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SUMMARY. Two doctors in a five-partner urban practice
recorded details of their out-of-hours telephone calls for a
year. No caller was refused a visit, but 474 of the 809 in-
coming calls (69%) were managed by telephone advice, an
unexpectedly high proportion. Although these callers were
instructed to telephone again if still worried, only 40 did so
during the same duty period, and only 55% of a smaller sam-
ple of patients receiving telephone advice only consulted
again within a week. No evident detriment to patients’ health
was observed. Thirty nine (5%) of the 809 incoming calls
were managed by an out-of-hours surgery attendance and
296 (37%) by a home visit. The urgency of the visits made
was categorized retrospectively as high (34% of visits),
medium (39%) and low (27 %). It is hoped that this descrip-
tive account will foster discussion of the value and implica-
tions of telephone advice in managing out-of-hours calls.

Introduction

NCREASINGLY, general practitioners are delegating their

out-of-hours work to deputizing services, particularly at
night.! Many practitioners believe their efficiency would suffer
if they were to spend more time working or on call.?

This use of deputizing services has attracted various criticisms:
that interruption in the continuity of care may not be in the pa-
tient’s best interests;' that access to records can be important
and next day discussion with the patient’s own doctor beneficial;
and that most patients prefer to be able to contact their own
doctor or one of his partners in an emergency.? It has also been
suggested that out-of-hours home visits are increasing because
the response of deputizing services to a call is almost invariably
a visit whereas a general practitioner may well respond with
telephone advice.*

However, in contrast to some other countries,’ the use of
telephone advice is almost undocumented in the UK. Publish-
ed studies of out-of-hours work dwell almost exclusively on
analysis of the visits made. Some studies do not mention
telephone advice at all*'® while others mention the manage-
ment of up to one-third of incoming calls by telephone advice
but give no details. !4

The principal aims of this study were to establish what pro-
portion of out-of-hours calls were managed by telephone advice
in one practice, for what types of problem this was deemed ap-
propriate, and how often patients given telephone advice con-
sulted again within a week. Subsidiary aims were to analyse
incoming calls by other criteria (for example age of patient),
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and to categorize out-of-hours visits by urgency. It was hoped
to gain more insight into the nature of incoming calls and the
adequacy or otherwise of the response.

The practice and its out-of-hours arrangements

The five-partner practice is housed in centralized premises in
suburban Stockton-on-Tees, an industrial town with a high level
of unemployment. During the study period the practice served
an average of 15 569 patients whose social class breakdown ap-
proximated to the national average. Each doctor has a personal
list of approximately 20% of the patients, who always see him
except when he is away or off duty. There are no sizeable ethnic
minority groups in this area. Virtually all accident and casualty
cases attend a nearby hospital and perusal of a large number
of the practice patients’ casualty reports has shown that self-
referral for anything other than traumatic conditions is extremely
rare. Maternity cases were excluded from this study.

Out-of-hours calls are covered by an equal one-in-five rota.
One doctor is on duty for the whole practice from noon Satur-
day until 08.30 hours Sunday, from 08.30 hours Sunday to 08.30
hours Monday and each weekday evening from 18.00 hours un-
til midnight. Public holidays are similarly covered. In contrast
to many other group practices each doctor takes his own pa-
tients’ calls on weekday nights from midnight until 08.30 hours
but he may also be covering for absent colleagues. An answer-
ing tape at the surgery gives out-of-hours callers the appropriate
doctor’s telephone number. In this study the figures for night
calls cover the period 23.00 to 07.00 hours which is strictly com-
parable with other studies.

