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T HE essential characteristic of general practice in the National Health Service in the
United Kingdom is that a doctor contracts to provide, either directly or by delegation,

for the medical needs of a defined population. Traditionally, contact between patient
and doctor is initiated by the patient. In this way the general practitioner is exposed
to medical demand. His diagnostic role is concerned with relating demand to need
both for the individual consulting and for the total practice population. He must be
prepared to seek out need which is not reflected by demand and, where necessary,
control excessive demand. This paper describes a method of measuring demand as a
preliminary to studying'the factors which are important in determining the pattern of
demand in different groups in the practice population. The study also provides base
line data to which the individual doctor's diagnostic and therapeutic activities may be
related, and against which it will be possible to measure the impact of changing the
method of delivering medical care. The study took place in a general practice in which
three doctors provide medical care for a population of approximately 4,500 patients
in the Northern part of the London Borough of Lambeth. In addition to their clinical
responsibilities, all the doctors are concerned in teaching and research.

Method
The age and sex distribution of the practice population was determined by pre-

paring a register of all patients from the executive council medical record envelopes
held by the practice. At the mid point in the survey year, a random 1 in 9 sample was
drawn from the register and all the individuals in the sample were, by postal question-
naire or where necessary, home visiting, either traced or identified as having moved
from the area for which the practice provided medical care. The occupation of each
individual traced was recorded and classified according to the G.R.O. Classification
of Occupations and Social Class (1966), and the address was coded in a way which
related the distance of the individual's residence to the practice premises.

Every patient consulting during the survey year was identified by name, address,
date of birth, occupation and a unique serial number. This information was entered on
a specially designed record card which was introduced into the standard medical record
envelope. At the first and every subsequent consultation, the date, place and type of
consultation was recorded. In addition, a record was made of the presenting symptom,
principal diagnosis and action taken in terms of physical examination, investigations,
hospital referral, national insurance certification and prescribing.

Definitions were prepared for each item of data recorded. A consultation was
accepted as "any occasion on which a patient receives professional advice or help or
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treatment from his doctor." Consultations were sub-divided into direct consultations
occurring in the surgery or in the home, and indirect consultations at which there was
no confrontation between patient and doctor. Patient-initiated consultations were sub-
divided into 'new' consultations, defined as the presentation of a symptom which had
not been the subject of a consultation with any doctor in the previous year, or 'old'
consultations, in which the symptom had been the subject of a consultation in the
previous year. One diagnosis only was permitted and diagnostic and therapeutic
activity related to the diagnosis recorded. Before the survey commenced, two separate
weeks were devoted to trials of recording, during which a daily meeting of the doctors
took place in an attempt to standardize the use of definitions. A pilot trial lasting
one week was conducted in which all the data recorded were coded and extracted, and
analysed by hand sorting. Finally, the doctors recorded data on 20 fictional case
histories designed to test the interpretation of definitions. Complete agreement was
reached in 19 of the 20 test cases in recording place and type of consultation, investig-
ations, hospital referrals and certification. Inter-doctor variation occurred in four cases
in recording physical examination and prescribing. A similar test carried out at the
end of the survey demonstrated closer agreement between the doctors than at the
beginning of the survey.

During the survey, all the data were coded at the time of recording except oc-
cupation, presenting symptom, for which a specially devised code was employed, and
diagnosis, which was coded according to the system prepared by the Royal College of
General Practitioners (1963). Data were checked and extracted from the record cards
within 24 hours of recording, and following consultations, the patients' medical record
envelopes were isolated from the main filing system, until the extracted record card had
been refiled. The data were then punched on '80 column' punch cards, one for each
consultation, and transferred to magnetic tape.

Five methods were used to check the accuracy of data recording and extraction.
A computer programme was prepared to detect any inconsistency in the record of serial
number, date of birth, sex and occupation between successive consultations by the same
individual. A second programme detected incompatible combinations of data, e.g. the
recording of a physical examination at a consultation at which there had been no con-
frontation between patient and doctor, the recording of pregnancy or a gynaecological
disorder in a male, or a disease of infancy in an adult, etc. Thirdly, the Inner London
Executive Council made available all prescriptions written by the doctors in the practice
and handed in during a single month. A random sample of these prescriptions was
checked against the research record. Finally, a random sample of hospital discharge
letters and a random sample of laboratory reports were checked against the research
record. The computer check programmes were run at regular intervals and the doctors
were informed of the errors detected.

