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Services available for rheumatism sufferers

THE ARTHRITIS AND RHEUMATISM COUNCIL FIELD UNIT FOR

EPIDEMIOLOGICAL INVESTIGATIONS

Rheumatic complaints form one of the major health
burdens borne by our community (Statistical
Appendix, 1970). The economic burden is enhanced
by the generally non-fatal nature of these conditions.
Whereas the major killers, cancer, stroke, and heart
disease, remove people from being consumers a
relatively short time after they have stopped being
producers, the major cripplers usually leave people
suffering as consumers for long periods of time after
they have been incapacitated from production.
The prime justification for making services

available to cope with these problems is the efficacy
of measures in arresting disease or in otherwise
materially altering its natural history. Unfortunately
there is little hard evidence on this topic and, as
Dr. Candau, Director General of the World Health
Organization, has pointed out, the identification of a
human need is no indication that effective measures
are possible.
However, considerations like this have not pre-

vented the community from recognizing obligations
to rheumatic sufferers. This report is concerned with
the discharge of these obligations, and reviews the
distribution of various services in different parts of
Great Britain.

Source data

The report reviews data derived from the following
sources:
(i) Sickness incapacity (Great Britain)-"Annual Re-

port of the Department of Health and Social
Security for the year 1968", supplemented by other
information provided by the Department;

(ii) Disablement (Great Britain)-information supplied
by the Department of Employment and Pro-
ductivity;

(iii) Mortality and population (Great Britain) "Regis-
trar General's Statistical Review of England and
Wales for the year 1967", and "Annual Report of
the Registrar General for Scotland, 1967";

(iv) Manpower and miscellaneous services (England and
Wales)-"Digest of Health Statistics for England
and Wales, 1969", supplemented by other informa-
tion provided by the Department of Health and
Social Security;

(v) Additional information on consultant manpower
(Great Britain)-from the records of the Heberden
Society, the British Association of Physical Medicine

and Rheumatology, and the Arthritis and Rheuma-
tism Council (Scott, 1969);

(vi) Hospital services (England and Wales) "Report on
Hospital In-Patient Enquiry for the year 1966"
(Ministry of Health and General Register Office),
supplemented by data on out-patient attendances
and allocation of beds provided by the Department
of Health and Social Security.

It will be noted that the source data cover different
geographical areas, sometimes Great Britain and some-
times only England and Wales, and that the latter is
divided differently into standard statistical regions,
hospital regions, and those of the Department of Employ-
ment and Productivity, in different contexts. Population
data are specific for the statistical regions or the hospital
regions in their different contexts, but on occasion it is
necessary to assume correspondence between the areas,
and this has been done as follows:

Standard
statistical
region

Northern

Wales
North-western

Yorkshire-
Humberside

South-western

East Midlands

East Anglia

West Midlands
South-eastern

Hospital Degree of correspondence
region (cf. Table II)

Newcastle Close, with exclusion of Scarborough
and Thirsk from latter

Welsh Identical
Manchester Close, with addition of parts of
and Liverpool Westmorland to latter
Leeds Poor, because latter does not include

Sheffield, Doncaster, and parts of
Lindsey in Lincolnshire

South Close, with exclusion of parts of
Western Dorset, Gloucestershire, and Wilt-

shire from latter
Sheffield Poor, because latter includes those

areas of Yorkshire-Humberside ex-
cluded from Leeds hospital region,
and also excludes Northamptonshire

East Anglian Close, with addition of Saffron
Walden and parts of Hertfordshire,
Kesteven, and Rutland to latter

Birmingham Identical
Oxford, Close, with additions to latter
Wessex, and including Northamptonshire and
the four areas excluded from South Western
metropolitan hospital region
regions

The regions of the Department of Employment and
Productivity correspond to the standard statistical
regions, with the exception that the Department uses
different divisions in south-east England. In this instance
the East Anglia and south-eastern statistical regions were
taken together, to ensure exact correspondence.

Inconsistencies also arise from the different periods of
time to which the various data relate. Throughout,
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Services available for rheumatism sufferers 429

therefore, although data are presented as if they relate
to the same period without further qualification, they are
derived from the following:

Sickness incapacity During the year ended June 3, 1967 (5 per cent.
sample)

Disablement As at April 1967 (registration of cases)
Mortality Deaths registered in 1967 (registration ofcases)
Population Estimated home (England and Wales) and

total (Scotland) population at June 30, 1967;
for the insured population estimates of the
average populations at risk for sickness
benefit, by age at May 31, 1967, were used
(estimation)

Manpower General practitioners at October 1, 1968;
hospital staff at September 30, 1968, aug-
mented by responses to a questionnaire
circulated in December 1968 (Scott, 1969)
(records of staff employed)

Miscellaneous services 1967 or 1968
Hospital services Out-patient attendances and bed allocations

in 1968 (full reporting); bed usage in 1966
(10 per cent. sample of discharges and deaths
from NHS hospitals, with certain exceptions)

The phrase rheumatic complaints includes the follow-
ing disease categories (rubrics of the International
Statistical Classification of Diseases, Injuries, and
Causes of Death, 1955, shown in parentheses):

Gout (288)
Sciatica (363)
Rheumatic fever (400-402)
Arthritis (720-725)
Rheumatism (726-727) (lumbago, 726-0, shown separately in some

instances)
Internal derangement of the knee (734)
Displacement of intervertebral disc (735)
Synovitis, bursitis, and tenosynovitis (741-742)
Ankylosis and other acquired deformities (e.g. postural kyphosis,

hallux rigidus, coxa valga) (737, 745-749)
Other diseases of bones and organs of movement (e.g. Paget's disease,
pulmonary osteoarthropathy, osteoporosis, sacroiliac disease,
capsulitis, haemarthrosis) (731-733, 736, 738, 740, 743, 744)

Ill-defined conditions with symptoms referred to the limbs and back
(787)

However, in many instances, specific data are available
only for particular subcategories, and in these cases the
ICD rubric is shown after the designation in the Table.

In all Tables the regions of England and Wales are
tabulated in descending order of magnitude of the rates

of days lost due to sickness incapacity from rheumatic
complaints.

Demand

Data indicating the size of the demand are far from
satisfactory.

DISABLEMENT
At the most severe extreme are those individuals regis-
tered with the Department of Employment and Pro-
ductivity as disabled persons (Table I). Disabled persons
(DP) suffering from arthritis and rheumatism constitute
about 3-8 per cent. of the total DP Register, although
they form a slightly higher proportion (4 3 per cent.) of
the unemployed persons on the register. The values in
females are less satisfactory because only a small propor-
tion of women who are disabled from arthritis and
rheumatism will appear among data referring to those
who are economically active; the majority of housewives,
for instance, will not be represented.

