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The planning and design of the study is discussed with particular reference to
the selection of frequent surgery attenders (cases) and non-frequently attending
controls, the assessment of past physical and psychological health and the choice of
self-administered questionnaires for assessing psychological health and personality.
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similar. Only marital breakdown was found to be significantly more frequent in
frequent attenders and controls and the likely relation of marital breakdown to
psychiatric disorder (particularly depression in women and alcoholism in men) is
discussed.

The final chapter discusses the social and medical models of illness, the
measures used in the study and the relevance of the findings. The implications
of the study for further research and the provision cf primary medical services
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CHAPTER I

INTRODUCTION AND REVIEW OF LITERATURE
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The present role and status of the general medical practitioner

in British society can he seen as following on from the long

historical development of our medical and social services. This role

encompasses a number of implicit social roles as well as the explicit

role of continuing medical care. In a similar way, the factors

that influence an individual patient to consult his doctor include

a wide range of social influences as well as the more specific

medical reasons of awareness of symptoms and the need for medical

attention. Consultation rates in general practice are an important

index of morbidity, but it is clear that an understanding of

consulting behaviour requires a wider understanding of the social
and personal determinants of the behaviour of medical consultation.

v

Wright, in his paper "The Aetiology of Consultation: A
Threshold Classification", remarks on the apparent anomaly that

many patients with no definable disease, or essentially self-

limiting disease, seek medical attention, whilst other patients
with prominent symptoms and clearly established illnesses fail to

bring their conditions to the notice of their doctors.

Wright discusses the need of the doctor to understand the

psychological and social ("behavioural") factors influencing the
natural history and outcome of his patient*s problem. He suggests

that such a framework of understanding should consider:

1. Stages in response to illness.
2. Precipitating factors in the decision to consult.

3. Conditioning factors in the response to illness.
The first of these, stages in response to illness, implies

a series of psychological processes, whereby symptoms are perceived,
evaluated or acted upon by the individual such that he accepts

and adopts or rejects and fails to adopt the sick role.

Factors which precipitate the need to consult doctors include

a large number of features relating to the experience of symptoms
or distress, which are seen to interact with factors determining
the individual's or his family's tolerance of these symptoms.

The third, and perhaps most interesting aspect, Wright describes
as factors conditioning the response to illness. This aspect
covers a wide range of influences; historical, personal and social.
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Wright classifies them into three "broad groups:

1. Personal - including the patient's perception of the significance

or importance of his symptoms, and his past experience of ill health
and medical care.

2. Interpersonal — including the influence of close friends and family.

3. Sociological — including the local medical 'folklore*, the social
approbation attached to various kinds of illness, and the priviledge
and responsibility attached to the sick role in the society (or
subculture in which he lives).

Wright's view clearly owes a great deal to that of Mechanic, a

medical sociologist who introduced the term "illness behaviour". By
this term he refers to "the ways in which symptoms may be differently

perceived, evaluated and actpd upon (or not acted upon) by different
kinds of persons."

Parsons uses the concept of "the social role of the sick person".

According to this concept, when a person is recognised as ill (by doctors,

friends, family etc.) he experiences a distinct and abrupt change of role.
In the "sick role" the demands made on an individual; work, social and
domestic commitments for example, may be modified. What makes an

individual assume the "sick role" involves a complex interaction of illness

perceived by the patient and a complex of social pressures, experiences
of previous illness and expectation of the future course of the condition.

Mechanic has pointed out distinct racial and religious differences in the

way people deal with symptoms. For instance, Jewish and Episcopalian

university students expressed a greater inclination to seek medical
attention than Christian Scientists and Catholics, given the same

hypothetical symptoms. He found that the students differed mainly with

respect to "routine" illnesses (these are fairly minor illnesses, mainly

upper respiratory inflammations and likely to be self-limiting). The
differences were much less marked for "non-routine" illnesses which were

less familiar, less predictable and potentially more threatening.

Semmence, in his discussion of "familiar faces", refers to
two groups which contribute to frequent attendance. The first is a

group in which pathologically related disorders predominate. For

instance, obese people have a greater risk of developing vascular
disease and urinary tract infection, which in turn predisposes to

hypertension and coronary heart disease. Persons with emotional
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disorders, anxiety states and depressive illnesses are more likely
to become alcoholics and alcoholics are more prone to accident,
nutritional disorders and cirrhosis.

Semmence's second group relates to people who consider themselves
disabled when they experience symptoms of such a minor degree that
other people would ignore them. They often give evidence of poor

morale and motivation and do not get on well with their colleagues.
Semmence views these individuals as exhibiting a general "illness".

McCormick, in the same meeting as Semmence, discusses the
"constant attenders". These are patients who do not conform to the

usual rules for seeking medical attention; that is that the patient is
ill and comes to the doctor seeking a cure. McCormick distinguishes
four types. Firstly, the relatively simple group who suffer from
chronic and largely incurable diseases. Secondly, a group, mainly

women, for whom the doctor is required to legitimate their invalidity
in the form of illness, whether by the issue of a certificate or by
some act or contract that singles out the individual as ill, for

example the prescription of drugs or investigation. The third group

are those with an excessive awareness and anxiety concerning health,
who live constantly in fear of illness and read sinister and serious

consequences into minor symptoms. This group, McCormick considers
can usually be helped by reassurance in thq context of an established

trusting doctor—patient relationship. The fourth group are those

who use the doctor as an "emotional punchbag". These are a group

of resentful and alienated people, who are often left alone in middle
life on account of their behaviour. The doctor is often one of the

few remaining outlets for their pent—up resentment.

McCormick concludes his paper by discussing how he handles

such cases. His technique is that of "non-directive counselling",

by which the counsellor or doctor, without emotional involvement,
seeks to create a situation in which the counsellee or patient

can examine and define his problem. This approach is similar

to the psycho—therapeutic technique of "client centred psychotherapy"
as developed by Carl Rogers.

Several authors have written accounts of patients considered

to be a large burden on medical services over a period of many
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years, with little serious illness to account for their consulting
behaviour. Kemp uses the term "familiar faces", Franklin "The Thick
File Case". Both their papers are essentially descriptive and

explanatory accounts. Eranklin describes patients "well known

to every doctor, who remain under medical care for years and are

subjected to all sorts of investigations and treatment, but who gain
little reflief". He goes on to describe three common characteristics

of the group; a thick file of notes, failure to gain full and lasting
benefit from any treatment and feelings of frustration and resentment

which they arouse in doctors.

By way of explanation, Franklin supposes the presence of chronic
and unrecognised psychiatric disorder, complicated by a "massive

hypochondriacal superstructure". The failure of the traditional

clinical process of history taking, examination and investigation to
find serious illness, rather than re—assuring the patient initiates a

cycle of distrust in the patient and irritation in the doctor.

Franklin describes several clinical types, including chronic depressives,

low—grade schizophrenia, and a group with hysterical features extending
to frank hysterical illness, a group of obsessionally health
conscious hypochondriacs and a group of chronic misusers of

medication.

These accounts have a great deal in common. They all emphasise

a social and psychological as opposed to a physical background. The

psychological background is expressed as a complex of chronic neurosis

(in its most general sense) compounded by problems of personality and
a strained docto2>-patient relationship. Attempts to identify such

cases and confirm these hypotheses in relation to frequent attenders,
familiar faces and thick file cases have not been wholly successful.

Following on from Franklin,s paper, Buckmaster examined "thick files"
in his own practice of 2,100 patients; those medical folders (FP5)
more than two inches thick. Almost wholly organic illnesses accounted

for more than half of these cases, and only a little over a third of the

patients had mainly psychiatric or emotional disorders with little

organic disease.

The preceeding section is a resume of some hypotheses relating
to the nature of frequent attenders in general practice. There is
a clear presumption of the importance of social and psychological



factors, with relatively scant regard for medical aspects. The

following sections attempt to review some of the studies that relate

to frequent attenders in general practice.



STUDIES OF CONSULTATION RATES

A great deal of information is available from studies carried
out either by Government departments or medical organisations, or in
association (British Medical Association (B.M.A.) and the Royal College
of General Practitioners (R.C.G.P.) ), concerning consultation rates
in general practice. These have been reviewed at length by Hicks.

Logan, as Chief Medical Statistician of the General Registers

Office, carried out a preliminary analysis of the clinical records
or eight practices in the year April 1951 ~ May 1952, using a 10%
sample. The age and sex distribution of the sample was found to be
close to the national figure^s (England and Wales). Though the
average for the samples was 3.8 consultations (including home

visits)/patient/year, significant variation between practices was

noted (2.9 - 4.7). Age and sex variation showed the familiar pattern
of similar rates in children of both sexes and higher female adult

rates than males. Roughly one quarter of all consultations were at
home and three quarters in the surgery. The average number of
illnesses for which the doctor was consulted was 1.5-

Logan and Cushion followed up this study in a large scale study
conducted jointly with the R.C.G.P. - The First National Morbidity

Study. 171 doctors in 106 practices took part. During the year

May 1955 - April 1956, all medical consultations of all kinds were

recorded, using standardised recording survey cards. The total

population was 382,829, with average practice list size 2,250 patients .

The sample was closely representative in terms of age and sex

distribution and distribution between urban, semi-urban and rural

population when compared with national figures.

Logan and Cushion make an important distinction between total

consultation rates and first consultation rates. The latter index

which records only limited consultations for new and seperate

illnesses was considered by Logan and Cushion to be a better measure

of morbidity.
The overall average consultation rate was, as in the earlier

study 3.8, 67% of the samples having consulted a doctor in the year.

The distribution of consultation rates among patients in the sample

shows a familiar curve of 25 — 40% with no consultations in the year,
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10 - 18% with one consultation, 8 — 13% with two consultations and
6 - 10% with three or more consultations per year.

When analysed according to the principal disease or condition

responsible for the consultation, respiratory disease of all kinds,
including minor coughs and colds, stood out as the main cause of
consultation by far. (23% of all consultations). "Nervous
disorders" constituted the second main group (9-5%)? closely
followed by skin disease (8.4%) and accidents (8.1%). Marked age

variations were noted, with circulatory disorders (5*3% overall)
contributing 34% in the group 45 ~ 65 and 40% in the 65+ age group.

The study went to some length to categorise the individuals

according to social class. Pew clear conclusions emerged; however,

psychoneurotic and cardiovascular disorders were commoner in
non-manual workers, and respiratory disorders, gastric disorders, *

arthritis and injuries were commoner in manual workers, reflecting
the expected patterns of occupational risk. When the consultation
rates of adult males was examined, those engaged in mining and

quarrying were conspicuously high (more than double the average).
The variation in consultation rates shows very little variation between

children of fathers in the different occupational groups.

The second National Morbidity Study in 1970 - 1971 was a joint

project of the R.C.G.P., The Office of Population Census and Surveys
and the Department of Health and Social Security (D.H.S.S.) The
hallmark of this study was the care that was taken to ensure that

it was complete, valid and reliable. Standardised methods of

recording were used and several validation studies were made to ensure

completeness and accuracy of morbidity recording and consistency of

diagnostic coding.
The diagnostic index (E book) was used as a method of recording

practice registers kept, providing a roll against which morbidity

could be matched. The sample of practices, though not random, was

selected to ensure a pattern of demographic characteristics

(age/sex/regional distribution/urban and rural distribution) which
closely resembles national statistics.

The average consultation rate was 3.o/patient/annum, with slight
variation between regions and little variation between urban and rural
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practices. This represents a consistent fall in consultation rates

of between 10$ and 30$ as compared with the First National Morbidity

Study. The pattern for age and sex specific rates follows the previous

study with females in the young adult to middle age group (15 — 65)
consistently recording higher consultation rates than males of the same

age. At the extreme of age the differences are negligable. A striking
feature is the high attendance of young children (0 — 5 years) of both
sexes.

The diagnostic categories making up the consultations were

analysed and compared with the First National Study. Whilst most

groups showed little change, there were small decreases in consultation
for endocrine and metabolic disorders, perinatal morbidity and accidents
and violence. However, infective causes showed a slight rise and
"mental" pases showed a remarkable rise (50/1000 consultations in 1951
to HO/lOOO in the second study). Other, though less striking rises,
were noted for genito—urinary disorders, ill-defined conditions and

prophylactic causes. The difference appears to show a change in the

pattern of general practice, in the direction of a smaller all round

morbidity, associated with an increase in the behavioural and

preventative fields of medical practice.

Studies by individuals of contact behaviour in general practice

have been made since the 1930's, partly1 as a way of quantifying the
workload of the general practitioner for the purpose of negotiation

over pay and conditions and partly for the research aspect of

quantifying morbidity in practice.
The B.M.A. had, since 1925» sought to study workload by selecting

doctors who were willing to keep careful and accurate records of

attendance and visits. The attendance rates were assessed by counting
the 'V's (for home visits) and the 'A's (for surgery attendances)
recorded in the selected practice notes for each entry. In January 1936
this gave an average of 1.3 visits and 3*8 surgery attendances per

person, an average of 5>13 consultations per person.

The Ministry of Health figures for the same period, based
on sampling of cards from practices showed a figure about 75$ less for
both visits and attendances.

Bradford Hill's study in 1936 was undertaken at the commission
of the B.M.A. It involved a careful random sampling of doctors who



were required to keep careful and complete records of visits and

attendances over a one month period. This showed an overall average

total figure for consultation of 4*82 — 5»39/year (surgery
attendances 3.69 - 4*13, visits 1.12 — 1.26). These figures closely
resembled the B.M.A.s own previous figures.

In 1953, Backett found a similar rate of 5 consultations /year per

registered patient or 7 consultations for each patient who consulted.

The pattern of consultation Broken down By age and sex showed the familiar

pattern of low rates for young adults, rising with age, with high
rates (equivalent to adults aged 45 ~ 84) in children 0 — 14 years.

In all age groups there was a consistent excess of consultation for

females over males. 16% of the practice population (approx. 600
patients) accounted for half of the workload of the doctors (10 or more

consultations) and 4$ accounted for one fifth of the workload. It is
remarkable that wherever the consultation rates are Broken down By age

and sex this pattern applies.

Serious illness (which the author defines as a disease in which
there was evidence of a major threat to life or livelihood of the

patient, or which requires considerable readjustment in his life or

that of his family, though only 16% of the diagnostic groups, accounted
for 43% of the workload. However, no clear impression emerges from this

study of the characteristics of the extreme group of frequent attenders.
Since the time of Backett's study and the First National Morbidity

Study of Logan and Cushion, many G.P.s have carried out studies in their
own practices and examined their workload. Fry reviews some of his

own research findings and those of other workers, particularly Wright

(General Practices in South West England) and Williams (A Study of
General Practitioners Workload in South Wales 1965 - 1966) in
"Present Trends and Future Needs of General Practice".

Fry quotes long—term average consultation rates in a number of

practices, mainly from the mid 50s to the early 70s. These show
a range of 2.8 - 5*4 consultations per patient per year.

William's study in South Wales noted very considerable differences
in consultation rates between different doctors; particularly striking
were the very high rates for mining areas, both for diseases (especially
respiratory diseases) and accidents. An interesting finding of Williams
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is the ohservation of an inverse relationship between initial

consultation rates (patient instigated) and follow-up (doctor
instigated).

Hodgkin, in his book "Towards Earlier Diagnosis" quotes figures
for his own practice. These show a fall in items of service per patient

per year, from 5»12 in i960 to 3.84 in 1971> "the larger fall occurring
in house calls. However, during this period the average list per

doctor actually rose by more than 50%. Hodgkin takes the view that the
reduction in items of service on the part of the doctor is a response

to the increased list size.

Certain trends emerge from the studies of consultation rates and

despite individual variation^ there is a remarkable consistency with
respect to a number of features. They may be summarised:

1. The long term trend from the early days of the National Health

Service has shown a gradual fall in consultation rates from a mean

of 5 "to 3 — 3.5. The greatest fall has been in home visiting (up to

75% reducti on ) .
2. Wide variation exists in consultation rates recorded by different

practices (often in excess of 100%). This is clear from the

comparative figures of Fry and the results of the First and Second

National Morbidity Studies.

3. Demographic variation in consultation rates where reported show

a higher demand amongst patients in areas of heavy industry and mining

(Williams and Logan) and in social classes IV and V (March and McNay),
though the higher social classes are said to use doctors more readily
and more thoroughly.

Consultation rates in rural areas tend to be higher per patient

(First and Second National Morbidity Studies).
4- Consistent patterns emerge for age and sex variation in consultation

rates. Young children and the elderly demand the highest consultation

rates, whereas young male adults demand the least. Young and middle

aged women show considerably higher rates than men of the same age group.

5- Respiratory disorders of all kinds (mainly minor) make up the
commonest cause for consulting a doctor (20 - 25%) with psychological
and emotional disorders in second place (10 — 15%)• There appears

to have been a considerable increase of over 100% between the First
and Second National Morbidity Studies in the proportion of consultations



due to "mental" or emotional disorders.

No clear explanation is forthcoming for these trends. Though there
has "been a clear fall in attendance rates the overall distribution of

causes for consultation has shown no very clear change except with

regard to psychological and emotional disorders.
We know from the large studies of the General Practice Research

Unit of the Institute of Psychiatry (Shepherd et al) that psychological
disorders in general practice comprise for the most part minor affective
disorders (anxiety and depression) often situational and usually

self—limiting. One may speculate that this change simply represents a

greater willingness of patients to see such problems as medical problems
rather than life problems. That a medical approach to such problems

(psychotrophic drugs) is nowvoffered may account for the change in outlook
on the part of both doctors and patients. The actual rise in consultation

for psychological and emotional disorders in fact is smaller than the

percentage increases might suggest, bearing in mind the average fall of

20$ in consultation rates from the First to the Second National Morbidity

Study. Though the percentage of all consultations doubles, the actual

average rise per 1000 population is from I87.4 to 297-6 or 59$-
The age and sex difference in consultation, rates requires seme

explanation. The higher figures for the middle aged and elderly are

clearly expected from the increase in morbidity with age. •The high

figures for young children (0 — 4) are less easy to explain. Minor

infections, especially upper respiratory diseases are common causes of
consultation in children. Parents recognise young children to be more

at risk than adults and are more ready to present children to a doctor

with a minor infection than they would be willing to present on their

own account. Preventative health care, immunisation and development

screening and advice probably also account for the increase in
attendance rates.

The increased rates for young adult women require some explanation.

Young women in the child—bearing years require medical care for

contraception and pregnancy. They also have the care of young children

and have more ready contact with a doctor for this reason. However,
offset against these factors, men are more at risk from occupational
disorders and accidents and are more likely to need to see a doctor
for sickness certification.



Recently Glare has reviewed this topic. He comments that three

major models have "been used to account for sex differences in illness

experience:

1. Women report more illness than men because it is culturally more

acceptable for them to be ill - the ethic of 'health is masculine'.

2. The sick role is relatively compatible with women's other role

responsibilities and incompatible with those of men.

3. The last alternative explanation is that women do in fact have more

illness than men, and accounts for this difference by reference to
strains associated with women's social and biological roles.



FAMILY STUDIES

In any study of frequent attenders in practice, the problem arises
of the selection of the cases for study. Some studies (Colling 1966,
Courtenay et al 1974» Fanning 1967) have looked at families rather than
the individual. This creates an inevitable concentration on social

and family dynamics, rather than personal and medical factors. For

instance, Farming's paper sets out to look at the influence of housing
on health. Fanning uses Logan and Cushion's concept of "first

consultation rate as indicating a measure of morbidity rather than
nedical demand." He found the morbidity of flat dwellers to be more

than 50% higher than that of house dwellers. The greatest differences
were noted in minor respiratory diseases in women and children, and
minor psychoneurotic disorders in wbmen.

Colling's study is of "sick families" which he describes as groups

of families that every doctor is aware of, which cause him a lot of
trouble although their members are not nessarily suffering from

organic illnesses. Colling used "family illness charts" to show a

compact picture of family illness. He looked especially at 18 factors

which he considered might be significant in causing "family sickness".

These show a preponderance of adverse social and psychological

circumstances, such as unemployment, or the presence of a schizophrenic
or alcoholic member. Eight factors were identified which were thought

to have a great effect in causing family sickness. Colling stresses the

importance of emotional factors in rendering a family "troublesome".
He also stresses an important group in which families were suspected

of having serious problems without any such problem admitted.

Kellner's study is particularly concerned with emotional

interaction within families, contributing to family ill health and
medical attendance. His method is essentially one of careful record

keeping, observation and analysis of consulting behaviour in families.
Kellner identified six mechanisms to which coincidental consultations

in families would be attributed.

These are:

1. Identical infection in members of some families.

2. Coincidence.



3. Escorts symptoms: Chaperone or mother attending with children tend
to ask for advice at the same time.

4. Maturing of a resolution: These were instances where a patient had

had symptoms for some time, hut did not present until another family
members illness acted as a prompt or reminder.

5. Doubtful interaction.

6. Spread of ill health: These were instances in which the illness of

one member apparently caused symptoms in another member.
The study went on to compare two groups of roughly 100 families

each.

GROUP A in which a member had at least one consultation in two years

because of functional symptoms or an overt emotional disturbance.
GROUP B in which none of the above symptoms occurred.

Group A families tended to be smaller and of higher average age.

Attendance rates in Group A were twice as high as in Group B. The

proportion of patients attending in Group A was higher and there was a

higher incidence of physical illness in Group A. High attendance

families were defined and the incidence of psychiatric illness was

considerably increased in this group.

The study by Courtenay in 1976, attempted a careful sampling of
families within an urban area, in such a way as to allow any individual,
irrespective of family size, an eqdal chance of being selected. In
this study patients have been studied as individuals but also as members

of families. This study shows a number of interesting aspects of

study design. The study was comprehensive in its definition of

consultations, coveringnet only surgery attendances but also home visits

(routine and emergency), telephone consultations and contacts with
the receptionist for repeat prescriptions. It was based on all such

contacts over a one year period. This study was almost unique in

breaking down consultation rates into age/sex categories and taking an

upper percentile (in this case quartile) of frequent attenders.
This careful study is striking for its negative findings. Ho clear

cut characteristics emerge to differentiate the frequent attenders. Ho

evidence was found of family clustering, contrary to expectation.
Distance from surgery had little influence. The feature which most

distinguished the frequent attender was the presence of a major diagnosis.

(67% of frequent attenders, compared with 18% of the rest of the sample.)
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INDIVIDUAL S1UDIES

This study of Courtenay, though starting from the point of view of
a family study, in fact makes careful attempts to ensure a random

sampling of individual patients. A number of other studies have looked

at individual frequent attenders in an attempt to define their
characteristics (Wamosher 1966 and McArdle et al 1974)- Any study of
attendance rates in order to he comprehensive requires that all general

practice records relating to an individual he available. This is clearly

only feasible where single doctors or groups of doctors assume

responsibility for all the primary health case needs of an individual.
Such a situation exists in systems of comprehensive medical care

service as exists in the N.H.S. Wamosher's study is based on two

Israeli settlements of total population: 1,175 patients, all of whom
were members of the sick fund of Israel with free access to the doctor.

This situation might be compared to a small single—handed British

practice. Wamosher seperated out those patients with 10 or more

consultations in the year under study (169, 14-4$ of the population)
as "patients". These figures are similar to those of Backett

(13% of males, 18.2% of females) who were also responsible for 10 or

more consultations in the year.

.Wamosher has divided his patients up according to complaints, into

categories — organic, functional and'mixed'. He found 42.6% of patients
in the organic group, 11.8% in the functional group and 45-6% in the
'mixed' group, but with marked sex differences.
Vi z:

Distribution of "patients" according to the complaint and sex (percentages)

Male

Organic

62.1

Functional

1.5

18.5

Mixed

36.4

51.5

45.6

Female 30.1

42.6TOTAL 11.8

Functional illness, according to this appears almost exclusively
a female preserve (ratio female:male 12).

Other important findings of Wamosher are that of the group of

"patients" (i.e. frequent attenders), the patients with functional



complaints had much higher consultation rates than those with purely

organic complaints.
Over two—thirds of the "patients" had another member of the family

who was also a "patient". However, without a knowledge of average

family size, which Wamosher does not state, no conclusion can he made
with regard to family clustering.

In his discussion, Wamosher expresses surprise that 43% of his

"patients" came with pure organic complaints, very similar findings
to those of Courtenay et al.

Semmence identified a group of patients consulting more than

three times in a three month period in his practice (equivalent to
12+ consultations per year). This group of high users he

categorised according to the nature of his consultation. Respiratory
disease of all kinds was the commonest cause of consultation

(768 out of 3,214 consultations), followed by "mental" (327) and

pregnancy (324). He identified 165 male patients (13-9%) and 265
females (20.6%) who were high users according to this criterion

(3 or more consultations in three months). When followed up, at two

years, certain groups were found to remain high users (pregnancy
22 out of 49, "mental" 4 out of 11 males and 22 out of 45 females).
The excess of females in the "mental" category - 4 times is striking.

The predominant type of "mental" disturbance appeared to be of

minor psychoneurotic disorder — of which only a small proportion,

1 male and 3 females, were referred for specialist psychiatric
treatment. The figures may have been higher but for the fact that
2 males and 13 female "mental" high scorers had moved away in the two

year period.
Semmence's study focused on the problem of minor psychoneurotic

disorder, pointing out its chronicity and the failure of medical
treatment to make any substantial alteration to the pattern of high

medical demand in this group.

McArdle et al — (Frequent Attenders at a Health Centre); this

study which originated from a University Department of Medicine, was

made over a six month period in an urban, working class health centre.

