
PRIMARY CARE IN BIG CITIES 2

The family doctor in Central London
KENSINGTON, CHELSEA AND WESTMINSTER (SOUTH) COMMUNITY HEALTH
COUNCIL

Introduction

EVERYONE is aware of the problems of primary
health care in inner city areas like Kensington,

Chelsea and Westminster. The population is unstable
and ever changing. Many people live in bedsitters or

flats away from their families so that consistent doctor-
patient relationships are difficult to establish and the
doctor cannot know the background or medical history
of the patients in the same way as in a country practice.
Many people are not even registered with a general
practitioner and hospital accident and emergency
departments often provide an alternative to primary
care. For the doctors, the high cost of housing may
mean that they cannot afford to live near the practice
and night cover will not be provided personally by that
practice. The opportunities for private practice may also
be much greater.
The Kensington, Chelsea and Westminster Com¬

munity Health Council (CHC), as a result of informal
contacts with members of the public, felt that there were
particular problems in this district, which were not

being tackled. A survey of various aspects of general-
practitioner services was therefore undertaken from
February to May 1977 to find out from people using
these services their own experiences, their comments
and their suggestions for improvements. At the same

time as this survey was carried out, all general prac¬
titioners in this district were contacted and their
comments are given in Appendix 1. This enquiry was

financed by a grant from the Job Creation Programme
of the Manpower Services Commission.

Method
The survey was conducted through interviews in their
own homes with 501 people selected randomly from the
electoral register. Using a structured questionnaire the
interviewers were seeking information about recent

experiences of general-practitioner services rather than
opinions or their neighbours' experiences. Full details of
the survey and sampling methods are available on

request.
© Journal oftheRoyal College ofGeneral Practitioners, 1978, 28,
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This survey was different from most previous 'patient
satisfaction' surveys. It was based on everyone living in
the district rather than on a particular practice, and
people were included whether or not they were regis¬
tered with an NHS doctor. This has given us a much
fuller picture as it includes information about why
people do not register and why people use private
doctors rather than NHS ones. This has however
reduced the numbers interviewed having recent ex¬

perience of the NHS so that some of the results can only
provide useful indications of problem areas, rather than
valid generalizations. The structured questionnaire also
included some opportunities for open-ended responses.

This district is undoubtedly one of the hardest in
which to conduct such a survey and to make contact
with the sample population. There are a great number
of transients: indeed 20 per cent of those on the 1977
electoral register had moved away by the time it was

published.that is, only six months after it was com-

piled! The prevalence of flats, bedsitters and doors with
answerphones demands much perseverance from the
interviewers. There are also many 'partial' residents
whose main home is in the country and who may only be
in London a few nights a month, but they are on the
electoral register. Many people seemed never to be at
home at all and it was difficult to find out when they
were likely to be in or even if they were in residence.
Most interviewing had to be done in the evening ^nd at
weekends because of the high number of people at work
during the day. Appendix 2 lists the success rate in
contacting potential respondents and the success level in
the interviewing sample.

Because we chose to base the survey on a sample
drawn from the electoral register, we have restricted
ourselves to the more stable part of our community. The
people who are not on the electoral register are excluded
and it may be these people who are likely to have the
most difficulties in obtaining primary care through the
NHS general-practitioner services. A further study is
needed to determine the problems that affect this group
of the population, which includes the young, the
homeless, and the rootless as well as those just passing
through.
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Results
Seventy per cent of the sample were registered with NHS
doctors. A further 15 per cent had only private doctors.
As the sample included only people on the electoral
register, the proportion registered on the NHS seems

low. After all, people not on the electoral register are

probably less likely to be registered with a doctor. Of
the 16 per cent who were not registered with any doctor,
over half were registered elsewhere and many of these
privately. Those registered out of the area are

presumably mainly people who have both town and
country houses and younger people still registered at
their parents' home address. Of this group 40 per cent
were under 29 years of age. More than half of those not
registered had lived in the district over two years.
Common reasons given for not registering were: "I
haven't been ill" or "I haven't needed a doctor since I
movedhere".

Finding a doctor
"You need more choice. There are too few doctors.
Only the bad ones take new patients. The good ones are
full."

"It's not satisfactory to have such an effort to get on a
doctor's list. It took an awful long time."

"There's no choice. There ought to be a way of finding
a doctor you like."

Many people coming to the CHC complain about
difficulty in finding a doctor to accept them as an NHS
patient. Everyone who had been registered for less than
two years was asked whether they had tried to register
with another doctor first. About one person in five had,
and most had tried two or more practices. Though the
numbers are small, difficulties were experienced in all
parts of the district. Most people were told that the
doctor had a "full NHS list". As very few doctors on

the NHS list in this district do have full lists, this is
obviously used largely as an excuse for not accepting
patients. Other people gave difficulty in finding a

doctor on the NHS as a reason for not registering, for
going to a private doctor, or for not trying to change
when they had lost confidence in the doctor.
Another point brought up by people was the

desirability of seeing a doctor before registering. This is
almost impossible in most practices and people would
almost automatically be classed as 'difficult' if they
asked to see the doctor. However, choice is important as

doctors themselves are well aware. S,ome doctors are

sympathetic to certain types of people with problems;
some prefer the elderly, children, or the mentally ill. It is
reasonable that both the doctor and the patient should
have a choice.
The CHC office frequently receives requests to

