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INTRODUCTION

This report has been written in response to the question posed by the
Department of Health and Social Security: what is a reasonable list size
for a general medical practitioner to provide an adequate level of care?
The report doesz not contain the results of any original research;, »rather,
it attempts to draw upon the existing literature in order to build up a
coherent basis from which further ressarch might proceed.  Some poessible
topics for future Investigation are set ocut at the end of the report, but
the execution of those investipations will naturally depend upon the
Department's views about their importance and value.

The report tries to do two principal things. First, it attempis
to locate the question within a framework of ldeas that generates practical
questions for empirical investigation. Although (for psazons discussed below)
the question about a reasonable list size for general practitioners has
impoprtant implications for several aspects of health services poligy, it is
couched in terms that do not resdily indicate the sort of information needed
to answer it.  Further questions need to be congiderad, and further concepts
defined, hefore material can be assembled in ways that might lsad to an
answer. The report tackles the task of clarifying the meaning {(or meanings)
of the question in a number of different ways. First, it reviews some of
the more influsntial opinions that have been offered in the past twenty-five
years about the size of iist that bas been regarded as reascnable; second,
it examinesg critically the foundations upon which these opinions appear to
have been based; and third, it summarises the concepiual approaches to
manpower shortage that are to be found both in official reports and in the
academic literature. No uniquely 'correct' interpretation emerges from
these varying sources, but, based upon them, a framework is propossd that is
intellectually defansible, is related to issues and concepts that appear to
be of congiderable contemporary intersst, and is productive of specific
questions for empirical investigation. It naturally has meny inadequacies,
but it is hoped that it offers a reasonably coherent basis upon which future
studies might build.

Having identified a sst of empirical questions from the framework, the
second principal aim of the report is to assess the extent to which they can be
answered from the existing research literature. HMHany studies of general prac-
tize have been published, zad although they are of variable gquality, they merit
careful re-examination in the light of a coherent conceptual framework before
embarking upon new fieldwork studies.  About half of the report is taken up
with this review-af the ressaveh literaturs, and 1t goes some way towards
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answering the detalled questions and also identifying gaps that may be worth
£illing through future studies,

in spite of the difficulties involved in making sense of the notion of
a reascnable list size for general practitioners, it is an important notion
with several implications for policy. First, the judgement about a reasomable
list size carries obvious and substantial implications for the future supply of
madical manpower, As will be seen, post-war opinions about the number of
patients for whom sach CF can provide an adequate standard of care have varied
from about 4,500 to 1,800 or leas, and this represents a substantial range in
the target supply of family doctors. The Department's recent discussion paper
on medical manpower during the next twenty years illustrates the magnitude of
this difference (DHSS, 1978). A reduction in the average list size of
unrestricted principals in Great Britain in 3877 from the actual Figure of
2,27% to a target of 2,000 would have reguired an additional 2,800 practitiocners,
and a furtber reduction to 1,800 would bave required 5,500 extra principals.
The increased cost of such reductions would be reflected not only in the
training and servicing of the additional doctors but alse in the enhanced luvels
of capitation payments reguired to maintaln existing levels of income with fewer
patients per doctor. Conversely, an average list of 4,500 could have been
sugtained with 12,300 fewer principals than were actually practising in 1877.
Although there would be obvious savings of expenditure on doctors' incomes and
expenses if average lists rose to this level, thare would be offsetting additional
expenditure on the other categories of staff that appear to be needed to enable
doctors to cope adequately with this number of patients.

The implications, however, are wider and more complex than this, for it
will be awvgued that the judgement shout a reasonable list size cannot proparly
be mada without refeprence to the comtext in which care is provided. The
number of patients for whom a GP can provide adequate care will, for example, be
heavily influenced by the vange and content of the care he is expected to provide.
Various proposals have been made in recent years to extend the content of the
GP's role in child health, vehabilitation, screening, the staffing of community
haspitals, the follow-up of hospital outpatients, the care of early-discharge
inpatients, etc.; and whilst few of these proposals have yet had & substantial
impact on the workload of most doctors, the possibility of significant extensions
to the GP's role must influence, and be Influsnced by, opinions about an
acceptable list siza.

In ths context of the individual practice, the judgement about a reasonable
list size should also take a consclous account of the scope for substituting the
doctor's time by other, less costly resources, The development of primary
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health care teams is an obvious exsmple of the way in which the careful and
sensitive delegation of tasks from the doctor to other health cars workers can
release additional time for the doctor to extend his list size or to use in
other ways. Urgent questions still vemain about the most efficient size and
composition of the team (DHSS, 1878; Marson, et al, 1973), but as answers begin
to evolve, the judgement about a reasonable list gize for the team will carry
important implications for nursing and other resourcses as well as for medical
MANPOWET .

Yot another policy issus to which the concept of a reasonable iist size is
relevant is that of the distribution, as well as the supply, of general practi-
tioners. The average list sizes used by the Medical Practices Committee as the
basis for the classification of practice areas have changed littlse since 1852,
in spite of major changes in the scope and orgapisation of general practice, and
the average list size that is normally used to indicate a shortage of doctors
(2,500) has not changed at 2ll., Among the veasons for this conservatism are
the undesirability of freguent changes in the eriteria for classifying areas,
especially when they affect remunsration, and the impracticability of lowering
the criterion of a designated area in the absence of any substantial increass
in the total supply of GPs. An additicnal reason, however, may simply be an
wicertainty about the rational basis for either inersasing or decreasing the
average list size at which areas becoms designated. Because there has been
Iittle systematic analysis of what a reasonable list size actually means, it is
wmderstandable that "under~doctored areas® have been defined in relation mainly
o the national average, vather than to any intrinsic judgement aboutr the point
at which standards of care are sericusly threatened or doctors are unreasonably
over-burdened. Yot if the arguwments came to be accepted of those who claim
that list sizes of 4,000 are not unreasonable, the designated areas would
disappear at once. The matter is particularly important in view of the
Department's expressed desire to 'remedy persistent shortages of personnel in
locations where they occour by sncouraging a better distridbution of manpower'
{DHSS, 1978, vara. 3.8), and of the establishment of a working party to review,
inter alia, the criteria by which under-doctored areas might be identified
{Revisw Body, 1878, para. 42).

Finally, it will be argued that the concept of a reasonable list size
inherently involves questions about standards of care in general practice.
Rotwithstanding the absence of any agreed definition of good standards, it
gsgems reasonhable to suppose that some element of compromise must exigt between
the number of patients for whom a GP provides care and the standard of care
that he is able to give. All else being equal, thse GP with a list of 1,500
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patients will be capable of providing mere and/or better services to his
patients than one with a list of 2,000: he may, for example, see his

patients more frequently, or he may spend more time in consultations with them
and carry out more {(or more thorough) diagnostic or treatment procedures. In
either case it might be hypothesised that the provision and perhaps the overall
gquality of care will be higher in the practice with the smaller list. It is
this hypothesis that appears to underlie much of the current concern within the
medical profession about the current inadequacy of manpower rescources, ' The
Secretary of the BMA has noted the inability of doctors to ‘provide for thelr
patients the standard of service they would wish and for which they have hsen
trained' (British ¥edical Jowrmal, 1878a, p.341), and the constraints of time
were explicitly identified a8 a source of low standards in a motion debated at
the 1878 annual representative meeting of the BMA (British Medical Journal,
1978b, p.449). In propesing the motion, the speaker was reported as saying
that in the health service money was time: monsy could buy time to see
patients and their needs, and sveryone was 'sick and tired of conveyor-belt
medicine'. It does not, however, necessarily follow that a substantial
reduction in list sizes is a peasonable policy objsctive, for it will be
argued that smaller lists de not necessarily lesd to higher standards of care,
and In any case a realistic definition of a reasonable list size should embody
some assessment of the point st which it ceases to be worth using additional
resources to secure further geins in standards of care. The cost of producing
and servicing the 5,500 additional principals required to reduce average list
sizes in Great Britain to 1,800 may simply not be regarded as justified by the
resulting geing in standards of care.  Such judgements are ultimately matters
of social poliey, but they bring together impoprtant issues of quality,
resources and output around the theme of the reascnable list.

In sum, there are significant policy issues that impinge upon the concept
of 'areascnable list’ and thet justify an attempt to define and measure it.
The Royal Commission on the Hational Health Service {1979) appeared to find
it sufficiently important to vecommend that, before & maximum or minimum list
size iz adopred, considerable research should be undertaken on an optimum range
of ligt sizes, and a similar case has been put from within the profession. An
editorial in the Journal of the Royal College of General Practiticners in 19872
observed that 'the number of patlents a doctor can lovk after properly is a
key index of care. As the basis of medical care ... is fast centring on the
primary physician, the population that he cam care for now intsrests both
doctors and governments ... The naticnal average list size has always been
about 2,500, ... and as a pesult, the status ggg.af the list size has coms TO




to be accepted, almost unquestioned. Much of the current organisational
planning for and in peneral practice is being devoted to methods of lmproving
the delivery of care with the Implicit assumpticn that 2,500 patients per doctor
is about right. Elaborate costings, cavefully contrived attachment ratios,
plans for future vacancies, teaching requirements, and a host of other
projections are being constructed; vyet all rest on this one fundamental
assumption, Surprisingly littls work has been dong to test if 2,500 is

indeed the optimum number. How many patients can & general practitioner look
after?' (pages 4381-2).

Five years later the Jourmal (1877) returned to the theme. ‘'Despite the
fact that the number of patients that an average general practitioner can
properly look after iz one of the mest crucial parameters in the whole field of
peimary medical care, remarkably little work has been carried cut on it'

{page 3). This report attempts to set out a basis for such work.




TRENDS IN QPINIONS ABQUT A REASONABLE LIST SIZE

There has bean no shortage of opinions and pronouncements over the last
twenty-five years about a reasonable 1list size Ffor general practitioners,
and it therefore seems sensible to begin an exploration of the meaning of the
coneept by turning to the sources of these pronouncements. The aim in this
section i{s to identify the sources and to examine %trends In the opinions. The
next section then looks more critically at the foumdations upen which thess
opinions seem to have hesn based.

Although a number of ¢pinions ha%ﬁ been expressed by officiasl cowmmittaes
and influential groups, they are difficult to summarise because of inconsis-
tencies in the handling of related but distinet comcepts. One distinction to
be chasrved is betwesn a reasonable and a mestimum list size.,  Ceneral practi-
tionér principales are not permitted to have more than 3,500 patients on their
list {or an additional 2,000 if an assistant is employad), although as will be
seen, suggestions have been made from time to time that this maximum should be
reduced.  Howewer, although the maximum permitied list size is rarely regarded
as a reasonable or desirable or target list size, some reporis and commentators

have failed to distinguish clearly betwsen them.

A second distinotion to be ocbserved is between a reascpable list size for
individual practitioners and a reasonable average list size for the country as
a vhole, Average and individual list sizes will coincide only in the Utoplan
eircumstances of a perfect distribution of practitioners in relation to
population.  Where imbalsnces exist betwsen the distribution of docters and
patients, an average list size will conceal & proportion of individual practi-
tioners with actual lists in excess of (as well as below) the average. It is
important under these circumstances to specify whether the target list size is
the average or the individual, and to quantify the magnitude of the discrepancy
between them. An exampls of this is found in the Eighth Report of the Review
Body on Doctors' and Dentists' Remumeration (1978}, which gquoted the claim made
by the profession about the excess size of the present average list. ‘They
{the profegsion) told us that, In thedr view, ne individual doctor should be
responsible for wore than 2,000 patients: this implied a target average list
size of 1,700 in the future' (para. 43, emphases added). It is, however,
unusual to find the distinction made as clearly as this.

With these reservations in mind, this section summarises opinions that
have been offered over the last twenty-five yaars abour a reasonable list size
for GPs. It is, plainly not exhaustive, but it does attempt to include the
opinicns of individuals or groups that might be expected to carry weight and
avthority.




Madical Practices Committese

Statutory responsibility for determining the nurber of practitioners
reguired in an area {(and hence, by implication, the list size that is
indicative of the requisite supply of manpower) was placed by the 1946
National Health Serwvice Act upon the Hedical Practices Committee {(MPC).

Section 34#{2) of the Act required the Committee to ‘secure that the pumber of
medical practiticoners undertaking to provide general medical services in the
area of different Executive Councils or in different parts of those areas is
adequate.' The Committee rvesponded in 1943, following the first submission

of information on manmpower needs by executive counclls, by classifying distrlots
as ‘needy', 'open', 'doubtful' or 'closed'. The classifications appear to
have been based upon the average ldst sizes within districts, the qualifying
list size for a 'needy’ area being an average of 3,000 or above. In 1952

the General Medical Services Committee expressed its concern to the MPC

ahout the excessively high list size used as the indicator of the need of a
district for more doctors, and later that year, following the Danckwerts award,
the Committee revised and regularised the criteria for the classificstion of
districts {or practice areas as they were now called). Under the new systen
areas with average lists dn excess of 2,500 wers regarded as designated and
doctors were strongly encouraged to initiate practice in them.  An Initial
Practice Allowance was introduced to ease the financial difficulties of doctors
setting up new practices in these arveas, and in 1366 further financial incentives
were made availsble, An average list size of 2,500 still remains the basic
(though not the only) criterion for designating a practice avea.

Willink Committee

The Medical Practices Committee is concerned principally with the average
list sizes of areas, not with the actual list sizes of individual doctors. By
implication, the combinmation of the maximum permitted list (3,500) and the
average list size for the designaticn of an area (2,500) defines the upper limit
of the acceptable range of individual lists. This was substantially the view
taken by the Willink Committee {Central Health Sexwices Council, 1957). In
estimating the shortfall in the availability of 8Ps, the Committes regarded the
current {1955) national average list size of 2,283 as 'not unreasonsbly high'
{para. 34}, but it was cobcerned about the wide variations between different
parts of the country, and the slow rate of improvemsnt in manpowsr distribution,
'A problem of meldistribution thus remains, and we thought that we ought to
budget for an ipncrease in the total pumber of gsneral practitioners large
anough to effect an early and material improvement. A realistic estimate of
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likely expansion over the next few years would be the number of additional
principals required to veduce the average number of patients per list to 2,500
in pon-rural arsas, and similarly to 2,000 in rural areas' (para. 3%). The
Committee commented that, in choosing these two figures, it took note of the
Medical Practices Committee's standard of 2,500 ag the criteriun of an under-
doctored arvea, but in rural areas this was reduced to 2,000 because of the wide
scatter of patients. Op this basis, the extra number of 6P principals needed
in England and Wales at July 1955 was caleulated to be 600 (assuming that they
were optimally distributed). Interestingly, the Committee appears to have
given no thought to the means by which these extra principals would be attracted
to the most needy sress. The Committee also refused to recommend any reduction
in the maximum permitted list size (3,500}, even though representations to that
effect has been made by several organisations, The ostensible reason given for
this by the Committee was that it lay outside its terms of reference, but it did
quote with approval the conclusions in the Cohen Report (Central Health Services
Council, 1954) that the upper limit of 3,500 patients, with an additional 2,000
where an assistant is employed, 'fairly reflects present needs and conditions?.
The Willink Report commentsd that 'nong of the evidence we have received leads
us to believe that this is less true now than it was at the time the (Cohen)
Committee drew up its veport'® (para. 37).

£illis Committes

A different view about the maximum list size was taken six years later by
the Gillie Committes (Central Health Services Council, 1363).  Although noting
the impracticablility of any immediate reduction in the maximum size of a doctor's
list, the Committee emphasised that 'without excaption, every principal we met
has pegretted the impossibility of achieving a satisfying standard of work with
the present maximum under existing working conditions® (para. 118)., Howaver,
in spite of favouring a reduction in the maximum list size for individual doctors,
the Gillie Committec appeared to imply that the current aversge list size was,
if anything, on the low side. After noting the variations that inevitably
exist between list sizes, the Committee commented that 'the average list is,
however, only about 2,300 compared with a maximum of 3,500, and there is clsarly
scope for a better distribution of doctors’® (para. 120, emphasis added). The
Committes concluded that the ideal number of persons in the care of each doctor,
and the maximum that it is reasonable to fix, must be kept under review.

Charter for the Family Doctor Service

A further raview was indeed made by the British Medical Association {1968)
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in its Charter for the Family Doctor Service. The wording of the Charter
suggested a concern by the BMA with both a meximum and also a target list
size for individual doctors. With vegard to the maximum, the Charter
commented that 'it is not in the interests of the patients that any doctor
gshould have to care for a iist of 3,000 or over' (para. 12). The Charter's
comments about a target list size were a little less precise.  'There must
be a reduction in the excesgive pnumber of patients for whom many doctors have
to care. As more doctors enter general practice the maximum size of lists
will be progressively reduced ... It is difficult to predict, but we would
not regard a maximum list of 2,000 as an unreasonable target' (para. 3(vi}).
A similar, but vather cleaver, position was adopted by the Asscciation in
endorsing the view expressed in the 8MBC's Hew Charter Working Group in 1878
that ‘the average list size for GPs should be reduced to 1,700 patients
{consistent with a maximue of about 2,000} {British Medical Journal, 1979,
page $65).

National Imstitute of Boonomic and Social Research

The opinions expressed in the 1965 charter were substantially repeated
a year later by Paige and Jones {1968} in their wide-ranging study of the
health and welfape services In Britain in 1975. They suggested that the
maximum permitted list size should be reduced to 2,500 patients, guoting in
support the Charter’s view that it would not be unrsasonable to aim for a
target list of 2,000. apawt from cbserving that 'most people would regard
it asz a reasonable maximunm for a proper family doctor service', Palige and
Jonos offered no analytical justification for their suggestion. In arpiving
at & judgement about a desirable future average list size for GPs nationally,
Paige and Jones took account of the consequences of reducing the maximum iist
size to 2,500, and alsoc (though they did not indicate how) of the increased
demands on GPs resulting from an ageing population and the growth of community
care for the handicapped and mentally 11l. The result of these calculations
indicated that a reduction would be needed in the average number of patients
per GP in Great Britain 'from the 1952 level of about 2,350 to about 1,775
by 18807 (page 133). The total supply of doctors vequired to meet this level
of demand was estimated as 33,700, or av incresge by 1980 of 35 per cent ower
the number in 1980,

Todd Commission

In 1868 the Royal Commission on Medical Education repeated the exercise

of estimating the future supply of and demand for medical manpower, The
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Commission presented both long~ and shor-term estimates. The short-tsrm
(1966-75) estimate of the demand for general practitiomers was based on a
different assumption from that of Paige and Jones. Whereas the latter had,
by implication, regarded the average list size in Great Beitaln in 1962 as
too high, the Todd Commission regarded it as about right in the short-run.
After noting that the lowest post-war ratico of populatien to principals had
oceurred in 1961 (2,160:1), the Commission assumed thet this ratio 'provides
a reascnable guide to what it should be in 1875%. {The discrepancy in the
1961-2 population/doctor ratios between Palge and Jones and the Todd Commission
arises from the fact that, although both sets of data pelate to Great Britain,
the former includes assistants and trainees, whilst the latter is restricted
te principals only.) The Commission estimated that, in order to achieave this
target, and alse to restore the relationship between the number of assistants
and trainees apd the number of principals that had obtained in 1958-5, an
additional 3,250 principals and 1,700 assistants/trainses would be reguired
batween 1965 and 1975.  If this increase could be achieved, and with some
improvement in the distribution of practice sizes, the Commission noted that
'it should be possible to ensure that the maximum patient lists of principals
should not he greater than 2,500 (2,000 in rural areas}'. And it added:

'it has been suggested by the Ministry of Health ... thet upper limits of
this order are desirabls, and these levels are consighent with other evidence
submitted to the Commission' (Appendix 12, Annex para. 3).

In approaching its estimate of the long-term need for manpower, the Todd
Commission acknowledged that the technique it bad used in making its short-temm
estimate (that is, extrapolating on the assumption that the lowest achieved
population/GP ratic since 1948 was 2 reasonable target for the future) was
unsatisfactory. Instead, the Commission relied heavily upon long~term trends
in the ratio of all doctors to populatien, and the consistencies contained
within them. It Firet plotted the growth in this ratio in Great Britain
between 1911 and 1961, and found a remarkably regular annual growth of about
134% per year. The Commission then continued the same extrapolation into the
future, and found that in 1875 it passed 'very closa' to the short-term
estimate for that year alveady produced by the earlier procedures. On the
basis largely of this evidence, the Commission concluded that 'the needs of
the future will not be met by an aanual growth rats of less than 1.5% in
the deoctor-population guotient' (para. 338).  Although this long-~term estimate
made no distinction hetwesn general practitioners and hospital doctors, an
application of the 1.5% cumulative growth vate to the ratio of principals to
population would result in a decline in average list sizes from the ghort-term
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target of 2,180 in 1975 to about 2,021 in 1980 and 1,738 in 3980. The
Commission presumably accepted this as a reasonable target.

Barvard Davis Committee

Three years after the Todd Report, the Report of the Harvard Davis
Committee on the Crganisaticn of Group Practlce {(Central Health Services
Couneil, 1671} was published. The Report is relevant in the context of a
maximum or desirable list size because of its discussion about the effact
which a well-constituted group practice might have upon the number of
patients for vhom a GP can adequately care. The Harvard Davis Committee,
after peviewing the evidence, rejected the wiew that group practice increases
the number of patients for whom the GP can accept rasponsibility. Indeed,
the addition of a nurse and health visitor may actually add to the doctor's
workload by virtue of the hidden needs they may wuncover. The Committee
concluded that the introduction of group practice tends to redistribute
the workload, thereby enabling the doctor to spend more time with the
individual patient. The majority of general practiticners, in the
Committee's view, 'consider that the time they are able to glve to each
patient is Inadequate' {para. 45), and hence the advent of the team is to be
viewed as a gain in the quality of medical care rather than an increase in
the number of patients to whom care can be given. In the light of this,
'wa think it is unlikely that a general practitioner would be able to look
after very many more persons than the present average list size of 2,500
persens' (para. 46).  Accordingly, the Committee regarded an optimum group
practice as one consisting of five or six doctors, together with the nurses
and supporting secretarial staff, and responsible for a population of
approximately 15,000 poople.

Review Body on Doctors’ and Dentists' Remmeration

The Review Body has several grounds for interest in the concept of a
reasonable list size, One is that it has, on occaszions, seen it as part
of its duty to recommend awards that will encounrage desirable patterns of
recruitment to the profession. In many of its reports, the Review Body
has commenced the chapter on general medical sepvices by evaluating trends
in population/doctor ratiocs, and the 1970 report endorsed the view of the
Tadd Commission that a further 500 doctors were neaded each year in general
practice (para. 63). By implication, the Review Body accepted the Commission's
judgement that existing list sizes should be substantially reduced in the long

run. The Review Body is also concernmed with securing sppropriate Financial
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rewards for GPs when workloads become 'excessive', and has on occasions
regarded list sizes as one among a nurber of indicators of the volume of
work, However, the Review Body has never (as far as we can trace) explicitly
defined a reasonable list size, partly perbaps because it nas never sctually
besn necessary, and partly perhaps because the Review Body has tended to
adiudicates arguments from outside rather than initiate new opinions from within.

The accounts given in the Review Body's Reports of the evidence it has
received meke it clear that, over the years, the British Medical Association
hag consistently regarded the workload of general practitioners not only as
being unreascpably high with existing list sizes, but also as growing, thereby
justifying the recruitment of more GPs and an increase in fees and allowances,
In 1868 the Review Body commented that 'there pamains the very Strong impression,
certainly in the minds of the doctors themselves and fixed strongly In our minds
by their representatives, of a growing burden on doctors ... to a peint that
many doctors are beginning to find insupportable' (para. 68), In 1988: ‘They
(the profession's representatives) pointed out that the civilian population,
expregsed as & ratic to the number of GP3, had visen to 2,207 in 1356 compared
with 2,172 in 1865 and 2,053 in 1962, They stressed that, quite apart fovom
the rise in population, additional demands were being made on GPs as a result
of the rapid technical advances in medicine' (para. H3). In 1370: 'The BMA
argusd that, irrespective of the size of lists, theras was grester pressure on
genepal practitioners because of changss in hogpital policy and in medical
techniques' {(para. 28}, In 1975: ‘'The profession has suggested that this
difference (betweon the rate of manpowsr expansion in general practice and in
the hospital service) is too great, and that there is a need to Incpeage the
number of general medical practitioners. They would like to see the cverage
list size reduced from the present level of about 2,350 patients to 2,000
{para. 36). And in 1978: fThe profession have described to us the ways in
which the workload in gensral practice has changed and how, in thelr view, it
has increased in recent years ... They told us that, in their viaew, the
present average list size of 2,294 was too large ... and that po individual
dector should be pesponsible for more than 2,000 patients' (para. 43).

The views of the Health Departments, as recountad by the Review Body, have
been more circumspect. Whilst acknowledging that there is no agreed optinmum
list size (Review Body, 1975, para. 38), the Departments have generally beenh
lzag willing than the profession to concede the unveascnable size of existing
lists. In 1966, for cxample, the Departments were raported to have argued
that 'a doctor may up to a point be able to deal with move patients without
logs of efficiency' (para. 70). In 1968 the Departments thought that the
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deteprioration in doctor/population ratios 'was not sufficlently marked to
cause any significant increase in the aversge workload falling upon general
practitioners’ (para. 54). In 1975 the Health Departments informed the
Review Body that current manpower targets, if they were met, would reduce the
average list size to arcund 2,250 patients - gtill In excess of the BMA's
targaet,

The Review Body itself, as judged hy its comments and recommendations,
has generally interpreted a decline in average list sizes as a desirabls trend,
and an increase as undesirable, It tended to accept the BHA's contention
that workloads were incrsasing in the 1980g, but it has been more sceptical
in the 1870s. In its 1966 Report, for example, the Review Bedy noted that
'the wattractivensss of general practice iz primarily a matter of conditions
and workload: doctors find that they are not able to practise good medicine
in the conditions and under the strains of gonsrval practice. The remedies
for these problems lie (inter alia) in wors doctoys ....%' {para. 77). And
in 1970: 'Our conclusions are that the evidence, including the Figures for
averags list size, suggest that the workload of goneral medical practitiomers
has been growing in recent years, principally because of the new technigues
in medicine and the ewira burdens veferved to (by the BMA)' {para. 35).

By 1872, however, the RFeview Body falt that the trend in list sizes was
'improving to some extent® and did not justify 'any exceptional measures’
{para. 64); in 1975 the Review Body felt it had 'no clear evidence t5 show
that the worklosd of the average general medical practitioner has increased
matepially over the past few vears' and that it was therefore 'not in a
position to judgs whether an accelerated reduction in the list size as
suggested to us by the profession is justified at present! (para. 37}; and
by 1378 it was noting that "we have no material evidence to show that the
overall level of workload hLas changed to a significant extent over recent
years'! (para. 44).

Oninions of doctons

Several of ths sourcves quoted above make reference to the viaws of the
BMA sbout a reascnable list size, and they also guote the feelings of ordinary
doctors about the pressures to which thelr workloads subject them with their
current list sizes (sce the Gilllie Report, pars. 119 and the Harvard Davis
Raport, para. 45), In addition, evidence iz available from surveys of
general practitionars zbout the range of opinions within the profession
concerning a reasonable list,
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Carturight (1967) reported the results of 2 suvvey carried out In 1964
of 422 GPs in England and Wales in which doctors were asked to stats the ideal
nugmber of patients they felt they could leck after undsr presant practice
appangements.  Almost half of the doctors {45%) identified a list of 2,000~
2,499 as ideal; 29% selected a list of 1,500-1,899; 1u4% regerded 2,500-2,96%9
as ideal; and the premainder opted for list sizes of either less than 1,500 (8%)
or move than 3,000 {3%)., The mean ideal list size was about 2,100 although
this is only a crude estimate calculated from the publish ed data (page 18).
Cartwright repeated the survey in 1877 (Cartwright and Anderson, 1979), and
although the results published so far have not contained the replies to the
corresponding question, thay do indicate that rather more GPs regarded them-
salves as overwsrked in 1977 than had done so in 1964 (27% compared to 20%).

In 13873 the Consumer's Association conducted a survey of GPs hased upon
the earlier work of Cartwright (Lavers, 1978), No details are given of the
population or the response vate; all that is known is that the results are
based upon the replies of 112 dectors. The gquestion about an ideal list size
appears to have been replicated from Cartwright's survey. The results showed
that 38% of the GPs thought lists of 1,500-1,999 were ideal; 33% selected
2,000-2,499 as the ideal; 1u4% regarded a list of 2,500~2,399 as ideal; and
the remainder opted for list sizes of either less than 1,500 (10%) or more
than 3,000 (5%). The mean ideal list size, calculated from the published data
{page 162}, was about Z,000. Taking the results at their face value, there
appears to heve besn a slight downward revision between 1964 and 1973 in GPs!
views shout an ldeal list size, although as Lavers points out, over half the
respondents in each survey selected an ideal list In sxcess of the BMA's target
(2,000}, and the choices were made without conscious refersnce to the financial
implications of them.

Mechanic (1974) carried out a postal survey of z random sample of GPs in
England and Wales in 1966, and received 814 replies (a response rate of 60%).
No direct question was asked about ideal list size, but respondents' perceptions
about variocus aspacts of their work have been classified asccording to their
actual list sizes (pages 38-98). Tha proportion of doctors reporting a
‘very sarious problem’ with the number of patients in their practice was 7%,

8% and 9% respectively among doctors with less then 1,500, 1,500+1,999 and
2,000-2,498 patients, but rose to 178 among those with ligts of 2,500-2,999,
27% ameng those with patient leoads of 3,000-3,492, and to 38% of those with
ligts of 3,500 or more. These results indicate that subjective feelings about
an unreasonable workload (as Indicated through perceptions of the severity of
the problem of large lists) mway be conditionsd by the average list size
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existing in the country. Fewer than one in ten of doctors with individual
lists below the average regarded their list size as a sericus probles; but
the proportion increased to two-fifthe of dectors with list sizes of 1,000
or wore above the national average. Such data ave consistent with those of
Cartwright and Lavers, although they are not directly comparable.

Two further expressions of opinion by general practitioners, based upon
detailed studies of workloads in general practics, are important because of
their dramatic divergence from the geneval trend of opindien. Fry (1972)
reviewed a span of 21 vears' work in a two-man general practice, located in a
middle~class South~East London suburb, and supported by a nurse, health visitor,
nidwife and secretary-receptionist. The practice contains some 9,000 patients,
giving an average list for the twe doctors of almost twice the naticnal average.
In his paper, Fry contended that 'in this particular practice it is pessible
for two practitioners to provide sound care for a population of over 9,600
patients in ways that, apparen tly, ave satisfactory to both patisnts and
doctors' (page 5327); ond he commented o the implications of this for the
future supply of medical manpower. 'The major guestion is how many general
practitioners are needed in the future? Have we perhaps a surfelit now?

Should we be trying to induce more and more young doctors to enter general
practice? These are important national and public issues .... The results
merit urgent national studiss to test the hypothesls that perhaps theve are
already encugh general practitioners' (pages 527-8}.

¥arsh and MoNay (1974a) reported the results of one year's detailed
recopding of the workload of a general practitioner in the TeesSside conurbation
in 1872. Working as ome of five partmsrs in a team comprising two state~
registered nurses, four receptionists, two fillng clerks, one administrative
secretary and one research secretary, the 6P provided care for 3,137 patlents
during the year. Ths snalysis of consultation patterns during the year
*showed that even in this ares of high mcrbidity and mortality the workload
was very small' and that 'by delegating work to a team of trained para-medical
workers, by increasing the proportion of personal medicine, and by engaging the
co~operation of his patients, the gemeral practitionsr reduced his workload
considerably, without any apparent reduction in standards of care' (Marsh and
HcNay, page 315)., Elaborating these results, Marsh and Xeim-Caudle (1876}
commented that ‘'the average list size of 2,400 patients may well become too
small to occupy the time of the esteblished generzl practiticner ... Some
doctors will want to spend time teaching new santrants to general practice, and
others will wish to pursue clinical or operational research. Some way wish to

undertake more work in hospitals or increase their commitments in preventive
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care and health education. But there is also the distinet possibility that in
future general practitioners will consider it reasonable to have longer lists
than are acceptable at present and indeed need these in order to satisfy their
clinjcal interests, The manpower requirements of general practice in a team
setting will be different from these in the past for all members of the teanm,
but for doctors themselves it seems that the requirements will be lower than
is generally thought at present' {(page 66).

Fry's snd Marsh and Kaim-Caudie's avguments have not gone unchallenged,
and MeGregor {(1973), Bain and Haines (1874) and Price (1974) among othera have
reaffirmed the scemingly more widespread view that a idst of 2,400, far from
being too small to satisfy a GP's clinical interests, is still unreasonably
large. The counter-argument has been put with notable vigour by Tudor Hart
(1971}, dismissing Fry's arguments as 'dangercusly complacent'.  Tudor Hart's
argument is that the volume of real morbidity in areas of the country such as
the Welsh mining valleys is so great that any improvements in the efficiency
of general practice must be used to increase the standards of care, not to
inerease the numbers of patients on GPs' lists, Commenting, for example, on
the claim that large list sizes could result from increases in productivity
through rationalisation and devolution, Tudor Hart wrote: '0f course, much
devolution and rationalisstion of this sort is necessary, not to cope with
rising numbers but to make general practice more clinically effective and
satisfying, so that people can be sean less often but examined in greater depth.
If elinically irrslevant work can be devoluted or abolished, it iz possible to
expand into new and valuable flelds of work such as those opened up by Balint
and his school, and the imminent if not actual possibilities or presympromatic
dlagnosis and scresning, which can best be done at primary care level and is
posgible within the present rescurces of NHS gensral practice.' (page #08).

Summary

Onece the Medical Practices Committee decided in 1952 that an average list
size in an area of 2,500 signalled the need for more practitioners, the flgure
of 2,000-2,500 has repeatedly been selected as a reasonable list size for a
general practitioner to provide an adequate level of care. The Willink
Committee (1957}, explicitly basing Iits opinions on the MPC's standard, thought

that a reasonable aversge list was 2,500 in urban aress and 2,000 In »urel
areas. The Giliie Committee {1963) appear on textusl interpretation to have
regarded an average list of 2,300 as being, if anything, on the low side.

The B¥A, in its Charter (1965) and in repeated evidence to the Review Body,
has recommended a list of 2,000 for each practitioner as & not unrsasonable
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target. Paige and Jones (1968) explicitly endorsed the Charter's recommenda-~
tion, and their recommended target average list size {1,775) appears on the low
side only because it included assistants and trainees as well as principals.
The Todd Commission {(1968) regarded an average list of 2,1B0 zs & reasonable
guide to what it should be In the short-term future. The Hapvard Davis
Committee {1971) described an average list of 2,500 as optimum, provided the
practitioner was located in an approprilate group setting. The views of
doctors themselves, slicited in sample surveys, indicate an average list of
about 2,000-2,100 as the ideal size, and as actual lists exceed the national
average, a growing proportion of GPs express a sarious concern about the
numbers of patients for whom they have tu care.

Against such consistency of opinion, visws have recently been expressed
by some general practitioners, based upon detailed apalyses of their own
practices, that iists of 3,000 or even 4,500 can be managed perfectly well,
with no diminution in the quality of care and to the satrisfaction of both
doctors and patients, by doctors working within the context of a well-organised
tgam, At present, however, such views do not seem to be widely shared among

the profession.

In contrast to opinicms about a reasonable list size, views about what
the permitted maximum list size should be, where these have been explicltly
stated, have generally declined over the perind. The Cohen and Willink
Reports in the 1950s saw no justification for reducing the exiating maximum
of 3,500 patisents, but the BMA (1965} argued for a reduction to 3,000, and
Paige and Jones (19686) for a further reduction to 2,500, The Todd Commission
{13968} wanted a maximum of 2,500 in urban areas and only 2,000 in rural areas.
In fact, the maximum list size poermitted in the NHS has remained unchanged at
3,500 since 1852,
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THE BASES OF OPINICHS ABQUT A REASONABLE LIST SIZE

In reviewing the post-war history of medical manpower planning in Britain,
Maynard and Walker (1878) have documented the discrepancies hetwsen the fore-
casts made by various committees and commissions of future manpower needs and
the actual supply of doctors in the forecast years, They find that, in the
case of general practitioners, the actual supply has consistently fallen short
of the forecasted requirements, whilst in the case of hospital dectors supply
has exceeded forecasted requirements, sometimes by very large amounts. In
commenting on the reasons for these striking diserepancies, Maynard and Walker
talk about the mechanistic approach that has commonly been adopted in the past.
'Planners have been mesmerised ... by ratlos - ratios that are partly the
product of history; ratios that are largely the product of unsystematic thought
about 'best' practice; ratios that are aggregated averages themselves; ratios
too, that have been merely plucked from the air ... One "guestimate” has
irregularly been gubstituted for asnother! (p.174).

This section seecks to examine this assertion in relation to the opinions
expressed about 2 reasonable list size. On what have the opiniong heen based?
Have they reflected any systematic analysis of what the concept of a 'reasonable
iist' might mean, or have they, as Maynard and Walker imply, been merely
"plucked from the zir'? In examining such questions as these, the sestion
begins to explore the assumptions, arguments and methedologies that have been
employed in the past in operatiocmalising the concept of a 'reasonable list'.

