiams in the community. An
additional 6 recommended further instruction in nutrition and diet for
local health authority professional workers, and others offered a variety
of suggestions including the increase in employment of local health
authority nursing staff, the promotion of health education programmes

and the extension of hospital dietetic services into the community.
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General comments or comuwunity dietetic services were made by 36
respondents. Five of these respondents recommended the employment of
dietitians in health education and one commented in some detail -

"The role of the dietitian in the community can best be fulfilled as

a member of a team concerned to ensure that vulnerable groups in society
are provided with the most suitable foods to maintain and promote health.
Looking to the future there is much to be said for developing a more
closely knit nutritional service linking the activities of dietitians
inside and outside the hospital with the educational efforts of others
working in the field of health, education and welfare. Such a

concerted approach is essential if an integrated health educational

effort is to be mounted in the twin fields of prevention and treatment".

This respondent also mentioned, as did twe others, that the
reorganisation of the H.H.S. in 1974 offered an opportunity to "take
a fresh look at the key subject of nutrition with particular
reference to the contributions of the dietitian to the health of the

commnity at large®.

Four respondents felt that there was a need for the services of
a dietition to advise professional workers in the communitv, e.z.
"There is a place in the Local Health Authority Service for a dietitiam,
to whom health visitors, nurses and others, including general practit-
ioners could turn for advice and help'’. "Health visitors do a great
deal of work in this field but more expert advice is required from time

to time,

Two respondents suggested that it would be an advantage if more
dietitians were employed in peripheral hospitals and seven commented on
their ability to obtain the assistance of hospital dietitians whenever

necessary through informal links.

Groups specified by the respondents as being most in need of dietary
advice were obese schoolchildren, expectant mothers, Asian immigrants,
the elderly, obese workers and the residents of welfare homes. Super-
vision of school meals and home meals and advice on nutrition and diet

to the organisers of these services was also mentioned.

The general comments are given in full in Appendix 4.



RESULTS OF INTSRVIEWS WITH DIETITIANS

Hospital dietitians

From the postazl survey, four hospital groups were identified as
providing comparatively extensive dietary services to the community,
i.e. those four groups who scored 40-47 on the scale shown in Table 18.
Visits were made to these four dietetic departments and the dietitians

were interviewed.

In one of these four hospital groups, the move to a new hospital
since the postal survey had caused the dietetic department to curtail its
activities in order to concentrate on organising the dietetic services
within the hospital. The appointment of a local health authority
dietitian in the area had further affected the extended role of the
hospital dietetic department as it was considered that the need for
community involvement by the hospital dietitians was lessened as a result
of this local health authority appointment. Liaison between the hospital
dietitians and the L.H.A. dietitian was good and it was hoped to
strengthen this by arranging a part-time secondment of the L.H.A. dietitian
to the hospital dietetic department. The group dietitian believed such a
secondment would improve the continuity of care of those patients who

received dietary advice within the hospital.

The dietetic department was involved in advising general practi-
tioners about the diets of patients. This was a purely informal arrange-
ment carried out as a result of telephone requests from the general
practitioners and was almost invariably concerned with patients who had
been discharged from hospital and who had received dietary advice during
their stay. These telephone requests were said to occur about once a
month on average. The dietitians hoped to start an outpatient obesity
clinic in the near future as they believed that groups of 10-20 patients

could be more effectively treated in group sessions.

The three other dietetic departments visited, although defined from
the postal questionnaire as having comparatively extensive commumity
cormitment, showed considerable variation in their involvement with the
commmity. Twe of the departments involved were each staffed by a single-

handed dietitian and the third department employed three dietitians.
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All three proviJ:l open access to general practitioners, visited

old people's residential a~commodation and visited the homes of patients.

In the case of the two single-hended dietetic departments, about
two patients were se=n each week at the request of general practitioners

and in the third department about four patients were seen each week.

One of the single-handed dietitians estimated that 90% of the
refarrals from general practitioners were of patients suffering from
diabetes; almost all the remaining patients were referred for reducing
diets. The other two dietetic departments were said to be almost exclus-
ively involved in seeing patients with obesity. In one case the diet-
itians estimated that 98% of the patients referred by general practitioners
were referred for advice about obesity, 1% for diabetic advice, all other

conditions making up only 1% of the referrals.

In all three hospital dietetic departments where open access was
provided, patients referred from general practitioners were accompanied

by a letter giving brief clinical details and the reasons for the referral.

In two of these three dietetic departments, approximately ocne patient
per month was seen at the request of a health visitor. Such patients
Were usually referred for advice aimed &t correcting faulty eating habits
or were referred for further advice concarripg therapeutic diets which

had been advised while the patient was in hospital.

Much less fwacuent ware the referrals from general practiticners and
healith wisitors of patients suffering from malabsorption conditions,
chronic renal disease, hyperlipidaemias, gastric tube feeding, and diges-
tive disorders. In response to a request to list any conditions which
the dietitians considered should be referred and which were not at present
being referred, one dietitian was unable to specify any such problems,
while a second dietitian suggested that infants' and children's dietary-

problems were ‘'the greatest deficiency in the people referred™.

Infant feeding and the diet of children were also mentioned by the
dietitians in the third (larger) dietetic department as being important
subjects not at present referred but which the dietitians believe would
benefit from expert dietary advice. They added five other groups or

conditions which they considered were in need of expert dietary advice:-



(a) Gastric disorders - patients often need advice ou "“liberalisation" of
strict dietary regimes. Tha dietitians believed that many patients
who had, in the past, received advice on severely restricted gastric
diets were still adhering to such diets and that this was both

unnecessary and potentially harmful in respect of adequate nutrition.

(b) Tatestinal disorders - patients need advice on sensible eating, and,

in some cases, there is a need to correct the advice given formerly

about low residue diets.

{c) Mild diabetes - many patients were believed to have received
insufficient dietary advice and were therefore unnecessarily
restricted in their freedom of choice of diet and were also at risk

of receiving an inadequately balanced diet.

(¢) Low income families - it was believed that this group would benefit
considerably from dietetic advice abcut obtaining an adequate,
balanced diet from low-priced foodstuffs, and

(e) Patients who had received inadequate dietary advice - the dietitians
believed that many patients received diet sheets or only the most
curseory instructions about diet, and that there was a need for much
deeper discussion about therapeutic diets than could be gained from

such methods.

In the larger dietetic department, but not in the case of the two
single-handed departments, visits were made to buildings outside the
hospital in order to attend patients. A dietitian held two evening
sessions per month in one group practice, one evening session per month
in another practice, a morning session once a month in a health centre and

one morning session per month in a local health authority clinie.

The sessions held by these dietitians in general practice surgeries
usually lasted 2 hours, during which time 8 - 10 patients were seen, by
appointment. WNew patients were given a 20 minute appointment and return
patients were given 10 minute appointments. Approximately two new
patients and two follow-up patients were seen at the sessions held by

the dietitian in the health centre and the local authority cliniec.

As stated previously obesity was the predominant condition presenting
to these dietitians, and the great majority of patients seen were adult
females though all age groups and both sexes were represented. Cbese
patients were usually seen at monthly intervals for six months, this
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procedure being adjusted by the regponse, attitude, etc. of the individual

patient.

No group sessions were held by any of the three selected hospital
dietetic departments, though one of the single-handed dietitians stated
that she held twice-weekly sessions of 20 - 30 minutes duration in the
outpatient department for 4 - 5 obese patients, and in the larger dietetic
department, a dietitian attended one session of a ten-session course

organised by health visitors for cbese patients.

Lectures on nutrition and diet had been given by the dietitians of
all four hospital dietetic departments visited. These lectures ranged
from individual lectures to such organisations as Townswomen's Guilds and
Rotary Clubs to series of lectures to health visitors as part of the
health vizitor training course. In one dietetic department a two-day con-
ference for health visitors, nurses and general practitioners had been
organised and guest speakers had been invited to talk on nutrition and
diet. In another department, the dietitian had been involved in seminars

held as part of the vocational training scheme for general practitioners.

None of the hospital dietitians who were interviewed wWere involved
in catering outside the hospital, but all expressed a willingness to advise
those involved in catering in the community health and social services if

requested,

The opinions of the dietitians about nutritional and dietary advice
in the community were found to show marked differences. Only one dietitian
considered that the work of a dietitian in the community did not differ from
that of the hospital dietitian, and carried this point of view further by
stating that she believed that all dietitians should be employed in hospitals,
though they should extend their present role by continuing to give advice
to patients following their discharge from hospitzl, and allow cpen access

to the dietetic departments by general practitioners and health visitors.

In the three other hospital dietetic departments which were visited,
the dietitians expressed the view that the role and function of a dietitian
in the community differed greatly from that of the hospital dietitian, but
in one case the dietitians believed this was due largely tc the deficiencies
of the hospital dietetic services which placed too great an emphasis on
therapeutic diets and paid insufficient attention to the preventive and
nutritional aspects of patient feeding. There was agreement by the dieti-

tians of these three departments that the dietitian in the community was



required to undertake a stronger educational ruvie than ¢id the hospital
gietitian, and conversely should spend less time on individuval patient

consultations.

During the interviews with these hospital dietitians it was obvious
that they perceived large areas of unmet needs in the field of nutrition
and diet, and that they considered that the medical, nursing and para-
medical professions were inadequately trained in these subjects. The
dietitians were conscious of the pressure of hospital work which prevented
them from extending their role outside the hospital, an extension which

was not a primary function of a dietitian employed in and by a hospital group.

Dietitians in General Practice

The three general practice dietitians who were interviewed were found
to be carrving out the work in general practice as an extra to their work
as hospital dietitians. Two were currently employed full time as group
dietitians, one of these, who had been employed in a group practice of
three doctors for over five years, carried out two three-hour sessions per
Wweek in the practice, the other who had been employed in a three-man group
practice for eighteen months, held one two-hour session in the practice per
week. The third dietitian worked sixteen hours per week in hospital as a
senior dietitian andheld three or four sessionc per month in a practice of

five doctors. She had been employed in the practice for {wo years.

All three saw patients by appointment and all had full use of s con-
sulting room and cother practice facilities including access to patients
medical records. The dietitian who worked in a three-man group practice
recorded that, on averags, sixteen patients per month were referred by the
general practitioners, the same number of patients as those referred to the
dietitian in the five-partner group practice. The third dietitian estimated
that twelve outpatients were referred per month by the three doctors in the

practice.

In the three-man group practice however, records were available which
showed that only two-thirds of the patients referred to the dietitian were
suffering from obesity, while cne-fifth were referred for peptic ulcer diets,
eight per cent for diets related to metabolic disorders and five per cent
for diabetic diets. The work cf the dietitian in this practice was being
analysed by one of the general practitioners and the dietitian at the time
of the interview and the findings have now been published(lo). The dietitian

in this prdctice alsé carrisd out a group session twice monthly for 15 - 20
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obese patients, the only general practice dietitian to do so, though one
of the others attended the practice ante-natal clinic and gave talks on

"sensible eating' and prevention of cbesity.

In all three practices patients were followed up at monthly or twice-
montuly intervals depending on personal and other factors of individual
patients, and the patients continued to attend until "the patient decides
to stop coming or the workload becomes excessive' or 'as long as the

patient is willing to attend’.

One of the dietitians had given seven lectures on nutrition and diet
in the previous six months ~ to nurses, general practitioners, and as
part of a district nurse refresher course. No lectures had been given
by the other two dietitians.

None of the three general practice dietitians had been involved in
health education displays, in school meals centres, luncheon clubs or
other community catering, nor had they carried out any survevs or been

involved in health education.

In answer to the question:- "How dces the work of a community diet-
itian differ from that of a hospital dietitian?", the three dietitians
gave the following answers:~ "They differ only in the marner in which they
impart the knowledge and to whom, e.g. community work involves group
sessions, lectures. Hospital work involves personal contact with patients .
“"There is a greater emphasis on nutritional advice in the commumnity and less
emphasis on therapeutic diets". "I am not sure what a dietitian in the

&
community is supposed to do'.

All three commented on the informal or “homely’ environment in general
practice premises, one of the dietitians believing that this produced a more
receptive attitude and helped the patient to retain information and advice

more readily.

%
This latter response perhaps indicating most clearly the lack of a
job description of community dietitians and the fact that such
appointments are recent innovations.



Local Health Authoriiy Dicititians

Dietitians who were employed by seven local health authorities were
interviewed during May 1373. The two remaining authorities who had been
identified from the postal survey as employing dietitians were not visited
as in one case the dietitian had been appointed to the post for only a few
weeks and was attempting to organise her work and define her role, while in

the other case the dietitian was on extended sick leave.

Two sharply defined methods of working were observed. In the case of
three authorities little of the dietitian's time was spent in face-to-face
consultations with patients, whereas the dietitians employed by the other

four authorities were almost exclusively involved in individual consultations.

OUne local health authority employed two dietitians on a part-time basis
whose main responsibility was to the meals-on-wheels service. The first
appointment had been made as a result of the initiative of a local councilior
in 1965. The dietitians were employed for 3-hour sessions each day to
provide nutritional guide lines for the 1,500 meals supplied each week and
to supervise the 10% of these meals which were for special diets. The
service aimed at delivering five mid-day meals per week to each recipient,
the meals being designed to provide one-third of the daily nutrients and

one~-half of the daily iron requirements.

To allew the dietitians freedom from tuo great an involvement with
tfood preparation and direct supervision, in-service education was given to
the catering staff. Monitoring of the meals by the dietitians was carried
out by occasional sampling of prepared meals, and the attachment of student
dietitians for six-month periocds enabled 3mall surveys to be carried out in

the borough.

Special diets were provided on request from the medical officer of
health or general practitioner. However the dietitians occasionally held
discussions with the referring doctor and/or the patient concermed in order
to clarify the diagnosis or the more detailed nature of the diet, and on
occasions the patient was visited by the dietitian if it was thought that
dietary advice should be given or further explanation about the diet was
required, It was estimated that 30% of requests were for reducing diets,

27% were for diabetic diets and most of the remainder were for light diets.
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The delivery of 1,500 meals each week, of which 500 were supplied to
luncheon clubs and 150 were delivered at weekends, demanded considerablie
resources in transport and produced problems of rapid despatch and delivery
of the meals after preparation, as well as a constant anxiety that the

nutritional content may be diminished by delays.

The dietitians also gave lectures to those attending luncheon clubs
usually on the subject of balanced diets and involving the demonstration
of easily prepared supper dishes of high nutritional content. Talks on
nutrition to the staff of welfare accommodation had been carried out and it

was hoped to commence lectures on nutrition to home helps.

The dietitians had endeavoured to provide leaflets and other information
about nutrition and diet to health visitors, nurses and social workers, and
had given talks in various schools and other educational establishments. All
of this work was with the objective of providing as many outlets for
nutritional advice to the population as possible, the load of the dietitians

being too great to allow a personal involvement with individuals.

The dietitians in two other local health authorities spent little time
with individual patients, believing that they should act as consultants and
advisers to other professional workers in the health and social services who

in turn would give dietary advice to individuals.

In one case, a dietitian had been employed by the local health authority
since 1949, originally a3 a consulting service to patients in health centres
and local authority clinics, but this had changed into an educational service
to the community and had so expanded that a second full-time dietitian was
appeinted in 1971. The dietitians in this county borough spent only two
sessions per week in face-to-face consultation with individual patients,
usually a referral from general practitioners though they did receive a few
referrals from health visitors and an occasional referral from school teachers.
Again most of these referrals were of patients suffering from obesity and
follow-up was arranged with the health visitor concerned, not with the
dietitian. A few diabetic patients had been referred and on one or two
occasions during the past year patients with coeliac disease, malnutrition
or cystic fibrosis had been referred. Discussions with the dietitians at the
local hospital were occurring with a view to transfer of patients from
hospital attendance and supervision to the local health authority dietetic
department. The dietitian carried out two slimming clinics per week, these
were held during the evening with an average attendance of forty people.

They were organised by the dietitian with the assistance of a lay assistant
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authority as adult coucaricn »lasses. DBoth sessions were over-subscribed.

A course encitled "Keup Fit in Retirement® had also been organised by
the dietitian. This course took place on Vednesday afternoceons and was held
on six consecutive weeks. At the previous course. 153 poople aged 65 years
or over had attend and it was felt that such a course could be repeated
regularly. Each session involved a talk or film, a meal cooked and served
by schoolchildren who also acted as hostesses, and & cookery demonstration
indicating methods of providing nutritious meals at low cost and with little
effort. The neals provided by the schoolchildren were also intended to
demonstrate both to the attenders and to the schooulchildren the basic
gssentials of balanced diets. Considerable assistance had been sought and
obtained from commercial firms who provided demonstrations as well as "fre:
gifts' of their products for those attending the course. Plans were bein:
made at the time of the interview for another such course to be organised

and to consider the extension of such courses to cther parts of the city.

The dietitian had initiated a health eduvcational proiject aimed at ais-
couraging the selling of sweets, chocolate and biscuits at schocl tuckshops
and encouraging schoolchildren to eat more fruit and cheese. Talks had been
given to a meeting of primary school teachers, displays set up to Jemonstrata
an "ideal tuckshop” and a nutrition section was provided for a health

education display at the annual flower show.

The dietitian had developed a close relationship with the local radic,
press and television, and had given a series of talks on the local radic and

had written a series of articles on slimming.

A display on nutrition was also the prime concern at the time of the
interview with a dietitian employed by a county council. This display was
part of a health education project devoted to coronary artery disease which
was to be set up in a marquee in the centre of the county town. Postars,
film strips and cartoons were being prepared to demonstrate aspects of

atherosclerosis and the possible relationship of diet to coronary thrombosis.

The dietitian devoted a ccnsiderable amount of her time tc the setting
up and supervising of slimming clinies. At the time of the interview six such
clinics were held each week, and one more was being orgenised. The slimming
c¢linics were run by health visitors and others including one schoolchildren's
slimming clinic run by a domestic science teacher, and in each case about

12 people attended a session.
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Che saw only abosut three individual patients per week, and of these, st

were patients czuffering from obesity who had been referred by a general pract-

itioner. The medical officer of health was carrying out a campaign to identify
children with diabetes with the intention of referring these children, and
their parents, to the dietitian for advice on diet, and the dietitian believed
that a useful extension of her work would be to organise group sessions for

diabetic patients.

Personal consultations with individuals formed almost the total work of
the remairing four of the dietitians who were interviewed. One of these four
dietitians, employed by a county health authority, had been in a post for six
months and worked a twelve hour week, visiting three health centres and one
group practice surgery as well as paying visits to patients in their own hores.
In one health centre, twelve new patients and fifteen return patients were
seen by appointment at each session, three sessions being held each month.
Sessions were held once per month at the other two health centres, approxi-
mately twelve patients per session being seen at one centre and six at the
other. One session per week was spent by the dietitian at the group practice
surgery at which, on average, three new cases and six retun: cases were seen.
In visiting the group practice, the dietitian was involved in a round trip of
52 miles. and when visiting two health centres on the same day as her visit

to the group practice, she was involved iIn driving a total of 69 miles.

Another dietitian employed for 19 hours per week since October 1972 by a
county borough spent virtually a1l her tims visiting four practices in the
town. Two practices were visited each week,in order to hold appointment
sessions for, on average, five patients per session. A+ the other two
practices visited, one-hour session= ware held every other week at which five

patients were seen by the dietitian.

Yet another dietitian employed by a county borough workec full time, and
was almost exclusively involved in holding clinics at which she consulted
individual patients. She worked from a central L.H.A. clinic, a peripheral
clinic and from the medical room of a secondary school, holding six such
sessions per week. At the central clinic, about 40 patients vwere seen eaca

week.

The fourth dietitian inwvolved held a joint hospital/local health
authority appointment. In respect of her half-time appointment to the local
health authority, she held one session per week at which 10 -~ 12 school-
children were seen by the dietitian after referral from the school medical

officer.
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In all these four cases, the dietitians who were almost entirely
Involved in face-to-face cousultation with patients were also almost
exclusively involved with the problems of cbesity. The patients presenting
Were predominantly adult females aged from 20 - 50, with the exception of the
dietitian involved with cbesity in schoolchildren, and vere seen at intervals
ranging from once per weex in the case of schoolchildren to once per month.
One dietitian in fact stated that she did not make routine follow-up appoint-
ments but merely offered patients the opportunity of returning at any time
if they wished. All commented on the high rate of defaulting and although
one dietitian wrote to defaulters, the usual method was to offer the service
to those patients who had been advised to attend and to continue follow-up
for as long as the patient continued to attend. All four dietitians quoted
other conditions for which they gave dietary advice, e.g. "one infant for
milk-free diet, one or two gastric diets and one or two underweight adults’,
‘two patients with coellac disease, one or two gastric diets™, or ‘rarely
a diabetic patient referred bv a G.P."

Only ocne of these four dietitians held regular group sessions. These
sessions, for people wishing to lose weight, were each held fortnightly,
the dietitian organising two such group sessions during the day and two
during the evening. On averape 25 people attended each session. A group
session usually consisted of a weigh-in, low calories refreshment, &
discussion period of three. or four minutes,exercises and a film or
demonstration. People attending were either self-referred or had attended
with a relative or friend whn had heen referred by & general practitioner

or health visitor.

None of these four dietitians were iuvolved in the auparvieion -1

catering though all had, at some time, given advice on request.

Six of the seven local health authority dietitians who were interviewsd
had given lectures on diet and nutrition. In one case, the dietitian had
given 20 lectures and talks in the previous six months -~ to health visitors,
home nurses, clinic assistants, school teachers, old-age pensioners and
parent/teacher asscciations. Another had given lectures to home helps,
welfare home officers, voluntary organisations and church clubs as well
as to nurses and health visitors.

The opinions of the seven dietitians concerning their perception of

how their services could be expanded if more time or staff were available,



-27...

were, with one exception, related to education. The one exception stated
that she would wish to spend more time in consultation with obese school-
children, the housebound handicapped, problem families and children on

diets in special schools.

All seven dietitians were conscious of the importance in community
work of gaining the cooperation of the person receiving the dietary advice.
This they perceived as being of much greater relevance than in hospital
practice where the patient was "less independent" and 'under greater

control',

Apart from the generally expressed problems of shortage of time
and the size of the problem facing the community dietitian, all expressed
anxiety about the lack of a job description. The initiative for intro-
ducing a community dietetic service had come from different sources, and
the perceived requirement for a dietitian varied from authority to autherity.
In some cases the dietitian had continued the work, in others the dietitian
had expanded her role beyond that originally intended, whilst in others the
work had altered considerably from that originally suggested.
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CONCLUSIONS
The traditional rcle oi tls distitian as & professional wurker employed
to give advice to individuel patients who require or are thought to require a

gpecizl diet as part or all of their treatment is undergcecing considerable cheange.

The effectiveness of many specific diets is being questioned and a number
of such diets are being disczrded, while the tendency to provide diet therapy by
modification of "normal" diets is incremsing. Dietitians in hospital practice
ere much less involved in preparing as well as fcrmulating special diets, and the
SPecial diet kitchen has ceased tc exist in many hespitals.  Such special diets

as are reguired are now prepared by modification of diets prepared in the central

catering establishment cf the hospital.

Against this trend towards less rigid diet therapy based on the 'debunking'
of many special diets for scme of the commoner diseases, has been the increasing
awareness in recent years of the nature of a2 few uncommon discrders, e.g. inborn
errors of metzbolism, which require specific and cften complicated dietary
regimes in their management,  Similarly, recent advances in surgery, particularly
in the renal and cescphageal field, have demanded the employment of carefully
constructed dietary regimes to allcow adequate nutrition of the pre-cperative and

post-operative patient. Intensive care units are ancther innovation which imply
a need for very specific nutriticnal care of the patient, especially for the intra-

venous or intra-gestric feeding of an uncorscicus patient,

At the same time that these changes have been cccurring in the hospital

service, there has been an increase in the attention paid to dietary and

nutritional problems in the community.

Throughout the study the problem of obesity has been seen to be by far the
most frequently met condition requiring dietary advice. The dietitians working
in the community as well as those in the hespitais spend much of their time
dealing with patients referred tc them for advice on reducticon of weight,
Difficulties exist in defining obesity and in the lack of accurate evidence cof the
extent of the problem, but it has been suggested that, "it is likely that up tc
one-half of the women over 30 years cld in Great Britain are at least 10% over-
weight, and that nc less than 10% of adult males are over-weighfﬂ(ll) Obesity
is generally agreed to be a major health hazard in this country and much

cousideraticn is given to its effective treatment.

Digbetes mellitus was the commonest discrder, apart from cbesity, deelt

with by the dietitians, Estimates suggest that there are 500,000 diabetics
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in the country, all of whom require life-leng dietary eontxel, and that
80% of patients with diabetes belong to the category cf mature onset diabetes,

many of whom are treated exclusively by dietary restriction.

patient's diet was necessary.

How comprehensively
and how frequently do such patients require and receive dietary advice? The

trend to greater variety in the diabetic diet and other changes in the dietary

regimes required in the condition weuld infer that a regular review of the

In certain groups and individuals in the community, there is a need

for dietary and nutritional advice both to prevent ill-health and as a means of

improving the health of the perscn concerned, Such pecple as the housebound

elderly, immigrants, and the physieally handicapped may require advice concerning

their diet. People with comparatively low incomes might benefit from advice on

the formulation of nutritious diets at low cost.

Advice on adequate nutriticn

during pregnancy and on infant feeding was suggested by the dietitians as an

important field of work.

The following list is not intended to be a comprehensive list of diet-related

disorders, but is an attempt to indicate, in approximate numbers, the prevalence

of those discrders which have been quoted in this report.

Disorder

1. Obesity (i.e. more than 20% overweight)

2. Diabetes mellitus

3. Post gastrectcmy defieiences

4.  Diverticulitis

5. Renal failure

6, Coeliac disease ; children under
7, Inborn errors of metabolism ) 16 years of age

8. Malnutrition in the elderly

Prevalence per

100,000 populaticn
15,000 =~ 20,000
1,000 - 1,400
1,500 - 2,008
250 - 1,000
135 - 140
5 - 12

1,25 2.5
400 - 500

These figures, obtained from various sources,(llhzo) do not pepresent the

number of people who would benefit from, or in fact require, expert dietary

advice,

The many varied potential demands as a result of these and other disorders

and of those grcups or individuals who pequire dietary advice, must be related

to the deployment of resources and methods of delivery of dietary advice.
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Recruitment of distitierns

At the time of the survey there were 537 students in training in the
United Kingdom compared with 481 in 1971 and 431 in 1970. In 1972 the number
of students qualifying in the United Kingdom was 102, compared with 98 in 1971
and 106 in 19’70.(21)

As the number of members of the British Dietetic Association practising
in the United Kingdom in 1973 was 747, it wculd appear that the number of
dietetic students recruited and trained is far in exeess ¢f the numbers

required to replace retirements and resignations,

Whether this is a deliberate policy to counteract an expected wastage
of large numbers of students after qualification or with an expectation that
many more posts for dietitians would become available in the near future is
e question cutside the remit of the present survey., The number of dietitians
employed as dietitians outside the health service is not known, There is nc
indicaticn at the present time that a large increase in the number of posts for
¢ietitians is contemplated either within or outside the health service. It
would appear reasonable, however, to suggest that there is 2 need for manpower
studies to be carried out, tc establish the relationship between the number

being trained and the manpower needs of the service.

Traininz of dietitians

-

Training is carried out in England &t the University of Surrey, at Leeds
Pclytechnic, at the Queen Elizaheth Ccllege in London and at the North London
Polytechnic. Until 1973 training was also carried out at Ealing Technical

Ccllege in Lecnden.

Three different courses are available, (a) 2 comprehensive four-year
course leading to a degree, (b) a comprehensive three-year course, and,
(c) an intensive eighteen-month course for students who already possess a
specified degree or nursing or diploma qualifications. The emphasis in the
training is net unnaturally, on science, including food science and nutrition
(61% of recommended hours) and food preparation (23%), the remaining time
being spent in learning administration, management, teaching methods, and
behavioural sciences. There is a minimum requirement of twenty-four weeks

practical training in a hospital dietetic department.



Deployment of dietitians

It has been recommended that, "so far as is practicable, a senior or
chief grade dietitian should be employed as Group Dietitian tc cover the
whole of a Hospital Management Committee or Board of Governors group cf
hospitals, and that dietitiens working under her supervision shoulc be
located in individual hospitals where the volume of work justified such

n(9) From the survey, it appeared that only 163 (58.4 %) of

appointments.
hospital management committee groups employed dietitians and that almost

half the establishments were for single-handed posts.

With the trend towards involvement with the nutrition and diet of ali
hospital patients, and of groups or individuals in the population together
with reorganisaticn of the National Health Service, thought should be given
to the possibility of providing dietary services at Area Health Authority
rather than district level. The provision of "area dietetic cepartments'
could produce a potential for providing training posts on hospital dietetic
departments which cannct be recognised imdividually because of the shortage
of supervisinz staff, Such training posts could increase the variety of
experience gained by the students and may cncourage a more even distribution

of dietetic services over the country.

Functions

Information cbtained from the survey suggested that there was an increasing
tendency for dietitians to play a2 supporting and adviscry role to other workers

who in turn delivered dietary advice to individual patients.

Dietetic advice is given to a patient in many cases by a doctor, nurse or
para-medical werker, and the content of the advice is such that the skills of
a2 trained dietitian are unnecessary, With the exception of certain rare disearcs
anéd cf specialised units, e,g. metabolic, renzl, or intensive care, much advice
on diet relates to that of adequate nutrition rather than specific dist, and
this applies to patients in hospitals no less than groups and individuels in

the community.

The survey has found that there was an extensive involvement by dietitians
in the weight reducticn of cbese patients, yet there is little evidence to show

that the delivery of dietetic advice to such patients, either when given by a
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dietitian cr by any other agency, produces long-term benefits.  Without such
evidence, or of evidence to support the view that the skilled dietitian
achieves greater success than other werkers in this field of advice on weight
reduction, there is no justification for referring so many cases of obesity
te the dietitian, or of the dietitian becoming so extensively involved in

treating such patients.

The functions of dietitians in hospitals were defined in an official
memorandum in 1971(9) and several recommendatinns were made. It would appear
from the present survey that the uneven distributicn of dietitians between
different regions, mentioned in the memorandum, is still present and that the
recommendation that "dietitians should be encouraged tc co-operate with the
staff of local authority Health and Welfare departments", has been implemented
te a varying degree in different hespital groups. The changes which have
occurred in recent years suggest thet a peview at National and local level is
needed to examine the nature of the implementation of the recommendaticns

contained in the memorandum,

Scme extension of the work of the hospital dietitians into the community,
the ccmparatively recent innovation of the emplcyment of dietitians in a small
number of local health authorities and an even smaller number in general
practice was observed in the study. These efforts at introducing skilled
distary advice in the community and to patients residing in the community were
perceived by the dietitians eoncermed as being unlikely to make much impact on

the needs of the community for dietary and nutritional advice.

The needs for a job description »f 2 dietitian in the community was
expressed by those interviewed and by the other respendents, The dietitians
empleyed in local health authorities and in general practice as well 2s thosz
hospital dietitians who had extended their work cutside the hospital were each

werking in different ways.

There would eppear tc¢ be three separate, though by no means mutually
exclusive, aspects to the functions of a dietitian in the community that might

be developed, provided they cculd be shown to be efficient and effective:-

(i) Therapeutic diets
A number of patients, though probably many fewer than was thought

formerly, still require therapeutic diets, Some of these patients will benefi*
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from direct individual comsultaticns with a skilled dietitian while many will
continue to receive dietary cdvice from doctors, health visitors and nurses.
The dietitian should be available to work in close association with the
primary care team by providing advice and help for such patients in compiling

suitable diets,

(ii) Vulnerable groups

Dietary advice alone cannot correct the nutritional deficiences which
may exist in vulnerable groups. Hutritional problems may be due to one or
more varied reasons, €.g. the housebound elderly who are unable to shop for food,
or the low income families or individuals who are uneble to purchase adequate
quantities of food, The prime concerns are the identification of such groups
and individuals and an awareness, by all community care workers of the:importance

of eliciting information abeut the nutritional intake of such people.

The delivery of much dietary end nutritionzl advice will continue to be
carried out by the many varied workers, both professional and non-professional
who provide health care in the community. The function of the dietitian could
be to provide advice to these workers on specifie dietary problems when
required, and by supplying suitable material on nutrition and diet for display

purposes or for issue to patients and others.

The skills and expertise of the dietitian could also be used in advising
on the nutritional aspects of meals supplied by the home meals and school meals

services, at luncheon clubs, day centres and welfare honmes,

{iii) General Nutritional Advice

Information and advice on nutrition and diet is presented extensively by
the mass media, In many cases this is related to the advertising of products
and in some cases is heavily biased. There is a need for cbjective information
to be given in nutrition and diet, particularly in relation to the frequency of
cbesity and the problems of over-eating. The dietitian in the community
might be involved in health education as it reletes to nutrition. The study
has shown that many dietitians both in hospital and community employment were
delivering lectures on diet anc nutrition. This however, was in most cases a

spare-time activity, not an integral part of the working day.
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If the dietitian is to become involved in the health education field a
close association with teachers, health education officers, where these exist,
and with health visitors is necessary. Much greater emphasis must be placed
in the training schedules of dietitians on the understanding of habit formation,

methods of persuasion, and on effective teaching techniques.

The aims of the community dietitian have been specified recently
(October 1973) by the British Dietetic Association as:-

(a) to promote health
(b) to prevent disease

by promoting improved nutrition in the population at large and notes for
guidance have now been produced (see appendix 6).

The emphasis in these notes is quite clearly towards that of providing
an advisory service to other workers in the community and of assuming an
educatiocnal role, As stated in the preamble to the notes, they are not
intended to provide a job description. . The extent and volume of the work
listed would appear to be too great for any one dietitian, but serves to
highlight these aregs of potential activity and to indicate the relationship
between the dietitian working in the community and other professional or non-.
professional workers. The notes.also demonstrate the: acceptance by. the
executive .of  the British Dietetic Association that the role of-a dietitian
in the community.is not.that of giving advice on therapeuti¢ diets to patients,
but is one of stressing the importance of adequate balanced nutrltzon to all

members of the communlty

However, further developments in the field of community dietitians require

that:-

1. The objectives, in terms of outcome, must be defined in respect

- .of - these recommendations expressed by.the British Dietetic Association,

2. The sﬁééific sﬂiiiéréﬁd’roie of the dietitian must be olearly
identified and related to the objectives, and

"3.7 A limited nimber of &xperiments-is set“iup to evaludte the effectiveness
- ""and"'té measure -the efficiéncy of the dietary ‘services’ wh;ch would
8 result From 1mplementatlon of the recdmmendatlons. - ‘
TR 8 - ls:necammended that these actions - should be takea befbre a natxonal
extension.of communiey dietetic seryices ocours,. ... . o o e
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TABLE 1

Responses to Postal Questionnaire - by authority and type of response.

Local Health Hospital Management | Teaching

Authority Committees Hospitals
From first mailing 148 (95%) 260 (93%) 30 (88%)
From reminder 8 (5%) 16 (6%) 3 (S%)
Non response 0 3 (1%) 1 (3%)
Total 156 (100%) 273 (100%) 34 (100%)
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TABLE 2
Number of authorities who have establishments for dietitians
By authority, establishment and employment of dietitians
Authorities
County London Hospital Provincial London
County borough borough management teaching teaching
council council council committee hospitals hospitals
Dietitian
employed 2 (4%) 4 (5%) 3 (9%) 147 (52%) g (100%) 16 (64%)
Unfilled
establishment 0 2 (3%) Q 17 (6%) 0 2 (8%)
No
establishment 43 (96%) 72 (92%) 30 (91%) 111 (40%) 0 6 (2u%)
Not stated
or no reply 0 Q 0 -5 (2%) 0 1 (4%)
l *
Total 45 (100%) 78 (100%) 33 (100%) 279 (100%) 9 (100%) 25 (100%)

Percentages are in parentheses and are down each column

% Does not include Nottingham and Southampton teaching hospitals.'
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TABLE 3
EMPLGYMENT OF DIETITIANS BY LOCAL HEALTH AUTHORITIES IN EHGLAND
! !
; i Ho,with i No,with 2 No.with 1 No.with 2 No. with 1 | No.with Total no.of
Employing | Total ! established; full-time full-time part-time part-time established dietitians
zuthorities number posts dietitians | dietitien dietitians | dietitian posts but no employed
dietitians § .
County
councils 45 2 0 1 0 1 0 2
(1970) {1272)
- |
County '
i Lorough 78 6 1 1 ¢ 2 2 5
councils (1949) (1969) (1972,1972)
(1e71) :
i
{ f
London ! ;
borough i 33 ' 3 0 | 1 1 1 8 L
- H t
j councils i (1972) (1965) (1972)
[ Ii 4
! ! i [l
| ' : !
{ H ¥ ! :
Total ; 156 11 i 1 i 3 1 L 2 1l
1 I ;
| :
H.B.

The dates of arpointment are quoted in parentheses




TABLE 4

EMPLOYMENT OF DYETITIANS BY OTHER LOCAL AUTHORITY DEPARTMENTS

=

County County London
Department couneils boroughs horoughs Total
i
- .
Social services 0 2 1% 3
Education 3 5 J 11
Education &
social services 0 1 1 2
Hone 26 u7 20 43
No reply 16 23 8 W7o
i
Total 45 78 33 156

fest

f

Also employs LHA dietitian

One authority alsc employs two LHA dietitians



TABLE 5

- Number of hospital groups in England
- who have established posts for dietitians
s (R.H.B. areas and teaching hospitals shown separately)
. :
. ! ? i f 1
- Number | Number Number with|Number withi{ Number [Number | Nen
of with no only one only one lwith two i with more i response
- Area groups | established{part-time }full-time |full-time{than two ! or
his posts post post posts full-time | no repl;
; posts ‘
- : .
- §
I Newcastle 30 20 S 8 - r -
- .
} ;
w II Leeds 18 5 2 4 |2 b ; 1
w III Sheffield 28 10 3 7 3 s 1.
|
® IV East Anglia | 12 8 - 1 1 2 b -
™V NLW. Met. 23 8 1 5 3 6 I -
- |
VI N.,E. Met, 19 5 - b 4 5 : 1
- !
me VIT 5.E. Met. 22 7 1 7 3 3 1
]
~VIII S,W. Met. 23 10 - 8 { 1 3 1
= IX Wessex 11 , 4 - 3 ! 1 3 -
— ; §
X Oxford 11 3 1 3 i 3 1 -
- |
XI S. Western 2y ‘ 13 1 8 : 2 1 1
- ! |
_ XII Birminghzm 18 | s - 7 1 i y -
;
==XI1II Manchester 29 10 3 7 b5 4 -
i
W XIV Liverpool 11 2 - 4 i 4 1 -
: }
™ Provincial teach- X |
s ing hospitais g 0 - - - 9 -
w London teaching l
' DOSpitals 25 6 1 3 1 13 1
¥
I H t n
]i— ' ! ]
I * ;
- ! ! : i
Total l 313 117 1u 27 i3k 65 i 0
wa ; i i ;
-
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Number of established posts for hospital dietitians In England

TABLE 6

- (By career grade and showiag R.H.B. and Teaching Hosnitals separately)
[ ]
- : T 3 - ;
- : Deputy | Basic ;
! 'lGroup 1 Chiaf chiaf Senior . grade '
w  Arca idietitian dietitian | dietitian j dietitian i cletitian ! Tetal
- JRHB TH |RHB TH |RHB TH |RHB TH ; REB TH | R&b T
= | z ‘ i
B I Hewcastle |1 - 12 2 1 - 1 8 - 3.4 7.5 | la.4  10.5
i i ! ! ‘
™ II Leads ‘3.3 1 | 2 ~ i1 1 6.5 - | 1u.5 7 27.3 9
" i : |
i III Sheffield | 6 1] 2 -1 - - | 11.3 3 12.6 2 I 81,9 b
| :
- | i
- IV East Angl:.a!. i -1 - - - 2 2 L & 3 ; 10 5
! ' b
w VN Het. Py s | oo 2 | 1 % | 13.5 1.2 ! 15,6 1.8 | 831z
. E]
. ]
™ VIN.E. Met. |4 1 ! 1 o1t - 2t w o1t g (30 14
i ! ;
™ VII $.E. Met. | 1 1,1 1) - 17 o2 foa9 7 22,7 12
- t : i } i
¢ VIII S.W. Met. 4 1 3 ! 2 -{ - 1§ 10,1 & 7.0 13,2 ¢ 20.1 21.2
i- i i !
- IX Wessex 3 /- -4 - / 7.5 - b2 - 4.7 -
' | :
.. X Oxford 2 1 - 1oo- - 5.9 2 5.5 8 © 184 12
J i
m XI S. Western ; 3 10 - T - 6.8 1 5 3.3 | 1.3 5.3
‘ * ‘ j § ;
= XII Dirmingham ! 1 1! - - .13 2 16 4.8 | 28 G-
- | i | | 2
i KTII Manchester j 4 - 2 - 1 F 14,5 2.4 1y 3 ©o3u,5 7.k
- ‘ i ‘ .‘
XIV Liverpcel § 1 1 4 - -t = - 110 2 W4 3.5 15 5.5
- H : !
- ! i l i ;
: i : . ; y
p- 132,3 16 15 8 1 3 11 !135.2 22,6 ;123.4 88.1 : 308.5 155.7
‘- Total ' ? ;
- 48,3 P 23 Tl i 187.8 | 211.5 T Y
i 5 . 4 H 1 i
i H ¢ °
= .
(]
-
-
-
-



TABLE 7

]
Dietitians (w.t.e.) employed in hospitals in Eugland
Dy career grade and showing R.H.B. and Teaching Hospitals separately)
-
% N 1 1
b 1 s | : a
Deputy ) _ Basic !
- Group Chief chief t{ Senior ! grade j
; dietitian jdietitian | dietitian ; dietitian dietitian ! Tota
A |
- red ! : i
{ ' T \ 1
. i : :
: | RiB  TH {RHE TH | RHB  TH t RHB TH RHB TH | RHE 9
- } ; ;
- ! ! ;
{ I Newcastle | 1 -1 1 2 - 173 - 2.3 7.5 i 7.3 10.5
- i :
- 11 Leeds I 3.3 1b o2 - 1 1: 6.5 - 9.1 5 1 21.9 7
! f : |
ip [I1 Sheffield 2 -1 2 - - -} 10.2 2 9.1 10 23.3 3
! i ;
@ IV East Angligd 1 -1 -i - -1 2 2 6 2 ¢ 10 4
] : ,. .
® V N.W. Met. 1 b2 2 1 4 13,5 11.2 | 1%.3 16.5 ¢ 31.8 37.7
" i ! :
L VI N.E., Met, | 2 1, 1 1§ - 2 ¢ 10.5 1 7.3 9 - 20,8 1
E ' i ?
V1T S.E. Met. |1 1yo- 1 - -1 71, 6 70 18,7 10
X - i ' I
inII S.W. Met. | 1 3) 2 - - 17 9.7 & 6 13.2 ' 18.7 21.2
! ; .- !
™ IX Wessex 3 / I - /- /i 6.5 - 4.2 - 13.7 -
= X Oxford 2 1} - - ! - -l 6.5 2 5.5 8.1 { 4.0 1L..
i XI S.Western : 2.5 1 - - ! - - 5.8 1 ) 3.3 + 12.3 £.3
- | \
XIT1 Birmingham 1 - g - 11 - - 9.8 2 4.5 4.8 . 15.3 7.8
[ ] - H :
i } : : !
_%_XIII Manchester | 3 1 ! 2 - - 1 10.5 1l.& 6.4 3 21.9 6.u
! ! . !
w XIV Liverpool | - 1 i - - - -t ss 1 2 6.5 5
i ) : '
- ; i ; !
- | | i f
1 H } E i
; 123.8. 14 113 71 2 10 1111.7 29.6 85.7 82.4 1236.2 142
-  Total ; | : ' :
- i ; -‘ : : %
i L 37,77 ¢ 20 12 . lud.s ' 168.1 , 379.2
- | '- " E
-
-
]
-
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TABLY

.f;:

e - rr—

Cietitians Dietitians Dietitians
R.H.B,* Der per per St
Area 100,000 popn. ! 10,000 hosp. 10,000 discharges ‘!
| beds :
I Newcastle 0.58 7.7 0.5 :
II Leeds 0.83 , 10.6 : 0.8 i
; ;
! t
ITI Sheffield 0.57 3,1 | 0.6 i
] ¢ i
t i
IV East Anglia .79 { 1.8 ; 0.3 g
H ; ‘ :
! i '
V N.W. Met, | 1.68 20.3 ; 1.3 i
i é
VI M.E. Met. 1.03 | 85 l 0.3 ;
h ]
VII $.E., Met. : 0.81 ! 10.5 0.7 ;
| !
VIIT S.W. Met. 1.23 10.9 1.0 :
f
IX Wessex 0,67 9.4 ! 0.7 1
! i
I % Oxford | 1.25 L 20 1.1 %
XI S.Western 0.55 64 % 0.5 l
XII Birmingham 0.45 6.+ z 0.8 !
. XIIT Manchester ; 0.62 8.3 ‘ 0.6 i
; !
XIV Liverpool l 0.52 5.9 , 0.4 !
l __] ; ! |
t i i ;
! i g
i Total i 0.78 i 11.2 ‘ 0.3 '
- | [

* Teaching hospitals are included in relevant R,H.B. area.

