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SUMMARY. A study was made of 869 personal
cases of minor surgery performed in a cottage
hospital over the seven years 1974-1980 inclu-
sive. Results showed a wide range of procedures,
little waiting time for patients, low infection rates
and low referral to consultants subsequently. The
cost benefits to the community and hospital
services and the job satisfaction for the general
practitioner are discussed.

Introduction

/^.ENERAL practitioners have all done at least six
^-* months* surgical training, and some have done
much more. Yet the growing trend of referring all
surgical cases to a surgical specialist has led to growing
waiting lists, until there are now over half a million
patients awaiting treatment (Brown, 1979). A greater
role for the general practitioner in performing minor
surgery can save hospital time and money and increase
their own interests and job satisfaction. Indeed an item-
of-service fee is currently under discussion with the
DHSS for this work.

In Sutton Coldfield, general practitioners are fortu¬
nate in having sole use of a minor operations theatre,
staffed by a full-time Sister, with access to CSSD
instruments and dressings, and also facilities for general
anaesthesia. Many doctors do a weekly session of four
or five patients each. I usually operate on Fridays from
14.00 to 15.00 and deal with about four patients, with a

range of from one to 10 patients each session. In the
context of the discussion about general practitioner
surgery and in the wake of some scare stories on local
radio and in the press about complication rates, litiga-
tion and increased work-load of consultant staff as a

result of general practitioner surgery, I decided to study
all my surgical cases over the previous seven complete
years (1974-1980).
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Aims

The study aimed to record the number, range and
organization of a general practitioner's weekly operat-
ing session, and to include details of anaesthesia, histo-
pathology, infection rates, subsequent consultant
referral, waiting time for patients and the satisfaction of
patients and doctor.

Method

Written permission to study the operating theatre re¬

cords over the years 1974-1980 inclusive was kindly
given by the Administrator of North Birmingham
Health District, and I made an analysis of all cases

operated on by myself. Information was recorded under
the headings: year, case number, date, name, age, sex,
procedure and anaesthetic used. These were catalogued
in columns and analysed on a yearly basis. Patients'
notes were obtained from the practice and studied to
evaluate infection rates, subsequent consultations, his-
topathology reports and subsequent referrals to consul¬
tants. Only 12 records were unobtainable; these patients
had left the practice or had died. (Their conditions were

verrucas (eight), warts (two) and biopsy excision of
papillomata (two).)

Results

Table 1 shows the yearly rates, the total hospital cases,
personal cases and the type of anaesthetic used. Table 2
shows the procedures carried out and yearly increases in
the number and scope of procedures.
Anaesthesia
Local anaesthesia was used in the majority of cases (75
per cent), using 1% or 2% lignocaine, usually without
adrenaline, infiltrated around the operation site. Intra-
venous regional anaesthesia (Brown, 1978) was not
used. For nasal work, 4% lignocaine spray, and for
ophthalmic work, \°/o amethocaine eye drops were

used.
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Table 1. Number of cases, 1974-1980.

Year 1974 1975 1976 1977 1978 1979 1980 Total Percentage

General anaesthesia was used in 13.5 per cent of
cases, and was given by a general practitioner partner,
usually using nitrous oxide, oxygen and halothane,
preceded in some cases by an intravenous induction of
thiopentone or propanidid. There were no catastro-
phies, but one case was abandoned before surgery
because the anaesthetist was unhappy about the
patient's condition. Full facilities were available, includ¬
ing a two-bed recovery ward. Patients were taken home
the same afternoon by a relative or friend; no one was

kept in overnight.
No anaesthesia was employed mainly for sigmoidos-

copy, and this procedure was well tolerated by most
peopie, and easily carried out. The results of the
sigmoidoscopy examinations will form a separate study.

Infection rates

Nine patients had problems with wound infection (1 per
cent of all cases). The details are described below.

1. Lipoma removal.a difficult dissection as the lipoma
had been partly removed by another doctor some years
before. Haematoma formed and became infected.
2. Lipoma removal.reason unknown.

3. 4, 5. Circumcisions. Three cases required antibiotics
post-operatively as the area became sticky and infected
around the catgut sutures.

6. Exploration of finger for nodule on tendon.possi¬
bly too much tissue trauma as the nodule was very
difficult to find.
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7. Removal of glass from finger-causing pain after 40
years. Was easily removed but an infection followed.
8. Excision biopsy of lesion on leg-poor Jissue con-
dition and sutures too tight.
9. Verruca curetted from sole of foot-reason un-
known.

All these healed completely after treatment, usually
antibiotics and dressings, with no permanent harm.

Histopathology
Recorded in 68 cases (7.8 per cent) and therefore
representing a small work-load for the pathologist.
Most lesions were benign, and only four cases were
malignant. These were:

1. Malignant melanoma (one).
2. Squamous cell carcinoma of skin (one).
3. Basal cell carcinoma of skin (one).
4. Nodule in sternum-secondary of oat cell carcinoma
of bronchus (one).
Subsequent referrals to consultants
Four cases were referred:

1. Carpal tunnel syndrome (incomplete division of liga-
ment).
2. Malignant melanoma (although reported as excision
complete on histological grounds).
3. Varicose veins. (A leash of tiny vessels developed
around the scar which worried the patient greatly. The
surgeon reassured her and gave no other treatment. This
has since settled down.)
4. Persistent pain in the scar after release of tenosynovi-
tis. (A further exploration was done and a possible
neuroma found, but reported by the pathologist as "no
nerve fibres seen". The pain slowly settled over a few
months.)

Waiting time
No waiting list was kept. Patients were seen in the usual
way in the consulting room and their name noted for the
next session, so the waiting time was usually less than a
week. Some patients elected to wait longer, because of
holidays or other commitments, and were easily accom-
modated. Patients very often expressed astonishment
and delight at such quick attention, and some even
asked "if it is private or NHS".

Discussion

The scope of minor surgical procedures in general
practice has already been described (Bull, 1974; Brown,
1979) and, essentially, this series is very similar. Injec-
tions of joints with corticosteroid, varicose vein injec-
tions and manipulations are not recorded here, although
often performed, as I do these in the consulting room
and not in the theatre at the cottage hospital.

A great advantage of our local arrangements is the
availability of CSSD sterile operating sets and dressings,
regarded as essential for general practitioner surgery to
guarantee asepsis (Brown, 1979). This sterile equipment
undoubtedly plays a part in the low post-operative
infection rates.
There have been few complications, and few subse-

quent referrals to consultants. Patients are delighted
with the service offered by their own doctor, and with
the friendly, homely atmosphere in the theatre. From
the doctor's viewpoint, it is an interesting and enjoyable
variation in the working day.

Attempts have been made to compare costs of general
practitioner treatment with those in hospital, and one
study (Brown, 1979) has suggested that it is 15 times as
costly to refer to hospital. There are also savings in
outpatient appointments, theatre time and hospital
beds, and there is a reduction in surgery waiting lists.
With over half a million people awaiting surgery, many
with minor surgical conditions easily within the compe-
tence of the interested general practitioner, much could
be done. General practitioner surgery maintains and
improves the practical skills of general practitioners and
greatly increases their job satisfaction. Unfortunately,
the chief disincentive is a financial one, and encourage-
ment by means of an item-of-service fee per procedure
would no doubt allow more practices to equip a treat-
ment room and enjoy this interesting work.
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NHS costs
The proportion of the total NHS budget going to
general medical services in 1980 was 6.2 per cent, to
Area Health Authorities' Community Services 6 per
cent, and to the hospitals 63 per cent.

Source: Office of Health Economics. Compendium of Health Statis-
tics. 4th edition. London: OHE.
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