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MANY changes have occurred in the methods of delivering primary medical care
in the last two decades. Perhaps the most marked has been the trend to provide

care from purpose-built premises rather than from the doctor's house or
' lock-up'

surgery. The move to purpose-built consulting premises frequently provides un¬

questionable benefits, such as better heating and lighting and more comfort for both
patients and doctors. It usually makes available more space and makes possible the
accommodation of more ancillary staff, such as receptionists, secretaries and nurses.

In some cases these changes, which might be expected to encourage better medical
care, are not viewed by patients as advantageous. Often the move to new premises is
accompanied by the fusion of one or more practices and greater delegation of medical
care. Some patients hanker for the dim and crowded waiting room where the ease of
cross infection was compensated for by the ease of communication providing its in¬
evitable group therapy.

Large sums of money are being spent on building programmes in general practice.
It is important to measure the effects of such programmes on the patterns of demand for
medical care and the provision of care as a result of these improvements in premises.
There is at present a shortage of this type of information, which arises partly because of
the difficulty in carrying out such measurements.

This paper describes the results of an experiment designed to measure the effect of
moving a practice from premises which were deficient in human comforts, lighting and
adequate accommodation, to premises which provided consulting suites complete with
examination rooms, a spacious waiting area, adequate heating and lighting and accom¬
modation for secretarial and nursing staff.

Method
The study took place in a London general practice providing medical care for a popula¬
tion of 4,455 patients. The patterns of demand of the patients in this practice have been
described (Morrell et al, 1970) and the effect of introducing an appointment system in
this practice was reported in detail (Morrell and Kasap, 1972). These studies were
carried out in the years 1967-70.

In July 1971 the practice was moved into new purpose-built premises and united
with a second practice providing care for 4,500 patients. The new group practice of
five doctors became responsible for 9,000 patients and in the new situation employed
two receptionists, a secretary, a practice nursing sister and also had two attached district
nursing sisters. The move into new premises was therefore associated with an augmenta¬
tion of nursing services.

In order to measure the effect of the move to new premises a cohort of patients was
selected and their demands for medical care were measured in the period July 1970 to
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December 1970 (period A) and compared with their demands in the period July 1971 to
December 1971 (period B) after moving the practice into the new premises.

The cohort was selected from one practice to include high users of medical care
identified in the earlier studies in this practice. This decision was made in order to
reduce the amount of data recorded and to obviate the difficulties which result from
changes in the practice population with time. The cohort consisted of all patients
recorded in the earlier studies as suffering from chronic bronchitis, diabetes, hyper¬
tension and pernicious anaemia; a random sample of patients over the age of 65 years;
all children who were aged under five years on 1 July 1968 and the parents of these
children. Only those patients who were still registered with the practice on 1 January
1972 were included in the analysis. The age and sex distribution of these 682 patients
is illustrated in table 1.

TABLE 1
The age-sex distribution of the patients included in the study

Males

Females

Age groups

0-4

21

28

5-14

105

86

15-24

10

17

25-34

27

57

35-44

30

31

45-54

20

20

55-64

26

13

65-74

69

61

75+

24

37

Totals

332

350

Totals 49 191 27 84 61 40 39 130 61 682

Throughout the period of study, July 1970 to January 1972, a special record card
was retained in the standard medical record envelope of these patients. At each con¬
sultation this research record was completed to include the place of consultation, the
type of consultation (doctor or patient initiated), the presenting symptom and diagnosis,
the doctor's certainty of diagnosis and his diagnostic activity in terms ofphysical examina¬
tion and investigations. A record was made also of the referral of patients to hospital,
and the issue of prescriptions. The definitions used in making these records have been
described elsewhere (Morrell et al., 1970).

Throughout this study data were coded and extracted from the research record
card within 24 hours of recording and the special record card was then returned to the
patient's standard health service envelope. The data were punched, transferred to
magnetic tape and accessible for computer check programmes at four-monthly intervals.

A number of methods were used to identify errors in data recording and extraction
and changes in national and local morbidity experienced during the course of the study.
These have been described in detail elsewhere (Morrell and Kasap, 1972) and included
the comparison of priced prescriptions with recorded data and the use of the Registrar
General's statistics on mortality and sickness absence.

