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SUMMARY. A record of one in three consul-
tations occurring in 10 general practice surgeries
in two morning and two evening sessions was
made by an observer. The results showed marked
variation in the frequency of the general prac-
titioners’ use of different means of eliciting in-
formation about the patient and in forms of
management. These activities were further ana-
lysed within subgroups of the patients’ symptoms
and some activities were shown to be influenced
by patients’ presenting symptoms whilst others
were not. | discuss how much general prac-
titioners’ behaviour is responsive to patients’
presenting symptoms and also some of the prac-
tical implications of these findings for general
practice.

Introduction

THERE is now a large literature on general prac-
titioners’ workloads, their activities in the consul-
tation, and how these vary. Several studies from indi-
vidual practices or partnerships have contributed to our
knowledge of the content of general practice consul-
tations. Reports have indicated how often general prac-
titioners refer patients or recall them, prescribe drugs
for them, or physically examine them (Backett ef al.,
1954; Scott et al., 1960; Morrell, 1971; Floyd and
Livesey, 1975; Marsh and Kaim-Caudle, 1976). Buchan
and Richardson (1973) in Scotland analysed in a major
comparative study the activities in which the general
practitioner is involved during the consultation. They
showed how much general practitioners vary in what
they do in consultations. This has also been noted by
others. Morrell (1971), in his comparison of three
general practitioners, reported variations in a whole
range of consultation-based activities. Parish (1971) and
Shepherd and colleagues (1966) showed large variation
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between general practitioners in the number of psycho-
tropic drugs prescribed and psychiatric diagnoses made.
Byrne and Long (1976) recently showed how doctors
vary in their style of eliciting and imparting information
to the patient. Floyd and Livesey (1975) indicated that
there is consistency in the amount of time a general
practitioner spends on various activities in the consul-
tation, which suggests that interpractice differences
could reflect consistent patterns in any given practice.

A recent editorial in this Journal (1977), reviewing
practice content studies, argued that we should change
our focus from quantity to quality. If we are to do this
and begin to understand why general practitioners do
what they do, we must first describe the different parts
of their activities and then try and discover which
factors influence behaviour. Bloor’s work (1976, 1978),
carried out in a different medical context, is a useful
starting point and his conceptual framework has in-
fluenced me in this study.

Part of Bloor’s research sought to identify factors
which might account for the variation in adenotonsil-
lectomy rates, which are as marked in ENT clinics as are
prescribing and referral rates in general practice. Sitting
in on ENT consultations he recorded the ways in which
the surgeons obtained information about the children
referred to them for possible adenotonsillectomy and
the bases for their decisions on whether to operate or
not. He noted that the consultants tended consistently
to use certain procedures for obtaining information and
certain criteria for making their decisions, which he
called ‘“‘routine ways’’. In other words, their actions and
decisions followed a regular course and were more or
less unvarying within their own consultations. However,
differences existed between the consultants in the kinds
of routines they adopted. Bloor argued that the use of
different routine practices by different consultants con-
tributed to the observed differences in adenotonsillec-
tomy rates.

Goffman’s (1961) concept of the encounter is also
useful in studying the consultation in general practice.
He identified as ‘‘encounters’’ those social situations
which occur when two or more people are in one
another’s immediate physical presence and when there is
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a ‘‘single visual and cognitive focus of attention’’ (p.
18). He pointed out that what occurred in such a
situation was determined largely, but not exclusively, by
the roles and events peculiar to that situation. Attributes
of the parties to the encounter which are externally
based may also influence what occurs in the specific
social situation. This distinction is helpful in thinking
about consultations in general practice because it en-
ables one to differentiate between features of it which
are generated in the consultation itself and those which
exist independently of it but which nevertheless may
influence what occurs within it.

I define the features which are characteristic of the
consultation as ‘situation specific characteristics’. These
would include the patients’ symptoms and the doctors’
actions. The attributes of the patients and doctors which
exist independently of the consultation I call ‘non-
situation specific factors’, and these include the age and
sex of the patient or doctor, the length of time they have
known each other, and the doctor’s attitudes. The
choice of non-situation specific factors to be studied as
possible influences on what occurs within the consul-
tation is influenced by research which has identified
particular doctor and patient characteristics as im-
portant,

Aims

I wish to establish which of the general practitioner’s
activities can be classed as routines and which are
responsive to differences in the patient’s presenting
symptoms. The activities discussed are:
1. The general practitioner’s questions.

