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In this country we usually reserve the title " house doctor " for
the young graduate whose professional activities are entirely con-
fined within the hospital. The title would seem, in some respects
at least, to be inappropriate. Yet how appropriate it is to the
general practitioner in this country who by tradition and by statutory
provisions made under the National Health Service has a special
responsibility to treat his patients in their own homes. There exists
substantial information about the quantitative aspect of this part of
the general practitioner's work. In the study of Logan et al., 28
per cent of all consultations took place in the patients' homes'.
There is however a striking lack of information and comment on the
qualitative aspects of this work.

If, as is generally accepted, the doctor who has visited a patient
at home is likely to be more knowledgeable than he otherwise
would be concerning the physical, economic, personal and human
relationship factors of his patient's environment, then the circum-
stances which determine whether or not a patient is visited by his
doctor merit scrutiny. It is with these circumstances and the effect
which home visiting has on subsequent medical care that this paper
is mainly concerned.

This study was undertaken in two partnership practices as part
of a larger survey comprising a morbidity study and a job analysis
of the work carried out in these two practices over a period of one
year. An outline of the study, some background description of the
practices themselves, and the daily routine, has been given elsewhere2.
Here we pose the following questions:
What proportion of our work as family doctors is actually carried out in our

patients' homes?
What are the characteristics in respect of age, sex, and social circumstances

of those patients who are visited?
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What kind of disease do they have?
What kind of picture emerges when we compare the work we do in our patients'

homes with the consultations which we give in our surgeries?
How many home visits?

In this country the ratio of surgery attendances to home visits
(S/V ratio) shows wide variations from one practice to another. In
one survey of general practice3 the ratios in the practices seen varied
from 0.07:1 to 6.7:1. In general, reports suggest that the ratio is
highest in urban and lowest in rural practices. The larger studies,
involving a substantial number of participating practitioners, tend
to neutralize some of the causes of variation. Individual studies,
however, suggest that at least one of the important causes of this
variation is the doctor himself. Some doctors, consciously or sub-
consciously, encourage surgery attendance and discourage home
visits, while others prefer to see more of their patients at home.
The individual and professional characteristics of the doctor exert
an even greaterinfluence in determining the ratio of the total number
of visits made to the number of calls received in a practice. There-
fore, an analysis of calls received rather than total visits done is
likely to provide us with objective information about the patients
concerned, less distorted by doctor bias, since although the doctor
may occasionally himself initiate a series of home visits, nearly all
calls are initiated by the patient or a member of his household
acting on his behalf.
While this paper is mainly concerned with calls, certain informa-

tion and comment has been added about all home visits and com-
parisons made with surgery attendances. (We use the term " call "

to describe a request initiated by the patient or other person for the
doctor to attend the patient at home. We have used the term " visit"
to describe a doctor-initiated follow-up consultation in the home).
During this study (from which temporary patients and those living

in institutions have been excluded), the average number of registered
patients was 3,986. Of these, 73 per cent were seen at some time
either at home or in the surgery, and 41 per cent received one or
more home visits. On 2,900 occasions during the year the doctor
visited the patient in response to a call (a rate of 728 calls per 1,000
patients per annum), and on 6,724 occasions he paid a follow-up
visit. There were 19,252 surgery attendances (including child welfare
and antenatal appointments) giving a total of 28,876 consultations.
Each registered patient received an average of 7.2 items of service
per annum (4.8 surgery attendances and 2.4 home visits). Thus a
third of the consultations took place in the patients' homes.

Age and sex
The rates of calls for males and females by age groups are shown
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in figure 1. Apart from the age groups 15 to 45 in women which
have a higher call rate than the corresponding age groups in males,
the sex of the patient does not materially affect the call rate. Age
however has a strong influence on it. Children under 5 and adults
over 65 have the highest rates.