Source of popn. énd bed and hospital dischargs statistics:

Health and Personal Social Services Statistics 1872 H.M.5.0.

#% Based on "Discharges and deaths during 1970"
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TABLE 9

Humber of sucrent advertisements (w.t.e.) for hospital dietitians

in Eggland

(By career grade and showing R.H.B. and Teaching Hospitais separately)

-

"]

- } Deputy ' Basic 1;

_ Grour Chief . chief ! Senior grade _5

I Area dietitian dietitian dietitian l dietitian | dietitian \ Total
%RHB TH RHB TH RHB TH ] RHB TH RHB TH i RHD TH

il : ™ |

o I Newcastle , - - - - - - 4 0.36 - | .36 -
1 H

T II Leeds - - ~ - - - - 1 2 i1 i
t i

=™III Sheffield | 2 = - - - - 2 2 - 16 -
: i

I: IV Bast Anglia - - - - - - - - S R 1
13 1

. V N.W. Met, ! - - - - - - 1 0.27 ' 2 0.2
| | v

L VI N.E. Met. | 1 - - - b - 2 2 - 45 -

wVII S.E. Met., | - - 1 - - 1 | - 2 - i 3 1

i .

H t H !

wIII 5.H, Met, | - - - - - - - L. - - -

- ) ! ‘ i i

I’ IX Wessex - / - / | - / 1 S /11 /

- ] i l ;

X Oxford - - - - - - - - - b -

- ! i :

i XI S, Western - - I - - boa - - - - i~

- ! | ;

rXII Birmingham § - 1 i1 -y - - 2 1 - 4 :
1 1 !

i i 2 :

W11 Manchester - - l - - - - E ) 1.73 - l 6,73 1
: : ¢ '

®ev Liverpoor |- - 1 - - - -2 2 1 1

- ; ; ; :
§ 1 : )

* H l

! L 1 2 - - 1 18 13.09 4,27 (37,09 7.27

o i

Totals i

- i |

: 5 2 1 19 17.36 4 35

{ ! :

- : ! ] { ' _

-

-

-

L]

-

]



Open Access to Hospital Dietetic Departments by General Practitioners

TABLE 10

Number of hospital groups by number of patients
referred in one calendar month (October 1372)

Referrals in Nunber of
calendar month hospital groups
5 patients or more
referred 30
1 - 4 patients referred 62
No patients referred 4
No open access 58
!
!
Mot stated | 7
i
L R _

Total number of hospital

groups employing dietitians 171




Humber of hospital groups in which dietitians attend

TABLE 11

Patient contact outside hospital

individual patients outside hospital

By place and frequency of attendance

Patients located in

Frequency of G.P, Health Welfare Own
attendance by Surgeries centres accommodation homes
dietitian
3 or more times
per menth 4 3 1 2
1-2 times !
per month I - 2 2 10
i
Less than once !
per month i 2 6 14 62
i
i
Not at all i 158 153 iu7 a0
; |
r 1
I Total 164 164 164 164
|

N.B. 1. No hospital group appears more than once in the
"3 or more times per month" category

2. Only two groups appearing in the first row across

alsc appear in the second row




TABLE 12

Visits to institutions

Number of hospital groups in which dietitians visit
institutions to give general dietawy advice

By place and freguency of visit

Frequency of School
visit by meals Special Welfare
dietitian centres Schools schools accommodation
3 or more times

per month - - 2 2
1-2 times

per month - 1 1 2
Less than once

per month i 20 20 13
Not at all 1860 143 141 iu7
Total 164 leu 164 164

N.B. 1. Only one hospital group appears twice in the

First two rows across




fF £ 3 2 i 1 b1 1 i1 1 E 1 kB 1 & i1 i k1 1 B & & B
TABLE 13
Informal Discussions with Community Workers
Number of hospital groups in which dietitians hold informal discussions
with community workers
By type of community worker and freguency of discussions
!
; School Home Welfare
General Health District | District | meals meals accommodation Other
practitioners visitors | nurses midwives | organisers | organisers ; staff
3 or more times
per month 16 22 3 - - 1l - 9
1-2 times
per month 40 27 1l 2 7 1 L 8
Less than once
per month 71 68 ‘ 47 18 4l 25 u4s 25
Total 127 117 61 20 48 27 50 42
'
N.B. Based on 164 fully completed questionnaires




TABLE

14

Attendznce at Outpatients by hospitel dietitiens

Humber of hespital groups in which dietitians

__attend patients in outpatient depart ent

By disease category snd bv freguency of consultation

Every *
time I
Disease patient i
category attends Occasionally | Never
; : !
Chesity 112 47 ! 4
Diabetes u9 108 B
Coronary artery
disease 17 125 21
Chronic renal
disease 68 85 10
Malabsorption 42 105 16
]
Vitamin deficiencies 22 95 42
Obstetric 12 101 50
i!
!
j Other 32 53 73
N.B, Based on 163 replies to this question




TABLE 15

Provision of dietary advice after patient is discharged

from hospital

Humber of hospital groups by methoed used and by frequency

o Lttty i 1 - o .

13

NDietitian Dietitian Dietitian Dietitian ;

visits requests contacts contacts ;

patient's patients G.P, H.V. Other |

home to return to i

diet.dept. ;

?

For every .

patient - i 57 2 1 !

i .

P i

Occasionally 59 | 102 105 88 a7

‘ 3

Never 105 ‘ 5 57 75 125
|




TABLE 16

Lectures on nutrition and dieteties

Number cof hospital groups in which hospital dietitians lecture

Bv type of audience

Type cf audience

Number of
hospital groups

General practitioners
Health visitors
District nurses
District midwives
Social workers

Home helps

Home meals organisers
Schoel meals organisers
Schoolchildren

School teachers

Voluntary organisations

31

38

33

19

10

29

81

Based on 164 fully completed questionnaires



TABLE 17

Lectures on Nutrition and Diet

Number of hospital groups in which hospital dietitians lecture,
by numbers of different types of audience receiving lectures by

the dietitians in each group

Rumber of different types

Number of hospital

of audience groups
7 or more 2

6 10

5 B

13 16

3 20

2 27

1 37

0 46
Total 164




48

44

36

No, 82

of 28
Hospital

Groups

20 |

16

12

o]

£

EXTENT OF COMMUNITY COMMITMENT OF HOSPITAL DIETITIANS

TABLE 18

Y

o
]
=

5-9 10-14 15-19 20-24 25-29 30-34 35=39 L4O=-47

SCOCRE
( Possible Total = 109 )

Based on 164 fully completed questionnaires
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Adequacy of Dietetic Services to the Community

TABLE 19

Opinions of Local Health Authority M,0's.H.

by employing authority

Employing Services Services
authority adequate inadequate No answer
County councils 29 19 7
County bbroughs 87 23 3
London borocughs 21 9 3
Total 97 42 ig
TABLE 20
idequacy of Dietetic Services to the Community
Opinions of Local Kealth Authority M.O's.H.
by employment of LHA Dietitians
Services Services
adequate inadequate Total
Dietitian
employed 7 3 10
Dietitian
not employed 90 39 129
Total replies 97 42 139
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1 & 3 &

11.00 a.m.
11,25 a.m,

11.30 a.m.

12,40 p.m.

1.00 p.m.

2,15 p.m.

2.35 p.m.

3.00 p.m.

PROGRAMME

Coffee
Introduction

Paper: Exploratory Study of Dietitians in
the Community. Dr. K. Sheridan Dawes

Sherry
Lunch

Discussion: Size and nature of the nutritionzl
problems in the country., Differences between
diet and nutrition

Discussion: Contribution of dietitians to
the problems,

Contribution of Health Visitors.

Health education on nutrition for vulnerable
groups in the population and for individuals.

Discussion: Organisation of services.,
Location of dietitians, relationships with
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Professor Warren welcomed the participants and gave a brief account
ol the background to the study. He pointed out that the original
possibility of carrying out an evaluation of dietetiec services in the
commumity was found to be seriously hindered by a lack of recorded evidence
of such activities, and by the difficulties of obtaining suitable indices
of measurement. It was therefore decided to carry out a study to examine

the current experience in the field of community dietetic services.

The obiectives of the conference were to obtain the reactions to the
preliminary findings of the study of those professional workers who were
involved in community care or the delivery of dietetic services and to
provide a basis for discussion of the present situation with experts in

thesa fields.

Dr. Dawes then presented a paper summarizing the preliminary results of bhiz

study following which there was a discussion relating to the findings.

Dr. Yorke raised the subject of the observed frequency of attendance of
obese patients in hospital dietetic departments, as he had bslieved that
few obese patients were referred to hospital exespt in extreme cases, but
the hospital dietitians were unanimous in confirming the findings of the
survey, as their own experience suggested that many cases of simple obesity

were referred to hospital dietitians,

Dr. Eimerl expresscd his interest in the observations concerning the uneven
distribution of hospital dietitians, and wondered about the reason underlying
such differences; whether the provisicn of this as with other services was

related to the expectations of the people in an area and the perceptiors

of the role of those delivering the service or whether one could discover other

social and environmental facters which influence the provision of health

services.

Miss Torrens mentioned the problem arising from the fact that many dietitions

were uarried women whose geographical location depended on the location of
employment of their respective husbands, and that vacancies were often filled

only when the husband of a dietitian became employed in that area.  Anothen

factor was that in those hospital groups where failure after a period of time to
attract applicants for dietetic appointments produced the tendency to re-allocat.

funds, thus waking it difficult to ermploy a dietitian if one moved into the ares

Dr, Vickery sugpested that appointments were often made as the result of



local individual initiative, that if someone was sufficiently interested and
enthusiastic about a subject, steps were taken to establish a post or a

department.

Mr, Bevan asked whether in those areas which were relatively short of

dietitians lecturing and group sessions were carried out by the dietitian in

order toc maximise the distribution of her services,

Dr. Dawes replied that from the interviews, it would appear that the method

of working was related entirely to the personal preference of the dietitian,
that some preferred individual consultation while cthers preferred to spend

their time in education and supervising groups.

Miss Okell stated that this raised a fundomental issue: Uho should deliver
the advice? In view of the shortage of dietitians it would seem better for
health visitors and others to give dietary advice than for the dietitian to
attempt this herself. In this way the service could be delivered to a much

larger proportion of the population,

Miss Maurice commented on the results of the survey which showed that the

district nurse was rarely contacted by the hospital dietitian and suggested

that in many ways the district nurse was 2 more suitable source of dietary

advice than the health visitor, particularly in respect of special diets.

Dr. Essex-Cater, however, disagreed with the view and stated that not only -

in the preventative aspects but in contacts with the hospital and attachments
to general practice, it was the health visitor who assumed a major role.

The link between diabetic clinics and health visitors had existed for many
years and some authorities had appointed health visitors to deal exclusively

with diabetic patients,

Professor Warren asked if this point could be left over until later in the

day as the aim at this stage was to discover whether everyone agreed that the
study had presented a reasonable picture of the present situation in order

that we could take up the issues highlighted by the findings.

Dr, Vickery stated that he was surprised at the extent of community involvement
of the dietitians that had emerged, and expressed surprise that they could

find time to carry out this work,



Dr, Dawes commentead that many of these activities were carried on outside

working hours, as, fcr example, in the lectures on nutritien given by
dietitians and attendance at slimming clubs which were evening activities.,
It was cbvicus during the course of the study that dietitians worked for

much longer periods than the statutory 37-hour week.

Miss Marr commented on the recent trends towards the delivering of dietetic
advice in the community, stating that until very recently only three dietitians

were known to be employed in local authorities.

Professor Warren asked if the work in the community which was carried out by

the hospital dietitians attracted fees or whether, as for instance with

lectures, the arrangement was a purely personal one.

Dr, Vickery said that the extent of work in the community carried out by
the hospital dietitians was made an even more remarkable finding by the fact

that in general terms there was no remuneration for this extra work.

Miss Torrens also commenting on the recent nature of community dietetic services

felt that the impetus usually came from the medical and administrative staff
who, if community orientated, allowed the hospital dietitian to develop these
links with the community, and that this community orientation had been

developing rapidly in the past five or six years,

Miss Marr stated that the most interesting result of the survey was that a
considerable change had occurred in staffing over the past six years. A
study of the deployment of dietitians which she had undertaken in 1967 showed

a much greater concentration of dietitians in the teaching hospitals.

Miss Torrens agreed with this view of the change in distribution in the past

8ix years and suggested that the establishments in teaching hospitals had
remained at the same level while any increase in employment had taken place

in non~teaching hospitals.

Professor Warren in closing the morning session, stated that it would seem

that the results cf the study had stood up well to criticism and that we could
discuss the problems highlighted by the study during the aftermoon session.,
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Professor Warren, in opening the afterncon session, said that the conference

should now focus on meeting the needs and on the implication, as for example
in organisation and education, of improving the service. This must be con-
sidered with reference to the impending recrganisation of the health service
in 1974, Initially we must be clear about what problems we are trying to

solve before discussing the implications,

Dr, Dawes stated that the subject of obesity had already been mentioned

during the morning session and that, numerically, this was the most

important problem facing the dietitians. Problems existed in obtaining
acceptable definitions and measurements of obesity, and clajms of the prevalence
of the condition varied, some authorities even suggesting that 40% of the adult
population in this country was overweight. The impoartance of cbegity lay in
its association with degenerative disorders and with increased mortality, and
recent work on adipose cells and on infant cbesity suggested that the problem
should perhaps best be tackled in patients in their first year of life.
Commercial interests in the food and drug industry and the success in the sales
of magazines and "special" slimming foods indicated both the interest in the
subject and the pressures applied to the population. Claims of success in the
treatment of adult obesity tended to be overestimated, often because these claims
related to people who completed a course and did not take into account those who

defaulted,

Diabetes mellitus is said to affect 500,000 people and possibly 7% of the
population has a raised blood sugar level. He was sure the delivering of

dietary advice to these patients could be improved by improved organisation,

Problems exist with the diets of the immigrant population., Recent work
had suggested a relation between the high phytic acid content of chapates with
rickets and osteonalacia, and the possibility of genetic influences on the ability
to synthesise Vitamin D in a country with a reduced amount of sunshine somewhat

less than their native land.

The work of Exten-Smith and Stanton had indicated problems in the nutrition
of the elderly, particularly those who were housebound, and concern is expressed,

though no figures are available, of the problems of familieg on low income,

There are still areas of doubt and diseussion about mild vitamin
deficiences and whether some groups, particularly the elderly, are receiving an

inadequate intake of these substances,
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Inborn errors of metabolism and the malabsorption diseases are beirng
increasingly understcod and require expert dietary advice. Continuity of
care is a problem in this field, for the affected child eventually termin-
ates care by paediatricians at a time when social pressures and other

factors tend to produce a reaction against continuing a strict dietary regime.

New dietary problems are arising with the modern treatment of chronic
renal disease and in intensive care units, when highly complicated specific

dietary regimes are required.

Professor Warren then asked if the conference could offer any other problem

areas which they considered important.

Miss Torrens suggested that a large area of need lay in giving dietary and

nutritional sducation tc those who were caring for the mentally handicapped
patients. She stated that in many cases hospitals did not realise the need
for attention to the nutritional intake of psycho-geriatric and the mentally

affected, physically handicapped patients.

Dr. Lssex-Cater expressed surprise at this, as in his experience he considered

obesity was the major problem in these patients, unlike other countries he had
visited in which the money available for feeding mentally ill patients was less

than in this country.

Dr. Wilkie suggestecd that patients with tumours of the gastro-intestinal tract
were a vulnerable group, particularly where treatment with radiation had been
carried out, These patients were often restricted to a fluid or semi-solid

diet for long periods and were at risk of inadeguate nutritional intake.

Dr, Vickery agreed with the statements about vulnerable groups and individuals,
but said that we should also fecus on the preventive aspects of nutrition.

The mother of a family tended to feed her family on foods which were stocked
at the supermarket and was influenced by the advertisements of the mass media,
People with somewhat less than adequate resources tended to concentrate on
eating a diet high in refined carbohydrates and low on other nutritive items.,
The work of Burkitt and Painter concerming diverticulitis and many other
discrders which they have claimed result from inadequate roughage in the diet,
and the extent of dental caries imply that for many people the dietary intake
is less than satisfactory. I would see the dietitian in the community as
someone associated with the health education officer and the health visitors,

concentrating her skills on the preventive aspects of nutrition.
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Dr. Eimerl in agreeing with the importance of the preventive aspects of
nutrition quoted the experience of countries like Japan where a change to
Western-type diets had been accompanied by the appearance of new disorders

though this could not, as yet, be accepted as a cause and effect situation.

Dr. Yorke asked for the opinion of the dietitians on diet in peptic ulcer
patients, as dietary advice to these patients formed the second largest category
seen by his practice dietitian. He felt that there was a definite place for

advice on dietary habits to these patients.

Mrs. Thomson agreed that there was a place for dietary advice in these

conditions, but stated that this advice must be on dietary habits, not on
special semi-solid diets or on swallowing large quantities of milk as had

been advised in the past.

Dr. Dawes said that most of the dietitians who were interviewed stated

that they spent a considerable time taking people off diets which had been
prescribed many years ago which were now thought to be too restricting

or were actually unnecessary. It appears that what is now needed in many
disorders is advice on nutrition and correction of faulty diets rather than

on specific therapeutic diets.

Mrs, Dowie commented on the problems of focd allergies, particularly in

children and wondered whether this was an important problem for the dietitian.

Mrs., Thomson stated that this was a problem and was one in which there needed

to be close co-operaticn between dietitian and health visitor,

Professor Warren then asked if the conference could now deal with diet and

nutrition.

Dr, Dawes quoted the W.H.O. definition of nutrition as "the process whereby

living organisms take in and trensform extraneous solid and ligquid substances
necessary for the maintenance of life and growth and the ncrmal function of
organs and the production of them".  Human nutrition is the scientific-
discipline of dealing with nutrition in man. Dietetics is defined as the
interpretation and application of the scientific principles of nutrition to
the human subject in health and disease.

The differences between nutrition and dietetics, on the one hand, are
often misunderstood while on the other hand there is generally a lack of

liaison and co-operation between the workers in these two separate fields.



Professor Warren stated that it would appear that in the past we tended

to think of dietetics in terms of individual advice to a patient and to
consider nutrition as a public health activity of promoting "healthy"

diets, and wondered whether we should continue to divorce the two activities,

Dr. Yorke said that he felt that the important difference lay in that the

former dealt with knowledge while the other dealt with application of that

knowledge.

Miss Marr considered that one of the major problems in this situation was
a result of the different training programmes for dietitians and for
nutritionists, and that dietitians, who have training in nutrition as well
as dietetics, are reluctant to allow nutritionists to enter the dietetic

field without further training.

Miss Torrens revlied that if the nutritionist was to become inveolved in

dietetics they need to have dietetic training, and that although the two

professions are separate, this did not preclude close cooperation between

the two.

Professor Warren said that the trends shown in the survey were that

dietitians were becoming involved in nutrition in the community and that
this trend appeared to have general approval. Clearly it is necessary to
understand the terms and at the same time not prevent changes which are

beneficial becoming hampercd by rigid definitions.

Dr, Wilkie asked what were the implications on manpower, and whether

nutritionists could be employed to relicve the shortage of dietitiens.

Miss Marr commented that in fact there was a dearth of employment for

nutritionists and food scientists and meny were taking the dietetic diploma

course.

Miss Torrens agrced and said that in those areas in which nutriticnists

were trained, the demand for dietetic diploma courses was increasing.
Formerly people attending these courses came about exclusively from
institutional management and catering graduates with a few entrants from
nursing, whereas at present the greatest proportion of entrants came from

graduates in food science and nutrition,



- 10 -~

Professor Warren suggested that although the situation had not been

clarified, the discussion had certainly emphasised the importance of the

problem,

Mrs. Thomson added that the difference was less obvious at individual

level, for the dietitian when advising on a specific diet was subconsciously
giving consideration to the nutrition of the family, the implications of one
of its members being on a diet, the various financial problems involved and
the manner in which the diet of one member affected the feeding habits of
the family.

Professor Warren suggested that the conference should turn to the problem

of the dietitians and the role of other professional workers, particularly

with reference to the treatment of obesity.

Miss Okell stated that the prevention of ohbesity was easier than treating

the condition and less time should be spent on the latter. In this field
the co-operation between dietitian and health visitor was vitally important,
for the health visitor could contribute so much tc the knowledge of the
social background of the patient and to examining and defining the possible

reasons for the cbhesity.

Miss Gastrell suggested that this was an area in which attachment of health

visitors was of great benefit, and provided opportunities for joint action

by doctor, health visitor and dietitian,

Miss Maurice agreed with this and expressed the feeling that the most effective

method of dealing with obesity was carried out in the patient's home by the
health visitor who could then be involved in both the therapeutic and the
prevertive aspects of the problem. She wondered whether group sessions
could be effective as individual problems could not be discussed in such
sessions, though one supported the concept of group because it was economical

in time and staff.

Miss Torrens also agreed with the importance of dealing with a family unit,

as this method ensured that the various problems, including financial, of
the family were taken into account and discussed. Widespread effective

health education could be carried out in this way.

Professor Warren asked for clarification and elaboration of what could be

done to prevent cbesity.
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Miss Maurice said that experience both as midwife and health visitor had

caused her to believe that an excellent time for giving dietary advice was

to women during their ante natal attendances., However, this advice appeared
to be less often given and less often taken up by the mothers after the

birth of their children. One needed to link this ante natal advice with the
dietary advice to the mothers and later to the children, preferably advice
given by someone who has attended the family throughout the period and who

has close liaison with school teachers,

Dr. Yorke agreed that this, from the general practitioner point of view,

was an extremely important function of a health visitor, though refresher
courses in dietetics and the updating of knowledge was required, for the
pressures from commercial interests must be counteracted and developments

in the field of nutrition and dietetics must be learnt.

Miss Maurice accepted this need for updating knowledge and suggested that a

very useful role of the dietitian would be that of giving lectures on

nutrition and dietetics to groups of health visitors as well as to other groups.

She was sure that health visitors would welcome this as a more satisfactory
way of keeping up-to-date than by reading the literature produced by

commercial firms,

Professor Warren said that it appeared there was general agreement that

the health visitor should play & major part in delivering dietary advice but
that she must have support from a dietitian, both as an expert to whom

referrals can be made and as sovmeone who provided continuing education.

He alsc asked for the views of the conference on the activities in
clinics in respect of infant weight gain. Do the staff of clinics use

the percentile charts and give advice on the correction of cbesity?

Dr, Essex-Cater said that in his own area weighing of infants was only rarely

carried out, and was only performed if the mother expressed a strong desire
to know the weight of her baby,

Dr. Vickery confirmed this attitude in respect of his area, and said that
the health visitors were well enlightened and did not over-use the scales or
emphasise the value of the infant's weight, and that the health visitors

in his area stress that they are weighing the baby to ensure that he or she

has not gained too much weight.
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Professor Warren aquestioped whether the information was widespread and

whether mothers were acting upon the advice when it was given.

Dr. Essex-Cater said that the problem of pressures from commercial

organisations was again a feature in this situation.

Dr. Vickery agreed and said that he noted the point about the reaction
of mothers and that it was something which should be examined.

Dr. Dawes added that concern was being expressed about the increasing
number of obese infants, and that this suggested that the message was either

not being given or was not being acted upon.

Dr., Essex-Cater stated that he agreed that efforts to prevent obesity must

be concentrated on mothers of infants; the damage was done by the time the
child started school, School meals he felt contributed little to the
calorie or carbohydrate daily intake of schoolchildren because of the money

available for supplying these meals,

Dr. Dawes agreed with this, adding that tuck shops and sweet shops in the
vicinity of a schocl contributed much more to the intake of carbohydrates.
The dietitians employed by Bristol Health Authority had organised a campaign
to try to encourage children to eat fruit and cheese rather than chocolate

and sweets,

Miss Okell also agreed that school meals were not a problem but that the

"bits and pieces" consumed during the day were a major contribution to obesity.

Professor Warren suggested that the discussion was touching on the point
raised by Dr. Vickery about the nutrition of the population generally, for

if the population were consuming proper diets the problem of chesity would
largely disappear, Other vulnerable groups existed, however, such as the
house-bound elderly, the immigrants and low income groups. What was the
best approach in these cases? Are we to lock to the health visitor for

primary advice backed up by the dietitian?

Dr, Essex-Cater answered that in view of the shortage of dietitians the

health visitor must be taught by the dietitian to carry out the work.
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¥iss Marr nenticned the earlier comment about the district nurse being
contacted less often than the health visitor, by the dietitian and felt
that district nurses could play an important part in delivering dietary

advice as they were in close contact with many of the house-~bound elderly.

Dr. Essex-Cater disagreed with this and stated that the district nurse

only came into contact with people who were ill. Many of the vulnerable
groups were not ill and these people should be visited by the health visitor,
There were many other demands on the health visitor, however, and not all

could be given the time that one would like,

Dr, Vickery in agreeing with Dr. Essex-Cater, added that we should ensure
that others in contact with these vulnerable groups such as the increasing
number of social workers should be trained to spet mutritional problems and

to elicit information about the diets of the elderly living alone.

Dr. Essex-Cater mentioned that home helps were another group of workers
who could greatly aseist in eliciting vulnerable groups, and commented on
the difficulties of liaison now that they were no longer employed by the

health department and were not trained by the health authority.

Miss Torrens said that the community dietitian should be concerned in the

teaching of nutrition to all local authoricy department staff.

Dr. Yorke added that he considered it essential that the health visitor
should be attached to general practice and that they had a far greater role
to play in the field of delivering dietary advice, but was still uncertain

of their role and their relationship with the dietitian.

Miss Maurice stated that health visitors were taught basic nutrition and

the essentials of diets, usually by dietitians,

Miss Marr commented that not all people visited by the health visitor were
in need of dietary advice. The problem was to identify those people who
were nutritionally vulnerable, and, most importantly, tc be able to offer

advice which would be acted upon.

Dr. Essex-Cater suggested that a visit to the home at meal times enabled

the health visitor to assess the situation, and Dr. Vickery added that a
health visitor could cbserve the nutritional behaviour of the person visited

by examining the larder. It was agreed, however, that these were crude
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measures and that firthet resesrch was needed to define indices of nutritional

vuinerability and of methods of screening for high risk individuals.

Miss Brereton commented on the habits and religious principles of many

immigrants who reguired specialised dietary advice which took account of

these factors.

Miss Maurice added that those families with social problems generally

required financial management advice rather than dietary advice. The
greatest difficulty here was in "reaching the person", and in having .

advice acccpted.

Professor Warren said that a project in the computing laboratory at the

University was devised to correlate nutritive values of foodstuffs with
current costs, Prices of foodstuffs were updated weekly by visits to

local shops and costs of diets could be cbtained very rapidly. If this was
developed and extended a print-ocut of '"best buys" could be made and circu-

lated to the local press each week.

Dr. Cssex-Cater stated that his department had tried to produce 2 weekly

list of "best buys" for the elderly. A health visitor compiled the list
from her experience of available foodstuffs, making a list of specimen
meals to be distributed via the local authority publicity department. The

cost of this exercise, however, was found to be prohibitive.

Professor Warren suggested that the cost of the exercise must be largely

that of distribution of the information, and that this could be drastically
curtailed if the press, both local and netional, were willing to print the
information without charge. The newspapers would, at least, provide

information to the health visitors, if not the vulnerable groups.

Miss Maurice said that we were still faced with the problem of getting the

message across to these groups.

Mrs. Dowie asked who these people, especially the families with social
problems, listened to. It would appear they do not listen to advice from
the health visitor. Do they accept advice from the general practitioner?

Is he the person who should be given the training in nutrition and dietetics?
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Dr, Dawes said that we should reslise that these groups are influenced by

certain pressures - Bingo halls are full, pecple are affected by commercial
television and other advertising. We need to emulate these methods and
techniques if we are to reach the public, Too much health education is
devoted to telling neople not to do things, a more positive approach is

needed.

Professor Warren suggested that the conference should now turn to the

disease groups, of which diabetes appeared to be a major problem in the
dietetic field. There were half a million diabetics in this country,
mortality rates were increasing particularly in the colder age groups.
Could it be that there was now less attention paid to diet since the

advent of hypoglycaemic drugs?

Miss Murland felt that present hospital diabetic clinics were too crowded

to be a satisfactory method of dealing with diabetic patient diets. In
her own clinic, a consultant, registrar and dietitian may deal with

80 patients during an afternocon session. Advice on diet to a diabetic
patient attending for the first time was ineffective due to the emotional
state of the newly diagnosed patient., The dietitian needs to give the
dietary advice at a follow up visit, but did not otherwise see the need

for subsequent foliow up by a dietitian urless problems presented.

Dr, Essex-Cater agreed and said that in many areas it was the health wvisitor,

usually attached tc a diabetic clinic, who followed up the patient, and
tended to give the advice in the patient's home which allowed the health

visitor to take home, financial and other factors into account.,

Miss Murland added that it would seem unnecessary for the dietitian tc

visit the patient's home as the patient was already being visited by the

health visitor and possibly the general practiticner.

Mrs. Thomscn said that on rare occasions when she had visited patients in

their homes she realised how much easier it was to give dietary advice in

the patient's kitchen., She suggested that what was really wanted was closer

liaison between the professional worker in the community and the hospital

diagbetic clirnic.

Professor Warren commented that this suggested a concept of employing the

consultant and dietitian in the hospital providing support and backing for
the general practitioner and health visitor who would supply the service

to the patient in the community.
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Dr, Bimerl stated that e were cuggesting & new concept which was still

based on existing methods of delivering advice, and wondered whether we
should be thinking now of new methods and techniques of delivering the
advice rather than merely on which person should be employed to give this

advice,

Mrs. Thomson remarked that one of the most important aspects in long term

illness was that there must be continuity of care, the patient required to
receive the advice from one expert, not from a number cf sometimes conflicting

experts,

Dr, Eimerl said that we had already touched con the influences and pressures

in modern society - television commercials, advertising techniques and
impulse buying. Perhaps we are wrong in continuing to exert cur influence

on a one-to~cne basis,

Professor Warren replied that he believed 'modern' approaches should be tried,

but one was most worried about the individual in a group session, whether

everyone present absorbed the informatien.

Dp. Vickery claimed that because of the incidence of diabetics and taking
account of such problems as the incredible increase in the disease of those
Indians who emigrated to South Africe and presumably changed to a new diet,

there was an urgent need to develop mass public health programmes.

Dr, Yorke quoted the work of Dr, Midgely who was examining the use of

programmed learning techniques in general practice.

Miss Okell, however, pointed ocut that with diets, it was essential to develop
motivation. The knowledge by the patient that someone cared wes a prime
factor in developing sufficient motivaticn to continue a diet. It was true
that there was 2 need to disseminate information about nutriticn and diet,
but feeding was an extremely personal habit andé a personal approach was

still required in delivering the advice.

Professor Warren commented that what appeared to be developing from the comments

was that technological methods can be used as well as personal censultation.

Programmed learning cculd be used to replace scme of the follow up consultaticns

or replace part of a consultation,
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Dr. Dawes added thet with diabetes we had so far identified certain groups

as for instance the juvenile diabetic or the mature onset diehetic, but there

is still a tendency to manage all diabetics in fhe same way, irrespective

of their ability to absorb advice or cope with diets. There were those

within these groups whose intelligence, learning ability, financial status, etc.
made them especially vulnerable, yet they were often "swamped" by the numbers

attending a clinic, many of whom need not attend for advice.

Professor Warren added that this presented a new area of research work, to

identify those groups within wvulnerable groups, who by their perscnalities

or other prcblems required concentrataed attention.

We still had two items to discuss: the organisation of dietetic

services and the question of training.

In 1974 the three branches of the services were to be unified, and we
shall consider the implications of this, particulerly in respect of the

deployment of dietitians.

Miss Torrens suggested that we needed to develop a service for the whole

community, and we should utilise our existing and future resources to this

end.

Miss Marr added that a suitable career structure for dietitians must be

made an integral part of our thinking on the subject.

Miss Torrens pointed out that the career gracing had been under consiceration

for some time and, in view of the imminent reorganisation of the health

service, the need for decisions was becoming increasingly urgent.

Dr, Egsex-Cater saw two functions of a dietitian. One was that of delivering

advice to Individual patients, the other was part of a professiomal group
occupied with preventive medicine., The emphasis on prevention should and
must be increased in the future, and therefore the dietitian should be seen
as a member of the community care team first and a therapeutic hospital

dietitian second.

Miss Torrens asked whether the dietitian needed to be so rigidly divided

into two; could she not play both roles? At present dietitians were hospitel
orientated; is it possible to alter this?
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Dr. Essex-Cater said that this depended on numbers of dietitians available

and whether they wanted to work in the community.

Miss Torrens added that the hospital medical staff wculd not welcome

withdrawal of dietetic services.

Mrs. Thomscn believed that hospital dietitians were in a position to state

their views now on dietetic services in the future. Where long-standing
arrangements for community dietetic services were in existence, it was
probably unwise tc make a major upheaval, but any new arrangements and
orgenisetion must be carried out with the concept of delivering a service

to the whole community.

Dr, Vickery asked for the views of the dietitians present on how they saw

their cptimum deployment. Where a dietitian was emplcoved by a local health
authority medical officer there was a hierarchical relationship. Does she
have any such relationship in hospital work?  Does she feel professionally
isolated? Do dietitians see themsalves as members of a tcam of dietitians

separate from and having no wish to belong to medical or nursing teams?

Miss Okell felt that in lccal health authority employment the dietitian
was clesely associated with a medically organised team, but in hospital work

she merely worked in co-operation with the medical and nursing staff.

Miss Torrens added that, at present, the hospital dietitian is directly

respensible to the senior administrator, but works for a number of individual

consultants, and that this system appeared to work satisfactorily.

Dr, Yorke suggested that this system would still apply after re-organisation,
the dietitian being responsible to the District Administrator, but would

carry out the "prescriptions® of the clinicians,

Professor Warren stated that it could be said that the dietitian was responsible,

managerially, to the district management team in general matters and to the
administrator for detail, The community physician would be another consultant
"prescribing" fer community dietary and nutritiomal problems. If mere than
one dietitian was employed in a district, one of these would be the usual

recipient of "prescriptions" from the community physician.
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Dr. Essex—Cater commented on the differences in personalities and attitudes

and was doubtful of the ability or willingness cf some hospital dietitians
tc accept a community role, He did not accept thet the local health
authority medicel officer was in an hierarchiczl relationship with the
community dietitian., There was a close professiocnal relationship and
co-operation, the dietitian working as a professicnal in her own sphere

and occasionally secking support or guidance from the MOH.

Miss Brereton outlined the system at Northwick Park Hospital whereby a

dietetic advisory group, which included medical members and which could
discuss such problems as the workload of the dietetic department and uneven

referral patterns from consultants,

Miss Torrens asked if the conference was quite certain that the district was

the fccal point for dietetic services. Was there a need for an area dietitian

in a multi~district area?

Miss Marr expressed the hope that an area dietitian would be an acceptable
appointment in the not toc distant future. The area dietitian would be

needed to co-ordinate the dietetic services.

Dr. Yorke asked i¥ the dietitians felt it was a viable ccncept to employ
dietitians in health centres which housed, say, ten to twelve general

practitioners, and dealt with a population of arocund 30,0007

Professor Warren suggested it was essential for the dietitian to at least

vigit such centres, to talk to doctors and health visitors and to learn of
the problems, If there were several districts in an area, which will occur
in a few areas, he saw a need for a co-ordinating area dietitian,

and this re-~introduced the subject of career structure. He did not see a

need for a regional dietitian (a view which was agreed by all participants).

Miss Marr reiterated her views on the importance of the career structure

and mentioned the possibility of recruiting males into the dietetic profession,
with a resultant pressure for a more realistic career grading. The recruit-
ment and retaining of dietitians was & vitally important factor in meeting the

needs and demands of a dietetic service.

Professor Warren added that some of the problems we had discussed were those

which needed to he tackled at area level, Once or twice the subject of

research needs had been mentioned, and it would be most useful to have
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a dietitian working with a research intelligence unit in order to look at

specific problems and to observe changes and developments in the service.

We should now turn to the important subject of education and training
though many aspects had already been discussed. There would appear to be
2 need for re-crientation courses for hospital dietitians for further
training in nutriticn and dietetics for health visitors and doctors, and

for education of the public.

Miss Murland said that the profession was very aware of the need for

training of dietitians in community and preventive care, in communication
and educational methods. At present the number of student dietitians was
increasing but the problem of providing suitable places in hospital dietetic

departments was causing concern.

