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Preface 
BY B R U C E  CARDEW 

DURING the past two decades there has been much talk about the 
proper role of the general practitioner in the world of modern medicine. 
Not only here, but in many countries, arguments have raged about the 
scope of his work and his relationship to the hospitals and health and 
welfare services; about his undergraduate and postgraduate training 
and about the physical environment and circumstances in which he 
should practice. Even the Communist countries with their total finan- 
cial andcentralized power have been unable finally to decide what part 
their front-line doctors should play in the state health services. 

Happily, as far as this country is concerned, the need for the general 
practitioner or personal doctor is now scarcely questioned. The prob- 
lem is now rather how to give him the financial and clinical satis- 
factions which will keep him here. And this demands attention to details. 

Already some solid work has been undertaken towards defining 
the general practitoner's clinical role. To members of the College of 
General Practitioners must go much of the credit for this. Records 
carefully kept over the years and subsequently analysed have revealed 
the range of the general practitioner's work and of the work-load, 
what he needs in the way of ancillary help, and the type of diagnostic 
aids which he can most profitably use. 

As his role becomes more clearly defined, so does the possibility 
of reorganizing his undergraduate and postgraduate training. A revised 
curriculum is now generally seen to be imperative and its scope has 
been well described by a WHO Committee under the guidance of 
Professor Richard Scott. We must now await the findings of the Royal 
Commission on Medical Education before action can be taken in that 
field. 

The environmental needs of the general practitioner are also begin- 
ning to be better understood. Again much credit lies with doctors who 



have tried out and tested ideas in their own practices and published 
the results in the medical press for the benefit of their colleagues. 
A more sustained and organized study has been undertaken over the 
last three years by Dr. George Adams, Medical Director of the General 
Practice Advisory Service and by Mr. Brian Brooks, his architectural 
colleague. Gradually, standards are being laid down for space require- 
ments and their organization, lighting, heating, record-keeping, and 
many other matters. 

And now I must come to this study on appointment systems in 
General Practice and interject a personal note. I have presumably been 
asked to write this Preface because of my long interest in the subject. 
When I was editor of Medical World, I persuaded my colleagues to 
allow me to make a discussion film about appointment systems and 
later with seven experienced general practitioners to prepare a hand- 
book of advice to those contemplating the introduction of such 
systems. Both projects were financed by Lloyd-Ham01 Limited who 
later showed the good sense and generosity to provide doctors with 
the diaries needed to work the system. 

To begin with, my advocacy had been based solely on a hunch 
that an appointment system was likely to make the doctor's lot easier 
and to please the patient. By 1962, I had tangible evidence in the form 
of scores of appreciative letters from general practitioners who had 
benefited from the introduction of the system Medical World had 
recommended. 

So far, so good. But still there had been no objective study to justify 
the advice which we had so precipitously offered. Many questions 
needed to be answered. Could appointment systems be applied in 
rural as well as urban areas? Would working-class patients welcome 
a change in their habits? Would the elderly be able to participate? 
What would be the effect on the doctor's work-load and on the nuniber 
of home visits he would have to make? These and many other questions 
could be answered only by what is now called a study in depth. 
Professor Titmuss advised me to approach the Unit of Biometry of 
Oxford University which had already shown an interest in socio- 
medical studies. Dr. N. T. J. Bailey, the then Reader in Biometry, 
agreed and all that remained was to find the money to finance a long 
and expensive undertaking. There was no doubt as to whom to ap- 
proach. The Nuffield Provincial Hospitals Trust who had shown over 
the years their prime concern for any venture designed to improve 
standards of general practice agreed at once to finance the study. 
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It is not my purpose to describe or evaluate the authors' achievement. 
They set out to discover the impact of an appointment system upon 
N.H.S. general practice and this they have done in the most scientific 
and disciplined manner. I am sure that their study will prove of the 
greatest value to general practitioners, sociologists and to those who 
claim to speak for the consumers, who in this case are the doctors' 
patients. 
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I Introduction 

IT is arguable that if one were planning a general practitioner service 
de novo the question of whether or not appointment systems should 
be instituted would scarcely arise; in most cases they would be taken 
for granted. This is not meant to imply that there are no cogent argu- 
ments against this course of action or that we are advocating a whole- 
sale switch to appointment systems; any suggestion that these are 
invariably desirable would obviously be somewhat superficial. 

Our primary object is to present findings which will enable 
doctors to take informed decisions about this question in the light of 
our results and the special features of their own practices. This report 
sets out in detail the results of a number of surveys and studies carried 
out from the Unit of Biometryl at Oxford University. 

In order to appreciate the nature of the problem of organizing 
patients' attendances at a general practitioner's surgery it is helpful 
to consider what is involved in a person's visit to his doctor and in 

! which ways this differs from a visit to, for example, a dentist or 
solicitor, where calling by appointment is taken for granted. 

The most striking feature of a general practitioner's work is the 
extent of the unpredictability of the load. The patients themselves do 
not usually know much in advance that it will be necessary for them to 
visit the doctor, nor do they know how long a consultation will take, 

I or how many other patients will be present at the time they decide to 
go to the surgery. The doctor might be in a position to give them 
some information on the two latter points, but since there is normally 

t 
no prior contact between doctor and patient this is of no practical 
use. This same lack of communication means that the doctor himself 
is also unable to predict his load from day to day except in very general 

C 
terms based on past experience. 

I .  Now the Department of Biomathematics. 



2 A P P O I N T M E N T  SYSTEMS I N  GENERAL PRACTICE 

All of this applies essentially to 'new' consultations, i.e. those for 
newly arising spells of illness. Repeat consultations made at the request 
of the doctor are partially controllable. 

Thus the major difference between the work-load of a general 
practitioner and that of the other professions mentioned above consists 
not in its unpredictability per se but rather in the fact that (for new 
consultations) there is no communication between doctor and patient 

I 

which would reduce it. There is, moreover, an element of urgency, 
at least from the patient's point of view, in many new consultations. 
This means that the patient will want to consult the doctor as soon as 
possible after making the decision to seek medical advice. Accordingly 
this limits the control, even assuming the necessary communications 
were available, which a doctor has over the time when a patient may 
call upon him. It is this rather than the fact that the need for a new 
consultation arises more or less at random that makes the control of a 
doctor's work-load more difficult. 

In addition the general practitioner has among those who seek 
his attention a large proportion who are elderly, poor, or ill-educated. 
And, of course, most of these and other patients calling to see him are 
feeling unwell. 

The implication of all this is that an appointment system will not run 
as smoothly for the general practitioner as for other professions where 
clients are seen by appointment. The fact that appointment systems 
have been relatively uncommon in general practice and that a 
general practitioner will very often not have the secretarial facilities 
for running an appointment system also suggests that the intro- 
duction of a full' system of this kind may be accompanied by some 
difficulties. 

General practitioners with small lists, and their patients, probably 
find that the surgery work-load presents few problems. Because 
demand is quite light the time patients wait, the size of queue, and the 
surgery to surgery variation in numbers attending rarely become 
troublesome. Generally where time and space are plentiful relative to 
demand, even the most inefficient use of either matters correspondingly 
little and crowding is not a problem. But the number of doctors in 
this happy position is very few. Most have a fairly large work-load 

I 

and the fact, inherent in the unregulated queueing for consultations, 
that they cannot plan their time efficiently aggravates the situation. 

I .  We use the term 'fill appointment system' to describe one in which a substantial 
number of attendances at ordinary surgery sessions are by appointment. i 



I N T R O D U C T I O N  3 

They have often, especially in towns, lide space to spare, and the 
large waiting-room, arranged to accommodate as much as possible of 
the lengthier queues, can be expensive to maintain. 

Over the years there have been various attempts to regulate the 
arrival of patients at the surgery. The general practitioner gives a 
number of different services; it is convenient, for some of these, to 
group the patients requiring a particular service together and devote 
a special session to them. Hence the development of special sessions for 
ante-natal work and vaccination, etc. A feature of such sessions is that 
the patient is not in immediate need of treatment, and coming to a 
special session, perhaps held only once a week, reflects no hazard, real 
or imagined, to his health. Patients whom the doctor has asked to 
call back for a repeat consultation are in the same position as far as 
urgency is concerned and a possible way of smoothing out the demand 
for care over the week is to fix, as some doctors do, special sessions for 
such patients only, or at least to ask them to avoid coming back at the 
especially crowded sessions. Such strategies as these may spread the 
load more evenly throughout the week and save doctors and patients 
from the worst consequences of a variable daily load. For any parti- 
cular surgery session patients still arrive and queue in the usual way. 
The patient may still.have to face a long wait and the doctor has no 
control over the exact time at which his patients arrive and may thus, 
for example, spend much of his time waiting for the next patient until 
towards the end of the session when there is a heavy influx which keeps 
him busy for the next hour or so. 

Clearly there is a need for some kind of appointment system if 
one can be devised which will take into account the limitations and 
pressures of the general practitioner's situation. 

Accordingly, notwithstanding the many factors which appear' to 
militate against the use of an appointment system during the ordinary 
surgery sessions of a general practitioner, a large number of doctors 
have thought the advantages it might bring to patients and themselves 
sufficiently worthwhile to give an appointment system a trial. Of these 
many ,have found that their appointment system served them well- 
often indeed better than they had expected-and have continued using 
it. Others discontinued their appointment systems finding they brought 
no benefit and perhaps even hindered them in their work. 

By 1962 at least a few hundred practices were using appointment 
systems and a number of articles about theni had appeared in the medi- 
cal press. There was, however, little quantitative,information available 
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on, for instance, their effects on doctors' work-loads or patients' 
waiting-times. Nor had there been any large-scale systematic investi- ' 
gation to ascertain the types of practice in which an appointment 
system would be worth introducing. 

Dr. Bruce Cardew, then editor of the journal Medical World, pro- 
posed that a study of these problems should be undertaken, and the 
Nuffield Provincial Hospitals Trust made a generous grant towards 
the support of this work, which was based at the Oxford University 
Unit of Biometry (now the Department of Biomathematics). The 
bulk of the field-work was concentrated in the period extending from 
mid 1963 until mid 1965. 

Objectives and scope of the study 

The main objectives of the study were as follows: 

(i) To ascertain the opinions of representative samples of doctors and 
their patients on the subject of appointment systems. 

(ii) To obtain quantitative estimates of the effects of appointment 
systems on various aspects of a doctor's work and on patient waiting- 
times. 

(iii) To ascertain the types of practice in which the introduction 
of an appointment system would be worthwhile, the best way of 
running it and the difficulties likely to be encountered. 

The study consisted of a series of surveys and experimental studies 
in which we collected factual information on the running of an appoint- 
ment system and also questioned doctors and members of the public 
about their opinions. The methodology falls into three main parts: 

Postal surveys among doctors; 

Personal interviews and postal surveys among patients (strictly 
speaking 'potential patients') ; 

Detailed record collection from a number of practices. 

Two separate surveys of random samples of doctors were under- 
taken simultaneously. The first (actually a sample of practices) was 
confined to doctors who were known, from a preliminary question- 
naire, to be running an appointment system themselves. Questions 
were asked about such matters as their experience in operating the 
appointment system, their opinions of it, their assessment of patient 
reactions, and the extra work involved for practice stag Information 
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on the type of practice, number of patients, type of area, and so on was 
also collected. In the second survey doctors not running an appoint- 
ment system were asked various questions about their opinions. 

In addition to these sample surveys information of a more anecdotal 
nature was collected from a number of doctors known to have in- 
troduced and subsequently withdrawn an appointment system. 

Two types of survey of patient opinions were also carried out. 
The first consisted of interviews with a large sample of the adult 
population. The second was a postal survey carried out on random 
samples of patients from nine practices, four with and five without 
appointment systems. In each of these surveys questions were asked 
about opinions on appointment systems, frequency of making ap- 
pointments, number of visits to doctor, and so on. 

The third phase of the study consisted in collecting from a small 
number of practices detailed records relating to the periods before 

. and after the introduction of the appointment system. These records 
were of two types: information on waiting and consulting times was 
obtained for each patient seen at the surgery for a period of a week 
shortly before the appointment system started, a week soon after- 
wards, and (usually) a week some time later; in addition records of the 
numbers of surgery consultations, appointments, and home visits 
were obtained over a longer period. Records of this latter type were 
also obtained from a number of practices which were already running 
appointment systems. These records and the practices from which they 
were obtained do not constitute a random, or even a truly represent- 
ative, sample but they do cover a variety of practices and serve to 
show the sort of results which can be expected from the introduction 
of an appointment system. 

The results of these studies are presented in Chapters 3-6. Other 
relevant work is reviewed in Chapter 2. The over-all conclusions 
are summarized in Chapter 7 and a number of practical recommenda- 
tions made. Technical details concerning methodology, together with 
the majority of the tables are in the appendices. 



2 Previous and Concurrent Work 

THE present chapter aims to give a general idea of published work 
relating to appointment systems in general practice. 

Some reference has been made in several broad surveys of general 
practice to the use of appointment systems in this sphere of medicine. 
Hadfield in 1951' noted that of the 188 doctors whom he visited in the 
course of his inquiry 2 per cent. saw their patients by appointment 
only. More than two-thirds, however, gave appointments for occa- 
sional consultations. This proportion was much the same for those 
practising in town and country, but somewhat higher among younger 
doctors. 

An assessment of the findings of a postal inquiryZ undertaken at 
the same time revealed a similar state of affairs. It was found, however, 
that five out of twelve private practitioners questioned made use of a 
-full appointment system. A few doctors in this survey stated that they 
had tried an appointment system and later discontinued it. Failure on 
the part of patients to use the system properly was quoted in two 
cases as the reason for this state of affairs. 

Writing at about the same time, 1954, Taylor3 commended the use 
of appointment systems to general practitioners. The views and feelings 
of doctors in three practices situated in widely differing circumstances 
and running successful appointment systems were quoted and some 
c rob able advantages and disadvantages of appointment systems in 
general practice were listed. On the positive side it was suggested that 
an appointment system was likely to: 

(a) Save the patients' time spent in waiting-room; 

(b) Reduce the dangers of cross-infection; 

(c) Reduce the amount of waiting space required; 

(d) Even out the flow ofpatients within a surgery session; 
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(e) Give the doctor an advance view of the size of the surgery, so 
that he might regulate his speed of work, ,etc., appropriately. 

Among the disadvantages were the following : 

(a) Patients have to be taught to use the system and this may take 
time. (The system should not be declared a failure until after at leas't 
a year's trial) ; 

(b) The surgery ought to be manned by a receptionist during work- 
ing hours. If it is manned for less than these hours, the times when 
appointments could be made would have to be made clear to all 
patients. 

It was pointed out that appointments for a first consultation were - - 
rarely made much more than a few hours in advance, whereas an 
appointment for a repeat consultation could be made at the surgery 
to suit the convenience of both doctor and patient. 

Some warnings were given-in particular that doctors should not 
expect the system to be perfect or run it too rigidly. 

Somewhat earlier than this, Home4 reported on his experiences in 
running an appointment system in his practice. His was a suburban, 
mixed practice of around 3,300 patients. His surgery and home were 
combined and near to a shopping centre; the bus service in the area 
was good. Initially appointments were given for repeat consultations 
only. He employed a receptionist and this proved of considerable 
assistance. The appointment system was judged to be a success as the 
proportion of patients attending by appointment rose from an initial 
50 per cent. to 80 per cent. after six months. The waiting-room was 
almost empty and there were seldom more than three or four people 
waiting. He observed no sudden influx of patients or crowds pressing 
to get into the surgery. Consultations were arranged, usually, in ad- 
vance of the surgery sessions themselves, and the load spread through- 
out the week by suitable booking arrangements. Mondays, Fridays, 
and days following public holidays were left free of appointments 
for repeat attendances to cope with the expected influx of 'new' 

r patients on these days. 
The number of home visits made dropped sharply in the year fol- 

lowing the introduction of the appointment system. This had not been 
expected but was possibly due to people being more ready to attend 
at a surgery if the waiting time there was likely to be short. 

Certain disadvantages were perceived in the system. The poor and 
the aged living at a distance found the expense of a telephone cal1.a 



problem. Special arrangements were made for these. For the doctor 
the disadvantages were that the surgeries were booked up well beyond 
the scheduled hours and telephone- and door-bells rang more often. 

It was felt that special appointments made out of surgery hours for 
long consultations or people with infectious diseases were particularly 
useful. Generally, few people failed to keep their appointments and 
Horne concluded the' system would not work so well unless it appealed 
to the vast majority of patients. 

Carr5 was encouraged by Home's paper to try an appointment 
system in his two-man semi-rural practice. Each partner worked from 
his own premises and Carr's patients numbered 2,250. Public transport 
to and from his surgery area was fair for certain patients but for others 
rather poor and to cope with this problem he ran a branch surgery. 
In the summer he dealt with quite a number of seaside visitors. About 
80 per cent. of attendances were by appointment. No patient arriving 
without an appointment during surgery hours was turned away. If 
the session was heavily booked they were offered the alternative of a 
return appointment later in the same session or at a subsequent session. 
A few patients disliked the system, often apparently because they 
found the telephone difficult to use, or expensive. A few patients 
were habitually unpunctual but the receptionist learned to cope with 
these by telling them that their appointment was 10 minutes earlier 
than it really was. Otherwise late attendances were treated as un- 
booked attendances. The appointment system was subjected to the 
test of an epidemic in which it was very heavily extended. 'Patients 
with appointments then often had to wait up to 20 minutes beyond 
their booked time and unbooked attenders were fitted in whenever 
time was available. Even so, Carr thought that the appointment 
system meant that there was less waiting by all patients than there 
would have been under the old arrangement in similar conditions. 
He was of the opinion that an appointment system was unworkable 
without adequate secretarial help and drew attention to the difficulties 
arising when the receptionist was on holiday. 

Grant6 (1955) described how an appointment system which he had 
set up in his practice proved to be a failure. He practised single-handed 
in Workington and had a list of 2,600 patients of whom 500 lived in a 
village 3+ miles from the surgery. He dispensed for these and also 
operated a branch surgery in the village. The main surgery was in the 
town. He had first taken over the practice some few years previously 
and started booking appointments for the first hour of the 2-hour 
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session in the evenings. He found that his average consulting time was 
from 5 to 7 minutes per patient, depending on pressure and decided to 
book appointments at 10-minute intervals. The appointment system 
was instituted on I August 1954, six weeks notice having been given by 
large printed cards in the waiting-room and verbally by himself. A 
secretarylreceptionist who also did dispensing was in attendance in a 
second office opening out of the waiting-room. About a month after 
the start of the appointment system up to about four patients booked 
for any one evening and these tended to come in at any time. Gradually 
the number diminished so that only the occasional very busy person 
attended by appointment (about three patients per week). There was, 
during the period that the appointment system was really being used, 
some resentment at the sight of those with appointments going in 
ahead of those without among patients without appointments who 
had been waiting some considerable time. In discussing the reasons 
for the failure to use the appointment system, Grant pointed out that 
waiting times were fairly short, usually not more than quarter of an 
hour and very rarely as long as three-quarters of an hour. It was also 
his practice to devote anything up to half an hour to a new consulta- 
tion in' order to get to the bottom of the problem and reduce the 
need for a repeat consultation. The ratio of new to repeat consultations 
was I : 2. 

So far the individual appointment systems described have related to 
small practices (single-handed, or two-handed partnerships). Mallett,' 
however, told of an appointment system running at the central surgery 
premises of a partnership of four doctors working in a small country 
town. At the time of writing the practice served some ro,ooo patients. 
Of the surgery staff two were dispensers and one a secretary. With 
the advent of the appointment system one dispenser was assigned the 
task of manning the telephone switchboard, one the dispensary, and 
the secretary in a separate room made all appointments and supervised 
the flow of patients. Before the start of the appointment system the 
usual wait-your-turn method of seeing the doctor had obtained. 
Mallett listed the disadvantages attending this method of organization 
mentioning, in addition to those points made by Home and Carr, the 
problem when several doctors are consulting in the same premises of 
confusion as to which patient was next to see which doctor. Having 
decided to start an appointment system, the partners started keeping 
a note of their surgery work-load (numbers of patients seen and length 
of each surgery). The average consulting time seemed to be 5 
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minutes per patient when very brief consultations were .taken into 
account. The appointment system was organized on this basis though 
special surgeries with long appointment intervals were provided 
for expectant mothers. Speaking of the initiation of an appointment 
system Mallett drew attention to (a) increased pressure on telephone 
arrangements due to the system; (6) the necessity of providing suitable 
appointment books; (c) the important point that though 5 minutes 
was suggested as average for a consultation in his case, this will vary 
from doctor to doctor and should be borne in mind in arranging 
appointment intervals. The need for a signalling system to. call in 
patients to doctors in a group practice of this kind was stressed and the 
procedure adopted for informing patients of the change-over to an 
appointment system described. Detailed descriptions of the measures 
adopted by his partnership to deal with the points mentioned above 
are given by Mallett in his paper. Advantages similar to those quoted 
by Home arid Carr were listed. Certain disadvantages were noted 
in addition to those encountered by writers of earlier papers. 

(a)  ointments were not always made in advance by patients 
which tended to disrupt work. 

(b) Some patients did not make an appointment and sometimes 
caused overcrowding in the waiting-room. 

(c) A great deal of time was taken up by the staff in making appoint- 
ments which caused interruption of work in the surgery. Also the time 
between surgeries was busier for the staff. 

A survey over a period of a week revealed that only about a third 
of patients making appointments did so by telephone and accordingly 
it was suggested that it might be possible to administer an appointment 
system without recourse to the telephone (i.e. not allowing appoint- 
ments to be made by this means). Mallett concluded that the advantages 
outweighed the disadvantages and that none of the partners after more 
than four years' experience of the system would wish to stop it. 

Baldwin8 reported on more than three years' experience of an 
appointment system running in his partnership. The practice, which 
was a semi-rural one, was in many ways similar to that of Dr. Mallett 
and colleagues. There were four ~r inci~als  with a combined list of 
9,000 patients, two-thirds of whom lived within a mile of the central 
surgery used by all partners. A very high proportion, more than 90 
per cent. of the patients attended by appointment doing so most 
punctually; below 2 per cent. refused to make appointments. h con- 
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trast with Mallett, Baldwin observed that there was an increasing 
tendency for patients to telephone for appointn~ents. One feature of 
particular interest was an inquiry conducted, by courtesy of the Medical 
Officer of Health, by two health visitors into the reactions of patients. 
142 householders were visited. Of the 130 with children under 10 

years of age, 10 felt that the appointment system was unsatisfactory but 
could suggest no better alternative. None of the others objected 
to the appointment system. Of the 10 objectors, most lived some way 
from the surgery and found it difficult to make contact with the staff 
there by telephone or otherwise. To some extent this inquiry was 
stimulated by a severe attack on the appointment system by a writer 
in a local newspaper who was under the misapprehension that persons 
would only be seen by appointment. 

In discussing the advantages and disadvantages of the appointment 
system, Baldwin took the view that in as far as it permitted patients 
to see the doctor of their choice there was a tendency for there to be a 
less even distribution of the work-load between partners. It was also, 
as a result of the appointment system, found necessary to employ one 
additional whole-time receptionist. It was felt that neither surgery work 
nor home visiting had increased. The partners were well satisfied with 
the system and intended to continue with it. 

L e ~ i t t , ~  who practised single-handed in the London area with a nearly 
full list, described the gradual way by which he introduced an appoint- 
ment system into his practice. Over a period of a year he collected 
information on the number of attendances at morning and evening 
surgeries and the age and sex of patients. He timed some procedures 
such as ear syringing and also various types of examination of patients. 
He then began a pilot scheme. He talked to all patients visiting the 
surgery about the appointment system and found that most expressed 
vague approval. He started asking repeat patients to attend on a given 
day and those requiring National Health certificates to come in the 
morning. Mothers with young babies were asked to attend in the 
morning at the beginning of surgeries and those with older school- 
children in the evening. Those requiring repeat prescriptions only were 
asked to attend early in the morning or evening. Over a period of 
seven months widespread publicity was given to the approaching 
appointment system and people started asking for appointments. Levitt 
compiled an agelsex register as the time of the institution of the appoint- 
ment system approached. As one useful by-product of this exercise 
it was possible to single out every head of family and unmarried adult 
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so that these could be circularized. Cards were also placed in the wait- 
ing-room. Levitt adopted a scheme of small block bookings-three 
patients being asked to come every 15 minutes. He also instituted a 
system of written codes by which he communicated with his secretary 
concerning the type of repeat appointment required for a given 
patient. In assessing the result of the appointment system after it had 
been running some four years Levitt noted that about two-thirds of the 
patients making appointments did so by telephone, about a third 
called, and 5 per cent. wrote for an appointment. Ten per cent. failed 
to keep their appointments without letting anyone at the surgery know. 
Rarely were more than two patients per surgery seen without an 
appointment and a half of the appointments were booked more than a 
day in advance. 

Levitt thought that the appointment system was successful although 
he emphasized that it would have been impossible to run it without the 
help of a full-time secretary. He observed that the idea of planning 
proved infectious among his patients and created a discipline that was 
most noticeable in the most unlikely sort of person. He felt that the 
elderly and illiterate found no difficulty in making appointments. 

The papers concerning doctors' experiences of appointment systems 
in general practice to which we have so far referred in this chapter 
were published in and indeed related to the decade 1951-61. It was in 
the light of such evidence as this that Medical World decided to advocate 
the use of appointment systems in general practice. A film which took 
the form of a discussion on the use of appointment systems between 
one doctor in favour and one doctor against the idea of their institu- 
tion in general practice was shown at a Medical World Conference in 
October 1960." A general discussion with Dr. Baldwin in the chair 
followed the showing of the film. Contributors were almost unani- 
mously in favour of appointment systems. A wide variety of practices 
was represented especially in regard to the type of prior notice of the 
appointment system given to patients. The time it took speakers to get 
their appointment systems running smoothly ranged from nought to 
two years. Emphasis was laid on the necessity of good receptionist help 
and adequate telephone arrangements. Speakers reported that nearly all 
patients were punctual in keeping appointments and that requests for 
visits had decreased as had personal calls at the general practitioner's 
home. Mention was also made of the reduction of the risk of cross- 
infection resulting from the reduced numbers in the waiting-room. 

During the meeting the publication of the Medical World handbook 
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(on appointment systcms) was announced. The handbook laid out con- 
cisely the factors which in any practice would be relevant to an 
examination of the pros and cons of starting an appointment system 
and the advantages and disadvantages to doctors and patients were 
summarized. A section was devoted to the introduction of the system. 
Included with the book were the following: A specimen card intro- 
ducing an appointment system for distribution among patients, an 
appointment slip, and a sample diary page. The handbook was pre- 
pared under the auspices of a committee of general practitioners and 
published in association with Lloyd-Ham01 Limited. Aninteresting and, 
as it turned out, much-used scheme related to the handbook was that 
whereby Lloyd-Ham01 were prepared to provide free of charge to any 
practitioner running an appointment system a loose-leaf diary contain- 
ing the necessary blank sheets together with refill sheets as required. By 
mid 1962 doctors from some 400 practices had requested a copy of the 
handbook and a large number of these were using the Lloyd-Ham01 
diary service and presumably therefore running appointment systems. 
To throw further light on this matter in 1963 Lloyd-Ham01 sent a 
questionnaire to those doctors who had requested appointment diaries 
to find whether or not they were running appointment systems. It was 
found as a result of this that 371 practices were running a full-time - 
appointment system, 123 a partial appointment system, and 31 were 
not using an appointment system or intended to start an appointment 
system subsequently (some of this group had tried and withdrawn 
appointment systems). By 1967 some 2,500 firms of doctors were 
being supplied by Lloyd-Hamol with diaries and refill leaves. 

In September 1962 the Operational Research SocietyM supported by 
the Ministry of Health held a colloquium on appointment systems 
in hospitals and general practice. Two of the three main contributors 
spoke on appointment systems in general practice. 

Mr. R. R. P. Jackson spoke from the point of view of an operational 
research specialist. He discussed the different categories of patient which 
attend the surgery and the way in which appointment systems should 
be arranged to take account of them. He referred to the desirability 
of providing adequate telephone arrangements and of giving patients 
proper warning of the appointment system. Finally he considered the 
statistical distribution of consultation times obtained from six weeks' 
observation of his doctor's surgery and mentioned the importance of 
relating the spacing of appointments to such data. 

Dr. John Fry spoke as a general practitioner on his experiences of 
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introducing and running an appointment system. He listed all the 
points usually quoted against. using an appointment system in general 
practice. His practice and the steps taken there in preparation for the 
appointment system were described. 

In the initial phase of the appointment system the telephone turned 
out to be a major problem. It rang continually in surgery hours and 
overwhelmed the secretary who was on her own. This was remedied 
by installing an extra telephone (L2 per annum) and employing a 
part-time telephone answerer (L3 per week). After this adjustment 
the system worked smoothly. It was found that the staff were busier 
dealing with appointments. The doctors felt much more relaxed. The 
work was better planned and the doctors felt prepared for what was 
coming. Patients liked the appointment system despite a few grumbles 
at the beginning. It was noted that patients became much less tolerant 
of waiting 10 minutes or.so past the appointment time than they were 
of waiting an hour before. 

Data were given on the waiting times of patients before and after 
the introduction of the appointment system. This suggested that 
patients' waiting times decreased a good deal with the coming of the 
appointment system. The waiting-room was almost empty and part 
of it was possibly going to be converted to other uses. Numbers 
making appointments, numbers attending without appointments, and 
numbers of defaulters during the six months the appointment system 
had been running were given. The last category remained relatively 
constant during this time (2-5 per cent. of total attendances) but num- 
bers attending by appointment climbed steadily to more than 80 
per cent. 

These papers, somewhat extended in content and updated, were 
subsequently published in the Operational Research Quarterly" and 
that of Fry also appeared in the Lancet.12 

The Gillie Report13 summed up the feelings of the subcommittee 
on appointment systems, as follows: 

.An appointment system to be acceptable must be used with determination in 
the beginning, until doctors, staff and patients have become accustomed to 
using it. Its success is dependent upon the co-operation and skill of the recep 
tionist in starting and continuing it. It must be based on careful observation 
of each doctor's rate ofwork and breaks down unless reasonable punctuality is 
maintained in the starting time of each session. It has been found, however, 
that few doctors who have introduced an appointment system have had to 
'abandon it: A smooth-working appointment system reduces the waiting time 
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and waiting-room space required, and can secure effective use of premises 
over more varied times than those (still common) which are inherited from the 
longer working day of fifty or more years ago. It gives considerable control of 
the spread of work during the day and even the time-table of the week and can 
reduce the demand for visits. Selective bookings for a special purpose can extend 
its effectiveness. Apart from saving the patient's time, the co-operation it 
requires of him gives him a better understanding of the value of the time spent 
in consultation, and so emphasises the importance of the doctor's service. 

A few years ago a firm of management consultants (P.E. Con- 
sultants Limited) carried out studies in three large group practices 
with a view to improving organization and in two cases advocated 
the introduction of an appointment system and in a third where one 
already existed, its retention in a slightly modified form. In the latter 
instance attention was paid to relating appointment intervals to the 
participating doctors' consulting times as well as to the tendency for 
a small proportion of attenders to appear without appointments. The 
efficiency of the office arrangements for booking appointments and for 
informing the several doctors involved of the patients due to attend at 
surgery sessions were also examined and the subject of recommenda- 
tion. 

The question of appointment systems in general practice was aired 
in the correspondence columns of the Observer and Guardian in the 
summer of 1963. Numbers of people, both lay and medical, wrote 
supporting and opposing the idea. In particular, the Patients' Associa- 
tion, through their Chairman, Mrs. H. S. U. Hodgson, urged a more 
widespread adoption of appointment systems, though they appreciated 
the difficulties for the general practitioner involved in instituting them. 

Appointment systems were considered briefly in a radio discussion 
between Dr. Ivor Jones of the B.M.A. and a doctor from the 
General Practitioners' Association in January 1965, and the radio 
doctor devoted one of his talks in 1964 to advising patients on how to 
help their doctor make his appointment system run most effectively. 

The local press on several occasions and in different areas pronounced - 
on appointment systems in general practice, sometimes in respect of 
those proposed by individual practitioners. At least five practices 
involved in the present study received attention of this sort-one 
benevolent, the others generally unfavourable. Unfavourable press 
publicity was cited by one partnership as the major reason for with- 
drawing their appointment system. Where opposition to appoint- 
ment systems was manifested in this way, it was usually because it 
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was felt that the appointment system was introduced to make it more 
difficult for patients to obtain access to their doctor. 

In March 1963 Mensa14 sent a questionnaire to all its British mem- 
bers concerned with the many aspects of the Health Services in this 
country. 

One question asked was the following: 

As a patient of your general practitioner say which of the following would be 
very important to you, be desirable, would not matter. 

Appointment system for surgery attendance. 
Medicine to take. 
Readiness to listen and discuss health problems. 
Modern surgery buildings. 
Availability of your own doctor by day as opposed to a partner, assistant, 

or locum or other substitute. 
Ditto at night. 

It is interesting to, note the relative importance of appointment 
systems in the eyes of the respondents (the response rate was 34 per 
cent.). 

The increasing importance being attached to appointment systems 
in general practice organization was evident in a symposium of articles15 
on various aspects of surgery design and organization based on articles 
contributed originally to the Practitioner. It contained three contribu- 
tions on appointment systems. Mention has already been made of two 
of The third, by Carne,17 reviewed generally the introduc- - 
tion of appointment systems into general practice. 

Stevenson16 conducted a survey among those of his patients attend- 
ing the surgery in a two-month period following the introduction of 

Very Would not 
important Desirable matter 

Appointment system for surgery 
attendance 29 % 55% 16% 
Medicine to take 6% 14% 80% 
Readiness to listen and discuss health 
problems 58% 38% 4% 
Modern surgery buildings 7% 55% 38% 
Availability of your own doctor by day 
as opposed to a partner, assistant, or 
locum or other substitute 20% 49% 31% 
Ditto at night 8 % 43 % 49% 



I a full appointment system in his practice in January 1962. 690 patients 

I 
participated in the inquiry as they attended at the surgery during the 
period November-December 1962, filling in a questionnaire in secret 
in a polling booth. 