VARIATION IN RATE OF CALLS WITH AGE AND SEX
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Figure I

The rates of follow-up visits were also examined, and a com-
parison made between the total home visits and the surgery attend-
ances (table 1). Patients over 65 had by far the highest rate for
return visits. In this gioup, for each call received, six subsequent
visits were made. Considerable variation was also found, depending
on the age of the patient, in the ratio of surgery attendances to total
home visits-thus the S/V iatio for patients aged 15 to 25 was 4:1
while the S/V ratio in patients over 65 was 1:2.

Social class
There was a variation in call rate according to the social class both

for children and for adults (table II). Broadly speaking, it was found
that the higher the social class, the greater was the tendency to call
the doctor. More follow-up visits were also done to the higher
social classes, this being particularly noticeable in children. Attend-
ances at the surgery were lowest in the highest social classes. Social
class thus exerts considerable influence on the S/V ratio.
With adults the total consultation rate was lowest in the highest

social class and highest in the lowest social classes. With children
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however the total consultation rate was greatest in the highest social
classes and least in the lowest social class.

The nature of the disease
The diagnoses of the illnesses which were responsible for the

initiation of the calls are shown in table III. From this it will be
noted that the commonest illnesses seen at home by the doctor were
coryza, etc., the exanthemata of childhood, sore throats, obstetric
conditions, vague symptoms (" symptoms, senility and ill defined
conditions "), diarrhoea, and chronic bronchitis. The part played
by acute infections-particularly in childhood-and the consequences
of providing a domiciliary obstetric service are particularly striking.
A surprisingly low percentage of calls was due to major organic
pathology and overt psychiatric disorder.

TABLE IIl
ANALYSIS OF MORBIDITY RECORDED AT 2,900 CALLS

Proportion Proportion
Disease ofall calls Disease ofall calls

Percentage Percentage
Coryza, etc.* 19.0 Dyspepsia, etc. 2.0
Exanthemata 9.7 Chronic tonsillar hyper-
Sore throats 7.9 trophy 1.8
Obstetric conditions 7.3 Rheumatic diseases 1.8
Vague symptoms 5.0 Skin sepsis 1.7
Diarrhoea (including Urinary infections 1.6

dysentery) 3.7 Malignant disease 1.2
Chronic bronchitis 3.5 Child welfare, etc. 1.2
Acute bronchitis 3.4 Psychoneurosis 1.1
Otitis media 2.9 Cerebral vascular disease 0.7
Cardiovascular Pulmonary tuberculosis 0.6

degeneration 2.8 Oral sepsis 0.6
Superficial injuries 2.6 Others 15.7
Pneumonia 2.2

All diseases (= 100 per cent) 3,081 t

Coryza, etc. includes coryza, acute sinusitis, influenza and acute upper respiratory
infections. A detailed list of the diseases included under each heading may be
obtained from the authors.
tThis is the total number of diagnoses which is greater than the total number of
calls. At 6 per cent of all calls more than one diagnosis was made.

Influence of the times of day at which calls were received
Of all calls 85.6 per cent were received between 8 a.m. and 8 p.m.

(approximately the time the doctor finished his evening surgery),
9.5 per cent of calls came in between 8 p.m. and midnight, and
4.9 per cent of calls came in between midnight and 8 a.m. (table IV).
During the 8 a.m. to 8 p.m. period the order of frequency of diseases
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TABLE IV
CALLS RECEIVED AT DFRENT TIMES OF THE DAY

Rate per 1,000
Time of call Number Percentage patients

8 a.m.-8 p.m... .. 2,483 85.6 622.9
8 p.m.-midnight .. 274 9.5 68.7
Midnight-8 a.m. .. 143 4.9 35.9

All calls .. .. 2,900 100.0 727.5

*These have been calculated on the average number of patients.