Thus, whereas there are some forty individuals per
thousand insured persons who are registered as disabled
from any cause, the average rates for Great Britain for
arthritis and rheumatism are 1 5 in males and 11 in
females per thousand insured persons at risk. There is a
relative excess in the north-west, Yorkshire and Humber-
side, and the south-west, and a relative deficiency in East
Anglia and the south-east.
The distribution of registered disabled from arthritis

and rheumatism according to the origin of the disability
is as follows:

Origin of disability Percentage of adult
registered DPs with
arthritis and rheumatism

Male Femak

1914-1918 war disablement pensioners 1 8 -

Other service in HM Forces 19-8 2-0
Industrial injury or disease 11 3 4-1
Birth or early childhood 2-2 8.8
Other injury or disease 64-9 85-1

Table I Registered disabled persons (adults) suffering from arthritis and rheumatism in Great Britain, 1967

Sex Region Estimated insured
population at risk
(thousands)

(a) Male England and Wales
Northern
Wales
North-western
Yorkshire-Humberside
South-western
Midlands (east and west)
East Anglia and South-eastern

Scotland

Total (Great Britain)

(b) Female Total (Great Britain)

13,999
906
728

1,923
1,388
942

2,518
5,594

1,403

15,402

4,716

No. of adult Rate per 1,000
disabledpersons persons at risk

20,505
1,400
1,041
3,228
2,302
1,756
3,761
7,017

2,203

22,708

5,203

1 47
1*55
1-43
1-68
1-66
1-86
1'49
1 25

1 57

1'47

1-10

Percentage of
average ratefor
Great Britain as
a whole

100
105
97
114
113
127
101
85

107

(100)
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430 Annals of the Rheumatic Diseases

INCAPACITY FOR WORK

A more representative estimate can be derived from
sickness and injury incapacity. The incidence of rheu-
matic complaints was 54 6 spells in males and 34 8 spells
in females per thousand insured persons. The data refer
to spells current, and individuals may experience more

than one spell during the year; they also exclude many
females and persons ofretirement age. However, although
these are therefore not true estimates, they do give a

crude indication of the numbers of persons affected.
On the other hand, in assessing services provided one

requires an index that reflects the morbidity load borne
by the whole community. Thus prevalence estimates on

their own are unsatisfactory, and need to be adjusted to
take account not only of persons affected, but also of the
duration of incapacity. By analogy with the value of
'beds used' for planning purposes for hospitals, days of
certified incapacity for work most closely reflect the
community's overall burden from rheumatic complaints.

In selecting such an index one must identify a number
of shortcomings. The unrepresentative nature of the data
on females, because so many of them are not insured for
sickness incapacity, indicates that overall experience
would be reflected more closely by applying the male rate
to the popuation of both sexes aged 20 years or more.
The comprehensive sampling frames from which the

incapacity data in males are derived lend support to this
assumption. Moreover, a rough check of persons of
either sex under the age of 25 years, at which period the
data on females are less unrepresentative, suggests that
the male data probably do provide an adequate index of
the community burden. This assumption is also supported
by the similarity between the proportion rheumatic
complaints form of all sickness incapacity for work,
about one-tenth, and the proportion of a general practi-
tioner's time taken up with these complaints, approx-
imately 7 per cent. (Studies on Medical and Population
Subjects No. 9, referring to 1952-1954; Williams, 1970).

Such a manoeuvre would at the same time take account
of the absence of persons of retirement age from the
incapacity data. In computing the rates in males, how-
ever, certain items were omitted to simplify the prepara-
tion of the regional tables. These consisted of data on
injury incapacity, to which females and the elderly are not
exposed to the same extent, and of data on spells other
than those starting in the year. The effect of these
omissions was to reduce the rate for spells in males from
54 * 6 to 48 5 per thousand insured males.

The community's burden from rheumatic complaints
in the main regions of the country is shown in Table II,

and it is to these relative figures that data on services
will be related.

Fig. 1 (opposite) shows the incapacity rates from
which the indexes were computed, expressed as per-
centages of the average for Great Britain as a whole.
The data are presented on a demographic base map
(Forster, 1966), derived from outlines of parliamentary
constituencies on a demographic map provided by
Messrs Spicers (Complete Atlas of the British Isles, 1965).
These maps retain as much as possible of the familiar
physical outlines, but are arranged so that the map is
subdivided in proportion to the local population. One
thus avoids the visual domination of sparsely populated
areas such as much of Wales, which contribute relatively
little to the statistics being considered.

Medical Manpower

GENERAL PRACTITIONERS
When the variation in mean practice size is con-
sidered, the uniformity of the data, mostly within
5 per cent. of the overall mean, is superficially
encouraging. The only exceptional areas were

Table II Incapacity rates in males, population estimates, and indexes of community burden from rheumatic
complaints in Great Britain, 1967

Standard region

Standard region

England and Wales
Northem
Wales
North-western
Yorkshire-Humberside
South-western
East Midlands
East Anglia
West midlands
South-eastern

Scotland

Total (Great Britain)

Incapacity rate
(days lost from
work per 1,000
insured males)

1,660
2,723
2,529
2,206
1,943
1,768
1,603
1,522
1,453
1,186

2,084

1,699

Total
population
of both sexes
(thousands)

48,391
3 ,330
2,710
6,756
4,783
3,652
3,296
1,612
5,067
17,186

5,219

53,609

Population
both sexes
aged 20+ yrs
(thousands)

33,636
2,272
1,881
4,646
3,302
2,548
2,265
1,132
3,447
12,144
3,458

37,095

Community
burden*
(thousand
days)

55,831t
6,187
4,758
10,250
6,416
4,504
3,631
1,723
5,007
13,791

7,206

63,004t

Corresponding hospital region

Population Communty
both sexes burden*
aged 20+ yrs (thousand
(thousands) days)

(identical) 55,831t
2,105 5,731

(identical) 4,758
4,658 10,278
2,212 4,298
2,134 3,772
3,163 5,071
1,184 1,802

(identical) 5,007
12,852 14,595

(identical) 7,206

(identical) 63,004t

*Rate of certified sickness incapacity from rheumatic complaints in insured males applied to population of both sexes aged 20 yrs or more.

tThese values, computed by applying the rates for the countries to their populations aged 20+ yrs, are not quite the sme as the sum of the
values for the individual regions because the regional distribution of insured males is not identical with that of the population aged 20+ yra.
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Services available for rheumatism sufferers 431

PERCENTAGE where sparsely distributed population, as in parts
Mb

-75
of Wales and the south-west, contributed to smaller

practices, and where the converse, as in the west

76 oo midlands and the north-west, led to slightly larger

01-125 practices. However, it is in contexts like this that

m126-150 mean values can be far from representative of126150 igeneral experience.
151+ Mean practice size may also falsely give re-

assurance because it fails to take account of varia-
tions in the disease burden. The most obvious factors

here are the proportions of paediatric and geriatric
patients in the practices. In fact the variations are
not large; the proportions of the population under

5 years vary from 8 0 per cent. in East Anglia to
9 - 1 in the west midlands, and that of 65 years or

over from 10*4 in the west midlands to 14*3 per cent.

in the south-west. Most areas are very close to the

average values for England and Wales as a whole,
8 * 6 and 12 * 5 per cent. respectively.
A more signifioant variation in disease burden

occurs with incapacity for work. Table III shows an

index of the load of rheumatic complaints per
practitioner in the different regions. The variations
from the mean value for England and Wales as a
whole are much more striking. In this context it must

be recognized that as indicators of disease burden
these mean values have greater value, even though

they may be less representative of 'average' experi-

ence.