'recommend' doctors. This we cannot do, but we can

indicate the doctors who are interested in certain fields.
More flexible arrangements about registering could

be made. New patients should be able to meet the doctor
briefly before registering if they wish. After all, the

doctor can choose patients through the receptionist,
who will be well aware of her employer's preferences.
Normally people find out doctors' names by personal

recommendation from neighbours or friends. This is
not so easy in Central London. Lists are available from
the family practitioner committee (FPC), libraries,
citizens' advice bureaux and, of course, the CHC.
However, these lists, supplied by the FPC, include all
doctors registered for NHS work, whatever their list size
or willingness to take new NHS patients. This means

people may try to register with doctors who do not
generally take NHS patients. The CHC now produces
lists of doctors who are normally willing to take new

patients and this saves the would-be patient much
unnecessary effort. It would be helpful if the FPC
would clearly state in their lists the doctors who do not
normally take on new patients.

Changing doctors
Confidence in the doctor is very important. Yet even if a
patient loses confidence in the doctor it is difficult to

change, under the present system. First the patient has
to find another doctor and then either write to the FPC
or go to the surgery of the doctor the patient wants to
leave to get the medical card signed. Understandably,
many people find it very embarrassing to go back to the
surgery.
The situation is made harder for the patients because

of a 'gentlemen's agreement' operating in many parts of
the district, by which the doctor will not take a patient
from another doctor's list. We asked people if they had
ever tried to change doctors. One in 10 had; most were

successful. Many others said that they had considered it
but had felt it was too difficult and had not persevered.
For the dissatisfied patient who can afford it, private
practice provides an outlet.

The doctor and the patient
Patient satisfaction
"A perfect service!"
* *The National Health Service should be abolished!''

"I had to wait a bit, but it wasn't bad. You can't expect
much on the NHS.''

"Doctors aren't as friendly as they used to be."

"GPs are no longer interested in the patient per-
sonally.only in diagnosis and referral."

The results of the survey were encouraging in that about
60 per cent of the people registered with an NHS doctor
were very satisfied and a further 22 per cent were fairly
satisfied with the service provided by their general
practitioner. However, there were also a large number
of complaints about the service and the way practices
were organized.

Patients are on the whole very loyal, sympathetic, and
understanding about the problems of the doctors.
Largely the faults were attributed to the system. Many
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people felt that there are too few doctors, which means

that doctors have too many patients and cannot give the
standard of care they would like to give. A frequent
commentwas:

"Doctors should be paid more so that there would be
more doctors and so more time for patients."

There was also a low expectation of the NHS.

"You get what you pay for."

"You can't expect any better from the NHS."

The fact that almost a third of the sample had been to
see a private doctor in the last two years also indicates a

certain lack of confidence in the NHS. These aspects
will be dealt with below.

Time spent with patients
Patients see the general practitioner as harassed and
overworked because the doctor has too many patients
and sq is not able to do proper examinations or get to
the cause of illnesses.

"They act as if they're here for prescriptions only."

Many people felt that pills were handed out too readily
while more emphasis should be on preventive health
care and teaching people to look after themselves.
Without being asked, 12 per cent volunteered the

information that the service was hurried and a further
nine per cent that no examinations were done. A further
14 per cent said that the service was so impersonal that
they did not feel the doctor cared. Twenty-two per cent
of those going to a private doctor gave as a reason that
they wanted a more personal service.
From this it is clear that many people feel that the

service they get is hurried and impersonal and that
doctors do not allow enough time for examination and
diagnosis. They tend to see the solution in the em-

ployment of more doctors, so that there could be lower
doctor-patient ratios. However, the actual list size of
general practitioners is low in Kensington, Chelsea and
Westminster compared with other cities. Perhaps we

should seek the cause elsewhere.

Continuity of care

"It's a nuisance to go straight to hospital if anything is
serious. The doctor could follow through a patient's
illness and do more himself and less paperwork."
"Health centres with more facilities would be better
than a single GP, who seems to be just a referral system
now that the family doctor system is dead."

"When I change doctors I shall go to a single-handed
practice; it's so unfriendly when it's a large one."
"I've had a bad time with locums; they don't know
your history."
"It would be better if my own doctor were there to see

me more often."

"There are so many doctors now, I always ask to see

my own doctor."

Seventy-one per cent of those registered had been to see

an NHS doctor in the last year. Most of those who
wished to were able to see their own doctor. Of those
who did not see their own doctor, about one quarter
would have preferred to do so, but only half of them
had actually asked for this. Only 12 per cent had been to
the surgery and had not seen a doctor.
As an aside, the elderly are often considered to be a

'burden' on the health service and high 'users' of it.
However, it is interesting to note that, both in going to
see the doctor and in requesting home visits, the over

65 s made proportionately fewer demands than the 30 to
49 age group!
Two points follow:

1. Some people are not concerned about whom they
see: their concern is to see a doctor quickly.
2. To others, it is very important to be seen by the same
doctor, who knows them, so that they will not have to

go through their history again. A patient in a practice
run largely by locums on a permanent basis expressed
concern about the rapid turnover of doctors, and that
"temporary doctors never look up the notes".
However, another was quite satisfied with this
arrangement because "personally I think this is good,
the doctor ispastit".
The continuity of contact with the general practitioner
was seen as particularly important to some because
there was no continuity at all with hospital doctors:
"You never see the same one twice".