It was found that men favoured the appointment system more than 

li women but age did not appear to affect respondents' views on this 
matter. Mothers with children under five did not appear to be more 
in favour of appointment systems than other people and indeed teen- 
age mothers were less so. People with lower incomes more often 
tended to want the appointment system to be discontinued or just did 
not care about its existence than those who were better off. Virtually 
all those with telephones were in favour of the appointment system. A 
lower proportion, but still over 80 per cent., of those without were of 
this opinion. 

Of the patients in the survey who attended without appointment, 
, about two-thirds thought they waited longer than they would have 

done before the introduction of the appointment system. Almost all 
the patients in the survey felt that, if they were well enough, they would 
attend at the surgery rather than request a home visit. 

During the period of the survey 77 per cent. of the patients attended 
by appointment and about 7 per cent. of the appointments made were 
not kept. Just over half the appointments were made by telephone, 
30 per cent. were for return consultations, and the remainder made by 
calling at the surgery (concerning a 'new' illness). The proportion of 
appointments made by telephone is of interest since only 11 per cent. 
of patients in the survey were on the phone. Nearly half of the appoint- 
ments not kept related to return attendances, these constitute below a 
third of the surgery consultations (appointments were always given 
verbally). 

Stevenson noted that, notwithstanding the impression of patients, 
the proportion of new home visits tended to increase in relation to 
surgery consultations. This situation was rectified when his and 

l another practice combined to form a group of four doctors. The latter 
between them were available for consultations fairly continuously 
throughout the day. This step involved increasing by a quarter the 
amount of time the doctors as a whole devoted to consulting (in 
relation to patients on list). 

Came and Dell" (100 patients circulated) and Dean et a1.18 (600 
patients questioned as they were seen by the doctor) also obtained 
patients' opinions about their appointment systems and both found the 
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great majority in favour of the existing situation -(i.e. appointment 
system). 

This review of  work related to appointment systems in general 
practice opened with a mention of  two  surveys among general 
practitioners which took place when full appointment systems were 
still exceedingly rare in this field of  work. It seems appropriate to  I 
conclude with a reference to two recent comparable studies on  general 4 

practice. The firstlg was sponsored by the College of  General Practi- 
tioners and conducted by the Institute of  Community Studies. It 
consisted of  a survey among a random sample of nearly zoo general 
practitioners in England and Wales. The object was to interview each 
of the sample members on  a number of  aspects of  general practice. 
Some 81 per cent. of  the sample were interviewed (though only half of 
the non-respondents actually refused to be interviewed). O n  appoint- 
ment systems the following was reported: 

Ten per cent of the doctors had an appointment system for all surgeries, and 
another 26 per cent had one for some sessions. A fifth of those with a partial 
appointment system intended to extend it, while of those without one 7 per 
cent hoped to introduce one, another 7 per cent were uncertain and 86 per 
cent were not considering the possibility. The main advantages mentioned-by 
those with a full appointment system were that they could plan their work and 
so felt more relaxed (two-thirds) and that there was less waiting for their 
patients (half). 
- The chief disadvantage, mentioned by a quarter of those with appointment 
systems and over a third of those without one, was the extra work involved. 
A quarter of those without a full appointment system felt their patients would 
find it dacult or would not like it. A fifth maintained it was unnecessary 
because patients did not have to wait long. The doctors who said this did, in 
fact, seem to finish their surgeries rather more promptly than the others, but 
nearly half of them reckoned their surgeries normally went on half an hour 
or more after they were due to close. 

Appointment systems were more common in large partnerships than in 
single-handed practices or partnerships of two or three doctors. The propor- 
tion with one at all surgeries was 3 per cent among single-handed doctors, 
10 per cent among ~artnerships of two or three, and 19 per cent among larger 
partnerships. Doctors who had an appointment system all had some ancillary 
help in the practice. . . 

Note that it is possible that there were some differences in defini- 
tion between the B.M.A.'s survey in 1951 and that of the Institute of  
Community Studies in 1963 as to what constituted full and partial 
systems. Thus in the latter a 'partial system1 relates to a system used'for 



some ordinary sessions and does not include systems used for specialized 
work only which constituted the bulk of the 70 per cent. quoted in this 
category in the 195 I survey. Likewise in the 195 I survey doctors were 
asked if they used appointment systems for seeing all patients whereas 
in the 1963 survey the question related to full appointment systems in 
which nevertheless a substantial number, say 10 or 20 per cent., might 
still not attend by appointment. 

Accordingly, it is perhaps unwise to read too much into the compari- 
son between 2 per cent. quoted as using an appointment system for all 
their patients in 1951 and the 10 per cent. running full appointment 
systems in 1963. Also, the 1963 survey figures (last paragraph) relate to 
practices and those of 1951 to individual doctors. 

CartwrightZO subsequently examined further both doctors' and 
~atients' feelings about appointment systems in general practice. Of 
the patients interviewed (about 1,200 in all), 15 per cent. said their 
doctor ran an appointment system and some three-quarters of these 
patients preferred their doctor's system to the wait-in-turn alternative. 
Middle-class people were more appreciative of their doctors' appoint- 
ment systems than those belonging to the working-class. Social class 
did not seem to be related to respondents' attitudes towards appoint- 
ment systems where the doctor did not use one. Patients were asked 
how long they had waited on their last visit to their doctor. Those 
whose doctor used an appointment system generally waited little over 
half as long as those whose doctor did not. 

Peoples' attitudes to appointment systems were found to be strongly 
related to the time they had to wait for a consultation. Where their 
doctor ran an appointment system, the longer they had to wait the 
less likely they were to approve the system. Among those whose 
doctor did not use an appointment system the opposite trend was 
observed. 

Older people were generally less likely to want their doctor to 
change to an appointment system among those where such a system 
was not in use. Age did not seem to be related to a person's attitude 
towards his doctor's appointment system, however. 

There was no evidence from patients' responses of the appointment 
system acting as a barrier between them and their doctor. On the other 
hand, doctors using appointment systems less often felt that they were 
consulted about trivial things than those who did not. 

The work reviewed has included several papers on successful 
appointment systems in single-handed and group practices in rural 
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and urban - circumstances. An unsuccessful appointment system has 
been described and discussed. The views of some patients and members 
of the public on appointment systems have been collected and the 
matter has been aired in the press and on the radio. Doctors both with 
and without appointment systems have given their views on appoint- 
ment systems; A film has been made on the subject. A firm of manage- 
ment consultants has studied some group practices and recommended 
the adoption df appointment systems. 

It is perhaps true to say that during the period covered by the review 
of published work and comment on appointment systems in general 
practice, the attitude towards introducing such an innovation has 
changed from one of general disbelief that it could work in general 
practice, to it being considered desirable by a large proportion of lay 
and medical interested parties. 
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Surveys among Doctors 

Introduction 
THE results of two surveys, both conducted mainly by post, are 
considered. 

I .  A survey among practices using appointment systems 

A senior doctor from each of a random sample of practices for which it 
was known that an appointment system was in operation in at least 
some of the practice's surgery premises, was questioned at some length 
on the appointment system and matters relating to it (see Appendix 
VII). The practices were drawn from most parts of Britain and in- 
cluded practices of various sizes functioning in a wide range of cir- 
cumstances. The aim of this inquiry was to obtain information on the 
organization of appointment systems, their effectiveness, and the 
attitudes taken towards them by all concerned with them whether 
patients or doctors (all, of course, obtained from the doctors represent- 
ing the practices). 

For each practice approached in the survey the questioning was 
confined to one set of surgery premises only. The person questioned 
was the senior doctor practising from that set of premises. As explained 
in Appendix I, as a preliminary to the survey, brief questionnaires were 
sent out to a large number of senior partners asking them to state, 
for each set of premises from which they or their partners (if any) 
practised, whether or not an appointment system was in operation and 
to give the name of the senior doctor practising there. A by-product of 
this arrangement was that it was possible to obtain fairly precise esti- 
mates of the proportions of practices of various sizes using appoint- 
ment systems in the autumn of 1964. 
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2. Survey among a random sample ofgeneral practitioners 

The main object of this inquiry was to obtain information from general 
practitioners practising in various circumstances, but not using appoint- 
ment systems, on their attitudes towards, and knowledge of such 
systems. 

Doctors in the sample who did make use of appointment systems 
were asked to complete the section on basic details of their practices 
and return the questionnaire otherwise incomplete. The general nature 
of practices running appointment systems and the circumstances in 
which they were situated could thus be compared from the results of 
this survey with those of practices not running appointment systems. 

In order to restrict the questionnaire to a reasonable length, since an 
interest in appointment systems could not be presumed in the majority 
of doctors approached, two questionnaires were used. These differed 
only in the part relating to those not using appointment systems, and 
each was sent to half of the sample of doctors. 

The results in the next section are drawn from both surveys. In 
the text we shall not specify the origin of any particular statement 
though by consulting the table on which it is based the source can be 
determined. Thereafter we shall deal first with information acquired 
from practices using appointment systems and then with that provided 
by doctors not using appointment systems as obtained from the survey 
of a random sample of general practitioners. 

3 .  Classification of appointment systems 
In this chapter we shall classify appointment systems as follows: 

A full appointment system. An appointment system in use at 80 per 
cent. or more of the surgery sessions held in the premises to which 
the questionnaire related and such that in those sessions it was intended 
that people would normally attend by appointment. 

A partial appointment system. An appointment system in use for less 
than 80 per cent. of the surgery sessions held in the relevant premises 
and such that in those sessions it was intended that patients would nor- 
mally attend by appointment. 

A n  optional appointment system. An appointment systenl in which it 
was not intended in sessions in which it was in use that patients would 
normally attend by appointment-that is, it was left to the patient to 4 
decide whether or not he used the appointment system and not made an 
integral part of the surgery organization. 
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The dividing point of 80 per cent. between full and partial systems 
was an arbitrary one which nevertheless served to distinguish those 
appointment systems which were used for virtually all the normal 
surgery work and those limited to a few sessions per week. 

The nature of practices running appointment systems and 
the circumstances in which they function (App.11.1-4)' 

I .  Partnership size 

Fig. 3.1 shows the estimated proportions of single-handed doctors 
and partnerships of various sizes running appointment systems. The 

Full appointment system 

0 
Partial appointment system 

handed more 
Partnership size 

Figure 3.1. Percentage ofpartnerships ofdtyerent size with appointment 
sys tem 

I. App.11.1-4 relates to Tables 1-4 in Appendix 11. 
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proportion increases steadily with partnership size (up to four doctors) 
so that about a quarter of the partnerships of four or more doctors 
were using some sort of appointment system, compared with one in 
twenty of the single-handed practices. Over-all, about one in eight 
of British general practitioners used some kind of appointment system 
for their ordinary surgery work in the autumn of 1964. 

2. List size 
Single-handed doctors and partnerships of two using appointment 
systems tended to have smaller lists (per doctor) than such practices 
not using these systems. In the case of larger partnerships, those with 
appointment systems more often had lists of average size (2,000-3,000 
patients per doctor) than those without. These latter had proportion- 
ately more small lists and large lists. 

3 .  Social class ofpatients 
Single-handed practices and partnerships of two with appointment 
systems tended less often to have -predominantly working-class lists 
than practices without appointment systems. Among larger partner- 
ships there was little difference between those with and without 
appointment systems in this respect. 

4.  Area in which practice situated (he. whether rural or urban) 

The proportion of general practices using appointment systems was 
much the same in urban and rural districts. However, a rather higher 
proportion of small practices (one or two doctors) operated appoint- 
ment systems in the country than was the case in urban areas. Con- 
versely, among larger partnerships appointment systems were much 
more common in town than in rural situations. Such rural partner- 
ships tended more often to work from several surgery premises as 
opposed to larger central establishments. This may well account for 
the latter difference and the fact that use of appointment systems seems 
less related to partnership size among rural practices. 

Results fiom the survey among practices using appointment 
systems 
I .  A note on the attitude of doctors and patients (as seen by the doctors 

questioned) to their appointment systems 
We shall consider this matter in rather greater detail later, but be- 

fore considering the nature of appointment systems in the practices 
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approached it seems appropriate to give some indication of what 
doctors and patients concerned thought of them. Over-all, more than 
go per cent. of the doctors were satisfied with their appointment 
systems and a'similar proportion thought their patients were too. 

Full appointment systems most often gave satisfaction to the doctors 
concerned, closely followed by the partial variety, with optional 
systems satisfying only about two-thirds of those who used them. A 
similar pattern of response obtained concerning their apparent popu- 
larity with patients except that partials in this respect resembled more 
closely the optional system. 

It is important to note that the above proportions of practices in 
which doctors and patients are satisfied with their appointment 
systems are based upon the total number of practices at which appoint- 
ment systems (of the various types defined) were actually running. 
In Chapter 4 it is suggested that at more than 10 per cent. of the prac- 
tices at which appointment systems had been started they were later 
withdrawn nearly always because of dissatisfaction on the part of the 
doctors or patients (or both) involved. If such practices are taken into 
account (i.e. included with the dissatisfied) the of doctors 
and patients who were satisfied with their appointment system was 
somewhat lower (by about 10 per cent. ofits former magnitude). 

In much of what follows we shall concentrate on full appointment 
systems as these by definition require that the doctors and staff con- 
cerned be fully committed to the idea of surgery attendances by ap- 
pointment and may thus be expected to have the greatest impact on 
the organizations and individuals involved. For these in particular it is 
worth bearing in mind that we are discussing appointment systems 
nearly all of which appear to give satisfaction to doctors and patients. 

2.  Some details relating to the appointment systems used by the practices in 
the survey (App.II.5) 

(a) Length oftime which appointment systems investigated had been 
running 

About a fifth had started within a year of the survey (mostly conduc- 
ted in November-December 1964) and a third of the appointment 
systems had been running for more than four years. 

(b) Reasons given for starting appointment system 
All kinds of reasons were given. Most commonly quoted were the 
following (some respondents gave more than one reason) : 
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To reduce time spent waiting by patients (39 per cent. of all re- 
spondents). 

To permit better planning of doctors' time (36 per cent. of all 
respondents). 

To eliminate the crowd in the waiting room (26 per cent. of all 
respondents). A 

To give a better service generally to patients (21 per cent. of all 
respondents). 

To even out the work load over the week (20 per cent. of all 
respondents). 

These five reasons always remained by far the most popular (usually 
in the above order of popularity) however the practices were sub- 
divided, whether by area, class of patients, or size of partnership. 
Other individual reasons were not given by more than 6 per cent. of 
the doctors answering the questionnaire. 

(c) Methods of informing patients of introduction of appointment system 

The main choice lies between circulating patients, or heads of house- 
holds, about the appointment system and confining publicity to notices 
and handouts in the surgery or possibly only to verbal warning by 
doctor and staff as opportunity arises. 

Among those running full appointment systems about 40 per cent. 
circulated patients compared with 20 per cent. among those with the 
other types of system.' More than 80 per cent. both of those with 
full and other appointment systems displayed a notice. 

(d) Amount of ancillary help (excluding wives and medical ancillary staff) 

The availability of adequate help in the form of secretaries, recep- 
tionists, telephone-minders, etc., has often been described as crucial to 
the effective running of an appointment system in general practice, 
at least in the case of a full system. Fig. 3.2 shows the average amount 
of help per doctor available in the premises to which the survey related. 
It is of interest that the level of staffing was much the same, regardless 
of the type of appointment system used, for partnerships of the same 
size. The only exception to this rule was that single-handed doctors 

I. At the time of the survey doctors usually had to bear the full cost of  circulating 
patients whether done privately or through their Executive Council. At present it is 
understood that Executive Councils will undertake this task without cost to doctors. 
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but are defined by initial and terminal times independently of surgery hours. 



using optional appointment systems did have rather less ancillary help. 
Among those with partial and full appointment systems the average 
amount of ancillary help per doctor was a good deal higher for single- 
handed men, despite the fact that nearly all the practices without help 
were single-handed (eleven out of the twelve using full appointment 
systems and two out of four among the others-the other three prac- 
tices without help belonged to partnerships of two doctors). This 
reflects the fact, no doubt, that if there is to be a receptionist on duty 
during surgery hours, she must be on duty as a rule for at least 20 

hours a week. The single-handed doctor has to provide the whole of 
this, whereas in larger practices doctors can share surgery cover. 
Using the above criterion for full surgery cover, among those with 
full appointment systems just over half the single-handed respondents 
had cover of this sort compared with virtually all of the larger prac- 
tices. A similar position obtained for those with partial systems and, 
except that the level of staff'g was lower for single-handed doctors, 
for the few practices with optional appointment systems. About 60 
per cent. of those with full appointment systems found it necessary to 
increase ancillary staff or staff time after the appointment system was 
initiated. Predictably, the corresponding proportion (one-third) was 
much less for those with other types of appointment system. 

(e) Telephone arrangenients 
Fig. 3.3  shows the sort of hours during which patients were per- 
mitted to telephone for appointments in practices using full and other 
appointment systems. A distinction is to be drawn between telephon- 
ing being permitted at specified hours, however extensive, and 
telephoning being allowed at any time. The latter in practice, unlike 
the former, carries no implication that there will be anyone there to 
answer the telephone, thus we notice that it is a good deal more 
common for telephoning to be allowed at any time of day among 
those using partial or optional appointment systems than among those 
with full appointment systems. Conversely a much higher propor- 
tion of those with full appointment systems allow telephone calls for 
appointments to be made in specified hours covering at least S hours 
of the day. 

Fourteen per cent. of those using full appointment systems possessed 
a special telephone number for appointment-making only. Virtually 
none of the practices using other types of appointment system adopted 
this procedure. 



(f) Policy concerning patients attending without appointnrents 
(This section applies to those using full appointment systems only.) 

When a (non-emergency) patient presented himself at the surgery 
without an appointment in virtually all practices one or more of the 
following courses of action were adopted. 

The patient was 

(I) given the first free appointment time; 
(2) fitted in as soon as a gap in consultations by appointment 

occurred; 
(3) seen as soon as there were no patients with appointments waiting; 
(4) seen at the end of the surgery. 

Note that either of the alternatives (I) and (2) might lead to the 
patient without an appointment being seen before patients who had 
arrived early for their appointments and were waiting in the surgery. 
The pradtice of giving the patient attending without an appointment 
the first free appointment at the surgery session during which he called 
probably has the effect of publicizing the existence of the appointment 
system and of acquainting people with the way in which it functions 
at the surgery. Alternative (3) to some extent and alternative (4) fairly 
definitely put the patient at a definite disadvantage to those kith 
appointments and (4) in particular was usually only used as a mild 
deterrent to those who persistently refused to make appointments. 
No practice used (4) only and most used combinations of two or more 
of the courses of action specified above using whichever seemed to 
them to fit the particular person and situation best. Almost no respon- 
dent indicated that a patient was offered an appointment at another 
surgery. In the sequel we shall usually adopt the crude but simple 
expedient of comparing various results for the total number of prac- 
tices using each alternative (that is respondents may be counted more 
than once). This may indicate the broad effects of each alternative 
though will obviously obscure effects of interactions resulting from 
combinations of alternatives (without a fairly detailed knowledge of 
the criteria adopted in deciding which of several alternatives used by 
a practice would be used for a particular patient or situation more 
sophisticated analyses might be equally uninformative). 

3. costs 
Doctors were asked to estimate the costs involved in starting their 
appointment systems and their running costs in the twelve months 
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prior to the survey. It was appreciated that this was not an easy task. 
Many appointment systems were started several years before the 
survey and costs incurred then'would be difficult to recall. Also the 
business of attributing an appropriate portion of the practice's regular 
expenditure to the appointment system must present difficulties, 
even to the professional accountant. The expenditures quoted are in 
terms of money values relating to late 1964, except for costs involved 
in introducing appointment systems, which presumably relate to the 
period when they were started. 

(a) Expense involved in introducing appointment system 

Those who circulated their patients spent on average LIO-15 on 
stationery and postage per doctor, as compared with below L2 per 
doctor for those who did not circulate patients. These figures appear 
rather low and perhaps reflect the lower cost of postage and stationery 
in the days when many started their appointment systems-or perhaps 
that one's recollections of an event grow less painful as time passes. 
We would estimate the cost per doctor circulating heads of house- 
holds containing patients to be of the order of Lzo-25 for a medium- 
sized list.' The cost of installing extra telephones was estimated at 
(for those who made alterations to their telephone system) an average 
of L30 for single-handed practices, ranging up to L4o-45 for larger 
practices. It should be noted however that onlyabout 10 per cent. of 
the single-handed practices made any alterations of this kind. This 
proportion increased progressively with practice size reaching about 
half for partnerships of four or more. 

(6) Running costs attributable to appointment system in twelve-month 
period previous to survey 

(If their appointment system had been running less than twelve months, 
doctors were asked to estimate the current annual running costs.) 

For those with full appointment systems the average cost of staff 
(attributable to appointment system) per doctor was E120 as compared 
with ASS for those using other appointment systems. 

Looking at the cost per doctor2 among those with full appointment 
systems in partnerships of different size, we see that single-handed 
doctors spent an average of L270 per head on staff which was about 
double the expenditure of those in partnerships. Again this reflects 

I. Remarks on p. 26 to the effect that Executive Councils now circulate free of charge 
for this purpose. 

2. For those who used any staff at all (see Fig. 3.4). 
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Figure 3.5. Proportion ofpractices nt which introducing an appointnrent 
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the fact that the burden of maintaining any ancillary help during sur- 
gery hours falls entirely on the single-handed doctor whereas partners 
can share this cover and its costs. 

A similar pattern was observed concerning the running costs attribut- 
able to stationery and postage. Single-handed doctors averaged over E20 

per head as compared with A8-10 per doctor for those in partnerships. 
Running costs for the telephone which were attributable to the 

appointment system (for those who reckoned that the appointment 
system had caused any expense of this sort) ranged from an average 
of about L40 for single-handed practices to an average of E60 for 
larger partnerships (four or more partners). Again, however, nearly 
go per cent. of the single-handed respondents ranging down to nearly 
a half of those who practised in partnerships of four or more said that 
the appointment system did not involve any running expenses as far 
as the telephone was concerned. 

4.  Were appointment systems easy or difficult to introduce? (App.II.6) 

Eighty-five per cent. of those questioned found that starting their 
appointment system was easy. This was the case regardless of whether 
urban or rural practices were considered. When social class of a practice's 
patients was considered, however, it appeared that a larger proportion 
of predominantly middle-class practices experienced difficulty in 
starting their appointment system than those in which the working- 
class element was the stronger. 

The degree of ease with which-an appointment system was started 
did not appear to have much to do with the amount of ancillary help 
available. Those without any help at all found least difficulty in starting 
their appointment systems.' Otherwise there was a slight suggestion 
that the more ancillary help there,was available the easier the appoint- 
ment system was to introduce. 

Detailed examination of the figures suggested that the longer a 
doctor's system had been running at the time of the survey, the more 
likely he was to say that introducing it was easy! 

5 .  Use of appointment system(forful1 type except where otherwise 
indicated) (App.II.7,8) 

A good index of the degree to which patients are using appointment 

I. We did meet one such doctor who ran an appointment system in a medium-sized 
central urban practice with an effortlessness that was most striking. Possibly only rather 
well-organized 'unflappable' doctors would contemplate an appointment system without 
any help and these by their nature find its introduction easy. 
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systems is the proportion of new attendances (i.e. patient-initiated 
consultations) which are by appointment: For these consultations it 
is the patient who has to make the effort necessary to obtain an appoint- 
ment, whereas in the case of repeat attendances it is the surgery staff 
and doctor who arrange the appointment. We shall use the words 
most new attendances by appointment to describe the situation in which 
more than 60 per cent. ofsuch attendances were by appointment. 

Over-all most new attendances were by appointment in more than 
two-thirds of the practices using full appointment systems. In larger 
partnerships and the smaller ones with largish lists this prop.ortion was 
rather higher (80 per cent.). In single-handed practices and two-handed 
practices with moderate or small lists proportionately fewer new con- 
sultations tended to be by appointment. This might well reflect the 
fact that surgery attendances were in any event small and waiting- 
times short. 

Table 3.1. 
(a) Proportion of new' attendances by appointment-Type of appointment 
system 
P- P 

Types of appointment system 
Proportion of new attendances by 
appointment Full Partial Optional 

~ 3 0 %  11% 54% 90% 
3 140% 18% 2 3  % 5 % 
61 % and over 71 % 2 3  % 5% 

(b) Proportion o f  all attendances by appointment-Type o f  appointment 
system 

Type of appointment system 
Proportion of attendances by 
appointment Full Partial Optional 

-30% 
3 I&% 
61% and over . 

Totals2 

I .  i.e. a surgery consultation requested by patient rather than.doctor. 
2. Total number of practices on which percentages in corresponding columns based. See 

Preface to Appendix I1 for note on totals. 

D  



The proportion of new patients attending by appointment seemed 
quite unrelated to the class composition of a practice's list. However, 
respondents from 73 per cent. of urban practices as against 64 per cent. 
of those in more rural areas stated that' most of their new 
attendances were by appointment. 

The practices where patients were circulated about the introduction 
of the appointment system found that a rather higher proportion of 
new patients attended by appointment than did those where this step 
was not taken. Bearing in mind the time which had elapsed since the 
great majority of appointment systems had been introduced, it may 
be that the decision to circulate patients was indicative of a general 
concern that the appointment systcm should be fully used or that 
patients should be fully informed about it and it was something such 
as this rather than the actual activity of circulating which was the 
origin of the patients' greater use of the appointment system. 

Of those who permitted telephone calls for the purpose of making 
appointments during specified times of the day exceeding 5 hours a 
day (usually most of morning and afternoon andlor evening) 86 per 
cent. stated that most of their new attendances were by appointment. 
Much the same proportion was recorded by the few practices who 
allowed telephone calls for appointments in surgery hours only. How- 
ever, among those who allowed telephone calls for appointments at 
any time of the day and the very few who specified times for the 
purpose covering only a morning or afternoon (about 2 or 3 hours in 
duration as a rule), only about 60 per cent. stated that most new patients 
attended by appointment. 

The way in which doctors treated patients attending without 
appointment might be expected to have some effect on proportions of 
new attendances by appointment. No very marked effects were, in fact, 
observed though there was some suggestion that those who fitted in 
'casuals' as soon as there was a gap in consultations recorded that fewer 
patients attended by appointment than did those who involved the 
patient in the appointment system by giving them the first free 
appointment time, or in order to encourage them to use the system 
sometimes made people wait until the end of the surgery. 

More or less by definition, the proportion of new patients attending 
by appointment at practices running partial appointment systems 
was much lower in general than in those using full systems and was 
below 3 0  per cent. in well over half the practices. As for the practices 
using an optional system, it appeared that still fewer new attendances 
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were by appointment. Indeed, the majority said that less than 10 per 
cent. of new consultations were by appointment. 

Looking at the proportion of all consultations by appointment at 
practices using appointment systems of different kinds, a very similar 
pattern occurs to that outlined for new consultations in the last para- 
graph. Whereas, however, respondents from practices with full 
appointment systems gave a higher figure for the proportion of all 
attendances by appointment than for new attendances only (as indeed 
they should, since all, or virtually all, repeat attendances would be by 
appointment), the same was not true for those with other appointment 
systems, suggesting that either the concept of a new attendance, as 
explained in the questionnaire, was not understood, or that only a 
small proportion of repeat attendances were by appointment. 

6. W h a t  sort ofpatients seemed unable or unwilling to make appointments? 

Over-all, three categories of person were mentioned with some degree 
of regularity by respondents: 

The elderly, by 20 per cent. of those questioned. 

People of low intelligence, by 15 per cent. of those questioned. 

Working-class people, by 14 per cent. of those questioned. 

Looking at the practices by the class composition of their lists, among 
the practices where most patients were middle class, relatively few 
respondents found anybody unable to make appointments. 

Among respondents from practices in which middle and working 
classes were both strongly represented (but where the former were in a 
minority) over a fifth mentioned the elderly and a similar number 
working-class patients. In practices in which patients were mainly of 
the working class, working-class patients were mentioned by about 
10 per cent. as tending not to make appointments. The elderly, how- 
ever, were mentioned by respondents from a quarter of them and 
people of low intelligence by over a fifth. Presumably a doctor will 
categorize a patient who has these problems by some classification 
which distinguishes him from the other patients. Thus, in a practice 
where nearly all patients are working class and most seem to use the 
appointment system successfully, little is achieved by designating a 
non-user as working class, if he is also in some other category. Thus the 
'problem' patients were designated as elderly or of low intelligence 
(it being accepted that they were also working class). By contrast, in a 
practice where there are substantial proportions of both classes, the 
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fact that an unco-operative patient is of a particular class rather than 
say that he is of low intelligence may stand out. 

In practices situated in largely rural areas, elderly patients were still 
the most often quoted as unable or unwilling to make appointments 
though only 16 per cent. of doctors questioned mentioned them, 
13 per cent. mentioning working-class people, but only 7 per cent. 
people of low intelligence. Rather more (10 per cent.) mentioned 
farming people as not using the appointment system (possibly because 
of the heavy and unpredictable demands which farming makes upon a 
farm-worker's time). 

On the whole, fewer of the rural doctors specified types of people 
as unable or unwilling to co-operate. (The urban doctors' answers in 
this respect resembled those quoted earlier for all respondents, as they, 
of course, accounted for three-quarters of these.) The difference 
between rural and urban practices in this respect is not explained by 
class differences, since the proportion of mainly middle-class practices 
is about the same in both cases and it will be recalled that the other two 
class categories discussed were relatively similar in their remarks on 
patients who did not make appointments. 

That those who are elderly andlor of low intelligence might find 
an appointment system most difficult to understand or uncongenial 
in practice was to be expected. The fact that the majority of practices 
did not indicate that such people were generally in difficulties over the 
appointment system suggests that in many, if not all cases, they can 
be helped to use the system or their needs otherwise accommodated in 
some way which does not upset the organization of the practice 
(see, e.g. Reference 4, Chapter 2). This matter is further discussed in 
Chapter 5.  

7 .  Patients' capacity andlor willingttess to cope with spec@ matters arising 
in connexion with appointment systems-at the time when the systems 
were started and at the time of the survey 

Doctors questioned were asked whetlier patients were unco-operative 
in'connexion with appointment systems, whether they misunderstood 
the system, disliked using the telephone, and whether they were G- 
punctual. Respondents 'were asked to give their answers in each case 
separately for the time immediately following the introduction of the 
appointment system and the time of the survey (in most cases this meant 
that the system had been functioning for some time). 

'Initially in the majority of practices a few patients were unco- 
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operative, but by the time of the survey four-fifths felt that none or 
hardly any could be thus described. In a small minority of practices 
(8 per cent.), many patients were unco-operative initially, but later 
on only z per cent. were in this position. 

Somewhat the same pattern of answers obtained as far as patients 
misunderstanding the system was concerned, except that rather a 
higher proportion of doctors (about a-fifth) felt that many patients 
were in this position initially. Whilst there was virtually no practice 
in which this situation persisted, about a third found that a few patients 
still did not understand the appointment system. 

In just over half the practices a few patients disliked using the tele- 
phone initially and there was little change in this respect at the time of 
the survey. The proportion of practices in which many patients dis- 
liked using the telephone was very small to start with (7 per cent.) 
and had declined still further by the time of the survey. 

At more than half the practices in the survey a few patients were 
unpunctual, both initially and at the time of our inquiry, but the num- 
ber of practices where many patients were unpunctual was only 7 
per cent. initially and below I per cent. later on. 

Thus it would appear that a majority of practices observed that a 
few patients at first found difficulty in using the system or objected 
to some of its consequences, but that the number of such patients tended 
to decline as time went on. The number of practices where many 
patients found or created any difficulty was small in the initial period 
of the appointment system's operation and smaller still at the time of 
the inquiry. 

In about 30 per cent. of the practices with full appointment systems 
a few people were said to resent having to make an appointment (in only 
2 per cent. did many feel this way). The question did not, of course, 
really apply to practices using other types of appointment system. 

Telephone arrangements for making appointments did not seem 
to have a great deal of effect on people's attitude to making appoint- 
ments. Among practices with full appointment systems which per- 
mitted calls for appointments to be made at any time there was the 
highest proportion (71 per cent.) of those in which no one, or hardly 
anyone, was said to resent making appointments. On the other hand, 
all three practices where many patients had this feeling adopted this 
type of telephone arrangement. 

Subdividing practices according to the social class composition of 
their lists, there was some suggestion that practices whose patients were 
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0 Partial appointment system 

Optional appointment system 

Improved Unaffected Deteriorated 

Figure 3.6. Eflects of the d~ferent  types of appointment system 

(a) Level of strain on doctors 

Improved Unaffected . Deteriorated 

(b) Doctor-patient relationship 
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(e) Distribution of work-load over week 

almost entirely working class encountered more people who resented 
having to make appointments. The problem did not seem to be a 
serious one, however; 6 per cent. of such practices found that many 
patients resented making appointments and well over a half said that 
they encountered no one (or hardly anyone) who adopted this attitude. 

Only one practice found that many patients resented having to 
deal with the receptionist, though just over a third said that a few felt 
this way. The social class of patients seemed to be quite unrelated to 
patients' attitudes to receptionists. 