Dr. Yorke commented on the new "workshop" in community dietetics set up
by Professor Truswell at Queen Elizabeth College which had resulted from

discussions with the British Dietetic Association,

Dr. Eimerl asked if he could proffer one or two thoughts before the
conference ended: "We have heard that we are in a rapidly changing situation.
There was still a need for dietitians to give advice to individual patients
but there is a larger need for dietetic and nutritional advice to the
population, One must seriously question the ability of some 1,100 dietitians
being able to ccpe with such a problem., We have the situation of a small
cadre of highly skilled professiocnals who need to disseminate their
knowledge through cthers. Firstly, we need to know what are the specific
skills of a dietitian. Secondly, what function can she alone carry out.
Thirdly, what training is required. We may also add, how to implement
changes in training most effectively, It may be helpful not to restrict
our thinking to the professional approach but to lock at the methods and
techniques used in industry and commerce when faced with problems of change
and of limited resources., Similarly workers in cperational research are
these who par excellence can examine a skill and suggest methods of meeting
defined objectives, Industry, faced with the need to disseminate large
quantities of information tc a wide audience, employ new techniques such

as audio-visual programmed learning.  Perhaps we should think cf package
programmes of dietetic instructions for patients and for other professional
workers involved in the care of patients, I may add, with particular
relevance to our presence here at a research unit, that we also need
menitoring of innovations, of evaluation of changes, and recurrent cr even

continuous assessment of needs."
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Professor Warren, in closing the conference, thanked the participants for

their contributions and hoped that the benefit we had gained from the
conference had not been one-way, but that those attending had found benefit

in attending,



APPENDIX 3

EXTENT OF COMMUNITY INVOLVEMENT OF HOSPITAL DIETITIANS

Scoring Method

(1)

(2)

(3)

_ Score

Open access to general practitioners

No answer or no direct access

Yes, but number of patients referred not specified
No patients referred in previous month

One to four patients seen in previous month

Five or more patients seen in previous month

Visits to institutions, formal lectures, informal discussions
No answer or never

Less than once a month

Once or twice a month

Three times or more a month

Outpatients seen, advice to patients after discharge
No answer or never
Occasionally

Every patient

W NP

w N H O
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APPENDIX U4

GENERAL COMMENTS OF L.H.A, MEDICAL OFFICERS OF HEALTH

L.H,A, Dietitian employed

Oou7 It is only a few weeks since a dietitian took up her appointment with
us. My own thinking on the subject is that initially she would be used as
as a nutritionist teaching people about nutrition and it would only be

secondarily that I would use her to advise patients on diets.

052 The Social Services Directorate and the Borough's Catering Department
o Ty
may also ask for advice from the community dietitian who is on the staff of

the Medical Officer of Health,

058 t is worth explaining the position of the dietitians especially in
their relationship to the Catering Officer. The two dietitians, whom you
will notice are both part-time, share the week Monday - Friday by each working
half a day, totalling five half-days., Their primary task is to supervise the
preparation of the dietary meals (120 ~ 140 per day) and they also take part

with the Catering Officer in the compilation of the Luncheon Ciub, Meals-on-

Wheels menus. The dietitians are Health Service employees, but the Catering

Officer comes under the Director of Administraticon.

092 Inlspite of my answer to question (5), I think there is much scope for
a greatly improved dietetic advisory service at the eight health centres we
have provided (and there are seven more in the pipeline). Generzl practi-
tioners would refer patients who at present receive fragmentary and often
only intermittent advice from hospital outpatient dietitians, e.g. coeliacs,
diabetics, hypertensive and obesity patients, This would mean employing

further dietitians.



No L.H.A. Dietitian employed

004 On question 5, although we do not actually employ a dietitian in this
department, we have from time to time made use of the services of the
dietetic staff based at Addenbrookes Hospital, €.g. to help draw up diet
sheets for parents of school children, to advise on diet at school dinners

in the case of a child with coeliac disease,

On guestion 6, the medical staff fsel that the answer shculd be "NO",
Groups and individuals in the community may get advice from health visitors,
district nurses, health education officers, and also from local authority
medical officers at child health clinics and schools, However, in the
case of the nurses and health visitors, very little nutrition is taught in
this training and even less in the health education training. The
Hospital Service is an in-patient one, and the extent to which it is used

by the consultants varies with the particular consultant,

As to improvement, it is felt that there is a place in the Local
Authority Health Service for a dietitian, to give guidance in matters of
nutrition, and to whom health visitors, nurses and others, including
general practitioners, could turn for advice and help. At present, the
feeding of immigrants is being spotlighted in certain areas, where the

dietitian is most useful.

Subject to financial considerations, it is felt that there is a place

for dietitians in the Public Health field.

006 More dietitians could with advantage be employed by the peripheral
hospitals.,

008 Probably the health visitor service should be a sufficient source cf
advice but for this they will need further training and more reorientation

to and among the elderly.

013 Without mounting a special survey I could not estimate either the
total unmet need for dietary advice in the county, nop the extent of the
work carried out. Health visitors give a great dezl of general dietary
advice, some are attached to diabetic clinies, nearly a1l "help in

interpretation and fulfilling of advice given by dietitians.
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018 The pressnt H.M.C. have authority to appoint a hospital dietitian
shortly. This shculd be the nucleus under the freas Medical Officer of
a community Dietary Service, with responsibilities in Health Centres and
General Practitioners' Group Premises, and in training of nursing and

health visiting staff,
Education staff are already covered by the School Meals Organiser,

The inclusion of the dietitian in the Preventive Services would
emphasise the positive aspects of sensible diet in the prevention of certain
diseases, as well as the narrower field of merely planning menus for sick

pecple,

012 So far as my knowledge gees from observation of schoolchildren and the
extensive nutritional survey undertaken in conjuncticn with St. Thomas'
Hospital and the Department of Health and Social Security, the evidence

available to me indicates that adequate nutriticnal standards exist.

041 This is included in the Health Visitor's training but the Health

Visitor's contact with the general public is limited.

The information is available if it is asked for or if it is required by

an exisiting patient.

G57 Because of the large number of Jewish faith in cur community there

would be special difficulty in this area.

062 I agree that the appointment of a dietitian would be helpful., I
would make such an appointment as part of the staff of our specialised
Health Education Unit, which consists of two professional staff supported
by a technician, Specific dietary advice could then be given to expectant
mothers, to schoclchildren where obesity is a real problem and in industry
from vhom requests are currently received for slimming advice, Some

education of the elderly would also be appropriate,
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078 The role of dietitian in the community can best be fulfilled as a
member of a team concerned to ensure that the vulnerable groups in society
are provided with the most suitable foods to maintain and promote good
health. Apart from the dietitian others involved include the general
practitioner, the local authority doctor (embracing maternal and child
welfare and school health), the health visitor, the midwife, the home
nurse, the school nurse, the biology or domestic science teacher, and those
giving dietary advice in relation to the school meals service, lunchecn

clubs for the elderly and the meals on wheels service,

Advice on diet following an illness which has necessitated specialised
investigation and treatment is best provided by a dietitian closely linked

with the hospital concerned.

Looking to the future there is much to be said for developing a more
closely knit nutriticnal service linking the activities of dietitians
inside and outside hospital with the educational efforts of others working
in the field of health, education and welfare. Such a concerted approach
is essential if an integrated health educational effort is to be mounted in
the twin fields of prevention and treatment, 1974 offers an excellent
opportunity to take a fresh look at the key subject of nutrition with
particular reference to the contribution of the dietitian to the health

of the community at large, of which the hospital forms part.

083 This is an industrial area with big families living in corporation
estates - the cutting of the School Milk Grant has been felt. Not conly
for the health of the children but for the mothers as it would seem that

many of the mothers are on an inadequate diet,

100 In an authority of this size there would not be sufficient work for
a full-time dietitian, As the local authority has very close ties with
the clinicians at the hospital, the present arrangement appears to be

working quite satisfactorily.

107 Health visitors do a great deal of work in this field but more expert

advice required from time to time,
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108 When requiring advice from hostels, O.P. homes, sheltered workshops,
day centres, etc.,, I have always been able to call on personnel of the
hospital service for such advice, owing to the fact that I am part in the

employ of the R.H.B, as well as being M.0.H.

I would agree that there is immense scope for advice to the community

over and above what normally passes for Health Education.

109 When the new Area Health Authorities are established in 1974, the
hospital dietitians will probably become available for giving advice.

110 I have been M,0.H. for nearly 20 years and none of the women's
organisations have ever asked for dieting advice although I include it in a
favourite talk - "healthy living". The obese schoolchild is the main

problem, and we do encourage them to diet and a printed guide is handed out.

117 In a Utopian soclety one could do with more dietitians but as the

situation exists these services are best used in the hospital field.

123 The Senior Hospital Dietitian, acts as honorary dietitian to health
visitors in the department, who are in turn involved in advising patients of
the doctors to whom they are attached. I understand the Department of

Social Services has a similar arrangement for advising Meals on Wheels service

and alse catering in the old persons' homes.,
There is in my view a considerable opportunity for deployment of

dietetic skills within the community.

125 It is thought that more dietary advice could be given through health

education programmes,
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129 Although we have no post on our establishment for a dietitian we have
nevertheless, been investigating the possibility of establishing a project
between ours and one of the local hospitals as part of our Health Education
Brogramme., This will involve the organisation of a Weight Reduction Clinic
at which advice on diet and food values generally would be promulgated.
At the moment, however, these discussions are in a very preliminary stage and

we have no copy of a firm scheme which we could show you,

131 (1) Nutrition should be accepted as a subject of public health
importance in our society, (2) Education of doctors and nurses, (3) Better
teaching of nutrition at undergrad stages (%) Employment by l.h.a's of
dietitians, (5) M.0.H. department to provide skilled nutriticn advice to

other departments - using dietitians in medical/nursing/science team,

I am delighted this subject is being looked at.

136 Information about nutrition is provided through the general health

education programme, as follows:-

Ante and post=-natal clinics =~ by health visitors

School groups -  through the general health education
programme at the Health Education Centre
and in 'Health in Adolescence' courses.

materials are also provided for teachers
including leaflets, films, and backgroumc
information

General public - in response to specific requests for

information on 'Diet' in general.
Dissemination through leaflets, films,etc.
and inclusion of the subject in specifi-
cally titled lectures or in connection
with 'modern hazards to health ' tepices,

Whilst most of the professional staff are in a position to give general informa-

tion, there is no-cne to whom we can turn who has a State Registered qualification

or an advanced training in this field. We have, on occasions, made use of

graduate dietitians from such organisations as the National Dairy Council, the

Gerber Baby Council or the Milk Marketing Board. These visiting specialists

have talked to groups of the staff and, on a2 very limited number of occasions,

to clinic groups.
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138 The only dietitians employed in the area are in the Hospital Service,
They provide a good service to patients referred tc them from consultant
clinics only, but are willing on a perscnal basis to give advice to

organisations or professional individuals who seek it,

My own department is asked for advice by intermal organisations such
as the Schools Heals Service and the Social Services, Residential Section,
and we cheerfully give general advice based on medical rather than dietetic

expertise,

We have occasionally suggested that the D,H.S.S. advisory service should

be consulted.

140 While I can see the desirability of having a qualified dietitian
available, it is extremely doubtful if there would be enough work to
justify this appointment, When this was a combined health and welfare
authority we did have visits from a dietitian from the Department of Health

to talk to the matrons of day nurseries, residential homes, etc.

With the attachment of nursing staff to general practices I forsee that
they are liable to be asked to give advice to diabetics ete. from time to time,
At the present time I am exploring the possibility of some inservice training

from a hospital dietitian.

141 The hoépital is willing to supply special diet sheets to general

practitioners,

151 Clearly there is inadequate dietetic advice to certain groups, e.g.
Asian immigrant babies and the old. A dietitian could not prevent this.
She could reinforce and help Health Visitors but in general to these groups
very general advice is appropriate which is within the reasonable capacity

of Health Visitors, etc.

Where a2 dietitian can help is in regard to advice to staff of
residential establishment, e.g. home for the elderly, with regard to dietary
advice to the overweight child in clinies for this purpose, to the diabetic

outpatient and patient under care requiring any specific dietary limitation,



To my mind thewefose a distitiar 2z of value if based actually with

two functicns:

1.

General

SEecific

(i) con diets in residential establishment

(ii) to staff dealing with general advice on

particular problems, e.g. 4siap diet group

In association with elinies for the overweight,

the diabetic or any other group with marked dietary
problems, For this purpose she must werk at the
¢linic (hospital or otherwise) dealing with the

medical cars of such persons

155 In a compact County Borough advice is easily obtained from hospital

consultants for the more difficult cases. Health department stafi have a

good knowledge of dietary needs and the 3.Ps, often have printed diet shuets

for a variety of conditions,

culled from the multiplicity of medical journals).

{These are based either on hospitai advics or
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APPENDIX 5

NUMBER OF DIETITIANS EMPLOYED IN N.H,E. HOSPITALS

IN ENGLAND AND WALES 1949 - 1972
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1350 1554 1958 1962 1966 187C

YEAR

N.B.

Source; D,H.S.5. Annual Reports

1. Figures for 1955 - 1972 represent whcle-time equivalents

2. TFigures for 1949 - 1954 (inclusive) represent
full-time dietitians

3. The numbers of part-time dictitians employed in 1949 - 1954
were 53 43 63 123 153 18 respectively
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APPENDIX 6

THE 3RITISH DIETETIC ASSOCIATION
251 Brompton Road, London SW3 2ES

NOTES FOR GUIDANCE FOR DIETITIANS WORKING IN THE COMMUNITY

This guide has been formulated from the ideas of dietitians already
working in this field. It is not intended as a job description but
it is hoped that it will provide a basis from which others may work
and also inform those interested in the scope of dietetics in the
field of community health.

The main aims of community work are:

(a) To promote health
and

{b) To prevent disease
by promoting improved nutriticn in the population at large

The principal fields of work could include:-

(4)

Community hezlth  The role of the community health dietitian iz to

work in conjunction with:

(i) Community physicians: by -

(a) advising on nutritional problems

(b) providing up-to-date specialised nutritional data

(¢) attending meetings when appropriate

(d) providing nutrition education material when required for:

Chief dental officers
School doctors and school nurses
Public health inspectors

(e) liaising with GP services and GP attached health visitors

(ii) Nursing services: Dy -

(a) participating in training schemes for health visitors,
district nurses and midwives

(p) having group discussions with trained staff

{c) advising on individual dietetic problems working, as far as
possible, through a health visitor or nurse and using domiciliary
visiting for demonstration purposes if necessary

(d) giving talks in clinies, e.g. in maternity and child health
clinies
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(iii)~-Healt§b§dughﬁiggmzar«;ccs: by -

(iv)

(a) evolving nutrition education material such as leaflets
promoting good nutritior, and diet sheets

(b) assessing nutrition literature, filias, loops and film
strips available from other sources

(c) advising on displeys promoting nutritional topics in e¢linics,
scheols and GP surgeries

{d) participating in health education campaigns

(e} giving talks on nutrition in health education courses

Working with groups e.g. obesity therapy and anti-smoking

(B) The social services department: The role of the community health dietitian

is to:
(1)
(ii)

(iii)
{iv)
(v)
(vi)

(vii)

{viii)

have formal and informal talks with social workers

advise on catering, dietary modification and nutriticnal requirements
in residential homes and to participate in in-serwvice education of
cooks

have group discussions with home helps
participate in training courses for matrons of residential homes
talk to groups of physically handicapped and elderly people

advise on menus and nutritional requirements for "meals-on-wheels”,
luncheon clubs and day centres

work with mentally handicapped, their parents and their supervisors
in adult training centres

have discussions with day nursery natrons

(C} The education services: The role of the community health dietitian is to:

(i)

(ii)

liaise with school meals organisers, advise on dietary modification
and participate in courses for cook-supervisors

work through schools at:

(a) primary level - by dirsct contact with children and through
teaching staff

(b) secondary level - by liaiscn with home economists and science
teachers; by diet counselling to children

(¢) by giving talks to parent-teacher associations

(d) further education =~ by participating in pre-nursing and
NUPSEIry nurse Ccourses



)

(E)

(iv)
(v)

(vi)

arrange rvelevant practical sxperience for student distitlians
and give talks to dietetic, medical and other groups of students

contribute to pre-retirement and “cookery for one® courses
organise seminars on nutrition for professional colleagues

participate in other projects as reguested

Specialist services: The role of tha community health dietitian is to:

(1)

(iii)

(iv)

advise and give talks as reguested to voluntery organisations,
voluntary work organisers and women's oprganisations

work with organisations such as the British Dizbetic Association
and the Coeliac Society at national and local level

liaise with gas, coal and electricity boards

maintain contact with and provide mutual support for other
dietitians in the area

Research: The role of the community health diestitian is to initiate and

participcte in appropriate projects.

Nevember , 1873
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Report of a Conference on
Dietitians in the Community
at the

University of Kent at Canterbury

28 June, 1973
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INTRODUCTION

The idea of siting some consultant outpatient sessions away from the confines
of general hospitals has been mooted for many years. Lord Dawson of Penn with the
members of the Consultative Council on Medical and Allied Services recommended in
1920 that primary health centres should accommodate outpatient clinics conducted
by visiting consultants and specialists (MOH 1920). Their concern was for the
general practitioner - "Those doctors, (who staffed primary centres) instead of
being isolated as now from each other, would be brought together and in contact
with consultants and specialists; there would develop an intellectual traffic and
a cameraderie to the great advantage of the service" (page 11). The isolation
of general practitioners was also mentioned in 1942 by the Medical Planning
Commission of the British Medical Association (BMA).l Amongst the difficulties
seen to be facing general practitioners were the advance of medical science and
the increasing complexity of medical practice coupled with "the isolation of the
general practitioner from consultant and specialist services." (Medical Planning
Commission 1942, pages 7 and 8). Thus this draft interim report supported the
concept of health centres where general practitioners would arrange consultations
with specialists, some of whom might attend at the centre. More specific were
the recommendations for the rural practitioner whom they felt should have oppor-
tunities to present patients to consultants in different specialties who travelled

into the area periodically to hold sessions.

A precedent for consultant involvement in decentralised clinics had already
been established for the 1912 National Insurance Act encouraged local authorities
to construct tuberculosis dispensaries by offering to meet four-fifths of the costs,
(Abel-Smith 1964). (Many of the clinics established became chest clinics later
so that by the end of 1963 there were in England and Wales 554 chest clinics,
175 of which were outside the curtilage of hospitals and administered separately
by Hospital Management Committees,’ MOH 1968.)

The National Health Service Act, 1946 embodied the principle of health centres
which were to be established by local health authorities, and the possible services

to be provided in these premises included specialist outpatient activities.

1 This committee was set up with the cooperation of the Royal Cclleges and the
Royal Scottish Corporations. The terms of reference were to study wartime
developments and their effect on the country’s medical services both present
and future. :

Under the 1946 National Health Service Act regional hospital boards assumed
responsibility for treatment of broncho-pulmonary diseases while local health
authorities retained control of preventive and after-care measures (MOH 1968).

2
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However, support for consultant involvement in health centres was not at this

time universal amongst professional bodies. A committee of the Central Health
Services Council, set up in 1948 under the chairmanship of F. Messer to consider
health centres development,l were very conscious of the possible misuse of
specialists' time expended when travelling to clinic sites away from the general
hospital. Likewise the provision of special accommodation and equipment in
health centres was thought to be justified only when it was used to such an

extent as to be in all the circumstances economical, (MOH 1951). An emotive
rather than reascned condemnaticn of the principle was cffered in 1951 by a
special committee of the Council of the British Medical Association (two-thinrds

of whom were general practitioners) which had been set up to report on group
practice. It was their feeling "that no advantage would be gained by specialists,
working exclusively as such, holding sessions at health centres." (BMA 1951, p.113).

Few health centres were established in England during the 1950s and early
1960s (only 17 between 1949 and 1963, DHSS 1974b), and discussicn about consultant
involvement seemed to abate.2 Three reports published between 1962 and 1966 did
though make unsubstantiated references favouring some consultant outpatient
sessions being held in both health centres and general practitioner hospitals,
i.e. The Field of Work of the Family Doctor, prepared by a sub-committee (chaired
by Annis Gillie) of the Standing Medical Advisory Committee to the Central
Health Services Council (MOH 1963), A Hospital Plan for England and Wales (NHS 1962),
and the 1966 Revision of the hospital building programme (NHS 1966). However,
the economics of transporting consultants and cther specialist staff from the
district general hospital to day hospitals and outpatient clinics in peripheral
centres was seen as doubtful (presumably for the NHS) by the Bonham-Carter
committee reporting to the Central Health Services Council in 1969 on the functions
of the district general hospital, (DHSS 1969). Further study was seen to be

necessary.

Probably the earliest of the recently argued cases supporting the decentral-
isation cf outpatient clinics because of the convenience to the patients as well
as the general practitioners, was the paper by Draper (1967). He felt the
crucial issue was that inpatient and outpatient services did not need the same
catchment area, nor did they need to be housed on the same site. So he envisaged
a network of commmity-care units (C.C.U.s) peripheral to inpatient units - a
scheme not unlike that proposed in the Dawson Report (MOH 1920). A C.C,U,
would resemble a health centre or group practice but have an cutpatient department

The findings were presented in the Report of the Central Health Services Council
for the year ending 31st December, 1950, (MOH 1951),

e.g. The Report of the Committee cf Enquiry into the Cost of the National Health
Service, (Chairman C.W. Guillebaud) (MOH 1956), merely reiterated the recommen-
dations in the annual report for 1950 of the Central Health Services Council,
(see above).
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attached. Each one would serve a population of 20 - 50,000 and be 2 boac for
10-20 general practitioners. In estimating the population bases, Draper drew

on the statistics in a paper by Mackenzie (1967), which detailed the average
population required to support one outpatient session per week for selected
specialties. (Unfortunately Mackenzie did not document the method used in
arriving at his estimates, and they differed from the results published in the
following year by Carstairs and Skrimshire (1968) who calculated population bases
per specialty for once-weekly sessions in Scottish health centres, using the
routinely collected workload data for Scotland (HS 10 statistics) plus results
from various studies.) The Office of Health Economics (1970) and Cochrane (1972)
have alsc made statements emphasising the benefits to patients -~ for example,
"there is, in economic terms, no justification for assuming that the patient's

time is expendable and that he must always bear the inconvenience when seeking

~ medical attention.” (Office of Health Economics 1970, page 22).

It was not until 1971 that both advantages and disadvantages of holding
outpatient clinics in peripheral sites were presented in a discussion document.
This was a report on the organisation of group practice from a sub-committee
chaired by Harvard Davis of the Standing Medical Advisory Committee to the Central
Health Services Council, (DHSS 1971). The advantages of such sessions were seen
to encompass: convenience to the patients coupled with the reassurance of being

seen in a setting already familiar to them; the promotion of personal contact

‘between hospital and commnity personnel at the most logical time - referral;

the opportunities for mutual education and professional improvement between
doctors; and the fostering of continuity and interdependence within the health
service. The disadvantages cited were even more speculative: +there might be a
dispersal of consultants' time and effort; it might necessitate an increase in
medical staff of all grades to provide sufficient cover in the hospitals while
peripheral clinics are in session; and there would be a need to persuade
hospital perscnnel of the advantages of such schemes especially as the widely
held view (supperted by the Bonham-Carter committee, see above) was that
consultants' time was better used when concantrated in one locus of activity.

On balance though, the Harvard Davis committee felt the advantages cutweighed
the disadvantages and they recommended that pilot schemes of community-based
consultative clinics should be established. In reaching this judgement they
were little helped by reports of practical experience because so few schemes were
in operation. This was a problem which also faced Arthur Andersen & Co. when in
conjunction with the Operational Research Unit of the Department of Health and
Social Security they constructed a patient care event model of the outpatient
sector intended as a basis for the assessment of community outpatient units
(Arthur Andersen & Co. 1972),
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Other professional bodies have expressed support in the past five years for
the decentralisation of some consultant outpatient activities. A working party
on primary medical care (chaired by Margot Jefferys) of the BMA Planning Unit
(BMA 1970) believed that continuity in patient care would be enhanced if consul-
tants were to conduct periodic clinical consultative sessions in larger primary
medical care units. This general proposition was later restated although with
the qualification that there may be more benefit if consultants at peripheral
sites saw only those cases whom the general practitioner wished to discuss (the
routine referrals being seen at the nearest hospital outpatient department), in
a report from the panel on primary health care teams of the BMA Board of Science
and Education, (BMA 1974)., It should be noted however, that neither of these
two BMA documents necessarily reflected BMA policy. A joint committee of the
Royal College of Physicians of London and the Royal College of General Practi-
tioners felt concerned that with the increasing centralisation of hospitals
opportunities for meetings between specialists and general practitioners would
be further diminished unless there were schemes whereby consultants saw patients
in general practitioner hospitals, health centres and in group practice premises

(RCP and RCGP 1972), Their conclusion summed up the situation:

"Published reports have been favourable but little research has been done

to deternine whether such consultative clinics make efficient and economic
use of resources, which include not only the consultant's time but the
saving in patients' time and the value of contact with general practitioners.
There is great need here for experiment." (pages 6-7).

It was the apparent need for an evaluative inquiry into the siting of consul-
tant outpatient clinies (as highlighted by the above reports) which prompted the
Health Services Research Unit to approach the Department of Health and Social
Security for funding to undertake such a study in England.l It was proposed that
the study would have as its ultimate objective the making of recommendations as to
the ways in which consultants might usefully liaise and work with general practi-
tioners in health centres or similar buildings. (A health centres research
programme had been pursued by certain members of the research staff in the Unit

for a number of years.)

This interim report represents a preparatory stage in the development of
the research project. An awareness of the general issues surrounding both the
purpose and siting of consultant outpatient sessions was deemed necessary before

any perceptive field study could be designed. Thus the report attempts to

provide an overview of the current situation compiled from published and unpublished

1 The Scottish Home and Health Department sponsored an investigation into the

outpatient services in the Scottish Border Counties, and the report was published

in 1972 (Gruer 1972).
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sources. It is in fouwr sections, The first section reviews reports detailing
consultant outpatient clinic experiments in health centres and general practice
premises, while in the second section, research studies which have examined issues
relating to community outpatient services are discussed. The absence of any data
indicating the current national distribution of consultant outpatient clinics at
pcripﬁeral sites lead to a survey of all regional hospital boards/regional health
authorities in England with the purpose of assessing the situation in 1972. The
results are presented in Section 3. The final section grapples with the more
fundamental question of the purpose of outpatient sessions and in particular, the
roles of the patient, general practitioner and consultant, as evidenced in British

literature.
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SECTION 1

A RAVIEY OF REPORTS DETAILING CONSULTANT OUTPATINT CLINIC EXPERIMENTS
IN_EEALPH CENTRES AND GENERAL PRACTICE SURGERY PRUMISES

Despite the apparent enthusiaam for the concept of comrmunity-based
outpatient clinics expressed by reports from authoritative working parties
and the Department of Health and Social Security, guidelines regarding the
planning and operation of such clinics have never been elaborated. A survey
to gauge opinions about the functions of health centres (Dennis 1973) amassed
queries about the organisation of such clinics from health centre administrators,
local health authority and regional hospital board representatives and
hospitel management cormittee secretaries, Problens raised included the
selection of specialties, the frequency of sessions necessary to Justify such
schenes, the rights of doctors to refer patients to peripheral clinies, and
the range of diagnostic equipment needed to back up sessions, The management
of appointment booking systems and medical records can alsc provide anxieties.

Published reports describing the experiences of health centres and group
practices in which consultant outpatient clinics have operated, are few and the
authors have usually been clinicians, either hospital or community-hased,
participating in {the schemes, Selected papers in which the central theme

has been the detailing of experiments are summarised in Table 1.11’2

Selection of specislties for decentralisation

Specialties described included orthopaedics, psychiatry, obatetries, urology,
gynaecology, paediatrics, surgery and medicine, plus diabetic clinic schemes,
Many papers offered reasons as to why these peripheral clinics were set up.,

The most specific was a lack of outpatient accommodation in the distribst
general hospital. Some were initiated by adminiatering bodies such as
regional hoapital boards, or health centre committees while other c¢linicas
were prompted by the enthusiasm of the consultants and participating general
practitioners.

There were only two experiments where any attempt had been made to
estimate the 'need' by the collection of data., At Street in Somerset the
general practitioners in the local health ¢entre and in another nearby,

— . g — -

An additional experiment entailed the transference of & paediatric clinic %o
a group practice premises in Newcastle-upon-Tyme, (Talker 1974).
2 For a gsummary of a small survey of outpatient facilities in health centres,
see Bolden (1972).
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screened all referrals and hospital follow-up appointments of patients over
a four-month period to identify the specialties in greatest 'demand'.
Orthopaedics and general surgery were selected (Forth 1974),1

The ante natal clinic at Cymmer Health Centre in Glamorgan, was set
up for an experimental three month period. Before the trial began, the Welsh
Hospital Board (1972) undertock a small survey of attenders at ante natal clinics
at the Neath general hospital who were resident in the catchment area of the
health centre. The response was very pocr but the completed guestionnaires
indicated that patients were heavily dependent upon the ambulance service for
transport to the hospital ante natal cliniecs, This apparent heavy usage was
confirmed by the Glamorgan County ambulance authority. The bus service to
Neath from Cymmer and neighbouring villages was hourly but the journey to the
hospital took approximately 45 minutes, with the inconvenience of having to
change buses, The Welsh Hospital Board estimated the costs of the ambulance
service per week for transported ante natal patients to the Neath general
hospital. This worked out at about £1,62 per patient visit or a total of
£12,25 per week, In addition they estimated the costs for persons using private
transport or buses (the average return journey being around 24 miles) and
concluded that the approximate overall transport cost for patients attending at
the hospital ante natal clinics was about £15 per week. In conparison, the
estimated total cost for travel to the health centre clinic was only approxi-~
mately £2 per clinic week made up of £1.19 patients' travel costs and 77p from
the ygs (consultant's transport plus ambulance costs for the occasional
patient transferred to the Neath hospital). These costs were based on 1971/72

prices.

Staffing of clinics and frequencies of sessions

There were some clinics where the consultant was aided by other hogpital
medical staff, but usually assistance was given by practice nurses; local
authority nurses and midwives. Secretarial help was available in many practices.
No inferences could be drawn from the information relating to session frequencies,
as it was not possible to take into account variations in the overall referral
rates to individual specialties, the size of the lists of the referring prac-
titioners, and the availability of consultants regarding their total workloads,

Appointment booking systems and the organisation of medical records

Generally appointment bookings were made in the practices, and the hospital

lNote, all the papers reviewed in this section are summarised in Table 1.1,
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(either the records department or a secretary) notified in sufficient time to
enable the relevant medical record folders to be assembled for the consultant

to carry to the clinic. There were variations. New ante natal appointments
for patients living close to the Cymmer Health Centre were made through Neath
hospital in the usual way but the patients were asked to attend the health
centre clinic (ibid). 1In the Wolverhampton diabetic mini-clinics experiment,
medical records were held by the general practitioners rather than the hospital.
If a diabetic patient was referred to the hospital clinic the medical record was

sent with the patient, (Thorn and Russell 1973).

It was found necessary to employ an additional hospital car driver in
order to transport hospital records, laboratory specimens, etc., to the Woodside
Health Centre, (Strang 1973). This was partly a consequence of the cliniecs
attracting many more patients than expected, It was estimated in 1972 that
over one third of the outpatient referrals to the health centre would previocusly
have been sent to departments in Glasgow other than those of the Glasgow Northern
Hospital Group within whose catchment area the centre was sited., Further
additicnal staff requirements were two part-time clerical officers for the
hospital records department, a full time typist to carry out secretarial duties
associated with letters to general practitioners, a radiographer and a physio-
therapist. The South Western Regional Hospital Board contributed one third of
the salary of a member of the staff of the Nailsea Health Centre who had
responsibility for bocking appointments, preparing notes and undertaking reception

duties for the clinics of six consultants, (Anon 1973),

The traditional procedure of clinicians' reports of consultations being
typed by hospital secretaries was followed in many of the experiments described.
Exceptions occurred:  in cone paediatric clinic the general practitioners presented

"their patients to the consultant and so were able to add direct to the patients!

medical records the consultants findings, (Marsh and Tompkins 1969). At the
Street Health Centre, a practice secretary typed certain hospital notes and the
doctors received duplicate copies; this seemed to satisfy them (Forth 1974),

Suitability of clinic accommodation and availability of diagnostic equipment

Three health centre reports (Tile Hill, Cymmer and Nailsea, see Table 1.1)
indicated that clinics were affected by inadequate space, suggesting that these
premises were not initially designed to cater faor such activities. In contrast
the Witney Health Centre built by the Nuffield Provincial Hospitals Trust, and
Woodside Health Centre contained designated outpatient suites, and indeed, it
was cbserved that the Woodside accommodation was much superior to that of the

largest nearby hospital (Strang 1973).
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There were few comments about diagnostic facilities not being readily
available. Many practices had transportaticn for pathology specimens.
Some consultants found it convenient to take blocd samples and deliver them
to the hospital pathology department. One orthopaedic surgeon commented
upon the inconvenience of X-ray facilities not being immediately available but
he felt that this problem could be coped with either by the general practitioner
arranging for an X-ray previous to the consultation or for an X-ray appointment
being coupled with a visit to the district general hospital for physiotherapy,
appliance méasuring and such like, In two practiceé portable E,C.G, machines

were used,

Advantages of consultant outpatient clinics being held in general practice premises

The reports generally were very favourable although most of the comments made
were impressionistic rather than based upon cbjective evaluation. This is under-

standable as the papers were usually written by participants in the schemes,

For consultants, the recurring advantage cited was a greater understanding
of the problems and level of medical care in general practice. The presence
of the family doctor at the consultation meant that the specialist was better‘
able to appreciate the background (both medical and social) of the presenting

patient.

The general practitioners were thought to develop expertise in the diagnosis
and management of certain diseaSes.1 This applied particularly in situations
when the family doctor met with the consultant duriné the clinic session, either
when presenting patients or during a refreshment break. Some cormentators felt
that general practitioners became mcre selective in referring patients and were
more meticulous in their 'work ups'. For those general practitioners able to
'sit in' on consultant sessions the benefits were seen t¢ be similar to those of
a refresher course. Doctors appreciated the rapid discharge of patients back

for their management.

Convenience to the patients was universally cited, familiarity with
surroundings was also frequently mentioned particularly with reference to
psychiatric clinics - three reports suggested that patients who would normally
be very reluctant attenders at hospital outpatient departments were willing to
talk through their problems in a surgery situation., Realistic scheduling and
shorter waiting times within the sessions were further advantages mentioned.
Gibson et al (1966) found that the team approach (of family doctor, psychiatrist
and psychiatric social worker) was of considerable benefit to the patient as the
therapy could be adapted to his needs, and he had the support of his own doctor

between sessions,

1. .
See the arguments by Malins (1968) and Todd (1972) favouring community-based
diabetic clinics,
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The parents of patients who had attended one paediatric clinic woere asked
for their views, (Marsh and Tonpkins 1962). The nuthors were surprised that
reassurance of the child by having their own fanily doctor present when seeing
a gpecialist, was the advantage nost frequently offered. Faniliar surgery
surroundings being conducive to a relaxed atnosphere was nentioned by one-~third
of the respondents, More significant fron the stand-point of inproved nedieal
care were the spontancous comnments from parents about the advantages of having
the fanily doctor present to aid in the interpretation of the consultant's
questions and the describing of synptons., Conplenenting this interaction was
a willingness of the parents to accept the continued managenent of the patients

by the fanily doctor.

Problens and drawbacks associated with peripheral clinics

Mnxieties were expressed by clinicians in two papers about general
practitioners! lack of interest in participating in such schenes either
because of the pressure of other comnitments, or a general unwillingness,
One consultant psychiatrist felt that the biggest disappointment in his
experinent was the failure to interest fanily doctors other than those
in the original practice in the schene; o considerable anount of education
and persuaasion would be required to extend the schene. He believed that
the care of individusl patients was alrost certainly improved by joint
consultations, but while the present shortage of psychiatric tine contin-
ued, it would probably be better to work for a linited period in one
practice and then nove on to another. This does raise a general issue

about the allocation of scarce resources within epecialties with manpower

deficiencies.

Dr, Parry Jones, (County Medical Officer for Health for Somerset County
Council in 1972) cormented in response to the enquiry about health centres,

(Demnis 1974),

"In several health centres consultant scasions have been established
but I an unaware that any evaluation studies have been established,

They are needed.".
The reports discussed above were no rore than descriptive accounts of

individual peripheral clinic experinents, Sone evaluative studiea are

reviewed in the fellowing section.

Note: one further paper has reviewed psychiatric clinics held in two Devon
health centres - Exmouth and Sidmouth, 11 and 15 miles respectively from a
general hospital. Fortnightly sessions were conducted by a psychiatrist
agsisted in one centre by a social worker and a community psychiatric nurse.
It was thought that patients were less apprehensive of visiting the smaller
'stigma free' local centre than the hospital outpatient department. See
Rodger, . (1973) Community psychiatry in the health centre: a Devon
development, Practitioner, 210, 799-802,
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SECTION 2

STUDIES EITHER COMPLETED OR IN PROGRESS WHICH HAVE
EXAMINED ISSUES RELATING TO COMMUNITY OUTPATIENT SERVICES

Evaluative studies about the role of peripheral outpatient clinics from
research departments have been scarce, The only empirical study specific
to this issue published to date is that by Gruer (1972), Outpatient Services

in the Scottish Border Counties sponsored by the Scottish Home and Health
Department (SHHD). An earlier study (Backett et al 1966) examined outpatient

facilities in hospitals in North East Scotland (the counties of Aberdeen,
Kincardine, Banff and Moray plus the city of Aberdeen). Factors affecting
the usage rates of peripheral clinics were presented but they were not central
to the discussion. The management consultant firm, Arthur Andersen & Co.,

in conjunction with the Operational Research Unit of the Department of Health

and Social Security (DHSS), developed a patient care event model of the

outpatient sector intended as a basis for the assessment of community outpatient

units. This exercise was dependent upon data provided from other studies,

reports of local experiments and the views of administrators. Carstairs and

Skrimshire (1968) relied upon routine outpatient attendance statistics collected

for the SHHD plus data from other published and unpublished studies when they
attempted to assess the catchment population necessary to support one weekly
consultant session per specialty in health centres. The base data used by

Mackenzie (1967) in his calculations for England were not detailed.

Bryden (1970) in an MSc thesis examined referrals from general practi-
tioners practising in the Cumbernauld health centre. His interest was the
decision making in the outpatient referral process, in an attempt to answer
the question '"Ought outpatient consultations to take place in a hospital
complex?"}' Some of Bryden's findings about the lack of the necessity for
patients to be seen by consultants in hospital departments as opposed to a
health centre clinics tallied with those of Wade and Elmes (1969) who
analysed the workload of a general medical outpatient clinic in a hospitel
to determine how many patients could have been adequately dealt with at a

health centre. More will be said of these two reports in Section 4.

In 1973 the Medical Care Research Unit at the University of Newcastle-
upon-Tyne, with the financial support of the DHSS, commenced a study of
outpatient activity in East Cumberland. The study which is still in progress
included in its objectives; provision of information relevant to planning;
assessments of the value of peripheral outpatient clinies in rural areas;
and the testing of hypotheses about the effect of distance on the use of
outpatient services (Glass 1972).

1 pnother study (pilot only) by Handel (1972), looked at the logistics

of consultant involvement in a health centre (Woodside).
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Findings from the report Outpatient Services in the Scottish Border

Counties (Gruer 1971 and 19?2)

The aims of Gruer's investigation included the documentation of outpatient
facilities serving the Border area, and certain aspects of the care provided
over a 12 month pericd. The survey area consisted of the four Scottish Border
Counties with a population in 1966 of just over 100,000 persons. It was
served in 1969 by outpatient clinics within the Border area held at one general
hospital (Peel), five general practitioner hospitals, two other clinic sites admin-
istered by the Border Hospital Board of Management, and local health authority
clinics at 14 sites. Outpatients from the Border Counties were also seen in the
departments of hospitals at Edinburgh the regional centre, and in towns
fringing the Counties. The fieldwork comprised a prospective study of new
outpatient attenders {(using the H.S.lO,definitionl) over a three month period.
Excluded were psychiatry, orthodontics, physiotherapy, X-ray, casualty and
ante natal attenders, Hospital staff recorded data but where this was not
possible information was extracted from the hospital records by the fieldworkers.
Thus only routine data were collected. Where patients were referred to
hospitals outside the Border Counties and Edinburgh, general practitiocners
making the referrals were asked to complete recording forms - the response
rate was 74 per cent. As a second stage in the study, a retrospective survay
was carried out on the hospital clinical records of a stratified random sample
of patients from the Border Countie8 one year after the date of their first
outpatient consultation. Summaries of the fieldwork and the data analyses
are in Tables 4.1 and 4.2.

Consultants from Peel general hospital conducted all the Border clinics
in the specialties of general medicine, general surgery and orthopaedic surgery.
Consultants travelling from Edinburgh undertook the sessions in gynaecology,
ear, nose and throat, ophthalmology, dermatology, pasdiatrics and diabetes, and
the chest disease clinics were the responsibility of a physician from East Lothian.
It was only in the orthopaedic surgery specialty that there were sufficient
clinics held within the Border area to accommodate all surveyed referrals so not
causing some 'new' patients to travel to Edinburgh., Local dermatology sessions
could have baen increased four-fold before providing sufficient ocutpatient

scheduling for patients resident in the four counties.

