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SUMMARY The results are reported of a study of casualty
and surgical services in five general practitioner hospitals
in Perthshire - Aberfeldy, Auchterarder, Blairgowrie, Crieff
and Pitlochry. Details of the total workload, the nature of
the conditions treated and the referral rate to major hospitals
are given. Figures for the Royal Infirmary, Perth, the main
referral hospital for the county, are also given for comparison.
The surgical service at one of the rural hospitals is described.
Experience has demonstrated the usefulness of these

hospitals in providing casualty and surgical services to both
the local population and to visitors, and their superiority in
providing these services over health centres because staff
and beds are available 24 hours a day.

Rural general practitioner hospitals merit a continuing
share of resources and bed allocation as they spare major
hospitals surgical and medical work. The general practi-
tioners serving the hospitals studied here undertook almost
40% of the total accident and emergency workload in the
Perth and Kinross area of Scotland.

Introduction
G ENERAL practitioner hospitals are by their nature situated
Jin small towns which are some distance from main cen-

tres.' Their isolation, and the small numbers of patients pass-
ing through, make doctors working in these hospitals uncertain
of how well or badly they provide services. The other problem
is knowing which part of their patient care can be usefully quan-
tified. Previous accounts of casualty loads have been from single
hospitals.2.3 This report, by contrast, is from a group of five
hospitals in one Scottish county whose total figures are large
enough to give useful results.

All five general practitioner hospitals serve rural areas with
a radius of up to 30 miles and all have a considerable increase
in population in the summer owing to visitors. The travelling
distances for a casualty referral vary: Aberfeldy, the most isolated
town of the group, is 32 miles from Perth and Pitlochry 28 miles
whereas Auchterarder is only 16 miles; Blairgowrie is almost as
near to Dundee (20 miles) as to Perth (16 miles). Crieff is relative-
ly near to Perth (17 miles) but has a wide rural catchment area
to Comrie and the west. Major road improvements have increas-
ed the severity of traffic accidents now treated at Pitlochry and
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Auchterarder, and skiing at Glenshee has increased the impor-
tance of Blairgowrie.

All the hospitals are served by general practitioners many of
whom have special training for their isolated situation, for ex-
ample radiography and orthopaedics at Aberfeldy and accident
surgery at Pitlochry. Blairgowrie, the largest hospital of the
group, receives a weekly visit from a consultant surgeon.

Method
Casualty records are kept at all five hospitals, and these are in-
itiated by the nursing staff but completed by doctors. The figures
in this survey were compiled by the consultant surgeon at
Blairgowrie and by general practitioners working at the other
hospitals for the period 1954-84. Figures for Perth Royal Infir-
mary were obtained from Tayside Health Board, and details of
the illnesses and accidents there were abstracted on a sampling
basis by the Unit Medical Officer from the original accident and
emergency records. Population distribution figures were provided
by the Statistician at Tayside Health Board.

Results
Tkble 1 shows the steadily increasing use made of the casualty
facilities at Blairgowrie Hospital over the 30-year period 1954-84.
There was no acceleration in the increase over the period
1981-83. From 1955 new patients (self-referrals) consistently out-
numbered return patients. For the years 1979-83 the mean ratio
of new patients to return patients was 3.5:1, of local patients
to visitors 4:1 and of males to females 1.3:1. Eighty per cent of
the patients at Blairgowrie were adults under 65 years of age,
12% children under 14 years of age and 8/o adults aged over
65 years.

Table 1. Use made of the casualty facilities at Blairgowrie Hospital
in the years 1954, 1964, 1974 and 1983.

Number of patients

1954 1964 1974 1983

Total 265 577 1211 2073

New patients 113 496 1066 1546
Return patients 152 81 145 527

Local patients 215 436 1103 1720
Visitors 50 141 108 353

Sex
Male 152 369 859 1250
Female 113 208 352 823

Age (years)
1-14 64 41 288 382
15-64 194 507 846 1549
65+ 7 29 77 142

Local admissions 3 4 13 20

Referred to a major hospital
Inpatients 0 17 75 83
Outpatients 1 15 55 103
Total 1 32 130 186
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Table 2. Outcome of all new casualties seen at the five general prac-
titioner hospitals and the Perth Royal Infirmary over the period
1980-83.

Number of patients

Total referred
Total seen Total admitted to other

hospitals

Aberfeldy
1980 606 12 56
1981 542 9 55
1982 649 6 44
1983 605 5 47

Auchterarder
1980 633 12 43
1981 647 5 65
.1982 893 12 77
1983 980 13 73

Blairgowrie
1980 1337 20 146
1981 1434 23 141
1982 1567 9 178
1983 1546 20 186

Crieff
1980 1461 6 112
1981 1586 0 141
1982 1784 5 171
1983 1934 5 170

Pitlochry
1980 1262 10 182
1981 1147 8 157
1982 1276 9 161
1983 1257 7 130

Perth Royal
Infirmary
1980 14 524 904 50
1981 15510 949 45
1982 15 179 942 39
1983 16 678 997 51
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In the years 1979-83 less than 1001o of patients were referred
to a major hospital. Local admission rates were partly depen-
dent on the number of beds available.