8. Some results concerning the efects ofappointment systems (App.11.g-11) 

More than three-quarters of the doctors questioned thought that their 
appointment systems made it easier for the doctors in their practices 
to plan their time. Reasonably enough the proportion was highest for 
those from practices where most people attended by appointment. 
Comparing responses from representatives of practices with different 
kinds of appointment system, most of those with full appointment 
systems and, less predictably, those with partial appointment systems 
thought that planning was easier as a result of their systems. As one 
might expect, the optional appointment system seemed to give least 

G 
4 

benefit in this respect. It will be recalled that, by definition, a partial 
appointment system i s  one in which patients attending at any of a 



SURVEYS AMONG DOCTORS 41 

usually fairly small proportion of sessions were expected to attend by 
appointment. Because the number of sessions involving the appoint- 
ment system was limited, this sometimes meant that they were by 
appointment only, so that the doctor had as full a control as possible 
over his schedule as far as those sessions were concerned. 

Among those with full appointment systems single-handed doctors 
were the most unanimous in their judgement that their appointment 
systems made it easier for them to plan their time. 

The pattern of response to a questionconcerning the degree to which 
the appointment system permitted the surgery work-load to be spread 
evenly over the week was very similar. The vast majority, except for 
those using optional appointment systems, thought that the system 
helped to even out the work-load this way. Full appointment systems 
seemed more often to even out the attendances over the week and, 
naturally, doctors from practices where most new attendances were by 
appointment were much more likely to find that their appointment 
systems evened out the work-load than were those where this was not 
the case. 

Doctors representing partnerships were asked whether the appoint- 
ment system had any effect in controlling the distribution of the surgery 
work-load between partners. (This was not always relevant even 
among partnerships since in some of these it was generals policy for 
partners only to see their own patients.) The majority of those with 
optional systems felt that their systems had no effect of this sort, 
but just over half of those with a partial appointment systemand rather 
more of those with full appointment systems did feel that the control 
of work distribution between doctors in the practice had improved as a 
result of the appointment system. Among those with full appointment 
systems, those in large parmerships (four or more partners) most often 
noted this benefit. 

All respondents from practices with full appointment systems 
thought that patients' waiting-times had improved as a result of 
the system and over go per cent. of those with partial appointment 
systems thought this was so also, but, as usual, the optional appoint- 
ment system lagged well behind with less than 60 per cent. feeling that 
patients' waiting-times had decreased. 

We have examined some of the purely organizational consequences 
of appointment systems. It is appropriate now to consider their effect 
on more vital aspects of practice life. 

Eighty per cent. of the doctors from practices at which most new 
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Figure 3.8. For practices using full appointment systems. Efect of 
appointment system-patients' tendency to reek 'care 

attendances were by appointment felt that the appointment system 
had reduced the level of strain involved in surgery work, and just over 
half of those where the appointment system was less fully in use felt 
the same way. Below 10 per cent. thought that the appointment 
system increased the strain for doctors in their practices. 

In this respect as in the others in this section, full appointment sys- 
tems seemed more often to be beneficial than partial appointment 
systems which in turn were better spoken of than optional appoint- 
ment systems. 

Among those with full appointment systems, representatives of the 
larger partnerships more often found that their systems contributed 
towards reducing the strain on doctors. 

Seventy per cent. of doctors from practices running full appointment 
systems felt that the introduction of their systems had served to improve 
the quality of work in their practices. Just over half of the representa- 
tives of practices using other sorts of appointment system had formed 
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this impression. Practically no one felt that the appointment system 
had led to a deterioration in the quality of his practice's work. 

Respondents were evenly divided as to whether the appointment 
system had improved doctorlpatient relationships in their practice or 
left them unchanged. A negligible proportion thought that they had 
caused the relationship to worsen. Full appointment systems more 
often were said to have improved doctorlpatient relationships than the 
other types of appointment system. Respondents from practices in 
which most new attendances were by appointment more often felt 
that the appointment system improved doctorlpatient relationship 
than those from practices where this was not so. When the length of - 
time appointment systems had been running is taken into account, the 
longer they had been in existence the more likely were they to be 
said to have improved doctorlpatient relationships. 

9. The efect of the appointment system on the work-load o f a  practice 
(App.II.12,13) 

Respondents from practices with full appointment systems were 
asked whether they thought their appointment system had had any 
effect on the extent to which those of their patients whom they thought 
did not really need attention sought treatment. Over-all, about two- 
thirds thought that the appointment system had no effect and about 
a quarter that it had served to decrease unnecessary calls for treatment. 
When the practices were categorized according to the class composi- 
tion of their lists, it appeared that the substantially middle-class prac- 
tices were rather more likely to observe some effects (in both directions) 
than the largely working-class practices. As for patients who did need 
attention, three-quarters of the doctors with full appointment systems 
again thought that their appointment systems had had little effect, 
though the other quarter did think that such patients tended more 
readily to seek treatment. 

Most respondents thought that appointment systems had no effect 
on the number of home visits requested by patients. A substantial 
minority (38 per cent.), however, of doctors from practices at which 
most attendances were by appointment felt that such home visits had 
decreased following the introduction of the appointment system. 

Doctors from practices using full appointment systems were asked 
whether they thought that an appointment system helped to create 
or remove the feeling of a barrier between doctor and patient, either 
from the doctor's or the patient's point of view. The gi-eat majority 
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Table 3.2. E&ct ofappointment system on number ofhome visits 
requested by patients-Proportion o f  new' attendances by appointment 

Practices at which proportions of new1 
attendances by appointment were: 

Number of patients 
requesting home visits ~ 3 0 %  3140% 61% and over All practices 

Increased ' 6% 10% 3 % S% 
Decreased 16% 17% 38% 27% . 
Unaffected 78 % 74% SS% 68 % 
TotalsZ 69 (100%) 42 (100%) 121 (100%) 242 (100%) 

I .  i.e. surgery consultations requested by patient rather than doctor. 
2. Total number of practices on which percentages in corresponding column based. - 

(over 80 per cent.) of respondents gave the same answer to both 
parts of this question (i.e. from doctor's and patient's point of view 
respectively) and over-all about two-thirds felt that the appointment 
system had had no effect of this sort, though more thought that it 
reduced any barrier between doctor and patient than those who felt 
the opposite. Class composition of practice lists did not seem to have 
much effect on these answers, though among those from middle- 
class practices, rather more felt that the appointment system removed 
the feeling of a barrier between doctor and patient (from both points 
of view). 

10. General attitude of doctors and patients towards their appointment 
system (as seen by doctors questioned in the survey) (App.11.14-18) 

As was mentioned earlier in the chapter, among those who used full 
appointment systems in their practices well over go per cent. were 
satisfied with their system and a similar proportion thought that most 
of their patients liked it. 

An almost equally high percentage of the doctors using partial 
appointment systems were satisfied with the system, but even among 
those who were thus satisfied, almost a third thought that a sub- 
stantial proportion of their patients, if not the majority, disliked the 
system. 

Among those with optional systems, about two-thirds were satis- 
fied with them and a similar proportio,n thought that most of their 
patients were too. 

There was some suggestion that appointment systems were more 
often popular with patients in practices run by larger partnerships 



but single-handed practices seemed to do almost equally well in this 
respect. Partnership size seemed not to have much effect on doctors' 
attitudes to appointment systems. 

The number of patients per doctor who would normally attend the 
premises considered in the survey appeared to be unrelated to the 
attitude of patient or doctor as did the total number of patients who 
were potential users of the premises in question. The social class 
distribution of patients seemed to be related neither to doctors' nor 
patients' attitudes. 

Among doctors practising in the most rural areas, rather fewer 

Table 3.3. For practices using full appointment system. Patients' attitudes 
towards appointment system-Proportion $new1 attendances by 
appointment 

Practices at which proportion of new1 
attendances by appointment were: 

Patients' attitudes MO% 61% and over All practices 

Most like appointment 
system 79% 98 % 93 % 
Equally divided about 
appointment system 21% 2 % 7% 
Most dislike appointment 
system o o o 

Totals2 43 (100%) 105 (100%) 148 (100%) 

Table 3.4. For practices usingfull appointment system. Doctors' attitudes 
towards appointment system-Proportion $new1 attendances by 
appointment 

Practices at which proportion of new1 
attendances by appointment were: 

Doctors' attitudes MO% 61% and over All practices 

Satisfied 93 % 99% 97% 
Dissatisfied 7% 1% 3 % 

- 

I. i.e. a surgery consultation requested by patient rather than doctor. 
z. Total number of practices on which percentage in corresponding column based. See 

Preface to Appendix I1 for note on totals. 



SURVEYS AMONG DOCTORS 47 

thought that most of their patients liked appointment systems in 
comparison with doctors in more urban areas. This tendency was not 
in evidence as far as doctors' attitudes were concerned. 

Patients seemed more likely to like appointment systems in practices 
where they had been circularized about the system at its introduction 
(see remarks on p. 34) and also when they were permitted to tele- 
phone for appointments within specified times of the day (as opposed 
to surgery hours or 'any time'). 

The policy adopted by practices towards patients attending without 
appointments seemed to have no effect on the system's popularity 
anlong patients. 

The remarks so far apply regardless of whether or not a full appoint- 
ment system was being operated. 

For practices using full appointment systems, patients were much 
more likely to be generally in favour of appointment systems where 
most new attendances were by appointment. Curiously enough, in 
these practices, the proportion of such attendances by appointment 
did not seem to be so strongly related to satisfaction of the doctor 
concerned with the system. 

Survey of a random sample of general practitioners not using 
appointment systems concerning their use in general practice 
(obtained from the survey of  a random sample o f  general 
practitioners) (App.11.19 onwards) 

Doctors questioned in the survey of a random sample of general 
practitioners could be divided into four categories. Those who already 
used an appointment system; those who had decided to introduce an 
appointment system in the near future; those who had given consider- 
ation to such a step but decided against it, and, finally, those who had 
not considered the possibility of introducing an appointment system 
in their practice. We shall pay particular attention to the third group, 
those who considered and decided against an appointment system, 
in this section. . . 

Of those questioned, about two-thirds had considered introducing 
an appointment system in their practices and of these latter rather more 
than 10 per cent. had decided fairly definitely to introduce an appoint- 
ment system in the near future (at the time of the survey). 

Those who had not considered running an appointment system 
tended to belong to the smallest practices (almost half were single- 
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handed), whereas those who were proposing to introduce appoint- 
ment systems came from larger partnerships than the group whose 
members had considered the step but decided against it. 

There was little difference between the average list size of those who 
had decided to run an appointment system and those who after con- 
sideration had decided not to. Combining these two categories and 
comparing them with those who used appointment systems, it ap- 
peared that for small practices the former had rather larger lists than 
the latter, whereas there was a tendency in the reverse direction for 
larger partnerships. 

Among those who had considered starting an appointment system 
a rather higher proportion of urban doctors, as compared with their 
rural colleagues, had decided to start appointment systems. Likewise, 
those describing their patients as mainly working class were a little 
more likely to decide in favour of an appointment system. 

Those who had considered introducing an appointment system 
were asked how many of their surgery sessions were overcrowded. 
Predictably, rather more of those with many or most of their sessions 
overcrowded had decided to start an appointment system than was 
the case for doctors where overcrowding was not often encountered. 

The average time which doctors thought it reasonable to expect a 
patient to wait before seeing him was'about the same-around 25 

minutes-for those who had decided for and against introducing 
appointment systems, but the former tended much more often to say 
that their patients waited longer than the time they (the doctors) 
deemed reasonable than did the latter. 

I .  Attitude ofdoctors towards appointment systems in general practice 

Over-all, about half of the doctors questioned thought that an appoint- 
ment system was desirable in most cases. The proportion ranged from 
about 40 per cent. among those who worked single-handed to 70 
per cent. for those doctors in large partnerships. A higher proportion 
of those whose patients were mostly working class felt that appointment 
systems were desirable in most cases than did doctors with largely 
middle class lists. Rural doctors more often held this view than their 
urban colleagues. Apart from this last these results showed a similar 
pattern in terms of general-attitudes to that displayed above in relation 
to the more personal matter of deciding whether or not one should 
have an appointment system. Indeed, while 60 per cent. of those who 
had considered an appointment system but decided against it thought 
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that appointment systems were desirable in most cases, only about 
20 per cent. of those who had not given consideration to this matter 
felt this to be so. 

2. Reasonsfor deciding against appointnlent systems 

Those who after consideration had decided against an appointment 
system were asked to indicate the factors which had iduenccd them 
in this decision. 

  he most coinmonly quoted reasons were the following (respondents 
usually gave more than one reason). 

The existing receptionist and/or other ancillary staff would 
be overworked 

Patients would dislike having to make appointments 
Probable extra load on telephones would be unacceptable 
The initial difficulties generally would be too great 
The initial expense of instituting an appointment systcm 

would not justify the advantages gained 
Patients were likely to be unpunctual 
The running expenses would not justify the advantap 

gained 
Patients were likely to be unco-operative generally 
Existing arrangements are satisfactory 
A barrier might be erected between doctor and patient 

The reasons given above nearly always attracted comparable support 
however the respondents concerned were broken down into smaller 
groups. In particular 'the overworking of existing staff' was almost 
always the most popular. Those who thought appointment systems 
were undesirable generally, or that their patients waited less than what 
they considered to be a reasonable time for consultatibns, were gener- 
ally less interested in stating specific ieasons. They emphasized in 
particular that existing arrangements were satisfactory,'that existing 
staff would be overworke'd and so would the telephone. There was 
also a tendency to suggest that patients would not 'like it and would 
not co-operate. 

By contrast, those who felt that an appointment system was desir- 
able in most cases, or that patients definitely waited longer than what 
they regarded as a reasonable time, gave many more reasons (per head) 
to justify their decision against having an appointment system in their 
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practices. In particular, they emphasized organizational andhancial 
difficulties of starting and running an appointment system. 

Doctors who had, after consideration, decided against an appoint- 
ment system were asked whether they had made inquiries among their 
patients about their views on appointment systems or whether patients 
had offered comment on this subject. In most cases (65 per cent.) 
the answer was that no views had been obtained in either way. Just 
under half of those who had discussed appointment systems with 
patients felt that many of the latter were unfavourably disposed to 
appointment systems, the remainder being equally divided between 
those who obtained the opposite impression and those who found no 
consensus of opinion. The social class of respondents' patients did not 
apparently have any effect on their answers to this question. 

3. Reimbursement ofpart o f  cost o f  ancillary help-Efect on doctor's 
intention towards appointment system 

It will be recalled that the most commonly quoted reason for not start- 
ing an appointment system was concerned with the overworking of 
ancillary staff. Doctors were asked whether the implementation of a 
proposal under discussion at the time of the survey that the Ministry 
of Health reimburse directly part of the cost of ancillary staff would 
influence their decision to introduce an appointment system. . . 

Among those who had not considered starting an appointment 
system, over go per cent. felt that this would not make it more likely 
for them to start an appointment system, regardless of partnership 
size or the amount of crowding experienced at surgery sessions. 

Among those who had considered introducing an appointment 
system but decided against this step, over-all, 14 per cent. said that if 
reimbursed for staff they would probably start an appointment system.. 
Over a third of the single-handed doctors felt this way, though rel- 
atively few of those who worked in larger partnerships did. Since 
those single-handed doctors who did run appointment systems seemed 
to spend much more on staff than their colleagues in partnerships, this 
seems a reasonable response and suggests that the current small pro- 
portion of single-handed practices using appointment systems might 
conceivably be increased to something comparable with that for larger 
practices if financial assistance of the stated sort were given (App.1I.z1). 
It would be unwise to build too much on this since it is based on smallish 
numbers, but the same impression did come separately from those 
receiving both questionnaires in the survey. 
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handed more 
Practice size (No. of doctors) 

Figure 3.9. For doctors without appointment systems. Proportion of 
doctors who had considered starting an appointment system and decided 
against it, but who would be likely to start an appointment system 
ifreimbursedfor ancillary help by Ministry ofHealth 

Predictably, rather more of those who found that many of their 
surgery sessions were overcrowded felt that help in bearing cost of staff 
would influence them towards starting an appointment system than 
did doctors for whom this problem rarely arose (App.II.22). 

Of those who thought an appointment system desirable in most 
cases about half felt that they would be likely to start an appointment 
system if some of the cost of staff were reimbursed. Very few of those 
who thought appointment systems generally undesirable were in- 
fluenced in this way, as was to be expected. 

4.  Consequences 

Doctors were asked whether or not they agreed that certain con- 
sequences would follow upon the introduction of an appointment 
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system. Just over 40 per cent. of those practising single-handed or in 
partnerships of two thought that an appointment system would result in 
less strain on doctors compared with over 60 per cent. of those working 
in larger partnerships. Rather similar proportions from small and 
large practices respectively believed also that an appointment system 
would mean that it would be easier to plan a doctor's time and that 
there would be a more even distribution of work-load over the week. 

It will be recalled that among those who used full appointment 
systems a much higher proportion actually found that these benefits 
were derived from their system. 

5 .  S O ~ I ~ C C S ~ O I ~ I  which doctors acquired their infortnation on appointment 
systenis 

Over-all, just under half obtained some of their knowledge from 
articles in the medical press (which were mainly favourable-see 
Chapter z), and nearly three-quarters from conversations and other 
forms of personal communication with colleagues. About a fifth had 
obtained some of their knowledge from meetings and a negligible 
number had previous experience of appointment systems or worked 
with partners who had. Doctors working in partnership rather more 
often obtained their information from meetings and conversations 
with others than did single-handed practitioners. 

Among those who thought appointment systems generally undesir- 
able, under a third obtained information from the medical press, com- 
pared with over a half of those who thought that appointment systems 
were usually desirable. Similarly, the former much less often quoted 
meetings as a source of enlightenment than the latter. By and large, 
those who were most against appointment systems did generally 
seem rather less likely to quote sources of information than those more 
in favour. Personal communication was for the former by far the 
most frequently cited means of learning about appointment systems. 

Concluding remarks 

The overwhelming impression received from those who used full 
appointment systems was that such systems were highly successful in 
practice in virtually all circumstances.' Patients and doctors, at least 
according to the respondents, were nearly unanimous in their favour- 
able attitude towards them. The social class composition of a practice's 

I .  Even allowing for the remarks on p. 25 and Chapter 4. 
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list of patients seems to be unrelated to the success of the appointment 
system. However, doctors working in 'very rural' circumstances did 
report that their appointment systems were less fully used and favoured 
by their patients than did their more urban counterparts. The system 
we have called optional seemed to be much less satisfactory from all 
points of view and is accordingly not recommended though the 
majority of doctors who ran even these were satisfied and a similar 
number thought their patients were too. Intermediate in effect be- 
tween the above types of appointment system were the partial 
systems. The latter, by their nature, demand rather less in the way of 
ancillary help to organize them and for this reason, if not for others, 
cost less to run. Accordingly since they appear to satisfy nearly all the 
doctors who use them and to be generally deemed quite effective 
within their natural limitations (by definition they can involve only a 
proportion, often a fairly small one, of the surgery attendances) those 
who feel they have not the resources to introduce a full appointment 
system might well consider trying a partial version. 

The clear conclusion must, however, be that those who are thinking 
of trying an appointment system ought to introduce a full version if 
they possibly can. 

The following conclusions concerning the introduction and running 
of appointment systems also arise from the survey of those using such 
systems. 

Circulating patients before the introduction o f  an appointment systetn. 
Practices which did this more often reported that their systems were 
subsequently successful than those which did not, both from the 
point of view of popularity and full utilization by patients. 

The effect of an appointment system on the work-load o f  ancillary staJ 
A full appointment system almost always increases the volume of work 
falling upon the ancillary staff. Apart from the task of handling extra 
telephone calls for appointments, the surgery generally needs to be 
manned for at least the usual duration of surgery sessions (this will 
rarely be less than 20 hours per week). 

The extent to which the additional work necessitated the provision 
of extra staff (or paid staff time) depended on how fully the existing 
staff's time was utilized. Apart from single-handed practices it would 
appear that those with full appointment systems on average increased 
their staff time by something of the order of 1-12 hours per week per 
doctor. For the single-handed doctor the additional ancillary staff 
time per week ascribable to the appointment system was about double 
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this figure, probably because its introduction was often instrumental 
in making him employ staff at all. 

This is not to say that some doctors, almost always single-handed, 
did not run highly successful appointment systems without any 
ancillary staff. Usually they had a relatively small number of patients 
on their list, or hidden help, for example, in the form of their wife 
acting as a more or less full-time receptionist. 

Arrangements for the telephoning for appointments. The best policy 
appeared to have been to provide definite times at which appoint- 
ments might be made. Practices adopting this course mostly allowed 
periods totalling five hours or more per day for this purpose especially 
in larger partnerships. 

The approach adopted towards (non-emergency) patients attending at 
surgery sessions without appointment. There was some evidence to suggest 
that the best scheme was to give them appointments (usually this 
would be for the first available times in the session in which they 
appeared) if only to acquaint them with the mechanism of the appoint- 
ment system. Additionally this strategy ensured that patients were 
seen in an equitable order. 

Some people were observed to find difficulty in using the appoint- 
ment system andlor be against it. Some of the elderly and also those 
who were of low intelligence needed special guidance and perhaps 
arrangements. Additionally practices rarely seemed to be without a 
.hard core of probably no more than a handful of characters of assorted 
background who appeared incapable of using the appointment system 
properly. Where, however, the majority of patients co-operated, and 
they nearly always did, most of the benefits expected from the appoint- 
ment system accrued for doctors and patients notwithstanding the 
minority who did not use the system and the occasional inevitable 
disruptions to normal routine which beset general practitioners' 
work. 

The majority of general practitioners without appointment systems 
questioned had considered introducing an appointment system in 
their practice, but only a small proportion had decided to go ahead. 
None the less, even among those who had decided against an appoint- 
ment system, a definite majority held that they were desirable in 
most cases. The most commonly quoted reason for not starting an 
appointment system was concerned with ancillary staffing; and cost 
of running featured prominently too. Yet only half of those who 
thought appointment systems were generally desirable felt that help 
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towards cost of ancillary staff from the Ministry of Health .would 
encourage them to start an appointdent system. The prospect of this 
sort of assistance appeared to be much more potent a means ofencour- 
aging single-handed doctors to start appointment systems than was 
the case for those in partnership. 

Arguably, among those who regarded appointment systems as 
!generally desirable, but not for them, it is simply reluctance to 'take 
the plunge' as far as introducing such a system is concerned. If this is 
so, the information given earlier in this chapter by those with appoint- 
ment systems and elsewhere by patients and doctors with experience 
of appointment systems may well encourage them to introduce such 
a system. 



4 Unsuccessful Appointment 
Svstems 

IN some practices an appointment system has been instituted and later 
withdrawn or allowed to lapse because it has been judged unsatis- 
factory. Such practices were encountered at various stages in the study 
and in this chapter information gathered concerning them is brought 
together for discussion. 

In the survey among a random sample of general practitioners (Chap- 
ter 3), all respondents were asked among other things whether an 
appointment system had been run and withdrawn in their practice. 
Including the pilot survey, a total of 22 out of 750 replied affirmatively 
to this question. Of this 22, from other remarks made, it was clear that 
6 had not used appointment systems in the sense defined for this study; 
they had given appointments for insurance examinations, ante-natal 
clinics, etc., but not for their ordinary surgeries. These are, accordingly, 
excluded from consideration. One other had only run an appoint- 
ment system in the days before the National Health Service and is 
thus also excluded. Thus 15 practices had tried and withdrawn ap- 
pointment systems, in our sense of the term, out of a total of 750 
questioned-i.e. about 2 per cent. In this same survey 117 respondents 
indicated that an appointment system was currently in operation in 
their practices so that of those who tried running appointment systems 
15/(117+15), i.e. about 11 per cent., subsequently gave up. This is 
likely to be an underestimate since some of the 117 mentioned above 
will almost certainly not be running appointment systems in the 
sense used in the study. 

The information used in this chapter is based on the responses of the 
above fifteen doctors and also on those of representatives of eleven 
other practices (found in various informal ways) where appointment 
systems had proved unsuccessf~~l. The latter were questioned person- 
ally or by post. The results quoted below, except where otherwise 
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indicated, relate to the total of the twenty-six practices where for 
reasons relating to the sampling procedures adopted the answers of the 
fifteen have been weighted so as to give proportions appropriate to 
practices (cf. discussion on weighting in Appendix I). 

No claim is made that the answers of these twenty-six, even when 
appropriately weighted, are representative of practices with failed 
appointment systems, but a study of the circumstances surrounding 
the failure of these appointment systems seems worthwhile. All but 
about three or four of the practices had set out to run full appointment 
systems in the sense of Chapter 3 .  

N.B. We have computed percentages based on very small totals in 
this chapter and the related Appendix (111) only in order to facilitate 
comparison of the magnitude of the fractions discussed. Little weight 
should accordingly be attached to any but the most substantial differences 
between such percentages. 

A comparison of practices where appointment systems had 
been withdrawn with those running appointment systems 

I. Partnership s i ze  and number of premises (App.III. 1,2)' 

The practices with failed appointment systems were compared with 
those of the 117 ([suitably weighted] see Appendix I) respondents who 
said they were using appointment systems. 

Partnership sizes were rather smaller in the case of the former (70 
per cent. single-handed or partnership of two) than with the latter 
(54 per cent. single-handed or partnership of two). Since, however, 
a partnership may be split up into a number of virtually isolated com- 
ponents, the number of premises per practice was examined for the 
same two groups of respondents. 

The practices with experience of unsuccessful appointment systems 
appeared to work from rather fewer premises than those currently 
using appointment systems though this probably merely reflects that 
the average partnership size of the former is smaller than in the case 
for the latter so that there is apparently no difference between the two 
groups when partnership size is taken into account. 

2. Areas in which practices were situated and class ofpatient 
(App.III.3 >4) 

Those with unsuccessful appointment systems practised rather more 
I .  App.IILr,2 relates to Tables I and 2 in Appendix 111. 



often in predominantly . urban areas .and designated their patients 
rather more frequently as mainly working class than those who spoke 

. , 

for practices with appointment systems. 

3. List size (A~~. I I I .S )  
A comparison of average list size suggests that the list sizes of the prac- 
tices where appointment systems were unsuccessful were more pre- 
dominantly of average size than those using appointment systems 
(84 per cent. as against 64 per cent. between 1,300 and 3,ooo), a higher 
proportion of the latter had small lists and large lists. This is the reverse 
of what might have been expected, especially since we have seen 
that practices with appointment systems tended in turn to have 'more 
average' size lists than those not running such systems. 

4. Time durit2g which appointment system was running 

Predictably, the majority of unsuccessful appointment systems ran 
for less than a year (about a quarter for less than three months). How- 
ever, a third of them operated, at times quite satisfactorily, for much 
longer (further discussion later). 

5. Methods ofgiving notice of introduction of appointment system 
(App.III.6) 

The additional eleven practices (see p. 56) at which appointment 
systems had been withdrawn were asked for certain other information. 
Appendix 111, Table 6, suggests that there was no marked difference 
between the methods of informing patients adopted by these eleven 
practices and those of the practices involved in the survey among 
practices using appointment systems. It will be recalled that in the latter 
survey a substantial difference in satisfaction with the way the appoint- 
ment system operated was observed between those who circu- 
larized their patients in some way and those who used other methods. 

6. Ancillary help (App.III.7) 

Appendix 111, Table 7 shows the amount of receptionist help (excluding 
help by wives and relatives) per doctor in the eleven practices before 
the introduction of their appointment systems and after they had been 
brought into operation. Nine practices had at least 10 hours help 
per doctor per week before introduction of appointment system 
and increases in staff meant that eight practices had more than 15 hours 
help per doctor per week and one only made no use of reception staff 
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(other than family members). In fact it appeared that ,in all but the one 
practice' receptionist help was available at most surgery sessions. 
The staff levels after adjustment following the introduction of appoint- 
ment system seemed much the same as those for the practices using 
full and successful appointment systems. 

Reasons given for withdrawal of appointment systems 

Returning now to consider all twenty-six practices in which appoint- 
ment systems were unsuccessful, doctors from these were asked why 
they had withdrawn their appointment systems. Table 4.1 gives, 
where this was possible, the main reason stated. 

The attitude of patients and their misuse of the system was by far 
the most frequently quoted single reason for withdrawal of the 
appointment system, but in an equal, number several reasons worked 
together to cause withdrawal. Table 4.2 gives the frequency with which 
each of the listed factors was mentioned as an important reason (often 
one of several per practice) for withdrawing appointment systems. 

Patients' misuse and attitude again were most commonly quoted. 
More particularly the patients were stated to be unco-operative 
generally in five cases, unpunctual in two, failing to keep appoint- 
ments in four, and discontented when attending without appointment 
at those with appointments 'jumping the queue' in five cases. 

Many of the factors quoted tended to go together. All six practices 
who found telephone usage a problem also belonged to the nineteen 
who had other patient troubles and likewise for all those who found 
surgeries overcrowded or running behind schedule. Two practices in 
addition to the nineteen stopped their appointment systems because 
they felt the appointment system was creating two classes of patient- 
the generally more sophisticated who used the appointment system 
and the others who did not. 

The continued abuse of the telephone (which was said to be ringing 
all day) was mentioned particularly by two doctors who lived at 
their surgery premises. 

The reception staff were explicitly mentioned as a source of worry 
by ten practices. In six of these this was because they were over- 
worked, or felt they were, and in the case of the remainder because of 
incompetence or .lack of co-operation. It is possible that the latter 
group .was in fact larger as doctors may be reticent about discussing 
shortcomings of their staff with strangers. 



Table 4.1. Major reason (one per practice) quotedfor discontinuing 
appointment system 

Patients (abused appointment system or disapproved) 16 (8) 
Secretary/receptionist (unsatisfactory or against) 3 (2) 

Expense 2 (11 
Partners not co-operative 1 (1) 
Telephone always ringing (living on premises) 1 (1) 

General reasons. Not able to give one as pre-eminent 3 (3) 
Total 26 (16) 

- - - - 

Numbers in brackets denote those in which other important reasons were given as well 
e.g. 8 out of 16 practices quoting patients (abuse and disapproval of system) as the major 
reason also specified other reasons as having considerable influence on them in reaching 
their decision to withdraw appointment system. 

Table 4.2. Factors quoted as itnportant in causing appointnrent system to 
Le withdrawn 

Numbers of practices 
giving as a reason for 

Factor withdrawal 

Patients (abuse and disapproval of system) 19 
Feeling that 2 classes of patient were created 3 
Sccrctary/receptionist (unsatisfactory, or against andlor 
overworked) 10 

One or more doctor in partnership not participating 
o r  only half-heartedly 6 
Surgery running behind 
Doctor watching clock l- 9 
Telephone over-busy 6 
Growth of list inhibited by appointment system 2 

Expense of running appointment system 4 
Difficult geographical conditions (transport problems, 
etc.) 3 

NOTE Sixteen practices gave several reasons as important in causing withdrawal, all of 
which are counted above. 

In six partnerships one or  more doctors either did not participate 
in the appointment system or  only half-heartedly. 

Finally the reasons given for the five practices in which appointment 
systems had been used for two years or  more prior to withdrawal were 
considered. Four gave patients' attitudes towards, and misuse of, 



appointment system as the major reasons for withdrawal and the fifth 
the continued ringing of the telephone. Further details of these prac- 
tices are given below. All but practice three used full appointment 
systems. 

P R A C T I C E  I 

Single-handed; list size 2,000-2,500; urban; mostly working-class 
patients; practising from one set of premises. Reasons for withdrawal: 
patients not keeping appointments; full-time appointment maker 
required; extra expense considerable. 

P R A C T I C E  2 

Five doctors; average list size 1,800; urban; patients about equally 
divided between working and middlelupper classes; practising from 
one set of premises. Reasonsfor withdrawal: numerous complaints by 
patients and staff; telephone overload; at least one doctor did not 
participate in the appointment system. 

P R A C T I C E  3 
Two doctors in a partnership of three ran an appointment system 
in their premises which was quite separate from that of the third 
partner; average list size, 2,100; rural, mostly working-class patients; 
one main (at which appointment system operated) and two branch 
surgeries. Reasons for withdrawal: patients unco-operative, receptionist 

I and telephone overworked; surgery running behind schedule. It was 
felt that the fact that there was a poor bus service contributed to the 
failure of the appointment system. Buses arrived once or twice during 
surgery sessions and patients used to come and wait in waiting-room 

I 
regardless of time of appointment, if any. 

P R A C T I C E  4 
Two doctors in partnership (one at time of withdrawal) ; average list 
size about 2,000, probably nearer 3,000 at time of withdrawal; urban, 
mainly working-class patients; practised from one set of premises 

1 at which the partner who abolished it lived. Reasons for withdrclwnl: 

I 
continual ringing of telephone at what was doctor's home; elderly 
generally seemed unable to use telephone; patients wanted appoint- 
ments to suit their convenience; married women wanted to be 'fitted 

I in', for example, when meeting children from school. Regretted 
abolishing appointment system, however, and would use it in group 
practice. 
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PRACTICE 5 
Four doctors practising; average list size 2,500-3,000; urban; mainly 
middle/upper class patients; practised from one set of premises. 
Reasons for withdrawal: patients came to co-operate less and less as 
time went on (did not bother to make appointments); many with 
appointments intolerant of even small delays after their appointment 
time; reception staff did not appear to be willing or able to cope with 
organization of patients and this put a lot of extra strain on doctors; 
telephone regularly blocked with calls. Doctors felt great relief and 
easing of tension following the ending of the appointment system but 
patients had to wait much longer in more crowdedconditions and many 
looked nostalgically back to the days of appointments. 

We have seen, in comparing practices with unsuccessful appoint- 
ment systems with those in which such systems were used, that the 
former tended to work on average in slightly smaller groups (or 
partnerships) but that the number of premises per doctor was about 
the same for both categories of practice. The practices with unsuccessful 
appointment systems were more frequently situated in essentially 
urban districts and more often described their patients as mainly 
working class. The average list size per doctor in practices where 
appointment systems were discontinued tended to be more in the 
middle range of sizes than was the case for practices using appointment 
systems. There was no evidence to suggest that the former practices 
differed from the latter in the way in which they informed their patients 
of their intention to start appointment systems. Two-thirds of the 
appointment systems were discontinued within a year. 

