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SUMMARY. The character and frequency of
acute illness in infants presenting to a general
practice over a 16-week period was studied.
Symptoms were classified as 'major' or 'minor' in
accordance with the definitions used in a multi-
centre study in infant mortality.
Of the 126 consultations reviewed, 106 (84 per

cent) included at least one major symptom. None
of the illnesses resulted in hospital admission or
had a fatal outcome. It was concluded that this
classification of symptoms into 'major' and 'mi-
nor' categories is not sufficiently discriminating
to use in general practice. More specific defini-
tions are required.

Introduction

Jn an attempt to find a new approach to the manage-
ment of acute illness in infants, Stanton and col-

leagues analysed illnesses in terms of 'major' and
'minor' symptoms. They defined major symptoms as
those requiring a medical opinion on the same day, and
continuing close supervision; these included fever,
wheezing, altered breathing, cough, diarrhoea, contin-
ual vomiting, missed feeds, unusual drowsiness, irrita-
bility and an altered cry. Minor symptoms were defined
as those not needing a medical opinion on the same day;
these included colds, snuffles and sneezing, a single
bout of vomiting, loose motion or missed feed, and rash
(excluding nappy rash). ' This preliminary report on the
Department of Health and Social Security (DHSS)
multicentre study of infant mortality noted that, of the
145 sudden and unexpected deaths at home of infants
under two years of age that were investigated, in 48 per
cent of cases major symptoms had been present in the
week before death. In a control group of apparently
healthy infants, 12 per cent had experienced major
symptoms of acute illness. The authors concluded that
deaths might be prevented if doctors and parents were
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more aware of the importance of major symptoms and
if doctors were more rigorous in their surveillance of
such cases. In subsequent correspondence the study was
criticized for not indicating how common major symp-
toms are in general practice and that most of these
symptoms are dealt with 'almost daily'.2 Other criti-
cisms were: there was no proof that increased surveil-
lance would be beneficial;3 acceptance of the
recommendations would cause a 'wave of alarm among
parents that would swamp general practice';4 the con-
trols were selected in a dubious way and there was a lack
of clarity in defining 'major symptoms'.'
A second study by the same workers, using the same

definitions of major and minor symptoms, analysed the
acute illnesses of 150 infants admitted to hospital. All
these infants had exhibited major symptoms before
admission. Again the authors noted the lack of surveil-
lance by family doctors and suggested that follow-up
should be initiated by the doctor. They argued that daily
assessment b4y a professionally qualified person should
be normal practice when a child has major symptoms
and they added that further research would be needed to
establish whether this would result in many extra con-
sultations or admissions.6 This study was criticized for
failing to look at illnesses wholly dealt with in general
practice and for not producing any evidence that the
suggested rigorous follow-up would be beneficial.7
The aim of the present study was to investigate the

symptomatology, management and outcome of acute
illness in infants under one year of age presenting to one
group of general practitioners. The specific objective
was to determine whether the crude division of symp-
toms into major and minor categories, as used by
Stanton and colleagues, is helpful to general prac-
titioners.

Method
The study was conducted in a busy inner city training practice
in the north of England, operating from two surgeries. There
were five partners-four full-time and one part-time-for a
total practice population of 10,500. patients. An age-sex
register was not available.
The doctors were asked to record all patient-initiated con-

sultations about infants under one year of age, excluding
contacts for preventive purposes (such as immunization). The
study ran for 16 weeks from 1 September to 21 December
1980. The parent or guardian of the infant was interviewed at
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home one week after the consultation or as soon after that
time as possible. Enquiry was made about the symptoms
leading to the consultation and the management and outcome
of the illness. Classification of symptoms into major and
minor categories was the same as that described above.' 6
The first part of the interview questionnaire was concerned

with the infant's family and social situation. The second part
was an enquiry into the symptomatology of the recent illness.
The parent was asked what symptoms had led him or her to
seek medical advice and how long these had been present.
Those parents who gave positive answers to the questions
about 'irritability', 'altered cry' and 'diarrhoea' were asked
for detailed descriptions of the symptoms in an attempt to
discover the meaning that parents attached to these terms. The
final part of the questionnaire was about the consultation
itself-where and when it had taken place, what the doctor
had done, what advice had been given, whether admission to
hospital was arranged, what arrangements had been made for
follow-up, and whether the parent had recalled the doctor for
the same illness.

After the reference period, the records for all infants under
one year of age during the study period were inspected. The
total number of consultations was noted, although it was not
possible to tell how many of them fulfilled the criteria for
entrance to the study.