2. The general practitioner’s use of physical examin-
ation,

. The general practitioner’s use of patients’ notes.
The general practitioner’s prescribing practices.
The general practitioner’s referral of patients.
The general practitioner’s recall of patients.

7. The general practitioner’s writing of certificates.

oYW

The first three activities are referred to collectively as
the general practitioner’s search procedures, being the

Table 1. Patient presenting symptom categories.

1. Physical symptoms

2. Psychological symptoms (mood, behaviour, depression,
anxiety, marital problems, delusions, phobias)

3. Social problems (housing, leisure, work or family

problems, excluding marital problems)

Patient feels unwell but is unable to identify specific

symptoms

Problems relating to pregnancy

Improvement in condition being treated

No change in, or worsening of, condition being treated

Physical symptom with psychological symptoms

superimposed

9. Nosymptoms

>
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‘means by which he elicits information about his

patient’s condition. The last four activities are referred
to collectively as the general practitioner’s patient man-
agement techniques, which are all ways in which he
deals with the patient’s condition, having defined it for
himself. All of these behaviours are situation specific, as
defined above.

I hope to discuss the influence on these behaviours of
non-situation specific factors such as the general prac-
titioner’s attitudes, age, sex, type of practice, as well as
the patient’s age, sex, occupation, and marital status, in
future papers.

Method

Ten general practitioners gave permission for me to sit
in on two of their morning and afternoon surgeries. The
sample is not random but I tried to seek the co-oper-
ation of general practitioners who were representative
of all general practitioners in terms of age, sex, practice
size, and location of practice. The extent to which this
was achieved is discussed in another paper (Raynes,
1979). A verbatim record of one in three of the consult-
ations occurring in these surgeries was made. Details of
data collection techniques have been described else-
where (Raynes, 1978).

The general practitioner’s search procedures I ana-
lysed were his questions, his use of physical examin-
ation, and his reference to the patient’s notes. His
questions were classified in terms of their focus. They
could be physical, social, emotional, or administrative.

Thus, a general practitioner could ask questions
about the location or duration of the patient’s physical
pain, or about social issues, such as his work, or about
his emotional state perhaps relating to his depression,
and finally, he could also ask questions of an admin-
istrative nature such as his age or address. Obviously,
there could be some overlap of categories and for
analytical purposes I distinguished between the ques-
tions which focussed exclusively on the physical charac-
teristics of the patient’s problem (P questions) and those
which combined physical, social, and emotional el-
ements (PSE questions).

A second search procedure used by the general prac-
titioner to elicit information about the patient’s prob-
lem is, of course, physical examination. No attempt was
made to distinguish the locus of the examination as did
Buchan and Richardson (1973). Its occurrence was
simply recorded as being present or absent.

Patients’ notes provide a third source of information
for the doctor. Their contents are known to be variable
but in so far as they contain a medical history, they
constitute a potentiaily useful way of helping the general
practitioner to complete his picture of the patient’s
problem so that he can begin to move towards patient
management. Thus, the general practitioner’s reference
to notes was observed as a third search procedure used
to elicit information.
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Patient management was defined in terms of’;
a) The writing of a prescription.
b) The writing of a prescription for a psychotropic
drug.

¢) Referrals for either evaluation or treatment.

d) A request for a patient to return for further consul-
tation.

¢) The writing of a certificate.
I recorded all of these activities during the course of the
consultation.

1 had the same difficulties over classification of
presenting problems as others (Parish, 1971; Howie,
1972; Buchan and Richardson, 1973). Since no standard
system could be applied to the problems I saw, I devised
a system whereby I was able to classify presenting
symptoms in nine categories (Table 1) derived essent-
ially from the data. The presenting symptoms in each
consultation were classified independently by two raters
and a high coefficient of concordance was obtained, the
raters agreeing on the classification of 96 per cent of the
symptoms.

In order to clarify a complex situation, I refer only to
three of the nine categories in this paper. The first of
these, referred to as subgroup 1, is the category com-
prising all those consultations in which the patient
presented with a physical symptom. The second cat-
egory comprises those patients who presented with a
psychological symptom (that is, one concerned with
mood, behaviour, depression, anxiety, marital prob-
lems, delusions, or phobias). The third comprises all
those consultations in which the patients presented with
a social problem (housing, leisure, work, or familial
problems other than marital problems). The second and
third categories were combined to become subgroup 2
(psychosocial).