Practice organization
Thesurgery

"Filthy surgery, antediluvian. I'd rather be ill than go
andseehim."

"I had a minor accident and had to go to St Stephen's
because my doctor wouldn't bind it. More could be
done in the surgery."

General practitioners are independent contractors paid
by the NHS for the patients they treat. General prac¬
titioners with an NHS list size of over 1,000 patients get
two thirds of the staff salaries reimbursed. General
practitioners have to rent and equip their own surgeries,
but there is no financial inducement for them to equip
the surgery well or to update the equipment. Ex-
penditure over the minimum has to come out of their
ownpockets.
A number of comments were made about surgery

premises. Some people felt that their doctor's premises
were inadequate and depressing.even unhygienic and
dirty. More felt that the waiting areas needed more

attention and could be made more attractive. The lack
of privacy in some surgeries was also mentioned.

"Everyone in the waiting room can hear what you say
to the doctor."

Other people mentioned that they would like to see
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more facilities and equipment available in the surgery so
that they would not need to be referred to the hospital
for every minor test. A number of people mentioned
that health centres would provide a more comprehensive
service to patients and would provide facilities now

available only in hospital. The general practitioner
could become more than "just a post box" or a "first
aidpost".

Organization of surgeries
"You can feel ill in the morning but might not be able
to see a doctor until the following day when you don't
feel ill anymore. It's very difficult for people without a

telephone."
"There's no appointments system. It's ideal. I can see
the doctor whenever I want. The doctor is there to help
you; you can't plan to be ill!"

"They always fit you in: 'phone during the day and the
doctor will always give an appointment."
"You have to argue to get an appointment. You have to
be ill to suit the doctor!"

Surgery arrangements should enable patients to see a

doctor quickly without too much queueing. We asked
people what sort of system their doctor had and how
satisfied they were with it. Some doctors had an ap¬
pointments system, some operated walk-in surgeries,
while a few did both. We got some curious results! Both
groups of patients were generally satisfied with the
system operated by their general practitioner (Table 1).
Both groups felt that there were disadvantages and
advantages to both appointments systems and walk-in
surgeries.
Appointments systems. Those with appointments
systems felt that it was better not to have to vVait so

long, especially in a group practice, if one wantedito see

a particular doctor. However, about the same number
of people with an appointments system complained
about the long waits as those without (15 pgr cent).
Probably those who had made an appointment did not
expect to have to wait so long. The major drawback was

the difficulty in seeing the doctor quickly. Many
reported that a three or four day wait was normal. As

Table 1. Percentage of patients satisfied with appointments
system and with walk-in surgery.

Surgeries with
appointments

(159)

Walk-in
surgeries

(154)
Both
(18)

most people do not contact the doctor until they are ill,
they are unwilling or unable to wait this long.

"When you decide to go to the doctor you do need to be
seen promptly. You want to see him that day. By the
time you get an appointment you are well again or
dead!"

Almost one third complained about this. Of those
whose doctors operated a walk-in surgery, 38 per cent

gave availability and access as the reason for preferring
that system. For others, it is difficult actually to make
an appointment and keep it. If one has no telephone it
involves two trips to the surgery.

Receptionists came in for some criticism. They were

often seen as obstructive and tried to prevent the patient
seeing the doctor.

"They cross-question you as to why you want to see the
doctor inahurry."
"I wish she wouldn'tdiagnose over the 'phone."

They are in the front line in implementing the doctor's
policy about seeing patients without appointments and
perhaps are unfairly blamed.
Walk-in surgery. The advantage of the open surgery is
that you can always see the doctor when you want to
during surgery hours, and do not have to make an

appointment, though you do have to wait. Some people
suggested a numbered ticket system so that you could
estimate how long you had to wait and could possibly go
out and do other things and then return, as at the social
security office.
There are a few practices which combine the two

systems and thus suit everybody as far as possible. This
can be done by having one surgery with appointments
and one open, or by leaving time at the end of each
surgery to see patients without appointments. Thirty
two per cent of patients going to a private doctor gave as

a reason for doing this the speed in getting an ap¬
pointment and the fact that they did not have to wait.