The study showed that the role played by the general practitioner hospitals

1 The H.S5.10 is the Scottish equivalent of the S.H.3 form used in England for

the collection of hospital inpatient and outpatient statistics. Definitions
are detailed in Section 3.
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and peripheral clinics administered by the hospital board was impressive;
50 per cent of all ‘new outpatients from the Border Counties were szen
there. Gruer noted that "the general practitioners selected for referral
to these clinics the conditions which required only consultant skill and not
elaborate diagnostic aids." (page 78). But the type of patients referred
to these clinics would to a certain extent have been predetermined by the
nature of the specialties holding sessions at these sites. Some medical
specialties are more dependent upon 'on the site' diagnostic equipment than
surgical specialties,l whereas in this latter group a'high'proportion of new
outpatients are merely being 'processed' by consultants onto waiting lists
for inpatient treatment.2 Examination of the specialty mix in these peri-
pheral hospital clinics (i.e. those not held in the Peel hospital or admin-~
istered by local health authorities)showed that no more than one third of
the sessions were for the specialties of general medicine, chest diseases
and orthopaedic surgery which the Chesterfield data (Trout 1973) suggested
were heavy users of X-ray facilities. The most frequently held sessions
included gynaecology, general surgery, and ear, nose and throat, so the
finding that 42 per cent of the new outpatients seen at the peripheral
hospital clinics were placed on waiting list, (compared with 30 per cent of
all Border new outpatients), was reasonably consistent with the figures
reported by Forsyth and Logan (1968).3

From the retrospective survey of the hospital clinical records, it was
estimated that the mean number of attendances per new outpatient for all
sites over 12 months was 3.8 visits, but there were variations - patients
who at their first outpatient consultation were referred to Edinburgh
hospitals for follow-up had a mean number of 2.6 visits while similar
patients whose follow-up attendances were at any of the Border hospital
clinics, had a mean of %.2 visits., The differing composition of the
specialty mixes in the two districts seemed to account for this. Overall
general medicine patients not discharged after their first attendance were
found to have a mean number of visits of 3.1 annually, while the means of

the other specialties (excluding orthopaedics) ranged from 1.5 to 1.8.

2,3

1 1n the Chesterfield outpatient HAA experiment, the specialties in which

60 per cent or more of patients were X-rayed on consultant instructions
were chests, general medicine and orthopaedics. Forty per cent or more
of paediatrics and ear, nose and throat patients were also X-rayed but
only 27 per cent of those in general surgery &nd 12 per cent, gynaecology.
(Trout 1973). See also Forsyth and Logan's (1968) findings relating to
new outpatients discharged without investigation.

In their survey of some 80 hospitals, Forsyth and Logan (1968) found that
between 30 and 45 per cent of new attenders in gynaecology, general surgery
and ear, nose and throat were entered on waiting lists for admission. In
the other major specialties fewer than eight per cent of new patients joined
waiting lists. Reporting on the three-nonth workload of a surgical unit,
Wilken (1975) Tound that about 40 per cent of new patients were placed

on the waiting list,
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dowever, in the case of orthopaedic patients the mean number of visits over
12 months was 8.1 and this seemingly high figure was attributed to the
inclusion of physictherapy in treatment programmes. As almost all ortho-
paedic patients appeared to have been treated by consultants from the Peel
general hospital, these disproportionately long attendance patterns had a
weighging effect upon the overall Border hospital  clinics' mean attendance

rate.

Seven ‘models of alternative arrangements of outpatient facilities for
the Border Counties were designed to estimate costs; firstly, to the National
Health Service (i.e. the time spent by consultants on travelling to clinics
outside their base hospitals), and secondly, to the community by patients
attending hospital. The fieldwork provided the base line estimates of
consultants' and patients' journey distances over a 12 month period, while
assumptions about methods of travel used by patients were drawn from a
traffic survey carried out in the Borders by the Scottish Development
Department. Loss of earnings were also calculated. Gruer acknowledged
that the estimates of the community costs were likely to be underestimated,
but she felt that consultants' costs could be viewed "with confidence as a
good estimation of maximal figures'. However the calculations only
presented the 'money' costs; an assessment of ‘opportunity' costs may have
produced a different picture depending upon the manner in which the consultants
might have otherwise utilised their travel time. So frequently it is assumed
that time spent in travelling either by a consultant or z general practitioner

is 'wasted'2 and is at the cost of the 'firm',

The models covered combinations of two sets of altermatives; porrmtations
cf existing facilities, and arrangements in which the Peel general hospital
was replaced by a proposed new hospital incorporating the spacilalties already
at the Peel hospital (general medicine, general and orthopaedic surgery) as
well as four additional specialties ~gynaecclogy, dermatology, ophthalmology
and paediatrics. (Ear, nose and throat, the third largest specialty in terms
of the number of new referrals during the three-month survey period, was

strangely absent,)

In the first set of combinations, the model representing the current situs-
tion was the 'best buy', and one quarter of the total cost was attributed to

the consultants. (The other models included a proposition that all outpatient

b}
“ Twenty-two per cent of patients attending Border clinics had physiotherapy
while less than one per cent of those attending in Edinburgh did so.

2 For a discussion of the benefits (or otherwise) of transport schemes in
general practice, see Bevan et al (1974).
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clinics be held in Edinburgh.} But overall, the model which emerged as the
'best buy' comprised the proposed hospital, the retained general practitioner
hospital clinics and the local health authority clinics but staffed by the
wider range of specialists from the proposed hospital with only those
patients requiring 'regional' speclalties (e.g. neurology) travelling to
Edinburgh.

Although each model incorporating the proposed new hospital plan was
found to be more economical than the 1969 arrangement, the commentary did
not point out that a population of about 100,000 might not have been
sufficiently large to justify the engagement of the full-time services of teams oz

consultants in some of the additional specialties envisaged for the new
hospital.1 For example, Carstairs and Skrimshire (1968) estimated that in

the Scottish situation the population required to support ONE WEEKLY outpatient
session in paediatrics (both medical and surgical) was 34,750, Thus a full-
time consultant in this specialty who was based in the new general hospital,
could be obliged to undertake outpatient sessions in other hospitals/clinics

so incurring travelling costs, etc.

A Patient Care Event Model of the Qut-Patient Sector: A Basis for the Assess-

ment of Community Out-Patient Units (Arthur Andersen & Co. 1972)

The purposes of the study included the determination of the likely costs
and resource consequences of different approaches to the provision of cutpatient
services, and estimates of the sensitivity of these costs to the uncertainties

in the base data/judgements. The main recommendations were:-

(a) Local outpatient sessions would not be economic in communities within

predominantly urban areas of population.

(b) The provision of local outpatient units in many communities of at least
10,000 people in more rural areas would potentially result in net revenue
savings for the National Health Service, despite the considerable extra cost

of consultant time which would be spent in travelling to and from the community
unit. "The addition of Physiotherapy facilities to these units would increase

the potential for revenue savings in such communities." (page 3).

! The committee of the Central Health Services Council reporting on The
Functions of the District General Hospital (DHSS 1968}, recommended that
"District general hospitals should be planned around teams of not less than
two consultants in each specialty, with all their in-patients at the one
district general hospital"™ (page 18).

They also observed that the 1967 ratio of population per two consultants
(home population England and Wales whole-time, part-time and honorary
consultants) in paediatrics, was 378,000 persons, dermatology - 605,000
persons, and in ophthalmology, 289,000 persons per two consultants.

Scottish Home and Health Department estimates in 1967 of the outpatient
gservices required by & population of 250,000 were presented by Carstairs
and Howie (1972).
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(c) "The provision of local units would require capital costs which for

many assumptions ....., but not for all, would fail to satisfy the Treasury's
recommended criteria for a 10% rate of return on capital investment - even

if savings in patients' own out-of-pocket expsnses were included in the revenue

savings." (page 3)

The potential annual saving to the National Health Service from
commmity outpatient units was seen to be about one per cent of the annual
expenditure on the outpatient sector, the reduced use of the ambulance service
forming the major part of the saving.. Yet, "in general, the direct economic
justification for establishing community out-patient units is weak in ccmparison
with the system in which all out-patient services are provided only at the
district general hospital, especially in view of the uncertainties surrounding

the key assumptions.” (page 4)

The report did reccgnise that there were possible medical and social
advantages associated with community outpatient units which in themselves might
be sufficient justification for the development of such units despite the weak
economic case. There was also an acknowledgement that there may be a number
of behavioural changes associated with community outpatient units for example
adjusted patterns of patients' requests for outpatient services and general
practitioner referral rates. Episode lengths for patients under treatment at
the community site could be shorter than those for patients at the district
general hospital. The team was unable to substantiate these possibilities
from evidence collected independently. For example, their assumption that
about 70 per cent of all outpatient attendances could be made locally at a
community clinic was based on the specialty mixes operating in the Health
Centres at Hythe (Hampshire) and Witney (Oxfordshire) coupled with the findings
of one small study (undertaken in Northern Ireland) viewing the general medicine
specialty l, (Wade and Elmes 1968).

In assessing the manpower requirements for a programme in England of units
serving communities of 10,000 persons or more within five to 10 miles of a
district general hospital, the number of consultant hours lost through
travelling to such outpatient units was estimated. The figure for additional
whole-time equivalent consultants deemed necessary to maintain the present
avérage was 140. The report was somewhat dismissive about significance of

this estimate - it represented an overall increase in consultant posts of

1 A two month study showed that had it been logistically possible, 85 per cent

of patients seen at a general medical outpatient clinic could have attended
a health centre for their consultation (Wade and Elmes ibid).
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about three per cent, though this would reach six per cent in some rural
areas, and it was of a similar size to the planned annual rate of growth in
consultant posts. (It was thought that if much of consultents' travel was
from the community e.g. home to the clinic rather than from the district
general hospital, then the estimated increase in posts may be as low as 70.)
There was no reflection about the effects upon medical training provisions
both undergraduate and 'in post', or the realities of consultant posts

being filled with whole-time equivalent appointments.

In reaching the estimate that the provision of local sessions could
represent an annual saving to the National Health Service of £1 million in
revenue costs, the only consultant costs taken into account were those of
time spent in travel - 'money' costs assessed at £3.67 per hour (1970 salary
scale). (The 'opportunity' cost was thought to lie between £5 - £10.)

The report concluded by indicating areas for further investigation to

reduce the uncertainties in their conclusions:

(a) episode lengths,

(b) unit costs of delivery of outpatient care,
(c) ambulance costs, and

(d) consultant travel.

Arthur Andersen & Co. suggested that by "establishing several 'before and
after' trials in cormmunities with identifiable and interesting patterns of
requirements forout-patient care, it should be possible to cbtain sound
data on many behavioural aspects which may affect the success of locel
sessions", (page 9.5). The costs experienced by individuals in the
community when attending alternative outpatient sites were not components

of the patient care event model. However this aspect of outpatient care is

being explored in depth by the Newcastle Medical Care Unit,

East Cumberland Qutpatient Survey (Glass 1972, 1973a, 1973b)

In the East Cumberland situation, the vast majority of outpatient
clinics take place at the district general hospital in Carlisle involving
for some patients living in the catchment area, journeys of over 40 miles.
Yet there are a number of small hospitals and health centres in the area
whichwould seem to be suitable sites for peripheral consultant clinics.
(Some orthopaedic surgery, gynaecology and psychiatry sessions were already

held locally in 1972,)
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"The problem is one of estimating the benefits and costs of changes

in the location of particular clinics. Some of the effects of .

alternative configurations of clinics will take the form of

changes in the length of time during which the patient is away

from his or her chosen activity. Doctors will substitute travel

time for "work" or "leisure" time or vice versa. Finally, since

much of the ambulance service is run by volunteers, the amount of

volunteer time required by the ambulance service may vary."

(Glass, 1973a)

The field work for the initial phase of the study was orientated
towards the utilisation of patients' 'time'. Apart from the base line data
assembled from the monitoring of all appointments and attendances at out-
patient clinics over one year for six selected specialties, case notes were
analysed to determine how much of the treatment supplied to patients necessi-
tated attendance that day at a district general hospital., Patients were
interviewed to determine their costs and those of accompanying persons when
attending the outpatient clinic. Topies covered in the schedules which
applied both toc the patients and accompanying persons, included occupation,
length of absence from work on the day of appointment, loss of pay on the day
of appointment, method of travel and journey distance, etc. Alsc patients

were asked to express preferences about altermative clinic sites.

The assumptions underlying the design of the patient schedules were
outlined in a paper by Glass (ibid). For example, in the travel time case,
he assumed that the utilities of the work situation per se, and the travel
process, were not significantly different. A wage figure was adopted as
the best estimate of costs regarding absence from work despite reservations
held by Glass about whether a large number of small reductions in random
absences from work would be related to marginal procduct estimates - was
there some sort of *'threshold’ effect on the production as well as the
consumption side. The problems of valuing the time of patients not in
gainful employment (housewives, children, the elderly) were not resolved in

the paper.

There was no intention in the Newcastle study to collect empirical data
about the utilisation of consultants' time., The proposal was to assume that
any extra travelling was done in the National Health Service's time - the
standpoint of Gruer (1972) and Arthur Andersen & Co. (1972} in their assess~

ments of the value of consultants' travel time.

L Research into the use of ambulances in conveying patients to outpatient
departments was carried out in 1970 in The London School of Hygiene and
Tropical Medicine - outpatient attendances in the vicinity of Bury 5t.
Edmunds. Also, the Architectural Association with the Operational
Research Executive of the National Coal Board have analysed outpatient
attendances in the vicinity of Swindon. (Arthur Andersen & Co. op cit)
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The summation of the findings from Gruer's study of the Scottish Border
Counties and those of the Newcastle Medical Care Research Unit's investigation
in East Cumberland, will throw much light upon the costs incurred by patients in
travelling from rural locations to outpatient clinics at alternative sites.
Consultants' time and 'money' costs expended in travelling to clinic sites too
will be better understood although the problem of estimating 'opportunity’ costs
is still to be resolved. However, information about the current national
situation in terms of the distribution of outpatient clinics at peripheral sites
according to specialties and attendance rates, which should have been a prerequisite
in the development by Arthur Andersen & Co. of a model of the outpatient sector,'
has continued to be lacking., The following section deecribes an attempt to fill

this gap..



3.1
SECTION 3

CONSULTANT OUTPATIERT CLINICS SITED OUTSIDE THE CONFINES OF DISTRICT
GENERAL HOSPITALS: A SURVEY TO ASSESS THEIR DISTRIBUTION IN ENGLAND IN 18972

Introduction

Support for consultant outpatient sessions being held outside the confines
of the district general hospitall (DGH) has been voiced from many quarters in
the past few years: by health care commentatorsz, general practitioners and
consultantsa, and professional bodiesu. Official sanction for the concept of
outpatient clinics in health centres was given in the National Health Service
Act, 1946 while the establishment of peripheral clinics or diagnostic centres
in general practitioner hospitals was mooted in A Hospital Plan for England and
Wales (NHS 1962) and reiterated in the Revision (NHS 1966). The committee of

the Central Health Services Council reporting on The Functions of the District

General Hospital {DHSS 1969) was more ambivalent; it suggested that the economies

of peripheral day hospitals and outpatient clinics required further study. A
memorandum from the Department of Health and Social Security (DHSS) in 1974
(DHSS 1974a) setting out the role and development of community hospitals, was
however, positive about the integration of outpatient clinics with inpatient
end day patient care for people not needing the specialised facilities of the

district general hospital.

Despite the general acceptance of the concept of 'community-based'consul-
tant outpatient clinics guidelines about the organisation and management of
these schemes have not been available although the demand for such from health
centre administrators was revealed by Demnis (1973). Further, the breadth of
the existing provision of decentralised consultant clinics in England has not

been fully documented. The British Health Centres Directory for 1973 (Brookes

1973) ﬁrovided relevant details for health centres only. It was this apparent
deficiency of a comprehensive assessment of the deployment of consultant services
in outpatient clinics based in health centres, group practices, other local
health authority premises (prior to April 1974), and general practitioner hospi-

tals which prompted this study.5

li.e. outside the units which comprise a district general hospital.
2e.g. Draper (1967), and the Office of Health Fconomies (197C).

3e.g. Marsh and Tompkins (1969), Malins and Stuart (1971), Fry (1873),
Norell (1974), and Scott et al (1975).

uRCP and RCGP (1972}, BMA (1870 and 1974). Note that these were not
policy documents.

5Evaluative studies of consultant outpatient clinics in the community were under-
taken by Carstairs and Skrimshire (1968}, Gruer (1972), Arthur Andersen & Co.
(18972), and currently by the Medical Care Research Unit, University of Newcastle-
upon-Tyne (Glasz 1973a).
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The aim of the study was to develop an overview of current practice

based on existing routine records in order to see the extent to which certain

key questions could be answered. Tt was thus intended to:-

1. estimate the number of consultant outpatient attendances at elinics
decentralised from the confines of district general hospitals throughout
Englend in 1972,

2. learn of the specialties which held sessions in such clinics in the
hope of providing some elucidation of the question about the specialties best

suited for decentrelisetion,

3. collect information about the types of premises in which decentralised

clinies were held,

4., distinguish between authorities administering these consultant out-
patient clinies - regional hospital boards, school health services and local
health authorities, (for there may be variations in average episode lengths
per patient in clinics in the same specialty but serving differing categories

of patients), and

5. observe if there were any marked differences in ratios of total/new
outpatients between firstly, the total outpatient attendances for England
in 1972 and the decentralised attendances, secondly, types of peripheral
premises and thirdly, total attendances and decentralised attendances within
selected specialties. (The ratio total/new outpatients was used as a crude

indicator of episode length.)

Additionally, since the data were collected from the regional hospital
boards it enabled an assessment of inter-regional variations in the provision
of consultant outpatient clinics at peripheral sites, and the discovery of
anomalies in individual regional hospital board’'s collection and presentation

of relevant statistiecs for 1972.
Method

In FPebruary 1974, a letter was sent to each of the 14 Regional Hospital
Boards (RHBs) in England, requesting informetion about their consultant out-
patient clinics held in general practitioner hospitals, health centres and
other local authority premises for 1972. A number of considerations governed
the decision to approach the RHBs. The routinely collected data providing
such information encompessed mainly SH3 returns plus annual returns from some

school health service and local health authority clinies. SH3 statistics

1
atric hospital, etc.) which is administered separately. Detailed by depart-

Forms SH3 are returned annually for each unit {(hospital, home, hostel, psychi-

ments are annual numbers of patients (e.g. inpatients, outpatients, day patients),
bed availability and occupancy rates, inpatient waiting lists, outpatient clinic
sessions, ete.
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should have been available from three sources, for prior to 1974 Hospital
Management Committees (HMCs) and Boards of Governors (BGs) in England adminis-~
tered the collection of SH3 returns and submitted copies to the relevant RHBs
and the DHSS Statistics and Research Division. (There was though no statutory
requirement for this to be carried out.} A survey of HMCs was discounted as
their dissolution was imminent with the Reorganisation of the Nationmal Health
Service. The DHSS Statistics and Research Division was not approached as it
was felt that they would probably have had difficulty in identifying the types
of peripheral units in which outpatient clinics were held. After discussions
with representatives of the statistics divisions of two RHBs about the feasi-~
bility of obtaining such data, it was decided to contact the 1% Boaprds in
England, although the timing of the requests was unfortunate in view of the
administrative upheaval created by the Reorganisation. However the response

was satisfactory.

The year 1972 was chosen as it was the most recent one for which RHBs
would have comprehensive records. (The date set by the DHSS for completed 1973

SH3 returns from HMCs/BGs was 31 January 1974, only a few days before the
survey commenced. )

The letters were addressed personally to the Senior Administrative Medical
Officer (SAMO), or where appropriate the acting SAMO, who passed the request to
the relevant department. They were asked to supply:

names and addresses of general practitioner hospitals, health centres
and other local authority premises in their region, where consultant

outpatient clinics were heild in 1972,

to indicate for each site, the specialties holding clinics and on
whose behalf, and

to provide for each specialty, the number of sessions held in 1972,
the number of new outpatients and total outpatient attendances at each
site in that year.

Multiple copies of an outline pro forma were supplied with an accompanying note

asking that if it were more convenient to supply the data on SH3 forms or any

other format, to do so. Many regions chose an alternative format (see Table 3.1).

Outpatient definitions applying to Form SH3 and relevant to this enquiry are:

"OQut-patients are persons attending on a non-residential basis for minor
treatment, advice, consultation, etc. ...veaveds”

"A "new out-patient” is one whose first attendance of a continuous series
at a clinical out-patient department for the same ailment (or whose single
attendance if only one is needed) falls within the year under review."
(Notes on Form S.H.3 for 1972, DHSS 1371la).
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However, a person attending different departments whether for the same or
different ailments counts as a separate new outpatient in each department.

A continuous series can only be terminated by discharge or death, but it

can be broken by treatment =s an inpatient or day case. If a patient re-
attends after being discharged even for the same ailment, he is counted as

o new outpatient. But a patient who attends. an outpatient department for
follow-up after a direct inpatient edmission is counted as an old outpatient.
For sessions the figures required are those of the annual number of sessions
held (not merely scheduled) by or on behalf of one consultant, Senior Hospital
Medical or Dental Officer, while clinies are the sites at which the sessions

are underteken.

SH3 returns have been subjected to criticism. Carstairs and Skrimshire
{1968) described the outpatient terminology as being "essentially concerned
with the load on the service" rather than reflecting communities' demands. They
described the approaches to operational definitions adopted in some research
studies. Morris et al (197l) were critical of both the deseriptions for SH3
purposes of particular departments, and the policy of classifying as new
patients inter—departmental transfers, in particular accident and emergency

cases passed to orthopaedic surgery departments.

Response

All the regions replied., Statistics of variasble comprehensivepess were
submitted by 11 Regional Hospital Boards/Regional Heelth Authorities (RHAs),
two (Birmingham RHB and Northern RHA, formerly the Newcastle RHB) supplied
details for general practitioner hospitals only, while the East Anglien RHA
regretted that they did not have detailed information on this matter collected
routinely. Details of the response are presented in Table 3.1.

Results

The incoming regional statistics were classified in two ways:l

(a) by types of premises in which the elinics were held, i.e. general
practitioner hospitals, health centresz, and ‘clinic premises’
administered by hospitel authorities, local health authorities and
the school heslth service, and

(b) by specialty.

lThe coded data was proceased using a computer programme, CONSTAT, developed
by Mrs. Elizabeth Oxborrow at the University of Kent at Canterbury.

2Those qualifying under Part IIT, Section 21 of the National Health Service

Act, 19L6.
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Although details relating to 'clinic . premises' administered by hospital auth-
orities (e.g. chest and venereal diseases clinics) were not requested, many
RHBs included statistics for such in their returns and these were not screened
out. The address of each was checked against entries in the 1972 Hospitals

Year Book {(Chaplin 1972). In all but a few instances these clinic addresses
were different from those of local hospitals.l Admittedly, scme of these
clinics may have been in close proximity to a DGBH - a possibility equally likely
of health centres and the other types of 'clinic premises', Some statistics
relating to peripheral clinics undertaken by consultants based at teaching
hospitals were included in the data; these have not been omitted because

of problems of identification.

The analysis has done no more than indicate broad patterns. and caution
must be borme in mind when interpreting the tables because of the inherent
difficulties in the data as will be highlighted in the examination of the
results. Since the data applied to hospital regions prior to Reorganisation,

the regions have been identified throughout the analysis by their RHB titles.

1. The number of consultant outpatient attendances at clinics decentralised

from the confines of district general hospitals throughout England.

In 1872 approximately six per cent of new ocutpatients in England, and five
per cent of all attendances were recorded at outpatient cliniecs in peripheral
units. These figures represented nearly half a million new patients and over
one and a half million total attendances - old and new patients combined;
converted into rates per 1,000 population 1972, they worked out at about 11 for

new patients and 36 for total outpatient attendances.

2, Specialties holding decentralised clinics

Ophthalmology was markedly the most widely dispersed specialty being recorded
in 329 units over 13 regions, so that in all, about nine per cent of all ophthal-
mology outpatient attendances in 1872 were in decentralised units. These figures
of course did include school health attendances. The next most frequently found
specialties were orthopaedics, child psychiatry and general surgery, the numbers
of units being 179, 165 and 161 respectively, see Table 3.2. There were only 91
units accommodating consultant obstetrics clinics compared with 140 for gynaecology
although the total outpatient attendance rate per 1,000 population in obstetrics
in 1972 was more than double that for gynaecology. Some gynaecology returns for
peripheral units incorporated obstetric patients who were not identified as such.

J'See footnote 1 page 3.5
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However since the obstetric data included local health avthority sessions under-
taken by clinical medical officers and midwives it was not possible to Ffully

assess the extent of ante natal care profferred in decentralised clinics.

Diseases of the chest had the largest number of outpatient attendances at
peripheral sites - 402,895 comprising almost one-third of the total chest
attendances in England in 1872. This was not an unexpected finding in view of
the antecedents of chest clinics®. Decentralised child psychiatry attendances
amounted to half of the total attendances in this specialty, while the venereal
diseases figures recorded at 19 peripheral units formed almost one-tenth of all
such attendances for that year. (Some peripheral clinics in this specialty

were known to have been omitted from the RHBs' returns.)

3. Types of premises in which decentralised clinics were held

(a) General practitioner hospitals It was not considered feasible to

furnish the RHBs with a precise definition of a general practitioner hospital,
because of the ambiguities surrounding the termg. It was left to the individual
boards to provide their own interpretation of the term and there was comment from
only one about the definition applied. Returns from the South East Metropolitan
RHB included only those hospitals where the number of occupied bed days in
general practitioner specialties (medical, maternity or dental) was more than

50 per cent of occupied bed days for the whole hospital in 1972, (A few non-
general practitioner hospitals were identified in the RHBs' returns; these were
screened out as were outpatient attendances classified on SH3 forms as General

Practitioner Maternity or General Practitioner Medical.)

lUnder the National Insurance Act of 1912 local authorities building tuber-
culosis dispensaries were able to claim four-fifths of the costs (Abel-Smith
1964), By 1948 many of these dispensaries had developed into chest clinies’

dealing with a wide range of broncho-pulmonary diseases but were usually geographi-

cally and administratively separate from general hospitals. Thus at the end of
1963 there were 175 chest clinics in England and Wales not in the curtilage of
hospitals and administered separately by Hospital Management Committees

(MOH 1968).

2Robinson (1973) drew attention to the problem.

"A precise definition of a 'cottage” hospital (general practitiocner hospital)
is not easy: the relevant elements usually appear to be size (almost always
falling into the 1-50 beds category); existence before the "appointed day"
(5th July, 1948); a separate structure and administration; the acceptance of
acute admissions not requiring isolation facilities; the intended absence of a
high proportion of long-stay cases; contact with visiting consultant staff who
are not based primarily at the hospital; absence of resident junior medical
staff; and the right of some (if not all) local general practitioners to admit,
treat and discharge their own cases, this right relating to a majority of the
occupied bed days in each year.'" (page 12)
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Two hundred and thirteen general practitioner hospitals in 13 regions were
identified as accommodating consultant outpatient clinics (Tables 3.3 and 3.7),
the average number of specialties per hospital was five. (The means for most
of the individual hospital regions ranged between five and six.} However, 20

general practitioner hospitals each housed 10 or more specialties.

General surgery was the specialty most often found in general practitioner
hospitals - 155 in all, and the average frequency of the sessions was once
weekly. This scheduling frequency was matched by many of the specialties sited
in the hospitals. see Table 3.3. The imbalance between gynaecology and obhstet-
rics was even more marked within these units; 63 per cent accommodated gynaecology
while obstetrics was held in only 27 per cent. The other specialties found in
nearly half or more of such hospitals were general medicine (120 units) and

orthopaedics (105 units).

(b) Health centres Only 44 health centresl in 11 regions appeared in

the REB returns to be sites of consultant outpatient clinics (Tables 3.3, 3.4
and 3.8) and yet by the end of 1972 there were in all 364 health centres in
England (DHSS 1974b). It is probable that the data from the hospital boards
were under-representative of firstly, the total number of health centres
attended by consultants, and secondly, the full range of specialties offered.

There seemed to be two main reasons for this situation.

(i) The DHSS did not request the submission of individual SH3 returns from
decentralised premises in which consultant outpatient sessions were
held. The 1972 SH3 Notes (DHSS 197la) stated that an HMC or BG need
not make separate returns for clinics which were under the control of
a single hospital. So in such cases one combined return should have
been made. If a peripheral clinic was sited in a neighbouring hospital
group then the administrative responsibility for the return lay with
the HMC/BG controlling that hospital group. There was no specific
reference in the Notes to peripheral clinics sited in local health
authority administered premises, e.g. health centres. Thus in some
instances workload data for peripheral clinics were incorporated in
the returns of the hospital departments to which the consultants under—

taking the sessions were attached. This meant that the RHBs were unable

to identify the statistics relevant to these decentralised clinic premises.

lIncluded was the Nuffield Health Centre at Witnmey in Oxfordshire, financed by
the Nuffield Provincial Hospitals Trust, whose statistics were obtained separ—
ately, (Pleydell 1972) and a premises at Maltby in Yorkshire which the Trent RHA
classified as a health centre (a general practitioner had his surgery in the
build%ng), but was not recognised as a Section 21 unit in the DHSS list (DHSS
1974b).
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(ii) Problems were encountered in classifying health centres in the sub-
mitted returns because RHBs tended to describe units by their admin-
istrative titles, School Ophthalmic Cliniec, Orthopaedic Clinic, efc.,
and in the majority of cases the only address given was the town.
Occasionally specialties held in the same building were listed as
being in separate premises. A further complication in the categorising
arose from local authority premises being described by the nomenclature
of 'health centre!' l.

A validation procedure2 identified six health centres not described as

such in the returns or accompanying directories, while 33 units described as
health centres were found to be in premises which did not accommodate general
practitioner surgeries. Some health centres sited in the grounds of general
practitioner or acute hospitals, housed certain consultant sessions which were
previously held in the adjacent hospitals. In two such cases, the returns
submitted by the relevant RHBs attributed the sessions to the hospitals.

It had been hoped that the health centre data supplied by the regions
would complement the inventory in the British Health Centres Directory
{Brookes 1973). Table 3.4 lists health centres identified from the returns

of 11 RHBs plus the specialties in which consultant sessions were held. Also
listed for each centre are comparative details from the Directory as regards
services and administering bodies be they local authorities (LAs) or RHBs.

There are discrepancies in the table. Either specialties appeared in the
regions' data which were not in the Directory, or more often, there were addi-
tional specialties listed in the Directory. Personal communication occasionally
revealed extra specialties in health centres in 1972 which were not apparent in
either source. Further, 17 health centres providing RHB services in 1972 and
sited within regions who submitted supposedly comprehensive peripheral out-
patient data, were listed in the Directory (and in the table) but were unidenti-

fiable in the regional returns.

The variations between the two sources are probably for the most part
attributable to the differing methods of collecting the base data. The general
problems in the regional hospital boards’ data are amplified above. The inform-

ation for the Directory was provided by the medical officers of health for the

lThis was possible since Part III, Section 21 of the National Health Service
Act, 19u6, enabled the term 'health centre' to be applied to premises serving
a breadth of purposes, see page 3.15.

2This involved checking all non-hospital entries against three inventories
(Brookes 1973, Trent RHA 1974, and DHSS 197ub), followed where necessary by
telephone calls to individual premises.
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local health authorities of England, Wales and Northerm Ireland, and was that
attaining on 31lst March, 1972. Data about the Scottish health centres was
gathered from the Scottish Home and Health Department plus other agencies. The
medical officers were sent a list of health centres in their administrative
areas (compiled from an earlier directory,Curwen and Brookes, 1971) and they
were requested to check and amend the entries, but often this task was delegated
to other staff, (Brookes 1974). They were instructed that where consultants
undertook sessions in health centres, the relevant specialties administered by
RHBs be listed separately from those of the school health service. The pub-
lished Directory identified for each health centre the hospital board
specialties (RHR) but in the other category, LA, there was no distinction
between school sessions undertaken by consultants and sessions staffed by non-

consultants such as psychologists engaged in child guidance.

(c) 'Clinic premises’ Included in the category of 'clinic premises'1

were chest clinics, special treatment clinics (venereal diseases), presumed
to be administered by hospital beards, plus local health authority clinies
(primarily obstetrics), and school health clinics - child psychiatry, ortho-
paedics, ophthalmology, and ear, nose and throat. Analysis according to
specialty only seemed relevant as the composition of this category was so
diffuse regarding origins of patient referrals, and age of patients (Table
3.3). In all 57 per cent of attendances at peripheral sessions were to

‘clinic premises'.

In terms of total numbers of units, the ophthalmology specialty predemin-
ated being found in 236 'clinic premises'. Most of these clinics and those
of child psychiatry, the second most frequent specialty so sited (1u4 'clinic
premises ‘), would have been administered by local education authorities.
(Overall, there were 498 child guidance clinics in England and Wales in 1972
(DES 1974), but what proportion of these was staffed by consultant

psychiatrists is not known.)

Chest diseases and venereal diseases, although concentrated in far fewer
of these units (63 and 14 respectively) had intensive session scheduling; the
mean per clinic being seven sessions per week for chests and nine in venereal
diseases (a consequence perhaps of the open access policy regarding patient

self referrals in this specialty).

li.e. buildings which did not accommodate general practitioners' surgeries
or inpatient facilities.
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4. Authorities administering consultant outpatient clinics

It was hoped that the survey might show the proportion of consultant out-
patient clinics outside district general hospitals which were held on behalf
of local health and education authorities. These would have been staffed by

consultants under arrangements with regional hospital boards.

The medical manpower inputs to local government medical services were
surveyed by Warren and Cooper (1967). In April 1967 983 specialists employed
by regional hospital boards in England were working on a sessional or part-time
basis for local authorities. Ophthalmologists working for the school health
service, chest physicians and psychiatrists (child guidance) comprised two-
thirds of these appointments. By 1972, local education authorities in England
employed under arrangement with hospital authorities 251 part-time and 19 full-
time psychiatrists (DES 1974).

There was no requirement for notification to the RHBs by school medical
officers of SH3 statistics or equivalent from consultant clinics under their
jurisdietion. School medical statistics were submitted to the Department of
Education and Science (DES). Likewise local health authority clinic returns
need only have been supplied to the DHSS. This situation then probably explains
the poor response by the regional hospital boards to the request for information
about the administration of the community-based outpatient clinies. Only two

regions, Oxford and Liverpool, indicated the sponsorship of their clinies.

5. Ratios of total/new cutpatients as indicators of episode lengthl

The overall ratio for 13 hospital regions of total/mew patients at peri-
pheral consultant outpatient sessions in 1972 was 3.4 compared with 4.2 for all
outpatients in England in the same year. It represented almost one less attend-
ance in each peripheral episode and the characteristic of shorter episode
lengths was evident in some measure in all 13 regions (Table 3.5). The ratios
for general practitioner hospitals, health centres and 'clinic premises' for
the combined regions was also lower than that For all outpatients in England,
the general practitioner hospitals having the lowest average total/new ratio
of 3.0, see Table 3.3.

Within individual specialties the same pattern emerged. Only child psy-
chiatry and adult psychiatry were exceptions - Table 3.2. These findings must
though be treated with some caution. Account could not be taken of variability

in case mixes at the differing sites. Screening by either general practitioners

lThese are ratios of attendances within a 12 month period. Many episodes could
have commenced prior to 1972 and others finished after December 31, 1972.
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or consultants may have meant that urgent or more complicated cases with longer
episode lengths were directed to the fully equipped general hospital, while
referrals for advice only, and patients needing less frequent follow-up were
channelled to the decentralised clinics. This may well be the practice in
general surgery and general medicine, as the ratios for total/new outpatients
in these two specialties were lower at all types of peripheral sites than for
England as a whole. Many of the decentralised sessions in ophthalmology and
orthopaedics were held on behalf of the school health service and this factor
may have had a weighting effect in favour of shorter overall episode lengths if,
relatively short outpatient episodes were a characteristic of school children
(or chronic cases were channelled into the outpatient departments of acute

hospitals) - see page 3.18.

The two specialties, child psychiatry and adult psychiatry, with slightly
longer average episode lengths for peripheral sessions as compared with the
national attendances, were typified by relatively extended episode patterms.
The finding for child psychiatry was noteworthy since more than half of the

total attendances in 1972 were at decentralised clinics.

6. Inter-regional variations

There was a wide variation in the overall numbers per regionl of premises
accommodating decentralised consultant outpatient clinics (that is amongst the
11 regions who submitted reasonably comprehensive data), from 122 units in
Sheffield to 31 units for Leeds, (Table 3.5). General practitioner hospitals
with consultant cliniecs were noticeably more numerous in the South Western
region (61 hospitals with a mean number of specialties of 5.5)2; for most other
regions the number of such units ranged between 12 and 21 (Table 3.6). As
regards health centres identifiable in the returns, there was a very low level
of provision in all regions except Sheffield with 16 centres housing consultant
outpatient clinics (Table 3.7). This region also contained the largest number
of 'clinic premises' with similar services (90), but was closely followed by
North West Metropolitan and North East Metropolitan containing Bl and 78 'clinie

premises' respectively, as can be seen in Table 3.8.

lThe boundaries of the regional hospital areas for England prior to April 1,
1974, were detailed in Health and Personal Social Services Statistics for
England 1974. (DHSS 1974d)

2 reflection no doubt of a historical proliferation of cottage hospitals to
meet the needs of a geographically dispersed population served by few major
centres. (The hectare/population ratio in 1971 for the counties of Cornwall
and the Isles of Scilly, and Devon of 0.93 and 0.75 were considerably in
excess of the ratio for England and Wales, 0.31, OPCS 1972, 1973a, 1974a,)
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To overcome the problem of differentials in the population distribution
between regions, attendance rates per 1,000 1972 population were calculated,
see Table 3.9. The South Western RHB had the highest rate per 1,000 population
of new patients at peripheral outpatient sessions (25.7), followed by the
Wessex RHB (20.3), and North East Metropolitan RHB (17.6)., In terms of total
attendances at peripheral units, the Wessex RHB appeared to exceed the South
Western RHB in its provision per 1,000 population (71.4 and 70.2 respectively)
but the statistics from the latter region did not incorporate child psychiatry
which could have made a difference since in the overall 1972 fipgures, attend-
ances in this specialty comprised seven per cent of the total peripheral attend-
ances. A related calculation of units per 1,000 1972 population produced a
similar ordering of the regions; North East Metropolitan, South Western and
Wessex averapged one peripheral unit per 3% - 36,000 persons followed by
Sheffield (38,000), and the remaining three metropolitan regions (42 - 50,000)}.

Generally, the regional variations in average peripheral episode lengths
(that is the ratios of total/new outpatients for decentralised sessions, Table
3.5), did not seem to be marked. Among regions with reasonably comprehensive
data, the lowest ratio applied to South Vestern but the absence of child psy-
chiatry (which was characterised by relatively extended episode patterms) in
the statistics for that region, plus a predominance of general practitioner
hospital clinics which had the lowest overall total/new outpatient ratio, may
have been the explanation. In contrast, in the returns of the two regions with
the highest ratios, Oxford and North %est Metropolitan, this specialty, i.e.
child psychiatry accounted for 25 per cent and 13 per cent respectively of the

total attendances compared with the mean for all the regions of seven per cent.

7. Anomalies in the regional statistics

Many of the anomalies in the regional hospital boards' presentation of out-
patient statistics relating to decentralised clinics have already been cited, and

these are summarised in Table 3.10.

It would appear that many of the Regional Health Authorities (RHAs) in
1974 were aware of the problems in accounting for peripheral outpatient premises.
In November 1973, a NHS Reorganisation Circular, HRC(73)38, (DHSS 1973a)
requested that the shadow RHAs in consultation with Area Health Authorities
(AHAs) and Joint Liaison Committees as appropriate, identify all hospitals, day
hospitals and HMC/BG clinics for which separate returns for accounting, statis-
tical or any other purposes would be completed after 1 January, 1974. (This

- . . .1 - . . s
was not an administrative guideline™, merely a listing of institutions.)

lThe relevant circular here was HRC(73)27 (DHSS 1973b).
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These institutions were to be classified into Broad type codes - O or 1

(hospitals), 2 (day hospitals), 3 (former HMC/BG clinics), and for codes 0 or
1 further two-digit numbers indicating detailed description, e.g. acute,

maternity, were to be allocated. However, the RHAS were to bear in mind that

"wherever possible hospital premises and HMC/BG clinics which are administered
as an entity should be given one number only", (HRC(73)38) - a reminder of the
convention applied in the completion of SH3 returns. (Codes to identify former
local health authority clinics, school health service clinies, health centres,
etc. existed but allocation re inclusion in these lists was optional for the
regions. However, digits identifying general practitioner hospitals were

absent.)

The consolidated lists subsequently compiled by the DHSS Statistics and
Research Division highlighted the compilation difficulties experienced by some
RHAs. Enclosures and corrigendas became necessary to supplement the original
listings from some regions if only to take account of new or redesignated
units. Moreover, interpretation of the catepories, notably code 3 HMC/BG
clinics varied (DHSS 197uc). The Trent RHA in their Directory (Trent RHA 1974)
described Broad type code 3 as 'former HMC/BG clinics-consultant services';
that is, clinics in which consultant outpatient sessions were held (prior to
Reorganisation) be they on behalf of the regional hospital board, local health
authority or school health service. In the DHSS consolidated lists this con-
vention seemed to have been followed by many regions, but the entries for
Yorkshire and North East Thames RHAs included many more HMC/BG clinics than
were indicated to our study as having consultant sessions in 1972, some of the
additional entries being school health clinics and special schools. Thus the
difficulties experienced in the South Vestern region were probably typical

for most other regions:

"Where sessions are carried out by consultants in health centres or
other Local Authority premises we would normally expect to receive an
SH3 return .... Some such sessions have obtained for a number of years
and it is not altogether clear on whose behalf they are carried out.

