
EDITORIALS

Social class and health status:
inequality or difference

IN May 1983 the fourth McConaghey Memorial Lec-
ture was delivered in the new postgraduate medical

centre at Truro by Dr D. L. Crombie, general prac-
titioner and Director of the Birmingham Research Unit
of the Royal College of General Practitioners. In this
lecture, which was recently published by the College as
Occasional Paper 25,1 Crombie took the opportunity to
challenge for the first time from general practice some
of the important and widely publicized conclusions of
the Black Report.2

'Social class

It has been well known for many years that social class
and health and death are significantly related. Ever
since detailed records have been kept in the UK it has
been known that the rates for deaths and many diseases
ate proportionately higher in social classes IV and V
than in social classes I and II; in other words, standard-
ized mortality ratios have always varied by social class,
and the gap between classes has shown no sign of
diminishing in recent years.

It was natural that the Black Report should examine
this problem and there is probably no better source in
Britain today of data relating class to health. The
authors assembled impressive evidence to show once
again the significance of this relationship. They went
further with their claim: 'People in social class V have
poorer health than those in social class I yet they make
less use of health services, including primary care, and
get a poorer service when they do use them.' This was
indeed a slap in the face. General practitioners had been
worried for some time by evidence that primary health
care was being slanted towards middle- or upper-class
patients,3 and reasons such as identification with class
patterns of behaviour and responses to a more demand-
ing clientele have been put forward as possible explana-
tions. On the whole, however, general practitioners
tended to dismiss the problem, maintaining that the
strong tradition of providing a service for all the people
all the time, and for the most underprivileged members
of society in particular, still held good. Not so, said the
Black Report. This statement, by implication, ques-
tioned some of the assumptions of both the World
Health Organization and the British Government that in
emphasizing health service planning in primary health
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care they had 'the key to health services'.' If primary
health care cannot make contact with the most deprived
section of the community, the service is failing in its
responsibilities.

In his lecture, Crombie made use of data, much of it
unpublished, from the Second National Morbidity Sur-
vey and from census data for the years 1970-71.5 This
information, which had not been available to the work-
ing party for the Black Report, enabled Crombie to
comment on this issue from a new perspective.

First, Crombie confirmed that there was indeed evi-
dence that, proportionately, people in social classes IV
and V do not take up preventive and prophylactic
procedures, including immunizations, as often as those
in social classes I and II do, and that the responses to
many of the health education messages of the day vary
by social class. For example, it has long been known
that rates for breast feeding are class related-women in
social classes IV and V being less likely to breast feed
their children-and it is known that whereas adults of
both sexes in social class I have now reduced their
smoking to a ratio of about one in five about half of all
women in social class V are still smoking.6 The implica-
tions of such differential responses are serious. They
could mean that since these are determinants of both
health and death, the gap between social classes V and I
may widen rather than diminish in the years ahead.
What is new and especially important is Crombie's

analysis of contacts between patients and doctors for
many forms of sickness. He has found, for example,
that there are no differences between the social classes in
the number of patient-initiated consultations per epi-
sode of illness: in other words, patients of all social
classes seek the help of the doctor in much the same
way. In contrast, however, he found marked disparities
in doctor-initiated, or doctor-controlled, consultations
for follow-up per episode of illness: and this new fact
indicates that general practitioners are providing in-
creased care for those who are most deprived. For
example, there are two and a half times as many
consultations for patients with chronic conditions in
social classes IV and V compared with patients in social
classes I and II. These figures suggest for the first time
that whatever deficiences exist in the uptake of health
services by social class V, there is a substantial compen-
satory effect being operated by general practitioners.
There is an urgent need for further analysis of these

figures, and the principles should be applied to much
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more data from many more practices. Nevertheless, at
first sight these findings appear to go a long way in
refuting one of the main conclusions of the Black
Report.

Doctor variability

Crombie also discusses the impact that doctor variabil-
ity has on health services. For years it has been appar-
ent, partly through earlier papers from the Birmingham
Research Unit,7 that there are wide differences in the
way in which doctors work: almost any variable-
whether it is the use of investigations, referral rates or
the reported prevalence of some diseases-appears to
change between practices and even between partners
within the same practice. Crombie has now quantified
this variation and greatly clarified its importance by
setting doctor variability in contrast to some other
variables. He has discovered that the variation in care
arising from the age of patients, from their sex or even
from their social class is dwarfed by the variation in care
arising from the doctors themselves. In other words, the
doctor emerges as the single most important variable
and one that affects almost all other aspects of general
practice care.
The inference from this finding is enormous. Most of

the costs of the National Health Service go on hospital
care and only 5 or 6 per cent on general practice care,8
yet it is general practitioners who are the main determi-
nants of hospital use; and there are differences in the
referral rate between general practitioners, as low as 5.7
per cent of the population at risk on the one hand and as
high as 21.7 per cent on the other. Since Ashford and
Pearson showed that patients once referred to hospital
for any reason were more likely to be cross-referred or
admitted and thus attract costs to the health service,9 the
initial referral has been seen as increasingly important.
The paradox emerges that one of the most important
factors affecting all hospital costs may lie outside
hospital services altogether. If this is so, and there is

much evidence to support the theory, then the implica-
tions for the education of general practitioners will get
greater and greater. Far from cutting section 63 budgets
by 6 per cent, governments may wish to increase the
budget once they realize that education is likely to be the
only answer to cost-containment in primary health care.
Dr Crombie has provided a fitting memorial to Dr R.

M. S. McConaghey, former Editor of the Journal, and
he can be congratulated on delivering a major academic
lecture using complex and sophisticated methods which
have led him to two extremely important conclusions.

DENIS PEREIRA GRAY
General Practitioner, Exeter
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Note

Social class and health status: inequality or difference. Occasional
paper 25 is available from the Publications Sales Office, 8 Queen
Street, Edinburgh EH2 IJE, price £3.50 including postage. Payment
should be made with order.

Continuing Learning in Practice Project (CL

'C'ONTINUING education, in the Oslerian sense of
life-long learning, has long been an accepted feature

of general practice." It is 'the process by which doctors
keep up to date with advances in medicine and improve
their practice, and it covers a range of activities.'2
With the attainment of the College's intermediate

goals in relation to early postgraduate training for
general practice-the long-term aim remains the imple-
mentation of the recommendations of the Royal Com-
mission on Medical Education3-it is appropriate that
increasing attention should now be directed to the
continuing education of the established practitioner.

In developing 'a range of activities' the educational
principles that have been learned and tested in vocation-
al training can, of course, be applied but in ways that
will meet the wishes and the needs of the established
practitioner and recognize the constraints that limit his
freedom, for 'there seems to be little doubt that post-
graduate education for general practitioners has yet to
develop its most satisfactory form and content.'4

In an attempt to make the structure of continuing
education more attractive the Scottish.Council for Post-
graduate Medical Education undertook a survey in
1979s of Scottish general practitioners to seek their
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