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SUMMARY The management of 12330 cases of minor
illness by 201 urban general practitioners has been studied.
The results were analysed by the characteristics of the
patients (age and social class) and by the characteristics of
the doctors (for example, age of doctor, area of practice,
mean time spent with patient).

The age of the patients had little effect on the manage-
ment of minor illness. Prescribing rates were not found to
vary with the social class of the patient but the level ofhome
visiting was affected.
Doctors working in the most affluent wards were found

to be lower prescribers than those in the less affluent wards
and younger doctors tended to be low prescribers while older
doctors tended to be high prescribers. There was a large pro-
portion of non-vocationally trained doctors among the high
prescribers. Doctors with short mean consultation times
were found to be high prescribers and were more likely to
label patients as having minor illness. than doctors with
longer mean consultation times. In addition, those doctors
who used the minor illness codes more often were higher
prescribers than those who used them less often.

Introduction
THIS paper describes how urban general practitioners
l handled a group of common, self-limiting illnesses. Advice

to be found in review journals on the management of these con-
ditions emphasizes their self-limiting nature and the value of
simple household remedies. Moulds and colleagues recommend
simple household remedies in febrile coughs and colds, thus
avoiding a prescription.' Brooks suggests that if the eardrums
are only pink in otitis media, advice on analgesics and follow-
up is all that is required,2 and recently Van Bucheem and col-
leagues have confirmed the effectiveness of this as an initial treat-
ment.3 Moulds emphasized that antidiarrhoeal mixtures have
no proven place in gastroenteritis and that antibiotics are un-
necessary, and further suggests that, except in infants where a
glucose and electrolyte mixture may be prescribed, clear fluids
and education are all the treatment that is required.4

It has already been shown from the parent study from which
the data reported in this paper are taken that there are wide varia-
tions between doctors in their pattern of prescribing, investiga-
tion, referral and follow-up. This variation is largely indepen-
dant of the age, social class or diagnostic mix of the patients
seen and of the area in which the doctors practice.5-7 This paper
focuses more closely on minor, self-limiting conditions in which
management consists largely of advice on self-medication after
the possibility of more serious disease has been excluded.
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Method
This study is based on 12 330 cases managed by 201 urban
doctors which is part of a large survey organized by the Primary
Care Research Unit in Manchester. In this larger survey 85 000
cases were collected over a period of 18 months. A balance was
maintained so that the data from each participating doctor
reflected the days of the week and the seasons of one year.

In the original study the recorded diagnoses were coded
according to the system of the Royal College of General Practi-
tioners used for the Third National Morbidity Survey.8 These
codes were then clustered into homogeneous groups as reported
elsewhere.9 The following clusters of diagnoses were selected for
this study: gastroenteritis, upper respiratory tract infection,
unspecified viral infection, influenza, and childhood exan-
themata. Two further clusters commonly associated with upper
respiratory tract infection (tonsillitis/laryngitis and otitis media)
were also included as there is uncertainty as to whether these
should be treated as minor self-limiting illnesses.",2

All the general practitioners in the study area who had taken
part in a previous study about the structure of their practices
were asked if they wished to participate in a further study and
5707 (40% of all general practitioners in the area) recorded their
management of minor self-limiting diseases for one year.

Although family practitioner committee data showed that these
doctors were similar in most respects to non-participating prac-

titioners, and therefore likely to be representative, they do not
form a random sample. Tests of significance on the results are

thus not wholly appropriate but have been included for
information.

This study recorded information about whether patients were

given a prescription, were investigated or referred and the place
and approximate length of the consultation. In addition the age,
sex and social class of the patients were noted as were

characteristics of the doctors who participated. The data does
not include information about what was prescribed and so there
is no evidence of the extent to which antibiotics were prescribed
for minor illnesses.

In the analysis the range of management for individual clusters
of diseases is examined. In addition the effect of the charac-
teristics of doctors on prescribing is analysed for the whole group
of minor illnesses aggregated together.

