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You must wake and call me early, call me early, Mother dear
Tennysori: The May Queen.

ONE of the irritations of general practice is that requests for
routine visits often come in after 10 a.m. It is well known that

this disorganizes the day, may entail the doctor travelling over the
same ground twice, encroaches on time which could be devoted to
some other activity and generally adds to the frustrations of the day.
It was decided therefore to investigate the frequency and nature of
late calls in my practice, with particular reference to their urgency.
This paper describes the results of this investigation, which took
place between March 1963 and February 1964. Soon after the
start of the survey, the results of a similar investigation were

published by Jacob (1963). As his definition of a late call was
identical to mine, I was able to follow his example and subdivide
my urgent calls into ' emergencies' and * urgencies', and thus
compare my results directly with his.
The practice is single-handed and situated on the suburban fringe

of Liverpool. The patients are predominantly lower middle-class.
The population of the practice at the end of the survey year was

3,189; of these, 1,903 attended the main surgery and the remaining
1,286 are served by a branch surgery in a modern housing estate.
The age/sex distribution in these two areas is shown in table I.

During the year, all late calls were specially denoted in the
visiting book, the time of call, the degree of urgency and a few
clinical notes being recorded on the spot. A late call is defined as
a home visit following a request made after 12 noon for a visit on the
same day. At the end of the year it was a simple matter to look
through the visiting book and extract the details of the marked late
calls. The degree of urgency was assessed on the same basis as that
used by Jacob. Briefly this is:
{a) Emergencies

1. Any diseases in which the immediate prognosis is serious, e.g. myocardial
J. Coll. gen. Practit., 1966,1, 54



Late Calls in General Practice 55

infarction, peritonitis
2. Any disease in which the prognosis may be worsened without rapid

treatment, e.g. pneumonia, acute appendicitis
3. Severe symptoms: urgent dyspnoea, haematemesis
4. Fractures
5. Impending death
6. Malignant disease

(b) Urgencies
1. Severe pain, e.g. acute lumbago, otitis media
2. Persistent vomiting
3. Pyrexia of 103°F. or over

(c) No.t-urgent
Any disease where the immediate prognosis is not altered for the worse
without rapid treatment.

TABLE I
Age/sex distribution of practice, 1 March 1964

Results
Table II shows the distribution of late calls by day of the week

and time of the day. It will be seen that there is a gradual decrease
in the number of calls towards the evening. Table III analyses the
degree of urgency by time of day and shows that this decrease is
due primarily to a fall-off in non-urgent calls. The rise in calls be¬
tween 6 and 7p.m. is probably attributable to the fact that I have my
main evening surgery at this time. This is supported by the absence
of the 7 p.m. rise on Wednesday, when there is no evening surgery.
Cynics might suggest that the rise is due to father returning from
work and finding his infant ill. This is not borne out by the figures
which show that for the period 6-7 p.m. the proportion of calls for
children is 47 per cent compared with 42 per cent for the whole
12-hour period.not a significant difference.
Table IV shows degrees of urgency by day of the week. There is

a high rate of non-urgent calls on Monday, but further analysis
does not reveal any obvious cause for this. The total rates for
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TABLE II
Number of calls by day of week and time of call

TABLE III
Degree of urgency by time of call

(E = emergency; U = urgency; N = non-urgent)

TABLE IV
Degree of urgency by day of week

Mon. Tues. Wed. Thurs. Fri. Sat. Sun. Total

34

U 11 45

oj^riT jteaw m.35 ig 15 25 26 11 12 142

ib\ mm lsto)*HT*4.2irtffro1 J&u 43 44 15 22 221
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Wednesday (my half day) and the weekend are lower than for the rest
of the week, indicating that when the doctor is off duty, the patients
tend not to bother him. Table V shows that there is no significant
difference between the sexes in their late calls.
Table VI demonstrates the difference between the two areas ofthe

practice. One might be tempted to ascribe the higher rate in the branch
surgery area to social factors, but a glance at the age distribution
(table I) shows that there is a preponderance of children in this area,
and table VII confirms Jacob's observation that children are responsi¬
ble for the largest proportion of late calls. This explains the dis-
crepancy between the areas. This table also shows that the proportion
of urgent to non-urgent calls tends to increase with the age of the
patient, until the over seventies are reached. At that age the call is
usually initiated by a neighbour or younger relative, who find them¬
selves in much the same position as the over-anxious parent with an
ill child. The rate of late calls to the over seventies is consequently
only slightly less than that to children, but the proportion of emer¬

gencies is naturally higher.
TABLE VI

TABLE V Urgency of call in the two
Urgency of call by sex practice areas

(expressed as rate per 1,000 population)