Results
Errors in recording. The computer check programmes detected errors at 2.2 per

cent of consultations in the first four months of the survey. This fell to one per cent
in the last four months. Failure to record a consultation at which a prescription was
issued was detected in one per cent of the sample of prescriptions checked. The
sample of laboratory reports revealed a deficiency of almost exactly the same level.
In contrast the check of hospital discharge letters showed that at 20 per cent of hospital
consultations by practice patients this was not recorded in the practice. The source of
this error was traced and was accounted for almost entirely by self-referral of patients
to casualty departments throughout London, largely as a result of acute traumatic
episodes of illness.

The community at risk. Tracing the random sample drawn from the medical
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records at the mid-point in the survey year, revealed that only 80 per cent of individuals
still resided in the area served by the practice. As the practice population is slowly
rising it is clear that patients leaving the district are constantly being replaced. As
many of the patients joining the practice do not register until forced to do so by ill-
health, it would be a serious under-estimate, particularly in the more mobile age groups,
to calculate the population at risk simply by applying the proportions traced in each age
group to the age-sex register. A method was therefore devised by which a correction
factor was calculated for each age group based on the mobility of that age group as
reflected by new registrations with the practice over a period of six months (Appendix).

This estimate of the age-sex structure of the practice population was compared
with the age-sex structure of a random sample of the inhabitants of the six northern
wards of Lambeth (Holland 1966). The practice population differed significantly*
from the census sample, being over-represented by males and females over 55 years of
age, and by females in the age groups under five years and 25-34 years (table I). There
was no significant difference between the social class distribution of the practice sample
and the census sample.

TABLE I
ESTIMATED AGE-SEX DISTRIBUTION OF THE PRACTICE POPULATION COMPARED WITH LAMBETH STUDY CENSUS

(HOLLAND 1966)

Practice population Lambeth census

Age in years Males Females Males Females

Number Per cent Number Per cent Per cent Per cent

0- 4 183 8.60 214 9.20 8.70 7.91
5-14 287 13.49 300 12.89 15.40 13.72
15-24 287 13.49 342 14.70 15.40 14.43
25-34 314 14.76 319 13.71 14.70 13.12
35 44 275 12.92 243 10.44 12.61 12.75
45-54 282 13.25 292 12.55 12.92 12.91
55-64 288 13.53 293 12.59 11.31 11.76
65-74 152 7.14 202 8.68 6.29 8.01
Over 75 60 2.82 122 5.24 2.46 5.39

Totals 2128 100 2327 100 99.99 100

TABLE II
ANALYSIS BY AGE AND SEX OF THE PERCENTAGE OF PATIENTS AT RISK CONSULTING

ATTENDANCE RATE PER CONSULTING PATIENT AND CONSULTATION RATE PER PATIENT AT RISK

Males Females

Per cent Attendance Consultation Per cent Attendance Consultation
Age in years consulting rate rate consulting rate rate

Under 5 89.0 6.6 5.9 82.7 6.6 5.5
5-14 80.5 4.4 3.5 78.7 5.1 4.0
15-24 73.9 4.1 3.0 90.1 5.8 5.2
25-34 58.6 3.9 2.3 67.4 6.1 4.1
35 44 70.2 5.6 4.0 79.4 7.3 5.8
45-54 72.3 6.0 4.3 82.5 6.7 5.5
55-64 76.7 6.8 5.2 76.1 6.5 5.0
65-74 82.2 7.0 5.7 84.7 7.2 6.1
Over 75 90.0 8.8 7.8 85.3 10.3 8.8

74.6 5.6 4.1 80.3 6.6 5.0

*Significant difference throughout this paper indicates P < .05.
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Patterns of demand. During the year, 3,455 patients consulted on 21,098 occasions.
This gives an overall consultation rate of 4.7 consultations per patient. The overall
consultation rate in a practice is dependent on the proportion of the patients at risk
who consult during the year and the number of consultations by each of these patients.
In this paper the first of these variables will be referred to as the proportion of patients
consulting; the second will be called the attendance rate. In table II, the proportion
of patients consulting, the attendance rate and the consultation rate has been calculated
for each age and sex group in the practice. This table demonstrates that the highest
proportion of patients consulting occurs at the extremes of age, but the attendance
rate is highest in the older age groups, thus giving these groups the highest consultation
rates. In males there is a marked fall in all these variables in the age-groups 5-54
years. The consultation rates in females exceed those in males in all age groups except
among those under five years and between 55 and 64 years. The female excess in the
age group 5-54 years is due to both a higher proportion of patients consulting and a
higher attendance rate.

