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SUMMARY A prospective, observational study of chronic
disease surveillance consultations over a six-month period
was performed in one semi-rural general practice in order
to determine the content of the consultations, including in-
cidental items not relevant to the chronic disease. At least
one incidental item was recorded during 43% of consulta-
tions. There was substantial clinical content in these items:
23% of items required a prescription to be issued and 7%
referral to a specialist.

It is concluded that chronic disease surveillance consulta-
tions in general practice are frequently extended by patients
who are anxious to discuss issues which may not be rele-
vant to their chronic diseases. General practitioners must
be sensitive to such patient expectations when they instigate
chronic disease management clinics.
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Introduction
ENERAL practitioners now accept responsibility for

'Jmanaging chronic illness in their practices',2 and patients
also expect their family doctor to be involved in their continu-
ing care.3 Disease-oriented sessions within practices are increas-
ingly common.4 Advocates of 'mini-clinics' maintain that
follow up is more focused, structured and thorough, and that
the workload can be shared with an experienced nurse.5'7
Detractors regret the pigeon-holing of individuals and the threat
to personal doctoring, and see a progression to fragmented
primary care.8'9
However chronic disease surveillance in general practice is

organized, the consultation will remain the focus of activity. As
with all consultations these will often be complex interactions
and their full potential unrealized.'0"' This study was under-
taken to analyse the frequency and nature of incidental items,
that is issues not relevant to the disease process in view, raised
by patients during chronic disease surveillance consultations in
a group general practice where this work is performed during
routine surgeries. The ramifications of chronic disease
surveillance consultations do not seem to have been reported
although all general practitioners will be aware that some patients
will want to lengthen consultations to include other problems
they may have.

Method
Practice
The study practice is semi-rural: 2207o of the 12 000 patients live
three or more miles from a central, purpose-built health centre
in a small market town. Five doctors practise in partnership, but

care is organized on a personal list basis. A practice manager,
three practice nurses, and 10 secretarial and reception staff are
employed. The practice is approved for training.
At present all chronic disease surveillance consultations take

place during normal surgeries. Patients book their next appoint-
ment in person when attending. Computerized check lists are

printed annually and scrutinized for defaulters who are then
invited, by post, to attend for further surveillance.

Study group

The study group consisted of all patients with established chronic
disease who attended for chronic disease surveillance at the
intervals determined and agreed by both the doctor and the
patients at previous chronic disease surveillance consultations.
Consultations which were ostensibly for chronic disease
surveillance but which occurred more than 14 days before
planned were excluded from the study. Patients who developed
a chronic disease after the beginning of the study period were
also excluded. Chronic disease surveillance consultations in
which the patient was a child under 16 years of age, in which
the patient did not present in person, or which were performed
in the patient's home were also excluded from the study. Family
planning follow-up consultations and antenatal and postnatal
consultations were not considered to be part of this study.

Study period and observations
Observations were made during a six-month period beginning
on 23 March 1989. Following a pilot study, a proforma had been
developed so that a written record could be kept of all chronic
disease surveillance consultations performed by the two general
practitioner authors during the study period.
The following information was added to patient registration

details (name, initials, sex, date of birth) at the time of each study
consultation: date of study consultation; date of previous
surveillance consultation; the chronic condition(s) being
surveyed; the outcome(s) of the consultation whether a fur-
ther surveillance consultation planned, a laboratory investiga-
tion ordered, a prescription issued, the maintenance therapy
altered or the follow-up interval altered; whether or not the pa-
tient had ever seen a specialist for their disease(s); whether or
not the patient was continuing to attend a hospital outpatient
clinic; and whether or not the patient was on long-term drug
therapy.
The chronic conditions surveyed were classified according to

a diagnostic register for use in general practice.'2

Incidental items
At each study consultation the doctor also recorded any fur-
ther items mentioned, unprompted, by the patient which did
not relate to the condition being monitored nor to any
acknowledged complications of the condition. The following
information was recorded for each 'incidental' item: the identi-
ty of the individual which the item concerned patient, relative
of patient or other third party; the subject matter of the item;
and the management instituted - advice alone, a further con-
sultation separate from disease surveillance, a prescription issued,
a laboratory investigation ordered or referral to a specialist.
The incidental items were also classified according to a

diagnostic register for use in general practice.12
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Statistics
The chi square test was used to test for significant differences
between categorical data. The Mann-Whitney U test was used
for the unpaired numerical data.