'Frequent attenders' were defined as patients who had been to the
surgery 12 or more times in the preceeding 12 months. The selection
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process was arbitary, patients whom the G.P. felt fell into the category-

were forwarded for study. Patients were inter-viewed "by a research

worker, using a semi—structured interview.
The author emphasises the multiple reasons which determine a

single consultation, particularly the interaction of medical, social
and psychological factors. In analysing the principal complaints

that the 33 frequent attenders "brought, more than half (17) "brought

complaints in the "mental and psychological" domain.

The workers grouped the 33 patients into three further categories,

according to the main problems they presented over the six month period.

Sixteen fell into the "physical/social" problem group (12 men, 4 women).
In this group, male unemployment and lonliness in women appeared

important contributary factors. In the "nervous/social" problem group

(3 men, 9 women) problems of chronic anxiety in women and alcohol problems
in men (2 of the 3 men) predominate.

The third category is labelled "multiple complaints". This is
a group of 5 patients, all middle age to elderly women, all frequent
attenders at hospital out—patients clinic, and all with multiple

non-specific complaints, for which no clear organic aetiology emerges.

These patients are an important group and bear marked similarities to

the group of "familiar faces" Kemp 1963 and the "hysteria syndrome" of

Briquet, and Fterley and Gruze. The latter may briefly be defined as a

relatively diffuse polysymptomatic disorder, nearly always in women,

with a minimum of 25 symptoms spread over a wide range of physical and

psychological functions and starting before 35 years of age. The

natural history is extremely stable; up to 9&/° will still fit the

description six to eight years after presentation. (Bird 1979)•
The study of Anderson et al, though not specifically a study of

frequent attenders, contains a number of observations very relevant
to the study of frequent attenders in general practice. This study
is of users and non—users of doctors and involves a comparison of

60 pairs of matched patients. The pairs were matched by sex, decade

age group and family doctor. One group (the users) had each suffered
a symptom which he/she had taken to a doctor for treatment. The
matched non—user group had suffered a similar symptom but had not

consulted the doctor in the previous year.
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The study revealed a number of interesting differences. Non—users

were found to see themselves as more healthy than the frequent users,

supporting a previous observation of Shepherd and Kessel. Non-users

were also found to be more likely to treat themselves, usually
effectively and were more willing to wait for their treatment to take
effect. However, they were found to be less likely to seek medical
care for potentially serious symptoms.

This study is of particular interest from two aspects. Firstly,
it makes use of a standardised personality questionnaire, Cattell's 16 PP.
This showed the non—users to display a higher score on the self-

sufficiency scale and the users to show a higher score on the somatic

anxiety scale. However, the differences did not achieve significance
at the 5% level. The second1aspect of inte est is that the study is

comparative, comparing two matched groups, rather than descriptive.
Another study that makes use of a comparison group and attempts

an assessment of personality using a standardised personality

questionnaire is that of Hood and Fanner. This study compared an

extreme group of frequent attenders with a comparison group, matched
for age and sex. The study makes use of a standardised personality

scale, Eysenck's Personality Inventory; a screening test for the

prevelance of minor psychiatric illness, Goldberg's General Health

Questionnaire (G.H.Q.) and Osgood's Semantic Differential Test, which
is a subtle test designed to investigate attitude.

Hood and Farmer identified for study all those patients, in a six
doctor practice in Birmingham, who consulted a doctor at the surgery

more than 5 times in the last three months of 1972. Their sample

consisted of 22 females and 12 males, of whom 16 females and 7 males
took part in the study; thus a female to male ratio of greater than

2:1 existed in the final study group of 23 frequent attenders.

They were matched for age and sex with 23 controls who had

attended once in the three month period. The study showed interesting

and highly significant differences on the G.H.Q. scores with 52% (12)
frequent attenders probable psychiatric cases (G.H.Q. score 12 or

more) as compared with 13% (3) of infrequent attenders.
The three scores on the E.P.I, (extraversion—intraversion,

neuroticism and lie scales) all failed to differentiate the frequent
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and infrequent attenders, though the mean score on the 'N' (neuroticism
scale) was noted to he higher in the frequent attenders.

I

A further technique used in this study was Osgood's Semantic
Differential Test. The theory of this test is that a term has a

•connotative' as well as a 'denotative' meaning. As well as its
literal and specific (denotative) meaning, a term may also have

p
certain implied (connotative) meanings. Individual and group attitude »

may he revealed hy differences in the connotative meaning of terms.
In Osgood's Semantic Differential Test, the subject is asked to rate
terms according to a series of bipolar adjectival pairs. Such a pair

may he "good - had", "rough - smooth", "hot - cold". In Hood and
Farmer's study, six terms were used, these were "my doctor", "my, life
at present", "my own health"," "myself", "health in general" and "help"

The study demonstrates interesting differing attitudes towards
health and doctors, in that the frequent attenders seem to see themselves
as weaker, less successful and less important. They see their own

health as important hut poor, and their lives as less pleasant or

interesting. However, whether these attitudinal differences are a

consequence of their general "poor health" or a cause of their sick role
behaviour is not at all clear. J

A question arises as to the validity of the sample of infrequent
attenders. The mean G.H.Q. score for this group is 3.52 (standard
deviation 4«48). This is less than half the means derived from

Goldberg's own data of normal values for both males and females, based
on large normal samples drawn from a London population. The group of

infrequent attenders used for comparison would, therefore, appear to
be untypical of a normal, random population sample from the point of
view of the prevelance of minor psychiatric disorder. One might

argue that the other differences (e.g. on the Semantic Differential

Test) result from the selection of an abnormally healthy (from the

psychiatric point of view) comparison group.

SUMMARY AND CONCLUSION

These studies concerned with consultation rates amongst patients

from different occupational and social backgrounds, and the variation



in consulting rates "between patients of different age and sex, have

already "been summarised. Certain consistent patterns are clearly

defined, particularly with respect to age, sex and occupational

background.

When we come to examine other factors which underlie patterns

of frequent attendance in general practice, the findings are much less
clear cut. There are a number of obvious reasons why agreemat between
different researchers may be difficult to achieve. One factor is lack

of agreement with respect to study design. This particularly applies
to the methods of selecting "frequent attenders" from the general

e

practice population. Since there are wjl defined and consistent age
and sex variations in consultation rates, those studies which take a

fixed cut-off point in consultation rates, above which patients are

defined as frequent attenders for the purpose of the study, will select
an excess of those age and sex groups who attend most frequently

(middle aged females).
The studies of Backett, Wamosher, Semmence and Hood and Parmer

fall into this group, and only Courtenay's study attempts to select
out an upper percentile of frequent attenders for seperate age/sex groups.

Even less satisfactory are those studies which employ an

arbitary selection of cases for study. McArdle et al simply studied
those cases that the practitioner concerned felt fitted the definition

of frequent attenders and could be shown to have 12 or more

consultations in the previous year.

The use of controls is unusual in these studies of frequent
attenders. Only that of Anderson (not specifically a study of

frequent attenders, but of users and non—users of doctors) and that
of Hood and Farmer have attempted a comparison between two groups

with differing attendance patterns. Without some knowledge of the

characteristics of the non-frequently attending members of the practice

population, it is difficult to draw valid and meaningful conclusions.
A second factor operating against agreement between different workers

is that different workers have approached the problem with differing a

attitudes and hypotheses. Thus few studies have applied themselves to

studying the same characteristics. However, there are consistent
and recurring themes in the studies of frequent attenders. Those themes
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that the studies have focused on may he grouped broadly under the

heading of social and family aspects, medical aspects and

psychological aspects.

Colling's study concentrates on the mechanisms which render a

family 'sick1. Indeed, he titles his thesis "Sick Families". Adverse
social and psychological factors within a family appear to render the

family members more likely to consult. Such adverse social factors
include the presence of disturbed individuals (Colling cites
alcoholism and schizophrenia), unemployment and loneliness.

Kellner is more concerned to identify dynamic processes within
families which predispose individual family members to seek medical

attention.

The presumption that adverse social conditions predispose to

frequent attendance is evident in the study of McArdle. Social factors,

particularly male unemployment and loneliness in women, were seen as

contributing factors in the presentation to the doctor of more formal

medical or psychological complaints.

When we come to examine the medical factors which underlie

frequent attendance, it is clear that those studies that have looked
at physical illness in frequent attenders agree that physical illness
and symptoms are amajor factor. Courtenay found that 67% of his

frequent attenders had a "major diagnosis" (44% physical diagnosis).
Similar figures are given by Wamosher, 43% with pure organic complaints.
That major physical illness should figure conspicuously amongst

frequent attenders is hardly surprising, yet Wamosher expresses surprise
at these findings, presumably expecting that trivial or non—organic

conditions would predominate.

The third aspect, that of the psychological characteristics
of frequent attenders, can be considered in two terms. Firstly,
formal psychological illness constitutes a major cause of common ill

health and is likely to figure in groups of frequent medical attenders.

Secondly, other aspects of psychological make-up, particularly

personality and attitudes may influence the way in which individuals

perceive and react to symptoms.

Amongst Wamosher's frequent attenders, 11.8% fell into an

exclusively "functional group" with a marked female preponderance, but
a mixed group (functional and organic) accounted for more than 50% of
the cases. Semmence recognised "mental" consultation (in frequency



amongst his frequent attenders. Those studies that have attempted

to identify the characteristics of mental disorder amongst frequent
attenders comment on its predominantly psychoneurotic nature, its

preponderance in females and its chronicity (Semmence, Shepherd et al).
Non-medical aspects of psychological make-up, particularly

personality, have been studied by several workers. Two studies
have attempted to measure personality using standardised scales. Hood

and Parmer found higher scores for the neuroticism (N) scale of the
*

Ejrsenck Personality Questionnaire amongst frequent attenders though
the differences were not significant. Anderson, comparing the users-f-
and non—users of doctors found higher mean figures on the somatic

anxiety scale of the Cattell 16 PP questionnaire, a dimension closely
correlated with Eysenck*s fNf scale.

v

The nature of these personality scales will be discussed at length
in the next chapter, but it will suffice at this stage to say that both
the somatic anxiety scale of the 16 PF and the 'Nf scale of the E.P.Q.

relate ±o the tendency to worry excessively, or anxiety proneness.

Such a tendency might foster frequent attendance by predisposing to formal

psychological illness (especially anxiety and depressive neurosis) or may

increase awareness of physical symptoms and in effect lower the

threshold for individuals to present with physical symptoms.

Conclusion: The picture we have of frequent consulting behaviour in

general practice is patchy and made up from a number of different

studies, each with different designs and different hypotheses and

concerned with different aspects of the problem. What does emerge is
a clear predominence of female patients in groups of frequent attenders.
Not surprisingly, physical illness is a m^jor factor in frequent

attendance, accounting for between 40% and 50% of the cases in those

studies which looked specifically at this question. Psychiatric
disturbance of a psychoneurotic nature, chronic or recurrent is
considered a major factor in determining frequent attenders and those
studies that have measured personality in frequent attenders suggest
a high level of "neuroticism" or tendency to worry.

Requirements of the present study: The need for further study of

frequent attenders in general practice arose from an awareness that
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psychological disorder in its most general form is a very prevalent
feature amongst frequent habitual surgery attenders. However, it is
clear that psychological disorder cannot he adequately studied without
an examination of the other factors liable to predispose to frequent

attendances, namely physical health, age, sex and social circumstances.
The circumstances of general practice, namely the presence of

large, generally static population on the list of a single practice
or group of practitioners provided ideal opportunities for undertaking
a comparative study of cases (frequent attenders) and controls

(non—frequent attenders).
The next chapter goes on to describe the design of the study as a

case—controlled study of the social, psychological and medical
characteristics of habitual 'frequent surgery attenders in general

practice.



CHAPTER II

DESIGN OP THE STUDY
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DESIGN OF THE STUDY

In evolving a study protocol three "basic questions were first
considered. They were:

1. Which patients should he studied?

2. What characteristics should he studied?

3. How should the characteristics he studied?

Each of these three questions will he considered in turn.

1. Which patients should he studied?

A fundamental problem with studies concerning attendancerates in

general practice is the variation between groups of different age and
sex in the frequency of their consultations. In general, teenagers
and young adults have the lowest consultation rates, and those in

middle age and early old age have the highest rates. Rates for women

are considerably higher than for men. A crude numerical cut—off point

would, therefore, give an excess of middle aged and an excess of
females.

A decision was made at the outset to select the 10% most frequent
attenders from each decade age group, according to age at the time of
the study. In order to achieve this a random sample of patients was

selected by extracting eveiy second card from the medical record
shelves. Certain individuals were excluded, namely -
a. persons under 20 years of age at the time of the study,
h. persons who had not been continuously registered with the practice

for the previous four years,

c. persons whose records were incomplete.

An age-sex register was compiled of the patients selected in this

way. They were arranged in decade age, sex groups according to age at
the time of the study, with a note of the number of recorded surgery

consultations over the previous four years (1976 — 1979)*
Age and sex specific surgery consultation rates were compiled

(page 75)- Frequent attenders (cases) were selected by taking the

10% most frequent attenders in each decade age, sex group. An equal
number of age and sex matched controls were selected by taking the

next name in the register after each case, avoiding controls of the same
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surname as its corresponding case, so as to reduce the likelihood of

family related cases and controls. This method of case and control

selection was felt to have a number of distinct advantages.

They are:

1. The age and sex distribution of the cases and controls parallels
that of the random sample and hence that of the practice as a whole.
2. Variation in consultation rates according to age and sex can be
examined independently from other factors.

3. Because cases and controls are matched for age and sex, other
factors can be considered more accurately without worrying about
variations due to age and sex.

2. What characteristics should be investigated?

The aim of the study'is to investigate the characteristics of

frequent surgery attenders, with particular reference to their

psychological make—up, their general physical and mental health and
their social situation. Each of these categories will be considered

seperately.

Psychological make—up — Personality may be defined as the

"characteristic patterns of behaviour and modes of thinking, that
determine a person's adjustment to his environment". (Hilgard and

Atkinson) Because it is considered stable over- a period of time, and
to underlie certain characteristic patterns of behaviour, it might

reasonably be assumed that certain personality characteristics or

traits might correlate with the behaviour of frequent medical attendance.
In order to test this hypothesis a measure of personality was considered

asn essential component of the investigation.
It is customary, particularly in British psychiatry to make a clear

distinction between personality and psychological illness. Foulds

clearly states the position in- the opening paragraph of his book
" it is important to distinguish between personality traits and

attitudes on the one hand, and the symptoms and signs of mental (or
personal) illness on the other. These symptoms signal a disruption of
the normal continuity of the personality. Such a distinction is a

necessary prelude to any further understanding of the interaction

between personality and illness which might lead to advances in the



diagnosis, treatment, aetiology and prophylaxis of "the mentally ill".
Some assessment of current psychological illness is, therefore,

a logical and necessary complement to an assessment of personality.
General health (physical and psychological) - Health factors

are clearly the most obvious characteristics to investigate in

considering the characteristic features of frequent surgery attenders.
The prime assumption must be that patients seek medical attention when

they are ill and that frequent attenders are, therefore, more ill than
non—frequent attenders. However, this assumption requires confirmation
or refutation since there is much (largely anecdotal) suggestion that

many frequent attenders attend with trivial conditions which their

non—attending peers would suffer or treat-themselves. Secondly, an

analysis of the physical health of frequent attenders allows an

assessment of the categories of illness contributing most to frequent
medical attendance.

Social factors — Social background has long been considered an

important determinant of patterns of health and morbidity. This was

clearly shown in the Second National Morbidity Study, which showed miners
and quarry workers to have consistently higher surgery consultations
than other occupational groups.

Marital status, occupation, income and social economic class, type
of quality of housing and family size are all major, easily determined
social factors which have been considered to influence health and

figure conspicuously in health statistics.

3. How should the characteristics be determined?

feychological characteristics: The process by which personality

is described, assessed and quantified is a contentious issue in

psychology. Three basic approaches are possible. Description by

personality type implies allocation of the individual to a descriptive

category according to the major or outstanding personality

characteristics he or she displays. The terms hysterical., psychopathic,

obsessional, schizoid, passive, dependent, extrovert, are terms

applicable to individuals who display these features as outstanding

aspects of their personality. As descriptive terms they condense a number

of characteristics under a single uniform 'diagnostic' category. They
concentrate on extreme (abnormal) characteristics and fail to distinguish
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variation within groups. One classification attempts to distinguish

between normal and abnormal variations. Walton and Presley make a

distinction between Tcharacter disorder* as a term applied to

normal variation and personality disorder* as extreme (pathological)
variation outside the normal variation.

A formulation implies a brief and succinct account of the

formative influence, including genetic and experiential factors and a

description of the outstanding personality attributes of the
individual. It is essentially an aid to understanding the particular

present behaviour of the individual and is extremely useful in the
-clinical field as an aid to diagnosis and as a guide to treatment

involving psychological or social interference. Thus the diagnostic
formulation is of focal importance in the understanding and

management of psychiatric'disorder. However, as an instrument in
research it suffers seriously because of its essentially subjective
nature and the difficulty of validation and meaningful comparison.

The fundamental problem central to any process which attempts to

measure personality is that personality is -unique and individual. All

systems that attempt to allocate individuals to exclusive categories

fail to appreciate the subtle variations between individuals with

respect to the various characteristics of personality. Trait theories

of personality avoid this issue by assuming that an individual can

possess a large number of personality characteristics (or traits) which
he displays to a greater or lesser extent. Briefly, an individual's

personality can be more completely and accurately described by means

of a "profile" displaying his scores on a number of personality-
dimensions .

Over the past 30 years a whole science of psychometries has grown

up, concerned with the identification, validation and measurement of
those traits which provide consistent and meaningful descriptions of

personality. The two main approaches are those of R.B. Cattell in the

U.S.A. and H.J. Eysenck in the U.K. Both approaches rely on the use

of factor analysis to identify traits which are meaningful and valid.

The process of factor analysis is mathematically complex, but is
described in Cattell's book, "The Scientific Analysis of Personality".

Cattell's approach briefly was to select from the dictionary all

descriptive terms that related to aspects of behaviour. The second
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process involved elimination of synonyms, so as to leave a number of
terms which describe different aspects of behaviour. These Cattell

describe as 'surface traits'. After subjecting large numbers of

individuals to questionnaires designed to provide scores for these
surface traits, the data is subjected to factor analysis. Factor analysis
involves working out correlations between the various surface traits to

find which surface traits consistently go together. (e.g. does

sociability tend to go with talkativeness?) In this way a fairly small
number of 'source traits' can be identified which subsume a larger

number of surface traits. Cattell's analysis suggests that pe rsonality
can be adequately described in terms of continuously variable scores

on 16 dimension or personality factors.

Eysenck's approach, by contrast, derives from a view which recognises
the existence of very clearly marked and outstandingly important

dimensions, at least in the clinical field, namely eitfaversion —

intraversion (roughly sociability, 'outgoingness) and neuroticism

(emotionality or stability -instability).
The two scales E (extraversion — intraversion) and N (neuroticism)

have been validated in large scale factor analytic studies and Cattell's

scheme has been shown to provide essentially similar results (Cattell
and Schein 1961).

Eysenck has recently produced a further revision of his personality

questionnaire, the Eysenck ftersonality Questionnaire (E.P.Q.) This
revision introduces a further scale • P'. The theoretical basis for such

a scale is that in the same way that neuroticism is a dimension which

predisposes to neurotic illness, the likelihood of neurotic breakdown

being positively correlated to the size of the 'N' score; so there
should be a personality dimension predisposing to the development of

a psychotic illness.
The theory, of course, begs the question of the nature of

psychotic illness as compared with neurotic illness.
Neurotic illness is usually seen as an extreme of normal emotional

response, and tends to occur in those individuals whose emotional

responsiveness is heightened, i.e. in those individuals who are

"neurotic" in the sense of a personality predisposition. The term

neurotic simply implies that the individual tends to respond to



stressful events in a highly emotional way. They are, as Eysenck says,

essentially "worriers". The concept of "understandahility" in relation
to neurotic illness is an important and widely held idea. Neurotic

breakdown is seen as an extreme form of normal emotional response, with
which we are all familiar. The cut—off point that distinguishes
neurotic illness from normal emotional response is usually expressed
in terms of the extreme (beyond normal) extent of the response, or a

breakdown of social functioning. This concept of "understandability"

is enshrined in the work of Jaspers (General Psychopathology) and is
central to all subsequent discussion of neurosis. Ey contrast, the
distinguishing feature of a psychotic illness is that its form and
content is no longer understandable in terms of normal psychological

processes with which we are all able to empathise. It requires a

considerable leap of the imagination to understand the content of a

disturbed schizophrenic patient's thoughts and feelings in teims of normal

mental functioning.

Thus, the onset of psychosis is usually taken to imply a clear-
cut break with normal psychological functioning. In fact, Eysenck's
* P' scale is not particularly correlated with psychotic illness. It
seems to be more closely related to 'social deviance' in the general

sense in terms of behaviour, thought and attitude deviating from the

commonly accepted mores and attitudes of society. To quote Eysenck,
"A high scorer then may be described as being solitary, not caring
for people; he is often troublesome, not fitting in anywhere. He may

be cruel and inhuman, lacking in feeling and empathy and altogether
insensitive. He is hostile to others, even his own kith and kin and

aggressive to loved ones. He has a liking for odd and unusual things
and a disregard for danger; he likes to make fools of other people and
to upset them.

This is clearly a recognisable trait, but not one which we normally
think of as tending towards 'psychosis' but rather towards a social

deviance or 'psychopathy' in the sense by which it is understood in
British psychiatry and is accorded definition in the 1959 Mental Health

Act. Eysenck comments that psychiatric terms which would seem to ass¬

imilate this kind of behaviour pattern are 'schizoid', 'psychopathic'
and 'behaviour disorder'.
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The choice of a personality questionnaire for the purposes of the

study was narrowed dowito the Cattell 16 PF questionnaire and the

Eysenck Personality Questionnaire (E.P.Q.). A final choice came down
in favour of the E.P.Q. for the following reasons:

1. The E.P.Q. has a more obvious clinical relevance than the 16 PF.

2. The E.P.Q. is conceptually simpler, giving only three major
dimensions to consider rather than 16.

3. The E.P.Q. is diorter (90 items) than the 16 PF (l60 items) and

potentially more acceptable when combined with other questionnaires.
4. The E.P.Q. was developed in the U.K., first standardised in the U.K.
and is more widely used and better understood in clinical practice in

this country.

Psychiatric disorder amongst cases and controls: Professor David

Goldberg, Professor of Psychiatry at Manchester University and fonnerly
on the staff of the General Practice Unit of The Institute of

Psychiatry has reviewed the problems of psychiatric case identification

in general practice in his Maudesley Monograph (The Detection of

Psychiatric Illness by Questionnaire).
These are essentially:

1. Interview by psychiatrist.
2. Case identification by Research Assistant.

3. Case identification by validated structural interview or test.

4. Case identification by general practitioner.

Methods 1, 2 and 4 each suffer from certain common disadvantages.
Psychiatric case identification by interview requires a prolonged
and detailed history and examination. This is likely to be tedious
for both interviewer and interviewee, particularly if the prevelance
of the psychiatric disorder is low in the interviewee. Psychiatric
interview may be viewed as intrusive, particularly in those individuals
with little or no psychiatric disturbance, and it was felt that such an

interview might be considered unacceptable to a large proportion of
cases and controls. However, more importantly, the major critisism of
these methods of case identification is the subjective nature of the

data obtained, though this can be reduced by the use of structured
interview. A number of studies have pointed out the rather poor
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reliability of psychiatric diagnoses (Kreitman I96I; Norris 1959?
Schmidt and Fonda 1956) even when similarly trained psychiatrists
interviewing the same patients under similar conditions are compared.

The other major advantage in using a structured technique is that
from the point of view of research, a far greater degree of

reliability and validity can be "built into" a structured questionnaire
than could possibly be achieved by unstructured interview methods.

Finally, self administered questionnaires can be left with subjects to
fill in and post back at their own convenience and are potentially very

efficient ways of obtaining relevant and useful information.
For these reasons it was decided to make use of a suitably

standardised questionnaire designed to identify likely psychiatric
cases amongst the cases and controls. A number of self-administered

questionnaires are - available for psychiatric case identification.
Those considered were:

1. Cornell Medical Inventory — C.M.I.

The C.M.I, was developed during the Second World War, to screen

potential recruits for psychiatric disturbance. It has been used

extensively in the past to identify psychiatric cases in general

practice. (Herst 1965i Brown and Fry 1962, Shepherd et al 1966)
Rawnsley used his own modifications of the C.M.I, in a random population

and has compared the C.M.I, scores with his own psychiatric assessment,
thus carrying out a validity study. Goldberg has summarised the problems

encountered with the C.MI. They are:

a. Using a threshold of 10, 30% of identified cases would be
classified as normal.

b. There is a high test - retest reliability over one year

(correlation r = +O.87) Such a high stability of scores over

a period of time suggests that the measure may depend heavily
on personality factors.

c. There appears to be a social cultural bias in favour of a higher

score and hence higher apparent morbidity in lower social-

economic groups.

d. The C.M.I, is highly loaded with hypochondrial items

However, the main critisism of the C.M.I, is that it was never

designed as a screening test for psychiatric disorder, but was rather

designed as a kind of symptom check list corresponding to those questions
usually asked in a thorough medical history taking. That it was found
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to detect emotional disturbances not identified at clinical examination

was fortuitous. When Shepherd and his oolleagues undertook their

study of psychiatric illness in general practice in 1966 it was still
considered as good a measure of emotional disturbance as any available

at that time. As a screening test the C.M.I, distinguished quite well
between more severe groups (psychiatric nut patient groups) and given

practice normals, but is poor at distinguishing general practice cases

from normals. (Shepherd et al 1966)
2. Middlesex Hospital Questionnaire

This is a 48 item, self rating scale devised by Crow and Crisp in

1966. According to Crisp the MHQ is a brief self—rating inventory

allowing the subject to score between 0 — 16 on six scales:

ANX anxiety state
FHO - anxiety phobic state

OBS — obsessional state

SOM — functional somatic complaint

DEP - depressive state

HIS — hysterical state

Goldberg summarised his objections to this scale.

