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Consultation rates in English general practice

D.M. FLEMING

SUMMARY Methods of estimating the annual consulting
rate per patient are reviewed. Methodological problems in-
clude the definition of consultations as opposed to problems
encountered, the definition ofpopulation at risk, the reliability
of data about home visits and the limitations of extrapolating
data collected over a short period. Estimates of consulta-
tion rate are usually obtained from surveys which have other
primary objectives. The annual consultation rate in 1981, ex-
cluding telephone contacts, was estimated at 3.5 consulta-
tions per patient. In spite of its limited sample size, the
general household survey provides a reliable estimate of the
national consulting rate. There is, however, a need to validate
it against a survey covering a longer period in which con-
sultation rates are measured and not just estimated from
memory. The total workload of the 'average' doctor chang-
ed little between 1970 and 1981 in spite of reducing list size.
Home visits accounted for approximately 15% of all con-
sultations in 1981 and this value has been consistent over
the period 1980-83.

Introduction
OF all the statistics concerning patient care in general prac-

tice, the consultation or encounter rate is the most impor-
tant. Although the term covers a range of different services, it
is a quantitative measure, and remains the most useful indicator
of general practice workload. In the United Kingdom, it is also
an indicator of health service utilization by the community.
Traditionally, access to hospital care in the UK is restricted to
access by referral from general practice with the exception of
emergencies and sexually transmitted diseases. There are no
financial constraints upon patients when consulting their general
practitioner and hence consultation rates provide an indication
of patient demand. Patient demand reflects the needs of the com-
munity and its perception of the ability of the services to meet
those needs.
The main sources of consultation data in the UK are the an-

nual general household surveys' which involve a variety of sub-
ject activities measured over a two-week sample period and the
periodic morbidity studies in general practice24 in which obser-
vation is continued over 12 months. These two surveys, though
shown to produce similar consultation data,5 have differing ob-
jectives - the general household surveys examine health utiliza-
tion rates in sampled households whereas the morbidity studies
in general practice examine morbidity as interpreted by doctors.
Other surveys of general practitioner activity are usually based
on periods of less than four weeks, or involve small groups of
doctors in specific areas. This review is concerned with the
strengths and weaknesses of the various methods of enquiry and
concentrates on identifying current consultation practice. The
starting point for consideration of this subject is the definition
of the consultation as 'an occasion on which a patient receives
professional advice or help or treatment from his doctor6
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The consultation may be direct (doctor and patient meet) or
indirect (by telephone or third party).

General household survey
The general household survey has been conducted annually since
1971 and covers England, Scotland and Wales. Addresses are
sampled from the electoral register and households are identified
for interview. The question concerning contact with a general
practitioner has varied slightly but in recent years respondents
have been asked: 'During the two weeks ending yesterday, apart
from any visits to a hospital, did you talk to a doctor for any
reason at all either in person or by telephone?' From these data
annual consultation rates are estimated by multiplying by 26.
This method, therefore, gives rise to the statistical weakness in-
herent in extrapolation, particularly evident when using small
samples.' In 1981 the survey sample was approximately 14 500
households7 from which 4000 people had made contact with
their general practitioners during the reference period. The
distribution of patient contacts in age-sex categories gives the
annual estimates of patient consultation rates. The total estimate
of consultations includes direct consultations in the surgery or
a patient's home, third party consultations, telephone consulta-
tions, consultations outside the registered practice (temporary
residents) but excludes patient contact with the practice for repeat
prescriptions unless direct contact with the doctor is made.

