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SUMMARY. This paper presents the results of a
five-year survey in a general practice of the
annual incidence and prevalence rates of select-
ed major chronic medical problems presented to,
and recognized by, the family doctors. These
rates are compared with figures from the second
national morbidity survey, 1970-71. The difficul-
ties of defining some of these diseases accurately
and of avoiding systematic errors in morbidity
recordings are also discussed.

Introduction

EIMERLI and Walford2 have described the Practice
Index-a list of people with all diseases-as a quick

means of locating the records in which more detailed
information will be found at any time. The Second
National Study, 1970-713 detailed the results of annual
prevalence rates for diseases based on morbidity statis-
tics from 53 general practices. The original aim of the
present survey was to compile a modified disease regis-
ter that would include only major chronic medical
problems suitable for regular clinical review of possible
complications-diseases such as diabetes, epilepsy,
schizophrenia, hypertension-and to monitor the ef-
fects of drug therapy. The intention was to improve the
practice's long-term management of patients with these
diseases. As the survey progressed, the disease register
was also used to try to estimate the annual prevalence
and incidence rates of these diseases in our practice a
decade after the second national morbidity survey.

Method
The three-man training practice operates from a small health
centre in a residential village with a flourishing community
located three miles from the county town of Stirling. There are
some light industries in the village and an increasing number
of commuters to Glasgow and Edinburgh. The age-sex distri-
bution of the practice list is close to the national average. The
net annual list growth rate was 3 per cent during the survey
period and the average list size was 5,440 patients in the final
year.
The following sources of clinical information were used

continuously over the five-year survey to measure major
chronic diseases presented to, and recognized by, the doctor:
continuous monitoring of all correspondence between the
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practice and hospital specialists and hospital laboratories;
regular review of the practice's repeat prescription cards for
patients; the partners' memories; relevant medical problems
already listed in patients' records.
Annual prevalence rates (based on current illness in the

population) were compiled from the final year of the survey.
Annual incidence rates (based on new episodes of illness in the
population) were estimated as an average over the five years of
the survey. An accurate definition of the disease was assumed
when:

1. The general practitioner's diagnosis, in such cases as
schizophrenia, epilepsy, multiple sclerosis, Crohn's disease
and ulcerative colitis, was invariably confirmed by a specialist.
2. The general practitioner was able to confirm his diag-
nosis-such as for diabetes, myxoedema, thyrotoxicosis and
pernicious anaemia-by using a reliable biochemical test.
3. The general practitioner had a special interest in the
illness-such as 'drinking problem'-to aid categorization of
patients.4

Results and discussion

The annual known incidence and prevalence rates for
selected medical problems in this practice, and the
comparison with results from the second national mor-
bidity survey,3 are listed in Table 1. The list includes the
diseases that can be accurately defined (see above) and
also the provisional estimates of the annual minimum
prevalence rates for hypertension, asthma and chronic
bronchitis. The difficulties of attempting to measure the
rates for these and other diseases are discussed later.
There is little information about the annual incidence

rates of major chronic diseases in general practice
available from large-scale studies such as the Second
National Study;3 however, the Third National Study,
which is currently under way, is expected to produce this
type of information. In our survey, for most of the
diseases listed, the annual incidence rate was constant
over the later years of the study. The main exception
was problem drinking, where the rates for both the
known annual incidence and prevalence continued to
increase each year.

In the present survey, the prevalence rates for perni-
cious anaemia and epilepsy were similar to the second
national morbidity survey, possibly because these dis-
eases have a long natural history and the doctor is likely
to come into contact with the patient at least once in any
year; but an index maintained for five years may, in
certain circumstances, pick up far more cases of chronic
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Table 1. Comparison of annual prevalence and incidence rates per 1,000 patients for selected diseases in a practice in
Stirlingshire with those of the second national morbidity survey.3

Prevalence Incidence

Second national Bridge of Allan Second national
Bridge of Allan morbidity survey (average over morbidity survey

1980-81 1970-71 1976-81) 1970-71

Classification Disease or
group condition BS** M F BS M F BS** M F BS M F

III. Endocrine
and metabolic

IV. Blood

V. Mental
disorders

VI. Nervous
system

VII.
Cardiovascular
system
Vil.
Respiratory
system

Th yrotoxicosis

Myxoedema
(primary and
secondary)

Diabetes
mellitus

Maturity onset
Insulin--
dependent
Pernicious
anaemia

Schizophrenia
(inc. paranoid
states)