All of the consultations in subgroup 1 were patient-
initiated episodes. Thirteen (68-4 per cent) in subgroup
2 were patient-initiated episodes and six (316 per cent)
were consultations initiated by the general practitioner.
There is no evidence to show that in subgroup 2 general
practitioner-initiated consultations were any different
from patient-initiated consultations in terms of the
general practitioners’ behaviours discussed here.

Table 2. Frequency of search procedures used in all consuitations.

Focus of questions

General

Physical, social,

Physical Reference to

practitioner Physical and emotional examination patient’s notes
Number Percentage Number Percentage Number Percentage Number Percentage
A 17 70.8 6 25.0 12 66.7 11 64.7
B 23 67.9 11 32.4 19 70.4 18 69.2
C 24 39.3 37 60.7 30 63.8 42 89.4
D 10 30.3 23 69.7 17 68.0 25 100.0
E 14 51.9 11 40.7 17 70.8 19 79.2
F 22 51.2 19 44.2 25 75.8 13 39.4
G 25 50.0 24 48.0 29 87.9 32 97.0
H 11 32.4 22 64.7 12 54.5 20 95.2
| 8 533 6 40.0 1 55.0 17 85.0
J 14 58.3 10 41.7 13 86.7 13 86.7
Total 168 46.9 169 48.9 185 70.1 210 80.5
Table 3. Frequency of patient management techniques used in all consultations.
General Writing of Prescription of Referral of Recall of Issuing of
practitioner prescription psychotropic drug patient patient certificate

Number Percentage Number Percentage Number Percentage Number Percentage Number Percentage

A 1 61.1 3 16.7 3 16.7 5 27.8 1 5.6
B 18 72.0 4 16.0 6 22.2 12 44.4 2 7.4
C 20 43.5 1 2.2 9 19.1 19 40.4 9 19.1
D 24 96.0 6 24.0 1 4.0 13 52.0 5 20.0
E 15 62.5 0 0 9 37.5 14 58.3 1 4.2
F 22 66.7 2 6.1 8 24.2 18 545 3 9.1
G 21 63.6 7 21.2 8 24.2 23 69.7 2 6.1
H 15 75.0 6 30.0 1 4.8 15 68.2 2 9.1
| 9 45.0 2 10.0 3 15.0 7 35.0 2 10.0
J 1 73.8 3 20.4 6 40.0 12 80.0 1 6.7
Total 166 64.1 34 13.1 54 20.5 138 52.3 28 10.6
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Results

The group of 10 general practitioners not unexpectedly
showed variance in their search procedures as well as in
their patient management techniques (Table 2 and 3).

Three of the general practitioners (C, D, and H)
asked PSE questions in over half of their consultations.
Physical examination was used in over four fifths of the
consultations of general practitioners G and J, com-
pared with just over half of the consultations of general
practitioners H and I. General practitioner D referred to
his patients’ notes in all consultations whereas general
practitioner F made reference to them in less than 40 per
cent of his consultations. Similar variation is apparent
in the patient management techniques (Table 3). Indi-
vidual profiles were developed for their search pro-
cedures (Figure 1) and for their patient management
techniques (Figure 2).

When these same behaviours were examined within
the patients’ symptom-presenting subgroups, there were
differences in some search procedures and patient man-
agement techniques used by the general practitioners
when confronted by patients with physical problems on
the one hand and emotional and social problems on the
other. It is also clear that some behaviours in the
consultation were not affected by these differences in
the patients, the latter group containing behaviours
which have been described by Bloor (1976) as routines.
They are ‘‘tried and tested recipes’’ employed to in-

Figure 1. Search procedures: all consultations.

vestigate familiar complaints and to manage them in
familiar ways (Bloor, 1978; p. 53). Table 4 summarizes
the effect of the patients’ presenting symptoms on the
general practitioners’ search procedures and patient
management techniques.

Among the general practitioner’s search procedures
only the focus of his questions was affected by differ-
ences in the patients’ presenting symptoms. More PSE
questions were asked by all the general practitioners in
subgroup 2 than in subgroup 1. The use of patients’
notes and physical examinations were unaffected by the
patients’ presenting symptoms (Table 4). In so far as the
general practitioners’ patient management techniques
were concerned, a similar routine quality characterized
the general level of prescribing, referral and recall of
patients, and writing of certificates. For each general
practitioner, these practices were unaffected by
patients’ presenting symptoms (Table 4). However, the
prescribing of psychotropic drugs was affected by
patients’ symptoms, considerably more being prescribed
in subgroup 2 than in subgroup 1.