Of the reasons given for the lack of success attending the use of - - 
appointment systems, patients' attitude towards and their use of the 
system were by far the most commonly cited. The majority of prac- 
tices, however, felt that several factors combined to disrupt the 
appointment system. 

Why do appointment systems fail? 
The foregoing suggests that there is no simple answer. Introducing 
and implementing an appointment system requires the co-operation 
of the patients, receptionist (if any), and doctors. For the former it 
implies exerting some self-discipline and forethought in their approach 



to the doctor and perhaps also a new element of time discipline for 
doctor and receptionist. 

On the receptionist may fall a good deal of extra work. She is 
bound to become more closely involved with the patients. She will 
make appointments over the telephone and at the surgery, deal with 
patients attending without appointment or arriving late and so on. 
This new personal element in the receptionist's work almost inevit- 
ably results in occasional conflict with patients which may be a source 
of strain to some personalities. If, moreover, the ancillary staff has not 
been increased (i.e. the total number of paid hours of work) with the 
coming of the appointment system, individual members of this will 
have to work harder; a development which is unlikely to be well 
received however under-occupied they were previously. We did 
encounter several practices using successful appointment systems 
in which the receptionists felt that they were the only people for whom 
the system brought no benefit. 

The period of up to a year following the introduction of an appoint- 
ment system is sometimes said, even when it subsequently settles down 
to successful operation, to be difficult and at times chaotic. Different 
doctors naturally will have different ideas as to how much preliminary 
trouble they are prepared to put up with in the hope that their appoint- 
ment system will ultimately benefit them and their patients. The 
majority of those who gave up, of the twenty-six studied, did so 
fairly soon after their appointment system had been introduced which 
suggests they may have felt the teething troubles were not worth any 
ultimate benefit. The inclination to finish with appointment systems 
which cause trouble is naturally strengthened when a practice finds 
itself obliged to spend substantial sums of money on extra ancillary 
staff to keep it in operation or to make it function in what is hoped will 
be a satisfactory manner. 

Since among the most frequently quoted reasons for introducing 
an appointment system are 'to give a better service' and 'to reduce the 
patients' discomfort', it is hardly surprising that the unpopularity of 
the appointment system with patients should be a major factor leading 
to the discontinuation of appointment systems. Of the five appoint- 
ment systems considered which lasted more than two years, all were 
stopped because of patients' uses and attitude to them, in one form or 
another. 

Why were patients such a problem to practices discussed in this 
chapter? Among the doctors questioned in Chapter 3 who were using 



appointment systems, very few seemed to encounter much trouble 
from patients. 

The problem took two forms which often occurred together. 
Patients misused appointment systems by failing to make appoint- 
ments, being unpunctual, or not turning up for an appointment. Or 
they expressed disapproval of the system. 

The volume of disapproval expressed is a function of several factors 
associated with the practice and its environment. It may be occasioned by 
some shortcoming, real or imagined, which the complainant perceives 
in the appointment system. Failure to understand the working of the 
appointment system and what it is supposed to achieve can be a source 
of trouble even when the appointment system is organizationally 
satisfactory. If the practice is situated in a mainly urban area, where 
a fairly low esteem for persons in authority obtains, the doctor is 
more likely to find people suspicious of his motives and willing to 
criticize his arrangements to his face. The personality of the doctor 
is relevant here to some extent. There are some members of the 
profession whom very few would presume to criticize or risk displeas- 
ing-for other equally diligent and effective medical practitioners 
the reverse is true. Direct criticism is probably offered by a fairly 
small minority in even the worst situation. Even so, this can be quite 
damaging when the critics are people of some standing. An appoint- 
ment systcm was stopped and three practices at least discomforted 
by articles of a critical and uninformed nature in the local press. 

Probably, though, in most practices in which paticnts were a prob- 
lem it was their misusc of the appointment system that caused the 
trouble. There is little doubt that some people are more time-con- 
scious and generally attuned to the concept of business efficiency than 
others. It would appear that some of the practices discussed did have 
rather a high proportion of the 'others' among their patients. It is 
important, however, not to expect too much of an appointment 
system or of patients' behaviour otherwise, in the circumstances of 
general practicc, one is almost bound to be disappointed. The results of 
Chapter 6 suggest that quite a number of ~atients, in practices running 
successful appointment systems, were unp~inctual, though most of 
these arrived less than five minutes late for their appointment. Since 
a surgery is rarely running exactly on time and the occasional patient 
without an appointment will turn up, this type of unpunctuality does 
not seem to cause much trouble. Similarly, a minority of patients even 
in the best of systems will fail to attend at the appointed time or not 
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make appointments. Appointment systems do, however, manifestly 
work to the satisfaction of the doctor and most of his patients even when 
far from theoretical perfection. 

Misuse of an appointment system can be a patient's often uncon- 
scious response to defects in the system. There is some evidence to 
suggest that in hospital clinics the longer patients have to wait beyond 
their appointment time the more unpunctual they are. 

An appointment system can be placed generally behind schedule 
by booking patients in at a higher rate than the doctor can see them; 
by surgery sessions starting late or by the patients without appointn~ents 
being fitted in at the expense of the scheduled attenders. It is important 
that an appointment system should be tailored to fit the working 
characteristics of the individual doctors involved. 

The reception staff play a major part in controlling the booking 
and, in particular, dealing with those attending without appointments. 
There is little doubt that the receptionist's general approach to patients 
and the running of the appointment system is of the greatest importance 
to the well-being of the appointment system. If she is helpfhl to all 
concerned and controls the system in a firm but enlightened manner, 
much trouble can be avoided. People arelikely to react strongly against 
an unfriendly or harassed bureaucracy especially if it is not very 
efficient either. The larger the practice, the more important and exact- 
ing the role of the receptionist (or at least the receptionist-in-charge). 
A central surgery premises serving four or more doctors with the 
usual complement of patients calls for quite considerable organizational 
skill on the part of the chief receptionist. Also, when things do run 
out of control in such circumstances, the chaos is at a correspondingly 
higher level. This partly explains why some large partnerships working 
from central surgeries saw their appointment systems founder, not- 
withstanding the fact that they were the very people who should find 
an appointment system a most natural and beneficial part of their 
organization. 

It is well, especially if one is unsure of one's patients' attitude to 
practice innovation, to promote the appointment system with vigour 
from the start. If those with appointments usually form the minority of 
those attending, the majority without appointments will possibly 
resent the fact that a small klite is jumping the queue. Again once an 
appointment system has been established, many patients notice that 
their waiting time has decreased, often even when they have not 
used an appointment. If the latter is the case, there may be a falling 



off in numbers making appointments because they feel that they 
obtain the benefits of the appointment system anyway. One of the 
practices in which an appointment system had been running for a 
long time before being withdrawn noticed this phenomenon. 

In some cases disapproval of the appointment system on the part of 
patients was of a very mild kind, but the principals sensed it, and since 
they were not gaining anything from the appointment system either, 
the scheme was allowed to drop by mutual agreement. 

Thus some appointment systems ended their existence because 
they came to be generally regarded as a slightly irritating and un- 
necessary piece of bureaucracy, while others did so as a result of much 
stronger feelings on the part of the protagonists. 

It is fair to say that nothing in this chapter has seriously undermined 
the earlier conclusions that appointment systems, especially those of 
the full kind, function successfully in the great majority of practices, 
no matter where situated or of what size. For many reasons, however, 
some practices find an appointment system harder to introduce than 
others; and at the extreme end of this spectrum of difficulty are per- 
haps 10 per cent. or more of the practices where an appointment 
system proved to be more bother than it was worth. No recipe for 
practice organization can be expected to suit every practice's circum- 
stances. It is suggested however, that the types of recommendation 
made in this report (see especially Chapter 7), though they may seem 
excessively elaborate to those who introduced highly successful 
appointment systems with minimal preparation and effort, may mean 
the difference between success and failure for those trying appointment 
systems in less favourable circumstances. 



5 Surveys among Patients 

THE introduction of an appointment system in a practice brings with 
it a new element of organization into the meeting between doctor 
and patient1 in the surgery. 

The patient will approach the appointment system with certain 
attitudes and expectations built up from past experience of appointment 
systems generally and what he has been told of them by other people 
or the press, etc. He will be faced with the choice of whether or not to 
use the appointment system at least for consultations initiated by him- 
self-a choice which may often be seen as between co-operating or not 
co-operating with his doctor. In any event he will observe the conse- 
quences of the system to himself and others-all this at a time when 
some degree of ill-health affects him or those for whom he is respon- 
sible. Different people are likely to be affected and react in different ways. 

No study of appointment systems in general practice could be com- 
plete without some inquiry into the attitudes and reactions of mem- 
bers of the public. On the other hand, no information is more difficult 
to obtain, if it is to be reliable, than that demanded by such an inquiry. 
Apart from the usual problems of framing meaningful and unbiassed 
questions for attitude surveys, there were here certain additional 
problems : 

(a) We wished to obtain some idea of the attitudes towards appoint- 
ment systems in general practice of the vast majority of people whose 
doctor did not run an appointment system and who might well have 
little idea about what such a system entailed. 

(b) Of special interest were the reactions of certain potential non- 
users of appointment systems. It has been asserted that certain social 

I. Included in this term where appropriate are those such as parents who accompany 
the persons receiving attention. 



and age groups would be unable andlor unwilling to use appointment 
systems. If the arguments used supporting these assertions were valid, 
these same groups might also not be able to cope with our questions. 

Two quite separate surveys were carried out to investigate attitudes 
of the public towards appointment systems in general practice and 
where relevant their use of such systems. Both aimed at obtaining 
substantially the same information but rather different sampling 
methods were used. Moreover, one inquiry was conducted by inter- 
view and the other by post. 

It was hoped that a comparison of the results obtained using these 
rather different approaches would offer some test of their validity. 
The two studies will be described separately and their results com- 
pared and discussed. 

The interview survey of members of the public' 
This section is based on answers to a short series of questions which 
formed part of a larger questionnaire put to 2,500 members of the 
public by interviewers belonging to the British Market Research 
Bureau. The persons questioned constituted a sample drawn in a 
quasi-random fashion from the adult population in Great Britain. 
The answers of the 2,140 replies obtained were 'weighted' (see details 
of this and other technical aspects of the survey in Appendix IV) to 
make them proportionately representative of the population under 
investigation with respect to age, sex, and social grade. Those inter- 
viewed were asked: 

(a) Whether they attended a doctor who used an appointment sys- 
tem (a short explanation of what was meant by this being given). 

(h )  The number of visits they had made to the doctor in the previous 
twelve months (to see him themselves or take someone else). 

(c) Whether they would make an appointment when going to see 
their doctor. 

(d) About their general feelings towards appointment systems in 
doctors' surgeries. 

( e )  Whether they had the use of a telephone at home. 

In addition those who said their doctor ran an appointment system 
were asked : 

I .  In Appendix V, Tables 1-7 relate to  this survey. 
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(f) How long their doctor's appointment system had been inoperation. 

(g) How long they had been registered with him. 

(h)  How much they had used the appointment system in the pre- 
vious twelve months (asked only of those who indicated that they 
had visited their doctor in that period). 

Those whose doctor did not use an appointment system were asked 
whether they had ever attended one who did. (Further details of ques- 
tion schedule are to be found in Appendix VII.) 

In addition various other personal details-age, class, sex, marital 
status, size of family-were available for respondents. 

I. Proportion of the population attending general practitioners with 
appointment system 

Sixteen per cent. of those questioned indicated that their doctor ran 
an appointment system for his ordinary surgery sessions. This figure 
varied a good deal from region to region being over 26 per cent. in 
each of the Southern, South-eastern, and Eastern regions but below 
10 per cent. in Lancashire, Midlands, East Midlands, and Wales. 

When answers for social grades2 were examined, those higher up 
the scale tended more often to have a doctor with an appointment 
system though the differences were not very marked. At one extreme 
19.3 per cent. of those in classes A and B (combined) had the use 

~ L 

of an appointment system against 13'3 per cent. of those in classes 
D and E (combined) at the other. The regional differences were not 
accounted for by regional differences in the proportions of people in 
the various social grades, (App.V.1~ gives proportions of those with 
appointment systems standardized by class), and wide variations 
between figures for the same classes from region to region were apparent. 
As might be expected, however, there was a general tendency towards - 
uniformity within regions for the different classes, for example, all 
fairly high or fairly low. 

2. The  use of appointment systems in the past by those who said their doctor 
operated one 

Those who had attended their doctor in the previous twelve months 
could be categorized broadly as : 

(a) Always/usually attending by appointment. 
I .  The regions referred to here are roughly the standard regions used by the Registrar 

General. 
2. See note at the end of this chapter for definition of the* terms. 



c2 D.+ E 
Social grade of patient 

m Always or usually attended by appointment 

0 Never attended by appointment 

Figure 5.1. Thefrequency with which patients used their doctor's 
appointment system in the past-Social grade 
See Table 5.7 for meaning of social grades. 

(b) Never attending by appointment. 

(c) The others-the occasional or rare users of the system. 

Over-all about two-thirds said they always/usually attended by 
appointment and a quarter that they never did. A slightly higher pro- 
portion of women than men fell into the former category. 

Social class 

Therelappeared to. be a definite association between a patient's social 
grade and the degree to which he used the appointment system. 
Some 78 per cent. o f  those in social classes A and-B said they always/ 
usually attended by appointment as against 49 per cent. for those in 
classes D and E, classes C, and C, being intermediate. Only 30 per cent. 

4 
of the small number of people in class E fell into the regular user 



16-24 25 - 44 45 - 64 65and over 
. . 

Age of patient (years) 

a Alivays or usually attended by appointment 

0 Never attended by appointment 

Figure 5.2. The frequency with which patients used their doctor's 
appointnient system in the past-Age - . 

group. The differences in proportions falling into these categories 
were paralleled by corresponding differences (in the reverse direction) 
in the proportions of those who said they never used appointment 
systems when attending their doctor-the proportions of occasional 
users were fairly constant over all classes at between 5 and 10 pe; cent. 

Age 
Another possible factor relating to use of appointment systems was 
age. For all ages except the 45-64 years age group the proportion of 
those who' said they always/us~ally attended- *as about the same 
(60 per cent.). Among those aged 45-64, however, the proportion was 
rather higher (70 per cent.). For all but the under-25s the proportion 
never attending by appointment was the same, the differences above 
being balanced by differences in proportion of occasional appointment 
makers. 



1 - 4  5 - 9  10 or more 

No, ofvisits to doctor in last 12 months 

B Always or usually attended by appointment 

0 Never attended by appointment 

Figure 5.3. Thefrequency with which patients used their doctor's 
appointment system in the past-Number of visits to doctor in previous 
twelve months 

Frequency of attendances at surgery 

Jackson (see Reference 11, Chapter 2) observed that he set about en- 
couraging his doctor to use an appointment system as a result of having 
to attend at the surgery very regularly over a period of months. To 
what extent is use of appointment system related to frequency of atten- 
dance at the surgery? There was some suggestion that the most frequent 
visitors to the surgery most regularly attended by appointment. The 
proportion of those who visited their doctor one to four times in the 
previous year who never attended by appointment was 30 per cent. 
This is much larger than that for the others questioned (18 per cent.). 
This is possibly partly accounted for by a number only attending once 

1 
and not knowing of the appointment system or forgetting it until 
they arrived at the surgery. There is also the point that a high propor- 
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Length of time appointment system running 

Always or usually attended by appointment 

0 Never attended by appointment 

Figure 5.4. Thefrequency with which patientsused their doctor's 
appointment system in the past-Length of time appointment system 
running 

tion of attendances for a person attending the doctor many times in 
the year would probably be repeat calls and for these the doctor would 
arrange the appointment for the patient.' Also the regular attender 
would.be more likely to obtain a balanced view of the appointment 
system than the person coming into contact with it very infrequently. 
He might notice that on average over the year his waiting time was 
rather short perhaps much shorter than in the days prior to the intro- 
duction of the system. 

I. The question actually ran 'when you went on these occasions (i.e. in previous 
twelve months) did you make an appointment?' and therefore technically related to 'patient 
initiated' or new attendances at the surgeries. However, this may be to the respondent a 
somewhat academic point, so that it seems fair to assume that many people included 
repeat attendances by appointment among attendances for which they 'made' an appoint- 
ment. 
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Length of time appointment system in operation 

The degree to which people utilize an appointment system might 
reasonably be expected to be related to the length of time it has been 
in operation. Just over half thought their doctor's system had been 
running more than a year, the residue being equally divided between 
those who said it was less than a year and those who did not know. 
(We are here referring to those who visited their doctor in the pre- 
vious year-the figures are similar for those whose doctor had an 
appointment system but who did not visit their doctor in the previous 
year though the 'don't knows' were more numerous.) 

Seventy-five per cent. of those whose doctor's appointment system 
had been running for more than a year always/usually attended by 
appointment as compared with 53 per cent. of those where appoint- 
ment systems had been running for less than a year and 50 per cent. 
of those who did not know how long it had been in operation. Ninety 
per cent. of those whose use of appointment systems has been discussed 
above had been registered with their doctor for more than a year- 
the residue being split between those who did not know and those 
who had been registered for less than a year. It seems fair to assume 
that the small minority of recently registered patients can have had 
little effect on the data presented above. 

Telephone 
Most doctors with appointment systems allow appointments to be 
made by telephone and undoubtedly, unless one lives very close to the . 
surgery premises, the easiest way to obtain an appointment is by tele- 
phone. 1 t . i~  of interest, therefore, that 77 per cent. of those who did 
have the use of a telephone at home as against 59 per cent. of those 
who did not, always/usually attended by appointment. Possession or 
otherwise of a telephone is highly correlated with class membership 
but there was some evidence that within any class those with tele- 
phones were more likely to attend by appointment than those without. 
This suggests that many without telephones may prefer to save the 
extra journey to the surgery or to a telephone kiosk and go without 
an appointment. 

Marital status andfamily composition 
Where there are children in the family, especially young ones, it is' 
normally the mother who takes them to the doctor for attention and 
often enough they will accompany her when she goes for treatment- 
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Figure 5.5. Thefrequency with which patients used their doctor's 
I appointment system in the past-Marital status andfamily composition 

i for herself. How do a woman's marital status and the number of children 

I in her family relate to her use of her doctor's appointment system? 
1 There was virtually no difference between the proportions (65-66 

per cent.), always/usually attending by appointment among single 
women, married women with no children under IS, and women with 
children in the 5-15 age group, but not younger. However, among the 
relatively few mothers with children under 5, a rather higher propor- 

l 
tion (73 per cent.) always/usually attended by appointment. 

l 3. Future intentions concerning the use of appointment systems 

In this section we shall examine the regularity with which those with 
appointment systems1 intended to make appointments when going 

, I. We shall henceforth denote those persons whose doctor uses an appointment system 
as those 'with an appointment system' or 'having an appointment system' with an analo- 
gous convention for those whose doctor does not use an appointment system. 
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to see their doctor in the future. We shall also consider the extent to 
which those without appointment systems would attend by appoint- 
ment if an appointment system were available. (This is a highly hypo- 
thetical matter. The question was framed so as to try and give the 
impression to the respondent that it would be entirely up to him to 
decide what use he made of the appointment system so that there was 
the minimum suggestion that the doctor wanted him to use it- 
though it is difficult obviously to exclude this implication altogether.) 

Taken as a whole, 74 per cent. of those with appointment systems 
and 64 per cent. of those without said they would always/usually 
make appointments when going to see their doctor. The proportion 
of those who said they would never attend by appointment was about 
the same for both those with and without appointment systems, 
the difference in the proportion of regular users being matched by a 
corresponding difference in the proportion of those who said they 
would sometimes attend by appointment. 

Looking at the response of those with appointment systems who had 
attended their doctor in the past twelve months, virtually all who said 
they had always/usually attended by appointment also said they would 
do so in future. The comparable proportion for those who had some- 
times attended by appointment in the past was 42 per cent., the re- 
mainder saying they would do so sometimes in the future as well. 
Among those who had never made an appointment when attending 
in the past, 27 per cent. said they would always/usually do so in future; 
nearly 40 per cent., however, said they would continue attending 
without an appointment. This reveals the heterogeneity of the last 
group in that it was composed of those definitely against appointment 
systems and those who, for one reason or another, had not attended 
by appointment in the past but had no rooted objection to doing so 
in the future. No one was found among those who in the past were 
regular or occasional users who would not attend by appointment 
in the future. 

Length of time appointment system running 

The length of time the appointment system had been running did not 
seem to affect the response at all as regards future use of appointment 
system. It will be recalled that this was not the case as regards past use; 
this suggests that the fact that those attending doctors who had recently 
started appointment systems used them less frequently than those whose 
doctors' appointment systems had been going for more than a year, 
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was due more to their non-existence or at least to patients' initial 
ignorance of their cxistence during part of the period of twelve months 
in question than to disruptive teething troubles. 

Those who did not know how long their doctors' appointment 
system had been running, however, still seemed far less likely to use 
appointment systems than the others-since it is not too difficult to 
decide whether or not an appointment system has been running for a 
year or more, one might postulate that these are people who are not 
good at figures and dates, etc. (Most of the respondents in this class- 
69 per cent.-had attended their doctor in the previous twelve 
months.) 

Sex 

There was not much difference between the response for men and 
women both for those with and without appointment systems, though 
anlong those with appointment systems a slightly higher proportion of 
men than women said they would always/usually attend by appoint- 
ment-a reversal of the situation as regards past performance. 

Social class 

The same broad pattern emerged for future use, both among those with 
and without appointment systems as was in evidence for past use. 
The higher the social grade, the higher the proportion who said they 
would always/usually attend by appointment. For all social grades 
the proportion of potential regular appointment makers was higher 
among those with appointment systems than those without. Of interest 
was the fact that the biggest difference between those with and without 
appointment systems was to be found in social classes D and E where 
69 per cent. of those with appointment systems said they would always/ 
usually attend by appointment as against 5s per cent. of those without. 

Comparing the future use of appointment systems against past use 
class by class for those with appointment systems, it is noticeable that, 
except for classes A and B, the proportion of those who said they 
would never attend by appointment in future was very much lower 
than among those who never attended by appointment in the past. 
This difference was most marked in social classes D and E (past 43 
per cent., future IS per cent.). The suggestion is that although people 
higher up the social scale (both with and without experience of appoint- 
ment systems) do declare themselves more often as likely to attend 
always/usually by appointment, experience of appointment systems 
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Social grade of patient 

Respondents whose doctor have an appointment system 

0 Respondents whose doctor have an appointment system 

Figure 5.6. Patients' anticipatedfuture use oftheir doctor's appointment 
system (ifone available)-Social class 
See Table 5.7 for meaning of social grades. 

seems to convert quite substantial proportions of people right at the 
bottom of the social scale to the idea of regular use, at least in theory. 

Age 
When responses for different age groups are compared, in all cases a 
higher proportion of those with appointment systems said they would 
always/usually attend by appointment. For those without appoint- 
ment systems for all but the over 64s the proportion was about the 
same (two-thirds) but the figure for the latter was definitely lower at 
5 5  per cent. For those with appointment systems the over 64s were 
still the least likely to be regular users of appointment systems (64 
per cent. would always/usually attend by appointment). People in the 
middle age-groups seemed most strongly disposed to use appointment 
systems, rather more.than three-quarters of those aged 25-64 saying 
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Age of patient (years) 

Respondents whose doctor a havean appointment system 

0 Respondents whose doctor did not have an appointment system 

Figure 5.7. Patients' anticipated future use oftheir doctor's appointment 
system (ifone available)-Age 

they would always/usually use the appointment system. The pattern 
of those in their youth and old age being less likely to use an appoinr- 
ment than those in middle age was manifested both in the analysis of 
past and future use of appointment systems. But the increase in the 
proportion who would always/usually attend by appointment in 
future from the comparable figure for the past was much more marked 
in the younger groups (16-24s and 25-44s) than in the two older 
groups. 

This may well reflect the fact that older patients will tend to have 
more contact with their doctor than younger ones and so will have 
become aware of the appointment system and evaluated it for them- 
selves. This is borne out by the difference between the proportions of 
those in the 16-24 age-group of those never attending by appointment 
in the past, 33 per cent. compared with 7 per cent. for the future, which 
is a great deal larger than the difference for any other age-group. 
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Frequency of attendance at the surgery 

In the past it was found that those who visited most frequently, ten 
times or more in the past year, tended to make appointments pro- 
portionately more often than the others. This was also the case as far 
as the future intentions of the respondents with appointment systems . 
were concerned. 

The fact that the group who said they visited their doctor five to 
nine times in the previous year seemed to be least likely to visit their 
doctor by appointment is curious and we have no explanation to offer 
for this. 

Turning to the result for those without appointment systems, there 
was little difference between those who attended nine times or less, 
including those who did not attend at all in the previous twelve months, 

None 

No. of visits todoctor in last 12 months 

Respondents whose doctor did have an appointment system 

0 RespondentS whose doctor did not have an appointment system 

Figure 5.8. Patients' anticipated future use of their doctor's appointment ? 

system (if one available)-Number of visits to doctor in previous twelve 
months 



but, by contrast with those with appointment systems, those who 
attended most often' were least likely to use an appointment system 
in the future. All this suggests that because they often have their. 
appointment-for a repeat attendance-made for them by their doctor: 
or because it is expedient, regular attenders were converted more 
strongly to use of appointment systems than the other groups. . 

Telephone 

For those without appointment systems, 75 per cent. of those with 
telephones as opposed to 61 per cent. of those without said they would 
always/usually attend by appointment. The comparable figures for 
those with appointment systems were 73 and 74 per cent. respectively. 
This result is curious since those without appointment systems 
seem to be reacting (for the future) in a similar way to those with 
appointment systems (in the past). Whereas among the latter group 
the telephone seems not to influence results at all, one would have 
expected that experience of an appointment system would have 
pointed to the convenience of telephoning for an appointment.' 

Marital status and family composition , 

Finally the answers on possible future use of appointment systems were 
examined for women in the different marital/family composition 
groups. For those with appointment systems the proportion who 
would always/usually attend by appointment among the women with 
children under 5 (79 per cent.) was much higher than that for any 
other category of women (range 69-71 per cent.). . 

By contrast, among those without appointment systems, women 
with children under 5 were least likely to attend by appointment. 
It would seem that members of this group might be apprehensive at 
having to cope with additional organizational problems in the form of 
making appointments, etc., but having experienced an appointment 
system, come to appreciate the benefits which it brings; especially, no 
doubt, the shorter time in the waiting-room which would also be 
emptier. 

4.  Generalfeelings about appointment systems 

In the previous sections we have considered what people have done 
I. Note that the results for the future for those with appointment systems include the 

people who did not attend their doctor in the previous twelve months but the propprtion 
of  these with telephones was the same as that for those who attended their doctor in the 
previous twelve months. 



Single No 
women children under. 

5 Yrs. 

Children 
we r 

5 yrs. only 
I Married women L 

Respondents whose doctor did have an appointment system 

C] Respondents whose doctor did not have an appointment system 

Figure 5.9. Women's anticipated future use oftheir doctor's appointment 
system (if one available)-Marital status and fanlily conrposition 

or think they would do as far as using an appointment system was 
concerned. Here we shall consider their reactions to the general idea 
of appointment systems for people going to see their doctor at the 
surgery. Answers were categorized as in favour, neutral, or against 
appointment systems. 

Some 79 per cent. of those interviewed whose doctor used.appoint- 
ment systems were in favour. The comparable figure for those with- 
out appointment systems was 67 per cent. The figures for those in 
favour were the same for both sexes though among those without 
appointment systems, 1 3  per cent. of men compared with 8 per cent. 
of wo~ncn were against appointment systems. 

Social class 

For those with appointment systems the social trend revealed in the 
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Social grade of patient 

Respondents whose doctor a have an appointment system 

0 Respondents who& doctor did not have an appointment system 

l 
Figure 5.10. Patients' attitude generally towards idea ofappointrnent 
system at their doctor's surgery-Social class 
See Table 5.7 for meaning of social grades. 

section on past and potential usage of the appointment system was not 
in evidence. In particular, the proportion of members of social classes 
D and E in favour was the same as for those in social classes A and B. 

By contrast, among those without appointment systems, those 
higher up the social scale did seem to bc more in favour of appoint- 
ment systems than the remainder. 

In all classes a higher proportion of those with appointment systems 
were in favour of such systems than was the case for those without. 
It is interesting that among classes A, B, and C the proportions in favour 
were much the same for those with and without appointment systems, 
whereas the comparable differences were much more marked for those 
in classes C, D, and E. It would suggest that the general impression 
of an appointment system in action was favourable, and even if many 
of those in the lower social classes were not too sure about making 
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m 
65 and over 

Age of patient (years) 

Respondents whose doctor did havean appointment system 

U Respondents whose doctor did not have an appointment system 

Figure 5.11. Patients' attitude generally towards idea of appointment 
system at their doctor's surgery-Age , 

appointments, they were still quite definitely agreeable to the general 
idea. 

Needless to say, it is very easy to say one is in favour of something- 
especially to an interviewer-though the fact that a third of those with- 
out appointment systems refused to commit themselves thus far about 
appointment systems does suggest that the answers are more than a 
favourable reaction to a pleasant and usually young (female) inter- 1 
viewer. 

Age 
Among those without appointment systems the proportions in favour 
were 66-j1 per cent. for those under 65. The 65s and over lagged 
behind somewhat-only 56 per cent. being in favour. For those with 
appointment systems, of those ,in the middle age-group, 83-84 per 
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lOor more 

No. of visits to doctor in last 12 months 

a Respondents whose doctor have an appointment system 

0 Respondents whose doctor d m  have an appointment system 

Figure 5.12. Patients' attitude generally towards the idea o f  appointment 
system at their doctor's surgery-Nunzber o f  visits to doctor in previous 
twelve months 

cent. were in favour of appointment systems as compared with 
about 70 per cent. for the under 25s and the over 65s. In these latter 
two groups the proportion of those against appointment systems had 
also increased so that it was the neutral class which had been decreased 
by the 'movements' of opinion in both directions. For the other age 
groups, the 'conversions' in favour were again predominantly from the 
neutrals. 

It has to be borne in mind that the proportions of those who were 
against appointment systems never exceeded 15 per cent. for any age 
group, with or without appointment systems. 

Frequency of attendance at surgery 

We have seen that those who attended a lot seemed most likely to 
attend by appointment but it was not clear as to whether this was 
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because they had to. In fact, of those with appointment systems, who 
had visited their doctor ten times or more, 80 per cent. were in favour 
-about the same as those who had visited their doctor four times or 
less. The least enthusiastic group was again comprised of those who 
attended between five and nine times in the year-only two-thirds being 
in favour. This difference was 'accounted' for by the correspondingly 
greater number of neutrals in the 'five to nine visits' group, the pro- 
portion who were against being the smallest among all the number 

l 
of visits categories. 

Among those without appointment systems there was very little 
difference in the response for those visiting nine times or less-about 

, 

two-thirds being in favour. The most regular visitors to the doctor 
(ten times or more) were least often in favour. The proportion of those 
who were neutrals was in all cases about the same. 

i 
I 

Telephone 

Possessing a telephone did appear to make some difference to the 
attitude of those without appointment systems, 75 per cent. of those 
with use of telephone being in favour as against 64 per cent. of those 
without. The difference was less marked for those with appointment 
systems, 83 per cent. for those with use of a telephone as against 77 per 
cent. for those without. 

Marital and family status 

Attitudes among women in the different maritallfamily groups were 
examined. For those without appointment systems the proportion 
in favour ranged from 64 per cent. (women with children under 5 )  
to 71 per cent. (women with children in 5-15 age group, but not under 
S ) .  By contrast, for those with appointment systems the women with 
children under 5 were virtually all in favour of appointment systems 
(93 per cent. being in favour), the proportion in favour for other cate- 
gories ranging from 66 to 79 per cent. 

Attitudes towards, and past and prospective use of, appointment 
system 

As might be expected, the vast majority of those who used an appoint- 
ment system always/usually when going to see their doctor were in 
favour of the system, less than 2 per cent. being against. Among those 
who had seldom or never used the appointment system when attending 
some 60 per cent. were none the less in favour and less than one-fifth 



SURVEYS A M O N G  PATIENTS 87 

Single 
women children under over 

5 y r s  5 yrs. only 
-Married women I 

mRespondents whose doctor did have an appointment system 

0 Respondents whose doctor did not have an appointment system 

Figure 5.13. Patient's attitude generally towards the idea of appointment 
system at their doctor's surgery-Marital status andfamily 

were against (virtually all these latter were to be found among those 
who never attended by appointment). 

It would seem that experience of an appointment system left a gener- 
ally favourable impression among patients regardless of whether they 
used it or not-possibly because the lack of use was owing to such 
factors as its recent introduction. 

Nearly 40 per cent. of those who were neutral towards appoint- 
ment systems always/usually attended by appointment and a third of 
those who were against did likewise. These would appear to be the 
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people who for one reason or another were prepared to use an appoint- 
ment system and perhaps oblige their doctor even though they were 
not very keen on the idea. 

Comparing the future intentions on use of appointment systems 
for those with appointment systems with their attitudes concerning 
such systems, virtually all of those who would always/usually attend 
by appointment were in favour and so were 71 per cent. of the occa- 
sional prospective users of the appointment system. Those who said 
they would never use appointment systems when attending in future 
were, however, much more strongly against the idea-only 23 per 
cent. being in favour of appointment systems and 39 per cent. being 
definitely against (compared with 59 per cent. in favour and 23 per 
cent. against for those who never attended by appointment when 
visiting their doctor in the past). Those who never attended by appoint- 
ment in the past for reasons other than general attitude towards 
appointment systems have presumably 'moved' to other categories as 
far as the future is concerned. This is reflected in the fact that 82 
per cent. of those in favour of appointment systems planned to 
attend always/usually by appointment (as compared with 72 per 
cent. who actually did in the past). However, 44 per cent. of those 
who were against would still always/usually go by appointment in 
the future. 