Results
Details of the management of the individual clusters of diseases
are given in Table 1. It shows that minor self-limiting conditions
constituted a major part of the workload in general practice,
accounting for 14.507o of all cases. Although often regarded as
trivial they nevertheless commanded a large amount of time,
effort and resources. The majority of cases were new and only
12% of patients were told to return. This study did not deal with
episodes of illness over a period of time and so the proportion
of new cases that later reattended is not known but it is clear
from these figures that general practitioners acted on the assump-
tion that these conditions are self-limiting. However, 8907o of
new attendances for minor illness were issued with a prescrip-
tion compared with 72%7o for all new diagnoses out of the total
of 85 000 cases. Given the self-limiting nature of these diseases
and the lack of any specific remedy for most of them, this high
rate of prescribing is perhaps cause for concern. One possible
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Table 1. Details of minor self-limiting illnesses managed by 201 urban general practitioners.
Number Percentage Percentage Percentage Percentage of

of of all cases of cases which of new cases cases
Cluster cases (n=85000) are new receiving (new and old)

prescription investigated
Gastroenterifis 11 59 1.4 83 79 4.0
Childhood exanthemata 617 0.7 70 69 4.0
Unspecified viral infection 1045 1.2 75 75 3.0
Upper respiratory tract infection 4996 5.9 87 92 1.0
Influenza 673 0.8 65 79 1.0
Tonsillitis/laryngitis 2761 3.2 84 96 1.0
Otitis media 1079 1.3 63 96 0.3
All minor illnesses 12330 14.5 81 89 1.5
n = total number of cases.

explanation is that general practitioners may have prescribed of upper respiratory tract infection of all ages and all social
symptomatic remedies for those who do not pay prescription classes received a prescription. Only for influenza did prescrip-
charges. However, examining prescribing for those under 15 years tion rates vary with age -75%1o of working people newly presen-
and over 65 years old gave little support to this hypothesis. ting received a prescription compared with nearly 90%o of
Only 1.5%o of cases of minor illness were investigated. In view children and older people; however, 50q% of working people

of the self-limiting nature of these conditions this may be con- received a certificate.
sidered appropriate. Nevertheless given* the undifferentiated There was no relationship between the age of patients and
nature of many of these illnesses and their extensive differen- the small number of investigations carried out. The only marked
tial diagnosis it is perhaps surprising that there were not more difference in referrals was that 200o of 'old' cases of ton-
investigations especially of old (that is, previously seen) cases. sillitis/laryngitis in the 5-14 years age range were referred. This
For example, for 33 people over 55 years of age returning with high rate would be expected.
a diagnosis of influenza only one X-ray examination was ordered.

Social class. Prescribing rates showed little variation with social
Effect of characteristics of patients class. There was a slight tendency for patients in social class 4
Age. The age of the patients affected management very little and 5 to receive a prescription more often than those in social
-77%o of children under five years of age with a new presenta- classes 1 and 2 but only for influenza (range from 83qo to 6407o)
tion of gastroenteritis received a prescription and so did 80%7o and unspecified viral infection (range from 78% to 6407o) was
of those over 15 years of age where neither fluid replacement this difference greater than 5q%.
nor a specific agent would usually be indicated. For patients Home visiting did show a variation with social class - for
who pay prescription charges most symptomatic remedies might gastroenteritis, influenza, and otitis media, patients were more
well be cheaper bought directly. However, this fact seems to have likely to be seen at home if they were in social classes 1 and 2
little influence on doctors as approximately 90%o of new cases than in social classes 4 and 5. Twice as many patients in social

Table 2. Characteristics of doctors by prescribing quintile.

Number of doctors by prescribing quintile
Total number High Low
of doctors prescribersa prescribersb

Total 45 44 39 38 35

Area of practice
Most affluent wards 52 4 9 14 8 17
Poorest wards 49 10 13 7 12 7
All other wards 100 31 22 18 18 11

2= 22.27; P<0.01
Age of doctor (years)
<35 35 3 5 8 8 11
35-55 134 30 32 23 27 22
>55 32 12 7 8 3 2

X2 = 16.35; P<0.05
MRCGP and/or vocationally trained
MRCGP/VT 119 20 27 26 24 22
Not MRCGP/VT 82 25 17 13 14 13

X2 = 5.48; not significant
Mean consultation time (minutes)
<6 30 13 9 6 2 0
6-7 50 5 12 15 10 8
>7 . 121 27 23 18 26 27

X2 = 24.73; P<0.01
VT = vocationally trained. WMore than 94% of patients with self-limiting conditions are given prescriptions. bLess than 70% of patients
are given prescriptions.
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classes 1 and 2 with influenza were seen at home (29%) as those
in social classes 4 and 5. Only for exanthemata did the reverse
apply with 15%o of patients in social classes 4 and 5 seen at home
compared with 707 of those in social classes 1 and 2. It might
be that these differences represent different perceptions of what
is appropriate management for these differing social classes.