It will be seen that, often, the bases for the opinions have been insubstantial
and inadequate, but it is nevertheleas important to examine them as carafully as
possible in order to distinguish potentially useful ideas that might subseguently
be incorporated into a sensible framework,

The section proceeds by examining in turn the hasis of sach of the

wpinions described in the previcus section,

Medical Practices Committee

The early annual oveports of the Medical Practices Committes offer some
indication of how the Committee approsched its statutory duty of ensuring
tan adequate mimber of medical practitioners in the areas of the Executive
Councils's, Initially the Committee relied very heavily upon the judgements
of the ECs themselves, and since the EC reports are neﬁer published, there
are no means of knowing the bssis on which these judgements were formed.
However, the MNPC was concermed from the outset not to appear to the medical
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profesgion to be unpeasonably restrictive, and it therefore emphasised in its
first Amnual Report (1949) that it required the Executive Councils to furmish
'the most cogent argument and the fullest information' that the number of
practitioners was adequate, in order to meintain the greatest possible freedom
of cholce of doctor for the public, and to preserve for dectors the pight to
practise In any part of the country save in the sxeceptional circumstances
deseribed in S.34(3) of the 1845 Act,

Two years later, in its thinrd Annual Report (1351}, the MPC dlscussed
the question of whether a local body really was better suited than a central
one to judge the adeguacy of the medical manpower in an area, and decided that
it was not., The reason gilven by the Committee was that 'a leocal body can only
judge the position from a local point of view snd by comparing differsnt paris
of its own area; but it has no means of comparison with similar areas
all over Englsnd and Wales' {page 1). Thiz comment is instructive for the
insight it offers into the Committes's apparent dependency upon comparative
ratios in judging the adequacy of medical manpower. The implicatien is that
an adequate judgement cannot be made by looking sololy within an area; much
depends upon comparison with the supply of manpower elsewhere. Yet no
justification was offered in the Report that the supply elsewhere was eithsr
more or less adequate than in the original area. The Committee appears 1o
have been using the compavative ratios betwesen arcas mure as a means of
securing an equal distribution of the existing stock of manpower than of
determining the adegquacy of tha supply of manpower in each area.

A sinmilar method of argument was evident in other topies dlscussed by the
Commiitee In the early years of its 1ife. In its sixth Annual Report in 1984,
for example, the MPC talked sbout the signs of a saturation point within a few
years in the total number of gemerel practiticners in the NHS (implying that
iist sizes might actually fell below a reasonable average), yet the main
evidence used to support this view was the growing numbers of GPs and the
declining average list size in recent years. The isplication seems to be that
the ratioc of doctors to population had been about right a few years earlierp,
and that any increase in that ratio would tend tc be surplus to requiremsats.
There was no justification of the view that the earlier supply of doctors had
been adeguate and sufficient, Or again, in its flrst Snnual Report (1949),
the MPC noted the tendency for doctovrs in industrial sreas to have larger lists
than those in residential or urban arsas. On the basis of this evidence the
Cormittes commented that 'it may be necessary at some later stage to consider
whether or not some special action should be Taken to encourags more practi-
ticners to start in what may be regarded as the less attractive industrial
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areas' (page 2}. Here, the ratios are compared geographically rather than
across time, as in the previous illustration. The Committee seems to have
been saying that more doctors were needed in the industrial areas because
the average list sizes there were higher than elsewhere, though once again
there was ne justification that the supply of dactors in these other places
was adequate and sufficient,

It would be wreng to suggest that the Medical Practices Committee has
arrived at its judgements about an adequate supply of manpower exclusively
through the uss of comparative ratics, It has bsen noted that, at the
beginning of its worlk, the Committes had regard to the desirability of
maximiging the freedom of patients in their choice of 3 doctor and the fresdom
of doctors In thelr cholce of a practice location.  Other factors that the
Committee has taken inte account include the commitments of doctorsg in other
parts of the NHS and outside it, the proportion of people receiving private
primary cedical care, the type of practice predominant in an area (wrban, rural,
coastal, industriall}, local topography and conditioms of travel, the dispensing
responaibilities of doctors, the number of temporery residents signed on, and
others. Mest of these factors have In common a potential capacity for limiting
the amount of care the doctor can give to his NHS patients, and as such they may
rightly be used to modify a strdet ratio approach to the matter of an adequats
supply of manpower. The restriction in their utility arises from & very
imperfect mmderstanding of how far they limit the doctor's capacity to care,
and whether the consequences of that limitation sre regarded as sufficlently
seriocus to warrant the extra resources necessary to compensate for them.

In the case, for example, of twe areas with comparable sverage list sizes, in
one of which all doctors have sessions in the leesl hospitsl and in the other
none, it would seem sensible to ask, before deciding whether any additional
manpovWer was reguired in the former area, what differences occur between the
areas in the amount and guality of care delivered to patients, and whether such
differences as may exist arg vegarded as sufficiently lmportant to justify the
addition of more moapower.  Expressed like this, it is apparent that a fair
part of the MPC's difficulties is not of its own making, for as will be seen,
there is wvery little information oF this kind available.

Willink Committea

The Willink Committee (1257) also touched upon the output or productivity
of general practitionews, but only briefly and cryptically. YWe gave consider-~
able thought to the likelibeod of any change in the average number of items of
service given by a general practitioner each year to each of his patients.
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The evidence we wepe able to secure on this point was, however, mesgre and
conflicting, In the abgence of any discermnible trend we decided to make no
additional allowance one way or the other for this possibility' (para. 36},

The paragraph is Interesting because it showes the relevance that the Committes
attached to the ocutput of services In judging manpower requirements. Even
though an absence of data apparently prevented the Committes from incorporating
the notion of output inte its final judgement, the paragraph indicates the
importance of looking not just at numbers of doctors, but also at what they
actually do, The paragraph is, however, clouded and ambiguous. The Committes
may have had in mind the ways in which orgznlsational and staffing changes in
general practice could improve the efficiency of the GP's work, thereby
enabling him either to provide more services to the same number of patients,

or the same number of gervices to more patients. An analysis of this kind
would explain the relevance of measuring output to the problem of defining
manpower nesds; but the paragraph is insufficlently clsar to be sure that

this is what the Committee had in mind.

Apart from this, two other considerations are discernible in the Report
that appear to have influenced the Willink Committee's visws about the future
needs for general practitioners. First, the wider scatter of patients In
ruaral than in wrban areas indicated to the Commitiee the need for differential
target average list sizes between such areas {para. 34). The argument is
important in indicating how consldersticns of geography may affect the capacity
of doctors to provide services, and thersfore justify a different list size
in rural and urban localities, but the argument has no direct relevance to the
hasic gquestion of what the reascnable list size should normally be in elther
location,  Sscond, the Commities noted the forecasts made by the Sovernment
Actuary of the growing proportion of eldsriy people in future years, and also
the evidence discussed by the Cohen Committee and the General Register Office
on ‘the extent to which the need for medical attention varies with age!

(para. 3%}, In the light of this, the Committee increased its estimzte of
the number of GPs needed in the future by 75 per ysar, but it gave no
indication in the Report of how this number was reached, or whether the

evpanding needs of the elderly could be met more efficlently iIn other ways.

Gillie Committee

The Gillie Committes {12563) touchsd upon sevaral matters that are
pertinent te the judgement about an appropriate list size, although it is not
elear from the Report exactly how the Committee used these insights. First,
the Committee made explicit reference to the views of dectors themselves:
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the conclusion that the maximum permitted 1list size should be reduced appears
to have heen based centrally uporn the impossibility coxpressed by doctors

of working o 2 satisfactory standard under existing conditions. Second, the
Committee noted the variability between doctors in thelr capacity to provide
services and hence {(by implication) in the number of patients for whom they
can provide adeguate care. 'The number of patients a doctor can look after
depends on many varizbles including his equipment, wethods, rate of work and
personality ... Doctors ars so different in their individual charscteristics
of energy, health and enthusiasm that th ir lists ave bound to differ’

(paras. 119-120).

A third distinctive Feature of the Gillie Committee's analysis was the
introduction of the notion of standards of service. 'Co-operation between
family dectors in group practices and local authority field workers enables a
greater range and depth of work to be achleved, but reveals more sources of
demend within the existing number of patients. The effect is therefore to
improve the ssrvice rather than to lighten the load of work' (pava. 122).

This paragraph, though not particularly clear; is importent in suggesting

a relationship between the supply of resourcss, the demand for care, and the
standard of service. An incresse in the availability of resources {(in this
case, the joint rescurces of doctors and local authority fleld workers) leads
to some increase in demand, but alsc enhances the scope snd quality of service
that can be offered. The Gillde Committes argued that the additiomal capacity
resulting from a greater volume and efficiency of rescurces should bhe used to
improve standards, not to lighten workloads or to increase list sizes; but in
principle the ewtra capacity could be used for either of these purposes, with
ecbvious consequences for the definition of a reascpnable list.

A fourth distinctive eloment in the Gillie Repert is the reference it made
to a reasonable list size as & eost-benefit judgement. Again, the central point
having been made, it iz not slsborated; but the making of it dis importent.
tas §rufﬂssiona1 opportunities for increasing the value of the family deoctor's
work bescome greater, with benefit to the patient amd 3 saving (often concealed)

of cost to the commmity, so the ideal number of persons in the care of sach
doctor, and the maximum that it is resssmable to fix, must be kept under review™
(para. 122)., Idke other statements slsewhere in the 5illic Report, and in
other reports, the meaning of the paragraph is not entively clear, A possibls
interpretation is that, by expanding the scope and value of the work of family
doctors, the additional benefits to patients might outweigh the ewtra costs

of supplying more GPs. The Committes did not specify the arsas in which the
ascope and value of general practice might be enhanced, but they are aot
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difficult to find., On this interpretation, an ideal list size iz one where
benefits and coste are equated at the margin; that is, where the banefit to
be derived from an extra item of gervice is judged to be equal %o the additicnal
cogt of providing that item. But even if the fommittee did not have quite as
precise an interpretation as this in mind, the reference to benefits and costs
in the context of the need for flexibility in judging the ideal and the maximum
list size is evidence .of a considerable progress in thought since the Willink
Report six years earlier,

In sum, the Gillie Report touched upon several important idasas in discussing
future manpower needs in general practice, and in eo doing it established a more
rational approach to the question of a reasonable list size than the circularity
inberent in the use of comparative ratios. However, like the Willink Committes
before it, the Glllie Committee must have found itssif lacking the information
necessary to translate these ideas into firm recopmendations, for having
discussed them, the Committee did not draw upon them in any consistent way in
reaching a judgement about the maximum and ideal list size.

Charter for the Family Doctor Service

The Tharter for the Family Doctor Service (British Medical Assceiation, 1965)
contained no real justification for its view that a maximum list of 2,000 patients
would be a reasonable target. On the basis of certain assumptions and data
ccntained in the Charter it has been roughly calculated that a paximum list of
this size might increase the time avallable for an average surgery counsultation
by about 30%, but the Charter did not follow the lead given by the Gillie
Committee in discussing whether the benefits resulting from this additional time
would be regarded as justifying the costs of the extra doctors needed. A fuller
gtatement of the BMA's case can be constructed from zccounts in the reports of
the Review Body on Doctors' and Dentlsts! Hemuneration of the svidence submitied
to it by the Assceiation. These are examined later in this section.

Hational Institute of Economic and Soclal Research

As noted above, Paipge and Jones {lﬁﬁﬁ)hvelie& explicitly upon the views
expressed in the Charter in support of their observation that a list of 2,560
patients would be regarded by most people a5 a reasonable maximum. In
discussing a desirable list size for the future, Paige and Jones concentrated
much more on the demand than on the supply side of the equation., They pointed,
for example, to the growing number of old people in the community, to the
growth of community care for the elderly, the handicapped and the mentally i1},
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and to the inadequacy of existing stendards. 'There is no doubt that we shall
want a big expansion in the damiciliary services and in day cars, but much of

it will be needed to help those who are at present getiting too little help or
none. There are many elderly people managing in their own homes without
domiciliary help who ought not to have to do so, and many mentally disordered
persons living jn private hougeholds only at an excessive cost to other members
of their families' {page 32). ©Paige and Jones said that they allowed for

this pattern of need In reaching their sstimate of future manpower requirements,
but they did not indicate how. There was no attempt to quantify thesc addition-
al demands, or o calcuiate the number of additional 6Ps required to produce the
services needed to satisfy them.

Todd Commission

It was noted above that, in making its short~term (1965-75) estimates of
manpower needs, the Todd Commission (1968) regarded the population/doctor ratio
that had existed in 1961 (2,150:1) as being a ‘reasonable guide' to what it
should be in the near futwre. However, as with previous attempts te forecast
manpower requirements on the basis of comparative raties, the Commission's
Report contained little systematic justification for its bellef in the adequacy
of the base (1961} ratio. It talked, for example, about the need to bring the
nunbers of general practitioners 'up to the desired standards' (para. 318), but
the only apparent ground for assuming that existing standards were less than
desirable was 'the vise in recent years in the average number of patlents for
sach principal’ (para. 327). In fact the Commission did offer some justifica-
tion, but it took the form less of explaining why the lower ratio was better
than of pointing out the support that exlsted for this viewpeint. "It has
been widely zccepted thit lists of patients in some practices and parts of
the country are too high. It is difficult, howsver, to establish a firm levael
of "need”. Conditions in practices vary widely for geographical, environmental
and social reasons as well as by the axtent of ancillary help' (Appendix 12,
Annex para. 8).,  The problem still remains, although a widespread consensus
about the excessive size of practice lists would indicate at least a subjective
experienca that must be accovrded some welght.  Agsin, however, the Todd
Commission, like the Willink Committee before it, encountered the problems of
a paucity of operatioanal ressarch which could serve as a guide to the astablish-
ment of need, or Lo an assessment of the effect of practice conditions on the
services provided by doctors.

In making its long-term estimates, the Todd Commission, like Paige and
Jones, sttempted to identify the factors that might cause Future changss in ths
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demand for doctors, and hence, by implication, changes in the desirable ratio
of doctors to population. The Commission noted, for example, that the chronic
diseases of 0ld age would tend to raise the demand for medical care, and that
psychiatric services would also be extended. Against this, however, more
attention would be paid to the promotion of health through such measures as
screening for pre~disease conditions and regular medical examinations. The
Commissicm also thought (rather surprisingly) that the changing age structure
of the population over the next thirty years would *lesd to a lessening in the
growth of medical care requirements! (para. 343). AaAfter reviewing theee
factors, the Commission expected the demand for modical services to be ‘at

least as great In the next thirty years as it has been in the last' (para. 335),
and that sccordingly ‘provision should be made for the doctor-population quetient
in Britain to continue to rise at & rate no lower than 3n the past' (para. 338),
On the supply side, the Commission thought that the organisation and efficiency
of the doctors' work would probably improve, especially with the growth of group
practice hased on health centres, but neverthsless 'in owr firm opinion the
nesds of the future will not be met by an annual growth rate of less than 1.5%
in the doctor-population quotient' (para. 338).

As in some of the other Reports discussed here, there is a gap in the Todd
Commission's argument between the identification of factors likely to increase
the future demand for doctors and the specification of the additional numher
of doctors needed to meet it. Having listed the various factors, they appear
to have been used as no more than background factors in shaping the decision
about the requisite future increase in manpower supply. The Commission
explicitly acknowledged this. 'These concepts (of need and demand) cannot be
defined quantitatively. In using them we do not imply that there is some
absolute or optimum lavel of health services which can be measured and towands
which we should aim. We do not believe that the health services in Britain are
close to a stage where, on the assumption that all esconomic and social harriers
wera removed, they could meet all the demands likely to be made on them'

{para. 333), Like Willink and €illis before it, the Todd Commisesion lacked
the detailed information necessary to make explicit links betwesn future dewand
and supply, and it algo seems to have ignored the rols of standards of cave.

As & result, the Commission appears to have relisd very heavily upon the
extrapolation of past trends in dector-population ratioes in Jjudging future
manpower requirements, and to have used the material on future changaes in
demand as corroborative evidence that the judgement was broadly of the right

order.
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Harvard Davis Committas

The thinking set out in the Harvard Davis Renort (1971) seems to owe
more to Gillie than to Todd.  The Committee took the view thaf a8 generdal
practitioner cannot properly provide care for more than about 2,500 patients,
although the arguments rehearsed in the Report actually appear to support
the case for a lower list zize than this. The Committee explicitly reiected
the view that group practice increases the number of patients for whom GFs
can provide care. Thelir reasons for this (echoing, but not quoting from,
the Gillie Report) wers first that the addition of community and practice
nurées tend to generate new work rather than to relieve the doctor of some
of his existing workload, and second that the majority of GPFs consider that
the time they azve able to give to each patient at present is inadequate.
(Although the Committee provided referenced evidence for many of their
asgartions, they offered no emplirical suppert for this one.)

Having made the negative point that a well-organisad group dessn't
increase the number of patisnts for whom care can be provided, the Harvanrd
Davis Committee went on to make the positive point that 'the advantages ,...
lie much more in the ability of the group to provide a higher quality of
medical care in the commumity' {para. 46). Again, this appreciation of ths
way in which standards control the tension between supply and demand is
evocative of Gillie: an increase in the supply of rescurces should be used
to enhance the quality of care that is given, not to increase list sizes or te
lighten workloads. The Committiee assumed that the development of the toam
would enable the doctor to delegate some of his work to other members, thus
allowing him to spend more time with patients requiring medical care and hence
improving the quality of care he could give to them.

Like the Gillie Committes, Harvard Davis then took the argument ohe stage
further by offering an economic justification for the pursult of higher
standards of cape, namely the possibility of savings elsewhere, particularly in
the hospital service. 'If we can achieve this cbject {of a higher quality of
medical care in the community}, it would justify economically the provigion of
a more generous staff/popolation ratio then sxists at the moment' {para. 48).
Again, the basic point having been made, it 1 not elaborated, and it is a
matter of speculatiom a8 to thinking whick underlay it. It is nonetheless. an
important point., If cost was no cbject, thare would presumably be total
agresment that standards should be raised to the highest level that is technieally
capable of achisvement, with obvious and gross conseguences for the supply of

manpower; but in reality there must come a point where further increases in
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standards are not worth the cost of achieving them. The argument of the
Harvard Davis Committee implies that this point exists when the marginal costs
of similar benefits are equal in primary and hespital care, In other words,
it is justifiable to add more rescurces to primary care (through the development
of group practice teams) until the pedint is reached wheve further resources fail
to secure corvasponding savings in the hospital sector. However attractive
this argument might be in theory, in practice insufficient data exist about the
substitutability of group practice for hospital cars, and about the marginal
costs In each context, to base a judgement about ideal list size upon it, Like
earlier committees, therefore, the Harvard Davis Commitiee, having idsentified an
interesting approach to the problem, was obliged through lack of information to
resort to an informed guess in speeifying the target list size in a growp
practice comtext.

Review Body on Dectors'® and Dentigts' Remuneration

The evidence submitted to the Review Body shows that the British Hedical
Asscciation has consistently regarded list sizes as excessive, and has argued
that no individual doctor should be responsibls for moere than 2,000 patients.
The general grouwnd on which this argument has besn advanced is that the workload
generated by existing lists iz unreassonably high, and Increasing., Thus the nub
of the Asgociztion's case {as documented in tho Review Body Reports) hes been
the enumeration of factors which have tendad to increase the demand for the
services of family doctors. These have included: in the 1966 Report, the
increased health-consciousness of people, the growth of certification for
eligibility for benefits, the increase in stress disesses, and the advent of
mope elaborate fiagneostic tests and more powerful drugs (para. 63); in the 1968
Report, the rapid technical advances in medicine (para. 53)}; in the 1970 Raport,
the trend towards earlier dischavrges from hospital {para. 29), the pising number
of claims for sickness benefit {para. 30), and the change in moral attituds
towards sex and drugs (para. 31)}; in the 1975 Report, the growing usa of better
{but more time-consuming) investigative techniguas, and the increased use of
ancillary staff (para., 37); and in the 1978 Report, the emphasis on screening
and preventive madicine, the growth of health cars teams, and the increasing

burden of management and administrative tasks (para. %3).

The basic argument pursued by the BMA is not inconsistent with those in
the 8illie and Haprvard Davis Reports: thét, for all the reasons listed, the
increasing workload genevated by the average doctor's list cannot be handled
without rescrt to wnacceptable compromise. Either the doctor works excessively
long hours, or he limits the number of patients he sees, or he compromises on
the quality of care he gives by reducing the amount of time spent with each
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patient. Unlike Gillie and Haévard Davis, however, the BMA has not

apparently trisd to justify the cost of the additicnal doctors, for example by
pointing to possible net savings in other parts of the NHS or by claiming that
the social {(and possibly economic)value of the better standards of care would
justify the cost, It is, mopeover, implicit in the BMA's argument that, by
reducing list sizes to 2,000, the workload gould be accommodated by the awverage
BP without resort to any unacceptable compromise,  However, the Association has
largely failed to document this assumption, for sxample by demonstrating that
significant variations in cutput do occcur between dootors with different list
sizes, or that as list sizes Increase above 2,000 patiemts the guality <f care
worsens appreciably.

It is on precisely these points that the Heamlth Departments have tended to
resist the BMA's case, claiming either that list size is 2 poor indicator of
worklead, or that, up to a ppint, higher list sizes 4o not inevitably invelve
an increase in work or a reduction in standards. It has bheen noted, for
example, that the Department's evidence to the Review Body in 1866 contained
the argument that improvements in the organisation of general practice might
enable (Ps to care for more patisnts with no loss of efficiency. In subsequent
years the Departments tended to argue that the rise in average list sizes during
the latter part of the 1960s had not been sufficiently great to cause a
gsignificant increase in the workload falling on the average general practitioner,
and could not therefore be used to justify a claim for extra payment based upon
additional work.

The Review Body itself stated the BMA's basic argoment very clearly in its
1968 Report. 'Excessive workload is to some extent the counterpart of manpower
shortage. We do not doubt that ... the burden on sure (GPs continues to
inecrease. It would cleariy be wrong to encourage GPs to have excepticonally
large lists beyond their capacity to provide adeguate treatment ... In
general, we think thet when the patients cared for by @ doctor become sxception-
ally numerous the burden be vewarded by the corresponding increase in capltation
fees' (para. §57). Without actually selecting an optimum list sigze, the
Review Body makes the general point of principal that such a list would be one
that did not place an ‘excessive worklead' on the doctor beyond his capacity to
provide 'adeguate treatment'. Horsover, the Review Body seems in this
quotation to have accepted the existence of a positive correlation between
workload and list size, although it has been noted that in more regent
reports the Review Body has shown greater scepticism towards the BMA's claim
of ever-increasing workloads.  However, the Review Body's general statement of
principal lacks substance because of its failure not only to guantify the key
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terms of 'excessive workload' and 'adequate treatment', but even to suggest how
their definition might be approached., Unless the ways are identified in which
workload becomes excessive and treatment inadequete, the guldelines are Jlacking
for any informed judgement about what constitutes s reasonable list size.

Opiniones of doctors

Cartwright's (1867) study offered no direct evidence of the reasonsg for
the respondents’ choices of ideal list sizes although some information was
given on the correlates of the choiess. Doctors were more likely to select
smaller (<& 2,000) list® as ideal if they currently had a nurse employed in
the practice, a finding that is explained by Cavtweight in terms of their
appreciation of the role of the nurse in extending the range of care avallabls
to patients rather than increasing the pumber of patients for whom cave can be
given. Such an argument was also advanced in the Gillie and Harvard Davis
Reports, and was supported by an sarlier study by Cartwplight and Seott (1961).
Dectors with actual lists below 2,000 were less likely than the pest to report
that they snjoyed general practice 'very much’, but the principal factor in
enjoyment appeared to be the degree of congruity between actusl and ideal list
gizes. 18ixty per cent of those whose present list size was in the same growp
as their ideal enjoved general practice very much, compared with 55 per cent of
those who looked after 500 more patients than they thought was ideal, 48 per cent
of those who looked after 1,000 more than their ideal, and 32 per cent of those
whe locked after loss patients than they thought ideal! (page 162).

Mechanic's (1974) survey, as noted, carried no direct questicn about ideal
list size, but it 4id show a positive correlation betwsen the doctors’ actual
list sizes and their perceptions of difficulty in coping with them. Doctors
with lists above 2,500 were markedly more likely to report ‘'very sepious problems'
than these with smaller lists. Mechanic's comment upon the nature of these
problems is worth repsating at some length. Dactors respond to large practices

not by continually increasing their work-day, but by practising at a diffevent
pace and style which is particularly frustrating end uncongenial.,  They feel
deprived not only in terms of the hours they devote to thelr patients, but mors
importantly in terms of the amount of work and effort they must pack into this
pericd of time. Such a pattern of work reguires them to practise on an
asgembly line basis which diminishes the unique satisfactions possible in a
general practice .... AL of the aspects of hurried practice - spot dlagnoses,
inability to provide enocugh time for patients, fallure to do an adequate

examination or unidertake needed action - were related to size of practice.
The size of practics variable not only encompasses numbers of patients, but alse
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the manner and pace of the doctor's work, and it exerts an influence on his

entire outlock® (page 100).

The data underliying this comment show a vemarkably consistent inorease in
reported dissatisfaction with vardous aspects of work as list sizes rise.
The larger the number of patients for whom the doctors were responsible, the
more likely they were to report a 'very serious problem' over the need for
rapid diagnosis, the time availa ble for each patient, the time and offort
required in the practice, the effect of time pressure on clinical practice,

and the time spent on the social aspeects of medical practice (Table 1,

pages 98-99).  These pesults cleariy support the general argument that the

B.M.A. has consistently put to the Review Body that large lists generate a

velume of work requiring 3Ps to practise standards of medical care that they

recognise to be unsatisfactory; and it is interesting that Mechanic also

found that GPs with large lists were more likely than those with small lists

to have submitted their undated resignations to the British Medical Guild in

1965, It is, however, difficull to use Machanic'!s data as the basis for a

rational judgement absut a reascnsble list size, Flrst, the dats merely

show that, as list sizes increased, proportionately meore doctors expressed

concern about thelr stendards of practice: thay give no indication of the

point at which further gains in standards of practice might be considered to
be outweighed by the cost of producing the extra doctors needed to achieve

these gains.  Ewen among the doctors in Mechandc's suprvey with list sizes of

Jess than 1,500 (that is, substantially below the B.M.A.'s recommended

individual maximum list size), about 10 per cent peported a ‘vepy sarious

problem' with most of the facets of their work. Second, there avre no

yardsticks by which to evaluate the significance of the doctors' perceptions of

a tvery serious problem’. There is likely to be consdderable variability among

a random group of GPs in their perceptions of what constitutes a serious problaom,

and thepe 18 no indication of the effect or cutcome for the patient when the

doctor feals that his work is suffering through pressure of time.

Fry's (1972} clainm that a GP can provide scund care for some 4,500 patients
in ways that are ‘satisfactory to both patients and doctors® was bassd on a
review of 21 years' work in his own practice. The pattern of work in the
practice had chenged substantially during this pericd of time. The average
nusber of surgery consultations and home visits per patient per year declined
from 3.3 and 0.6 respectively in 1851 to 2.1 and 0.1 in 1971. The average
number of surgery consultations per doctor per day declined from 40 in 1951 to
30 in 1971, and of home visits from 8 to 2. A decline in consultation rates
ceeurred among patients with rheumatic, gastro~intestinal, cardiovascular,
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central nervous system, respiratory and dermatological conditions. There
were increased rates of attendance for obstetric and gynaecological zmare, and
for immunisation. No marked changes were noted For upper respirvatery
infections, psychiatric disorders, ear, nose and throat and uroclogical
conditions. Hospital referrals per 100 patients declined from 10.5 in 1851
to 4.0 in 197)1; rediography referrals declined from 6.9 to 5.5 and pathology
referrals increased from 5.7 to 5.2,  Fry attributed the decline in consultation
rates to changes introduced in 1963, particulaprly the introduction of a full
appointment system, the attachment of a health vigsitor, and the employment of
additional secretary-receptionists; to factive and positive efforts to reduce
unnecessary work'; and to better methods of capre., No information was given
about demographic or soclal changes in the practice population that might have
influenced the trends.

The consultation rates given by Fry indicate that his practice has coped
with an uncommonly large list by achieving a very low rate of consultation. In
comparison with Fry's surgery consultation rates, the two National Morbidity
Surveys raported average rates of 3.75 in 1955-8 and 3,01 in 1970-1, with the
regional varistion in the latter study ranging Prom 2.5 in the West Hidlands
to 3.6 in the Horth West (General Register Office, 1958 Office of Population
Censuses and Surveys, 1974; Crombie et al, 1978). In 1871, Fry’s surgery
consultation rate of 2.0 peor patient per year was the third lowest of 14 prac-
titioners listed in the ROGF's 'Present state and future needs of general
practice', and his long-term average consultation rate of 2.8 between 1849 and
1972 was the lowest {in many cases by 2 large mergin) of 15 practitioners for
whom recomis for at least ten years wepe availasble {Foyal Colleges of General
Practitioners, 1973). Studies published since 1870 {swmarised on page 76
of this report} show that Fry's consultation pate remains uncommonly low.

Fry does not indicate whether his low rats of consultation per patient per
year means that he sees fower of his patients sach year than the average 5P,
or whether he sees approximately the sawe numbar but on fewer occasicns each.
In either case, he is presumably coping with 2 levger-than-average list size
by seeing fewer patients, rather than by reducing the average time spent with
each patient seen. His claim, then that he was providing a 'much better
service' for his patients in 1971 then in 1851, and that patlents wevre satisfied
with the standard of care provided, needs Further substantiation. There is no
information about the charactevistics or needs of those patients who wers seen
less freguently by Fry than they miéﬁx-hava been in a practice with a higher
consultation rate, and no indication is given of the outcome (in terms of
patient gatisfaction as well as clinical outcome) of this style of practics.
It is possible, morsover that the dissatisfled patients have, over the yesars,
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transferred to cther practices. In brief, Fry appears to have demonstrated
the possibility of handling a list of 4,500, but not the desirability or
reasonableness of a list of this size, An editorial in the Journal of the
Royal College of General Practitioners (1972), based upon Fry's paper, posed
some pertinent guestions. 'Are patients recelving adequate care in the home?
What pressures are placed upon those who request home visits? What kinds of
conditions are brought to the supgery? Do any patients suffer? Do patients
like it? What kind of consultation occurs? What work is done, how much is
delegated, and what is referred? ..... This paper raises more questions than
it answers' {pages 492-3).

The claim by Marsh and Kaim-Coudle (1978) that a list of 2,400 may well
become tow small to occupy the time of an established genepral practlticner was
based upon the detailed analysis of one year's work by Marsh as one of five
GP3 in a practice team in Teesside {see also Marsh and MolHay, 1974a, 1874b).
Marsh and his practice team provided total care throughout the year for 3,137
patients. The data given hy Harsh and McNay (1974a} indicate that the average
number of surgery consultations with the doctor was 1.9 per patient during the
study year, and the awerage number of home visits was 0.4, These consultation
rates are very similar to those reported by Fry for 1972, suggesting that Marsh
likewise coped with a large list by seeing fower patients than the average 6.P.

Marsh, however, is more explicit than Fry about the distribution of work
between the doctor and other members of the team, VWhereas Fry's paper fails
to clarify whether the reported consultation rates refer to the doctor only or
to the whole team, Marsh makes the distinction c¢lear. The figures quoted
above are for the doctor only; in addition to these, there wss an average
throughout the year of 0.6 contacts per patient with the practice nurse and
0.2 with the health visitor. In fotal, therefore, the average number of
contacts with the team by each patient during the stuwly year was 2.1, a figure
very close to the average consultation rate for doctors found in the 1970-1
National Morbidity Survay ({ffice of Population Censuses and Surveys, 1874},
One possible interpretation of these Figures is that the nurse and health
visitor are used as substitute rescurces for the doctor, especially in
follow-up work after the inltial consultation, therehy eénabling the team to
care for more patients in total, rather than to provide & better or more
extensive pattern of care for z lesser number of patisnts., The use of the
team in this way is in mavked contraest to the function of the team envisaged
by the Harvard Davis Committee.

Like Pry, Marsh has apparently demonstrated the feasibility of a GP,
supported by a nurse, health visitor and secretary-veceptionist, providing
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care for 3,000 or more people, but he has not unambiguously established his
claim that his style of work does not entail any reduction In the standard

of care, 'We would like to be able to dismiss the thought that the general
care provided for the patients might have Deen poor, but as yet no acceptable
and defined standards of quality of clinical care In general practice have been
worked out' (Marsh and McNay, 1874a, page 317)., Some svidence is availabls,
most of it supporting the author's belief that adequate stendards were followed.
A GP with a list of 3,137 patients, each of whom consults, on averagez, 2.3 times
a year, has fewer consultations then one with 2,500 patients each consulting an
average of 3.0 times a year. For the same total number of hours worked, the
former doctor can actually spend rather more time on each consultation thaen the
latter, although, as will be gshown later, this does not neceggarily wmean that
he is providing a better standard of care. Marsh alse found that the propor-
tions of patients admitted to inpatient departments and referred to outpastiont
departments during the course of the study year wers, respectively, two-thirds
and one-third of the national average., OF the investigations carried out by
hospital diagnostic depariments, 42 per cent were found to be atmormal. These
results indicate that the doctor retained as much responsibility'far his
patiants as most GPs, and was not relying excessively and trivially upon the
hospital to snable him %o cope.  Against this, only about 40 per cent of
consultations were initiated by the dector himself, which is rather lower than
those noted in other studies (Richardson, et al, 1973; Williams, 1970), and

may bz indicative of a lower standard of continuing care, Much depends ypon
the kind of follow-up cars glven by the nurse and health visitor,

Summary

The aim in this section has been to draw out as clearly as possible the
considerations that seam to have shaped the expressions of opinion zbout a
reasonable llst size for BPs that were summarised in the preceding section.
The results suggest that Maynard and Walker's (1978) observations sbout
'guestimates' being plucked from the asir are rather harsh, for many and varied
argunents have been deployed in support of the chosen ideal. However, it iz
clear that there has been little comsistency in the use even of similar concapts,
and there has also been a marked lack of empirical evidence of a kind that
would enable these concepts to he converted into actual figures. The lack of
relevant data may be one reascn why so many of the opinions shout a reasonable
list size have tended to concentrate within z fairly narvow range, for in the
absence of persuasive evidente to the contrary, it {s sensible to keep within
the boundarics of conventlonal wisdem. It may be pelevant in this sontext
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that twe of the most extreme opinicns reviewed in this report, those of
Fry (1872) and Marsh and Kaim-Caudle {1976}, ave supported by wmere detalled
gvidence than any of the others.

One important consideration, running through many of the arguments, is
that of standards of care. Although the concept of 'standards' is veny
undeveloped in many of these sources, the view is clearly expressed that, as
list sizes increass, standards decline to the point where they are frankly
inadequate. A major category of evidence in support of this view is the
fesling sxpressed by doctors with large lists that they are often obliged to
work at standards lowsy than those to whish they have been ftrained
and at which they would ldeally wish to practise.

This is, plainly, an isportant argument. Theve are several possible general
geounds upon which the judgement about a pessonable list size wmight be based,
and to select that of standards is to declare an important belief about tha
purpose of the exercise. However, it is c¢lear from the evidence reviewed in
this section that comnsiderable difficulty has been éxperienced in translating
the general argument about standards into specific judgements about the point
at which lists become so large as to posse an unaccsptable threat to standards
of care. Little work has been done on the definitlion and measuwrement of
standards In general practice, and very little sppears to be known ahout the
ways in which standards vary with list size. Without a firm empirical basis
of this kind it is difficult to progress beyond the general avrgument that,
becauss doctors with large lists feel themselves to be practising at sub-optimal
standards, these lists are unreasonably large.

A second consideration, evident in some of the arguments reviewed in this
geetion, is that of the needs and demands of the population. It is, so to
speak, the other side of the coin about standards, for it reflects the input
or workload coming into a practice rather than the output of services. The
genaral argument here is that list sizes are unreassnably large If they result
in significant wnmet needs or demands among the population, even though there
may be a perfectly adequate standard of care to those patients whose needs
are met. Again, this is plainly an important argusent, particularly at a time
when the pattern of needs and demands in the commumnity seems to be changing
quite guickly; but, as with the argument about standards, there has been little
empirical evidence available by which t¢ judge the point where list sizes
bacome wireascnably large an this criterion. The most careful cvidence
(imperfect though it is) is probably that assembled by Fry (1872} and Marsh
and Kaim~Caudle (1976}, indicating that evem list sizes above 3,000 can be
hancled in ways that do not lead to & major back-log of ummet needs. However,
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a move systematic investigation of the relationship betwsen needs, demands
and list size would seem to be needed before an empirically-based Jjudgement
could be formed.