For those without appointment systems their attitude appeared 
more closely related to their 'future intentions' regarding use of such a 
system. Thus only 13 per cent. who were against appointment, systems 
say they would always/usually attend by appointment (compared with 
44 per cent. of those with appointment systems). This seems reason- 
able. The questions relate to a hypothetical situation so that a person's 
attitudes and prospective actions might be expected to be closely 
related. No external pressure such as doctors' wishes in the matter 
intervenes in this case (except possibly a general wish to please the 
interviewer). 

A small minority (g per cent.) of those attending a doctor without 
an appointment system had previously attended a doctor using such a 
system. In previous tabulations these have been treated simply as being 
without an appointment system. When asked whether they would 
use an appointment system were one available more thin 80 per cent. 
said they would always/usually attend by appointment and only 
about 6 per cent. said that they would never do so, i.e. their answer 
corresponded much more closely with those people with appointment 



systems. Likewise, 80 per cent. declared themselves in favour of 
appointment systems and g per cent. against. 

The postal survey of patients in nine practices-Four with ~ appointment systems and five viiithoutl 
l ' This survey was carried out directly from the Unit of Biometry. 
l 

The sampling methods involved are described in full in Appendix 
IV. Basically, from each practice a sample of 45 patients was chosen 
at random in such a way that 30 (according to their doctor's classi- 
fication) belonged to the working class and 15 to the middle classes.? 

Different questionnaires were naturally used for patients from prac- 
tices with and without appointment systems and the same was true 
for the accompanying letters. In each case three types of letters were 
used (Appendix VII). These differed from one another only in that 
one emphasized the inquiry's relation to the Unit of Biometry, the 
second the patient's own doctor's interest in the survey, and the third 
the Ministry of Health's interest in the survey. The object of this 
diversity of letters was to see whether the different apparent origins of 
the survey would affect the answers. The differing letters generally 
appeared to have little or no effect and will not be otherwise con- 
sidered. 

Three hundred and fifteen effective replies to the survey were re- 
ceived, 138 from practices with appointment systems and 177 
from practices without. That is, in both cases, the effective response 
was over 75 per cent. In fact, since the total number of patients ap- 
proached included people who had left the area-died, etc.-by the 
time they were approached, the ratio of respondents to the total able 
to respond was rather higher. 

The questionnaire (Appendix VII), it will be observed, asked for 
rather more information than was obtainable from the interview 
survey. In this section we shall first briefly examine the results which 
are comparable with those presented in the interview survey. There- 
after we shall examine in rather more detail topics which were only 
dealt with in the postal questionnaires. 

I .  In Appendix V, Tables 8 and onwards relate to this survey. 
2. Upper class is included in this category. In one case the doctor concerned said that 

his whole.practice was working class, and all forty-five were accordingly designated thus. 
The doctors' assessments of their patients' classes were checked as far as possible against the 
occupations given by respondents and found to agree surprisingly well. 
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' . Because of the way in which the samples relating to the present 
survey were drawn, results in general were examined separately for 
each class and combined only where a factor appeared not to affect 
answers in the opposite way in one class as compared with the other. 
In fact, this was rarely observed. Where results for the two classes 
were combined, this was done simply by adding. Such results tend to 
give too much weight to working-class respondents among those with 
appointment systems and the converse among those without. 

I .  Past usage of appointment systems by respondentsfrom practices where 
they were in operation 

Over-all, about three-quarters of the middle-class and just over half 
of the working-class respondents said they always/usually attended by 
appointment. The results were the same for both sexes. It was found 
that those with telephones were more likely to say they would always/ 
usually attend by appointment, as were those who had attended often 
at the surgery (ten times or more in previous year). Among women 
it is noticeable that 73 per cent. of women with children under 5 said 

Table 5.1. For those whose doctor used an appointment system. Future 
frequency of appointment making-Use oftelephone at home-separately 
for middle and working classes 

(a) Middle class 

Use of telephone at home 

Appointments would be made Yes No  All 

Usually 
Not usually 

Totals1 

86% ~ l l  90% 
14% None 10% 

22 (100%) 9 31  (100%) 

(b) .  Working class 

Use of telephone at home 

Appointments would be made Yes No  All 

Usually 
Not usually 

~otals'  

I .  Totals on which percentages in corresponding columns based. 
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Table 5.2. For those whose doctor did not use an appointment systern. 
Futurefrequency of appointn~ent making-Use oftelephone at home- 
separatelyfor middle and working classes 

(a) Middle class 

Use of telephone at home 

Appointments would be made Yes No  All 

Usually 
Not usually 
~otals' 

(b) Working class 

Use of telephone at home 

Appointments would be made Yes No  All 

Usually 
Not usually 
Totals1 

I .  Totals on which percentages in corresponding columns based. 

they would always/usually attend by appointment as opposed to 60 
per cent. or less for all other maritallfamily categories examined. The 
results presented so far agree with those of the interview survey. 

The postal survey did appear to provide rather different results for 
past usage of appointment systems by people in differing age-groups, 
at least for working-class respondents. Three-quarters of the over 64s 
said they always/usually attended by appointment as opposed to about 
half among the younger respondents. The middle-class respondents, 
of whom there were very few in each age-group, answered rather 
differently. Among these, the elderly were the least likely to have 
used the appointment system always/usually when calling on their 
doctor, and the youngest most likely. 

2. 'Future' intentions concerning the use of appointment systems 

For those with appointment systems, as in the interview survey, the 
proportion of those who said they would usually attend by appoint- 
ment in future was substantially higher, both for middle and working 



class, than the corresponding figure relating to past attendance. by 
appointment. . . 

Below half, both of those in the middle and in the working classes, 
said they would attend by appointment in future among those without 
appointment systems. These proportions were a good deal lower, 
especially for middle-class respondents, than the corresponding 
figures in the interview survey. 

Both among those with appointment systems and those without, 
the over 65s were among the least likely to say that they would 
always/usually attend by appointment which, unlike the result for 
past attendance, corresponds with the findings of the interview survey. 
However, the group most disposed to make appointments was that 
composed of the under 25s. 

Of those from practices with appointment systems, patients who 
had visited their doctor most in the previous twelve months most 
frequently said they would usually attend by appointment in future. 
Among this type of respondent from practices without appointment 
systems, the highest proportion of regular potential users of appoint- 
ment systems was found; this was not the case in the interview survey, 
Those who attended rarely or not at all in the previous twelve months 
were, in both cases, the next most likely category of patients to attend 
by appointment, both for those with and without appointment systems. 

Both among those with and without appointment systems, having 
the use of a telephone greatly increased the likelihood of a respondent 
saying he would always/usually attend by appointment: (89 per cent. 
versus 71 per cent. for those with appointment systems, 58 per cent. 
versus 22 per cent. for those without appointment systems). People 
within,the same.social class (with and without an appointment system) 
were much more likely to say they would usually attend by appoint- 
ment in future if they had the use of a telephone than those who did 
not. (Only for middle-class people with appointment systems was 
no effect of this sort noted.) It is of interest that it seems to be having a 
telephone itself, rather than its relation to class membership which 
accounts for the wide difference in appointment system usage among 
those with and without easy access to these instruments. 

Th'e results for women in different marital/family groups were 
similar to those for the interview survey, except that, even among 
those without appointment systems, mothers with children under 
5 were still the group most likely to say they would attend by appoint- 
ment. 
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Looking at future usage as compared with past usage, results were 
very similar to those of the interview survey. 

3 .  General attitude towards appointment systems at doctors' surgeries 

As in the interview survey, the great majority of patients from prac- 
tices with appointment systems were in favour of such systems com- 
pared with about half of those.without appointment systems. The now 
familiar differential between the middle and working classes was 
noticeable in each case. 

The under 25s were most in favour of appointment systems both 
among those with and without appointment systems in their doctor's 
practice. However, whereas only 35 per cent. of those aged 65 years 
and over without appointment systems were in favour of appointment 
systems, more than 80 per cent. of this age-group in. the practices 
with appointment systems were in favour. 

Table 5.3. (a) For those whose doctor used an appointment system. 
Futurefrequency o f  appointment making-Length of time usually spent 
waiting at surgery before seeing doctor 

Waiting-times 

Appointments would 5 min. 6-15 min. 16-30 min. Over 
be made . , or less 30 min. 

Usually 9s % 88% SS% 50% 

Not usually S% 13% 45 % 50% 

Totals1 22 (100%) 56 (100%) 31 (100%) 16 (100%) 

(b) For those whose doctor did not use an appointment system. Future 
frequency o f  appointment making-Length oftime ustrally spent waiting 
at surgery before seeing doctor 

Appointments would , Less than 16-30 min. . Over 
be made IS  min. 30 min. 

Usually 
Not usually 
Totals' 

' Totals on which percentages in corresponding columns based. 
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Both among, those with appointment systems and. those without, 
those who visited their doctor most-ten times or more-in pfevious 
year and, those who had not done so at all were most in favour of 
appointment systems. People with telephones were much more 
favourably disposed to appointment systems. The results for the female 
respondents .in the different maritallfamily composition groups were 
similar to those in the interview survey. 

. 

4. Topics not treated in the interview survey 

Answers which respondents gave about their past and possible future 
use of appointment systems were examined in relation to the distance 
from their home to their doctor's surgery measured by the amount 
of time the journey took using their normal form of transport. Accord- 
ing to these criteria, those living at intermediate distances from the 
surgery appeared most regularly to have more appointments in the 
past, both among working- and middle-class respondents. As far as 
future intentions about: use of appointment systems were concerned, 

Table 5.4. (a) For those whose doctor used an appointment system. : , 

Future frequency of appointment making-Whether or not usual 
waiting time at surgery is reasonable 

Waiting-time is 
Appointments would 
be made Too long Reasonable 

Usually 39% 85% 
Not usually 61% 15% 
Totals1 23(100%) 97(100%) 

(b) For those whose doctor did not use an appointment system. Future 
frequency of appointment making- Whether or not usual waiting time 
at surgery is reasonable 

Waiting-time is 
Appointments would 
be made Too long Reasonable 

Usually 90% 30% 
Not usually 10% 70% 

Totals1 
. . . . .  3 3  (100%) 129 (100%) 

I .  Totals on which percentages in corresponding columns based. 
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Table 5.5. (a) For those whose doctor used an appointment system.' Usual 
waiting time at surgery-Opinion of  usual waiting time 

S min. 6-15 min. 1 6 3 0  min. Over 
Opinion or less 30 min. 

Too long o 4% 28% 75% 
Reasonable 100% 96% 72 % 2s % 
~otals' I9 (100%) S7 (100%) 32 (100%) I7 (100%) 

(b)  For those whose doctor did not use an appointment system. Usual 
waiting time at surgery-Opinion of  usual waiting time 

Waiting-time 

IS  min. 16-30 min. Over 
Opinion or less 30 min. 

Too long 3 % 17% 61 % 
, Reasonable 97% 83% 39% 
I ~otals' 68 (100%) 63 (100%) 33 (100%) i 
I 

I. Totals on which percentages in corresponding columns based. 

the answers of those without appointment systems followed the same 
pattern as that found for past use of appointment systems. However, 

I for 'those with appointment systems, it was among those who lived 
1 nearest to the surgery that the highest proportion said they would 
\ 

usually attend by appointment. 

1 The amount of time patients usually had to wait at the surgery 
in the past was strongly related to their opinion of appointment 

l systems and intentions about using them in the future. Among those 
) with appointment systems, the longer they had had to wait in the past, 
I the less likely they were to say they would make appointments in 

the future. Reasonably enough, the exact converse was true among 
those whose doctor did not run an appointment system. 

Similarly, for respondents from practices with appointment systems, 
among those who thought they had waited too long, a much lower 
proportion said they would attend by appointment in the future than 
those who thought they waited a reasonable time. The reverse was 
very much the case for those without appointment systems. 



Both among those with and without appointment systems, the 
majority of respondents considered half an hour to be reasonable. 
Table 5.5 does suggest however that there was a tendency for patients 
whose doctor used such a system to be less tolerant of waiting times 
over fifteen minutes. This was more particularly so among those whom 
the doctor described as middle class. Note incidentally that these results 
suggest that most patients would agree with what the doctors without 
an appointment system thought was a reasonable time for patients to 
wait (this averaged 25 minutes-Chapter 3). 

Virtually no one indicated (in response to a specific question on the 
matter) that they had ever called a doctor to the house because of the 
time they would have to wait in the doctor's surgery. 

Conclusions and discussion 

People whose doctors ran appointment systems reacted in both surveys 
much more favourably towards the idea of such systems than those 
whose doctors did not. We have seen that this holds true whether we 
looked at answers separately for different classes, age groups, or past 
frequency of visits to doctor, etc. It is worth recalling that mothers 
of young children and those who had occasion to attend the doctor 
most regularly were amongst the most firm supporters of existing 
appointment systems. The majority of the elderly from practices 
with appointment systems, were in favour of appointment systems 
and said they would usually attend by appointment. There is strong 
evidence that having the use of a telephone is associated with favour- 
ing an appointment system. Nor does this appear to be merely a 
matter of social class. The actual availability of a convenient instru- 
ment seems to be relevant. Equally in evidence are differences due to 
effect of social class of respondents, but it would appear from both 
surveys that even among those at the lower end of the social scale 
70 per cent. of those in practices with appointment systems say they 
will usually attend by appointment in the future, and an even higher 
proportion expressed general favour with the idea of appointment 
systems at their doctor's surgery. 

In short, substantial majorities, even among what might be regarded 
as possible 'problem' groups of patients, appeared to regard their 
doctors' existing appointment systems with favour and to be prepared 
to use them. 

No doubt for those with and without the use of appointment 
systems at their doctors' surgery their answers were to some extent 
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Table 5.6. Social class classijication 

Social grades are as used in the I.P.A. National Readership Survey. 
The following table broadly defines the six social grades used.' It 
should be noted, however, that the income ranges quoted are given only 
as indications and are not used in determining the social grade. The 
income figures relate to 1964. 

Head of household's 
1 Social Social status 

grade Occupation Income likely to be 
l 
1 A Upper 

middle class 

B Middle class 

CI Lower 
middle class 

Cz Skilled 
working class 

D Working class 

E Those at lowest 
levels of 
Subsistence 

Higher managerial, 
administrative or 
professional 
Intermediate managerial, 
administrative or 
professional 
Supervisory or clerical, 
and junior managerial, 
administrative or 
professional 
Skilled manual workers 

Semi- and unskilled 
manual workers 
State pensioners or 
widows (no other 
earner), casual or lowest- 
grade workers 

E1,750 or over 
per annum 

Under E950 
per annuln 

Between E12 and 
E20 per week 
E6. 10s.-?(In 
per week 
Under L6. 10s. 
per wcek 

d 
expressions of contentment with the status quo and reactions against 
change respectively. One would expect this, especially in the case of 
the elderly. But it is notjust this. Both Cartwright' and ourselves found 
that most people who were seen reasonably near their appointment 
time liked and used their doctors' appointment system whereas the 
converse was very much the case for people who usually waited a 
long time after this. Moreover, of the respondents without appoint- 
ment systems (in the interview survey) those who had in the past . . 
attended a doctor with an appointment system were much more in 
favour of this scheme of organization. In this respect they closely 
resembled the people whose doctor did run an appointment system. 

I .  See Chapter 2, Reference 20. 



98 A P P O I N T M E N T  SYSTEMS I N  GENERAL P R A C T I C E  

Accordingly, it seems that an effective appointment system will cause 
patients to become favourably disposed towards it over and above 
any desire they may have to conform with their doctor's wishes in this 
respect. 

The general imprcssion among doctors using appointment systcn~s 
in Chapter 3 that most of thcir patients like this method of organizing 
attendance at the surgery is certainly supported by the results of this 
chapter. It would seem fair to assume from these results that those 
contemplating introducing an appointment system may safely assume 
that the great majority of their patients will support an appointment 
system if it is efficiently run. 

NOTE 

I. The definitions of the social grades used in the interview survey are given 
in Table 5.6 (income ranges relate to 1964). 



6 The Experimental Studies 

Objectives 

THE objects of this part of the study were to test various theories 
about appointment systems and to obtain detailed quantitative inform- 
ation on the effects of introducing one into a practice. For instance, it 
has been asserted in favour of appointment systems that the ratio of 
surgery consultations to home visits increases, (since people are more 
willing to come to the surgery rather than call the doctor), that a 
more even distribution of work becomes possible, that a smaller wait- 
ing-room is required and that patients wait a shorter time. It is virtually 
self-evident that some of these advantages ensue, and all that is needed 
is to measure the mapitudeof the changes; othersmay or may not occur. 

We  were also concerned to investigate some suggested disadvantages 
of appointment systems, for example, that patients will not make or 
will not keep appointments and that they will be unpunctual. These 
matters and a number of others have been examined using the results 
of a number of 'experimental studies' described in this chapter. These 
studies do not cover the attitudes and opinions of doctors and patients, 
which have been dealt with in the three previous chapters. 

Several practices participated in this part of the study, and in each 
records were collected relating to periods both with and without an 
appointment system. This procedure was designed to enable inferences 
to be drawn about the effect of the appointment system per se. Admit- 
tedly if other changes in practice organization took place simultan- 
eously it could be argued that effects attributed to the appointment 
system were really due to these changes. This is obviously possible 
but where a particular effect was observed in all or most of these 
practices it seems reasonable to infer that the appointment system was 
responsible. 
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In theory an alternative approach would have been to make com- 
parisons, using a similar system of recording, between practices with 
and without appointment systems. However, even with practices 
very carefully matched for size, type of area, etc., comparisons might 
very well have been vitiated by differences in the general methods of 
working between the two sets of practices. 

The practices taking part 
Various records, the scope and content of which are described in 
detail below, were collected by a small number of practices of varying 
types. Ideally one would have chosen a random sample of practices, 
persuaded the doctors to introduce an appointment system, and col- 
lected records both before and after this had been done. For obvious 
reasons this seemed impracticable, and the procedure adopted was to 
approach doctors who were planning to start an appointment system 
and ask if they would be prepared to collect the necessary records. 
These doctors came to our notice either through personal contacts 
or by means of a letter from us published in the British MedicalJournal 
and the Lancet. In this we asked if doctors who would be willing to ! 

collect records or who already had them would get in touch with us. 
Eventually we were able to collect records from eleven practices 

who were in process of introducing an appointment system; these 
records covered periods both before and after the appointment system 
was introduced. From a number of other practices we obtained less 
complete records relating to various aspects of the appointment 
system. l 

The practices collecting rccords showed a wide range of variation 
as regards partnership size, geographical location and various other 
characteristics. Details are set out in Table 6.1. In spite of the varied 
nature of these practices it may reasonably be questioned whether the 
data obtained from such a highly non-random, and to some extent 
self-selected, group of practices are relevant to general practice as a 
whole. There are really two points to be considered here: first, prac- 
tices running an appointment system may well be atypical in other ways 
also, so that even if data were available from a random sample of such 
practices or even from all of them, the conclusions drawn would still 
not necessarily be a reliable guide as to what would happen if all 
practices were to adopt an appointment system; secondly, our group 
of practices may be thought to be not even typical of practices running 
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I an appointment system, the; only safeguard. here being the variety. of 
l 

types of practice covered. It seems reasonable to suggest that, while a 

l certain degree of caution is necessary in interpreting the results, in 
matters where all or nearly all the practices involved point to the same 
conclusion there is good reason to accept it. 

Types of records collected 
In eleven practices detailed information was obtained, before and after 
the appointment system was introduced, on the times at which patients 
arrived at the surgery and the times that each consultation started and 
finished. These times were recorded using a 'Chronostamp'. This 
consists of a rubber stamp in the form of a clock face together with 

1 hands geared to a clock mechanism. When stamped the current time is 
recorded. Each doctor and receptionist was provided with one of these. 
For periods during which these data were being collected each patient 
seen in the surgery was given a 'time slip' on which the times of arrival 

, and start and finish of consultation were recorded. For periods during 
which these data were collected after the appointment system had 
started the appointment time, if any, of each patient was also recorded. 

The eleven practices taking part in these studies, together with a 
few others, also collected information on the numbers of the patients 
seen in the surgery and at home and the length of each surgery session. 

Each doctor participating recorded, both before and after the 
appointment system, the scheduled and actual length of each surgery 
session, numbers of patients seen with and without appointments, 
and numbers of patients seen at home. Full details of the data collected 

b are given in Appendix VII. Both for the patients seen in the surgery 
and for those seen at home consultations were divided into those 
which were 'new' or patient-requested and those which were 'repeat' 
or doctor requested. This distinction, used frequently in the present 
study, is one which we believe is often relevant in studies of general 
practice since the number of patient requested consultations reflects 

L the incidence of morbidity and patient attitudes whereas the number 
of doctor requested consultations is to some extent affected by the 
personal characteristics of the doctor. 

Some care is needed in defining such terms as 'patient requested' 
and 'doctor requested'; the definitions we wished to adopt were set 

h 
out on the reverse side of the forms on which the records were collec- 
ted, and are reproduced in Appendix VI. In general the first con- 
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sultation for each spell of illness would be recorded as 'new' and all 
subsequent ones as 'repeat'. 

The scheme of record collection 

In practices which carried out the record collection in full each doctor 
collected the following information relating to patients seen at the 
surgery where the appointment system was introduced. (This was 
usually the main surgery of the practice.) 

(a)  Details of numbers of patients seen at home and in the surgery 
and length of surgery sessions were recorded before the start of the 
appointment system for a number of weeks, sometimes for one week 
in four rather than every week. 

(h) Similar records were collected after the appointment system had 
been started, usually for one week in four over a period of some 
months. 

(c) For one week just before the start of the appointment system 
times of arrival and the beginning and end of the consultation were 
recorded for each patient attending the surgery. 

(d) This was repeated just after the appointment system had started, 
the appointment time, if any, also being recorded. 

(e )  A further week's collection of similar records was carried out 
some months later when the operation of the appointment system had 
had time to settle down. 

The reasons for this method of study were two-fold; first, to 1 

obtain records at times as close to each other as possible but relating 
to periods with and without an appointment system and, secondly, to 
obtain similar records some months afterwards in order to assess 
changes over a longer period. Not all practices completed the whole of 
this scheme of record collection. In one case the practice was completely 
reorganized some months after the introduction of the appointment 
system so that records obtained after this would not have been com- 
parable. In others not all of the partners were interested, or only part of 

1 
the scheme of record collection was carried out. For these reasons 
the number of practices contributing to the statistics in the tables in t 

this chapter and Appendix VI varies according to the data being 
considered. 



I 
Results 

The results obtained from the practices participating in these studies 
are discussed and various summary tables presented in this chapter. 
Certain items of information are available from practices not included 
in the main study, and where appropriate these have been included in 
the tables. Certain more detailed or less central results will be found 
in Appendix VI which also explains the definitions employed in these 
studies, and problems in the interpretation of the data. 

One particular problem which should be borne in mind in consider- 
ing the results presented in this chapter is that of interpreting the changes 
observed to occur after the introduction of the appointment system. 
It is important to notice that very large variations in, for instance, the 
number of patients seen or the average length of a consultation occur 
both before and after the appointment system. Such variations are 
partly seasonal in nature but partly due simply to random variations. 
Thus unless a change occurs more or less consistently in every practice, 
or is too great to be attributed to the inherent variation, it is quite 
possible that it would have occurred in the ordinary course of 
events. 

I. Background information 

Table 6.1 gives information concerning the size, location, and type of 
each practice. These practices are identified throughout this report 
by means of letters, and in describing them we have tried to give as 
much useful information as we can without making it possible to 
identify them. 

It should be noted that all the information in Table 6.1 relates to 
that part of the practice for which records were kept. In the case of a 
practice with one main surgery and a number of branch surgeries 
this would normally be the main surgery only. Practices BI and B2 
were parts of the same partnership but were virtually non-overlapping. 

2. General information on work-load 

Table I of Appendix V1 shows, for each practice and for various 
periods before and after the start of the appointment system the number 
of ~atients seen each week in the surgery and at home. The omissions 
in this table are due to the fact that practices collected information 
for different lengths of time. In particular we were not usually able to 
obtain records for many weeks before the start of the appointment 
system since nearly all the practices concerned were within a short 
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Table 6.1 Characteristics ofpractices in the experimental studies 

Estimated 
Number of percentage of 
doctors Size of working class Other changes 

I 
Practice participating list' Type of area patients introduced 

Midlands city 50 

Small town, Devon ? 
Branch of BI ? 
Northern city ?60-70 
Small town. Glos. 50 
(mainly rural) 
Small town, Scotland ?80 
(rural/urban) 
Large village, Oxon. 50 
(urban) 
Northern cathedral city ?40 

Industrial town, Kent 40 
Midlands city 80 + 
Small town, Wilts. ? 

Further part-time 
secretary 
None 
None 
Receptionist 
None 

Nurse/Receptionist ; 
rota system 
None 

Extra ancillary help 
None 
None 
None 

I. This relates only to patients who would attend the premises at which the appointment system 
was being studied, and is not always the f d  list size for the practice. 

time of starting one, or had already done so, when the record 
collection commenced. 

It is not intended that any inferences about the effect of the appoint- 
ment system should be drawn from Appendix VI, Table I ; the figures 
are merely intended to give some indication of the range in size of the 
practices covered, and of the extent to which changes, if any, follow- 
ing the appointment system can be attributed to seasonal or other 
fluctuations in the numbers of patients seen. 

In this table and in Table 2 of Appendix V1 it is particularly import- 
ant to note the meaning of the term 'normal weeks' and the effect 
that this has on the interpretation of the figures. This is discussed in 
detail at the beginning of Appendix VI. Roughly speaking, 'normal' 
weeks were ones in which the number of surgery sessions was about 
the usual number for the practice at that time and for which no doctor 
did an abnormally large or small number. The fact that some figures 
are based on these weeks alone almost certainly results in an over- 
estimate of the .average work-load for the practice; thus for most of the 
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practices concerned the figures quoted in this report are not, and are not 
intended to be, a true indication of the work-load. 

Table I of Appendix V1 suggests that for some of the practices 
concerned there was a considerable decrease in the number of patients 
seen at the surgery following the introduction of the appointment 
system. 

There are three possible explanations of this: 

(a) That it was due simply to random fluctuations. 

(b) That it was a seasonal effect. 

(c) That it was in fact caused by the appointment system. 

A detailed examination of the data suggests that (a) is often the 
explanation, since there is a good deal of week to week variation in 
these figures, and in some cases the results are based on only one or 
two weeks' records. In particular this is the case for pre-appointment 
system data from practices E and I, in both of which the results seem 
somewhat freakish. Most of the other apparent changes can be accoun- 
ted for by the fact that a variation of 10 per cent. or more in the number 
of surgery attendances in successive weeks is. quite.comrnon. It is, 
of course, still possible that the appointment system is having some 
effect on the number of attendances but, in view of these random 
fluctuations and the fact that sometimes an increase is observed and 
soinetimes a decrease, it is not possible to establish a causal relationship 
from these data. 

Table 2 of Appendix V1 gives, for each practice, the average number 
of surgery hours worked per week, (for 'normal' weeks) and the ratio 
of actual to scheduled surgery hours, for periods before and after the 
introduction of the appointment system. It will be seen that no general 
picture emerges from these figues, and that very often the appointment 
system results in little change in either the number of hours worked 
or the ratio of actual to scheduled hours. This suggests (a) that the 
appointment systeni causes little, if any, change in actual work-load 
at the surgery and (b) that surgery sessions will still tend, on average, 
to overrun by the same amount. It is nevertheless possible that parti- 
cular sessions can be made to end at the scheduled time when the doctor 
requires it. 

3. Surgery attendances and home visits 

A frequently used figure in statistics from general practice is the 'A/V 
ratio', or ratio of surgery attendances to home visits. This is of obvious 
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relevance to the present study, in that one might expect that an appoint- 
ment system would encourage people to go to the surgery rather than 
asking the doctor to come to their home, and if this happened the 
ratio would increase. However, the A/V ratio probably means little 
in the present context unless attendances and visits are both divided 

Table 6.2. Ratio of patient-requested surgery attendances to 
patient-requested home visits 

Before appointment 
system After appointment system 

5-16 weeks 0-4 weeks 0-4 weeks 5-16 weeks 17 or more 
Practice Doctor before before after after weeks after 

A I 4'5 5'1 - 4'2 3 '9 
2 2.2 2'4 - 2-6 2.1 

3 1'7 3 '7 4'2 2.6 - 

B I 4 - 1'9 1'3 1'7 1 '4 

S 3'3 1'3 1.8 1'3 
6 - 1'1 1'1 1'0 1'1 

7 - ' 1.4 1'7 1.6 1.6 
8 - o. 8 0.9 1.2 2'7 

B2 9 - 2'2 1'7 2'1 2'3 
C I0 5'8 8.9 - 8.5 4'1 
D 11 3'9 6. I 7'3 3 '7 4'0 

I2 5'5 5'8 11'4 4'2 5'8 
E' I3 - 3 '2 3'9 3'6 4'0 

I4  - 4'1 1.8 4'1 4'1 
I S  - 3'6 2.7 4'2 3'2 

F 16 2.3 3 '4 - 2.8 - 
G I7 - 2'0 v 1'7 

I 8 - 2.4 2.8 - 
I9 2'1 - 1.8 - 

H 20 - 1-2 1'3 1.6 4'8 
21 2'2 2'4 2'5 7'6 
22 - 1'5 1'7 1'2 5'7 
23 - 1'9 1'0 1'9 4'5 

I' 24 - 3'8 10.4 7'6 

25 - I 1.6 19'7 9'4 
26 2.6 1.6 - 2'5 

27 - - - 39'0 41-0 

I. In practice I a large proportion of the home visiting was done by one doctor. 



into 'new' and 'repeat'. The ratio of new attendances to new visits 
might then be expected to increase after the introduction of the 
appointment system if it is in fact true that patients are then more likely 
to come to the surgery rather than to ask for a home visit. 

The numbers of consultations and home visits per week, the per- 
centage of these which were new, and the surgery attendance/hon~e 
visit ratios were computed for each doctor taking part in the experi- 
mental studies. 

In Table 6.2 the A/V ratio for new consultations, i.e. the ratio of 
patient-requested surgery cons~~ltations to patient-requested home 
visits, is given for each doctor and for various periods before and after 
the introduction of the appointment system. No general pattern 
emerges from this table; thus from our results it does not appear to be 

r true that patients will tend to come to the surgery rather than ask for a 
home visit as a result of the appointment system. In some cases the 
A/V ratio increased and in others it decreased; in any case, such changes 
differed very little, if at all, from those which occurred from month to 
month before the appointment system started or while it was 

l 

l 
running. 

Practice H appears to be a special case, since, for each doctor, there 
is a substantial increase in the A/V ratio about nine months after the 
appointment system had started. This suggests that there was in this 
practice an increased willingness on the part of the patients to come to 
the surgery rather than ask for a home visit. However, as can be 
seen from Table I of Appendix V1 these figures relate to September 
whereas the others relate to November, December, and January. 
The total number of surgery consultations remained relatively con- 

I 

l stant while the number of home visits dropped considerably. The 
detailed figures also show that while the percentage of patient- 
requested home visits decreased the percentage of patient-requested 

I surgery consultations remained relatively constant. Thus it may well be 

I that the true explanation of the increase in the A/V ratio for practice 
H is that it is simply due to seasonal variations in morbidity. 

In measuring the degree of success of an appointment system and 

l assessing patient co-operation the two most obvious quantitative 
measures are the proportion of patients actually making appointments 

i and the proportion of 'defaulters', i.e. patients with appointments 
who fail to keep them. 
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4. The proportion of patients tnaking appointnrents 

There are two reasons for advocating a degree of caution in calculating 
and interpreting this figure. First, a substantial proportion of surgery 
attendances are in fact 'repeat consultations' i.e. are made at the re- 
quest of the doctor; these consultations are arranged by the doctor 
himself and should therefore, in general, always be by appointment. 
In Table 4 of Appendix V1 the percentage of attendances which are 
'doctor requested' is given for doctors taking part in the experimental 
studies. It will be seen that this figure tends most often to lie between 
40 and 50 per cent.; thus this proportion of attendances could be by 
appointment without any effort on the part of the patients. 

In order to arrive at a better measure of patient co-operation the 
proportion of 'new' attendances which are by appointment has been 
computed. In considering this figure one encounters a second difficulty, 
namely the problem of determining whether a 'new' patient has in 
fact come by appointment in any real, sense. For instance a patient 

Table 6.3. Percentage of surgery consultations by appointment (latest 
periodfor which Jigures were availablefor each practice) 

Months after Percentage of 
start of Percentage of 'new' consulta- 
appointment consultations tions by 

Practice system by appointment appointment 

I. Denotes practices in which appointments made during a surgery ses- 
sion for that same session were not counted as coming by appointment. 
(In the case of practice E patients who telephoned during the session were 
counted as having made an appointment.) In practices which arenot marked 
with a superscript figure one either all such patients were counted as 
having come by appointment or it is not known what was done. 
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arriving half-way through a surgery session and given an appointment 
for a later time during that session should, arguably, not be counted 
as having made an appointment (for the purposes of this study). In 
collecting the records the definition we wished to adopt was as fol- 
lows: 'Appointments made during a surgery session, for that same 
surgery session should not be counted as appointments for the pur- 
poses of this study.' It appears, however, that not all practices adhered 
to this. Practices BI, Bz, E, and H claim to have followed the above 
definition. A, C ,  D, F, I, and J did not, while for the remainder we 
do not know. 