They are:

a. Traits are not distinguishable from symptoms.

b. There is little attempt to measure severity of disturbance.
c. The various subscales are devised on an ad hoc basis rather than

expressively from psychometric analysis.

3. Goldberg's General Health Questionnaire

This questionnaire was devised by Goldberg for the express purpose

of psychiatric case identification in general practice surveys. The full

questionnaire (60 item G.H.Q.) is intended to be used in either of two

ways. Firstly, as a screening test to identify probable psychiatric
cases who can then be diagnosed-formally on the basis of a structured

psychiatric interview. Secondly, it may be used to provide a score as

an index of minor psychiatric morbidity in a population.

Goldberg's method in devising the questionnaire was to examine a

large number of items for their ability to distinguish between three

criterion groups: a 'normal' group, a 'mildly ill' group and a 'severely
ill' group. Items which distinguish best between these groups were
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selected, on the basis of a complex statistical procedure of 'item

analysis'. Further elaborations of the questionnaire are a short
form (30 item G.H.Q.) and a form giving scales or a number of diversions
(scaled GH.Q.)

In the design of the questionnaire, careful attention has been made
to avoiding response bias and "yeah—saying" (by framing some of the items
as negative questions) and avoiding enduring symptoms and personality

traits, (by framing the questions in terms of a comparison between

symptoms occurring in the recent past, a few weeks, with the respondent's
normal behaviour and experience). Therefore, it is intended to
discriminate against enduring conditions.

It is designed to identify minor psychiatric disorders, in other
words neurosis, and is not intended to pick up other conditions,

personality disorder, psychosis or organic psychiatric disorders. -

The main objections to the G.H.Q.are:

a. It discriminates against chronic disorder (for the reason stated

above.)
b. Ify selecting items that discriminate best between cases and normals

the distribution of scores for a random population will tend

to be clustered in a low-scoring group 'probable normals' and

a high scoring group 'probable cases*.
The G.H.Q. has found wide acceptance as a measure of minor

psychiatric disorder in general practice surveys.

The final choice was made in favour of the G.H.Q. for the following

reasons:

1. It is specifically designed for use in psychiatric case identification
in general population.
2. It is extensively validated and a large resource of validation

material exists.

3. It has gained wide acceptance in general population studies, thus

making comparisons with other studies easier.

4- Ify" excluding items that load with personality variables and

concentrating on symptoms of recent onset, the G.H.Q. gives an indication
of the prevelance of psychiatric disorder in the two groups, freed of
the 'contaminating* effects of personality factors (however, at the cost
of possibly excluding chronic disorders).
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The combination of G.H.Q. and. E.P.Q. was felt to provide a full

assessment of psychological make up, both in terns of psychiatric
illness and personality.

Medical characteristics of cases and controls

A problem arises when attempting to quantify the physical health
of individuals. Health and illness are notoriously difficult to define.
The tradition of medicine is to define disease in terms of clear cut

disturbance of bodily functions with a definite aetiology, pathology and
prognosis. Individuals are assumed healthy unless disease is found. In
this way, health is defined as the absence of disease.

Chroricity and severity are the two aspects most commonly used to

describe the effect an illness has on an individual's general health.

Chronicity indicates the "tendency of symptoms or illness to persist over

a period of time. Severity indicates the extent to which the illness

causes serious disturbances of functioning, though the disturbance

may not necessarily be apparent symptomatically but may be shown by some

pathological change for example, left ventricular hypertrophy demonstrated

by E.G.G. or chest x-ray in hypertension.
When we talk in terms of poor health we usually imply chronic ill

health. Often serious acute illness involves an acute or chronic

process such as stroke or myocardial infarction, where a previously

pathological process is assumed to be present.

Medical record cards (TIP 5/6) provide a valuable source of medical
information about individual patients. British general medical services

are based on the principle that each individual has allocated to him a

personal medical practitioner, who provides primary medical services
and is responsible for referring him for further medical opinion,

investigation and treatment. The general practitioner provides an important

co-ordinating function in addition to his role as the provider of primary

medical care. Traditionally, specialist opinion and the results of

investigation are passed on to the general practitioner.
The general practitioner's records are potentially the most

comprehensive written record available of an individual's medical

history from birth.
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It was decided to make use of the medical record cards to provide

information about past medical health. The technique adopted was to
examine medical record cards, noting serious or significant episodes of

physical or mental disturbance. Physical health and psychological
health were then assessed according to the categories good or average,

poor, or very poor, on the basis of the episodes of illness recorded and
the overall medical records. A small study was undertaken to assess the

reliability of this technique which is described in Chapter III. This

study indicated that such a method is at least reliable, in so far as

there was considerable agreement between the two doctors who undertook

this small study as to the assessment of the past physical and

psychological health of patients based on the information contained in

their medical record cards.

The validity of the information contained in the record cards is

an important consideration. General practice record cards contain a wide

range of information, some little more than opinion or guesswork, some

'hard* data such as the results of pathological investigations. The

policy adopted in assessing the medical record cards (which is described
in more detail in Chapter III) was to err on the side of being critical
of the data contained in the medical record cards, particularly when

allocating individuals into categories of average, poor or very poor

health.

The method finally developed to investigate frequent attenders
in general practice was to make use of a case/control study of frequent
attenders with selection based on records of attendance rates over a

period of four years as recorded in the patient's medical record cards.
In order to select an adequate number of subjects for study, it was

decided to make use of a sample of frequent attenders of approximately
100 to 150 subjects and an equal number of controls, selected from a

random sample of registered patients.
The cut off point for frequent attenders in each group was fixed

at 10$; that is the 10$ most frequent at enders in each group were

selected as "frequent attenders" from which controls could be selected

by a random process. The figure of 10$ is arbitary but it was felt that
this cut off point allows a clear definition of the frequent attenders,
while providing an adequate number of cases.
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It was the practice of all members of the practice since 1975 to

make a note of all surgery attendances in the medical record cards.
Whilst it was accepted that on occasions some consultations might not

he recorded (for instance if the card was temporarily missing), it was

felt that a count of the attendances on record cards would give a good

measure of surgery consultation rates, particularly when averaged over

four years. As a check, average rates could he checked against

published national figures (e.g. Second National Morbidity Study).
The decision to exclude consultations other than surgery attendances

was made for two reasons. Firstly, there was no assurance that such

consultations, for example routine and emergency home visits, telephone

consultations, consultations at factories the practice serves, were

adequately recorded in the record cards. Secondly, the inclusion of
such consultations would widen the scope of the study to a broader and
more complex pattern of health related behaviour. It was felt that if

piients seen frequently at home were to be studied, they should form the
basis of a separate study.

The fona of the study would be in two parts, firstly the selection
of cases and controls and secondly the investigation of characteristics
of cases and controls. The final foim of the study is outlined in the

protocol.
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PROTOCOL: A case/control study of the social, medical and, psychological

characteristics of habitual frequent attenders in general practice.

Fkrt I: Selection of cases (frequent attenders) and controls (non—frequent
atenders). A random sample of patients registered with the practice are

to he selected from the medical record card cabinet (arranged in

alphabetical order) by selecting eveiy second card in the cabinet.
Cards to be excluded are:

1. Those less than 20 years of age on 1.1.75*
2. Those patients newly registered with the practice after 1.1.75*

3. Those patients whose records are incomplete for the period 1.1.75
to 31.12.79.

The number of surgery consultations for the period 1.1.75 "to

31.12 79 are recorded on an age/sex register, with names allocated to
decade age group according to age at 1.1.75* In this way an age/sex
register of the sampled patients is compiled. Cases are selected as the

10]o most frequent attenders in each age/sex group. Controls are

selected by taking the next name after the cases selected in each group

but excluding as controls those individuals with the same surname as the

corresponding case (to avoid selecting cases and controls from the same

family).

Part II: Investigation of the social, medical and psychological features

of cases and controls. Investigation of these characteristics is by

personal interview, self—administered questionnaire and examination of
themedical record cards.

1. Social characteristics: details of occupation marital status, number
of children and type of housing are asked at interview.

2. Psychological characteristics: Standardised self-administered

questionnaires are used to determine personality characteristics

(Eysenck's E.P.Q.) and the prevelance of minor psychiatric disorders
(Goldberg's G.H.Q.) In addition, details of past mental health can be
obtained from the medical record card.

3. Medical characteristics: examining the medical record cards, the

past health can be assessed into the categories average, poor, or very

poor and a note made of serious past physical illnesses.
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Statistical handling of the results canhe undertaken using standard

parametric and non—parametric statistical tests for differences observed

between cases and controls. Standard statistical tests (and student*s
•t* test and chi square test) are to be used to test differences found
between cases and controls.



CHAPTER III

THE ASSESSMENT OF PAST HEALTH FROM

MEDICAL RECORD CARDS: A STUDY OP RELIABILITY
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An important problem arises in assessing past health from medical

record cards in that different observers may assess individuals

differently with regard to the severity and significance of medical

problems found in the record cards. However, the medical record cards

which a general practitioner keeps, can provide a most valuable record
of the past health of an individual patient. Not only does the medical

record card (EC5&C7) contain a record of those medical transactions
occurring between the general practitioner and the patient from birth,
but it also contains reports from other medical and social services.

Other case records, for instance hospital case records are necessarily
less complete.

Provided that the information obtained from medical record cards

can be shown to be reliable, that is, little influenced by the
attitudes and expectations of the person examining the cards, then they
should be capable of providing a very useful and comprehensive account

of past medical history.
This small study was undertaken to investigate the reliability of

the assessment of past physical and psychological health from a

randomly selected sample of medical record cards in general practice.
No attempt was made to assess the validity of the information, but it
was felt, for the reasons outlined above, that the medical record cards

provide a potentially comprehensive and valid account of past medical

health.

METHOD

Fhtientfs names were selected at random by a receptionist dipping
into the age/sex register and selecting two cards from each decade age

group (i.e. 20 - 30, 30 - 40, 40 - 50, 50 — 60, 60 — 70, 70+) for each

sex, giving a total of 24 names. One doctor, a principal in the practice

(J.N.W.) examined the cards and assessed the past medical history

according to the categories in Pig. 1.

Sfc 1

Name

D.o.B.

Phst Health

Physical

good/
poor/

v.poor

Fdst Health

Psych.

good/
poor/

v.poor

Sig. Phys,
illness

list

Sig. Psych,

illness

list
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The cards were then passed to another doctor (i.G.) a trainee in
a practice in a neighbouring town, who assessed the patients separately

according to the same procedure. Certain definitions were agreed
between the two doctors prior to the assessment.

DEFINITIONS;

Significant physical illness:
An illness that seriously impaires health or bodily functions,

or causes serious distress or pain, or any condition whether or not

giving rise to symptoms which poses a serious threat to present or future
life or health.

Signi fi cant psycho logi calcondi ti ons:

Any psychological "condition giving rise to persistent symptoms

or causing serious impaire'ment of social functioning. Excludes —

character disorders or transient situational states e.g. normal grief

reaction or reaction to adverse life events, unless abnormal or prolonged.
Includes — personality disorders, alcoholism and addiction.

RESULTS:

One card was considered insufficiently complete for assessment and

was rejected. Results for the other 23 are shown in Table I with

regard to the assessment of past physical and psychological health.

Past physical health

15 of the 23 patients were rated as 1average' or 'good' past physical

healtn by both doctors, 5 were rated as having 'poor' past phyacal health and
1 was rated as 'very poor' by both doctors. In only two cases did the

doctors disagree and in each case J.N.W. rated a patient 'poor', I.G.

rating the same patient as 'average*. Complete agreement was therefore

obtained in 21 of the 23 patients, a rate in agreement of $1%.
Pooling the patients classified as poor and very poor past physical

health, the results may be expressed in the following table.

I.G.

Poor Totals

0 15

6 8

6 23

Good

Good 15

J.N.W. Poor 2

Totals 17
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Fhst psychological health

Both doctors rated 18 of the 23 patients as having 'good' or

'average' past psychological health. Three patients were rated "by
"both doctors as having 'poor' past psychological health. Again, the
two doctors disagreed with regard to two patients, each rating one

patient 'poor* that the other had rated 'average'. Complete agreement

was again found in 21 of the 23 patients, 91% agreement.

I.G.

Good Poor Totals

Good 18' Is. 19

Poor Is' 3 4

Totals \ 19 4 23

Table II shows the number of significant physical illnesses and

psychological conditions recorded by the two doctors. J.N.W. recorded

52 significant physical illnesses (average 2.5 illnesses/patient),
7 psychological conditions (average 0.3/patient). I.G. recorded 42
significant physical illnesses (average 1.8/patient), 7 significant

psychological conditions (average 0.3/patient).

DISCUSSION;

Though agreed definitions were used for the terms "significant

physical illness" and "significant psychological condition", no agreed
criteria was laid down to define the terms 'average*, 'poor', or

'very poor*, in relation to past health. Nevertheless, a high level
of agreement (91%) was found for the past health categories, as compared
with a smaller figure of 56% and 69% for agreement as to specific
illness noted. This suggests that the overall impression derived from

the card counted more in assessing the past health than the number or

nature of the condition noted in the past health.

The high reliability found between the two doctors, one of whom
is a general practitioner where the patients are registered, the other
a general practitioner in another practice unfamiliar with the patients

concerned, suggest that personal acquaintance with the patients need
not be a problem in assessing past medical history from medical record
cards.
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J.B.W.

TABLE I

I.G.

Case FH Phys PH Psych PH Phys FH Psych Phys psych

1. poor avg. poor avg. a a

2. avg. avg. avg. avg/poor a a/d
3. avg. avg. avg. avg. a a

4- poor avg. poor avg. a a

5- avg. avg. avg. avg. a a

6. poor avg. avg. avg. d a

7. avg. avg. avg. avg. a a

8. avg. avg. avg. avg. a a

9- poor avg. , poor avg. a a

10. v.poor avg. • v.poor avg. a a

11. avg. avg. avg. avg. a a

12. avg. avg. avg. avg. a a

13. avg. avg. avg. avg. a a

14. avg. avg. avg. avg. a a

15- ? poor avg. avg. avg. d/a a

16. avg. avg. avg. avg. a a

17. avg. avg. avg. avg. a a

18. poor avg. poor avg. a a

19. avg. poor avg. poor a a

•0CM poor poor poor poor a a

•

1

1CM avg. avg. avg. avg. a a

22i , avg. poor avg. poor a a

23. avg. poor avg. poor a a

poor &
ave. 15

poor 4 poor 6 poor 4 disagreed. 2 disagreed

% agreed JVfo
"/o disagreed 9
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TABLE II

J.N.W. I.G.

phys psych

Case
s. phys
illness

s. psych
condition

s. phys
illness

s. psych
condition agree

di s—

agree
agree

dis¬

agree

1. 4 0 3 0 2 3 0 0

2. 0 0 0 1 0 0 0 1

3. 2 0 1 0 1 1 0 0

4. 3 0 1 0 1 2 0 0

5. 1 0 0 0 0 1 0 0

6. 4 0 1 0 1 3 0 0

7- 1 0 1 0 0 1 0 0

8. 2 0 0 0 ■ 0 2 0 0

9- 5 0 3 0 2 3 0 0

10. 8 0 6 0 6 2 0 0

11. 1 0 2 0 1 1 0 0

12. 1 0 2 0 0 2 0 0

13. 1 0 1 0 1 0 0 0

14. 0 0 0 0 0 0 0 0

15. 3 1 3 0 2 0 0 1

16. 0 1 0 1 0 0 1 0

17. 2 0 3 0 2 1 0 0

•COrH 3 0 4 0 2 3 0 0

19. 0 1 0 1 0 0 1 0

20. 3 1 2 1 2 1 1 0

21. 2 1 3 1 1 3 1 0

22. 3 1 3 1 2 2 1 0

23. 3 1 4 1 3 1 1 0

Totals 52 7 42 7 29 32 6 2
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RESULTS: PERSONALITY AND PSYCHOLOGICAL HEALTH OF CASES AND CONTROLS

The study has been formulated in such a way as to provide a number

of independent indicators of psychological functioning. They are:

1. Personality — using the E.P.Q.

2. As estimate of the prevelance of minor psychiatric disorders using

Goldberg's G.H.Q.

3. An assessment of past psychological health, including psychiatric

diagnosis and where appropriate a brief formulation.

The study, therefore, affords a means of comparing the measures -

each with the other, both in frequent attenders and controls. However,
v

the initial consideration will be in terms of each measure separately.

1. PERSONALITY

The findings in terms of the E.P.Q. are summarised inl^Table IV (i^).
Before looking at the individual scales it is necessary to consider how

the various scales vary with sex and age. Eysenck publishes

standardisation data for a selection of normal samples, selected at
random from the population by a commercial firm for the purpose of

carrying out market research (Table IV (i))» Though the individual

samples may be considered random, the summarised data clearly contains
an excess of younger persons aged 16 - 30, most striking in the female

samples, which contain a marked excess in the age group 20 — 29.
The samples of frequent attenders are well matched with respect

to mean age, for both males and females in both cases. Mean ages for

frequent attenders and controls fall in the region 45 - 47• When

comparing the present samples with Eysenck's validation data, then the

figures to look at are those for the group aged 40—49-

The L scale requires some consideration before the other scales

can be considered. Eysenck first incorporated this scale in the E.P.Q.

in an attempt to measure a tendency on the part of some subjects to
♦fake good'; this tendency is particularly marked when the questionnaire
is administered under conditions where such a tendency would seem

appropriate, for instance as a part of an employment interview. It

might also be considered that in the present study some patients might
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TABLE IV (i)

MEAN SCORES OB THE E.P.Q. FOR FREQUENT ATTENDERS AND CONTROLS

FEMALE FREQUENT ATTENDERS Total)

P E N L

n

54 1*94 11.31 13-2 12.35
S.D. 1.76 4.79 6.14 4.41

FEMALE CONTROLS (Total)'

P E N L

11

45 2.2 10.13 9.78 11.18
S.D. 2.4 4.80 5.45 4.68

MALE FREQUENT ATTENDERS (Total)

P E N L

n

55 2.75 10.25 11.74 9.69
S.D. 2.2 5-1 6.15 4-24

MALE CONTROLS (Total)

P E N L

n

41 2.24 10.12 9.0 10.51

S.D. 2.09 4.60 4.64 4-47



TABLE IV (ii)

Age norms (Adult)

Males

P E N L

n M S.D. M S.D. M S.D. M S.D. n

16 - 19 540 4-63 3.27 14.46 4.27 10.69 5.08 6.05 3.80 563

20 - 29 768 4.19 3.26 13.72 4.79 9.81 5.09 6.5O 3.88 649

30 - 39 404 3.27 2.75 v 12.85 4-73 9-33 5.18 7.53 4.51 181

40 - 49 327 3.09 2.59 12.38 5.14 9.17 5.06 8.07 4.09 126

50 - 59 208 2-57 2.51 10.76 5.29 10.12 5.40 9.10 4.06 73

60 - 69 65 2.56 2.47 10.44 4.97 8.51 5.60 11.58 5.15 32

2312 3.78 3.09 13.19 4.91 9.83 5.18 6.80 4.14 1624

Females

P E N L

n M S.D. M S.D. M S.D. M S.D. n

16 - 19 590 2.99 2.56 13.31 4.61 13.28 5.22 6.78 3.92 680

20 - 29 1366 2.79 2,41 12.89 4.70 12.87 4-99 7.17 3.85 1098

30 - 39 544 2.28 2.20 11-97 4-95 12.57 5.28 8.84 4.05 285

40 - 49 416 2.35 1—11—1•C\J 12.24 4.92 12.63 5.38 8.86 3.87 203

50 - 59 273 2.21 I.96 11.61 4.98 12.11 5.36 11.09 4-75 140

60 - 69 73 2.69 2.94 12.07 5.40 10.19 5-55 12.06 4.89 56

3262 2.63 2.36 12.60 4-83 12.74 5-20 7-73 4-18 2462

Eysenck H.J.

Manual of "the E.P.Q.
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tend to 'fake bad* if they wished to emphasise the severity of their
conditioni A major difficulty of the L scale which Eysenck points
out is that it is clear that the scale possesses a high degree of
factorial unity with individual items having a high loading on this
factor and no other. The L scale appears to measure two components;

a stable personality factor, the precise nature of which Eysenck admits
little is known, as well as a tendency to dissimulate ('fake good' or

'fake bad') dependen on the circumstances in which the questionnaire
is administered or is viewed by the respondents.

If serious differences were observed between frequent attenders
and controls in the L scale it would raise the question as to whether
the differences arose from the differences in this stable personality

factor to which Eysenck refers, or the tendency of the two groups,

frequent attenders and controls,to dissimulate.
In the event, the differences between frequent attenders and

controls on the L scale were small and inconsistent, male frequent
attenders having slightly lower mean L scores than controls,

(difference 0.82) and female frequent attenders slightly higher mean

L scores than controls (difference 1.17). In neither case was the
difference significant. It was felt that since the mean L scores were

similar in cases and controls, the tendency to 'fake good* or 'fake bad'

given similar conditions under which the test was administered, was

similar, and that it was quite reasonable to go on to compare the
three personality scales, P, E and N.
The 'P' Scale

To recap, the high P scorer is described as solitary, not caring
for people, often troublesome and not fitting in anywhere. He may

be cruel and inhuman, lacking in feeling and empathy and altogether
insensitive. He is hostile to others, even to his own kith and kin,

and aggressive even to loved ones. He has a liking for odd and unusual

things and a disregard for danger. He likes to make fools of other

peoples and upset them. In short, the psychiatric terms which

assimilate this kind of behaviour include 'schizoid', psychopathic'
and behaviour disorder'.
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The mean P scores for "both male frequent attenders and controls
show little difference and are minimally lower than Eysenck's

validation data. Similar considerations apply to the female P scores.

(Male frequent attenders - mean P scores 1.94, S.D. 1.75j controls -
mean P scores 2.2, S.D. 2.37
Female frequent attenders - mean P scores 2.75» S.D. 2.18; controls —

mean P scores 2.24, S.D. 2.07)
We can conclude that the P score of the E.P.Q. does not distinguish

frequent attenders from the non—frequently attending controls.

The *E* Scale

The extraversion—intraversion dimension of personality is better

understood than the concept of psychoticism and requires little

explanation. The typical extrovert is sociable, likes parties, has

many friends, needs to have people to talk to and does not like reading
or studying by himself. He craves exitement, takes chances, often sticks
his neck out, acts on the spur of the moment and is generally an

impulsive individual. He is fond of practical jokes, always has a

ready answer and generally likes change; he is carefree, easy—going,

optimistic and likes to "laugh and be merry". He prefers to keep

moving and doing things, tends to be aggressive and lose his temper

quickly; altogether his feelings are not kept under tight control and
he is not always a reliable person.

The typical introvert is a quiet, retiring sort of person,

introspective, fond of books rather than people; he is reserved and
distant except to intimate friends. He tends to plan ahead, "looks
before he leaps" and distrusts the impulse of the moment. He does not

like excitement, takes matters of everyday life with proper seriousness
and likes a well ordered mode of life. He keeps his feelings under
close control, seldom behaves in an aggressive manner and does not

lose his temper easily. He is reliable, somewhat pessimistic and places

great value on ethical standards. (Eysenck H.J.)
In the present study, the scores for the E scale were very similar

for males (frequent attenders - mean 10.25, S.D. 5*1; controls —

mean 10.12, S.D. 4»6). The figues for females show a small but

insignificant difference (frequent attenders -mean 11.31, S.D. 4-8;
controls - mean 10.13, S.D. 4*8).
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We can conclude thai there is no evidence for a difference in

mean E scores between the two groups.

The 'S' Score — neuroticism

Reuroticism is a unitary dimension of personality which has clear
clinical relevance. Indeed it was the first dimension defined by

Eysenck in his original factor analysis based personality

questionnaire, the Maudsley Medical Questionnaire. (Eysenck 1952).
Reuroticism may be defined as 'emotionality* or 'anxiety

r

proneness'. The typical high R scorer is described as being an anxious,

worrying individual, moody and frequently depressed. He is likely to

sleep badly and to suffer from various psychosomatic disorders. He is
v

overly emotional, reacting too strongly to all sorts of stimuli, and
finds it difficult to get back on an even keel -after each emotionally

arousing experience. His strong emotional reactions interfere with
his proper adjustments, making him react in irrational, sometimes

rigid ways. When combined with extraversion, such an individual is

likely to be touchy and restless, to become exciteable and even aggressive.
If the high R scorer has to be described in one word, one might say that
he is a worrier; his main characteristic is a constant preoccupation
with things that might go wrong and a strong emotional reaction of

anxiety to- these thoughts. (E^ysenck H.J.)
It is clear that the high R scorer can be expected to suffer

from neurotic illnesses, most commonly anxiety and depressive
neuroses. As might be expected, neurotic patients as a group display
elevated mean R scores (males 16.56 — 4»64> females 17.88 — 3»94.) Drug

addicts, patients with personality disorders, and alcoholics, who

commonly display severe neurotic symptoms display even higher scores

whilst psychotics as a group and endogenous depressives display elevated

though smaller mean R scores.