On receiving a telephone call the doctor takes a careful history
if possible and elucidates the problem. In the case of an emergen-
cy (for example acute chest pain) or a worrying medical situa-
tion (for example a sick infant in a low social class setting) an
immediate visit is made. The doctor will also make a visit when
inadequate information is available by telephone, or when the
caller seems upset, unsuitable to receive advice or unhappy with
the advice proffered. During a weekend the patient is sometimes
requested to make an emergency surgery attendance. Alternative-
ly patients are given advice by telephone on what to do about
the problem, with or without the recommendation that they
should attend surgery during a subsequent working day. For all
but very minor problems, telephone advice is accompanied by
the specific instruction that if the problem does not resolve, at
least in the short term, the caller must telephone again.

If the doctor is out on a visit he leaves his expected time of
return with his spouse who advises the caller to ring back or
for urgent calls takes details and ‘bleeps’ the doctor. Except for
these calls the doctor speaks to every caller.

Method

Two doctors participated in the study. From 26 February 1984
to 25 February 1985 they noted the following data for each out-
of-hours telephone call they received: the date and time; the
name, sex, age and own doctor of the patient; whether the call
was a new call or a second call and whether they knew the pa-
tient. The type of problem as perceived from the telephone in-
formation, their response — telephone advice, visit or surgery
attendance, the treatment recommended (telephone advice) or
given (visit or surgery attendance) were also recorded.
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For calls managed by telephone advice it was noted whether
follow-up was advised or not; and, retrospectively, whether with
hindsight the doctor would have visited the patient. For the first
four months of the study the patient’s medical record was later
examined to ascertain whether the patient had consulted again
within seven days.

The urgency of each home visit was judged, retrospectively
to be high, medium or low. The definitions were:

High: urgent treatment was necessary to avoid severe suffer-
ing or risk of serious deterioration (visits after a patient’s death
were included in this category).

Medium: the symptoms or circumstances were sufficiently
concerning to justify an out-of-hours visit and prompt treat-
ment would facilitate recovery.

Low: minor illness or discomfort not justifying an out-of-
hours visit; delay in diagnosis or treatment would not lengthen
recovery period to any degree; other patients with the same com-
plaint - would have managed it themselves; telephone advice
would certainly have been adequate.

Of the large number of possible data comparisons, those con-
sidered most relevant were tested for statistical significance using
the chi-square test.

Results

The two participating doctors carried out 40% of the total out-
of-hours duty of the practice during the study year. Each covered
a representative share of weekends, evenings and public holidays.
Their total number of incoming calls (389 and 420 respectively),
and their call distributions by time period and age and sex of
patient were not significantly different. Each doctor knew 30%
of the patients making out-of-hours calls. It is reasonable to infer
that had these two doctors covered the whole out-of-hours duty
of the practice for the year their incoming calls and home visits
would have increased by a factor of 5/2. The annual call and
visit rates quoted here are calculated on this basis.

Over the study year a mean of 3.4 visits were made on Satur-
days (8.6 telephone calls), 5.4 visits and 2.0 surgery attendances
on Sundays (13.5 calls) and 0.7 visits on weekday evenings (2.6
calls). A mean of 31 weekday nights in the year were disturbed,
when each doctor was usually taking calls from his own patients
only, and visits were made on a mean of 16 nights.

Table 1 shows that of the 809 out-of-hours telephone calls to
the two doctors 474 (58.6%) were responded to by telephone
advice. A similar proportion of night calls (58.2%) were respond-
ed to by telephone advice. Only 34.1% of the out-of-hours visits
made were judged to be of high urgency compared with 41.0%
of night visits but this difference was not significant (Table 2).
Hospital admissions were arranged following 22% of visits.
There were significant differences in call rates by age group of
patients (Table 3): the call rate for the 0—4 years age group was
almost five times the overall rate and the rates for the 5—9 years
and over 70 years age groups were also high. Significantly more
telephone advice was given for the 0—4 years age group than for
the other age groups (P<0.05) and significantly fewer of the visits
made were of high urgency (P<0.05). The reverse was found for
those aged over 60 years (P<0.05).