The south-east is particularly well-served, whereas

there is serious over-burdening in the north, the
north-west and in Wales. Furthermore, this view
is reinforced when one considers all causes of
sickness incapacity and not just rheumatic com-

FIG. 1 Days of certified sickness incapacity for work plaints. The gradient for all causes is very similar to
from rheumatic complaints in Great Britain-regional that for rheumatic complaints, with the notable
rates per 1,000 insured males as percentages of rate for exception of East Anglia, where rheumatic com-

Great Britain as a whole. plaints are responsible for a greater proportion of all

incapacity.

Table Ill Generalpractitioners, mean sizes ofpractice, and estimated load ofrheumatic complaints in England
and Wales

Standard region No. ofgeneral practitioners Mean size ofpractice Mean load ofrheunatic
(unrestricted principals) (persons of all ages per complaints (number ofdays

practitioner) per practitioner)

Northern 1,320 2,522 4,687
Wales 1,225 2,212 3,884
North-western 2,604 2,594 3,936
Yorkshire-Humberside 1,881 2,543 3,411
South-western 1,699 2,150 2,636
East Midlands 1,304 2,527 2,785
East Anglia 690 2,336 2,497
West Midlands 1,938 2,615 2,584
South-eastern 7,309 2,351 1,887

Total (England and Wales) 19,970 2,423 2,796

Community burden in days (see Table II) divided by number of practitioners.
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432 Annals of the Rheumatic Diseases

SPECIALIST PHYSICIANS
The data of the Department of Health and Social
Security (DHSS) are potentially misleading in regard
to specialist care available for patients with rheu-
matic complaints. This arises because two regions in
England and Wales have neither a rheumatologist
nor a consultant in physical medicine. However, both
these regions do have consultant general physicians
who manifest an interest in rheumatic diseases, as
indicated by supervision of a rheumatism clinic
and/or membership of the Heberden Society.
A more fair picture can be derived from the data

reported by Scott (1969), supplemented by allow-
ances for other specialists in each region, which were
indicated on Scott's questionnaire. At the same time
these data yield estimates of the proportion of
clinical time devoted to the care of patients with
rheumatic disorders. The net result is that the num-
ber of rheumatologists (as whole-time equivalents)
is almost doubled, whereas the availability of
consultants in physical medicine is reduced by one-
third; this reduction does accord crudely with
independent estimates of the proportion of the
physical medicine specialist's time that is devoted to
patients with rheumatic diseases (R. M. Mason
personal communication).

On this basis, rheumatologists form 30 per cent. of
the specialist manpower available in England and
Wales, but they account for 70 per cent. in Scotland.
These figures take no account of rheumatic patients
cared for by consultant physicians who are not
specialists in rheumatology and/or physical medicine.
A large proportion of patients are cared for in this
way, but it seems legitimate in this context not to
take account of these services, as they can scarcely
merit designation as 'specialist'; however, further
reference will be made to these differences when
considering hospital bed usage.
Table IV indicates the availability of specialist

services on a per capita basis, and in relation to the
load of rheumatic complaints. However, the latter
only slightly alters the emphasis on the inequalities
already manifest between the different regions, and
Fig. 2 (opposite) therefore shows the data on adult
persons per specialist, expressed as percentages of
the mean for Great Britain as a whole.

In Scotland the west region fares much worse than
most of the rest of that country, and gross dis-
crepancies can also be observed in England and
Wales. Particularly noteworthy are the Liverpool,
Welsh, and south-western regions, in each of which
there is less than one specialist for every million

Table IV Specialist physicians (by records of DHSS and by personal estimates), adults per specialist, and
estimated load ofrheumatic complaints in Great Britain

Hospital region Rheumatology Physical medicine Total available specialists Persons aged20+ Mean loadof
(whole-time equivalents) (whole-time in physical medicine and yrs per specialist rheumatic complaints*

equivalents) rheumatologyt
(whole-time equivalents)

(a) (b) (c) Total (d) (e) (b + c + e) (thous- (rank in thousand (rank in
DHSS Personal General (b +c) DHSS Personalt ands) E and W) days per E and W)

estim- physicianst estim- specialist
atest with ates

interest

England and Wales 14 0 16-8 8-2 25-1 88-4 58-3 83 5 403$ 669tNewcastle 0 0 0 0 4-4 3 *8 3*8 554 8 1,508 4
Welsh 0 0 0 0 1-6 1-2 1-2 1,568 2 3,965 1
Manchester 3*1 3 * 6 0 3 *6 2*0 1*2 4-8 659 5 - 1,939 2
Liverpool 0 0 0 5 0*5 0 0 0-5 2,993 1 j
Leeds 2*3 2-6 0-8 3 * 5 0 0 3 * 5 632 7 1,228 6
South-western 0*8 0*7 1*3 2*0 0 0 2*0 1,067 3 1,886 3
Sheffield 1-5 1-5 0 1-5 5 0 3-3 4 9 646 6 1,035 7
East Anglian 0 0 0-7 0-7 2-7 1-5 2-2 538 9 819 8
Birmingham 0 0*9 1*9 2-8 0 1*2 4-0 862 4 1,252 5
N.W. metropolitan 2-9 2-0 0 2-0 20-6 11-6 13-6 225 12
N.E.metropolitan 0-6 0-8 0 7 1-5 14-5 8-7 10-2 227 11
S.E. metropolitan 0 0 0-2 0-2 14-3 10-8 11.0 219 13 258 9S.W.metropolitan 0-8 1-8 1-7 3-5 8-2 7 4 10-9 218 14
Oxford 2-0 2-9 0-3 3-2 7-2 4-2 7-4 178 15
Wessewx 0 0 0.1 0 1 7.9 3-4 3-5 394 10

Scotland§ - 3-8 1-9 5-7 - 2-4 8-1 424 - 890 -
North - 0 0 0 - 0 0 - - -
North-eastern - 0 0 0 - 1*4 1*4 230 - - -
East - 0 0*5 0 5 - 0*2 0*7 397
South-eastern - 2-8 0 5 3*3 - 0 3*3 241
West - 1.0 09 1.9 - 0-8 2-7 710

Total(GreatBritain)- 20-6 10-1 30-8 - 60-7 91-6 405 - 687$

Community burden in days (see Table II) divided by number of specialists.
tBased on data reported by Scott (1969), supplemented by indications on his questionnaire of other specialists in the region. These estimates
are scaled in accordance with the proportion of clinical time devoted to the care of patients with rheumatic complaints; thus although usually
lower than the estimates of the DHSS, they are specific for rheumatic complaints.
$These values, computed by applying the rates for the countries to their populations aged 20+ yrs, are not quite the same as the sum of the
values for the individual regions because the regional distribution of insured males is not identical with that of the population aged 20+ yrs.§Data on Scotland derived entirely from Scott (1969); sickness data used in computation of community burden specific for Scottish hospital
egions not available.
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PERCENTAGE

76-125

126-150

51-200

251+

FIG. 2 Adult persons per specialist in rheumatology and

physical medicine-rates as percentages of rate for Great
Britain as a whole.

adults. Next in poverty of provision is the Birming-
ham region, followed by the Manchester, Sheffield
and Leeds regions.