A third theme running through some of the arguments (though not always
expressed in precisely this language) is that of efficiency. It is recognised
in some of the sources that there is no unigue way of producing the outputs of
primavy care, for different mixtures of resourcez may be used in different ways
to provide the range of servizes that constitute primary care. Even when
confronted with simlilar patterns of need in their practice populations, and
when providing a similar guality of care, doctors way still vary in the number
of patients with whom they can cope by virtue of their variations in efficiency.
The organisation of the practice and the employment of other members of the
primary care team are two obvicus vaviables affuecting the efficiency with which
doctors produce thelr services and lhence the number of patients to whom they can
offer a specified standard of care. It is not too clear, however, how these
insights ahout the relationship between resources and services have influshced
the judgement about a reasonahls list size. One possible implication (which
is hinted at but not really developed in the literature) is that a2 certain level
of afficisncy iz a necessary precondition for judging & list size to be
unreasonably layge. If, for example, a doctor could increase his list, with no
diminution in his standards of work, by improving the efficilency of his practice
organisation, it would be difficult to argue that his list is unreasonably large.
However, as the evidance reviewed in this section indicates, the notion of
efficiency in general practice requires careful handling. Forms of practice
organisation which enable doctors to accept respomsibility for a greater numben
of patients may Incur costs that cutweigh the savings from the comssquent
reduction in medical manpower. A full primary care team, for example, may
actually be a more costly type of organisation sven though it enhances the
efficlency of the doctor by enabling him to accept more patients onto his list,

The conscious acknowledgement of costs represents a fourth consideration in
the judgement about a vreasonable 1ist size, although it is by no means evident
in all the sources reviewed in this section. The central argument is that
raductions in average list sizes are costly, and that in the real world these
costs have to be justified by the additional henefits they produce. Theps arve
two distinet points to be made here. First, there is the empirical question
of the ways in which reductionz in list mize are related to improvements in
gervices - for example by enhancing the quality of care or reducing the amount
of unmet need.  Although, as noted above, some genercus assumptions have baem
made about this relationship, much wmore careful investigation is needed of the
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precize ways in which benefits accrue from reductions in list sizes before a

firm judgement can be made about the range of list si= that is compatible with
an acceptable volume and guality of service output in differing clircumstances.
The second peoint is that even if reductions in list sizes do produce concomitant
benefits, not all the additional benefits that may technically be capable of
achievemant will actually be regerded as justifying the extra costs involved.

If the costs of reductions in list sizes could be ignored, it would be

impossible to resist the argument that no GP's list should excesd 1,000 or
posaibly even 500 patients - provided, of course, that reductions to thesa levels
produced some identifimble gainsg in benefits. However, precisely becsuse
reductions in average list sizes do involve additionazl costs, the judgement about
a reascnable list size must reflect an sssessment both of the bemefits and the
costs of achieving it., By concentrating on the anticipated benefits of lowsr
lists and ignoring the costs, many of the sources reviewed in this report are
seemingly out of touch with the real world. They make the general point that,
if list sizes were to be reduced, the gquality of cars might increase and tha
amount of unmet need might diminish, but they do not indicate by how much it is
worth reducing list sizes in order to secure these benefits. Only the Gillie
and Harvard Davis Committess explicitly referred to a cost-benefit type of
argument, and in each case the argument was cast primarily in sconomic terms

by emphasising the possidble savings elsewhers that might flow from the input

of more resources into primary care. In principle, however, the argument

might alse be conducted in social terms by weighing the social besnefits of better
care against the costs of achieving them. This would be a parfectly proper
argument, although the failure to express the costs and benefits in a standard
unit (such as meney) would necessardly introduce value judgements into the
equation. There would be nothing unusual about this, however, for a lavrgs part
of health service plamning inv olves judgements of this kind, and It is
presumably one of the tasks of planners to swply (and if necessary dafend) such
judgements,
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MODELS OF MEDICAL MANPOWER REQUIREMENTS

The previous two sections of this report have focused upon the opinions
offered in recent ysars sbout a reascnable list size for general practitioners
in Britain. An attempt was made to identify not only the target list sizes
themselves but also the considerations that appear to have shaped the cholce
of those targets. As the summary to the preceding section showed, a pumber of
important concepts and arguments are discermible in this area of the
literature, but they have often been unsupported by empirdcal evidence, and they
have not bgen welded together Into a coherent set of ideas.

This section has a similar aim to the preceding one, but it sseks to
broaden, and to some extent orpanise, these concepts and ideas by moving beyond
the specific problem of a desirable ratio of population to GPs in Britain
towards the more genepral problem of the adeguacy of the supply of doctors in
modern societies. All countries have to decide whether they have enough, too
many or too few doctors, and the literature on mediecal manpower identifies a
number of more or less coherent models of how such deciaions are - or might be -
reached. This-seaticn aims, in a necessarily selective way, to present soms of
these models and to discuss some of the strengths and weaknssses of them.  There
is inevitably an overlap of ideas with the previous section, for many of the
arguments summzrissed there have been discussed and impliemented clsewhere; but
by making the models rather than the sources the focus of attentionm, it is hoped
that a more organised picture will emerge of the possible foundations upon which
policy judgements might be basad about the adeguacy of the supply of medical
manpower in general and GFs in particular.

Surplus and shortage in the market

Where the serwvices of doctors are bought and sold in a free market, the
concepts of a shortege or surplus of doctors have precise meanings., There is
a shortage of doctors when the demand for thelr services axceads supply at
current prices, and o surplus when the supply of thair services exceeds demand
at ewrent prices. Imbalances of this kind are theoretically redressed through
changes in the price of sarvices. In fact it is doubtful whether any health
carg system allows the totally unfettered opefation of free market forces. In
various ways, both the suppliers and consumers of medical care can be protected
from the full economic ¢onsequences of their behaviour, and probably all povern-

ments have taken the view, in varying degrees, that the social implications of

health care are such that access to it cannot be allowed to depend akclusively
upon the ability to pay the full market price. In health care systems {such

as the NHS) where direct pricing has been sbolished, the potential demand for
care is very high indeed, and the equilibrium between supply and demand ceases
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to be & precise indicator of the adequacy of supply. As long as health care
carries no direct price to the patient, the demand for many health care services
will exceed the resources that are made available to provide them, particularly
primavy care services where the natupe of the output is heterogeneous and the
goctor can contreol a large element of the demand for his services.

Comparative ratios

Assessments of the adeguacy of the supply of medical manpower have often
been based upon comparisons with other places or other times, the assumption
being that the compared ratic of doctors to population is correct or desirable,
and that surpluses or shortages exist whenever that ratio is exceedad or not
attained. Examples have been given of the use wmade of comparative ratios
between areas and across time by the Medical Practices Committee and the Todd
Commission (see pages l9and 2% ), and the method has also been used in other
countrias. A study sponsored by the Canadian Royal Commission on Health
services {Judek, 1964) waz based upen & procednra very similar to that adepted
by the Todd Commission. Judek assumed that the doctor/population ratio in
Canada in 1961 was 'right', and that the averdge number of visits to the doctor
Iry each person per year was also 'correct'. .By forecasting future population
geowth, using projections of net migretion and patursl increass, Judek czleulated
the number of dectors that would be neaded in future years in order to maintain
the 1961 dector/population ratios and consultation rates. He then calculated
the future supply of doctors in the absence of any change in pelicy, and by
subtracting this from the number of doctors ‘needed’ he was able to derive a
measure of the future *shortage' of doctors. These were quite lapge, By 19981,
for example, Judek estimated that the need for doctors in Canada would exceed
the supply by 30 per cent, and, spparently in large part on the basis of thess
findings, federal legislation was iIntroduced in 1968 to accelerate the output of
trained doctors (Migue and Belanger, 187d},

A similar story is reported from the United States by Rednhardt (1875).
In 1966 the U.5. Publlc Health Service predicted that between 400,000 and
H25,000 doctors would be needed by 1575,  The higher of these two estimates
was based upon the belief that, by 1375, the doctor/population ratio for the
country as a whole should be the same as the best ratio actually attained by
the four majcr regions in 1866, The lower estimate reflected the numbsr of
doctors needsd if the nation as a whole was to achieve the staffing patterns
characteristic of the comprehensive pre-paid group practices. Using the
latter norm, the Public Health Service identified a national shortage of
5G,000 doctors in 1969, a figure that subsequently found its way into the
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1970 Manpower Report of the President and thence into the 1970 Report of the
Carnegie Commission on Higher Education, where it was used to support the
recommendation that the number of medical school entrants should be incressed
from the 13870 eztimate of 10,800 to 15,300 by 1976 and about 16,400 by 1978,

As these examplas show, the use of comparative patios tends to displace
rather than clarify the salection of a reasonable list size or doctor/population
ratio, for the nesd remains to justify the compared ratio as a desirable target.
Why was the average list size in Great Britain In 1961 assumed by the Todd
Commission to bs the right future target in the short-term? Why was the 1961
dcctor/popﬁlatiﬂn ratio in Canada assumed by Judek to contain, as Migue and
Belanger {1874) put it, 'absolutely no shortage or surplus'? Why was the best
regional ratic in the United Statss in 1966 assumed by the Publie Health Bervice
to be the appropriaste norm which the nation should strive to emulate by 18757
Clearly, such guestions merely relocats, rather than eliminate, the need to
justify the chosen ideal.

There are other difficulties In the use of comparative ratios (Lave, gt al,
1875). One is that, by regarding the best achleved local ratic as a general
future target, thare will always be further improvements to be made, and an
uneritical positicn msy be adopted in which more doctors are invariably
regarded as a 'good thing'. Reinhardt (1975} provides an interesting example
of this type of inflationary thinking in his account of the rscent history of
wanpower forecasting in the United States. The 1971 Comprehensive Manpower Agt
ensured that, on conservative astimates, the doctor/population ratic for the
nation as a whole would, by 1880, have surpassed the best regional ratic of 1966,
thus achieving the level of manpower regarded as nacessary by the Public Health
Services in 1866. By 1871, however, the basis of the PHS projections of
manpower needs had shifted away from the best regional ratio in 1966 to the best
state ratic in 1971, thereby ensuring that supply would continue to fall short
of 'needs'. Az Reinhardt puts it, 'If the time path of the actual physician
supply in past yeasrs is compared with requiremenis projected earlier for those
years, it will ba noted that actual supply typleally has come cloge to or even
exceaeded projected reguirements. 0ddly encugh, this fortunate turn of svents
has never been a soweee of satisfaction, for in the meantime the definition of
requirements has been changed and new manpower forecasts have been issued; each
pointing to an existing or impending physician shortage.  The problem of the
"doctor shortage" appears %o be one incapable of solutiun' (page 52). The
(mis)use of comparative ratios is not the only factor in causing this state of
affairs, but it does appear to ba a contributory one.  Stevens {(1971) suggests
one veason why this has been allowed to happen. Commenting on the assumption
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in the Bayne-Jones (1958) and Bane {1855) reports that the existing ratic of
doctors to population was a minimum social requirement to be maintainad In the
future, Stevens observes that 'while it could just as well he argued that there
had been too many physicians in 1850, or that physician productivity had
increased sufficiently to make an increase in the numbsr of physicians
unimportant, the findings were politically persuasive' (page 385). Stevens
goes on to note that the (then) current concerns over the supposed seientific
supremacy of the Russians, the mounting interest in the soclal provision of
health services, and the much publicised deficiencies in health services for the
elderly, a1l made it seem reasonable to suppose that the number of deectors should
be increased. 'There were few who were likely to cavil over the need for more

rather than less physiciens.?

A more technical difficulty in the use of comparative ratiocs as the bauls
for future manpower forecasts lies in the assumptions they embody about the
nature of the demand for, and supply of, health cave services. On the demand
side, the total demand for health care services is a function not only of the
size of the population, but also its characteristics. In Great Britain, for
example, women consult their GPs mérs frequently than men, old people more
freguently than young people, and the widowed more fregquently than those who are
single or married (OPCS, 19878}, If therefore, ths level of demand that is
satisfied by a specified doctoer/population ratic is rogarded as a reascpable
indicator of what it should be in the future, account wmust be taken not only of
projected changes in the size of the population, but alsc in its demand-related
characteristics. Whilst this may be possible for basic characteristics such as
age and sex, it is clearly more d4ifficult for other, egually important variables.

On the supply side, as Fein (1967) has stressed, it is important %o
‘distinguish physician manpowsr from physicilans® services' (page 4#)., Doctors
have no inherent value; what is valued is the services they produce, and in
accepting any particulsr doctor/population ratic az reasonable or ideal, there
iz the implication that the services produced by those doctors are also in some
sense yeasonable or ideal. By caleculating the numbsr of doctors required
at some future date to achieve the desired ratic, the assumpticn Is necessarily
made that the productivity of doctors is constant - that is, that the zame
nunber of doctors will be needed in the future that are needed in the present
to render a given number of services. A sinmilsr assumption is made in
comparing ratios hetween areas as well as over time. In fact & large body of
literature attests to the unreasonableness of this assumption, and indicates the
dangers of making it (see, for swample, Rafferty, 1874}, Doctors do vary in
their eapacity to produce services, for reasons of age, motivation, style of
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work, hours worked, geographical lecation, the availability of supporting
services and personmel, and 50 on; and a fallure to take account of these

variations may lead 16 policy proposals that foster inefficiencies.

Reiphardt (1975) offers an intevesting exampls of this.  Although the
example iz drawn from the United States, the implications may be egually
applicable in Britain. Reinhardt presents data for three census divisions in
America with different endowments of medical manpower: Hew England {(with 161
active doctors per hundred-thousand population in 1870}, EBast-North Central
(115), and East~South Central (85). Without enguiring any further into the
productivity of the doctors in each division, the policy might be advocatad
of raising the manpower levels in the less well-endowed divisions to that
enjoyed in New England.  Such policy advocacy would be consistent with the
appreasches adopted In the past by the Bayne-Junes and Bane Committees, the
Public Health Service and the Carnegie Commission, amongst others. Yet
Reinhardt provides further information about the pattern of work in these
three divisions which indicates the pressnce of couwntervailing consideraticns.
The average number of doctor-visits per person per yesr was very similar in each
division, and in fact was slightly bigher in the worst endowed divisien
(East-8cuth Central) than in the other two. This suggests that the productivity
of the doctors was inversely related to the doctor/pospulation ratis of the
division in which they worked: the higher the ratie, the lower the productivisy
of individual doctors. Some confirmation of this is found in the data on the
time spent in patient care: the total number of hours of dirvect patient cars,
and the average numbar of visits per hour of patient care, both increased as
the doctor/population ratio of the division decreased.  However, the financial
consequences that might be expected to flow fror this, namely that doctors in
New England would enioy proportionately lower inecomes than those in the other
two divisions, were not apparent, for the reduced ocutput of sepvices was
compensated to a large extent by higher Ffee schedules in Hew England than else-
where. Horeover, the possible argusent that the hoealth care needs of the
population of New England were greater than those elsewhere, and that the smaller
avarage nuwber of visits per hour was theprefore justified by the greater
complexity or intensity of care that was reguirsd, wes not sustained by the
available indicators of need. Of the 'direct® indicators, the infant mortality
rate for both white and (especially) non-white children increased as the
doctor/population ratic declined, and the same was true of such indicators of
soeial digadvantage as low income, low levels of educatisnal atrainment and

poor housing amenitles.
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Por all the difficulties inherent in using macredata in this way, not
least its total failure to take any account of the guality (as opposed to the
sheer volume} of care that was given by the doctors in each location,
Reinhardt's example at least indicates the need to take account of variations
in productivity in comparing dector/population ratios between areas Or 3Cross
tims, At face value, the data imply that, although New England clearly had
more doctors per unit of population than the other divisions, they may have
been working less efficiently (by producing fewer services at a higher unit
cost) and may not for that reason be a valid exemplar for emulation elsewhere.
Reinhardt summarises the point thus: ‘'Just what iz being proposed when the
physician-population ratic of the wost richly endowed region or state is
proffered as the culturally velevant standard of physician density for the
naticn ag a whole? Is it proposed that all Amevricans should enjoy the level
of health care enjoyed by residents of the most highly endowed region? Or is
it suggested that the comportment of physicians in the most highly endowed
region be a standapd for all American physicians? IF the latter ~ and by
procesding in terms of physician-population retios one inevitably offers that
prescription - then (the data) warrant at least the suspicion that by aiming
for the highest prevailing physician-population ratio one may inadvertently

accept inefficiently organised and unnecessarily costly medical practices as
a pnatiomal standard. And that inefficiency receives official blessing if

public health menpower policy responds passively though conscienticusly to
whatever dire predictions emerge from this forecasting methodology' (pages 58-9).

In spite of all these difficulties, there iz one szense in which the use
of comparative ratios opens up the possibility of a more analytical approach
to the problem. As some of the reports from the Medical Practices Committee
seen to imply, the averape list size from ancther place <r time may be selected

ag a raeasonable target because of 2 general feeling that 'things were bhetter
then' than in the present. This approach opens up the possibility of more
analytical questioning. In what precise ways were things felt to be better?
Is the feeling supported by empirical evidence? Is the future desired
improvement best accomplished by reducing list sizes to thelr former level, or
in other ways? I8 the desired improvement worth achieving at all?  Does it
actually matter that things are not as good now as they once were? The
material summarised in the preceding section indicates that, in Britain at
least, such guesticns have not commonly been posad,

Professional estimates of population needs

The use of compiirative ratics concentrates heavily upon the supply of
manpower, and has little to say explicitly about the need for it. There is
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presumably the assumption that the target ratic, if achieved, would
satisfactorily meet the need for health care among the population concerned;
but the examples discussed above do not reveal much systematic concern with
the conceptualisation and measurement of need. Studies attempting to make
direct measurements of nead have broken out of the cireularity inherent in

the use of comparative ratios, for by quantifying the amount of clinical need
in a community and calculating the supply of doctors required to meet it
efficiently, an independent justification 1s offered for the desirable

dector /population ratic. Thus, doctors would be in suffiolent supply if they
sould cope efficiently with the volume of clinically defined morbidity in their

practice areas.

The archetype of this approach is the classic study by lee and Jones (1933).
There wers four main stages: First, the freguency or occurrence of different
disease gtates in the community was measured; second, a panel of medical
axparts determined the amount of services required to diagnose and treat cach
state; third, estimates were made of the average number of services rendered
each hour by doctors; and fourth, the opiniong of doctors were elicited about
the average number of howrs that it was reasonable to expect dectors to spend
each year in patient care., After doing the necessary avithmetic, Lee and Jones
estimated that the required number of doctors in the United States was 135 per
100,000 population, compared with the actual availability of 126 at the time of
the study. There was, they concluded, a shortage of doctors.

Perhaps because of the daunting practical problems involved in a study of
this kind, the Ice-Jones study was not repeatad untll 1972 (Schonfield, et al,
1972). Schonfield limited his study to primary care, excluding psychiatric
and cobstetric care. He first established, through interviews with paediatricisns
and internists in private practice in N¥ew Haven, Connecticut, professional views
on good standards of care for 80 diseases in children and 170 diseases in adults.
From this, Schonfield produced sstimates of the average number of services of
each kind that should be provided for the good treatment of each disease, and
the average amount of time that should be given to earh service upit., He then
calculated the number of people that should be yeceliving the specifisd kinds
and amounts of different services, based on morbidity dats from the National
Health Survay,. Finally, the data on service nseds were linked to manpower
requirements through the amount of time actually spent each year by paediatrie-
ians and internists in patient care (2,227 and 2,188 hours respectively). The
results showed that good primary care required the services of some 133 dectors
per 100,000 population, compared with the available supply of about 85 primary-
care physicians per 100,000 in 1966 and about 59 in 1970. This implied a




By
substantilally greater gap between need and supply in America in ths 1970s
than Lee and Jones estimated to have existed in 1933, since the Schonfield
estimate reflected ouly a portion of primery care, whilst the Lee ~ Jones
estimate was for total medical care. Schonfield commented that 'with a
shortage of this magnitude in the supply of physicians for primary care, not all
who require such care receive it' (page 575).

Although this type of approach offers an indication of the number of
doctors that might be required in an ideal world of large resources, it
embodles a number of wasknesaes, some of which are common to the ratio approach.
As Klarman {1969) notes, each step is more complex and controversial than cone
might suppose, and the assumptilons underlying them are not always stated and
examinsd. One assumption is that doctors do not vavy significantly in thein
capacity to provide the services that are needed; another is that dectors can
be persuaded to enter the appropriate speclalties and to distribute themselvas
geographically in relation to the distribution of the diseases to be treated;

a third assumption is that doctors will accept and follow the standards of good
practice that are specified for the diagnosis and treatment of each disease;
and a fourth assumption Is that morbidity data from health interviews are an
acceptably reliable and valid indicator of the clinical needs of populations.

A further important difficulty in the Lee ~ Jones and Schonfield approach
is the normative assumption that the needs of the population, identifiaed by
the procadures described above, could and should be met. IEven 1f the supply
of doctors increased to the indicated level, there iz no assurance that each
patient with the specified disecases would demand the precise amount of care
that the experta had decided he should receive. In fee-for-service systems,
the imposition of price is likely to be an effective deterrent for many patients,
and even in the absence of price, other social and cultural obstacles may exist.
Not only is it doubtful whether the total volume of assessed need would actually
result in an effective demand for the appropriate care, it is also doubtful
whether the revsaled volume of nsed should be met. At the very least, this is
a norpative assertion that reguires further justification. In claiming that all
the bhenefits of care which are technically capable of achlevement should
actually bhe provided, the cost of providing them is ignored. 5o, too, im the
possibility that, in providing these benefits, the doctor's contribution may
sometimes be capable of substitution by other less costly inputs.

Perhaps because of these substantial prcablsms, there have been no British
studies comparable to those of Lee and Jones and Schonfield et al. The notien
of need has entered more obliquely. It has been noted, for example, that Palge
and Jones (1966) and the Todd Commission (1968) both discussed the cianging
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patterns of madicai needs and attempted to meke allowances for them in
specifying future manpower reqguirements, but the level of generality was
far higher than in the two American studies, Indeed, & close reading of
both documents fails to reveal the precise ways in which the broad anticipated
patterns of need influenced the ultimate Jjudgements about manpower requirements.

A mbre specific use of indicators of need is represented In 2 recent
study by Buxton and Klein (1878} which attempted to guantify the differences
between the actual populations of FPC areas and the notional populations
derived from applying a formula similar to that produced by the Resource
Allocaticn Working Party {(DHSS, 1976}, The principal need indicator used in
the study was the standardised mertality vatio, although as the authors pointed
cut, this may be a less appropriate indicator of the need for primary than for
hospital care. The derdivation of notional peopulations of FPC areas, based upon
the weighting for need, enables notional average list sizes to be caloulated
that may be more sensitive to inegualities in the distribution of manpowar than
the conventicnal list sizes produced by the Medical Practices Committee. The
study therefore offers a more refined index by which an equitable distribution
can be assessed. It is, however, of little direct relevance to the problen
of need-haced judgements about a reascnable list size, for it is concerned
mere with the way in which an existing stoeck of manpower should be distributed
than with the size of the stogk in the first place.

Demand-hased assessments of adeguagy

in alternative to the need-based approach in judging the adequacy of
manpower supply is that basaed upon patterns of demand. It would be misleading
to pregent this as a distinetive methodology, pavtly because of the wariety of
different approaches that can loosely be catagorised under the heading, and
partly because of the imprecise way in which demend is often distinguished foom
neeaed. However, as the preceding section of this report has shown, attempts to
specify manpowar requirements based upon assumptions concerning futuyre patterns
of demand have been quite commen in Britain, and are for that reason worth
examining. In gssence, the approsch postulates that a shortage of manpowsr
axists when demands for care cannot be met. In its pure form the arvgurent
sncounters the objection that, In the absence of price, the demand for cars
is likely to be far higher than even the most optimiztic estimates of manpower
supply could satisfy, and is fuor that reason an impracticable indicator of
shortage. In practica, therefore, it has usually been restricted to estimating
the numher of doctors nseded in the future in opder to maintain the current
levels at which demand is met (effective demand}, or to allow fur a certain

degree of gxpansicn in the level of demand that should be met. A simple
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example of this is seen in the conclusion of the Willink Committee in 1957
that, in order simply to continue to meet the current level of effective
demand among old people, the number of GPs would have to increase by 75 each
year as the numbers of elderly people in the population grew (see page 21).

A more sophisticated approsch is contained in the Government's discussion
paper on medical manpower in the next twenty years (DHSS, 1978). On the
assumption that 'the pattern of care will not change radically and that the
role of the doctor will continus to be much as it is at present' (para. 35),
the paper sets out four specific considerations that might affect future
patterns of demand. First, demographic changes affecting the size and
composition of the population will be peflected in a changing demand for care.
The paper offers four different projections of population growth, based on
varying assumptions about fertility, and caleulates the number of additiomal
dectors required under each assumption in order to maintain the same doster/
population vatio in 2001 as in 1975, The range is from 5,080 e¢xtrs doctors
on the assumption of a long-term fertility of 2.3 children per family to
$60 extra doctors on the assumption that fertility will continue to decline
until 1983. Each astimate of the future pattern of population growth is then
weighted to take account of 'the differing nesds for medical cave at different
ages' (para. 38}. Although the language suggests a reversion to a need-based
approach, the weights applied are in fact derived from HIPE and GHS datz on age
and sex variations in hospital utilisation and GF consultation rates.  Othep
demographic factors which might affect demand (for example marital status and
family structure} are mentioned in the papsr, but are not incorporated in the
welghting process,

The second consideration to be taken into account in estimating future
patterns of demand is the scope for reducing regional disparities. The
digeussion paper notes that 'a high priority might be given to reducing these
variations whether by redeployment of posts as they fall vacant or by
encouraging differential growth'! (para. 44), In the case of general practice,
approximately 1,400 additional doctors would be needsd in Bngland and Wales
and 180 in Seotland to reduce the maximum list size of all doctors to 2,500
without increasing existing list sizes. Unlike the first consideration, which
is concerned essentially with establishing the manpower resources reguired to
sustain the existing level of effective demand among 2 changing population in
the future, a reduction in maximum list sizes to 2,500 would imply an acceptance
of the ne2d to increase manpower resources in order to allow 2 higher level of
effective demand in future than at present.
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The third consideration sffecting future demand is that of changes in
medical practice. The discussion paper sets out several such changes that
might affect the numbers of general practiticners needed in the future, including
a shift in emphasis from hospital to commmity capre, changes in the size of
practices or of their organisation, an inecreasing trend towards the cemtralisa-
tion of primary care in health centres, the redistribution of work betwoen
medical and non-medical staff, the effects of technological change, and the
passibility that doctors will choose to work shorter hours than at present
(para., 48}, Boms of these appear to be located more appropriately on the supply
than the demand side of the equation, but it seems reasonable to suppose that
such factors as the growth of community care and the development of wedical
technology will elevatae the demand for care above existing levels independently
of any increase in demand that may result from demographic changes or from a
reduction in maximum list sizes. What is not clear from the discussion paper
is the extent to which such elevwated demand should be met, whether through an
increased supply of doctors or (if appropriate substitutions could be identified)
of other resources,

The fourth consideration affecting future domand that is discussed In the
paper is that of improvements in the services provided. The paper notes that
"there are certain areas in which there is a clear ummet demand at present, and
where there are not enough doctors available to provide a service which health
authorities wish to provide' {para. 56). At first sight this sppears to be no
more than a relteration of the 'pure' argument that s shortage of manpower exists
whenever a potential demand can be identified that remsins ineffective because of
a lack of doctors. Yet the wording in paragraph 56 hints at an important
alternative interpretation, namely that a shortage exists when resources are
insufficient to provide the services that health authorities want to provide
and for which they are prepared to pay. To the extent that such services aye

not currently being provided becauge of a lack of manpower, there will be an
increased effective demand for these services in the future if the additional
manpower 15 made available. This is a separate compoment of demand from that
resulting from changes in the size and structurs of the population, from
reducing maximum list sizes, or from the introducticn of new forms of treatment
and care., Having made this point, however, the discussion paper fails to
specify particular services which are thought to suffer a shortage of manpower
in this sense of the term. It notes that ‘there is obviously a degres of
subjeative judgement In deciding the desirable level of care! {para. 58], but
the illustrations that are offered of the supposad shortages in particular
specialties seem to reflect an ideal level of service provision rather than the
level for which authorities would be prepared to pay if the necessary manpower
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was avallable. No cobservations are made in the discussion paper about the

shortage of general practitioners in this context,

The analysis of demand in the Government's discussion paper raveals a
greater concern with the elaboration of comparativwe ratios than with evaluating
the adequacy of the base ratio. The paper offers faw guldelines by which to
judge the reasonableness of exigting lists. Projections about the future size
and composition of the population, for example, snable estimates to be made of
the number of doctors required in order to continmue to satisfy the levels of
use that are currently made by people In different age and sex groups, but they
giva no indication of whether the current levels of use are reasomable or not,
This locks suspiciously like the application {(albeit the sophisticated applica~
tion) of comparative patios across time. The dats on projected demographic
changes indicate how meny doctors would be needed in 2001 in order to maintain
the level of use that was achieved with the existing doctor/population ratic
in 1375 but they do not explain why that particular level of use should be
regarded as reasonable., A separate justification is needed. Likewise, the
proposition that regional disparities should bs reduced by lowering the maximum
permitted individual 1isgt size to 2,500, closely ressshles the way in which the
Hedical Practices Committee has made use of comparative ratics between areas.
Why is the criteriom of a dasigoated {under-doctorad} area selscted as the
‘eorpeet' target for moximum list sizes? In fact the discussion paper appesys
to acknowledge the difficulties involved in this kind of argument. It notes
that 'there is no simple relationskip between the staffing levels in the various
regions and the level of service they provide® {para. 45), and in the case of
general practice, that 'a high list is not necessarily an indleation of inade-
quate care or of ovar-burdened doctors' (para. 47). Yet there is no real
consideraticn of the precise ways in which such insights might be utilised in

shaping opinions about what is reascnable.

The second part of the analysis of demend runs into similar difficultias.
It is no doubt trus that changes in wedical practice of the kind discussed in
the paper, and improvements in the quality of service, will 2dd t the future
potential demand for the medical servicas gensrally snd the primary care
services particulariy., If that additional demand is to be satisfied,
additiconal manpower will be required; yet it is presumably unrealistic to
axpect that enough doctors can be suppliad to meet the whole of it., At what
puint, and on what basis, is the limit to be set? What level of effective
demand is to determine the nuasber of patients for whom 2 GF cap >ffer reasonsbls
care? The discussicn paper is right to drow attention to those factoprs which
might elevate the potential demand for care in the future, but it appears to
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offer few pguldelines in deciding the point bayond which such demand cannot, or
should not, be met.

Cost-benefit perspectives

The literaturs contains another distinetive mode of analysis, associated
particulsrly with a microecsnomic approach to supply and demand in non-market
contexts, which offers the possibility of overcoming seme of the difficulties
raised in the Government's discussion paper. In essence, it involves the
application of the principles {and, where possible, the formal metheds) of
cost-benefit analysis in alding decisions about the worthwhileness of particular
programmes or activities. In the simplest terms, an activity is worth deing
if the benaefits outweigh the costs; and the cholce between two activities, in
edch of which the benefits ouwtweiph the costs, will 1ie with the one that shows
the greatest benafit per unit of cost. As Williams (1974%a) puts it,
‘cost-benefit studies stress the simple truth that the decision whether or not
to pursue & particular course of action depends on both costs and henefits'.

The trick, of course, is to quantify the benefits in terms that are commensurable
with their costsy and this involves difficult guestions about the ways in which
different kinds of benefits are measursd and valued, and the sctors who are
involved in the valuing procase. It would be foolish teo believe that the
widespread application of formal cost-benefit tedhniques to daecision-making in
the health services is just arcund the cormer, but progress is being mads in
the develapment of conceptual tools for measuring and valuing the benefits of
health and welfare services {(Culyer, gt sl, 1971, 1872; Rossor and Watts, 1972;
Williams, 1974b; Davies, 1%77; Wright, 1978}, and the principle of thinking
about costs and benefits together may still bs enlightening to the decision~
maker even in the absence of formal cost-benefit studiss,

Central to the cost-benefit approach is the aziom that rescurces have
alternative uses, and that the cost of deploying resources In one particular
area is the benefit foragone in not applying them to other areas.  Shannon
(1968) has applied this apgument to the definition of manpower shurtage.
Dismissing as 'spurious' the argument that "thers must be ns shortage at any
price', Shamnon points out thet opportunity costs are inescapably attached to
any increase in the output of medical graduates. The cost of preducing more
doctors must be seen and evaluated in terms of other possible ways of using
the rescurces, whether financial, human or physiczl. He concludes that
*shortages of manpower, defined by simple subtvactien of likely supplies from
Llikely "requirements” should not nscessarily be taken seriously by the policy-
maker. What he must be concernad with are the ¢osts of producing this
Yghortfall? welghed up against the banefits of its production., Ons would
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not like to pretend that this is = simple matter, but it is the proper way of
apalysing the situation® {(page 82}, This argument generates the proposition
that doctors are in short supply when they ave unsble to provide the benefits

of care which ‘scciety' considers to be worth the cost of providing.

Culyer (1978) sets out the argument in more general terms. He first
draws an Important distinction between behavioural and normative notiong of
shortage. A behavioural manifestaticn of shortage is seen when potential
demand exceeds supply and when, because price ig either non-existent on
artificialiy constrained, other rationing or filtering mechanisms must operate.
Queues and waiting lists are the most obvious examples of such mechanisms; they
ave inevitable behavicural consequences of the elimination of price. For
evaluative purposes, however, a definition of shortage is needed that transcends
the particular methods used to allocate rescources. Although a queue may exist
for a particular service, it does not follow that it must necessarily be
eliminated. A policy decision may have been taken that only a limited amount
of that service shall be provided, and as long as sufficient vesources exist
to provide the specified amount of the service, there is no shortage, even though
queuvez and waiting lists build up. Culyer notes that 'while shortages in the
normative sense cannot be identified without assigning values to rescurces and
cuteones, they can most certainly be identified without using market prices;
for these can ... give misleading Information about the true soclal cost and
benefits' (page 72). A shortage, then, exists vhen a programme that is worth
doing {that is to say, whepre the benefits ave thought to cutwelgh the costs)
cannot be done as planned because of insufficient rescurces.

A& simllar argument is advanced by Cogper (1975), who argues that 'whether
we have sufficient doctors depends upen a listing of ovepall priorities fur
skilled manpowsr throughout the economy ... How many doctors there are is a
dacision veflecting scciety's current pricrities within the overall constraints
imposed by total resources, Clearly, such decisions will be less arbltrapry if
we have a clear picture of the tasks w¢ wish doctors to perform., For example,
hoth preventive medicine with yearly check-ups and a planned sxpansion of tha
use of medical auxiliaries with growing emphasis upon community care would
profoundly influencs the Jsgired doctor-population ratis, To date society
has given no clear lead as to what it expects of its doctors... Current

numbers of general practitioners are perfectly consistent with maintzining that
there exists either a surplus or deficit according to the view taken as to a

dector’s pastoral and medical role’ {page #4].

The general principle that decisions about the required number of doctors
should he based upon the things that soclety regards it as worthwhile for them
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to do, and that these things in turn should reflect as clearly as poessible
a conscious weighing of the costs and beneflts of dolng them, points to two
possible ways of making decisions about target 1ist sizes. One, which is
usually sssoclated with a highly rational model of decision-making, is to wipe
the slate of current medical practice clean, and to start afresh in the task
of constructing the ideal role of the GP in accordance with the cost-banefit
preferences of society. Cnce the ideal role has besn constructed, it would
- then remain te calculate the volume of medical manpower reguired to fulfil
the role under conditions of optimum efficlency. This is sn Important
innovatory approach that might yield useful lessons even in the absence of
its full implementation, but there are chvious difficulties in pursuing it fully.
It seems unlikely that much consengus could e forged about the roles and
funetions that 'society' would ideally wish its general practiticners to
perform, and even less about the pouint at which the benefits following from the
performance of such functions ceass to be regarded as worth the costs of the
extra dooctors needad to perform them.,  Descrxiptive accounts of the work of
general practitioners illustrate the multifarious, shifting and idlosyneratic
goals towards which much of their work is directed (Lane, 196%8; Hale and
Roberts, 19743 and especially Berger snd Moby, 1878), and normative prescrip-
tions of the GP's role are notable for the breadth of tasks wiich they encompass
{Cemtral Health Services Council, 1863, 1971y Royal College of General Practi-
tioners, 19869, 1970, 1977; Eurcopean Economic Community, 1974; Humt, 1957;
Hoble, 1878, ete.).  Hence, although the Office of Health Economics (1874) is
right to observe, in relation to the multiplicity of possible roles which the
GP might fill, that 'the extent to which there cen be hald to be teo many or
too few family doctors ... depends upon how much priority would be given to
each of the roles in an ideal job specification for the family doctor and his
tean' {(pages 24~25), it is difficult to ses in real life how such an ideal job
specification might smerge from among 31l those with an interest in its
definition,

An alternative, more modest approach to the problem may feasibly be to hand
in the philosophy of ‘disjointed incrementalism’ {¥Maddox, 1971) and the goncept
of warginal analysis. Thia spproach begines not by wiping the state clean and
stating an ideal set of objectives or pricvitiss for future achisvement, but by
mapping out the changes resulting from marginal increases or reductions in
existing resources, and then deciding on the basis of such smpirical evidence
whether the changes have been worth the cost or savings involved in achieving
them, Further experimental increases or veductions in resources would continus
to be made until the point is reached at which further changes in output ave
judged not to be worth the costs or savings involved in achleving them. Thevs
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seem to be several ways in which the incremental approach might be applied in
a practical fashien to the tagk of deciding a reasonsble list size.