Table 6.3 shows, for the latest period available for each practice 
the percentage of surgery consultations which are by appointment, 
(a) for all patients, (b) for new patients only. This table gives good 
evidence of patient co-operation in the appointment system; the 
proportion of 'new' patients recorded as coming by appointment 
seems to depend to a considerable extent on whether or not patients 
making an appointment for a particular surgery session during that 
same session are included or not. This would suggest that a substantial 
proportion of patients who were regarded as coming by appointment 
did in fact make appointments during the session at which they wished 
to be seen. However, provided that appointment times are in fact 
available for such patients this will not cause any disruption of the 
system. 

Table 6.4. Percentage of appointments for  which patients failed to arrive M 

0-4 weeks . 5-16 weeks 17 or more 
after after weeks after ' 

appointment appointment appointment 
Practice system system system 
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5.  Appointnrents not kept 

A further measure of patient co-operation is the proportion of patients 
who fail to keep their appointments. Table 6.4 shows that this figure 
usually varies between about o and 7 per cent. with an average of 
about 4 per cent.' For any one practice it does not change much with 
the length of time the appointment system has been in operation. 
Again, the results are very encouraging, though it seems possible 
that in one or two practices the way in which the figures were collected 
leads to an underestimate of the number of appointments which 
were not kept. 

6. Patient punctuality 

Table 6.5 gives, for each practice and for each week that data on appoint- 
ment and arrival times were collected, the percentage of patients who 
were (a) late, (b) 5 minutes or more late. 

It should be noted that the amount of unpunctuality will tend to be 
overestimated in this table, first because patients arriving exactly on 
time are counted among the late-corners, and secondly because the 

Table 6.5. Patient punctuality 

Percentage of latecomers 
(including those exactly 
on time) 

Percentage coming 5 min. 
late or more 

Several months 
Just after after 
appointment appointment 
system system 

Practice started started 

Several months 
Just after after 
appointment appointment 
system system 
started started 

I .  One practice with very much worse results and a second where the data were unreliable 
have been excluded from these figures. 
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Minutes early Minutes late 
Figure 6.1. Patient punctualityfor all practices cot~bined 

time of arrival recorded was in fact the time the patient was seen by 
the receptionist which might be several minutes after the true arrival 
time. The percentage of patients five minutes late or more is possibly 
more relevant as a measure of unpunctuality, since those who were 
less late than this could reasonably be expected not to upset the 
appointment system very much, if at all. Detailed results are given in 
Appendix VI, Table 5. The last line of this table gives the results for 
all practices and all weeks combined, but this is not in any real sense 
an 'average' result since the data were not collected from a representa- 
tive sample of practices. The over-all results for patient punctuality 
are presented in graphical form in Fig. 6.1. This summarizes the 
results from eleven practices, in six of which the data were obtained 
for all patients seen during two separate periods of a week each, one 
just after the appointment system was introduced and one several 
months afterwards. (In each of the remaining five data were available 
for only one of these weeks.) It will be seen that 56 per cent. are between 
j minutes early and 4 minutes late while 34 per cent. were more than 
S minutes early and 10 per cent. 5 or more minutes late. 

The figures in Table 6.5 may be summarized by saying that the 
proportion of patients who were late varied a good deal from practice 



Minutes early Minutes late 

Figure 6.2. Patient punctuality, practice C,  34 weeks after start o f  
appointment system: (Worst results obtained in study) 

Minutes early Minutes late 
Figure 6.3. Patient punctuality, practice G,  46 weeks after start o f  
appointment system. (Best results obtained in study) 
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to practice but that in all cases only about a third of the late-corners 
were as much as 5 minutes late. Further, if those who are exactly on 
time are excluded from the count of unpunctual patients the propor- 
tion who are late turns out to vary between about one-fifth and 
one-third. 

Figs. 6.2 and 6.3 give detailed punctuality figures for I week from 
two individual practices. These are respectively the best and worst 
of the results obtained. It will be noticed that in each case considerably 
less than half of the unpunctual patients were as much as 5 minutes late. 

The remaining sections of this chapter are devoted to a discussion of 
waiting-times, numbers of patients in the waiting-room and length 
of consultations. These results are largely based on data collected from 
each practice for two or three periods of a week each. These weeks 
were usually just before, just after and some months after the appoint- 
ment system started. In attempting to determine whether any changes 
occurring between these periods can be attributed to the appointment 
system it is necessary to ask whether there was any large increase or 
decrease in the number of patients seen. As can be seen from Appendix 
VI, Table 3 there is no consistent increase or decrease, and only in 
practices D and E was there a substantial decrease. It is therefore 
reasonable to infer that changes in waiting-times, etc., are a result of 
the appointment system. 

It is worth remarking also that in general the figures in Table 3 
of Appendix VI (which relate to the single weeks when detailed 
information was collected on times of arrival, etc.) follow fairly closely 
the corresponding figures in Table I of Appendix V1 which relate 
to average attendances over longer periods. 

7. Patient waiting-times 

Perhaps the most obvious and general consequence of an appointment 
system is the reduction in the length of time patients have to wait. 
Fig. 6.4 shows, for eleven practices, the average waiting-time just 
before and just after the appointment system was introduced. In every 
case there was a striking decrease in waiting-times; the average was 
approximately halved in most practices. This cannot be accounted for 
by a reduction in the number of patients coming to the surgery, 
since, as has already been explained, such a reduction did not in general 
occur. 



An alternative, and equally informative, way 'of looking at waiting- 
times is to consider the proportion of. patients waiting longer than a 
given time, say 10 minutes or half an hour. Table 6 of Appendix V1 
gives, for each practice, both before and during the appointment 
system the percentages of paticnts waiting longer than IS, 30, and 60 
minutes. In all practices the appointment system leads to a reduction 
in each of these percentages; in most cases this reduction is very 
substantial. 

Before appointment system After appointment system 

Minutes 

Figure 6.4. Average waiting times in eleven practices . . . . 
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The percentage of patients waiting longer than half an hour, before 
and after the appointment system, is shown for each practice separately 
in Fig. 6.5. The results here are very impressive. Originally (in every 
practice except one), at least a quarter of the patients, and often many 
more, waited longer than half an hour; after the introduction of the 

l 
appointment system the proportion waiting as long as this often be- 
came virtually negligible and in only one practice was it as high as 25 

minutes. 

I Before appointment system After appointment system 

! Figure 6.5. Percentage ofpatients waiting 30 minutes or wore 
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8. Number ofpatients in waiting-room 

Another aspect of the reduction in waiting-times due to an appoint- 
ment system is the decrease in the number of patients in the waiting- 
room. 

Using the data collected in the experimental studies it is possible to 
calculate the numbers of patients waiting at any time during each 
surgery session in the weeks for which details of arrival and consulta- 
tion times were collected. This has been done for each practice and 
some of the results are summarized in Table 6.6. This gives, for each 
practice just before and just after the start of the appointment system, 
the maximum and average number waiting 30 minutes after the start 
of a session. (In order to make these figures meaningful it is necessary 
of course to consider for any particular practice only those sessions 
during which some fixed number of doctors was consulting.) 

Table 7 of Appendix V1 gives for the same period similar calculations 
for various times during the surgery sessions. 

Fig. 6 . 6 ~  and B show for one practice, sessions with three doctors 
consulting simultaneously, the maximum and average number of 
patients present at five-minute intervals after the start of the session. 

Table 6.6 Nunzber ofpatients in waiting-room 

AV. 30 min. after 
Max. observed start of surgery 

No. of Pre- Post- Pre- Post- 
doctors appnt. appnt. appnt. appnt. 

Practice consulting system system1 system system1 

I .  This refers to thefrrst week in which time-slips were collected during the operation 
of the appointment system, usually a few weeks after it was started. 



A. Maximum number of patients waiting at different 
times after the start of the surgery 

"1 ------ Two weeks before appointment system started 

I Five weeks after appointment system started 

B. Average number of patients waiting at different 
times after the start of the surgery 

Minutes after the start of the surgery H 
H 
4 

Figure 6.6. Number of patients in waiting-room for consulting sessions during periods o f a  week shortly before and shortly after 
the introduction o f  an appointment system. (Resultsfor Practice Bi, three doctors consulting siniultaneously) 



It is important to note that in these tables and figures the data refer 
to actual patients only; the total number of people in the waiting-room 
will also include relatives and friends. 

The tables and figures show that one can always expect a substantial 
decrease in the numbers of people waiting at any given time. These 
results cannot be attributed to a decrease in the number of patients 
attending the surgery. It is perhaps worth remarking that the maximum 
number to be expected will, in general, be very different from the 
average and that it is the former which has to be taken into account 
when planning waiting accommodation. 

However, it is not desirable, even if it were possible, to provide 
waiting accommodation which will always be sufficient; in assessing 
the waiting-space and the number of chairs needed a possible formula- 
tion of the requirements would be to ask how man J chairs would be 
adequate for say 95 per cent. (or 90, or 98 per cent.) of the time. Here 
the assumption is that we are prepared to accept that one or more 
patients will be standing for 5 per cent. (or 10, or 2 per cent.) of the 
time. It is not possible to solve this problem with the data presented 
here, and in any case the answer would depend on the size of the 
practice list, the level of morbidity, the doctors' consulting times, and 
the efficiency of the system of booking appointments. However, 
an adequate rule of thumb seems to be that for each doctor consulting 
five chairs should be allowed for patients. Additional chairs will be 
necessary for relatives and friends and some estimate will need to be 
made of the number likely to be required. 

In calculating the number of chairs required by patients it is neces- 
sary to ascertain first the maximum number of doctors who will ever 
be consulting simultaneously. This number m~dtiplied by five is the 
required number. In fact it is likely that if the maximum number of 
doctors consulting simultaneously is greater than two this rule will 
result in too many chairs being provided; this question is discussed 
in more detail in Chapter 7. 

9. Consulting time per patient 

In this section we consider the question of whether the appointment 
system has any effect on the length of a consultation. Two alternative 
methods of estimating the average consulting time per patient were 
used. 

The first method consisted in timing, for each doctor participating 
in the experimental studies, the length of each individual surgery 
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consultation during a period of a week and thencalculating the average. 
This was done for one week just before the appointment system and 

l (usually) one week just after it started and a further one several months 
later. 

The second estimate was obtained by measuring, for each doctor, the 

I total length of all surgery sessions for one or more weeks at various 
stages before and after the introduction of the appointment system 
and dividing this by the number of patients seen. 

The latter method will usually give an overestimate of the average 
length of a consultation since no account is taken of gaps in the surgery 
session during which no patients are with the doctor. On the other 
hand, the first method takes into account only the time when each 
patient was actually with the doctor, whereas it is arguable that time 
taken in completing notes and writing letters should also be included 
as part of the consultation time. 

The results based on these two methods are set out in Appendix VI, 
Tables 8 and g respectively. The average consulting times from Table 
8 are set out in graphical form in Fig. 6.7. 

Examination of this figure or Table 8 of Appendix V1 suggests 
that there is no general tendency for the length of a consultation either . . 

to increase or to decrease as a result of the appointment system, 
though an increase occurs rather more often than a decrease. (Most of 

1 the standard errors for these estimates are of the order of half a minute 
or less.) 

On the other hand Table g of Appendix V1 suggests quite strongly 

I 
that there tends to be an increase in the average length of a consulta- 
tion. However, it seems very possible that this arises from the different 
method of obtaining the data for this table. As was seen in connexion 
with Table I of Appendix V1 there tended, in several practices, to be 
fewer patients coming to the surgery after the appointment system 
started, though this is probably attributable to random fluctuations and 
seasonal effects. A doctor will to some extent tend to remain at his 
surgery for a fixed length of time irrespective of the number of patients 
to be seen (cf. App.VI.2). These two factors are sufficient to explain . . 

the apparent increases in the average length of consultation in Table 
9 of Appendix VI. In some practices there may indeed have been real 
increases as a result of the appointment system, but Table 8 of Appendix 
V1 suggests that this is not usually the case. 

One possible effect of an appointment system is that, whatever 
happens to the average consultation time, the individual consultations 
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may become more standardized in length since the doctor will be 
attempting to keep to a schedule and will tend to make each of his 
consultations. equal in length to the interval between appointments, 
i.e. the variability in lengths of consultation may decrease. In order to 
investigate this possibility it is necessary to have some method of 
measuring such variability. The most commonly used statistical mea- 
sure of variation is the standard deviation; this has been computed for 
each doctor and for each week that the necessary data are available. 
The results are given in Table 8 of Appendix VI. As can be seen from 
this table, there is no general tendency for the standard deviation to 
decrease (or to increase) when consultations are by appointment. 
The conclusion to be drawn from this is that, as one would have hoped, 
the appointment system does not impose on the doctor a standardized 
and inflexible method of working. 

It is, of course, possible to some extent to schedule appointments 
at variable intervals to take into account the varying needs of patients, 
but it is worth emphasizing that even without this the consultation 
time can be varied in accordance with what is clinically necessary 
without upsetting the appointment system. Methods of allowing for 
variability in the length of consultations when designing an appoint- , 

ment system are discussed in the next chapter. 



7 Conclusions and 
Recommendations 

IN previous chapters we have considered the various phases of the 
study in turn. In the first part of this chapter the results are summarized 
under three headings : 

The doctor's viewpoint. 

The patient's viewpoint. 

Effect on various aspects of work-load. 

The second part consists of a number of recommendations based 
mainly on our own results but partly on other work. 

The doctor's viewpoint 

The advantages and disadvantages from the point of view of the doctor 
were investigated partly by means of the questionnaire surveys and 
partly through the experimental studies. The latter were concerned 
with quantitative measurements and are discussed later in this chapter. 
Paragraphs 1-4 summarize the results set out in Chapters 3 and 4. 

I .  General attitude 

Nearly all doctors running full appointment systems were pleased 
with them. This was not quite so true of doctors running partial or 
optional systems. For details see Chapter 3 .  It is important to remember 
that all these percentages are based on the numbers of doctors actually 
running appointment systems. If those who have started and then 
ceased to run an appointment system are taken into account (and these 
may amount to more than 10 per cent. of the total), the proportion of 
doctors who start and continue to run a satisfactory appointment 
system is correspondingly reduced. A similar remark applies to some 
of the other figures quoted in this chapter. 
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2. Df$culties in introducing and running an appointment system 
The costs arising from an appointment system are dealt with below; 
here we are concerned largely with questions of patient co-operation. 

Eighty-five per cent. of practices said that the introduction of the 
appointment system was easy; surprisingly it appeared that there was 
more likely to be difficulty in middle-class practices than in working- 
class ones. 

It seems that, even though patients may misunderstand the system 
initially and perhaps be unco-operative, these problems often tend to 
disappear with. the passage of time. The survey results suggest that 
there is very little unpunctuality on the part of patients. However, the 
results from the experimental studies are in conflict with this, though 
the degree of unpunctuality would not usually be sufficient to cause 
serious disruption to the functioning of the appointment system. The 
apparent discrepancy between the two sources of information possibly 
arises from the fact that the doctor only notices unpunctuality in cases 
where it does disrupt the appointment schedule, again suggesting that 
this does not often happen. 

In view of the above remarks it is of interest that in two-thirds of 
nineteen unsuccessful appointment systems from which the relevant 
information was available the system had been withdrawn within a 
year of starting. Also, a large proportion of all the unsuccessful ap- 
pointment systems gave patient attitudes as a reason (often the main 
one) for the withdrawal. 

It was also found that when doctors without appointment systems 
were questioned there was a tendency to expect greater difficulty 
than is actually encountered in practice. 

3 .  Effect on the quality of work and doctor-patient relationships 
Hardly any of the doctors questioned thought that the appoint- 
ment system had led to a deterioration in the quality ofwork in their 

A .  

practice; in those running full appointment systems as many as 70 
per cent. thought there had been an improvement. Although a few 
doctors thought that the strain had increased, a very much larger 
number thought the opposite. 
. About half the doctors questioned thought that doctor-patient 
relationships had improved as a result of the appointment system; 
nearly all the remainder thought there had been no change, only a 
negligible proportion thought they had deteriorated. The likelihood 
of improvement in doctor-patient relationships appeared to be 



associated with the length of time the appointment system had been 
running. 

Doctors with full appointment systems were questioned as to 
whether they thought a barrier had been created or removed as a 
result. Rather more doctors (zo per cent.) thought that from the patient's 
point of view a barrier had been removed than thought that one had 
been created (15 per cent.). Few doctors thought that a barrier had been 
created as far as the doctor was concerned and an appreciable number 
that one had been removed. 

It is worth reiterating that the advantages gained often depend very 
much on whether a full appointment system is in operation; some of 
the questions are, of course, scarcely relevant where this is not the case. 

4. Stay and costs 

Difficulties associated with ancillary staff or costs were among the most 
important, after patient attitudes, of the reasons given for discontinu- 
ing appointment systems. The possibility of staff being overworked 
was the most frequent of the reasons given for not introducing an 
appointment system by those of the sample of doctors who had 
considered and decided against it. 

The actual experience, as regards staff, and the estimated costs, for 
doctors running appointment systems have been set out in detail in 
Chapter 3. 

As regards costs, very rough average estimates, for a full appoint- 
ment system, and without taking tax reliefinto account, are as follows: 

(a) Initial costs 
Circularizing pat ients-E2~2~ per doctor.' 

Installing additional telephone equipment (perhaps between a 
quarter and a third of practices do this)-about L~o-45. 

(6) Running costs per year 
Staff: single-handed practice about Ezoo-300, others about L120 

per doctor. 
Stationery and postage: A8-10 per doctor for those in partnerships, 

Ezo or more for single-handed practice. 
Telephone:' A4o-60 per year for practices stating any cost; more 

for large practices. 

I .  Executive Councils will now meet this expense. 
2. It seems possible that some practices included in the figure the cost of staff manning 

the telephone. This would tend to inflate the over-all average. 
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The question of staff costs is obviously an important one and is a 
major factor in determining whether an appointment system is in- 
troduced. Doctors without an appointment system were asked whether 
their decision on whether or not to have one would be influenced by 
the possibility, which was at that time under consideration, of the 
Ministry of Health reimbursing part of the cost of ancillary staff. 
Although a considerable number, 40 per cent., of the doctors who 
thought appointment systems generally desirable said they would be 
likely to start one in these circumstances there is still a large number of 
this group who would not. An even larger number of those not gener- 
ally in favour would not be swayed by financial considerations alone. 

The patient's viewpoint 
The views of patients were assessed both directly, by means of the 
two surveys described in Chapter 5 ,  and indirectly by asking doctors 
in the survey to assess patients' reactions. Each of these methods sug- 
gested that a considerable majority of patients was in favour of 
appointment systems. The main results are summarized below. 

I .  The surveys anlong patients 

In general a large majority of patients was in favour, this seemed to be 
true for all or almost all types of patient. Perhaps the most notable 
results were, first, that patients who have experienced an appointment 
system are more likely to be in favour and, secondly, that mothers 
with young children are very strongly in favour. 

These results are in striking contrast to the predictions of doctors 
who had considered and rejected an appointment system, 49 per cent. 
of whom feared that patients would dislike having to make appoint- 
ments. 

Other points which emerged from the patient surveys were that 
some patients misunderstood the system, i.e. thought that they would 
have to know in advance when they were going to be ill and also that 
at least a few feared that general practice would be similar to hospitals 
as regards the length of time patients had to wait. 

2. Patient reactions as assessed by the doctor 

The extent to which the doctor is able accurately to assess patient 
reactions is, of course, difficult to judge. It has often been remarked 
that he is to some extent protected from any less favourable effects of 



the appointment system by the receptionist, and it may well be that 
she is in a better position to gauge patients' views than he is. Thus 
it may be argued that little reliance should be placed on the doctor's 
views .on the patients' attitudes and opinions. However we did ask 
doctors about this. About go per cent. of those running a full appoint- 
ment system thought that most of their patients liked it. The figures 
for.other types of appointment system and for doctors in rural areas 
were rather lower. 

3. Patient waiting-times 

From the patient's point of view the most obviously attractive feature 
of an appointment system is the reduction in waiting-times. The 
quantitative effects have been set out in Chapter 6 where it was shown 
Chat average waiting-time was reduced by a6out 50 per cent. at each of 
eleven practices studied. The second notable feature of this reduction 
in waiting-time was that the number of patients waiting more than 
half an hour was greatly reduced in all cases and in several became very 
small indeed. 

The survey results showed that virtually all doctors running full 
appointment systems thought that there had been a reduction in 
patient waiting-times. In this connexion it is of interest that about a 
quarter of the doctors who had considered introducing an appoint- 
ment system thought that most of their patients waited for a longer 
time than the doctor himself considered was reasonable (the definition 
of 'a reasonable time' varied for these doctors between 10 and 30 
minutes). Several of these doctors were in fact about to start an 
appointment system. 

Effects on various aspects o f  work-load 

The quantitative effect of an appointment system on the work of a 
practice has been described in detail in Chapter 6 ;  the postal surveys 
among doctors also contained questions on this. 

The components of the work-load which one might expect to be 
affected by an appointment system are the number of surgery con- 
sultations, particularly trivial ones, the number of home visits, the 
length and variability of consulting times, and the length of surgery 
sessions. The proportion of patients making and keeping appointments 
may also have some effect on the work-load, particularly for the 
receptionist. 



These possibilities are considered in paragraphs 1-5 below. After this 
some aspects of the effect on a single day's work are discussed. 

I .  The number ofsurgery consultations 
The records kept by the practices in our experimental studies included 

: a count of the number of surgery consultations over a period before 
I and after the appointment system. These figures are affected by con- 

siderable random fluctuations as well as seasonal influences, and detailed 
data together with a fairly sophisticated analysis would be necessary 
to detect any effect of the appointment system unless it were a very 
large one. Examination of Table I of Appendix V1 does not suggest 
that there is any consistent change in the number of surgery consulta- 
tions. 

We also tried to obtain some information on this problem by asking 
doctors whether there had been any change in the frequency of seeking 
medical care (a) by patients with trivial complaints and (b) by patients 
with non-trivial complaints. In the case of (a) about two-thirds of the 
doctors with full appointment systems thought there had been no 
effect while about a quarter thought there had been a decrease in the 
number of such patients. For (b) most doctors with full appointment 
systems thought there had been little effect, though about a quarter 
thought that such patients sought treatment more readily. 

2.  Home visits 

As explained in Chapter 6 the best method of studying any possible 
change in the number of home visits seems to be to examine the ratio 
of 'new' surgery consultations to 'new' home visits. Evidence from the 
experimental studies suggests that in most cases the appointment 
system does not lead to any change in the proportion of patients asking 
for a home visit rather than a surgery consultation. Nor, as far as can 
be ascertained, is there any change in the actual number of home 
visits, though our data is not really adequate for an investigation of 
this point. 

A question about this was also put to the sample of doctors running 
appointment systems. In the case of practices where most new atten- 
dances were by appointment over a third of the doctors thought that 
the number of home visits requested by patients had decreased; for 
other practices only half as many thought this, i.e. the majority of these 
thought that the appointment system had had no effect on home 
visits. 



3.  Length and variability o f  consulting times 

As indicated in Chapter 6 the appointment system appears to have no 
general effect on the average length of a consultation, though there is 
some suggestion that there may sometimes be a slight increase. Nor 
does there seem to be any change in the amount of variability in length 
of consultation for a given doctor. This implies that the appointment 
system is not so restrictive as one might have thought and that doctors 
do not tend to work according to the clock in order to keep to schedule. 

4.  Length o f  surgery sessions 

Somewhat surprisingly the surgery sessions appear to be of the same 
length and, on average, to overrun to the same extent whether or not I 
an appointment system is in existence (though the data are perhaps 
inadequate). This is not inconsistent with the possibility that more 
control is obtained over individual surgery sessions where the doctor 
has some special reason for wishing to finish on time. 

5. Numbers of patients cowling by appointment 

Evidence on the numbers of patients making and keeping appoint- 
ments is available both from the experimental studies and from the 
questionnaire surveys. 

The experimental studies suggest that it will usually be possible to 
get 80-95 per cent. of all patients coming by appointment, and 65-90 
per cent. of 'new' patients doing so (though these figures become 
rather lower if patients making an appointment at a given surgery 
session to be seen during that same session are excluded from the 
category of those coming by appointment). 

The survey results (for full appointment systems, which are the only 
ones where the question is relevant) are largely in agreement with this. 
Nearly three-quarters of the practices said that most (more than 60 
per cent.) attendances were by appointment and slightly less said 
that most new attendances were. 

The effects of the appointment system on one day's work 

In this section we give very briefly an indication of the average effect 
of an appointment system on a typical day's work for a single doctor. - 

It would appear that generally there will be little or no effect on the 
number of surgery consultations, though there may be a drop in home 
visits. Suppose that on average about 30  patients are seen in the surgery 



per day. (There are of course immense variations in this and all sub- 
sequent figures (a) as between doctors, (b) from one day to the next, 
and (c) seasonally.) Of these 30 patients about 18 will be new consulta- 
tions and 12 repeats. Of the 18 new consultations perhaps about 70 
per cent. will make appointments-say 13. About 9 will do so by 
telephone. All of the 12 repeats should, of course, be by appointment. 
Thus there will be a total of 25 appointments made. In addition 
perhaps I or 2 patients will make appointments and fail to keep them. 
About 5 other patients will arrive without an appointment. Twelve 
patients will need to see the receptionist to make an appointment 
as they leave. 

Summarizing these figures from the point of view of patient con- 
tacts (a) with the doctor and (b) with the receptionist the picture is 
as follows: 

(a) Each day the doctor sees 18 new patients and 12 repeats. In all 
25 of these have appointments. 

(b) Ten patients telephone the receptionist each day to make appoint- 

I ments and sixteen call at the desk. One or two fail to keep their appoint- 
ments. 

I The figures given above will, of course, be subject to very wide 

1 variation. The object in giving them is not to make predictions with 

I any degree of exactitude but to give some idea of the amount of 

i work falling on the receptionist and the pressure on the telephone. 

Recommendations 
Although it may be obvious from this report that the authors are, in 
general, in favour of appointment systems our object has been not so 
much to lay down specific recommendations as to set out the facts 
necessary ,to enable doctors to take the best decision for their own 
practices. In the remaining paragraphs we set out some of the factors 
to be borne in mind, and make a number of suggestions as to how an 
appointment system may be instituted and organized once it has been 
decided to have one. 

I. Size and type ofpractice 

It appears to be possible to run appointment systems in virtually any 
type of practice. It is difficult to lay down any general rules as to the 
size of practice for which they are worth while. But with an average 



level of morbidity there is little to be gained where the practice size 
is less than 1,500. On the other hand, it is not to be inferred from this 
that the same is true in partnership practices where the average list per 
doctor is less than 1,500; in such cases we would say that an appointment 
system may well be worth having. 

2. Designing the appointment system 
The main problem in designing the appointment system is to.ensure 
that the rate at which patients arrive to see the doctor is approximately 
equal to the rate at which the doctor works. (In a partnership practice 
this requirement has to be met separately for each doctor, allowing for 
the fact that their individual rates of working may differ.) In order to 
schedule appointments at the correct rate it is necessary before insti- 
tuting the appointment system to obtain estimates for the average 
length of a consultation for each doctor in the practice. This should be 
done by measuring the length of each surgery consultation for a 
minimum of one complete week and preferably for two or more 
complete weeks. (It is not necessary that this should be during the same 
weeks for all doctors.) At least IOO consultations should be timed for 
each doctor. 

Various factors may influence the rate at which a doctor works; 
in particular variations in the work-load may lead to increases or 
decreases in this rate. The appointment system may cease to function 
satisfactorily if there is a change in the average length of a consultation; 
methods of dealing with this situation are discussed in paragraph 7 
on assessing the appointment system. 

In computing the average consulting time all patients who would 
be expected to see the doctor by appointment should be included. 
Thus one might exclude patients who visit the surgery simply for a 
standard repeat prescription which could be made out by the recep- 
tionist and signed by the doctor. 

In setting up the appointment system the average time allowed 
for each patient will be this average consulting time, but one possible 
modification is to set aside a different amount of time for patients in 
certain special categories, for example, perhaps, those coming for ear- 
syringeing. For this one could either make a special estimate for such 
categories of patient or simply guess that they require say twice the 
average time. This, and other relevant matters are discussed in the 
Medical World handbook on appointment systems.' 

I. Cf. p. 12. 
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Leaving aside such modifications the obvious method of scheduling 
appointments is to arrange for the first patient to arrive at the same time 
as the doctor and for subsequent appointments to be booked at 
intervals corresponding to the average consulting time (though patients 
should be asked to come at times such as g.o~,g.~o,  9.20, etc., rather than, 
say, 9.07, 9.14, 9.21, etc.). This method has the disadvantage that the 
doctor may have to wait for patients when a particular consultation 
is short or when a patient is late. Thus it is probably better to use 
other methods which overcome this difficulty while still preserving 
the essential requirement that the average arrival rate of patients 
corresponds to the doctor's average rate of working. 

There are two possible methods of scheduling appointments so as 
to keep down patient waiting-time without an undue increase in the 
amount of time the doctor waits for patients. The first of these is to 
have small block bookings such that the average arrival rate of patients 
for each doctor is equal to the doctor's average rate of working. If, 
for instance, the average length of a consultation is 7 minutes, giving 
a rate of working of about g patients per hour, then it would be 
reasonable to book 3 patients at the beginning of the surgery, 3 
20 minutes later, and so on. The second method consists in booking 
a small number of appointments, say j, for the time the surgery is 
due to start and arranging for subsequent patients to arrive at a rate 
equal to the doctor's rate of work. In the example quoted above, with 
an average consulting time of 7 minutes, a surgery starting at 9.00 
a.m. might have bookings for 3 patients at 9.00 a.m., then I each at 
g . o ~ , g . ~ ~ ,  9.20,9.30, and so on. 

Each of these methods goes some way towards ensuring that the 
doctor does not have to wait for patients to arrive; this is achieved by 
creating a small 'pool' of patients and leads to a slight increase in patient 
waiting-time as compared with the first method suggested. The first 
method will be acceptable to those who do not mind filling in the 'idle' 
time with letter-writing, etc. 

One further point is that some allowance should be made for patients 
arriving 'without an appointment. Whichever system of scheduling 
appointments is used this can be done in two ways. Either patients can 
be booked to come at a rate slightly less than the doctor's rate of work- 
ing (e.g., seven per hour instead of eight per hour) or, perhaps better, 
occasional gaps can be left in the appointment book. This is discussed 
i t  greater length in paragraph 5. 

Table 7.1 gives examples, based on the above suggestions, of possible 
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methods of booking appointments. Further examples will be found in 
the Medical World handbook. 

It is worth repeating that if block bookings are used only a small 
number of patients should be booked for any one doctor at any time. 
Three is perhaps the best number. Sinlilarly a pool of patients at the 
start of the surgery should not consist of more than three patients. If 
two or more doctors are consulting simultaneously the block bookings 
should be staggered so as to smooth out the work-load for the recep- 
tionist. 

Finally it should be emphasized that these remarks on the design of 
the appointment system are based on the assumption that the doctor 

Table 7.1. Examples of bookings for appointment systems 
(i) Average consulting time S minutes; go-minute surgery; assuming 

15 patients with appointments, 3 without. 
A. Appointn~ents booked at intervals approximately equal to average consulting time. 
B. Small block bookings. 
C. Same as A but smaU 'pool' of patients at start of surgery. 

A 

9.00 I patient 
05 . 
I0 $ 9  

1s 
* 

$ 9  

20 9 ,  

2s 

30 $ 8  

35 9 ,  

40 ,, 
45 * 

9, 

50 ,. 
ss 9 ,  

10.00 9 ,  

05 9 ,  

I0 I> 

IS * 
9 ,  

20 9 ,  

25 9 ,  

9.00 3 patients 
1s 

* 
$ 9  

30 I ,  

45 * 
9, 

10.00 9 ,  

I S * 

9.00 3 patients 
05 I patient 
I0 9 ,  

=S * 
9 ,  

20 , I  

2 S 3. 

30 

35 $9 

40 9. 

45 * 
$ 9  

SO 

5 S 9 ,  

10.00 I ,  

05 , 
I0 9, 

1 S * 
9 ,  

* At each of the times marked one possible appointment should be left unbooked so 
as to allow for patients coming without appointments. Experience in each practice will 
show what allowance is necessary. 
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Table 7.1. (cont.) 

(ii) Average consulting time 7 minutes; go-minute surgery; 11 

patients with appointments, 2 without. 
A. Appointments booked at intervals approximately equal to average consulting time. 
B. Small block bookings. 
C. Same as A but small 'pool' of patients at start of surgery. 

9.00 I patient 
05 9 )  

I0 9 9  

20 9, 

25 >, 

35 * 
40 ,, 
45 9 ,  

5 5 3, 

10.00 

I0 9, 

15 9 ,  

20 * 
9 ,  

B C 

9.00 3 patients 9.00 3 patients 
20 3 )S 05 I patient 
40 3 ,, * I0 

9 9  

10.00 2 ,, 20 

15 2 ,, * 
25 

* 
$ 9  

35 9 ,  

4O 9 9  

45 9, 
5 5 9, 

10.00 $ 9  

I0 ,S 
* 

* At each of the times marked one possible appointment should be left unbooked so 
as to allow for patients coming without appointments. Experience in each practice will 
show what allowance is necessary. 

will himself be punctual, i.e. that he will commence the surgery at the 
time for which the first appointment is arranged. If he is late the whole 
appointment schedule is likely to be disrupted with consequent in- 
creases in waiting-times and disillusion on the part of the patients. 

3. Instituting the appointment system 

We would strongly suggest if possible that a full appointment system 
should be introduced rather than a partial or optional system, i.e. all 
sessions should be by appointment and all patients encouraged to make 
appointments; the reasons for this have been set out in Chapters 
3 and 4. 

One possible exception is the case where the practice contains a 
large proportion of old people. In view of their particular difficulties 
there is much to be said for instituting special non-appointment ses- 
sions for them, though this has evident drawbacks, for example, such 
segregation might be thought distasteful by the old people themselves. 
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Before the appointment system starts patients should be notified of 
the change certainly by word of mouth and by a notice in the waiting- 
room, and preferably by circularizing all households. This can now be 
done, free of charge, by the Executive Council. 