It is widely understood that health is a oommon - if not the most

common focus of anxiety in those individuals who are by nature worriers.
It is only to be expected that individuals who display high R scores

should figure commonly in groups of frequent medical attenders.
In the present study, mean R scores were found to be higher

amongst frequent attenders for both males and females.
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TABLE IV (iii)

mean N S.D. n

Male frequent attenders 11.74 6.15 55

Male controls 9 4.64 41

t = 2.96

mean N S.D. n

Female frequent attenders 13.2 6.14 54

Female controls 9.78 5-45 45

t = 2.63

Though modest elevations in terms of the figures for populations of

psychiatric patients, these differences are significant, suggesting
a higher liability to neurotic disturbance amongst frequent attenders as

compared with their peers with average consultation rates.

2. THE PREVELANCE OF MINOR NEUROTIC ILLNESSES IN FREQUENT ATTENDERS AM)

CONTROLS.

The instrument used for the detection of psychiatric illness,

Goldberg's General Health Questionnaire, is so designed as to provide a

score (from 0 — 60) for each individual, indicating the extent of

psychiatric disturbance in that individual. Goldberg has discussed at

length how this score may be interpreted and used in detecting

psychiatric cases, or in indicating the prevalence of minor psychiatric
disorders in the population.

In one sense a respondent's score can be thought of as providing

"a quantative estimate of his degree of psychiatric disturbance." High
scorers are considered more severely ill than low scorers. Goldberg

makes the interesting point that those items which best discriminate

psychiatrically disturbed individuals from normals are those items
related to social functioning or coping, rather than the presence of
traditional psychiatric symptoms. The conclusion Goldberg draws is that

although there may be strong theoretical reasons for measuring severity
of illness in terms of the traditional phenomena of illness, many of
the items that best define illness are inextricably connected with the

patient's perceiving himself as unable to cope with his problems and
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deal with social difficulties. (Goldberg 1972 p. 91)
The second way of conceptualising a score that Goldberg discusses

is "the probability of being a psychiatric case". The significance of
the cut off point being 12 as defining the boundary between probable
normals and probable cases is simply that as an individual's score

rises from 11 to 12, the probability of that individual being a

psychiatric case rises from less than 0.5 to more than 0.5* This

probability falls steeply as an individual's score falls below 12, and
rises steeply as the score rises.

Clearly, individuals with scores in the middle range (say 9 - 15)
are likely to have a high rate of misclassification, whilst the more

extreme range (say less than 6 or greater than 20) are less likely' to
v

be misclassified. The effect of raising the threshold is to increase

the specificity of the test (i.e. reduce the number of false positives)
but reduce the sensitivity (i.e. increase the number of false

negatives). The converse is, of course, true.
The overall misclassification rate of a screening test, such as

the G.H.Q., varies according to the prevalence of the condition in the

population under investigation, thus at the extreme condition in which
the prevalence is 100%, the misclassification rate will be determined

by the sensitivity. At the opposite extreme, with a prevalence of 0,
the misclassification rate is determined by the specificity. At

intermediate prevalence rates, the overall misclassification rate

depends upon the prevalence in the population of the disorder under

investigation.

Goldberg has determined the overall misclassification rate in a

number of populations, assuming a prevalence of 25%• Using the 60 item

G.H.Q. overall misclassification rates of 10.3% and 8.2% were

obtained in a London general practice, and a London medical outpatient

department respectively.
On this basis, it was felt that a fairly accurate assessment of the

prevalence of minor psychiatric disturbance could be made in each

group by counting the numbers of individuals with G.H.Q. scores of 12
or more as probable cases.

In the present study 47*3% of male frequent attenders had a G.H.Q.
score of 12 or more and were classified as "probable psychiatric cases",

compared with 14-3% of controls.
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Among females, 42.6% of frequent attenders scored 12 or more

compared with 17.8% of controls. These figures are shown in the table.

TABLE IV (iv)
Scores on Goldberg's General Health Questionnaire

G.H.Q."^ 12
G.H.Q.< 12

Males

Frequent attenders Controls
26 6

29 36

JC = 10.28

d.f. = 1

G.H.Q.^ 12

G.H.Q.^ 12

Females

Frequent attenders Controls
23 8

31 37
X

X = 5.92

d.f.

Bearing in mind that the groups of controls exclude the 10% most

frequent attenders, the rates of high G.H.Q. scorers in a true randcm

population sample may be calculated by the following formula:

Yq (9 x % of controls with G.H.Q.^ 12 + % of frequent attenders with
G.H.Q. p. 12).

This gives the following figures for a random sample of the

practice population as a whole.
Males 17.6%

Females 20.3%
The figures are quite close to those quoted by Goldberg for random

population samples.

* Yate*s correction for continuity used.
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TABLE IV (v)

Mean G.H.Q. scores amongst cases and controls

Males

Frequent attenders Controls
n 55 41

Mean G.H.Q. scores 13 4*56
S.D. 13.38 . 6.66

Females

Frequent attenders Controls
n '54 46

Mean G.H.Q. scores 12.07 5«24

S.D. 12.3 9-31

The G.H.Q. scores amongst both controls and frequent attenders are

clearly not normally distributed as the histogram, Table IV (vi)
demonstrates and is, if anything, bimodalf particularly in the groups of

frequent attenders with a high prevalence of minor psychiatric disorder.
In these circumstances, it was felt inappropriate to apply a *t'

test to the mean G.H.Q. scores of cases and controls. However, it is

striking that in both males and females the mean G.H.Q. scores amongst

cases is more than twice that amongst controls. If the mean G.H.Q.

can be taken as an indicator of the severity of psychiatric disturbance

among the population under study, the severity of psychiatric disturbance

among frequent attenders (2—3 times that of controls) is in keeping
with the ratio of probable cases to probable normals observed by taking

a cut-off point of 12 as Goldberg suggests. (males 3-3:1; females 2.4:1).
The high mean H scores and the large number of high scorers on the

G.H.Q. indicate both an increased pre—disposition to, and an actual increase
in the prevalence of psychiatric disorder in frequent attenders. To
indicate the nature of this pattern of psychiatric disturbance it is

necessary to examine the medical histories of frequent attenders. The

study provides three indicators to past psychiatric history; a note of



TABLE IV (vi)

Distribution of G.H.Q. scores amongst frecruent attenders and controls

Males

G.H.Q. Scores Controls Frequent attenders

0

5

10

15

20

25

30

35

40

45

50

55

4

9

14

19

24

29

34

39

44

49

54

60

26

8

5 —

1

42

21"

2-

6-

6-

7"

2"

1-

1"

2-

1-

1-

50

Females

G.H.Q. Scores

0-4

5-9

10 - 14

15 - 19

20 - 24

25 - 29

30 - 34

35 - 39

40-44

45 - 49

50 - 54

55 - 60

Controls

34

4

1

1

2

5

47

Frequent attenders

19-
8

7

3-

9-

54
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significant episodes of psychological disturbance, a brief summary covering

social, medical and psychological background and an assessment of past

psychological health.

Casting the net wide, 36 out of 55 (65%) male frequent attenders,
and 30 out of 50 (60%) female frequent attenders have G. H.Q. scores of
12 or more, a history of significant psychological disorders, or have
been assessed as having poor or very poor past psychological health.
This compares with 6 out of 41 (15%) of male controls and 12 out of 46
(26%) female controls.

If we consider only those individuals with high G.H.Q. scores,

affective disorders of a neurotic nature make up the bulk of the diagnostic

categories. However, eight males and three female frequent attenders
scored 12 or more on the G.H'.Q. but were not noted to have suffered a

significant psychological disorder. Two possible explanations are

forthcoming. Firstly, the individuals could be 'false positives',

secondly they could represent unrecognised psychiatric disorder. Goldberg
discusses misclassification rates at some length. He quotes a

misclassification rate of between 5% and 12% depending upon prevalence

(this includes both false positives and false negatives). In his
validation study based on comparisons of G.H.Q. scores with the results

of structured clinical assessments carried out on 200 consecutive surgery

attenders the total number of false positives was found to be 13« This

was in a population of 102 high scorers (51%) and 98 low scorers (49%) •
In the context of the present study with a somewhat similar

percentage of high scorers (42 — 45%) a similar proportion (6 — 5%) of
false positives might be expected. It seems unlikely, therefore, that
the 13% of frequent attenders with high G.H.Q. scores but with little

psychiatric history could all be accepted as "false positives'} but rather
that less than half might be expected to be false positives and the rest

unidentified psychiatric cases.

Another possible explanation for the presence of this number of high

G.H.Q. scorers with no significant psychological history is the

possibility that a number of physically ill patients without c lear

psychiatric symptoms were included, since a number of the G.H.Q. items
relate to the patient's appreciation of his physical well—being. In fact,

seven of the eight males and two of the three females with unexplained
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high G.H.Q. scores were rated as poor or very poor past physical health.
These comprise an older, iller group with considerable physical illness.

In order to reduce the false positive rate due to physical illness

those questionnaires with scores of 12 or more were examined again, using
the items of a shortened version of the G.H.Q. selected by eliminating
those items most commonly scored by individuals who were considered

exclusively physically ill in the general practice validation study.
This shortened form, G.H.Q. 36 item (physically ill) is only

slightly inferior in terms of sensitivity and specificity to the 60 item

G.H.Q. (G.H.Q. 60).
All G.H.Q. forms of cases and controls scoring 1 2 or more on the

full scale G.H.Q. were re—examined selecting only those items included

in the shortened form G.H.Q. >36 (physical illness) and a cutting score

of 4/5 as suggested by Goldberg (scores of 5 or more would be considered
probable cases). In the event, only two individuals, one male and one

female frequent attender scored 12 or more on the GJIQ. 60 but less than

5 on the shortened G.H.Q. 36 (physically ill) and could, therefore, be
considered as probable misclassification due to physical illness.

All the frequent attenders with high G.H.Q. (60) scores, average

psychological health remained high scorers when re—examined with the

G.H.Q. 36 (physically ill). It seems likely that in these individuals

psychological disorder has been masked by the presence of compelling

physical illness, and that both physical ill health and psychological
disorder co-exist. The relationship between physical illness and minor

affective disorder is clearly important and will be discussed further

in a later chapter.

Table IV (viii) shows the significant psychological disorders
identified from the medical records of those frequent attenders with high

G.H.Q. scores (12 or more) Table IV (ix) shows those psyhological
disorders identified in frequent attenders rated as having a poor or

very poor past psychological health by examination of their medical
records.

The pattern that emerges is a compelling one of a high predisposition

to, and a high prevalence of neurotic disturbance in the form of anxiety
states and depressive disorders. There are important sex differences

with alcohol playing an important part in the psychiatric morbidity of

males, usually in association with other overt psychiatric disturbances,
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TABLE IV (viii)

Frequent attenders G.H.Q. scoresj^!2
Episodes of significant psychological disorder

MALES

Anxiety and phobic state

Depressive disorder

Alcohol problem

Chronic organic brain syndrome

Manic depressive psychosis

Schizophrenia

Mental•aubnormality

Personality disorder

Mo psychiatric disorder noted

Cases

9

9

5

1

3

8

Controls

1

2

FEMALES

Anxiety and phobic disorder

Depressive disorder
Alcohol problem

Chronic organic brain syndrome

Manic depressive psychosis

Schizophrenia

Mental subnormality

Personality disorder
No psychiatric disorder noted

Cases

8

15

2

1

1

2

Controls

1

3
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TABLE IV (ix)

Frequent attenders: Individuals rated poor or very poor past

Psychological health - episodes of psychological disorder

MALES

Anxiety and phohic state

Depressive disorder

Alcohol problem

Chronic organic brain syndrome

Manic depressive psychosis

Schizophrenia

Mental subnormal!ty

Personality disorder

Cases

11

10

7

1

Controls

FEMALES

Anxiety and phobic state

Depressive disorder

Alcohol problem

Chronic organic brain syndrome

Manic depressive psychosis

Schizophrenia

Mental subnormality

Personality disorder

Cases

7

15

2

1

1

Controls

1

2
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especially anxiety symptoms. Whereas in males anxiety states and
depressive disorders occur with equal frequency, amongst female

frequent attenders depressive disorders are noted twice as frequently
as anxiety states.

If we consider those individuals who have been rated as poor or

very poor past psychological health on the basis of their past medical

records, the pattern of psychiatric morbidity remains essentially
similar with the addition of a small number of individuals (4 in all)
suffering with schizophrenia. The G.H.Q. is not, of course, designed
to identify such cases.

SUMMARY AMD CONCLUSION

v

1. The assessment of personality amongst the groups of frequent surgery
attenders and matched controls drawn from the rest of the practice

population show clear differences. The mean fNf (neuroticism score)
amongst both male and female frequent attenders are higher than those
of matched controls. These differences are significant at the 5% level,

(males t = 2.96, females t = 2i63).
The three other scales L (lie), P (psychoticism) and E (extraversion—

intraversion) show only small and insignificant differences. The
difference in the mean 'N* scores suggest that there is a higher

pre—disposition to neurotic psychiatric disorders amongst frequent

surgery attenders.
2. Goldberg's General Health Questionnaire was used to assess the

prevalence of minor psychiatric disorder amongst frequent attenders and
controls. The prevalence of minor psychiatric disorders amongst

frequent attenders is in the region of 40 — 45% in both male and
female frequent attenders. This compares with 14% in males and 16%
in female controls. Using a chi. square test these differences are

significant.

malesJC2 = 10.28, d.f. = , P< 0.01

femalesjC2 = 5.92, d.f. = 1, P <0.025
3. The examination of the past psychiatric history of frequent attenders
shows that the bulk of the psychiatric morbidity is comprised of minor
affective disorders of a neurotic nature, predominantly anxiety states
and depressive illnesses.
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4« The pattern of psychiatric disturbance has been found to differ

amongst male and female frequent attenders. In females, depressive
illness is much more common than anxiety states, whereas in males
anxiety states and depressive illnesses occur with equal frequency.
Alcohol and alcohol related problems are much commoner in male than female

frequent attenders.

5. Schizophrenia, chronic organic brain syndrome and mental subnormality
constitute only a small proportion (less than 5i°) of the psychiatric

morbidity amongst frequent attenders.



CHAPTER V

PHYSICAL HEALTH OF CASES AND CONTROLS
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RESULTS: THE MEDICAL CHARACTERISTICS OP CASES ADD CONTROLS

The measurement recording of psychological health is facilitated

"by the availability of well standardised and validated measuring
instruments of personality and psychological health. When we cane to
record and measure physical health we are faced with a problem in that

no readily agreed criteria exist by which to assess overall physical
health. This is understandable for a number of reasons. Firstly,

physical health covers a large range of disorders and disabilities, some

more and some less incapacitating. Secondly, physical illness can more

often be described in categorical tenns as either present or absent,
Whereas psychological disturbance is often considered to differ from
normal emotional response only by degree; and the cut—off point between

normal emotional response and psychological illness is likely to differ

greatly when assessed by different individuals. As a consequence, the
need for objective assessment of psyhological health is more obvious.

Many previous studies have readily accepted assessments of physical

health made from a simple review of general practice records. A recent

large scale study of the relationship between neurosis and physical
illness relied entirely on assessment by the patient's G.P. as to

whether or not a physical illness of a non—transient nature existed.

(Vazquez, Barquero et al 1981)
In the present study, the data relating to physical illness consists

of a list of significant events of physical illnesses in the past

history, a brief written summary of relevant aspects of health and a

categorical assessment of past physical health based on that summary.

If we consider the last of these three measures first, Table V (i) shows
the assessment of past physical health amongst frequent attenders and
controls.

TABLE V (i)

Females

Average physical health

Poor/v.poor physical health
Totals

Frequent
Attenders

24

26

50

Controls

41

5

46

Totals

65
31

96

= 16.7 d.f., 1

* Using Yate's correction for continuity.
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TABLE V (i)

Males

Frequent
Attenders

Controls Totals

Average physical health 25 35 60

Poor/v.poor physical health 29 5 34

Totals 54 40 104

* Jt = 16.86 d.f., 1

Amongst male frequent attenders, 53% are recorded as having poor or

very poor past physical health, compared with 12 •5% of controls. Amongst

females 52% of frequent attenders were rated as poor or very poor past

physical health compared with 1 1% of controls. Both these differences

are highly significant.
* (jQ (males) 16.63 % (females) 16.87)

If we now look at the diagnostic categories which make up those

frequent attenders and controls with poor or very poor past physical

health we find that the disease categories most commonly encountered are

those of the common chronic or frequently recurrent illnesses.

TABLE V (ii)
Physical illness recorded in frecruent attenders (percentages to nearest 1%)

poor or v.poor n. ,. . ,

, , ,y, all individuals
past health

Males R.S. 20 32

C.V.S. 24 28

G.I.S. 20 28

U.G.S. 6 9

C.JT.S. 11 11

L.S. 13 25

Others 0 6

R.S. 10 12

C.V.S. 12 14

G.I.S. 12 14

U.G.S. 14 20

C.N.S. 10 10

L.S. 12 18

Others 8 10

* Using Yate*s correction for continuity
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TABLE V (iii)
Serious physical illness in male frequent attenders

Frequent attenders Total recorded
rated poor or very individuals with
poor past health condition

E.S.

Asthma/Bronchitis 9 15
T.B. 3 3
Others - -

TOTAL 11 17

c.v.s.
I.H.D. 8 8
Hypertension 4 5
Peripheral Vascular disease 3 4
Myocarditis 1 1

TOTAL 13 15

C.I.S.

Peptic ulcer and chronic dyspepsia 5 9
Liver and "biliary disease 1 l

Carcinoma of rectum 1 l

Ulcerative colitis l 1

F&pilloma of rectum 1 1
I.R. abscess 2 2

Appendicitis and subphrenic abscess 1 1

TOTAL 11 15

U.G.S.
Prostatic disorders 1 2

U.T.I. - —

Orchitis and urethral stricture 1 1

Others, ureteric colic and 'spongey 1
kidney*

J-

TOTAL 3 5

C.N.S.
Cerebrovascular disease 4 4
Epilepsy 1 l

Others, alcoholic myopathy 1 l

TOTAL 6 6

L.S.
Cervical and lumbar spondylosis 5 7
Trauma 2 4
Recurrent effusion of knee 1 1
Acute rheumatism 1 l

TOTAL 7 13

Others
Acute mouth infection - 1

Ec zema - 1
Iritis - 1

TOTAL 0 3
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TABLE V (jy)
Serious Physical Illness in Female Frequent Attenders

Frequent attenders
rated poor or very-
poor past health

Total recorded
individuals with
condition

R.S.
As thma/Bronchitis
T.B.

TOTAL

C.V.S.
I.H.D.

Hypertension
Valvular heart disease

Others, subclavian artery stenosis
venous thrombosis

TOTAL

G.I.S.

Peptic ulcer
Liver and biliary disease
Bowel disorder — Chrohn,s disease
Others, acute salmonella enteritis
TOTAL

U.G.S.
Menstrual disorders
U.T.I.

Others, infertility
Ca. vulva
Pelvic T.B.
Uterine prolapse

TOTAL

C.R.S.
Cerebrovascular disease
Epilepsy
Herpes Zoster
Parkinson's disease

L.S.

TOTAL

»

Cervical and lumbar spondylosis
Osteoarthritis
Rheumatoid arthritis
Others, Osteoporosis (steroid induced)
TOTAL

OTHER SYSTEMS
Diabetes

Thyroid disease
Eczema

Syphilis (late latent)
Partially sighted/nystagmus

5
1

3
6
3

3
1

1
1
1

2
2
1

3
2
1
1

6
1

3
9
3

5
2
2
1

4
2
1
1
1
1

10

2
2
1
1

5
2
1
1

2
1
1
1

1

TOTAL



Cardiovascular disease, most commonly ischaemic heart disease in
males and hypertension in females, is the commonest category of disease
encountered in "both male and female frequent attenders. 15 males (28%
of frequent attenders) were reported to have suffered from a

cardiovascular disorder. Of the 29 male frequent at enders rated as

poor or very poor past physical health, 13 (45%) had suffered a

cardiovascular disorder.

Amongst female frequent attenders, the proportion of individuals
suffering from cardiovascular disease (14%) is roughly half that of
male frequent attenders. (24% of frequent attenders with poor/v.poor
past health). The "biggest sex difference is noted for ischaemic heart

disease, with somewhat more females noted to have suffered from

hypertension.

Respiratory disorders, principally chronic "bronchitis and asthma
are the next commonest disorders encountered amongst male frequent
attenders with a poor health record.

Frequent attenders not classified as poor or very poor past health

Of particular interest are those frequent attenders who cannot
"be classified as having a poor past physical or psychiatric history. Of
the male frequent attenders, 15 could not be so classified, and it is
worth considering these individuals and the nature of their consultations.

They comprise a generally young group, so much so that only two of
the fifteen individuals were aged 40 or more. Seven were in the youngest

group 20 — 29, and six in the age group 30 - 39- This is, perhaps, not

surprising. The frequent attenders were selected as the 10% most

frequent attenders in each age and sex group. Young adults aged 20 - 40
have a low incidence of chronic illness of all kinds and are clearly

less likely to "be classified as having a poor past health record.
The medical history of these individuals is summarised in Table V

Gastro-intestinal complaints (8 individuals) most commonly chronic
recurrent dyspepsia (7 individuals) constitute the commonest reason for
consultation in this group. Alcohol was known or suspected as a factor

in three of these cases. Other common causes of consultation include

musculo—skeletal symptoms, often without a definite diagnosis, and
accidents.
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Psychological symptoms were uncommon and. only one individual was

noted to have suffered from a psychological disorder. There was no

impression that psychological disturbance was common in this group -

only 4 of the 15 individuals scored 12 or more on the G.H.Q. and the
mean N score on the E.P.Q. was 9*4 (S.D. = 4*91)» little different
from the sample of non—frequently attending controls (mean N score

9.0, S.D. 4.64)-
By contrast, among female frequent attenders with average past

physical and psychological health, the average age 43 «3 was more

closely similar to that of the group of female frequent attenders as a

whole. Psychological conditions, predominantly depressive disorders

(7 individuals) and gynaecological symptoms and contraception are

important reasons for cons ltation in these individuals.
Of course, female consultation rates in the young adult and middle

age groups exceed those of males by quite a large margin.
There was little evidence from the G.H.Q. scores or the N score of

the E.P.Q. for any substantial increase in predisposition to or incidence

of minor affective neurosis, and it would appear that the threshold for

presenting to a doctor with psychological symptoms is lower in young adult

females. They were, in any case, not considered an overtly disturbed

group psychologically since they are all categorised as average

psychological health.
The categories of physical illness encountered in frequent attenders

clearly follows the general pattern for chronic physical illness within
the general population as a whole. Cardiovascular, respiratoiy and

gastro—intestinal disorders, particularly the common disorders of
ischaemic heart disease, hypertension, chronic bronchitis and asthma
and peptic ulcer and chronic dyspepsia are the main diagnostic

categories encountered in male frequent attenders.

Amongst females, the frequency with which individual conditions are

recorded is generally less than in males, particularly for the three

main categories of cardiovascular, respiratory and gastro-intestinal

disorders, and urogenital disorders, particularly gynaecological
disorders assume the main component of morbidity.

The pattern of physical morbidity in frequent attenders appears as

a concentrate of chronic physical morbidity within the population as a

whole.
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TABLE V (v)

Male frequent attenders with average physical arid psychological past health

2. Accident prone, diarrhoea (now found to have colitis)
3. Repreated minor respiratory infection and muscular pain.

4. Chronic dyspepsia and muscular pain.

5* Dyspepsia (alcoholic)
6. Recurrent epistaxis

7. Recurrent dyspepsia (alcoholic)

13. Recurrent hack pain

14• Chronic bronchitis

15* Multiple symptoms - dyspepsia and claudication (now dead)

20 - 29

1. Mild asthma, sciatica, anxiety state (cardiac neurosis)

Brothers

Mean age 35 n = 14.6 S.D. 15*1
U Mean 9.4 S.D. 4-9 G.H.Q.^12 = 4
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TABLE V (vl)

Female frequent attenders with average physical and psychological

Past health

2-0 - 29

1. Mild epilepsy.
2. Depression, pregnancy, contraception.

3. Pregnancy and contraception.

4- Dyspepsia, gynaecological disorder (esp. vaginal discharge).
5» Depression and supraspinatus tendinitis.

30 ~ 3?
6. Depression, muscular pain, constipation.

7. Depression, multiple pregnancies.
8. Depression and weight problem.

9. Ovarian cyst, biliary colic.
10. Multiple unexplained symptoms.

40 ~ 49

11. Anxiety state, abdominal pain.
12. Menopausal symptoms, pyelitis.
13. Chronic recurrent depression.

50 - 59

14* Raised uric acid — control of medication.

15. Repeat prescriptions, mild Parkinsonism, O.A.

60 - 69

16. Hypertension — supervision.

17• Hypertension and mild C.C.F.