Drinking
problem

Down's
syndrome

Multiple
sclerosis

Epilepsy

0.5 0.0 1.0 1.3 0.5 2.0 0.3 0.0 0.6 0.6 0.2 1.0

5.5 1.9 8.8 1.8 0.3 3.2 0.8 0.3 1.2 0.6 0.1 1.1

7.2 9.2 5.5 4.5
5.1 6.1 4.1 -

2.2 3.1 1.4 -

4.3 4.7 0.7 1.0
- - 0.6 0.9

0.5
0.3

1.3 1.2 1.3

- - 0.1 0.1 0.2

1.5 0.8 2.1 1.4 0.9 1.9 0.2 0.2 0.3 0.5 0.3 0.7

3.6 2.3 4.8 1.8 1.5 2.1 0.2 0.2 0.2 - - -

18.0* 32.0* 5.2'

1.1 0.8 1.4

* 0.8 0.9 0.6 1.6* 2.6* 0.6* -

- - - 0.04 0.0 0.08

1.6 0.0 3.1 0.7 0.5 0.8 0.2 0.0 0.4
3.4 2.3 4.5 2.9 3.0 2.9 0.3 0.2 0.3

Hypertension 23.1 * 20.3*

Asthma
Chronic

bronchitis

25.6* 18.9 13.5 24.2

10.5* 10.9* 10.2* 10.2

6.7* 9.4* 4.2* 11.5

11.7

15.9

8.9

7.4

- - - 8.3 6.2 10.3

- - - 4.7 5.6 3.7

- - - 4.5 6.0 3.0

Crohn's disease
Ulcerative

colitis

0.9 1.1 0.7

1.8 1.5 2.1

- - - 0.1 0.1 0.2

- - - 0.2 0.1 0.3

*Minimum rate.
**Rate X 5.5. = number of patients.
Abbreviations: M = males; F = females; BS= both sexes.

disease (for example, myxoedema) than a survey limited
to one year. The prevalence rates in the present survey
that were higher than the second national morbidity
survey could perhaps be due to the fact that, over a five-
year period, the doctors became more aware of a

particular medical problem (for example, alcoholism) or

the patients attended more often for the management of
diseases such as diabetes. As for the high prevalence rate
of recognized myxoedema in the present study, this

result is similar to the Whickham survey in which a

town's total adult population was screened for thyroid
disease.5
Ten years after the Second National Study3 was

published, the prevalence rate for problem drinking is
much higher according to the present survey, but this
rate is, in turn, less than half the prevalence rates
uncovered in recent sociological studies of a total popu-
lation, such as in the Western Isles.6
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The provisional prevalence rate for hypertension in
our practice is an underestimate because the partners
registered only patients receiving drug therapy and not
those patients treated by weight reduction alone or by
other changes in life-style. Unfortunately, this system-
atic error in recording hypertension on the disease
register was only realized towards the end of the survey.
Similarly, the partners have been in the habit of register-
ing only their asthma and chronic bronchitis sufferers as
warranting immunization against influenza (although
the influenza immunization clinic run by the practice for
many years is for all groups of patients at particular risk
from the infection).
There were also problems in trying to define some

other diseases such as peptic ulcer, ischaemic heart
disease and arthritis, and these had to be excluded from
the results altogether. The practitioner may have
formed a clinical impression of exacerbation of peptic
ulcer in a patient known to have a history of the disease
without recourse to endoscopy or radiology. Such clini-
cal judgement is probably not objective enough for
estimating accurate annual rates of incidence for peptic
ulcer. Likewise, when can an episode of peptic ulcer or
arthritis be considered 'inactive' after medical treat-
ment? Chronic disease morbidity may sometimes be
measured by the patient's decision to consult the doctor,
for example, when chronic angina worsens. In the
present study, the most reliable definition of a disease
was found where the family doctor's diagnosis had been
confirmed by a specialist or by a quantitative biochem-
ical test.
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PRESCRIBING-
A SUITABLE CASE FOR TREATMENT

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

SOCIAL CLASS AND HEALTH STATUS:
INEQUALITY OR DIFFERENCE

Occasional Paper 25

It has been known for many years that social class
is a major determinant of health and death. What
is not clear is how general practitioners respond to
illness presented by patients in different social
classes. Although the Black Report was uncon-
vinced about differential response, Dr Donald
Crombie in his important McConaghey Memorial
Lecture provides new evidence that general prac-
titioners actively compensate by providing more
consultations and more care for patients in social
classes 4 and 5.

This lecture gives the factual evidence and also
provides striking tables showing that the vari-
ations of care between general practitioners is now
greater than variation due to any obvious patient
factor, including age, sex and social class; in other
words the doctor is the most important variable in
general medical practice.

Occasional Paper 25 can be obtained from the
Publications Sales Office, Royal College of
General Practitioners, 8 Queen Street, Edinburgh
EH2 iJE, price £3.50, including postage. Payment
should be made with order.
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