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SUMMARY. A survey of general practitioners in
Tower Hamlets health district in London is re-
ported. The findings indicate a caring and con-
cerned group of doctors who are working under
considerable difficulty. The pattern of general
practice in this district is dissimilar to the rest of
the country, with infrequent use of attached
staff, poor accommodation, more single-handed
practices, and a predominance of elderly doctors
trained overseas and either approaching or be-
yond conventional retirement age. Some sugges-
tions are made towards the future development
of the family doctor service.

Introduction

NORTH East Thames Regional Health Authority is
one of the most frequent users of hospital-based

services in the country. Even within the region there are
large variations between health districts, and Tower
Hamlets, in common with the other Inner London
health districts, is regarded as being over-provided when
compared with Essex.' Within the district it is planned
to transfer resources from the hospital services to the
community services. One explanation for the relatively
disproportionate amount of hospital care in Tower
Hamlets is the lack of good quality primary care.2'3
Doctors in the inner city have to cope with multiple
deprivation-that is, a high proportion of elderly
patients living alone, inadequate housing and a high rate
of infant mortality-and this is the argument that has
been used to justify an increased number of acute beds
which are used intensively. Historically, new hospital
building paralleled the rapid rise in population from
1850-1910. Since the Second World War the population
of the district has fallen to one third that of 1910.
A poor standard of general practice has been attribut-

ed to elderly doctors, too many single-handed practices,
few purpose-built premises, few ancillary staff and
small list sizes. Logan and colleagues carried out a
survey of the North East Thames Health Region, but
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they based their conclusions on a statistical analysis of
quantifiable factors such as age and size of practice and
did not concern themselves with the views and opinions
of the individual practitioners; on their criteria, Tower
Hamlets emerged poorly.3 In an attempt to evaluate the
problems, a study of general practitioners within the
Tower Hamlets health district was undertaken in the
summer of 1980.

Method

Local general practitioners were approached directly
and asked about their work and their practice. Three
sources of information were used in this study: postal
questionnaire, structured interview and national and
regional statistics.

Postal questionnaire
A questionnaire was posted by the Family Practitioner
Committee (FPC) to all general practitioners in Tower
Hamlets health district, together with a letter explaining
the nature and purpose of the survey. A further copy of
the questionnaire was sent to nonrespondents after four
weeks and there was a telephone reminder two weeks
later.

Structured interview
Nineteen general practitioners were selected for inter-
view on the basis of the number of principals in a
practice: one principal from every practice with three or
more partners; one principal from one in two of the
practices with two partners; and one principal from one
in three of the single-handed practices. All accepted and
were subsequently interviewed by M.C.D.H.
The following areas were covered during the inter-

view: premises-purpose-built, owned or rented;
staff-practice-attached and community-based;
patients' access-for example, appointments system;
patients-for example elderly patients with special
problems; relationship with local hospitals; relation-
ships with community-based staff; screening, preventive
medicine and health promotion; special interests; plans
for retirement; holidays, locums, deputizing service and
out-of-hours cover; income and private patients.
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Other data
National and regional data on practice structure was
provided by the Department of Health and Social
Security (DHSS) General Medical Service Statistics.
Information at area and district levels was obtained
from the administrator of the FPC.

Results

Completed questionnaires were returned by 60 out of a
total of 86 general practitioners (71 per cent response).

Age
Table 1 shows that in Tower Hamlets health district the
percentage of general practitioners over the age of 60
years is twice the regional average; it is also three times
the national level of 12 per cent. Only 15 per cent of
general practitioners in Tower Hamlets are under the
age of 40 years compared with a national average of 32
per cent.
On the matter of retirement, four of the interviewed

practitioners (all aged more than 60 years) stated that
they planned never to retire-three for financial reasons
and one because of a feeling of loyalty to his patients.
Four practitioners felt they would still be practising in
Tower Hamlets in five years time only because of failure
to obtain a more lucrative post. Three wished to move
to a more desirable location and one doctor wished to
return to general surgery.

Table 1. Ages of general practitioners in Tower Hamlets
health district compared with the whole region.