The following points seem particularly important in explaining the 
scheme to patients: 

(a) When necessary a patient can always be seen without appointment 
and in any case appointments do not need to be made a long time in 
advance and can often be made at the beginning of a session for later 
in the session. 

(b) Although the appointment system will greatly reduce waiting- 
time it will not necessarily be possible to see the patient exactly at the 
appointed time. 

4. Organizational requirements 

The exact arrangements by which appointments can be made will 
obviously vary from one practice to another and will depend in parti- 
cular on the number of staff employed. We would suggest that the 
minimum requirements are: 

(a) That ancillary staff should be available at all times during which 
surgery sessions are actually .in progress. (The appointment system will 
certainly increase the work-load for the ancillary stag particularly in 
regard to telephone calls.) 

(b) That patients should be able to telephone for appointments at 
specijied times during the day, and that these specified times should 
cover at least 5 hours a day. By 'specified' we mean that patients should 
be given timessuchas, say, 'g a.m. to 12.3op.m. and 5 p.m. to 6.30 p.m.' 
and not simply told that they can telephone 'during surgery hours'. 

As regards the telephone facilities which should be available the 
best indication seems to be that the extra load on the telephone will 
amount to about one call for every three surgery consultations. (Only 
one in seven of the practices in our survey had a special telephone num- 
ber for making appointments.) 

The increased number of telephone calls, together with other addi- 
tional work associated with the appointment system will certainly 
increase the work for the practice ancillary stag This may necessitate 
an increase in the amount of staff time of 10-12 hours per week, or 
more, for each doctor, though the actual figure will depend on how 
fully the present staff time is utilized. For practices without ancillary 



staff it will usually be necessary to employ someone, though some 
single-handed doctors, usually with relatively small lists, run successful 
appointment systems without any such help. 

j. Size of waiting-room 

If surgery premises are to be planned or replanned it is worth remember- 
ing that with an appointment system a far smaller waiting-room is 
required than without one. (Conversely, if waiting-rooms ire planned 
on the assumption that an appointment system will be used they will 
be quite inadequate if the appointment system is withdrawn at a later 
stage.) 

A simple rule is that with a properly designed appointment system 
it is unlikely that more than 5 patients will be waiting at the same 
time for any one doctor (though it may happen occasionally). This 
means that, considering patients only, 5 chairs per doctor will be S&- 

cient if several doctors are consulting simultaneously, and for 3 or 
more doctors this provision is probably rather more than is necessary, 
for example, for 3 doctors 13 or 14 chairs, and for 4 doctors 16 or 17, 
should suffice. But it is important to notice that before deciding how 
many chairs to provide some estimate should be obtained of the numbers 
of relatives and friends accompanying patients. This could be done by 
observing the waiting-room on a number of occasions before the start 
of the appointment system and finding out the proportion of relatives 
and friends among those waiting. The number of chairs to be provided 
can then be adjusted to allow for this. 

In considering these recommendations two points should be noted. 
First, provision has to be made in regard to the maximum number of 
doctors who will ever be consulting simultaneously. Secondly, esti- 
mates based on the above figures may be too low for practices with 
large numbers of patients per doctor, or in areas of high morbidity, 
or during certain times of the year. 

6. Patients who do not make appointments 

In booking appointments for each surgery session some allowance 
should be made for a proportion of patients arriving without an 
appointment. At first this proportion may be high but after a few 
weeks it should reduce considerably. Possibly one in six of all scheduled 
appointment times should be left free to allow for these patients; 
experience will show whether this figure should be increased or 
decreased. 
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There is a certain advantage in allocating these patients a specific 
appointment time, preferably the first free time after they appear, 
since this will acquaint them with the way in which the system 
works. If no such free time is available it will usually be possible simply 1 

to fit the patient in without an appointment. 

7. Assessing the operation of the appointmevrt system 

Several months should be allowed before assessing the appointment 
system. Initially it is to be expected that some or many patients will 
misunderstand the system and that some will be unco-operative. 
Improvements in each of these respects may be expected as time goes 
on. 

The assessment should perhaps be primarily in terms of whether 
doctor-patient relationship and the general operation of the practice 
are satisfactory. If, however, quantitative measurements are required 
the following questions might be asked: 

(a) Are all doctor-requested consultations by appointment? 

(b) Are at least 60 per cent. of patient-requested consultations by 
appointment? (This figure should include appointments made during 
a surgery session.) 

(c) Are more than 15 per cent. of patients 5 minutes late or more? 

(d) Do more than one in twelve patients fail to keep their appoint- 
ment? 

(e )  Is average waiting-time in excess of 20 minutes? 

(f  ) Does any appreciable proportion of patients (say more than one 
in five) wait more than half an hour? 

(The figures suggested as reasonable in the above questions are based 
on the results discussed in Chapter 6.) 

Question (a) should always be answered affirmatively since this 
aspect is under the control of the doctor. Satisfactory answers to (b), 
(c), and (d) depend largely on co-operation on the part of thepatients, 
though this in turn may depend on whether the appointment system 
is seen to be functioning well. Questions (e) and( f ) may serve to indicate 
whether appointments are being scheduled correctly; as already 
remarked another crucial factor is that the doctors should not be 
unpunctual. 

In some respects the process of assessment might be repeated periodi- 
cally. In particular, information on waiting-times might be obtained 
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very simply as follows: For a period of a week, note the difference 
between the time of appointment and time seen by doctor for the 
fifth, tenth, etc., patient at each surgery session. 

In this chapter we have attempted to bring together the main results 
of our various inquiries. Here, as elsewhere, it has not been our inten- 
tion to preach the virtues of introducing an appointment system, but 
rather to present data and make recommendations which will enable 
practices considering this to make an informed decision with some idea 
of the possible consequences. 



Appendix I Sampling methods used in general 
practitioner surveys 

In Chapter 3 the results of two surveys of general practitioners have 
been described. A brief description of the method of drawing the 
samples for these surveys is given in this appendix; some of the com- 
plications are omitted. 

Two samples were required; first a sample of partnerships' where 
appointment systems were in use and, secondly, a sample of doctors 
not using an appointment system, whose views on the subject were to 
be ascertained. 

The starting point was a sample of Executive Councils, followed 
by a sample of partnerships from them, the sample being taken so as 
to be representative of partnerships in Great Britain. 

In Section I below the method of obtaining the sample of Executive 
Councils and in Section 2 the method of obtaining from it the sample 
of partnerships are described. Finally, in Section 3,  the way in which 
this was used to produce the required samples is explained. 

I. Sample of Executive Councils 
The procedures for England and Wales and for Scotland were different 
and are described separately. 

I .  England and Wales 

The Executive Councils were divided into twelve groups or strata. 
Executive Councils corresponding to County Boroughs were placed 
in one of five groups according to the proportion of their population 
falling into the Registrar-General's Social Classes IV and V. Those 
corresponding to counties (except London and Middlesex) were also 

I. Here, as often in this report, the word 'partnership' is intended to include also single- 
handed practitioners, these being regarded as partnerships of size one. 
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split into five groups but this time according to population density. 
London and Middlesex formed the remaining two strata. 

The sample consisted of London and Middlesex and about half the 
Executive Councils from each of the other ten strata, these Executive 
Councils being chosen at random. Thus the sample included County 
Boroughs with a wide range of social class composition and counties 
with a wide range of population densities. This seemed to be desirable 
on the grounds that areas of different social class might react differently 
to appointment systems and also that, in the case of rural areas, one 
would expect such things as transport and communications to vary 
with population density and that these would also have an effect on 
appointment systems. London and Middlesex seemed to be of such a 
special nature, and presumably with problems of their own, that it was 
felt that they should automatically be represented in the sample for 
this reason. 

The English and Welsh Executive Councils included in the sample 
were : 

(a) Counties--chosen to be representative as regards population density 

Bedfordshire 
Caernarvonshire 
Cambridgeshire 
Cardiganshire 
Cheshire 
Devon (and Exeter) 
Dorset 
Glamorgan 
Gloucestershire 

(and Gloucester) 
Herefordshire 
Hertfordshire 
Isle of Wight 
Kent (and Canterbury) 
Lincolnshire (Lindsey) 

London 
Merionethshire 
Middlesex 
Montgomeryshire 
Norfolk 
Northamptonshire 
Northumberland 
Oxfordshire (and Oxford) 
Soke of Peterborough 
Staffordshire 
West Suffolk 
East Sussex 
West Sussex 
Yorks (N. Riding) 
Westmorland 

(b )  County Boroughs-chosen to be representative as regards social class 

Barrow in Furness Bournemouth 
Bath Bradford 
Birkenhead Brighton 
Blackpool Bristol 
Bootle Bury 
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Chester 
Coventry 
Darlington 
Derby 
 onc caster 
Dudley 
Eastbourne 
Gateshead 
Great Yarmouth 
Halifax 
Hull 
Ipswich 
Leicester 
Manchester 

Newcastle upon Tyne 
Northampton 
Norwich 
Oldham 
Portsmouth 
Preston 
St. Helens 
Salford 
Sunderland 
Walsall 
West Ham 
West Hartlepool 
Wigan 

2. Scotland 

The rationale was similar in the case of the sample of Scottish Executive 
Councils. Glasgow was automatically included. The Highlands and 
Isles were excluded since the problem of appointment systems was 
thought not to be relevant in this area. 

The remaining Executive Councils were divided into two groups, 
'urban' and 'rural', and about half of each randomly chosen to be in 
the sample. 

The Executive Councils included were: 

Aberdeen and Kincardine Galloway 
Aberdeen Glasgow 
~ n ~ u s '  Lanark 
Banff, Moray, and Nairn Lothian and Peebles 
Edinburgh Stirling and ~lackmannan' 
Fife 

2. Samples of  partnerships and doctors required 

I .  Practices using appointment systems 

From each of the Executive Councils listed in the previous section a 
random sample of one in two partnerships was required, except in the 
case of London, Middlesex, and Glasgow, where the sampling frac- 
tion was one in four. Thus, allowing for the two stages of sampling, 
every partnership in Great Britain had approximately a one in four 
chance of being included (except the Highlands and Isles). The reasons 

I. Only used for appointment system questionnaire. 



for the very large sample will be clear from Chapter 3 and Section 3 
below. 

2. Practices not using appointment systems 

From the same list of Executive Councils a sample of one in fifteen 
doctors not using appointment systems was required (one in thirty 
in the case of London, Middlesex, and Glasgow). Thus, allowing for 

I the two stages in sampling, every doctor in Great Britain had a one 
I in thirty chance of being included in this sample. 

3. Production of required samples 

A master sample of partnerships was drawn from each Executive 
Council and randomly divided into two sections. The larger section 
was to be used for the survey on practices where an appointment system 
was already in use, the remainder for practices where there was no 
appointment system. For the latter there was a further stage of sampling 
which consisted in randomly choosing one doctor from those in the 
partnership. 

In order to achieve the desired probabilities in drawing the sample 
the procedure described in this paragraph was carried out separately 
for each partnership size, using varying sampling fractions. 

I. Sample of partnerships using an appointment system 

The explanation of the very large sample needed for the survey of 
appointment system practices is that there is no complete list of prac- 
tices running appointment systems. We thought that about 10 per 
cent. of all practices were using them at the time the survey was 
carried out; thus in order to obtain the required sample of about 200 

such practices, and allowing for the fact that not all would reply to the 
questionnaire, it was necessary to send out rather more than ten 
times this number of short preliminary questionnaires (Appendix VII, 
Section 1.1) simply asking whether or not an appointment system was 
in use at any of the premises from which the partnership operated. 
These questionnaires were sent to senior partners of a sample of 
partnerships chosen in such a way that all partnerships had an equal 
chance of being included. 342 practices indicated that an appointment 
system was in operation and to each of these a detailed questionnaire 
(Appendix VII, Section 1.2) was sent. Replies were received, either 
by post or by personal interview, from 229 of those who were running 
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appointment systems according to our definition. The remainder 
either failed to reply or turned out not to be running an appointment 
system of the sort in which we were interested. In some of the tables 
relating to this survey the 229 have been weighted (giving a'hypo- 
thetical sample of 246) so as to reduce the bias due to non-response. 

2. Sample ofdoctors not using an appointment system 

The second sample consisted of a sample of doctors (not partnerships) 
chosen so that all doctors had an equal chance of being included. 
These were assumed not to be running an appointment system and 
were each sent a questionnaire asking for their views on the subject 
(Appendix VII, Section 2). (Doctors in this sample who were in fact 
running an appointment system were asked simply to return the ques- 
tionnaire, stating that this was so and giving certain basic details about 
the ~ractice.) The sample was randomly divided into two parts, the 
doctors in each part being sent one of two different questionnaires, 
(referred to here as the 'Long' and 'Short' questionnaire), with some 
questions in common. This was to reduce the number of questions 
answered by any one doctor. 

In all, 621 questionnaires were sent out and 516 replies received. 
These replies were weighted so as to represent the original 621 in terms 
of partnership size and area. 



Appendix 11 Tables from the general 
practitioner surveys 

The marginal totals for any one classification sometimes vary slightly 
from table to table because, for example, a few respondents failed to 
answer certain questions. 

Table IA. Use of appointment system-Type ofpractice 
, 

Type of Partnerships of size' (No. of doctors) 
appointment 
system I 2 2 3 4 5 or more 

Full 3'4% 6-2 % 9.0% 16% 14% 
0 &er3 1.8% 4'0% 5.6% 11% 8 % 
Total4 1230 808 378 I34 99 

(100%) (100%) (100%) (100%) (100%) 

Table IB. ~ r o ~ o r t i o n  ofpractices and principals trsing appointment 
systems 

All principals (i.e. Type of 
appointment All all general practi- . 
system practices tioners effectively) 

-- 

Full 6.0% 7'8% 
Other 3'7% 4'9% 
All types 9'7% 12'7% 

Notes on IA and IB 
I. Table IA is based on the survey among practices with appointmint syst&s and the 

preceding contact survey, except that in the case of partnerships of size five or more the 
entries are derived by combination of results from both surveys discussed in Chapter 3. 
2. A single-handed doctor is regarded as a partnership of size one. 
3. Optional+ partial according to the definition of page 22. 

4. Total on which percentages in the corresponding columns based. 
The figures for all practices and all principals are derived, by suitable weighting, from 

the data in Table IA. 
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Tables 2,  3,  4 

These tables are based on the survey among a random sample of 
general practitioners. Accordingly the figures are not directly compar- 
able with those of Tables IA and B. In particular since the nature of a 
doctor's appointment system was not probed as fully in this survey 
certain of those who said they were using appointment systems almost 
certainly were not in the sense of this study. 

Table 2. Average list per doctor-Partnership size' 

(a) For practices with appointment system 

Partnership size' 

List size I o r 2  3 4 or more 

0-1,999 41 % 19% 14% 
2,000-4999 38% 66 % 65 % 
3,000 or more 21% 16% 20% 

Totals2 34 (100%) 32 (100%) 49 (100%) 

(b) For practices without appointment system 

Partnership size1 

List size I or 2 3 4 or more 

0-1,999 25 % 26 % 24% 
2,000-2,999 50% 59% 43 % 
3,000 or more 25 % 15% 33 % 
Totals2 315 (100%) 107 (100%) 63 (100%) 

I .  Single-handed doctor is regarded as partnership of  size I. 

2. Total number of  practices on which percentages in corresponding 
column based. 
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. . 

Table 3. Type ofpatient-Partnership size' 

(a) For practices with appointment system 

Partnership size' 

Type of patient I or 2 3 4 or more 

Mostly working class 25% 56% 55% 
Mostly middle or 
upper class 17% 6% 4% 
About equal numbers 
of working and 
middle class ~ 8 %  38% 41 % 

(6) For practices without appointment system 

Partnership size' 

Type of patient I or a 3 4 or more 

Mostly working class 56% 49% 56% 
Mostly middle or 
upper class S% 3 % 6% 
About equal numbers 
of working and 
middle class 39% 49% 38% 

Totals2 324 (100%) 107 (100%) 63 (100%) 

I .  Single-handed doctor is regarded as partnership of size I .  

2. Total number of practices on which percentages in corresponding 
column based. 

L  



Table 4. Proportions of practices using appointment system 

(a) Urban practices 

Partnership size1 

I or 2 3 or more 

Proportion using 
appointment system 8% 35% 

~ o t a l s ~  262 (100%) 191 (100%) 

(b) Rural or semi-rural practices 

Partnership size' 

I or 2 3 or more 

Proportion using 
appointment system 14% 22 % 
~ o t a l s ~  104 (100%) SS (100%) . 

I. Single-handed doctor is regarded as partnership of 
size I .  

2. Total number of practices on which percentages in 
corresponding column based. 
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Tables 5-18 

These tables are based upon the survey among practices with 
appointment systems. 

Table 5.  Methods ofinfori~~ing patients of introduction of appointw~ent 
system 

Type of appointment system 

Method of informing Full Other 

Circulating patients or heads of 
households 
(a) By Executive Council 
(b)  By Doctor 

I0? 
32 /0 13% 

Printed literature (not necessarily 
circularized) 54% 36% 
Notice in waiting-room 80% 82% 
Verbal 9s % 90% 

~otals '  Is5(100%) 91(100%) 

NOTE 
Virtually all of those who circulated, or otherwise used, printed literature also placed 

a notice in waiting-room and informed patients verbally. 
Virtually all those who placed a notice in waiting-room also informed patients verbally. 
A small minority of respondents insisted that they introduced their appointment 

system giving no prior warning whatsoever. 
I. Total number of practices on which percentages in corresponding column based. 

Table 6.  Whether introduction of appointment system was easy or 
d~$cult-Social class ofpractices' patients 

Social class 
Starting 
appointment Less than 50% SC-79% 80% or more All 
system was: working class working class working class practices 

Easy 78 % 88% 86% 85% 
Difficult 18% 9% 11% 12% 
Otherlnot 
stated 4% 3% 2% 3% 

~otals '  45 (100%) 106 (100%) 89 (100%) 240 (100%) 

I. Total number of practices on which percentages in corresponding column based. 



Table 7. For practices using full appointment system. Proportion of new1 
attendances.by appointment-Whether patients were circulated about the 
introduction of the appointment system 

Proportion of new Practices where patients were 
attendances by All 
appointment Circulated Not circulated practices 

- - 

*30% 5% IS% 11% 

3 I-60% 18% 18% 18% 
61% and over 78% 67% 71% 

Totals2 61 (100%) 88 (100%) I49 (100%) 

I. i.e. a surgery consultation requested by patient rather than doctor. 
2. Total number of practices on which percentages in corresponding 

column based. 

Table 8. For practices using full appointment system. Proportion of new1 
attendances by appointment-Policy concerning patients attending without 
appointments 

Proportion of new Practices adopting policyZ 
attendances by 
appointment I 2 3 4 

0-30% 4% 13% 9% 4% 
31-60% 18% 18% 14% IS% 
61% and over 79 % 68 % 77% 82% 

I. i.e. a surgery consultation requested by patient rather than doctor. 
2. Policies 

I. Patients given first free appointment time. 
2. Patient fitted in as soon as a gap in consultations by appointment occurred. 
3. Patient seen as soon as there were no patients with appointments waiting. 
4. Patient seen at end of surgery. 

NOTE. Most practices adopted more than one policy and so are counted more than 
once in the above table. (See p. 29 for discussion.) 

3. Total number of practices on which percentages in corresponding column based. 
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Table 9. Efect ofappointtrrent systenr-Type ofappointttrent systetrz. 

(a) The doctor's capacity to plan his time 

Type of appointment system 
All 

Planning of time Full Partial Optional practices 

Improved 
Deteriorated 
Unaffected 

Totals1 

(b) Distribution of work-load over week 

Type of appointment system 
Work-load distribution All 
over week Full Partial Optional practices 

Improved 81% 73 % 42 % 76% 
Deteriorated o o o o 
Unaffected 19% 27% 58% 24% 
Totals1 150 (100%) 64 (100%) 19 (100%) 233 (100%) 

(c) Distribution of work-load between doctors in the practice (where 
relevant) 

Distribution Type of appointment system 
of work-load All 
between doctors Full Partial Optional practices 

Improved 63 % 51% 18% 56% 
Deteriorated 2% o o I % 
Unaffected 35% 49% 82% 42 % 
Totals1 I04 (100%) 41 (100%) I 3  (100%) 158 (100%) 

I. Total number of  practices on which percentages in corresponding column based. 
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Table g (cont.) 

(d) Patients' waiting-times 

I N  GENERAL P R A C T  ICE 

Type of appointment system 
All 

Patients' waiting-times Full Partial Optional practices 

Improved 100% 91 % 68 % 95 % 
Deteriorated o o o o 
Unaffected o 9% 32% S% 
Totals1 151 (100%) 65 (100%) 19 (100%) 235 (100%) 

(e) Amount of strain on doctors 

Type of appointment system 
All 

Strain on doctors Full Partial Optional practices 

Improved 
Deteriorated 
Unaffected 

~otals'  

(f) Quality of doctor's work 

Type of appointment system 
All 

Quality of work Full Partial Optional practices 
-- 

Improved 70% SS% SO% 65% 
Deteriorated 1% o o o 
Unaffected 29% 45 % 50% 35% 
Totals1 151 (100%) 65 (100%) 18 (100%) 234 (100%) 

- 

I .  Total number of practices on which percentages in corresponding column bared. 
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Table g (cont.) 

(g) Doctorlpatient relationship 
- 

Type of appointment system 
Doctor/patient All 
relationship Full Partial Optional practices 

Improved 56% 43 % 44% 51% 
Deteriorated 1% o o 1 % 
Unaffected 43 % 57% 56% 48% 

I. Total number of practices on which percentages in corresponding column based. 

Table 10. Efect of appointment system-proportion ofnew1 attendances 
by appointment 

(a) The doctor's capacity to plan his time 

Practices at which following proportion new1 
attendances by appointment 

Planning 
~ 3 0 %  3140% 61% and over 

Improved 68 % 73 % 87% 
Deteriorated 5% 5% 1 % 
Unaffected 27% 22 % 12% 

(b) Distribution of work-load over week 

Practices at which following proportion new1 
Distribution of attendances by appointment 
word-load over week 

*30% 3140% 61% and over 

Improved 62% 70% 84% 
Deteriorated o o o 
Unaffected 38% 30% 16% 

Totals2 63 (100%) 40 (100%) IZO (100%) 

I. i.e. a surgery consultation requested by patient rather than doctor. 
2. Total number of practices on which percentages in corresponding column based. 
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. . 
Table 10 (cont.) 

(c) Amount of strain on  doctor 

. . 
Practices at which following proportion new1 

. attendances by appointment - . . 
Strain ' 

~ 3 0 %  3 1 4 %  61% and over 

Improved 55% 54% 80% 
Deteriorated S% 10% 7% 
Unaffected 40% . 36% 14% 

Totals2 64 (100%) 41 (100%) 119 (100%) 

(A) Doctorlpatient relationship 

Practices at which following proportion new1 
attendances by appointment 

Doctor/patient 
relationship -30% . 3140% 61% and over 

--- - 

Improved .43 % 52% 57% 
Deteriorated o 3 % 1% 
Unaffected 57% 45 % 42% 

Totals2 61 (100%) 40 (100%) 119 (100%) 
pp 

I. i.e. a surgery consultation requested by patient rather than doctor. 
2. Total number of practices on which percentages in corresponding column based. 

Table 11. For practices using full appointment system. Effect of  
appointment system-Partnership size 

(a) The doctor's capacity to plan his time 

Practices where partnership size is 

Planning I 2 3 4 or more 
. . 

Improved 90% 78 % 82% 75 % 
Deteriorated S% 2 % 6% o 
Unaffected S% 20% 12% 25% 

~ o t a l s ~  
. . 41(100%) 49(100%) 33(100%) . 28(100%) . 

I. i.e. single-handed practice. , ' 

2:Total nuniber:of pradces on which pircenta&s in i~ r r&~ond ing  column based. 
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Table I i (cont.) . . . . 

(b) Distribution of work-load over week 

Practices where partnership size is 
Distribution of 
work-load over week I 2 3 4 or more 

Improved 85% 78% 79% 81% 
Deteriorated 0' o o o 
Unaffected 15% 22 % 21% 19% 

~ o t a l s ~  41 (100%) 49 (100%) 33 (100%) 27 (100%) 

(c) Distribution of work-load between doctors in the practice (where 
relevant) 

Practices where partnership size is 
Distribution between 
doctors 2 3 4 or more 

Improved 60% SS% 79% 
Deteriorated 4% o o 
Unaffected 36% 45 % 21% 

Totals2 45 (100%) 31. (100%) 28 (100%) 

(d) Amount of strain on doctor 

Practices where partnership size is 
Strain 

I 2 3 4 or more 

Improved 68 % 73 % 84% 75 % 
Deteriorated 7% 14% o 4% 
Unaffected 24% 12% 16% 21% 

Totals2 41 (100%) 49 (100%) 32 (100%) 28 (100%) 

I. i.e. single-handed practice. 
2. Total number of practices on which percentages in corresponding column based. 



Table 12. For practices using full appointment system. Efect o f  
appointment system on tendency for patients not needing attention to 
seek medical care-Proportion of working-class patients 

Practices at which proportions 
of working-class patients were 

All 
Tendency to seek care ~ 4 9 %  $0-79% ~C-IW% practices 

Tendency increased I 5 % 3 % 8 % 8 % 
Tendency decreased 3 3 % 24% 17% 23 % 
Tendency unaffected 52% 73 % 75 % 69% 
~otals '  33 (100%) 59 (100%) 59 (100%) 151 (100%) 

I.  Total number of practices on which percentages in corresponding column based. 

Table 13. For practices using a full appointment system. Proportions of 
practices where the appointment system was thought to have the efect of 
creating or removing a barrier between doctor and patient or to have no 
efect of the sort (a)from doctors' points of view (b) from ~atients'  points 
o f  view (both as seen by doctor responding)-Proportion of working-class 
patients served by the practice 

(a) From doctors' points of  view 

Practices at which proportions of 
working-class patients were 

Barrier 
All 

0-49% ~ ~ 7 9 %  80-100% practices 

Created by 
appointment system . 15% 3 % 8% 8% 
Removed by 
appointment system 3 3 % 22 % 17% 23 % 
No effect 52% 75% 75 % 70% 

~otals'  33 (100%) 59 (100%) 59 (100%) 151 (100%) 

I. Total number of practices on which percentages in corresponding column based. 
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Table 13. (cont.) 

(b) From patients' points of view 

Barrier 

Practices at which proportions of 
working-class patients were 

All 
~ 4 9 %  $c-79% 8c+1oo% practices 

. . .  . . 
Created by 
appointment system 15 % 17% 14% 15% 
Removed by 
appointment.system 30% . 19% 17% 21% 
No effect SS% 64% 69% 64% 

Totals1 33(1oo%) S~( IOO%)  58(1oo%) ISO(IOO%) 

I .  Total number of practices on which percentages in corresponding column based. 

Table 14. Attitudes ofpatients towards appointment system-Partnership 
size 

Practices where partnership size is 
All 

Patients' attitude I' 2 3 4 or more practices 

Most like 
appointment 
system 85% 76% 81% 88% 82% 
Equally divided 
about appointment 
system 14% 18% 17% 9% 15% 
Most dislike 
appointment 
system 2 % 6% 2 % 2 % 3 % 
~ o t a l s ~  59 80 54 43 236 

(100%) (100%) (100%) (100%) (100%) 

I .  i.e. single-handed practice. 
2. Total number of practices on which percentages in corresponding column based. 



I56 A P P O I N T M E N T  SYSTEMS I N  GENERAL PRACTICE 

Table 15. Attitudes ofpatients towards appointment systent-Nurtila qf: 
patients per doctor usually attending prerrrises, with which inquiry was 
concerned 

Practices where patients per doctor 
. usually attending premises in survey are 

Less than 2,000 or All 
Patients' attitude .. &W. .. - .  more .. . - . . . . . . . . . .. practices 

Most like appointment 
system 80% 82% 81% 
Equally divided about 
appointment system 14% 17% 16% 
Most dislike 
appointment system . 6% 2% 4% 

Totals' 99 (100%) 126 (100%) 225 (100%) 

I. Total number of practices on which percentages in corresponding column based. 

Table 16. Patients' attitudes towards appointment system-Type o f  area 

Type of area from which patients come 

Mixed All 
Patients' attitude Urban urban/rural Rural practices 

Most like 
appointment system 83 % 83 % 68% 82% 
Equally divided 
about appointment 
system 14% 15% 20% 15% 
Most dislike 
appointment system 2% 2 % 12% 3 % 

I. Total number of practices on which percentages in corresponding column based. 
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Table 17. Patients' attitudes towards appointment system- Whether 
circulated about introduction ofappointtnent system 

Practices at which 

Patients Patients not All 
Patients' attitude circulated circulated practices 

Most like 
appointment system- 92% . 77% 82 % 
Equally divided . . 

about appointment 
system 7% 19% 15% 
Most dislike 
appointment system 1% 4% 3 % 
~ o t a l s '  77 (100%) 159 (100%) 236 (100%) 

I. Total number of practices on which percentages in corresponding 
column based. 

l 
Table 18. Patients' attitudes towards appointment system-Arrangements 
for telephoningfor appointments 

l 

Practices at which patients could telephone for 

; appointments attin 

Specified 
Surgery times ( 5  hr. 

I Patient's attitude Any time hours only or more) Other 

[ Most like 

appointment system 74% 78% 94% 9s  % 
Equally divided 
about appointment - - 

system 18% 20% 6% S% 
Most dislike 

I appointment systcin 8 % 2% o o 

I. Total number of practices on which percentages in corresponding column based. 



Table 19. For doctors without appointment system. Doctors' attitudes 
towards appointment system-Social class ofpatients 

Doctors whose patients were 

Mostly Equally Mostly 
working working and middle All 

Doctors' attitude class middle class class doctors 

Desirable most cases 59% ~ 1 %  52% SS% 
Desirable some cases 3 % 7% o S% 
Undesirable 
most cases 38% 43 % 48% 40% 

~o ta l s l  258 (100%) 195 (100%) 23 (100%) 476 (100%) 
- -- 

Based on both questionnaires used in Survey 2. 

I. Total number of practices on which percentages in corresponding column based. 

Table 20. For doctors without appointment system. Doctors' attitudes 
towards appointment system-Type ofareafrom which patients drawn 

Area from which patients drawn 

Mainly Mixed urban Mainly All 
Doctors' attitude urban and rural rural doctors 

Desirable most cases 52% 62 % 60% 54% 
Desirable some cases 5% 2% 7% S % 
Undesirable 
most cases 43 % 36% 33% 41 % 
Totals' 357 (100%) 66 (100%) 60 (100%) 483 (100%) 

Based on both questionnaires used in Survey 2. 
I. Total number of doctors on which percentages in corresponding column based. 



Table 21. For those who had considered introducing an appointment 
system but decided against doing so. l f t h e  Ministry ofHealth were to 
reimburse part of the cost of ancillary help would you be likely to introduce 
an appointment system in your practice?-Partnership size 

(a) 

Size of partnership in which 
doctor works 

Likely to introduce 
appointment system Single 2 3 or All 
if reimbursed handed more doctors 

Yes 36% 13% 13% 17% 
NO 64% 87% 87% 83 % 
~otals' 22(100%) 47(100%) 46(100%) I I~ ( IOO%) 

Based on answers to Questionnaire I used in Survey 2. 
I. Total number of doctors on which percentages in corresponding column based. 

(4 
NOTE. The proportion of respondents sent Questionnaire 2 who said 
they had considered starting an appointment system and would be 
likely to do so if the Ministry of Health reimbursed them as above 
were as in the following table. 

Partnership size 

Single 2 3 or more 
handed 

Likely to start an 
appointment system 47% 27% 45 % 
Based on totals of 3 0  5 5 71 

These proportions are not strictly comparable with those in (a) 
since they include presumably a number of doctors who had decided 
to start an appointment system anyway. (The question which 
identified these was not asked in Questionnaire 2.) 



Table 21 (cont.) 

(C> 

If, however, we make the (bold) assumption that the proportion of 
doctors for each size of practice who had already decided to start 
appointment systems and so ought to be excluded was the same for 
respondents to Questionnaire 2 as for Questionnaire I we would obtain 
the following proportions for those who had decided against an 
appointment syitem but ~Gould be likely to introduce one if reimburse- 
ment as above were provided: 

Partnership size 

Single 2 3 or more 
' handed 

Likely to start appoint- 
ment system if 
reimbursed 42% 22% 30% 
Based on notional 
total of 28 S 1 56 

Fig. 3.9 in text is based on combination of resulcs from Tables 21 
(a) and (c). 

Table 22. For doctors who had considered starting an appointment system 
but decided against doing so. I f  the Ministry of Health were to reimburse 
part of the cost ofancillary help would you be likely to introduce an 
appointment system?-Number of  surgery sessions tending to be overcrowded 

. . 

Number of surgery 
sessions overcrowded 

Likely to start 
appointment system None or Many or All 
if reimbursed a few most doctors 

Yes 13% 18% 16% 
No 88% 82% 84% 
Totals' 48 (100%) 61 (100%) 109 (100%) 

Based on answers to Questionnaire I, Survey z. 
I. Total number of doctors on which percentages in corresponding 

column based. 



Table 23. For doctors who had considered starting an appointment 
system. If the Ministry $Health were to reimburse part $the cost 
of ancillary help, would you be likely to introduce an appointment 
system?-Feeling generally about appointment systems 

Doctors' feelings about appointment system 
.- 

Likely to introduce Appointment system Appointment system 
appointment system desirable in undesirable in 
if reimbursed most cases most cases 

Yes 53% 11% 

No 47% 89% 
Totals1 I06 (100%) 38 (100%) 

Based on answers to Questionnaire 2 of Survey 2. 