Within these broad categories further inequalities
may be observed. Thus the Liverpool, Leeds, and
south-western regions of England and Wales are
notable for having no appointments held by con-
sultants in physical medicine. Furthermore, within
these large regional areas there may be a marked
unevenness in distribution. Thus in the south-
western region most of the specialist manpower is
concentrated in the Bath area.

This is the last occasion on which the specialists in
rheumatology and physical medicine can be exam-
ined separately, because in tabulations of hospital
medical staff for the succeeding year, 1969, the
DHSS classifies physical medicine and rheumatology
as a single specialty. It is thus instructive to take
stock at this juncture of the state attained by the two
disciplines when they were treated separately for
administrative purposes. In fact the DHSS recog-

nized rheumatology as a distinct specialty only in
1968; prior to that the individuals in this category
were tabulated under the heading 'general medicine'.
Two other aspects should be noted. The adequate

discharge of specialist services is affected by the
provision of supporting medical staff. Table V shows
the availability of non-consultant graded hospital
medical staff in rheumatology and physical medi-
cine. The unusual state in the Liverpool and Birm-
ingham regions reflects the absence of specialist
appointments in this field. Birmingham is noteworthy
for having non-consultant hospital medical staff,
although by DHSS records at September 30, 1968,
there were no specialist consultants appointed to
supervise this staff.
More illuminating is the variation in the relation-

ship between specialist manpower and non-consult-
ant staff throughout England and Wales. Although
the ratio for the country as a whole is near unity,
there are wide departures from this mean. At the
extremes are the south-western region, with a
non-consultant staff of almost four per specialist,
and the Sheffield region, with six specialists suppor-
ted by the equivalent of a single non-consultant
medical officer.

These variations cannot be explained entirely by
the location of well-known training centres. It has
been suggested that there is a marginal insufficiency
of trainees in the field (Scott, 1969). One therefore
cannot escape the conclusion that certain regions are
failing to play their part in training future specialists
because of a deficiency of non-consultant appoint-
ments. This deficiency may contribute to impair-
ment of what services are rendered at present, but
equally it may well exacerbate the inequalities
between different regions of the country in the
future.
Table V (overleaf) also shows the distribution of

general practitioner clinical assistants (paragraph 94
appointments under the Terms and Conditions of
Service of Hospital Medical and Dental Staff in the
NHS) in the field. Once again there are marked
differences between the regions and these variations
do not correlate with either the availability of non-
consultant graded hospital medical staff or the load
of rheumatic complaints borne by the individual
regions.

ORTHOPAEDIC SURGEONS
The role of orthopaedic surgeons in rendering
services to rheumatic sufferers is twofold. In the
first place, they carry an appreciable part of the load
of consultation services for certain types of rheu-
matic complaints, notably backache and a variety of
orthopaedic conditions. Secondly, they play an
important role in the management of a proportion
of patients with arthritis, particularly with prophy-
lactic, reconstructive, and replacement surgery.

0
M
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Table V Non-consultant graded hospital medical staff, ratio to specialist physicians in rheumatic diseases (by
records of DHSS), and general practitioner clinical assistants in England and Wales

Hospital region

Newcastle
Welsh
Manchester
Liverpool
Led
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

Total (England and Wales)

Non-consultant graded medical
staff* (whole-time equivalents)

Rheu- Physical Total
matology medicine

0 6-0 6-0
0 3-0 3-0
2-0 2-0 4-0
o 0 0

4-0 0 4-0
3-1 0 3-1
1-0 0 1.0
2-0 1.0 3-0
0 1*0 1.0
6-1 21-6 27-7
1.0 4.9 5.9
0 10o0 10-0
2-4 10.0 12-4
4-2 3.5 7.7
0 2-0 2-0

25-8 65-0 908

Ratio of non-consultant
to specialist consultant
staff(DHSS data)

1-4
1*9
0 8
0

1-7
3.9
02
1*1
00

12
0-4
07
1-4
08
0-3

Generalpractitioner clinical
assistants (physical medicine
and rheumatology)
(whole-time equivalents)

1 0
0-8
0-6
0-6
2-3
0-1
1.1
0

2-5
7.4
3-0
1-5
3.4
1*0
0-4

0'9 25-7

This includes the fulH range ofgraded staff from house officer to senior registrar, medical assistant, and senior hospital medical officer. However,
the bulk of the posts consisted of senior registrar-17 per cent., registrar-43 per cent., and senior house officer-25 per cent.

The distribution of orthopaedic surgeons in
England and Wales (Table VI) is more uniform, the
various regions differing from the mean for the
country as a whole by at most 20 per oent. When
related to the load of rheumatic complaints the
familiar pattern may be seen, with Wales, the
north-west, and the north being served the poorest.
However, the contrast between different areas is less
marked than is seen with other manpower resources.
It is also important to remember that orthopaedic

surgeons spend only a proportion of their time
dealing with the conditions considered in this report.

Hospital services
OUT-PATIENT ATTENDANCES

Attendance at a specialist out-patient clinic repre-
sents the simplest service rendered. There was a total
of 196,356 new attendances at rheumatology and
physical medicine clinics in 1968 (Table VII), which
represents 5 *8 new attendances per thousand adults.

Table VI Orthopaedic surgeons (by records of DHSS), adults per surgeon, and estimated load of rheumatic
complaints in England and Wales

Hospital region

Newcastle
Welsh
Manchester
Liverpool
Leeds
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

Total (England and Wales)

Orthopaedic surgeons
(whole-time equivalents)

28-9
19-3
38-7
18-3
28-2
25-9
31-0
14*7
38-6
41-2
27-6
26 2
23-2
18-1
13-5

393.4

Persons aged 20+ yrs
per surgeon (thousands)

73
97
82
82
78
82
102
81
89
74
84
92
102
73
102J

86

Mean load ofrheumatic complaints*
(thousand days per surgeon)

198
247
180
152
146
164
123
130

97

142

*Community burden in days (see Table II) divided by number of surgeons.

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.30.4.428 on 1 July 1971. D
ow

nloaded from
 

http://ard.bmj.com/


Services available for rheumatism sufferers 435

Table VII Physical medicine and rheumatology out-patient attendances, rate of new attendances per 1,000
adults, and new attendances asproportion ofnew attendances at all hospital departments in England and Wales

Hospital region

Newcastle
Welsh
Manchester
Liverpool
Leeds
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

Total (England and Wales)

Out-patient attendances (physical
medicine and rheumatology)

New Total (new and
patients old patients)

7,995 53,356
3,467 12,678
4,365 13,973
404 3,635

3,205 22,431
2,514 11,080
10,851 44,551
5,544 18,125
4,413 20,297

43,216 199,370
28,457 104,306
30,631 103,447
23,428 85,075
11,523 42,009
16,343 51,944

196,356 785,277

New attendances per
thousandpersons aged
20+ yrs

3 8
1 8
1 4
0 3
1 4
1 2
3-4
4-7
1 3

14 1
12-3
12-7
9.9
8-8

11.9

5-8

New physical medicine and
rheumatology attendances
as proportion of all new
attendances (per cent.)