First, it may be possible to create an experimental situation in which the
effects of changes in the input of resources are assessed in a controlled manner.
The casze for this has been put by several writers. For example, Buchan and
Richardson {1973) cbsawved that 'the proposal to reducs list size could only be
seriously considered if evidence and judgement clearly pointed to a llkely
improvement in the "quality of primary, perscnal, continuing, comprehensive,
fanily medical care" ' (page %1); and they commented that 'it Is not idle to
wondsr how family doctors would work, given much more time than is usually
available.  Suppose, for exsmple, that patlent demand per dector were reduced
by a combination of smaller list gize, more nursing and ancillery staff, and
grea By efficiency in practice organisation? Would this increased time
allocation per patient be used to the greater bapefit of patients or would it
simply result in a Parkinsenian situation in which history, examination,
investigation and trsatment were wastefully extended to fill the time available?
++» These are difficult questions to which experdmental answers are urgently
needed' (page %0). In a similar vein, Acheson (1975} has argusd that a logical
first estep in approaching such guestions would be to find ocut what GPs would
actually do if they had more time to spend with petients, and whether what
they did with it would produce an outcome that sould justify the extra cost

involved.

A second way of applying an incrementalist approach to the problem of
deciding a reasonabls list size would be through the judgements of practitioners
about the additional services they felt they would bhe able to provide if they
had more time or other resources. Such judgements might be elicited either in
general terms (for example by asking GPs to describe how often, and in what ways,
they feel that constraints of time or the pressures of demand depress the range
or quality of service they could give), or In relation to a series of specific
consultations in which they engage. As with the first approach, separate
judgements would be needed as to whether the rrophesised improvements in zervice
output would justify the additional time {or other resources) reguired to
achigve them, but at least there would be an empirical indication of what was
being traded against what.

A third approach, which unlike the previcus two does not require original
Fieldwork, would ba to scrutinise the pesearch literature for evidence of
systematic variations in the content of practice between doctors with different
practice sizes. In what ways does the output of GPs with smaller lists differ
from those with larger lists, and what are the different outcomes?  Again,
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further judgements would require to be brought to bear in evaluating the
observed differences in practice output against the pesource implications of
reducing all list sizes to the lowest current levels, but in doing this, clear
indications should be available of the anticipated benefits that would pesult
from any such expansion of resources, Az a preliminary exercise, the research
literature is reviewed in this way later in this report,

Sumnary

A review of the literature has identified five reasonably distinctive
approaches to the question of the adequacy of the supply of medical manpower and
hencs, indirectly, to the judgement about a reascnable list size for

general practitionars.

First, in contexts where market forces are maximised, shortages are
signalled when the demand for physicians' sgrvices exceeds their supply at
current prices. In a free warket prices will adjust to equilibrate supply and
demand. In reality, there are few {if any) governments which sllow the
unfettered operation of market foress in health care, and imbalances betwesn
supply and demand are inadeguate indicators of shortage in health care systems

(such as the KHS) where divect pricing has at most 2 residusl role.

Second, shoprtages have been inferred when the doctor/population ratic
has heen lower than that in another place or another time . This spproach to
the definition of shortage has been falrly widely used in the United Kingdom in
judging the reascnablenesz of 1list sizes in general practice. The most
fundamental drawback to this appreach Is the assumption it embodles that the
base ratic against which existing ratics are judged is adequate and sufficlent,
Such an assumption, however, merely displaces vather than eliminates the need
to specify a desirable doctor/populstion patio, although this has not commonly
been done in contexts where comparative ratios have been used.  Purther
difficulties surround the use of comparative ratios unless the doctor component
of the ratio is welghted to allow for vardations in productivity and the
patient compeonsnt for variations in demand between different sub-groups. 4
further problem created by the way in which comparative ratios have sometimes
been used is the inflatiomery thinking that flows from the belief that the
best achieved local ratic should always be an overall target for the future,

A third approach to the definition of shortage is through professlonal
estimates of need. The basic steps Involved in this approach are first, to
estimate the prevalence of different conditions of need in the commmity;
second, to datermine the amount of service required to treat each condition
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to a satisfactory level; and third, to measure the average number of hours

spent each month or year by doctors in providing the services to thelr patients.
There are, plainly, substantial conmceptual and methodological problems involved
in actually preducing estimates of need bhased upon this approach, and it inwwlves
important assumptions about the behaviour of doctors and patients that may not
be iustified. In particulsr, the asgumption seems to be made that the total
amount of identified need ghould be met through the supply of the indicated
number of dectors, although this is a normative assumption that ignores the
costs of increasing, the supply of doctors to the level Indicated.

Judgements of shortage based upon demand constitute a fourth appreach that
is discernible in the literaturs., It appears to be used less as a means of
determining the adeguacy of axigting ratics than as an asswrance of the future
continuation of the patterns of medical care inherent in them. Beginning with
exigting levels of effective demand, forecasts are made of future levels of
demand in the light of projected changes in the size znd composition of the
population and in the ocrganisation of medical practice, and further adjustments
may b made to allow for soms improvements in the scale or gquality of services
and for reducing geographical imbalsnces. Demand-based notions of shortage, at
least as they appsar to bave been incorporated in planning future manpower
requirements, are very close to a sophisticated application of comparative
ratios zcross time. They are concerned essentially to ensure that future
demand is met at the same {or higher) lewels than at present, allowing for
projected changes in population structurs, practice organisation; and so on.
This is, plainly, a more elaborate approach to the future than the simpls
projection forward of existing, unweighted doctor/population ratiod, but it
does little to clarify the acceptability of the basic demand levele upon which
the whole edifice is built. In the absence of direct price, the potential
demand for GPs' services ls likely to be considerably in excess of the
avallable supply of manpower, but it Is 4ifficult to discern in the demand-based
approach any indicators of how the limits are to be set.

The Fifth approach to shertage is characteprised particularly in the
weitings of British economists concernsd with the application of cost-benefit
analysis to the public sector. In this view, a resource is in short supply
when something that is worth doing (that is, something in which the benefits
are judged to outweigh the costs) camnot be done because of the non-availability
of the rescurce. General practitiocners! list sizes would thus be judgsed to be
unreasonably large when they impede the provision of the scale and quality of
services that "society' regarded as worth the cost of procuring., This perspec~
tive emphasises the important distinetion between the input of manpower as a
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resourse snd the production of services as outputs: what is to be valued is
not a resource for its own sake, but rather the services produced from that
resource; and this in turn involves an estimation of the benefifs to be
derived from the consumption of the services, By concentrating on the service
cutputs of genaral practiticners and the way they are valued by those who
econsume them, the cost-benefit approach offers the possibility of breaking with
the tautalogous argument about comparative ratios, but it nevertheless
generates severe procedural prohl&ﬁs in measuring and valuing benefits in ways
that enable them realistically to be set against costs.
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A YRAMEWORK FOR JUDGING A REASONABLE LIST SIZE

The two preceding sections bave attempted to examine the foundations upon
which judgements about & reasonable list size for genexal practitioners - orn,
more gensrally, judgements about the adequacy of the supply of medical manpower ~
have been, or might be, constructed. Twe Inter-related conclusions seem to
emerge from this examination as necessary precursors of any further analysis.

The first conclusion is that there is no cbjectively 'correct' patic of
doctors to population. To search for a reasonable list size in the expectation
that, once discovered, it will instantly and universally be recognised as such,
is futile. It is clear not only that general practitioners do actually cope
with lists of differding sizes, but also that they hold a wide range of views
about an ideal list size. In selecting a targst list size as the basis for deter-
mining the future supply of medical manpower, policy-makers are thevefore
exercising a judgement about the most satisfactory way forward in a given context;
they are not enunciating an immutable law of medical cave, the transgression of
which would inevitably incur some kind of administrative retribution. The task
of the research worker in this view is not to discover the Holy Grail, since it
doez not exist, but rather to provide the kind of information that will anable
the policy-maker to waximisze the confidence with which he makes and can defend
his judgement.

The second conclusion is that no ¢ne methodology or met of comsiderations
is uniquely ‘corrvect' in making the judpement; indesd, although for analytical
purposes a number of different methodologies have been described in this report,
in reality they have elements in common. No realistic judgement, for example,
could Focus exclusively upon the needs of a population for medical care without
taking account of the nature and quality of the care that is produced to meet
that need, and conversely the concapt of 'quality of care' in general practice
must surely be related to the pattern of needs in the practice population as
well as to the specific needs that individual patients bring to the doctor.
Neverthaless it scems clear from the evidence presented so far in this report
that some concepis and nothodelogles are likely 4o be more relevant than othevrs,
and certain kinds of Informaticn may be more relavant than others im increasing
the rationality of the judgement. But before attempting to identify and
aszemble this information, a note must be appended about the notion of 'ration-
ality', for although the word has a clear ring of objectivity about it,
one man's rationality may scmetimes be another man's wyopla. The general
tenoy of this veport has Leen consistent with the view that a rational
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judgement about a reasonable list gize is one that maximises the value

obtained from health care resources, but this view may be rational only from
certain perapectives. From other perspectives it may be squally paticnal to
salect the size of list that would, say, yisld a meximum income to the doctor

for a given volume of work or that would minimise the use that patients have to
make of hospitals, In asserting that a rational judgement is one that maximises
the utility of resouwrces, it must be recognised that a particular conmotation is
being placed upcn the notion of ratienality.

Against the background of these general comments, this section aims to
generate a aet of questions that can be investigated empirically and that might
yiald information to increase the raticnality (as defined) of the policy-maker's
Judgement., The arguments rehearsed so far in this report have highlighted two
steps that need to be taken in forming this judgement. The first step is to
understand the consequences of differdng list sizmes in varying contexts. A
common thread running through many of the arguments is that, in general terms,
large lists are less to be desired than small lists bscause of the unfavourable
consequences flowing from them: they leave a larger volume of unwet need in the
commmity, or they force the dogtor to practise a lower standard of medicine, op
they impose an unressonable worklead on the dector, and so on. It has been
ghown, however, that such arguments have been based more upon supposition than
fact, for they have made little refersnce to any clear evidence of the
asseciations betwesn list size and sny of the possible dimensions of outconme
that might be relevant to the Judgement. One important research task, then is
to document these associations.

By itself, however, an understanding of the range of consequences flowing
from variations in list sizes would not be sufficient grounds for a rational
judgement about = reasonable list size, for it would fail to distingulsh between
consequences that are regarded as worth achleving and those thst are not. For
example, even if the gquality of care can be shown to be inversely related to
list size, this fact alone would not aild the judgement about a reasonable list
size for it would fail to indicate the point at which gains In quality cease
to justify the costs of achieving them through reductions in list size. The
second step to be taken is therefore to assign some kind of social valuation to
the c¢onsequences stemning from vardations in list size, and to do this in a
way that enables these valuations to be weighed against the costs of procuring
them. Although this step cannot properly be taken without that foundation of
relisble evidence which it is the task of the resecarcher to provide, the step
itself has to be taken by the policy-msker, not the researcher, for it is only
the policy-maker who has the authority, acting on behalf of and in some sense
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accountable to 'soclety', to make the cost-benefit choices that are implicit in

the procass of weighing resources against consequances.

The conseguences of varlaticns in 1ist sige

In approaching the task of documenting the consequences of different ratios
of population to doctors, wayg must first be found to classifying those
congequences. Three distinct levels of classification can be identified,
First, there will be interactive conseguences for the doctors' consulting tiues
and pates,  Assuming for the moment that all other things are equal (though we
shall have to return to that assumption in due gcourse), a GP with, say 3,000
patients must differ in his pattern of work from one with 1,500 patients in one,
or a combination, of the following ways: he will maintain the same consultation
rate by spending less time, on average, with sach patient seen; he will have
a lower comsultation rate through seeing the same total number of patients
during the course of a standard working week or year; or he will work for
longer hours. The doctor with 3,000 patients on his list cannot, in the course
of a standard working week or year, maintain the same consuitation rate and also
spend the same averags amount of time in each consultation as the doctor with
only 1,500 patients.

A relevant first step in judging a reascnable list size would therefors be
to document typical variations in the consulting times and rates of GPs with
different list sizes. We do this later in the report, using material that has
already been published. However, an understanding of such variations remaing
an inadequate basis for the Judgement, for 1t gives little indication of the
significance that should ha attached to them. It is useful as a first step to
know whether doctors with large lists typieally have a lower consultation rate
than those with small lists, or whether they have shorter consultations, but
baving gained this knowledge, a judgement must still be made about whether
these differences matier. A second level, thepefore, at which the conseguences
of different 1ist sizes may be analysed is that of the varilations in the style
and contant of practice which flow from them. If, for example, doctors are
typically coping with larger lists by reducing the average amount of time they
spend with their patients, it would be helpful in evaluating the simificance
of this to know how these shorter consultations differ from those of their
colleagues with smaller lists, What are thess dogtors not doing which thoss
with smaller lists and longer consultation times are doing?  Alternatively, if
GPFs are typically coping with larger lists by reducing thelr consultation
rates, it would be relevant to know whether a lower proportion of the practice
population is consulting these doctors each year than in smaller practices, or
whether the same proportion is consulting, but on fewer occcasions each. In
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the first of these two cases, questions need to be asked about the nature of
the care that is given to patients in different practices., Who are the
patients who are less likely to szee their doctors at all in larger than in
smaller practices, what are thelr needs, and how else are they being met?

In the sacond of the two caszes, questions need to be asked about the continulng
or follow-up care received by patients in different sized practices, Do
patients in larvger practices have fewer consultations, on average, for each
episode of illness than those in smaller practices, and if so, in what ways
does their total pattern of care differ?

A relevant second step in judging a reasonable list size would therefore
be to document typlcal variations in the content of care given by GPs with
differing list sizes. Yet even if this can be done {and we attempt to do so
later in the report), the strongest basis for the judgement would remain to be
established, for the ultimats touchstone by which 'society' can judge the value
of different doctor/population ratios is by the guality of care that is delivered
from practices of different sizes. A& third level, therefore, at which the
consequences of differing list sizes may be analysed is that of the wariations
" in the quality of care which flow from the different ways of coping and the
different patterns of practice that characterise doctors with diffepent practice
sizeg., Although attempts to define and messupe the quality of care in genaral
practice ave still at an elemsntary level, the concept of quality is well-rooted
in contemporary notions of a reasonable list size. Az has been shown, for
example, the BMA has consistently argued that lists of 2,500 and sbowe do not
allow GPs to spend encugh time In consultation with thelr patients to achieve
an acceptable standard of carey; but this has the status oaly of an hypothesis,
and raquires careful testing. A five-minute consultation may yield a better
standard of care than a one-minute ccensultation, but would a2 ten~minute
consultation {(the schievement of which should, in the opinion of Buchan and
Richardson, 1873, be a top priority) enable the doctor to give better carve than
a five-minute consultation? What extra things would he do with the additional
time, and would the outcome to the patient be any more favourable?

The problem of non-umiformity

The argument now encownters a substantial difficulty. Seo far, the
explicit assumption has been made that GPs differ in nothing but the number of
patients on their lists, and that all practitioners with comparsble lists
will provide the same pattern and standard of care., ILikewise, in comparing,
later in this report, the practice patterns of GPs with different list sizes,
the assumption is made that by reducing liat sizes to, say, 2,000 patients,
all doctors would behave in the future in the way that those with 2,000 patients
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behave now. This type of assumption is inevitable in any consideration of
general practice as a whole. It runs through the arguments of all the sources
cited in the first section of this report. Yet it is plainly an erronecus

assumption, and is vitisted by at least three major considerations.

First, GPs are not confronted with a uniform amount and intensity of
clinical nesd in thedir practice populations, even when those populations ars
of comparable size. If therefora, the notion of the 'gquality of care' is
applied to the practice population as s whole, and not just to those members
of it who happen to cross the threshold of the &P’z surgery, it is to be
expected that doctors will differ in the quality of their outﬁut even when they
have comparable rasourcss and list sizes., The point has been argued most
eloquently by Tudor Hart €1976) in refuting the charge that his practice in
South Wales is pursuing eccentric policies of care. The practice, which
participated in the Second Hational Morbidity Study. yielded a consultaticn
rate during the ysar of the study that was $4% higher than the nztional average:;
but Tudor Hart produced a variety of data to show that the whole of the excess
lay in an ‘increased rate of episcdes of sickness, rather than revisits and
follow-up' (page 885), It would consequantly be damaging snd inequitabls to
apply the same canons of reasonableness to list sizes in this part of South Wales
as to areas of the country with fitter populations and lowse levels of clinical
morhidity.

Second, GPs differ in their persunal and professional characteristics in
ways that affect their style and quality of work. This peint has alpsady been
stressed, and need not be repeated at length. An apt illustration is offeved
by Taylor {19%4) in describing two doctors in similar aveas with similar list
sizes. 'One doctor comwplained bitterly of wnrk'resulting from the National
Health Service. He and his two partners looked after 9,000 patients in an
unhealthy industrial area. They were good doctors, but pour organisers and
their surgery conditions were appalling. Here in fact there was no
discipline, but rather a diffuse and querulous kindness,  Another doctor
presents a very different picture. He is brusque and grufl and wastes no words
on the lead-gwingsr. Every complaint is investigated with complets efficisncy.
He has a fairly high degﬁée of contempt for tha humsn race, but the highest
standards of conduct in dealing with them. He is respected by his patients
rather than popular with them' (pages 84-85). The uniqueness of sach general
practitioner, pzrsconally and professionally, will always confound the assumpticn
that a predictable pattern of practice and guality of care will flow from the

achieveument of specified doctor/population ratios.
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Third, as hinted in Taylor's descripticn, practices differ in the
efficiency with which they are run. The concept of efficiency is pertinent to
the judgement ¢f 2 reasonable list size because of the possibility that
inefficient ways of doing things might artificially restrict the gquantity and
perhaps also the quality of care that can be given. The normative assunotion
is generally m=ade that, prdvided other objectives of primery care (such as
accessibility) ave not infringed to an unacceptzble extent, a more efficient
way of doing things is to be preferred to a less efficient way, If this is
indeed a widely held assumption, it would seem to follow that an increase in
manpower in order to overcome deficlencies In sevvices caused by inefficient
practices would not bs regarded as justified. An extreme example might
illustrate the point. A GP who employed no ancillary help at all in his
practice, and who carried out all his consultations as home visits, would have
a low consultation rate and might, 4s a result, be providing a pattern of cale
to his practice population balow the level For which "society' would bs willing
to pay. Clearly, howasver, the initial solution would lie not in the supply of
another doctor to the practice, but yather In improving its efficlency, for it
would presumably be possible to increase the output of services, with no
diminution in their gquality, by engaging ancillary help in the practice and
transferring many of the consultations from the patlants' homes to the surgery,
Unless, therefore, the efficlency of sach practice is standardised, divergent
patterns and standerds of care will continue to emerge from practices even of

the same size.

It is difficult tc know how to tackle the problam of non-wmiformity. Thres
possible ideal stancag may be adopted. The first is to insist uwpon the uniguo-
ness of each practice and preoctritioner, and to deny the legitimacy of any
attempts to generalise. FProm this perspective, any generalised statement about
a reasonable list size would ba pejected; only those that related to specific,
unigqua contexts would be zcceptabla. Whatever ths rigour of this stance, it is
clearly nct very helpful for those whose declsions must necassarily reflect
generalised views, experiences and evidence. At the cther extreme, a szcond
possible stance iz simply to ignore the uniqueness of cach practice. From this
perspective, data are analysed and conclusions are drawn at & system lewel, the
assumption being made that the Individualistic features of practices and
practiticners are randomly distrdibuted among the groups in the analysis. For
example, in comparing the pattern and quality of care bhetween geoups of doctors
with different list sizes, the assumption mey be msde that diffeving categoriles
of population needs and differing degrees of sfficiency of practice organisaticn
are randomly distributed among each group.  This methed of approach will tend
to yield a single target list size, but it may recognise the need for
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variations around the target in specific contexts, depending wpon lecal
factors., For example, in advocating a target average list of 1,700 patients
(see page 9), the BMA is presumably not claiming that all doctors should
ideally have this number of patients, but rather that this should be a nornm
arownd which individual variations may well occur in response to local needs
and conditions. A third stance, whilst accepting the uniqueness of each
practice, professas the legitimacy of classificatiocn systems that permit the
comparison of 'similar' with 'similar', if not actually 'like' with 'like’.
The aim here is to cderive valid criteria for grouping similar kinds of
practices together, with variations in the quantity and quality of service
output being compared between practices of different sizes within the same
groupings. For esample, the problem of allowing for veriations in the levels
of clinical need among practice populaticns might be eased by concemtrating the
analysis within a defined ares that is believed to reflect a reasonably
homogeneous spidemiclogical make-up. Likewise, variations in the efficiency
with which practices are organised and cperated might be accommodated by
comparing different-sgized practices in similar premiszes and with a similar
availability of primory care team members. It would presumably be very
difficult to make 2 comparable allowance for the vardsbility in the perscnal
characteristics and professional abilities of GPs, but it seams reasonable o
agssume that, If satisfaoctory account could be taken of the varisbility in
population needs and practice organisation, the simificance of this latter
factor might diminish, One important consequence of this third approach to
the problem of non-uniformity is that it would generate & range of reascnahle
list sizes for different comtests, rather than onz single flgure for the couwntry

as a whole.

Of these three approaches to the problem of non-uniformity, the Ffirst
sgems to be unrealistically rigorcus and the second unrealistically assumptiva,
The third approach seems to offer the best compromisse between on the une hand
the need teo draw generaliseld conclusions about general practice if manpower
Folicy is to advance, and on the other hand the nzed to acknowledge the
Cvarisbility that exists in primary care. Howgver, it will become plain in
the next section, when wa veview ths research literature for answers to the
questions that legically emerge from this framework, that existing dats rarely
permit the philosophy of this third approach to be applisd in thelr analysis.
It will be seen, thevefbra, that notwithstanding all the problems arising from
the assumptions it exbodies, it is the second approasch that has had perforcs
to be adepted in much of the next scetion of the report. However, this brief
discussion of the possible options that are available for coping with the
problem of non-uniformity is pertinent to the concerns of the concluding section
of the report, namely the areas in greatest need of further investigation.
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Questions to be addressed to the pesearch literature

The framework that has been developed in this section yields up a set of
fairly specific questions, the answers to which might provide a basis for
judging a reasonsble number of patients for GPs to have on their ligts. OFf
course, to the extent that the relevance of the framework is discownted, so also
will the pertinenca of the quastions. In particular, it may be objected that
in focusing upon tﬁose aspects of practice that can most sasily be measured, the
opportunity is missed of reviewing the full range of possible tasks in general
practice. There is really no adequate defence to this objection; all that can
be said is that this praport is proving difficult to write even within the
limited framework it presents. To add to its complexity would defeat the
writer, and probably the reader also.

1, How much tims do gsneral practitioners spend in patient care,
and how does this vary with variations in list sizae?

2. What is the average amount of time that general practiticners spend
in consultations with their patients, and how does this vary with

variztions In list size?

3. What is the average number of consultations per patient per year, and
how does this vary with variations in list size?

4, What proportion of the populaticn consults a general practitioner each ysar,

and how does this vary with variations in list size?

5. What is the ratio of doctor-initiated to patient~initiated consultations,

and how doess this vary with variations in list size?

6., What is the content of cave in general practice, and hew doss this

vary with variztiosns in list size?

7. What is the guality of care in general practice, end how does this vary
with variations in list size?

8, {Ideally) how de all of these variations themselves differ between different

practice locations and contexts?

In the next section of the report we revisw the extent to which answers to
these questions can be unsarthed fyrom published research material.
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THE TIME SPENT IN PATIENT CARE

The previous secticn attempted tc construct a coherent framework within
which to logate the meaning of the question about o reasonable list size, and
it concluded by posing a2 set of questions derdived divactly from the framework.
The purpose cf the remainder of this report is t5 review the extent to which
angwers to these guestions are already availabls in the research literature.
This is done in the helief that it is sensible to look carefully at what is
already known before embarking upon further fieldwork studies, but it will
become apparent that, in spits of the large number of studies of general
practice that have been carried out, there are serious problems in synthesising
their results. Many studies have been conducted by individual GPs on their
own practices, and there are consequently serious inconsistencies in definitions,
time periceds, practice contexts, and so on, AN attempt is made to evaluate the
reliability end validity of the data that ars summarised in this report, but
readers of the report caunot escape the responsibility of forming their own
judgenments about tha extent to which the zvallable information offers a solid
foundation for the policy judgements implicit in the Framowork,

The first two questions summarised at the end of the preceding section
concerned the time spent by general practitioners in wvarious aspects of patient
care, It was argued that GPs with larger lists could maintain the same consulta-
tions rates as those with smaller lists only by spending more total time in the
different activitiss of patient care, or by reducing the average amount of tine
they allocated to each consultation, or both., This section tries to assess the
axtent to which the consequences of different list sizes are reflected in these

dimensions of time.

Total time spent in patient carg

Early studies cited by the College of General Practitioners {(1965) showed
that 'a doctor is in contact with his patients for approximately 35-42 hours
per week' (page 23}, although it wag noted that ths renge around this average
was wide. However; not all the sources quoted in the College's report did in
fact include a reference to the total number of hours spent in petisnt care. OF
those that did, Mair and HMair (1952) repcrted 8n average of just over 43 hours
spent in surgery and home consultations during o six-day week by each of two
partners in 1937-8, and a further ¢ hours spent in administration; and Crombie
and Cross (1964) reported an average of just ovepr 20 hours per week spent on
contact with patients by a GF in suburban Birmingham in 1952, with an additional
5 hours each on travelling, administration and 'just talking', and 1% hours on

medical activities outside the KHS,
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The College alsc reported in 1965 the results of a suwrvey of 370 GPs,
carried out in August 1964, which showed an average of 353 hours per week
spent in the consulting room and on home visiting, with a further 33 hours spent
on hospital and other work {College of General Practitioners, 1965).,  Becauss
the results of the survey wers criticised as unrepresentative of the yeoar as a
vhole, a subsequent study was made of the hours worked during a busy time of the
year (Eimerl and Pearson, 1966). The study was conducted by the Merseyside and
North Wales Faculity of the College, and 134 faculty members kept records of
their work during a one-week pericd in February 1865, The results showed that,
in the couwrse »f a full week, the respondents spent an average of 367 bours in
consultations in the surgery and the home, and a further 73 hours on hospital
and other work., The August 19684 survey gave no indication of ths range of
responses around the mean values, but the Februapry 1985 survey 4id.,  Just over
a tenth of the 13% doctors spent fewer than 30 howrs per week on all activities,
a similar proportion spent between 30 and 35 hours, a quarter spent between 35
and 40 hours, a fifth spent between HC-45 and 45-50 hours, and the remainder
{about 12 per cent of the total) spent more than 50 hours,

Further infurmation about the time spent in patient care is awailables from
studies contained in the Raport om the Practice Hurse {Royal Collsege of General
Practiticners, 1868). Hodgkin and 6illie reported the total number of hours
worked by two doctors in an urban housing estate practice between 1965 and 1968,
Recording was done at three different points in time: at the outset of the study
pericd, after the smplovment of a practice nurse, and after the inteoduction of
planned changes into the practice routine to save time. At the beginning of
the perdiod, the two doctors sach worked, on average, for about 13 hours per wesk
on visits, 17 hours on surgery conzultations, 32 hours on ante-patal and post-natal
elinics, # hours on administration and almost 43 howrs on driving., By the end
of the study pericd, thess figures had changed to 8% hours per week on visits,
173 hours ¢n surgery ccnsultaticns, 2% hours on ante- and post-natsl clinies,

3 hours on administraticnrand 3% hours on Sriving.

In the other three practices inmcluded in the Practice Nurss Study, the
average number of hours werked per weak by the $Ps in each practice were 33,
50 and 57 before thy introduction of the nurse, and 3%, 41 and 53 after the
introduction (thess figures are calculated from dazta on page 17).  The breakdown
of these times into diffsrent activitiss indicated that betwsen about cne-third
and two-fifths of the total time was spent on new consultations and vigits, and
a similar proportion on ‘all other medicel work'.

&f slightly more recent origin than the practics nurse studles is a study

of the work of 21l the general practiticners serving a whole community,
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consisting of a small Scottish town and its rural hinterland (MacDonald and
Mclean, 1971). Eleven practitioners participated in the study by keeping
workload records during each of three separate weeks in November 1387 and
February and July 1368, Summing the data across the three weeks, MacDomald
and Mclean found that each doctor worked for an average of just under 39 hours
each week, with a further 76 hours 'on call'. OFf this total, an average of
17 hours were spent each weék on surgery consultations, 8 on home and hospital
visits, 7 on travelling, 3 on administration and 3 on other work, The

Ea)

individual wvariations avoumd these averages were, however, quite large. Forp
example, the range in total hours worked was from just wnder 26 to 53%; in
hours on call from 38 to 103; and in hours spent on surgery consultatiens from

123 to 24,

Twe other recent studies offer further information . Gareaway (1873)
found that a single~handed doctor in North-west England worked for an average
of 37 hours per week on surgery and home consultations, but no information is
given about the time spent on other activities. Hughes gt al {1976) reported
the average number of hours worked per week by sach docter in a five-man
practice in Derbyshire hetwsen 1371 and 1374,  The average amount of
'eontact time' per doctor (including face-to-face contact time as wall as
movements in and ocut of surgery, note-writing, and so on) ranged between 3%
and 402 hours per weck over the four ysars, and the average time ‘on call’
ranged betwesn 28 and 32 hours per week,

Three conclusions may ressonably be dravm from this mixed bag of information,
First, the average numbor of hours spent gach week by general practitioners in
consultation with thedr patients and in immediately associated asctivities such
as administration and travelling to home vigits is between about 35 and 42.

The majority of studies, whether of single practices or of groups of practi-
tioners, ile within this range, irrespsctive of year, place or season. Second,
hawever, the distribution of hours worked by individual doetsrs covers a wide
range, from perhaps as fow as 25 to as many as 55. . Third (and of most signifi-
cance for the argument in hand} there is some indication of a positive assccia-
tion betwsen the numhar of hours worked and the sizme of the practice. OF the
studies quoted above (which claim to be the principel studiss in the literature
in which total time is reportsd), no information about list size is given by
the College of General Practitioners (1865), Crombila and Cross {(1964) and
Eimerl and Pearson (1966), However, among the four practices in the Practice
Nurse Study (Royal College of General Practitioners, 1968) a fairly regular
trend is discernible in which, both before and after the introduction of a
practice nurse, the rép&rted average numbzy of hours worksd by the GPs in sach
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practice increased from about 33-34% per week in the practice with an average
list of 2,430 patients to sbout 33-37 per wuek in the single-handed practice
with some 4,200 patients. This latfer practice stands cut as having had by far
the most hows worked by the practitioner,

A similar story is revealed in the study by MacDonald and Melean {1971).
Among the six practices represented by the eleven GPs in the study, the two
with the larpest average list sizes alsoc contained the GPs working the greatest
average number of hours per week. Hughes et al (1$76) likewisa report that,
when the average list size in the Derbyshire pfactice rose in the period 1871~74,
the average number of contact hours per GF also rose, and when the average list
size fall, s¢ touo 4id the number of hours. Indead, the average number of
contact hours spent by each GP on his registered patients each year remained
virtually constant throughout the four years for which the data are reportesd.
It is this kind of evidence which supperts the suggestion of a positive
relationship between list size and hours worked. However, there are some
incongistencies in these studies in the rangs of tasks included, and other
investigations have reported conflicting results. For example, Hodgkin and
Gillie in the Practice Nurse Study reported a decline In the average number of
hours worked during a three-year perdcd in which list size increased; Fry (18723
reportad a decline in the average number of hours per week in contact with
patients from 43 to 27 during 2 period (1854-72) in which the average list size
in the practice increased from 2,700 to 4,5%00; and at the other extreme Mair and
Mair (1858} worked some 52 hours each per week in 1857-8 (including administra-
tion) with an averapge of only about 2,000 patients.

A different kind of svidence about the relationship betwgen list size and
working time is seen in the results of surveys such as that undertaken by
" Mechanic {1874} in which the perceptions of doctors are sampled.  Amcng the
807 Jdoctors in Mechanie's swrvey, the proportion who reported themsselves to be
very dissatisfled with ths amoumt of time and effort they had to devete to
their practices increased from 3 per cent of those with lists under 1500, to
16 per cent of those with lists between 2,000 and 2,498, and to 26 par cent of
those with lists abowe 3,500, The proportion of doctors reporting themselves
to be very Jdissatisfied with the amount of time given to gatients likewise
increased regularly with increasing list size, as alse did the proportion who
reported that the pressure of time affected their behaviour. Thase results,
from a large number of docters, stronply indicate the greater dissatisfaction
and pressure felt by GPs with larger than with smaller lists, but they do not
dirvectly reveal whether doctors respond to that pressurs by spending more time
en the job. It seems more reasonable to conclude from the meagre information
that is aveilable that the total amount of time spent in the practice is as
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likely to reflect a range of personal and idiosyncryatic considerations as 1t is

to reflect any systematic variations in list sizs.

Average time spent in consultations

The average smount of time that GPs spend in each consultation is net
necessarily related either to list size or to the total amount of time spent in
caring for patlents. Doctors with larger lists may spend just as much or even
mors time, on average, in their consultations as those with smaller lists; but
unless they slso spend a greater amount of total time in contact with patients
they will ses relatively fewer of their patients during a spscified time perdoed.
The previcus sub-section was unable to find any conalusive evidence that list
gize and hours worked are positively associated, and it thersfore seems that
doctors with larger lists are coping either by spending less time, on avarage,
with sach patient or by reducing their consultation vate. The abjectivé of
this sub-section is to review the evidence in the literature about the averags
time spent in consultations and its relationship to 1ist size. The literature
containg rather better evidence sbout the averags time of consultations than
about the Total nunber of hours worked, although the cbservation by leeg and
Cooper {1983) that ‘regrettably Llittlie work has been done on the use of a
doctor's time' (page 431) »emeins almost as true now as when it was utteved.

From the reported studies it appears that the mean length of & surgery
censultation is betwzen about 5.0 and 8.5 minutes, and the mean length of a
home consultaticn (excluding travel time) is between about 10 and 15 minutes.
Reported times of surgery comsultatiing, in order of increasing average time,
includethe following: 5.0 minutes (Fry, 1352; Floyd and Livesey, 1975);

5.1 minutes (Cromble and Cross, 18964); 5.2 minutes for return consultations
{Morrell, 1971); 5.5 minutes in Pebruary (Eimerl snd Psarson, 1968);

5.7 minutes {MacDonald and McLean, 1971); 5.8 minutes for new consultations
(Morrell, 1971}; 6.0 minutes (Hughes et 2, 1876); 6.0 minutes in total time
per patient and 5.0 minutes in face-to~face time (Buchan and Richardson, 1873);
5.4 minutes {Garraway, 1973}: 6.6 minutes (Collsze of General Practitionars,
1965); 6.7 minutes in August (Eimerl and Pearszn, 1966); 7.2 nminutes {Watts,
1952); 8.3 minutes (Wood, 1862); £.3 minutes in 1958 {(Mair and Mzip, 1959);
a mean of 8.7 minutes with a median of 6.0 minutes (Westcott, 1977); and

8.9 minutes in 1957 (Hair and Mair, 1959). Somz of the extreme times cen
probably be discounted for various reasons as atypical of the 'average'
general practitioner, Hasteott's figwws, for edample, wers based upon two
weeks' seilf-recording as a voeational trainee, and the other high values all

derived from studies carried out Lbefore the implementation of the Family Doctor
Charter in 1966 and the subsequent expansion in the use of ancillary staff.
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As with the total time spent in patient care, the individual variatioms
arcund the average length of consultation are guite large. The notion of
variation is used in two quite separate ways. First, the variation may be
defined as the range between the longsst and shortest individusl consultations
in the series under study. In the studies reported above, for example, the
ranges in individual consultation times were 2-32 minutes.(westcatt, 1877},

0.4 ~ 31.1 minutes {Buchan and Richardson, 1973) and 2-35 minutes {Wowd, 1982).
Second, in studies which'reyort the average consultation time for a proup of
dectors, the variation may be defined as the range betwsen the shortest and

the longest average econsultation time amueng all the doctors In the study. For
exampla, Floyd and Livesey (1375) found a range in the average time per patient
among Five doctors from 4.0 to 6.0 minutes {with a mean of 5.0 minutes), and
MacDonald and MeLean (1971), in their study of eleven doctors, found a range of
between 4.0 and 10.0 minutes (with 2 mean of 5.7 minutes). The importancs of
this distinction becomes apparent when the eorrelates of consultstion time come
to be considered.