Table 1 gives age and sex specific estimates of mean number
of consultations per person for the years 1974-83 inclusive. All
age specific rates for 1983 (except those for males aged 15-44
and 45-64 years) are higher than the mean rates for the period
1974-82. In view of the problems mentioned above, only the
trend for increasing consultations for pre-school children and
for people aged 65 years and over are noteworthy. The percen-
tage of consultations which took place in a patient's home or
involved telephone contact only are given in Table 2. Home
visiting decreased in the first half of the 1980s but telephone
contacts have remained fairly constant.
Data obtained in the general household survey are not sub-

ject to general practitioner bias because the sampling techni-
que is independent of the doctor. In the 1981 survey, 4.67o of
the addresses identified were ineligible because they were houses
in the process of demolition, used solely for business purposes,
used as temporary accommodation only or found to be empty.
When occupied this type of housing contains the most mobile
and itinerant members of society, many of whom do not con-
sult doctors. Selective exclusion of these patients tends to in-
flate health service utilization rates in the remaining population.
In 1981 the response rate among eligible households was 84%.
A study of non-respondent households in 19718 showed lower
response rates among older people, unmarried men and the
self-employed.
The main problem with the general household survey data

is the reliability of memory recall over the two-week reference
period, and this is difficult to validate.

Morbidity studies in general practice
Recording in the morbidity studies of 1970-71 and 1981-82 was
based on the diagnostic index of the Royal College of General
Practitioners' Research Unit.9 The primary entry in both
studies was the episode of illness. An entry was made by date
using the appropriate diagnostic rubric on the first occasion the
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Table 1. Mean number of consultations per person per year by age and sex over the period 1974-83 from general household survey data.

1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 .1974-82
(n= (n= (n= (n= (n= (n= (n= (n= (n= (n=

30877) 33570) 33504) 31983) 31615) 30315) 31002) 32042) 26796) 26197)

IVIdW6S (dft 11I yEddSI}

0-4 4.6 3.9 4.3 5.9 6.9 6.2 6.3 6.7 7.2 6.9 5.8
5-14a 2.4 2.2 2.3 2.7 2.7 2.2 3.2 2.5 3.0 2.9 2.5
15-44a 2.5 2.4 2.5 2.5 2.8 2.7 2.6 2.3 2.2 2.3 2.5
45-64 3.9 3.7 3.2 3.7 3.9 4.4 3.8 3.7 4.1 3.8 3.8
65-74 3.9 3.7 4.0 3.8 4.1 4.6 5.5 3.9 4.9 5.4 4.3
75 + 6.0 7.2 4.5 6.0 5.9 5.1 6.9 5.8 6.3 6.6 6.0

Females (age in years)
0-4 4.8 3.9 3.7 5.4 7.0 4.7 5.2 5.5 6.4 6.2 5.2
5-14a 2.5 2.1 1.9 2.8 2.7 2.6 3.1 2.7 3.0 2.8 2.6
15-44a 4.6 4.2 4.4 4.4 4.6 4.8 5.4 4.9 5.2 5.2 4.7
45-64 3.5 3.7 3.2 4.0 4.4 4.3 4.4 4.0 5.1 4.6 4.1
65-74 4.5 5.1 4.4 4.1 4.7 5.1 5.6 4.6 5.5 5.9 4.8
75 + 5.7 5.5 5.1 5.5 5.7 8.0 6.4 6.0 6.0 6.6 6.0

n = total study population. a In 1979 age groups were 5-15 and 16-44 years.

Table 2. Percentage of all consultations which were home visits or telephone contacts only from general household survey data.

1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 Overall

Home visits
Males 19 17 18 14 16 14 15 13 15 13 15
Females 21 20 19 18 18 18 15 15 16 16 18

Telephone contacts
Males 4 3 6 5 7 6 8 7 6 6 6
Females 5 3 4 6 8 8 7 7 6 6 6

person consulted during the survey year or on the first occa-
sion a new episode was reported. Subsequent consultations for
the same episode of illness were not identified specifically by
date but were noted simply as follow-up consultations. All con-
sultations were included regardless of location or time of day.
However, consultations with temporary residents or on behalf
of a third party and telephone contacts were excluded. Where
more than one episode of illness existed at one time the recor-
ding method identified these as separate problems. The studies
therefore provide a problem encounter rate and not a consulta-
tion rate.