The frequency of attendance rates by males and females is given in table III. In
nearly all age groups the frequency of high attendance rates is greater in females than
in males and this is particularly marked in the age groups 5-44 years.

Analysis of data relating social class to consultation rates revealed the highest
rates in class III and the lowest in class I. A significant association was demonstrated
between age and social class in this practice. After adjustment for age, the highest
consultation rate was still demonstrated in social class III (5.0 per patient per annum),
followed by class V (4.8), class IV (4.4), class I (3.5) and class 11 (3.3).

No association was demonstrated in the practice between the distance of the
patients' residence from the surgery, and age, sex or social class. The consultation
rate was inversely related to the distance of residence from the surgery, being 3.6 for
patients living over five eighths of a mile from the surgery and 5 0 for patients living
within that distance.

Place of consultation. During the year 8.7 per cent of consultations took place
in the patients' home. The proportion of home consultations increased with age.
Over the age of 75 years, 29 per cent of consultations with males and 49 per cent with
females took place in the home. With the exception of patients under the age of five
years and between 55 and 64 years, a greater proportion of consultations with females
than with males took place in the home. Consultations at which there was no con-
frontation between patient and doctor increased in frequency with age from 5.2 per
cent of all consultations under the age of five years to 24 per cent over the age of 75
years. The proportion of these consultations was higher in males under the age of
45 years, but this was reversed over this age.

After adjustment for age, a relationship between social class and place of consult-
ation was demonstrated (table III). The proportion of consultations taking place in
the home fell from nine per cent in social class V to 8.5 per cent in classes IV and III
and 6.7 per cent in class II. In class I, however, 12 per cent of consultations took
place in the home. No trend was demonstrated between social class and the pro-
portion of consultations at which there was no confrontation between patient and
doctor.

A relationship was demonstrated between the place of consultation and the distance
of the patient's residence from the surgery. The proportion of consultations taking
place in the home fell from 9.7 per cent for patients living within a quarter of a mile
of the surgery to 6. 1 per cent for those living over five eighths of a mile. Those living
intermediate distances had 7.8 per cent of their consultations at home.

Type of consultation. Forty-seven per cent of all consultations were doctor
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TABLE III
ANALYSIS OF FREQUENCY OF ATTENDANCE BY AGE AND SEX

Number of attendances

Age in years Sex 2 5 6 15 Over 16
None Once times times times

No. % No. % No. % No. % No. %

Under 5 Male 20 10.9 16 8.7 66 36.0 69 37.7 12 6.6
Female 37 17.3 23 10.8 60 28.0 84 39.3 10 4.7

5-14 Male 56 19.5 40 13.9 129 45.0 60 20.9 2 0.7
Female 64 21.3 42 14.0 111 37.0 73 24.3 10 3.3

15-24 Male 75 26.1 50 17.4 118 41.1 39 13.6 5 1.7
Female 34 9.9 52 15.2 140 41.0 98 28.7 18 5.3

25-44 Male 212 36.0 90 15.3 182 30.9 87 14.8 18 3.1
Female 154 27.4 55 9.8 170 30.2 149 26.5 34 6.0

45-64 Male 145 25.4 74 13.0 185 32.4 126 22.1 40 7.0
Female 121 20.7 71 12.1 189 32.3 163 27.9 41 7.0

65+ Male 33 15.6 25 11.8 59 27.8 73 34.4 22 10.4
Female 49 15.1 33 10.2 80 24.7 125 38.6 37 11.4

initiated. Twenty-five per cent were 'new' patient initiated consultations and 28 per
cent were initiated by the patient but concerned symptoms which had been presented to
a doctor during the previous year ('old' patient-initiated consultations). In both sexes,
the number of doctor-initiated consultations rose with age and the number of 'new'
patient-initiated consultations fell with increasing age. 'Old' patient-initiated con-
sultations represented a higher proportion of consultations under the age of 15 years
and over the age of 65 years than between these two age limits.