I. Total number of doctors on which percentages in corresponding column 
based. 

l Table 24. Doctors without appointment systems 

I (a) If an appointment system were in operation in your practice there 
would be less strain on doctors . . 

! Partnership size 

Proportion All 

l 
who I 2 3 4 or more doctors 

Agreed 44% 42% 60% 69% 50% 
Disagreed 56% 58% 40% 31% 50% 
Totals1 66 8 I 48 32 227 

(100%) (100%) (100%) (100%) (100%) 

Based on answers to Questionnaire z or Survey z.  
I. Total number of doctors on which percentages in corresponding column based. 
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Table 24 (cont.) 

(b) If an appointment system were in operation in your practice, it 
would be easier for doctor(s) concerned to plan their time. 

Partnership size 

Proportion 
who I 2 3 4 or more doctors 

All 

Agreed 45 % 43 % SS% 70% 50% 
Disagreed 55 % 57% 45 % 30% 50% 

~otals' 67 8 I 47 3 3 22 8 
(100%) (100%) (100%) (100%) (100%) 

(c) If an appointment system were in operation in your practice surgery 
work would be more evenly distributed over week. 

Partnership size 

Proportion All 
who I 2 3 4 or more doctors 

Agreed 49 % 45% 54% 70 % 52% 

Disagreed 5 I % SS% 46% 30% 48 % 
~otals' 67 78 48 33 226 

Based on answers to Questionnaire z of Survey z. 
I. Total number of doctors on which percentage in corresponding column based. 



Appendix 111 Tables vela t ing to imsuccessjiul 
appointment systems 

NOTES 
I. The percentages relating to unsuccessful appointment systems are 

based on very small numbers and should be treated with due caution. 
2. Because of the weighting process adopted percentages calculated 

for practices with unsuccessful appointment systems do not necessarily 
differ by amounts corresponding to integer differences between 
numbers of practices in the relevant categories. 

Table I 

Nature of practice 

Total no. of 'partners' (including assistants) 

Practices I 2 3 or more Totals' 

With unsuccessful 
appointment systems 3 5 %  35% 31% 26 (100%) 
Using appointment 
system 30% 24% 47% 117 (100%) 

I .  Total on which percentages in the corresponding column based. 



Table 2 

Practice with 

I main 
Main surgery surgery and z or more 
and at most 2 or more main 

Practices I branch branches surgeries Totals1 

With unsuccessful 
appointment system 70% 
Using appointment 
system 61 % 

I. Total on which percentages in the corresponding column based. 

Table 3 

Practices 

Nature of area from which 
patients are drawn 

Mainly urban Substantially rural Totals1 

With unsuccessful 
appointment systems 87% 
Using appointment 
system 71 % 

I. Total on which percentages in the corresponding column based. 

Table 4 

Type of patient 

About equal 
Mainly Mainly upper working1 

Practices working class and middle class middle classe's Totals1 

With un- 
successful 
appointment 
systems ~ 6 %  
Using 
appointment 
system 39% 

I. Total on which percentages in the corresponding column based. 
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Table S 

Average size of list per doctor 
(ranges inclusive) 

Practices C-1,999 z ,om~,ggg  3,000 and over Totals' 

W i t h  unsuccessful 
appointment system 27% 61% 12% 26 (100%) 
Using appointment 
system 32% 46% 22% 116~(1oo%) 

I. Total on which percentages in the corresponding column based. 
2. One list not stated. 

Table 6. Nature of preliminary dissemination of information about 
appointment system to patients 

Verbal+ notice 
Verbal+ notice in waiting-room 

Verbal+ in waiting-room +printed 
notice in +printed literature+ 

Verbal waiting-room literature circularization 

11 practices 
with 
unsuccessful 
appointment 
systems1 10% 9% 7% 
Practices using 
appointment 
systems2 93 % 81% 47% 

I. Number of practices (unweighted) under each category given. 
2. Data obtained from survey among practices using appointment system. Each 

percentage calculated out of a total of 246. 



Table 7. Amount ofreceptionist help (excluding that given by wives and 
fanzily) at eleven practices at which appointment systems werefound to be 
unsatisfactory, in hours per weeklper doctor 

Number of practices where amount of 
receptionist help was 

1-10 11-15 16--20 21 or 
None hr. hr. hr. more hr. Totals 

Before introduction 
of appointment 
system 2l o 3 5 I I I 

As a result of 
adjustment after start 
of appointment 
system 1l o 2 4 4 11 

I. Wife or close relative rendered substantial help. 



Appendix IV Sampling methods used in 
patient surveys 

Two surveys of patients were undertaken; the first was carried out 
by the British Market Research Bureau in the course of a market 
research survey and the second was a special survey carried out from 
the Unit of Biometry. These are described separately in Sections I 
and 2. 

I. Interview survey carried out by British Market Research 
Bureau 

This organization runs a nation-wide continuous survey in which a 
quota sample of 5,000 adults is interviewed each month and asked a 
variety of questions for the purposes of market research. It was pro- 
posed to ask questions on appointment systems to half of one month's 
sample and in fact a total of 2,140 completed interviews was achieved. 

As is often the case in such survey work the method of obtaining 
the sample was based on parliamentary constituencies and polling 
districts. Within each of IOO constituencies a number of polling dis- 
tricts were selected and within each of these a pair of streets was 
selected. Interviews were to be obtained in each pair of streets and 
not closer than five doors apart. At each stage in the sampling pro- 
cedure the probability of selection was made proportionate to the 
size of the electorate in the unit being sampled. 

The achieved sample was weighted to make it representative of the 
population as a whole and the percentages quoted are based on this 
weighting. 

The rationale underlying the weighting procedure is that percent- 
ages based on an unweighted, unrepresentative sample may be biased 
if there is a tendency, for example, for different sexes or age-groups to 
give different responses. Thus if, for instance, women had been largely 



in favour of appointment systems and men largely against them, and 
if the sample had consisted of say 80 per cent. women and 20 per cent. 
men the over-all percentage of the sample in favour would exagger- 
ate the over-all percentage of the total population in favour. The 
weighting in this case would consist in multiplying the figures for 
the men by a factor of about four in order to make the weighted 
sample representative of the approximately 50-50 ratio of men to 
women in the whole population. 

In the present case all the replies were weighted not only for sex 
but also for age and social grade so that the percentages derived from 
the weighted sample reduce bias which might have arisen if any of 
these factors affected response. 

2. Postal survey carried out from Unit of Biometry 
The main difference between the two surveys was that whereas the 
British Market Research Bureau sample was a sample of the whole 
population the Unit of Biometry survey used samples of patients from 
four practices where an appointment system was in operation and five 
where it was not. These practices were chosen so as to cover a variety - 
of types of practice but were not taken at random. 

For each practice the sampling procedure consisted in drawing a 
systematic random sample from the practice list, excluding all those 
under 16 years of age, using either the medical record envelopes or 
else an age-sex register. 

The sampling was carried out in such a way as to obtain an initial 
sample of about 70-75 patients. The doctor was then asked to cate- 
gorize these as 'middle' or 'working' class. The initial sample was then 
resampled in such a way as to obtain 45 names, 30 working class and 
15 middle class. This was done because it seemed probable that there 
would be class differences in attitude to appointment systems. It was 
assumed that the middle-class patients would be generally in favour, 
and we wished to concentrate attention on the working-class patients 
who seemed likely to be more variable in their attitudes. In most of the 4 

tables the analysis has been carried out separately for the two classes 
so as to avoid weighting the res~ilts.~ (In one case the doctor said that 
the whole practice was working class, so that in this case the complete 
sample of 45 is categorized in this way.) 

i 
I. In some tables the hvo classes have simply been amalgamated. 



Appendix V Patient surveys 

I. Tables from the interview survey 

I. The totals when given in Tables 2-7 are the unweighted totals of 
respondents. The percentages were arrived at by the weighting process 
discussed in Appendix IV. 
2. The marginal totals for any one classification sometimes vary 

slightly from table to table because, for example, a few respondents 
failed to answer certain questions. 

Table IA. Proportion of respondents whose doctor made use ofan 
appointment system-Standard region 

Proportion of respondents 
Standard region with appointment systems1 

Eastern 
South-west 
Southern 
Scotland 
South-east 
London 
Northern 
East and West Ridings 
Wales 
Midlands 
North-Westem (Lancs.) 
East Midlands 

I, Standardized for class differences between regions. 



Table IB. Proportion ofrespondents whose doctor made use o f a n  
appointment system-Social grade 

Proportion of respondents 
with appointment 

Social grade' systems 

A+B 19.3 % 
C1 19'2% 
Cz 14'4% 
D+E 13'3% 

Over-all 15.6% 

I. See Table 5.6 for definition of social grades. 

Table 2. Pastfrequency of appointment making-Use of telephone 
at home 

Appointments Respondents with Respondents without All 
made use of phone use of phone respondents 

Always/usually 77% ~ 9 %  64% 
Sometimes/hardly 
ever 7% 10% 9% 
Never 16% 31% 26% 

~otals '  73 (100%) I74 (100%) 247 (100%) 

I. Totals on which percentages in corresponding column based. 

Table 3. Length of time respondents registered with their present doctor- 
Whether or not they visited their doctor in previous twelve months 

Visited doctor in previous twelve months 

Don't know All 
Registered Yes No (number) respondents 

Less than one year 5 % S% I S% 
More than one year go% 93 % 3 91 % 
Don't know S % 2% o 4% 

~otals '  247 (100%) 74 (100%) 4 325 (100%) 

Totals on which percentages in corresponding columns based. 



Table 4. For those whose doctor used an appointment systetn. Past 
frequency of making appointments-Future frequency of making 
appointments 

In future appointments would be made 

In past appointments Always/ Sometimes/ 
made usually hardly ever Never Totals1 

Always/usually 97% 3 % o 161 (100%) 
Sometimes/hardly ever 42% 58% o 23 (100%) 
Never 27% 34% 39% 63 (100%) 

I. Totals on which percentages in corresponding rows are based. 

Table 5.  For those whose doctor used an appointment system. Future 
frequency of making appointments-Length o f  time appointment 
system had been running 

In future appointments would be made 
Length of time 
appointment system Always/ Sometimes/ 
running usually hardly ever Never Totals1 

Less than one year 79% 12% 9% 65 (100%) 
More than one year 78% 14% 8% I75 (100%) 
Did not know 59% 28% 12% 77 (100%) 

I. Totals on which percentages in corresponding rows are based. 

Table 6. (a) For those whose doctor used an appointment system. 
Futurefrequency o f  appointment making-Use oftelephone at home 

Respondents with Respondents 
Appointments use of phone without use of All 
would be made at home phone at home respondents 

Always/usually 73 % 74% 74% 
Sometimes/hardly ever 19% 16% 17% 
Never 8 % 11% 10% 
~otals l  92 (100%) 225(100%) 317(100%) 

I. Totals on which percentage in corresponding columns based. 



Table 6. (cont.) 

(6) For those whose doctor did not use an appointment systenz. Future 
frequency of appointment making-Use oftelephone at home 

Respondents with Respondents 
Appointments use of phone without use of All 
would be made at home phone at home respondents 

Always/usually 75 % 61 % 64% 
Sometimes/hardly ever 17% 25% 23 % 
Never 8% 14% 13% 
~ota ls '  385 (100%) 1,364 (100%) 1,749 (100%) 

I. Totals on which percentage in corresponding columns based. 

Table 7. (a) For those whose doctor used an appointnlent system. 
Attitude of respondents to appointment system-Telephone 

Use of telephone 
All 

Attitude Yes No respondents 

In favour 83% 77% 79% 
Neutral 10% 12% 11% 
Against 7 % 11% 10% 
Totals' 95 (100%) 230 (100%) 325 (100%) 

(6) For those whose doctor did not use an appointment systeni. Attitude 
of respondents to appointment system-Telephone 

Use of telephone 
All 

Attitude Yes No respondents 

In favour 75 % 64% 67% 
Neutral 17% 22% 21 % 
Against 8 % 14% 13% 

~otals '  401 (100%) 1,414 (100%) 1,815 (100%) 

I. Totals on which percentages in corresponding columns based. 
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2. Tables from the postal survey 

Table 8. For those whose doctor trsed an appointment system. Past 
freqlwncy o f  appointment making. (For those who visited their doctor 
in previous twelve months) 

Respondents' social class' 
Appointn~ents 
made Middle Working All 

Always/ 
usually 76% 54% 60% 
Sometimes/ 
hardly ever  3% 11%% 9% 
Never 21% 35% 31% 

~otals '  29 (100%) 81 (100%) IIO (100%) 

I. Doctor's assessment. 
2. Totals on which percentages in corresponding colun~ns based. 

Table g. (a) For those whose doctor used an appointtnent sys tem Future 
frequency o f  appointment making 

Respondents' social class' 
Appointments 
would be made Middle Working All 

Usually 90% 71 % 75 % 
Not usually 10% 29% 25 % 
~ o t a l s ~  31 (100%) 103 (100%) I34 (100%) 

l ( h )  For those whose doctor did not rrse an appoitztnrent system. Future 
frequency o f  appointment making 

1 Respondents' social class' 
Appointments 

l 
would be made Middle Working All 

Usually 47% 41 % 43 % 
Not usually 53 % 59% 57% 

I. Doctor's assessment. 
2. Totals on which percentages in corresponding columns based. 
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Table 10. (a) For tkose whose doctor used an appointntent system 
Attitude towards appointtnent systetn 

Attitude towards Respondents' social class1 
appointment 
system Middle Working All 

In favour 94% 74% 79% 
Neutral o o o 
Not in favour 6% 26% 21% 

~ o t a l s ~  31 (100%) 10s (100%) 136 (100%) 

(b) For those whose doctor did not use an appointment system. Attitude 
towards appointment system 

Attitude towards Respondents' social class' 
appointment 
system Middle Working All 

In favour 54% 45 % 48% 
Neutral 3% 2% 2% 

Not in favour 43 % 53 % 49% 
Totals2 61 (100%) 113 (100%) 174 (100%) 

I. Doctor's assessment. 
2. Totals on which percentages in corresponding columns based. 

Table 11. For those with use of appointment system who had visited their 
doctor in previous twelve months. Past,fiequency of making appointments- 
Time taken to travel between home and surgery by usual mode of travel 

Time to travel 
Appointments 
made S min. or less 6-15 min. over IS  min. 

Always/ 
usually 56% 70% 48 % 
Sometimes/ 
hardly ever 7% 8 % 15% 
Never 37% 23 % 37% 

Totals1 27 (100%) 53 (100%) 27 (100%) 
pp 

I. Totals on which percentages in corresponding columns based. 



Table 12. (a) For those whose doctor used an appointnwnt system. Future 
frequency of making appointments-Time taken to travel between home 
and surgery by usual mode oftravel 

Time to travel 
Appointments 
would be made 5 min. or less 6-15 min. Over 15 min. 

Usually 85% 74% 72 % 
Not usually 15% 26% 28% 
~otals' 3 3  (100%) 65 (100%) 32 (100%) 

(b) For those whose doctor did not use an appointment system. Future 
frequency of making appointments-Time taken to travel between home and 
surgery by usual mode of travel 

Time to travel 
Appointments 
would be made 5 min. or less 6-15 min. Over 15 min. 

Usually . 39% 48% 35% 
Not usually 61 % 52% 65 % 
Totals1 61 (100%) 81 (100%) 23 (100%) 

I .  Totals on which percentages in corresponding columns based. 



Amendix V1 T h e  data collected in the 
I l. 

experimental studies 

WE consider here some of the more technical points arising from the 
data collection undertaken for the experimental studies and described 
in Chapter 6. Some of the detailed tables discussed in that chapter are 
presented at the end of this appendix. 

I 

I. Definitions ! 
Even such apparently simple concepts as 'appointment', 'new', or 
'repeat' consultation, and so on need rather careful definition in a study 
of this kind. It is even more important to pay attention to this problem 
when attempting to amalgamate or compare the results of different 
studies. 

The definitions we adopted were as follows. 
A patient-requested consultation was one in which the patient came to 

see the doctor without having been told to do so by the doctor or one 
of his partners. If any other person (e.g. factory medical personnel, 
school-teacher, parent, etc.) advised the patient to attend then it 
should nevertheless have been included in this category. 

A doctor-requested. consultation was one in which the patient saw the 
doctor at the request of the doctor or one of his partners. 

Appointments made. In calculating the number of appointments made 
the following rules were set out: 

(a) Appointments made during a surgery session for that same surgery session 
should not be counted as appointments for the purposes of the study. 

(b) An appointment cancelled before the relevant surgery starts should be 
excluded from the total number of appointments made. 

The definition of an appointment system used in the surveys is given 
in Chapter 6. 
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Normal weeks 
A problem in interpreting some of the data collected was that it 

was sometimes incomplete, either because a doctor was ill or on 
holiday or because certain surgeries had been omitted from the data 
collection for unknown reasons. It therefore seemed advisable, in 
order to avoid gross anomalies in the results, to include only data 
relating to weeks categorized as 'normal'. This term was rather loosely 
defined as meaning that the total number of surgeries held during the 
week was about the usual number for the practice at that time and 
that each doctor had done roughly his usual share. One possibility 
arising from this procedure is that it might have led to various sorts 
of bias. This may have occurred but we have worked on the assump- 
tion, which is probably reasonable, that the only likely effect is that 
over-all work-load is over-estimated (and possibly in consequence 
the average length of a consultation is underestimated). It seems reason- 
able to suppose that, in particular, comparisons between periods before 
and after the appointment system are unaffected. 

2. The types of record collected 
As described in Chapter 6 two different types of record were collected. 

I. Over a period of weeks or months, usually for about one week in 
four, each doctor participating kept a record of all patients seen during 
ordinary consulting sessions and at home, whether each consultation 
was requested by the doctor or the patient, and the number of appoint- 
ments made and kept. Scheduled and actual time of surgeries were 
also recorded. 

In the tables based on these data the times to which the figures 
relate are given as 5-16 weeks before appointment system, 0-4 
weeks before, etc. For different practices these periods will relate to 
different months of the year; but for any one practice the same months 
are covered in every such table, and these are indicated in Table I 
of this Appendix. 

2. The second type of data consisted of records of arrival and con- 
sultation times for every patient seen during sample periods of a week. 
These weeks are described in the tables as 'just before', 'just after', 
and 'several months after' the appointment system. Again this means 
different things for different practices but for all practices the following 
statements hold : 
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'Just before' means between I and 7 weeks before the appointment 
system started. 

'Just after' means between 3 and g weeks after the appointment system 
started. 

'Several months after' means between 17 and 51 weeks after the 
appointment system started. 

3. Difficulties in the interpretation of the tables 

I. One reason for not regarding the figures in this report as neces- 
sarily being an adequate measure of work-load has been given at the 
end of Section I of this appendix. It should also be remembered that in 
one or two cases not all doctors in a partnership took part in the study 
and that in any case the records only related to the part of the practice 
carried out from the premises where the appointment system was in 
operation (though very often this accounted for the whole practice). 

2. Although we tried to standardize the definition of an 'appoint- 
ment', as set out in Section I above, we were not entirely successful 
anhit may be that some of the high percentages of patients coming by 
appointment result from 'casual' patients being given the first free 
appointment time and recorded as having made an appointment. 
This may also lead to an underestimate of the proportion of defaulters. 

3. The time of arrival of a patient at the surgery may sometimes 
have been recorded as later than it actually was, because there may have 
been a delay, due to the presenceof other patients, between the actual 
time of arrival and the time the receptionist completed his record. 
In some cases also, patients may have arrived before the beginning of 
the surgery and been recorded as arriving at or soon after the beginning. 
These eventualities would lead to an overestimate of unpunctuality. 
They would also give an underestimate of waiting-times, but this 
would be expected to affect both pre- and post-appointment system 
periods, not necessarily equally but perhaps appro+mately so. 
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Table I .  Numbers ojsurgery attendances and home visits per week'for 
each practice during various periods. Each pair offigures is followdd by the 
month to which it relates (or the rtiiddle one ifseveral months are covered) 

Before appointment 
system After appointment system 

5-16 weeks 0-4 weeks C-4 weeks 5-16 weeks 17 or more 
Practice before before after after weeks after 

A Surgery 359 
Home 167 

(March) 

BI  Surgery - 
Home - 

- 

B2 Surgery - 
Home - 

C Surgery 157 
Home 35 

(March) 

D Surgery 183 
Home 47 

(March) 

E Surgery - 
Home - 

F Surgery 78 
Home 53 

(Aug.) 
G Surgery - 

Home - 

H Surgery - 
Home - 

I Surgery - 
Home - 

- 

327 
191 
(Dec.) 

90 
41 

(Dec.) 
- 

131 

28 

(May) 

311 

I73 
(June) 
- 
- 

- 
- 

23 1 

I39 
@.C') 

326 
76 

(Oct.) 

I. These figures refer to 'normal weeks'; see definition on p. 177. 



Table 2. Average number of surgery hours' per weekfor each practice, and ratio of this to scheduled surgery hours 

Surgery hours per week Ratio of a d  to scheduled surgery hours 

Before appointment Before appointment 
system After appointment system system After appointment system 

5-16 weeks 0-4 weeks 0-4 weeks 5-16 weeks 17 or more 5-16.weeks 0-4 weeks 0-4 weeks 5-16 weeks I7 or more 
Practice before before after after weeks after before before after after weeks after 

I. These figures refer to 'normal weeks', see definition on p. 177. 



Table 3. Number ofsurgery attendancesfor each practice during weeks 
for which time-slips were collected 

Just before Just after Several months 
appointment appointment after appointment 

Practice system system system 

364 
(Feb.) 
- 

- 

I47 
(Jan.) 

123 

(Oct.) 

288 
(Sept.) 
- 

43 8 
(Nov.) 

247 
(Sept.) 
297 
(Oct.) 



Table 4. Percentage of each doctor's surgery consultations which were 
requested by the doctor himsey  

Before appointment 
system After appointment system 

5-15 weeks 0-4 weeks 0-4 weeks 5-16 weeks 17 or more 
Practice Doctor before before after after weeks after 



-- - -  

Table 5. Patient p u n c t ~ a l i t ~ f o r  each practice taking part in the experimental studies 

Percentage of patients who were 
No. of weeks No. of No. of 
after S min. 25 or patients patients 
appointment More than 16--26 6--15 early to 5114 15-24 more coming coming 
system zjrnin. min. &. 4min. m. mm. min. by without 

Practice started early early early late late late late appointment appointment 

A 4 
3 7 

B I 5 
B2 5 
C 4 

3 4  
D 5 

24 
E 3 

I7 
F 7 
G 4 

46 
H 5 

35  
I 5 

J 9 
All practices 
combined 



Table 6. Percentages ofpatients waiting more than various lengths oftime, before and after the appointment system 

Percentage waiting more than 15 min. Percentage waiting more than 30 min. Percentage waiting more than 60 min. 

Several Several Several 
J u t  J u t  months J u t  Just months J u t  J u t  months 
before after after before after after before after after 
appointment appointment appointment appointment appointment appointment appointment appointment appointment 

Practice system system system system system system system system system 



Table 7. Maximum and average number ofpatients in waiting-room at 
various times after the start o f a  surgery session, just before and just after 
the start o f  the appointment system 

Average no. in surgery Maximum no. in surgery 

Jut ~ u s t  Jut Just 
No. of Minutes before after before after 
doctors afier start of start of start of start of  
consult- start of appnt. appnt. appnt. appnt. 

Practice ing surgery system system system system 

14'0 
11.8 
11.8 
10.9 

9.6 
8.6 
3'8 
3'4 
.3'I 

3 '0 
3'4 
3'5 
S'S 
5'3 
S'S 
5'4 
S '2 
2'9 
3'8 
3 '9 
4'6 
8.8 

7'1 

5'4 
4'8 
4'2 

4'3 
4'7 
5'3 
5'3 
9.2 
8.5 
6.5 
8.5 
13'0 

13.0 

I. Fifty-one weeks after appointment system started. 
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Table 8. Mean and standard deviationfor length ofsurgery consultations. 
Resultsfor thirty-one doctors for whom each consultation was tinledfor 
periods o f a  week before and after the introduction of an appointment system 

Means Standard deviations' 

Several Several 
Just Just months Just Just months 
before after after before after after 
appnt. appnt. appnt. appnt. appnt. appnt. 

Practice Doctor system system system system system system 

I. The standard deviation is a measure of the 'spread' or variability of the consultation 
times about their mean. 



Table 9. Average length of consultation for each doctor, computed by 
dividing length ofsurgery sessions by number ofpatients seen 

NOTE. These averages will tend to be overestimates since surgery 
sessions include periods when no patient is seeing the doctor. 

Before appointment After appointment system 
system 

5-16 weeks 0-4 weeks 0-4 weeks 5-16 weeks 17 or more 
Practice Doctor before before after after weeks after 



Appendix VII Questionnaires and record sheets 
used in the study 

IN this appendix the various questionnaires and record sheets used for 
the surveys and experimental studies are described briefly together 
with an explanation of how they were used. 

I. The survey among doctors using appointment systems 

(This is described in detail in Chapter 3 and Appendix 11.) 
I. In the first instance a short questionnaire and explanatory letter 

were sent to a large random sample of partnerships (including single- 
handed doctors) simply asking for the addresses of all practice pre- 
mises, the doctors working there (and in particular the name of the 
senior doctor) and whether or not an appointment system was used 
at  each. We also enclosed a sheet setting out the definition of an 
appointment system which was to be used in this study. This is 
reproduced below. 

DEFINITION O F  APPOINTMENT SYSTEM 

The appointment systems with which this study is concerned are those which 
satisfy the following criteria. 

(i) They are used for some or all of the 'ordinary' surgery sessions, i.e. 
those which apply only to 'special' surgeries such as ante-natal sessions 
etc. are excluded. 

(ii) Appointments are made in advance by telephone, post or personal 
contact. I 

(iii) A definite time is given, patients being asked to come at more or less 
regular intervals. 

A system in which 'block bookings' are made, say, every quarter of an hour 
or half hour would also be included, but not one in which patients were simply 
asked to attend on a particular day or for a particular surgery session. 
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2. A further and very much longer questionnaire was sent to the 
senior partner of each practice where an appointment system was in 
operation. This was also accompanied by an explanatory letter. 

L This questionnaire covered the following topics: 

(a) Basic information about the practice 

Address 
Number of doctors 
Number of patients 
Percentage of working-class patients 
Type of area 
Ancillary staff 
Details of surgery sessions. 

l 

(b) Basic information about the appointment system 

Date of introduction 
l 

I Proportion of surgery sessions by appointment and whether attempt 
is made to see as many patients as possible by appointment ! 

Ancillary help used for appointment system 
I Expenses in instituting the appointment system 

l Running expenses for appointment system. 

l 
I (c) Introduction ofthe appointment system 

Reasons 
Steps taken to inform patients 
Whether easy or difficult 
Specific difficulties encountered. 

(d)  Operation ofthe appointment system 

Telephone arrangements for making appointments 
Arrangements for patients coming without an appointment. 

(e) Efects of appointment system on work-load 
1 

Effect on number of home visits requested by patients 
Effect on total home visits made 
Effect on total number of patients 
Evenness of work-load over week 
Control of work distribution between doctors 
Planning of doctors' time 
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Effect on tendency to seek medical care by: 
Patients needing attention 
Patients not needing attention 

Receptionist's work-load 
Load on telephone. 

( f )  Patient attitude to appointment system (as assessed by doctor) 

Like or dislike appointment system generally 
Understanding of system 
Co-operation generally 
Ability and inclination to make and keep appointments 
Unpunctuality 
Appreciation of being expected by doctor 
Willingness to deal with receptionist 
Dislike of using telephone 

. Dislike of paying for telephone 
Feeling of barrier between doctor and patient. 

( g )  Doctor's attitude to appointment system 

Satisfaction generally 
Opinion of effect on: 

Quality of work 
Doctorlpatient relationship 
Amount of strain on doctor 

Feeling of barrier between doctor and patient. 

(h)  Estimates of quantitative effects of appointment system 

Percentage of consultations by appointment 
Percentage of patient-requested consultations by appointment 
Percentage of patients making appointments by telephone 
Factors affecting percentage of consultations for which appointments 

are made 
Patients' waiting-times. 

2. Surveys among doctors not using appointment systems 
Questionnaires were also sent to a further random sample of doctors 
in which we did not know whether or not an appointment system 
was in operation. These were intended to elicit the opinions and atti- 
tudes of doctors in practices without appointment systems, and the 
covering letter explained that they should be completed only by such 
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practices. Because we wished to ask rather a large number of questions, 
two separate questionnaires were drawn up dealing with different 
topics; each doctor in the sample received one or the other of these. 
The list below covers both sets of questions. 

(a) Basic information about the practice 

Address 
Number of doctors 
Number of patients 
Number of surgery premises 
Type of patient 
Type of area. 

(b) Aspects ofpractice organization ' 

Overcrowding at surgery sessions 
Measures taken to alleviate this 
Do patients wait for longer than is considered reasonable? 

(c) Knowledge ofappointment systetns 

Sources of information, e.g. : 
Meetings 
Articles 
Personal communication 

Has appointment system ever operated in present practice? 

( d )  Views on appointment system 

Whether desirable in general 
Agreement or disagreement with the following alleged advantages 

and dsadvantages first as regards own practice and secondly in general 
Improvement in quality of work 
Better doctorlpatient relationship 
Less strain on the doctor 
Easier planning of doctor's time 
More even distribution of work-load over week 
Less waiting-time for patients 
Less waiting-space required 
Less risk of cross-infection 
Expenses disproportionate to advantages 
Extra work for doctor 
Extra work for ancillary staff 
Overloaded telephone. 



(e) Views expressed by patients 

(f) Attitude towards introducing appointment system in present practice 

Whether considered 
If considered and rejected, reasons for rejection, e.g. : 

Existing arrangements satisfactory 
Initial difficulties would be too great 
Initial expenses 
Running expenses 
Staff would be overworked 
Extra load on telephone 
Barrier between doctor and patient 
Patients likely to be unco-operative 
Patients would dislike having to make appointments 
Patients likely to be unpunctual. 

(Doctors were asked to state which, if any, of these applied and 
whether there were other reasons.) 

3. Questionnaires sent to doctors who had started and 
subsequently withdrawn an appointment system 

(This part of the study is described in detail in Chapter 4 and Appendix 
111.) 

The questionnaire used was a slightly modified version of that sent 
to doctors using an appointment system and described in Section 2 
above. Questions relating to the reasons for withdrawal were inserted. 

4. Surveys among patients 

As described in Chapter 5 ,  two surveys were carried out on the views 
of patients. 

I .  Questionnaire used in interviewing a sample of the general population 

A few general questions were asked. These provided information on: 
Address 

Age 
Sex 
Marital status 
Children 
Availability of telephone 
Number of visits to the doctor in the preceding year. 
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Respondents were also asked whether their doctor had an appoint- 
ment system. 

Those who said Yes were asked: 

How long the appointment system had been running? 
How long they had been registered with present doctor? 
How often they had made an appointment when seeing doctor 

in past year? 
How frequently they would expect to make appointments when 

seeing the doctor in future? 
How they felt in general about appointment systems? 

Those who said N o  when asked whether their doctor had an appoint- 
ment system were asked: 

If they would generally make an appointment if their doctor were 
to give appointments to those who wanted them. 

Whether they had ever been to a doctor who used an appointment 
system, and if so how often they made appointments when 
visiting him. 

How they felt in general about appointment systems. 

2.  Questionnaires used in postal surveys among patients whose 
doctors were known to have or not to have an appointment system 

Both questionnaires contained questions on address, age, sex, occupa- 
tion, marital status, children, availability of telephone at home and 
at work, method of travelling to surgery and length of time to get 
there, number of visits to the doctor in the preceding year, how long 
they usually had to wait, and whether they considered this too long 
or reasonable. 

Those whose doctor had an appointment system were also asked: 
Their opinion of the appointment system as it affected them 

personally. 
How often they made an appointment when visiting the doctor. 
Whether they did so by telephone, letter, calling at the surgery 

or asking someone else to call: 
Whether they had objections to telephoning for an appointment 

and what these were. 
Whether they intended to make an appointment next time they 

had to go to the doctor. 
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Whether they had ever asked the doctor to visit them at home 
because of the length of time they expected to wait at the 
surgery, either before or after the introduction of the appoint- 
ment system. 

Those whose doctor did not have an appointment system were 
asked : 

Whether they were in favour or not in favour of having an 
appointment system. 

Whether or not, if they had the choice, they would prefer to 
attend by making an appointment. 

Whether they had ever been to a doctor who used an appointment 
system. 

Whether they had ever asked the doctor to visit them at home 
because of the length oftime they expected to wait at the surgery. 

5. The experimental studies 
I. General data on surgery sessions, numbers ofconsultations, etc. 

This information was collected for a number of weeks both before 
and after the start of the appointment system, sometimes for about 
one week in four rather than every week. The form used for this, the 
'Weekly Record Sheet' covered the work of one doctor for one week. 
The following information was collected. 

Scheduled and actual starting and finishing times of each surgery 
session. 

Number of patients seen at each surgery session; (a) patient- 
requested ('new') consultations; (b) doctor-requested ('repeat') 
consultations. 

Number of new and repeat home visits each day. 

After the introduction of the appointment system information on 
the number of appointments made and kept was also recorded for 
each session. 

2. Detailed data on patient arrival and consultation times 

This information was collected for periods of one week before and one 
or two weeks during the appointment system. Each patient coming 
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l to the surgery during these weeks was given a 'time-slip' on which 
l was recorded, using a 'Chronostamp' (see Chapter 6) : 

i His time of arrival 
The time he saw the doctor 

I The time he left the doctor. 

For consultations during the appointment system period the time 
of the appointment, if any, was also recorded. 