1-8
0-8
0-6
1.0
5-1
0-6
1 8
2-7
0-6
4-3
4-5
5 0
3-7
4-2
6-1

2-5

The total attendance at these clinics exceeded
three-quarters of a million, although the ratio
between new and total attendances, 1: 4, is not very
helpful when considering a wide variety of patho-
logical conditions and of professional habits in
asking patients to make a return visit.
The most striking thing is the tenfold difference

between the new attendance rate in the south-east
and those in the north of England, Wales, and the
south-west. This very marked gradient is exactly the
reverse of that for incapacity rates from rheumatic
complaints (Fig. 1) and, of course, reflects the
differences in the availability of specialists, shown in
Table IV.

Table VII also shows that more resources are
devoted to physical medicine and rheumatology in
some areas than in others. Whereas, in England and
Wales as a whole, new out-patient attendances
formed 2 5 per cent. of new attendances at all
hospital departments, they constituted virtually
twice this proportion in Leeds and in the south-east,
but accounted for appreciably less than the national
average in the Welsh and south-western regions and
in much of the north.
There appears to be little value in differentiating

between out-patient attendances classified separately
as rheumatology or physical medicine, as they are
more likely to reflect the designation of the specialist
than differences in the types of case. Only 10 per
cent. of new attendances were classified under
rheumatology; as the specialty provides about
30 per cent. of the manpower resources it would
seem that some work must be classified elsewhere,
presumably partly under the heading of general
medicine.

ALLOCATION OF BEDS
A number of factors complicate the assessment of
the distribution of staffed beds allocated to different
specialties in England and Wales (Table VIII). First,
the records of discharges and deaths show that a
small number of cases was assigned to occupation of
physical medicine and rheumatology beds even
where no beds in the region were allocated to these
specialties. More important is an unevenness in
distribution attributable to four large spa hospitals,
which between them account for 45 per cent. of the
beds allocated to physical medicine and rheumato-
logy in the country as a whole. Similarly, the
existence of specialized rehabilitation centres prob-
ably affects the variations in the availability of beds
for rehabilitation (Table VIII, overleaf).

Nevertheless in most instances the programme of
treatment instituted by a specialist is likely to be
appreciably influenced by the availability of hospital
beds, and it is in this context that variations in the
allocation of beds assume significance. Most of the
large values for beds available per specialist are due
to the four spa hospitals, and these inflate the mean
number of beds per specialist in the country as a
whole from eleven to nineteen. Perhaps the most
disturbing feature about bed allocation, though, is
to be seen in the teaching hospitals. Only the provin-
cial teaching hospitals can be identified separately,
but that six of them should not have any beds
allocated to physical medicine or rheumatology
could well influence the image of these specialties
that is presented to undergraduates, and could thus
affect recruitment to this field.
Of the total of 1,557 beds allocated, 1,053 (68 per

cent.) were assigned to rheumatology, and the
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Table VIII Staffed beds allocated to physical medicine and rheumatology
specialist, and adults per bed in England and Wales

and to rehabilitation, beds per

Hospital region

Newcastle
Welsh
Manchester
Liverpool
Leeds
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

Beds allocated to physical
medicine and rheumatology

Regional United Total
hospital (teaching
board kospitals)

81 0 81
0 15 15

233 13 246
29 0 29
252 6 258
117 0 117
56 0 56
54 0 54
163 0 163
109 54 163
76 6 82
35 12 47
97 51 148
66 0 66
32 0 32

Total (England and Wales) 1,400 157 1,557

Mean no. of beds per
(whole-time equivalent)
specialist *

21
13
51t
58
74t
59t
11
25
41t
12
8
4
14
9
9

19

Persons aged Beds allocated
20+ yrsper bed to rehabilitation
(thousands)

26
125
13I
52
9E
18t
56
22
21t
19
28
51
16
20
43

22

110
106
55
0
0
0

249
0
60
127
80

283
48
135
0

1,253

*Computed from data on total specialists in Table IV.
tThe large number of beds per specialist and the smaller numbers of persons per bed are attributable to four spa hospitals in Buxton, Harrogate,
Bath, and Droitwich; together these hospitals account for approximately 45 per cent. of the beds allocated to physical medicine and rheumatology
in England and Wales.

remainder to physical medicine. This contrasts
sharply with the out-patient data, and shows how
confusing a differentiation between the two special-
ties may be in data of this sort.
Of greater relevance to the individual sufferer,

however, is the availability of a specialist bed when
the need arises. On a per capita basis, there is
marked variation (Fig. 3), with the Welsh, Sheffield,
Liverpool, and south-east metropolitan regions
being served worst. The relative lack of services in
the Manchester, Leeds, and south-western regions is
not apparent in this context because of the location
of spa hospitals within these regions.

USE OF BEDS
The data considered here are derived from a sample
of discharges and deaths from all hospital depart-
ments in England and Wales, and therefore cannot
be related directly to allocated beds. For instance,
medical and surgical cases are grouped together.
However, as indications of overall experience when
a hospital bed is required these data are perhaps
more representative. The categories of the IP
Diagnostic List, used in the 'Hospital In-Patient

oIG. 3 Beds allocated to rheumatology and physical
medicine per 1,000 adults-rates as percentages of rate for
England and Wales as a whole.

BOUNDARIES

.COUNTY

- STATISTICAL REGION

*omm.. CONURBATION

.---------------REGIONAL HOSPITAL AREA

OUTER METROPOLITAN AREA

PERCENTAGE

-50

51-100

101-150

151-200

201-250

251+
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Enquiry', do not permit retrieval of all the cases fall-
ing under the defined heading of rheumatic com-
plaints, and therefore data on only selected condi-
tions can be reviewed. As with all other tabulations,
neither age nor sex are usually taken into account.
Median values for waiting times for admission and

for durations of spells are shown in Table IX; these
give a better indication of average experience than
do the means. As would be expected, there are
variations from one region to another. At the
extreme of the waiting times were the following:
Sheffield, almost 6 weeks for patients with rheuma-
toid arthritis; the south-east metropolitan, south-
western, and Welsh regions, more than 10 weeks
with osteoarthrosis; Wessex, over 6 weeks with a
displaced intervertebral disc; and Sheffield, more
than 10 weeks for patients with other diseases of
bones and organs of movement.
The differences in median duration of stay are less

marked, though worthy of comment is the longer
stay of patients with rheumatoid arthritis in the

north-east metropolitan, Leeds, and Manchester
regions, almost 5 weeks, compared with a national
average of 21 weeks. The spa hospital in each of the
two latter may be contributing to this. The variations
underlying the median values are shown in Table X,
which treats England and Wales as a whole. The
larger proportions of patients with arthritis who have
a long stay are readily observed.
The per capita figures on bed usage (Table IX)

provide some interesting contrasts with beds
allocated (Table VIII). Thus Newcastle, although
relatively well provided with allocated specialist
beds, in fact uses half the national average of beds
for patients with rheumatoid arthritis; this cannot
be accounted for solely by the relatively shorter
duration of stay by the patients. Patients with
osteoarthrosis are perhaps more heterogeneous, but
as regards beds used they seem to fare badly in the
Sheffield, Welsh, and Newcastle regions. Birming-
ham and Wessex use less beds for patients with
displaced intervertebral discs, and East Anglia for

Table IX Median waiting time for a bed, median duration of stay per spell, and average number of beds used
daily per million ofpopulation for certain rheumatic conditions in England and Wales (for all hospital beds,
not just allocated beds)