The reported times of home consultations appear to be less relisble than
those of surgery consultations because of inconsistencies in the use of travelling
time., Reported times, in order of increasing aversge time, inelude the following:
7,7 minutes (MacDonsld and Molsan, 1871)3 11 minutes (Watts, 1852); ‘*hetween
ten and fifteen minutes' (Fry, 1952); 10.0 minutes (Hughes et al, 1378};

12.1 minutes in total time per patient and 5.6 minutes in face-to-face time

{Buchan and Richardson, 1873); 12.3 minutes (Wood, 1962); 15.3 minutes

(Eimerl and Pearson, 1868); 17.7 minutes {College of General Practitioners, 1965);
23.9 minutes {Garraway, 1973). The best indications of the probable range of
individual home comsultation times are found in Buchan and Richardson (1973},

who reported face-to-face times in individusl home consultations ranging from

0.2 to 46.0 minutes, and in Wood (1962) who reported a range of 2 te 50 minutes.
The best evidence about the vardations in average home consultation times betwesn
individual GPs is foumnd in MasDonald and Felean®s {1871) study of sleven
Scottish doctors, among whom the range was from 6.3 to 10.9 minutes.

Threa conclusions may be drawn feom this mixture of data on consultation
times. First, the average time of a surpery consultation is between about
5 and 6% minutes. Reported averages in excess of about B4 minutes may not be
representative of contemporary general practice,  Second, the average time of
a home consultation is betwaén about 10 and 15 minutes, although reported
averages felling substantially cutside this range cannoct sasily bhe discounted.
Third, there are considerable variations, in the case of both surgery and home
consultations, in the time taken for individual consultations and in the averzgs
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times taken by individual GPs. In the latter case, for example, there are
reports of differences of up to 150% in the average time taken hy GPs in surgery
consultations, and of up to 75% in the average time teken in home consultations.

How, then, do these differences relate to list size? In addressing this
question, the distincticn must be preserved between the two different notions
of variation discussed above. The reascns why individual dectors spend more
time with some of thelr patients than with others hawve nathing to de with list
size. The most important influence appears to be the diagnesis (Buchan and
Richardson, 1873, Westoott, 1977; Morrell, 1971): mental, psychoneurctic and
behaviour disorders tend to cccupy the most amount of time, and infective
diseases the least. The second type of variation, between the average conasul-
tetion times of different doctors, is of mueh greater interest to the argument
developed in this peport, for it is possible that doctors may cope with larger
lists by reducing the average amount of tims they zive to each patient. In fact
there is no clear evidence thot this cceurs. Of the studies of individuzl prac-
tices cited above, insufficient information is given about list size o mike
meaningful compariscns, but two of the studies of groups of practiticners do
enable consultation timss to be related to list size.

First, Buchan and Richardsem's (1973) study, which may be the most rigorcus
investigation yet conducted of how general practiticners use their time,
included 1,636 surgery and 477 homa consultations carried out by 22 doctors in
and aprcund Aberdesn. The timing of the different activitiss performed during
ths consultation was probably controlled move meticulously than in any other
study. Buchan and Richardson concluded that ‘the number of patilents per doctor
showed no correlation with face-to-face oomsulting time, but it shouid be noted
that the average list size both in this stuwdy and in the North-Bast region
of Sciotland is not high. ... It is possible that in large practices the tice
 spent per patient is raduced and that in very small practices the oppesite is
true. All we can say is that in this semple there was little evidence that
list size is 2 major factor governing the length of time spent with patients’
(para. 3.14), Buchan and Richardson alsc failed to find any association
batween the average face-to-face time and the number of patients seen per
surgery session, In other words, these Joctors worked at a consistent »ate
which appeared to be imlependent of the number »of patisents attending the surzery’
{para, 3.18). This tendency on the part of GPs towards a rigid style and
tempa of wark irrespective oF the pressure of demend has also been noted by
Eimerl and Pearson (13966) and Hedgkin and 6illie {Royal College of Seneral
Practitioners, 1968), and it is, of coursas, consietent with the observation
that the total time spent In patient care and the averags time spent per
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consultation are largely unrelated to ligt size., It is, however, not sasy

to reconcile with the findings of Mechanic's (1874) survey that doctors with
larger lists were more likely to feel dissatisfied with ths amount of time they
could give to each patient. If doctors do Indeed allocate what they consider
to be the 'right' amount of time to eaech patient, irvespective of the numbers
of patients on ‘their lists, then frustrations might be expected to be directed
more towards the limited number of patients to whom the ‘right' amount of care
could be given than towards any limitation in the time availabls to those

patients who are seen and treated.

The sascond stud§ that enables consultation timszs to be related to list
size is that of Machomald and Melean (1871}, It is possible from their data
to relate only the average list for each of the six practicas with the average
congulitation times of the doctors in each practice, and this form of analysis
may conceal important rvelationships. However, when handled In this way, the
data confirm the conclusicn of Buchan and Richardson that the two varisbles
are unrelated. Ho systematic relaticmship was found between the raank ordsr of
the practices in tsrms of their average list sizes and their rank in terms of
the average duration of either surgery or home consultations. Indeed, the twoe
smallest practices actually contained the highest and the lowest mean surgery
consultation times. iUnlike Buchan and Richardson, however, MacDonald and
McLean did find a strong association between the average time of surgery
censultations and the weskly average number of patiants seen in the surgery.

As the authors put I{t, ‘the mure patients a docter had to ses in the surgery
the less time he was apt to devete to each' {page 685). This finding did not
conflict with th: absence of any systematic relationghip between list size and
consultation time because in this particular study the number of patients seen
sach week bore no relationship to the average list of each practice. It does,
however, lle uneasily ageinst the impression orected by other studies of a
constant work routine on the part of doctors that is more or less unaffectad
by the pressure of demand, '

Ferhaps the most pertinent conclusion to be drawn from the material
presented in this sub-ssction iz that much still remains opague ahout the
extent to which doctors rsspond to larger list sizss by reducing the time they
spand, on average, in consultation with each patient., The evidence, such as it
is, guggests that list size is not usually an impertant determinant of the
length of consultations, although extremely large or small lists might have
some effect.  There is conflicting evidence about the extent to which the
length of a consultation is responsive to the pressure of demand: some writers

have remarked upon the rlgidity with which dectors construct their routines and
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their imperviousness to the pressures of demand, but one study, at least, has
demonstrated an association betwsen weekly demand and consultation leugth that
is not likely to be the ?esult of accident or chance. In the context of the
framework developed in thiz report, it seoms unlikely that doctors with small
lists are spending more time on esach consultation than those with larger lists
(although it is arguable as a separate issue that they should be spending more
time in order to give a better standand of care). However, if it is the case
that GPs usually cope with larvger lists neither by increasing the total hours
spent in the prectice nor by reducing the average time spent with sach patient,
it feliows that they must have a lower consultation rate. It is to this, then,
that we next turn.
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CONSULTATIONS IN GENERAL PRACTICE

Huch more information has besen gathered about the number of consultaticns
that take place In general practice than about their length, but precisely
because there is so much information in the literature about consultation rates,
it must be treated with considevable care. The objective of this section is to
raview the evidence in the literature about the realtionship between list size
and consultation rates to assess the extent to which doctors may be coping with
larger lists by having fewer consultations,

Three principal measures of consultations ars to be found in the rescarch

literature, The most common meagure is usually called the consultation rate,

and is derived by expressing the total number of consultations made by a doctor
in the course of a year as a rate per 1,000 patients at risk of consulting.
Exactly the same informztion is conveyed by shifting the decimal point thrse
places to the left to show the average number of congultations made each year
by each patient at pisk. Most studles of comsultations have incorporated this
measure, and meny have derdved separate comsuliation rates for men and women,
surgery and home consultations, and so on.

The second measure is usually called the patient consulting rate, and is

the proportion of patients registered in the practice who consult on different
numbers of occasions during the courss of a year. The patient consulting rate
sannot be inferred from the consultation rate, but the consulitation rate can be
caloulated from data about the patient consulting rate., 0Of the two rates, the
patient consulting rate reguires the more elaborate data-collecticn system, and
it may be for this reason that relatively few studies of the pattern of consulta-
tions in general practice have incorporated it.

A third measure of consultation concerns the place of consultation., Most
{though not all) studies have made the basic distinction between consultaticns

that take place in the surgsry and in the patient's homa, znd sowme bave further
distinguished telephone comsultations and consultations or contacts with other
members of the primary care team. Information about the place of consultation
is commonly expressed either as the proportion of consultstions that occups at
home, or as a classifying variable for congultation and paticnt consulting rates.
It is used in the latter way in the analysis that follows.

In addition to these thres principal wezsures of the pattern of consulta-
tions, a small number of gtudies have collected information on the average
number of consultations per patient consulting during the year, the average

numper of consultations per episode of care, and the ratic of doctor-initiated
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tc patient-initiated consultetions. Such measures offer potentially important

clues to the consequencas of variations In list size, bhut there is little

evidence to relate these measures of consultation to list size.

Methodelogical problems

Before reviewing the evidence itself, attention must be drawn to problems
inherent in the data and in any attempts to compare the results of different
studises. HMany of these problems are common also to the data summarised in the
preceding section. First, reservations must be lodged about the quality and
the comparability of data on consultations, Host of the studies cited below
are the work of self-selected gensral practitioners looking at their own
practices, and it may reasonably be assumed that they differ in the assiduilty
with which they rscord their work as well as in the consistency with which they
dafine the basic measupements. Az Howile {1977) has noted, 'rates depend on
definitions and are influenced by the accuracy of recording vigits and appoint-
ments; the accuracy of the estimate of practice size; the inclusion or exclusion
of figures for immunizations, child care, ante-natal care and other special
sessions; the quantity and type of work done by the nuwrge or health visitor;
and on the number of services to temporary residents and other local factors'
{page 23). Some studies make clear distinctions between diffarent types of
consultations, but many do not {(Knox and Horrell, 1974}, Becond, wost studies
have lasted for less than one year's duration, and annual consultation rates
have therefore had to be constructed from much shorter recoprding periods.
Allowance 1is vavely made for possible seasonal atypicalitiss in the recording
periods, and there is no standard definition of the number of weeks in a
working year., Third, different kinds of studies present different kinds of
dsta. At one sxtreme are the studies of individual practitioners, in which list
size and consultation rates can be related with a good deal of precisiony at
the other extreme are studies typifisd by the Hational Morbidity Survey, in
which average list sizes and average consultation rates can be related only at
such high levels of generality as the standard regions, thersby concealing a
good deal of the 'real’ relationship betwsen them. In between these exiremes
are studies of practices which yield aversge measurements for each doctor in
them, and studies of groups of doctors which show, for example, the average
consultation rates for all dectors with list sizes within a3 specified rangs.
Fourth, the accuracy of the data on list size may be variable, especially in
practices where no up-to-date register exists or where there is a large turnover
of patients in the course of a year., Fifth, an association batween list size
and congultation rates, e¢ven if It ls found to exist, miy be diffiecult to
interpret. Many faetors in addition to list size may influsnce the pattern
of consultations, and there is no guarantee, in contrasting
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the consultation rates of doctors with different list sizes, that like is
being compared with like - or oven similar with similar. Most of the study
reports include at lsast a briaf description of the salient features of the
practice under investigation, but in reality it is almost impossible to use such

information as classifying variables.

Consultation rates

These problesm can to some extent be eased by looking at the evidence in
different ways, We do this for each of the principal measures of consultation
deseribad above, beglnning with the consultation rate. The first approach is
simply to accept all the evidence at face valuge and see whether, across a large
number of cbservations, there are any asscciative trends between list size and
consultation rates. If a sufficiently large number of observations Is available,
any underlying asscclation might be expected to show through, with other factors
being more or less randomly distributed, Twenty-four studies have been identi-
fled in the literature in which the annual surgery and home consultation rates
of single-handed or partnership doctors can be related to liast size. The
studiss yield a total of 80 separate cbservations, the greater mumben of
chservations than of studiss being explained by the fact that zeveral studies
raport a series of consultation rates over geveral years. The 24 studies cover a
a wide span of dates {1959 to 1978), of locations {(Northern Scotland to South-
West England), of list sizes (1,473 to 5,411), of anhual surgery consultation
rates (1.3 to 7.1) and of annual home consultation rates (0.1 to 3.6), The
24 studies ave: Baldwin (1958), Barber (1871}, Bolden and Morgan (1975), Cobb
and Baldwin (1976), Dewes and Cottrell (19%4), Duncan and Orcharton (1964),

Fry {1972}, Garraway (1973}, Grene and Jolmsen {1971), Hardman (1965), Hughes
et al (1976), MachDonald and Mclean (1971), HeGregor {1973), Mair and Mair (1959),
Marsh and McHay (1974a), Morerell, Gage and Robinson (13%70), Noble (1873), Posner
(1865}, Royal College of General Practiticners (1968), Scott and McVis (1952),
Steen {1967}, Stovenson {(1954), Weston Smith and ¢'Donsvan (1970) and Wood (1862),

The 80 observations relating list sizes to annusl surgery and home consulta-
tion rates are set out in the scatter diagrams (figures 1 and 2). The mean list
size iz 2,74% {8.D. 923), the mesn surgery consultation cate is 3.2 ($.D. €.9),
and the wean home comsultation rate 1.3 (6.D. 1.0). The much higher coefficlent
of wvariation szmong the home than among the swrgery cotnsultations is consistent
with the ohservations of several Investigators about the large differences
betwesn GPs in the proportions of home visits they maeke (Lees and Cooper, 1963;
Williams, 1970; Marsh, Mo¥ay and Whewell, 1872; Cobb and Baldwin, 1976).
Indeed, the literatwre contains reports of variations in home visits as a
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proportion of total consultations ranging from as low as 4 per cent (Waston
Smith and O'Donovan, 1870) to as high as 60 per cent (Mair and Malr, 1959;
MeGregor, 1373).

Taking first the surgery consultation rate, simple observaticn of the data
indicates a negative relationship between list size and consultation rates:
with one exception, for exampls, all the practices with list sizes above 3,000
had surgery consultation rates of 3.0 or less, whilst the majority of practices
with list sizes below 2,500 had consultation rates of 3.0 or more. BRagression
analysi s confirmed the existence of a negative correlation (r = ~0.35), but
the assoeiation iz falrly weak, with only 12 per cent of veriance among surgery
consultation rates being explained by list size, It seems reasonable to
conclude that, accepting the evidence at face value, there is a clear tendancy
for doctors with larger lists to have lower amnual consultation rates than those
with smaller lists, although doctors with medium-sized lists (batween about 2,500
and 3,000) display a range of rates that bears lititls chvious relationship to
the numbers of patients on their lists.

Considerable cauticn is needed in accepting the evidence at face value,
however., For aﬁampla, mogt of the ohszarvations in which list size exceeded
3,500 were drawn from diffepent years in one practice (Fry), and the possibility
exists that an individualistic style of practice might exert a disproportionate
affect upon the overall relationship. On the other hand, it is interaesting
that at least some of tha observations in which the consultation rate is
substantially above or below the usual rate for thet list size can be explained
in terms of unusual features in the practices concerned. MHeGregor (1973),
over & twenty-year period, veported a very low surgery consultation rate indeed
{1.3), but this occurred in a rural area, with a widely scattered population, a
large proportica of hospital work, and a compensatingly high proporticn of home
visits (59 per cent over the twenty years)., Mair and Mair (1959) likewlse
reported some low surgery consultation rates for the number of patisnts in the
practice, but as with McGregor, thase appearved to be offset to a large extent
by an uncommonly large proportion of home visits., The cormbined surgery and
home consultstion rates reported in each of five years by Mair and Mair were not
significantly out of line with those from other practices with similar list sizes.
The single most 'deviant® observation, in which a list size of 4,200 was related
to a surgery consultation rate of 4.2, derived from the Practice Nursa Study
{Royal College of General Practitionsrs, 1968). There is no cbvicus reported
explanation for this, but it is belisved that the doctor in gqusstion had at
least the part~iime services of an assistant, and In any case he had a working
waek of 562 hours ~ well ghove the average for general practiticnars

{see page 67).
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This finding is consistent with the general conclusion semerging from  this
review of the literature, that doctors tend to work for a similar amount of time
whatever the size of their lists, and more patients thepefore tend to be
accommodated by reducing the consultation vate., If, however, (as in this case),
a doctop works for substantially more hours than average, he can sustain 2 high

consultation rate among an wusually large number of patients.

Turning now to the home consultation rate, simple chservation of the
scatter diagram (figure 2) again confirms a negative association between this
varia ble and list size. With few exceptions, practices with list sizes above
2,800 had home consultation rates of 1.0 or less, whilst most of those with
lists baelow 2,500 had consultation rates In excess of 1.0. The negative
agssociation is confirmed by regression analysis, and is gtronger than the
nogative association between list size and surgery consultation rates (r = -0.54}.
This suggests that although there 1s a tendency for doctours to cope with larger
lists by reducing the average number of surgery consultations per patient each
year, there is an even stronger tendency for them to cope by cutting back the
average number of home wisits they make to their patienta each yoar.

As with the data on surgery consultations, wmuch caution must be exercised
In accepting the data on home wisits at thelir face value. Almost all the
observations in which the list size exceeded 3,500 were drawn from fry's
practice, and there is the possibility that an idiosyncratic style of practice
may distort the perception of u general relationship hetween list size and
home visiting. Indeed, sowe of Fry's home wisiting rates ave among the lowest
reported anywhere in the literature, irrespective of list size. Moreover, it
ig apparent in examining Fry's data that a regular decline in visiting rates
has oceurred since the mid-1950g, and hence the low proportion of vigits may
reflect a more widespread trend in general practice during the last 20 years as
much as the inereasing list size in this particular practice. Against this, it
may be observed that the associastion between list size and home comsultation
rates appear to depend rather less heavily upon Fry's data than does the
association with surgery consultation rates, for even among practices with
average lists below 3,000 there vemains a clearly discernible tendency for home
consultation rates to rise as list si ze falls. Finally; as with the data on
surgery conzultations, specilal circumstances may account for some of tha prac-
tices in which home consultation rates were particularly out of line with the
average for any given list siz. Tor example, Barber {(1871) and Morrell st al
{1870) both reported lower home comsultation rates than might be expected from
the average list sizes of the doctors concerned, but in both cases the dectors
had substantial commitments outside the practice (in a hospital and medical
school respectively),
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A second way of approaching the evidence on list size and consultation
rates is through the time trends within the same practices. The literature
identifies several practices in which consultation records have Deen maintained
over a period of time (Roval College of Gensral Practitioners, 1973}, but only
a small number of these contain the information necessary to relate changes in
conaultation patterns to changes in list size. Where this can be done, however,
the approach has the considerable advantage of controlling for some of the
extraneous factors which might influence inter-practice variations in vates,
although it must be noted that in some cases the records have been kept over
a period of time precisely in order to evaluate a change or innmovation In the
practice. In such cases it is often impossible to tell how much of the changa
in consultation patterns has resulted from the innovation and how much from

any change in list size.

From the 24 studies listed above, six present surgery and home consultation
data for two ysars or more: Dawes and Cottrell (18&4}, Fry (1972), Hughes &t al
(1976), Mair and Mair {1959}, Steen (1967) and Stevenson (1964). In addition,
twe studies (Hodgkin, 1873; Craig, 1974) presasnt data on trends in home and
surgery consultations combined, and Marsh (1968} has published information on
changes in the number of home visits, related to list size, over an sight-year
period. Most of these sources ave at least consistent with the hypothesis
that list size and consultation rates are inverssly assoclated, and some of
them support the more refined hypothesis that home consultation rates ars more
sensitive to changes in list size than are surgery consultation rates.

Stevenson's (1964) data from a three-man practice in Ayrshire showed that
whilst the prastice average list size increased regularly between 1857 and 1363
from 1,718 o 2,024, the surgery consultation rate fell regularly from 3.7 1to
3.0, and the home consultation rate fell from 3.% to 2.7. Expresssd in percen-
tage terms, the list size incressed by 17.7 per cent whilst the surgery consul-
tation rate over the same period decreased by 18.9 per cent and the home
consultation rate by 20.8 per cent. Consequently the average numbgr of
consultations given by each doctor remained almost constant from one year to
the next, differing by oniy 5 per cent between the beginning and the end of
the perdcd. A similar story is reported hy Hodgkin {1973), although his data
do mot distinguish between surgery and home congultstions. The routine
collection of workload data in Hodgkin's practice revealsd that, whilst the
practice average list size incpreazsed from 2,012 in 1360 to 2,934 in 1969 (an

increase of 45.8 per cent), the consultation rate over the same period declined
from 5.1 to 3.5 (a decreass of 31.4 per cent). This period colncided with the

introduction of a practice nurse and of new aduinistrative routines {ses

{see page 65), both of which may have had an effect upon the rate of
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consultations; but Hodgkin noted that the average number of consultations

given by each doctor in the practice remained virtually constant, regardless
of cther changes. To the extent that Stevenson's and Hodgkin's findings are
representative, they meinforce the view that doctors tend to follow persomal
routines of practice which are more or less lmpervicus to wvutside influencas
and which account, »f course, fur the inverse relationship batwesn list size

and consultation rates.

The data recorded by Dawes and Cottrell (1964) are interesting because of
their reference to a ﬁeriod {1958 to 1363) in which the average list size in
the practice remained szbsolutely constant., The hypothesis cf an inverss
' relationship between list size and consultation rates would éuggest that, in
the abgence of any changs in 1ist size over time, there should be no marked
changes in the consultation rates; and this is more or less what Dawes and
Cottrell foumd., The total consultatisn pate varisd in a non-systematic way
batwsen 5.2 and 5.6; the surgery consultation rate betwsen 3.3 and 3,63 and
the home consultztion rate betwsen 1.7 and 2.1, These figurws are the highest
and lowest rates in any of the six years, and they reveal variations in consul-
tation pates that are not only of a nom~-linear kind, but are also considerably
smaller than those noted over 2 gimilar time-perisd by Stevanson and by Hodgkin.

Fry's (1972) data cover a nmuch longer span than any other, and for the
reascns noted above they must be treatsd cautisusliy. The relationship between
list size and consultation rates is less apparent In Fry's data than in
Stevenscn's or Hodgkin's, but it is discernible. In the case of surgery
consultations, the highest rates wers generally recorded in the years when the
practice averape list size was lowest, and conversely the low comsultation
rates were usually associated with high average list sizes in the practice.

A similar tendency is to be found in the data on home consultaticns, although
the point has already been made that the steady decline in home visiting is
almost certainly the result of a conscisus change in the style of practice as
much as the regpunse to an increasing list sizs. Fry reported a number of
changes oceurring in the practiee owver the 21 ysars which might bave affected
the rate of consultations, but the dwrability of the assceiation between list
size and consultation rates is further evidence of its validiiy.

Two smaller studies are not inconsistent with the hypothesis, Steen {(1987)
recordad surgery and home consultation rates in 2 grouwp practice In 1863, 1968
and 1866 when the practice average list size increased from 2,500 to 3,100,
whilst the surgery consultation rate fell from 2.7 to 2.% and the home
consultation rate fell from 0.5 to 0.3,  Craig (1978} reported an incresse in
the overall consultation rate In a West Hidland's practice from 2.2 to 2.3
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between 1871 and 1973 when the list size fell from 3,950 to 3,480. In the
latter year, however, more surgery hours were provided, and this (rather than
the decline in list size) may have accounted for the pise in the consultation

rate,

Two further studies show 2 contrary trend to the general pattern. The
study of a group practice in Derbysbire (Hughes, ¢t al, 1878}, showed a constant
surgery consultation rate and only a slightly changing home copsultation rate
ovar & Four-year period (1971-4) during which the practice average list size
rose from 3,020 to 3,183, fell to 2,783 and then rose again to 2,841, It would
Le expected that, with little significant change in the consultation rstes, ths
increases in the practice average list size would produce a concomitant increas:s
in the total number &f hours spunt in contact with patients, and conversely that
decreases in the list size would result in a8 decrsase in howrs worked; and this
was found to be the case {see puge 58). Thus, although the doctors in this
practice appeared to¢ be unususzl In aot respunding to a growth in the number of
patients by reducing the consultation rate, they 413 compensate by increasing
the total time they spent in contact with their patients. The other study, by
Mair and Mair (1959), is less readily explained. During the pericd 1954-58,
when the practice average list size increased regularly from 1,473 to 2,115,
the surgery consultation rate also increased steadily from 2.1 to #.6, It is
true that the home consultation rate fell in lingar fashion from 3.6 to l.4
during the same period, but Meir and Mair offered three explanations for this,
none of which made any reference to the expanding number of patients on the list.
There is no chvious way of accowmnting for this apparently deviant set of dats,
although it may be noted that even the largest reported list size (2,115 in 1958}
was quite small by general standaxds, and the overall consultation pate assoe~
jated with it (6.0) was by no means unusual for lists of about that size,

A third way of approaching the relationship between list size and consul-
tation rates is through the conclueicns drawn by other writers who have examined
it. Cartweight (1367) found from her national study of 422 6Pz that the
estimited overall annual consultation rate (based upon reported eonsultations
in a two-week period) declined from 5.6 among doctors with lists below 1,500
to 4.2 among those with lists above 3,000. The rates for déetors with inter~
medlate list sizes were not linearly distributed, but Cartwpight took the
relationship batween list size and consultation patterns sericusly by discussing
possible explanations.  'Such a trend night arise because patients of doctors
with large lists are Jiscourazed from consulting their doctor whan he is busy
and has many other patients walting, becsuse Jdogtors with small lists encourags
their patients to come back to see them rather more frequently, because
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chronically 111 patients seek out doctors with smell lists, or because dociors
whese patients do not consult frequently on the average are able to take on a
larger number of patients' (pages 163-4).  After reviewing the evidence to
hand, Cartwright concluded that the latter hypothesis was the most plausible,

namely that doctors whose patients consult relatively infrequently are thereby
enabled to take on larger numbers. We return to this important comclusion
later,

Wright's (1968) account of a survey of 77 GPs in the South-West Faculty
-of the Royal Collsge of General Practitioners includsd information on the
association between list size and both surgery and home congultations.  The
study involved detailed workload recording for four specified weeks cach
quarter in 1964-53, and a total of sume 51,000 consultations wers included.
4 direct consultation was defined as 'z conversation with medical content,
conducted directly between patient and dogtor'; an indirect consultation was
ione involving the intsrvention of telephons, message, or third party' (page 5).
The results showed that among GPs with fewer than 2,000 patisats the overall
mean dipect consultation rats was 4.8; among those with 2,000-2,999 patients
it was 4.0; and among doctors with 3,000 or more patients the rate fell to
3.4, HWright commented that 'consultation rates ... appear significantly
nigher in doctors with small lists (less than 2,000), suggesting that work mey
expand to Fill the time avallable for it ... Conversely, those doctors with
large lists (over 3,000) show the lowest mean consultation rate, suggesting
that workicad doss not inerease proporticmately to list size’(page 7). With

regard to home visiting, Wripht found that the oroportion of home visits
declined very slightly from an average of 31% among GPs with fewsr than 2,000
patients, to 28% among those with 2,000-2,598 paticnts, and to 27% among those
with 3,000 or wore patisnts. Wright concluded that Tthe meen home visiting
ratiog for doctors with small lists and those with large lists does {(sic) not
show any major difference. However, althcugh there were only 18 doctors whe
had small lists (less than 2,000}, they providsd seven of ths 12 doctors with
high visiting ratics. There is some evidence thevefore, that doctors with
small lists not only have highér consultation rates, but also higher home
visiting ratios, than do doctors with large lists® (page 9).

Richardson et al (1973}, in their study of workload recording by 142 GPs
in the North-Bast Scotlend Faculty of the College, fownd like Wright that a
relatively small average list size was associated with a relatively high
consultation rate, although the scurce of this finding (Table 8, papge 140) is
confusing, to say the least. It appsars that, among the 23 GPs with average
consultation rates in exgess of 18.5% per 1,000 per day, the mean list size
wag 1,380, whilst amongz the 26 GPs with daily consultation rates below 11.5;
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the mean list size was 1,895, Data are also presented on the mean percentage
of home visits carried out by doctors with lists above and below 2,000. With
the location of the practice (eity/country} and the age of the doctor (wmder
45 fover 45) controlled, the results indicated a somewhat lower visiting rate
among GPs with the larger than with the smaller lists. Richardson et al
concluded, however, that ‘mmalysis of variance showed 3 slight but not sigifi-
cant association {of home visiting) with list size' {(page 1381,

It seems reasonable to conclude from these different ways of looking at
list size and consultation rates that the two variables are inversely associated,
and that it is typical for gensral practitionsrs to cope with larger lists by
having lower surgery and {especially) home consultation rates. This conclusion
ie consistent with the evidence presented in the previsus section on the time
spant in geneva; practice and the average time of consuwitations. If, as
appéars to be the case from the frapgmentary evidence available, 6Ps with larger
lists do not usually work for longer hours or spend less time with paticents
than those with smeller lists, it follows that they must have fewer consulta-
tions for each thousand patients on thedr lists., It is gratifying that ths
research evidencs supports this, and refines it Ly showing that the reduction
in consultation rates is probably more marked among home than among surpery
consultations.

However, the picture is not yet complete, for a reduction in the
consultation rate may affect the practice population in different ways.
It may, for example, mean that proportionately fewer patients are
seeing the doctor at all in the course of a year, or it
may mean that the same praportibn of patients are seeing the doctor
on fewer occasions-each. The effect, in terms of the pattem
of consultation, may be very dlifferent in sach case and may lead
to different evaluations of the consagquences of rationing. We turn next,
therafore, to the evidenca on patient consulting rates - that is, the proportion
of registered patients consulting their doctor on different numbers of occasions

during the year.

Patient consulting rates

Waereas it is velatively simple for GPs to keep records of their consulta-
tlon rates, it is rather mors difficult for them to keep track of thelr patlent
consulrting rates, aud it is presumebly for this rcascn that few such studies

appear in the literaturs.

The best data are probably those collected by Cartwrizbt (1857) in her
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national study of 422 GPs and thelr patients. The information on patient

consulting rates is drawn from psople's own accommts of the number of times

they consulted their doctor in the year precsding the interview, and for this
reason it is open to possible errors of rscall, Taking the replies at face
value, however, they show a modest tendsney for patient consulting rates to
decrease as their doctors' lists inerease in size, ¢ proportion of patients
veporting at least one consultation with thalr dogtor in the preceding 12 months
was 71% of those on lists of less than 1,500; £9% of those on lists of 2,000 -
2,499; and.as% ¢f those on lists of 3,000 or more. Conversely, the proportions
of patients veporting five or more consultations in the previous year were 31%,
29% and 22% respeoctively among those on lists of less than 1,500, 2,000 - 2,499
and 3,000 or more. The differences ars fairly small, and the: rates for doctors
with intermediste list sizes were not linearly distributed; but they offer
some Indication that at lezast part of the lower consultation ratss experienced
by doctors with larger lists may be the result of = lower proportion of

patients seeing their doctor in the courss of a year,

Other studiss of single practices ars comsistent with this conclusiom,
Marsh and McNay {13%ta; 1974b) reported that ounly 53 per ceant of male patients
and 83 per cent OF female natients consulted durdng the course of a year in
which the GF's list size excesaded 3,100, whilst at tha other extreme Morrell
(1971}, Scott and MeVie (1362) and Barber (1971) reported patisnt consulting
rates of 78 per cent, 73 per cent and 83 per cent vespectively with practice
average list sizes of 1,485, 1,993 and 1,812, Ths National Horbidity Burveys
(Beneral Register Office, 1358; Office of Population Censuses and Burvays, 1974}
reported an ideatical patient consulting rate in each of the twe years (67 per
cent), but the data are gresentsd in a way that precludes detailed analysis of
the relationship betwzen this vardable and list size., The best that can be
done is to relate the average list size in each reglon to the regional patient
consulting rate: the result is not inconsistent with & negative association
betwsen list size ond patient consulting rvates, but not surprisingly the
regional differences on each variable are gquite small.

The initiation of consultatioms

Another effect of the reduced counsultation rate consequent upin an incresse
in list size may be a shift in the ratic of doctor-initiated to patisnt~initiated
consultations. The evidence reviewed su far in this section points towards
conflicting expectations in this matter. On the one hand, the reduction in
overall ccngultation rates with increasing list sizes (and particularly the
raduction in home consultations) suggests that dectors with larger lists may

bae initiating fewer follow-up consultations for each spisods of care than thoss
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with smaller lists., If this is 86, it would be reflected in a diminishing
ratieo of doctor~ to patient-initiated consultations as list gizes Increass
{Lagt, 1965), On the other hand, the fact that a lower proportion of patients
appear to ses their doctor at all in the course of 2 year in largsr than in
smaller practices suggests that part of the difference in overall comsultation
rates is explained by a reduced patient~initiated demand, for whether op not a
patient sees his Joctor at all in the course of a year is largely up to him.
To this extent, there is no necsssary reduction in the ratio of locter-initiated

to patient-initiated consultations as list sizes grow.

The published evidence on this matter 1s extremely sketchy, and probably
suffers from a lack of direct comparability between different investizations in
the definition of terms. It also fails to point ¢o any clear-cut conclusions,
Cartwright (1967) concluded from her supvey of 1,397 people that no association
existed between list size and the proportion of consultations initiated by
doctors thaméelves. 'The proportion of consultations said by the patients to
be for the first time for that episocde, or at the suggestion of the doctor, did
not vary with the number of patients the doctor locked after' (page 165).
Wright's {19€8) survey of the worklicad of 77 GPs in the South-¥est of Englsnd In
1964~5% reachsed a similar conclusicn, The proportion of follow-up {doctor-
initiated) to total consultations was 53% among docteors with fewer than 2,000
patients, 58 per cemt among those with 2,000-2,989 patients, and 56% among those
with 3,000 or more patients. These differences are consistent with the
hypothesis that the proportion of doctor-initiated consultations would dimindsh
with increasing list size, but they are plainly insignificant. Wright
concluded that, although doctors with smaller lists had significantly higher
consultation rates than those with larger lists {see page B82),'this expansicn
does not result from an increased proporticn of follow-up consultations; that
is, it is not a load imposed directly by the docter upon himself' {(page 7).
Likewise, ths lower consultation rates of GPs with large lists (over 3,000)
could not be explained by a reduced follow-up load,

Ageinst the evidence of Cartwright and Wright, Richardsen et al (1973}
offer circumstantial svidence of a negative assvciation betwsen list size and
the proportion of doctor-initiated comsultations,  This study of the worklcad
of 142 GPFs in Nopth-East Seotland fownd a wide variation hetwesn the doctors
in their follow-up policles, but noted nevertheless that doctors with high
oveprall consultation vrates alsc had high proportions of return visits. Since
the study also found that hish overall consultation rates were associated with
small average list sizes, it is possible that doctors with smeller liste made
more use of fullow-up consultatisns than those with lapger lists., However,

no direct evidence is given on this.
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The small amount of evidence that is available from other studies offers
no further clarification. The literaturs contains reports of variations in
the ratlo of doctor-initiated to patient-initiated consultations ranging from
0.8:1 (Marsh and Kaim-Caudle, 1878} to 1.1:1 {Rider, &t al, 1969), but there
does not appear to be any associative pattern between these variations and the

variations in the list sizes of the practitioners concerned.

Summagz

It iz now possible to summarise this gection on consultation patterns,
Tha firmest conclusion is thet, notwithstanding the relatively largs amount of
published vesearch evidence, thsre remains much thet is obscure about the wa
in which consultetion patterns vary in practices of diffevent sizs. HMost
(though not quite all) of the reported studies are of self-selected practiticn-
ars, and differences in the definitions and methodolugies used, together with
the impossibility of controlling for other factors that might affect the pattemrn
of consultation, render hazardous any attempt to relate list sizes and consulta-
tion rates. A second conclusion is that, igooring such bazards and accepting
the reported evidence at face value, there appears tc be a broad negative
‘association between list size and both surgery and (especially) home consulta-
tion rates., Doctoprs with lavger lists generally have lowsy Surgery and home
consultation rates than those with smaller lists, There is fairly clear
evidence that, as list sizes increass, home congultations are cut back more
markedly than surgery consultation rates. This second conclusion would be
predicted from the findings in the previous section that GPs with larger lists
do not appear to spand either more total time on patient care or less averags
time with each patient than do BPs with smaller lists, A third conclusion is
that part of the lower consultation rates that occur among doctors with larger
lists is probably caused by a lower patient consulting rats. It appears that
relatively fewer patients éansalt their dectors at all In the courss of a
year in larger than in smallsy practices, znd correspondingly more consult on
at least one occasion, A very crude calculatisn based on data reported by
Cartwright (1967, Table 54} indicates that about 2 guarter of the difference
between the consultation rates of decters with fewer than 1,500 patients and
thoge with 3,000 or more patients was due to the lower patient consulting
rates among the lattar. The remainder of the difference was dus to the smaller
average number of consultations per patient consulting. A fourth conclusion is
that ne substantlal svidence exists that the control exerted by GPs over their
own workload through the use of doctor-~initiated follow-up consultations is
related to the number of patients for whom thay care. It might be axpectad
that docters with larger lists would achieve a lower consultaticn rate by
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holding down the element of demand over which they have some controly but
there is no clear evidence in the literature that they sre more llkely to do
this than are doctoprs with smeller lists.