Errors can arise if a doctor fails to record a particular pro-
blem(s), if patient identification codes are entered incorrectly
or if diagnoses are wrongly coded. Each morbidity entry is linked
to the patient's entry in the practice age-sex register and if a
mismatch occurs the result is a recording deficit.
A further difficulty concerns the reliability of the practice

age-sex register as a denominator for calculating rates. In the
1970-71 survey the percentage of the registered population con-
sulting at least once during the study year was 63.1% for males
and 70.9% for females, but was 66.2%o and 74.4%7, respective-
ly, when based on the survey populations matched to the na-
tional census data.'0 These differences suggest that practice
registers are inflated by approximately 5%. In England and Wales
family practitioner committee registrations exceeded census
estimates by 1.3 million (2.7%) in 1971 and by 2.4 million (4.8%o)
in 1981 (DHSS Statistics Division, personal communication)."
Practice registers are checked against family practitioner com-
mittee registers in order to minimize local inaccuracies but these
checks cannot exclude inaccuracies common to both. Implicit
to all unique registration systems are the principles of total in-
clusion and no duplication. It is impossible to validate either
of these within the practice, within the family practitioner com-

mittee or even within the census. Thus, when making popula-
tion based estimates the limitations of the reference population
must be recognized.-2"3 For practical purposes, census popula-
tion is the preferred reference since this is least prone to ad-
ministrative error.

Table 3 shows the age and sex specific proportions of patients
consulting for the 1970-71 and 1981-82 morbidity studies. There
was an increase in consultation rate between the studies from
63.1lo to 65.3%o in males and from 70.90!7 to 76.6%o in females.
The increases were most evident in children aged four years or
less and among the elderly.
A consultation may involve consideration of more than one

episode of illness. The total number of problems per person con-
sulting from each of the two major studies are given in

Table 3. Percentage of people consulting at least once during the
study year by age and sex from morbidity study data for 1970-71
and 1981-82.

Males Females

1970-71 1981-82 1970-71 1981-82
(n = (n = (n = (n =

Age (years) 140346) 146815) 151 901) 160989)

0-4 90.9 99.1 88.4 97.8
5-14 63.7 66.1 64.2 67.6
15-24 59.5 58.3 77.5 81.9
25-44 57.6 57.9 72.8 76.7
45-64 60.2 63.1 66.7 71.7
65-74 65.3 72.1 65.9 75.3
75+ 69.5 77.7 68.5 79.5

Overall 63.1 65.2 70.9 76.6

n = study population.
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Table 4. For males the only noteworthy difference between the
two years is the marked increase for children aged four years
or less. For females there is a similar increase among young
children and a general small increase in the rates among women
over 25 years of age. It can be inferred that these increases are
due to more consultations taking place because an increase at-
tributable to multiple recording of problems at individual con-
sultations would show up among the elderly and would be seen
equally in both sexes.
A comparison of the results of the 1970-71 and 1981-82

studies as they affect the 'average' doctor is presented in Figure
1. Mean lists (practice defined populations per doctor) were 2541
and 2152 patients, respectively. The numbers of children on the
lists were less in the 1981-82 study than in the earlier study but
the numbers of elderly people were about the same (Figure la).
Fewer people in all age groups consulted the doctor in 1981-82
except the elderly (Figure lb). In the later study fewer problems
were reported in consultations with males (total 2783 versus 3121)
but the total among females was the same (4527 versus 4528).
The numbers of problems reported among pre-school children
were almost identical in the two studies in spite of the differences
in the composition of the list, while among people aged 65 years
and over there was a substantial increase in both sexes (Figure
ic). Had the average doctor in 1981-82 continued with the work-
ing pattern of 1970-71 he would have reported 501 problems
in children aged four years or less whereas by 1981-82 he
reported 677.

Table 4. Mean number of problems encountered per person con-
sulting from morbidity study data for 1970-71 and 1981-82.

Males Females

1970-71 1981-82 1970-71 1981-82
(n = (n = (n = (n =

Age (years) 88529) 95758) 107763) 123284)

0-4 4.2 5.2 3.9 4.8
5-14 3.0 3.1 3.0 3.1
15-24 3.1 3.0 5.0 5.1
25-44 3.7 3.4 5.2 5.5
45-64 5.0 4.8 5.0 5.5
65-74 5.7 5.7 5.8 6.1
75+ 6.5 6.7 6.5 6.9

Overall 4.1 4.2 4.8 5.3

n = total number of people consulting.