In attempting to meet the requirements of Circular HRC(73)38 we are
continuing to try to clarify the situation.”

(N.A. Dent 1974, Personal communication}.

Summary of results

The purpose of the study, to gain an overview from existing routine records
of the current situation in the decentralisation of consultant outpatient
clinics from district general hospitals, was achieved. At least between five
and six per cent of the new patients and total outpatient attendances in England

in 1972 were seen at peripheral clinics. Nearly three-fifths of these



3.14

attendances were to 'clinic premises' administered by hospital authorities,
local health authorities and the school health service, and most of the
remainder were at sessions held in general practitioner hospitals. Even
allowing for the incompleteness of the data, wide variations were evident in

the inter-regional provision of accommodation for decentralised clinics - the
South Western region's total encompassed 29 per cent of the general practitioner
hospitals, while one-third of the relatively few health centres with consultant
outpatient clinics identified in the returns were in the Sheffield region.
Comparisons between the inventory in the British Health Centres Directory

and the health centres list extracted from the RHE returns merely highlighted

inconsistencies between the two Sources.

The endeavour to distinguish between authorities administering the consul-
tant outpatient clinicswas thwarted because of the lack of identification pro-
vided by the regional hospital boards, and this influenced the interpretation
of the data relating to specialties. Ophthalmology was sited in more than 300
decentralised units but it could only be assumed that the great majori;y of
attendances were made by school children because four-fifths of the clinics
were sited in premises other than general practitioner hospitals and were
usually labelled 'school eye' clinics. Of those specialties found in general
practitioner hospitals (and therefore were more likely to be catering for family
doctor referred patients), general surgery clinics were held in 73 per cent of
these hospitals, gynaecology clinics in &3 per cent and general medicine clinics
in 56 per cent. The crude indicator of episode length (i.e. ratio of total/new
outpatient attendances) suggested that decentralised outpatient clinic episodes
in all three types of premises and in all specialties excluding child and adult
psychiatry, were on average shorter than the overall ratios for England in 1972,
However, account could not be taken of variabilities in case mixes within
specialties at differing clinic sites. What then are some of the implications

of these findings?

Discussion

The general concept of health centres in which are gathered the health
services of districts, with the medical staffing by general practitioners, and
consultants and specialists visiting, was mooted in 1920 by The Consultative
Council on Medical and Allied Services (the Dawson report, MOH 1920)1. Twenty-
two years later a Medical Planning Commission of the British Medical Association

reporting on a number of issues including group medicine and health centres,

lThese were the primary health centres veferred to in the report.
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considered that the services available in a 'standard form' of health centre
might include the attendance of some specialists (Medical Planning Commission
1942). The Commission was more specific about the needs of the practitioner

serving a sparsely populated rural area:

"The rural practitioner ... needs a consultation centre: for example,
an arrangement by which consultants in different branches of medicine
would come to the area periodically to hold sessions to see patients
presented by the practitioners.” (BHY, Jume 20 1942, page T50).
The provision of health centres was seen by this body as an official part
of a regional authority's comprehensive medical service, the building being

provided or approved by that authority.

The National Health Service Act, 1946, embodied this principle of
health centres provided by local health authorities in which a range of facili-
ties be made available including the services of specialists or other services
provided for outpatientsl. However, the momentum in the development of health
centres in England was slow to build up - 17 were opened between 1349 and
18963, 166 between 1964 and 1970, while during the years of 1971, 1972 and
1973, the new units numbered 83, 94 and 104 respectively (DHSS 197ub). Even
tardier was the proliferation of health centres incorporating consultant out-
patient clinics for the provision of such was only found in the survey data

in about 12 per cent of 364 centres in England at the end of 1972.

In many of the health centres where consultant clinics were undertaken on
behalf of regional hospital boards prior to Aprii 1974, the RHBs would have
negotiated for accommodation when the centres were designed and this they
subsequently rented from the local health authorities. Regional board policies
differed with regard to health centre involvement (see Table 3.4) but the
reasons have not been documented. It is known, however, that some experiments
of consultant clinics in health centres lacking supporting diagnostic facilities
have been viewed favourably by participating hospital clinicians (as detailed

in Table 1.1). ¥ith Reorqmnisation nnd tho trnafer

lPart III Section 21 in the National Health Service Act, 19u46 directed that:

"It shall be the duty of every local health authority to provide, equip,
and maintain to the satisfaction of the Minister premises, which shall
be called "health centres'', at which facilities shall be available for
all or any of the following purposes:-

(a) for the provision of general medical services ... by medical
practitioners;

(b) for the provision of general dental services ... by dental practitioners:

(c) for the provision of pharmaceutical services ... by registered
pharmacists;

(d) ... services which the local health authority ... provide;

(e) for the provision of the services of specialists or other services
provided for out-patients under Part II of this Act; ...’

(National Health Service Act, 1946).
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of health centre planning and administration from the local government health
authorities to the NHS, coordination in the design of future centres to accom
modate almost all the services envisaged in the 1946 National Health Service
Act, plus any diagnostic equipment seen to be necessary, should be much more
feasible. (The Scottish Home and Health Department was in 1974 considering
the inclusion of x~-ray departments in all health centres serving a population
of over 30,000, Barber et al 197%.) An additional consideration is that out-
patient departments are becoming overcrowded in some district general hospitals.
Where expansion prospects are dimmed because of planning cutbacks, health
authorities might well be forced to seek alternmative accommodation in premises
such as health centres, clinics previously under the control of local héalth

authorities and general practitioner hospitals.

The memorandum on community. hospitals (DHSS 1974a) called for outpatient

facilities to be provided in community hospitals.

""At present most out-patient work is done at the district general
hospital. While expensive equipment and supporting facilities should
not be provided at community hospitals, it would be valuable for
consultants to hold appropriate cut-patient clinics there and suit-
able facilities should be provided. This will be more convenient
for the patients and will also provide useful opportunities for case~
conferences and other contacts hetween consultants, general pract-
itioners and staff in other professions concerned in primary health
care and hospital work.” (page 8)
The responsibility for planning these units was attributed to the District
Management Teams and Area Health Authorities in consultation with the Joint
Consultative Committees. The document recognised that not all community hosp-
itals would have the same functionsl, and that they would vary in size and
location. Some local hospitals were considered to be adaptable but many exist-
ing hospitals were seen to be unsuitable because of siting or other reasons
{unspecified) and it was essential that these should be closed so that the

resources they used could be redeployed.

lThe services and facilities considered appropriate to community hospitals in
the memorandum, ranged widely: certain general medical and surgical services
for general practitioner cases, preconvalescent transfers and outpatients,
continuous on-call medical cover including the treatment of minor injury
cases, dental care for inpatients and outpatients, geriatric facilities for
inpatients post assessment at the DGH, serviges for elderly patients with
dementia, ante natal and post natal facilities, selected services for the
physically and mentally handicapped and rehabilitation.
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In guiding health authorities in the planning of community hospital ser-
vices particularly with regard to the retention of existing hospital services
the memorandum advised that they '"should consider carefully the implications
for capital and revenue expenditure and the efficient use of manpower'.

was no reference to the 'needs' of the community as a variable.

There
The regional
hospital boards' data showed that in 1972 more than half of the approximately
400 general practitioner hospitals scattered throughout England were offering
consultant outpatient services as well as inpatient facilities to their support-
ing communities. (Many of the general practitioner hospitals lacking clinics

in 1972 were maternity units rather than acute hospitals.) There was of course,
an uneven distribution of such units with outpatient facilities. The Liverpool
RHB had only one while in the South Western region the number was 61. The
average number of specialties to be found in these units was five ~ the indivi-

dual means for 10 of the regions ranged between five and six. If in the com

pletion of a national network of community and district general hospitals, many
existing hospitals are closed, then will some communities be deprived of peri-

pheral outpatient facilities that are at present meeting local "needs'?

Which specialties then seem appropriate for decentralisation to peripheral
clinies? The DHSS memorandum on community hospitals (DHSS 1974a) did not offer
guidance as to which of the 'major'specialties in terms of total attendances

(apart from ante natal and post natal clinies), would be most suited for

commumnity hospital accommodation. (Reference was made though to geriatrics,

mental handicap,mental illness and dentistry.) The Sub-committee (chaired by
Harvard Davis) reporting to the Standing Medical Advisory Committee on the
organisation of group practice (DHSS 1971b), and Norell (1973) considered the
specialties most suitable for decentralisation were general medicine, derma-
tology, psychiatry, paediatries, obstetrics and gynaecology, and some aspects

of geriatrics, although the criteria on which their judgements were based were

unspecified. Fry (1973) also felt that there was a strong case for getting

paediatricians, psychiatrists, obstetricians, gynaecologists and general
medicine physicians into the community.

The specialties most commonly found in the general practitioner hospitals
were general surgery, gynaecology and general medicine, (155, 134 and 120
units respectively), followed by orthopaedics and ear, nose and throat.

Yet

general surgery was not included in the lists of the authors cited above. These

hospital general surgery clinics averaged one session weekly with mean sessional

attendances of 7.4 new patients and 19 total attenders. In health centres,

apart from ophthalmology and child psychiatry there were no preponderant
specialties.
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In the overall 1972 peripheral returns ophthalmology wasa the specialty
found in by far the greatest number of individual units, indeed alnost double
those of the next commonest specialty, orthopaedicas. Yet neither ophthalnology
nor orthopaedics were reconnended by any of the cormentators cited above,
Predoninant in the 1972 ophthalnology statistics for peripheral seassions weré
returns fron school health clinice and this probably accounts for the seening
oversight regarding the potentiality of this specialty for decentralisation,
and it might also apply for orthopaedics,

It nay well be argued that the school eye peripheral clinics are somehow
different fronm hospital based clinics in that less sophisticated equipnment is
utilised, children with conplications are transferred to hospital clinies, and
generally, less severe disorders are treated in this nedical area. Such views
are not supported by sone adninistrators of school health services (Lindon
et al 1975); they feel that consultants can expect to be provided with an
adequate range of equipment, and that relatively few children are asked to
present at hospital clinics after initial assessment by the consultant at a
peripheral site, Further, it is considered that children (who will probably
have been already twice screoned before referral, by the school health nurse
and by the school nedical officer or goneral practitioner) attending peripheral
clinies receive a ‘'high' standard of nmedical care., They will almost always be
seen by the consultant assisted only by a nurse whereas in the hospital, dele-
gntion of the case to 2 Junior clinician is quite likely especially for follow-
up attendancesl. In addition, six monthly check-ups are nore rigorously
encouraged by school health clinic staff.

An evaluative study of the school eye clinics in the Northanpton area
did though cast some doubt upon whether the local resources were being put
to the nost efficient use (Ingram 1973). Over a pericd of one year 45 per
cent of 327 new child patients seen in the school clinics were found to have
squint and/or refractive errors requiring priority attention, 26 per cent

lThere were 320 part-tinme and five full-time ophthalmic specialists staffing
the school health service in England in 1972, but the proportion who were
not consultants was unstated {DES 1974). This was thought to be

snall (Lindon et al 1975).
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did not have an ocular defectl. while 29 per cent were diagnosed as having
uncomplicated myopia. It was this latter group which it was felt could be
adequately treated by ophthalmic opticians or ophthalmic medical practitioners

s s . s 22
so not requiring the attention of a consultant ophthalmologist™.

The difficulties experienced in obtaining comprehensive peripheral
clinic statistics from the 14 regional hospital boards in England, coupled
with the problems of interpretation served to highlight generally the complex-
ities prior to 1974 of amassing on a regional or national basis workload
statistics spanning the breadth of the health care system (e.g. consultant
services provided in hospitals, local health authorities and the school health
service). The potential value of medical information systems as a tool in the
planning of optimum health care is widely acknowledged - see for example
Benjamin (1971), Bodenham and Wellman (1972), and Alderson (1973a and 1974).
Hospital Activity Analysis (HAA) is an integral part of the National Health
Service information system although many problems in itse development remain to
be solved particularly if it is to encompass both inpatient and outpatient
workloads in the future. There are current research programmes developing
outpatient monitoring systems. The Sheffield RHB (later Trent RHA) in con-
junction with the DHSS commenced routine recording of outpatient HAA in the
Chesterfield group of hospitals in 1970 (see Trout 1973, and Trout and
Martindale 1974) and the project continues (Smith 1974)., Trials were designed
in at least two other hospital regions, notably the South East Thames and
South West Thames RHAs (Kempner 1974). The Medical Information Unit of the
Wessex RHA has been designing and testing a national outpatient form as part
of a health information development (Alderson 1973b),

1, 2 Gruer (1972} in her study of outpatient facilities in the Scottish Border

Counties, found that for local authority consultant clinies the category
‘nothing abnormal discovered' was very high (24.3 per cent) compared with
a range of 3.6 to 9.3 per cent in the hospital clinics.

In reviewing the role of local authority clinics in these counties
Gruer felt that because individual sessions were not over-booked, and
because they were conveniently situated for patients, many cases which
did not really require consultant care were referred, and many cases
which could well be discharged retained. However, it was not thought
advisable to withdraw some services from that district and her conclusion
was widely applicable:

"a reappraisal of the specialist services for children within

the context of such services for the whole community might

result in a more effective use of resources, at the same time
retaining or improving accessibility to those in need.” (page 29).
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These schemes will inevitably take time to be suitable for widespread
application, but in the meantime can administrators and researchers expect
fully comprehensive outpatient statistics based on SH3 returns to be available
at Area or Regional level? The DHSS took steps towards standardising the
clagsification of health authority premises when it instructed the shadow
regional health authorities to compile and submit lists identifying health
institutions for which separate returns for accounting, statistical or any other
purposes would be completed. But the policy relating to the compilation of
SH3 returns has remained unchanged (although Area Health Authorities, Area
Health Authorities (Teaching) and Boards of Governors now have the responsi-
bility for submitting them to the DHSS and RHAs). There is still no need for
separate returns to be made for cliniecs which are under the control of a
single hospital. Further, figures for clinies which were previously adminis-
tered by local health authorities are not to be included, (DHSS 1973d). Yet
an understanding of the differentials in the behaviour of clinicians and
patients at alternative sites is a prerequisite for rational planning of
outpatient services and analyses of workload statistics would seem to be an

obvious starting point.
Conclusions

The inherent assumption throughout the discussion of the survey has been
that the decentralisation of consultant outpatient clinics away from hospital
complexes ought to be encouraged hy the DHSS. Ilowever the case for such a policy
really has not yet been proved by evaluative studies. The advantages are usually
viewed by commentators, as being positive to the patients especially those
resident in rural areas. OGruer (1972) constructed models of the estimated
costs to both patients and the NHS (consultants' travel time) of alternatives
in clinic siting in the Scottish Border Counties. §he deduced that the most
economical model was one which incorporated a planned local general hospital
coupled with peripheral clinics staffed by consultants from this hospital,

(see Section 2 for a brief critique of this study). The Medical Care Research
Unit at Newcastle-upon-Tyne went further and collected data about costs both
financial and timewise from individual patients travelling up to 40 miles in
round journeys to a DGH in East Cumberland (Glass 1973b). The results from

this study are not yet published. There are a number of small descriptive
reviews of consultant clinic experiments in health centre and group practices

in which convenience to patients has been cited as an advantage (see Table 1.1).
But no study to date has attempted to estimate the 'opportunity' costs of

consultants' involvement in peripheral clinics.
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One very important question still to be answered is to what extent are the
case loads in established decentralised clinics different from those of the
hogpital based clinics in the same specialty? There were consistent regional
and specialty trends of episode lengths in peripheral clinics for all types
of premises (as indicated in the ratios of total/new outpatients) being on
average shorter than national episode lengths in the 1972 survey data, A variety
a possible explanations can be proffered., It may be that lengths of episodes
are related to the degree of autonomy within the medical teams undertaking the
clinics - house officers in hospitals being less inclined towards discharging
patients than consultants who tend to conduct peripheral clinics single-handed,
Again, a referring general practitioner or consultant may screen patients
directing the 'less ill' to the peripheral sites, Patients requiring infre-
quent follow-up may be directed to their "ocal clinic., The extent to which
consultants need backing up facilities particularly X-ray and pathology has not
really been probed althocugh the Newcastle study did record the types of examin-
ations ordered for each perscn surveyed with the intention of identifying the
frequency that tests were ordered which could not he undertaken during the same
attendance at the hospital for the outpatient appointment., Wade and Elmes (1969)
finding that 85 per cent of patients seen in a general medical outpatient clinic
could have been treated equally well at sessions held in a health centre, applied

to only one specialty over a two month recording period,

Changes may occur in the referring/discharge behaviour of general practi-
tioners and consultants as a consequence of resiting clinic sessions in close
proximity to the family doctors' surgeries. The educational benefits to both
the general practitioner and the consultant were stressed in a number of papers
detailed in Table 1.l. The long term effects could be a reduction in both the
number of referrals made and the average episcde lengths. On the other hand,
some general practiticners knowing that their patients were going to be less
inconvenienced travelwise, might make increasing demands upon consultants' ser-
vices, The patients too may modify their expectations about specialist care
and become more demanding of referral, It was suggested by Gibson (1966) and
Brook (1967) that an advantage of holding psychiatric ocutpatient sessions in
general practitioners' surgeries was that the 'familiarity' of the setting plus
the convenience encouraged the attendance of patients who would otherwise have

been reluctant to present at a hospital department,
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The survey of the 1972 regional hospital board statistics has provided an
overview of the distribution of consultant outpatient clinics sited outside the
confines of district general hospitals. A marked regional and specialty im-
balance was found. However, the study has not shed light upon the questions
raised above. For this purpose, well designed micro~-studies of experimental
schemes are needed, But a general understanding of the outpatient sector
is a prerequisite to any evaluative assessment of peripheral clinics. The
literature review in the following section will it is hoped offer some

elucidation,



4,1

SECTION 4

THE INTERFACE BETWEEN 'PRIMARY' MEDICAL CARE AND HOSPITAL
OUTPATIENT CARE - A REVIEW OF BRITISH LITERATURE

Cognisance of the general issues surrounding the siting of outpatient
clinics will be fully realised only after all the elements of the outpatient
'system' are considered. But what is really known about the interface bet-
Wween 'primary' (community-based) and 'secondary' (hospital-based) care in
the British context? It is in the outpatient sector that ambulatory patients
make their initial contact with the providers of 'secondary' care. The link-
ages between this sector and the 'primary' agencies include the
referral and discharge of patients, the back ard forth flow of patient
records, and lately, the movement of specialists from the hospital to under-
take sessions in decentralised outpatient clinics. Thus there is a centri-
petal movement of patients from the periphery to the centre, and the centri-
fugal transfer of firstly, patients discharged to the community either with
treatment completed, or for continued management in day hospitals, community
hospitals and by 'primary’ medical teams, and secondly, some skilled

personnel.

There are three participants in the outpatient consultation process,
the patient, the referral agent (usually a general practitioner via a written
communication), and the consultant or his deputy. This section reviews the
literature referring to the interrelated parts, the patient, the general
practitioner and the consultant, in the hope of teasing out the factors con-
trolling the centripetal and centrifugal movement of patients through the
community/hospital interface. For, without comprehension of the 'roles' of
the components in the outpatient system, can studies evaluating the costs and

benefits of alternative clinic sites be successfully mounted?
The Patient

Within the National Health Service patients can only present at out-
patient departments for specialist advice after being referred initially by
a medical practitioner or certain other health/welfare agencies. (There is
cpen access to venereal diseases clinics and accident and emergency depart-

ments.) '"The process of referral hinges on the formal organisation of the

service modified by an informal medical and community network.” {(Spencer 1971).

Little is known of patient strategies in the referral process. The
Stimson and Webb (1975) study about the consultation process in general
practice threw no light on this facet of the patient/doctor interaction.

Cartwright (1964, 1967) in two patient surveys assembled views about general
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practitioners' referral decisions in relation to respondents' illnesses, and
direct access to specialists. In the 1964 study attitudes towards doctors'
referral decisions were reported via anecdotes from vhich Cartwright concluded
that there was a2 need for another way in which patients could obtain a second
opinion. However, the later study reported that of persons asked how they
would feel if they did not have a family doctor but could go straight to the
appropriate specialist, 79 per cent unequivocally preferred to have a general
practitioner and the main reason given was the need for some preliminary
diagnosis. The majority of the 13 per cent choosing to see specialists felt

that specizlists were better qualified and had more knowledge or batter equipment.

Relatively few referrals seemed to Chamberlain (1966) to be in direct
compliance with patients' wishes. From an analysis of referral letters to
clinicians in three hospital groups, i1.e. a south coast group, London non-
teaching and London teaching, Chamberlain determined that no more than eight
per cent of referrals to the first two hospital groups were suggested by
patients or relatives, while less than three per cent of the referrazls to

the teaching hospital were similarly instigated.

Patient/consultant interactions likewise have been little observed and
reported in Britain. Bloor (no date) analysed about 500 interactions between
11 ear, nose and throat specialists and the parents of child-patients in
Scottish outpatient clinics - these clinics were seen as a round of routinel
activities. There were clinical routines - the interpretation of signs and
symptoms, the setting up of investigatory procedures, and the clinic organ-
isation. Further routines (strategies) were operable to ensure the parents’
acceptance of the surgeons' decisions regarding the necessity or otherwise of
surgery. The parents d4id though have some potential influence over the out-
come in terms of their presentation of the patient's history, and their
answers to questions asked during the examinations of patients (but no account
was taken by Bloor of the contents of the general practitioners' letters).

Like Stimson and Webb (op cit) Bloor ton observed the maintenance of autonomy
by the clinicians; the position c¢f the patient's chair, the mannerisms
employed in guiding patients/parents out of the consultation, ete. So in all,
these specialists were seen to create ''a world populated by familiar complaints
to which familiar investigatory procedures can be applied to yield up familiar
findings which imply familiar forms of therapeutic intervention", (page 2).
Although in tha ear, nose and throat clinics the unexpected occasicnally

1 The notion of routines was applied by Fletcher (1974) to the performance of
the family doctor in the consultation process. The entire consultation was
seen as a routine within which sub-routines could be employed - e.g. familiar-
isation, a diagnosis, therapy including prescriptions, and the possibility of
issuing a sick note.
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disrupted the interaction, over time these too became a routine so that truly
novel situations where the specialist found his responses to be problematic

b 1
ecame rarer.

Who are the outpatient attenders?

(a) Overall attendances rates

The General Houschold Survey (GHS) conducted by the Office of Population
Censuses and Surveys (OPCS), collected information in 1972 from over 34,000
informants in just under 12,000 households in Great Britain about usage of
casualty or cutpatient departments of hospitals apart from ante-natal or
post-natal clinics (OPCS 1373). The question asked was,

"During the months of ..ieeeesseccses ANd shevesesy did you
(or any of your children under 15) attend as a patient, the casualty or

out~patient department of a hospital (apart from hospital ante or
post-natal clinics)?",

Ten per cent of informants said that they had attended one or more times in a
three-month reference period - it represented an average of 1.0 attendances per
person per year. It was thought that this attendance rate was lower than might
have been expected (although the rate calculated from the Department of Health
and Social Security's 1971 statistics for England and Wales was 0.9, DHSS 1974d).
Comparisons though were difficult for a number of reasons, notably the DHSS
policy of recording each departmental visit as a separate visit, plus the
impossibility of calculating from the GHS data the number of multi-attendances.

The incomparability of their findings with national workload statistics
recorded via S.H.3 returns (see Section 3) bothered the OPCS. Reasons offered

included the long reference period on memory for informants, and more critically,

the definition.

"The out-patient department and the casualty department of a hospital
have very precise meanings in offical terminology. For example, the
former means a place where specialist advice and care is given to
ambulatory patients who are seen by appointment, usually following
referral from general practitioners. To the general public the
out-patient department may mean any one of a number of different
departments they go to, having entered a main door of a hospital
bearing a sign "out-patients"." (OPCS 1973, page 32u4),

1 See however the claim of Emerson {197C) that the reality of the gynmaecological
situation could never be routinised but would always remain precaricus; and
she felt that the gynaecological examination should not be dismissed as an
anomaly but as an extreme example of the phenomenon.

In the 1972 GHS, again some 10 per cent of informants in England and Wales
claimed that they had attended the casualty or outpatient department of

a hospital (excluding ante- or post-natal clinics) one or more times during
three months, The General Household Survey 1972, OPCS 1975, HMSO.




"

In 1972 a pilot study was undertaken to try to separate out in the minds of
the informants, consultative outpatients attendances from casualty or emer-
gency attendances and visits to ancillary departments such as physiotherapy.
The study revealed 'quite extensive inability on the part of informants as
a whole, to identify in official terminology the proceedings in which they

had taken part when they went to a hospital, other than as an in-patient.”
(OPCS ibid)

Cartwright too (1967), although from a very much smaller population
sample found that her 1964 data suggested a lower annual average rate of
attendances at outpatient departments including casualty than indicated by
the Ministry of Health estimates of 0.9 attendances per person. Three

quarters of her sample had not attended in the 12 months under question.

On the other hand Palmer et al (1969) and Clarke and Bennett (1971)
reporting on the Lambeth population survey, commented that when sample
results were checked against hospital records the general tendency was
for more hospital experience to be reported than recorded. But this may
have been a characteristic unique to an inner London community - validation
showed that the hospital experience of men was better reported than that of
women especially elderly women, while that of social classes I and II was

better reported than that of other classes.

(b) Social characteristics

The age and sex distribution of outpatients were recorded in a number of
studiesl (see Table 4.2) but only in a few reports were the age groupings of
new attenders related to the total population of the catchment areas, i.e.
Scott and Gilmore (1966), Backett et al (1966}, Forsyth and Logan (1968)
and Gruer (1972). In all of these studies the representaticn of the elderly
(persons over 65 years of age) in the outpatient new referrals, was relatively

proportional to their representation in the total catchment population.

It bothered the authors of the three studies published in the 1960s
referred to above, that the elderly were under-represented in the outpatient
population; this seeming anomaly being heightened by comparisons made with
the age distribution of general practitioners’ consultations, and inpatient
rates of bed occupancy and discharges. Forsyth and Logan offered two poss-
ible explanations; the deprivation of the inter war period may have lowered
the expectation of persons over 65 years of age in their approach to medical

services, and the less willingness of the elderly to exert pressure upon

1 . eos .
Definitions and fieldwork for these studies are detailed in Table 4.1. The

morbidity study of Exeter 1966-67, also detailed social characteristics
of outpatient attenders (Ashford and Pearson 1970).
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general practitioners to refer them for specialist opinion until the condi-
tion became so acute that the first contact with the hospital was inpatient
admittance or a domiciliary consultation. However Gruer (op cit)} took to
task the specious assumptions in this argument. She suggested that new
outpatient referrals could not be compared with all general practitioner
consultations. "Either new outpatient referrals should be compared with
new general practitioner consultations or all outpatient consultations com-
pared with all general practitioner consultations, Similarly new outpatient
consultations appear comparable with discharges and deaths from inpatient
care, and all outpatient consultations with occupied bed-days of inpatient

care," (page 72).

Cruer demonstrated that the age group 65 vears and over comprised about
15 per cent of the Border Counties population in 1966. In 1969 they formed
fewer than 20 per cent of the total new referrals to outpatients, but 30 per
cent of all outpatient consultations excluding physiotherapy, and when physio-

therapy was included, the figure was 40 per cent of all consultations.

Unfortunately, even Gruer may have based her argument on a somewhat false
premise. Both she and Forsyth and Logan when comparing outpatient attenders
(new and total) with users of other medical services, grouped together the
over 65s. Doubt on the validity of such a grouping is shown in the General
Household Survey's finding (OPCS 1973) that persons aged 65 - 74 in England
and Wales had far higher rates per 1,000 population as attending outpatients
in a three month reference period (103.6 males and 125.6 females, the largest
of any age/sex group) than persons aged 75 years and over, the mean for the
two sexes being 96.1. This was consistent with the findings in the morbidity
statistics from general practice (OPCS 1974)}. In the referrals to outpatient
departments by general practitioners, males and females aged 75 years and
over had lower rates per 1,000 population than those aged 65 - 74 years, but

these were offset by far higher inpatient admission rates for the older age

group.

Data about marital status were presented in only three of the comprehen-
sive outpatient studies summarised in Table 4.2. Forsyth and Logan (1968)

concluded again from new referrals only,that "In terms of marital status out-

patients differ markedly from in-patients. Certainly bevond the age of 60
there was a higher proportion of people with a spouse attending the clinics
than is to be found in the general population, while those who were unmarried
or had lost a spouse were under-represented.'" (page 37). But doubt on the

applicability of such a conclusion to all outpatient attendances was once
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more cast by the General Household Survey , for the rates of attendances
per 1,000 persons over a three month reference period werehighest for the

widowed/divorced/separated in each of the age groups presented, (OPCS op cit).

The social class composition (particularly classes I, II and V) of
new patients attending a south coast hospital group and a London non-
teaching group were seen by Chamberlain (1966) to reflect the constitution
of the population in each area (although no evidence of this was offered).
In comparison, an analysis of new referrals to a London teaching hospital
(Guy's) suggested that these outpatients were not selected randomly from
the general population (Butterfield and Wadsworth 1966).

(c) Distances between outpatient departments and patients' residences

The majority of outpatient studies recorded the address of outpatient
attenders (see Table 4.2), usually with the expressed intention of defining
catchment areas which could be used as a basis for the calculation of
referral rates, e.g. Montgomery's study of St. Thomas' Hospital (1968), and
Chamberlain et al (1966) re Guy's Hospital. Backett et al {1966) and Gruer
(1972) were however surveying the outpatient facilities serving wide geogra-
phical areas (the city of Aberdeen and four counties, and the Scottish Border
counties), and the influences of peripheral clinic sites in the referral
decisions was discussed by them. Distance was seen to be only one factor
affecting the referral pattern in North-East Scotland for there were differ-
ences in the proportions of referrals sent to Aberdeen hetween groups which
were approximately the same distance away. Specialty availability, waiting
times for appointments and consultant preferences were also presumed to be

influences on the choice of site.

Gruer (ibid) defined a rather more patient orientated approach to the
problems; she was concerned that patients resident some distance from out-
patient clinics were disadvantaged in terms of the amount of 'care' they
could 'consume'. She hypothesised that

"If distance from a clinic is a deterrent to referral to that
clinic, one would expect to find an inverse relationship between

the ratio of the observed referral rate from each county to the

expected referral rate to the same specialty and the ratio of the

cbserved proporticn who travelled more than the specified distance

to the expected proportion who travelled that distance.” (page 52).
Using ratios for five specialties (in which the total number of referrals
was 30 or more), an inverse relationship was found to exist - when the
distance selected was 15 miles, the correlation coefficient was -0.78., Dis-

tance was found not to have an effect upon the status of the doctor who saw
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the patient at the first consultation, neither on the level of diagnosis
reached nor the outcome for patients in need of advice only or management of
a condition. But there was a trend that with increasing distance an increas-
ing proportion of patients presented with acute conditions requiring immedi-
ate inpatient admission rather than being put onto a waiting list, or further
investigation. (Distance too may have acted as a deterrent to the general

practitioner in ordering diagnostic investigations for such patients.)}

If this rather tenuous claim could be substantiated, i.e. that patients
resident some distance from outpatient departments are less likely to be
referred, and when referral does occur are presenting with clinically more
acute conditions, (and Gruer does point to the much higher crude referral
rate found in the Edinburgh catchment area, 15.2 per 100 population, by
Scott and Gilmore (1966) compared with the Border Counties estimate of 8.7
per 100), then it could have significant implications for policies regarding

decentralised outpatient clinics.

(d) 'Time' and the patient

Is it possible that the organisation of consultant sessions in health
centres and group practices may hasten the processing of individuals' per-
ceived needs for some form of medical help or advice into demands on the
health care system? They may decide to attend the general practitioner much
earlier within any period of 'psycho-biological' disfunction because they
appreciate the convenience of referral to specialist supervision (either in
the 'time' sense or ease of location and/or familiarity of setting). This
may be viewed by the profession as loading the consultants with unnecessary
case loads of 'trivia', but alternmatively, patients, and therefore the
community, could be making significant savings in terms of days not lost from
work, family stability, etc. There have been obligue hints to patients'
responsiveness to their own illness in at least three reports of psychiatric
outpatient clinics held in health centres -~ it has been commented that
patients have shown a willingness to meet with the consultant in a familiar
setting whereas they would probably have baulked at attending an outpatient-
department, see Gibson et al (1966), Brook-(1967) and Condon et al (1973).
{(Admittedly there is a suggestion now that spontaneous recoveries are made by
some patients waiting to see psychiatrists, but such occurrences may be a
reflection of the indiscriminate referral patterns of certain general

practitioners.)
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Although there seems to be a variable time gap between individuals'
perception of a disease threat and their seeking medical attention, once
they have entered the health care system their expectations regarding the
speed of the delivery of care may be more uniform. In a small study based on
a group practice with direct access to X-ray and pathology departments in two
London hospitals, it was shown that the onus was on the patient either to
deliver his specimen to the laboratory or make his own appointment with the
X-ray department. The length of time between the dating of the referral
letter handed to the patient by the practitioner, and the date of receiving
the results was measured; almost one-third of the X-ray results and one-
quarter of the pathology tests were available within three days, 80 per cent
of both types of results were returned within the week, and virtually all
within three weeks. (Heafford and Heafford 1972), Thus patients' motivations

to hasten investigatory outcomes appeared to be high.

Patients' anxieties about the 'speed' at which they entered the second-
ary care system were revealed in a 'medical audit' of the referrals to
hospital agencies by 18 Leicester general practitioners (Fraser et al 1974).
Over an 11-12 week period 694 NHS registered patients were referred for
specialist opinions in outpatient departments (excluding obstetrics and
casualty) of whom 139 (20 per cent) opted for a private consultation. Of
these, 120 chose to attend privately at the time when the decision was first
made to refer them, and 19 requested a private consultation after receiving
the NHS hospital appointment datel. Reasons given by the patients for their
choice were, a desire to by pass the outpatient waiting list (46 per cent),
to avoid waiting in outpatient departments (18 per cent) and to enable
consultant choice (also 18 per cent of reasons). Significantly almost half
of those preferring private appointments were categorised as social classes
I and II. However, no mere than six per cent of the total referred popula-

tion belonged to a health insurance scheme.

If these experiences cited above do truely reflect certain individuals'
desire to accelerate the delivery of care to themselves, then untold are the
frustrations experienced by patients, who, having been examined by a con-
sultant, are told to see their general practitioner in a week or so to

receive a prescription for medication as advised in the consultant's letter.

lThe survey showed that for 40 per cent of the NHS referrals the waiting

time for a routine outpatient appointment was between 6-16 weeks, amongst
the private sector patients only 5 per cent experienced such a long delay.



4.9

Excessive time expenditures have been recognised in three areas of the
outpatient event: firstly, the waiting period before an appointment date,
secondly, within the clinic itself, and thirdly the travelling to the clinic

site.

(i) The wailting period before an appointment date and its effects

The 1964 Ministry of Health circular on Management Problems in Qut-
Patient Departments, (HM (64) 102), was intended to encourage Hospital
Management Committees (HMCs) to examine and, where necessary, to improve the
service offered by their outpatient departments. Two standards were suggested;
a waiting time for an appointment not to exceed two weeks, and reduced waiting
time within outpatient departments. Specific suggestions not requiring any
major expenditure were included in the circular. Stewart and Sleeman (1967)
analysed the responsesof a random sample of HMCs in England and Wales to
these requests. They sought answers to the questions of whether the circular
was necessary, was treated conscientiously, and made any difference. Of a
sample of 30 HMCs with large outpatient departments, none could meet the
standard of two weeks wait for a clinic appointment excluding urgent requests.
One third of the HMCs had made no attempt in the five years prior to 1966 to
check the workings of the appointments system and few of the others reviewed
it regularly. It was found that 11 HMCs had a positive approach to the
circular so making a thorough review of the situation. Nine did almost noth-
ing. But was the standard of a two week appointment waiting time realistic?

Stewart and Sleeman never questioned this supposition.

Investigations of data relating to appointment waiting times formed part
of many of the studies outlined in Table 4.2, In particular, Backett et al
(1966) generalised that

"The principal determinant of waiting-times for appointments

must, of course, be the frequency of clinics and the case load.!

(page 106).
But it can be argued that case loads are an effect as well as a cause of
waiting time interval -~ doctors adjust their referral rates in accordance
with fluctuations, especially seasonal, in the waiting list delays. (Most
hospital outpatient departments now circulate local general practitioners
with specialty waiting time information.) An example of family doctors
sending patients to a more distant hospital in which the consultant of their
choice held clinies, rather than to him at the nearby hospital with a longer

appointment date waiting time, was cited by Forsyth and Logan (1968).
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The dual waiting periods - the total time lapse between the referral
and the receipt of the hospital letter with instructions on the management
of the gcondltion including prescribing and work resumption, concerned
Carmichael et al (1963); it was their subjective impression that

"Often the decision to refer a patient who is already off

work is delayed in the hope that he will recover sufficiently to

return without a second opinion being sought.' (page 737).

These authors also attempted to 'cost' the interval between referral and

the implementation of the specialist's service.

The 'costs' to consumers and the NHS of waiting lists especially for
inpatient admission1 are being probed by health economistsg. The adage
that waiting lists serve a useful purpose because some complaints cure them-
selves in the mean time (see for example Backett et al, op cit, page 101),
has been seen as a 'benefit' to the NHS, but it should also be regarded in
the outpatient sector as a 'cost' to the copsumer. Clinic sessions normally
comprise a mix of new and return patients, the new patients being apportioned
as much as 20 to 30 minutes of the clinician's time in some specialties such
as general medicine. In psychiatry, the appointment time scheduled for a new
patient may be up to one hour. The defaulting of a new patient because of a
spontaneous recovery, (and so it could be argued was possibly an inappropri-
ate referral), has the effect of depriving at least one other individual of
a consultation. Further, although the clinician may prefer not to waste his
time viewing 'well' patients, at least he is spared the administration
involved in pursuing defaulters. {(And he may choose to 'educate' the referral

agent in the handling of such cases to cbviate future referrals.)

Long waiting times, death and inpatient admission are the reasons most
frequently identified for non-~-attendance at outpatient clinics by new and
return patients. Gruer (1972) did not find distance between home and Border
clinic sitesa significant variable amongst the Border Counties self-discharged
patients (see also Hoenig and Ragg 1966). In the Guy's Hospital study 11 per
cent of patients failed to keep their appointments and it was observed by
the authors (Butterfield and Wadsworth 1966) that this figure was very

1000king (1974) raised doubts about the standard methods of detemining waiting
list sizes for inpatient admission. For example, waiting lists conpiled fron
SH3 returns are of patients who have not been offered or given a date for
adnission. Thus patients with allocated dates for tcold!' surgery are excluded,

On the other hand, many names are no longer valid because of death, removal, etc.

2Fbr exanple, the Medical Care Research Unit, University of Newcastle-upon-Tyne,
have been estimating 'costs' to patients for alternative forms of surgical
treatment for hernias and haemorroids, The Institute of Social and Ecomonic
Research at the University of York bas interests in hospital waiting lists,
see Culyer and Cullis (1975).
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similar to the Nuffield Provincial Hospitals Trust's (1965) findings for

474 clinics of 12.7 per cent. However, they failed to point out that the
Guy's result applied to new patients only. Backett et al (1966) conducted

a separate sample survey of one hospital within their North-East Scotland
study, to identify the performance of patients marked on the computer clinic
lists as 'DNA'. Of the total number of unkept appointments, 44 per cent
definitely kept later appointments, 34 per cent definitely never attended as
a result of the initial referral, and 13 per cent could not be traced. Thus
they surmised that the true estimate of referrals to this hospital was 95 per

cent attenders and five per cent non attendersl.

Psychiatry has been identified in more than one study as the specialty
with the largest number of patients who fail to complete the course of
treatment - see Trout (1973), and Bryden (1970). So, bothered by the high
defaulting rate (almost one-fifth) of new psychiatry patients with appoint-
ments at the Manchester Royal Infirmary, Hoenig and Ragg (1966) tried to see
how much the appointment system contributed to the absenteeism. They found
that lengths of waiting time particularly when more than four weeks, had an
adverse effect, but distance was not a factor. A close relationship between
specialist and referring agent, preferably another specialist, seemed to
improve attendance rates. Their final assertion added Ffurther weight to the
case for experimenting with peripheral outpatient mental illness clinics;
"Even if administrative adjustments are made ..., it is not likely that this
will reduce non-attendance to the level of that found in non-psychiatric

clinics” (page 100).

(ii) The period between the scheduled appointment and the actual time of

consultation. Operational research studies in this area have been numerous.