seen was coryza, etc. (21 per cent), exanthemata (10 per cent), sore
throats (8 per cent), and obstetrics (5 per cent). Between 8 p.m.
and midnight the order had changed to obstetrics (13 per cent),
sore throats (9 per cent), coryza, etc. (9 per cent), and exanthemata
(8 per cent). From midnight to 8 a.m. a striking difference was seen
because over a third of the calls were for obstetrics (37 per cent).
This was followed by vague symptoms (6 per cent), cardiovascular
degeneration (5 per cent), and sore throats (5 per cent).
Age and sex
The age and sex of the patiunt was only found to exert an influence

on the time of day at which calls were received in the following
groups:-In females of age 15 to 25 only 69 per cent of calls came
in between 8 a.m. and 8 p.m., and in females of age 25 to 45 only
78 per cent of calls were received in the same period. Thus women
of the childbearing age were responsible for the highest incidence
of evening and night calls. Twenty five per cent of calls to men
aged 25 to 45 were received between 8 p.m. and 8 a.m. though
17 per cent came in before midnight.
Social class
We have already noted that there is a higher call rate for patients

in the higher income groups but there is also some variation in the
time when calls were received (table V). The proportion of calls for
adults received after 8 p.m. in the professional, intermediate, and
clerical groups was considerably lower than for unskilled, manual
workers. The pattern was similar for children.

Morbidity patterns at home visits and surgery consultations
We were interested to know which diseases were predominantly

seen at home and which were predominantly seen at the surgery. We
therefore have listed those illnesses in which 40 per cent or more of
consultations took place at home. These were, in order of magnitude
of the home care component, pneumonia, cerebral vascular disease,
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malignant disease, the exanthemata, cardiovascular degeneration,
diarrhoea and dysentery, chronic and acute bronchitis, coryza, etc.,
sore throats, and urinary infection. Illnesses which received the
least number of home visits (less than 20 per cent) were, in order of
magnitude of surgery care component, child welfare problems,
skin sepsis, superficial injuries and abrasions, eczema, psychoneurosis,
allergic conditions, oral sepsis, styes and conjunctivitis. It is inter-
esting to note that among those diseases with a particularly low order
of home visiting there are several conditions which are likely to be
presented to the doctor with an associated domestic or human
relationship problem.

Effect of home visiting on the doctor's subsequent treatment of his
patient in the surgery

Since the commonest conditions which are the major causes of
home visits are relatively limited in number and since the number of
patients who are actually visited at home during the period of one
year is half those seen in the surgery we were tempted to see whether
there was any evidence that patients who had been visited at home
received different treatment in the surgery, irrespective of the present-
ing illness, compared with those who had not been visited.
The doctor's therapeutic action was recorded at every surgery

attendance during the year. Among the items recorded for each
consultation were the following:

(a) Whether or not there had been any discussion between doctor and patient
of personal relationship problems.

(b) Whether or not the doctor had afforded the patient therapeutic listening.
This form of treatment was recorded when the doctor allowed the patient to
indulge in an emotional outburst or when he lent a confessional ear. We did not
include here listening which was simply part of history taking.

(c) Whether or not the doctor wrote a prescription at the consultation.

Table VI gives the rates per hundred consultations at which these
three items of therapy were provided for adult patients and con-
trasts the treatment given, irrespective of diagnosis, at consultations
with patients who had been previously visited, with that given at
consultations with patients who had not previously had a home
visit from the doctor.
The amount of discussion, therapeutic listening, and prescribing

was significantly higher for consultations with patients who had
been previously visited compared with those who had had no home
visits. It was thought that this might be accounted for by age and
sex, but detailed analysis of consultations by age and sex showed the
same pattern. Likewise, the disease from which the patient was
suffering was thought to be a possible contributory factor. Accord-
ingly, we repeated the observations for surgery consultations where
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the diagnosis was either psychoneurosis or could be classified as a
vague symptom. These two groups were chosen because the social
component of the therapy was likely to be considerable. At surgery
consultations in respect of these two disease groups, the doctor
discussed more, listened more, and prescribed more if the patient
had been previously visited than was the case with patients who had
had no previous home visits (table VII). Thus the disease itself does
not appear to be mainly responsible for the differences in the treat-
ment given to the two groups.