If this is a corvect imterprstation of the evidence, it leads to tha
rather startling concliusion that the lowsr levels of demand that are avident
in larger than in smaller practices reflect the behavicour of the patients
rather than ths doctor, It is interesting that a similar conclusion we
reached by Cartwright (1967} and Wright (1968). Cartwright, after reviewing
a number of possible explanations for the association between list size and
consultation rates, concluded that the most plausible explanstion is either
that 'doctors whose patients consult relatively infreguently take on larger
numhers, or that those whose patilents consult freguently recruit more doctors
into theilr partnership' (page 155),  Wright notad with respect to his data
that 'the differencas in comsultation rate between doctors with small lists
and those with large lists thus sppear to be dependent ot some subtle
difference in patient-doctor relationship, The patisnt creates more contact
with the small-list and less with the largs-list, doctor, We can only
gpeculate on the mechanism of this difference’ (pagze 7, emphasis added), It
may, of course, be the case that the lowsr apparent levsl of patisnt-initiated
demand in larger practices iIs strungly influenced by the expsctations of ths
doctor, mediated to his patients ov r 2 perisd of time. We know of no
investigation into this delicate aspect of practice.
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THE CONTENT OF CARE IN GENERAL PRACTICE

The two preceding sections presented and evaluated the evidence in the
research literature pertaining to the first five questions listed on page 63.
The data indicated ways in which time and consultation patterns'in general
practice may typically be related to variations in list size.  However, by
concentrating on the fact rather than the content of interaction between doctor
and patient, the salience of the analysis is weakened. A consultation is not
an end in itself, it iz 2 means to the more distant end of enhancing the patiant’s
welfare; and any analysis of the conseguences of differential doctor/patient
ratios must therefore taks zecount of what the doctor does, esnd the effects of
what he does, ag wall s whom he sees., The aim in this section is therefore
to review tﬁa gvidence about the sixth question posed on page 63, namely the
ways in which the content of care in general practice varles with list size.

Hathodelogical problems

In sstting out the availahle evidenca, care is reguired in selseting the
hase upon which to caleulsts rates. The svidence reviewed above suggests that
variations in practice size are associated move intimately with the rate at
which patients are seen than with sither the number of patlents seen or the
averags amount of time allccated to them. Doctors with larger lists appear,
typically, to cope with them not by spending more time in patient cars or in
cenducting shorter consultations, but by sesing a smaller proportion of their
patients and seeing them less often. If this is a correct interpretation of
the evidence, it is possible that the content of practice may show less
variation between practices of different sizes when expressed as rates par
thousand consultations than when presented as ratas per thousand registered
patients. If, in other words, the most Iimportant effects of variations in
practice size ars to be found in the pattern of care to the practice population
ag a whele rather than to those members of the pooulation who bappen to eross
the doctor’s thresholdd, it sesms impertant to relate the things that GPs do to
the total number of patdants for whom they are vesponsible as well 3s o the
number of patients whom they happen to treat in the course of a specified

pericd of time.

This consideration points to one of the difficulties in using published
research material for this purpose, that not all studies of the content of care
yield data that can be related both to consultations and to the population at

risk. There are other difficulties, some of which have been reviewed above
in connection with the material on consultation rates {see page 75)}. TFor

gxample, there is the chvious fact of the pauwcity and melectivity of data.
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Mogt studies have been located in self-selscted or volunteer practices, and
doctors observing their own practices have found it rathoer easier to count
numbers of patients {and even the amoumt of time they spend with them) than
to list the transactions that take place between doctor and patient. Items
which are noted routinely for administrative reasons ars most likely to be
known, but although prototype systems sxist for recording other items of cars
given by Ps (Eimerl and Laidlaw, 1969), it is instruetive that the periocdical
reviews of trends in general practice published by the College have contained
much less information under the heading 'techniqués uged ' than the headings
tconsultation rates' or 'time szpent’. Second, a lavge part of the information
that is available about what GPs actually do cannot be ralated to list size,
Information is collatad by ths DHSS about the work of GPa in prescribing, in
certifying injury end sickpese benefit claims, in performing cervical eytology
examinations, in reguesting pathological and radiclogical iavestigationms,
in referring patients for specislist care, and so cny but none of this can be
sub-divided by the upractice size of the dogtors concerned. Similarly, the
Secund National Morbidity Study (OPCS, 1978} collected quite detailed information
on the vates of different types of referrals {Table 19), but the data can be
related to list size unly through the indirect technigue of comtrasting referral
rates for regions with Aifferent mean list sizes., A third difficulty concerms
the inconsistent use of definitions. This is well illustrated by Carstairs and
Skrimshire's (1968) veviasw of published studies of outpatient referrals, which
showed considerable inconsistency in distinguishing between perscns and
referrals., In other cases it is not always clsar whether referrals for
radiclogical investigation are clagsified as 'outpatient referrals' or as

‘diagnostic investigaticns®.

Referrals for specialist eare or opinicn

In an attempt to impose some sort of order on the published material, this
section proceeds by reviewing the evidence about referrals fur specialist cave
or opinicn, reguests for investigative tests, and trextments used by GPs them-
selveg, ILooking fipst at referrals for speclalist care or opinicn, the
second National Morbidity Study found that, in England and Hales as 2 whols,
the anmual referral rates per 1,000 population were 18.3 to inpatlant cove
{dirgct asdmission to hospital) and 86.0 to cutpatient care (including domicilinry
congultationg). Regional variations were marksd, ranging between 1#.5 and 38,8
for inpatient referrals snd betwsan 57.? and 160.7 for cutpatisnt veferrals.

The presearch literature contains a considerable nunber of studies of the
corralates of GPs'peferral patterns, but few have expglicitly examined the effect
of practice sizZe. Those that have are unanimous in concluding that list size

and the rate of referral per thousand patients at risk ave not assoclatad.
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In their study of the use of hospitals in Barrow in 1357-8, Forsyth and
logan (1960) noted the ‘striking absence of any apparent relationship' between
size of list and the rate of in-patient referrals among the 16 practices in the
area; and in their later suwrvey of the use of the out-patient departments of
gome 80 hospitals serving shout 2 million people, Forsyth and Logan (1968}
reported that 'size of practice list had no effect at all. Practitioners with
comparable practice sizes bad widely diffaring rates of referral to out-patients...
Some with less than 1,500 patients to look after had low rates while others with
lists exceeding 3000 were found among the highest ussrs of the facilitiss’
{page 41), Scott and Gilmore (1966}, in introducing their study of the use of
out-patient departments of Edinburgh hospitals, observad that 'studies have
shown that general practitioners vary in the mumber of patients thay vefer in
relation to the number of patient consultations they have or to the number of
petients at risk' {page 5}, but the references that are cited in support of this
assertion do not demoustrate any systematic relationship bstwean the warisbles.
¥orsover, Scott and Glimore's own study of the out-patient referral of Edinburgh
residents by 30 G6Ps in ten practices in May and June 1962 led them to refute
that conclusion., 'We found a wide range in referral ratas from individual
doetors, ranging from (.6 t0 25.8 per 100 patients at risk, However, we were
unahle to sstablish any correlation between referral rates and ... size and
type of practise ...' {(page 12}, Hright's (1968} survey of 77 GPs in the
South-West England Faculty of the Roval College of General Practitioners
yielded ocut-patisnt referval rates of 31 and 39 per thousand consultations among,
raspectivaly, 18 doctors with fewer than 2,000 patisnts and 21 dectors with mors
than 3,000 patients; and mates of 148 and 1385 referrals per thousand patients
at risk among the two groups of doctors. {These figures included NHE and
private referrals, but excluded domiciliary consultaticus.) Wfight did not
attach significance to these differences, commenting that ‘doctors with smaller
lists tend to ... saek consultant advice as often as theipr ¢olleagues with
larger 1ists' {page 25). Data collected by the Birmingham Research Unit of
the Royal College of General Praafitinné%s, darivad from the first 100 proformas
raceived from volunteer practitioners, and refarving to a total of 65,000 consul-

tations carrisd out in four weeks in Oetober and Noverber 1377, showed that the
referral rate per thoussnd consultaticns to hospital OF and IP departmonts was

simificantly greater among doctors with fewer than 500 consultations in the
four-week recording pericd than amuz those with more than 500 consultations
{Journal of the Royal College of General Practitioners, 1878b).  However, no
information was scught about list size, and a5 the veport pointed sut, 'the
doctors porticipated voluntarily, and camnot be considered as a vepresentative

sample® {page 521},
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0f the avea studies, the datn collected in the Sscond Natiunal Morbidity
Study {OPCS, 1374) snowad @ negative rank correlation at the regional leval
between list size and out-patient referrals: that is, regions with the lavger
regional average list sizes tended to display the lower regional average
referral rates, and vice versa. The sxplanation for this finding may lie in
the relationship between the supply of and the demend for rescurces. Regions
with 2 relatively low provisicn of GP manpower tend to have relatively low
provisions of hospital services (Cooper and Culyer, 1967}, and as Cooper (1978)
has noted, patients cannot be referred to hospital specialists who do not exist.
At = lower level of territorial aggregation, a statistical zualysis of GP list
sizes and hospital in-patient discharge rates among the distriets of the
South~Ezst Thames Region concluded that thure was ne evidence of any palationship
between them (SETRHA, 1874), '

The general conclusion emerginzg from these studies of groups of doctors,
that list size and hospital referrals are not systematically asscciated, is
generally confirmed by studies of individual doctors. An early, but widely~
quoted, study of the referral habits of a group of general practitioners is that
reported by Stavey (1861). The study involved 30 GPs, practising in Berkshire,
Buckinghanshire and Oxfordshire, who kept records on sach patient vreferred to a
hospital out-patient clinic over a thres-month perdicd in 1860, The data are
presented in a way that enables the list size of gach doctor to be related to
his annual pumber of refeprals (calculated as four times the number of referrals
in the three month recording pericd) exprossed as rates per thousand patients
on the list and per thousand comsultations sach year {calculated as 52 times the
average weekly number of consultatioms).  The results show that, however the
date are manipulated, no clear associations are to be found hetween list size
and either of the twe referral rates. An egually wide range in referral rates
was found among dootors with large as with small lists. For example, among
th
referrals was from 21 to 107 per thousand patiants at risk, whilst amwong the

W

B doctors with lists of 3,000 or above, ths range In the snnual nurmber of

8 doctors with lists of 2,000 or below, the corvesponding range was from 46 to
122,  The only observation offered by Starey about the influence of list size

on referral habits (anticipating Wright's finding) was that 'the average refarral
rate (per thousand consultations was slightly higher in practices numbering over
3,000 patients than in those with 2,000 or less' (page 221), although the reverss
was true for the average referral rate per thousand potients at visk., Starey
concluded that ‘there wera,.. wide differences between one practice and another
of the same type ... {(which) can only be explained by the differing msthods and
ideas of individual practitiomers® (page 221).
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Other studies of individual prncticas, when put together, further confirm
the comclusion that list size has vary lifttle to do with a patient's chances of
being referred for soacislist care or cpinion. Studies that relate list size
to the annual number of referrals per thousand consultations, or per thousand
patients at risk, or both, have been reported by Barber {(1971), Berkeley {1876),
Bolden and Morgan (1978}, Freser et al (1374}, Fry (1972}, Marsh and McNay
(1e7ub), Morrell et al (1971), Price (1873), Hopkins (1856), Carmichzel and
Stevenson (1963) and Evans and MeBride {1968). They palnt a consistent pleture
of very wide differences in gui-patient referpal rates that bear no constant
relationship to practice size. " Refervals per thousand patients in thess studies
rapged from 8 per annum in a practice of 2,100 patients to 205 pesr annum in & -
practice of ,1370 patients: and reforrals per thousand consultations ranged from
14 per annum in a practice of 1,862 patients to 58 in a practice of 4,504
patierns., Notwithstanding all the inadequacies of making comparisons between
practices which are anything but comparable, the weight of aweilabls evidence
strongly supports the conclusion that large variations sxist between individual
GPs in the rate at which they raefer patients for specialist care or opinion, but
that, whatever factors mey be asscciated with such variatioms, practics size is

not among them.

Reguests for diagnostic investigations

Turning next to the request for diagnostic tests, data collated by the
Department of Health and Socizl Becurity show an increase in the number of
GP-initiated pathology reguests in England from 1.0 million in 1958 to 7.8
million in 1975, and an increase in the number of GP~initlated veferrals for
radiclogical investigotion from 1.8 million in 1959 to 24.6 million in 1976
{DHSS, 1977). The 1976 figures yield rates per thousand population of 169
for pathology requests and 529 for radiological investipgations, (It would
appear that the method of counting these units is not compatibls with the way
in which gensral practitioners themselves usually record their requests, for
there is a substantial discrepancy between these rates - sspecially the rate for
radiological investigations -~ and the rates that typlcally emerze from studies
of 8Ps' behaviour.) The Second HNational Morbidity Study (OPCS, 1874) repcrted
an overall rate of referral for investigation of 110 par thousand population,
with regional variaticans from 77 in Yorkshive and Humberside to 154 in the
East Midlands. (Thess figures appear to include radiclogical as well as
pathclogical investipations.} Rose and Abel~Smith's {(1972) study of 132
doctors in three arsas of one county showed thet the sstimated annual numbers
of requests for pathclogical investigations, expressed as rates per thousand
patients on the doctors’® lists, were 130, 130 and 100 in the three areas, in
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spite of substantial variztions between the areas in the proportiocns of
doctors using the laboratory facilities during the three-month survey perdod.
No information was collected about list size, however.

Studies that have included, or made reference to, list size are divided
in their estimation of the szignificance of list size in explaining the use of
open-access diagnostic facilities. Some writers discownt any relationship
between the two variables., Forsyth and Logan {1960, 1968} explicitly noted
the absgence of any asscciation between list size and the rate of use of direct-
access facilities in thelr two studies; and Logan (1364) preached a similar
conclusion from his earlier woerk on the use of direct-access facllities across
12 towns in England. Data are given, for exampls, on 3% practices in Belten,
in which referral rates for X-rvay and pathology =re categorised by type of
practice (sole vs, group) and list size (<€ 2,500 vs» 2,500); the results show
that although the rates appear to he very low by the standards of subsequent
studies, they were not related to list size. Logan commented that 'this
suggests that the decision for the GP to refer a3 patient for ... direct-actess
investigation is imtrinsic and within hims¢lf prather than in the externzl clreum-
stances of the practice' (page 18). Hore recently, Taylor et al (1878) recorded
the numbers of vaginal swabs, faecal specimens, throat swsbs snd urine specimens
gubmitted by 104 general praétitionars in Aberdgen during 1373-4, and noted the
wide variation between individual practiticners in thelr use of these laboratory
facilities. However, in discussing the possible reasons for such variation,
Taylor et al discounted the structural featurves of the practices and thair
populations, "It seems mest unlikely that such a large variation ag that
batween, for example, the five doctors vhe submitted €2% of the total threat
swabs and the %0 who submitted none could be whelly or sven largely explained
by such factors. Insofar as list size can be taken to indicate differencss in
workload, our own caleulatlons showed that the use of results based on rates
per 1,000 patiants per year mada little differsnce to the positions of individual
doctors in the rank orders’ {page 636). Two pilecas of cirocumstantial evidence
further supporting the view that practice size is unrelated to the use of .
open-access diagnostic facilities are provided by Green (1873) and Backett et al
(1866)., Creen's swtensive preview of the literature on the use of open~access
pathology services by zeneral practitisners led him to comgtruet an "identikit!
picture of the typieal high pathelogy ussr (page 322); but practice size did
not appear as one of the distinguishing features. Backett gt zl noted from
thair study of the use of hospital services by GPs in North-BEast Scotland that
doctors whe were high ussrs of open-access facilities were also high users of
owtpatient eclinics.  Although Backett et al give no information zbout the list
gizes of these ‘high use' doctors, the fact that referrel rates to outpatient
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clinies appear to be influencad by liat size suyggests that vates of use of
diagnostic facilities may likewisze be unaffected by list size.

Against this welight of evidence, however, are ranged the cenclusions of
other studies claiming to have found an assoeliation {(usually inverse) between
practice size and the use of open-accesg facilities, Scott and Gilmore (1866)
analysed the use made of lshoratory and X-ray services by all GPs in Edinburgh
during a three-month period in 1962. The table showing the relationship
between the use of these services and practice size is aubiguous because it
does not delineate a time-span and it does not claanrly distiﬁgaiah between
laboratory and X-ray services {Table 7, page 25); but = gensral trend is
evident, In single~handed practices, the rates of use per fhcusand patisnts
at risk wers 2.8, 10.% and 11,5 respsctively among doctors with 3,000 or move
patients, 2,000-2,985 patients, and less tham 2,000 patients. In partnerships
the rates wepe 12.7, 20.8 and 20.3 respectively., Scott md Gllmore commented
that 'in both single-handed and partnership practices the use of open-access
facilities varies inversely with the size of the practice, but the affact of
practice size is greater in single-hended then in partnership practices'

{page 25}, A possible clue to thz sxplunation of this association is found in
an earlier paper by Scott (1364) describing the work of the Femily Doctor
Diagnostic Centre in Edinburgh.  'Ths busy, frustrated or overworked doctor

of necessity develops a number of protective mecheniswme to avoid taking decisions.
Among these mechanisms, which can become almost reflex reactions, is the

blurring of the diffurence between diagnosisz  and treatment, The student is
taught that in the classic senge dizgnosis must preceds treatment. The GP

knows only too well that in absolute terms it i1s comparatively seldom that he

has a clear-cut diasnesis in respect of gach consultation' {page 129).

Other studies offer some support for the findings of Scott and Gilmore.
In Wright's (1968) survey of 77 practitiocnsrs in the South-West England Faculty
of the Royal College of General Practitioners, GPs with fewer than 2,000
patients wers found to reguest routine pathcelogical investigotions st an annual
rate of 85 per thousand population and 18 per thousand consultations. compavad
with rates of 51 and 15 respectively for GPs with more thae 3,000 patients.
Wright noted that 'dectors with smaller lists tand to investizate their
patients move fully than their colizaguss with larger lists' (oage 25).
Howevgr, the rates for radislogical investigations wers reversed, being higher
among dootors with more than 3,000 patients than among those with fewer than
2,000 patients., Price {1973) recorded the ume of patholougieal and radislogical
investigations by a suburban Manchester practice over a thres-year perioed
(1968-1971) in which the average list size of sach partner declined from
2,750 to 2,467, and found that the estimated annual use of X-ray and pathology
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services, expressed as rates per thousand patients, increased as the average
list size in the practice fell. Ancual X-ray requests rose over the three-year
period from 42 to gi?ihcusand patients, and pathology requests rose from 122
to 156 per thousand patients. Evans and MeBride's (1968) study of a group
practics in Stratford-upon-Avon assambled data on all X~ray reguests and
haematology investigaticns initiated by sach of the four partners in the practice
batwean March and September 1966, The list sizes of ths fouwr partners pangsed
from 1,500 to 2,400, After adjusting the data to a yesrly basis, the'rﬁsults
of the study showed an almost consisteﬁipﬂsitiwer@dationship betwean list size
and the use of these facilities, For example, asnawl X-rey reguests per
thousand patients inerepsed in an almost linear fashion from 22 for the partner
with 1,500 patients to 45 for the partner with 2,400 patients; and reguests fop
haematology investigations increased linearly from 3 per thousand patients for
the partner with 1,500 patients te 15 for the partner with 2,400 patients.
Lastly, ths report from the Birmingham Regearch Unit of the Royal College of
General Practitioners, derived from the first 100 proformas received from
voluntesr practitioners, snd veferring to a total of 32,000 consultaticns
carricd out in a two-weak perded in August and September 1977, noted that
requests for investigations declined as the numbers of consultations underiaken
by the participating doctors increased in the two-week peried {Jourmal of the
Royal College of General Practitioners, 1978a). However, as with the comparable
repurt from the Unit on outpatient referral rates (ses page 90}, the participa~
ting doctors cannot be regarded as a representative group, and as the report
pointed out, 'information about list size was not sought and therefore we cannot
relate these results to it' {(page 82).

To summarise this sub-section on the use of diagnostic tests, no clear
conclusions can be drawn about the way in which this aspect of the content of
care is assoclated with ligt size, Studigs have been cited, covering a wide
range of dates, which discount any such association; others claim to have found
a consistently greater uge of diagnostic tests among doctors with smaller than
with larger lists. In this respect, at least, the picture iz more clouded than
in the case of outpatient roferrals, It is further cemplicatsd by the possibil-
ity that GPs with low retes of uss §f cpen~access dlagnostic facllities are
doing thelr own tests. The report from the Birmingham Research Unit {see above)
found that, aecrcss a range of pathological and radislogical investigations,
specimens were collected and analyssd in the practice in 25 cut of each 1,000
consultations; in comparison, specimens were collacted in the practice and
znalysed elsewhere in 56 sut of each 1,000 cousultations, and they were collescted
and snalysed elsewhere at a rate of 31 per 1,000 consultations. However, no
information is available on any variztions in these rates batween practices of

- different sizes. A further important deficiency in mueh of the literature, to
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which Green (1973) has drawn attention, is the absence of any attempts at
mutti-variate analysis of the factors underiying the use of open-access
“facilities. Several studies have included sufficient numbers of doctors

to make this feasible, and the results of such analysis would highlight which
agong a number of inter-velated varisbles are most clearly assocclated with
differences in the use of these facilities. '

Treatments uged by &Fs

Praegeribing

Lastly in this section we tum to the meagre evidence on ths proceduras'
used by general practitioners themsalves. As noted above, the fullest informa-
tion is available for the two procedwres which are reguired to be recorded for
administrative on executive peasons: prageribing and certification. The 1877
Report of the Review Body on Doctors' and Dentists' Remunsration contained data
showing an increasa in the number of preseriptions written by general medigal
practitioners from 298 million in 1870 to 335 williom in 1975 (Review Body, 1377).
The 1975 figures yleld average annual prescribing rates of 13,700 por GP,
6,254 per thousand vregistered patients, and 2,085 per thousand consultations
{assuming an average consultation rate of 3.0 per patient per year). No
information was containzd in the Review Body Repert about veriations in
prescribing rates betwesn dootors with different list sizes, but several peost-war
studies have examined the relationship between the tws vardables.  The results

are inconclusive.

An early study by Dunlop et al (18953}, based upon a 1% sampls of all
presceriptions issued in Scotland duping Detober 1951, related prescriding rates
to the factors thought to Influence them. A correlation of +0.7 was found
‘betwesn the numbsr of ECLO forms issusd per unit of population in each area and
the mean list size of the areas. Dunlop et al commented that 'it will be
readily understood that soript rate may be relatsd to list size simply because
the latter depends on populaticn density! (pags 698}, although Martin (1957)
cbserved that general social conditions affecting both worbidity levels and the
attractiveness of areas to doctors moy have been a more plausible explanation
for the correlation thap population demsity psr se. HMartin’s own study was also
an ecological one, Involving an analysis of the relationship between the
pregcribing behaviour of &Fs In 67 medium-sized county bomoughs in 1951 and all
other availadle informetion about the boroughs that "had the remotest likelihood
of being relasted to prescribing' (page 58}. A variety of statistical techniques
were emploved in analysing the data. Correlation analysis falled to confirm the

rasults of Dunlop et al: no significant corrslsation was found between the mean
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list size of the 67 boroughs and the average number of prescriptions issued per
patient in 1951. Various measures of morbidity, and historical pattemns of
prescribing, were corvelatsd much more closely with praseribing frequency in 1951
than was list size. However, factor analysis indicated that 'frequeney cf
preseribing is fairly closely assuciated with ... large lists’ (pages $2-3);
from this perspective, therefore, the results of Dunlop &f al were confirmel
by Martin. '

A similar exercise by Gray and Cartwright (1853) vielded more direct
confirmation, although the results of this study are not strictly compayreble with
those of either Dunlop’s or of Hartin's. Using interview data from some 2,000
adults living in county boroughs who were interviewed in the Swevey of Sickness
in February and March 1952, %ray and Cartwright compared the weekly consumption
rates of all prescribed medicine, and the proportions of consultations resulting
in a prescription, between county boroughs with differing ratios of poepulatdon
to doctors. The weekly consumption vate of all prascribed medicine per 100
adults was positively associated with the population/fdoctor ratio, declining
regularly from 15,86 in boroughs with more than 2,900 people per doctor o 10.7
in horoughs with fewer than 2,300 poeople per doctor.  There was also soms
evidence of a pusitive assoclation betwsen the population/doctor ratio and the
proportion of consultations pesulting in a presceiption. In bursughs with more
than 2,300 pecple per doctor, 83% of consultations yielded a prescriptrion, whilst
in boroughs with fewer than 2,300 pecple per doetor, the proportion dropped to
§6%. fGray and Cartwright coneluded that 'there is a suggestion that preseribing
increases ... with the size of doctor's iist’ (page 28).

Yot ancther ecclogical study supporting this conclusion is that of Joyes
et al {1867). The study assembled information om all praseriptions issued in
one month in 19862 in three industrial towns, and this was subsequently related
to the personel characterdstics of a sample of the prescribing doctors, derived
from personal interviews with them., The results showed that the mean number
of presepipticons issusd in the study month by each doctor interviewed was 1,188
in town L with average list of 3,038 patients; 1,174 in town 2 with an average
list of 3,348 patients; but wnly 718 in town 3 with an average of 2,624 notlients
per doctor. Juyece et al commented that 'the memn frequency of prescribing in
town 3 was consistently lowsr, in most instancss sipnificeantly so' {page 175).
The study alsc confirmed the conclusion of several other investigators fthat a
lowsr age, higher educational qualifications and an orizatation towsrds ‘whols

parson medicine' were associzted with lower prescpibing of drugs of all kinds.

Against this wvidence, a few other studies have reported no chserved

association, or 2 negative association, hetwsen list size and prescribing rotaes,
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In a study of the drugs prescribed by a small sub-sample of the 142 doctors
participating in the 1969/70 Horth-Bast Scotland workleoad study (Richardsen
et al, 1873, see page 82 ), Berkeley and Richardson (1973) related variations in
annuzl prescribing rates to a number of indicators of practice structure
(including 1ist size) and the dootors® perscnal characteristics, but no
significant correlations wepe founmd' (page 180). {(Ho data are glven in the
paper in support of this conmclugion.) The only study that has been discovared
to report a negstive assccistion between list size and doetor’s percepticns of
their prescribing is that of Dunnell and Cartwright (1872). Data from inter-
views with a random sample of 1,412 adults in Grest Britain showed that about
two-thirds of the consultations they had had with their GPs during the two weeks

prior to the interviews had resulted in a prescription being written., In a2
subsaguent postal survey of the 8Ps concerned (to which 326 doctors, opr 56%,
responded), each doctor was asked whether he thought he gave prescriptions wore
or less frequently than this. The results showed that 29% of doctors with
fewer than 2,000 patients felt that thelr prescridbing was above the averspge,
compared with 22% of doctors with 2,000~2,999 patients, and 13% of those with
3,000 or more patients. Dunnell and Cartwright commented that 'this variation
in prescribing patterns with list size seems somewhat surprising in the light
of (another) finding that many doctors felt they would write fewar prescriptions
if they bad more time® (page 76). However, further analysis of the replies
showed that doctors with small lists were actually less likely than those with
large lists to think that they would write fewer prescriptions if they hagiggre
time., 'Those findings suggest that if doctors with larger ldists had more/they
might see their patisnts more often and would therefors not cut down their
prescriving in the way they predict® (page 76).

Data from studiss of individual practices that relate prescribing rates to
1list size have been rveported by Bain and Haines (1975); Weston Smith and
OfDonovan {1970); Hughes et sl (1976; repeat prescribing only); and Barber
(1971). They add very little to the studies summarisad above: in most cases
ligt sizes in these practices were lavger than the national averags, but the
'prescrihing rates (whethey hased upon tha numbsr of congsultations ar the numbap
of petients at rigk) ranged around the naticnzl averasze rates in quite
unpradictable ways.

It seams, therefore, 'that the weight of evidence points towards a positive
assoclation between list size and,prascﬁibing rates. The most substantial
investigation refuting this concluzion (by Dunnell and Cartwright) employed a
somewhat Indirect wmeasure of the rate of prescribing, and cannot be compared
directly with the earlisr work of Dunlop, Martin and Gray.  However, wuch
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caution is required in interpreting this conclusion.  First, prescribing rates
have no intimate connaction with the guality of care. Doctors with larger lists
may be préscrihing more frequsntly than those with smaller lists because the
prossures under which they perceive themselves to be working moy prehibit the
use of other more satisfactory (but more time-consuming) patterns of management.
A second problem arises from the failuwre in several of these studies to distin-
guish adequately between fha number of scripts issuved and the total number of
different preparations prescribed. Textual interpratation often implies a
concern with numbers of preperations, whilst the data seem to relate to numbers
of seripts. Third, it is often impossible on the basis of the published
results to distinguish between repeat prescriptions (with or without a consultz-
tion) and new preseriptions. Finally, the base that is used in the calculation
rates, will affect the nature of the conclugions that are drawn.

Certifying

CInformation about certificates issuad by 6GPs in connection with new clains
for injury and siciness benefits was given in the 1877 Report of the Review Budy
on Doctors' and Dentists’ Remmeration. The total number of these certificates
issued by GP3z in 1975 was 10.2 million, yielding average annual rates of 418 per
6P, 18l per thousand registered patisnts, and 6% per thousand consultatioms.
Mueh of the published research and commentary on sickness absence has concentra~
ted on the characteristics of workers who claim sicknéss ahsence benefits and
on the social and econcmie circumstances that ave associated with variations in
rates of absence (Office of Health Bconomies, 1965). less has besn written
about ths contribution of the #F to cartification rates, although the arguments
developed in this report suggest the plausibility of an hypothesis linking the
size of a doctor's list with his frequency of sickness absence certificaticn.
Information about the frequency of certificaticon in individual prastices has bsen
published by Handfield-Jomes (1964), Ashworth (1965),-Grmssmark and Shaver (1887},
Carne {(1969) and Morrell (187%1), These studies confirm that, as with most
. activities in general practice, thers are wide variations betwesn individual
practitioners in their certification rates, and for wogt GPs, ths issuing of
certificates forms a not inconsiderable part of their worklsad.,  As Taylor
{1974) has put it, 'the time has coms to admit quite ospenly that madical certifi-
cates are now, for all practical purposes, issued on demand' (page 330).
However, the studles cited sbove show no apparent relationship between cartifi-
cation rates and list size, and in any casg, the dsta they present are rarely
comparable, dealing with varying time poriods and age groups, and not always
permitting the calculation of rates on cumparable bases,
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Other treatments used by GPs

Apart from referring and issuing prescriptions and sickness absence certifi-
cates, surprisingly little Inforustion has been published about what SPs actually
do, and aimest nothing that permits even tentative statements to be made sbout
typleal differences in the content of care between thosa with largs and small
lists. Information about the proportion of consultations that involve & physical
examination of the patient hag been published by Horrell (1971) and Hull {(19%8).
Morreld¥s date showed that, over a period of one year in a teaching practice with
an averagé list of 1,485, physical examination of the patisnt was carried out at
a rate of 850 per thousand new comsultations and 524 per thousand follow-up
econsultations. Hull's data are not dirsotly comparable with Morrell's, being
confined to 1,000 consecutive new cases presenting ovor a three-month periocd in
a rural practice with an average list of 2,625 patients par doctor. The pesults
showed local examination of the patient was performed at a rate of 480 par
thousand consultations, system sxeminztion at a rate of 300, and general examins-
tion at & rate of 180 per thousand consultations,  Barber's (1971} report of one
year's azctivity in a practics of 1,812 patients in a Scottish new town contained
information about the use of non~drug treatments.  For axample, ‘advice' (with
or without sther treatmsnts) was used at a rate of 130 per thousand consultations
durdng the year, and the next most common treatments were 'dressings' and ‘diet’,
both of which were used at a rate of 11 per thousand consultations. By contrast,
drugs were prescribed, on average, at 866 out of each thousand consultations,
Barber is at pains to peint out probable inaccuraciss in the datz on non~drug
treatments, but his study appesars to be one of the very few that has collected
any infermation at all about the content of prectice other than preseribing,
certifying and referring.

Only two reports have come te hand that point, however cauticusly, to possible
variations in the content of cave hetween doctors with larger and smaller list
gizes., Wright's (1888) study of 77 practitioners in South-West Ingland slicited
information absut the nurber of 'practical manouevres' usually carrisd cut by them.
Nine such procedures were listed, including the stitching of cuts, the injecting
of piles and varicose velns, the manipulation of fractuves and joints, an& the
cauterization of csrvices. On average, each doctor usually performed 3.1 of
the nine procedures, but the average was higher among the 21 doctors with mere
than 3,000 patients (3.5) than among the 18 doctors with fewer than 2,008 patlents
{2.8). Other foctors associlated with a high use of these procedures included
rural practice, partaership practice, and helng over 5C vaars of age.

Cartwright (1967) used similer setheds and reached similar conclusions.

Questions were included in her pestal survey of a national sample of GPs asking
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respondents to judge the frequency with which certain pracedufes were carried
out in their practices. feven procedwres were listed, including the stitching
of cuts, tha strapping of sprains, the estimetion of hzemoglobin and the uss of
a laryngescope. The replies were scored in @ way that favoured doctors carrying
out procedures which the majority did not (appendizx 5, poge 278). The average
secore for all doctors was 3.7, but it was somewhat bigher among those with 2,500
or more patients (3.9) than zmong those with smaller lists (3.5). Cartwright
alsc reported some data on other aspects of care.  'Theprs was no veriation with
list size in the proporticn who thought it appropriate for general practitiocners
to be consulted about such thiﬁga as children getting into trouble or family
digeord, nor was there sny difference in their views on cervical smear tests.
But the proportion who thought that idsally general practiticners should carry
out some {other) regular check-ups on middie-aped peopls Increased from ¥1 per
cent of those with lists of wnder 1,500 to 58 per cent of those with lists of
2,500 or more. Possibly those with larger lists anre more likely to have come
across conditions which might have been picked up by such check-ups' (page 153).
Cartwright's final conclusion, however, was that ‘*the size of the doctor's list
scems to make comparatively Llittle differencs to the doctor’s cwn perception of
his role' (page 183).
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THE QUALITY OF CARE IN CGENERAL PRACTICE

The sevanth question identified on page §3 concerns the quality of care
that is delivered from practices of different sizes, It is an important
consideration in the judgement of 2 reasgonable list size, for it has heen argued
that society’s declsion about the number of doctors that it wishes to have must
reflect the walue it places upon any variations in the standards of care that
may flow from an increased input of manpower resources. Variations in consulta-
tion times and rates, and in the content of care, that are associated with
changes in the availability of manpower are significant intermediate dats in
raaching an appropriate evaluation, but they £2l1 short of the firmest touch-
stone.  For example, the apparent tendency for doctors 1o peduce thelr consulta-
tion rates in response to inereases in practice size might be regardsd as en
indicator of an undesirable decline in the overall quality of care: fawer
patients may be receiving the amount of care that 'soclety? wishes them ¢ have,
and some petients may not be vecelving the amount of care for specific proeblans
that "society' regzmrds as appropriate to their needs., In elther case, htwever,
an understanding of the variations in consultation pates that are asaociatéd
with differences in list size offers, by itself, an Imperfect basis for
evaluation. Furthsr quastions need to be asked about whether these vardations
matter, and such quasticns lead inexorably into ths treacherous swamns of
quality.

Before setting a tentative Foot into the mire, twoe self-protective comments
must be lodged. First, it iz not merely the eccentric view of 2 lone academic
that questions about the guality of care are of central relevance to the Jjudze-
ment of a reasonable list size. Many of the expressions of opinion reviewsd
in the first two sections of this report (especially e§iniuns originating from
within the medical profession) refiect the view that list sizes are too largs
to permit the practice of an zoceptable standard of care, and should on thess
grounds be reduced.  The analysis rehearsed in this peport, if it is corpect,
identified soms critical questions to be asked sbout this view. What dimensions
of guality are sensitive to variations in the input of manpower resources, and
can they be arrayed in a way that ensbles policy-mazkers to choose ths peint at
which further gains in quality ceass to justify the cost of achieving them?

The second protective comment is that, for present purposss, the consideration
of quality can be confined to those aspects thatr are plausibly related to the
number of patients for whow a GP provides care.  Much of the woluminsus
literaturs on the quality of care can convenlently be sidestepped on these
grounds.
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The concept of guality, aspacialiy ag it is applied to medical care, has
baen describad as 'a portmanteau word that cam be stretched almost without limit
to have packed into it whatewsr one choosss' (Gillie, 19686, pages 1-2). The .
Oxford English Dictionary offers a lead by defining the quality of something
as baing ite 'nature, kind o character', mnd it suggests that the word is most
used in = comparative sense to assess the degree or grade of excellence possesssd
by something., The notiom of guality as a relative rather then an absolute
attribute is particularly helpful for the present purpose of contrasting the
quality of care betwsen different practice contexts, not of contrasting achisved
quality with some ideal notion of absolute quality.

