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GENERAL practitioners are finding it increasingly difficult to
maintain high standards of medical care under their mounting

work load. Their concern and dissatisfaction, which is beyond that
of remuneration (although this is undoubtedly far too low in relation
to the amount of work done), is mirrored in the vast increase in
medical correspondence, heated meetings and the recent formation
of the General Practitioners' Association. The concern is not only
that their effective work is being reduced by increasing demand, but
that a fair percentage of the demand does not require the skills and
attentions of a professional person of many years' training and
experience, and serves only to debase his status.
For public demand is increasing. Statistics from various practices

(Sluglett, 1961; Stevenson, 1964) in the United Kingdom confirm
this trend. It is not uncommon for a general practitioner to inter¬
view between 20 and 40 patients per one to one and a half hour
surgery. The proportion increases in winter and epidemic periods.
The impossibility of working effectively under this type of pressure is
obvious.
Mair and Mair (1959), in their very comprehensive five-year

survey of general practice, not only record large increases in the
practice attendances over four years.their figures range from 16,000
to 25,000 over this interval (practice increase: 1,000 patients).but
moreover make the more interesting comment that improved surgery
facilities and better attention only serve to increase public demand.
They remark, "... the more that is offered.the more asked for and
seized upon ". This is also my own experience.
The problem today is not only the increased work load but the

content of the work load, the invasion of the general practitioner's
surgery with much work that is not essentially medical in nature and
with a mass of minor complaints requiring no more than home
remedies and minor first aid at the most. For a professional man
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to have to undertake such work is not only denigrating his position
but makes him discontented and frustrated. The sense of achieve¬
ment and satisfaction in a job well done is never attained.

It is the purpose of this survey to investigate the extent of minor
demand as it is known to exist and to determine whether terms such
as ' abuse', recently used in the medical and lay press, are justified.
A further purpose is to comment on other non-medical work the
general practitioner undertakes and suggest some remedies.
The past year has seen a further addition to the general practi¬

tioner's already overburdened surgery in the advent of the * Pill '

with its attendant ethical complications and responsibilities, as well
as further demands of affluent society for holiday vaccinations, and
travel remedies ofvarious kinds. The blank cheque ofpublic demand,
in fact, has no curb or apparent limit. The many surveys and reports
which bear on increasing work load are factual and detached and
make no comment on the capacity of the general practitioner to
absorb the increasing work. On the contrary, the Gillie report
(1963) while on the one hand making comment on failing standards
and the necessity for reducing general practitioners' list, on the
other hand elaborates on new roles for him in the home and social
services, in preventive medicine, in public health education pro¬
grammes, and in hospital integration and duties.
These idealistic aims cannot be attained without a revolution in

general practice. They fail to recognize the basic problems and
needs of the service. To assume that reducing lists will decrease the
work load more than very temporarily is unrealistic, and under-
estimates the present increasing trend of demand.
The situation is more critical in the light ofthe recent reduction in

the number of practising general practitioners; over the period 1963-
64 there were an estimated 71 fewer general practitioners with a
concomitant population increase of half a million.

Method
A study of 1,000 consecutive surgery attendances was made at

morning and evening surgeries of a National Health Service partner¬
ship practice in North London. The surgery visits were those
involving personal consultation between doctor and patient.
Specialized clinics (antenatal and paediatric) were excluded, as were
the few private patients. The survey covers the work of one partner
who made the assessment and classification of each person attending,
thus establishing uniformity in categorization.
The practice is conducted from a central surgery on a busy main

road. There are three partners.two males and one female. They
all hold surgeries on the same days, except for their half days, using
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a common waiting room. The day-time ancillary staff consists of
two part-time filing/receptionists, who perform no nursing functions.
The practice area is semi-industrial and residential with a total
population of 100,300. Employment level is high. The partnership
itself covers some 6,000 patients over a distance of about two miles.
These are of the middle and working class sections of the com¬

munity, their jobs ranging from shop and office work to local trans¬
port services, light factory and heavier industrial jobs. There are few
professional people.
The study was conducted over the weeks mid-August to mid-

September (26 days). This period was considered a favourable time
to make an assessment of local patient demand when no serious
epidemic was likely to cause a bias in percentages.