TABLE IV
THE DISTRIBUTION BY SOCIAL CLASS OF THE PERCENTAGE OF CONSULTAIIONS ANALYSED BY PLACE AND

TYPE OF CONSULTATION ADJUSTED FOR AGE

Place of consultation Type of consultation
Social
class No Patient Doctor Patient

confrontation Surgery Home initiated initiated initiated
'old' .new'

% % % %, % %
Unclassified 9.6 84.3 6.0 26.3 51.4 22.4
Class V 10.9 79.9 9.2 28.5 46.5 24.9
Class IV 10.1 81.4 8.6 26.9 46.1 26.9
Class III 11.8 79.5 8.7 28.4 45.4 26.1
Class II 14.3 79.2 6.5 25.1 47.3 27.5
Class I 10.9 77.7 12.1 25.0 40.9 33.4

The frequency distribution of 'new' consultations is analysed by age and sex in
table V. This demonstrates an excessive proportion of females initiating three or more
consultations compared with males, and this is particularly noticeable in the age group
5-44 years.

The relationship between type of consultation adjusted for age and analysed by
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social class is illustrated in table IV. A slightly higher proportion of 'new' patient-
initiated consultations and a slightly lower proportion of 'old' patient-initiated con-
sultations were recorded in the higher social classes.

Seasonal influence. A rise in the number of consultations occured during the
winter quarters with a maximum in the quarter November to January. This was
equally apparent in both sexes. The proportionate contribution of different age groups

TABLE V
ANALYSIS OF THE FREQUENCY OF NEW CONSULTATIONS BY AGE AND SEX

Number ofnew consultations

Age in Three or Five or
Years Sex One Two Four Six

No. % No. % No. % No. %

Under 5 Male 45 32.1 46 32.9 37 26.4 12 8.6
Female 58 37.4 52 33.6 33 21.3 12 7.8

5-14 Male 94 46.1 64 31.4 42 20.6 4 2.0
Female 97 46.6 50 24.0 52 25.0 9 4.3

15 24 Male 95 50.5 46 24.5 41 21.8 6 3.2
Female 126 45.0 69 24.6 65 23.2 20 7.1

25-44 Male 201 63.4 74 23.3 39 12.3 3 0.9
Female 133 38.4 100 28.9 98 28.3 15 4.3

45-64 Male 203 60.0 87 25.7 43 12.7 5 1.5
Female 209 54.6 105 27.4 60 15.7 9 2.3

65+ Male 80 67.2 24 20.2 13 10.9 2 1.7
_ Female 102 54.5 57 30.5 24 12.8 4 2.1

to the total consultations in each quarter did not vary in females. In males there was a
sharp rise in the proportion of consultations in those aged 45-64 in the winter, with a
fall in the proportion by males aged 65 years and over.

During the winter, a greater proportion of consultations took place in the home,
and there was a proportionate rise in the number of consultations at which there was
no confrontation between doctor and patient. No relationship was demonstrated
between season and type of consultation. There was a steady rise throughout the
year in the proportion of doctor-initiated consultations which represented 43 per cent of
all consultations in the first quarter of the year and 50 per cent in the last. This was
accompanied by a fall in both 'new' and 'old' patient initiated consultations.

Diagnosis. One diagnosis was recorded at each consultation and these have been
analysed into 20 disease groups. This has been done on the basis of the Royal College
of General Practitioners' Classification though some minor alterations in grouping have
been made. Congenital Malformations and Diseases of Early Infancy have been
combined, as have Prophylactic Procedures and Administrative Procedures. The group
diseases of Nervous System and Sense Organs has been split to allow diseases of the
ear and eye to be considered separately, and Respiratory Disease has been split into
Acute and Chronic Respiratory Disease. This analysis is given in table VI. Diseases
of the Respiratory System were diagnosed at one quarter of all consultations, followed
in frequency by Mental Illness, at 12.01 per cent of consultations, Diseases of the
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Digestive System (7.85 per cent), Diseases of the Skin (6.93 per cent) and Diseases of
Bones and Organs of Movement (6.87 per cent).