North East Thames
Tower Hamlets Regional Health
health district Authority

Age Number of respondents Number of GPs
(years) (percentage) (percentage)

Under40 13 (15) 416 (24)
40-59 42 (49) 990 (57)
Over 60 31 (36) 335 (19)
Total 86 (100) 1,741 (100)

Practice structure
Although geographically compact, Tower Hamlets
health district has a high proportion of single-handed
practices. Of those general practitioners who work in a
group, the majority are in partnership with only one
other doctor (Table 2). The district has only one practice
with five doctors.

Immigrant doctors
Tower Hamlets health district has relatively fewer doc-
tors born outside the UK and the Republic of Ireland
than the area or region as a whole (Table 3). It might
appear, therefore, that recruitment of British graduates
to the district is similar to the rest of the country. This is
not the case, as most of the elderly doctors are British
graduates and the newer practitioners are trained
abroad.

Holiday relief
The compact geography and long establishment of the
borough's general practices are used to advantage when
arranging holiday cover. Most general practitioners rely
on another, nearby single-handed practice. This pattern
of holiday cover seems to provide good continuity of
care, as the same arrangements appear to persist over
many years.
None of the general practitioners interviewed absents

himself for long holiday periods: seven doctors take one
to two weeks holiday; eight take three to four; and only
four doctors take five to six weeks.

Out-of-hours cover
Practitioners were asked in the questionnaire whe-
ther they had permission from the FPC to use a depu-
tizing service. All the respondents had received permis-
sion.

Further information on the use of such a service is
summarized in Table 4; much night cover and nearly all
necessary visits are delegated to a deputizing service and
this is broadly in agreement with that reported else-
where2 3. Because of the reliance on deputizing services
for a large part of the 24 hours and at weekends, out-of-
hours admissions to hospital are usually via the emerg-
ency bed service.

Table 2. Number and structure of general practices.

Tower Hamlets North East Thames England and
health district Regional Health Authority Wales

Number of practices
Single handed 23 394 3,332
Two to three partners 23 354 9,802
Four or more partners 2 129 9,562
Number of principals
(percentage of respondents, n = 86)
One 27 23 15
Two to three 61 48 43
Four or more 12 29 42
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Patient access
Only six of the 19 practices and only one of the single-
handed practices visited operate an appointments sys-
tem. There is often no barrier between patient and
doctor because in eight of the practices visited the
general practitioners themselves answer the telephone.
In the other 11 practices this task is undertaken by a
receptionist.

Ancillary staff
Forty-two per cent of the practices visited employ no
ancillary staff at all. All of these practices, except
one, are single-handed. In the remaining practices
the doctors are variously assisted by nurse/recep-
tionist combinations; none utilize the clinical skills
of any trained nurses and instead employ them as recep-
tionists.

Table 3. Percentage of principals by geographical location
and place of birth.

Place of Place of birth

work UK and Eire Overseas

England and Wales 81 19
North East Thames region 63 36
City and East London area 51 49
Tower Hamlets health

district 66 34

Table 4. Methods of handling night calls (19.00 to 09.00
hours).

Frequency as
percentage of

Method respondents

General practitioner answers
telephone and makes all
necessary visits 11

General practitioner as above till
23.00 hours then transfer to
relief service 21

General practitioner answers
telephone and provides advice
himself or arranges a visit by .
relief service 16

All contacts and calls via and by
relief service 53

List sizes and income
The distribution of general practitioners by list size is
different to that in the region or nationally (Table 5).
List sizes in Tower Hamlets health district are well
below average.
With only one exception, all the general practitioners

said that their list sizes were gradually declining as the
district population dwindles. The older practitioners
tended to accept the lighter workload but a number of
the younger general practitioners felt they were finan-
cially penalized by the high costs of living and working
in central London. The FPC records show a high
turnover of patients in the borough, about 30 per cent
per annum.
Many practitioners said that the amount of work for

a given list size was greater in Tower Hamlets health
district than in most districts because of problems with
immigrants, the large number of elderly patients, poor
housing, and multiple deprivation. In addition, the
cultural background of the indigenous patients who
have no tradition of self-help means that they regard the
general practitioner as the first point of reference in any
crisis even if it is not of a medical nature.
There is no financial compensation from private