70 +

18. Hypertension supervision.

Mean age 43•3

R mean 10.72

n = 18 S.D. 15.72

S.D. 5-44 G.H.Q.> 12 = 6
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SUMMARY AND CONGLUSIOK

1. Amongst male frequent attenders, 29 of the 54 were rated as poor or

very poor past physical health (53«7$) compared with 5 °f 48 (10.4%)
of non—frequent attending controls. Amongst females 26 out of 50 (52%)
of frequent attenders rated as poor or very poor past physical health

non-

compared with 5 out of 41 (12.2>) from•. frequently attending controls.
Both of these differences are highly significant.
2. Chronic cardiovascular, respiratory and gastro—intestinal disorders
are the commonest conditions encountered amongst male frequent attenders

predominantly ischaemic heart disease, hypertension, chronic bronchitis
and asthma, and peptic ulcer and dyspepsia. Amongst females these

v

conditions are encountered, in roughly half the proportion they are

encountered in males. Gynaecological conditions are the single commonest

cause of consultation amongst female frequent attenders.

3. When the distribution of these chronic conditions is compared with

studies of the distribution of chronic illness in the general population

roughly similar proportions of the diagnostic categories are found. This

would suggest that the distribution of chronic illness in the frequent
attenders approximates to that of a concentrate of chronic illness in

the general population.

4. These frequent attenders who are not classified in terms of poor or

very poor past physical or mental health are considered. Of 15 such males,

only 2 were aged 40 or more; chronic dyspepsia was a frequent cause of
consultation and alcohol was a known or suspected factor in many

individuals. There was no evidence that psychiatric disorder was common

in this group.

E>y contrast, female frequent attenders who were not noted to have a poor

past physical or psychological health comprised a somewhat older group.

These women presented with mainly minor affective symptoms (depression) ,

for contraception and gynaecological disorders. A group of older such

women attended for supervision of mild chronic illnesses, particularly

hypertension.



CHAPTER VI

THE RELATIONSHIP BETWEEN PHYSICAL MORBIDITY, PSYCHOLOGICAL

MORBIDITY AND AGE
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The relationship between physical morbidity, psychiatric morbidity

and age

1. Age

In general the physical morbidity found amongst frequent attenders
comprises the common chronic or frequently recurring disorders found in
the community in general; such conditions as ischaemic heart disease,

hypertension, chronic bronchitis and asthma, chronic rheumatic disorders,
peptic ulcer. Most of the conditions occur more frequently as age

advances. The group of physically ill frequent attenders might be

expected to comprise a generally older group. This is, in fact, the case.

TABLE VI (i)
Age distribution of male frequent attenders with poor or very poor past

physical health

20 - 29 l

30 - 39 5

40 - 49 6

50 - 59 7

60 - 69 7

70 + 2

n = 28 Mean Age 52 S.D. 13-29

Age distribution of female frequent attenders with poor or very poor past

physical health

20 - 29 2

30 - 39 7

40 - 49 7

50 - 59 3

60 - 69 3

70 + 2

n = 24 Mean Age 46.7 S.D. 14-3
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By comparison, psychiatric disorders encountered commonly in general

practice comprise for the most part minor affective disorders, anxiety
states and depressive illness and alcohol problems in mena. These are

•conditions often rooted in personality and related to ongoing personal
and social stress. Such factors are not particularly age related. The

mean age of those frequent attenders with a poor or very poor past
psychiatric history (47*6, S.D. 14*4) approaches that of the sample as a

whole (mean 45-95» S.D. 16.13).
TABLE VI (ii)

Age distribution of male frequent attenders with poor or very poor past

Psychological health

20 - 29 2

30 - 39 4

40 - 49 6

50 - 59 2

60 - 69 4

70 + l

n = 19 Mean Age 47*6 S.D. 14*47

Age distribution of female frequent -attenders with poor or very poor past

psychological health

20 - 29 6

30 - 39 4

40 - 49 7

50 - 59 3

60 - 69 2

70 + l

n = 23 Mean Age 42.4 S.D. 14*5

Amongst female frequent attenders the mean ages of those with poor

past physical health is closer to that of the population mean, while the
mean age of those with poor past psychological health is again about five
years younger, perhaps reflecting the higher prevalence of psychological
disorder in young and middle aged women.
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2. Physical morbidity and psychological morbidity

The relationship between physical illness and psychological disorde
has attracted increasing attention in recent years.

Shepherd et al, in their study of psychiatric illness in general
f OW rt J

practice focused a higher incidence of all forms of chronic illness,

particularly marked in gastro-intestinal disorders. A recent large seal

long term prospective study by Vaillant, of college graduates, suggests
that these individuals with evidence of emotional instability show a

greater incidence of serious physical illness in later life, and

premature death. A recent study by Vasquez Barquero et al shows a high
incidence of neurosis in somatically ill individuals and correspondingly

a high incidence of chronic physical pathology in the group of neurotics
identified in a population survey.

The circumstances of the present study afford an opportunity to

examine the relationship between past physical health and psychological
health in a group selected on the basis of high use of primary medical
resources. The relationship between past physical health and past

psychological health can be shown by the tables.

TABLE VI (iii)

Male frequent attenders

t physical health
poor/v.poor Total

18 37

10 18

28 55

avg/good

past avg/good 19
psych. poor/v.poor 8

Total 27
health

Female frequent attenders

past physical health

avg/good poor/v.poor Total

past avg/good 18 12

psych. poor/v.poor 12 11
health

Total 30 23
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Of the 18 males with poor past psychological health 10 (56%) also

have a poor past physical health, and of the 28 males with poor past

physical health 10 (26%) also have a poor past psychological health.
Figures for females show essentially similar findings. Of the 23

females with poor past psychological health 11 (48%) have a poor past

psychological health.
These proportions are very much higher than the proportions amongst

non—frequent attenders of individuals with poor physical or psychological
health.

The mean N scores on the E.P.Q. for frequent attenders with poor past

ph sical health are raised for both males and females, and intermediate
between the figures for controls and the groups of frequent attenders as

as a whole. Male frequent attenders with poor past physical health:
n = 29 N = 11.3 S.D. = 6.7
Female frequent attenders with poor past physical health:
n = 24 BT = 12.42 S.D. = 5.73

These findings do suggest that in the group of frequent attenders
with a high prevalence ofhoth physical and psychological health, both

physical and psychological ill health co—exist in a large proportion of
individuals and that there is a considerable overlap of the_physically ill

and psychologically ill groups.
It is not possible to give any definite answers as to whether physical

morbidity predisposes to psychological morbidity or vice versa in a

general population since these figures relate to a selected high

morbidity group in which the chances of an association of a physical
illness and psychological illness is high. It is striking that many of
the frequent attenders have multiple physical illnesses of which some are

causally related (e.fe. hypertension, ischaemic heart disease, peripheral
vascular disease) and others in which no clear causal relation can be
identified (e.g. duodenal ulcer, pulmonary T.B., ulcerative colitis,

hypertension).

SUMMARY:

1. The mean age of those frequent attenders with poor past physical
health is in general somewhat higher than that of the sample of frequent
attenders as a whole. The mean age of frequent attenders with poor past
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psychological health is approximately five years younger and close to the

mean of the sample as a whole. The figures for females are slightly

younger than the figures for males.
2. There is a considerable overlap of the groups of frequent attenders
with poor past physical health and poor past psychological health

amongst female frequent attenders. This overlap can be explained by
the process of selection of the frequent attenders "concentrating"
morbidity both physical and psychological. It is not possible on the
basis of this study to be certain about aetiological relationships between

physical illness and psychological disorder.
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TABLE VII (i)

Surgery attendance rate "by age and sex of the sample of the

practice population

MALES

n

mean

attendances

4 years
Yearly n

20 - 29 133 8.4 2.1

30 - 39 154 9.70 2.39

40 - 49 137 v 9.8O 2-45

50 - 59 145 14.37 3.59

60 - 69 109 13.14 3.28

70 + 58 10.43 2.60

FEMALES
mean

n attendances Yearly mean
4 years

20 - 29 108 15-54 3-9

30 - 39 150 13.98 3-49

40 - 49 156 13«5 3.4

50 - 59 127 15.13 3.78
60 - 69 109 16.6 4-15

70 + 94 14-6 3.6
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Consultation rates, social and demographic characteristics of cases
and controls

The study affords an opportunity to compare the consultation rates

of the sample and of the groups of frequent attenders and controls,

according to different age and sex groups. Table VII (i) shows surgery

consultation rates recorded in the case records over the four year

period, with yearly means. These figures are not strictly comparable
with most published figures since they do not include consultations

other than surgery attendances.

The Second National Morbidity Study gave an average consultation

rate of 3 consultations/patient/year. Other individual studies give
total consultation rates in the region of 2.8 — 5*4 consultations/patient/
year.

The study of Shepherd and his colleagues at the General Practice

Research Unit at the Institute of Psychiatry (G.P.R.U.) gave mean

consultation rates for random samples ofmales and females. These

fi dings are summarised in Table VII (ii) and are worthy of comparison
with the results from the present study since there are certain

similarities in the method by which they have been obtained. Shepherd's

study considered a random sample of patients selected by taking every

eighth card of registered adults, and children (under 16 years of age)
were excluded. The samples were taken from a number of urban and

suburban practices in and around London. All consultations including
visits were included, although the authors suspect some under-recording
of visits. Shepherd comments that these figures are low by national

s tandards.

TABLE VII (ii)

Shepherd et al - mean number of consultations by age/sex for

population at risk.
Males Females

Age mean no no. at mean no no. at
consultations risk consultations risk

15 - 24 1.9 983 3.0 1012

25-44 1.8 2415 2.9 2646

45 - 64 2.6 2284 3.1 2513

65 + 3.6 81 3.2 1419

Not known 0.7 291 0.5 324

All ages 2.3 6783 2.9 7914



The figures for average yearly attendance rates over the four

year period of the patients in the present study cannot he compared

directly with the figures from the G.P.R.U. study or other studies such
as the Second National Morbidity Study which pool rates for consultation
in the surgery and at home. Bearing in mind that roughly 15 - 25% of
consultations do not occur in the surgery, the figures .from the present

study are comparable with those of the Second National Morbidity Study.
The attendance rates are a little on the high side compared with national

figures and this is in keeping with the observation that consultation
rates are higher in the North West of England. (Second National

Morbidity Study) The variation with age and sex in consultation
rates within the practice, shows the expected and familiar pattern of

higher rates for women and higher rates for the middle aged, and falling
surgery attendance rates in the elderly.

Age distribution of frequent attenders and controls

The age distribution of frequent attenders and controls who

completed the questionnaires and the sample from which they are drawn
is shown in Table VTI (iii). In order to derive these figures, the ages

of individuals was taken to be the median of the age range in which they

were included, i.e. 25, 35> 45» 55> 65, and those aged 70 and over were

considered to average age 75•
TABLE VII (iii)

Mean age of sample, frequent attenders and controls

Males

number mean S.D.

Sample

Frequent attenders
Controls

736 46 16.1

55 45-9 15-7

42 47.4 16.6

Females

number mean S.D.

Sample

Frequent attenders
Controls

744 48.5 16

52 44-4 15-6
45 46.6 14.6



7 8

There are only minor differences in age distribution of frequent
attenders and controls in both males and females.

Male frequent attenders — mean 45-9> S.D. 15«7
Controls - mean 47*4> S.D. 16.6 (difference 1.5 years)

Female frequent attenders — mean 44»4j S.D. 15-4
Controls — mean 46.6, S.D. 14-6 (difference 2.1 years)

These differences are small and insignificant. Though in males

the mean age of the respondents was closely similar to that of the

original sample from which they were drawn, in the females the

respondents were somewhat younger than the sample. (By 4*1 years for

frequent attenders and 1.9. years for controls). It was felt that the
mean age of frequent attenders and controls was sufficiently close to
allow a meaningful and valid comparison of the other medical,

psychological and social characteristics.

Demographic characteristics of cases and controls

1. Marital status

At interview, all individuals, frequent attenders and controls,
were asked to specify their marital status into one of the

categories single, married, divorced, sperated or widowed. A possible
cause of confusion might be common—law marriage, that is a man and
woman in stable co-habitation who were not married in the legal sense.

It was decided to classify such individuals as 'married* if the union

was considered enduring and functionally a marriage, and 'not married'
if the relationship was casual or transient. In the event, no

respondents volunteered such an association and each classified himself

or herself into one of the five formal categories.

Table VII (iv) shows the marital status of cases and controls.
The proportion of single and married individuals is closely similar

for both cases and controls.
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TABLE VII (iv)

Marital Status

Males

Single

Marri ed

Widowed

Divorced

Separated

Frequent
attenders

7

39
1

7

o

Controls

7

30

4

1

0

Females

Single

Married

Widowed

Divorced

Separated

Frequent
attenders

4

39

7

2

2

Controls

3

38

3

0

0

The numbers of individuals in the other categories is small, and
no valid conclusions can be drawn frcm these figures. Widowhood was

more common in both male and female frequent attenders than in
controls. Separation and divorce are clearly different aspects of the

same process of marital breakdown, so it seems logical to pool these
two categories. In both males and females, divorce and separation
combined are considerably more common amongst frequent attenders than
controls. These figures are shown in Table VII (v).
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Males

Single
Marri ed
Widowed

Divorced

Separated

TABLE VII (v)

Marital Status

Frequent
attenders

47

54

= 2.4 d.f. = 1.

Controls

41

42

88

8

96

Females

Single
Married
Widowed

Divorced

Separated

X = 1.8

Males and Females combined

Single
Married
Widowed

Divorced

Separated

Frequent
attenders

50

4

54

d.f. = 1

cFrequent
attenders

97

11

108

Controls

44

04

44

Controls

85

86

94

4

98

182

12

194

x = 5.3 d.f. = 1
2

The values ofX obtained for both males (2.4) and females

(1.8) are suggestive of an association between marital breakdown
and frequent attendance, but do not achieve statistical significance
at the 5io level* However, combining the figures for both males and
females gives a value of 5*3 which is significant (p^ 0.025)
and is strong evidence of an association between marital

* Yate's correction used for chi. square tests.
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"breakdown and frequent attendance.
Table VTI (vi) shows the mean and standard deviation of the

number of children of both frequent attenders and controls. They are

closely similar, especially for males, and the differences are minor
and insignificant. That the distribution of family size is closely
similar between frequent attenders and controls is illustrated
in Table VII (vii), which shows the distribution of family size amongst
both frequent attenders and controls.

TABLE VII ( vi)
Married persons, mean number of children

mean S.D.

Male frequent attenders 2.3 1.4

Male controls 2.2 1.4

Female frequent attenders 2.2 1.4

Female controls 2.1 1.03

Housing

Individuals were asked at interview as to the nature of their

housing and were allotted to the four categories: rented (Council),
rented (private), owner occupied and other. The findings are

summarised in Table VII (viii). The distribution of the types
of housing for both frequent attenders and controls is closely similar.

Though 5&!° more male controls than male frequent attenders were in
owner occupied housing, these differences are not significant

2
(x. = 1«5)* The high level, of council housing reflects the pattern of

housing within the area as a whole.

Overcrowding is a factor traditionally considered to predispose

to poor health and as a stress factor might contribute to psychological
disorder. To test the hypothesis that frequent attenders might be more

overcrowded at home, a measure of overcrowding was devised by

calculating the mean number of persons per living room. At interview,
individuals were asked to state the number of individuals living in the
household and the number of living rooms (in general the number of rooms

in the house excluding bathrooms, toilet and kitchen). The mean number
of individuals per living room is shown in Table VII (ix). The
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TABLE VII ( vii)

Number of children

Male frequent attenders

No children Married Widowed Divorced

0 3 - -

1 5-2
2 19-1
3 7-1
4 2-3
5 l
6 2 - -

Male controls

No children * Married Widowed Divorced

0 4 -

1 3 1
2 12 0
3 8 1
4 1 1
5 1 1
6 1 -

Female frequent attenders

No children Married Widowed Divorced

0 3 12
1 12 2
2 12-1
3 4 3 -

4 4 11
5 1
6 6 — -

Female controls

No children Married Widowed Divorced

0 3 1
1 6 -

2 16 1
3 10 -

4 3 1
5 - -

6 - -
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differences are small and insignificant and there is no evidence that

frequent attenders are overcrowded at home.

TABLE VII (viii)

Housing

Male frequent attenders

Male controls

Rented Rented Owner

(Council) (Private) Occupied
39 (72$) 1 12 (22$)
26 (62$) 14 (33%)

Other

2

1

Total

54

42

Female frequent attenders 23 (47%)
Female controls 18 (49%)

24 (49%0
18 (49%)

49

37

TABLE VII (ix)

Number of persons per room

Male frequent attenders

Male controls

mean

1.64

1.91

S.D.

0.70

1.04

Female frequent attenders

Female controls

1.80

1.71

0.99

O.84

Social class and occupation

At interview, each individual was asked about his occupation.
Women in employment were classified according to their own occupation,
whereas housewives were classified according to their husband's

occupations. Because women often take up unskilled occupations

often part time social class V (unskilled) accounts for more women

(both frequent attenders and controls) than any other.
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In general there are no striking differences in the social class

structure of frequent attenders and controls.
The one aspect of employment which shows marked differences between

frequent attenders and controls, at least as far as males are concerned,
is the factor of unemployment. No controls volunteered that they were

unemployed, compared with nine frequent attenders. This is curiously
low in an area of relatively high unemployment and at a time of high

unemployment an explanation may be that recently unemployed persons may

have given their occupation as their usual mode of employment.
Examination of the medical histories of the nine unemployed male

frequent attenders suggests that they may more accurately be described
as "unemployable". All are pated as having either a poor past physical
health or poor past psychological health and three are rated as poor on

both past physical and psychological health. Their medical

characteristics are summarised in Table ¥11 (x). App-eoM ix JI
Serious chronic physical and psychological illness is a feature of

this group. They are predominantly middle aged; only two individuals
were below fourty. Of those age over fourty, seven suffered from
chronic psychiatric disorder, four with depression, three with anxiety
states and two with overt drink problems.
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SUMMARY:

1. The consultation rates "by age and sex of the sample of the practice

from which the frequent attenders and controls are drawn follows the general

pattern for the population as a whole and are slightly higher than

published national figures.
2. The age distribution of controls and frequent attenders from whom

completed questionnaires were obtained are roughly similar with less than
two years difference in mean age between frequent attenders andcontrols,
for both males and females.

3. Marital status: The proportion of single, married and widowed
individuals is similar for both frequent attenders and controls. However,

v

many more frequent attenders (both male and female) than controls are

separated and divorced, and when males and females are pooled, the
differences are significant, suggesting a relationship between
marital breakdown and frequent attendance.

4' No significant differences were observed in relation to numbers of

children, types of housing or domestic overcrowding between frequent
attenders and controls.

5« There were no clear differences in social class distribution between

frequent attenders and controls. Unemployment was much more o ften reported
by male frequent attenders. However, examination of the records of these
individuals suggests that they are more accurately described as

"unemployable" by virtue of serious chronic illness, both physical and

psychological.
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THE NATURE OP THE PRESENT STUDY

Before discussing in detail the findings of the present study, it
is worth considering the nature of the study.

This consideration falls into three "broad areas: the content of the

study, the type of study and the research methods employed.
The content of the study covers the field of social and

psychological and medical enquiry and the study makes use of methods
from all three disciplines. Particular use is made of questionnaires

developed in clinical pathology and psychiatry and the validity of

these measures is discussed further later in the chapter.

The study can he considered cross—sectional and descriptive. It

attempts to describe in parallel a number of medical, psychological and
social characteristics of a group of habitual frequent surgery attenders
and a matched group of controls. This type of study can only demonstrate

relationships. Such relationships as are found cannot be used directly

to infer cause and effect, but may point to more specific hypotheses
which may be tested in more limited prospective studies.

The study should be considered as a broadly based survey. Although
no specific hypotheses were stated at the outset of the study it was

expected that certain characteristics of personality, of physical and

psychological illness and of social circumstances might be mofe

commonly encountered amongst frequent surgery attenders than amongst

controls with average attendance rates.

The methods employed in the study fall into four stages. Stage one

involves a retrospective survey of surgery consultation rates by
examination of a sample of medical record cards. In stage two,

habitual frequent attenders are selected from the sample. The
third stage involves the collection of data concerning the frequent

attenders and controls bymeans of interview, self—administered

questionnaire and examination of medical record cards. The final stage
consists of the analysis of the data and a discussion of the findings
which occupies the rest of this chapter.



THE SOCIAL MODEL OP ILLNESS

Increasingly, illness has come to "be examined as a social

phenomenon rather than as merely a personal experience. Two of the
most influencial social views have been proposed by Parsons(1951)
and Mechanic and Volkart (1961) and derive from role-theory. A brief
and succinct definition of role in its sociological meaning as provided by

Worsley (1970).
"A role exists in a particular social role in relation to other

roles. What a role entails is normally defined either by some official
statement such as an organisation chart or a book of rules, or less

formally in terms of custom or tradition. Various expectations surround

the performance of a particular role, expectations which are held by
others. It is important to note that we are dealing with relationships

here; a role exists only in relation to other roles."
A person may play many roles. However, at any one time a

particular role may supercede or suspend other less dominant roles.

Thus, when an individual assumes the sick role, his previous roles,
for example worker or head of household, are temporarily suspended.
His new role involves dependency on others; relatives, nurses, doctors
and an implicit obligation to accept advice or treatment.

Parsons expresses the role of the sick person as involving certain

rights and certain responsibilities. It exempts the sick person from

normal social responsibilities and from responsibility for the effects

of his illness. The sick individual is held to be in need of care and

treatment rather than punishment or approbation. This latter

distinction is particularly evident in the field of mental illness.
The sick individual may be absolved from responsibility for behaviour

which would be considered criminal or malicious in normal circumstances.

Certain obligations fall upon the sick person. These include the

obligation to relinquish certain responsibilities and duties and to

co-operate with his doctor in the recoveiy of his health.

Mechanic has pointed out that whilst the medical scientist defines

illness in terms of largely organic phenomena, signs and symptoms,

pathology and pathological physiology, the social scientist defines
illness in terms of social action. A social definition of illness,
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therefore, includes a consideration of the patient's subjective view
of his condition and that of his social contacts in response to such

an appreciation.

To this end, Mechanic (1964) has defined illness behaviour:
"It is plain that symptoms are differently perceived, evaluated and acted

upon (or not acted upon) by different kinds of people and in different
social situations. Whether because of earlier experiences with illness,
because of differential training in respect of symptoms, or because of
different biological sensitivities, some persons make light of symptoms,
shrug them off and avoid seeking medical care. Others will respond to

little pain and discomfort by readily seeking care, by releasing
themselves from work and other obligations and by becoming dependent on

others."

Articular emphasis is placed on social factors in-illness, as

opposed to personal aspects of health. The experience of symptoms by a

person leads to an assessment of his condition based upon his own past

experience and attitude and those of his friends, relatives and
associates. Geographical and social class factors operate strongly in

determining the persons response to his symptoms. The role already

enjoyed by the individual also exerts an important influence on whether
or not the sick role is entered. Thus a mother with small children

may delay seeing herself as ill for as long as possible. In other

situations, for example a pregnant woman or retired person, entry to the
sick role may occur in response to relatively trivial illness. Illness

behaviour arises from more than the experience of symptoms and involves

a complex process of social interraction.

Sociological explanations tend to concentrate on social dynamic

factors rather than internal personal factors in determining response

to disease. One such internal personal factor is personality.

Personality factors may be seen as operating in two possible and

disti ct ways; firstly by influencing the threshold at which an

individual assumes the sick role and secondly by determining the level

of illness, especially psychiatric illness in individuals. This latter
point will be considered further in the discussion of personality and
mental illness.
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THE MEDICAL MODEL OF ILLKESS

While the social model of illness may be seen as an attempt to

explain the behaviour that constitutes being "ill" in social terms,
the medical model of illness may be seen as an attempt to classify
sick individuals and the conditions with which they present to the

doctor. The diagnostic method consists of the process of history

taking and examination, leading to the making of a provisional diagnosis.
Further examination or investigation leads to re—evaluation of that

provisional diagnosis which may then be accepted or rejected. Medical

nosology may be seen as a branch of scientific taxonomy. Disease may

be structured and classified, according to a number of characteristics

and criteria and in this way may be considered comparable to the process

by which observable phenomenon are coded and classified.
In the field of physical illness, the physical manifestation .

(signs and symptoms) can usually be separated from the social or
individual response that that condition is accorded. This is less so in
the field of mental disorder in which the behaviour of the individual

and the problem it creates is the focus of attention. Particularly in
the field of socially deviant behaviour, it is often the cae that there
can be no clear consensus that the behaviour of the individual

constitutes an *illness* in the medical sense, or is medically •normal*

(albeit conflicting with acceptable social norms).
Definitions of illness in the field of psychiatry frequently rely

on social criteria. Thus the World Health Organisation definition of

alcoholism refers to "those habitual and excessive drinkers whose

drinking has progresses to such a degree as to impair their physical or

mental health or social or economic functioning or who show prodromal

signs of such development."

Psychopathic disorder is defined in the Mental Health Act 1959 as

a "persistent disorder or disability of mind, whether or not associated
with subnormality of intellect, which renders the individual liable to

abnormally aggressive or seriously irresponsible conduct, and requires,
or is susceptible to, medical treatment."



It is as well to remember that the medical and the social models of

illness are not contradictory hut rather are complementary ways of

viewing the concept of illness.
Marinker has described three "models of unhealth" by which he means

"three sorts of departure from health which the individual experiences

and society recognises". The first of these modes is disease. This mode
includes those conditions which fall within the criteria of the medical

model, manifesting a definable pathological process most often physical
but sometimes undetermined as in schizophrenia. Disease in this context

is a deviation from the structural or biological 'norm'. Often this
deviation represents a distinct and qualitative change but as in the
case of hypertension or obesity, may represent a gradual and quantitative
change from normal.