Classification
Every attendance was categorized into one of ten groups.each

attendance being placed in one category only, irrespective of the
number of complaints. When there were several problems presenting
at one attendance, the more serious problem was selected for group-
ing. The bias was thus for the patient.

Classification was made on the patient's presenting symptoms,
the presence or not of distress.either psychological, or as pain,
discomfort or anxiety. Some link up with physical signs was neces¬

sary to finalize the grouping but this latter was not a primary
determinant. This type of classification recognizes the importance
of the patient as a whole and his problem, rather than the physical
signs per se. Still more important, it allows the problem to be
assessed from the lay point of view. There was some overlap of
groups which was remedied by the use of subgroups.
Group 1.Acutely presenting symptoms and/or distress with positive physical

signs or confirmation of distress.
Acuteness might indicate pain, distress (psychologically or as irritation, etc.)

or a recurrent troublesome condition.
Group 2.Less acutely presenting symptoms and/or distress with physical signs

also present.
All minor problems outside group 2B were included here. No attempt was

made to subdivide this group.
Group 2B.Presenting with small symptoms causing no distress with

no apparent or negligible physical findings. Short duration.This group
contained minor bruises and abrasions, the early negligible cold and mild
catarrh. It gave the benefit of the doubt as to some possible physiological
cause, or organic basis for complaint.

Group 3.Emotional or stresx group with multiple and often exaggerated, or
bizarre symptoms, with minirral physical signs. In this group were included
those attending on account ofbereavement or other environmental stress problems
requiring supportive therapy.
Group 4.Recovery and revisit group. Routine checks, mechanical measures
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(ear syringing, injections, etc).
Attendances here were requested, necessary follow-ups or imperative on

account of a need for certification. Also included were routine antenatal checks,
excluding first visit.

Subgroup 4A.Presenting persisting acute and/or distressing symptoms.
Subgroup 4B.Prolonged recovery due to gain from extended certifica¬

tion or other reason.

Group 5.Minimal or negligible presenting symptoms with non-existent or

negligible physical signs.
Presenting symptoms so minimal as to cause no distress or discomfort.all

of short duration.
Group 5.-Repeat prescriptions.

Subgroup 6A.Necessary on account of definite physical or psychiatric
diagnosis.

Subgroup 6B.Other than 6A.
Group 7.Reassurance and advice group.
Those worried about some physical problem.infant feeding, childhood

complaint, physiological mechanism.
Group 8.Presenting for certificates (other than group 4), letters and signature.
Coal certificates, housing and sanitary inspection letters, ambulance ordering,

maternity forms, passports, etc.

Group 9.Direct request group.
No complaint, but a direct request for some appliance or medicine, e.g. stock-

irigs, the pill, holiday travel tablets, reducing weight remedies, etc.

Problems in classification
The only problems in classification appeared in group 3 where

emotional distress often clouded the real issue: great intuitive sense
ahd knowledge of the patient were required to determine whether or
not there was a physical basis. Where physical signs were present
which might be producing symptoms, classification was made under
group 2. None of this stress group was recategorized in groups 2B
or 5.
No difficulties were encountered with groups 1 or 2, being degrees

of each other, nor with groups 2B and 5 with which we are chiefly
concerned here.
Some examples of classification

Group 1.Acute infections, rashes, irritations; severe throat and upper
respiratory infections associated with pyrexia; acute depression.

Group 2.Lesser degrees of the above; sore throats.some minimal; stomach
pains; breast discomfort.

Group 2B.Throat " edgy this morning "; gnat bite (red); top heavy feeling;
dandruff; wind this morning; "Cold not yet come out"; minimal colds in
adults less than two days' duration; minor bruises and abrasions.
Group 3.Family bereavements, family quarrels; robbery; emotional upsets

associated with subjective symptoms.
Group 4.As stated.
Group 5.Gnat bite "not gone over two days"; "Child breathing heavy"

(boy of nine years); " Could not clear throat this morning "; stiff knee after a
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fall (age 22); " spot on nose.going to wedding "; " aches in arms after lying on
grass".
Groups 6, 7, 8 and 9 are as stated. The age of the patient and

duration of the symptoms were always considered, the very young
and old always being given the benefit of the doubt; thus, a stiff
knee in an over 60 might be placed in group 2 rather than 2B, and a
bruised head in a baby would be placed in group 2, even when no

lesion was apparent.
No apology is made for detailing these trivialities.such is the

content of general practice today.
Results

The greater part of the general practitioner's work consists of
groups 1 and 2.acute and less acute presenting cases combined with
return visits (group 4) of various types requiring assessment and
treatment. These three groups represented 53 per cent of the total
(see table).