practice. Apart from insurance examinations and em-
ployment medicals, none of the interviewed general
practitioners have any private practice income of note.
Most of the general practitioners who were inter-

viewed said that although they would welcome the
income and personal satisfaction from outside appoint-
ments-for example, hospitals-they did not have time
to pursue these posts. One practitioner does one weekly
hospital session, two hold several visiting medical offi-
cer posts at local homes and hostels, and one prac-
titioner is involved with a local college's student health
service. The remainder depend upon capitation fees and
seniority payments augmented by the basic practice
allowance for their income. Only one practice is orga-
nized to provide systematic antenatal and well-women
services, and here the staff claimed that the main reason
for this provision was personal satisfaction in good
medical practice rather than financial gain.
Premises
The type and quality of accommodation used by general
practitioners in the borough varies widely. In many
practices there is inadequate space to allow for attached
staff and trainees even in some of the newer purpose-

Table 5. General practice list sizes. Distribution percentages.

List sizes Tower Hamlets health City and East North East Thames Regional England and
(number of patients) district London area Health Authority Wales

Under 1,500 29 28 11 7
1,500-2,499 37 25 44 39
2,500-3,499 25 31 42 52
3,500+ 9 16 3 2
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Table 6. Surgery equipment.

Number of GPs
Item -possessing item

Wash basin 59
Ophthalmoscope 59
Scales 56
Sterilizer 42
Proctoscope 43
Vaginal speculum 55
ECG machine 9
Microscope 16
Peak flow meter 32
Equipment for cervical smears 31
Bacteriological swabs and

transport media 46
A4 records 9
Age-sex register 13
Total respondents: 59

built accommodation. Fifty-nine out of 60 respondents
wanted closer liaison with at least one of the paramedi-
cal services, but only 17 have suitable space for another
person, such as a health visitor or social worker.

Five out of the 60 respondents do not have ground-
floor surgeries. In two of those visited the stairs are
extremely narrow and would be difficult, if not imposs-
ible, for a handicapped or a very sick person to negotiate.
Accommodation was judged to be good if there was

enough space for the doctor and his patients, if there
was easy access and if the property was in a satisfactory
state of repair with adequate heating and lighting.
Forty-four principals are accommodated in premises
leased or rented from the Local Authority or the
Greater London Council. The worst accommodation
was found among 15 practitioners who rent from a
private landlord: cramped waiting space, no toilet facili-
ties and often an upstairs surgery. Some of the premises
visited are in a deplorable condition: badly lit, undecor-
ated, poorly heated and shabby-surgeries that would
be unlikely to inspire confidence in patients. The effects
of vandalism are all too evident. Most of the premises
that escape vandalism have the benefit of a resident
caretaker. One doctor reported 25 incidents of major
vandalism and five robberies in the previous three years;
this was in a health centre with no caretaker.
Most of the surgeries are on a main bus route and

have limited car-parking facilities nearby, although the
compact geographical boundaries of most practices
mean that patients usually walk to the surgery. Car
ownership in the borough is low (29 per cent of house-
holds according to the National dwelling household
survey).4 Practitioners are often strict in only registering
new patients who live within one mile of the surgery. A
few practitioners are able to do their home visits opfoot
but most use motor cars. The crowded streets with
consequent difficulties in visiting is the usual reason
given for this policy.

Surgery equipment
Table 6 summarizes the equipment of the general prac-
titioners in the survey. Because of methods of practice
finance, it seems probable that only those items that will
be used regularly will be purchased. Possession of some
equipment, it may be argued, can be used as an indirect
measurement of the doctor's enthusiasm and perhaps of
the quality of care provided. Some general practitioners
are particularly poorly off for equipment.

Screening and preventive medicine
Three of the practices visited run a well-woman type
clinic. These are all group practices. Thirty-one of the
60 respondents to the questionnaire have equipment to
take cervical smears (Table 6), but several of the general
practitioners stated voluntarily that they do not use it.
In the practices visited, the normal pattern is to wait
until the patient requests a smear test. Occasionally the
general practitioner will take a smear if the patient is
attending the surgery for another reason. No practice
runs a routine screening programme.
None of the practices visited screens routinely for

hypertension in their patients, even those especially at
risk. One doctor visited does not own a sphygmoman-
ometer. One of the practices visited runs a hypertension
clinic for known cases on medication, and one health
centre practice runs a child development clinic. There is
no screening of the elderly and no systematic vaccina-
tion and immunization are carried out.