On examination it was found that none of the search
procedures were related to each other. Amongst the
patient management techniques frequency of prescrib-
ing and patient recall were found to be unrelated in sub-
groups 1 and 2. High prescribing levels, however, were
found to be inversely related to patients’ referral in both
subgroups 1 and 2, which meant that the general
practitioners who often prescribed seldom referred their
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Figure 2. Patient management techniques: all consultations.

patients. High referral rates were found to be related to
high recall rates in subgroup 1, but not in subgroup 2.
Thus the general practitioners who often referred
patients presenting with physical symptoms also often
recalled such patients. These techniques are not statisti-
cally significantly associated when patients with social
and emotional symptoms are being treated.

Discussion

The research I have described has several limitations.
The first is the small size and non-random nature of the
sample of doctors studied. Thus, though it can be
argued that the findings have implications for patient
care in general practice, it is clear that a larger randomly
selected data base is needed against which they can be
tested.

Secondly, whilst the routines which were observed
can themselves have consequences for patient care, as
well as implications for training general practitioners,
their relative importance to these matters compared
with that of patient socio-economic status, general
practitioner attitudes, or location of practice, for
example, needs to be explored. Such factors as the
patient’s age or occupation may well have a greater
influence on the general practitioner’s behaviour than
patient symptoms, particularly when considering
patient management, for example. An analysis of the
contribution of these factors (categorized as non-situ-
ation specific) to the general practitioner’s behaviour in
the consultation is under way.

A third limitation is the failure to tap the stored
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knowledge about the patient which all general prac-
titioners have. This knowledge may well explain some of
the differences in question focus used by general prac-
titioners. For example, a general practitioner who has
known a patient for 10 years may well not need to ask
questions which we have called PSE questions, but it is
equally arguable that he cannot rely on his stored
knowledge without consistently updating it in aspects
which are more volatile, say, than the presence of an
inflamed throat.

Despite these limitations the findings of the study
raise some important questions relevant to general
practice and the training of general practitioners.

Table 4. Effect of symptoms on general practitioner
search procedures and patient management techniques.

Search Direction of change between
procedures subgroup 1 and 2
P questions Fewer asked in subgroup 2*

PSE questions More asked in subgroup 2**

Physical examination No change
Reference to patients’ notes  No change
Management techniques

General prescribing level No change
Prescribing of psychotropic  More prescribed in

drugs subgroup 2**

Referral of patients No change

Recall of patients No change
Certificate written No change

*p<.05 **p<.01
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Although they reiterate the existence of the variance
in general practitioners’ prescribing practices, particu-
larly of psychotropics, and other activities in the con-
sultation observed by other workers, they suggest that
some of it is a function of the general practitioner’s
response to an important situation specific factor,
namely, recognition of the patients’ presenting symp-
toms. Such factors were ignored by Byrne and Long
(1976) in their study of doctors interacting with patients.
In this study both the nature of the general prac-
titioner’s questions and his prescribing of psychotropic
drugs were influenced by the patient’s presenting symp-
toms. However, it is clear that some activities in the
consultation, perhaps most important, the general level
of prescribing practised by the general practitioner and
his use of referral, are routines not significantly influ-
enced by the patient’s presenting problem.

Much criticism has been levelled at the ever increasing
size of the drug bill which exceeds the cost of general
practitioners’ own income and professional expenses
combined (Journal of the Royal College of General
Practitioners, 1978). This study suggests that the use, or
lack of use, of the prescription pad is a routine be-
haviour for general practitioners. Again, in this study
this routine behaviour is inversely associated with re-
ferring patients for evaluation or treatment (another
routine). Perhaps low referral rates limit fuller scrutiny
of prescribing practices and thus one possible source of
change in this routine behaviour. The prescribing of
psychotropics is, however, for eight of the 10 general
practitioners an activity responsive to patients’ symp-
toms. Most of the prescriptions for psychotropic drugs
written by these were given to patients in consultations
in which the patients presented with social and emotion-
al symptoms. It should not be forgotten, however, that
two of the highest prescribers of this type of drug had
no patients presenting with such symptoms. The situ-
ation responsive activity of asking more PSE than P
questions may or may not produce better care. If this
practice is thought to be worth encouraging, then
teaching it will have to be linked to its relevance to
specific kinds of pathology or uncertainty about patient
disorder. On the other hand, the modification of rou-
tines, if thought desirable, needs different kinds of
techniques.