Tahble 2 shows the outcome of all new, self-referred, casualties
seen in the five general practitioner hospitals in the years
1980-83, with figures for Perth Royal Infirmary for comparison.
The figures show the high absolute numbers of casualties seen
at the hospitals in the rural areas. Almost 40% of all casualties
in the Perth and Kinross area are treated locally in the general
practitioner hospitals.

Diagnoses
The most common diagnoses made were divided into three
groups.
1. Injury: lacerations, soft tissue injuries, orthopaedic injuries,
other orthopaedic conditions, burns, bites, road traffic accidents,
assaults and head injuries. Farm injuries made up about 10%o
of the total, which is less than the 20% noted in Dumfries and
Galloway (Seright W. Personal communication). Bites are more
commonly seen by rural casualty departments than by those in
urban areas.
2. Illness: surgical infections, ear, eye and nose infections, den-
tal emergencies, cardiovascular, respiratory and endocrine
emergencies, abdominal pain, fits and gynaecological
complaints.
3. Miscellaneous: poisonings, mental disease, skin lesions and
other problems.

Table 3 shows the mean numbers of new casualties seen in
these categories, and the rates per 1000 of the resident popula-
tion, for the period 1980-83. Figures for Perth Royal Infirmary
are given for comparison, as are the mean numbers of patients
referred by doctors for innoculations, removal of stitches, dress-
ings and miscellaneous conditions.

Surgery
While a small number of minor operations are carried out by
the general practitioners in all the hospitals - drainage of
abscesses, excision of minor skin lesions, nail surgery, joint
aspiration or injection (about 40 per annum per hospital) -
Blairgowrie alone has a regular weekly operating list. This
hospital had 25 acute beds and eight maternity beds until a
30-bed geriatric wing opened in 1983. No set number of beds
is allotted to surgical list patients, but in practice between three
and five patients per week are admitted for elective surgery (lible
4). Patients are attended by their own general practitioner and
the regular turnover means that many are younger patients and

Table 3. Mean number of new casualties seen per year and mean number seen per 1000 of the resident population per year over the
period 1980-83 by category of diagnosis.

Hospital Resident Injury Illness Miscellaneous Referred by doctor
population

No. of Rate (per No. of Rate (per No. of Rate (per No. of Rate (per
patients 1000) patients 1000) patients 1000) patients 1000)
seen seen seen seen

Aberfeldy 5300 396 74.7 102 19.2 58 10.9 45 8.5
Auchterarder 6500 545 83.8 71 10.9 118 18.2 35 5.4
Blairgowrie 17 400 1008 57.9 183 10.5 257 14.8 68 3.9
Crieff 10 100 1176 116.4 153 15.1 306 30.3 35 3.5
Pitlochry 5700 709 124.4 214 37.5 308 54.0 80 14.0

Total 45 000 3834 85.2 723 16.1 1047 23.3 263 5.8

Perth Royal
Infirmary 75 800 8196 108.1 2001 26.4 3033 40.0 116 1.5
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Table 4. Operations carried out at Blairgowrie Hospital over the period
1964-83.

Appendicectomy
Inguinal hernia
Other hernia
Orchidopexy/
hydrocele/
orchidectomy

Circumcision/
stretch

Cytoscopy
Breast biopsy
Mastectomy
Vasectomy
Varicose veins
Sigmoidoscopy
Haemorrhoidectom
etc.

Abscess
Pilonidal sinus
Sebaceous cysts
Other skin

Simple
Malignant

Ingrowing toenails
Miscellaneous
Laparotomy, vagc
tomy
Tonsils, adenoids,
polyp proof
puncture

Dental extraction
Cholecystectomy

Total
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pulmonary embolus managed locally, and an infection rate of
1%.