TABLE VI
DIscUSSION OF PERSONAL RELATIONSHPS, THERAPEUTIC LISTENING, AND

PRESCRIBING

Surgery consultations Surgery consultations
with patients who have with patients who have
been visited at home not been visited at home

Percentage Percentage
Discussion ofpersonal

relationships 5.7 3.4
Therapeutic listening 6.6 2.7
Prescribing 52.6 43.6

Total No. of consulta-
tions for adults only
(= 00 percent) 6,876 3,352

TABLE VII
DISCUSSION OF PERSONAL RELATIONSHIPS, THERAPEUTIC LISTENING, AND

PRESCRIBING

Surgery consultations Surgery consultations
with patients who have with patients who have
been visited at home had no home visits

Percentage Percentage
Psychoneurosis
Discussion ofpersonal

relationships 19.9 19.2
Therapeutic listening 32.3 21.2
Prescribing 65.5 55.6

Total number of con-
sultations for adults

only (= 100 per cent) 458 99

Percentage Percentage
Vague symptoms
Discussion ofpersonal

relationships 8.6 2.2
Therapeutic listening 8.9 1.1
Prescribing 63.3 48.3

Total number of con-
sultations for adults
only (= 100 per cent) 371 178
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The high rate of discussion and of listening seemed at first glance
less incongruous than the higher prescribing rate, but when we
examined the content of the prescriptions there was also presumptive
evidence of the doctor's preoccupation with the patient's social
stresses and personal relationships. Thus we found that the higher
rates here were at least partly due to the fact that the doctor was
more likely to prescribe sedatives and analgesics at consultations
with patients who had a previous home visit (table VIII).

TABLE VIII
RELATIONSHIP BETWEEN HOME VISITS AND THE PRESCRIBING OF SEDATIVES AND

ANALGESICS IN THE CONSULTING ROOM

Frequency ofprescribing
per 100 consultations

Previous No
home visits home visits

Percentage Percentage
Barbiturates and other sedatives .. .. 10.1 5.7
Tab. Cod. Co. .. .. .. .. 5.8 3.6
Aspirin and other mild analgesics .. 4.1 2.4

Total number of consultations for adults*
(= lOOpercent) .. .. .. .. 1,811 910

Figures for three months only

Discussion
The amount of medical care provided by the general practitioner

in the homes of his patients and its relationship to his total profes-
sional work clearly depend upon a great variety of factors. The
nature of the hospital and specialist services, the degree of access
which the general practitioner has to medical and social services
provided by the community, and, in fact, the broad pattern of our
national health and welfare services all have a bearing on this.
These factors explain in part at least the great variations in the
amount of home visiting done by general practitioners in different
countries. In Great Britain, the degree of freedom of access to the
general practitioner afforded to the public and the lack of restraint
exercised on patients who ask for a doctor to visit them in their
own homes, are among the most striking and probably unique
features of our National Health Service. Within the framework of
this service therefore, after we have made allowance for regional
qualitative- and quantitative variations in the availability of hospital
and community services, the only two variables that are left in
determining the number of calls that a particular practice will

82 RiCHARD ScoTr AND D. H. MCVIE



receive are the doctor on the one hand and the patients on the other.
One frequently hears of the well trained practice or the well disci-
plined patients, and undoubtedly the doctor can, and does, exercise
some control over, and can encourage or discourage, those who
would request a home visit, but the influence which the doctor
himself exerts is beyond the scope of this article. Considerable
latitude in interpreting the general practitioner's terms of service is
obviously possible.

Leaving aside the doctor as an important variable in the equation,
our study suggests that the number of calls received in a practice is
considerably influenced by the age, sex, and social composition of
the practice. A practice with a high birth rate will provide much
obstetric work so that a doctor providing a domiciliary obstetric
service can expect to know the inside of the homes of many more
of his patients and to gain some of this knowledge at rather unortho-
dox visiting hours. Young children are among the highest users of
domiciliary visits. A practice with a weighting of old people will
give the doctor relatively more home calls per patient at risk and,
in our experience at least, patients in the higher income groups will
make more demands for home visits, although they will probably
make these demands earlier in the day and least frequently after
midnight. It has been noted that the doctor did more follow-up
visits to patients in this class. There are undoubtedly many factors
which we have not so far examined responsible for this social
class variant in the provision of home care-factors affecting the
patient, the doctor, and the patient-doctor relationship. It is
probably the case that more adequate housing produces a bias
towards home care as an alternative to hospital admission, but we
have an impression, particularly in the case of children, that the
pattern of the use of the doctor not only for curative but also for
preventive and advisory services varies with social class and the
sophistication and knowledge of the parent.