Information to patients
Many people are badly informed about the services, the
procedures, and about their rights. This causes anxiety
for many patients and extra work for the receptionist or

the doctor. Our interviewers were often asked how to
find a doctor and how to change doctors. Some patients
did not realize that the doctor had any emergency cover
or that you do not have to pay for home visits! Some
doctors do give patients an information sheet or card
describing, for example, surgery hours, the best time to

'phone, and what to do in an emergency. This is much
appreciated by patients. Many people do not go to see

the doctor very often and run into difficulties when they
want to contact the surgery.
From the beginning the CHC has seen, as an im¬

portant part of its work, the need to educate the public
about the services available, and how to use them. We
have produced leaflets about doctors, dentists, and
opticians.
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Surgery times
People registered with an NHS doctor who does not
hold an evening surgery have to get time off work to see

the doctor. Some employers seem to be unsympathetic
to employees taking time off. Out of all the practices
taking NHS patients, almost one third do not have a

surgery after 17.30 hours. If patients work a long way
from the surgery, they may have to take time off work,
without pay, to go to see the doctor.surely an un-

necessary expense.
Others mentioned the difficulties of 'phoning the

surgery during the day.they wanted a service to answer
these enquiries. Most doctors do have a receptionist or

someone to answer calls; some, however, do not. In
branch surgeries or single-handed practices this is a

particular problem, as the surgery is often closed out of
surgery hours. Contacting the doctor may involve a

series of 'phone calls to different numbers. Some
pointed out the advantage of a group practice or health
centre in this respect.

Emergency services

"I was very ill on a Sunday once with a temperature of
105. I knew it was no good trying my NHS doctor
because he never comes out on a Sunday."
"Excellent!"

"The doctor told me to go to hospital. I went to the
hospital and was told to go back to my doctor. It's very
poor."

According to their contracts, doctors must provide 24-
hour cover for their patients. They must arrange for
themselves or another doctor to be always available in
an emergency. Eighteen per cent of NHS patients in the
sample had tried to contact the doctor out of surgery
hours, two thirds of these as an emergency. In half the
emergency cases a doctor called, and a further 20 per
cent made contact with a doctor. In the remainder of
cases, just over one fifth of the total, no contact was

made with the doctor, and most of these went to the
hospital. These are small numbers, but in each one, the
failure to contact the doctor might have had very serious
repercussions.

Patients' assessments of emergency arrangements
were not enthusiastic. About half thought they were

good; for the rest, comments varied from "all right" to

"downright bad". Interestingly, the few who used the
emergency doctor service were satisfied. It is clear that
the system for providing emergency cover needs to be
reviewed.

People trying to contact the doctor in the middle of
the night are likely to be very distressed and in a panic,
yet they may have to make three 'phone calls. The sys¬
tem depends on the availability of 'phones in working
order, not a common state of affairs in an urban area.

It also emerges, and this is confirmed by the experi¬
ences of the hospitals, that the accident and emergency
departments are providing back-up emergency cover.

"It's terrible, you can only telephone during surgery
hours; otherwise, you don't know who to turn to as no-

one knows where he lives. You have to go to St
Stephen's casualty."
"It worries me. I think I would 'phone 999. I don't
know if I have an emergency service."

Home visits

"It's an appalling one-man practice.impossible to get
him out in the evenings or contact him at weekends.
One is often sent to a horrible service elsewhere."

"Our own doctor won't visit even if you have a high
temperature. He says 'come when you're feeling well
enough'!"
"Splendid! A model practice! The doctor comes or

sends another one."

"I suffered a 10-day lapse between my mother having a

fail and her going into hospital. The doctor kept
postponing coming round and she couldn't be admitted
until he did, so her condition has been made much
worse because of this."

"Home visit? I wouldn'tdareask."

The general practitioner must call on a patient at home
if necessary, but this decision is made by him. It is only
by the results that the doctor can be proved wrong.
Concern was often expressed about the increasing
unwillingness of general practitioners to do home visits.
Many people felt it was risky to bring a sick child out
and then to be in a crowded waiting room for what
might be some time. Doctors may argue that the main
use of home visits is for assessment of social needs,
except for the housebound and the very ill. They are

rarely medically necessary and are not a productive use

ofthe doctor's time.
Twenty-two per cent of those registered with an NHS

doctor had asked for a home visit in the last year, and in
most cases a doctor called. Where the doctor did not
call it was not possible to judge whether the visit was

'necessary'. As one would expect, the higher oc¬

cupational classes demanded home visits more often,
but more surprisingly the elderly were not the greatest
users ofthe service.
The debate about the need for home visits is one

which will continue. However, some conclusions can be
drawn:
1. There is a real need for home visits, especially for the
elderly. These will enable the doctor to assess their
needs, social as well as medical, and their ability to

cope. It is possible that this can be done by health
visitors and district nurses. The patient's home cir-
cumstances may have an enormous bearing on the
illness and the demands made on the doctor. This in¬
formation is unlikely to be apparent from a hurried
consultation in the surgery.
2. If the doctor wishes patients who are quite ill to come
to the surgery or to bring sick children, then it is im¬
portant to ensure that they are seen immediately and do
not have to wait in the waiting room.
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Private practice
"For anything serious we go to a private doctor."
"You get what you pay for. Doctors are not
magicians."
"NHS doctors don't have time to talk to patients on the
whole."