The second mode of unhealth that Marinker defines is illness. Marinker

refers to illness as a ,feeling', an experience of unheal th which is

entirely personal and interior to the patient. Illness usually accompanies
disease but may exist in the absense of clearly defined disease. In

these situations a conflict may arise between the perception of the patient
whose own assessment of his condition is that he is ill, and that of the
doctor who can find no confirmatory evidence from his history, examination
and investigation.

The third mode of unhealth is that of sickness. Whilst illness

represents a personal, internal perception, sickness is defined as an

"external and public display of unhealth". Sickness takes on the

implications of a social role, the outcome of a bargain negotiated
between the person recognised as sick and the society prepared to accept

him as such. The security of the sick role depends not only on the

presence of disease but also on the tolerance of society and the

acceptability of the sick role. Thus, those with chronic illness and

psychiatric disorders are less secure in the sick role than those with

acute diseases and clear cut physical disorders.

(Marinker M. 1976)
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THE MEANING OF THE PSYCHOLOGICAL MEASURES USED IN THE STUDY

This study relies heavily on the use of standard measuring
instruments to assess the psychological characteristics of frequent
attenders and controls, with particular attention to personality and
the prevalence of minor (psychoneurotic) illness. Though these scales

(the E.P.Q. and the G.H.Q.) have enjoyed general acceptance in recent

years, their meaning and validation are not necessarily fully understood,
or accepted. It is, therefore, important to consider these measures

further.

The Eysenck Personality Questionnaire; The nature of neuroticism

Of the two scales, the Eysenck Personality Questionnaire has been

developed over a longer period, and the scale used in this study is the'
latest revision of a scale stretching back over twenty years to the

Maudesley Personality Questionnaire. The scale is clinically based,
in contrast to the other major personality scale, Cattell's 16 P.F.
which starts from a more empirical base. Eysenck set out to

substantiate the presence of a major dimension (or dimensions) of
personality which would predispose to certain types of psychological

disorder. The neuroticism (N) scale of the M.P.Q. and it successors has
been considered to represent a tendency (present in all individuals to
a greater or lesser extent) to react to stressful events and
circumstances with emotional response. This response in phlegmatic or

emotionally stable individuals is is minor and "normal". Response at

a high degree is seen in those individuals recognised as "worriers" or

constitutionally "neurotic".

High correlations are known to exist between the N scale of the

M.P.Q. (a fore—runner of the E.P.Q.) and other conceptually similar

scales, e.g. Taylor Manifest Anxiety Scale (0.77) and Heron Heuroticism
scale (O.64). The E scale of the M.P.Q. correlates 0.8 with Herons
intraversion scale, O.65 and O.67 with Cattells C.P.F. A and B scales

(Bolton and Savage R.D. 1966).
The distinction between personality and illness is considered

important in British and European psychiatry where diagnosis may be
made at both levels. Personality is considered to represent a
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predisposition to certain kinds of behaviour; in the case of neuroticism
to react to certain kinds of environmental and psychological stress

with a heightened emotional response, most commonly anxiety, depression
or a mixture of both. In the case of the minor affective neuroses

commonly encountered in general practice this distinction may be unclear.

Shepherd and his colleagues have commented on the prevalence
of psychiatric disorder in general practice — 15—20% of the population,

fy their nature, minor depressive and anxiety states are often marked
by somatic symptoms, and with a marked tendency to be chronic or

recurrent and sharing in their prognoses a failure to respond adequately
to treatment. These attributes describe an enduring pattern of

behaviour and can be seen as rooted in the personality of the individual.
v

Support for the close relationship between neurotic personality

traits and minor psychoneurotic disorders comes from Goldberg's own

published data.
TABLE VIII (i)

The relationship of the Eysenck Personality Inventory scores to the
G.H.Q. score and the results of interview

High scores False positives n = 9 True positives n = 70
on G.H.Q. E = 10.9 E = 11.7

H = 7-3 N = 11.3
L = 4-0 L = 3.5

Low scores True negatives n = 30 False negatives n = 9
on G.H.Q. E = 12.7 E = 10.9

H = 8.4 H = 11.8
L = 2.6 L = 2.2

Hon cases at Psychiatric cases at
Interview Interview

(The Detection of Psychiatric Illness by Questionnaire, D. Goldberg 1972)

Goldberg comments that 'cases show high neuroticism scores

irrespective of their scores on the G.H.Q.
The validity of the M.P.I, and its successors can be considered high

in comparison to other scales, certainly when the 'H' scale and the *E'
scales are considered. The ' P' scale has not been in use for a

sufficient period of time to assess its usefulness. Its relationship



"to psychotic illness is unclear and the impression from Eysenck's own

validation data suggests a closer relationship with behaviour disorder,
social deviance and psychopathy.

The nature of minor psychiatric disorder; What is measured "by the G.H.Q.

One of the problems of minor psychiatric disturbance in the community
is that no clear distinction can be made between normal emotional

response and minor psychiatric disorder of an affective nature.

There are no generally agreed criteria which define an individual
as suffering from a psychiatric condition; however, certain criteria
tend to be used in defining an individual as psychiatrically disturbed.

They include:
1. Severity of symptoms.

2. Excessive or disproportionate emotional responses to events.

3. Prolongation of symptoms or failure to resolve with time.

4. Disturbance of social functioning.

Goldberg takes the view that in the absence of any objective

criteria as to what constitutes a psychiatric case, interview by an

experienced psychiatrist becomes the ultimate method of care identification.

Goldberg comments that the very absence of objective criteria

precludes any assessment of the validity of such a method in the usual

sense. However, if one psychiatrist's assessment is compared with that
of another, a test of reliability can be made. The reliability of psych¬
iatric diagnosis is often considered to be relatively low. However,

the study of Kreitman et al has shown this impression to be mistaken,

particularly when diagnostic groups as a whole are pooled. Thus at the
level of broad groups of disorders (for example functional psychosis,
neurosis or personality disorder) 791° agreement was found, and 65% agreement
for specific disorder (for example, anxiety neurosis, schizophrenia) was

found, when the assessments of two psychiatrists of similar training and
experience were compared. (Kreitman. J. Ment Sci 1961).

Goldberg's approach in development of the GH.Q was firstly to select
a number of criterion groups of varying levels of psychiatric

disturbance and secondly to select those items used on a group of

questionnaire items which best distinguish between the criterion groups.



94

Goldberg ajgues against choosing only two criterion groups (normal and

ill.) on the basis that in sucn a dichotomy those items which best select
between normal and mildly ill individuals would be lost. These are the

very items which are of most value in distinguishing potential cases in a

community survey. Conversely, if only mild cases are used then the

questionnaire would fail to measure the various degrees of

psychiatric disturbance.
One argument against Goldberg's approach is that the two functions

of the questionnaire are not fully compatible. A questionnaire designed
for its maximum ability to distinguish psychiatric cases from normals
would tend to select those items with maximum ability to discriminate
cases from normals and would tend to produce a bimodal distribution of
scores in any population sunvey. A scale designed to demonstrate severity
of psychiatric disturbance would be expected to show a roughly normal

distribution of scores in a random population sample.

This paradox begs the question of the nature of non-psychotic

psychiatric disturbance in the community and whether such disturbance
differs only by degree or whether it represents a fundamental shift
from normal emotional response.

In practice the G.H.Q. has found its use in two main ways. Firstly,
in identifying probable psychiatric cases and secondly, as a measure of
the probable prevalence of minor (non-psychotic) psychiatric disturbances.
It is in this second function that the questionnaire has been used in the

present study.

Another question relevant to the meaning of the G.H.Q. is the
nature of the disturbance measured or identified by the questionnaire.

Goldberg included in his criterion groups a wide range of non—psychotic
disorders. These are summarised in the following table quoted from

Goldberg's monograph.
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TABLE VIII (ii)

Clinical diagnoses assigned to the 'mildly ill' and 'severely ill1
groups of patients

Diagnoses Mild group Severe group

Depression (all types) 61 60

Anxiety states 10 6

Riobias, agoraphobia 11 0

Hysteria 3 4

Obsessional neurosis 6 1

Personality disorder (unspecified) 20 33

Schi zoid personali ty 0 3

Alcoholism (including D.T.s) 3 12

Drug addiction 1 7

Fteychopath 2 2

Miscellaneous 18 11

TOTALS 135 139

(The Detection of Psychiatric Illness by Questionnaire
D. Goldberg 1972)

The table shows interesting differences which perhaps reflect the

attitudes of the psychiatrists allocating the individual to the criterion

groups as to which conditions are considered mild and which serious.
Thus alcoholism and drug addiction are more often considered 'serious*
and phobias and anxiety states 'mild'. The differences may well reflect

knowledge of past history or views on prognosis as much as the assessment
of the current mental health of the individual.

The question remains as to whether those individual conditions are

separate and distinct conditions or merely a 'variation on a theme'.
In the present study it is notable that individuals with a poor past

psychiatric history seldom fit a distinct psychiatric category and many

individuals have suffered disorders characterised by a mixture of anxiety

symptoms, depressive symptoms, often associated with alcoholism or

pronounced personality disturbance. The categorical diagnosis is often

arbitrary and dependent on the outstanding symptoms at any one time.



Goldberg and Hillier have recently produced a scaled version

of the G.H.Q. which attempts to separate four subscales. They are

A, somatic symptoms; B anxiety and insomnia; C, social disfunction
and D, severe depression. High intercorrelations exist between all
four scales and the total 28 item scaled G.H.Q.

A very high correlation (O.90) exists between the B scale and the
total score and Goldberg argues that this supports the view that

anxiety is a core phenomenon which underlies the common syndrome of psych¬

iatric disturbance, identified by the questionnaire. (Goldber and Hillier)
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PSYCHIATRIC ILLNESS IN FREQUENT ATTEKDERS AND CONTROLS

Prevalence

The large scale studies reported in 1966 "by Shepherd and his

colleagues at the General Practice Research Unit of the Institute of

Psychiatry (G.P.R.U.), gave a pooled prevalence rate for psychiatric
illness of 140/1000 persons at risk in their "broadly representative
sample of London general practices. Shepherd found the prevalence
in women to he nearly twice that in men.

In the present study, prevalence rates for minor psychiatric
disturbance amongst controls, assessed "by noting the proportion of

high G.H.Q. scorers, were roughly comparable to these in the G.P.R.U.

study with an overall prevalence rate in controls of 16.1%, that in
males being 14• 5$ and- that in females being 17.8$.

These figures are of course less than those in random population

samples would have been since the frequent attenders have been
excluded. The corresponding random population rates estimated from the

rates for controls and frequent attenders became 17-6% for males and

20.4% for females. These fates are roughly 5Uf° higher than Shepherds
rates but are comparable with other rates using the G.H.Q.

Cooper, Fry and Kalton (1969) found marked sex differences in
the mean annual prevalence rate for psychiatric disorder based on a

psychiatric diagnosis at one or more consultations (60/1000 for males,

172/1000 for females). The difference between rates identified on the
b-asis of consultation and on the results of the G.H.Q. suggest a

greater reluctance on the part of men as against women to present with

psychiatric disorders.
In the present study, the prevalence of psychiatric disorders

identified by the G.H.Q. scores of 12 or more as 'probable cases'

is 3.3 times as high in male frequent attenders as in controls and

2.4 times as high in female frequent attenders as in controls. Thus,

nearly a half of frequent attenders of both sexes (males 47*3%,
females 42•6%) are high G.H.Q. scorers.

A recent study by Shepherd and Clare (quoted in the addendum to
the I98I edition of Psychiatric Illness in General Practice) refers to



the relationship between premenstrual complaints and. psychiatric
disturbance. This study showed a very high relationship (which was

statistically significant at the Vfo level) between tendency to complain
of prementrual symptoms (as assessed by the Menstrual Distress

Questionnaire) and high scoring on the G.H.Q. The authors take the view
the "premenstrual symptoms in psychiatrically ill women may be

understood as exacerbations of symptoms occurring elsewhere in the

premenstrual cycle". Clare and Shepherd comment that psychiatrically
ill premenstrual complainers are sensitised to commonly occurring

premenstrual changes. (This may explain in part the higher consultation
rate for women as a whole and the higher rates for depression reported

in many studies and in the present study in relation to women.)
The comprehensive study^by Brown and Harris, of the social origins

of depression in women in -Camberwell, concentrated on social factors
and life events in the aetiology of depression in women. According to

Brown and Harris, a range of background factors, past and present, such
as intimacy with husband and the experience of early maternal loss,
determine the individual woman's"cognitive set", by which is implied a

certain set of attitudes, expectations or habitual modes of response
to threatening events. Cognitive set is seen as determining the woman's

self—esteem or mastery of her circumstances.

Provoking*agents such as threatened or actual loss, or the occurence

of a long term difficulty is seen as provoking an initial response such

as grief or a sense of hopelessness. However, the ability to cope with
this initial response is determined in part by cognitive set. Those

women with high self—esteem and a high sense of mastery of their
environment are more likely to resolve their current difficulties

and less likely to develop depre^-on.

A complementary behavioural view of the causation of depression is

the concept of "learned hopelessness". This concept derives from the

work of Maier and his colleagues (1969) on dogs. They demonstrated
that dogs repeatedly exposed to aversive stimuli (electric shock), in a

situation in which they were restricted an d unable to escape, failed to
learn appropriate escape behaviour in another experimental situation if
this latter experiment was conducted within a short period of 24 hours.
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Seligman (1975) has expressed the view that 'learned helplessness'
in experimental animals shows many behavioural similarities to depression

in humans. These similarities include reduced motivation, learning
difficulties (particularly that their own efforts can have an influence
on events and their position), lowered aggression, and somatic changes
such as reduced appetite and sexual responsiveness.

Women in their child-bearing years, particularly working class
women may well feel themselves little able to control or incluence

their situation. Financially they are dependent on their husbands,

socially they may be tied to the house and the demands of the family.

Those with low intimacy with their husbands may feel least able to

influence events. These are the women Brown found most -vulnerable to

react to adverse of threatening events with a depressive reaction.

The social role of women, particularly in the child—bearing years may be
an explanation for the commonly observed, conspicuously higher morbidity
rates for depression in women than men in the same age range.

Alcoholism and problem drinking is the other psychological condition

showing major sex difference in its prevalence in frequent attenders.
8 out of 54 male frequent attenders (15%) are known or strongly suspected
to have drink problems. All but one of these men were rated poor or

very poor past psychological health. This group as a whole shows a high
mean N score. (14*4> S.D. 5-6) on the E.P.Q. and a high proportion

(5 out of 9j 56$) of high G.H.Q. scores (>12). In this group of men

with drinking problems, can be seen a wide range of severe and serious

pathology, physical, psychological and social. The physical concomitants
of alcoholism were commonly found, especially alcoholic gastritis or

duodenal ulcer (5 out of 9 men, 56/0).
A wide range of psychological disorders were found to be associated

with the group of problem drinkers, particularly anxiety and depressive

disorders, and behavioural disorders and marital breakdown (see
discussion on social factors).

The findings in the present study are in general agreement with those

studies quoted earlier. Wamosher found that more than 30% of his

frequent attenders fell into the purely functional group or mixed

(functional and organic) group.
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Many of the findings of Shepherd and his colleagues in 1966
would appear to he confirmed in concentrated form in the group of

frequent attenders.
The predominant form of psychiatric disturbance is that of

chronic or frequently recurring affective neurosis. The distinction
between a general neurotic disposition as a personality attribute and
neurosis in the sense of psychoneurotic affective illness is often

indistinguishable in these individuals.

Shepherd comments on the problem of defining prevelance rates.
"If it is accepted that, at least as far as the neurosis and

'psychiatric-associated conditions' are concerned, there is no clear
distinction between 'cases' and 'normal', but that each individual is
located at some point on an axis ranging from hypothetically perfect
health at one extreme to gross defect at the other, the prevalence, rate
obtained will reflect the cut-off point on this axis which is taken to

represent the limit of normality." The use of the two standardised

scales, the G.H.Q. and the E.P.Q. in the matched group of cases and
controls at least allows a comparison to be made without necessarily

defining a 'psychiatric case' in an individual subject.
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THE RELATIONSHIP BETWEEN PHYSICAL AND PSYCHOLOGICAL ILLNESS

In "their study of psychiatric illness in general practice,

Shepherd and his colleagues noted a higher incidence of chronic physical
illness amongst psychiatric cases attending a general practice as

compared with controls who were not diagnosed as psychiatric cases.

They based their conclusions on three findings.

Firstly, psychiatric patients had higher overall consultation
rates than other patients. This difference applies not only to

psychiatric consultation but also to consultation for other categories,

particularly respiratory and gastro-intestinal conditions.

Secondly, when consultation rates for specified categories of
chronic illness are compared', the psychiatric cases had higher rates for
all categories of chronic illness except neoplastic disease. .The
differences were most striking for gastro-intestinal disease and skin
disease for both sexes and respiratory and cardiovascular disease for men.

The third index that Shepherd and his colleagues refer to is the
mean number of categories of physical illness recorded in psychiatric

patien's and others. Psychiatric patients had on average ^Qffo more

illness categories recorded amongst both men and women and these
differences were found to be highly significant.

Several other more recent studies have suggested a relationship between

psychiatric disorder and physical illness. Vazquez Barquero, in a

community survey, has shown an increased incidence of neurosis in those
individuals rated as physically ill and correspondingly a higher
incidence of physical illness in patients with neurotic illness.

(Vazquez Barquero et al 1981)
Further support for a relationship between psychological ill health

of a neurotic nature and physical ill health comes from two prospective
studies - Sims (1973) followed up 157 neurotic inpatients at 12 years.

20 patients were found to have died, whereas the expected number of
deaths for a matched sample was calculated to be between 6 and 7« The
excess was partly accounted for by three suicides and by five deaths from
what Sims calls "quasisuicide", i.e. deaths partly or possibly
attributable to the patients mental state (e.g. a paranoid recluse
whose death was attributed in part to nutritional deficiency). However,
a marked excess of deaths still remained and this included cardiovascular,

respiratory and neurological conditions.
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The study of Vaillant is a long term prospective study of 184

college students over a prolonged period. It found that global mental
health assessed from the results of an initial and subsequent questionnaire

was a powerful predictor of subsequent physical health assessed 20 - 25

years later. This was true even when after discounting the influences
of tobacco and alcohol consumption and of obesity.

From these studies there is strong evidence of a relationship
between psychological health and adjustment and physical illness.

Similarly, in the present study, two groups are recognisable, one has a

high expressed morbidity — the frequent attenders; and one has a low or

normal expressed morbidity — the controls. .Amongst the controls, poor

past physical health was, in fact, never associated with poor past

psychological health.

However, in the frequent attenders in whom there is a high proportion
of individuals with poor past psychological health and a high proportion

with poor past physical health, poor past physical and psychological
health are commonly found together. In fact, 56% of males with poor

past psychological health have poor past physical health and 36% of males
with poor past physical health also have poor past psychological health.

Similarly, 48$ of females with poor past psychological health have poor

past physical health and 48% of females with poor past physical health
also have poor past psychological health.

There appears to be a relationship between the tendency for physical
and psychological pathology to co—exist and increased expressed medical
demand in terms of frequency of attendance. The tables which follow

(Tables VTH (iii)& (iv) show these conditions found in the individuals
in whom poor past physical and psychological health overlap.

Possible mechanism to account for the relationship between physical

and psychological illness include the following.
1. A common aetiological factor, especially alcoholism in men.

2. Behavioural or personality problems predisposing to psychological

illness may predispose to certain unhealthy patterns of behaviour

(for example, alcohol excess, smoking, obesity).
3. Chronic or recurrent physical illness may act as an adverse life event

and act in the pathogenesis of psychiatric disorder, (especially anxiety
and depressive conditions).
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TABLE VIII (iii)
MALE FREQUENT ATTENDERS WITH BOTH POOR (OR VERY POOR)

PAST PHYSICAL AND PSYCHOLOGICAL HEALTH

Physical diagnosis noted Psychological diagnosis noted

1. Epilepsy

2. Recurrent effusion of knee,

divergent squint

3. Asthma, acute rheumatism
4. Duodenal ulcer, myopathy,

disturbed liver function

(alcohol induced)
5. Pulmonary T.B., D.U., and gastric

surgery.

6. Chronic lumbar pain and popliteal

palsy

7* Chronic bronchitis, cerebrovascular

disease, prostatitis
8. Hypertension, arteriosclerosis,

cerebrovascular disease

9. Acute orchitis, ca. caecum, urethral
stricture.

Behaviour disorder, drink problem,
poor organic brain syndrome
Phobic anxiety state, drink problem

Paranoid psychosis (schizophrenia)
Personality disorder, alcoholic,

depression.

Chronic drink problem, chronic

anxiety state.

Chronic anxiety state

Depression, drink problem.

Chronic anxiety state.

Chronic depressive illness.
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TABLE VIII (iv)

EEMALE FREQUENT ATTENDERS WITH BOTH POOR fOR •VERY POOR') PAST PHYSICAL

AND PSYCHOLOGICAL HEALTH

Physical diagnosis noted. .

1. Hypertension, infertility
fractured ulnar.

2. Epilepsy

3. Carcinoma of vulva

4. Epilepsy

5. Chronic asthma, hiatus hernia
6. T.B., asthma, herpes zoster,

lumhar disc lesion.

7. Mild aortic incompetence and

undiagnosed disorder

8. Subclavian artery stenosis

Psychological diagnosis noted

Chronic depressive illness

Dull average intelligence, epileptic

personality change.

Depression

Recurrent depression

Recurrent depression

Recurrent depression (+ cancer phobia)

Recurrent depression and anxiety

Schizophrenia
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4. A true psychosomatic relationship may exist J emotional states,

particularly anxiety, may produce effects capable of producing or

precipitating physical illness (e.g. hypertension or asthma).
Because the present study is cross sectional, it is not possible

to define further the nature of the relationships between physical and

mental illness which the study has demonstrated.
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SOCIAL AND DEMOGRAPHIC ASPECTS OF FREQUENT ATTEEDERS AMD CONTROLS

Social circumstances have long been held to be important factors

in contributing to disease and affecting the response of individuals to
illness. The study has concentrated on major readily identified and
defined characteristics. These may be considered under three broad

categories.

1. Family, marriage and children: The stresses and satisfactions of

family life may be important causative or contributary factors in the

maintenance of psychological health or the development of psychological
illness. Brown and Harris in their study of the social origins of

depression have demonstrated the protective influence of a close and
intimate marital relationship and the predisposing influence of the

care of young pre—school children. Shepherd (1966) gives figures for
the medical and social factors considered to be associated with

psychiatric illness by the general practitioners in the survey. .Amongst

women, marital problems, bereavement and widowhood were found to be the
most commonly reported factors, while in men, occupational problems and
associated physical illness were the most commonly reported, followed by
marital problems.

An association between family problems and psychological illness
is likely on theoretical grounds, with family stress both a likely and
common causative factor and a consequence of psychological disorder,
and in any one individual cause and effect are likely to be related
in a complex dynamic relationship.
2. Housing: The nature and quality of housing bears a well recognised
but again complex relationship to health. Poor standards of housing
and poor sanitation predispose to physical illness, particularly
infectious diseases. Poor housing and poverty usually go together.

Poverty predisposes to poor nutrition. Chronic physical illness may be
a cause of long term unemployment and poverty.

Problems concerning housing may be an important worry and stress

and so contribute to affective psychiatric disorder. In Shepherd's

study housing difficulties were reported as associated with 10$ of
female psychiatric cases being exceeded only by marital problems and



107

"bereavement and widowhood. Conspicuous overcrowding may render an

otherwise satisfactory dwelling into an unsatisfactory and stressful

one, and predispose to family friction and emotional stress, anxiety
and depression.

3. Employment and socio—economic status: Occupation and income

are closely related and are fundamentally important aspects and are

related to a wide range of other social, cultural and biological
characteristics. The concept of socio-economic class recognises the
close relationship between occupation, income, life-style and culture.
Patterns of health and morbidity have long been considered to vary

widely amongst different occupations and income groups as the
Second National Morbidity Study demonstrates.

Perhaps what is surprising about-the results of the present study
with respect to social circumstances is that the groups of frequent
attenders and contrds are closely similar with respect to most of these

characteristics. The proportion of single, married and widowed
individuals is closely similar. The type of housing and average number
of individuals per family and household are also similar and the social
class distribution is similar.

Only two •social*; factors appear to show significant differences
between frequent attenders and controls. They are unemployment and'
marital breakdown. As explained earlier, the individuals classified as

unemployed are for the most part better classified as unemployable due
to serious chronic physical or mental illness.