Each group was analysed by age and sex and histograms have been prepared
relating age and sex to consultations per 1,000 patients at risk. Nine of these histo-
grams are illustrated in figure 1. Three patterns of age-sex distribution are demonstrated.
In the first (Communicable Diseases, Diseases of the Ear and Eye, and Acute Res-

TABLE VI

Diagnostic groups R.C.G.P. Number of
Classification Consultations Per cent

Communicable diseases 001-043 551 2.61
Neoplasms 050-082 353 1.67
Allergic, endocrine system, metabolic and

nutritional diseases 085-105 866 4.11
Diseases of blood and blood-forming organs 110-122 289 1.37
Mental, psychoneurotic and personality

disorders 125-150 2534 12.01
Diseases of nervous system 115-169 & 581 2. 75

195-207
Diseases of the eyes 170-181 343 1.63 ( 7.26
Diseases of the ear 182-190 607 2.88 J
Diseases of circulatory system 210-237 1414 6.70
Diseases of respiratory system (acute) 240-247 & 4140 19.631

260-272 .25.19
Diseases of respiratory system (chronic) 248-256 1173 5. 56J
Diseases of digestive system 275-308 1656 7.85
Diseases of genito-urinary system 310-344 928 4.40
Deliveries and complications of pregnancy,

childbirth and puerperium 345-366 344 1.63
Diseases of skin and cellular tissue 370-399 1462 6.93
Diseases of bones and organs of move- 405-427 1450 6.87

ment
Congenital malformations and certain

diseases of early infancy 430-451 44 0.21
Symptoms and ill-defined conditions 455-464 266 1.26
Accidents, poisoning and violence 470-494 1075 5.10
Prophylactic and administrative procedures 500-510 1018 4.83

Total 21094 100 I

TABLE VII
COMPARISON OF THE PERCENTAGE OF CONSULTATIONS ASSIGNED TO THE EIGHT DIAGNOSTIC GROUPS MOST
FREQUENTLY USED IN THE LAMBETH STUDY, WITH THE FIGURES OF LOGAN AND CUSHION (1958), FRY (1957)

AND DAVIES (1958)

Lambeth G.R.O. Fry Davies
Logan
(1958) 1957 1958

Diseases of respiratory system 25.3 23.1 30.0 29.9
Mental, psychoneurotic and personality disorders 12.0 4.4 8.5
Diseases of the digestive system 7.9 8.6 12.0 5.8
Diseases of the nervous system (including eyes and

ears) 7.3 9.5
Diseases of skin and cellular tissues 6.9 8.4 10.0 9.7
Diseases of bones and organs of movement 6.9 6.7 6.5 5.9
Diseases of circulatory system 6.7 5.3 6.0 8.0
Accidents, poisoning and violence 5.1 8.2 6.3
Others 22.0 25.8 27.0 34.4
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piratory Diseases), the maximum number of consultations occurred under the age of
five years, followed by a decline with increasing age. The second pattern is a reversal
of the first (Chronic Respiratory Disease, Diseases of the Circulatory System and
Diseases of Bones and Organs of Movement). Apart from Chronic Respiratory
Diseases in which there is a marked excess of males, the sex differences in these two
sets of histograms are small. Thethird pattern demonstrates the maximum number
of consultations in the age group 15-64 years with a marked excess in females (Mental
Illness, Diseases of the Genito-Urinary System and Skin Diseases). The only major
disease groups not illustrated are Allergic and Endocrine Disorders which follows the
third pattern. Accidents and Violence which follows the third pattern, but with an
excess in males, and Diseases of the Digestive System in which no characteristic
age-sex distribution was demonstrated.

Discussion

A large number of studies in general practice have been conducted in the last two
decades. Lees and Cooper (1963) described'how attempts to compare the data collected
by different workers presented enormous problems.

The first of these is the lack of unanimity in defining the population to which the
general practitioner is at risk. Backett et al (1954) pointed out the discrepancy between
the patients registered with a doctor and the patients who are actually present in his
practice area. The inflation of 19 per cent which he described is similar to the figure
reported here. By using different estimates of the population at risk the consultation
rate in this practice varies from 4.4 to 5.5 per patient per year. Using the equation

Total consultations

Population at risk
the first figure is given if the denominator is taken to be the sum of all medical records
held by the practice and the second figure is given if the denominator is calculated
according to the proportion of patients traced in the sample.

The definition of a consultation also varies widely. Many workers have excluded
consultations at which there is no confrontation between patient and doctor. These
represented 11 per cent of consultations in the study and were not evenly distributed
by age groups. In the study of Davies (1958) these 'third party' consultations amounted
to over 25 per cent of the total.