Hospital region

Newcastle
Welsh
Manchester
Liverpool
Leeds
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

All regions (England and
Wales)

Median waiting time*
(wks.)
RA OA DID Other

4-2 3-6 2-0 6-8
4-3 10-0 19t 5.3
3-2 3 9 4-5 5 8
3-1 1*8 1*7 3-8
2-3 4-2 2-8 6-0
5 6 10-3 2-3 6-4
59 9.3 3-2 10-4
4 0 7-3 1-Ot 8-0

4-3 5 6 2-0 6-8
3-3 4 0 2-9 5-1
3-3 10-5 1-7 7-8
2-8 5 6 2-2 6-3

5-1 7-3 6-5t 8-9

Median duration of stay per spell Average no. of beds used daily per
(days) million population
RA OA DID Other RA OA DID Other

21-4 18-3 18-1 10*1 34 24 21 110
26-1 26-3 17-5 13-5 44 37 14 113
33 0 27-8 14-1 9.3 123t 48 15 107
19-0 13-9 19-8 7-4 40 47 27 90
33-5 26-4 17-1 9-2 74$ 46 15 118
27 5 23-8 13-7 10-2 78: 50 17 132
25-2 24-8 21-1 10-8 71 39 18 79
28 5 24-8 17-3 9-2 91 76 17 45
24-2 22-5 18-2 8-4 73: 51 10 70
23 5 24-0 17-4 9 5 83 77 22 117
34 0 24-0 17-5 8-9 64 102 20 110
22-3 25*5 19*3 10-2 39 66 21 78
24-6 24-1 16-6 9-8 45 114 21 106
27-0 21-5 15-7 8-5 60 40 18 132
23-5 21-5 16-8 8-8 32 74 10 64

3-7 5-9 2-2 6-4 26-2 23-8 17-4 9 5 67 60 18 98

The conditions reported are: RA-rheumatoid arthritis and allied conditions (200); OA-osteoarthrosis and allied conditions (201);DID-displacement of intervertebral disc (203); 'Other'-other diseases of bones and organs of movement (204).
*Median waiting times not available for Birmingham and part of Oxford regions; the 'All regions' figures therefore do not include all Birming-
ham and part of the Oxford region cases.
tValues based on numbers of less than twenty cases sampled and so of less reliability.
$These figures may be influenced by the availability of spa hospital beds in these regions.

Table X Distribution ofduration ofstay and source ofadmission for certain rheumatic conditions in England
and Wales

Diagnostic group Duration ofstay Source ofadmission
(% of all cases in sample) (% of all cases in sample)

Days Months Waiting Immediate Transfers
list admission and others

-14 15-29 1- 2+

Rheumatoid arthritis and allied conditions (200) 26 30 27 17 55 37 8
Osteoarthrosis and allied conditions (201) 32 28 27 13 63 30 7
Displacement of intervertebral disc (203) 42 39 16 3 37 53 10
Other diseases of bones and organs ofmovement (204) 66 20 9 5 69 25 6
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patients with other diseases of bones and organs of
movement.

Table X shows that although about half the
patients with displaced intervertebral discs were
immediate admissions, only about one-third of other
rheumatic patients required such urgent treatment.
The two main specialist departments concerned with
rheumatic complaints accounted for discharge rates
that were not very different (Table XI), although
their bed usage was not the same. Rheumatology
accounted for three-quarters of the beds used by the
two departments, and on average each of these was
occupied for a longer time, 57 days, compared with
the 31-day stay in physical medicine beds.

Reference has already been made to the care of
patients in other hospital departments. Table XII
shows the proportions of patients with various
rheumatic conditions given hospital treatment in
different departments in an earlier year. Almost half
the patients with rheumatoid arthritis were treated
in general medical beds, although this fraction would
probably be smaller if allowance could be made for
those specialists shown in Table IV who are officially

classified as general physicians. One-tenth of
rheumatoid patients were treated in physical
medicine beds, and a similar proportion in rheuma.
tology beds.

In contrast, three-fifths of patients with osteo-
arthrosis and three-quarters of those with displaced
intervertebral discs were treated in orthopaedic beds.
The largest proportions of patients with other
diseases of bones and organs of movement, together
amounting to more than one-half, were treated in
general medical and general surgical beds.
Although rheumatic complaints account for one-

tenth of all sickness incapacity, it appears that the
proportion of rheumatic sufferers referred to
hospital may not be commensurate; certainly the
proportion of the hospital services devoted to these
diseases is much less. All diseases of bones and
organs of movement accounted for 3 2 per cent. of
all hospital discharges and deaths in England and
Wales and, as has been noted (Table VII), for 2' 5 per
cent. of new physical medicine and rheumatology
out-patient attendances. Thus within the hospital
service the proportions of the total in-patient and the

Table XI Discharge rates, mean duration ofstay, and average bed usage by departments ofphysical medicine
and rheumatology in England and Wales

Department Dischargerate(spells)per Meandurationofstay Averageno. of Averageno.ofbedsused
10,000 population per spell (days) beds used daily dailyper million population

Physical medicine 1-0 30-6 400 8 3
Rheumatology 1.5 57-4 1,128 23-5

Table XII Proportion of discharges and deaths with certain rheumatic conditions in the 1964 HIPE sample
treated in different hospital departments in England and Wales

Diagnostic group*

Physical medicine
Rheumatology
Traumatic and orthopaedic surgery
General medicine
Geriatric
Chronic sick
General surgery
General practitioner (non-maternity)
Paediatric
Other specialist care and rehabilitation

Sizes of samples

RA and
allied
( Y0)
11*5
9-6
15-4
46-4
9.4
4.4
1*2
2-2

1,620

OA and
allied
(o/o)

0 7
61 1
16-6
12-4
4-1
3 0
1*5

0-8

1,796

Displacement of
intervertebral disc

4-4

76-3
9.4
0*1
0-2
4.5
5-2

1,262

Other diseases of bones
and organs ofmovement

4.9
2-4
13-9
22 9
5.9
2-6
34.9
5 5
7 0

2,203

*This table is derived only from those parts of the data in which these diagnostic groups could be identified. The groupings were not identical
in the different departments:

Physical medicine, rheumatology, traumatic and orthopaedic surgery, and other specialist care and rehabilitation-ICD rubrics: RA 722,
OA 723, and DID 735; 'other' contained the residue of 720-749 plus those not separately identified (723) in physical medicine, the same with
the addition of 780-795 and a few other cases in rheumatology, but only the residue of 720-727 in traumatic and orthopaedic surgery

General medicine, geriatric, chronic sick, general surgery, and general practitioner (non-maternity)-IP diagnostic listings: RA 200, OA 201,
DID 203, and 'other' 204.

Paediatric-children's IP diagnostic listing 49 for other diseases of bones and organs of movement.

Department
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total out-patient services devoted to rheumatic
conditions are broadly similar.