Marital breakdown, separation and divorce can relate to health,
especially psychological health, in a number of ways. Marital conflict

frequently arises out of personality problems or psychological
disorder in one or both partners. In this respect alcoholism is a

particularly potent cause of marital conflict. Similarly, marital
conflict and breakdown may be an important cause of psychological

illness. The former relationship seems particularly likely in males,
with no less than four of the seven divorced male frequent attenders

with a definite drink problem and one other known heavy drinker.
The four female divorced or separated frequent attenders show a

very high psychiatric morbidity. (The N scores for the group are very
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high - mean 19*25, S.D. 2.6, as are the G.H.Q. scores — mean 20.25,
S.D. 6.5J Depression, chronic or recurrent, was noted amongst
three of these four women. The characteristics of the divorced and

separated frequent attenders are shown in Table VIII (v).
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26

11

23

21

G.H

2

5

14

2

22

15

4
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TABLE VIII (v)

Female divorced or separated, frequent attenders

N Past Physical Health

23 Avg. Essential
hypertension

Past Psychological Health

Poor Depression, drink
problem

18 Avg. Avg.

19 Poor Ga. Vulva Poor Depression

17 Avg. Poor Depression

Male divorced or separated frequent attenders

N Past Physical Health Past Psychological Health

14

1

6

15

7

14

18

Avg. Alcohol induced
peptic ulcer

Poor Asthma, acute
rheumatism

Avg. Acute mouth
infection, frozen
shoulder

Avg. Alcoholic gastritis

V poor Chronic bronchitis,
ce rebrovascular
disease

Poor Peptic ulcer, I.H.D.

Avg.

Avg. Alcohol problem

V. poor Paranoid psychosis
(schizophrenia)

Avg. Mild tension state

V poor Serious drink problem,
depression

Poor Depression, drink
problem

Avg. Heavy drinker

Poor Chronic anxiety state
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IMPLICATIONS FOR FURTHER RESEARCH

As discussed in the introduction to this chapter, the present study
is a descriptive survey of habitual frequent surgery attenders in

general practice, in comparison with a matched group of controls.
The survey provides useful preliminary data which may be used in

further studies of frequent attenders. One such line of further

investigation might focus on the dynamic factors, personal, familial and

social, which influence the decision to seek medical attention; perhaps

by comparing a group of families with high attendance rates with a group

of control families.

A second line of investigation, extending the present study, might
be to undertake a prospective study of the groups of frequent attenders
and controls identified and investigated in the present study. A

number of questions might be asked. Do frequent attenders remain

frequent attenders over a period of several years? What is the outcome

for frequent attenders in terms of physical and psychological morbidity
and mortality as compared with controls? These questions can be asked
in relation to the various subgroups identified by the study as well as

to the group of frequent attenders as a whole.

Allied to this last question is the question raised earlier of the
natural history of neurotic ill health, and its relationship to physical
illness. There is already strong evidence that such a relationship exists,
and a prospective study of frequent attenders, a defined group with
a high neurotic morbidity, might provide important clues to the nature
of such a relationship.

Another important relationship which has been demonstrated but not

fully explored is the relationship between frequent attendance and

marital breakdown. A possible mediating factor in psychological illness.

A further study could explore this relationship in more detail.

A prospective study of a group of frequent attenders could

usefully assess the management of chronic illness, both physical and

psychological, in general practice. The group of frequent attenders
contain a large number of chronic asthmatics and bronchitics, patients

with ischaemic heart disease and hypertension. An audit of these
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individuals and their management over a period of time might provide

important information as to how we manage these conditions and how we

can improve our management.

The large resources of individuals with chronic or recurrent
affective neurosis provides excellent opportunities to test the

hypothesis that the teaching of coping mechanisms based on behavioural

principles (e.g. cognitive behaviour therapy in depression, Beck 1979»
and anxiety control techniques, Snaith 198l) may be used to reduce

relapse rates in recurrent affective neurosis.

A particular value of the group of frequent attenders as a research
resource is that they constitute a clearly defined group with a

conspicuously high chronic morbidity, both physical and psychological,
several times higher than their age and sex matched controls.

Finally, a comparison might be made between habitual frequent
surgery attenders and other high users of primary medical services. Such
services include hospital accident and emergency services and deputising
services. Whilst there may be many behavioural similarities between

high users of these services and habitual frequent surgery attenders, a

number of distinct differences might be expected; for instance, more acute
illnesses and fewer chronic conditions might be expected in the high
users of the emergency services. Whilst a discussion of these high users

of emergency services is outwith the scope of this discussion, a

parallel study of this group might examine the differences.
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IMPLICATIONS FOR PRIMARY MEDICAL CAKE

Inevitably, in a study of habitual frequent medical attenders, the
focus of attention is directed towards major chronic or recurrent ill

health, both physicaland psychological, as opposed to acute, single
episode disorders. However, the individuals response to his illness

depends heavily on social and personal factors and may be better
understood in terms of social behaviour.

While discussing the role of the personal doctor in relation to

psychiatric illness in general practice, Shepherd (1966) has commented
on the changing role of the general practitioner. Much of what he says

applies to the principles governing the management of those individuals
who are habitual frequent surgery attenders.

"One of the most striking public health developments in economically

advanced countries during this century has been the relative decline of

acute and infectious diseases and the corresponding rise of chronic and

non—infectious disease Further, in all forms of chronic
disease the patient's reaction to his symptoms is a key factor; hence

personality and attitude to health must be recognised as potentially

important determinants of outcome".

Shepherd took the opportunity to discuss what he saw as the changing

role of the general practitioner, not only from the point of view of his
work load but also in teims of his therapeutic role. This change involves
a reduced concern with rapid diagnostic and therapeutic decision making
and an increased concern with the early detection of pre—symptomatic

disease, the promotion of positive health measures, patient education,
advice and counselling.

Though these remarks were made sixteen years ago, by a research

psychiatrist examining the problem of psychiatric illness in general

practice, they remain as appropriate, if not more so, today in relation
to the problem of general practice as a whole, particularly when we

consider the problems of habitual frequent attenders with their high

psychiatric and chronic physical morbidity.
Related to this trend in morbidity is the trend towards "whole

patient's medicine" which Shepherd remarked in 1966 was a particular

feature of general medical care under the N.H.S. in Britain. This trend
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has gained momentum in the period since 1966 with the steady growth of

general practice as a special field of medical practice in its own right
with its own informed and coherent body of specialist knowledge. The

study of frequent attenders in general practice emphasises in concentrated
form the need for the general practitioner to approach the patient and
his problem on a broad front, taking in psychological and social aspects
as well as the purely biological aspects of the patient's condition. One
further change arising from the shift towards greater chronic morbidity
and prophylactic and preventative aspects of health care is the change
in the therapeutic skills required by the doctor.

Lawrence pioneered the notion that the diabetic patient should be

encouraged to manageinis own illness with the doctor exercising a general

supervisory role. Similar principles can be applied in the long term

management of other chronic-disorders such as asthma and hypertension.
In the field of psychological disorder, in particular those affective

neurotic disorders that constitute the bulk of psychiatric morbidity in
the group of frequent attenders and in the practice as a whole, there
is a growing emphasis on teaching patients self-management of their
conditions. One alternative approach rapidly gaining favour sees the

problem of minor psychiatric illness in behavioural terms. The teaching
of coping behaviour and self-management technique (Beck A. 1979?
Snaith D. 1981) appears as a promising alternative to pharmacological
treatment of psychoneurosis. Correspondingly there is an increased

demand from the general public to be informed about and involved in the

management of their conditions, particularly chronic or recurrent

conditions, and this trend is reflected in the large increase in self-

help organisations.
This study of habitual frequent attenders in general practice has

emphasised the importance of chronic physical illness and chronic or

recurrent psychoneurotic disorder in the workload of the modern general

practitioner. The skills demanded of the general practitioner when

dealing with such cases are often closer to those of a behavioural

scientist or educator than the traditional clinical skills. Such a

change in the role of the general practitioner has important implications
for the future pattern of training for medical students and general

practitioners.



APPENDIX I

I.H.D.

C.G»F•

M.I.

T.B.

D.U.

Ga.

O.A.

P.I .D.

G.HoQ.
G.H.Q.

ABBREVIATIONS

Ischaemic heart disease

Congestive cardiac failure

Myocardial infarction
Tuberculosis

Duodenal ulcer

Carcinoma

Os teoarthritis

Prolapsed intervertebral disc.

36 (physically ill) appear in brackets following
60 scores



APPENDIXII

UNEMPLOYEDMALEFREQUENTATTENDERS
Age

G.H.Q.

N

Physical Health

PhysicalDiagnoses
Psych Health

PsychologicalDiagnees

30-39 1. 2.

5 4

1 2

PoorUlcerativecolitis,Avg. colectomy,hypertension
V.poorSeverechronicasthmaAvg.

Nil Nil

40-49 3. 4- 5- 6.

38(23)18 2

20(12) 0

20 12

9

15

Poor Avg. Avg. V.poor Avg.

PulmonaryT.B.-Poor pneumonectomy,gastric, surgeryforD.U. DubiouspepticulcerPoor NilPoor Asthma,T.B.,respiratoryAvg. failure Alcoholicgastritis
V.poor

Chronicdrinkproblem, chronicanxietystate Chronicanxietystate Chronicanxietystate Reactivedepression Drinkproblem,depression, treatedwithE.C.T.

5Q-59 8. 10.

22(12) 40(28)20 32(22)17

V.poorChronicbronchitisPoor cerebrovasculardisease, prostatitis
PoorMenisectomy,mildAvg. spondylosis,I.H.D.(ang,na) mildcongestivecardiac failure

PoorAcuteorchitis,Cacaecumpoor urethralstricture

Depression,drinkproblem Nil Chronicdepressiveillness



N

23 14

6 7

20 1 8 14

5

15 11 18 10 23
14 14

l

MALEFHEQUMTATTEMPERS
PsychiatricDiagnosesHealth^HealthP̂hysicalDiagnoses Phobicanxietystate

poor

avg.

Mildasthma

Schizophrenia,drinkproblem
v.poor

avg.

Ml

Phobicanxietystate
avg.

avg.

Sciatica(PID)asthma

Behaviourdisorder,drink problem,organicbrain syndrome

poor

poor

Epilepsy

Ml

good

good

Childhoodencopresis

Ml

good

good

Ml

Ml

good

good

Fracturedskullinchildhood

Alcoholproblem

avg.

avg.

Alcoholinducedpepticulcer

Ml

good

good

D.U.alcoholinduced

Ml

good

good

Ml

Probabledrinkproblem
avg.

Depressiveillness,overdosepoor Milavg. Phobicanxietystate, depression,,drinkproblem Ml Ml Paranoidpsychosis (probablyschizophrenia)
v.poor avg. avg. v.poor

avg. avg. poor poor avg. avg. poor

Pepticulcer,Pottsfracture, fractureofradius. Iritis/orchitis Mildchronicbronchitis,lumbar spondylosis,headinjury,Potts fracture. Recurrenteffusionofknee, Divergentsquint. MinorO.A. Undiagnosedjointpain Asthma,acuterheumatism



G.H.Q.

N

PsychiatricDiagnoses
30~39(cont) 42 413 59

55(34)21 06
14(5)6 40-49 38(23)18 220

20(12)12 29(15)14

Nil Nil Nil Psychopathy,depression, overdose,alcoholism, deliriustremens Nil Mildtensionstate Chronicdrinkproblem, chronicanxietystate Chronicneurosis'(anxiety state) Chronicanxietystate, personalitydisorder (psychopathy) Nil

14(4) 0

21(12)

11

9

13

Anxietyprone,milddepression Reactivedepression Nil

\—/

Psych Health

Physical Health

PhysicalDiagnoses

avg. good avg. v.poor avg. avg.

v.poor good avg. v.poor poor avg.

SevereChronicasthma Eczema,psoriasis,childhood bronchialasthma,perennialrhiniti Nil Duodenalulcer,myopathy(alcoholic) disturbedliverfunction. D.U.Chronicbackpain Acutemouthinfection,frozen shoulder

v.poor poor

poor avg.

PulmonaryT.B.,pneurposectomy, gastricsurgeryforD.U. Pepticulcer

poor

avg.

Nil

avg. avg/poor avg. avg.

v.poor avg. v.poor poor/v.poor

I.H.D.(angina,M.I.)cerebral thrombosis,peripheralvascular disease Nil Asthma,T.B.respiratoryfailure. Hypertension,serebralischaemia, I.R.abscess,migraine.



M

I

15 10

7

19 29

7 9

21

2 1

14 18

MALEFREQUENTATTENDEES(3)
PsychiatricDiagnoses

Psych Health

Physical Health

PhysicalDiagnoses

Drinkproblem,depression, treatedwithEOT,minor anxietysymptoms

v.poor

avg.

Alcoholicgastritis

Mil

avg.

avg.

T.B.andititis,steroidinduced dyspepsia.

Mil

avg.

v.poor

Coronaryarteryby—passsurgery

Chronicanxietystate
poor

poor

Poplitealnervepalsy,chroniclumbs pain

Obsessionalpersonality endogenousdepression
v.poor

/*

avg.

Mil

Depression,drink;problem
avg/poor

v.poor

chronicbronchitis,cerebrovascular disease,prostatitis.

Mil

avg.

poor

Hypertension,I.H.D.chronic bronchitis.

Depression

avg.

poor

ChroniclumbarPID

Mil

avg.

poor

I.H.D.arteriosclerosis

Mil

good

poor

Chronicbronchitis,cervical spondylosis.

Mil

avg.

poor

Pepticulcer,I.H.D.,noiseinduced deafness

Milddepression

avg.

poor

Asthma,myocarditis



MALEFHEQIJENTATTENDERS(4)
G.H.Q.

N

PsychiatricDiagnoses
Psych Health

60-69 40(28)

20

Nil

avg.

14(8) 45(27) 32(22) 5 1

29(9)

17 21 17

1

12

8

Phohicanxietystate, depression Chronicanxietystate Chronicdepressiveillness Mil Nil Depressiveillness

'g/pavg/poor poor poor avg. avg. poor

1

12(6)

6 12

Nil Nil

avg. avg.

4

24(13) 21(13) 21(10)

18

9

9 10

Chronicanxietystate, obsessionalpersonality Nil Nil Nil

avg/poor avg. avg. avg.

PhysicalDiagnoses Menisectomy,mildspondylosis,IHD,(angina)mildcongestivecardiac failure. Mildhypertension,prostatism Hypertension,arteriosclerosis, cerebrovasculardisease Acuteorchitis,carcinomaofcaecum urethralstricture. Ulcerativecolitis(colectomy) hypertension. Atrialfibrihtion,I.H.D. Veryseverebronchitis,cataracts, nasaldeformitywithsubmucous resection. Chronicbronchitis Asthma,I.H.D.,villouspapiloma rectum,fistulainanus. Nil Severebronchitis,appendicitis, subphrenicabscess. Extensivegastricsurgery, intermittentclaudication OldT«B.rodentulcer,duodenalulce peripheralvasculardiseaseand intermittentclaudication.



MiiLiCj OUlMTJtUUD

G.H.Q.NPsychiatricdiagnosesHealth 20-29 00NilGood
12(7)18ChronioanxietystatePoor somephobicfeatures

110NilAvg. 010NilAvg. 512Nil-Avg. 64NilAvg.
13(5)15MilddepressiveillnessAvg. 08NilAvg.

3Q-j? 13NilGood
104NilAvg. 28(19)9NilGood 43NilGood 07NilAvg. 519NilGood 27NilAvg. 111-NilAvg. 010NilAvg.

40-49 1619NilAvg. 011NilGood
Physical Health

Physicaldiagnoses
GoodNil Avg.Mildessentialhypertension Avg.Facialinjury,pilonidalsinus dyspepsia(alcoholinduced)

Avg.Ni1 Avg.Ni1 Avg.Ulnarnervelesion Avg.Mildasthma Avg.Nil GoodNil Avg.Nil GoodNil GoodNil Avg.Nil Avg/poorUretericstone,"spongeykidney" Avg.Irritablecolon,earlydivertLculit Avg.Ni1 Avg.Nil Avg. Good

Nil Nil



MALECONTROLS(2)

G.H.Q.

N

PsychiatricDiagnoses
Psych Health

2

10

Nil

Good

0

3

Nil

Avg.

0

10

Nil

Good

5

15

Nil

Avg.

<?0-59 0

12

Nil

Good

8

7

Nil

Avg.

1

7

Nil

Avg.

0

l

Nil

Avg.

15(11)

15

Nil

Avg.

25(12)

13

Bereavementreactionwith
Avg.

depression

1

4

Nil

Avg.

60-69 0

10

Nil

Good

0

5

Nil

Avg.

5

11

Nil

Avg.

4

9

Nil

Avg.

6

7

Nil

Avg.

1

10

Nil

Avg.

6

2

Nil

Avg.

Physical Health

PhysicalDiagnoses
GoodMil Avg.Nil GoodRemovalofsubmastibulargland duetocalculi

Avg.Psoriasis GoodSevereclaudicationofleg PoorTransientcerebralischaemic attacks

Avg.'Nil Avg.Nil Avg.Gonoccocalurethritis Avg/poorI.H.D.(M.I.) Avg.Nil GoodHerniafracture Avg.Osteoarthritis-knee Avg.I.H.D.(M.I.)Hypercholesterolaemia Avg.Nil Avg.Gout,osteoarthritis Avg.Herniarepair V.poorTotalhipreplacement,hypertension withcerebralarteriosclerosis. Prostatectomy.



MALECONTROLS(3)

G.H.Q'.ITPsychiatricDiagnosesHealth 010NilAvg.
29NilAvg. 28NilAvg. 011NilGood

Physical Health

PhysicalDiagnoses
Avg.

eariysquamous oftongue

PoorI.H.D. Avg.Nil GoodCholecystitisand"biliary peritonitis



N

23 23 16 20 13

7 8

18 22 23

8

18 18 20

8

16

FEMALEFREQUMTATTENDERS
PsychiatricDiagnoses

Psych Health

Physical Health

PhysicalDiagnoses

Phobicanxietystate, alcoholproblem,depression, childhoodenuresis

Poor

Good

Harelip,menstrualproblems

Recurrentdepression
Poor

Avg.

Gallstones,cholecystectomy

Chronicdepressiveillness
Poor

Poor

Hypertension,infertility, fracturedulnar.

Chronicneuroticdepression
Poor

Good

Nil

Nil

Avg.

Avg.

Probabletemporallobeepilepsy

Nil

Avg.

Poor/v.poor

Chronicasthma

Depression

Avg.

Avg.

Nil

Nil

Good

Good

Nil

Chronicneuroticdepression, tensionstate

Poor

Avg.

Nil

Depression,overdose, drinkproblem

Poor

Avg.

Mildessentialhypertension

Nil

Poor

Avg.

Pepticulcer

Dullavg.intellect, epilepticpersonalitychange
Avg/poor

Poor

Epilepsy

Nil

Good

Good

Nil

Nil

Avg.

Avg.

Latelatentorcongenitalsyphilis

Chronicneuroticdisorder (anxietystate)

Poor

Good

Mildatopictendency,tubaladhesions
Depression

Avg.

Poor

LumbarP.I.D.,recurrentU.T.I.



H

■t)
18 13 17 19

6

15 12

7

21 14

8

15 10 17

FEMALEFREQPEHTATTEMPERS(2)
....PsychPhysica PsychiatricDiagnosesHeaUhHeaUh

PhysicalDiagnoses

BorderlineI.Q.,depresionAvg.Avg. NilGoodGood MlAvg.V.poor DepressionPoorPoor MilddepressiveillnesswithAvg.Avg.. atypicalfacialpain MlAvg.V.poor MildanxietystateAvg.Poor MlAvg.Avg. RecurrentdepressionPoorPoor RecurrentdepressionPoorPoDr Recurrentdepression,PoorPoor cancerphobia RecurrentdepressionandV.poorPoor anxiety MlAvg.V.poor DepressiveillnessPoorAvg.
Rystagmus,myopiaandpartial sightedness Ml Acuterheumatic,mitralvalvedisease, mitralvalvereplacement,cerebral embolus. Vulvectomyforcarcinoma Gallstones,ovariancyst Hypertension,severerheumatoid arthritis,osteoporesisduetosteroid pepticulcer Chrohn'sdisease,cervicalspondylosis Prolapseddisc Epilepsy Chronicasthma,hiatushernia T.B.,asthma,herpeszoster,lumbar disclesion Undiagnoseddisorder,mildaortic incompetence. T.B.(tubesandurinarytract)grossly obese,hypertension Ml



IT

16

7 5

14 22 10 10 22

1

18 16 17 17

4

17

9

W

FEMALEFREQUENTATTENDERS(3)
PsychiatricDiagnoses

Psych Health

Physical Health

PhysicalDiagnoses

Mildchronicanxietystate
Avg.

Avg.

MilddubiousChrohn*sdisease

Nil

Avg.

Avg.

Pylonephritis

Schizophrenia

V.poor

Avg/poor

Subclavianarterystenosis

Nil

Avg.

Poor

Mitralstenosis,pulmonaryoedema, menorrhagia

Depressiveillness

Poor

Avg.

Nil

Recurrentdepression
Poor

Poor

Fibroids—hysterectomy,chronicpe] oesophagitis,severeanaemia.

Milddepressiveillness
Avg.

Avg.

Lumbo-sacraldisclesion,mild hypertension

Nil

Avg.

Poor

Asthma,steroiddependent

Nil

Avg.

Avg.

Raiseduricacid

Chronicphobicanxiety statewithdepression
V.poor

Avg.

Rheumatoidarthritis

Chronicanxietystate
Poor

Poor

Hypertension,severeexzema,asthma multipleallergies

Nil

Avg.

V.poor

Obesity,hypertension,diabetes, osteoarthritis,stroke

Longstandinganxietystate
Poor

Avg.

Dorsaldisclesion

Nil

Avg.

Avg.

MildParkinsonism

Depressiveillness

Poor

Avg.

Middleeardisease

Nil

Avg.

Poor

Pepticulcer,salmonella,enteritis



FEMALEFHEQPEHTATTENDEES(4)
G.H.Q.

F

PsychiatricDiagnoses
Psych Health

Physical Health

PhysicalDiagnoses

60-69(cont)
18(11)

3

Depressivepersonality
Avg.

Poor

Diabetes,osteoarthritis,urinary tractinfection

6

13

Ml

Good

Good

Hypertension

0

5

Ml

Avg.

Avg.

Asthma,cataracts

4

7

Depression

Poor

Poor

Incompleteabortion,I.H.D(angina,M.I. andC.C.F.)migraine,postmenopausal bleeding.

70+ 6

12

Chronicanxietystate
Avg/poor

Avg.

Thyroidectomy,pelvicfloorrepair,hem

2

6

Ml

Avg.

Poor

I.H.D.Hypertension

0

1

Ml

Good

Poor

I.H.D.Hypertension,carcinomaofbreas cataracts•

5

8

Ml

Avg.

Avg.

Hypertension,cataracts.



VJU-ij
FEMALECONTROLS

Psych

NPsychiatricDiagnosesHealth
11NilGood 4NilGood

13NilGood 5NilGood 9NilGood
18MildchronicanxietystatePoor 16Nil-Avg. 5NilGood

16NilAvg. 17NilGood 10NilGood 14NilGood 6MilddepressionGood 8NilGood
12NilGood 17Probabledrugproblem,Poor briefconfusionalstate, depressivedisorder

Physical Health

PhysicalDiagnoses
GoodNil GoodNil GoodCarpeltunnelsyndrome GoodNil GoodCongenitaldeformity Avg.Varicoseveins Avg.Infertilityinvestigations,lowbirth weightinfantsf

GoodNil Avg.Nil GoodNil GoodAppendicitis GoodMinorsacro-iliacstrain GoodHypertension GoodNil GoodFracturedpubisandaim GoodNil



G.H.Q.

N

FEMALECONTROLS(2)
PsychiatricDiagnoses

Psych Health

40-49 1

5

Nil

Avg.

26(15)

18

Mildrecurrentdepression
Avg.

0

3

Mildanxietystate,
Avg.

overdoseinearlytwenties
0

7

Nil

Avg.

0

13

Depressiveillness

Avg/i

4

11

Nil

Avg.

2

6

Nil

Good

0

3

Nil

Avg.

0

8

Nil

Avg.

24(13)

20

Nil

Avg.

50-59 0

6

Nil

Avg.

1

12

Nil

Avg.

19(11)

9

Nil

Avg.

0

10

Nil

Avg.

0

1

Nil

Avg.

0

4

Nil

Good

25(15)

20

Milddepression

Avg.
>oor

Physical Health

PhysicalDiagnoses
PoorCa.uterus Avg#Hypertensive,crisisduetoPhenelzine Avg.Nil Avg.Osteoarthritis Avg.Nil Avg.HerpesZoster GoodBiliarycolicandcholecystectomy Avg.Nil Avg.Nil GoodNil Avg.Nil Avg.Nil Avg.Prolapseandstressincontinence. Hypertension

Avg.Varicoseveins Avg.Appendicectomy,correctionoffinger deformities

GoodNil Avg.Obstetriccomplications



J'jmaLiCi UUlNTXtUijO yJ)Psych

G.H.Q.NPsychiatricDiagnosesHealth 60-69 1

14

Nil

Good

3

15

Minorepisodesanxiety
Avg.

-4(15)

21

Nil

Avg.

l

1

Nil

Avg.

0

6

Nil

Avg.

5

5

Nil

Avg.

2

11

Nil

Avg.

0

4

Nil

Avg.

0

7

Nil

Avg.

5

8

Chronicparanoid schizophrenia

V.poor

0

6

Nil

Good

0

5

Nil

Poor

Physical Health

PhysicalDiagnoses
GoodMl Avg.Placentaproevia V.poorAsthma,hypertension,probableI.H.D. obstetricproblems

Avg/poorOsteoarthritis Avg.Nil Avg.Gastro-intestinalbloodlossandanaemi Avg.Thyrotoxicosis Avg.'Nil Avg.Nil Avg.Nil Avg.Mastoidsurgery,primaryT.B.oflate onset

Avg.Acuterheumatismwithmitralvalve disease,pelvicfloorrepair.