Results

Referral of infants to the study
The 136 consultations reported by the doctors involved
83 children. Ten of the parents could not be contacted,
so 126 consultations were analysed, involving 80 chil-
dren.
The records revealed that 265 consultations concern-

ing infants under one year of age had occurred during
the study period. As mentioned above, it is not known
how many of these were eligible for entry to the study.
This point is discussed below.

Social profile of the parents
Of the 80 infants in the study, 16 (20 per cent) were
living with a single parent. Thirteen mothers (16.5 per
cent) were under 20 years of age. In 45 cases (56 per
cent), the maternal grandmother lived with the family or
within one mile of the family. There was no telephone in
55 homes (69 per cent). Of the 73 fathers whose
employment status was known, 37 (42 per per cent) were
unemployed; only three mothers were in employment.
All but six of the families were in a manual-work social
class.

In summary, the profile is one of an economically and
socially deprived community, but one which is closely
knit with good family support.

Symptoms
The 126 consultations covered a total of 570 symptoms,
345 of which (60 per cent) were classified as 'major'.
The nature, frequency and duration of these symptoms
are shown in Table 1. One or more major symptoms
were involved in 106 of these consultations (84 per cent),
and three or more major symptoms in 66 (52 per cent)
consultations (Table 2). Certain symptoms were more

likely to be mentioned spontaneously when parents were
asked about the reason for seeking medical help; other
symptoms were more likely to be acknowledged only
after direct questioning. For instance, the minor symp-
toms of 'snuffles' was mentioned spontaneously in 68
per cent of those cases in which it was reported, but the
major symptom of 'missing more than one feed' was
mentioned spontaneously in only 36 per cent of those
cases in which it was reported (Table 3).
The relationship between the presence of major symp-

toms and family and social factors was analysed.
No significant relationships were found between the

Table 1. Nature and frequency of symptoms.

Number and
percentage of
consultations in
which symptom Mean duration
was present of symptoms

Symptoms (n = 126) (days)

Irritabililty* 82 (65) 4.4
Snuffles 62 (49) 4.3
Fever* 57 (45) 3.1
Cough* 54 (43) 4.8
Altered cry* 32 (25) 3.8
Vomit (once) 31 (25) NA
Missed feed (once) 31 (25) NA
Missed feed* (more than
once) 28 (22) 3.1
Vomit* (more than once) 28 (22) 2.3
Loose motion (once) 24 (29) NA
Diarrhoea* 22 (17) 4.3
Posseting 22 (17) NAt
Drowsiness* 17 (13) 2.1
Nappy rash 15 (12) 4.6
Wheezing* 15 (12) 3.0
Rash 13 (10) 2.8
Altered breathing* 8 (6) 2.0
Other 29 (23) 8.2
Total 570
* Major symptom.
t Almost all infants with posseting were reported to have had this
symptom all their lives, and the duration of symptoms has
therefore been omitted.

NA, not applicable.

Table 2. Number of major symptoms involved.

Number and percentage
Number of major symptoms of consultants

None 20 (16)
One 17 (13)
Two 23 (18)
Three 26 (21)
Four 17 (13)
Five 9 (7)
Six 10 (8)
Seven 3 (2)
Eight 1 (1)
Total 126 (100)
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Table 3. Percentage of reported symptoms mentioned spon-
taneously.

Percentage
Symptom of reports

Altered breathing* 88
Cough* 83
Diarrhoea* 82
Rash 80
Vomit* (more than once) 75
Loose motion (once) 75
Vomit (once) 70
Snuffles 68
Wheezing* 67
Nappy rash 67
Irritability* 43
Missed feed* (more than once) 36
Missed feed (once) 35
Fever* 19
Altered cry* 19
Drowsiness* 18
Posseting 9
Other 23
* Major symptom.

reported presence of a major symptom at a consultation
and maternal age, number of siblings, social class,
unemployment, single parent family or proximity of
maternal grandmother.

For the symptoms 'irritability', 'altered cry' and
'diarrhoea', parents were asked to describe in more
detail what they meant in ascribing this symptom to
their child. In the 82 consultations which included the
major symptom 'irritability', the mothers described 15
different symptoms; the three commonest were 'crying'
(25 per cent), 'would not sleep' (15 per cent) and 'would
not settle' (13 per cent). Similarly, in the 32 consulta-
tions in which the major symptom of 'altered cry' was
present, 10 different types of description were given, the
most frequent of which were 'screaming/screeching' (37
per cent), 'hoarse/croaking' (20 per cent) and 'as
though in pain' (14 per cent). 'Diarrhoea' was reported
in 22 consultations but five different descriptions of
stool consistency were given, ranging from 'soft' to
'watery', and the reports of frequency ranged from two
to 10 times daily.