The structupe ¢f care

Much of the literature sbot the guality of medieal care acknowledges a
debt to the piomeer writings of Sheps (1955) and, particularly, Donaledisn (1966),
whose tripartite division of core into the compunent parts of structupre, procsss
and outcome has Influenced many subssquent writers.  The structure of cars
gcicerns the *settings in which it takes place and the instrumentalitiss of
which it is the product. ... It is concerned with swuch things as the adeguacy
of facilities and equipment; the qualifications of medical staff and their
organisation; the adwministrative structure and opsraticus of programs and
institutions providing care; fiscal opganisation and the like' {(page 170).
The assumption is made that, given the proper settings and instrumentalities,
good medical care will follew. The classic studles by Peterson et sl (1956)
and Clute {1363) in Horth America included measurements of the facilitiaes,
equipmant and training that were assumed to be the requisites of 'good' peneval
;factice; and in this countyry the critical deseriptive accounts of general prac-
tice by Collings (1950}, Hadfield (1953) and Taylor (13%4), and studies such as
that of Eimerl and Pearson {(1968) ianto the equipment available to general practi-
tioners in their work, are representative of this approach. . There js some
evidence that these structural aspects of the quality of care are nut only
differentially melated to list size, but may actually be mope favourably
repragsented among practices with larger lists, Support for this conclusion at
an seclogieal level is offered by the study of Butler gt al (1373), based upmm
a postal survey of 1,721 GPs in England.  They concluded that 'conditions of
general practice in designated areas ave somewhat more aligned to contemporary
notions of good medical care than those in restricted areas. To the extent
that p&rtnerships, based on health centres with a full range of ancillary help,
and with adequate fres time Ffor the OP to study and relax, are accepted as valid
signe of good general practice, then the gveatest voom for improvement is sech
in those places with the best doctor/patient vatios® (pages 109-110).




104
A similar conclusicn was reached by Bridgsteck (1378}, based upon data from the
Swonsea national cohort study. Cartwright's (1967) national survey of H22 GPs
in England =nd Wales found that those with lazrger lists were more likely o
attend continuing education courses, and more likely to employ ancillary help in
their practices, than those with smaller lists. Great care is requirsd in
interpreting results of this kind, for list sige pon se may be a less sallent
indepundent variable than others (such as urban or rural location) which interact
with list size In guite complex ways.

THe process of care

Donabedian's second component category of care is that of process,
‘{Judgements {(about quality) are based wpon considerations such as the appropri-
ateness, completeness and pedundancy of infurmation obteined threugh clinical
history, physical examination and diagnostic tests; Justification of diagnosis
and therapy; teclmical competence in the performancs of diagnostic and thers-
peutic procedures; evidence of preventive management in health and illness:
co-ordination and continuity of care; and so on' {page 189). The rationale
underiying process studies is that, if the proper things are done, the outcoms
will be geod.  The designation of things, or actions, or modes of acting as
tproper! mey be explicit or implieit. Explicit designations reguire the pricy
agreement of a group of clinicians ahout the crditeria that may valldly be used
to indicate good guality in the process of care: such predetermined eriteria
are then applied to the work of the dootors under review, The Professlonal
Standards Review Organisaticns in the USA rely heavily wpon the application of
axplicit criteria in assessing the quality of hospital care. Implicit designa-
tions involve the judgement of gach cass am its own meprits, with each judge ov
auditor making reference to his own internalissd notions of what is proper in
that particular casu., Self-aundit and case confevences ave familiar sxamples of
this,

Although the language and concepts of audit and quality assessment in
madical care have beccme incressingly familisr in this country during the last
five ysars, they remain aliex o many deotors and to most investigations in
general practice. The studiss reviewed In the preceding ssetion, for
example, illustrate the kind of information that has typically been collected
about the process of care in general practice, and they indicate ways in which
this procese might be Influenced by the numbers of patients for whem 8Pz have to
cars; but they lack the evaluativwe dimension that would cateszorise certain
modes of carg as being 'better' than others. The only valid ¢onelusions 4o be
drawn from such studies 1s that the total pattearn of care {(including consultation
rates as well as the content of care) appears to Aiffer in fairly predictable
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ways between larger and smaller practices, Because jwlgements have rarely been
made, either explicitly or implicitly, about the fdesirability’ or 'correctness’
of certain patterns of care, no conclusions can be drawn about the relationship
betwsen list size and the quality of the caring process. Any statement about
quality requires an evaluative judgement about the relative merits of different
ways of deing things.

In spite of this genarai limitation in the research literature, several
studies have been published that do incorporate an evaluative dimension, and
that indicate ways in which futwrs research might progress, even though they
yield few substantive clues asbout the significance of list size. The most
useful indicators in this respect are the reported self-judgements of GPs that
the workload pressures arising from large lists prevent them from giving the
guality of care to their patient that they would wish., Mechanic's (1974)
investipation has already been referred to in this connectioﬁ (see pages 14
and 29). Acrouss a variety of dimensions of care, the respondents in this study
expressed increasing dissatisfaction with ths quality of work as their list
sizes increassd; but, as noted zbove, the data ars net sufficlently detailad to
permit inferences about the polnt at which further gains in quality cease to
justify the cost of the additicnal manpower. One way of building upen
Hechanic's results would be through thé cellection of sensitive data agbout the
gmount and intensity of the workload in practices of different size, and the
coping mechanisms adopted by the practitioners, in order tu provide substance
te what are at present the somewhat dissmbodied expressions of opinion by the
participating doctors.

Another category of gvalustive studies in genmsral practice embraces the
attempts that GPs have made at self-audit. Several examples are to be found
in the literature. Doney (1876) described an intermal audit of the cars of
dimbetics in a group practice of 20,175 patients. After noting the pattern of
the disease in tha practice, the way in which the criteria of diabetic control
wepre recorded in the case notss, and the nature of the care received by diabstie
patients, Doney formed the judgement that ‘the strict recording of the criteria
of diabetic contrel and the regular follow-up of diabetic patients were poor in
this practice in the period unler study' {page 74l). Gruer et al (1977)
reported a collaborative awdit inwolving GPs, surgsons and community physicians,
aimed at dmproving the diagnosis and management of acute abdominal pain.
Reviews were made of the diagnosis and nanagement of 407 patients referved to
a Seottish hospital over a six-month period with symptoms of acute abdominal
pain, and criteria were drawn up by the hospital staff and GPs togsther that
might improve the ﬁiagn&stic accuracy of the 6Ps and veduce the aumber of

‘urnecessary’ referrals. Subhsequent studies ware carrlasd out to test whether
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the application »f the criterds did in fact lead to the better management of
acute abdominal pain both by hospital doctors and general practitisners.

Reilly and Patten {18978} reported an audit of the prescribing behaviour of
GPs in a teaching practice in Belfast. Records were kept of all the prascerip-
tions written by the doctors during a one-week pericd, and the details of sach
prescription were married to other information about the patients, drawn from
the record cards. The results were then presented at a meeting of the doctors,
and their reactisns to them were recordsd. Predictions were made by the
investigators about the degree and direction of future changss im the doctors!
preseribing behaviour, and these were tested against their actual prescribing
behaviowr during a setond survey week. It was found that, in comparison with
the initial survey wesk, there was a slight reduction in the numbsr of items
par §rescrip£iun, in the number of indirect prescripticons, and in the average
cost of each item of medication., These changes were consistent with the views
exprassed earlier by the doctors about 'desirable' standards of prescribing.
In an earlier study in the same Belfast péactiae, detailed records were kept of
all the patient contacts by the primary care tean in & one-week pericd, and in
each case the team member was requasted to make evaluative judpgements about the
continuing care that would be required in order 1o megt the patlent’s needs
satisfactorily {(McCready and Reilly, 1877). The avthors concluded that
Tdiscussion Ly the workers of findings such as these could vesult in a setting
of cbhijectives that would result in the more efficient use of nrimary care
resources' {page 530).

Yat another approach to assessing the guality of the process of care is
reprasented by Hodgkin's (1873) work on ‘delay pattern analysis'!, Starting
from the premise that 'delay is often but Ly no means always an indication of
slack or inefficient attitudes and skills in the doctor® {page 761), Hodgkin
devized a method of recording and combining information about the delaye
displayed by patients in reporting their symptoms and the delays displayed by
GPs in suspecting a correct diagnosis and in starting treatment. By applying
delay pattern analysis to different doctors in different situatioms, Hodgkin
believed that it is possille to produce a consansus picture that will allow
doctors to evaluate their own performance’ (page 762).

Studies such as these are illustrative of the ploneering methods bheing used
to evaluats the quality of the caring process in gensval practice; but as noted
above, the literature offers very few clues about ths salience of list size in
determining the quality of the caring process. Indeed, very specific
hypotheseswould be required to implicate list size as an independent variable.
One such hypothesis might use the sverage langth of censultations ss an
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intervening variable by positing that shorter consultations would occour in lavger
practices, and would be assoclated with more hurried and less satisfactory styles
of practice. This appearg to be one way of interpreting the results of
Mechanic's (1974) survey, but the difficulty has already been noted of reconciling
this interpretation with the absence among the research literature of any clear
evidence that doctors with larger lists do actually have shorter consultations
than those with smaller lists (see page 73). An alternative hypothesis,
building upon the conslusion reached earlier in this report about the negative
association that typlcally seems to exist between list size and consultation
rates, might focus upon the quality of care that is given to a practice popula-
tion as a whole, rather than to those individual members of it who happen to
ercss the surgery thresheld. This spproach would appear, on the basis of the
conclusions reached elsewhere in this report, te offer an interesting area for
further investigation. The notion of the quality of care to commumities is
faivly well establishad in the general practice literature {ses, for example,
Tudor Hart, 1971; Stevens, 1977), but as the studies reviewed shove have
demonstrated, most empirical studies of the quality of care have focused
exclusively upon events occurring within the domain of the surgery, and have
ignored the ways in which practice size determines who does (ang who does not)
enter the domain in the first place.

The outcome of care

Donabedian's third component category of care is that of outcome. Outcoms
studies inveolve an assessment of the end result of carve, and thay reguire some
wvay of measuring what haz actually happened to the patlent as a result of his
encounter with the medical care system. Donabedian noted that the walidity
of outcome as a dimension of quality has seldom been questioned, and the same
sentiment is conveyed by Christoffel and Lowenthal'’s {1977} observation that
'outeoms is regarded by a growing number of researchers as the most accurate
and important index of the quality of health care® {page 888), and by Hansfield's
{1873) criticism of wmuch current work imto the doctor-patient relationship that
it ‘pays too little regard to the fact that it is a means, not an end' (page 892).
The primacy of cutcome measures as an indiecator of quality is perhaps self-evident,
for evaluvaticns of the gquality of the structure and process of sare rest ulti-
mately upon the effects they produce. It is difficult to see in what sense one
kind of structure or process is 'better' than another unless it is wore likely
to produce the change or improvement in the patient’s condition for which the
clinician is aiming, and which, on the basis of contemporary medical knowledge,
he may reasconably expect to achieve.

Revertheless, difficult questiocus surround both the choice of appropriate
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measures of the cutcome of care and the links betwesn structure, process and
outcome. It is platitudinous to observe that changss In health status may be
influenced by many factors in addition to medical care, but that merely intensi-
fies the problem of disentangling the specific effects of medical care from the
residual complex bundle of inter-vrelated influences. The problem of attributing
cause to effect 13 heightened in the case of genersl practice, where many of the
conditions that are treated will improve spontaneously whatever remedial messures
are applied, The Royal College of Ganeral Practitioners (1973) has estimated
that some two~thirds of all conditions seen in general practice are minor and
self-limiting, and as Ginzberg (1875} has peinte& sut, it is unproductive o use
outcone measures to evaluate guality for self-limiting illnesses or illnesses
where no effective intervention is possible.

In spite of these difficulties, attempts have been made to specify
appropriate indicators of the outcome of primary wedical care.  Irvine (1976)
listed eight indicators that were drawn up by an RCGP meeting in 1374,  These
are: (1) prevention of disease or contrel of the disease process; (2) improvement
or preservation of the pationtts level of function in his family, at work and in
hiz social activities; (3) relief of the patient's symptoms, distress, and
anxiety, and avoidance of iatrogenic symptoms; (%) prevention of prematurs desth;
(5) minimising the cost of illness to the patient and his family; (6) giving the
patient satisfaction with his care; (7) relieving or at least clarifying the
patient's interpersonal problems; and (8) preserving the human integrity of the
patient from an ethical point of view. However pertinent these indicators might
be as an agenda for future research, it is apparent from a careful review of the
literature that they have rarely been applied in a systemstic way to the evalua-
tion of primary medical care. Moresver, the few studies that have attempted to
measure outcome have usually confined their attention to the care provided to
individual patients, not to a practice population., Mourinis (1978) werk on
thyrold dysfumetion is illusgtrative of this type of study. He defined the
eriterion of outcome as the meintenance of patients in a euthyroid state, and
with this as the yardstick, Mowrin was able to evaluate the quality of care given
in biz practice to 35 patiants with present, previcus or potential thyroid dys-
function., Valuable though this kind of study wndoubtedly is, it is perhaps of
somewhat limited use in the present context, for there is no way of ldnking these
results to those of other studiss for the purpose of zssessing the influence of
1list size on the gquality of cars,

Two other studiss offer interesting alternative approaches, Thomas (1978)
reported briefly on an inquiry conducted in his own practice to test the hypo-
thesis that longer consultation times would generate more favourable clinieal
outcomesg for patients than shorter consultations. Twoe hundred patients in whom
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no disgnosis could be made were randemly allocated for one of fouy treatment
styles: short consultations (2 5 minutes) at which no treatment was gilven;
ghort consultations &t which some treatment was given; long consultations
(> 15 minutes) at which no treatment was given; and long consultations at which
some treatment was given. The outcome criterion used was simply that of whether
or not patients had returned te see any of the doctors in the practice with the
same or a different complaint within one month of the intial consultation, All
patients were invited to return within a week if they were no better. The
results (by which Thomas declared himself to be 'surprised') showed no signifi-
cant difference in outcome between the four groups: in esch case, about three-
quarters of the patients did npot veturn at all, and ahout one-in~tem returned
with a diffevent complaint. The adequacy of Thomas's outcome criterion can
eagily be criticised, but the study is unuswal in focusing directly upon one of
the mechanisms that have been claimed to mediate betwsen list size and the out-
come of care, namely the length of time that doctors are able to spend with thelr
patients. Taken at face value, the results seem to cast further doubt on the
validity of this ¢laim, Not only iz there no clear evidence that deetors with
smaller lists do sctually spend more time, on average in sach consultation, it
also appears that longer consultations way act generate a more favourable outcome
gven when they do ccour,  However, there is much that can be eriticised about
Thomas's study, even though it marks an initial attempt tov meet Buchan and
Richardson's (1973) plea for a systematic exploraticn of the conseguences flowing
from a longer consultation time (see page 52).

The seccond approach that suggests a way of relating practice size to the
outecome of care is represented by the 'iceberg' concept developed by last
(1866, 1971). By concentrating attention upon the amount of untreated merbldity
in the community, rather than upen the effects of treatment of known morbid
episodes, an insight is available into the guality of care to a whole population,
not just to those members who come within the medital care system.  Last
commented, with respect to his study of 171 general practitioners, that 'this
was a sensitive measure of the quality of care. (The doctors') own testimony
of what they had seen in their practices during a full year was compared with the
the numbers of certain conditions and pathological processes which had been
revealed in surveys of representative samples of total populations., The
comparigon indicated a considerable component of undetected disease, some of it
seriously and potentially lethal, in English zeneval practice.  The method ..,
is available to snyone who cares to use it in evalusting the quality of medical
care given to a defined population' (1971, page 6. 10). The importance of this
approach lies in the mechanism it suggests for linking practice size to the
outcome of care. ¥herees Thomas's study can be applied to the hypotheals that
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larger lists might lead to a povrver cutcome for individual patients by virtue
of the lesser amcunt of time that doctors can spend with sach patient, Last's
methodology suggests the altermative hypothesis that larger lists might lead to
a poorer outcome for practics populations as a wheole Ly virtue of the reduced
number of patients whom GPs can see, diagnose and tresat during a specified length
of time. This latter hypothesis is more in tune with the conclusions reached
earlier in this report. Last found that, over the course of a year in the
‘average' practice, only about one-third of patients with sericus acuts or
chronic conditions, including unrecognised and pre-symptomatic cases, would
actually be recognised by the doctor; but no information is given that permits
this result to be related to list size.

One of the eight measures of outcome described by Irvine (1978} that has
perhaps been investigated more Fully than any other is that of patient satis-
faction. One such study has been peported fully by Marsh and Kaim-Caudle (1876).
It is an important study because it was designed specifically to test the
reactions of consumers to the style and organisation of a practice of over 3,000
patients (see above, page 15). Marsh had claimed that a practice of this
size was perfectly compatible with the maintenance of proper standards of cars,
and whilst he found that the absence of defined and acceptable standards of the
quality of elinical care made it impossibls to substantiate the claim, he and
Kaim~Caudle nevertheless regarded the degree of satisfaction among the practice
population as a relevant clue to the standard of care that was being delivered,
The study was desighed to test several hypotheses, awong them that patients were
satisfied with the overall health care service they received, and that they were
satisfied with the care given by the individunl members of the primary health
care team., The survey was restricted to adult members of the practice popula-
tion, and it utilised a stratified sample design with differential sampling
fractions. The five strata covered chronic housebound patients; reciplents
of intensive care; patients whose first contact during an episcde of iliness had
been with nurse; minimal useprs; and normal users., A total of 417 patients were
sampled, and they were interviswed in their own homes, early in 1973, by a team
of university-based interviewers. A final interview response vate of 82 per
cent was achieved, and the respondents were judged by the investigators to be
representative of the full sample.

Marsh and Kaim-Caudle are appropriately cautious sbout the significance
of their results. They peoint out, for example, that 'the replies reflect the
memory, perceptions and opinions of patients; they are not necessarily correct
in any other respect. ... Thus, an affirmative reply to the question, "Do the
receptionists rush you?" is not evidence that the patients were rushsd, but a
valid statement that they felt they were rushed' {page 129). Hevertheless,
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Marsh and Kaim-Caudle expressed no doubts zbout thelr principal cenclusions.
'The overwhelming waisrity of respondents {95 per cent or mere), irrespective of
age and social class, who expressed an opinion, assessed the practice premises
as good or excellent, comsidered that the veceptionists gave an average or good
service, were satisfied or very satisfied with the overall treatment thsy
raceived from the doctor, considered him as concerned or very concermed with the
patient's problem, approved both treatment by a nurse at the surgery after they
had seen the doctor and also follow-up visits by her after an initial visit by
the doctor, and assessed the health visitor's well-baby clinic as well organised
and her immmisation c¢linics as helpful or very helpful' (page 119). ILater, they
commented that 'these Findings thus prove conclusively that the new style of
health care ... with its very low doctor workload caps give a high leval of
satisfaction to some 30 per cent of patients' (page 134).

Revertheless, a close reading of the survey results indicates pockets of
expresged dissatisfaction that might have stemmed directly from the wethed of
working adopted by the &P to enable him to cope with such a large list. For
example, a quarter of all the respondants Ffelt that the dector was always op
sometimes reluctant to visit them at home, and one in five of these respondents
thought that their health had suffered as a result., One in four of all
respondants, excluding the chronic housebound, had struggled to the surgery at
some time when they would bave prefsrred a bhome visit by the doctor,  More
than a quarter reported trouble getring an appointment to see the doctor, With
respect to the role of the nurse, the survey found that about one in ten of all
patiemts had been visited by the nurse when they had vrequested the doctor, and
of these, more than half would have preferred to see the doctor. {me in six
of them felt that their health had suffered because the nurse called rather thaun
the doctor.

It is difficult to evaluate these results. The existence of a measurs of
diassatisfaction among Marsh's practice population is not necessarily evidence
of a fault that ought te be corrected. No form of personal service is likely
te be wholly satisfactery to all recipisnmts a1l the time, and a style of practice
in which the doctor always responds to the request for a home visit would be
regarded by many as the sign of inefficient or even bhad practics, The problem
here, as in other dimensioms of quality, is that of deciding the point at which
expressions of consumer dissatisfaction matter and should be corrected. The
decision 1z not aided Ly the lack of comparable data from practices of differing
sizes and organisations. I it could be demonstrated that a significantly
higher proporticn of Marsh's patients than of patients in smaller practices are
dissatisfied with the doctor's peluctancs to wisit them at home, and if more of
them feel that their health suffers as a resull, there may be some basis fop
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evaluation; but directly comparable data do not exist. For example,
Cartwright's (1967) multi-purpose study included information about the views
of ber sample of 1,397 respondents on varisus aspects of the care they received
from their ¢Ps, but the replies were not analysed sccording to the doctors'
list sizes. With respect to the accessibility of doctors, 8% per cent of tha
sample thought they would be able to get hold of their gan eral practitioner, or
someone acting for him, if they needed him on 2 Sunday afternoon or in the
middle of the night; and Jjust over half of those who had in fact tried to get
hold of him In & hurry at some time during the previous 12 months had been able
to do so within balf an howr. (In evaluating the significance of these fiadings,
it must be remembered that the survey was couducted before the introduction of
the "Charter’ and before the widespread use of deputising services.} With
pespect to the doctor's approachability, 88 per cent of the sample thought
their doctor was good about taking his time and not hurrying them, 93 per cent
that ke was good about listening to what they had to say, and 75 per cent that
he was pood about explaining things to them fully, These findings contrast
interestingly with those of Mechanic®s (187%) study of the doctora' perceptions
{see above, page 29}. At face value, they suggest that doctors may be more
critical than patients about the hurried and sketchy nature of a good deal of
care in general practice., The overwhelming impression created by these results,
however, {(and confirmed by the other studies sumsarised above) is one of substan-
tial satisfaction expressed by most patients in formal interviews about their
primary medical care. There is certainly insufficient evidence to draw any
conclusions about the way in which patient satisfaction is responsive to prac-
tice size. More effort may need 10 be expended in refining the methodologies
by which the attitudes of patients are sssessed hefore any such conclusicns can
be reached.




THE RESEARCH EVIDENCE SUMMARISED

The previous four sections of this report have attempted to abstract and
classify the evidence in the research litersture about the consequences of
variations in the list sizes of general practitioners. The use of puhlished
research data in this way is fraught with diffieuity. & pervasive threat o
the validity of the entire exsrcise lies in the agsumption that statistical
agsociations between list size and various measurss of the pattern and content
of care are causal assoclations, and that changes in list size will therefore
produce concomitant changes in the indicators of practice style. Although such
an assumption is justified in the snalysis of censultation times and rates
(where variations in list size must be reflected either in changes In consulta-
times or rates, o in the total number of hours worked by practitioners), it is
less obviously justified in the analysis of the content and quality of care,
where a diverse avray of fastors may confound it. In spite of the confident
assertions of the medical professicn that large lists generate a poor gtandard
of practice, there are few gpecific hypotheses identifying the mechanisms by
which this link might operate, and they are not clearly supported by the
available data. TFurther problems surrowmnd the intrinsic quality of the data
uzed in this analysis. There are substantial doubts about the representative-
ness of many of the studies used in the analysis, and guestions have been maised
in the text ahout the lack of comparability in the definition and measuvement
of concepts, about the variable duration of studies and the consequent diffi-
culties in deriving comparable annual rates, about the sccuracy both of
reported 1ist sizes and of the data collected in fieldwork studies, and about
the different ways in which similsr kinds of dats have been analysed and
presented.  Above all, there ars very large gaps Iin the information that would
ideally be nseded to examine each guesticn properly.

The first question was whether the total amount of time spent by general
practiticners in patient caye differs according to the size of their practice
lists. Although the literature contains raports of a wide variation in the
typical working week of individual practitioners, most studies have located the
average number of weekly howrs within a surprisingly narrow vange, betwsen about
3% and 42 hours excluding time on call. There is some evidence from studies in
Scotland, North~East England and Derbyshire that doctors with larger lists may
work lenger hours than those with smaller lists, but this evidence is Jjudged
to be fairly insubstantial, and is not supported by other studies (alsoc from
Scotland and North-~East England}. There does, however, appear to be good
aevidence from a national study of a large number of 8Ps that, as list size
increases, proportionately mopre doctora exprass dissatisfsction with the ansunt
of time they have to spend on their practices.
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The second guestion was whether the average amoumt of time spent by GPs In
consultations with their patients differs asccording to the size of their practice
lists. In fact there is no substantial evidence to justlify a pozitive answer.
Although there is a wide range in the reported times taken for individusl consul~
tations, and in the average time taken by individual GPs, most studlaes iocate
the mean time of surgery consultations between about 5 and 61 minutes, and of
home consultations between about 10 and 15 minutes. Two studies, both in
Seotland, that permitted the consultaticn times of groups of dectors to be
related to the size of thelr lists, each failed to find any association Letween
the twe variables., Thase findings arve consistent with the opinion, frequently
expressed in the literature, that GPs tend to develcp a consistent method of
working that is fairly impervicus to external pressures,

The third question was whether the average number of consultations made by
patients each year differs according to the list sizes of their doctors, Thres
principal measures of consultation rates wers identified in the litsrvature, and
several different teclmigues were used to analyse the large amount of reported
information. Accepting these data at face value, the analyses pointed consis-
tently towards a broad negative association between list size and both surgery
and (particulariy) home sonsultation rates.  Although there are many reported
cages which do not easily fit this association, it appears to be the conclusion,
not only of this analysis but also of other Investipators, that doctors with
Jarger lists typically cope by having fewer surgery and home consultations per
thousand patients on their lists than doctors with smaller lists. This conclu~
sion is alsc consistent with the opinion, noted above, that GPs tend to have
fixed methods of working, lrrespective of the numbers of patients on their lists,
which they can either impose by virtue of the rationing mechanisms which they
control or which they are permitted te adopt by virtus of the demand patterns
existing in their practices.

The fourth question was whether the proportion of patients consulting their
GPs each yeavr differs according to the size of their doctors' lists. The meagre
egvidence that is available, drawn mainly from a fairly dsted national survey,
suggests that patient consulting rates are inversely pelated to llst size: that
is, the more patients a doctor has on his list, the lower will be the proportion
of patients whom he sees each year. A very crude caloulation from the national
survey indicates that about a quarter of the difference hetween the consultation
rates of doctors with fawer than 1,550 patients and those with 3,000 or move
patients may be due to the lower patient congulting rates among the latter, with
the residus of the difference stemming from the lower average number of
ccnsultations per patient consulting.
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The Fifth guestion was whether the ratic of doctor-initiated to patient-
initiated differs with list size. As with information about patient comsulting

rates, the evidence on this is sgparse, but data from national and regional
studies, as well as from individual practices in different parts of the country,
fail to indicate any clear association between the two variables, IFf it is
indeed the case that doctors with larger lists are just as likely to initiate
follow~up consultations as those with smaller lists, it follows that the lowsr
levels of demand that are c¢learly evident in larger than in smaller practices
reflect the behaviowr of patients pather than doctors. Other studies support

this conclusion.

The sixth question was whether the content of care differs according to the
number of patients for whom GPs are responsible, The importance was noted of
distinguishing between rates based on the number of patients at visk and those
based on the number of patients consulting., The analysis is necessarily

confined to those asp@ﬂté of care for which data are normally collected; it is
thus a very selected anslysis. With respect to the refervel of patients for
specislist care or opinion, the evidence from a large number of studies leads
consistently to the conclusion that, whatever factors may be associated with the
very wide range in the referral rates of individeval practitionsrs, list size is
not ameng them.  Ypinion 1s divided about the effect of list size on the use of
hospital diagnostic facilities. Twe studies, separated in time and space,
disgounted any sueh effect, and circumstantial evidence from other invegtigations
supportdthis conclusion.  Against this, a larger number of studies have provided
avidencg of a negative associstion between the two variables.

Several studies enable prescribing rates to be linked to list size in varicus
ways. Investigations carried out in the 1850s, and one in the 1960s, pointed to
a positive assoclation Letween the mean list sizes and the mean prescribing
rates in different geographical apeds, but more recent surveys, Including a
national survey of people in Great Britain, have reported sither no asscciation,
or a nega-ive association, betwsen the two variables.  There are, however,
difficulties in interpreting the evidence that are not resclved by incompatibili-
ties in the definition of termws and in the base upon which prescribing rates
are caloulated. A small amownt of information has been published about the
issuing of sickness certificates and the use of non-drug treatments in general
practics, but insufficient to draw any firm conclusions about the effect of list
slzs on these components of care. There is a suggestion from one national and
one peglonal study that the use of non-drug trestments may be positively
associated with size of list,
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The seventh question was whether the quality of cere differs according to
the number of patients for whom GPs are responsible. A firm answer cannot be
given until a degree of uniformity has been reached in the definiticn and measure-
ment of the quality of care. Although some interesting attempts have Leen mads
to do thig, there dees not yet exist an adequste consensus of opinion, nor fund
of data, to permlt mors than the sketthiest ©f impressions. The division of
care into component parts of structure, process and cutcome has Influenced much
of the literature on the quality of care, and a similar framework is adopted

here,

The structure of care comprises what Donabedien calls 'the settings in which
it tzkes place and the instrumentalities of which it is the product.' The
qualitative evaluaticn of different caving structuresis itself problematic, for
it cannot be done rationally witheut reference to the processes and outcomes of
care that flow from different strusturszss. The tendency in the litersture for
gualitative judgements abcout caring structures 1o bhe made without reference to
processes and outcomes invalidates any firm conclusions about the influence of
list size on this aspect of quality. However, there is evidence from three
national studies of general practitioners that structural featwres which are
generally regarded as Tpood’ or *desipsbhle' are mors commonly associated with
lapger than with smaller lists.

Studies of ths process of care likewise suffer from the absence of
qualitative evalusrions without which the 'good! processes cannot be distin-
guished from the 'bad'. The literature contains evidence that GPs with lavrger
lists subjectively feel the quality of thelr care to be lower than do those with
smaller lists, bur such studles fall to specify the ways In which the quality
of the caring process is impaired, nor do they indicate the mechanisms that link
ligr size with the process of care. Various attempts have been made hy GPs to
audit {(that is, 1o meke critical evaluations of} their own methods of care.
Though inherently waluable, such attempts ars of 1ittle help to the problem in
hand because they have concentrated on guite limited aspects of the process of
care; they have been concernsd almost exclusively with the care given to
individual patients rather than to practice pepulations; they have not utilised
comparsble definitions of good quality; and they have not been sufficiently
numerous to make sensible inferences abour the influence of list size on the
quality of the caring process.

The outcome of care, though widely regarded as the most valid indicator
of the gquality of care, presents equally compiex problems in its measurement.
The elusiveness of valid outcome measures is emphasised particularly in general
practice, where many of the conditions that ave seen will improve spontamecusly
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whatever remedial measures are applisd. Nevertheless, attempts have been made
to define the outcome vapriables of gensral practice, and some studies have
endeavour: d to apply them to real practices. Two types of studier that are of
particular interest by virtue of their focus upon the links that might mediate
bgtween list size and outcome are those that have examined the outcome of
consultations of different lengths, and those that have assessed the outcome of
cara for practice populations {(for example, by estimating the amount of untreatsd
morhidity existing in different aized practices).

The dimension of outcome which has been investigated most intensively is
that of patients' evaluations of the cave they receiva, One such study, mounted
deliburately in a practice that consciously uges the primary health care team to
enable the doctor to dccept an uncommonly large 1list, found a high overall level
of satisfaction, although pockets of dissatisfaction were felt about certain
agpects of care directly attributable to the chosen style of practics. However,
the value of these results is diminished by the universzlly high esteem in which
patients hold most aspects of the care they receive from their GPs. More
sensitive methodelogies for assessing patients’ opinions may nesd to be developed
befure the significance of list size in shaping the outcome of gare can fully be
undarstood.
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SUMMARY AND CONCLUSIONS

This veport has been p.epared in response to the gquestion posed by the
Depaprtment of Health and Social Security: what is a reascnable list size for &
goneral medical practitioner to provide an adeguate level of care? It was shown
in the introduction to the veport that the question carrvies lmportant lmplica-
tions for variocus aspects of health s yvice policy, and that it has been posed
(in one form or another} by many prestigious committees, commissions, groups and
individuals. There appears to be a widespread and serious interest in exploring
the question. However, it was also argued early in this report that, in the
form in which it is curvently phrased, the guestion is problematic because it
fails to specify a context in which a valid answer might be given, and therefore
does little to clarify the kind of information that mnight be relevant in formu-
lating an answer.  The Royal Commissicon on the Hational Health Service, for
example, recommended that before a maximum or wminimum list size for GPs is
adopted, considerable further research should be undertakeni but it is not
unsguivocally elear what kind of research would contyibute in a relevant way to
the elucidation of the gquestion. Much would appear to depend upon the way in
which the sense or meaning of the question is interpreted.

The report tacikled the problem of the meaning of 'a reasonable list size?
by examining the grounds on which the advocacy of a target GP/patient ratio has
been based in a variety of post-war reports, documents and academic commentaries.
The actual vatios that have been pegarded a3 'reasonable! or ‘'degirable' have
(at least in the case of general practice) tended to cluster within a Fairly
narpow range around the actual national ratio, but the bases of these views have
been varied., Referencss ave dooumented in the report to the salience of sugh
factors as the needs of the populstion for medical cave, the standard or quality
of care that iz delivered, the cozts of cave, the workload placed upon the GP,
and so on. The repurt deew two general conclusions from this profusion of
opinion. First, it was concluded that no single list size aould be identifled
as inherently more 'correct' or '‘reascnable’ than any other. To search for a
reascnable list size in the expectation that, once discovered, it will instantly
and universally be recognised as sguch, ils futile. Second, it was concluded
that no rational case can he made for viewing any one approach to the definition
of a reasonable list size as inberently supsrior to any other. It is as valid
for one group to emphasise the heavy demands that are made upmm doctors with
lists of 2,500 patisnts or mors as it 1s for another group to draw attention to
the costs of preducing and servicing enough new doctors to secure significant
reductions in average list sizes.

If these two conclusions ars valid, it follows that the cholce about a
‘reasonable' or & 'maximum' o a 'minimum' list for general practitioners must
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represent a judgement about the most appropriate course of zction in any given
context. The choice necessardily involves the exercise of discretion; it
cannot be eliminated or made redundant by the result of a definitive investigation
purporting to demonstrate a uniguely ‘correct' list sizs. The choize may, :
however, be aided, informed, and perhaps wade wors rational through the results of
research, and it is hers that the concept of 'reasonableness' must be articulated
in order to identify the kind of information that will be relevant in aiding, and
perhaps enhancing the rationality of, the judgement.

The evidence reviewed in the report indicates that a core theme in the
argunents of those who have tackled the issue is that of the consequences of
variations in list size. Those who support a reduction in list sizes have
tended to emphasise the wundesirable or unaccaptable consequences of large lists,
and have claimed that such congeguences would be eliminated, or at least
ameliorated, by improving the doctor/patient ratic, Conversely, those (much
fewer in number) who argue the case for larger lists have drawn attenticn to the
limitations of smaller lists and have pointed o the favsurable consequences that
would flow from inereasing the number of patisnts on a doctor's list. It was
noted in the repért, howsver, that claims about the anticipated consequences of
Increasing or reducing the list slzes of GPs have been based more on supposition
than on verifiable evidencs, and that one way in which resesrch might eontpibute
to the cholce of & reasonable list size is by documenting more thoroughly than has
yet been done the range of consequences that are sensitive to variations in doctor/
patient ratiocs.