TABLE
Results

Group 2 was not subdivided, although one-third of attendances
here were of a very minor nature. Here there were small physical
signs causing some personal distress. The health service has as its
function a prophylactic and preventative role. To delineate levels of
attendance above group 2B is to produce obvious difficulties.

* Repeat * prescriptions formed a fair part of the daily work.
13.8 per cent, and just under one-third of these were necessary on
definite medical diagnoses. It is not the purpose here to discuss the
remainder, and today's prescribing habits which involve a high
percentage of tranquillizers and night sedatives. Prescribing over
this survey period was low (compared with other figures) probably
due to the holiday interval.
Group 3 with eight per cent was a smaller figure than anticipated

by comparison with other surveys, due to the overlap of groups and
the method of classification by presenting symptoms. There is no



IS THERE ABUSE IN GENERAL PRACTICE ? 129

doubt that increasing numbers of problems related to stress are

requiring supportive treatment from the doctors. Where there was
some physical basis for the complaint, however small, it was referred
to group 2: some came under group 4 and others under 6B. Group
2B accounted for a fair percentage.5.7 per cent as group 5 5.9 per
cent. These are the two groups which chiefly concern us here.
Group 2B included minimal or negligible respiratory infections

and catarrh, as well as skin injuries of minute nature. These were
all quickly self-limiting, requiring no treatment other than minor
home remedies or first aid. In this group the greater number had
only minimal physical signs. This group one might truthfully call
trivial.
Group 5 calls were equally unnecessary; complaints requiring no

treatment and causing no distress. Lesions were non-existent. One
might call this group abuse, or flagrant transgression of a profes¬
sional man's time with incidents or lesions so minimal or trivial as
to be an insult to his many years of training, skill and experience.
These two groups of unnecessary calls on a doctor's time totalled
11.6 per cent. The present system of uncurbed and free access no
doubt encourages these groups, as also group 9, the direct demand
group.
Groups 2B, 5, 8 and 9 can be classed together as unnecessary work

for a doctor today. They comprise 19.2 per cent of surgery work.
To these might be added group 4B and half of group 6B.a total of
25 per cent of surgery work. Furthermore, groups 2 and 3 contain
a proportion of minor problems. We can conclude therefore frcm
these figures that at least 25 per cent of a general practitioner's
surgery time today is concerned with duties which are minor.and
which might well be removed or reduced to give time for his essential
and important obligations.

Discussion
The figures confirm the high work load of the general practitioner

today. The 1,000 cases were seen in three and a half weeks, an

average of 285 patients per week.this at a 'good time' of the year,
in the sunshine weeks of August to September 1964, when public
morale might be expected to have been high and attendance low.
However, as suggested by other reports, there is today, no slack

period for the general practitioner. Other surveys give comparable
figures and also comment on the difficulty of maintaining high
standards of medical care. It has been suggested (Eimerl, 1962;
Taylor, 1954) that to interview over 20 patients per hour is in¬
compatible with adequate examination, good work and the health
of the doctor. I would regard eight patients per hour as a more
reasonable figure. Certainly in my experience when a 10 to 15
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minutes consultation is required in a crowded surgery, there is
consciousness of the time factor which places the doctor under
tension, but this is unavoidable under present-day pressures, particu¬
larly when surgery numbers are increased in epidemic periods. It is
not only the doctor's care, but his natural intuitive sense, diagnostic
acumen and judgment that are seriously jeopardized.