APPENDIX IV

ILLUSTRATIVE CASE SUMMARIES

These "brief summaries have "been selected at random from

the lists of frequent attenders and controls and are meant
to be illustrative rather than typical.



APPENDIX IV (i)
Male frequent attender aged 20 - 29
Marital status — single Children - 0 Occupation - Postman

Housing - rented (Council) Ho. of rooms — 4 Ho. of occupants — 2

G.H.Q. Total - 0

E.P.Q. P-0 E - 18 N - 8 L - 7
Past physical health - good Past psychological health - good

Significant physical illness - ? fractured skull in childhood

Significant psychological illness — Hil

SUMMARY: A young, single man with chronic dyspeptic symptoms (only a

minute erosion found on Barium Meal) and musculo—skeletal symptoms

relating to rugby injuries. He suffered a depressed fracture of the

skull in childhood requiring surgery to remove bony fragments.

Male frequent attender aged 30 - 39
Marital status — divorced Children — 2 Occupation - unemployed

Housing - owner occupied Ho. of rooms — 5 Ho. of occupants - 3

G.H.Q. Total — 5

E.P.Q. P - 4 E - 6 H — 1 L — 11
Past physical health — poor Past psychological health - v.poor

Significant physical illness — Asthma, acute rheumatism

Significant psychological illness — Paranoid psychosis (probably
schizophrenia), paranoid (litiginous) personality.

SUMMARY: A "touchy" eccentric man, forever pursuing unsuccesful

litigation. He lives in a squalid, isolated house with his two sons.

He has suffered an acute paranoid psychosis requiring admission under

the Mental Health Act (sec. 29) He suffers from asthma which has been
severe and has been admitted to hospital in status asthmaticus. He

suffered acute rheumatism 25 years ago, but this has left no cardiac

sequlae.



(ii)
Female control aged 40 - 49

Marital status — married Children — 2

Housing - Owner occupied

.Occupation — Teacher

Ho. of rooms — 7 No. of occupants — 4

G.H.Q. Total - 2

E.P.Q. P — 2 E - 7 N - 6 L-9

Past physical health - good Past psychological health - good

Significant physical illness - biliary colic, cholecystectomy

Significant psychological illness — Nil

SUMMARY: A primary schoolteacher, married to a manager. They have two

teenage children, live in a large house and are "well off" by the general
standards of the practice. She has enjoyed good health, marred only by

gallstones for which she recently underwent cholecystectomy.

Female control aged 50 — 59

Marital status — married Children — 1 Occupation - Husband retired
leadburner

Housing - owner occupied No. of rooms - 5 No. of occupants - 3

G.H.Q. Total — 0

E.P.Q. P-3 E - 15 N — 10 L - 15
Past physical health - Average Past psychological health — Average

Significant physical illness - varicose veins

Significant psychological illness - Nil

SUMMARY: A middle—aged, married woman living with her husband and only
son who is unmarried. Her attendances are infrequent and her only

attendance at hospital was for surgery to her varicose veins. She

takes CarbcLMazepifte on a regular basis for facial neuralgia.



(iii )
Female control aged 30 - 39
Marital status — married Children - 4 Occupation — student nurse

Husband - electrician

Housing - owner occupied Rooms - 5 Ho. of occupants - 6

G.H.Q. Total - 1

E.P.Q. P — 2 E - 15 N-5 L - 5

Past physical health — good Past psychological health — good

Significant physical illness — Mil

Significant psychological illness — Nil

SUMMARY: A married woman with four children who has taken up nursing later
in life. She is an infrequent attender with only occassional consultations
for minor conditions. She had mild toxaemia towards tern in her first

pregnancy.

Female control aged 30 - 39
Marital status — married Children — 3 Occupation — Husband miner

Housing — rented (Council) No. of rooms — 4 * No. of occupants — 5

G.H.Q. Total - 26 (9)
E.P.Q. P - 5 E — 10 N - 17 L - 11
Past physiceL health — good Past psychological health - poor

Significant physical illness - Nil

Significant psychological illness - probable drug problem, brief
confusional state, depressive disorder.

SUMMARY: A married woman with two children. Until recently she looked

after her elderly father and mentally retarted sister with Down,s syndrome.

Essentially healthy, she has suffered a minor depression and a brief con—

fusional state at the age of 19. At that time she was thought to be

drinking heavily though this is not thought to be a problem in recent years.



(iv)
Male frequent attender aged 40 - 49
Marital status — Married Childre — 5 Occupation — Rigger (unemployed)
Housing - rented (Council) No. of rooms - 4 No. of occupants - 6

G.H.Q. Total - 2

E.P.Q. P - 3 E - 6 N — 20 L - 8
Past physical health — average Past psychological health — poor

Significant physical illness — Dubious peptic ulcer

Significant psychological illness - chronic neurosis, personality disorder

SUMMARY: A married man, unemployed for many years. Since early adult life
has presented a succession of compelling and convincing complaints; headaches,
nasal discharge, sniffing, dyspepsia suggestive of duodenal ulcer, musculo¬
skeletal pains, and minor neurotic symptoms of anxiety, depression and
irritability. He has had extensive investigations, proceeding to proof
puncture of his sinuses, sub mucous resection, laparotomy and removal of a

normal appendix, all with little or no pathological findings. His
relationship with doctors has been strained and this is reflected in

comments in the medical records and hospital letters where he is described

as an "inadequate hypochondriacal lead swinger" by the consultant

psychiatrist who saw him. His attendance pattern and the patterns of his

complaints remain essentially unchanged after 25 years. -

Female frequent attender aged 20 — 29

Marital status — separated Children — 0 Occupation - Telephonist

Housing — owner occupied No. of rooms — 4 No. of occupants - 4

G.H.Q. Total - 26 (17)
E.R.Q. P - 6 E-14 N-23 L — 10

Past physical health — average Past psychological health - poor

Significant physical illness — mild essential hypertension

Significant psychological illness - depression, overdose, ? drink problem.

SUMMARY: A young, unmarried woman with a constellation of symptoms,
menstrual problems, weight problem, contraceptive problem, social
problems and depression.



(v)
Female frequent attender aged 20 — 29
Marital status — single Children — 0 Occupation — Secretary

Housing - rented (Council) Ho. of rooms-5 Ho. of occupants - 3

G.H.Q. Total - 38 (30)
E.P.Q. P — 2 E — 10 H-23 L-9

Past physical health - good Past psychological health - poor

Significant physical illness — hare lip, menstrual problems.

Significant psychological illness — phobic anxiety state, alcohol problems,

depressive illness, childhood enuresis.

SUMMARY: An attractive unmarried secretary, living with per parents. She
had a hare lip repaired in childhood which left little deformity but
which later formed the focus of worries about her appearance. A madedly

anxious and sensitive girl, she suffered enuresis in childhood and social

phobic symptoms in her teens, which she relieved with alcohol. At one time
her consumption of alcohol was a serious problem. Her frequent attendance
relates mainly to psychological symptoms, plastic surgeiy regarding the
residue of her hare lip and menstrual problems and contraception.

Female frequent attender aged 40 — 49
Marital status — songle Children — 0 Occupation - daff nurse

Housing — owner occupied Ho. of rooms — 3 Ho of occupants - 2

G.H.Q. Total - 0

E.P.Q. P - 1 E-6 H - 8 L - 8
Past physical health — poor Past psychological health - poor

Signifisnt physical illness - T.B., asthma, herpes zoster, lumbar disc lesion

Significant psychological illness — recurrent depression, cancer phobia

SUMMARY: An unmarried staff nurse with a past history of T.B. She is also
troubled with intermittent asthma and chronic lumbar disc lesion. In the

past she .has suffered from herpes zoster. She is rather anxious, with
fears of cancer and recurrent depression.



(vi)
Female frequent attender aged 30 - 39
Marital status — Married Children — 1 Occupation — Husband technician

in textile industry

Housing — rented (council) Ho of rooms — 4 Ho. of occupants - 3

G.H.Q. Total - 3

E.P.Q. P — 2 E - 7 H - 17 L - 8
Past physical health — v. poor Past psychological health — average

Significant physical illness - Acute rheumatism, mitral valve disease, mitral
valve replacement, cerebral embolus.

Significant psychological illness - Hil

A young married woman with one child. She suffered acute rheumatism at
the age of 16 and subacute bacterial endocarditis following a dental
extraction at twenty. During the pregnancy she developed complications of
her mitral valve disease with cardiac decompensation and was delivered by

caesarean section. She subsequently underwent mitral valve replacement
with a metal cage valve. During a period of domestic stress she forgot to

take her anti—coagulants and suffered a cerebral embolus from which she
has recovered well, leaving only a slight facial weakness and a slight

hesitancy in her speech. Other- stresses include numerous changes of

home and her daughter's asthma.

Male frequent attender age 60 - 69
Marital status — Married Children — 1 Occupation - miner, retired

due to ill health

Housing - rented (Council) Ho of rooms — 5 Ho of occupants — 2

G.H.Q. Total - 25 (9)
E.P.Q. P - 4 E — 11 H - 8 L - 6
Past physical health — V. poor Past psychological health - poor

Significant physical illness — Severe chronic asthma, bronchitis, cataracts,
nasal deformity

Significant psychological illness — depressive illness, probably a reaction to-
poor physical health.

SUMMARY: A retired miner living in a council house with his wife. He is

severely disabled with chronic bronchitis largely as a result of heavy

smoking.



(vii)
Male frequent attender aged 50 — 59
Marital status - married Children - 2 Occupation - Pricing clerk, W.G.F

Housing — oWncr- oc.cu pi < r jjo. Df r0oms — 5 Ho. of occupants — 3

G.H.Q. Total - 10

E.P.Q. P-l E — 0 N - 18
Past physical health — avg/poor

L - 7

Past psychological health - average

Significant physical illness - asthma, myocarditis
Significant psychological illness - mild depression

SUMMARY: A married man with a severely mentally handicapped son. He has

suffered with recurrent asthma and bronchitis over many years and smokes
x

Vi fc\\ .

heavily. He suffered an acute illness diagnosed as imparl myocarditis
several years ago.

Male frequent attender aged 40 — 49

Marital status — married Children — 2 Occupation — miner

Housing — rented (Council) No of rooms — 5 No. of occupants — 4

Significant physical illness - labile hypertension, popliteal right palsy.
Chronic lumbar pain.

Significant psychological illness - Chronically anxious.

SUMMARY: A former miner living with his wife and daughters. He suffered a

back injury at work in I96I and has complained of severe and persistent

back pain ever since, in spite of settlement of his claim for compensation.
He has been extensively investigated, originally in the rheumatology department
and more recently in a neurological department after developing a foot

drop. This has been attributed on the basis, of nerve conduction studies

to an isolated lateral popliteal nerve lesion^ the relationship to his
back condition is unclear. He is mildly overweight and has mild labile

hypertension. He is conspicuously anxious and intermittently depressed.

G.H.Q. Total - 16 (10)
E.P.Q. P-0 E - 6 N - 19 L — 12

Past physical health — poor Past psychological health — poor

0* ✓*/<»



(viii)
Male control aged 40 - 49

Marital status - married Children - 6 Occipation - labourer

Housing - rented (Council) No of rooms -6 No of occupants — 7

G.H.Q. Total - 0

E.P.Q. P-0 E-9 N — 11 L - 14

Past p]jsical health - good Past psychological health - good

Significant physical illness - glaucoma

Significant psychological illness — nil

SUMMARY: A married labourer with a large family. He has had surgery

for glaucoma but attends infrequently.

Male control aged 60 — 69
Marital status - widowed Children - 3 Occupation - retired fitter

Housing - rented (Council) No of rooms - 4 No of occupants — 1

G.H.Q. Total - 6

E.P.Q. P — 2 E — 6 N-7 L-14

Past physical health - average Pest psychological health — average

Significant physical illness - gout, osteoarthritis

Significant psychological illness - nil

SUMMARY: A widower now living alone in a council house. He gave up

work to look after his children following his wifefs death, but is now retired.

Generally fit and active and a keen gardener.



Female frequent attender aged 40 - 49
Marital status — married Children — 2 Occupation — Shorthand typist

Housing — owner occupied No of rooms — 5 No of occupants - 3

G.H.Q. Total - 11

E.P.Q. P — 2 E-7 N — 22 L - 11

Past physical health — average Past psychological health — poor

Significant physical illness - Nil

Significant psychological illness - depressive disorder

SUMMARY: A middle aged married woman who has suffered a recurrent

affective neurosis, characterised hy feelings of panic, somatic symptoms
associated-with anxiety, such as palpitations, breathing difficulties and

parastheSia and morbid thoughts about her own health. In recent years

menstrual and menopausal symptoms have become a prominent feature of her

consultations.

Female frequent attender aged 60 - 69
Marital status - married Children - 1 Occupation — Husband process

worker

Housing - rented (Council) No of rooms — 5 No of occupants — 2

G.H.Q. Total - 0

E.P.Q. P-0 E - 6 N-17 L - 13
Past physical health — average Past psychological health - poor

Significant physical illness — Middle ear lesion

Significant psychological illness - depressive illness

SUMMARY: A middle aged woman living with her husband in a council house. She

has suffered from middle ear disease causing tinnitus and dizziness for which

she has had numerous attendances at the E.N.T. department and a surgical

procedure on her middle ear. She has, in addition, been conspicuously

depressed and had a course of E.G.T. with some benefit.



(x)
Male control aged 20 - 29

Marital status — married Children — 0 Occupation — process worker

Housing - rented (Council) No of rooms — 5 No of occupants — 3

G.H.Q. Total - 1

E.P.Q. P - 4 E - 19 N — 10 L-4

Past physical health — average Past psychological health - average

Significant physical illness - facial injury, pilonidal sinus, dyspepsia
(alcohol induced)

Significant psychological illness — nil

SUMMARY: A young, recently married man, who suffered a severe facial

injury in childhood, requiring reconstructive surgery and surgery to
restore part of his lachrymal duct. He has recently had surgery for

pilonidal sinus. He drinks heavily and suffers from alcohol induced

dyspepsia.

Male control aged 30 - 39

Marital status — Married Children — 1 Occupation — Fitter

Housing — owner occupied No of rooms — 5 No of occupants — 3

G.H.Q. Total - 28 (19)
E.P.Q. P - 4 E-6 N-9 L - 9

Past physical health — good Past psychological health — good

Significant physical illness - nil

Significant psychological illness - nil

SUMMARY: A self—reliant married man with 1 child. His wife suffers from

a schizophrenic illness with recurrent paranoid delusions that involve him

and is a recurring source of friction "between them. This situation he

accepts philosophically and has learnt to live with.



REFERENCES

WRIGHT. The Aetiology of Consultation. Journal of the Royal
Collegre of General Practitioners. 1981.

MECHANIC D. The Concept of Illness Behaviour. Journal of Chronic
Diseases. Vol 15 P 193 - 206

PARSONS. T. The Social System. Chapter X The Free Press.
Glencoe 1951

SEMMENCE. A.M. Discussion of the Familiar Face. Nov. 17, 1971 _

proceedings of the Royal Society of Medicine, section of
general practice.

McCORMICE. J.S. Discussion of the Familiar Face. Nov 17, 1971 —

proceedings ofvthe Royal Society of Medicine, section of
general practice.

ROGERS. C. Client Centred Psychotherapy.

EEMP. R. The Familiar Face. Lancet 1963, 1, 1223 — 1226

FRANKLIN. L.M. The Thick File Case. New Zealand Medical Journal 74
1971 P 253 - 255

HJCKMASTKrt. J.F. The Thick File Patient in England. New Zealand
Medical Journal, 77, 1973, p 253 - 254.

HICKS. Primary Health Care. HMSO 1976

LOGAN W.P.D. General Practitioner Records: an analysis of the
clinical records of eight practices during the period April 1951 -
March 1952 (General Register Office, Studies on Medicine and
Population subject No 7) HMSO 1953

LOGAN W.P.D. AND CUSHION A. Morbidity Statistics from General
Practice. Volume 1 (General) (General Register Office, Studies
on Medical and Population Subjects No 14) London HMSO 1958.

OFFICE OP POPULATION CENSUSES AND SURVEYS. ROYAL COLLEGE OF
GENERAL PRACTITIONERS AND DEPARTMENT OF HEALTH AND SOCIAL
SECURITY. Morbidity Statistics from General Practice: Second
National Study 1970 - 1971* (Studies on Medical and Population
Subjects No 26) London HMSO 1974

HILL. B. The Doctors Fay and Day. Journal of the Royal Statistical
Sociecy. Series A (General) 114, 1, 1951-

FRY. J. The Present State and Future Needs of General Practice.

Royal College of General Practitioners publication 16 March 1973*



WRIGHT. Royal College of General Practitioners. General Practice
in S.W. England. Report of a survey of 68 practices in the S.W.
England Faculty of the Royal College of General Practitioners
1964 — 1965 (Reports from General Practice 8) Dartmouth Royal
College of General Practitioners 1968.

WILLIAMS. Royal College of General Practitioners. A study of
general practitioners work load in South Wales. 1965 — 1966 a
survey of 68 doctors hy W.O. Williams (Reports from General
Practice 12) Edinburgh Livingstone 1970-

HODGKIN G.K.D. Towards Earlier Diagnosis. Churchill Livingstone
1978

SHEPHERD ET AL. Psychiatric Illness in General Practice.
Oxford Medical "Publication 1966 — p 171 - 172

CLARE. A. Observations in Psychiatric Morbidity and Premenstrual
Stress in Women in Current Themes in Psychiatry 1.

COLLING. A. The Sick Family. Journal of the Royal College of
General Practitioners 1967? 14) P 181 - 186

COURTENAY ET AL. Frequent Attendance in a Family Practice.
Journal of the Royal College of General Practitioners 1974} 24)

p 251 - 261.

FANNING. D.M. Families in Flats. British Medical Journal 1967} 4t
p 382 — 386 (morbidity 57% greater than house dwellers).

KELLNER. R. Family 111 Health. An investigation in General
Practice 1963« Tavistock Publications (includes frequent and
rare attenders)

WAMOSHER. Z. The Returning patient. A survey of patients with
high attendance rates. Journal of College of General
Practitioners 1966, 11, p 166 — 173 (in Israel)

McARDLE ET AL. Frequent Attenders at a Health Centre. Practitioner
1974, 213, P 696 - 702

SEMMENCE A. Chronic Users in a General Practice. A preliminary
Study. Journal of the Royal College of General Practitioners
1969, 17, 304 - 310.

KEMP. R. The Familiar Face. Lancet 1963} 1} - 1223 - 1226

FERLEY M.J. AND GUZE S.B. Archives of General Psychiatry. 1963

BIRD J. The Behavioural Treatment of Hysteria. British Journal of
Psychiatry 1979} 134} P 129 - 137•



ANDERSON ET AL. Users and nonr-users of Doctors. Implications for
self care. Journal of the Royal College of General Practitioners
1977, 27, P 155 - 159.

KESSEL N AND SHEPHERD M. The Health and Attitudes of People who
Seldom Consult a Doctor. Medical Care. 1965» 3, No 1, 6 — 10.

HOOD J.E. AND PARMER R.D.T. A Comparative Study of Frequent and
Infrequent Attenders at a General Practice. International
Journal of Nursing Studies. 1974> H» 147 — 153 •

HILGARD E.R. AND ATKINSON R.C. Introduction to Psychology.
Harcourt, Brace and Jovanovich, 1975*

FOULDS. G.A. Personality and Personal Illness, London, Tavistock.
v

OFFICE OF POHJLATION CENSUSES AND SURVEYS. ROYAL COLLEGE OF
GENERAL PRACTITIONERS AND DEPT, OF HEALTH AND SOCIAL SECURITY.
Morbidity Statistics from General Practice: Second National Study
1970 ~ 1971* (Studies on Medical and Population Subjects No 26)
London HMSO 1974

WALTON AND PRESLEY. Comparison to psychiatric Studies Vol 2, 1973*
Churchi11 Livings t one.

EYSENCK H.J. Manual of the E.P.I. Chigwell Press Ltd, for Hodder
and Stoughton.

CATTELL R.B. AND SCHEIN I.H. The Meaning and Measurement of
Neuroticism and Anxiety. New Yorkf Arnold 1961.

EYSENCK. H.J. Manual of the E.P.I. Chigwell Press Ltd, for
Hodder and Stoughton.

JASPER K. General Rsychopathology 1959* Hoenig J and Hamilton M.W.
Manchester University Press.

MENTAL HEALTH ACT 1959 HMSO

GOLDBERG. D. The Detection of Psychiatric Illness by Questionnaire
Maudesley Monograph 1972. Oxford University Press.

KREI1MAN N. The Reliability of Psychiatric Diagnosis. Journal of
Mental Science. 1961 — p 876

NORRIS V. Mental Illness in London. Maudesley Monograph No 6.
London, Chapman and Hall.

SCHMIDT H.O. AND FONDA C. The Reliability of Psychiatric Diagnosis;
A New Look. Journal of Abnormal Social Psychology.
1956, 52, 262.



HERST. E.R. An Epidemiological Study of Psychiatric Morbidity in
a Suburban General Practice. M.D. Thesis, London University.

BROW A.C. AND PRY J. The Cornell Medical Index Health
Questionnaire in the identification of neurotic patients in
general practice. .Journal of Psychosomatic Research 6, 185 - 190

SHEPHERD ET AL. Psychiatric Illness in General Practice, Oxford
University Press.

CROW S. AND CRISP A.H. A short Clinical Diagnostic self-rating
Scale for Psychological neurotic patients. British Journal of
Psychiatry 112, 917-

EYSENCK. H.I. Manual of the E.P.I. Chigwell Press Ltd, for Hodder
and Stoughton. . >

EYSENCK. H.I. Maudesly Medical Questionnaire 1952.

GOLDBERG D. The Detection of Psychiatric Illness by Questionnaire
Maudesly Monograph 1972. Oxford University Press.

VAZQUEZ BAEQUERO J.L., MUROZ P.E. AND MADOZ JAUREGUI V. The
Interaction of Physical Illness and Neurotic Morbidity in the
Community. British Journal of Psychiatry I98I, 139> P 328 - 335

SHEPHERD ET AL Psychiatric Illness in General Practice, Oxford
University Press.

VAZQUEZ BARQUERO J.L., MUROZ P.E. AND MADOZ JAUREGUI V. The
Interaction of Physical Illness and NEorotic Morbidity in the
Community. British Journal of Psychiatry 1981, 1391 P 328 — 335

OFFICE OF POPULATION CENSUSES AND SURVEYS. ROYAL COLLEGE OF GENERAL
PRACTITIONERS AND DEPT. OF HEALTH AND SOCIAL SECURITY. Morbidity
Statistics from general practice: Second National Study
1970 — 1971 (Studies on Medical and population subjects No. 26,
London HMSO 1974

SHEPHERD ET AL. Psychiatric Illness in General Practice, Oxford
University Fbess.

PARSONS. The Social'System. Free Press, Chicago.

MECHANIC D. AND VULKART E.H. Stress, Illness Behaviour and the Sick
Role. Social Rev. 26 51 — 58

WORSLEY. Introduction to Sociology. Penguin Books.

MENTAL HEALTH ACT 1959. HMSO

MARINEER. M. Practice. A hard book of primary medical care.
Klum Harrap hardbook, London. 1.1 Health and Unhealth.



Page

91. BOLTON N. AND SAVAGE R.D. The Maudesly Personality Inventory -
A Review in Readings in Clinical Psychology. Penguin Press 1966

92. GOLDBERG. D. The Detection of Psychiatric Illness "by Questionnaire.
Maudesly Monograph 1972. Oxford University Press.

93. KREITMAN. N. The Reliability of Psychiatric Diagnosis. Journal of
Mental Science 1961. p 876.

96. GOLDBERG D. AND HILLIER Ascaled version of the GHQ
Psychological Medicine 1980

$7. SHEPHERD ET AL. Psychiatric Illness in General Practice, Oxford
University Press.

97. COOPER B., FRY J . AND KALTON G. A Longitudinal Study of
Psychiatric Morbidity in a General Practice Population. British
Journal of Preventative Social Medicine. 23, 210

97* SHEPHERD AND CLARE A. Psychiatric Illness in General Practice.
Oxford Medical Publication 1966.

98. BROWN" AND HARRIS J. Social Origins of Depression. Tavistock
Publications 1978.

99. SELIGMAN. M.E.P. Helplessness. W.H. Freeman, San Francisco.

99• WAMOSHER. Z. The Returning Fatient. A survey of patients with
ligh attendance rates. Journal of the College of General

5 Practitioners, 1966, 11, 166 — 173 (in Israel).

101. VAZQJEZ BARQUERO. British Journal of Psychiatry I98I No 139>
328 - 335* The Introduction of Physical Illness and Neurotic
Morbidity in the Community.

101. SIMS. A.C.P. The Mortality in Neurosis. Lancet II, 1, 72, 1-76

102. VAILLANT. G.E. Natural History of Male Psychological Health
N.E.J.M. 1979, Vol 301 No 23, p 1249

106. BROWN AND HARRIS. J. Social Origins of Depression. Tavistock
Publications 1978.

106. SHEPHERD ET AL. Psychiatric Illness in General Practice, Oxford
University Press.

111. BECK A. The Cognitive Therapy of Depression 1979* John Wiley & Sons

111. SNAITH D. Clinical Neurosis I98I, Oxford University Press.

111. SHEPHERD ET AL. Psychiatric Illness in General Practice, Oxford
University Press.