The general conclusions seem to be that appointment systems operate at maximum
efficiency if the consultant arrives on time; block bockings do not occur
except at the start of clinics when two or three patients can be scheduled for
the same appointment time, so minimising the consultant's free time should
there be defaulters; 'new' patients, who absorb on average two or three minutes
more of the consultant's time to be interspersed with return patients; and
lastly, patients arrive on time. Frequent references are made to this behav-
ioural characteristic of patients arriving in outpatients departments early

for appointments, but none of the studies have attempted to probe the reasons.

lEastwood in Edinburgh interviewed outpatient defaulters as part of a study
investigating the use of hospital departments by general practitioners.
(Personal communication 1973.)

2gee for example, Oxford Regional Hospital Board (1962) and (no date), Nuffield
Provincial Hospitals Trust (1965), and Barber and Abbott (1972).
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Many patients will, of course, be dependent upon the scheduling of public

transport or ambulance/hospital car services. However, early attenders are

commonplace in general practitioners' surgeries - a study of a three-man

partnership by Cunningham et al (1975) showed that over a duration of 127

surgeries par doctor about half of the patients arrived early for their appoint-

ments and the average number of minutes early was 10 approximately. Bevan and

Draper (1967) in short surveys of 1l practices observed that 34 per cent

of patients arrived more than five minutes prior to their appointments.

Finally, the questions must be asked, what are the patients' expectations

of the care they receive from the specialist, and are they really distressed

by the 'inhumane' conditions of meny outpatient departments, (see Porritt 1962,

and Forsyth and Logan 1968)? The findings of Carstairs (1970) in Scotland

suggest a widespread indifference. Scott and Gilmore (1966) integrated patient

interviews into their study on outpatient services in the Edinburgh hospitals.

They received numerous complaints about lack of privacy in the consultation.

Half of all the patients interviewed knew the name of the clinician who examined

them, but only one~fifth knew what his status was and it seemed of little import-

ance to those who did not know. Most of the patients knew the diagnosis of the

condition for which they were referred, having been told this either by their

general practitioner or hospital clinician, but a number would have welcomed

more information from the hospital doctors.

The General Practitioner

"He acts as the essential intermediary in the transmission of specialised

skills to the individuwal. Without this function of the personal doctor the
hospital service can be used wastefully, even damagingly to the patient. This
involves assessment of patients' requirements and selection of the appropriate
consultant and department. The family doctor must interpret the patient, his
problem and circumstances to the consultant, explain the need for hospital
service and its possibilities to the patient and ensure the necessary communi-
cation with all concerned including the relatives." {page 3, HOH 1963)

This was one of three aspects of the work of the family deoctor spelt out

by the sub-committee chaired by Annis Gillie, of the Standard Medical Advisory

Committee. This role of general practitioners is unique to Britain; Stevens

(1966} details the evolution of the present referral system.

General practitioners' referral patterns to hospital departments are

widely divergent.l The study Morbidity Statistics from General Practice,

(OPCS 1974), presented referral rates per 1,000 population (on practice

1l

The following discussion on referral behaviour lacks specific references to
research concentrating upon psychiatric referral patterns: see for example,
Rawnsley and Loudon (1962), Shepherd et al (1966), Sainsbury (1969), Hopkins

and Cooper (1969),Kaeser and Cooper (1971), Mezey and Kellett €1871), Fahy (1974)
Gardiner et al (1974a and 1974b) and Robeprtson (1874).
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registers); the overall rate for 115 principals in England and Wales to
outpatient departments in 12 months 1970/71 was 86.0. However, there were
marked standard regional variations and within regions, fluctuating urban/rural
rates- the highest regional rate, East Anglia rural only (four principals), was
almost double the naticnal figure, (160.7), the lowest rate was for the combined
14 principals in West Midlands, (67.2).

In field work carried out almest 10 years previously, Forsyth and Logan
(1968) observed for 369 general practitioners gross variations in outpatient
referral rates per individual doctor. Most general practitiocners referred
between 40 and 80 patients per 1,000 practice list, but some refarred over
200 and others less than 20.

Yet the mean rates of referral in the two studies are at variance with
each other, the 1960s figure being considerably lower than the 1970s. The
explanation may rest solely upon behavioural changes in general practiticners
over the decade, plus increased open access to diagnostic and remedial hospital
departments. But a partial explanation probably lies in the methodology of
the two surveys., Firstly, the participants in the OPCS survey were self-
selected general practiticners with strong motivations towards research,
whereas the Forsyth and Logan enquiry was restricted to general practitioners
practising within defined catchment areas of the hospitals under review.
Secondly, the morbidity study participants recorded individually all referrals
made not only to outpatient departments but also to inpatient and investigatory
departments plus local authority agencies, Thus in theory, the total
results should have reflected a 100 per cent coverage of referrals to depart-
ments in any hospital, not just local hospitals. In comparison, Forsyth and
Logan extracted information about referred patients from hospital records, and
so 1f general practitioners within a hospital catchment area had referred
patients to other hospitals, evidence was not available. Therefore, there
could have been under-recording of the total number of referred patients.
Thirdly, the OPCS rates per 1,000 population were calculated against age/sex
registers for each participating doctor/practice. The earlier study was
forced to rely upon information supplied by executive councils about list sizes.
As it is now widely recognised that list estimates from central authorities can
vary as much as 10 per cent from the 'actual' practice populations, because of
death, removal of patients either from the district or preferred choice of
doctor, etc.Kunro and Ratoff P¥74)this could have the effect of inflating
age/sex rates quite considerably. Lastly, the definitions of referred

patients may have been inconsistent between the two studies.
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I have deliberately laboured the observable reasons for incomparability
between these two national surveys. It has been the disregard of researchers
for the need for uniformity in methodology including definitions, which has
virtually nullified the contributions, particularly of micro-studies, to the
body of knowledge encompassing this facet the delivery of health care.

Problems in the collection and reportage of referral rates

Carstairs and Skrimshire (1968) produced an admirable review of published
sources and unpublished data on the use of outpatient services. They were
attempting to produce indices for the planning of outpatient care in health
centres. And in doing so they summarised those studies available to date,
indicating where there were differences in definitions, in coverage and in the
adequacy of the population base. They presented a useful table and appendix
reviewing sources and indicating variations in definitions, etc., but did not
offer guidance on the methods and definitions in micro-studies which would be

most useful to planners.

The Royal College of General Practitioners made no more than a perfunctory
examination of this issue in the third edition of the handbook Present state and
future needs of general practice (RCGP 1973a). They produced a table listing

sources of publications, sizes of recording bases (i.e. number of participating

doctors), and crude referral rates per 100 population. Apart from an observa-
tion that there were wide discrepancies in the results from individual studies,
partly because of variations in definitions and ways of measurement, the College
did not attempt to spell out to the readers most of whom, presumably they hoped,
would be pgeneral practiticners with research interests, guidelines on standardisa-
tion of definitions and reliable research techniques, Instead it was said that
there was a '"'need for further studies to discover what these differences mean and

why they occur', (page 36).1

In Table 4.3 a comprehensive collection of published papers presenting
referral rates has been analysed with the intention not of observing any
comparability in the rates, but of identifying reasons relating to definitions
and methods which partially explain why the rates are so Varied. It is not so
much a replication of the work of Carstairs and Skrimshire, as an extension
of it. The table has been organised into three parts; sources relating tc

individual practices, sources relating to multiple practices in which general

1 The Research Unit of the RCGP did produce 2 general practice glossary
{RCGP 1973b) but the definitions relating to referral data were scanty.
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practitioners carried out the recording, and sources relating to data collected
in outpatient departments. Thue Table 4.3 illuminates certain of the

following problem areas.

{(a) Recording agencies
Information about referrals to outpatients can be collected at two sites;

at the place of referral normally the general practitioner's surgery, usually
by the doctor himself at the time of referral, i.e. in the consultation process,
and in the outpatient department, often by extracting information from case
notes at the conclusion of a clinic. Validation of the reliability of the
referrers' recordings can be undertaken in the outpatient department. These
two data sources provide referral rates relating to differing population bases,
General practitioners' recordings will be applicable only to the patients on
their practice lists, whereas the hospital based data will, when summed together,
relate to the population of the catchment area. Thus in the hospital data
there will be referrals of new patients from other primary agencies such as
local authority doctors and schoel medical officers, etc., and it is reasonable
to expect that the rates produced will be in excess of the rates for general
practitioners alone. The significanm of the data source seemed to elude some
commentators who compared their own results with dissimilar studies - the
Oxford Regional Hospital Board (1963) compared the rate for the Reading County
Borough with those reported by Brotherston and Chave (1956), and Fry (1959),
both of whom were reporting upon indivicdual practices. Scott and Gilmore (1966)
likewise mixed referral rates from outpatient department and general practice
studies. The RCGP (1973a) review did indicate in its summary table the
size of the data base, although with some inaccurate reportage (the term
practices instead of doctors was applied in some instances) and no obvious

distinction between types of recording agents.

Reliability of the precording agents appears to be a 'bug-bear' no matter
how well motivated the agents towards the research. In their study of the
Frimley area, Clarke and Bennett (1271) had the cooperation of the general
practitioners to record on special cards, details of each referral for immediate
heospital admission, outpatient attendance, or consultant domiciliary visit.
Referrals to casualty, physiotherapy and occupational therapy services were also
deteiled. Recording lasted for a period of 13 wezaks. To establish the
completeness of the recordings, all new outpatient attendances and inpatient
admissions within the Farmham Group of Hospitals during one month of the survey
period were identified and checked. Only three-quarters of outpatient

referrals and half the immediate inpatient admissions were recorded. Thus

1 This validation period did coincide with a Hong Xong 'flu epidemic,
(Clarke and Mulholland 1973).
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the recalculated outpatient referral rate for the area rose from 9.6 per 100
population tc 12.8. In the practice reported by Morrell et al (1971), three
general practitioners recorded all consultations over a 12 month period.
Whenever a hospital referral was made the doctor was required to complete a
second form. Validation showed that in 13 per cent of consultations at which
a patient was referred to hospital, the doctors had failed to raise the hospital
referral card. In the closely monitored general practice morbidity survey,
(OPCS 1974) a sample of 100 patient records from the computer register of
each practice was compared against the clinical notes held in the practice.
The deficiency rate of surgery consultations on the computerised record was
3.4 per cent, but the overall omissicn rate for referrals was 11.9 per cent,

and it was more marked for outpatient (14:6 per cent) than for inpatient

referrals.

In validating statistics collected from outpatient records, most research
teams have drawn comparisons with routinely collected S.H.3 or H.S.,10 returns,
and have usually concluded that comparability was not feasible because of
variations in the definitions of new patients between the two data recording
teams, and even inter-departmental interpretations in the routine recordings. Sese
for example the Oxford Regional Hospital Board's (1963) study of Reading Hospitals,
who felt that "it would seem that the 'true' new patients may be about half
that shown in the national retwms"; also Scott and Gilmore (1966) and

Gruer (1972).

None of the outpatient-based studies referred to in Table 4.3 gave
evidence of collecting statistics about non-attending newly referred patients,
and yet if the breadth of referrals from the commmity are to be appreciated
these non-attenders should be incorporated. (There is of course, the problem
of identifying such patients if they subsequently attended a clinic). The
results from a small survey of newly referred non-attenders by Backett et al
(1966) suggested that the percentage of all referrals who do not attend (even
at a later date) was around five per cent although the range of specialties
in the sample was not stated and the exclusicn of psychiatry would have

weighted the result.

(b) Definitions

Few reported studies have spelt out in detail the range of hospital-based
facilities available to the general practitioner; full or partial pathology
and x-ray procedures, E.C.G. machines, G.P. general and maternity beds, and

physiotherapy. Yet the availability of access is a variable which can
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greatly influence the size of doctors' referral rates. Open access for most
diagnostic investigations is now widespread throughout England and Wales (Butler
et 81 1971 and Irvine and Jefferys 1971) a trend which 'took off' in the 3.9603.1

Some studies published about fieldwork undertaken in the 1950s gave
referral rates to outpatients in the vicinity of 20 or more per 100 population,
see Table 4.3. The highest rate 25.3 applied to Hopkins' practice in London, a
single-handed practitioner with an N,H.S. list size of averaging 1,355, He
did not have open access to diagnostic facilities, and examinations of his
referral pattern showed that of a total of 1,029 outpatient referrals in
three years, 382 were for investigation only - pathology ané x-ray. If these
diagnostic referrals are excluded, then his readjusted referral rate was about
16 per 100 average list size. Again, Brotherston and Chave (1956) reporting
on a practice in a post-war L.C.C. housing estate, indicated that they had
some open access to laboratories, but x-ray facilities were not mentioned.
However, the report showed that the referral rate for diagnostic investigation
was relatively low, approximately 1.5 per 100, so suggesting that their overall
referral rate to outpatient departments may have included a significant

proportion of patients requiring unavailsble investigations only.

In some studies, notably Gruer (1972) referrals to orthopaedic departments
were found to be relatively high because general practitioners did not have direct
access to physiotherapy departments. The inclusion of routine maternity
referrals can also inflate referral rates - Morrell (1971) indicated that more
than 13 per cent of all referrals to outpatient departments in his practice

during 12 months in 1967-8 were cbstetric cases.

Referral rates can be calculated according to either the total number of
individual patients referred to outpatient departments or the total number of
referrals, i.e. gpisodes sent. Rates derived from this latter base-line will
usually be in excess of patient-based rates, as some patients are likely to
be referred more than once in a survey neriod. The variation over 12 months

may be 1.0 per 100 population - see Morrell et al (1971) in Table 4.3.

The population base used in the calculation of referral rates, can inflate
or deflate the results. Most researchers have used the aversge practice list
size usually prepared by the Executive Council (now the Family Practitioner

Committee), as their population base. But as it was pointed out earlier,

1 The situation in the early 1960s was reviewed by Macaulay (1962) and
Levitt (1964).
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there are reasons for anxiety caused especially by migration and deaths, about the
accuracy of these lists., The Newcastle practice reported by Walker (1973), the
Lambeth practice (Morrell et al 1971), plus the national morbidity study (OPCS 1974),

all used age/sex registers in the presentation of results.

Another unacknowledged pitfall in the use of administrative practice lists
(and even age/sex registers) as a base-line for individual doctor referral rates
is created by the sharing of partners' patients, particularly by principals in
group practice. Thus there may be a considerable gap between the nominal list
size for a principal held by the Family Practitioner Committee and the number of

patients who consider the principal to be their 'doctor'.

Often, authors e.g, Fry (1969) and Williams (1970), have included domiciliary
consultations in the outpatient referral statistics. Fortunately, these usually
constitute a very small proportion of the total number of consultant contacts.

Occasionally papers have included statements giving the percentage of total
diagnoses recorded in a survey period which were referred to hospital (e.g.Scott et
al 1960). If the recording of multiple diagnoses has been permitted for each consul-
tation as in the national morbidity study (OPCS 1974) then the total number of diag-
noses will probably exceed the total number of consultations in a survey by about
seven per cent (OPCS ibid), thus making rates of referral calculated against diag-
noses incomparable with those based on consultations unless adjustments are made.
Sometimes referral rates per total consultations have been presented; these can be
related to direct consultations only {(Wright 1968 and Williams 1970) or direct and
indirect consultations combined (Morrell et al 1971). As indirect contacts can com-
prise up to ll per cent of a year's workload (Morrell et al 1970}, a comparison of
referral rates calculated against such base-lines is misleading if account is not
taken of the definitions applied - a point seemingly overlooked by Morrell and
his colleagues in their 1971 paper.

Outpatient studies are bedevilled by the definition of 'new referrals'.

Scott and Gilmore, and Gruer adopted the definition used in the completion of
H.S5.10/S.H.3 returns (see Table 4.l), wherecas the Oxford Regional Hospital Board

and Forsyth and Logan redefined the definition to exclude inter speclalty transfers.

The Edinburgh referral rate of 11.8 did not include referrals from one department
to another within the hospital (Scott and Gilmore 1966 p.12).

(c) Ambiguities in the peportage of results

Difficulties in interpreting the results have occurred with some papers

! The data reported by Scott et al (1960) enabled the calculation of two referral
rates: 20.8 per 100 practice population based on diagnoses referred {cited by
Carstairs and Skrimshire 1968, and RCGP 1973a}, or 16.2 re referred consulta-
tions only.
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because the explanatory information regarding definitions, research methods

and data bases, have been omitted. Two interesting examples are the papers

by Fry (1957 and 1959) and Morrell (1971 and et al 1971), The rate of 3.8

referrals per 100 practice population to outpatient departments for the South

East London practice of which Fry (1959) is a principal has often been cited

by other authors as being comparatively low. This rate was calculated on

the workload for the 12 months of 1957. However, Fry published a paper two

years previously which gave an outpatient referral rate of 7.8, being the mean

of referrals for a five-year period ending 1556, To offset this decline in

the use of outpatient services, his inpatient admissions rose from 0.7 for the

period 1952-6, to 3.7 per 100 patients at prisk in 1957 - a relatively very high

figure compared with other published inpatient referrnl rates. Fry in his

later paper gave no hint as to why this referral pattern should have altered

so markedly in such a short space of time.l
A further example of ambiguity appeared in the two papers giving referral

figures for a Lambeth practice, the principals of which had recorded all

direct and indirect consultations plus additional data on referred patients

for 12 months, 1967-8. The paper with joint authorship, Morrell et al (1971),

stated, "During the year, 3,455 patients consulted the practice on 21,098

occasions. Of these, 489 (1l per cent) were referred to the outpatient depart-

ment on 529 occasions, giving an overall referral rate of 11.9 per cent",

(page 79). Yet in the paper published by Morrell only (1971), reporting again

on results from the 1367-8 fieldwork, the outpatient referral figure was 451,

e.g. "The disease groups which contributed most to the 451 patients referred

to the outpatient department were .........", (page u456). Morrell gave no

explanation in this paper s to the discrepancy in results from identical

fieldwork (the total number of patient attendances in the two papers were

almost exactly the same). It was only after searching through the paper

published jointly, that an explanation was found. The three participating

principals were responsible for completing two forms whenever a referral

decision was taken. The first form related to routine consultation datz and

the second to the referral decision. In only 451 instances were both forms
2

completed.

. Fry's more recent papers (1971 and 1972) showing his referral trends over
21 years do offer a possible explanation; the mean total hospital referral
rates for the period 1952-6 masked a range in the annual referral rates;
the early 1950s being higher than the mid-1950s. The papers do not clarify
the variations between the outpatient and inpatient rates though.

2 Even the bar graph indicating the referral rates of the 369 doctors surveyed
by Forsyth and Logan (1968) is misleading - it represents nearly 400
participants,
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The presentation of referral statistics can fail to impress the reader
of their significance. Williams (1970), reporting on the survey undertaken by
68 general practitioners in the Welsh Faculty of the RCGP gave the number of
outpatient referrals as a percentage of the total consultations. While doing so
he was making comparisons with the results from an eaprlier study of members
of the South~west England Faculty, (Wright 1968). The percentage rates
were very similar, 3.5 for South Wales and 3.2 for South-west England. (This
did include some small inconsistenciss in definitions.) What Williams failed
to peint out was that the rate of consultations per patient at risk in South
Wales was considerably higher than in the English study, thus giving an overall
referral rate per 100 population in the former area as being almost half as big

again as the rate for the latter area, (see Tabla 4.3).

The 3above discussion of the problems of collecting and presenting
referral data has in no part contributed to explanations as to why there should
be such variety in the use of outpatient facilities by general practitioners
and communities. Backett et al (1966) and Scott and Gilmore (1966) were
unable to establish any correlation between referral rates and available
arbitrary indices such as size and type of practice, and year of qualification.
Forsyth and Logan (1968) included clinical assistantships, practice list sizes,
urban/rural environment and open access to diagnostic facilities; their only
positive result was a marked tendency for general practitioners in partnerships
and group practices tc use direct access and outpatient facilities more often
than those in solo practice. And to be added is Backett et al's deduction
that the more doctors refer patients to 'open access' diagnostic departments,

the greater theip use of the outpatient facilities.l’2 A relationship seemed

i an in-depth analysis using multiple regressions of the referral data

amassed in the North-East Scotland study reported by Backett et al (1966),
Surmer and Kilpatrick (no date) found that city practices referred more than
urban and rural practices of similar size, except for small practices. The
influence of distance from clinics on doctors' referral patterns was alsc
discussed by Gruer (1972).

This view was supported by Forbes (1966) analysing the use of services provided
by an East Kent hospital, and Rose and Abel-Smith (1972) reporting on the
results of a survey in one county in 1966. However, the argument was dis-
counted because either no relationship was seen to exist or it was inverse,

by Forsyth and Logan (1960) in the Barrow and Furness study, and again by
these authors (1965) as regards Reading and Bolton; also by Darmady (1S64)
for the Portsmouth area and Levitt (1964).

Although the fieldwork for all these studies was carried out more than eight
years ago, it may well be that local usage patterms are influenced by policies
regarding specimen 'pick-up' services and the delivery of results with
accompanying interpretation. The waiting period for appointments for
certain tests may also act as a2 deterrent.

2
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evident between the percentages of general practitioners' lists referred annually
and the weekly rates of items of service per list size, of 23 participating
doctors in the survey reported Starey (1961); in other words, the more items of
service per practice population performed by a general practitioner the greater

the likelihood of referral. But there were some exceptions.

Even when many external factors such as environment, social class composi-
tion, access to hospital facilities and to a lesser extent the age and sex struc-
ture of the practice population are uniform within a single group practice, wide
variability in the referral behaviour of the principals is still observabley see
Evans and McBride (1968), Morrell et al (1971), Walker (1973) and Sumner and

Kilpatrick (no date). Age of the principals seems so far to be the only @merging

explanatory variable, the older doctors (and to a certain extent the very joung)
showing lower referral tendencies. Sumner and Kilpatrick suggested that longi-
tudinal studies of referral patterns in multi-doctor practices were needed to
clarify if referral rates were associated with particular phases in the

evolution of practices.

Reasons for referral to hospital outpatient departments

Various studies have attempted to identify the reasons for general practi-
tioners'referral actions. The assessments have been based on ths contents of
referral letters or special recordings made by doctors at the time of referral.
A general practitioner's decision to refer a patient to the specialist in an

outpatient department can be rationalised on the following accounts.

(a) Where a general practitioner does not have open access to hospital-based
diagnostic facilities, or remedial departments, «.g. physiotherapy, he
will be forced to use the specialist as & referral agent.

(b) A patient may have a demand for a minor surgical procedure which can only
be carried out within the hospital confines, again by a specialist
(possibly on a day surgery basis),

{(c) The general practitioner may suspect or even be confident that the patient
requires inpatient admission, usually for surgery, and if it is for a non-
urgent matter tha patient will have to be screened by the specialist in an
outpatient clinic before being placed on the inpatient waiting list.

(d) The general practitioner may have doubts about the diagnosis and/or treat-

ment of a disorder (the management of which may ba within or outside his

capabilities).

1 A tabulation of the results from a range of studies was not attempted because
of the difficulties of comparing the behaviour of groups of general practi-
tioners either areally or through time, the lack of sufficient base-line
information relating to access to diagnostic facilities and remedial
departments, the availability of general practitioner inpatient beds or
day surgery, plus the amalgamation of referrals to specialties offering
widely differing services. See however analyses in Hopkins (1956),

Fry (1959), Starey (1961), Oxford Regional Hospital Board (1963),
Chamberlain (1966), Gruer (1972) and Fraser et al (1974).
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(e) Referral may be fulfilling the expectations of the patient or peassuring the
patient, his family or docton Alternatively, there may be instances where

the general practiticner just wants to 'off-lcad' a difficult case,

Each of the broadly defined referral accounts are now examined.

(a) Access to diagnostic facilities

Direct access to scme diagnostic facilities is now available to almost all
general practitioners as evidenced by two national surveys undertaken in 19693,
(Irvine and Jefferys 1971, and Butler et al 1971). The former study under-
taken on behalf of the British Medical Association (BMA)} Planning Unit Working
Party on Primary Medical Care, concluded that the Royel College of General
Practitioners and BMA who had fought hard to secure cpen access to diagnostic
laboratories, x-ray and physiotherapy departments could feel that the situation
had improved but nevertheless progress was uneven, and this was applicable to
both the range of facilities available and the regional distribution. (Only
just over half of the 776 principals surveyed had access to contrast media x-ray,

and no mcre than one-quarter could refer patients direct to physiotherapy.)

A questiocn more relevant to this discussion is who uses these diagnostic
facilities and for what purposes - open access should not presuppose usage,
indeed it emerged in the 1963 Edinburgh survey that some general practitioners
did not realise that direct access was availcble to them (Scott and Gilmore 15966).
Ignorance of facilities could not have been revealed in the 1969 national surveys
cited above, for the information about access was provided by the doctors them-
selves, Forsyth and Logan (1968) found that five per cent of the 369 doctors
participating in their 1962 fieldwork made no use at all of direct access
pathology cor radiology, and 60 per cent used chest x-rays for less than 30
patients in a 12 month period.l Another survey of general practitioners in
England and Wales in 1966, asked 813 respondents to indicate from a range of
19 diagnostic procedures firstly, those to which they had direct access, and
secondly, those which they had used in the previous two weeks. From the
data it appeared that most doctors who had access to diagnostic facilities used
them, (Mechanic 1968 and 1370). (In a subsequent paper, Mechanic (1972) con-
trasted the relatively light use of diagnostic facilities by British doctors

with the more regular use by American doctors as repcrted in similar studies.)

It seems that about one=third of all diagnostic tests ordered by family

1 The mean referral rate for investigations per 1,000 population {England and
Wales) in the national morbidity study (OPCS 1974) was 110.1. The wide
regional urban/rural variations was though the consequence of the atypical
investigatory patterns of individual doctors. Two Aberdesn studies ampnly
demonstrate the wide wvariability in general practitioner/praotice referral
patterns for radiological investigations (Mair et al 1974) and pathology
{Porter and Brodie 1972).
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doctors will produce abnormal results. In the four most frequently requested tests by
18 Leicestershire general practitioners over nearly 12 weeks in 1970 (haematology,
bacteriology, x-ray and chemical pathology), the range of abnormal results was between
30 and 40 per cent, (Patterson et al 1974). A partnership in south-east Lancashire had
an overall percentage of 38.3 abnormal results for investigations undertaken in 1969
(Lloyd 1973). For radiology only, 3% per cent of 11,360 direct referrals by general

practitioners in the Aberdeen area in 1973 were abnormal (Mair et al 1974) - see also

Wallace et al (1973).l

There have been very few evaluative studies of the use made by individual general
practitioners of such facilities in relation to outpatient referrals. Fry (1971) and
Marsh (1973) claimed that through the use of excellent diagnostic facilities (and
supporting teams of para medical staff) they had greatly reducad the number of referrals
made to outpatient departments. However, a group of five general practitioners attached
as clinical assistants to the Western General Hospital, Edinburgh, over a five-year
period, thought that one of the benefits from the scheme was the acquisition of a more

discerning usage of laboratory and radiological facilities, (MacLeod 1973).

The Leicestershire general practitioners were required to answer a hypothetical
question in respect of patients who were investigated - "If Laboratory and Technical
services had not been available, in this case would you have made a referral to out-
patients?" The paper by Patterson et al (1974) indicated that the guestion was posed
when a test was ordered, but on the actual recording form this was the final question
being part of a block relating to the "G.P's Final Diagnosis", based on the investi-
gatory reports (Fraser 1974). If such an assessment was made retrospectively, then
the findings were of little consequence. Much mere illuminating were the outcome
decisions based on the results of the the tests; eight per cent of the diagnostic group
and one per cent of the screening group were referred to hospital. For two-thirds of
the patients undergoing diagnostic tests, the results enabled the continuation of the
present management. (Fifteen per cent of positive x-ray findings became referrals to

outpatients in the 13 month recordings of a health centre x-ray unit, Howie 1974.)

In many hospital diagnostic departments the load created by general practi-
tioners is now between 20 and 30 per cent of the total throughput. Green (1973)
in an exhaustive review of the literature relating to general practitioners and
open access pathology services, claimed that the case for open access reducing
the load on hospital facilities was by no means proven. He cited the results
and arguments from a number of studies suggesting that open access actually
reduced the load on hospital beds and outpatient clinics, but then based his
counter argument upon the views by Forbes (1866), Backett et al (1966), and
Rose and Abel-Smith (1972) all of whom observed a positive relationship between

1 X-ray units in health centres have been described by Howie (1974) and Barber et al
(1974): in the former experiment at Springwell House Health Centre, Edinburgh, the
mean positive findings over 13 months were 51.8 per cent of results while in the
latter study, (Woodside Health Centre),onerthird of a year's examinations were
pogitive.
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use of direct access pathology and ocutpationt referrals1; What he failed to

emphasise when he summed up that the correlation approach used by some
researchers could not be used to prove a casual relationship between use of

open access and outpatient referrals, was that these studies were examining

a static situation. In developing an argument in favour of open access to

the general practitioner, it matters not that high outpatient referrers are

also heavy users of diagnostic services; +the fundamental question is what would
be their referral rates to outpatient departments if these investigatory facili-

ties were not available.

The views of consultants on.the issue of general practitioner access to
diagnostic facilities were collected in surveys by Forsyth and Logan (1968), Long
(1973) and Long and Atkins (1974). In -the national study, 164 consultants and
SHMOs completed postal questionnaires. Direct access of general practitioners
to haematology and bactericlogy services received the support of virtually all
respondents, but only two-thirds were favourable to similar access to bio-
chemistry. Again, almost all consultants favoured direct access for chest
and most other straight x-rays, but the case for access to contrast media
x-rays was not supported by more than three-fifths of replies. Only one-third
of the general medicine consultants approved of general practitioners having
access to ECG machines: direct access to physiotherapy was vetoed by over-
whelming majorities within the orthopaedic and general surgery specialties
(Forsyth and Logan op cit). A similar consensus view ageinst open acceas to
physiotherapy was expressed by more than half of 79 consultants interviewed
in the North East Metropolitan hospital board region. However, in response
to the same question, three-quarters of 93 general practitioners questioned

supported direct access to physiotherapy, (Long op cit).

2 . .
(b) Referral for treatment requiring inpatient admission

The inpatient admission procedure for non-urgent cases, requires outpatient
inspection by the surgeon or another member of his 'firm', before the patient
is entered onto a waiting list. The question has been raised of whether
general practiticners could place patients with a firm diagnosis directly onto
the waiting list, see Oxford Regional Hospital Board 1963, Starey 1961,
Backett et al 1966, It is argued that such a system would eliminate the need

for some patients to experience twc waiting lists, and reduce the outpatient

Refer to footnote, page 4.20.

Treatment here implies surgical rcutines which traditionally have been
performed in hospital settings, and since 1948, usually by surgeons.
(There is scme general practitioner surgery in general practitioner
hospitals and «linics.)

1
2



4425

load. | This outpatient reduction perhaps would not be as great as assumed

since the average length of consultation time per patient in surgical clinics

can be less than five minutes. A published argued case defending the existing
system is not known. In conversations consultants justify the system firstly
because it enables them to screen the patient's condition, both medically and
socially, and secondly, it allows the patient some choice - he may choose not

to undergo the operation at all, he may prefer to be operated upon by a different

surgeon or even elect to he treated as a private patient.

The pertinent question is to what extent is the general practitioner's
referral behaviour, when faced with a patient requiring surgical repair, etc.
modified by the admission procedure? 1Is he really influenced in the choice
of consultant, hospital or even the advisability of seeking specialist care
within the NHS, by the dual waiting periods as suggested by Carmichael et al
(1963)? In the earlier section on The Patient, there was mention of the
Leicestershire study which gave evidence of patients' choice to seek private
medical care, plus the general hypothesis that general practitioners adjust their
referral patterns in accordance with shifts in waiting list times particularly
for inpatient admission, but reportage of individual doctors' behaviour has
been very rare.

(c) Referral for surgical procedures which can be performed on a day surgery

An increasing proportion of surgical routines are now executed on a day
surgery basis.l The first year in which national statistics were made
available was 1972 and the rate of day case attendances per 1,000 population in
England for that year was 8.6, For non-psychiatric specialties only, the rate

was 7.5 (DHSS 1S873c). In 1973, a Memopandum on the Arrangements for the Care

of Persons Attending Hospital for Surgical Procedures as Day Patients was
circulated (NHS 1973). This was the offshoot of a survey undertaken in 1969

showing the wide variety and extent of work already being done in this way. A
follow-up sample survey of surgical waiting lists showed that a substantial
proportion of those on waiting lists in general surgery, gynaecology and urclogy
were suffering from conditions which could permit selection for treatment on

a day basis. For discussions of successful day surgery schemes, see for
example Farquharson (1955), Williams (1969) Ruckley et al (1971, 1973), Wagman
and Bamford (1971), Craig (1970), Lord (1969), Stephens and Dudley (1961) -

most of the authors being hospital clinicians.

1 Day surgery is not tc be confused with outpatient treatment; the day patients
have usually first been screened in outpatient clinics. Day cases are
defined by the DHSS as 'persons attending as non-resident patients for
investigation, therapeutic tests, operative procedure, or other treatment,
«nd who require some form of preparation, pericd of recovery, or both,
involving the provision of accommodation and services.' (DHSS 1973b page 2).
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The responsibilities of general practitioners and community nursing teams
in the pre-selection of patients and post-operative care, were highlighted by
Dean and Wilkinson (1969) and Ruckley et al {op cit). "For the scheme to work
it is most important that there should be mutual trust and understanding
between the surgeon and the general practitioner. If the latter dcoes not feel
that he can co-operate it is better that day case operations be avoided", (Dean
and Wilkinson op cit page 176). One aspect of day surgery to which attention
has not really been drawn is the frequency of non-operation on cases rejected
'on the day' because of their unsuitability (on medical grounds) to receive a
general anaesthetic. This was touched upon by Stephens and Dudley (op cit)
while Ogg (1972) described how it became necessary to devise a new form for
outpatient procedures re patients' behaviour, to clarify legal responsibilities.
"Many experienced anaesthetists will agree that a few of their day surgery cases
pay little attention to the pre-operative instructions issued", (Ogg ibid page
575)., The driving of vehicles within the 24-hour post-operative period causes
great anxiety and the practice was felt by Ogg to be common.

{(d) Referrals where the diagnosis and/or the treatment of the disorder is in
doubt

The most frequently cited reason for referral is the need for advice about
symptoms, signs, diagnoses, possibly accompanied by a request for guidance over
the management of the condition.l From an examination of a sample of 4,610
general practitioners' letters, Backett et al (1966) estimated the level of
diagnosis at referral in six specialties. The inter-specialty variability
emphasised the inadvisability of generalisations about referral behaviour
without due attention to specialty mix. In four specialties, surgery, ear,
nose and throat, orthopaedics and dermatology, almost three-quarters or more
of the referral letters either stated a known diagnosis or suggested a suspected
diagnosis, but in medicine and gynaecology the proportion of letters offering
this information was about half., They were much more likely to have symptoms
and/cr history only given, and more than one-tenth of all medicine referral

letters contained no diagnostic information.

The family doctor can in most situations, choose to investigate the
patient in an endeavour to determine or confirm the diagnosis before referral.
Results from the Chesterfield outpatient HAA study (Trout 1973) and surveys
from two non-teaching hospitals (Chamberlain 1966) suggest that the frequency
of reported general practitioner initiated diagnostic investigation in

referral letters is very low. Fewer than five per cent of letters examined

1 see footnote 1, page 4.21.
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by Chamberlain gave such information; for Chesterfield, in no specialty

(apart from chest diseases) were more than four per cent of patients presenting
with x-ray results. (For chests the proportion was 18 per cent.) The pathol-
ogy department was no more frequently used. However, the proportion of
referral letters containing investigatory details from the eight Newcastle
practitioners was much higher - 39 per cent, but the participants in the study

may well have been strongly motivated, (Walker 1973)}.

A factor which could influence the family doctor's decision to
seek advice about the management of a condition, is the anticipated behaviour
of the consultant in the delegation of responsibility between hospital (ocutpatient)
and community care. The general practitioner will be responding to past exper-
iences and may in some instances specify in the referral letter that he wishes
to resume management. There are three 'care' alternatives; total
management within the hospital department, dual management between consultant
and general practitioner, and community management by the family doctor alone
after an initia}l consultation with the specialist. (Note, this is in reference
to one specific clinical condition. The patient may of course consult with
his own doctor for cther conditions while remaining wmder consultant supervision
for the primary diagnosis. There may also be occasions where a patient is super-

vised by more than one specialty.)

Discontent about the duration and necessity of outpatient episodes has
been reported in general practitioner surveys, e.g. Scott and Gilmore (13966),
Chamberlain (1966), Cartwright (1964) and Long {1973). Consultants too, are
concerned by the apparent necessity to retain certain chronic conditions
for surveillance, (see Thorn and Russell, 1973 who developed a scheme of

diabetic mini clinies in the community).

Intent upon assessing the level of 'dual care' in their practices, 5%
general practitioners recorded over a three-month period (1964/5) every patient
attending their surgery who was under the care of a hospital (or other clinic)
during that time, (Cammock and Lee 1966). More than three and a half thousand
patients, 2.3 per cent of the total population at risk, were under the care of
some hospital as well as attending their general practitioner; 62 per cent of
referrals for a second opinion were jointly managed presumably for the same
diagnosis. There was little fluctuation around this proportion when practices
were divided according to partnership size and rural/urban location. (Much
more valuable would have been tables showing the range of proportions for

individual general practitioners.) The patients whose management was totally
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supervised by hospital departments were attending in the more highly specialised
specialties such as thoracic surgery, endocrinology, radiotherapy, etc. The
diseases most likely to be managed jointly and which the family doctors wished
to treat themselves were diabetes, anaemias, hypertensive disease, respiratory
disease, peptic ulcer, arthritis and rheumatism. Items of service most usually
performed for these patients by the family doctors wers the issuing of sickness
certificates and prescriptions., Interestingly, the participants felt that
given the necessary facilities, they would have preferred to regain sole manage-

ment of about 15 per cent of the patients referred to hospital.

When referring a patient, the family doctor may not only be uncertain of
the diagnosis of the conditions, but also be unsure of the specialty best able
to diagnose and treat the patient. Inter-specialty transfers apart from those
from accident and emergency departments can comprise about five per cent of "new!'

referrals. (This figure also excludes transfers to para-medical departments.)

However, intermal transfers to general medicine and paediatrics are likely
to amount to 10 per cent all new outpatients and the percentage is higher in
psychiatry, (Forsyth and Logan 1968, Chamberlain 1966, Trout 1973, etc.).

General practitioners hold divergent views as to the degree of autonomy
consultants should have regarding inter-specialty transfers. In a survey of
77 general practitioners in two London boroughs (Acheson et al 1962) all but
10 of the 73 respondents felt that once a patient had been referred to the
outpatient department they did not want to be involved in any further decisions
about treatment or cross-referrals to other specilalists within the hospital.

In the Edinburgh situation, Scott and Gilmore (1966) found that about one-third
of the doctors interviewed believed they held the ultimate responsibility for
the patient, for example, the choice of a second consultant when a patient
was referred from one cutpatient department to another, should be theirs. Of
course for some clinical conditions, speedy transfers between departments is
essential and the conventional communication method, the letter, could disadvan-
tage the patient's welfare; the frequency that telephones are used in such
circumstances is not known. In 2 report on a pilot study of communications
between family and hospital doctors in a district general hospital (Bevan et
al 1973), nearly half of the general practitioners indicated that they were

not merely informed about inter-specialty transfers but consulted about such

decisions.

(e) Referral to reassure the patient or his family

Patient initiated referrals were found in three studies to comprise fewer

than eight per cent of the total referral decisions, see Chamberlain (1966),
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Starey (1961) and Fraser et al (1974). However, there is virtu=lly no
knowledge about general practitioners'! behaviour towards patients who attempt
to initiate the referral proceass (apart from occasional 'request for

abortion! studies).

Many factors that impinge upon the referral dedision so triggering
the centripetal movement of the patient towards the hospital sector, have been
introduced in this sub-section. Mention has not been made of the informal
relationships between family doctors and individual consultants which may have
a marked effect upon referral (and discharge) behaviour. Balint (1964) dis-
cussed the hypothesis of the "perpetuation of the teacher-pupil relationship"
between specialist and generalist. Spencer (1971) developed models of the
referral process taking account of the indirect interaction between a
consultant and a general practitioner. Coles and Bridger (1969) added in the
patient to form a "three-person group' technique which they felt could result
in many more cases being seen in the outpatient clinic, and greater satisfaction

would be achieved in general practice.

The stimuli to the comsultant (or deputy) to initiate the centrifugal move-

ment of patients back to the community are now identified where possible.

The Consultant

"A consultant is a doctor, appocinted in open competition by a statutory
hospital authority to permanent staff status in the hospital service
after completing training in a specialty and, in future, being included
in the appropriate vocational register; by reason of his training and
qualifications he undertakes full responsibility for the clinical care
of his patients without supervision in professional matters by any other
person; and his personal qualities and other abilities are pertinent to
the particular post."”

The Responsibilities of the Consultant Grade, (DHSS 1969« page6).,

The perception of this working party (chaired by Sir George Godber) of the clin-
ical autonomy of specialists left unresolved the question of the hospital
consultant's relationship with general practitioners who also claim clinical
autonomy with regard to patient management, see for example the Standing Medical
Advisory Committee report, The Field of Work of the Family Doctor (MOH 1963) vhich

considered that he “must have continuing responsibility for the medical needs
of each individual in his care", (page 9). This view was reiterated
in the RCGP (1972) manual on The Future General Practitioner. Nevertheless,
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the definition propounded the concept of hosPifal consultants wielding authority
in the cutward or centrifupgal movement of patients from hospital to community.