Effect of characteristics of doctors
For this analysis all seven clusters were grouped together and
the mean prescribing rate for self-limiting conditions for each
doctor was derived. Based on the resulting prescription rates
doctors were assigned to one of five quintiles, ranging from high
prescribers, who gave more than 9407o of patients with self-
limiting conditions a prescription, to low prescribers, who gave
less than 70%o of patients a prescription. The following com-
ments can be made about high and low prescribers (Table 2):

Area ofpractice. Although there was a significant tendency for
those doctors working in the most affluent electoral wards to
be lower prescribers than those in the less affluent wards there
was no overall pattern between other areas and prescribing rates.

Age ofdoctor. There was a marked tendency for doctors under
35 years of age to be low prescribers while older doctors (over
55 years old) were more likely to be high prescribers.

MRCGP and/or vocationally trained. Possession of the
MRCGP and/or completion of vocational training had no ef-
fect on prescribing rates. However, there was a large propor-
tion of non-vocationally trained doctors among the high
prescribers.

Consultation time. This was derived by dividing the total time
spent in surgery by the total number of consultations. It was
found that where the consultation time was less than six minutes,
no doctor had a prescribing rate under 70%o and a large
proportion (43%o) had a prescribing rate over 94%o. Doctors with
mean consultation times of more than seven minutes had an
equal spread of prescribing rates. Thus short consultation times
appear incompatible with low prescribing while longer consulta-
tions permit it but do not guarantee it. These findings are similar
to those of Hughes for two practices in Dundee although that
study dealt with the full range of presenting problems.'0

Doctors who have a short mean consultation time were more
likely to label patients as having this group of minor complaints.
However, there was also a clear association between the level
of prescribing and the number of patients labelled as having
these conditions. For example, of the 82 doctors who used these
minor illness codes most often, 37% were in the highest prescrib-
ing quintile while 7% were in the lowest quintile.

Discussion
The low level of investigations, even on reattendance, and the
low level of referrals (except for tonsillar conditions) may be
explained by a low index of suspicion for patients with minor
illness. However these low levels may also be due to post hoc
relabelling." Patients who on reattendance are thought to need
investigation or referral are likely to have their diagnoses
changed to a more serious one.
The variation in home visiting rates with social class, and for

different conditions merits further investigation as it shows
different understanding of diseases in different groups.
The most noteworthy aspect of the study is the high overall

prescribing rate. Prescribing is not necessarily something that
can be understood solely in terms of pharmacology and

therapeutics. There are often extraneous reasons for manage-
ment decisions and there is always a symbolic component to
giving or refusing a prescription. However, it is generally agreed
that prescribing - especially for minor self-limiting conditions
- should be kept to a minimum. The Government's plan to
limit the list of drugs available under the National Health Ser-
vice underlines the need for rational prescribing.
The variations in prescribing rates with the age and social

class of patients are comparatively small, and not as large as
the variations between doctors. As specific remedies are only
indicated in a minority of these conditions symptomatic
remedies probably make up a large proportion of what is
prescribed. The lack of variation with age or with social class
implies that even where it may be cheaper for the patient to
purchase their own remedies, there is a marked tendency to
prescribe, especially among older doctors or those who have
a short mean consultation time.
The association between short consultation times, high

percentages of illness labelled as minor and high prescribing rates
suggests that doctors with short mean consultation times may
see themselves as victims of their patients' trivial demands.
Longer consultation times are associated not only with lower
prescribing rates but also with lower overall levels of minor
illness. This could be because with more time some minor com-
plaints may turn out to be more complicated. In addition it may
be that if doctors prescribe, the same patients are more likely
to reattend for the same problems in the future, and time spent
discussing self-care could reduce workload.
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