It is important to bear these limitations in mind when comparing the results of
this study with those reported elsewhere. The overall consultation rate of 4.7 per
patient at risk is higher than those reported by Fry (1957) 3.1 to 3.5 per patient, Logan
and Cushion (1958) 3.8 per patient, Handfield-Jones (1959) 3.9 per patient or Baker
(1966) 3.8 per patient. It is below the figures reported by Scott et al (1960) 6.6 per
patient and Waterston (1965) 7.0 per patient per annum.

The proportion of patients who did not consult during the year females 20 per
cent and males 25 per cent is lower than that reported by Logan and Cushion (1958),
but very similar to the figure of Fry (1957) and reflects the same difference between the
sexes. The proportion of females, 37 per cent, and males, 26 per cent, who consulted
on six or more occasions in the year is comparable with Logan and Cushion (1958),
who reported 38 per cent of females and 24 per cent of males consulting on five or
more occasions.

The pattern of demand by different age groups is similiar to that described else-
where. The relationship to social class differs from Kedward (1962) and Scott and
McVie (1962) who described a social class gradient with the highest consultation rates
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and highest home visit rates in the higher social classes. It is in broad agreement with
Logan and Cushion (1958) who demonstrated the highest rates in social class III.

One of the most striking findings in this study was the small proportion of con-
sultations, 8.7 per cent, which took place in the patients home. This is below the
figure of 12 per cent calculated from the data of Froggatt et al (1969) and very much
lower than figures reported elsewhere, e.g. Scott et a? (1960) 30 per cent and, more
recently, Baker (1966) 20 per cent. Factors which may contribute to this low visiting
rate include the compact nature of this practice, 57 per cent of the patients being within
one quarter of a mile of the surgery and the disincentive to home visiting, caused by
traffic congestion in the area.

The difficulties of comparing studies in general practice are particularly apparent
when considering morbidity data. In the GRO study of Logan and Cushion (1958),
indirect consultations were excluded, but more than one diagnosis was accepted at
each consultation. The data were coded according to the International Classification
of Diseases Index. Hardman (1965), who coded his data in the same way, permitted
only one diagnosis at each consultation. Fry (1957) and Davies (1958) developed
their own classifications of morbidity and Scott et al (1960) modified the International
Classification by withdrawing certain symptoms from Section XVI and by introducing a
section Social Pathology. The comparisons illustrated in table VII, in which the eight
most frequently recorded diagnostic groups in this study in Lambeth have been compared
with the results of Logan and Cushion (1958), Fry (1957) and Davies (1958), are of
limited value.

There is agreement as to the importance of respiratory disease in general practice,
but wide variations between the studies as to the contribution of other disease groups to
morbidity in general practice. This study differs particularly in the high proportion
of consultations at which mental illness was diagnosed. The separation for analysis
in this study of diseases of the eye and ear from diseases of the nervous system and acute
from chronic respiratory disease is of some interest. When these groups are considered
together and analysed by age groups, the frequency of consultation for chronic
respiratory and neurological disease in the elderly tends to hide the excess of consulta-
tions for acute respiratory diseases and diseases of the eye and ear in the younger age
groups.

A major difficulty encountered in any study in which data are recorded in the
service situation of general practice is that of evaluating the errors in recording. In
this study in which the method devised ensured that all data were checked and extracted
within 24 hours of recording, so that omissions and mistakes could often be rectified,
the checks which were made detected errors which cumulatively affected 3-4 per cent of
consultations. Added to this, the inter-doctor variation in interpreting certain def-
initions must be considered and was most marked in items of data where complete
objectivity of definition could not be achieved. The limitations of collecting information
about hospital usage from general practice in the London area was demonstrated.

The results described in this paper reveal many predictable patterns of demand.
The high consultation rates of patients under the age of five years, with a large pro-
portion of 'old' patient-initiated consultations, is in keeping with the pattern of morbidity
in this age group and may be interpreted as repeated episodes of acute infection. The
high consultation rates in the aged due to a large number of doctor initiated consultations
reflects the type of medical demand which might have been inferred from the age dis-
tribution of consultations for chronic degenerative disease, and the particularly high
demands of males in the age group 55-64 may be associated with the prevalence of
chronic respiratory disease in this age group.