Nearly one third of the sample had been to see a private
doctor (excluding hospital consultants) in the last two
years. As would be expected, most lived in Kensington
and Knightsbridge and came from the two highest oc¬

cupational classes. However, 23 per cent came from the
lower middle class and the skilled working class. Forty-
five per cent with a private doctor had an NHS doctor as

well. The rest had no NHS doctor and had seen only the
private doctors in the last two years.
The reasons given for going to a private rather than

an NHS doctor are illuminating. The figures given are

percentages of the sample population:
Better medical service than NHS/
specific treatment wanted
Convenience /no waiting
More personal service/more time
with the patient
Always had one/can afford it
Wanted treatment in an emergency
Could not find NHS doctor
Other
No information

40
32

22
19
12
8

11
4

Forty per cent felt that by going privately they were

getting better medical treatment or would get treatment
not available on the NHS. This is a serious comment on

confidence in the NHS, especially as 45 per cent also
had an NHS doctor. The reasons given are, in fact, the
same as the complaints that people made about the
NHS, and it is clear that for those who are fortunate
enough to be able to afford it, the private sector is
taking over much NHS work.
Some who had only private doctors were resentful

that they had to 'subsidize' the NHS without gaining
any benefit. Others felt that the NHS should only be for
the poor, and those who could pay should be in private
insurance schemes.

People have the right to spend their money on private
medicine, just as the doctor has the right to treat both
private and NHS patients. It is clear, however, that at
times they may unfortunately impinge on each other.
One man reported that when he tried to register:

"They tried to persuade me to be a private patient, but I
refused. After a lot of commotion I was placed on his
list. His attitude was that if I could afford it, I should
go on his list as a private patient."

Another reported:
"My doctor has an appointments system and I was told
I would have to wait days to see him. So I saw him
privately as I didn't feel I could wait.''

An NHS patient said:

"He came when I asked and I paid him £5."

These two comments were both made without any
apparent feeling that this was both against the
regulations and not in their best interests. Perhaps more
serious is the use of the private doctor to supplement
emergency cover:

"When I had 'flu, my own NHS doctor refused to come
and see me so my neighbour asked a private doctor to
call, and my neighbour paid the bill."

"My husband's appendix burst and we couldn't get
hold of our doctor, so we had to call a private doctor.
You get what you pay for."

Conclusions and recommendations

Level of satisfaction
Most people are satisfied with the service provided by
their general practitioner, though many had suggestions
for improvements. While most were loyal to their
doctor and had sympathy for the problems of general
practice, in other cases there was a low level of ex-

pectation about the NHS. Obviously there are many
complex attitudes behind this apparent satisfaction, a

matter needing further investigation.
It is encouraging that we found such a high level of

satisfaction. However, there is no cause for com-

placency. By reviewing practice procedures, even the
better practices could do more towards possibly in-
creasing 'patient satisfaction'. In a few cases it is clear
that the service patients receive is very bad indeed. In
such cases the FPC should take a strong line in ensuring
that a reasonable standard of service is provided.
Methods of increasing patient satisfaction
From the comments made to us it is clear that there are

some relatively minor changes which would produce an
increase in patient satisfaction.

Review of appointments systems. Frequent reviews
of the arrangements for seeing patients at the surgery
would help the doctor not only to see how much of this
delay is unavoidable. A ticket system was suggested for
busy practices operating a walk-in surgery. Practices
operating appointments systems should also review their
policy for seeing those patients who have not made an

appointment or who want an early appointment. This
would enable patients who are suddenly ill or who are

particularly anxious about their health to be seen as well
as those who cannot cope with the complexity of an

appointments system. Some flexibility should be in-
troduced. This could be done by the practice having one

surgery with appointments and one without, or by
leaving time during or at the end of the surgery to see

patients without appointments. Some patients com¬

plained of delays of up to a week before they could
obtain an appointment.
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Review of surgery times. People at work obviously
prefer early morning or evening surgeries so that they
need take only the minimum amount of time off. Older
retired people or mothers with children prefer later
surgeries. Obviously it is not possible to please all
patients, but present hours might be reviewed in some

practices in the light of these factors, and in particular
there needs to be a greater provision of evening
surgeries.
Privacy and cleanliness of surgery premises. Clean
and pleasant premises are important in helping to give
patients confidence in their doctor. They also make the
waiting time, which even in the best run practices is
sometimes inevitable, less arduous. Some surgeries need
only a little thought and no great expense to make them
more comfortable. In a few others the physical con¬

ditions imply a low standard of service and hygiene. In
such cases the FPC should make greater use of its right
to inspect premises to ensure that all surgeries are up to
a reasonable standard of cleanliness and provide suf~
ficientprivacy for consultation.

Opportunities to meet doctors before registering.
More flexible arrangements about registering should be
made. People who want to do so should be able to meet
the doctor briefly before registering. It is reasonable
that both the doctor and patient should have a certain
amount of choice.

Help in finding a doctor. It is clear that people do
have difficulty finding a doctor. The FPC publishes lists
of all doctors registered for NHS work, but this does
not necessarily mean they will take new NHS patients.
This means that people may have to try many doctors
before finding one who will accept them. The FPC
should indicate on their list the approximate NHS list
size and the doctor's willingness to take new patients. A
general practitioner's list size is considered to be con-

fidential information because it gives some indication of
the general practitioner's earnings. This concern is not
relevant in the context of this area where most incomes
come from a variety of sources.