Results
The study group comprised 206 patients: 98 men (median age
63 years, interquartile range 55-70 years) and 108 women (66
years, 57-73 years). The median age for all patients was 65 years
(interquartile range 56-73 years). The youngest patient was 18
years of age and the oldest 88 years. Among the men patients
54.1%o were aged less than 65 years while 29.6/o of the women
patients were aged less than 60 years. Thus, overall, 41.3% of
patients were of pre-retirement age. There were no significant
differences, with respect to sex, age or types of illness between
the patients registered with each doctor.
The distribution of the chronic illnesses surveyed are given

in Table 1. A total of 19.9% of the patients had two chronic
diseases and 3.4% three or more. Of the patients, 52.9%X had
never seen a specialist for their chronic complaints - 41.8%o
of the men and 63.9qo of the women (X2 = 9.17, 1 df, P<0.01).
One in eight of the patients (12.6%o) were attending hospital out-
patient clinics for further supervision of their illnesses while
86.9% were on long-term maintenance drug therapy.
The median period of continuous general practice disease

surveillance was five years (interquartile range one to 10 years)
- for men these figures were five years (one to eight years) and
for women six years (one to 11 years). During the study period
403 chronic disease surveillance consultations were held - 190
with men patients (3.88 consultations per patient per annum)
and 213 with women patients (3.94 consultations per patient per
annum). The intervals between successive consultations varied
from 13 to 768 days. The median interval of 76 days (interquar-
tile range 56-89 days) was the same for men and women.
The outcome of the 403 study consultations were: a further

surveillance consultation planned, 96.5%!o; a laboratory investiga-
tion ordered, 1.0%/o; a prescription issued, 82.6Gq; the
maintenance therapy changed, 6.9%; and the follow-up inter-
val altered, l.5$/o. There were no significant differences, with
respect to these findings, between men and women patiezts.

Table 1. Distribution of chronic diseases surveyed.

% of patients with diseasea

Men Women Total
Disease (n = 98) (n = 108) (I= 206)

Hypertension 45.9 60.2 53.4
Ischaemic heart disease 28.6 13.Ob 20.4
Diabetes mellitus 13.3 13.0 13.1
Mental disorders 11.2 13.0 12.1
Other cardiovascular

diseases 7.1 12.0 9.7
Diseases of musculo-

skeletal system 12.2 5.6 8.7
Diseases of nervous
system 8.2 2.8 5.3

Thyroid diseases 4.1 5.6 4.9
Diseases of respiratory
system 4.1 2.8 3.4

Diseases of digestive
system 4.1 1.9 2.9

Diseases of genitourinary
system 0 4.6 2.4

Miscellaneous 4.1 0.9 2.4

n = total number of patients. a Some patients had more than one chronic
disease. b Sex difference: x2 = 6.66, 1 df, P<O.01.
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Incidental items were presented by the patients during 174 of
the 403 study consultations (43.2%) (ibble 2)..A total of 213
incidental items were discussed - a rate of one incidental item
for every 1.89 disease surveillance consultations. For the213.in-
ciAental items the individual which the item concerned was the
patient in 83.6% of cases; the patient's spouse in 10.3%; a child
or grandchild of the patient in 3.8%; and a person distantly
related or unrelated to the patient in 2.3%.
A diagnostic classification of the incidental items presented

is shown in Table 3. Of the 213 items 140 (65.7/o) were manag-
ed by advice alone, 48 (22.5%) by issue of a prescription, 15
(7.0%) by specialist referral, six (2.8%) by laboratory investiga-
tion and four (1.9%) by a further consultation. There were no
significant differences in the distributions of incidental items
presented to each doctor nor in the types of management
instituted by each doctor.

Table 2. Percentage of consultations at which incidental items were
presented.

% of consultations during which
incidental items were presented

One. Two Three
Consultations with: item items items Total

Men (n= 190) 32.1 7.9 0 40.0
Women (n=213) 37.6 5.6 2.8 46.0
All patients (n=403) 35.0 6.7 1.5 43.2

Table 3, Diagnostic classification of the incidental items presented
by patients.