Of the 809 telephone calls, 760 were first calls and the remain-
ing 49 (6.1%) were second calls during the same duty period,
nine of which followed a visit. Of the 39 visits resulting from
recalls, 10 (25.6%) were of high urgency, 12 (30.8%) medium
and 17 (43.6%) low — significantly more visits resulting from
recalls were of low urgency than from first calls (P<0.05). For
four (0.5%) of the initial telephone calls managed by telephone
advice the doctor felt that with the benefit of hindsight he would

Table 1. Management resulting from out-of-hours telephone calls.

All calls Night calls®
Call rate Call rate
per 1000 per 1000
patients patients
Management  Number (%) per year Number (%) per year
Telephone
advice 474 (58.6) 76.1 85 (568.2) 13.6
Home visit 296 (36.6) 47.5 61 (41.8) 9.8
Surgery
attendance 39 (4.8 6.3 — —
Total 809 (100.0) 129.9 146 (100.0) 23.4

223.00-07.00 hours.

Table 2. Urgency of home visits as judged retrospectively.

Number (%) of

all out-of-hours Number (%) of

Urgency visits night visits®
High 101 (34.1) 25 (41.0)
Medium 114 (38.5) 19 (31.1)
Low 81 (27.4) 17 (27.9)
Total 296 (100.0) 62 (100.0)

823.00-07.00 hours.

Table 3. Age distribution of out-ofjhours patients.

Number (%) of Call rate per

Age group Practice out-of-hours 1000 patients
(years) population (%) patients per year
04 984 (6.3) 245 (29.7) 622.5%**
5-9 993 (6.4) 68 (8.2) 171.2%%+
10-19 2286 (14.7) 54 (6.6) 59.1**
20-59 8099 (52.0) 288 (34.9) 88.9
60-69 1561 (10.0) 55 (6.7) 88.1
70-79 1067 (6.9) 61 (7.4) 142.9***
80+ 472 (3.0) 53 (6.4) 280.7***
Age not

recorded 107 (0.7) 1 (0.1) 23.4
Total 15 569 (100.0) 8252 (100.0) 132.5

**P<0.01, ***P<0.001 taking the 20-59 years age group as the
norm. 211 telephone calls were for.more than one patient.

have visited the patient but there was no subsequent detriment
to the patient’s health. In three of the cases, the doctor was called
again when the patient’s symptoms did not respond, and a visit

~was made. In the fourth case, the recall safeguard was not in-

voked but the patient was visited the next day. -

Of the 809 calls 290 (35.9%) concerned patients already under
treatment for chronic or acute conditions. The percentage of
telephone management for each type of problem is shown in
Table 4. Table 5 shows the type of treatment or advice given and
whether the treatment was given by telephone or by a visit or
surgery attendance.

Of the 175 patients managed by telephone advice in the first
four months, 96 (54.9%) required further attention within a
week. Of the 131 advised to attend for follow-up at the surgery
46 (35.1%) did not do so (Table 6).
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Table 4. Distribution of incoming calls and their management by
problem type as perceived from the telephone information.

Number (%) managed by

Number (%) Visit or
of incoming surgery
Problem calls Telephone attendance
Chronic, on treatment 160 (719.8) 77 (48.1) 83 (51.9)
Acute, on treatment 130 (16.1) 91 (70.0) 39 (30.0)
Upper respiratory tract
infection 142 (17.6) 100 (70.4) 42 (29.6)
Acute gastric upset 95 (11.7) 66 (69.5) 29 (30.5)
Pain 94 (11.6) 47 (50.0) 47 (50.0)
Bleeding 32 (400 22(68.8) 10 (31.2)
Earache 28 (3.5) 16 (57.1) 12 (42.9)
Chest infection 27 (3.3) - 27 (100.0)
Miscellaneous 101 (12.4) 55 (54.5) 46 (45.5)
Total 809 (100.0) 474 (58.6) 335 (41.4)

Table 5. Distribution of incoming calls and their management by
treatment or advice.