Management
A prescription was given in 81 per cent of consultations.
For 51 per cent of consultations, parents recalled that
the doctor gave advice, but there was no recollection of
advice in the remainder. Follow-up arrangements re-
ported by parents were of three types. In the first type
(comprising 13 per cent of consultations) the doctor
made a definite arrangement for further consultation.
In the second (47 per cent of consultations), the doctor
asked the parents to seek a further consultation if they
were worried. In the third type (40 per cent of consulta-

Table 4. Relationship between receipt of a prescription and
report of advice.

Prescription Prescription
given not given

Number of Number of
consultations consultations

(%) (%) Total

Advice reported 47 (46.1) 17 (70.8) 64 (50.8)
No advice reported 55 (53.9) 7 (29.2) 62 (49.2)
Total 102 (100) 24 (100) 126 (100)
X2 = 3.82 (using Yates's correction); df = 1, P> 0.05 (not signifi-
cant).

Table 5. Relationship between recall of doctor and presence
of major symptom in 110 cases for whom no definite follow-
up arrangement was made.

Recall No recall
of doctor of doctor

Number of Number of
consultations consultations

(%) (%) Total

Major symptom
present 18 (100) 75 (81.5) 93
No major symptom
present 0 (0) 17 (18.5) 17
Total 18 (100) 92 (100) 110

X2 = 2.68 (using Yates's correction); df = 1, P> 0.05 (not signifi-
cant).

tions) the parents could not recollect follow-up being
mentioned. The presence of major symptoms was not
significantly related to the issue of a prescription nor to
the giving of advice, nor to any differences in follow-up
arrangements. It was found, however, that those
parents who were given a prescription were less likely to
report receiving any advice, although this just failed to
reach a significance at the 5 per cent level using the X2
test with Yates's continuity correction (Table 4).

Outcome
None of the 126 cases studied resulted in death or a
hospital admission. The only other outcome variable
measured was whether, if no definite arrangements for
follow-up had been made, the doctor was recalled by the
parent during the illness. It was found that the doctor
was recalled in only 18 (16 per cent) of the 1 10 cases for
whom no follow-up consultation was arranged. All of
these cases had involved at least one major symptom
(Table 5). Although the numbers do not reach statistical
significance, the absence of a major symptom tended to
predict a more favourable outcome in that parents did
not feel a need to recall the doctor. When recall of the
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doctor was compared with the individual major symp-
toms, the presence or absence of 'irritability' showed
the closest relationship.

Discussion

Symptomatology
The main problem confronting the general practitioner
in a consultation about an acutely ill infant is to
identify, from the large number of benign and self-
limiting illnesses, those which require intensive manage-
ment. It was to address this problem that the concept of
major and minor symptoms was developed by Stanton
and colleagues."' 6 In the present study, however, 84 per
cent of consultations contained at least one major
symptom. There was also no significant relationship
between the reported presence of a major symptom and
the management of the illness, as measured by the issue
*of a prescription or by arrangements for follow-up.

It was noticeable that the parents' perception of
which symptoms were important, as judged by whether
they were mentioned spontaneously or when prompted
by direct questioning, was at variance with the major-
minor classification. It was also found that there was a
wide variation in what parents meant by terms such as
'irritable', 'altered cry' and 'diarrhoea'. Professionals
are also likely to differ in their interpretations of such
terms, adding to the difficulty of assessing the serious-
ness of a case.
The findings suggest that major symptoms, as cur-

rently defined, are too prevalent in general practice to
be in themselves useful predictors of a serious outcome.
If the case for au major-minor classification is to be
pursued, then clearer definitions of the items will be
required. This would be only a first step, since the
essence of a successful consultation is that both doctor
and parent perceive important symptoms in a similar
way or that the doctor is aware of the differences in
perception. Once there has been progress in the field of
definition, then further work will be needed to discover
if a particular symptom (such as drowsiness), or a
cluster of symptoms, is related to the outcome of the
illness. Alternatively, it is possible that decisions about
management should not be taken without additional
criteria. These may include the duration of the illness,
social factors, parental attitudes and physical findings.
Even if major symptoms can be more clearly defined, it
seems unlikely that physical signs can be neglected in
decisions about management, and consequently the
emphasis on symptoms should be more balanced.