TABLE VII
(a) Urgency of call by age groups

(b) Calls (as rate/1000) by age groups
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Table VIII analyses the late calls by disease groups using the
diagnostic classification of the College of General Practitioners
(1959). The first column shows the figures obtained by Jacob (1963)
for similar disease groups: his total of late calls was 558: by multi-
plying the individual figures by two-fifths, they become easily
comparable with mine, and for convenience this has been done.
The second column shows the results of the present investigation,
and the third column gives the expected number of first consultations
in each of the various diagnostic categories, extracted from a

previous investigation (Hardman 1965). This shows a rough correla¬
tion between the proportion of diseases seen on late calls and those

TABLE VIII
Comparison between number of late calls and (a) routine first

consultations; (b) late calls of Jacob (1963) in each diagnostic group
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seen during the normal routine of the surgery.with the understand-
able exception of skin diseases. The subsequent columns give the
breakdown into emergencies, urgencies and non-urgent calls by
disease groups.

Discussion

Comparing these figures with those of Jacob (1963), one or two
interesting facts emerge. Both investigations confirm the findings
of Backett et al. (1953) and the South-east Scotland Faculty of the
College of General Practitioners (1957), that two-thirds of late
calls are for non-urgent conditions. However, the most striking
feature is the difference in the total number of late calls (table IX).

For a practice population of 3,656, Jacob had 558 late calls, a

rate of 153 per 1,000 population, compared with my rate of 69 per
1,000. This discrepancy is probably due to a number of factors.
Jacob has shown that the group of people who send in late calls
have certain personal characteristics. They are "

young people
of average intelligence with relatively large families of young
children (many of their calls being on behalf of their children). As
a group they have neurotic tendencies ". That there is less morbidity
generally in my practice is shown by my rate of 4.7 items of service
per patient per annum, as opposed to Jacob's 5.9 items of service.
Furthermore, the ratio of home visits to total consultations in my
practice (15 per cent) is at the lower end of the range 13.1 to 43.6
per cent, found by Logan (1953) in his survey of eight practices.
Nevertheless, these facts are insufficient to account for the gross
variation between the practices in the number of late calls.

Equally curious is the differing number of emergencies. It is hard
to imagine that there is any real difference in the incidence of emerg¬
encies in the two practices, and yet the rate per 1,000 is 35 in Dundee
and 11 in Liverpool. This points to some difference in age distribu-
tions between the practices, as emergencies are far commoner in
patients over 45 (see table VII). Only 30 per cent of my practice
is over 45, compared with the figure of 36 given for the popula¬
tion as a whole by the census of 1955.a figure which in 1964
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probably errs on the low side. One would hazard a guess that Jacob
has a higher proportion of elderly patients than I have.

However, these factors of increased morbidity and a more elderly
population are not sufficient to explain the disparity in the results,
and the cause must, for the moment, remain a mystery, although the
answer may be found, as Jacob suggests, in a study of the separate
populations. His results showed
that the medical needs of two groups differ in relation to the personal charac-
teristics of the groups, and not solely in their relation to their diseases....
The variation observed in work-load studies may be indicative of similar differ-
ences in the personal characteristics of the types of people who predominate in
the practices studied.
It has been shown that the level of morbidity can vary, even between
two areas of the same practice, for reasons that are apparently non-
medical (Hardman 1965), and there is thus no reason for supposing
that the same variation for the same reasons cannot be found between
different practices.

This point needs stressing in any future plans for general practice
based on work-load and morbidity studies. I am fortunate in having
few, if any, inconsiderate patients on my list-ten night calls in a
year is perhaps indicative of this. Indeed, without this consideration
I would think it impossible for a family doctor to run a practice of
this size single-handed. But it is dangerous to draw conclusions from
a practice such as this, and apply them to general practice as a whole.
A good deal of publicity has been given recently to general practice
work-studies, without stressing the environment in which these
practices are situated. Surely enough variation between practices
has been demonstrated in the literature to make it apparent that, if
we are to draw any statistically valid conclusions, possibly affecting
the future of general practice in this country, then the sample from
which these conclusions are drawn must be large, if it is to be
representative.

Summary
1. All late calls from an urban general practice for one year have been

recorded and the degree of urgency of each call has been assessed. The calls
have also been analysed by age, sex, time of call, area of practice and disease
groups.

2. The results are compared with a similar investigation by Jacob (1963).
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