Results
Consultation rates

A fall was recorded in the total consultation rates of the cohort from 2-76 in the six
months July 1970 to December 1970 (period A) before the move to new premises, to
1-90 in the seasonally matched period July 1971 to December 1971 (period B) after the
move. This fall was greater in the number of consultations initiated by the doctor than
in the number of consultations initiated by patients (table 2).
Place of consultation
The greatest fall occurred in surgery consultations (table 3) but there was also a fall in
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TABLE 2
Consultations and consultation rates for each type of consultation during

the periods A and B

113

Type of consultation

Doctor initiated
Patient initiated

Totals

Period A

Number

1118
761

1879

Rate

1-64
112

2-76

Period B

Number

782
514

1296

Rate

115
0-75

1-90

the number of home visits and the number of consultations at which there was no

meetings between doctor and patients (mainly repeat prescriptions).

TABLE 3
Consultations and consultation rates for each place of consultation

during the periods a and b

Place ofconsultation

No meeting
Surgery
Visit

Totals

Period A

Number

334
1325
220

1879

Rate

0-49
1-94
0-32

2-76

Period B

Number

240
889
167

1296

Rate

0-35
1-30
0-24

1-90

Disease groups
The diagnoses recorded at each consultation with the cohort were analysed into disease
groups (table 4). There was a fall in the number of consultations in period B compared
with period A in all disease groups. The groups: neoplasms, mental illness, diseases
of the circulatory system, digestive diseases and accidents, however, accounted for a

higher proportion of the consultations after the move into the new premises than before.
There was a marked fall in the number of consultations for pregnancy after the move
to the new premises.
New symptoms presented
There was a fall in all groups of symptoms presented in period B compared with period
A. This fall did not, however, discriminate between different groups of symptoms.

Examinations, investigation and hospital referral '

There was no evidence of any significant change in the proportion of consultations at
which patients were examined, investigated or referred to hospital in period B compared
with period A (table 5).

Diagnostic certainty
There was a rise in period B in the proportion of consultations at which the doctors
recorded a level of diagnostic certainty as presumptive to 79 per cent of the consultations,
compared with 73 per cent in period A.
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TABLE 4
Number of consultations for each disease group during the periods A and B

Disease groups

Communicable diseases
Neoplasms
Allergies
Blood diseases
Mental illness
Nervous diseases
Eye diseases
Ear diseases
Diseases of circulatory system
Resp. diseases (acute)
Resp. diseases (chronic)
Digestive diseases
Diseases of genitourinary system
Pregnancy
Skin diseases
Diseases of bones and organs
of movement

Congenital malformations
Symptoms and ill-defined
conditions

Accidents
Prophylactic procedures and
administrative

Totals

Period A

Number Per cent

60
33
150
36
179
55
25
48
184
281
196
113
66
45
111

151
2

28
59

57

1879

319
1-76
7-98
1-92
9-53
293
133
2-55
9-79

14-95
10-43
601
3-51
2-39
591

804
Oil

149
314

303

PeriodB

Number

99-99

27
31
89
22
157
34
24
25
170
193
119
85
45
6
62

92
0

26
49

40

1296

Per cent

208
2-39
6-87
1-70

12-11
2-62
1-85
1-93

13-12
14-89
9-18
6-56
3-47
0-46
4-78

7-10
0-00

2-01
378

3-09

99-99

TABLE 5
Examinations, investigations and hospital referrals carried out during

the periods a and b

Examination

Period A

Number
Per
cent

Period B

Number
Per
cent

History only
One system examined
Two or more systems examined

789
907
183

41-99
48-27
9-74

550
670
76

42-44
51-70
5-86

Investigation

No investigation
Pathology
X-ray
Pathology and X-ray

1804
54
16
5

96-01
2-87
0-85
0-27

1251
38
6
1

96-53
2-93
0-46
008

Hospital referral
No referral
Outpatient
Inpatient

1833
35
11

97-55
1-86
0-59

1267
22
7

97-76
1-70
0-54

Total consultations 1879 100-00 1296 100-00
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Prescribing
Prescriptions were written at 1,246 consultations in period A and 858 in period B.
each year this represented prescribing at 66 per cent of consultations (table 6).

TABLE 6
The number of prescriptions issued and per cent of consultations

at which prescriptions were issued

In

Number of prescriptions issued

Per cent of consultations at which
prescriptions issued

Period A

1246

66-3

Period B

858

66-2

Summary of findings
The results of this study suggest that the transfer of the cohort of patients studied from
premises which would be widely regarded as totally inadequate for the provision of
medical care to premises which were purpose built and in which there was full ancillary
support, led to a 25 per cent fall in the total consultation rate. This appeared to be due
particularly to a fall in surgery consultations and a fall in the number of doctor initiated
consultations. This fall involved some disease groups more than others, leading to a

change in the proportion of consultations due to different disease groups before and after
the move. There was no evidence that the change in the premises and staffing influenced
the proportion of consultations at which patients were examined, investigated or referred
to hospital.