So once more it is pertinent to ask, what is known about discharge behaviour

with reference to the outpatient sector, and the answer is that there is an

even smaller body of knowledge about consultant behaviour than has been assembled
with respect to general practitioners., Published information relating to out-
patient activities has been gleaned from hospital workload analyses, clinical
notes and discharge letters, plus occasional surveys of consultants® attitudes

to outpatient clinics which have been superficial in reportage if not in
fieldwork. Refer to Tables 4.land4.2 for an outline of data available from

varicus cutpatient studies.

(a) Workload analyses

The specialty mixes of new outpatients from a range of surveys (and
presented in Table 4.4) serve to emphasise not so much the variability of results
between surveys, but the effect that unstandardised definitions can have upon
such data.l For example the percentage distribution will be greatly influenced
by the range of departments included in each study - the omission of obststrics
which comprises nationally about 9 per cent of new patients, can have a
weighting effect on other specilalties. Likewise the exclusion from orthcpaedic
surgery data of internal transfers made by accident and emergency departments
may explain the wide range in the percentage distribution of patients between
studies. (In the DHSS annuzl statistics orthopaedic surgery has the largest
proportion of new outpatients in England, about 15 per cent in 1973 -
colum 9, Table 4.4). The adoption of differing definitions of new patients
will also have an effect upon the overall distribution, although just how

significant this can be is nct really known.

(b) Clinical actions and outcomes

(i) Status of clinicians seeing new patients There seems to be a rathepr

high probability that new patients attending provincial hospital outpatient
departments will be seen by a consultant, (Table 4.%), and peripheral clinic
attenders both new and return may be even more certain of their attention,

(Gruer 1972). All the studies which gave the proportion of patients seen by

. Certain papers reporting general practitioners' referrals to outpatient depart-
ments have presented diagnostic breakdowns; diagnoses only, Scott et al {1960C),
Bloor (1962) and Walker (1973); diagnostic groups, Morrell (1971) and Morrell
et al (1971); hospital departments, Fry (1959), Carmichael et a1l (1963),

Starey (1961), Crawford {1954), Hopkins (1956), Evans and McBride (1968) and
Walker (13873). Priest (1962) itemised diagnoses confirmed in a general

medicine department while all of the studies which collected comprehensive
data from outpatient departments listed selected diagnoses/diagnostic Zroups.
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the consultant to whom the referral letter was addressed were reporting on
metropolitan situations; in Edinburgh 75 per cent of new attenders saw the
consultant specified, the figure was 10 per cent lower for a London teaching
hospital. A survey of 77 general practitioners in two London boroughs,
(Acheson et al 1962}, showed that only cne-third of the respondents nominated
the consultant they wished the patient to see in the outpatient department and
these were mainly users of regional hospital board hospitals. However,
uncertainty in the fulfilling of requests by named consultant was not one of the
three commcnest reasons for deciding against nominating a econsultant. (The
three reasons were the belief that all consultants were equally capable of
treating any disease within their specialty, the inability to name consultants,
and the longer delay created for patients wanting appcintments with named

consultants. )

In many outpatient departments clinicians in training posts see increasing pro-
portions of subsequent attendances, (Forsyth and Logan 1968, Trout 1973, Scott
and Gilmore 1966), Thus the view held by some general practitioners (Cartwright
1964, and substantiated by Gruer op cit, and Chamberlain 1966) that disposal
is significantly related to the status of the doctor may mean that some patients
are held umnecessarily under review. Likewise it may offer a partial explana-
tion for self discharging by return patients which can comprise between six and
nine per cent of all patients under observation (Oxford Regional Hospital Board

1963, Trout op cit and Gruer op cit).

(ii) Diagnostic investigations Anxieties sometimes expressed about the

wasteful duplication by consultants of diagnostic tests already carried out on
patients by their general practitioners have not been substantiated nor really
discounted in the iiterature. Only the Chesterfield study presented svidence,
(Trout 1973). Less than two per cent of all new patients seen in all depart-
ments over a six-month period were x-rayed both before and after the medical
consultation, and the percentage receiving dual pathology investigation was no
higher, (It was noted earlier, pg. 4.26 that the proportion of newly referred
patients with general practitioner initiated test results available seems to be
small.) Of course, it is possible that the nature of the tests differs
slightly, but equally likely, the consultant requiring information on treatment
srogress, duplicates tests. Probably a more necessary area for review is the
duplication of tests for inpatients, particularly for those admitted

primarily for investigation (Forsyth and Logzn 1968, and Loudon 1970).



i

1 & 4 &k 4

4.32

Considerable concern was expressed by Forsyth and Logan (1968) about the
proportion of outpatients discharged after one consultation who had received
neither x-ray nor pathological investigation under the supervision of the
consultant. In paediatrics and orthopaedics it was over one half, and in
general medicine, 38 per cent.l Even many reattending patients in paediatrics,
surgery and orthopaedics still lacked investigation. They were highly critical
of discharge decisions for certain diagnoses (psycho-neurcses, peptic ulcers,
heart disease and menstrual disorders) taken without recourse to routine
investigations. Studies which detailed diagnostic investigations ordered in

outpatient departments are identified in Table 4.2.

(iii) Use of para-medical facilities Also of interest is the use made by

clinicians of para-medical facilities, e.g. dietetics, appliances, physiotherapy.
Once more, the small Chesterfield study offered some illumination. The physio-
therapy department was used almost exclusively by orthopaedic referrals (15 per
cent of all new outpatients in this specialty). The heaviest user of the
pharmacy department was general medicine, 15 per cent of the new outpatients

under surveillance being referred with prescriptions. (Note too, that the
paediatric specialty although much smaller in terms of total new outpatients,
prescribed directly from the hospital pharmacy for one-third of its new attenders.

Convenience to the patient could have accounted for this.)

(iv) Outcome of first attendance The outcomes of patients at their first

attendance as a new referral recorded in seven studies (Table 4.6)show that despite
variations between definitions used in the individual reports, there is a degree
of consistency in the relative importance of differing alternatives. The
largest category in all but the Scottish Border Counties was 'proceed as an
outpatient'. However, between 20 and 30 per cent of all newly referred patients
were either sent back to the referral agent or discharged without any reference.
In their national study Forsyth and Logan (1968) pursued outcome of first visit
at specialty level. Between 35 and 45 per cent of gynaecology and general
furgery patients were put on to waiting lists and the same applied to 30 per cent
of ear, nose and throat attenders, but for each of the ¢ther major specialties
including orthopaedics the percentage was less than 10 per cent. About three-
quarters of orthopaediczand psychiatry referrals were retained as outpatients.
The specialties most likely to discharge patients back to the community were

ophthalmology, dermatology and chests (about 40 per cent of new patients);

1 Backett et al (1966) too demonstrated considerable variability between six
specialties but in a lower order of magnitude. Walker (1973) observed that
the proportions of patients discharged without investigations or treatment
to the eight Newcastle doctors varied from nil for cardiology to 26 per cent
for dermatology.

The proportion of these orthopaedic patients needing physiotherapy treatment
only was not indicated in the results.
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for medicine, paediatrics and ean pose and throat, the proportion was around
one-third, Backett et al (1966) and Walker (1973) also produced specialty break-
downs of cutcome at first attendance. The order of the specialties was similar to

the breakdown cited above, but there were variations in the proportions.

To what extent is the consultant's disposal decision influenced not just by
the contents of the accompanying referral letter, but his perceived assessment of
the referral agent constructed from previous communications such as roferral lottors,
telephone conversations, discussions about patients on the ward, plus any professional
and social contacts? The general practitioner's referral letter may even adversely
affect the diagnostic decision of the consultant. Backett et al (1966) found that
where the patient referral note gave a confidently defined diagnosis there was a
greater likelihood in the first outpatient visit for the consultant to make a
'positive' action either to refer the patient back to general practitioner care
or proceed towards inpatient care. Only 42 per cent of defined diagnoses in the
20 largest categories remained in outpatient care, compared to 59 per cent of ill-
defined diagnoses as indicated by the general practitioner. Could there be occasions

when the consultant makes an adverse decision based on a misjudged referral diagnosis?

(v} Outcomes at the conclusion of defined survey periods The outcomes of

patients at the end of defined periods of time have been presented in a number of
reports - refer to Table L.2, It would seem that about one-tenth of new patients
can expect to be under the supervision of a hospital department 12 months after

initial referral. There is, of course, inter-specialty variation.

(vi) Outpatient surveillance and computerised monitoring The prolonged manage-

ment of certain common gynaecological disorders and chest cases such as bronchitics
and asthmatics concerned Forsyth and Logan (1968). Their findings in the general
medicine specialty substantiated disappointments expressed by general practitioners
about transferring to hospital departments patients whose clinical conditiens they
understand and indeed they would prefer to manage. Diabetes, rheumatoid arthritis,
thyroid disease, hypertension, epilepsy and blood disease were diagnoses singled

out by the authors.

"Most of these chronic conditions require monitoring and/or maintenance
therapy. When such therapy was first introduced in the 1950s it was in
hospital and it was very necessary for the specialist to test it critically
under careful comtrol from the hospital. However, a decade or more after
their introduction and with the side-effects well controlled by the pharma-
cologists of the drug industry, is it not time for much of these skills to
be fed back from the specialist to the general practitioner, and for the
family doctor to take over the supervision, and maintenance of his patients
whose conditions will be life-long? The difficulty is the gap between
hospital and general practice in Britain.” (Forsyth and Logan 1968, ‘page 61).



1 B 1 K1 1

434

In an endeavour to transfer the routine management of pationts to- the family
doctoxr yet continuing to oversee progress, some clinicians have been experimenting
with computerised monitoring programmes, (Crooks 1968, and Beilin et al 1973).,

Such schemes rely on joint participation between consultant, general practitioner,

and patient.

(vii) Choice of clinic site for new and return outpatients Doubt has been

cast upon the necessity for many new and review patients to be seen in hospital
departments, by two small studies. Wade and Elmes (1969), concluded that 85 per
cent of all patients seen in a general medical outpatient clinic over a two-month
period could have been adequately dealt with by consultants in health centre
clinics, Bryden's (197C) findings complemented those cited above - four-fifths
of outpatients registered with doctors practising from the Cumbernauld Health

Centre could have been cared for in health centre consultant clinics,

(¢) Communications between family and hospital doctors

The referral letter is the pivot in the transfer of the patient from
community-based to hospital ambulatory care. The discharge letter is not such
a crucial component in the centrifugal movement of the patient back to the
community. Indeed, it has been shown that as many as 40 per cent of all
discharges from some hospital departments have not been notified to the general
practitioners. Formal communication by letter between doctors, is one facet in
the referral/discharge process on which much attenticn had been focused. In an
early paper, Report on Communications and Relationships between General Practi-~

‘tiomers and Hospital Medical Staff, (Shaw 1963), the cumulative experience of a

small group of family and hospital doctors was reported and certain general
suggestions made, including, "The consultant and general practitioner to decide
between them who is to have "overall care" while the patient is attending hospital."
(page 30). Since the early 1960s, studies have looked into the contents of

medical letters, for example de Alarcon et al 1960, @e Alarcon and Hodson 1964,
McMullen and Barr 1964, Chamberlain 1966, Gormez 1967, Forsyth and Logan 1968,
Bryden 1970, and Williams and Wallace 1974. Refer alsoc to Table 4.2.

Analyses undertaken in these studies have ranged from counting the number
of words in letters on the assumption that length reflects quantity if not
quality of information, to assessments of the quality of the information provided
against check lists of the items most desired in veferral letters agreed to by
concensus amongst consultants. Two studies elicited the views of family and

hospital doctors by surveys, the first a postal survey (Bevan et al 1973) and
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second using interviews (Long 1973 and Long and L4tking1974). Dissatisfaction was
found amongst general practitioners about certain areas of communication
particularly the timing of the notification of the discharge of inpatient
Consultants in the North East Metropolitan Regional Hospital Board study

complained of insufficient detail in referral letters, (Long ibid).

A full discussion of the literature surrounding communication methods was not
deemed necessary because of the exhaustive treatment in the studies cited earlier.
It sufficies to repeat an observation from the pilot study of communications in

the Canterbury area, {Bevan et al op cit).

"In general, the survey appeared to confirm other studies particularly
in respect of complaints by general practitioners about certain areas of
commmication. That these findings have been reported over a number of
years without change suggests that the problem at the present time is
not one of eliciting further detailed or more geographically widespread
information but of implementation of measures to correct the already
well known lacunae in the communication system and of monitoring such
experiments as are devised to improve communications.” (page 36)

If the content of a referral letter does in fact influence the outcome for
the patient (a proposition which must be explored) then experiments with preferral
pro forma must be carried out. Long recommended that the referral letter should
have a standardised format and be used through out the North West Metropolitan
hospital board region, yet Bevan et al found that general practitioners were not
unanimous in their preference for this type of referral note: sympathies towards
the traditicnal letter were expressed. And is there any certainty that the
consultants disposal decision will be modified when presented with additional
data not routinely applied? 1In one pilot study where consultants were supplied
with information of a social nature about inpatients, no adjustments were cbserved

in their discharge decisions {Barker 1974).

This discussion of consultant outpatient performance has been almost entirely
descriptive of the workload. It has not been possible to identify any factors
which may have a causal effect upon discharge decisions of ambulatcry patients.

As a group, consultants are an enigma. In a survey of consultant opinions
relating to outpatient activities, outpatient work scemed to enjoy little status
in the eyes of most consultants. (These were the views of 164 respondents; the

fieldwork was undertaken as part of the comprehensive study reported by Forsyth

and Logan, 1968.)



1 B &+ &k 4 1

4.36

The pressure of work in the outpatient department severely conditioned these
attitudes, but abuse of outpatient services was not ascribed as a significant
reason for this situation. TForsyth and Logan found it questionable how far a
more widespread provision of junior hospital staff to assist in outpatients
would in fact ease the pressure on the departments. The vast majority of

referrals are seen by consultants, a convention few would want to change.

Surely the time is now ripe for an in depth investigation into the manage-
ment of outpatient cliniecs to see where rationalisation of scarce manpower
resources can be effected. A team of clinicians and administrators at Northwick
Park Hospital have designed management documents for consultants which display
"visually the extent to which a consultant is keeping pace with demands on his
services in out-patients and in the wards, together with the resources he is
using in the process" (Mason et al 1974 page 46). But these avoid any
behavioural examination of his performance, and not until there is a fuller
comprehension of these aspects can rationalisation of resources not only those

of the hospital service but in the community be effected.
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5.1
EPILOGUE

This interim report was compiled from published and unpublished sources,
including a survey of regional hospital loards, in order to acquire some
feeling for the general factors influencing the delivery of health care
in the outpatient sector., Without such an overview it was felt that the
most relevant questions regarding the location of consultations between
ambulatory patients and specialists could not be discerned. Having concluded
what these questions are it is the intention to pursue them in the main

field study.

Historically there has been a considerable amount of support for the
idea of outpatient sessions being held in health centres, and as early as
19RO Lord Dawon of Penn envisaged primary health centres in which consul-~
tations letween general practitioners and specialists over patients could
be conducted. The principle of health centres accommodating specialist out-
patient facilities was embodied in the 1946 National Health Service Act kit
progress in the realisation of this policy was slow. By 1972 only 12 per cent
of the 364 health centres established in England appear to have housed out~
patient clinics and many of these sessions were held on behalf of the school

health service.

The incorporation of outpatient facilities in general practitioner hespitals
was proposed in the hespital plams of the 1960s, and further supported in the
194 memorandum on community hospitals prepared ly the Department of Health and
Social Security. In this area it does seem that the provision of such services
is already widespread (but with marked regional imlmlance) for sessioms were
recorded in more than half of the approximately 400 general practitioner hes-
pitals of England in 1972, (More frequent still were the consultant outpatient
sessicns held in other types of 'clinic premises' on behalf of regional hos-

pital boards, local health and school health authorities.)

Despite the apparent backing in recent years for decentralised consultant
outpatient sessions from professional bodies arguing from the standpoint of
patients' convenience and the mutual education of general practitioners and
specialists, evaluative studies of experiments in peripheral premises have
been rare. Reports that are availalle have offered impressionistic appraisals

wsually favouralle. The lenefits cited have included convenience to patients,
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plus the reassurance of their being seen in a familiar setting. In some
instances there have leen suggestions that episode lengths are shorter in the
peripheral clinics than for patients attending the hospital outpatient
departments (this was one finding in the 1972 regional hespital beards' returns
for peripheral clinics). However little Las been learnt from these studies

of peripheral sites about for example the case selection, the dependency of
individual specialties on supporting diagncstic equipment and remedial facilities,
and the effectiveness of mutual education letwen the family doctors and
specialists. The two major field studies to date (in the Scottish Border
Counties and East Cumlerland) merely attempted to estimate costs to patients
and consultants of attending alternative clinic sites. Crucial questions

about possille modifications in the referral/discharge process letween con~

sultants and general practitioners involved in such schemes were not investigatecd.

Many gaps in our knowledge of the overall purpocse and functioning of the
cutpatient sector are evident from the review of the literature. A numler of
studies in the 1%0s provided valuale wrklcad analyses of outpatient depart-
ments, emphasising in particular inter-specialty variations, and accounts
by general practitioners of their referral rates to outpatient departments
highlighted the variability in referral patterns. But a greater understanding of
the three participants in the cutpatient consultation process is nowneeded
as a prerequisite to the formulation of recommendations alout the siting of
sessions. Too little is known of the manipulative powers of patients wo
themselves perceive a need for specialist advice. Too little is know about
the reasons for the wide range in the general practitioners' referral patterns
- vhat are the influences which impinge on their decisions to refer (or not
refer)? An appreciation of the dependency of consultants and their deputies
on diagnostic and remedial facilites is long overdue. Even more essential is
a deeper understanding of how consultants within specialties select patients
either for continued review or discharge. It is hoped to explore some of these

issues in a sulsequent report.
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Table 1.1 - Summary of peports Detalling Consultant Qutpatient Clinic Expsriments
in Health Centres and General Practice Surgery Premises

Practice/scheme
and source

Selection of specialtiss

Clinic staffing
in the practice
promises

Appointments
booking and
medical records
systens

| S B

Cited advantages and disadvantages of the schemes

Patworth group
practice, Sussex
4 G?s, 6,000 pats,
{3ell 1961 and
1975)

Winchaster group
practice, Wessex
5 GPa

{Gibson et al 1966)

2 London practices,

2 GPs
(Brook 1957}

Stockten-on-Tees

group practice,

Durham

5 GPs

15,000 pats.

(Marsh & Tompkins
196%)

Witney Health Centre

Oxfordshire

7 GPs plus nearby
practices,

about 30,000 pats.
(Morgan 1970)

Type and
sassions
Comments per mth
New surgery med (1)
premises opened  ophth (¥)
in 1960, Schema
. stil) ocperating
'Honovrery' schema psych (&)
startad in 1964
Schene arose ‘psych (2)

from saminars

on psychological
problems in gen-
ersl practice

8 menth pilet in
1965

Scheme proposad paed,

by consultant (5 wesks)
with overseas

experience of

such

1967 /68

ceased when con-

sultant emigrated

Health centrs, psych(B8)
built by Huffield ophth(L)
Provincial Yosps. med (2)
Trust, has suite s=surg(2)

Consultant with
pats. presented
by GPs

3 consultants

and a psychiatric

soc, worker plus
GPs presenting
casas

GPs booked pats.
and notified a
hospital sec;
Consultants carried
records to clinics

Surgery sec. booked
pats, and attended
related carrespond
Consultants carried
records

Specialist and GP Aftermomt schoduls

in consultation
about patients
and problems

Congultant with
pats. presented
by GPs

Clnens.assisted
by part-time
nurse, and GPs
often presented

of rooms for cut- chests(?) patients

patient sessions,artho(2}

Alsc physiotharapy phys.med(2)

gym, stall patho- newr{l}

logy lab., small gynaa(l}
ger asaess(l)

X-ray department

was at the discretion
of the individual GP

GP# sace booked

in pats. and liaised
with a hosp,sec. re
madical records

Sessions administered
by e receptionist

Pats.~ 15 mile journay saved;
benefited from drs.' joint
interest in case;

shorter 'apisode lengths';
tea-break chats may have
reduced need for other
referrals

Pats, = sarly diagnesis and
rapy adapted to needs;
familiar setting, no waiting;

suppcrt of GP between sassiona

g_ﬁg. = poat favoured infora-
ality, joint cosultations,

and not having to attend hosp.

Pars. - invited comments
included: -

convenienca of surgery re
aocess with small children,
familiar surroundings, better
appointment systems;

GPs' reassurance to the chil-
dren and help to the parents
in the interpretation of
questions and description of
symptoms;

parents greater confidence in
GPs' ability to manage cases

Pats, = jowney of 12 miles
or mord to Oxford saved,
shorter waiting time;
familiar surroundings

GPs - better able to present
cases;

mora ablae to keep abreast
medical advances;
follow-up pats, not lost
sight of iIn hosp. system

of

GPs/consultants - could con-
Ter over pEysIcal aspects of
cases;

patients less able to play

of f one dr. against the other}

sarly tresatment reduced
demands from chronic patients

Censultants - nev insights

Tnto pats.' background and

problens of general practice

Hosp. = less comgestion,

pressure on junior clnems,
transpopt savings

GPs « joint conmsultations over Consultant - identification

Todividual patients

GPs - mare intensive 'work up!

{Tncidg. investigations) of

patients far presentation,
and dual care gliminzted;
sassiong offered banefits
similar to short paediatric
refreshar courses;

reduced paper work as no
letters needed, diagnoses,etc.
entered on GP recard cards

With some of the problens
facing GPsj

reassessnment of the natwrs
of miner psychnlogical
problems in general prac-
tica

Consultant - insights intc
the working of a group prac-
tice cantrs;

joint discussions aided
diagnoses formulation;
reduced cutpatient workload

GPs_ - better prepared (incldg. Counsultarts - discussion cf

Investigations) roferrals;
cpportunities to discuss non-
referred patients' probloms;
improved lines of communica~
tion to hoapital service

prablems with GPs and ofzen
sncillary staff (health
visitors, district nurses
ecnabled qarlior patient
dischargaes
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Selection of specialties

Practice/schame
and sourca

Comments

Type and

sessionse
per mnth

Clinio staffing
in the praoctioce
premises

Apvointpenta
booking and
medioal records
oystems

Cited advantages and disadvantages of the achemes

Coleshill group
practice Warwicks.
4 GPs,

9,500 pats,
(Maling & Stuart
1371)

Cymmer Hoalth
Centre, Glamorgan
2 GPs, 4,500

ats.
?hlsh Hoapital
Board 1972)

Woodside HC,Glasgow
8 practs,,21l GPs
approx 40,000 pats,
plus pats.firom
cther practs.
(Strang 1973, and
Harper ¢t al 1972)
See also Robertson
(1973) ,  Birkert
{1973) and Handel
(1972).

Wolverhampton

14 practs..

36 GPs,

104,514 pats.

{Tharn & Russell
1973, and

Tharn 1971)

Initiative from the
practice ~ a desire
for jnt.consultns,
re c¢iabetic pats.
(Similsy experi-
ments wara seat up
in two other
practices)

Small survey high-
lighted the depen-
dence upon ambulan-
ces by pats. trav-
elling 12 miles to
the Neath Hosp.

After a 3 month

trial(1372) scheme
was fully implmtd.

Agreemant between
Western RHB, SHHD,
and HC comm.of Man-
agement for clinics
to be organised by
Glasgow Horthern
Hosp.Group, phased
over 1571/ 1972 with
gynae as pilot, Nota
that in 19%8 the
Western RHE helped
set up clinics in 8
specialtias at the
Kilsyth KC

(Blair et al 1970)

Scheme started in

diabetic
clinie
(annually)

dbatet (2)

surg{y)
gynae(4)
ned(3)
ENT(3)
psych(3}
derm(2)
obstet(2)
VBS,5urg

diab. (1)

paed (1)
ger (1)

diabetic

1970, developed from mini-

2 monthly discussion
Eroup
GPs hold own prace

tice mini-¢linics
nonthly

clinics
{annually)

From the hoap.,
2 conslts,,
senr,.registrar,
nursing sister,
sac.2nd techn;
From the prac-
tice, 4 GPs,
nurse and

2 secg. .

Conslt,
asgisted by 2
loc,authy.
widwives

Usually a
conslt., plus
2 local authy.
nurses

Conslt,with
other hoap.
staff and GPs

Re sults were charted
on both hosp.and
practice records

New bookings made
through general hosp,
Conslt, takas clinic
sheet and records to
HC (20-24 pats. per
¢linic.)Blood samples
taken and Gelivered
by conslt. %o
hoapital,

Member of HC clerical
staff made bookings

2 days before clinie's
hosp.records dept.
prepared necessary
records from pats,
lists

Not applicable -
mini~clinic records
were held ineaoh P
surgery and accompan-
ied any pats.referred
to the hosp.clinics
Note: All newly diag-
nosed pats.were seen
at least onco at the
hoap.clinie

Pats. - 12 miles to hospital;
famillar setting;

personal and social circum—
stances were fully taken into
account

Pats., - travel time and costa
raduced (estimated total
travel savings of 1,73 per
elinic }3 )
appeiatment time keeping poor,
but reduced dafaulting rate

Pats. = reduced travel dis-
tance, familiar suwroundings

Pats. - continuity of care
from same c¢liniciang

closer management of disaase,
e.g, mest -mini-clinie pats,
nad more blood sygar tests
annually than hosp.clinic
pats;

more comfort, less walting;
consultation and prescription
from the same scurce may have
meant fower dafaulters

GPs ~ developed new expertise

To the care of the disease

{appreciated by the patients)

GPs - joint consultations/
discussions possible yet
“Because of their othar
commitments, there is less

contact with the Practitioners

than we would wish."
(Harper et al 1972 p.283)

GPs = increased competence
in mapagekent of diabetic
pats;

maintained complete clinical
charge of the patient;
practica nurses helped in
educating pats.

Conslts. = background to
disease discussed more
laisurely;

sore team bsmbers learnt
that compatent medicine
was practised cutside
hospitals

Conslt. - benafited from
direct contacts with mid-
wives who knew the pata.
welly

more Space re examinatlons
and clurical help would
heve enabled larger clinicss
travel costs 53p per clinic
vegk

Arbulance scpvice = saving

of approximataly {12 per
week {(1972)

Conslts, _retter acecmmoda-

tien in HC than in nospiral

outpztient depariment
Hosp,a . = & lower pat-

lent deaulting rate at at HC;

neccasity to augment hosp.
clerical staff and trans-
port, and employ radioghr.
and physiotherapist;

need to provide consultat-
ive cover in hospitals
schemes were sat up widely
in HCs;

junicr medical staff would
need HC c¢Upic training

Conslt, - growth of hosp.
cinic retarded
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Practice/scheme
md gource

Selection of specialties

Clinic staffing
in the practice
pronises

Appointments
bocking and
madical records
systems

Cited advantages and disadvantages of ths schemes

Hailsea HC, Somarsat
2 groups,

8 GPs,

19,500 pats,

(Anon 1973)

Tile Hill HC,
Coventry

¢ GPs,

14,000 pats,
(Condom et al 1873)

Street HC,
Someprsat.

$,500 pats,
(Forth 1974)

4 GPs

Cumbernauld HC,
nr. Glasgow.

13 GPs, 40,000
POP . approx,

(Scott ot al 1973)

Type and
sessions
Comments par mnth
HC house. coxni- chilg
ttes approached paych(s)
- county medical
officer and in- f‘::‘_’i“ al
dividual conalts. (2)
paych(2)
surg (1)
mad (1)
gor {1)
Lack of op.accommo- ortho
dation at DGH pius {n.k.)
conalts, wish to
axparinent with
a HC clinic
psych(l}

connlt.and hosp.
soc.worker

conslt., a GP
and 2 nurses

conslt, plus
discussions
with GPs

conslt. ,nurse
resulting minor
ops.done by GP
conslt, ;nurse

eonslt,

conslt,,
hosp.doc. ,

2 nurses and
ac.

conslt,

Street L Glaston- ortho(2) conslt.and hosp.
physiotherapist,
plus HC nurse
and sec.

bury HCs recorded
for 4% months all
referrals and hosp.

follow-ups. Majority
wore in these spaci- surg(2)

alties. {Scheme
implemented in both
Hes in 1972)

Results incl,
elinical details
from 2 years sxpar-

conslt.and hosp.

8ac.

urol(s)

consult.weekly

psen.registrar
fortightly

ience. {Clinics held

in 7 othar spacial-

tiss, ses Dryden 1970)

A HC staff member
made clinic appoint-
ment bookings, pre-
pared notes and

took reception duties
Also she made hosp.
bookings for resulting
admissions and treat-
ments, and typed
letters for one
consit.

RHB paid 1/3rd of her
salary

n.k.

n.k.

GPs pocked pats,

Into local sessions,
notified hospital
records and tha conslrt.
carried records.
Hosp.notas were typed
in HC and GPs received
duplicates

Pats.records commenced
at firat attendance,
transferred to hosp.
for results then
returned to HC

Pats.
Famlliar surroundings;

shoeter waiting time for HC

clinic appntmt. date;

psychiatric pats. fult less

labelled

PFats.{ortho) ambulances
were littla used and &
better appointments
system}

Pats,(psych) "willingness
of usually reluctant pats,
to see a psychiatriat™
(pats. ware then often
willing to have hospital
treatasnt).

Pats. saved journey of
12-72 miles.

Pats. greatly reduced
travelling - high level of
employment in district
sspacially women part-tine

10 mile jourmey saved; GPs "gemerally

e e ses @ tremendous
elp ees

Health cantre accommodation
as cp. clinics ware not
planned for

GPs (psych.clinic) jeint consul-
tations improved case of indl -
ual pate. but thers was a failure
to interest other GPs in such &
gscheme, "A considerable amount of
educaticn and persuasion would
therefore be required to extsnd
the scheme,™

GPs able to consult over diffi-
Cult cases and start treatments
before referring.

GPs commmication with hosp.drs.
sasier

Conslts,"seenm to enjoy
Gm;g vee and hold their
clinics with perhaps a
wore infaruwal relaxed
ltmphh'o sonae”

Conslts.{ortho) X-rays
not on hand could be
overcoma by GPs mzking
prior arrangements;
recommended expansion

of such clinics;

clinic to be extended
whan nore space avziladle

Consulitant
of methods
of general practice
"While the present short-
age of psvchiatric tire
continues, it Day be
Letter to work for a
limited period in the
practice and then move
on to another.”

(psy=zh) learnt
anc problems

Acbulsnce services
consicerable milsage
saved.

Conslts. registrars taven
noturh to EC; time s-ent
away froo hosp. 2 die-
advantage; some prollemc
re redical records and
speciren transp; can rive
lst class pat.care ar?
excelliently piaced for
ciinical res=anch
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Table 3.1 Fkesponses of Regional Hospital Boards to requests for 3t?tist1cs '
relating to consultant outpatient clinics held in general practitioner hospitals,

health centres, and other local authority premises

Breadth of data submitted

Date of
oo first Date General Health centres
Regional reminder data practitioner fﬁf c . date submitted
i ‘letter dispatched hospitals 'clinic cmments re data submitte
Hospital Board pa promises’ .

N.E.Metropolitan (N.E.Thames) - 13 Feb.74 Yes Yesg Approach made to Board prior to 18 Fcb., 74

S.E.Metropolitan (S.E.Thames) - 22 Feb.74 Yes Yes 1372 round volumes

Sheffield (Trent) - 5 Mar.74 Yes Yes 1972 bound volumes

Birmingham (West Midlands) - 6 Mar.74 Yes No Survey pro forma used; no details were
held of health centres or
local authority premises

Kanchester (North Westerm) - 1)1 Mar.74 Yes Yes Data on Board's own pro forma

Liverpool (Mersey) - 13 Mar.74 Yes " Yes Survey pro forma used;
some non-g.p. hospitals included

South Westerm (South Westerm) - 15 Mar.74 Yes Yes 1972 bound volumes

NeW.Metropolitan (¥.W.Thanes) - 28 Mar.74 Yes Yes Data on Board's own pro forma

S.W. Metropolitan (S,W.Thanes) - 29 Mar.74 Yes Yes Survey pro forma used

Kewcastle (Northernm) - 3 Apr.74 Yes No Survey pro forma used

(xford (Oxford) 22 Apr.74] 15 May. 74 Yes Yes Survey pro forma used

East Anglian (East Anglian) 4 June 74}17 June 74 No No Only information held by RHA were
copies of SH3 roturns

Wessex (Wessex) 4 June 74! 5 Aug 74 Yes Yes Copies of hospital records, SH3 forms, etc.

Leeds (Yorkshire) 22 Apr.74| 18 Oct.7u4 Yes Yes Copies of hospital records, SH3 forms, etc.

Note:
Names in (

) are those of the relevant Regional Health Authorities

The original letters to the Regicnal Hospital Boards were dated 18 February, 1974.
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and Total Outpatient Statistics for England, for 1972

Table 3.2 Specialties in which Peripheral Consultant Outpatient Clinics were held,

ol
- Peripheral outpatient clinic statistics Total outpatient
- for 13 Regional Hospital Boards, 1972 statisties for
England, 1972
- Peripheral |
Specialty Total no.] Total no.]Total no.|Ratioc of Ratio of | Total out- total 5
of units | of new of atten-| total/new| total/newfpatient attendances !
-— in which | patients | dances out- out- attendances |as % of total’
clinics patients | patients |per 1,000 attendances
- were 1872 for England -
sited population
mohthalmology 329 66,174 { 239,657 3.6 4.6 59.4 8.7 !
Orthopaedics 179 48,839 | 160,612 3.3 4.0 97.2 3.6
#hild psychiatry) 165 16,360 115,868 T.1 6.6 4.8 52.5
 eneral surgery ", | 161 57,676 147,500 2.6 3.5 73.3 4.3
ar,nose & throat 143 29,107 70,256 2.4 3.2 43,1 3.5
accology 140 25,772 58,436 2.3 2.8 32.4 3.9
eneral medicine 132 19,611 66,766 3.4 6.2 69.2 Z.1
iseases of the
chast 114 108,578 | 402,895 3.7 4.2 28.7 30.3
stetrics 91 35,410 | 113,627 3.2 4.7 74,0 3.3 |
ult psychiatry 81 7,046 56 ,40u 8.0 T.7 29.4 4.1 ;
Paediatrics 60 3,723 15,108 4.1 5.2 19.9 1.6 ;
hysical medicine 56 12,457 35,431 2.8 3.7 12.7 5.9 ‘
lermatology 42 9,3u4 27,781 3.0 3.7 32.8 1.8 !
enereal diseases 19 30,653 97,801 3.2 3.4 22,1 9.6
Geriatrics 19 430 2,306 5.4 5.7 3.6 1.2
\adiotherapy 18 7,629 25,578 3.4 7.7 15.3 3.6 :
mirology 12 641 1,746 2.9 4.1 6.8 0.6
Neurology 5 10 885 2,651 3.0 3.8 6.6 1.0 i
athology/Cytology g 4,881 7,458 1.5 - - -
ntal surgery 6 618 1,092 1.8 3.5 39.9 0.1 ‘
E;;-thodontics 5 751 5,418 7.2 T 4 8.7 1.2
eumgtolozy 5 207 984 4.8 6.3 4.0 0.5 i
Yther 13 780 4,846 - - - -
r |
Total 158097 487,572 (1,660,181 3.4 4.2 718.0 5.0 l
r |
- ]2‘ includes 1 unit treating adolescent and adult psychiatric patients
3 includes some urology
- y includes 1 audiology clinic
5 includes 8 units treating some obstetric patients
® . includes 1 haemotology unit
includes mental handicap (% units), adolescent psychology (1 unit), diabetes (1 unit),
- cardiology (1 unit), thoracic (2 units), special care babies ( 2 units), and
- chemotherapy (1 unit). .
excludes l4 specialty clinics for which statistics were not available

Source: Data supplied by Regional Hospital Boards/Regional Health futhorities, and
Health and Personal Social Services Statistiss for England and Wales 1973 and 1974.



Table 3.3

and Ratios of Tetal /New Outpatients for Selected Speclalties

Types of Units, Distributions of Cliniec Sessions and Total Attendances,

Selected
Specialties

Total no. of units in
which consultant out-

Total no. of

clinic sessions

% of total attendances

Ratio of total/mew

patient clinics were held at peripheral units outpatients
in 1972
G.P. Health 'Clinic G.P. Health 'Clinic| G.P. Health 'Cliniecj G.P. Health fClinic

hospitals centres premiseslnospitalscentres premises!’]

hospitalscentres premises'

hospitals centres prenises'

Diseases of the chest 50 1 63 1,976 35 22,215 6.3 0.2  93.5 4.2 9.9 3.7
Ophthalmology 63 30 236 2,855 1,172 13,210 21.2 6.9 71.9 3.9 4.5 3.5
Orthopaedics 105 68 | 4,434 112 2,009 66.3 1.5 32,2 3.1 2.5 3.9
General surgery 155 4 2 7,515 140 111 96.1 1.6 2.3 2.6 2.2 2.7
Child psychiatry 5 15 1uy 181 2,217 32,480 0.7 5.3 94.0 3.7 6.1 7.1
Obstetrics 57 2 32 3,652 23 2,127 59.7 0.4 40.0 2.9 3.3 3.8
Venereal diseases 5 - 14 208 - 6,340 2.2 - 97.8 5.1 - 3.2
Ear, rose and throat 88 4 50 2,799 135 1,731 68.3 2,7 ?29.0 2.3 2.8 2.6
Gener: 1. medicine 120 4 8 | u,824 153 931 84,7 2.3 12.9 3.5 4,2 2.6
Gynaecology 134 4 2 | 3,818 81 92 95.0 3.1 1.9 2,3 2,2 2.2
tdult psychiatry 70 2 9 3,553 04 4,994 71.6 1.6 26.8 7.4 4.3 11.0
Physical mecicine 48 3 5 2,197 123 217 75.5 6.0  18.4 2.6 2.7 4.7
Total for

all specialties 213 4y 548 (42,113 . 4,528 89,u886 40.9 2.4 56.7 3.0 3.8 3.8

Note: G.P, hospitals data apply to 13 regions, the health centres and 'clinic premises' data to 11 regions.
Source: Data supplied by Regional Hospital Boards/Regional Health Authorities.




Table 3.4 Health Centres in England which Accommodated Consultant Outpatient

Clinice in 1972

Comparative Data drawn from the Returns Submitted

by the Regional Hospital Boards/Regional Health Authorities and the

British Health Centres Directory

Note Information about specialties enclosed in ( ) was obtaired from
alternztive sources.

Sources British Health Centres Directory 1973 (Brookes 1973) columns 1,5 and 6
Returns submitted from the Regional Hospital Boards/
Regional Health Authorities columns 2,3 and 4
Department of Health and Social Security. Health Centres.
Summary (as at 31 Maroch 1974). (DHSS 1974b)
Report to the Joint Management Committee of the Nuffield
Health Centre, Witney, on the funotioning of the Health
Centre during the period let April, 1971 - 31st March,
1972. (Pleydell 1972)
Sheppard, E. (1973) Health Visitor in a Health Centre.
Practice Team, No. 26, 2-4.
Peraonal communications

Abbreviations
audio audiology ophth ophthalmolesy
chest chest diasases ortho orthopaedics
ch guid child guidance paed - paedistrios
ch psyech child psychiatry psych adult psyohiatry
dental school dental physio rhysiotherapy
derm dermatology phys med physical medicina
B.K.T. ear, nose and throat radieth radiotherapy
gen med general medicine speech apeech therapy
gen surg general surgery thermo thermography
ger geriatrics urol urolegy
gynae gynaecology vD venereal diseases
obst- obstetrics :




Table 3.4

Name and address of
hoalth centre

I D R D B BN B

Regional Hospital Boards' returns for

decentralised consultant outpatient
sessions in 1972

British Heelth Centres

Directory 1973
Services listed as at
31 March 1972

Nam: and address of
health contre

Repional Hospital Doards' returns Zor
decen*raliszd comsultant out;atiunt
sessiona in 1572

v Heclth fentrss

ectery Ls73

Serviceus list-4 as at
21 Mfarch 1272

FHB name of

RHB name of
clinie/promises Speclalties LA RHB clinic/premises ~ Speci-lties LA THB
LEEDS REGIONAL HOSPITAL BOARD Halterﬁ Road, Child Welfare Centre, ophth not listed not liste
Maltby Maltby ch psych
HWelbeck Street, Castleford Health Centre, paed dental -
Castleford Welbeck Street speech
. ophth Adwick Road, Child Welfare Centre, ophth dertal -
Mexborough Maxborough opluth
SHEFFIELD REGIONAL HOSPITAL BOARD Mill Ro:di Child Guidance Clinic, ch psych dental - )
Laithes Lane, Athersley,  Child Guidance Centre, ¢h psych dental - Ecclesfield Ecclesfield speech
Barnsley : Atherslay Estate physio : ch guld
ophth
Health Centre, Shirebrook Ophthalmic ophth dental - psreh
:;:;:e gtrezt. Clinic ophth Rock Housa, Charnwood St. Child Guidance Clipic, ch psych ch guid -
d ) 3ol . Swinton Swinton
Health Centre Eckington Ophthalmic ophth dental - - Hewgate Street, Ophthalmic School Clinie,  ophth dental
Gosber Road, Clinic speach Workaop Worksh, b
Eckington ophth s Speec
physlo
Birley Moor Health Centre, Birley Health Centre ophth - - ophth
East Glade Crescent, ch psych ps:rch
Sheffiald Johnsen Street, Ophthalmic Cidnic, ophth dental .
Stocksbridge Stocksbridge speech
The Park, Woodlands, Woodlands Child Guidance ch psych ch guid -
Doncaster Clinic ophth
Manor House Road, Lindsay C.C. Clinic ophth dental physic MANCHESTER REGIONAL HOSPITAL BOARD
Horncastle _ Horncastle speach ophth
physio Montague Health Centre, E.N.T. (School) Clinic, E.N.T. Asnral E.N.T.
Blackburn Montague Health Centre speeck obet
Gorden Field, Children's Ophthalmic ophth dental ophth ’ ch zuid
Market Rasen clinic, Market Rasen physio physio ;hvzia
ophth
New Street, Huthwaite. School Clinic, New Street, ophth - - pgych
Sutton-in-Ashfield Sutton-in-Ashfield )
Deansgate Health Centre, Deansgate Health Centre ch psych dental obst
$t. John Street, School Clinic, ophth dental - Bolton speech
Hansfield St. Johmn's St., Mansfield speech ¢h guid
physio physi
ophth physio
psych Larkhill Health Centre not listed - dental BT,
Hount Plsasant speach chat
High Street, arnold, School Ophthalmic Clinic, ophth dental - ch guid as-rch
Nottingham Arnold speech . ophth v.D.
mo pPsych
ophth

Fo.* notes, scurces and abbreviations, refar to title page of Table 3.4,

.