These large morbidity studies can also be used to examine the
frequency with which problems were brought to the doctor dur-
ing the study year. For example, approximately 6% of males and
1107o of females contacted their doctor with more than 10
problems during the course of the 1981-82 study.

Other surveys

Practice activity analysis
During the last 10 years the programme of practice activity
analysis'4 conducted by the Birmingham Research Unit of the
Royal College of General Practitioners has provided a great deal
of information about consultation patterns. Each practice ac-
tivity analysis data sheet asks for the total practice list size (family
practitioner committee registrations) and the doctor's propor-
tionate contribution to the practice during the survey period,
thereby accommodating holidays or the presence of trainees. By
extrapolation, these estimates over a short period have been used
to derive an annual consultation rate of 3.2 consultations per
patient in 1981, though this estimate is subject to compounding
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morbidity studies as they affect the 'average' general practitioner.
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sample error. Multiplication of the values obtained over a two-
week period by 25.0 and of the values over a four-week period
by 12.5 allows for reduced consultation frequency around na-
tional holidays. Comparable practice activity analysis data from
practices participating in the morbidity study of 1981-82 pro-
vided an estimate of 3.4 consultations per patient but these data
were obtained from entire practices rather than individual doc-
tors and were obtained at specified times throughout the
12-month period. In some cases the sample period may have
occurred when some of the principals were on holiday.

Estimates of consultation rates which use practice list size as
the denominator are deflated by the extent that the list is in-
flated, which in 1981 was 4.8%. The practice activity analysis
estimate of 3.2 consultations per patient is increased to 3.4 if
this allowance is made. The estimate from the subset of prac-
tice activity analysis data gathered in practices participating in
the 1981-82 morbidity study should be adjusted upwards by a
smaller factor since the age-sex registers were checked in the
practices before the commencement of the studies and thus list
inflation reduced.
The practice activity analysis recording sheets are tailor-made

for the activity surveyed and an event is scored by striking out
the next available number in the recording box. Of all the survey
methods discussed in this review, this technique is the simplest.
Omissions may occur because of carelessness but over-scoring
is unlikely. Nevertheless, the technique has not been validated
by cross reference to other data. This is more difficult than it
might seem since one method can only be validated against
another if the latter has itself been validated. However, the pat-
terns of results from numerous surveys shows a high degree of
internal consistency.

Manchester survey
In the Manchester survey"5 199 out of 522 general practitioners
in the Manchester area cooperated in an integrated programme
of activity analysis during the period June 1981 to December
1982. The participating doctors were younger and had larger list
sizes than non-participants but as a proportion of the total they
represent a good recruitment in a general practice morbidity
survey. Each doctor contributed data from three working weeks
(15 days) in a seasonally stratified sampling frame. The results
of the survey were presented in a manner which concentrated
on the range of performance in a variety of activities. There was
considerable variability between doctors in the estimates of an-
nual consultation rate (data for the three-week period ex-
trapolated to a 50-week year) and the authors demonstrated that
at least some of this was inversely associated with list size.
Among the 199 doctors the modal value for consultations per
patient per annum was 3.0.
The completeness of the consultation information and the ac-

curacy of the list size denominator are critical to the interpreta-
tion of these data. The recorders did not collect encounter data
at the weekends and in addition the authors recognized the pro-
bable deficiency in the recording of home visits. The general
practitioners had to enter details about each patient encounter
using a day sheet and the reliability of the recorded data was
tested but not its completeness. The list size for each recorder
was taken to be the average individual list size in each partner-
ship based on the family practitioner committee estimate of the
practice list, which is subject to the problems of inflation. In
addition, dividing by the number of partners takes no account
of trainees. In 1981 there were 2047 general practitioners in the
north western region and 162 trainees. From practice activity
analysis data'6 it has been estimated that a trainee undertakes
about two thirds as many consultations as a principal. Therefore,
the 162 trainees are equivalent to 108 principals, approximately

5% of the principals in the region. Assuming that traineeships
in the study practice were distributed according to the regional
average, exclusion of data from trainees would lead to an
underestimate of approximately 5% in the annual consultation
rate.