In contrast, many of the patterns of demand described herein are less easily explained
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and deserve further study. What are the factors which lead 40 per cent of children
under the age of five to consult on six or more occasions, and how do these children
differ from those who consult once or twice, or not at all? What determines the different
patterns of demand of men and women over the age of 65 years? What are the factors
which determine the large numbers of 'new' patient-initiated and doctor-initiated con-
sultations among women aged 15-44, and why are such large numbers diagnosed as
suffering from mental illness, skin diseases and allergic and metabolic diseases in these
age groups?

Further elucidation of these problems must depend on more detailed studies ofgroups
of patients identified by their pattern of demand as described by Jacob (1966 1968).
This requires studies of the sociological and psychological factors which influence the
attitude and behaviour of these groups, the symptoms of which they complain and, not
least, the doctor's behaviour in response to their demand for medical care.

Summary
This paper describes a method used to study the demand for medical care in a

general practice in the London Borough of Lambeth.
Various sources of error in recording data in general practice have been measured

and the pattern of demand by different age, sex and social classes, in relation to different
places and types of consultation.

The results are compared with other studies in general practice, but the limited
value of such comparisons is stressed.

APPENDIX
Method of estimating the population at risk

The number of patients registered with the practice at the mid-point in the survey
year calculated from an age-sex register prepared from the medical records was adjusted
in two ways.

1. A random one-in-nine sample revealed that 20 per cent of the registered patients
could not be traced. No significant differences in the proportions traced in different
age groups was demonstrated using a chi-square test. The pooled percentage of
missing patients was used to adjust the total number of registered patients to estimate
the population at risk.

2. The number of new registrations in six months in each age group was expressed
as a percentage of the registered patients in that age group. A steady declining gradient
towards the older age groups was demonstrated with the exception of newly-registered
babies in the first year of life. An estimate of the trend was calculated using a re-
gression technique and excluding the first year of life. The regression line was then
used for estimating how many new patients are registered with the practice each year.
An assumption was made that the half-yearly increase of patients in each age group is
a reasonable estimate of the additional number of patients in each age group who have
moved into the practice area and to whom the doctor is at risk, even though they have
not registered with the practice. The patients at risk calculated by method (1) was
therefore adjusted by adding the percentage of new registrations read from the re-
gression line.
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DIABETES DETECTION
THE SOUTH-EAST SCOTLAND FACULTY is to be congratulated on its evaluation of a difficult area
of diabetes detection. In the study described on page 286 of Journal No. 94 has shown that a
significantly raised prevalence of abnormal glucose tolerance and by inference of florid diabetes
also, exists among patients who present with the symptom of vulvitis. The results, in the way
they have been presented also suggest that a similar raised prevalence rate may exist in patients
presenting with pruritis ani and carbuncles, but not in those presenting with boils. However,
if full allowance is made for the enormous variations in the prevalence of abnormal glucose
tolerance by age (CGP Diabetes Survey Working Party 1962, 1963), in a representative sample
of the population, then only the expected numbers ofpatients with diabetic tolerance were found in
all the symptom groups with the sole exception of vulvitis. Even for patients with vulvitis, it
is only in the age group 50-65, that the excess is evident.

These findings add further support to the view (Crombie 1964) that ... "routine detection
should be confined to those over 50 in the high risk groups; that is individuals who are or have
been obese; women who have borne more than six children or a baby weighing 10 lbs or more
at birth; and those who have close relatives who are known diabetics." It was also pointed out
that far more important than this restricted screening was the necessity for the general practi-
tioner to be aware of the possibility of diabetes during his routine contacts with his patients. In
this particular example, where the conclusions are based on the mass detection drive carried out
by the college working party, the numerical evaluation of the results lead us back, not to mass
detection drives as such but to current good clinical practice. This consists in testing for
glycosuria all patients with certain disabilities such as vague ill health, peripheral vascular
disease, or neuropathy particularly associated with ulceration of sepsis of the lower limbs, visual
defects, coronary artery or cerebrovascular disease, vulvitis and balanitis.

Similar conditions seem to apply to detection drives based on blood sugar estimations, for
we have insufficient knowledge of the natural history of diabetes and glucose intolerance to
know how we should handle people with blood sugar levels between the absolute maximum of
normality, say 180 mg per cent of glucose, two hours aftera meal and the absolute minimum
of abnormality under the same conditions, say 120 mg per cent.
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