SURGICAL OPERATIONS
What might be termed rheumatological operations
account for almost one-quarter of all orthopaedic
operations (Table XIII). The proportion is higher in
women than in men, presumably partly because of a
greater frequency of traumatic conditions in males,
and partly because of varying sex frequencies for
different forms of arthritis. About one-quarter of
the operations were joint reconstructions, including
arthroplasties, and one-sixth consisted of arthrodesis.
The estimated rates for the two latter types of

operations can be related crudely to the total
hospital discharge rate for the four main categories
of diseases of bones and organs of movement, 25 *2
and 30 3 per 10,000 population in males and females
respectively. This can yield a very approximate
indication of the proportion of patients being
admitted to hospital who are being submitted to
these operations.

If admissions can be equated with discharges,
both types of operation each seem to be carried out
on something like 4 per cent. of the male admissions
with rheumatic conditions. Arthrodesis appears to
be carried out on approximately 5 per cent. of the
female admissions, and joint reconstruction on 12
per cent. However, these values really need to be
computed for the different diseases individually to
have very much meaning. On the other hand, in the
absence of the necessary detail they can at least
indicate the trends in surgical management.
These figures reflect the great interest currently

being shown in the role of surgery for patients with
arthritis. It would certainly be very interesting to see
whether these possibilities are available with equal
readiness in all parts of the country. However,
comparisons at this stage might well be invidious.
First of all, some of the operations are still under
trial, and until this stage is completed their develop-

ment must inevitably be restricted to certain centres.
Secondly, the differences between regional estimates
might not have great significance; the data available
are based on a 10 per cent. sample and, by the time
the national total in the sample, 620 operations for
arthrodesis for example, is divided between the
regions, the numbers concerned are small.

DEATHS
Our hospitals render a basic service by providing an
institution where death may occur. Thus, although
mortality from rheumatic conditions is low, it is of
interest to see where death occurred in those that did
succumb (Table XIV, overleaf). Approximately
two-thirds of the deaths from rheumatic complaints
took place in hospital, whereas only about half of all
deaths occurred in an institution.
Deaths from arthritis and rheumatism accounted

for one-quarter of 1 per cent. of all deaths in England
and Wales. These deaths constituted a smaller
proportion of the total deaths occurring at home or
in other places, or in psychiatric hospitals, but a
slightly larger proportion of those occurring in
hospitals.

In considering mortality from rheumatic diseases,
though, it is important to establish perspectives. Not
only is the problem small in terms of numbers, but it
is mainly the elderly that are affected. Thus the peak
mortality from rheumatoid arthritis in females
occurred in the decade 70-79 years, and three-fifths
of these deaths affected women over the age of 70
years; in males the data were similar, although the
peak mortality was seen in men 5 years younger.

Moreover, an appreciable proportion of deaths
are assigned to rheumatoid arthritis because the
stated primary cause of death is unacceptable.
However, although terms like senility may be
unacceptable for coding for registration purposes,
they are nevertheless revealing, and must modify
one's interpretation of the extent to which a disease

Table XIII Orthopaedic surgical operations and average daily bed usage in England and Wales

Operation (condensed list) Estimated number ofoperations Average number ofbeds used
per 10,000 population daily per million population

Males Females Meanper cent. Males Females
ofall orthopae-
dic operations

Arthrodesis (153) 1 25 1-62 3-7 9 12

Joint reconstruction, including arthroplasty (154) 1-03 3 77 6-4 7 23

Other operations on joints, cartilage, and bursae (155) 5-83 4-06 12-4 20 15

All orthopaedic surgery (15) 42-83 36-38 (100) 236 247

H
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Table XIV Proportion of deaths from certain rheumatic conditions occurring in different types of institution
in England and Wales

Cause of death (with ICD rubrics) Place of occurrence of death

Total NHS hospitals Non-NHS Other Own Other
deaths hospitals institutions house places

Psychiatric Other (%) (%/) (°/) (%)

Arthritis and rheumatism
(720-727) 1,359 1-4 60-9 4-4 4-1 28-2 1-0

Other diseases of musculoskeletal system
(740-749) 271 2-6 61-6 3*7 2-2 27-7 2-2

Table XV Deaths and death rates from rheumatoid arthritis and allied conditions in Great Britain

Hospital region Deaths from rheumatoid arthritis and allied Crude death rate per million persons
conditions (722) aged 20+ yrs

England and Wales 939 28
Newcastle 47 22
Welsh 58 31
Manchester 128 41
Liverpool 41 27
Leeds 66 30
South-western 65 31
Sheffield 88 28
East Anglian 38 32
Birmingham 81 24
N.W. metropolitan 76 25
N.E. metropolitan 62 27
S.E. metropolitan 55 23
S.W. metropolitan 73 31
Oxford 26 20
Wessex 35 25

Scotland 97 28

Total (Great Britain) 1,036 28

like rheumatoid arthritis has contributed to the fatal
outcome.

Table XV shows deaths from rheumatoid arthritis
and allied ..-conditions occurring in the different
hospital regions. The rates per million adults are not
adjusted for differences in the age structure of the
regional populations and, taking into account the
relatively small numbers involved, this means that
little importance can be attached to the regional
differences. Furthermore, the differences may well be
affected by variations in the extent to which chronic
conditions are entered on death certificates. When
the regional rates are related to the community
burden of rheumatic complaints (Table II), the
apparent differences between the regions are reduced
in magnitude.

Other services
PRESCRIPTIONS DISPENSED BY RETAIL

PHARMACISTS
Table XVI (opposite) shows that prescriptions for

patients with rheumatic complaints by general prac-
titioners amount at most to one-tenth of all the
prescriptions written. The analgesic-antipyretics are
used for the relief of pain of all types, and so this
fraction is almost certainly an overestimate. One
thus gets the impression that the proportion of all
prescriptions may not be commensurate with the
proportion of all sickness that is due to rheumatic
conditions.
Many rheumatism sufferers feel that not as much

is done for them as is possible. These dispensing data
are not ideal, but it would be useful if this suggestion
of possible under-prescribing could be examined
more rigorously. Were it established, this could well
be an important factor contributing to the patients'
feelings of neglect.
The differences between the regions are not very

marked. Drugs used for rheumatic diseases appear
to be used proportionately less in Wales, even though
this is an area with appreciably more incapacity from
rheumatism. If this group of drugs is taken together
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Table XVI Drugs usedfor rheumatic disorders as a proportion of all prescriptions in England and Wales

Standard region Pharmaceutical preparations*

Northern
Wales
North-western
Yorkshire-Humberside
South-western
East Midlands
East Anglia
West Midlands
South-eastern

All regions (England and Wales)

Net ingredient cost as proportion of that for
all drugs

Analgesic-antipyretic
(13)
(%)
8-1
7-9
8-0
8-8
6-3
8-4
6-2
7-0
7-1

Corticosteroids for
systemic use (28)
(o/0)
08
0-7
0-9
0-8
0-9
0-9
1*0
0-8
0-8

Used in rheumatic
diseases (36)
(%)
2-1
1*8
2-2
2-3
2-9
2-0
2-7
2-6
2-4

7-5 0-8 2-3

3 8 1*7 4-8

*The data are derived only from pharmaceutical services administered by executive councils, and do not include prescriptions in hospitals.
They are based on a 0 * 5 per cent. sample of prescriptions dispensed. Therapeutic group category numbers are shown, but Categories 13 and 28
include the use of these drugs for all diseases and are not specific for rheumatic conditions.

with the analgesic-antipyretics, there appears to be a
crude relationship with the regional burden of
rheumatic complaints, although drug usage may be
somewhat less in the south-west also.