The proportion of consultations at which a prescription was issued remained con¬
stant in both periods which meant a fall in the absolute number of prescriptions written.

Sources of error
Errors in recording
Previous studies (Clarke and Bennett, 1971) have indicated that recording errors may
contribute to apparent differences described in general-practitioner studies. To check
for this, all prescriptions issued in the practice during one month in each of the periods
studied were compared with the research record of consultations. During the first
period A it was found that 98-5 per cent of consultations at which prescriptions were
issued were recorded on the research record. In period B this had fallen to 82 per cent
of the consultations at which a prescription was issued. (Standard error of sample = 3
per cent). This indicates that there was a failure by the doctors to complete the research
record at 1-5 per cent of consultations at which prescriptions were issued in period A
and this rose to 18 per cent in period B. If this level of error occurred at consultations
at which prescriptions were not issued the doctors' errors would account for a 16*5 per
cent fall in the consultations recorded.

This highlights one of the major problems in studies of this type where a group of
doctors and receptionists, fqlly disciplined in the research method, combine with a group
of doctors and receptionists without such experience working under quite different
conditions. There was no evidence of any change in the accuracy of data coding or data
extraction.

Ageing of cohort
The analysis was limited to those members of the original cohort who were still alive
and registered with the practice at the end of the second period of the study. This had
several undesirable effects. The children in the cohort had aged by one year, which,
bearing in mind the riigh consultation fates ofchildren binder the age of five years, might
have been expected to produce a fall in consultations in period B.
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The parents in the cohort were identified by having at least one child under the
age of five years in 1968 and the probability of further pregnancy with the medical care
which this entails might be expected to fall with the passage of time. The seriously ill
patients with high consultation rates in period A had a greater chance of being eliminated
from the analysis by death during the year between the end of period A and the end of
period B, than those who became seriously ill and made high demands in period B. This
might have been expected to cause a fall in the number of seriously ill patients in period
A available for the final analysis. The effect of this on consultation rates might have
been expected to be the reverse of that observed.

Finally, it has been shown by Whitfield (1972) that new registrations with a practice
provide higher consultation rates than established patients. Some of the members of
the cohort would have been new registrations in 1970 but by period B in 1971 would
have had time to settle to stable consultation rates.

Annual changes in morbidity experienced
We have shown previously that changes in morbidity, particularly for respiratory disease,
may threaten the validity of sequential studies in successive years (Morrell and Kasap,
1972). Mortality statistics for respiratory disease and first claims for sickness absence
recorded in the Registrar General's statistics (1970, 1971, 1972), revealed a very small
fall in morbidity in period B compared with period A, which would not have contributed
significantly to the changes observed.

Delegation of medical care

The move of the patients to new purpose-built premises was accompanied by the appoint¬
ment of a nursing sister to work full-time in the practice and by the attachment of two
nursing sisters from the local authority. During period B, 9-4 per cent of all consulta¬
tions in the surgery were undertaken by the nursing sister. The work she undertook at
this time was nearly all delegated by the doctors and concerned all areas of morbidity
except mental illness. She carried out a small amount of first-contact care, mainly in
the assessment of emergency situations during the surgery hours and particularly
concerned with minor trauma.

During period B, the two district nurses attached to the practice carried out over
4,000 home visits. There are no data available from period A with which this can be
compared, but there is little doubt in the minds of the doctors and nurses that the attach¬
ment of the district nursing sisters led to a marked increase in the amount of delegated
follow-up medical care for the elderly and the chronic sick.

The pattern of delegation which occurred would be expected to result in the par¬
ticularly marked fall in doctor initiated consultations recorded in this study.

Discussion
This paper is the last of a series of descriptive studies. It was hoped that this study would
test a number of hypotheses developed before the move froiri old-fashioned surgery
premises with inadequate ancillary help, to purpose-built premises with separate examina¬
tion rooms and better nursing support. The hypotheses were that the move will
result in:

(1) A rise in the number of surgery consultations and a fall in the number of home
visits,

(2) A rise in the proportion of consultations at which patients are examined and
investigated,

(3) A rise in the number ofpatients referred to the practice nurse and district nursing
sisters for continuing medical care which will result in a fall in the number of
doctor-initiated consultations,
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(4) A rise in the proportion of consultations at which a presumptive level of cert¬
ainty of diagnosis is recorded,

(5) A fall in the proportion of consultations at which a prescription is issued.
Our previous experience (Morrell et al, 1971) did not lead us to expect marked

changes in the rate of referral of patients to hospital.
As a result of this study we can sustain the hypotheses (3) and (4) but must reject

hypotheses (1), (2) and (5). All these findings must, however, be regarded as suspect
owing to the errors which developed in the recording as the study proceeded.