The logic of the argument, however, suggesis that this alone is not
sufficient, for even if it could be demonstrated that, say, the quality of care
in general practice bﬂ@e an inverse relaticnship to lisgt size (as claimed by the
Britigh Medical Assceiation), a choice would still be pequired sbout the point
at which further gaine in guality are considered not to be worth the further
reductions in list size that would be necessary to achieve them. A key concept
here is that of cost, for peductions in the national average list size incur costs
that must be welghed ageinst the valus or benefit attached to the consequences
flowing from such reductions, Ultimately, thevefore, the choice sbout a
reasonable list size must be a policy judpement weighing the anticipated costs or
savings from changes in list sizes against the value that is placed upon the
consequences of such changes,  The choice inevitsbly involves the exercise of
value judgements, but it can be informed, =2nd perhaps made more rational, by the
availabllity of good information about the likely cosits and consequences of
variations in doctor/patient ratios,

The report has tried to assemble information relevant to the cheics by
reviewing the evidence in the research literature about variations in practice
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style, content and outcome that typically cecur betwsen 8Ps with lists of
different sizes. There are many pitfalls in this kind of exercise, Apart from
obvicus problems surrownding the guality, typicality and comparability of datas
asgenbled from many separate studiss, desper structural problems also exist.
For example, the ultimate wnigueness of each GP and each practice context raises
serious doubits abeut the validity of genevalized statements, and the complex
inter*rélationships of the distinctive features of different practices render
hazardous any conclusions about the cauvsal influences of list size on sach
meagure of ‘consequence’. Moreover, the review is necessarily restricted to
those aspects of practice that have besn studied and veported, and it iz there-~
fore weighted quite heavily towards items that are easily quantified at the
expeuse of other (perhaps more impurtant) items that are wuch less easily
encapsulated in statistical comtainerg. It is a wholly valid criticism of this
section of the report that it projects a3 rather narrow, mechanistic view of

general practice,

The principal dimensions of 'eonsequence' reviewed from the regearch
literature were: the total time spent by general practiticners in patient care
and the average time spent on each consultation, the pattern of consultaticms,
the content of carve, and the quality of care. The time varisbles do not
appear to be influsnced to any significent extent by list gizes: doctors with
larger lists might be expected to spend more time on the dob or tv spend less
time on average with each patient than those with smaller lists, but this is
not generally the case,  Ganeral practitioners seem to develop a distinetive
tempo of work regardless of the number of patients for whom they are responsible.
There are, however, fairly clear indlcations that both surgery and home comsulta-
tion rates are inversely associated with 1ist size; that is, ths more patients
& doctor has on his list, the lower is his consultation vate per thousand
patients. Most of the difference in consultation rates between GPs with large
and small lists i due to the lower average number of consultations per patient
acngulting, not ¢o the lower proportion of patients consulting, and it appears
that these variaticns in consultstion patterns reflect the bahaviour of the
patients rather than the doctors. Referrals for spscialist care or opinion
are not related to list size, but there is some evidence that doctors with
larger lists are less likely than these with smaller lists tc use hogpital
diagnostic facilities and more likely to carvy out various medical and surgical
procedures. The data in the literature about the quality of care in gsneral
practice are insufficient to permit many sensible conclusionsg to be drawn about
its relationship to list slze, except to note that, whilst GPs with larger lists
express more frustretion and dissatisfection with the quality of their work than
those with smaller lists, potients in lavge practices do not appear on the




121
. avallable evidence to be any more or less dissatisfied with the care they

receive than those in smaller practices.

The broad impression created by this review of the research literature iz
that the consequences of vardations in list gsize are less evident in the things
that GPs actually do than in the number and selection of patients to whom they
do them. It appears that general practitioners “end to develop individual
practice styles, incluﬁing the length of time they typically spend in consulta-
tion with different categories of patients, that remain fairly impervious to the
differing pressures of demand from different sizes of lists. Huch more sensi-
tive to variations in list size is the rate at which doctors see their patients,
for the strongest single finding emerging from the review of the research litera-
ture was the inverse relationship between Llist size and consultation rpates. It
follows, then; that the dimensicn of guality that is threatened by large lists
may be less ths quality of care to individual patients and more the quality of
care to practice populations by vivtue of the reduced accsss that patients in
larger practices have to their doctors. Some work has begen carriesd out on
this aspect of quality, especially epidemiclegical studies of the amount of
morkidity in practice populations that is known and unknowns to the doctors
concerned, but most attempts to examine the quality and outcome of carse bhave
focused upon events occurring in the GF's surgery, not in the commumity. This
shotild not gurprise us, for it is comsistent with the traditional concern of the
doctor with the specific patient who seeks his care, rather than the collectivity
of patients who may potentially need care but who have not yet clalmed the
doctor's attention., Ome danger of this is that by basing judgsments about a
reasonable list size upon evidence about the consequences flowing from a change
in doctor/population ratics, congervative practices will be perpetuated and the
scope for vadically creative thinking about new roles for general practitioners
will be diminished.

Future ressarch

By setting up & systamatic framework for reviewing the research literature
in general practice, this veport has identified a host of gaps and deficlencies
in the current state of knowledge, some of which may be worth plugging with
further investigations. The aim in this concluding section is simply to
summarise the variety of research tasks that emerge from the snalysis. Ko
attempt is made to present them as formal research proposals, and no assumptions
are made about thelr feasibility. The extent to which they can be implemented
will depend in large part upon the willingness of GPs to participate in colla-
borative research.

First, the review of the research literature in this veport emphasises how
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relatively little is kmown about the work of the average general practitioner.
The great majority of studies included in the review are of self-selectsd prac-
tices, and whilst it is not known how representative these practices are of all
practices, there are obvicus grounds for doubting their typicality. Provided
they collstt the rdght sort of dats, studies making much more extensive use of
randomly selected practices would be of great value in indicating the degree of
generalisability of existing data, and in isolating the effects of list size
from the effects of other factors which Influence the cutput of services. Multi-
centre studiss may be necessary to generate a sufficient number of subjects.

Second, there is a glaring lack of experimental and quasi-erperimental
gtudiss in general practice. Such studies are, of course, difficult to set up,
but mors effort might wsefully be expended in this direction. It would, for
example, be profitable to study the effects, through the use of apprepriate
control z, of plamned changes in list size, extensions In consultation lengths
and the introduction of teams of varizble composition.

Turning now to the substance of furture investigations, it would be inter-
esting to cull the views of representative groups of patients and GPs sbout the
role which they feel general practice should be fulfilling in the latter
quarter of the twentieth century. We may have besn too pessiamistic in our
opinion that insufficient consensus exists at this level of strategic thinking
to inform the cheices of policy-makers. It would, for example, be interesting
to know the reactions of representative groups of doctors to the vislon set out
in the veport of the Northumberland IMC (1978), and whether they concwr with the
resource implications cuptained therein.

Congiderable gaps still remain in our kpowledge about the effects of
reducing the size of GPs’ lists. Studiss aimed at £illing some of these gaps
would have to zo beyond the conventlonal messures of consultation rates and
patterns to the development of sensitive indicators of changes in the amount
and nature of demand, in the content and style of the doctor's work, and in the
affectiveness of it to the patient., The object of such studies would ba to
substantiate and £i11 out the claim of many doctors that smaller liste are a
necessary prervequisite to better gstandards of care. An experimentzl desipn
for such studies would be an excellent way of setting about them. A&n alterha-
tive approach, suggested earlier in the report, would be through the judgements
of doctors about the additional services and benefite they feel they could
provide if they had fewer patients and more time. Studies of this kind mipht
take the form of a conventional survey of a representative group of practitioners
in order to elicit their generalised judgements on such matters, or they may be
conbined with conventlonal workload studies and invite the participating doctons
to meke such judgements about each one of a series of patients wnder review.
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An important conclusion emerging from the vaeview of published research data
was that the major threats to the quality of care arising from over-large lists
may be those directed at whole practice populations rather than at individual
patients. Some work has been done of relevance to this, but not much. Important
guestions remaln wnanswerad about the characteristics of those pecple in larger
practices who 'miss out' on access to their doctors relative to those in smaller
practices. What kinds of health care needs are left untrented, what othep
sources of help are elicited, and what are the consequences to the sufferer?
Epidemiclogical studies and surveys of patlent satisfaction may be appropriate
investigative tools here.

Finally, questions about the efficlency of the structure and organigation
of general pragtics have been raised at several peints in the research. The
general point has been made that judgements about the balance between costs and
benefits should ideally be made in contexts of optimal efficiency; 1f they are
not, the possibility exists of increasing the benefits with no corresponding
incroase in costs by improving efficiency. Questions of efficlency are relevant
to many aspscts of general practics, not merely the ismediate fgsus in hand, One
focus apound which such guestions have clustered in this report is that of the
practice team. It is clesr that the sharing of tasks between different teanm
wmembers iz both technically feasible and secceptabls to patients, but the
evidence points to considerable variety in the size and compositions of teams,
and in the way they are used. In some cases, practice and comunity nurses
accept work whigh, in their absence; would be done by the doctor; iIn other cases
they seem to wncover new work that would not have gurfaced hut for thelr presenca.
In the former context, the efficiency of the doctor is enhanced by tpansferring
tasks that can be performed adequately by less highly skilled staff, and if ths
time released in this way iIs used to extend the doctor’s care to more patient,
there may well be a reducticn in the notional average cost of care per patient
per year. In the latter comtext, the doctor's efficiency remains unchanged,
and the introduction of the nurse results in additional costs for additional work
done. Hence the notional average cost of care per patient per year will
increasa, but the standard of care will alsc rise. Questions such as these about
the congequence for efficiency and stendavds of different team structures do not
appear to have been tackled very extensively in the literature, and they may
constitute ancther fruitful area for further investigation.




124
REFERENCES

Achegon, H.W.K. (1373), "Medical audit and general practice', The Langet, 1,
511 « 513

Ashworth, H.¥. (19%8%). ‘Sickness absence and return to work', Froceedings of
tha Royal Socliety of Medicine, 58, 825 -~ 826

Backetrt, BE.M,, Sumner, G., Kilpatrick, J. and Dingwall-Fordyce, I. (1968},
'Hospitals in the North-Bast Scotland region', in Problems and progress in
nedical care, second serdies {(ed. G. Helachlan), London: Nuffield Provineisl
Hospitals Trust

Bain, D.G.J. and Haines, a.J. (1974). ‘'Workload in general pyractice', British
Medical Journal, 1, 641

Bain, D.J.8. and Haines, A.J. {1975}, 'A yesr's study of drug prescribing in
general practice using computer-agsisted records’, Journal of the Royal Colleps
of General Practitioneprs, 25, 41 ~ 48

Baldwin, J.T. (1959)., ‘'Items of service in general practice', British HMedical
Journal, Supplement, 7 March, 7%

Ball, J.G. (1878). ‘Rorkload in general practice’. British Mediecasl Journal,
1, 868 ~ 870

Barber, J.H. {1971). 'Cowmputer aszisted recording in general practice’!,
Journal of the Royal College of General Practitioners, 21, 726 - 736

Berger, J. and Mohr, J. (1967). A fortunate man, London: Allen Lane
The Penguin Press

Berkeley, J.S5. (1967). ‘'Reasons for referral to hospital', Jourmal of the
Royal Colleze of General Practitioners, 26, 293 - 298

Berksley, J.5. and Richardsoen, I.M, (1973). ‘'Drug usage in general practice’,
Jourpal of the Royal College of Ueneral Practitioners, 23, 155 - 181

Bolden, K.J. and Morgan, D.C. {1975). "Hoving to a health centre - the effect
on workload and patients', Jourmal of the Royal College of GCensral Practitioners,
25, 527 - 331

Bridgatock, M. (1978). ‘'Gsneral practitioners’ organisation and estimates of
thelr workload', Jouwrnal of the Royal Collepe of Genepal Practitioners, 26,
Supplement 1, 18 -~ 24

British Medical Association (1965). 'A charter for the family doctor service',
Britvish Medical Journal, Supplement, 13 March, 89

British Hedical Journal (1%78a). ‘Right to maintain professional standards’,
Supplement, 16 Septembar, BH1

British Medical Journal {1878b). ‘Haintaining srofessional stundards’,
Supplement, 5 August, H49

British Medical Journal (1979). 'GP charter working group report!, British
Medical Journal, 1, 584 - 572

Buchan, I1.C. and Richardson, I.M. (1978). Time study of consultations in general
practice, Scottish Health Service Studies, 27, Bdinburgh: Leottish Home and
Health b Department.




125
Butler, J.R., Bevan, J.M. and Taylor, R.C. (1873), Family doctors and public
poiicy, London: Routledge and Kegan Paul

Buxton, M.J. and Klein, R.E. (1978). ‘'Population characteristics and the
distribution of general medical practiticoners', British Medieal Journal,
1, 463 - 466

Carmichael, L. and Stevensen, J.8.K. {1863}, ‘'Why are they wailting?'
British Hedical Joupnmal, 1, 738 - 7388

Carne, §. {(186%). ‘'Sicimess absencs certification. 2&nalysis of one group
practice in 1967', British Medical Jowrnal, 1, 147 - 148

Carstairs, V. and Skrimshire, A. (1968). 'The provision of ocutpatient care at
health centres: a review of data availsble for plamning’, Health Bulletin,
26, 12~22

Cartwright, A. (1967). Patients and their doctors, London: Routledge and
Kegan Paul

Cartwright, A. and Anderson, R. (1979). Patients and their doctors 1877,
Occasional Papers no, 8, London: Royal College of General Practitioners

Cartwright, A. and Scott, R. (1981). 'The Work of a nurse employed in &
general practice’, British Medisgal Jourmal, 1, 807 - 810

Central Health Services Council (1954). Report of the Committee on General
Practice Within the Hotional Health Service (Cohen Repurt), London: HMBO

Central Health Ssrvices Council {1857}, Renort of the Committee to consider
the fulure numbarsg of medical pragtitioners and the appropriate intake of
medical students (Willink Heport), London: HMBO

Central Health Services Council {1363). FReport of the Sub-Committee on the
field of work of the family doctor (Gillie Report), London: HMSO

fentral Health Services Council {1871). Tsport of a Sub-Committies on the
organisation of group practice (Harvard Davis Report}, London: HMSO

Christoffel, 7. and Loewsnthal, 8. {1977). ‘Hvaluvating the quality of
ambulatory care', Medical Care, 15, 877 - 837

Clute, X.F. {1353). A study of mediral education snd practice in Ontario and
Nova Scotia, Teronto: University of Toronto Press

Cobb, J.5. and Baldwin, J.4, {1378}, I'Consultatien patterns in a gemeral
practice’, Jouwrnal of the Royel College of General Practitioners, 28, 593 - 609

College of General Practitiomsrs (1965). Present state and future neseds,
Reports from General Practice Ho.2, Londom: College of General Practitioners

Collings, J.8. {(1950). 'General practice in England today: a recopnaissance?,
Iancet, 1, 555 - 585

Cooper, ¥.H, (1975). Rationing heslth cars, London: Croom Helm

Crombie, .L. and Cross, K.W. {1964}, !'The workload in genersl practice’,
The lancet, 2, 354 - 356

Crombie, 5.L., Pinsent, R.J.F.H., Iambert, P.M. and Birch, D. {1975},
'Compapisen of the fiest and second National Morbidiry Supveys!, Journal of
the Royal College of General Practitioners, 25, 874 - 878




126

Culyer, A.J. (1976). Need and the Natiomal Health Servics, London: Martin
Robingon

Culyer, A.J., lavers, R.J. and Williams, A. {1871). ‘'Social indicators -
health', in Sccial Trends No.2, 1971, Central Statistical Office, London: HMSO

Cculyer, A.J., lavers, R.J, and Willisms, A. (1872). Health indicators’, in
Social indicators and social policy, {eds. &. Shonfield and S. Shaw}, Londen:
Heinemann Educational Hooks

mavies, B.P. {1977). 'Needs and outputs', in Foundations of Sccisl Adminis-
tration, (ed. H. Heisler), London: The Macmilian Press Lid,

Dawes, K.8, and Cottrell, G.R. (1564). 'General practice in Scotland',
Aritish Maedical Journal, 2, 314

Department of Health and Sccial Sacurity (1978). Sharing resources for health
in Englend, London: HMSO

Department of Health and Social Security {1876). Priopities for Health and
Personal Social Serviceg in England, London: HMSO

Department of Health and Soccial Security {(19877). Health and personal social
services statistics for Ingiand, 1877, London: HMSO

Department of Health and Social Security {1%78). MHedical manpower - the pext
twenty years, mimgographed

Donabedian, A. (1965} ‘'Evaluating the quality of medical care', Milbank
" Memerial Pund Quarterly, 3, part 2, 166 ~ 203

Doney, B.J. (1976). ‘An audit of the care of diabetics in a group practice,
Journal of the Roval College of Cenepral Practitionervs, 26, 734 - 742

buncan, R.M. and Orcharton, &.4. (1964). Quoted in Stevenson, J.5.K. (1964)
op.cit.

bunlop, D.H., Inch, R.8., and Paul, J. {1953}, 'A survey of prescriding in
Scotland in 1951, British Medigal Journal, 1, B394 - 697

bumell, ¥. and Cartwright, A, {1972}, #Hedicine takers, prescribers and
hoarders, London: Routledge and Kegan Paul

Eimerl, T.5. and Laidlaw, A.J. (1969). & handbook for research in general
practice, Edinburgh: E. and 8, iivingstone

Eimerl, T.5. and rsarson, R.J.C.(1886). ‘'Working time in general practice: how
general practitiopers use their time', British Medical Jourmal, 2, 1548 - 1584

Eimerl, T.S. and Pearson., R.J.C. {1968}, 'Tools for the job', Journal of the
Royal College of General Practitioners, 15, 447 -~ 4352

Eurcpsan Ecomomic Community (1974), The General Practitioner in Europe,
Report of the working party appeinted by the Second Eurcpean Conference on the
Teaching of General Practice, The Hetherlands: Leeuwenhorst

Evans, E.0. and McBride, K. (1868). ‘Hospital usage by a group practice’,
Jouwrnal of the Royal College of General Practitioners, 15, 294% - 308

Fein, R. (1967}, Ths doctor shortage: an economic diagnosis, Washington DC:
The Brookings Institukion




129

Floyd, C.B, and Livesey, A. {1375). ‘'Self-observation in general practice -
the bleep method', Journal of the Royal College of General Practitioners,
25, 425 - 431 f

Forsyth, G. and Logan, R.F.L. (1980}, 7the demand for medical care, London:
Nuffield Provincial Hospitals Trust

Fopsyth, G. and Logan, R.F.L. (1968}, Gateway or dividing line? London:
Nuffield Provineial Hospitals Trust

Fraser, R.C., Pattevson, H,R. and Peacuck, E. {137%). ‘'Referrals to hospital
in an Esst Midlande eity’, Journal of the Royal College of General Practitlioners,
2h, 30 - 319

Fry, J. {1952}, ‘A4 year of general practice: a study in morbidity', British
Medical Jowrnal, 2, 249 - 252

Fry, J. {19872). ‘'Twenty-one years of general practice: changing pattemns’,
Journal of the Royal Lollege of General Practitioners, 22, 521 - 528

Gapraway, W.M. (1373). 'The community health tsam in general practige',

Update, 6, 121 - 132

General Register Office (1858). Morbidity statistics from peneral practice,
Studies on Medical and Population Subjects No, 14, Loundon: HMBO

Gillie, A. (1966). T'GQuality in general practice’, Journal of the Royal College
of General Practiticners, 11, Supplement 3, 1 ~ 8

Ginzberg, E. (1975}, ‘YHotes on eveluating the gquality of medical care?,
The New England Jownal of Medicine, 292, 368 ~ 368

Gray, P.G. and Cartwpight, 4. (1954). 'Who gets the medicine?’, Applied
Statigtics, 3, 19 - 28

Green, R.H, (1973)., ‘'General practiticners and opan-access pathology services?,
Jourpal of the Royal Collepe of General Practitioners, 23, 316 - 325

Grene, J.D. and Jolmson, R.D. (1871). ‘'Ceneral practice morbidity monitoring',
Journal of the Royal College of Genersl Practitioners, 21, H17 - 421

Grossmark, F.B. and Sharer, P. (1867}, ‘A study of certification in general
practice', The Practiticner, 189, 354 ~ 355

Gruer, R., Gunn, A.A. and Ruxton, A.K. {3977). ‘Medical audit in practice’,
British Medical Journal, 1, 957 - 958

Hadfield, 8.J. (1953). 'a fileld survey of general practice 1951-2', British
Madical Jouwrmal, 2, 683 - 7086

Hale, G. and Robarts, . (1874). & doctor in practice, Landon: Routledge and
Kegan Paul

Handfield~Jonses, R.P.C. (1884). ‘'Who shall help the doctor?, lancet, 2,
1173 - 1174 r————

Hardman, R.H. (1965), ‘Morbidity in two areas’, Journal of the Royal College
of General Practitioners, 9, 226 -~ 240

Hodgkin, 6.K. (1373). ‘Evaluating the dootor's work’, Jowrnal of the Royal
College of General Practitioners, 23, 759 ~ 767




128

Hopkins, P. {1956). 'Referrals in general prectice’, British Medical Journal,
2, 873 - 877 :

Howle, J.R.G. (1%77). ‘'Petterns of work', in Trends in general practice 1977
{ed. J. Fry), London: Royal College of General Practiticners

Hughes, A.0., Skinner, J.L., Miller, D.5., Skinner, E.M., Enoch, P.J., Varmam, H.A.
and Shevlin, A.B. {1976). ‘Estimates and projections of workload in general
practice', British Jowrnal of Hospltal Medicine, 7, 63 - 69

Hull, F.M. (1968). ‘Diagnostic pathways in rural general practice', Jouwrnal of
the Roval College of Genepral Practitionems, 18, 148 ~ 155

Hunt, J.H, (1572). The renalgsance of general practice', Journal of the
Royal College of Ceneral Practice, 22, Bupplement U4, § -

Irvine, D. (1978). 'Contemporary professional practice’, in 4 guestion of
uwality, {ed. G. Mclachlan), London: Nuffield Provineizl Hospitals Trust

Journal of the Royal College of General Practitioners (1972}, Editordal: how
wany patienta?, 22, 401 - 483

Journal of the Royal College of General Practitionsre (1977). Editorial: how
many patients?, 27, 3 - 7

Journal of the Royal College of General Practitioners (1%78a). 'Practice activity
analysis 3, investigation', 28, 80 - 62

Journal of the Royal College of Gensral Practitioners (1878b). ‘'Practice activity
analysis 5, referrals to specialists?, 28, 252 - 253

Joyece, C.R.B., last, J.M. and Weathersll, D.¥. {1967). ‘'Personal factors as a
cause of differences in prescribing by general practitioners', British Journal
of Preventive and Social Hedicine, 21, 170 - 177

Judek, 5. (1984), Medical manpower in Canada, Ottawa: Queen's Printer

Kennedy, T.M. {1373)., ‘'Annual reports from general practice, 1971, Langholm?,
Update, 6, 1285 ~ 1300

Klarman, H.E. (196%)., ‘Economic aspects of projecting requirements for health
manpower ', Journal of Human Hesources, 4, 380 ~ 376

Knox, J.D.E. and Morrell, D.C. (1874}, 'Studias of general practice: demand, need
and quality', British Medical Balletin, 30, 208 ~ 213

Lane, K. (1969). 'The longest aprt, London: George Allem and Unwin Ltd.

last, J.M. (1963}, ‘Objective measuremsnt of guality in peneral practice',
mimeographed, quoted in Cartwright, A. (1887} op.cit.

last, J.M. (1986). ‘*The Iceberg: ocompleting the clinical picture in general
practice’, Lancet, 2, 28 -~

Last, J.M. (1871). ‘Heasuwement of guality of care and nedical audits?®, in
Methods of health care evaluation, (eds. D.L. Sackett and M.S. Baskind),
Hamilton, Ontaric: MacMaster University (mimecgraphed)

Iave, J.R., lave, L.B. and Leinhardt, 5. (1975). ‘'Hedical manpower models: need,
demand and supply', Inquiry, 12, 97 - 125




129

lavers, R.J. {1978}, 'The movale of NHS stsff', in Economic aspects of health
services, (eds. A.J. Culyer and X.8, Wright), londom: Martin Robertson

Lse, R.I. and Jones, L.W. (13833). The findamentals of good medical care,
Chicago: University of Chicago Press

Lees, D.S. and Cooper, H.H, (1963). ‘'The work of the general practitioner',
Journal of the Collese of General Practitioners, 6, 408 -~ 435

Logan, R.F.L, (1984). ‘*Studies in the spectrus of medical care', in Problems and
progress in medical care (sd. G. Mclachlan), lLondon: Nuffield Provincial Hospitals
Toust

McCready, P.E. and Reilly, P.M, (13877). ‘'Audit of a general practice', Jouwrnal of
the Poyal College of General Fractitioners, 27, 527 - 530

¥achonald, A. and Mclean, 1.G. (1971). ‘*Study of the wovrk of general practitioners’,
The Practiticner, 207, B80 - H88

MoGregor, R.M. (1973), T'The work of a family dootor', Jowmal of the Royal
College of General Practitioners, 23, 787 ~ 79l

¥addox, G.L, (1871). 'Muddling through: planning for health care in England’,
Hedical Care, 9, 3% - 448

Mair, A, and Mair, G.B. {1958}, ‘'Five-year study of a genemzl practice’,
British Medical Journal, Supplement, 20 June, 281 - 284

Mansfield, P, (1873). ‘The study and evaluation of general practice', Journal of
the Royal Collepe of General Practitioners, 23, 887 - 834 .

Marsh, G.N. {(1968). 'Visiting - falling workload in general practice' British
Medical Jouwrnal, 1, 633 - 635

Marsh, 3.8. and Kalm-Caudie, P. {1976). Team care in general practice, London:
{roon Helm

Marsh, G.N. and MclMay, R.A. (1974a). 'Team workload in an English general
practice’, British Medical Journal, 1, 315 - 318

Mersh, G.N. and McNay, R.A. {1974b). 'Factors affecting workload in general
practice', Brlrish Madical Jourmal, 1, 319 - 321

¥arson, W.S., Morrell, D.C., Watkius, C.J., and Zander, L.I. (1873}, ‘'Measuring
the quallty of generel practice’', Journal of the Roval College of General
Practitioners 23, 23 - 31

Martin, J.P. {(19%7). Sociagl aspects of prescribing, London: William Heinemann Lid.

Maynard, A. and Walker, A. (1878). ‘'Medical manpower planning in Britain: =a
critical appraisal’, in Economic aspects of heslth services, {eds. &.J. Culyen
and X.G. Wrdght), London: Martin Robertson

Mechanic, D. (1974). Politics, wmedicine and social sclence, Hew York: Jomm Wiley
and Sons

Mechanic, D. (1877). 'The growth of medical tschnology and bureaucracy:
implications for medical care', Milbank Memoprial Fund Quarterly, Health and
Society, 55, 61-77

Medical Practices Committee (1989}, First Report, duplicated




130

Medical Practices Committee (1851). Third Report, duplicated

Medical Practices Committee (1954}, Sixth Report, duplicated

Migue, J.L., and Belanger, G. t1874#). The price of health, Toronto: The Macmillan
Company of Canads

Morrell, D.C. {1971). ‘'Expressions of morbidity in peneral practice', British
Madical Journal, 2, 454 -~ 458

Morrell, D.C., 8age, H.G. and Robinson, N.A. (1970). ‘'Patterns of damand in
general practice’, Jownal of the Royal College of General Prectitioners, 19,
331 - 341

Morrell, D.C. and Nicholson, §: (1974). ‘'Heasuring the results of changes in the
mathod of delivering primary care ~ & cautionary tale', Jourmal of the Royal
College of General Practiticners, 24, 111 - 118

Mourin, X. {1978}, 'Auditing and sveluation in general practice', Journal of
the Royal College of Gensral Practitioners, 26, 726 - 733

Noble, E.Jd. {1973). 'Practice workload', Update, 7, 839 - 991

Neble, J,5. {1978)., ‘'An expandging remit for general practice', British Medical
Jowrnal, Supplement, 10 Juns, L3966

Northumbsriznd Local Medical Committee (1973). Charter 2: a new general practi-
tioner service, mimeographed

Office of Health Economics (1965}, Hork lost throush sickness, London: COHE

Office of Health Economics {1874). The work of prirary medical care, london: OHE

Office of Population Censuses and Surveys and the Royal College of Genersal
Practitioners (1874). Morbidity statistics from general practice, Stndies on
Medical and Population Subjects No.26, Londen: HHESO

Office of Population Censuses and Sueveys (1878}, The General Household Survey
1876, iondon: HMSO

Paige, D. and Jones, K. (1866}, Health and Welfare Services in Britain in 1875,
Cambridge: The University Press

Peterson, 0.L., Andrews, L.P., Spain, R.S. and Greenberg, B.G. (1956). TAn
analytical study of Horth Carolina genmeral practice®, Journal of Medical
BEducation, 31, 1-165

Posner, B.H., (1385). 'The pattern of work in an industrial practice’,
The Prastirioner, 195, 799 - 803

Price, D.T. (1873). 'A suwvey of the use made of bospitals by a provincial
suburban practice', Update, September, 817 - 625

Price, D.T. (1874), ‘'Teamwork in general practice?, British Medical Joumzl,
1, 520

Rafferty, J. (ed.) (1874). Health manpower and productivity, Lexington, Mass.:
Lexington Books

Reilly, P.M. and Patten, M.P, {1978). ‘An audit of prescridbing by peer review',
Journal of the Royal Collepe of Genepal Practitiopners, 28, 525 ~ 530




131
Reinhardt, U.E., {1975). Physician productivity and the demand for health mampower,

Cambridge, Mass.: Ballinger Publishing Company

Review Body on Doctors' and Dentists' Remuneration (1966). Seventh Report,
cmnd.29%2, London: HMSO

Review Body on Doctors’ and Dentists' Remmeration (1868}, Ninth Report,
Crnd. 3500, London: HMSO

Review Body on Doctors' and Dentists' Remuneration {(1870). ‘'Twelfth Report,
Cemd, 4352, Lomden: HMSO

Review Body on Dectors' and Dentists' Remmeration {1372). 1972 Report,
Cmnd, 5010, Lomdon: HMSO

Review Body on Doctors' and Dentists! Remunevation (1875)., Tifth Repurt,
Crmd . 5032, LondonsHMSO

Review Body on Doctors' and Dentists® Remmeration (1977). Seventh Report,
Oomnd 6806, London: HMSO

Review Body on Doctors' and Dentists' Remumeraticn (1878). Eighth Report,
cmnd . 7176, london: HMSO

Richardscen, I.M., Howle, J.8.R., Durnc, D., Gill, G. and Dingwall-Tordyce, I.
(1973}, 'A study of general practitioner consultations in North-East Seotland,
Journal of the Poval College of General Practiticoners, 23, 132-142

rider, J.6., Waters, W.H.R., Clarnock, R.B. and Lunn, J.E. {196%8). '8 study of
workload in a mining area practice’; Jouwrnal of the Royal College of Ceneral
Pragtitioners, 17, 36l - 369

Rose, H., and Abel-Smith, B. {31872). Doctors, patients and pathology.
Occasional Papers on Social Administration No.4g, London: 6. Bell and Sons

Rosgser, R.M. and Watts, V.C. {1972). ‘'The measurement of hospital output',
International Journal of Dpidemiclogy, 4, 38l - 368

Royal College of General Fractitioners (1968)., The practice nurse, Reports from
General Practice No.l0, London: Royal College of General Practitionars

Royal College of General Practiticners (19863). 'The educational needs of the
future general practitioner?, Journal of the Royal Collape of General Practi-
tioners, 18, 358 - 360

Royal College of General Practitioners {(1970). Present state and future needs
of gevaral practices, Reports from Ceneral Practics Ko, 13, London: Journal of
the Royal College of General Practitioners '

Royal College of General Practitioners (1973). Present state and future needs
of general practice, Reports from Beneral Practice Wo.l4, London: Journal of
the Royal College of General Prastiticners

Royal College of General Practiticners (1877),  Trends in general practics 1877
{ed. J. Fry), London: Royal Gollege of Genmeral Practiticners

Royal Commission on Medical Education (1568). Report (Todd Repart), Cmnd.3569,
London: HMEO

Royal Commission on the National Health Sevvice (1378). Report (Mervison Report),
Cmmd 7615, London: HMSO




132

Schonfield, H.K., Heston, J.F., and Falk, 1.8, {1872). ‘Humbers of Physicians
required for primary wedical cave', How England Journal of Hedicine, 288,
571 - 576

Scott, R. (1964). 'The family doctor diagnostic centre!, in Problems and
progreess in medical care (ed. 6. Mclachlan), london: Nuffield Provincial Hospitals
Trust

Scott, R. and Gilmore, M. (1866). ‘'The Edinburgh hospitals', in Prcblems and
progress in medical care, second series (ed. G. Mclachlan), London: Nufrieic
Provincial Hospitals Trust

Scott, R. and MeVie, D.H. (1862). ‘'Dostor in the house', Journal of the College
of General Practiriocners, 5, 72 - 85

Shannon, R. {1368). ’'Manpower planuning in the National Health Servige', in
Problems and progress in medical esre, third series, London: Oxford Un1v9r91ty
Pross for the luifield Provincial fospitals TOUST.

Shepe, M.€. {1958). ‘'Approaches to the quality of hospital care’, Public Health
Reports, 70, 877 - 888

South~East Thames Regional Health Authority {18748). ‘'Rate of hospital discharges,
average length of stay, and 6P list sizes and hospital activity in the 8.E.
Thames KHA?, uwpublished report, Monaspement Services Division

Stavey, C.J.H. {1961). A hospital sutpatient refarral suevey', Jourmal of the
College of CGeneral Practitioners, 4, 214 - 222

Steen, P. (1967). fSome aspeats of group practice!, The Practitioner, 183,
810 - 813

Stevens, J.L. {(1977). ‘*Quality of care in general practice: can it be assessed??,
Journal of the Roval College of General Practitioners, 27, 455 - 466

Stevens, R. (1371}, American medicine and the public interest, Hew Haven:
Yale University Press

Stevenson, J.S.K. (1964). ‘'General practice in Scotland - why the difference?’,
British Medical Jowrnal, 1, 1370 ~ 1373

Taylor, P. (1974}, ‘'Sickness absence: facts and misconceptions, Journal of the
Royal Coliege of Physiclans, &, 315 - 334

Taylor, R.J., Howle, J.G.R.,, Brodie, J. and Porter, I.A. (1975). Use of
bacterioclogical investigatione by general preactitioners', British Medical Jourmal,
3, 635 - 636

Taylor, 5. (3954}, Gocd general practics, London: Oxford University Press

Thomas, K.B. (1978). ‘'Time and the consultation in general practice', British
Bedleal Jowrpal, 2, 1000

Tudoyr Hart, J. (1971). fThe inverse care law', Lancet, 1, 405 -~ 412

Tudor Hart, J. (1876). ‘'Genmeral practics worklsad, needs and resources in the
National Health Service', Journal of the Royal College of General Practitioners,
26, 88% - BY2

Watts, C.A.H. (1932}, 'A year of general practice’, British Medical Jowrnal,
Supplement, 30th August, 115




133

Wasteott, R. (1877). ’The length of comsultations in general practice’,
Journal of the Roval College of Seneral Practitioners, 27, 552 - 555

Weston Smith, J. and O'Donovan, J.B. (1970). ‘A survey of the workload in a
general practice', Jowrnal of the Royal Collepe of Goneral Practitioners,
30, 202 211

Whitfield, M.J. (1873). 'A astudy of prescribing in penersl practice 19589-70°,
Jowrnal of the Royzal Cclless of General Ppactiticners, 23, 168-182

Williams, A. (1974a). 'The cost-benefit approach’, British Medical Bulletin,
30, 252 - 256

Williams, A. (1974b), 'Measuring the effectiveness of health care gystems',
British Journal of Preventive and Social Medicine, 28, 196 - 202




	pdf000150911
	pdf000150912
	pdf000150913
	pdf000150914
	pdf000150915
	pdf000150916
	pdf000150917
	pdf000150918
	pdf000150919
	pdf000150920
	pdf000150921
	pdf000150922
	pdf000150923
	pdf000150924
	pdf000150925
	pdf000150926
	pdf000150927
	pdf000150928
	pdf000150929
	pdf000150930
	pdf000150931
	pdf000150932
	pdf000150933
	pdf000150934
	pdf000150935
	pdf000150936
	pdf000150937
	pdf000150938
	pdf000150939
	pdf000150940
	pdf000150941
	pdf000150942
	pdf000150943
	pdf000150944
	pdf000150945
	pdf000150946
	pdf000150947
	pdf000150948
	pdf000150949
	pdf000150950
	pdf000150951
	pdf000150952
	pdf000150953
	pdf000150954
	pdf000150955
	pdf000150956
	pdf000150957
	pdf000150958
	pdf000150959
	pdf000150960
	pdf000150961
	pdf000150962
	pdf000150963
	pdf000150964
	pdf000150965
	pdf000150966
	pdf000150967
	pdf000150968
	pdf000150969
	pdf000150970
	pdf000150971
	pdf000150972
	pdf000150973
	pdf000150974
	pdf000150975
	pdf000150976
	pdf000150977
	pdf000150978
	pdf000150979
	pdf000150980
	pdf000150981
	pdf000150982
	pdf000150983
	pdf000150984
	pdf000150985
	pdf000150986
	pdf000150987
	pdf000150988
	pdf000150989
	pdf000150990
	pdf000150991
	pdf000150992
	pdf000150993
	pdf000150994
	pdf000150995
	pdf000150996
	pdf000150997
	pdf000150998
	pdf000150999
	pdf000151000
	pdf000151001
	pdf000151002
	pdf000151003
	pdf000151004
	pdf000151005
	pdf000151006
	pdf000151007
	pdf000151008
	pdf000151009
	pdf000151010
	pdf000151011
	pdf000151012
	pdf000151013
	pdf000151014
	pdf000151015
	pdf000151016
	pdf000151017
	pdf000151018
	pdf000151019
	pdf000151020
	pdf000151021
	pdf000151022
	pdf000151023
	pdf000151024
	pdf000151025
	pdf000151026
	pdf000151027
	pdf000151028
	pdf000151029
	pdf000151030
	pdf000151031
	pdf000151032
	pdf000151033
	pdf000151034
	pdf000151035
	pdf000151036
	pdf000151037
	pdf000151038
	pdf000151039
	pdf000151040
	pdf000151041
	pdf000151042
	pdf000151043
	pdf000151044
	pdf000151045
	pdf000151046
	pdf000151047
	pdf000151048
	pdf000151049
	pdf000151050