The preponderance of infection in the causes of morbidity which
lead to home visits deserves some comment. Firstly, only a few
years ago, before antibiotics and advances in chemotherapy enabled
the general practitioner to treat them at home, many of these in-
fections were themselves the causes of hospital admission. A
generation ago, medical students would have seen many of these
conditions in the acute adult wards and, particularly, in the paedia-
tric wards of the teaching hospitals. It may be that in the future we
shall have to bring medical students out of the hospital into general
practice in order to provide them with adequate clinical experience
in this particular field. Secondly, these infections tend to be circum-
scribed in respect of the age groups which are principally attacked, and
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since they are the biggest cause of domiciliary visits, they pick out an
interesting and highly specific selection of the patients who are likely
to be seen at home compared with the total population of the doc-
tor's consulting room. If, as we have suggested, the nature of the
consultation between the doctor and patient in the surgery is likely
to be conditioned by what has happened on a previous occasion
when the patient has been visited at home, it may be that these
diseases have special significance for the family doctor, not because
of the actual diseases themselves, but because of the opportunities
which they give to the doctor to know more about the patient and
the other occupants of the household. For instance, if the doctor
has attended a domiciliary confinement or looked after a child with
measles or visited a hemiplegic over several months, then when
another member of such a patient's household consults him in his
surgery, perhaps for the very first time, the doctor may be in a much
stronger position, when faced with the task ofevaluating this patient's
symptoms and signs, than would be the case if he had not paid
previous visits to the household in which this patient lives. The
doctor can therefore exploit or capitalize on the work he has pre-
viously done with another member of the family.
There seems little doubt that in this practice at least the doctor

in his consulting room is more preoccupied with personal relation-
ships and the social environment if he has already visited the patient
at home than when the patient has had no previous home visits.
We do not know how much of the discussion of personal relationship
factors was initiated by the doctor and how much by the patient,
nor have we any evidence that this discussion was always relevant
to the clinical problem which brought the patient to the doctor's
surgery. On balance one would expect more social exchange between
the doctor and a patient whom he has known for some time, than
between the doctor and a brand new patient irrespective of the
presenting clinical picture.

Summary

A study has been made of 2,900 new calls received in the course of
one year in a partnership practice in which the average number of
patients registered for six months or more of the year was 3,986.
During this year the general practitioners concerned provided
28,876 consultations, of which 33 per cent took place in the patients'
homes. Of the patients at risk, 73 per cent were seen at some time
during the year, but only 41 per cent actually received a home visit.
The commonest diagnoses made at home visits were coryza, etc. (19
per cent of all calls), the exanthemata (10 per cent), sore throats, and
obstetric conditions (each 7 per cent). The nature of the clinical
condition varied according to the time of day at which the call was
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made, and for calls received between midnight and 8 a.m. the
commonest conditions were obstetric (37 per cent), vague symptoms
(6 per cent), cardiovascular degeneration (5 per cent), and sore
throats (5 per cent).

There are many factors influencing the number of requests made to
the family doctor for a home visit, but among the characteristics of
the practice itself, the age and sex composition of the practice, the
social class of the patients at risk, and whether or not the doctor
provides an obstetric service, all exercise a marked influence. It is
suggested that the factors which determine the extent to which the
doctor visits his patients at home are also likely to influence the
nature of the doctor-patient relationship in the consulting room,
and some evidence is produced to show that the pattern of treatment
and the nature of the subjects discussed in the consulting room
appear to be conditioned, to some extent at least, by whether or not
the patient has been previously visited by his doctor.
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