It was hoped that by focusing on a cohort of high users it would be possible to
avoid the massive data collection involved in following the whole practice and to ensure
a more precise identification of the study population. This, however, produced other
unforeseen difficulties in the interpretation of results.

With all these reservations, however, it is probably fair to conclude that the
move to new purpose-built premises, with the added comfort and convenience which
these provided for the patients and doctors, did not lead to any rise in the demand for
care. There is no evidence that the doctors used the time saved by the fall in consulta¬
tions to carry out more extensive examinations or investigations. It may be that this
time was devoted to more extensive verbal communication between patients and doctors.
This may or may not be related to the rise in the recorded certainty of diagnosis.

The data indicate that nearly ten per cent of the consultations were delegated to the
practice nursing sister. The study was not designed to measure the role of the district
nursing sisters following their attachment to the practice, but the doctors are convinced
that the improved communications which resulted from the attachment led to more
efficient use of their time and a fall in the number of' chronic visits ' undertaken by them.

This study was not designed to measure the acceptability of new purpose-built
surgery premises to patients. There is, however, limited anecdotal evidence that the type
of premises which appear to the medical planner to provide an ideal source of primary
medical care are not accepted without question by all patients as a real advance.

It seems important to us that this aspect of primary medical care should be given
due weight in further studies on this subject. It is apparent from our study that the
better organisation which is possible within a group practice with full ancillary support
leads to greater delegation ofmedical care than is possible in less sophisticated situations.
It is important to ensure that the benefits which accrue from the delegation of medical
care are not eroded by deterioration in the doctor-patient relationship which may
result.

This study did not cover the complex question of the quality of medical care de¬
livered from purpose-built premises compared with more conventional homely situations.
This is a difficult question which demands the establishment of criteria of high quality
care which concerns both the clinical and social scientist.

Conclusions
Between 1967 and 1971 a London general practice has been studied in detail. The
studies looked at patterns of demand by patients in the practice (Morrell et al.9 1970),
symptomatology (Morrell et al.9 1971b) and the use of hospital services (Morrell et al.,
1971a). An appointment system was introduced into the practice (Morrell and Kasap,
1972) and finally the practice moved into purpose-built surgery premises. As a result
of these studies it is possible to make certain suggestions about methods of studying
general practice in an attempt to measure the effect of introducing changes in the pattern
of delivery of care.

(1) The doctors undertaking such work must be fully conversant with the objectives
and motivated to submit to a discipline which is often foreign to general practitioners.
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(2) The doctors must be trained in the use of definitions and the method of recording,
by pilot studies, followed by frank discussion of their shortcomings. Ideally the doctors
should be tested in some way, such as by the use of hypothetical case histories from which
they are asked to record the research data.

(3) If the recording is to take place over a prolonged period of time repeated training
and testing is desirable. High levels of accuracy can be achieved in this way, as described
by Morrell and Kasap (1972) and in contrast to this study.

(4) Extraction of research data within 24 hours of recording is highly desirable and
eliminates the risk of missing data and provides a continuous stimulus to the doctors.

(5) The receptionists and record clerks can make a valuable contribution to ensuring
that data are recorded, as described by Morrell et al. (1970). They should be fully
instructed in the objectives of the study and their own role in the project.

(6) Studies extending over a period of more than one year must be designed to
make allowances for changes in morbidity patterns in succeeding years. The size of
such changes are indicated by national statistics on mortality and certified sickness
absence. In order to correct for such changes it is necessary to use a ' control ' practice,
preferably in the same area where no changes in the pattern of delivery of care are
taking place.

(7) The temptation is great to study a cohort of patients in order to avoid the prob-
lems associated with changes with time in the population at risk. The problems which
arise from such an approach have been described.

(8) It is unusual for a practice to be the subject of a single change in the pattern of
delivery of care. In this study the concurrent changes in nursing care produced un-
foreseen complications. Studies must be designed to measure such concurrent changes
in detail.

(9) For any continuing studies it is essential to design methods of measuring errors
in recording. Various methods have been tried and comparing prescriptions, laboratory
reports and hospital reports with recorded research data has proved useful in this series
of studies.

(10) If studies in general practice are to progress beyond simple quantitative com-
parisons of the care delivered to qualitative measurements, it will be necessary to define
high quality care and develop new methods of measuring this.
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