! This premises wng classified &8s a hoalth cenire by the Trent RHA.



¥ame and addreas of
health contre

1 & 1
Zable 3.4 _cont,

Regionsl Hospital Boards! returns for

decentralisod consultant outprtient
gzssicns in 1972

British Fealth Contres

Tirectory 1973
Services listed we at
31 March 1972

PHB name of

Name and addreas of
henlth contro

RBegionnl Heapital Boards! roturng for
decentr:liscd consultant osutpationt
sosoions in 1972

Britinl Teplth Tontras

Dircetory 17573

Sarvicos listel ng 2t
3t farch 1972

1

but an inguiry showod tho situntion to be othorwise,

This hoalth centre was listed in the Directory as housing an REB peychiatry clinie,

For notes, sources and abbreviations, refer to title page of Tadle 3.4.

e , o
~clinic/premises -Specialties L& RHB gﬁmnzr};xg;isea Specialtios L2, B
OXFORD REGIONAL HOSPITAL BOARD 21, West Walk, Yate, Yate Health Centre orthe dental psych
- Gloucestershire ophth speeci
London Road, Daventry not listed - - psych ch guid
In grounds of Daventry ophth
hospital
Hugh Town, The Isles not listed - dental ortho
(Hgh Street, . - paych )t of Scilly
Burton Latimer) Part of St. Mary's Hosp.
Coxwell Road, School Eye, Ante Natal, ophth dental gynae Okehaipton not listed - dental ortho
Faringdon, Berks Faringdon Health Centre obet ch guid ophth In grounds of Ckehampton speech
District hospital
Kidlingten School Eye, Kidlington ophth dental -
Health Centre Southmead Health Centre, not listed (gen med) dental -
Bristol (psych) speech
Nuffield Health Centre, not lsted gen med not not {ger) ophith
Witney chest applicable  applicable
neurol William Budd Health not listed - dental obst
NHote: financed by the phys med Centre, Bristol speech
Nuffield Provincial ger physio
Hospitals Trust gen surg ch guid
ortho
ophth Charlotte Keel Health not listed - dental cbst
peych Centre, Bristol speach
gynaa
thermo Barrows Road, Cheddar not listed - - ortho
school ophth :
SOUTH WESTERN REGIONAL HOSPITAL BOARD Park Road, Frome Frome Clinic ophth dental opbth
: (adj. to Frome Victoria speech ortho
Calne, Wiltshire not 1listed - dental E.N.T. Hospital) ch guld
ortho psych
. Wells Road, Glastonbury Glastonbury Clinie ophth dental ophth
Wincanton Health Centre, Wincanton Health Centre ophth dental - {gen surg) speech ortho
Somerset : ch guid
Clevedon, Somerset not listed - - ophth
WESSEX REGIONAL HOSPITAL BOARD
Nallsea, Scmerset Nailsea Health Clinic/ gen med dental gen med
: Centre gen surg gen Surg Consort Road, Cowes not listed - dental psych
ger gnr speech
gynae gynae
cbst obst North Allington, Bridport, Child Guidance Clinic, ch psych dental -
The Health Centre, speech
. Street, Somerset not listed (gen surg) ch guid ortho Hozth Allingten, ch guid
Bridport
Eastland Road, Thornbury, Thornbury Health Clinic psych dental ger
Gloucestershire (mental spaech Andover Health Centre, Child Guidance Clinie, ch peych dental -
handicap) ch guid Chariton Road, Andover Health Centre, speech
ophth (in grounds of Andover Charlton Road, Andover ch guid
War Memorial Hospital) audio




Table 3.4 cont.

Nape and address of

Regional Hospital Boxrds' roturns for

decentralised consultnnt outpationt

scssions in 1972

British Health Centres

Directoxry 1973
Services listed as at

-
1

Rogienal despital Be~rds'® roturns for
decentrnlised consulinnt cutpatient

Name and addreas of

gagsions in 1972

Aritisch ToalY

Simeetor
Services lis*. 2 2
3 Harch 1972

health centre 3{ March 1972 henlth centro
) REB nang of : . .
m::?;rzfﬁsea Specinlties Li RHB ¢linic/premises Spocialties La B
Hythe Medical Centre, Hythe Hospital, and ch psych dental chast .
Beaulieu Road, Dibden thild Guidance Clinic, gen med speech gen med  HORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD
Purlias “‘;ts“)’“"d’ of iyt Medical Centre, pasd ch guid 8°D SUPE  Finsbury Health Centre, Finsbury Health Centre phys med dental -
yt o3p ytho p?l;'z pad g:; Pine Street, Clerkenwell ECl Pine Street, Clerkenwell physio
ger derm
gen surg ophth .
E.N.T d River Place Health Centre, School Eye Clinic, ophth dental -
;vtl.w. l;::ho Essex Road, London N1 River Place, Nl and ¢h psych ch guid .
hth hye med Canonbury Chiid Guldance
P o phys | tnit, Piver Place Health
om Centre, N1
92, Bath Road, Hounalow Orthopaedic and Ophthalmiec ortho dental ortho
NORTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD * Clinics, 92, Bath Road, ophth speech ocphth
High Strest, Hoddesden Child Guidance Ciinic, ch psych  dental - Hounslow, gnd Child Guid-  ch psych physio psyeh
Boddes don spaach ance Clinie, Bath Road,
c}l:e guid Hounelow
Hurst Road, Walthamstow  Hurst Road Health Centre  E.N.T. dental E.N.T. "‘“"’111 fark Health Centre, not listed - dertal °Ph§"
: E.17. ortho speech ophth Hounslow speein ortho
ophth ch guid ortho physic psych
. paad physio Albany Road, Orthopredic and Ophthalmic  ortho dental obst
Brentford Clinics, .lbany Rond by
Gooshays Drive, Harold Harold Hill Health Centre  ophth dental - Promtford ' orhth ;ﬁ::}; opath
Hill, Romford : spaech
ophth
_ ortho SOUTH EAST METROPOLITAR WEGIONAL BOSPIT.L BO
Buntingford, Buntingford Scheol ophth dental ophth
Hertfordshire Ophthalmic speach inison Dicu Road, not iisted - (peyen) Lot )
bover raceh
John Scott Health Ceatre, John Scott Health Ceatre  ophth dental - A
Hackuey ch psyeh speech et o
ch guid
physio
ophth
E.N.T. SQUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD
Aveley Health Centre, Aveley Health Centre, ophth dental - Rodney Road, Walton, Hersham and gen med speech f=n red
Darenth Lane, South Ockendon Walton-on-Thames Oatlands kospital, paed ophth gen surg
South Gekendon (in grounds of Walton-on- Walton-on-Thames gen surg omae
Thames Hospital) E.N.T, E.N.T.
High Road, Laindon Laindon Health Centre ophth dental - radioth pa=d
spee;h urol osych
opht gmae
Gifford Cross Road, Corringham Health Centre ophth - - Fitzalan Road, Littlehampton, not listed - dental phys med
Corringham adj. to Littlehampton speech
and District Hospital ophth
o . Parkway, New Addington, not listed - dental diabetie
For notes, sources and abbreviations, refer to title page of Table 3.4, Croydon speech
¢ch guid

physio
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Table 3.5 Regionnl Hospitnl Boards' statistics relating to peripheral
premises in which consultant outpaticnt clinics were held in 1972
Total-numger Total number Total number | Total number | Total number |Ratio of
of units in of specialties | of consultant | of new of all out- |tota@l/new
Regional which peri- which held con-~ | outpatient patients at | patients at |outpatients
Hospital pheral consul- | sultant outpat- | clinics held | peripheral peripheral at peripheral
Board tant outpatient( jent clinics in {in peripheral | consultant consultant consultant
clinics were peripheral units sessions.. | sessions sessions
held in 1972 units
1 1 ' 1
Newcastle yl 10t 4367 3,183 7,5l+92 2.u-2
Leeds 312 104° 4,294° 16,4452 59,561 3.6
Sheffield 122 233 15,4212 68,462 250,864 3.7
Liverpool 34 52 6,361 29,770 98,365 3.3
Manchester 78 90 8,074 41,253 123,194 3.0
Birmingham 15t 73t 2,564% 13,459+ u6,272% 3.4t
Oxford 332 912 5,722 10,098° 40,8692 4,02
South Western g0* 372" 13,959" 82,619" 225,320" 2.7%
Wessex 57 160 12,1012 41,893 147,567 3.5
East Anglian n.a. n.a. n.a. n.a. n.a. n.a.
N.E.Metropolitan 39 199 18,273 59,636 210,091 3.5
N.W.Metropolitan 98 174 25,502 46,369 192,240 k.1
S.E.Metropolitan 79 146 13,369 48,516 166,452 3.4
S.W.Metropolitan 65 119 . 10,049 25,869 91,837 3.6
Total 13 Regional
Hospital Boards 805 1,823 136,127 487,572 | 1,660,181 3.4

o general practitioner hospitals only

excludes some clinics and attendances

3 excludes child psychiatry clinics

n.a.

not available

Souice: see Table 3.3

i

i
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Table 3.6 Statistics relating to General Practitioner Hospitals
in which consultant outnaticnt clinics were held in 1972
Total number of |Total number of Total number Total number Total number
general practi- |specialties of consultant of new of 2&5.
Regional tioner hospitals{which held con- outpatient patients at outpatients
Hospital in which consul-|sultant out- clinic sessions | consultant at conﬁultant
Boaﬁd tant outpatient |patient clinics held in general outpatian? outpétlenﬁ
clinics were in general practitioner sessions in sessions in
held practitioner hospitals genaral general
hospitals practitioner practitioner
: hospitals hospitals
Newcastle 4 10 436 3,183 7,549
Leeds 13 77 3,672 14,890 56,207
Sheffield 16 92 3,906 23,907 70,636
Liverpool 1 3 103 598 1,896
Manchester 15 15 796 6,484 11,732
Birmingham 15 73 2,564 13,459 46,272
Oxford 12 58 1,738 7,157 24,184
South Western 61 334 10,936 60,918 173,987
Wessex 21 112 4,777 24,710 80,528
East Anglian n.a. n.a. n.a. n.a. n.a.
N.E.Metropolitan 13 83 4,031 22,239 69,843
N.W.Metropolitan 13 60 2,523 14,489 34,443
S.E.Metropolitan 16 82 4,119 24,896 71,805
S.W.Metropolitan 13 58 2,512 10,794 29,728
Total 13 Regional
Hospital Boards 213 1,057 42,113 227,724 678,810

n.a.

not available

Source: gee Table 3.3
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Table 3.7

(I I D

1 b 1 1

Statistics relating to Haalth Centres in which

econsultant outpatient ¢linics were held in 1972

Total number of | Total number of Total number of | Total number of | Total numb?r of
health centres | specialties which | consultant out- | new paticnis all outpatients
Regional in which held consultant patient clinic |at consultant at consultant
Hospital consultant outpatient clinics | sessions held outp?tlen‘F outpa_ztlen‘_c
Board outpatient in health centres | in health sessions in sessions in
clinics were in 1972 centres health centres health centres
held in 1972
Newcastle n.a. n.a. n.a. n.a. n.a,
Leeds 1l 1 2 17 19
Sheffield 16 870 1,688 7,850
Liverpool - - - - -
Manchester 2 2 146 233 804
Birmingham n.a. n.a. n.ai n,a. n.ai
Oxford st 15 395 1,749 5,632
South Western 6 11 164 545 1,685
Wessex 3 13 563 2,201 6,960
East Anglian n.a n.a. n.a. n.a. n.a.
N.E.Metropolitan 8 12 1,303 1,603 8,537
N.¥.Metropolitan 4 8 8u3 1,206 4,667
8.E.Metropolitan - - - - -
S.W.Metropolitan 1 7 242 1,298 3,u86
Total 11 Regional
Hospital Boards 4y 87 4,528 10,540 39,640

1 Includes Nuffield Health Centre, Witney

n.a. not available

Source:

Sea Teble 3.3




Table 3.8

f I E1 & 1

Statistics rclating to 'Clinic Premises!' in which
congultant outpatient clinics were held in 1972

Total number of

Total number of

Total number of
consultant out-

Total number of

Total number of

Regional 'clinics premises' |specialties which S . new pntients all outpatients
Hospital in which consul- held c?nsultant_ patle?t ﬁes§1?ns at conﬁultant at con§ultant
Board tant outpatient outpatient se851?ns held.ln clinics outpétlent . outpgtmen?
sessions were in 'clinics premises'| premises’ sessions held in sessions in
held in 1972 in 1972 'clinics premises' | 'clinics premises’
Hedcastle n.a. n.a. n.a,. n.a. n.a.
Leeds 17 26 620 1,538 3,335
Sheffield 90 123 10,645 42,867 172,378
Liverpool 33 49 6,258 29,172 36,469
Manchester 61 73 7,132 3y, 536 110,658
Birmingham n.a. n.a. n.a. n.a. n.a.
Oxford 18 18 3,591 1,192 11,053
South Western 23 27 2,859 21,156 49,648
Wessex 33 35 6,761 14,982 60,079
East Anglian n.a. n.a. n.a. N.d. n.a.
N.E.Metropolitan 78 104 12,939 35,794 131,711
N.W.Metropolitan 81 106 22,136 30,674 153,130
S.E.Metropolitan 63 64 9,250 23,620 9y ,647
S.W.Metropolitan 51 54 7,295 13,777 58,623
Total 11 Regional
Hospital Boards 548 679 89,486 249,308 941,731

Note,

‘Clinic premises'!

and health centres

n.a. not available

Source: see Table 8.3

are peripheral sites excluding general practitioner hospitals




Table 3,9 Attendance Figures and Rates per 1,000 Po?ulation-
for All Cutpatients, and for Peripheral Units by Hospital Region

i

i

Total new out- Total outpatient|{ New outpatients Total outpatient
patients for attendances for § at peripheral attendances at
Home HOSpiigézRegion Hospital Region | ¢linics 1972 peripheral clinics
Regional population 1972 1972
Hospital 1972 per 1,000 per 1,000 per per
Board 000 '000 population| '000 population Total 1,000 Total 1,000
population population
Newcastle 3,05 | w0  157.1 | 2,008  659.7 3,1837 1.0 7,549 2.5
Leeds 3,240 489 lhy,.8 2,103 648.9 16,445 5.1 58,361 18.4
Sheffield 4,674 668 143.0 2,898 620.0 68,462 1H.6 250,884 53.7
Liverpool 2,217 415 187.2 1,712 772.1 29,770 13.4 98,355 uy.4
Manchester 4,582 753 164.3 3,102 676.9 41,253 9.0 123,194  26.9
Birmingham 5,48 | 770  149.6 | 3,346  649.8 13,4591 2,61 46,272 9.0t
Oxford 2,031 324 159.7 | 1,231  605.9 10,098 5.0 40,869  20.1
South Westerm 3,209 Lo 148.7 1,778 554.0 82,619 25,7 225,320 70.2
Wessex 2,067 295 142.6 1,210 585.5 41,893 20.3 147,567 71.4
East Anglian 1,790 24) 134.8 aug 530.2 n.a. n.a. n.a. n.a.
N.E.Metropolitan 3,386 651 192.2 2,767 817.1 59,636 17.6 210,091 62.0
N.W. Metropolitan] 4,128 1,041 252.0 4,502 1,0%0.4 46,369 11.2 152,240 u6.6
S.E. Metropolitan; 3,547 653 lgy.1 2,804 790.5 48,516 13,7 166,452 46,9
S.V. Metropolitani 3,235 686 212.2 2,835 876.4 25,869 8.0 91,837  28.4
2 2 2 2
England 46,297 (7,927 171.2 {33,243 719. 4 487,572 10.5 1,660,181 35.9
Source: see Table 3.2

1 statistics available for general practitioner hospitals only.

Total 13 Regional Hospital Boards.
n.,a2. not available



Table 3.10 Anomalies foundl in the Data from Regional Hospital Boards

Statistics for
premises other

School health
clinics and/ or

School health or
LA clinics des-

FHB described
premises as
health centres

Returns included
data relating to
'¢linic premises!?

RHB returns did
not attribute
clinic sessions

Regional than general local health cribed by RHB 1 ini :
Hospital practitioner authy.clinics only by their but were found administered by to known peri-
Board hospitals not | occurring in official title to be ‘clinic hospital author- | pheral sites
available the same prem- | and town were premises' only ities e.g. health
ises but listed | found to be centres?
separately held in a health
centrel
Newcastle b n.a. N, ad. n.a. n.a, n.a.
Leeds
Sheffield b *
Liverpool
Manchester %
Bimingharﬂ * n'a‘ n‘a' N.&. n-a. nua-
Oxford *
South Western n *
Wessex * * &
EaSt Allglian n.a- n.a. n.a. n.a. n.a. n-a.
N.E.Metropolitan %
N.W.Metropolitan * % * %
S.E.Metropolitan & & x
S.W.Metropolitan %
Xey

®
Anomaly found in RHB's returns

n.a.

No RHB returns available
1 The validation process included checking entries a

health centres and 'clinic premises.

2 Premises housing gzeneral practitioner sur
3 Health centres with RHB clinics identifie

4 Returns excluded child psychiatry.

d either in the

geries were classified as health centres, those without as

British Health Centres Directory

gainst directories and personal commmication with certain RHBs,

) ‘clinic premises".
or by personal communication,




Table 4.1

| R JEE D T R

The Definitions and Fieldwork Details of Studies Based on Surveys of Qutpatient Departments

Authorship

Study
Area

Main data collection
methods from
hospital records

Patient
definitions

Range of
specialties/departments

Supporting data
collected

Oxford Regional Hospital

Board (1963}

Scott and Gilmore (1966}

Chamberlain (1968)

Backett et al {1966)

Butterfield and Wadsworth

{1966)
. and
Chamberlain et al (1966)

Montgomery (1968)

% see over

Royal Berkshire and
Battle Hospitals of the
Reading Combined
Hospitals

Edinburgh hospitals
within the South~-
Eastern R.H.B.

comparative study
between a London non-
teaching hospital group
and a south coast
hospital group

hospitals in Aberdeen
plus peripheral hos-
pitals/clinics in the
counties of Aberdeen,
Kincardine, Banff and
Moray

Guy's Hospital
(teaching}

St. Thomas' Hogpital
(teaching)

100% recording of new
patient attenders for

3 menths, January, May,
October, 1958

patients followed up
for a period of two
years from the date of
first attendance

1 sample day per week
over 12 months 1961-62.
Pro-forma completed
jointly by clinic sec-
retary and clinicians

5.H.3 returns for each
group 1955-1963; retro-
spective survey. of
approx.850 case notes
in each group over 12
months

1% sample of patients
ttending op clinics
»ius 100% census of
rew patients at some
peripheral clinies,

6 months, 1962

5% sample of names on
appointment lists, 1962

random 5% sample of
patient attendances,
& months 1964-65

new patients were
defipned as persons
attending the hospital
for the first time
irrespective of the
number of specialties
seen and duration of
follow-up

new patients only
recorded
MOH® definition

new patients selected
MOH" definition

new patients selected
MOH# definition

new patients selected
MOH®* definition

all outpatient atten-
dances MOH* definition
of new patient

excluded casualty, psychi-
atry and contacts of tuber-
culosis, some new chest
patients requiring x-ray
only

excluded obstetrics, vener-
eal diseases, child psychi-
atry, tropical diseases,
casualty

included all specialties
But not studied were
maternity, chest and fever
hospitals

included surgery,
gynaecoclegy, ear,nose and
throat, orthopaedics, medi-
cine, dermatology

excluded venereal disease,
dentistry, casualty

excluded radiotherapy,
venereal disease; chest,
obstetrics, gyhaecology
and casualty studied
separataly

30 gps in 1O practices
recording referrals
over 8 weeks; inter-
views with 250 gps,
and 139 referred
patients

diagnostic open access
records and domiciliary
consultation records
examined; small number
of gp interviews

surveys of sampled
patients marked DNA -
non-attenders, and

of open access diag-
nostie records

sampled patients inter-
viewed by lay and
medical workers
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Study

Authorship Area

Main data collection
metheds from
hospital records

Patient
definitions

Range of
specialties/departments

80 hospitals in
11 hospital groups
in 9 Hospital Regions

Forsyth and Logan (1968)

Gruer (1972) Outpatients resident
in the Scottish Border
Counties and referred
to local c¢linics and

Edinburgh hospitals

Trout (1973)

and

Trout and Martindale
(187u4)

Chesterfield Group of
hospitals

Routine information
collected by record clerks
on every new attender
every fourth week for

12 months

More detailed information
from 50 consecutive new
referrals to each specialist
over 6 months 1962

100% recording of new
patient attendances at

all Border clinics including
L.A. clinics, plus new
Border patients attending
Edinburgh outpatient depart-
ments.

Data collected routinely by
hospital staff from clinical
records

3 months, 1969

{(see also col.6)

100% Hospital Activity Ana-
lysis by medical records
department

& months 1970,

and 12 months 1971

% TFor the MOH/DHSS/SH3 definition of a new outpatient, see Section 3, .
For an analysis of outpatient services of the London teaching hospitals, 1951-61, see Blaney et al (1966) The social characteristics and diagnostie

categories of Exeter outpatients, 1966-67, were presented by Ashford and Pearson (1970).

by Acheson et al (1963),

nevw patients -

those referred for
first time to
specialty or had

been to the specialty
before but either .
discharged or not
attended in past 12
months etec. Patients
referred to one dep-
artment but trans-
ferred to a second

were counted as one

new attender

excluded obstetpics,
radiotherapy, dentistry

new patients selected excluded casualty,
D.H.S,5.* definition
x-ray, ante-natal,

orthodontics

new patients
recorded; definition
as for S.H.3*
returns

excluded obstetrics

psychiatry, physictherapy,

Supporting data
collected

1, extraction from day
beoks of x-ray and path-
ology depts, of investi-
gations requested by gps
plus supporting data
from Ex.Councils and
directories

2. questionnaires to
consultants and
S.H.M.Cs,

gps with patients resid-
ing in survey area
undertock 2 months
recording of referrals
to hospitals outside
survey area

folleow-up of a strati-
fied sample of the new
referrals one year
after date of first
outpatient attendance

new patients followed-uj
for 12 months

A pilot survey for the Guy's Hospital study was described
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i i i th and Gruer Trout (1473)
Information collected Oxford Regional Scott and Chamber;axn Backett et al :u;terflil?lggg) Ho?igggiry {g::z (1328) | rpetil Trout and
from hospital records Hospital Board Gilmore (1966) (1966} (1966) adsworth , Martinda e (1974)
sampled and presented (1963) Edinburgh A south coast Aberdeen and Chamberlain etc. St. T?omas 80 hospitals Scottish Border Chestenfield
in the analysis 2 Reading Hospitals up, a 4 counties (1966) Hospital in 11 H.M.C. Counties Hospital
Hospitals - . ondon non- . Guy's Hospital - groups . Group
teaching group
Sex ] * ] L] [ ] * & L *
. * - ] - L] - &
Marital status - -
Age - h " " * " &
i * L * * & *
Address/Distance
Occupation/Social " _ - - &
Class - - " -
* * - #
Scurce of referral *
Reason for referral * - - » = =
Preliminary diagnosis " - * - -
by gp/referral agent L - - . .
- *
Hospital diagnosis . " * *
Waiting time to _ " * *
first attendance * » * * .
Subsequent attend- . R _ . . - .
ances/inpatient care L -
Status of clinician N * - ' - L]
seeing patient * * -
Other departments
visited at each - -
attendance surveyed * - b - - )
Investigations by gps - * * * - - -
X-ray/path.etc,
ordered first - * ®
hospital attendance * - - - -
- " -
OQutcome of first visit - * # * *
Qutcome at end of - M * L
survey period * - L - -
Gp/hospital * -
correspondence - * e n * - *
Other e.g.
domiciliary consults., 'y
noni-attenders * * * Ld ® * - '

Note: The nature of each item of information varied between studies according to the survey methods used.
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Table 4.3 Referral Patterns to Outpatient Departments !rom Various P‘ublications ax& uel)or-t! L L
A Sources relating to individual practices

Source

Description of practice

Method of recording

and period

Open access to
hospital
departments

Annual crude referral
rates to outpatients
per 100 population

Comments

Crawford (1954)

Brotherston and Chave
(1956)

Hopkins (1956)

Handfield-Jones (1959)

Fry (1957) and (1959)

Note:

South Belfast suburban,

1 gp, NHS practice pop.
1,400 approx. - high
% elderly

post-war L.C.C. housing estats.
6 gps, practice pop. 16,000

(2 practices), high % children,
total reg. pop. in sample
4,067

London practice, 1 gp, av.NHS
list per year

1,355

country practice, 1 gp,
list size 2,187

south-east London,

1l gp and 1 assistant
practice pop. 1952-6
av, 5,064; 1957
5,502

referrals -

patients

all direct consults.
24 months, 1951-53

direct and indirect
consults. for 25%
practice addresses,
1?2 months, 1953
av.reg.pop. in sample
3,710

day book recordings
for 3 years, 1951-53

12 months 1957

av. of 5 years of day book

recordings 1952-6
and

all consults. recorded on
punch cards, 12 mnths 1957

access to lab,
services but not
physio,

soms open access
to labs., but
X-rays not men-
tioned

not available
only part-time
x-ray in gp hospital

access to
x-ray/path.

6.9 referrals to apecialists
only

16.4 if hosp.extern.depts.
are included

21.8 referrals for av.reg.pop.
19.9 referrals for tot.

reg.pop.

25.3 referrals for av.list
per year

11,3 patients per list

7.8 patients av.list
1952-6

3.7 Eatients
3.8 referrais 1957

the total number of occasions a referral is made to outpatient departments
{some patients being sent on mere than one occasion during a survey period),
- the total number of patients referred to cutpatient departments.

excludes domiciliary
consults.;

no inform.

re obstetrics

referrals for diag.
invest. very low,
approx.1.5 per 100,
no inferm.re
obstetrics

(rates for pats.l7.7
av.reg.pop., 16.2
tot.reg.pop. )

Note confused
reportage of results

37% of referrals to
outpatients were for
x-ray /path. investi-
gations

1952-7 agprox. 13%
annually had x-ray/
path.investigations.
Included in the 1957
rates were some domf
ciliary consults;
Note

Ti) % of inpatient
referred patients
for 1952-6 was 0.7,
1957 3.8

(ii) confused reportage
of 1957 results
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A Sources relating to individual practices (contd.)
Method of recording
Source Description of practice and period

Open access to
hospital
departments

Annual crude referral
rates to outpatients

per 100 population

Comments

Scott et al (1960)

Bloor (1962)

Carmichael et al
(1963)

Wood (1964)

Longmore (1967)

Evans and McBride
(1968)

Morrell st al {1371}

see also
Morrell (1971)

Fry (1571) and (1972)

Walker (1973)

Edinburgh, 2 practices,

4 gps, av.reg.no.patients
4,805

Univ, teaching unit,
high % < § yrs.

rural Staffordshire,
2 gps but results for
1 gp's 2,700 patients

industrial, Ayrshipe
3 gps, practice pop.av.
5,585

Penshurst, 2 gps but
results for 1 gp's
2,354 patients

rural, Scotland,
1 gp practice pop.
1,289

Stratford-upon-Avoen,
4 gps, practice list
7,800

inner London, 3 gps,
practice pop. 4,455
age/ser register

see above, Fry (1957)
2 gps, practice list
9,000 approx.

urban Newcastle-upon-Tyne
8 gps, age/sex register
17,507

High ¥ of elderly

routine recording of direct
consults. including multiple
diagnoses,

12 wonths 1956-7

12 months 1959

recording of cutpatient
referrals
12 months date uynknown

list of all referrals,
12 months 1959

patients recorda

survey of all hosp.
referrals,
7 months, 1966

recording of direct and
indirect consultations
plus additional data for
referrals

12 months 1967-8

review of workload trends
1951-72

routine workload from day
books, etc. plus 2 weeks
of morbidity recordings

access to x-ray/path.

access to path and
obatetrics. Not x-pay

not known

access to path.
Hot x-ray

access to x-ray/path.

access to x-ray/path.
also physic

access to x-ray/path.

access to x-ray/path.

access to x-ray/path.

and separate hospital referral

and follow-up recordings

ambiguity in the reporting of results
allows the calculation of two possible
referral rates per practice pop, 20.8
which appears to include direct
admisgions and domlieciliary consultations,

and 16,2

B.4

9.4 patients

8.7

6.2 referrals

11.9 referrals

11.0 patients

3.1 peferrals 1970

7.4 referrals

some doubt if numbers
relate to referrals
rather than patients

some ambiguity between
patients and referrals

excludes domiciliary
consults,

undefined if referrals
or patients

if obstetric referrals
are excluded, the revised
rates are 10.5 referrals
and 9.6 patients

Note: confused reporting
of recults between the
two papers

excludes ante-natal clinic
bookings
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Table 4.3 contd.
B Sources relating to multiple practices, the data recording being undertaken by general practiticners

Open access to

Annual crude referral

Description of Method of recording hospital rates to outpatients
Source practices - and period departments per 100 population Comments
Logan (1953) 8 practices every NHS conslt, not known 11.3
England: rural/urban 12 months 1951-52 referrals
4.4 - 23.6
: practices .
Logan (1954) 9 practices recording over 3 years niot known 11.8 Source: Carstairs &
episodes Skrimshire{1968)
4.8 - 25.9
practices
Starey (1961) 30 gps in Berks, Bucks recording of each out- variable access to 7.9 5.4% of referred
and Oxecn . patient referrals, x-ray, path. and referrals patients were for
NHS practice pop. 13 weeks 1960 physio investigations in
approx. 70,000 individual gp departs? without direct
range, 2.0 -

17.3 access, Includes a few
domiciliary consult.and
only complex obstetrics

Wright (1968) members of the South-west direct and indirect variable access to 11.3
of England Faculty of consults x-ray, but path. open referrals
RCGPs, 68 gps 1 week recording to most gps -
167,800 approx.pop. periods in each
quarter over
1964-~65
Williams (1$70) members of the Welsh method as above not known 17.7 includes domiciliary
Faculty of RCGPs 1965-66 referrals and private consults,

-

Ashford and Pearson
(1970)

Clarke and Bennett (1971)

68 gps, 153, 420 patients

35 gps within Exeter c¢ity

dpprox. 100 gps in the
catchment area for a new
hospital planned for the
Frimley area

1966 pop. approx 220,000

morbidity data recorded

for all direct consultations

12 months, 1966-67

gps recorded all referrals

excluding diagnostic
13 weeks 1969-70

Alse 1 month validation
check in soma OP depts.

not known

data presented was
specific to enable
of referral rates

9.6 crude
referral rate

with speclalists

not sufficliently
the calculation

readjusted for
under-recording,
12.8 referrals



Table 4.3 contd,

B Sources relating to multiple practices, the data recording being undertaken by pgeneral practitioners (contd.)

Source

Pescription of
practices

Method of recording
- and period

Open access to
hospital
departments

Annual erude referral
rates to outpatients
per 100 population

- Comments

Fraser et al (1974)

OPCS (1974}

East Midland eity,
18 gps in group practice,
total list partiecipating

dactors, 42, 290

115 pps, 53 practices
England and Wales

g£ps recorded all referrals
to all hospital services,
11} weeks, 1970

'E' book recording of all
diagnoses in direct consults
and matched against age/sex
registers

some tegts unavailable

not known

7.3

8.6
referrals

6.0 Wales rural
to 16,1 East Anglia
rural

with obstetrics included
the rate was 8.0

Note: wvalidation
revealed a recording
omission rate of 1u.6%



Table 4.3 contd,

c Sources relating to outpatient data collected within Hospital Departments

Open access to

Annual crude referral

Description of Method of recordingl hospital rates to outpatients
Source study area and period departments per 100 population . Comments
Oxford Regional Hospital Royal Berkshire and Battle 100% recording of new not known 7.9 referrals Includes referrals from

Board (1963)

Logan (196%)

Scott and Gilmore {1965)

Forsyth and Logan (1968}

Gruer (1972)

Hospitals of the Reading
Combined Hospitals

Bolton (covering 38 prac-
tices)

Edinburgh hospitals within
the South-Eastern R.H.B.

80 hospitals in 11 HMCs in
9 hospital regions

referrals to hospitals of

rersons resident in the

Scottish Border Counties

1966 sample census pop.
101,490

1 .
For fieldwork definitions see Tablae 4.l

patient attenders 3 mnths

in 1958

all new attenders
4 months 1962

1 sample day per week
over 12 months 1961-62,
MOH definition

all new attendances at
outpatient departments
13 separate weeks for
12 months 1961-62

all new attendances at
outpatient departments
within Borders and Edin~
burgh, etec.

see Table 4.1

3 months 1969

access x-ray/path,

access x-ray/path.

access x-ray and
some path.

access x-ray/path.
Not physio.

Reading County Borough

5.7 referrals all
practices
2.9 - 10.5
range for all practices

5.9 referrals
18 solo gps

11.8 referrals
Edinburgh pop.
0.6 - 25.8
individual gp range
(Note: 10,8
for gp only
referrals.

Carstairs and Skrim-
shire 1968)

4 - 8
majority of gps
2 to >20

some gps

8.7 referrals
for population of
Border Counties

other agents, inter-
specialty transfers and
obstetrics.

Excludes casualty,
psychiatry,tuberculosis
and chests for x-ray
Assumed all Reading pop.
would be referred to
local hosps.

Data collected as part

of national study,

see Forsyth and Logan
(1968).

Includes only gp and
other community agencies'
referrals.

Excluded, cbstetrics,
venereal diseases,
tropical diseases and
child psychiatry, inter
specialty transfers and
non-attenders.

Individual rates calcu-
lated for 369 gps were
grouped and presented
in a graph (which was
inaccurately drawn).
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Teble 4.4 Distribution of New Patients According to Specialty {from Various Studies and England 1973}
Distribution Oxford Regional Scott and Chamberlain Montgomery Forsyth and Gruer Trout DHSS
of new patients Hospital Board Gilmore et al (1966) {1968) Logan (1968) {1972} (1973) (197ud)
according to (1963) {1966) Guy's Hospital St. Thomas' 80 hospitals Scottish Chester- England
specialty 2 Reading Hospitals Edinburgh (teaching) Hospital in 11 HMC Border field 1973
hospitals (teaching) Groups Counties Hosptls,
Orth di % % % % % % % %
rthopaedic " N 2u.6 14.5
surgery 1.7 7.9 9.0 5. 11 28.9
General . : 17.6 12.1
. 18.1 21.¢ .
surgery 14.5 22.6 15.1 8.0
Obstetrics 5.3 excluded 5.2 n.a. excluded  sxcluded  excluded 8.8
Ear, nose and ‘ 16.5 11.8 7.8
thr;at 16.3 12.7 11.2 3.1 8.8 ) .
B 7. .
Ophthalmology 9.3 8.2 4.7 n.a, 8.8 5 6.7
Gynaecology 8.3 6.1 5.3.2 ; n.ai n.s2 ) 8.5 :-2 5-6
General medicine 6.5 9.3 13,07 36.6 16.2°* 10.4 . .
Dental surgery 3.0 .8, axcluded n.a. excluded excluded 1.4 6.1
Dermatology 8.1 9.8 7.8 3.1 5.8 4.1 9.7 5.2
! + 8. n.a. 4,
Venereal diseases n.a. excluded axcluded n.a, excluded n.a 1
Diseases of the 1 y. 4.0
chest 10.1 2.0 1.1 17.6 5.9 n.a. - X
. 4.0 r
Psychiatry excluded 1.8 2t 4.3 5.8 excluded 22
. 1.1 .
Paediatrics 3.0 5.2 1.9 4.5 6.0 a.a
Physical medicine/ a. 1.9
rehabilitation 1.9 n.a. 9.5 15.9 n.a. excludad n
Radiotherapy n.a. n.a. 4,0 n.a, excluded n.8. n.a. 1.2
Neurology n.a. T.8. 3.8 n.a. n.a. n.a. n.a. 1.1
Urology n.a. 2.7 2.3 n.a. n.a. n.a. n.a. 1.0
Diabetiec ¢linics n.a. 1.9 n.a. n.a, n.a. n.a. n.a. n.a.

n.a. figures not presented in the published tables

excluded i,e, data was not collected for these specialties

1 Includes Local Authority clinics

2 Includes cardiclogy

3 Includes neurology and/or diabetes

4 Includes some child psychiatry

Note: For study definitions of new patients see Table 4.1,
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Percentages of New Patients Seen by Consultants

ble 4. > .
Zeble £.9 av First Outpatient Attendance (from various studies)
% of new patients . Oxford Regional Scott & Gilmore Chamberlain Butterfield & |Forsyth & Gruer Trout
seen by consultant | Hospital Board (1966) (1966) Wadswo: " Logan (1972} (1973)
at first attendance (1963) Edinburgh South London (1966} (1368)
2 Reading Hosptls. hospltals Coast Non- Guy's Teachingj 80 Hosptls.] Scottish |Chesterfield
Group | Teachirg | Hospital in 11 HMC Border hospitals
Group ' Groups Counties
- % % % % % % % %
All new patients 89.5 60 82 69 56 Edlggurgh B3.1
Individual. Border Hosps/]
sEecl'altles Clinics 93
orthopaedic surgery 92.6 { 50 80 65.1
general surgery 893.5 £ 50 89 93.6
obstetrics 83.1 - - -
ear, nose and throat 88.9 > 80 82 99,5
ophthalmology 86.5 < 50 93 80.6
gynaecology 91.0 > g0 92 93.4
general medicine 87.7 - 88 48.6
dermatology _ 92.4 <: 50 88 98,5
diseases of the chesﬁ 96,7 - oy ay, 5
paediatrics 97.4 - 99 91.3
psychiatry 100.0 - 89 93,6
% of patients seen 75 65 Edinburgh
by the consultant | (66% in some 73
requested in the ! specialties)

referral letter




Table 4.6 Outcome of Patients' First Attendance at an Outpatient Department
(from Various Studies)
i i i i Starey Walker
Qute f patients' Scott & Gilmore Chamberlain Butterfield and { Backett Gruer
‘gg;::m:tiengance (1966) 1966 Wadsworth (1966)} et al (1972) (1961) (1973)
.at an outpatient Edinburgh {1.966) ] 9
deparzzent hospitals South London Guy's Aberdeen Scottish | 30 Thames 8 gps
coast Non- Teaching and 4 Border Valley gps Newcastle
group teaching Hospital counties | Counties
_group
. . % % % % % % % %
Admitted immediately /
:i24-48 hours 3.4 nk nk nk 1.0 3.6 3.5 0.8
Waiting list/ delayed
admission 15.9 15.9 14.0 16 27.5 30.1 31.4 20,7
3
Other hospital 4.5 nk nk nk nk 8,5 -
Other outpatient department 7.3 4.3 6.9 7 3.2 4,5 3.4 5.6
Proceed as outpatient 43.8 48.8 57.0 53 43.1“ 30.0 37.7 48,8
Refer back to gp or other
referral agent 24.5 ) 4 ) 22,0 ) 14.6
; 27.8  18.9 ; 20.2 ; 19.8
Discharged without reference 3.6 ) 16 ) 0.7 ) 9.8
Not known/other 0.1 3.0 3.2 Y 5.1 0.5 2.3 -

n} not known

Six specialties only

Fow N

Other hospital outpatient department

Includes outcome of small number of domiciliary consultations

Includes those patients returning for the results of investigations
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