OTHER SERVICES
These are not reported here as regional breakdowns
were not available. As regional data become avail-
able, they will be reported in statistical appendices
to this Journal. However, the following comments on
the availability of hospital professional and technical
staff are worth recording.

In hospitals in England and Wales as a whole,
there is one physiotherapist for every 7,500 adults,
one occupational therapist for every 23,000, one
non-psychiatric social worker with qualifications for
every 32,000, one remedial gymnast for every 154,000,
and one chiropodist for every 199,000 persons aged
20 years or more (figures computed in terms of
whole-time equivalents and rounded to nearest 500;
the figure for remedial gymnasts includes trainees).

Underlying these national figures are not only
differences between the regions, but also other
variations in distribution. Thus special centres
making full use of the paramedical remedial pro-
fessions are usually better staffed; not only does the
nature and quality of their work attract staff, as does
their location in the more populated areas, but in
addition their burden is to some extent eased by
trainees. Competing with these centres for the avail-
able staff are ordinary hospitals and the community-
based services. Moreover, certain categories of
problem tend to attract less than their share of the
available staff; this is particularly true of the elderly.

Unfortunately, as with all the other data con-
sidered in this report, it is not possible to establish
an absolute standard for a given service. Thus the
establishment for paramedical posts, in contrast to
the posts actually occupied, is in itself no guide. This
situation is similar to that for specialist posts, as was
seen in Table IV. For instance, in some areas
relatively little interest has been shown in remedial
problems and so the services are deficient; the
established posts are more likely to run parallel with
the existing, albeit deficient, standards than they are
to reflect the actual needs of these areas.

In view of what is generally regarded as an overall
shortage of paramedical professional staff, one
cannot help wondering whether the most efficient
use is made of the resources that do exist. There are
two problems here, the work load itself and the
response by the remedial professions to this load.
The former can be submitted to rigorous scrutiny by
clinical trials, to establish when treatment is required
and what treatment is effective. The latter is very
much a matter of philosophy, whether to try to do
something for everybody or to concentrate on those
for whom most can be done. However, these
philosophies are amenable to direction, and work
studies could establish the guidelines for efficient
operation.

Comments

Prof. Major Greenwood (1948) remarked the lesson
implicit in the work of John Graunt, that very
imperfect data, if patiently considered, can teach us
something that it is good for us to know. The data
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considered in this report have a number of short-
comings. On the score of representativeness, the
regional areas are sufficiently large to contain within
them appreciable variations from their overall
pattern. Thus although marked variations have
been identified, they by no means indicate a uni-
formity of standards within a particular region.
On the validity and reproducibility of the classi-

fications employed, there is little evidence. All that
can be said is that they categorize service functions,
and that the classifications may well vary somewhat
from one region to another. Nevertheless, specialty
status is being more fully accorded to both rheuma-
tology and physical medicine, and one would
anticipate that the classification of service functions
may well increase in uniformity as a consequence.
Most of the information considered is the most

recent that is available, although in some instances
slightly older data have been used to permit review
of a broadly comparable period of time. It must be
noted, however, that up to four years have passed
since these events, and many changes may have
occurred since then. Nevertheless, as the most recent
period that can be considered from a number of
aspects, the experiences recorded can be instructive.
The principal object of such an exercise is to learn,

and so what are the things that it is good for us to
know? The most striking finding is the inverse
relationship between sickness incapacity for work
from rheumatic complaints and the services available
to treat these complaints. It would indeed be en-
couraging were these two phenomena causally
related, but the data on their own certainly do not
justify such a conclusion. Many other factors differ-
entiate the south-east from the north and west, and
in fact the inverse relationship could well reflect only
greater social pressures insofar as they affect both
supply and demand. Among other regional differ-
ences that could be important are such factors as
varying patterns of occupation and the association
that has been noted between atmospheric pollution
and sickness incapacity for work from arthritis and
rheumatism (MPNI, 1965).

All that one can do with reasonable justification is
to offer possible explanations for the varying pro-
visions that are made. Central government, through
the agency of the Department of Health and Social
Security, has now recognized physical medicine and
rheumatology as a distinct specialty. This should
promote a more uniform provision of services in this
field.

However, implementation of a policy for im-
proving facilities is left to the regional hospital
authorities. These authorities make appointments
and provide facilities on the recommendations of
medical committees. One thus cannot escape the
conclusion that an important factor may well be a
lack of enlightenment on the part of certain mem-

bers of the medical profession. Lord Horder (1938
may well have illuminated this situation; not only
was he a pioneer in stimulating medicine to devote
serious thought and effort to the problems of
rheumatism, but he also delivered a lecture on the
subject of obscurantism-did some of his profes-
sional associates provoke him thus?

Underlying this is the community's attitude to
rheumatic complaints and to chronic disease in
general. It is implicit in the actions of our society
that dramatic illness, particularly fatal illness, is
important. It is equally implicit that chronic disease
tends to be disregarded, although who is to judge
that what may give rise to years of suffering is not as
important as a condition with an outcome less
favourable in terms of survival? Certainly, by the
criteria ofman-years of suffering and of the economic
burden imposed on society, the chronic conditions
probably form a bigger problem.
The distressing consequence is that all too many

rheumatism sufferers feel neglected and that nothing
can be done for them, an attitude that a number of
physicians unfortunately and misguidedly seem to
share. This is perhaps hardly surprising if, in the
areas where incapacity for work is most frequent, the
general practitioners are bearing a heavier work
load and are supported by less abundant specialist
services. The remedy, of course, lies with the com-
munity's determination-if the community deter-
mines to overcome this problem and to provide
better services, then more than half the battle will
have been won.
There are a number of more particular lessons for

those engaged in this field professionally. As doctors
we like to think that our treatment is effective, and
certainly some of the data reported here are at least
consistent with such a view. Nevertheless not as
much has been done as it is possible to do to establish
the effects of various therapies on the natural
histories of the various conditions. Apart from
yielding clearer indications for treatment, this is
perhaps the best way of overcoming the misgivings
and prejudices that may be entertained by a few of
one's professional colleagues.
A good example of the possibilities is suggested by

some of the data cited. It is widely believed that rest
and in-patient treatment play a very important role
in the management of patients with rheumatoid
arthritis. But in some regions of the country it is
manifestly very difficult for this to be arranged, when
beds are not allocated for the purpose. Do patients
in these areas in fact do worse than those in regions
with more abundant facilities? This question could
have important consequences for the individual
patient's life, but it also has important economic
aspects, particularly at a time when there is in-
creasing competition for limited financial resources
for medical treatment. A slightly different aspect of
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this situation has already been explored by cost-
benefit analysis (Brooks, 1969).

Research is concerned with the identification of
differences, and then with finding an explanation for
these differences. The uneven distribution of services
for the treatment of patients with rheumatic com-

plaints creates an experimental situation where one
can try to measure the effects of these differences on
the patient's disease. On humanitarian grounds it is
to be hoped that this opportunity will not long
continue, but as a scientist one must hope that these
opportunities will not be lost.
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