Conclusion

The research has identified some of the components of
the general practitioner’s behaviour in the consultation
and has demonstrated the feasibility of doing this. The
findings suggest that some of the observable behaviour
of the general practitioners is best understood as the
implementation of familiar and trusted techniques by
means of which they seek to impose order on the world
in the consulting room. The data cannot be accepted as
proof of this argument; the size of the sample alone
precludes that. The findings, however, at least indicate

the need to examine this line of reasoning further, over a
wide range of general practice morbidity and using a
more detailed identification of pathological signs and
symptoms than was feasible in this study.

What influences the choice by a general practitioner
of one routine method of assessment or patient man-
agement rather than another is another issue which
deserves further research, especially if one approach is
considered to be more effective in the identification of
pathology or its management. It has been argued that
general practitioners do remain ignorant of potentially
treatable conditions in their patients (Williamson et al.,
1964; Cartwright et al., 1976) and some factors which
contribute to this situation may well be elucidated by
further research into which of those behaviours of the
doctors are routine responses and which are not.
It would also be useful to identify those factors which
contribute to the emergence and implementation of
particular routines. If such research is carried out it
should then become possible to assess the appropriate-
ness of the routine techniques in specified clinical con-
texts, which could in turn lead to the development of
practical guidelines for the general practitioner and
vocational trainee.
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COLLEGE
ACCOMMODATION

Charges for college accommodation are reduced
for members (i.e. fellows, members and associ-
ates). Members of overseas colleges are welcome
when rooms are available. All charges for
accommodation include breakfast and are subject
to VAT. A service charge of 12§ per cent is added.
Children aged 12 years and over, when accom-
panied by their parents, can always be accom-
modated; for those between the ages of six and 12
years, two rooms are being made available on a
trial basis. Children under the age of six cannot be
accommodated and dogs are not allowed. Resi-
dents are asked to arrive before 18.30 hours to
take up their reservations.

From 1 April 1980, charges will be (per night):

Members Others
Single room £8 £16
Double room £16 £32
Flat 1 £25 £40
Flat 3 (self-
catering with
kitchen) £35 £60

Charges are also reduced for members hiring re-
ception rooms compared with outside organiz-
ations which apply to hold meetings at the
College. All hirings are subject to approval and
VAT is added.

Members Others
Long room £60 £120
John Hunt room £40 £80
Common room and
terrace £40 £80
Kitchen/Dining room £20 £40
Jephcott room £40 £80

Enquiries should be addressed to:
The Accommodation Secretary,
Royal College of General Practitioners,
14 Princes Gate, Hyde Park,
London SW7 1PU.
Tel: 01-581 3232.
Whenever possible bookings should be made well
in advance and in writing. Telephone bookings
can be accepted only between 9.30 hours and
17.30 hours on Mondays to Fridays. Outside these
khours, an Autophone service is available.
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Morbidity of single-parent families

In an English urban practice of 7,600 patients, all
single-parent families were identified and an attempt
was made, using a computerized record system, to
match these with control two-parent families from the
same practice. The morbidity of these families was
studied over the course of one year and it was found
that significantly more visits were made by single-parent
adults than by the controls. There was no significance
between the single-parent children and control children
as far as visiting the doctor was concerned.

Selected reasons for attendance were looked at and it
was found that single-parent adults consulted signifi-
cantly more for respiratory disease than control adults.
There was no significant difference between single par-
ents and controls for psychiatric attendances or injuries.
The gynaecological consultations and the consultations
for contraceptive advice were also not significant, which
suggests that even with single-parent status single par-
ents are probably sexually active. In the past medical
history, the fact of most note was a higher significant
incidence of termination of pregnancy in the single-
parent adults.

The conclusions of this study are that the clinical
impression of high usage by single parents has been
shown with the adults consulting nearly twice as fre-
quently as controls. However, there seems to be no
stress produced on the children in terms of their psycho-
logical behaviour or increase in attendance for them.
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