Merseyside morbidity study
The Merseyside morbidity study'7 was conducted between
November 1981 and August 1982. One hundred and eighty
general practitioners out of a regional total of 1167 provided
some data but the main report was concerned with results from
150, most of whom provided data for a four-week period. The
recording method involved the maintenance of a day sheet with
a summary entry of all problems at each encounter. The an-
nual consultation rate was estimated to be 3.1 consultations per
registered person and the annual rate for problems encountered
was 3.4 problems per registered person. Both these estimates are
subject to errors from extrapolation.
The recording method was not validated and family practi-

tioner committee list sizes were used to define the practice
population at risk and are thus subject to inflation. Individual
list size, used as a denominator, was determined by an appor-
tionment of workload within each partnership. Data from
trainees were included.

Home visits
Home visiting rates, expressed as a percentage of all consulta-
tions, from the surveys described are given in Table 5 to highlight
the importance of small differences in recording method.
Although each of the surveys purports to provide information
about the proportion of home visits, the small differences in
method produce apparently different values. The comparison
between the 1981-82 morbidity study data and the practice ac-
tivity analysis data collected in practices participating in the mor-
bidity study is the most important. The deficit in morbidity study
data is almost certainly due to an underscoring of visits.

Table 5. Home visits as a percentage of all consultations.

Number of Percentage
consultations of home
(thousands) visits

General household survey
(1980-82)a 13 16

1981-82 morbidity study 1045 12
Practice activity analysis (in

practices participating in
1981-82 morbidity study) 134 15

Practice activity analysis
(1980-83) 385 16

Manchester survey 80 10
Merseyside morbidity study 80 12
a Telephone consultations excluded.

Considerable discipline is needed on the part of the doctor to
ensure that data from all home visits are entered into the
diagnostic index which is at the heart of the recording system
for the morbidity studies. There are similar problems with other
surveys which use a multi-purpose day sheet as the means of
gathering data, as it is easy to ignore information from home
visits carried out at weekends and at night. The practice activity
analysis data sheet for home visits is specific for its purpose and
this survey is therefore likely to produce a more reliable estimate.
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Conclusions
Surveys of general practitioner activity evoke emotive responses
among doctors especially where they touch on practice workload
and issues of remuneration. Surveys which suggest a reducing
workload are greeted with incredulity. Too often insufficient care
is taken to consider precisely what is measured and the methods
of survey. This review is concerned only with estimated annual
consultation rates and the differing contributions made by the
various surveys. The author's conclusions from this review are:

1. The consultation rate in 1981 (telephone contacts excluded)
is estimated at 3.5 consultations per patient. A difference of 0.1
in this figure is equivalent to four consultations per week for
the 'average' doctor. Many of the surveys reported here make
slightly lower estimates because errors from the loss of consulta-
tion data are not balanced by errors which might inflate the
estimate - temporary resident data are often excluded; prac-
tice lists are used as a denominator and these are commonly
inflated; home visits are sometimes omitted.

2. The general household survey has proved a useful indicator
of mean patient consultation rate as judged by comparison with
other surveys. A confirmatory study in a population monitored
over a longer period would considerably enhance its value and
permit more detailed examination of the data by age of patients.

3. The total workload (number of reported problems) of the
'average' doctor changed little between 1970 and 1981 in spite
of the decline in list size. There was a marked increase in the
number of problems presented by pre-school children and a small
increase among the elderly but fewer problems among men of
working age.

4. Home visits accounted for approximately 15% of all consulta-
tions in 1981. Rates in the period 1979-83 were uniform and
less than those for the mid 1970s. Surveys which endeavour to
measure general practitioner workload must validate data for
home visits.
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