Management
One issue that concerns general practice is the provision
of appropriate follow-up of cases either by arranging a
definite further consultation with a doctor or another
member of the practice team, such as the health visitor,
or by stating clearly to the parent those factors which
should alert them to recall the doctor. The difficulties of

defining major symptoms and the uncertainty as to their
value indicate the problem of providing appropriate
advice if the onus of recall is left with the parent. In this
study, half the parents interviewed did not report receiv-
ing advice (excluding the receipt of a prescription).
Many of the illnesses may have been self-limiting and of
short duration, and it is perhaps on this issue of advice
that doctors' reports of the same consultations would
have been of most value in validating parents' re-
sponses. When a prescription was not issued, advice was
more often reported, although this relationship was not
statistically significant. One explanation is that the
expectation and receipt of a prescription could have,
through the processes of proactive or retroactive inhibi-
tion, interfered with the patient's remembering that
additional advice had also been given. Further research
into the explanations given to parents might lead to their
becoming better equipped to make valid decisions about
the need for medical attention. That general prac-
titioners themselves can influence the demand for con-
sultation is not in doubt; Morrell and colleagues, for
example, showed that the provision of an information
booklet for patients reduced, in particular, the number
of house visits for minor illnesses.'

Selection
This investigation was based on data obtained from
consultations reported to the researchers by busy gen-
eral practitioners. Under-reporting is known to have
occurred: a search of the records revealed that 265
consultations concerning the infants of eligible age had
taken place during the study period, yet only 136
consultations were reported to the study team. The
minimum response rate was therefore 51 per cent. The
actual response rate was probably much greater than
this, but was not determined since the 265 consultations
included all types of contact, some of which would not
have fulfilled the entrance criteria (for example those
for immunizations). We felt that it would have been a
major imposition on a busy practice to increase the
amount of record keeping for the purpose of the study.
While we have no reason to believe that the reporting
was selective, it is not known if the unreported consul-
tants were representative of all the relevant nonprophy-
lactic consultations. Similarly, nothing is known of the
10 'consultations which were reported but where the
patients could not be traced.
The details of the consultations were based on retro-

spective reports from parents. It is well known that
conditions are under-reported in interview surveys on
health,9 but the evidence on spontaneous reporting in
Table 3 does not suggest that there was any bias towards
specific under-reporting of any major or minor symp-
toms.
Again it was thought that, for this study, it would be

a major imposition on the practice to gather the doc-
tors' perceptions of these consultations, but future
workers should investigate this aspect.
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Conclusion

Results from hospital-based data may not always be
appropriate for general practice. In particular, we con-
clude from the present study that the crude division into
major and minor symptoms alone is unhelpful to gen-
eral practitioners in the management of ill infants since
the major symptoms are too prevalent in everyday
practice. More specific definitions are required. Further
research, using agreed definitions of symptoms and
inputs from parents and from general practitioners in a
detailed prospective study seems necessary.
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Is there a dysmenorrhoea personality?
A group of 31 women who were experiencing severe
dysmenorrhoea were matched by age with a group of 31
women who had no dysmenorrhoea symptoms. Women
in both groups took the 16PF. Some major methodolog-
ical and statistical flaws found in previous research of
this type were corrected. The results convincingly
showed that 16PF personality profiles for the two
groups were extremely similar; there were no indications
of any personality abnormalities.

Source: Iacono CU, Roberts SJ. The dysmenorrhoea personality:
actuality or statistical artifact? Soc Sci Med 1983; 17: 1653-1655.

GENERAL PRACTITIONER HOSPITALS

Occasional Paper 23

General Practitioner Hospitals is the report of a
working party of the Royal College of General
Practitioners which reviews the history and litera-
ture on this subject.

A service including 350 hospitals providing care
for over two million patients and involving about
a sixth of all British general practitioners merits
considerable attention and this document guides
readers towards several of the main issues which
are as yet unresolved.

General Practitioner Hospitals, Occasional
Paper 23, can be obtained from the Publications
Sales Office, Royal College of General Prac-
titioners, 8 Queen Street, Edinburgh EH2 IJE,
price £3.00 including postage. Payment should be
made with order.

PRESCRIBING-
A SUITABLE CASE FOR TREATMENT

Occasional Paper 24
General practitioner prescribing continues to at-
tract attention, both in relation to quality and to
costs. Quality concerns safety, relevance and ef-
fectiveness, while the cost of the average general
practitioner's prescriptions now exceeds the cost
of his income and expenses combined.
Prescribing-A Suitable Case for Treatment re-
ports a study which examined both these factors.
The computerized technology of the Prescription
Pricing Authority was used to analyse the pre-
scriptions of a study group and compare them
with those of matched controls and this was
backed up by an educational programme involv-
ing discussions between members of the study
group. The results suggest that with this kind of
encouragement practitioners could reduce both
the level and the cost of their prescribing.
Prescribing-A Suitable Case for Treatment, Oc-
casional Paper 24, is available now, price £3.75,
including postage, from the Royal College of
General Practitioners, Publications Sales Depart-
ment, 8 Queen Street, Edinburgh EH2 1JE. Pay-
ment should be made with order.
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