Improved information for patients. Lack of infor¬
mation caused much concern, both about the patients'
own illnesses and about practice procedures. Infor¬
mation sheets should be given to all patients, telling
them about surgery hours, emergency cover, the best
time to 'phone and so on. The FPC should produce a

standard to give guidance to doctors thinking of doing
this.

Services and facilities. More information should be
available about services and facilities and how to make
use of them. The health authorities should produce
leaflets which are easy to understand so that services,
especially preventive services, will be better used. Such
information should be on view in the surgery where
many people spend some time.

Increased role of the general practitioner
Many people feel that the general practitioner has
become merely a referral agency. They would like to see

more facilities available in the surgery, without a loss of
personal contact, as may sometimes be the case in health
centres. Under the present system of payment there is a
disincentive for general practitioners to do this since any
additional cost in time, materials, equipment, and
staffing must be paid for by the individual general
practitioner. This should be reviewed by the DHSS so

that those doctors who wish to do so can provide
comprehensive primary care. For many people hospitals
are frightening impersonal places and they would prefer
to have as much of their medical care as possible
provided by their own doctor.

Out-of-hours services
The lack of confidence in the emergency cover at night
and at weekends is a particular cause for concern. While
many general practitioners provide excellent services,
others seem to be dependent on the use of commercial
deputizing services, and hospital accident and emerg¬
ency departments. Private doctors are also preventing
many serious situations arising. This pattern is probably
more prevalent in this district, partly because of the ease

of access to hospitals, but also because many doctors
have to live outside the district as they cannot afford to
live in Central London. Our findings fit in with the
increasing concern voiced nationally about the avail-
ability of adequate deputizing services. The FPC should
take a positive role in ensuring that all practices have a

good standard of emergency cover.

Private practice
As one would expect in the capital of this country there
is a fairly high percentage of private practice, even after
30 years of NHS. Our district.in certain wards.has a

large proportion of wealthy people who have always
paid and prefer to do so. However, it is not only the
wealthy who go to private doctors rather than the NHS,
and the reasons given for so doing clearly tell as much
about the inadequacies of the NHS as the virtues of
private doctors. It would appear that private practice is
cushioning some of the poorer aspects of the service and
taking over where the NHS fails.

Number of doctors in Central London
Does Central London have too many doctors? The
patients say there are too few. The doctors say there are

too few. The Medical Practices Committee, whose
responsibility it is to control the distribution of doctors
throughout the country, says there are too many. For
this reason no new doctors are allowed to work in
Central London. But as we have shown the reality of the
situation is different.

Many patients did experience great difficulty in
getting on to a doctor's list. It is true that the average list
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size is 2,000 while the national average for urban areas is
2,400. This may well indicate that the NHS workload of
many doctors may be much less than patients are given
to understand. It may also be due to a number of
factors, including the number of elderly general
practitioners working in the district as well as the
amount of private practice undertaken. Patients also
attributed it to the shortage of doctors and the lack of
time for examination and consultation. The costs for
the general practitioner to practise in Central London
are so high that consideration should be given to
reimbursing them in full, or making other more

adequate practice arrangements.
It is clear that the prospects for improvement are

bleak as there is no foreseeable change coming. When
enough doctors presently working here retire and more

young doctors are allowed to work in the district, the
lack of suitable premises and the cost of setting up and
running a practice will mean that NHS work will not be
a sufficient inducement for them to come. Then instead
of being seemingly overdoctored, this district will
patently be an area deprived of adequate general
practitioner services.

Appendix 1. What the doctor said

At the same time as we did this survey, we contacted all
general practitioners in the district to ask if a CHC
representative could come and discuss with them any
problems with which we might be able to help. We felt
that many problems faced by general practitioners in
Central London do affect patient care. About a third of
general practitioners in the district were visited, and
some points they raised relevant to this survey are

outlined below.

Escalating costs. Fuel, rent and staffing, for example,
had forced some doctors to reduce services, such as

Saturday morning surgery. Others had developed
private practice to recoup their 'losses'. The costs of
running a practice in Central London are very high: not
only the costs of buying or renting a practice or premises
but also the cost of living in or near the practice area.

Many doctors expressed concern that the costs would
prevent young doctors coming into the area. It was also
suggested that in view of the high costs, the doctor
should be reimbursed the full costs of rent and staff
rather than two thirds as at present.
Concern was also expressed that, while patients'

expectations of care increased, services, both NHS and
local authority services, were being cut back.

Premises. The lack of suitable premises ih the district
caused much concern. Many doctors operate from their
own homes and, as the older doctors retire, the surgeries
will not generally be available for new incoming doc¬
tors. The premises now in use are often small and so do
not allow for expansion to include a partner or other
primary care workers like district nurses and health
visitors.