Family planning and abortion
All the general practitioners prescribe the oral contra-
ceptive pill. Six of those visited provide a comprehensive
planning service including, occasionally, intrauterine
devices. All of the practitioners interviewed have used
the day-care abortion service at the local hospital.

Relationships with hospitals
The overwhelming view of the general practitioners
visited was that they had a good working relationship
with the acute general hospitals where most of their
patients were admitted or treated. Most felt able to
telephone the duty registrars for advice and usually had
no difficult in arranging admissions. Only one doctor
found it necessary to use routinely the emergency bed
service. Most doctors said that they had never had to
resort to this; they felt that one of their roles as family
doctor was to arrange admission to the most suitable
hospital, medically and socially.
From nearly all practitioners there was generous

praise for the geriatric services. The main areas of
unmet needs of old people were thought to be in the
provision of chiropody and hearing aids.

Social services
None of the practitioners was satisfied with the personal
social services. The older general practitioners were
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trained before the advent of the social worker, but they
were still able to attribute the cause of the problem to
the young and inexperienced social worker.
Another particular difficulty was the failure of the

social services to appreciate the work pattern of a
general practitioner's day. Interruptions to surgeries
were regarded as being too commonplace, and there
were several complaints about being informed at around
19.00 hours of problems that could easily have been
dealt with during the day. There were also complaints
that it was difficult to contact social workers when they
were needed and that there was a lack of night cover by
the social services in the borough.

Optical, dental and pharmaceutical services
All the general practitioners spoke highly of their local
pharmacist and believed that their cooperation and
friendship aided their practice. Most of the general
practitioners know their local ophthalmic optician, and
several said they could obtain sight tests at home for
needy cases.
Those general practitioners who know a local dentist

spoke highly of him, but several said there was no local
dental practice and that many patients were not receiv-
ing dental treatment. Some doctors claimed that the
only way people could receive dental care was as private
patients. Surprisingly, none of the general practitioners
referred patients to the dental institute of the teaching
hospital nearby.

Postgraduate education
A good postgraduate medical education centre, situated
centrally and with sufficient parking spaces, is available.
Fifty-six of the 60 respondents were broadly satisfied with
the present facilities. There were many requests for meet-
ings to be held at different times and on different days,
but there was no consensus on this suggestion, and it is
probable that the present arrangements are as good as any
other. The most consistent request was to try to make the
lectures more relevant to general practice, but none of the
practitioners interviewed was willing to initiate events with
a 'model' presentation or lecture or involvement in group
activities.

Discussion

There has recently been a spate of adverse comment on
general practice in inner city areas. The data we have
presented are in some respects more complimentary, but
it must be realized that these results are concerned with
the general practitioner's assessment of himself and are
thus likely to show a brighter picture of the situation.
The findings show that although the general prac-
titioners in Tower Hamlets health district are undoubt-
edly a sincere and caring group, as can be seen by their
expressed views and by the fact that they often answer
the telephone themselves and take only short holidays
(which provides easy access for their patients), the

pattern of practice is much the same as would have been
expected before the 1964 charter-for example, poor
premises and competition with fellow general prac-
titioners. General practice in the borough has not
evolved to meet changing circumstances and new chal-
lenges. There has been little development of preventive
medicine, screening, record-keeping and services direct-
ed at immigrants. Poor practice management has re-
sulted in an absence of teamwork and cooperation with
other health personnel. Postgraduate education is inap-
propriate, the standard of premises is often deplorable,
and health promotional activities are lacking.