% of incidental items

Presented
on behalf

Presented of a
by patient third party Total
(n= 178) (n=35) (n=213)

Diseases of musculo-
skeletal system 15.2 11.4 14.6

Diseases of, skin and
subcutaneous tissue 15.7 5.1 14.1

Social, marital and family
problems 8.4 14.3 9.4

Diseases,of digestive
system 7.3 8.6 7.5

Diseases -of ear' 7.3 5.7 7.0
Diseases of genitourinary
system 6.2 11.4 7.0

Diseases of'eye 7.9 0 6.6
Mental disorders 7.3 2.9 6.6
Endocrine, nutritional and

metabolic diseases 5.1 0 4.2
Injury and poisoning 3.4 8.6 4.2
Infections (not URTI) 4.5 0 3.8
Cerebrovascular and

peripheral vascular
disease. 3.9 0 3.3

Upper respitatory tract
infections 3.9 0 3.3

Cardiovascular diseases 0.6 8.6 1.9
Other ,3.4 22.9 6.6

n = total number of incidental items. URTI = upper respiratory tract
infections.
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Discussion
All doctors recognize that consultations often fail-to go accor-
ding to plan. Indeed, it is a feature of general practice consulta-
tions that some cannot be organized rationally; the patient's real
motive for consulting may not even emerge.'3 It is often dif-
ficult for a general practitioner to distinguish overt agenda and
hidden agenda and to devote appropriate time to each. However,
the expected activities in a chronic disease surveillance consulta-
tion can be understood by both patient and doctor to be the
actual agenda. Only in these circumstances is it feasible to
classify, with confidence, the additional issues raised by patients
as secondary and not primary issues, and so analyse them.

In this study, consultations intended'to monitor chronic
diseases were extended by at least one incidental item on 43%o
of occasions. This finding was not a surprise as it is not
unreasonable that patients should take this opportunity to raise
issues that are bothering them. But this common experience and
expectation has not been examined previously. The phenomenon
of incidental issues presented during follow-up consultations has
been the subject -of only one other study.'4 Of 149 Canadian
patients attending family physicians for chronic illnesses dur-
ing 1984, 9107o were found, at later interview, to be conscious
of incidental 'problems of daily living' including those of family
and friends. Of this group, 550o recalled having discussed such
issues with their physicians but the content of these incidental
items was not investigated by the research team. In our study
the nature of such incidental items has been analysed. They are
not all trivial or social - over a fifth of the items required a
prescription to be issued and 7 o referral to a specialist.

This analysis of the incidental items in chronic disease
surveillance consultations appears to be unique but it may not
be representative. The patients may not be typical and the general
practitioners may not be 'average' doctors. For'example, fewer
patients in this study were surveyed for chronic respiratory
diseases than would be expected from other reports.2 This ap-
parent anomaly may be simply a consequence of the study
method. Children attending with their parents were excluded
from the study because it was expected that it would be difficult
to classify primary and incidental items within these surveillance
consultations. Consequently a large number of surveillance con-
sultations for asthma were omitted. In other respects the spec-
trum seen matches that of other reports on chronic illnesses seen
in general practice 2"5'17 However, the relative frequencies of the
chronic diseases themselves were not the primary interest of this
study.
The dynamics of chronic disease surveillance consultations

is an important topic for further investigation. Degenerative
diseases are an increasing challenge in an ageing society and once
a patient' develops a chronic'disease requiring secondary and ter-
tiary prevention a long-term commitment by his or her general
practitioner is required. A quarter of the patients in this study
had been surveyed for a decade or more and a further
surveillance appointment was proposed after more than 9507o
of the study consultations. Once individual surveillance patterns
are established they seem to become fixed - there was an in-
tentional change of follow-up interval after only 1.50o of
consultations.

In summary, these results highlight 'a source of potential con-
flict between doctors and patients. The former want to concen-
trate on clinical monitoring and on technical manipulations of
pathological processes while many patients will be grasping the
opportunity to seek advice on other items which are, from their
perspective, equally pressing or even more important. Refusal
to consider the patient's agenda would surely be bad primary
medicine.

If this study were repeated in a practice where doctors or

nurse-doctor teams restrict chronic disease surveillance to clinic
sessions different, results Might emerge. However general prac-
titioners organize chronic disease management, they must be
sensitive to patient expectations.
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