Health centres were not very popular among the
doctors we spoke to. They felt that these would lead to a
depersonalized service and also might eventually limit
the doctors' private practice.
Facilities in the surgery. Doctors pointed out that
there is a financial disincentive for them to undertake
minor operations such as lancing cysts or dealing with
minor wounds. General practitioners prepared to do
this sort of thing have to find all the necessary equip¬
ment and medication, including sterile packs, from their
own pocket. Consequently, patients with quite minor
afflictions may be sent to join the queue at hospital
surgical clinics or, if it is urgent, to the accident and
emergency departments.
Parking problems. These markedly affect the doctors'
ability to do home visits. Some traffic wardens do not
take account of the BMA badge. One doctor, after
being fined while visiting a heart attack case, now tells
patients that he will visit if the patient clears the parking
arrangements with the police. The police are now

getting a bit tired of receiving calls from his patients!
One doctor suggested that a system allowing parking for
a limited period of 15 to 20 minutes would enable the
doctor to make a call and prevent abuse of the general
concession.

District nurses, health visitors and social workers.
Most doctors spoke highly of these services. Indeed,
practices with a large number of elderly patients would
have liked attached health visitors or nurses. Others did
not want any change or had no suitable ac¬

commodation. Many felt the position was made very
difficult by the quick turnover of staff making it im¬
possible to build up relationships and get to know
people.
'Bureaucracy'. Many complained about the number
and complexity of the forms that had to be filled in,
which all took time away from patient care. Each
hospital used different forms. Delays in transfer of
medical notes for new patients was a particular
problem. However, the FPC courier service which picks
up records each week from the doctors' surgeries in the
area had made an improvement and was praised.
Turnover of patients. Because London has so many
transients and visitors there is a great turnover of
patients which causes a great deal of extra clerical work.
Furthermore, doctors are paid per patient on the list,
whether or not they need be given frequent or in-
frequent care. Many patients in this district only register
with a doctor when they are ill and need medical at¬
tention. The system of payment thus penalizes the
practices in areas with a less stable population.

Appendix 2. Sampling and survey methods

Most of the questions had responses which could be
readily coded by the interviewer. Others were open-
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ended and analysed by hand. The coded responses were

analysed by a computer according to the following
variables: age, sex, place of residence of respondent and
whether or not he/she had a private doctor. Some of the
tables are given below in a shortened form. Abbrevi-
ations are used as follows:

A .Upper middle class (higher managerial, administrative or

professional), e.g. doctors, chartered accountants, company
directors, and soon.

B .Middle class (intermediate managerial, administrative or

professional) e.g. headmaster, manager of a small branch
office, qualified engineer.

C1 .Lower middle class (supervisory or clerical, junior
managerial, administrative or professional) e.g. teacher in
primary or secondary school, typist, nurse, clerk

C2 .Skilled working class (skilled manual worker) e.g. foreman,
most adult skilled workers or craftsmeh, senior shop
assistant.

D .Other working classes (semi or unskilled manual workers) e.g
most semi- or unskilled manual workers, cleaners, shop
assistants.

E .Those at lowest levels of subsistence Casual or lowest
grades of worker

Nl .No information.
DK .Do not know

Table 2. Success rate in contacting potential respondents.
Total interviewed
Reasons for not making contact
Moved away
Deador ill
Refusals
Not at home
No response
Ineligible
Untraceable

501

192
12
41
90
90
6

19

Total names issued 951

Reasons for classif ication:
Not at home: this includes people who were known to live at that
address, but whom we were unable to contact.
No response: this includes people of whom we found no trace, even
if they lived at that address.
Ineligible: this includes families of local general practitioners,
residents of institutions (e.g House of Commons, nurses' homes,
etc).
Untraceable: this includes addresses which could not be traced

Table 3. Success level in interviewing sample.
Total interviewed 501
Total regarded as not in sample 229
Moved away 192
Deador ill 12
Ineligible 6
Untraceable 19

Total losses of people regarded as members of sample 221
Refusals 41
Not at home 90
No response 90

Overall success level: 501
722

= 69.4%

However, it would be reasonable to regard many of the 'no
response' group as not members of the sample (e.g. this group may

include people living abroad, or mainly in the country, as well as
those who have moved away). If this group is excluded the success
level becomes:

501
Overall success level = 777 = 79.3%.

Table 5. Percentage of respondents by occupational class.

Number of cases
All cases Male Female

(501) (197) (304)

A
B
C1
C2
D&E
Nl

Upper middle class
Middle class
Lower middle class
Skilled working class
Other working classes, etc.

38 47 33

Socioeconomic classif ications were made on respondent's present
or last job (or husband's/f ather's job if appropriate) using the IPA
ratings.

Electoral wards are given in brackets.
*Figures of total population according to 1971 Census.
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Table 8. Q4: Are you registered as an NHS patient in this area?

Occupational class Age
30-49 29 & under
(131) (79*)

Table 9. People not registered with a doctor. Q2: Why is
that?

Table 10. Finding a doctor. Q7: How long have you been
registered there?

Number of cases

All cases

(81*)
Male
(41*)

Female
(40*) Number of cases

All cases

(358)
Male
(132)

Female
(226)

Table 11. Q8: Did you try to register with any other doctor
around here before registering with your present doctor?

Table 12. Q9: How many different practices did you try, not
counting the one where you are now registered?