Nevertheless, there is considerable goodwill in the
borough and it should be possible to provide greater
benefits for patients and more satisfaction for the
doctors. The Health Service must promote some of the
necessary changes; the first and most pressing is the
provision of adequate premises.
The problem of retirement must be dealt with as a

matter of urgency. As independent contractors, general
practitioners have no fixed age for retirement. The
Acheson report recommended a policy of compulsory
retirement of elderly general practitioners where this
would be in the interests of the service.2 Abel-Smith
extended this concept to the creation of vacancies in the
same neighbourhood at the same time, by the compul-
sory block retirement method of older practitioners in a
geographical patch.5 Available data from the FPC on
criteria such as practice size and age of doctors do not
suggest that nonresponders differ.
The DHSS recommendation for the optimum size of

a practice is five to six doctors.6 This is thought to be the
best size for making full use of facilities and ancillary
workers in the development of primary health care
teams, but the assumptions underlying this calculation
have not been made explicit. Tower Hamlets health
district has only one practice of five doctors. In general,
the older doctors are more likely to work on their
own.7
The problem of out-of-hours cover will not be re-

solved while the current practice structures continue.
Although the general practitioners do try to provide a
good service in the working day, this ceases at night and
at weekends. Telephone ownership was found to be low
in the borough at the last census, and public call-boxes
are notoriously susceptible to vandalism. Contact with
the emergency relief services has been found in a
previous study to be difficult3 and in these circum-
stances it is understandable that patients resort to the
local casualty departments.

There can be no doubt that providing primary care
for a borough such as Tower Hamlets poses special
problems, but at present little is being done by the
general practitioners or for the general practitioners to
ensure appropriate postgraduate education. The general
practitioners should be encouraged to take the initiative
in this, and the medical college might reconsider its role
and obligations within the local framework.
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COLLEGE
ACCOMMODATION
Charges for college accommodation are reduced
for fellows, members and associates. Members of
overseas colleges are welcome when rooms are
available, but pay the full rate. All charges for
accommodation include a substantial breakfast
and now include service and VAT.

Childreit aged 12 and over can be accommodated
when accompanied by a parent. Accompanied
children aged between six and 12 may be accom-
modated upon a trial basis, and arrangements can
be made for young children to share a room with
their parents at a reduced rate. Children over six
may use the public rooms when accompanied by
their parents. Younger children cannot be accom-
modated, and dogs are not allowed. Residents are
asked to arrive before 21.00 to take up their
reservations or, if possible, earlier.

The room charges per night are:

Members Full Rate
Single room £15 £22
Double room £28 £44
Penthouse (self-catering
with kitchen) £60 £80

Reception rooms are available for booking by
outside organizations as well as by members. All
hirings are subject to approval, and the charges
include VAT and service. A surcharge may be
made for weekend bookings.

Members Full Rate
Long room £105 £210
John Hunt Room £70 £140
Common room and terrace £70 £140
Dining room £35 £70

Enquiries should be addressed to: The Accommo-
dation Secretary, Royal College of General Prac-
titioners, 14 Princes Gate, Hyde Park, London
SW7 1PU. Tel: 01-581 3232.

Whenever possible, bookings should be made well
in advance and in writing. Telephone bookings
can be accepted only between 08.30 and 18.30 on
Mondays to Fridays. Outside these hours, an
Ansafone service is available.
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Effects of cigarette smoking on the
immune system

Previous reports of an association between cigarette
smoking and the depression of immune function were
investigated by studies of 35 subjects before, and three
months after, they had ceased to smoke cigarettes. The
studies included tests of natural killer cell (NK) activity
against several target cells and the measurement of
immunoglobulin levels in sera and saliva. Similar tests
were conducted on 29 control subjects who continued to
smoke. The results indicated a significant decrease in
lymphocyte counts and a significant increase in- NK
activity against cultured melanoma cells in subjects who
ceased smoking. Serum IgG and IgM levels rose signifi-
cantly in those who ceased smoking cigarettes, but there
was no change in IgA levels. Similar increases in im-
munoglobulin levels (IgA and IgG) in mucosal secre-
tions (saliva) were noted after cessation of smoking. The
NK activity and immunoglobulin levels of smokers who
continued to smoke did not show significant changes.
These results were consistent with the reversal of
changes in immune function associated with smoking.
These findings may provide further insight into the
association of smoking with an increased incidence of
certain malignant diseases and respiratory infections.

Source: Hersey P, Prendergast D, Edwards A. Effects of cigarette
smoking on the immune system. Med JAust 1983; 2: 425-429.
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