There is no doubt that abuse exists. By virtue of their annoyance
value combined with the paperwork these unnecessary items of
service exert an effect much greater than their 25 per cent. The feel¬
ing ofwaste and frustration that these groups arouse, particularly the
abuse group, accounts for the large amount of comment in the lay
press. The preventative role of the general practitioner must be
encouraged. The therapeutic interview (group 3) has always been
one of the doctor's traditional duties.
Overloaded surgeries prevent much of the traditional work of the

general practitioner who now has little time for minor surgery and
anything more than simple diagnostic and treatment techniques, and
this lowers his status in the eyes of the public, who now associate
more complicated cares with hospitals and specialization. The
present fragmentation of the health service into various distinct
departments fosters this public attitude and increases the general
practitioner's isolation and frustration.
The effect of abuse and work load rebounds through the whole

health service, reverberating to the hospital casualty and outpatients.
The Nuffield Survey (1960) indicates that much ofthe casualty work
of hospitals could well be performed by general practitioners.
Further surveys (Collings, 1950; Sluglett, 1961; Gillie, 1963) already
note a lowering of standards generally. Certainly, general practi¬
tioners themselves are aware of, and worried by, the fact that they are
now unable to sustain the high level of examination and patient-care
they were taught in their teaching hospitals.
With the threatening shortage of doctors a breakdown ofthe whole

health service structure seems inevitable unless steps are taken to
prevent it.
Why do the public resort so readily to the doctor's surgery for

so many minor ills and personal upsets? There is often no gain from
cheaper drugs with the minimal lesions. Undoubtedly, affluence
and rapid economic changes have increased personal insecurity, and
this is aggiavated by the break-up of family units and ties. Modern
life produces too many mental stimuli, all potentially anxiety-
forming. It would seem natural to wish to unload this burden.
The present day easy accessibility ofthe general practitioner's surgery
with its *

open house' encourages this trend. This fosters public
irresponsibility and long-term social surveys might well reveal a
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weakening of the national personality structure. However, the
individual may feel some unconscious need for understanding in this
essentially materialistic age.

Indeed, more humanity is demanded of the general practitioner
today, when paradoxically his own need for humanity is being
disregarded. He is more than ever needed as a personal doctor,
knowing and understanding the innate stresses ofthe individual in a
mechanical and hustled society. There is a greater role for him to
play not only in mental health, in greatly advanced treatments and
in geriatrics, but also in preventive medicine and in public health
education. His work in the field of public mental health alone is
tremendous and requires much time. To perform all this increasingly
essential work, general practice must be given its old traditional
values by removal of the unnecessary and tiresome non-medical
work. Obviously an intensive reorganization of the whole of general
practice is urgently needed aiming at first eliminating the non-
medical 25 per cent group.

Sensible and adequate reimbursement for work actually done
would appear to be necessary to cut down lists, with definite
incentives to greater and specialized effort.

Well-paid ancillary staff in the form of trained nurse-secretaries
would be necessary to remove over half of the work of this group.
One could estimate 15 to 20 per cent of surgery work eliminated by
this help.that is group 8, part of group 4 (injections etc), a pro¬
portion of groups 2B, 5, 6B, 7 and 9. Added to this would be the
nursing assistance to groups 1 and 2. J. Fry (1964) suggests that one-
third of the general practitioner's work could safely be performed
by nurses.

Government intervention and co-operation would seem essential
to curb the minor demand which now threatens all areas of the
health service. A widespread organized programme of public
education and propaganda needs to be instituted to encourage
intelligent self-help and self-medication for minor ailments and small
injuries. Instruction centres could be established at local authority
clinics. Public co-operation, given the facts of the gravity of the
doctor manpower crisis, should not be difficult. Such a campaign
can restore public responsibility, not only to themselves but also to
their less well colleagues in the community, and to the old who need
greater attention.
We may have a preview from Sweden, in reports of breakdown of

hospital services by trivialities swamping outpatients (Fry, 1964).
It must be accepted that increasing public demand and abuse can

cause breakdown of medical services and good standards of medical
care. Reform of the whole system, with particular attention to
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patient demand is urgently necessary. Only if this is done can there
be a revitalized health service, comprehensive at both general practi-
tioner, and hospital levels: the first concerned with the individual
personally and his many ills, the second performing its true function
in specialization. Then only can the general practitioner regain his
high traditions and take pride in his work as pivot of his sphere
centred around the home, surgery, and local health authorities.

Summary
One thousand cases attending a general practitioner's suigery are

analysed from the point of view of abuse and triviality. There is
no doubt that these exist and have serious effects. The danger lies
in lowered medical standards and denigration of the general practi-
tioner's status as a professional man. The whole National Health
Service is involved by rebound. Some remedies are suggested.
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