Number of cases
All cases

(73*)
Male
(31*)

Female
(42*)

Number of cases

All cases

(14*)
Male
(5*)

Female
(9*)

Yes
No
DK/NI

%
79
73
8

%
76
77
13

%
27
74
5

Two or more

One
DK/NI

%
64
27
14

%
80
20

%
56
22
22

Table 13. Changing doctors. Q29: Have you ever tried to
change to another doctor since moving to your present
address?

Number of cases

Yes
No
DK/NI

All cases

(358)

%
77
56
3

Male
(132)

%
9

89
2

Female
(226)
%
72
85
3

Table 14. Q30: What happened?

Number of cases

Accepted by another
doctor

No other doctor wou Id
accept

Allocatedby FPC
Other

All cases Male Female
(40*) (12*) (28*)

%

80

5
3
13

Journal ofthe Royal College ofGeneral Practitioners, October 1978 615



Primary Care in Big Cities 2

Table 15. Q31: How do you feel about your NHS doctor?

Age
All Over 50 30 29 &

cases Male Female 65 -65 -49 under
Number of cases (358) (132) (226) (81*) (102) (103) (72*)

Table 16. Q12: Who d id you see when you last went there?

Number of cases

Own doctor
Another doctor in

practice
Doctor not in the

practice
Doctor (Nl who)
Receptionistonly
Nurseonly
DK/NI

All cases

(255)
Male
(86*)

Female
(169)

Table 17. Q16: Have you tried to get in touch with the
doctor outside surgery hours in the last year?

Number of cases

Yes
No

All cases

(358)

%
18
82

Male
(132)

77
83

Female
(226)

%
18
82

Table 18. Q17: What happened on the last occasion? (All
cases).

Number of cases
All cases Male Female

(63*) (22*) (41*)

Table 19. Q20: What happened on the last occasion?
(Emergenciesonly).

Number of cases

All cases

(41*)
Male
(16*)

Female
(25*) Table 20. Q22: What do you think of the arrangements for

Table 21. Q23: Have you or your family asked the doctor to call at home in the last year?

Occupational class Age
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Table 22. Q24: What happened on the last occasion?

All cases Male Female
Number of cases (77*) (30*) (47*)

Own doctor called 62 57 66
Doctor in practice came 17 23 13
Refused visit/told to
come to surgery 12 7 15

Doctor not in practice
came 8 10 6

Said would come but did
not 1 1 -

Table 23. Q32: Have you been to see a private doctor in the last 2 years?

Occupational class Age

Number All cases Male Female AB C1 C2 DE Over 65 50-65 30-49 29 & under
of cases (501) (197) (304) (193) (164) (57) (78) (104) (132) (154) (111)

Yes 31 28 33 59 15 16 3 30 24 42 24
No 69 71 67 41 84 84 97 70 76 57 76
NI/DK - 1 - - 1 - - - - 1 -

It should be noted that in some tables the total
number of cases are less than 100 and that totals for
percentages may not always be 100 per cent because of
the rounding up of percentage points.

Table 24. Q34: In general, who do you visit more often: your
private doctor or your NHS doctor? (Those with both NHS
and private doctors only).

All cases Male Female
Number of cases (70*) (23*) (47*)

Private more often 24 26 23
NHS more often 60 48 66
About the same 7 9 6
DK/NI 7 17 2

Addendum

This article is an edited version of a report prepared by the
Kensington, Chelsea and Westminster (South) Community Health
Council. Further information can be obtained from Miss Christine
Hogg, Secretary of the CHC, who was concerned with the original
report.

Prevention of adverse drug
interactions

The awareness and recognition of adverse interactions
between drugs by prescribers is low.
A six-month prospective study on patients on long-

term outpatient anticoagulant therapy in the Grampian
area has been carried out to evaluate a simple and cheap
warning system.
The practitioners of patients in the test group were

issued with warning labeils which showed drugs known
to interact. A reduction in the initiations of prescrip-
tions for potentially interacting drugs was shown
between the test and control groups (no warning labels).
The 140 practitioners who completed the study found

the system to be convenient and useful. It is planned to
extend this system to other high-risk drugs with the
potential to interact with other drugs. This system has
the advantage of being drug and patient-orientated
whereas lists of drug interactions or drug discs require
more conscious effort by the prescriber.
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Enhancement of exercise-induced
asthma by cold air
To study the possibility that the inhalation of cold air
accentuates the bronchoconstrictor response to exercise
in asthma, eight subjects exercised while breathing air at
ambient or subfreezing temperatures. On a separate
day, cold air was breathed at rest so as to isolate the
effects of this stimulus. Pulmonary mechanics were
measured before and after each experiment. In all
subjects acute bronchoconstriction followed the control
exercise challenge. With cold-air breathing, however,
the magnitude of the response was markedly enhanced.
Residual volume increased 158 per cent more than it did
previously, and specific conductance and one-second
forced expiratory volumes changed an additional 85 and
100 per cent, respectively. The effects of cold air at rest
were very small. The results demonstrate a positive
interaction of two common naturally occurring stimuli
in the induction of asthmatic attacks, and constitute
objective verification of a frequent clinical complaint.
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