Number (%) maﬁaged by

Number (%) Visit or
of incoming surgery
Treatment or advice calls Telephone attendance
Enhance existing
treatment 189 (23.4) 127 (67.2) 62 (32.8)
Prescription for upper
respiratory tract
infection 116 (14.3) 95(81.9) 21 (18.1)
Simple analgesic 93 (711.5) 75(80.6) 18 (19.4)
Gastric management 92 (11.4) 651(70.7) 27 (29.3)
Reassurance 83 (10.3) 47 (56.6) 36 (43.4)
Antibiotic 76 (9.4) 8(10.5) 68 (89.5)
Hospital admission 71 (8.8} 5 (7.00 66 (93.0)
Bed rest 19 (2.3) 14 (73.7) 5 (26.3)
Miscellaneous 70 (8.7) 38 (54.3) 32(45.7)
Total 809 (100.0) 474 (58.6) 335 (41.4)

Table 6. Patients’ response to advice to attend the surgery for follow
up in the seven days following management by telephone (first four
months of the study).

Number (%) of patients

Advised Not advised

Patient’s response to attend  to attend Total
Telephoned again in

same duty period 12 (9.2) 2 (4.5) 14 (8.0)
Followed up at surgery 73 (55.7) 9 (20.5) 82 (46.9)
Did not attend for

follow up 46 (35.1) 33 (75.0) 79 (45.1)
Total 131 (100.0) 44 (100.0) 175 (100.0)

Discussion

To what extent should the increasing use of the telephone in all
walks of life extend into medicine? In the USA and Canada
telephone consultations are commonplace!s'6 while home visits
by physicians are rare. Although this is not to be advocated,
general practice must face the question of whether responding
to a substantial proportion of patients’ out-of-hours calls with
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telephone advice is ethically and legally acceptable. Mis-
judgements will inevitably occur, as they must under any system.
Nevertheless, given that not all calls represent emergencies, a
visit in every case would not only be inefficient but might also
preclude prompt response to calls of greater urgency.

In the present study each incoming call was treated on its
merits. It was surprising that as many as 59% of the calls were
managed by telephone advice, but no resulting detriment to pa-
tients’ health was observed. While the out-of-hours call rate of
130 per 1000 patients per year found here is unremarkable com-
pared with previous studies, the visit rate of 48 per 1000 patients
per year is, with one exception,!! the lowest reported so far. It
contrasts with a national range of 72—360 out-of-hours visits
per 1000 patients per year for urban general practitioners and
deputizing services combined.!” One consequence is that the in-
come from night visits of the doctors in the study practice is
about one-third of the average doctor’s in Cleveland (Personal
communication, Cleveland Family Practitioner Committee).

It is important to emphasize that no patient is refused a visit.
When sufficient information is available from the telephone call
to conclude that the problem is not urgent, clear advice is of-
fered on how to manage it. The conclusion, and the resultant
advice, rest upon the judgement and experience of the practi-
tioner and not infrequently his prior knowledge of the patient.
If the caller is reluctant to accept advice, a visit is made. Callers
accepting telephone advice are instructed, except for very minor
problems, to telephone again if the anticipated progress does
not materialize; when a second call is made the patient is always
visited. Second calls generated a higher proportion of low
urgency visits than first calls, suggesting that the initial telephone
advice had been appropriate.

The commonest source of calls was patients already diagnosed
and under treatment: 20% were suffering from a chronic ail-
ment, and 16% an acute condition which had been seen and
treated recently. Therefore the commonest advice was merely
to enhance the existing treatment. Of the new ailments, upper
respiratory tract infection and gastrointestinal problems
(especially diarrhoea) were the most common and many such
ailments are treatable without seeing the patient. Standard pro-
tocols were used for the common problems and reassurance was
frequently an important component of telephone advice.