Number of operations Discussion

1964-68 1969-73 1974-78 1979-83 This study was initiated because of a suggestion that the rural
hospitals in Perthshire were not cost-effective, and that there was

67 16 9 6 a case, on financial grounds at least, for reducing their number.
77 90 127 98 However, the general practitioners concerned felt that the con-
10 14 23 17 tribution which the rural hospitals made to the health service

generally was not fully appreciated, and that the amount of ac-
23 39 52 52 cident and emergency work undertaken, especially in the sum-

mer tourist season, was underestimated.
35 20 20 32 While there have been frequent official surveys of casualty/ac-
12 23 82 24 cident and emergency departments at the national level4 and
24 37 66 78 from individual hospitals in the past 20 years, the majority of
5 3 25 11 these have come from urban centres.5-9 Reports from rural
0 0 40 102 hospitals are few,2 and the only report comparable to this one

75 28 39 55 comes from Angus District.3 Breakdowns of casualty diagnosis
10 12 12 28 in city hospitals are not strictly comparable to those in this

Iy survey, since the source and disposal for diagnosis or treatment
41 21 41 56 are different.5'6 But city reports agree on the progressive in-
8 2 7 5 crease in the number of patients attending casualty departments8 2 3

since the early 1960s89 and on the preponderance of males.5-7
6 6 11 23 Proctor and colleagues analysed admissions to a casualty depart-

74 70 70 105 ment in 195810 and found a similar ratio of males to females
11 1 3 12 as this study and also that fractures were the largest diagnostic
24 22 38 77 group which was equivalent to the number requiring referral for

X-ray or transfer for admission elsewhere found here. His figures
also included 10% of admissions for 'medical' disease, for the

172 86 63 50 city of Aberdeen. The nearest equivalent in size of hospital and
local conditions is the Welsh report by Kyle.2

190 119 1 0
The Perthshire figures are of interest because they refer to rural

190 119 1 0 communities with an increased summer population and with
30 6 6 0 appreciable distances to the major hospital. There is no ques-

tion of referral by general practitioners to the local hospital for
904 617 743 836 treatment by other doctors since the general practitioners carry

out both roles. Except in Crieff, where casualties are seen at the
health centre for part of the day, the hospitals are the only loca-

satisfying to nurse and whose presence tion for casualty assessment and care, and they should be used
,er stay of older medical patients. in this way because of the beds and the trained nursing facilities
eriod in 1984-85, a senior anaesthetist and available for assessment and resuscitation. Moreover, X-ray ap-
te undertaken the large bulk of theatre work paratus currently exists at all the hospitals except Auchterarder.
One day each week. Careful selection of pa- Although there is no common policy for these general practi-
ires has ensured trouble-free progress, both tioner hospitals and the figures were arrived at independently,
during recovery; both consultants remain in they show a strikingly similar breakdown of patient categories
,very operation, the anaesthetist for at least to that of the major hospital. There has been a marked increase
urgeon for three hours while doing his con- in the numbers of patients presenting to the casualty depart-
ur trained nurses attend on the theatre day; ments in recent years, in line with the national trend but no
ster and theatre staff nurse are present in the evidence was found of any sudden increase in the past two years.
er staff nurse and an enrolled nurse oversee Table 4 represents the component of work in planned surgery
rd. A final-year medical student also usually at Blairgowrie Hospital and shows the breakdown of cases by

diagnosis and surgical procedure, and the changing nature of
two-thirds of cases received general operations over the 20-year period. The ear, nose and throat cases

as inpatients and 450/o as day cases. Thus, ceased when the consultant concerned retired; his successor was
etic procedures are included, nearly two-thirds unwilling to continue the local service. Over the years intermit-
;were treated as day cases. The duration of tent moves have been made by administrators to stop the surgical
ias, as in all hospitals, significantly shortened service altogether, and since 1977 only minor and intermediate
ars. The costs per weighted patient week at operative procedures have been carried out and vagotomy and
wn in the 1985 Scottish health service costs cholecystectomy operations have ceased. However, this restric-
tmpares very favourably with the mean cost tion of cases has undoubtedly resulted in a level of care entirely
rations were minimal - in 20 years one suitable to a general practitioner hospital. The safety and
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customer satisfaction make it difficult to understand why the
abolition of this service is continually called for; the reason may
be that those making such calls have no actual experience of
working in such small hospitals and may also be ignorant of
the type of surgery carried out. Ready access to child patients
by their parents before and after operations has been a feature
of Blairgowrie practice for the past 15 years, and careful selec-
tion of patients at all ages, with treatment by consultant staff
aware of the great advantages of the general practitioner hospital
to the country population, has ensured that postoperative com-
plications have been negligible. There is no scientific evidence
that operations or anaesthetic procedures in this country hospital
are unsafe.

Conclusion
This survey shows that a high number of patients are treated
locally (40% of all casualty patients in the Perthshire and Kinross
area of Scotland) thus sparing the major hospital. When the
number of patients sent home after treatment rather than refer-
red is considered this is especially true. There is an excellent case
for extending the capacity of the surgical side of general practi-
tioner hospitals and their use as low-technology medical units.
As major hospitals become more expensive and specialized, the
need for low-technology surgical beds for the sort of conditions
recorded here becomes more obvious.
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