There is evidence that many calls were for minor and/or self-
limiting conditions. Of patients given telephone advice, 45% did
not consult again within a week, and 35% of those invited or
advised to attend for follow up later at surgery did not do so.
Even when so many calls had been managed by telephone or
weekend surgery attendance, more than a quarter of the patients
who were visited were considered to be suffering from a minor
problem which did not justify an out-of-hours visit. Conversely,
following 22% of visits hospital admission was arranged, sug-
gesting that the visits were largely for severe illness and that the
telephone filtering had proved reasonably effective.

Telephone management depends upon several important fac-
tors. First, the doctor himself should speak directly to the pa-
tient whenever possible. An informed and responsible relative
or friend of the patient can be a suitable alternative. Secondly,
the patient can derive confidence from knowing the doctor, by
name if not personally. Although in this study each doctor knew
only 30% of the patients, a far higher percentage of patients
probably knew him. Thirdly, appointments must be available
as soon as the surgery opens. Telephone advice is often a ‘tiding-
over’ operation. Fourthly, the doctor knows from the address
whether the patient lives in a deprived area, when the history
may be inaccurate and when social circumstances may worsen
the illness and he can make use of this knowledge. Fifthly, to
secure the caller’s confidence it should be clear from the outset
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that the call is welcome and that advice is readily available
although visits are made selectively. Lastly, a safety-net instruc-
tion must exist so that the patient will ring back if the problem
persists.

This paper is a descriptive report of the experience of out-of-
hours calls in one practice. Although many practices use the
telephone in a similar manner they may have different
characteristics, problems, ideas and experience. Further research
should be carried out in this important area.
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INFORMATION FOLDERS

The following information folders can be obtained from
the Central Sales Office, Royal College of General Prac-
titioners, 14 Princes Gate, London SW7 1PU.

Price £3.00 to members, Price £5.00 to members,
£4.00 to non-members:  £6.00 to non-members:

Age-Sex Registers Epilepsy
Entering General Practice Cervical Cytology
Practice Premises Diabetes

Appointment Systems

All prices include postage and payment should be made
with order. Cheques should be made payable to RCGP
Enterprises Ltd. Access and Visa cards welcome.

COLLEG
ACCOMMODATION

Charges for College accommodation are reduced for Fellows,
Members and Associates. Members of overseas colleges are
welcome when rooms are available, but pay the full rate. All
charges for accommodation include a substantial breakfast and
service and VAT.

Children aged six years and over can be accommodated when
accompanied by a parent, and arrangements can be made for
children aged between six and 12 years to share a room with
their parents at a reduced rate. Children aged over six years
may use the public rooms when accompanied by their parents.
Children under six years of age cannot be accommodated and
dogs are not allowed. Residents are asked to arrive before 21.00
hours to take up their reservations.

As from 1 April 1986 the room charges per night are:
Members Full rate

Single room £20.00 £30.00
Single with handbasin £22.00 £33.00
Single with bath £27.50 £41.50
Double with/without handbasin  £33.00 £49.50
Double with bath £38.50 £57.00
Child in fold-away bed Half adult price

Enquiries should be addressed to:
Mrs L. Demetriou,
Royal College of General Practitioners,
14 Princes Gate, Hyde Park,
London SW7 1PU.

Reception rooms are available for booking by outside
organizations as well as by Members. No room hire charges
are levied for Faculty approved meeting. All hirings are subject
to approval, and the charges include VAT and service.

As from 1 April 1986 the room charges are:
Members Full rate

Long room £120.00 £240.00
John Hunt room £80.00 £160.00
Common room and terrace £100.00 £200.00
Dining room and kitchen £50.00 £100.00

If catering is required a 5% handling charge will be added to
the total.

Enquiries should be addressed to:
The Meeting Secretary,
Royal College of General Practitioners,
14 Princes Gate, Hyde Park,
London SW7 1PU.

Whenever possible bookings should be made well in advance
and in writing. Telephone bookings for bedrooms can be
accepted only between 08.30 and 18.00 hours on Mondays
to Fridays. Outside these hours an Ansafone service is available.
A cancellation fee of 25% will apply if cancellation is made
within 24 hours of the due date.
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